
volume 11
edition 6

International Overdose
Awareness Day: page 4

Pharmacotherapy not
the pits in Kalgoorlie: page 7

AFL doping claims
spotlight injecting stigma: page 3

Total nominal Household Final Consumption
Expenditure (prices paid by consumers)

in 2010 was:

Cannabis: $3.8b

Amphetamines: $1.5b

MDMA (Ecstasy): $300m

Heroin: $750m

Cocaine: $783m

Total: $7.1 billion

Nominal Gross Value Added
(margins made by the wholesale distributors

and the retail distributors):

Cannabis: $3.7b

Amphetamines: $1.3b

MDMA (Ecstasy): $205m

Heroin: $411m

Cocaine: $263m

Total: $5.879 billion

Estimated Australian governments’ drugs budget spending, 2009/2010:
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PER CENT
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Prevention $156.8m = 9.2%

Treatment $361.8m = 21.3%

Harm Reduction $36.1m = 2.1%

Law Enforcement $1123.3m = 66.0%

Other $23.1m = 1.4%

Total $1701.1m = 100%

Source: National Drug and Alcohol Research Centre, 2013.

ABS researchers’ data provided to Anex.

Total government spend on law
enforcement $1123.3m

vs
Total government spend on

harm reduction $36.1m

In 2010 Australians spent around $7.1 billion
on cannabis, heroin, cocaine, MDMA and

methamphetamines.

Profits dwarf
drug responses

Illicit drug market spending by Australian
consumers is an estimated four times higher
than the combined public funding in response
to the trade, including law enforcement, drug
treatment and harm reduction, recently
released figures reveal.

Australian Bureau of Statistics researchers
have estimated that in 2010 Australians
spent around $7.1 billion on cannabis,
heroin, cocaine, ecstasy and amphetamines
(see Table 1).

The ABS researchers calculated that overall
profits were in the vicinity of $5.8 billion - for
one year alone. The figures were shared with
Anex by the researchers, and are part of a
forthcoming report into Australia’s
unobserved economy.

Drugs that are produced within Australia,
such as amphetamines and marijuana, have
a far higher estimated profit margin than do
imports such as heroin and cocaine.

Newly released analysis by the University
of NSW found that Australian governments’
overall spending on law enforcement, drug
treatment and harm reduction responses
was approximately $1.7 billion in 2009/2010.

The analysis, by the university’s Drug Policy
Modelling Program, found that: “The majority
of direct government spending was in law
enforcement, representing 66% of
government expenditures. This was
followed by drug treatment at 21%; and
then prevention at 9%. A small proportion of
spending occurred for harm reduction (2%).”

Previous analysis had been made of
2002/2003 drugs budget spending, leading
researchers to note that by 2009/2010:
“Overall spending has increased by a small
amount. There is a notable exception though -
harm reduction is the only domain where
spending has decreased. This is of concern,
especially given the solid evidence-base for
the effectiveness of harm reduction
interventions.”

The ABS drugs market analysis does not
include any estimates of the size of illicit
markets for pharmaceutical drugs, which 

are a substantial and seemingly growing
sector of the trade.

Likewise, the estimates do not factor in the
markets for performance enhancing drugs
such as steroids and peptides.

Furthermore, the ABS analysis did not include
any estimates of the size of the synthetic
drugs markets, or the growing globalised
markets of online illicit drugs.

“If the traditional illicit drugs markets was
$7 billion, it would be far higher if prescription
drugs, online synthetics and the steroids
markets were factored in,” said Anex CEO
Mr John Ryan.

The UNSW drugs budget analysis can be
downloaded from the National Drug and
Alcohol Research Centre. Visit
www.ndarc.med.unsw.edu.au
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Anex’s vision is for a society in which
all individuals and communities enjoy
good health and wellbeing, free from
drug-related harm. A community-based,
not-for-profit organisation, Anex
promotes and supports Needle and
Syringe Programs (NSPs) and the
evidence-based approach of harm
reduction. We strive for a supported
and effectively resourced NSP sector
that is perceived as being part of the
solution to drug-related issues.
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Rising blood borne virus incidence
for people injecting anabolic steroids
Dr Vivian Hope from Public Health England, a new organisation that
acts as an executive agency of the UK’s Department of Health, told a
British HIV conference in April that the injection of performance and
image-enhancing drugs (PIEDs) in England and Wales was on the rise
and that people may be contracting blood borne viruses through the
practice. 

As is the case in Australia, England and Wales are seeing greater
numbers of people who inject PIEDS presenting at needle exchanges
- but services don’t always have the required skills and knowledge
to meet their needs. The PIEDS demographic is bringing to services
people with a somewhat different demographic from that of opiate
injectors. Generally speaking, PIED users are younger, more likely to
be employed and less likely to have a criminal history.

Worldwide, added Dr Hope, only three studies had previously been
conducted on HIV rates among people who inject PIEDs. One of
these, which was carried out in the UK in the 1990s, found that no
one surveyed then had been infected with HIV. That is no longer
the case.

The use of PIEDs is considerable in Britain. The 2012 British Crime
Survey, an annual review carried out on behalf of the Home Office,
estimated that 47,000 people had used heroin in the previous year,
while 70,000 had used anabolic steroids. A sub-survey was also
conducted with 395 men who inject PIEDs. The average age of those
surveyed was 28 and the majority was heterosexual. Most of the
men injected anabolic steroids (86%) or growth hormones (32%);
9% reported ever having shared a needle, syringe or vial; and 17%
reported having been injected by another person in the past year.
One-third had used multiple drugs of this class, while 5% had ever
injected a psychoactive drug and half had snorted cocaine in the
last year. Only 20% had always used a condom during sex.

Of those surveyed, 1.5% had antibodies to HIV, 8.8% had antibodies
to hepatitis B and 5.5% to hepatitis C. 

The prevalence of hepatitis B and C antibodies was lower in this
group than in people who inject drugs generally. However, 1.5% of
steroid injectors having HIV antibodies was on a par with people
who inject other drugs and considerably higher than in the general
population.

PIED injectors’ sexual behaviours, injection practices and drug use
were potentially putting users at risk of blood borne viruses, Dr Hope
told the conference. However, he added that the results “need to be
generalised with caution” as the survey sample (participants from
nineteen needle and syringe exchanges in the UK) may not be
representative of the complete spectrum of steroid users. 

Statistics show that steroid use in Australia is also on the rise, with
the latest Australian Crime Commission data exhibiting the highest
number of steroid seizures and arrests on record. The Illicit Drug
Data report also shows that the number of PIEDs detected at the
Australian border in 2012 increased by almost 57%. Queensland
NSPs are reporting dramatic increases in the number of clients
using steroids, especially on the Gold Coast. Over the last decade,
Queensland has continued to have the highest proportion of steroid
offences, accounting for 58% of national steroid arrests in 2011 to
2012.

Hope V et al. Prevalence of, and risk factors for, human
immunodeficiency virus, hepatitis B and hepatitis C infections
among men who inject image and performance enhancing drugs
in England & Wales. 19th British HIV Association conference,
Manchester, abstract O4, April 2013.

New OTP and drug overdose guidelines
for NSW Police Force
In March, 2013, the NSW Police Force released a range of revised
drug polices, including guidelines for the opioid treatment program
(OTP) and police attendance at drug overdose.

Influenced by harm minimisation principles, the OTP guidelines
provide an overview of OTP basics and highlight the program’s 

health, social and crime reduction benefits. Police-specific issues
such as clients in police custody, drug overdose in custody,
relationships with service providers and the relevant legalities
are also addressed.

The OTP guidelines indicate a clear understanding of the need for
community support of OTP services and for strong relationships
between police and services as a way to maintain the viability
of OTPs. 

A summary of its main points follows. 

On people in custody: 

� People in police custody are entitled to their prescribed
doses, although police are not authorised to administer them.
The guidelines provide police with information about how to
arrange for a person to be dosed.

� A person in custody is legally entitled to their takeaway dose;
however, police will take possession of these and record them as
personal property. If the takeaway dose is not in their own name
(if it has another person’s name on the label), police can take
action and contact the dispenser.

On police and service relationships: 

� A proactive and collaborative relationship is encouraged to
establish formal and regular lines of communication. Police are
also encouraged to promote harm reduction at events such as
parades and orientation days. 

� Police activity in the vicinity of OTP services should not discourage
clients from accessing services, however illegal and or unacceptable
behaviour will not be condoned or ignored.

The NSW Police drug overdose guidelines provide information
about how to respond at the scene of fatal and non-fatal overdoses.
The NSW Police Force drug overdose guidelines state that: 

� When police are present at an overdose incident, saving life is
the priority. 

� Police are to show discretion at overdose incidents and are
therefore advised to not charge people for minor drug offences.
The aim is to encourage overdose witnesses to call for an
ambulance immediately, without fear of prosecution. 
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In April, sports news headlines trumpeted
that Essendon AFL coach James Hird had
injected drugs. The furore centred on a
coach whose integrity had been thought
unimpeachable, a member of the AFL Hall
of Fame and a sportsperson considered one
of the greatest footballers of the modern
era. Hird quickly admitted to being injected,
but added that what he’d received were
harmless, legal amino acids. Other reports
said that he had received Hexarelin, which
the World Anti-Doping Agency banned in
2004, and Melanotan II, a tanning agent
also used as an aphrodisiac.1

But the strident nature of the reports
suggested that what Hird may or may not
have used was secondary. Their focus was
on the claim that he’d injected himself
and had left the club’s premises to do so.
The idea that a former player may have
acted in this way elevated the issue to
a new level. It hinted at illicit drug use,
underlined how widespread fear of
needles is and raised the question of the
stigmatisation of injecting drug use.

Sports drug researcher Dr Kate Seear
believes that the Hird case challenges
assumptions about sportspeople and
drugs. A research fellow at the National
Drug Research Institute at Curtin
University, Dr Seear has worked on a range
of issues around illicit drug use and doping
in sport. She prefaces her observations by
emphasising the need to remember that
investigations are still under way with
regard to supplements at Essendon and that
she does not allege that any players or
member of the coaching staff took banned
substances.

“I’ve talked to people and listened to a lot
of talkback radio, and a lot of people seem
to be horrified or think there’s something
grotesque in the idea that players or coaches
may have been injected. One way you might
understand that is that we have a fear of
needles. But we need to take a step back
and look at why there seems to be such a
panic about it.

“[With] the current situation with Essendon,
there is obviously a context of suspicion

where there’s a concern that
players may have used

performance-
enhancing

substances, and so the very fact they
may have been injected or gone offsite
immediately raises this suspicion of
underhandedness, that there’s something
secretive about it.” 

Under some circumstances, says Dr Seear,
the World Anti-Doping Agency code does
prohibit competitive sportspeople from
taking a range of substances by injection
or intravenously. But it must be remembered
that athletes often need jabs for injuries
and can be hailed as heroic by returning
to play after being treated for an injury. 

“If you’re at the local footy club or down
at the netball and you hurt your ankle you
may have to go and get treatment offsite
or receive injections. Those sorts of things
don’t usually arouse suspicion.” 

Players also routinely take measures to
enhance their performance, not the least
of which is training. Special clothing and
swimsuits and shoes are all used to improve
performance, Dr Seear says.

“I wear spectacles and, if I were to compete,
that’s an enhancement. It’s where we draw
the line. Where those lines are drawn raises
a lot of questions about why we prohibit
some things and not others. 

“But with the media fixation on injections,
there’s a point at which they are saying
this is inherently strange, and that’s the
cross-over. That’s the point at which it can
reinforce the stigma associated with people
who inject drugs and the marginalisation

of injecting drug use, and there needs
to be a bit more nuance in the debate

more broadly.” 

Sociology and cultural studies
are helpful where community
reactions to sportspeople and
doping are concerned, she says. 

“I think the debate in some
respects is reproducing a series

of concerns about the body more 
broadly. It’s important to put the 

body - the figure - at the centre
of the discussion because sport is generally
understood to be a realm, an authentic
space, where natural and physically
exemplary bodies participate in the ultimate
form of human competition, and sport is
understood as inherently real and natural
and anything that might be seen to threaten
that is seen to be unnatural or inauthentic
and really challenges the way we
conceptualise sport.
“It’s partly about these ideas around the
body and the integrity of the body and
the sanctity of sport but also that, under
the World Anti-Doping Agency code,
some methods are prohibited. But the
third possibility is we may be having some
confusion or conflation with illicit drug use. 

“This risks feedback into negative and
problematic misunderstandings about
illicit drug use more broadly - and injecting
drug use in particular - in that it may
reinforce the stigma associated with the
use of needles. The mere use of needles
in any context is inherently strange and
questionable and irrational to many people.
Needles signify something else. Symbolically
needles are associated with injecting drug
use, and even though we’re not hearing it
explicitly, for some people injecting is
obviously risky, irrational, strange and
dangerous. 

“That also may explain some of the panic,
the sense of horror with the method:
‘Why would they inject when they could
use other methods? People only inject if
they have a problem; what does this say
about them? Are these guys into some
other drug use - illicit drugs, maybe?’

“What we might be seeing is that stigma
coming out, so we need to take a step back
and separate out these strains,” Dr Seear
says.

Dr Seear is currently starting a pilot study
looking at the AFL’s illicit drugs policy and
programs dealing with illicit drugs use in
sport, treatment and recovery.

AFL doping claims
spotlight injecting stigma

Data set plan to shed light on NSP service improvements
A move for national needle and syringe data
to be collated by a federal blood borne virus
body may stimulate improvements to NSP
services. 

The Blood Borne Viruses and Sexually
Transmissible Infections Subcommittee, who
reports to the Australian Health Ministers,
started work on a national NSP data set
earlier this year to align the states and
territories and end years of piecemeal
statistical returns.

The drive for the collection of national NSP
information comes as the National Needle
and Syringe Programs Strategic Framework
2010-2014 is due to expire, which will
inevitably bring its achievements or
shortcomings under scrutiny. A standardised
data set, which is one of the framework’s
key recommendations, will give a clearer
indication of how effectively the proposals 

recommended under the framework have
been acted upon.

The NSP Framework was created to establish
an agenda to align service delivery across
all states and territories. However as the
framework shifted responsibility from the
national Council of Australian Governments
to the state-focused Australian Healthcare
Agreements, concerns have emerged that
it will not be a priority.

The framework, which was four years in the
making, made these seven recommendations: 

1. National standards - a set of universal
minimum standards was proposed to
ensure consistency across primary,
secondary and community pharmacy
NSPs to improve service planning and
help identify service gaps.

2. Increased availability of injecting
equipment - increasing NSP hours and 

adding new sites, including syringe vending
machines and expanding the range of
injecting equipment available at NSPs.

3. Data collection - including a proposed
nationally-consistent data set, which will
help identify who is accessing NSPs and
gaps in service delivery, while an
independent agency will undertake
a yearly analysis of data.

4. Peer education - strengthen the evidence
base for peer education.

5. National core training - devise a national
training model to encourage consistency
and maintain a professional and effective
workforce in primary, secondary and
pharmacy NSPs. The framework recognised
it is essential that staff are aware of the
public health benefits of the service, feel
confident with clients and are able to refer
them to other services when required.

6. Improved referral to services - NSPs are
important points of contact for referral
to other healthcare services for injecting
drug users. The framework called for the
establishment of links with local health
services to support referrals.

7. Improved and expanded evidence base -
regularly assess the effectiveness of NSPs
through evaluation of the direct and
indirect effects of NSPs and their impact
on the prevention of drug-related harm.

Under the Council of Australian Governments’
national reach, harm reduction services
received more focused attention. Therefore
hopes are high that the collation of a national
NSP data set seen through the perspective of
blood borne viruses will give a clear indication
of whether the National Needle and Syringe
Programs Strategic Framework 2010-2014
has been effective.
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Window on naloxone programs
Death from a drug overdose inevitably leaves
friends and family members tormented by
grief and guilt stemming from the perception
that they failed to do enough. Many reflect
ruefully on whether they could or should
have kept their loved one away from drugs
altogether; others lament that they did
not have the means to reverse the overdose. 

Yet there is a long-recognised tool to counter
overdose and prevent such tragedies where
opioid use is concerned - naloxone. 

Supplying naloxone to drug users and likely
witnesses to overdose is a key advocacy
action around International Overdose
Awareness Day. Social media for last year’s
event was very active in discussing the
overdose reversal drug, with web analytics
showing that under the hashtag #OD12,
22.9% of tweets on the day related to it. 

In addition, UK advocates for naloxone use
scored a coup by persuading Richard Branson,
who has over three million followers, to tweet
for #OD12 voicing his support for overdose
prevention and encouraging naloxone trainers.

Between 70,000 and 100,000 people globally
are estimated to die from opioid overdose
each year2 and, despite rock-solid evidence
for the effectiveness of naloxone as a remedial
response, its availability for vulnerable people
is still limited in many countries.

In light of that, and in the run-up to
International Overdose Awareness Day on
August 31, it’s useful to reflect on what
successes there have been in establishing
naloxone programs.

Groups in various parts of the US have been
active in operating training and distribution
programs for the last 16 years. The Centers for
Disease Control and Prevention reports that,
over that time, more than 10,000 overdose
reversals have been achieved with the drug.

The Chicago Recovery Alliance led the way in
the States, commencing overdose prevention
training in 1997 at its drop-in centre/needle
exchange.3 San Francisco’s Drug Overdose
Prevention and Education Project began
training peers in opioid overdose recognition
and response in 2001, and 2 years later the
program grew to include naloxone prescription
carried out in collaboration with the San
Francisco Public Health Department. Opioid
overdose prevention and response training
programs in New Mexico also began in 2001,
and the Staying Alive Drug Overdose
Prevention Program was launched in
Baltimore in April 2004, sponsored by the
Baltimore City Health Department and the
Open Society Institute. In New York, the Harm
Reduction Coalition has been training peers in
overdose recognition and response throughout
the city since 2005.

Arguably the country’s most successful
scheme, Project Lazarus, was launched in 

Wilkes County, North Carolina in 2008 in
response to a drug overdose mortality rate
that was 4 times that of the rest of the state.
Its clear mandate to reduce drug-related
fatalities paid spectacular early dividends,
with a reported drop in the overdose death
rate between 2009 and 2010 of 42%.

The Chicago Recovery Alliance’s pioneering
work signalled that the US recovery paradigm
was not incompatible with classic harm
reduction measures. The group Faces & Voices
of Recovery, a national network of over 20,000
individuals and organisations dedicated to
“bringing the power and proof of recovery
to everyone in the nation”, continues this
tradition. Its primary goal is to remove
obstacles to employment for people with
drug records and press for “certificates of
rehabilitation” that would lift automatic
bans to employment, occupational licenses
and public housing.

The group sees its recovery focus as being
no impediment to advocating for naloxone
programs, especially its provision to opiate
users preparing to be released from prison.

In Europe, 5 countries (Denmark, Germany,
Italy, Romania and the UK) all report ongoing
naloxone programs. 

Wales took the lead in the UK, with the Welsh
Assembly’s 2009 development of a national
program for naloxone distribution, testing 

its Take Home Naloxone Rescue Scheme in
prisons and areas with high overdose rates.

A year later, the Scottish Drugs Forum
launched its National Take Home Naloxone
program. This has included a partnership with
the British Red Cross in Scotland to create a
task force of community educators who
spread overdose prevention and emergency
first aid skills as widely as possible. The
Scottish Drugs Forum is also active in
delivering overdose education and naloxone
to prisoners on the verge of being released.

The Scottish Drugs Forum also took bold
steps for International Overdose Awareness
Day last year, commissioning a series of
30-second radio community service
announcements to promote awareness
of opiate-related overdose, naloxone and
the engagement of potential witnesses. The
ads, which played to an estimated audience
of 500,000, can still be found on the Scottish
Drugs Forum website www.sdf.org.uk/drug-
related-deaths/naloxone-ad/.

In Australia, the ACT and SA have started
naloxone programs. The first in the country
was launched in the ACT in December 2011
by the Chief Minister. 

Meanwhile Victoria’s government has
expressed its commitment to implementing
naloxone distribution.

Overdose deaths now outnumber the road toll.

Prescription drugs are present in most overdose deaths.

Help raise awareness of the risks of misusing prescription drugs.

Visit www.overdoseday.com to download our community
awareness campaign materials.

August 31

All Australian services are encouraged
to run an event for International Overdose Awareness
Day. Please register your event, purchase a badge or

post a tribute at www.overdoseday.com

Are you aware of the risks?

www.overdoseday.com

This year, International Overdose Awareness
Day falls on Saturday August 31. It will be
observed around Australia and internationally.
All Australian services are encouraged to run
an event on or close to the day, and you can
register an event, post a tribute or purchase
badges at www.overdoseday.com. 

Marking International Overdose Awareness
Day presents a refreshing opportunity for
services to exercise their creativity. Last
year, one particularly imaginative Canadian
organisation, Sandy Hill Community Health
Centre, spread overdose awareness messages
through various innovative activities. 

Dayna Barnes works for Sandy Hill’s Oasis
Program, which is located in downtown
Ottawa. Oasis offers such harm-reduction-
based programs as needle exchange and safe
inhalation alongside a methadone/suboxone
clinic and a housing first initiative. Hearing
about International Overdose Awareness Day
being marked in Australia prompted Sandy
Hill Community Health Centre to observe it
in Ottawa, and this year is their third annual
event. 

Last year’s was a big success and was driven
by a strong and creative committee whose
aim was “to have the cause not only heard,
but noticed”. Dayna says that the number
of participants trebled from the year prior
and media coverage was achieved. It also
provided an opportunity for networking
and for partnerships to develop on a national
level between cities and provinces. In addition,
the Canadian Drug Policy Coalition started a
National Overdose Prevention working group 

comprised of frontline harm reduction
program providers and policy makers.

Their 2012 International Overdose
Awareness Day started off by “chalking
sidewalks” with the outlines of people
in the recovery position, pictured opposite
bottom left. The chalk artists also had
brochures to hand out to passers by.

A peer service user was commissioned to
create artwork, pictured above, which was
used on all promotional materials.

Clients of Dayna’s service worked with
staff to stencil over 100 t-shirts, pictured
below, for people who attended, and
educational workshops for people who use
drugs were held in the drop-in centre. Posters
and picket signs were produced for the day.

Shoes, pictured left, were displayed with
a card for each person in Ottawa who had
fatally overdosed in the past year. Each pair
of shoes was accompanied with a card that
indicated the deceased person’s gender and
age and was labelled with, for example,
“sister”, “mother”, “father”, “son”, “veteran”
to highlight that they were so much more
than just a person who used drugs.

Every year the Sandy Hill Community Health
Centre holds an event at the city’s Human
Rights Monument. In 2012, keynote speakers
brought their expertise and their knowledge
of risks and overdose rates in the city and
communicated the growing concern over its
high rates of accidental drug-related deaths.
The key message was that overdoses can
happen to anyone and are preventable.

This year is shaping up to be just as successful,
with the aim of a bigger, wider community
reach. Dayna says, “Overdose Awareness Day
is growing in Canada, but still needs to
expand. I believe there were three events
held in Ontario and three in other provinces.

“I feel strongly that if organisations...such
as the one we have established here in
Ottawa continue to share information
and materials that can be used in creating
their own events, the day will continue
to grow in numbers and support, and
understanding for the cause will become
stronger.”
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Push to reschedule anti-anxiety medication
An interim decision has been made for
alprazolam (trade name Xanax®) to be
reclassified from a Schedule 4 drug
(prescription only) to a Schedule 8 drug
(drugs of dependence) from January 1st 2014.
Extra monitoring and controls apply
to Schedule 8 (S8) drugs and poisons
to reduce dependence and diversion.

The Therapeutic Drugs Administration’s
Advisory Committee on Medicines
Scheduling made the decision on alprazolam
on May 23rd 2013. The Committee was also
asked to consider a recommendation that all 

benzodiazepines be rescheduled to Schedule 8,
but this was declined. Many organisations,
including aged care facilities and pharmacies,
were opposed to such a move because of the
administrative difficulties this would create,
and of the need for increased security related
to storage and dosing. Benzodiazepines will
remain in S4.

A final decision on alprazolam will be reached
on June 27th 2013.

In 2010, over 7.5 million prescriptions for
benzodiazepines - recommended for short-
term treatment of anxiety or insomnia - 

were dispensed, more than 680,000 of these
being for alprazolam.13 The drug is particularly
problematic as it is highly addictive and
strongly associated with disinhibition,
amnesia and with having a paradoxical effect
(sometimes called “the Rambo effect”) where
people behave in ways inconsistent with their
normal personality, e.g. stealing and being
aggressive or promiscuous. Frontline workers,
including those involved in the corrections
system, have seen a growing number of
alprazolam-related incidents involving
violence and aggression in recent years.

Alprazolam is also strongly associated
with overdose. During 2010 to 2011, there 

were 3135 ambulance attendances for
benzodiazepine misuse in Victoria, a figure
second only to that for alcohol. Between 2001
and 2010, alprazolam-specific attendances
increased by 132%.15

The use of benzodiazepines by opioid-
dependent people is prevalent as they
enhance the intoxicating effects of heroin
or other opioids and also manage anxiety
and withdrawal symptoms.14 In a study of
community alprazolam supply and heroin-
related deaths from 1990 to 2010, researchers
found a 1426% increase in supply. Evidence of
the drug in heroin-related deaths rose from
5.3% in 2005 to a peak of 35.5% in 2009. 15

Melbourne metropolitan ambulance
call outs for GHB in

2010-11 and 2011-12 9

2010-11 2011-12 % change

GHB callouts 398 407 +2.3%

According to the 2010 National Drug Strategy Household Survey report:
� 0.8% of Australians aged over 14 years had used

GHB at some stage in their life;
� 0.1% had used it in the previous 12 months; and 

� the average age at which Australians first tried GHB was 23.9 years.

Many of the so-called recreational drugs
used in clubs and bars have their origins in
pharmaceutical and clinical settings. Gamma-
hydroxybutyrate, or GHB, is a depressant drug
that was first manufactured in the 1960s and
has been used in a number of ways including
as a general anaesthetic (it is still used as an
anaesthetic in Germany), as treatment for
narcolepsy, alcoholism and depression. 

GHB has been used as a supplement for body
builders. It has also been sold in sex shops as
an aphrodisiac to enhance sexual arousal and
performance4. Most tragically, it is known as
a ‘date rape drug’ as it can easily be slipped
into drinks causing drowsiness, dizziness and
short-term memory loss. With the short term
memory loss and the fact that GHB clears
quickly from the body, it is difficult to detect
in sexual assault cases.

GHB is a breakdown product of the main
inhibiting neurotransmitter (chemicals that
calm and promote balance) of the brain,
gamma amino butyric acid (GABA).The
drug mainly acts as an agonist on the GABA
receptors, leading to inhibition of brain
activity. Exogenous GHB (GHB introduced
to the body as a drug) shows mixed
stimulant-sedative qualities with a wide
range of effects from mild euphoria and
relaxation at relatively low doses (10 mg/kg),
reduced inhibitions and increased empathy,
sociablility and libido, to deep sleep and coma
in higher doses (30-50 mg/kg)5. Effects vary
between people and are based on a variety
of factors such as size, weight, general health,
past experience and what other drugs,
including alcohol, the individual may have
consumed. 

GHB is usually swallowed although it may
also be injected or inserted rectally. GHB
comes in liquid and powdered form, it is
usually colourless and odourless and can
have a salty or chemical like taste. It is
made from gamma butyrolactone (GBL) and
sodium hydroxide or potassium hydroxide,
more commonly found in floor stripping
solvents and drain cleaners.6

GBL and 1, 4-Butanediol
GBL is the chemical precursor to GHB. Both
GBL and the industrial solvent 1, 4-Butanediol
can be substituted for GHB as they are
converted to the drug once they are ingested.
The effects are experienced more slowly
than after ingestion of GHB.7 Both
produce a feeling of euphoria and can
reduce inhibitions and cause sleepiness. 

Overdose
One of the greatest concerns about GHB use
is the fine line between achieving the desired
intoxication and running the risk of overdose,
and the difficulty in determining the strength
of the drug. A standard dose is 1-2ml although
this is problematic as it is usually sold in liquid
form of varying concentrations. In the short
film for Drugs Meter, GHB/GBL - every drop
counts, Dr Adam Winstock from the Global
Drug Survey says that as GHB is a liquid, it’s
very difficult to dose. The film discusses
various methods used to control dosage such
as using an eyedropper (although trying to use
one of these in a nightclub would be difficult),
or repackaging GHB into “unit-doses” in small
fish-shaped soy sauce containers (that come
with sushi), heat-sealed drinking straws or
refillable pill capsules.8

Anex’s Crios O’Mahony says it can be easy to
take too much. “If you’re clubbing you might
not be as accurate with the dose and you can
get into trouble easily. It also affects your
memory and you can forget how much you’ve
taken. You need a good way of working out
the doses (probably better before you start
taking it), a way of keeping track of how
much you’ve had, and look after your mates.” 

Mixing GHB with alcohol or other depressants
is extremely hazardous as it increases the
depressant effects of both. This can depress
the central nervous system, causing breathing 

to become shallow. If someone looks like they
are overdosing, put them in the recovery
position and call an ambulance.

Crios says another risk factor is that GHB is
confusingly marketed as liquid ecstasy. “It’s a
different drug. You might think you’re taking
ecstasy but really you’re taking a depressant. 

“If you’re drinking alcohol on top then you add
to the risk.  Like with all drugs you need to
understand what you’re taking.”

Overdose signs:
� loss of consciousness (may appear to be

asleep but cannot be woken);

� drowsiness and dizziness;

� sweating;

� vomiting and nausea;

� loss of bladder or bowel control;

� confusion and/or incoherence; 

� low body temperature;

� reduced heart rate;

� slow, shallow or interrupted breathing; and

� lack of coordination and involuntary muscle
contractions. 

An overdose of GHB can cause:
� seizure;

� heart attack;

� coma; and

� death.10

Harm reduction tips:
� eat before you take the drug;

� use in safe surroundings where possible;11

� as you can't accurately estimate doses
of GHB in terms of strength or purity,
the smallest possible dose should be
taken if you are going to do it;12

� be patient while waiting for its effect;

� don’t mix it with alcohol or any other
depressant; and

� some people put blue food dye into their
GHB in order to be able to distinguish it
from regular water.

GHB mixed with ice
The topic of GHB mixed with
methamphetamine (ice), recently
on Anex’s NSPforum, prompted much
conversation. 

Anex trainer Nicola Cowling says: “I have
heard anecdotally that this is an increasingly
popular combination, particularly amongst
younger people. Some refer to it as ‘cookies
and cream’ for its seemingly complementary
nature. Apparently the combination is
favoured as the GHB cancels out some
of the more unwanted effects of
methamphetamine and vice versa whilst
enhancing the more desired effects.

“Some users describe it as ‘rounding out’
the effects of methamphetamine. This might
be related to GHB’s action of increasing
availability of serotonin (via tryptophan)
and noradrenalin but not dopamine.”

Nicola adds that the combination of GHB
and ice is said to increase the risk of seizures
and has the potential to mask the overdose
effects. There has also been talk of people
relying on methamphetamine to reverse
the effects of a GHB overdose. 

“Anecdotal reports, some on online user
forums, report episodes of methamphetamine
administration appearing to reverse the
effects of GHB overdose. The problem is
that while the person may respond to
the effects of the methamphetamine
(for example, with increased motor function),
the effects of the GHB continue and there
is the potential for the methamphetamine
to mask the effects of the GHB and to
increase the toxicity.” 

Another concern, Nicola said, was that the
increased alertness of the individual from
methamphetamine could cause them to
consume more GHB, increasing their risk
of overdose.

“There are also forensic toxicology reports
from GHB-related fatalities that demonstrate
using methamphetamines in combination
will not protect you from overdose,” she said.
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Pharmacotherapy
not the pits in
Kalgoorlie
Phil Curvengen of Savings Plus Chemist in
Kalgoorlie has dispensed pharmacotherapy
from the earliest days of the methadone
program. He predicts that it will become even
more important when the scale of addiction
to legal drugs is fully appreciated. 

Addiction treatment first attracted Phil
Curvengen’s attention in the 1970s when
he was living in Bayswater in London and,
each night, saw methadone patients lining
up at a nearby clinic. 

“A queue used to start outside at 11:30pm.
They could pick up their dose at a minute
past midnight. I thought, this is a problem
that’s going to rise in Australia.”

On his return to Perth, he found Australia’s
drug problem was indeed growing and he
concluded that dispensing methadone was
an essential service. 

Mr Curvengen recounted how a policeman
once offered a law-enforcement perspective
on the value of pharmacotherapy that he
found interesting. At the time, a fatal overdose
on methadone had caused some Kalgoorlie
pharmacists to drop out of the program. 

“One of the local detectives came to see me
to see if I was going to stop pharmacotherapy.
His concern was that, when the program was
taken out of the suburbs he was patrolling, 

the number of housebreaks escalated.
Untreated addicts who don’t have methadone
or suboxone or subutex programs available to
them are more likely to cause grief. In other
words, they can turn to ‘break and enter’ to
steal to purchase drugs, and that was the
message given me off the record by the
local detective.”

Mr Curvengen currently has 90 people
registered on the program of whom 25-30
are active, but the number varies because
Kalgoorlie has a transient population, with
people coming and going for work. 

New clients’ details are recorded on the
pharmacy’s specialist database, along with
their prescription details and any other
relevant information.

“And from then on at their daily attendance,
the database shows us their record, gives
access to their script, the validity, the length
of time, the dose and the number of
takeaways. And if we have a locum in here
they have a face to match the one looking
at you across the counter. The whole of
Australia should use it. The charge is $6 for
each attendance. If they come once a week
they pay $6, [but] if they come in every day
they pay $42.”

He says there are few hard and fast rules on
how pharmacotherapy clients are treated, 

though there are standards concerning how
they present. 

“They must be clean and presentable, they
can’t be intoxicated or affected by drugs
and they have to be polite and pleasant to
the staff. We give them plenty of slack and
we don’t run them to a timetable. They can
attend at any time of the day, although we
do ask them not to come at peak trade hour -
lunchtime and after school. We’re too busy to
give them proper attention and can’t make
sure to watch whether they’re sitting for the
recommended time.” 

Mr Curvengen says he gets to know his
pharmacotherapy clients fairly well. And
while engaging them regularly across the
counter isn’t easy in a busy pharmacy, he
can tell if they’re having serious problems. 

Only about half are traditional illicit drug
users. The rest, he says, represent part of a
worrying trend of misusing prescription
drugs and over-the-counter medicines.

He believes pharmacotherapy must be
protected as there will be an ever-increasing
demand for it from people dependent on
painkillers. 

“One of the issues pharmacy will need
to address in the next 10-15 years is that
we’re now breeding a new generation of 

subterranean drug addicts with easy
access to compound analgesics such
as your ibuprofen codeine combinations.

“And it’s not the mining industry: the number
of housewives who are addicted to compound
analgesics is staggering. When I started in
pharmacy in the dim dark ages, mother’s little
helper used to be Valium, but now it’s drugs
like Nurofen® Plus. 

“If we have anything from a screamingly bad
headache or a hangover or a twisted ankle or
a sore back, then Nurofen® Plus is beautiful -
it does the job. But taking it on an ongoing basis
is just stupid. And in a town like Kalgoorlie no-
one wants to say they’re addicted to Nurofen®
- but we could name 20 or 30 people who buy
the stuff on a regular basis and they can’t stop.
With six or seven pharmacies in town, they
can go to one different pharmacy a week and,
unless we can readily identify them and tell
all the locums as well, we can’t stop them. 

“The thing is, this is a massive problem and
[it] is grossly underestimated and the medical
system in Australia will be under immense
pressure as a result of this sort of drug abuse
in the next 10 or 20 years. 

“As far as drug addiction [is concerned], it is
the elephant in the room. So we have to make
sure we keep this thing [pharmacotherapy]
going.”

Alcohol, tobacco and cannabis use in urban,
regional and remote areas of Australia

A recent paper examining alcohol, cannabis
and tobacco use in urban, regional and rural
locations of Australia has raised the notion
that where people live can influence - and
predict - patterns and types of problematic
drug use. Analysis of data from more than
24,000 respondents to the 2007 National
Drug Strategy Household Survey found that
different trends emerged among those
questioned according to the degree of the
remoteness of the place in which they live. 

Associate Professor Peter Miller from Geelong,
who co-authored the study, has a personal
interest in regional and rural populations. He
feels that research focuses too heavily on city
dwellers.

“Almost all research is on city populations,
when it is clear that rural and regional
populations have a disproportionate level
of harm, made worse by poor services and
a general lack of political interest.” 

The research found that of those surveyed
recent substance use was more prevalent in
remote areas (alcohol 87%, cannabis 14.4%)
compared with that in city areas (alcohol
82.7%, cannabis 9%). 

In terms of problematic alcohol use, those
from inner regional (10.8%) and remote areas
(13.6%) were more likely to report risky
patterns of alcohol use for short-term harms
than city respondents (8.7%). Those from
outer regional areas (12.2%) were more likely
to report daily alcohol consumption than
respondents from city areas (9.2%), and
respondents from remote areas were also
more likely to drive under the influence of
alcohol and to report being verbally abused
by someone under the influence of alcohol
in the last 12 months.

Professor Miller says, “For alcohol, the factors
are primarily cultures of alcohol consumption
from a young age being repeated and
reinforced through a very limited range of
social activities - normally footy club or pub.
The simple lack of options tends to promote
the whole culture of alcohol. On top of that,
you have strong cultures of masculinity, which
tends to encourage more extreme drinking
along with poor health behaviours.” 

Being a younger male with no secondary
school qualifications were strong predictors
of recent tobacco use. Results show that
overall in remote areas smoking 

has not decreased, with 32% of people in
1995 reporting smoking compared to 31% in
2007. This is in contrast to the steadily
decreasing numbers of people who smoke in
urban areas. 

While recent cannabis use increased with
remoteness, problematic cannabis use didn’t
increase so neatly. Demographics were more
likely to be a factor in the latter - older men
without secondary education were more likely
to report this.

Professor Miller said that, aside from alcohol,
some drugs appeared to be used in some
communities more than others, citing coastal
communities as an example: “They generally
have poor levels of support and education and
can often be parts of subcultures.” 

He also noted that prescription medicines
were a significant issue. “This is the big worry
in rural populations and reflects high levels of
mental health problems and poor support
services,” he said.

Problematic substance use patterns were
mostly occurring in men from low
socioeconomic/low education backgrounds. 

An additional risk is associated with living in
inner regional and remote areas. The prognosis
suggested much poorer health outlooks for
rural populations compared with their city
counterparts. The paper recommends that
messaging and service delivery needs to
accommodate this demographic. 



Performance and image-enhancing drugs
(PIEDs) were most often the last drug used
by people who have recently started injecting,
according to the annual Australian NSP Survey.

The survey, released in May 2013 and
compiled by the Kirby Institute, reported that
heroin was the last drug injected by most
respondents, a finding that has remained
stable over the last 5 years. 

However, PIEDs featured strongly among
the people who have taken up injecting in
the last three years. Among men who were
new to injecting, more than two-thirds (68%)
reported last injecting PIEDs. 

Nationally, the rate of steroid injection last
year was low, at 2% or less in all jurisdictions
except NSW and QLD. In those states, the 

prevalence of PIEDs rose substantially. In NSW
the rate rose from 2% to 12% between 2008
and 2012, and in QLD it went from 1% to
11%. 

When the count was on the basis of people
who were new to the practice of injecting,
the percentage could be very high. In NSW
and QLD, more than three-quarters of the
men who were new to injecting reported that
their last injection was of PIEDs. 

Stable or declining rates were more noticeable
where blood borne viruses were concerned.
The national HIV rate remains low at 1.5% or
less for the last 4 years, but a small increase in
detections among female injecting drug users
has been recorded by the annual Australian
NSP Survey for the first time since records
were first kept in 1995. 

The survey’s authors point out that it is
important to note that both the increase
in HIV prevalence among women and the
overall number of women testing HIV
antibody positive were very small. In addition,
most of the women were 35-years-old or
more, none were new initiates to injecting
and the majority were aware of their HIV-
positive serostatus.

Meanwhile, reductions in the hepatitis C rate
have been significant. Since 2008, hepatitis C
has declined among both men and women
in the survey group. Detections of antibodies
fell from 62% in 2008 to 53% in 2012. It
was noted that the disease was now showing
up more among older injectors. Survey
participants aged 35 and over and those
who first started injecting drugs more than 

ten years ago were more likely to be hepatitis
C positive. 

NSP users have clearly absorbed the blood
borne virus message, with high rates of testing
for both HIV and hepatitis C in all of the last
five years. In 2012, half of the survey’s
respondents reported being tested for HIV
in the past twelve months, and a slightly
greater proportion (55%) reported a hepatitis
C test during that time. Moreover, relatively
few (13% or less) reported never having being
tested for either HIV or hepatitis C.

In addition, respondents also reported high
rates of engagement with drug treatment
services, with three-quarters of last year’s
respondents reporting current or previous
drug treatment. 

New injectors mostly steroids users, says survey

Mother’s grief moves
Illinois Governor

Terri Dudar lost her 29-year-old son to a
heroin overdose on September 9, 2008. Like
any mother, she grieved; but part of her also
sought a deeper understanding of what had
taken her son’s life. She also formed the
conviction that public campaigns about
overdose had to reach a wider audience. 

In 2011, from her home in Carpentersville
Illinois, 65km northwest of Chicago, Terri
urged her state government to make a
statement about overdose fatalities. In
February 2013 she succeeded in having
Governor Pat Quinn issue a proclamation
officially declaring August 31 as International
Overdose Awareness Day in Illinois.

Governor Quinn said in a statement to the
Bulletin that the people of Illinois appreciated
what was a life-saving initiative. 

“Overdose Awareness Day started in Australia
in 2001 and has since made people around
the world realise the dangers of accidentally
or intentionally misusing drugs. The people
of Illinois appreciate this life-saving initiative
begun by our fellow world citizens across the
Pacific, and we are proud to take part in this
observance,” he said.

The proclamation that Governor Quinn made
as a result of Terri Dudar’s lobbying states:
“International Overdose Awareness Day
provides an opportunity for people around
the world to publicly mourn loved ones by
honouring and remembering those who have
lost their loved ones to an overdose, and
numerous participating countries use this
occasion to educate policy makers and the
public about the growing overdose crisis in
the US and abroad, thereby offering concrete
solutions that could possibly save lives.” 

Illinois is one of 16 states in the US where
drug fatalities exceed deaths from motor
accidents. The state has a history of
innovation in overdose prevention. In 1997,
the Chicago Recovery Alliance became one
of the first groups in the world to distribute
naloxone through overdose prevention
programs.16 The timing was spot on because,
over the next four years, overdose deaths in
some areas of Illinois would increase four-fold. 

Terri says her son’s death was a nightmare
that initially stunned her. 

“He was 29-years-old, and I went to wake
him up for work and I found him in his room. 

It’s the world’s biggest nightmare. For the first
6 months, I couldn’t find any grief groups or
anyone who’d been through the same thing
as me. 

“For eighteen months, I attended meetings
with a parents’ support group, Grief Recovery
After Substance Passing, and met with others.
They helped me a lot but I didn’t want to stay
there; I wanted to understand more about
addiction and more about what was going
on with my son. 

“Two years ago, I organised a rally for
Overdose Awareness Day. 

“There were about 8 of us standing at a
corner. It was a very busy intersection and
there had to be about 150 cars that passed
through and we got beeps and honks and
people pulling over and we knew they were
seeing the message - it didn’t matter how
many of us were out there. 

“I decided, why not? I’m going to ask the
Governor even though it was through
Australia. 

“I asked if it could have their blessing here
in Illinois, and I felt that by it being granted
[recognition of International Overdose
Awareness Day] in Illinois we’d be able to
recognise it on a larger scale. So about a
month later I got an email. I was ecstatic,
I was crying.”

Terri’s work was rewarded last year when she
was presented with the Saving Lives Courage
Award at a candlelight vigil at Roosevelt
University in Schaumburg. The event kicked
off International Overdose Awareness Day
by bringing together 17 suburban groups
who advocated for life-saving solutions.

The next day she handed out 600 ribbons
at her late son’s high school, led a rally on
a street corner in her village and helped raise 

money for naloxone for the Chicago Recovery
Alliance. She is currently working on a
fundraiser for them on a bigger scale.

This year Terri has been trained in
administering naloxone and is part of a train
the trainers program. Her dream is for every
county in Illinois to have a training program
for the drug.

Newspaper coverage of her work has also
meant that people come to her after losing
family members, and she has been able to put
some of these people in touch with each other
to process their losses and work through their
feelings.

“It’s so very, very important because, as much
as people try to understand, it is a stigmatised
loss. It can be shameful and you kind of tend
to stay quiet about it and mourn alone. It’s
not like your child got cancer. Our children
still have an illness but people don’t see it like
that. 

“It absolutely makes a difference when people
understand it and have lived it to be able to
bond with each other and understand what
we’re going through. People come to me and
I do the best I can.”

Terri says she finds the naloxone training very
rewarding and also wants to draw attention
to the state’s new 911 Good Samaritan Law,
which encourages overdose witnesses to call
an ambulance without fear of prosecution.
She also understands that the problem of
drug-related death is not about to go away
any time soon.

“We have grandmothers and grandfathers
who are taking pain medication. They can
forget they’ve taken their medication. It can
happen very easily. The other thing is people
in recovery are at risk. My son was in recovery
and he used. I would bet on it that he used the
same amount as before he quit. So there’s the
overdose danger in relapse. People need to be
aware of it even for their grandparents and
parents. In my son’s case, it would not have
saved him - I found him too late, but if it can
save somebody, that’s where I want to focus
on.

“This year I’m planning an event on August 31
in my town. My village is supporting me and
I know that naloxone and the 911 Good
Samaritan law will be part of it.” 




