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Dear colleagues,

In uncertain times, change can happen very quickly. 

According to Tony Duffin, the subject of this edition’s 
Q&A, in Dublin the waiting time for people needing 
methadone went from 12–13 weeks to two or three days 
during the first wave of the COVID-19 pandemic.

Down under, the recent Federal Budget offered another 
example of adapting to the uncertainty created by 
COVID-19: an extension of the Take Home Naloxone 
(THN) pilot, currently underway in NSW, SA and WA, to the 
end of June 2022.

There is a good argument for the pilot to be expanded to 
all states and territories but nevertheless, continuation 
of the pilot in these uncertain times is worthy of 
celebration. This decision will save lives.

Take Home Naloxone programs are also the subject of a 
very interesting paper in May’s issue of International Drug 
Policy, written by researchers at the University of Stirling 
and the Glasgow Caledonian University in Scotland.

The study looks at two vital ingredients for success in any 
THN program: ownership (having a personal supply of 
THN) and carriage (actually having it on you when asked).
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The authors conclude that, from the available data, the 
prevalence of THN carriage overall appears low, despite 
moderate levels of ownership. Furthermore, they argue 
that services distributing THN must ensure that the 
importance of regular carriage of naloxone is consistently 
emphasised.

If you would like to see one of your service’s initiatives 
highlighted, please write to us with more details.

Finally, a reminder to send us your feedback. We take 
all feedback seriously and believe that Australia’s only 
publication for frontline NSP workers must be shaped by 
frontline NSP workers.

So get in touch and please share The Bulletin far and 
wide with your colleagues and friends.

John Ryan 
CEO, Penington Institute
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SHINE AND RISE: 
HAVE VEIN FINDERS FINALLY HIT THE SPOT?
At the time of the new technology’s launch, medical ideas didn’t come much 
brighter than the vein locator. With something approaching magic, these wands 
promised to light up veins and take the hit-and-miss out of syringe work.  
But a decade and a half on, you have to look hard to find one in Australia.

Kayla Caccaviello learned early just how 
badly botched an injection could get.

As a 17-year-old on a cold bathroom 
floor, she stabbed and dug and screamed 
with pain, desperate to begin with and 
distraught and damaged at the end.

“I was there after five hours on this 
bathroom floor, injection after injection 
into my arms, not able to get a vein, 
stabbing around,” Kayla says.

“I thought one time I’d got a vein 
because there was blood in the needle, 
but it was blood running down my arm.”

She never did find a vein but managed 
to seed her arm with staphylococcus and 
explore a new world of pain and shame 
before the septic infection put her in 
hospital. YouTube hadn’t prepared her 
for that.

Formally trained now, with five years’ 
experience working in the sector, Kayla 
has never seen a vein finder device in 
use but would have loved to have had 
one back then.

“I think it’s the greatest idea,” she says.

“For me, in those times, it was literally 
impossible. Sometimes I couldn’t find a 
vein and it was those times that created 
the health issues.”

All NSP workers see the end product of 
years of vein abuse: the scars, craters 
and collapsed vessels. Down the track, 
hospitals often struggle to get a line in 
when it’s urgently needed.

The shining promise of vein finders is 
a hit every time, and options – to allow 
users to rotate sites and inject more 
cleanly.

‘Jayne’ (not her real name), an NSP 
worker, says people who inject might 
damage their veins trying to inject 
pills or methadone, or just maul them 
manually. She says she has seen users 
puff up or lose digits through gangrene 
from impaired circulation.

“They keep hacking. People start doing 
crazy things injecting – the groin, the 
backs of their hands. That can damage 
the nerve endings, and there’s another 
artery there,” she says. “Injecting an 
artery can cause incredible damage. It 
can be life-threatening.”

Jayne says some users leave themselves 
open to serious future health problems 
because they steer clear of doctors in 
fear of the prospect of being asked to 
give blood.

While she hasn’t used a vein finder, she 
lucked into one in the wild. As someone 
who injected in her younger days, with 
lousy veins to start with, she had just 
suffered a sore, frustrating morning of 
hospital pathology.

THEY KEEP HACKING.  
PEOPLE START DOING CRAZY 
THINGS INJECTING IT –  
THE GROIN, THE BACKS OF  
THEIR HANDS. THAT CAN  
DAMAGE THE NERVE  
ENDINGS, AND THERE’S  
ANOTHER ARTERY THERE.
- Jayne
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THE VEIN FINDER, IT’S  A CONVERSATION STARTER. 
BEING ABLE TO TALK TO CLIENTS ABOUT VEIN CARE 
AND SHOW THEM? IT’S A CONVERSATION STARTER 
BUT IT COULD BE A LIFE SAVER.

“They kept digging around until they hit 
a vein,” she says. “By the time I saw the 
doctor in the afternoon my arms looked 
like Norman Gunston’s face.”

One look at her and a vein finder 
materialised.

“He talked me through how it worked 
while he was using it on me. He got the 
vein first go. It is just such an amazing 
machine,” Jayne says.

Vein finder technology is more than 20 
years old and the first commercial units 
went into use 15 years ago. They cost as 
much as a small car back then.

Private hospitals were early adopters. 
In 2013, Melbourne’s Epworth had one 
for hard-to-find vessels in oncology, and 
a year later the Red Cross trialed two 
types.

As with most electronics, the price has 
fallen. Vein locators now cost about 
the same as fish finders. A plausible-
looking, supposedly battle-field-grade 
unit retails for about $2000 and claims 
effectiveness on children and people 
with darker skin, fine veins, obesity and/
or anaemia.

Stylish and sturdy top-of-the-range 
units can cost about $6000 and claim to 
map structures to a depth of 10mm, in 
daylight, vivid colours and real-time.

They are fun and flashy bits of kit but 
are still prone to being seen as gadgets. 
(eBay’s cheapest, at $17.95 including 
postage, is “for collector-hobbyist (sic)” 
and looks to be a cheap red torch.)

Sydney Clinical Nurse Consultant 
William Wood has used vein locators 
at the Medically Supervised Injecting 
Centre (MSIC) in Kings Cross and says 
he isn’t sold on the technology, or the 
principle.

Based at the Uniting MSIC, William says 
he doesn’t see value in the machines – 
at least, not in that setting.

“I’ve used the AccuVein with clients,” he 
says.

“It’s an interesting gadget. They’re fun, 
engaging and useful for teaching the 
health promotion aspects of vein finding. 
You can demonstrate the different types 
of vessels, the direction they go and the 
position they’re in.

“Clinically, though, I don’t find them that 
helpful.”

William says unfortunately they are 
nothing like the ultrasound units used 
for hard-to-find veins in hospitals and 
specialty medical units. Ultrasound 
devices are highly technical pieces 
of equipment costing hundreds of 
thousands of dollars which provide 
accurate images allowing the detection 
of veins that can’t be located any other 
way.

He says the device he used had lots of 
artefact and shadowing and that it was 
difficult to identify the structures being 
observed.

William says touch-and-feel is more 
accurate than sight for finding veins. He 
says taking a warm shower, doing push-
ups or holding a latex glove filled with 
warm water on the intended injecting 
site could help to raise a vein, and 
hydration is critical.

Kayla, though, says she doubts the 
devices will de-skill people who 
inject who might not have access to a 
convenient warm shower.

“Most drug users know how to inject. You 
never forget how to inject,” she says.

“In warm weather, when you’re 
dehydrated, your veins don’t show. 
They’re hiding. They don’t want to show. 
In those times, it’s literally impossible. 
This would have been really helpful.”

AccuVein’s US makers say the device 
can save a medical clinic there more 
than US$350,000 a year in increased 
efficiency, patient satisfaction and fewer 
“escalations”.

- Jayne

William Wood
Sydney Clinical Nurse Consultant
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THE COST OF 
THESE HAS BEEN 
PROHIBITIVE. EVEN 
NOW THEY’RE NOT 
CHEAP, BUT I’M SURE 
IT WILL PAY OFF IN 
PREVENTING FURTHER 
HEALTH DAMAGE 
DOWN THE ROAD.
- Danny Jeffcote

In the spotlight

Vein finders (or vein locators, 
as they’re also known) are used 
by nurses and other healthcare 
workers in hospitals, and on 
the front line by paramedics, 
as an aid to cannulation 
(inserting a small plastic tube 
into a vein using a needle) and 
venipuncture (collection of 
blood from a vein).

The technology makes use 
of light-emitting diodes to 
produce an infrared beam that is 
absorbed heavily by the deoxy-
hemoglobin in blood, creating 
a clear contrast between veins 
and the surrounding tissue. 
When directed from a distance 
of about 15–20cm onto human 
skin, this light shows the vein as 
dark lines on the surface.In Melbourne’s inner west, cohealth 

has just excitedly unboxed an AccuVein 
AV500 and says the visibility is “chalk 
and cheese” over earlier models.

Program facilitator Danny Jeffcote says 
the service’s first vein finder needed 
very low light and a stab-in-the-dark 
approach wasn’t optimal.

“The new one, though, you can use in 
almost broad daylight, away from a 
clinical setting. That’s a huge thing.  
The visibility is much greater,”  
Danny says.

Costing “many thousands of dollars”, 
the machine is as fancy as any on the 
market, but perhaps the gee-whiz and 
the light show is the secret to its real 
substance.

Jayne says most NSP clients just want 
to get their supplies but might find 
an inside peek at their own veins 
irresistible – leaving them open to 
education.

“Normally people are in and out really 
quickly,” she says.

“The vein finder, it’s a conversation 
starter. Being able to talk to clients 
about vein care and show them?  
It’s a conversation starter but it  
could be a life saver,” Jayne says.

Danny says cohealth is developing 
education programs around its new 
machine and will also use it in a clinical 
setting.

“There’s the discussion with people 
about vein care. We can look inside in 
real time and see the structure of the 
veins. You can press your finger down on 
a vein and show what happens when the 
blood stops.

“The cost of these has been prohibitive. 
Even now they’re not cheap, but I’m 
sure it will pay off in preventing further 
health damage down the road.”
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NEEDLE POINTS AND SYRINGES: 
WHAT YOU NEED TO KNOW
NSPs around Australia stock a wide variety of injecting equipment.
There are many kinds of syringe available and the varieties can be overwhelming for those 
who haven’t worked with or been around injecting equipment for long.

What kinds of equipment are available 
in Australian NSPs, how do equipment 
preferences differ between states, and 
how can NSP workers offer alternative 
choices to people who inject drugs to 
help reduce the associated harms? 

One of the main differences in syringe 
types is needle gauge, says Sydney’s 
Medically Supervised Injecting Centre 
(MSIC) Health Education Manager, James 
Mulholland.

“What the gauge refers to is the width 
of the internal bore of the needle – so, 
basically, the hole that the liquid will 
come through,” he says.

“The lower the gauge number, the bigger 
the hole and the longer the needle.

“Lower-gauge syringes are generally 
used for intramuscular injections: so 
steroids, peptides – that kind of thing.

“Generally, for intramuscular injections 
the fluid you’re injecting is a bit thicker. 
You’re also wanting to get significant 
depth compared to intravenous 
injection.

THE LOWER THE GAUGE NUMBER, THE BIGGER 
THE HOLE AND THE LONGER THE NEEDLE.
- James Mulholland

“That thicker gauge means a stronger, 
longer needle so it reduces the chance 
of it snapping off when you have it that 
far inside somebody.

“For intravenous injections, you want 
the finest gauge possible. Using a finer 
gauge reduces the risk of scar tissue 
building up [and] reduces the risk of 
infection. A smaller hole is going to heal 
faster.
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“The gauge of the needle will also 
increase or decrease the amount of flow 
you can put through. People sometimes 
prefer a 25- or 26-gauge needle because 
you can get the liquid in a bit faster, 
whereas with a 29-gauge you have to 
push a lot slower.

“However, that increase in pressure can 
cause vein damage. It can cause the vein 
to bulge, even rupture, and you end up 
with ‘skin popping’, which is when you 
miss the vein and there is a large bubble 
that appears under the skin.”

Gauges are measured in numbers, with 
the most common sizes at MSIC ranging 
from a thick 19-gauge to an ultra-fine 
29-gauge.

While the gauge refers to the length 
and size of the needle, there are also 
different ways in which the needle can 
be mounted on the syringe body.

Fixed needles are permanently attached 
to the syringe body whereas ‘sliptips’ 
can be slipped on and ‘Leuer locks’ are 
screwed on.

Syringes are also available in different 
barrel sizes. Barrel capacity is measured 
in millilitres, with 1ml, 3ml, 5ml and 
10ml being the most commonly 
available.

“Most 1ml syringes have a fixed needle 
but larger-volume syringes can have the 
mountable needle type,” says James.

“It’s a medical thing so that you can use 
a different gauge in different scenarios.

“In an injecting context, someone might 
use a 19-gauge needle to ‘draw up’ their 
injecting mix into the syringe and a 
25-gauge needle to actually inject it.”

The most commonly dispensed syringes 
at MSIC, as in many NSPs around 
the country, are either 27-gauge or 
29-gauge, fixed-needle, 1ml syringes, 
says James.

These are best suited to intravenous 
injecting of drugs like heroin and 
methamphetamine.

Unlike many other NSPs, the MSIC also 
stocks an ultra-fine 30-gauge needle 
tip which James says is best suited to 
people injecting into small vessels like 
veins in hands or feet and to smaller-
bodied people with more fragile blood 
vessels.

While he does try to promote the finer-
gauged syringes where appropriate, 
James says this can sometimes act as a 
barrier between himself and his clients.

“If I’m there trying to educate someone 
about harm reduction and I hand them 
a 29-gauge when they’re used to a 
27-gauge, just the experience itself can 
act as a bit of a barrier,” he says.

“Injecting is a highly ritualised and 
very personal behaviour. If it’s not what 
they’re used to, it can make them a bit 
anxious.

“What I try and do is talk to someone 
about the benefits of using that finer 
gauge while explaining that it may be a 
little different to what they’re used to.”

James says personal syringe preferences 
are also influenced by what’s available 
in a particular area and which drugs are 
most popular.

“That can be a bit of a geographical 
thing as well. A lot of the NSPs in 
Sydney’s eastern suburbs stock the 
Terumo brand and they’re most common 
in the 27-gauge. If you go into the 
western suburbs, they use BDs, which 
tend to come in the ultra-fine 29-gauge. 
Often it’s a question of what’s available 
to people in a particular area.”

While NSP services in NSW, Western 
Australia, South Australia and the 
Northern Territory carry most stock of 
the 27- and 29-gauge 1ml syringes, 
Tegan Nuckey from the Queensland 
Injectors Health Network (QuIHN) says 
things are a little different on the Gold 
Coast, where she works.

“Our number one drug here is steroids,” 
Tegan says.

“For us, our most popular stock is 
the 19-gauge and 23-gauge needles. 
Generally, people screw on a 19-gauge 
to draw up and swap it over to a 
23-gauge to inject.

INJECTING IS A HIGHLY 
RITUALISED AND VERY 
PERSONAL BEHAVIOUR.
- James Mulholland

THE REMOVABLE TIPS ARE 
COMPATIBLE WITH ANY SIZED 
BARREL SO IT’S BASICALLY A 
MAKE-YOUR-OWN SYRINGE.
- Tegan Nuckey

IN AN INJECTING CONTEXT, 
SOMEONE MIGHT USE A 
19-GAUGE NEEDLE TO ‘DRAW-
UP’ THEIR INJECTING MIX 
INTO THE SYRINGE AND 
A 25-GAUGE NEEDLE TO 
ACTUALLY INJECT IT.
- James Mulholland
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“The removable tips are compatible with 
any sized barrel so it’s basically a make-
your-own syringe.

“We do try to give people some guidance 
about what might be best suited and 
safest for their purpose.”

Another key matter of preference for 
people who inject drugs is the brand of 
syringe.

Australian NSPs predominantly dispense 
three main brands, says James: BD, 
Unisharp and Terumo. However, this 
differs somewhat between the states 
and territories. In Victoria, for example, 
NSPs use Terumo, BD, Nipro and 
Multigate.

“To the untrained eye there isn’t much 
difference between BDs and Terumos. 
Unisharps have a coloured [product] 
so that’s a dead giveaway that it is a 
different kind of syringe,” James says.

“There’s only a slight difference in the 
mechanics of each brand of syringe but 
people prefer a certain kind of syringe 
for the same reason people buy the 
same brand of milk from the shops.

“It’s brand familiarity.”

The coloured Unisharp syringes were 
introduced in 2017 as a means of 
preventing accidental sharing. While they 
have been popular in some states, many 
clients around Australia have preferred to 
remain loyal to a particular brand.

Tegan says on the Gold Coast, where 
QuIHN has actively promoted the health 
benefits of the coloured syringes, they 
have been very popular, with around 80 
per cent of her clients now preferring 
Unisharps.

“We’ve had really good feedback,”  
she says.

“When we first introduced them, clients 
were a bit sceptical, as people are with 
any change. I think the difference has 
been us taking the chance to give an 
intervention and talk to people.

THERE’S ONLY A SLIGHT 
DIFFERENCE IN THE MECHANICS 
OF EACH BRAND OF SYRINGE 
BUT PEOPLE PREFER A CERTAIN 
KIND OF SYRINGE FOR THE 
SAME REASON PEOPLE BUY THE 
SAME BRAND OF MILK FROM 
THE SHOPS.
- James Mulholland

Out with the bad

Alongside clean sterile and 
high-quality syringes and 
needles, filtering is an essential 
component of safe injecting.

Not properly filtering can lead 
to health conditions such as 
blocked or collapsed veins, 
bacterial infections and worse.

Some filters are better than others. 
Things like swabs, cotton wool 
and tampons are often used as 
filters, but they are not sterile and 
won’t filter some of the harmful 
stuff from the mix. Using cotton 
wool can result in the accidental 
injection of cotton fibres.

Commercial filters, generally 
preferred, work by filtering 
bacteria and impurities through 
a permeable membrane. They are 
attached to the needle and used 
to draw up the dissolved solution. 

Commercial filters are available 
at primary NSPs for free or 
at cost price. Filters are also 
available from some secondary 
NSPs, like hospitals, pharmacies 
and community health centres 
(usually for a fee).

While filters remove microscopic 
particles from a liquid 
mixture, they can’t prevent the 
transmission of blood-borne 
diseases and must be used 
alongside other safe injecting 
practices.
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Safer Using Series

Penington Institute has developed 
a suite of resources for NSP 
workers, including 18 Safer Using 
Series booklets, an NSP Handbook, 
an NSP Calendar, an Injecting 
Equipment Poster, a Safe Retrieval 
and Disposal brochure and a 
Confidentiality Poster.

Find them on Penington 
Institute’s website: www.
penington.org.au/resources/
safer-using-series-resources/

“We talk to people about how the colours 
help prevent sharing and that Unisharp 
manufactures needles specifically for 
people who inject drugs – they’re not an 
insulin syringe. They like that.

“We have a few people who say they 
still feel like the old Terumos are a more 
solid syringe. If they haven’t tried them 
we usually throw in a couple to see if 
they like them. At the end of the day, it’s 
really personal preference.”

In South Australia, most people prefer 
BD 29-gauge syringes, says Hepatitis SA 
peer educator Margie Randle.

“This state is staunchly BD,” Margie says.

“We’ve tried to promote the new 
coloured Unisharps but people just don’t 
want to change. They like the syringes 
they have.”

Margie says she has personally used 
Terumo and Unisharp syringes but noticed 
her track marks getting bigger when she 
did and reverted to BD syringes.

Meanwhile, in Perth, Peer Based Harm 
Reduction WA ran a soft trial of coloured, 
27-gauge Unisharp syringes which 
showed excellent rates of approval.

Seventy per cent of consumers rated the 
syringes as ‘above average’ or ‘excellent’ 
and 82 per cent said they thought the 
syringes would prevent accidentally 
sharing equipment.

Significantly, 93.5 per cent said they 
would like to have the syringes available 
to them in Western Australia.

While the soft trial was successful, 
NSEP coordinator Kevin Winder says the 
coloured syringes have not remained as 
popular since due to a lack of promotion 
and supply.

“We haven’t had them prominently 
displayed and we haven’t done a lot of 
promotion around the introduction,” he 
says.

“I think if we had more heavily promoted 
them more people would have taken 
them, but certainly people are aware 
that we have them.”

IT’S THAT OLD TRADITIONAL 
THING OF PEOPLE LIKING TO 
STICK WITH WHAT THEY KNOW.
- Peter Sidaway

In the Northern Territory, most clients 
prefer the Terumo syringe, says Peter 
Sidaway, Harm Reduction Coordinator 
at the Northern Territory AIDS and 
Hepatitis Council.

Peter says that when the coloured 
Unisharp syringes were introduced in 
2019, they were initially popular due to 
their novelty, but market share has since 
fallen to about 20 per cent.

“Initially clients were all big on the 
Unisharps. It was a bit of a novelty. A lot 
were chosen for their colour but also the 
promise of being a bit sharper and a bit 
higher quality,” he says.

“Now I reckon 20 per cent at most are 
using Unisharps. Most have gone back to 
Terumos.

“We had people who initially loved the 
Unisharps and then just swapped back 
to the old one. You ask them to explain 
why and they can’t – [they] just say, ‘Oh, 
I’ve gone off them. I prefer the originals. 
Not because they’re sharper or stronger 
or better steel, but just because.’

“It’s that old traditional thing of people 
liking to stick with what they know.”

Tom de Souza
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DOING WHAT NEEDS  
TO BE  ’DONE:  
RECORD NUMBER OF AUSTRALIANS  
IN PHARMACOTHERAPY

On a typical day, across the eight states 
and territories, 53,316 clients are in 
treatment. There are 3,084 active 
pharmacotherapy dosing points in 
Australia.

This most recent snapshot was captured 
in June 2020 by the Australian Institute 
of Health and Welfare’s (AIHW) annual 
National Opioid Pharmacotherapy 
Statistics Annual Data collection, 
released in March. Figures from all 3,422 
authorised pharmacotherapy prescribers 
have been analysed.

Pharmacotherapy uses prescription 
medication to treat opioid use 
disorder by decreasing or stabilising 
a person’s use. It’s also known as 
medication-assisted treatment (MAT) 
or by similar names. In Australia the 
options for pharmacotherapy are 
methadone, buprenorphine-naloxone 
and buprenorphine taken orally or 
sublingually and – since about a year 
and a half ago – buprenorphine in a 
choice of three long-acting injectable 
forms (LAIB).

The AIHW reports that as of mid-
2020, the rate of Australians receiving 
pharmacotherapy sits at 21 per 10,000 
people – just as it did back in 2011. 

Year on year, pharmacotherapy is on the rise – but data 
shows that it is population growth rather than a greater 
uptake of methadone or buprenorphine/buprenorphine-
naloxone treatment among people who use opioid drugs 
that’s driving this increase.

Although this ratio has fluctuated across 
individual jurisdictions, it has remained 
relatively stable on a national scale. 
In 2021, 53,316 people were receiving 
pharmacotherapy treatment (compared 
to 46,446 in 2011).

Currently, NSW has the highest 
proportion of active pharmacotherapy 
clients, with 28 in every 10,000 
residents.

Who’s dispensing 
pharmacotherapy to Australians, 
and how and where?

More pharmacotherapy prescribers are 
in Victoria than in any other state (46 
per cent). This is followed by NSW (30 
per cent). Notably, the ACT has almost 
half as many prescribers as Western 
Australia, which has more than six times 
the ACT’s population.

Victoria also leads the way in prescribers 
working outside the government sector 
such as in private GP clinics. Public 
prescriber figures are highest in NSW 
and Queensland.

The average number of clients treated by 
each prescriber has decreased in the past 
four years and now ranges from a low of 
nine in Victoria to 25 in Western Australia, 
24 in Queensland and 22 in NSW. 

THE AVERAGE NUMBER OF CLIENTS TREATED BY EACH 
PRESCRIBER HAS DECREASED IN THE PAST FOUR YEARS AND 
NOW RANGES FROM A LOW OF NINE IN VICTORIA TO 25 IN 
WESTERN AUSTRALIA, 24 IN QUEENSLAND AND 22 IN NSW.

In seven of the eight states and 
territories, it is most common for 
prescribers to have between one and 
five clients on their books. Those in 
public-sector drug and alcohol clinics 
and hospitals see almost three times as 
many clients (33 on average) as do their 
colleagues in private organisations (12). 
On the day of reporting, more than half 
of authorised prescribers in Queensland 
(164, from a total of 292), one in three in 
Victoria (553, out of 1,585) and almost 
one in five in the ACT (15, out of 69) had 
no clients in treatment, amounting to 
21.4 per cent nationwide.

There has been a 15 per cent increase in 
prescriber registrations since 2016 and 
about three in five (61 per cent) are now 
authorised to prescribe more than one 
type of pharmacotherapy medication.

Geographically, 1,889 (or 61 per cent) 
of dosing point sites are in ‘major cities’ 
such as Sydney, Canberra and Newcastle. 
’Remote’ areas (such as Katherine and 
Mount Isa) where there are on average 
19 sites per 100,000 people have the 
highest rate of dosing points per capita; 
however, the vast distances of outback 
Australia mean ready access for clients 
is not guaranteed.

Pharmacies (the AIHW data does not 
differentiate between community 
pharmacies and other types) are by 
far the most common dosing points, 
administering 52.5 per cent of methadone 
to clients, 86.2 per cent of buprenorphine-
naloxone, 71.8 per cent of buprenorphine 
and 56.9 per cent of LAIB.

1,889 (OR 61 PER CENT) OF 
DOSING POINT SITES ARE 
IN ‘MAJOR CITIES’ SUCH AS 
SYDNEY, CANBERRA  
AND NEWCASTLE.
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Service NSW VIC QLD WA SA TAS ACT NT National

Public 243 – 118 29 31 14 11 10 456

Private 731 1,572 120 81 223 23 49 2 2,801

Public-private – – – – – 2 1 – 3

Correctional facility 53 13 18 24 7 1 8 2 126

Not stated – – 36 – – – – – 36

Total 1,027 1,585 292 134 261 40 69 14 3,422

Clients NSW VIC QLD WA SA TAS ACT NT National %
0 – 553 164 – – – 15 – 732 21.4

1–5 635 651 39 66 189 16 25 11 1,632 47.7

6–10 87 93 18 14 19 4 5 – 240 7

11–15 41 64 11 9 8 6 3 – 142 4.1

16–20 34 23 12 2 7 4 4 2 88 2.6

21–25 23 29 4 4 5 2 5 – 72 2.1

26–50 64 61 17 14 16 6 6 – 184 5.4

51–100 80 43 24 14 12 1 4 1 179 5.2

101+ 63 68 3 11 5 1 2 – 153 4.5

Total clients 22,949 14,968 7,014 3,392 3,037 679 1,120 157 53,316

Dosing 
point NSW VIC QLD WA SA TAS ACT NT National %

Public clinic 36 – 13 1 3 1 1 2 57 1.8

Private clinic 12 – 4 – – – – – 16 0.5

Pharmacy 868 663 566 281 229 72 40 20 2,739 88.8

Correctional 
facility

2 12 10 2 8 1 1 2 38 1.2

Other 101 59 65 2 4 – – – 231 7.5

Total 1,022 734 658 286 244 74 42 24 3,084 100

Total % 33.1 23.8 21.3 9.3 7.9 2.4 1.4 0.8 100

Where do Australia’s pharmacotherapy prescribers work?

How many pharmacotherapy clients do prescribers see?

Where do pharmacotherapy clients receive their doses?
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Where are the various treatments being administered?

June 2020 Buprenorphine Buprenorphine-naloxone Methadone Buprenorphine LAIB

Buprenorphine Buprenorphine-naloxone Methadone Buprenorphine LAIB
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What percentage of each treatment is dispensed per age group?

June 2020

Under 30 30-39 40-49 50-59 60 and over

* In 49.3 per cent of LAIB recipients, age is not stated.
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Which treatments are 
Australians receiving, and who 
are these clients?

Methadone is still the most-prescribed 
pharmacotherapy medicine (with 
31,093 clients or 58 per cent of the 
total – down from 69 per cent in 2011), 
followed by buprenorphine-naloxone 
(21 per cent – up from 18 per cent in 
2011), buprenorphine (19 per cent – up 
from 14 per cent in 2011) and LAIB (2 
per cent – offered for the first time in 
2020). (It’s worth noting that NSW does 
not distinguish between the three types 
of buprenorphine product.)

Pharmacotherapy clients are getting 
older. The median age is now 44 years, 
compared with 38 in 2011. In fact, since 
2011 the number of clients under 39 has 
fallen while rises have been seen in all 
three higher age brackets. The highest 
proportion currently (36 per cent) is in 
the 44–49-year age group.

AIHW notes that this “is consistent 
with the pattern observed in other 
drug treatment services” and may 
be due to methadone having been 
available for more than 40 years in 
Australia, pharmacotherapy reducing 
the risk of premature death and clients 
commencing treatment at an older age.

In the six jurisdictions that report client 
status, the majority of clients (68 per 
cent) are classed as ‘ongoing’ and 15 per 
cent are ‘new’; the remainder are either 
‘re-admissions’ who are re-entering 
treatment after a lapse or ‘transfers’ from 
another state or territory.

ACROSS THE FOUR PHARMACOTHERAPY 
TREATMENT TYPES, MEN OUTNUMBER WOMEN 
BY ROUGHLY TWO TO ONE.
Across the four pharmacotherapy 
treatment types, men outnumber women 
by roughly two to one.

Aboriginal Australians receive 
pharmacotherapy at more than three 
times the national average: 66 in every 
10,000 Indigenous people. This is 
highest in the ACT, where the rate is 144 
per 10,000.

Which opioid drugs cause 
clients to seek treatment?

Across the board, heroin remains 
the biggest single identified drug of 
concern (59 per cent). The next highest 
is oxycodone (9.2 per cent), then in 
descending order are buprenorphine (8 
per cent) and methadone that have been 
diverted or obtained illicitly, codeine, 
morphine and other pharmaceutical 
opioids. However, in 38.4 per cent of 
cases examined as part of the data, the 
drug is either not stated or not reported.

The 2021 national snapshot was due to 
be taken in June and it is expected that 
the results will be released in the first 
quarter of 2022.

Rosalea Ryan

ABORIGINAL 
AUSTRALIANS RECEIVE 
PHARMACOTHERAPY 
AT MORE THAN THREE 
TIMES THE NATIONAL 
AVERAGE: 66 IN EVERY 
10,000 INDIGENOUS 
PEOPLE.

Pharmacotherapy basics

‘Pharmacotherapy’ is a common 
name for the medical treatment 
of opioid use disorder. It is 
sometimes also known as 
‘medication-assisted treatment 
for opioid dependence’ (MATOD 
or MAT) ‘opioid replacement 
therapy’, ‘opioid substitution 
treatment’ or a close variant.

Many NSP clients still call it ’done 
– a contraction of methadone, 
the most common form of 
pharmacotherapy treatment.

Pharmacotherapy clients are 
prescribed a specific, slow-acting 
opioid-based medicine that 
counters opioid dependence or 
addiction by reducing cravings, 
preventing withdrawal and 
decreasing the risk of overdose.

In Australia, the four common 
pharmacotherapy medications 
are methadone, buprenorphine, 
buprenorphine in combination 
with naloxone, and long-acting 
injectable buprenorphine.

Pharmacotherapy allows patients 
to stabilise or reduce their opioid 
use and reduce harmful drug-
taking practices.
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Q&A WITH TONY DUFFIN:  
HOPEFUL IRISH  
EYE AUSTRALIA’S  
SAFE-INJECTING SUCCESS
As CEO of the Dublin-based Ana Liffey Drug Project, Tony Duffin has led his organisation 
in advocating for the establishment of Ireland’s first medically supervised injecting centre. 
Describing himself as a “harm reductionist”, he draws on frontline experience gained in 
London and Melbourne.

Tony, can you give us your 
abridged biography? 

I was brought up in London to Irish 
parents.

The motivation for my career goes back 
to the 1980s. There were two things.

One was a love of The Pogues, who sang 
about street life and drinking. There 
was one particular song, ‘The Old Main 
Drag’, about a young man who ends up 
in London and heading down to the 
‘dilly’ (Piccadilly Circus) where he can 
earn money as a sex worker and how 
his life spirals into drink, drugs and 
homelessness. It’s a great song and the 
narrative fascinated me.

The other thing was that I had some 
affinity, interest, compassion for the 
street drinkers in London. I knew I 
wanted to help somehow but I didn’t 
know how that was going to be. There 
was no career path. Eventually, through 
different jobs – working in housing, 
working with people who were homeless 
– I moved towards working with people 
with addiction issues, and particularly in 
harm reduction.

One early role stood out: I went to work 
in a night shelter as a volunteer. They 
were low-threshold harm reductionists. 
They did what they could to help people. 

I WENT TO WORK IN A NIGHT SHELTER AS A VOLUNTEER… THEY NEITHER 
PROMOTED NOR DENOUNCED DRUG USE; THEY JUST WANTED TO WORK ON 
FINDING SOLUTIONS AROUND PROBLEMS ASSOCIATED WITH IT.

They neither promoted nor denounced 
drug use; they just wanted to work 
on finding solutions around problems 
associated with it.

I moved from London and went to live in 
Melbourne for a year and, for a little while, 
I worked in a young persons’ refuge.

I’ve been in Dublin since 2000 and have 
worked at the Ana Liffey Drug Project 
since 2005. Established in 1982, it 
was the first harm reduction service in 
Ireland.

Low-threshold harm reduction work has 
been my bag for almost 30 years.
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What does the  
Ana Liffey Drug Project do?

There’s what we did before COVID and 
what we do now.

Broadly speaking, we’re a low-threshold 
harm reduction agency. With all harm 
reduction, it’s about keeping people 
safe from harm or risks related to their 
drug use or indeed other activity. We 
have very few rules and we keep them 
as minimal as possible to engage with 
people and keep that engagement 
going.

We provide street outreach to people 
and we do in-reach into private 
emergency accommodation providers 
and other accommodation providers.

We do needle exchange on an outreach 
basis; we did have a drop-in centre 
and we did provide a low-threshold 
stabilisation program where people who 
were under the influence could come 
and start working towards whatever 
goals they had, whether it was to 
stabilise their drug use or to become 
drug-free. Those activities had to stop 
because of COVID-19 so what we’re now 
doing is more focused on outreach,  
in-reach and case management – 
looking at the elements of a person’s  
life with a dedicated worker focusing  
on that person’s goal, set by them,  
with them, to work towards  
a healthier lifestyle. 

We have teams based in Dublin and in 
Limerick in the Mid-West.

In Dublin, the pandemic numbers were 
higher. There are more people who are 
homeless and many of them have health 
vulnerabilities. There was a massive 
undertaking to protect this cohort, led 
by the Health Service Executive, our 
national health service provider. We had 
to all adapt very quickly.

More housing was provided for 
homeless people by Dublin City Council 
– indeed, many hotels were taken over. 
There was a realisation that as people 
were placed into accommodation to 
isolate, then those people who used 
drugs were still going to need to use 
drugs. The waiting time for methadone 
went from 12–13-weeks to two or three 
days. Prior to COVID-19 there was no 
provision of benzodiazepine stabilisation 
prescriptions, but then doctors were 
allowed to prescribe for people who 
were in isolation to keep them stable 
so they would be less likely to go out to 
buy drugs off the streets. The other thing 
we did was get more naloxone out and 
more people trained to try to prevent 
overdose deaths.

Team members of Ana Liffey Drug 
Project reach out to people experiencing 
homelessness and who use drugs. They 
provide safer injecting advice; overdose 
prevention advice and naloxone; advice 
about BBVs; an outreach Needle & 
Syringe Program; encourage safer 
disposal of drug paraphernalia; and also 
assess and refer people to other services.

WITH ALL HARM REDUCTION, 
IT’S ABOUT KEEPING PEOPLE 
SAFE FROM HARM OR RISKS 
RELATED TO THEIR DRUG USE 
OR INDEED OTHER ACTIVITY.

We work closely with the police, An 
Garda Síochána. We have team members 
who provide assertive case management 
with the Gardaí and other agencies as 
appropriate. Naturally there’s shared 
confidentiality that’s signed off on with 
the client.

What’s the scale of the drug 
scene in Ireland?

It’s quite different in Ireland compared to 
Australia. Drugs here are wide-ranging 
and relatively cheap.

In Australia you have methamphetamine 
ice, and I think I’m correct in saying 
things like heroin are quite expensive 
because they have to come in from 
overseas, as they do here, but we have a 
very active drugs supply chain.

People taking more than one drug – 
poly-drug use – is a problem in Ireland.

Street tablets: benzodiazepines, Z-type 
drugs, Lyrica or Pregabalin – these are 
prescription drugs to deal with anxiety 
and depression but some are diverted 
from the legitimate market, and some 
are fake and come in from China or India. 
These blister packs look like medication 
but they’re not – quite often people 
aren’t taking what they think they’re 
taking – and they’re taking handfuls of 
the stuff. The blister pack comes with, 
say, 10 or 12 tablets, and often when 
they say “I’ve just taken some benzos”, 
they mean they’ve taken 12 of them. 
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They’re not paying attention the dosage. 
It’s just buy them, use them.

Heroin is absolutely still a problem and 
crack cocaine has become an issue in 
recent years. It was always there but 
now cocaine is quite abundant – cocaine 
powder – and it’s relatively cheap. A 
rock of crack around three years ago 
would have been about €50; during 
the lockdown, in Limerick City in one 
particular deal somebody bought two 
rocks of crack – smaller rocks, obviously 
– for €25: €12.50 each. And at the same 
time they were selling heroin for €10 a 
bag when normally it’s €20.

This period in Ireland has shown how 
dynamic the drugs market is. During 
COVID, it’s been hard for people to get 
money in the normal ways in terms of 
begging, shoplifting etc and isolation 
under government restrictions has 
caused difficulties around borrowing 
money and drug-related intimidation.

One of the things you’ve been 
working on is a safe injecting 
site.

Around 2012, Ana Liffey identified 
that as a need. We were working with 
people who were injecting in the public 
domain; there was a need for a drug 
consumption room – or, specifically, a 
supervised injection facility (SIF).

That led to us starting to work on this 
and gathering evidence from across the 
globe. We pulled the evidence together 
to support our advocacy work.

However, I’d never set foot inside one, so 
I took the opportunity and went to Sydney 
in March 2015 and worked there for two 
weeks. I had an experience that was, 
professionally and personally, a huge eye-
opener: very, very beneficial in terms of our 
advocacy work in Ireland. There’s one thing 
talking about it in theory and another 
being able to share your experience. It was 
important to learn from the international 
experience and there was much more 
done in that regard.

By May 2017 we had successfully 
advocated for a change to the law. The 
Misuse of Drugs (Supervised Injection 
Facilities) 2017 Act was signed into law 
by Michael D Higgins, the President of 
Ireland. The government put in place 
funding and then there was a tender 
process to find a provider and a building. 
They chose Merchants Quay Ireland 
and its premises on Merchants Quay, on 
the south side of city, along the River 
Liffey. There have been difficulties with 
planning permission – at the moment 
a local school has brought a judicial 
review of the planning process and that’s 
due to take place in June. It’ll take time 
before a ruling is reached – September/
October, maybe?

We say “medically supervised 
injecting centres”, “supervised 
injecting centres”, “consumption 
rooms” – but should they 
actually be called “overdose 
prevention sites”?

Language matters and with this issue it’s 
important to communicate the service so 
that people can quickly interpret what 
we’re trying to achieve. So, yes, ‘overdose 
prevention site’ is a good descriptor in 
that regard and is being used more often 
by advocates, policy makers and service 
providers.

What’s the community 
sentiment in Dublin?

At the moment, it’s not a particularly 
live issue because of the judicial review. 
When there’s a ruling it will be live 
again. The nature of that narrative will 
be dictated by the ruling: whether it 
finds in favour of the planning authority 
or not.

There are people who have been 
outspoken in support of it but there 
are detractors – indeed, there are some 
who have empathy but don’t want it 
near them even though street-based 
injecting is a significant problem in their 
area. SIFs are counter-intuitive to some 
people. If you’re a harm reductionist it 
makes complete sense, but you need to 
be able to explain in a really meaningful 
way to people what SIFs achieve and the 
benefits of them.

IN IRELAND, DRUGS ARE WIDE-RANGING AND 
RELATIVELY CHEAP.
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Here we started advocating in January 
2012; it’s now more than nine years 
later. The legislation was enacted in May 
2017; it’s now more than four years later.

Either you have a problem or you don’t. 
Here, there’s still a problem with street-
based injecting in Dublin City Centre 
and other areas of Ireland. We need 
to implement supervised injecting or, 
as it was described earlier, we need to 
implement an overdose prevention site 
as soon as possible.

What are your advocacy 
priorities now?

We advocated over the past number 
of years for decriminalisation of 
the people who use drugs. With the 
term ‘decriminalisation’, people think 
legalisation, then you get into the 
argument about prohibition and 
legalising – when you weren’t even 
talking about that in the first place. You 
were talking about a health response for 
people who use drugs. The government 
has worked on a new approach and that 
hopefully will be announced over the 
coming months.

However, during COVID our emphasis 
has been on service provision so we 
have a very strong emphasis on that.

Ana Liffey’s been a huge 
participant in International 
Overdose Awareness Day (IOAD).

As a frontline service, unfortunately over 
the years we’ve been to far too many 
funerals of people who’ve died from 
overdose.

The way IOAD is communicated is 
excellent – very person-focused. We 
liked the fact it was about remembering 
people who had passed and doing our 
best to reduce fatal overdose. That 
totally resonated.

The other thing to consider is the harm 
non-fatal overdose causes. For many 
people overdose happens and they’re 
saved, they go to hospital, they’re 
monitored and then they’re let go. 
More often than not there’s no check 
on whether there’s damage to cognitive 
functioning, no check to see if there’s any 
damage to the lungs or any other organs. 
They walk out potentially with health 
problems they didn’t have before. That’s 
something we need to look at: the health 
consequences of non-fatal overdose. Also, 
every non-fatal overdose is a near miss – 
we should be recording and responding 
accordingly to these near misses to reduce 
the risk of fatal overdose.

Last question, Tony: any advice 
from Ireland to Australia?

Decriminalise all drugs – that’s the thing 
to do. Introduce a health-led approach. 
Open the debate up and consider the 
regulation and control of cannabis. 
Criminalising people who use drugs 
doesn’t work; we have an abundance 
of evidence of that. It just leads to 
more harm, more people in prison, 
more deaths, more types of drugs and 
increased potency of drugs.

Australia’s done great work on the 
“overdose prevention sites”; roll them 
out further where they’re needed in 
areas where there’s a problem with 
street-based injecting.

And just keep leading the way – keep 
that fire stoked. Many jurisdictions 
have, to a greater or lesser degree, been 
innovative but certainly Australia has 
been a leader on harm reduction in the 
past 20 years since the Sydney MSIC was 
opened. Keep that going.
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