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The rise and rise 
of Pregabalin 
prescriptions and 
ambulance callouts
Pregabalin has quickly earned an enviable reputation as a major 
breakthrough in the treatment of pain, but one with a potential 
dark side.
When the drug, known by its brand name Lyrica, was subsidised on the Australian 
Pharmaceutical Benefits Scheme (PBS) as a treatment for nerve pain in 2013, it 
seemed like a winner. (It has first been introduced in Australia in 2004 as an anti-
epileptic medication).

As a non-opioid there was a lot to like, especially in prisons where prescribing 
opioids is problematic.. . 
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From Page 1

Within five years, pregabalin was 
one of the most prescribed drugs 
in Australia, and, off the back of a 
concerted marketing campaign by its 
maker, Pfizer, (as detailed in The Age, 
23 March 2019) was entrenched as 
one of the most expensive drugs on 
the PBS. In fact, according to the PBS, 
in 2017/18, there were more than 3.75 
million PBS subsidised prescriptions 
for pregabalin at a cost to the 
Australian Government of more than 
$133 million (PBS report: Expenditure 
and Prescriptions Twelve Months to 30 
June 2018).

But increasingly there are concerns about 
a possible downside to pregabalin.

Penington Institute’s Dr Rose Crossin 
worked for Turning Point’s Population 
Health Team in 2018. She contributed 
to research published in the Medical 
Journal of Australia looking into all 
Victorian ambulance attendances 
related to alcohol, drug use and 
mental health.

As well as the usual drug suspects, 
another name kept turning up: 
pregabalin. In fact, pregabalin-related 

ambulance callouts increased tenfold 
between 2012 and 2017, from 0.28 
cases per 100,000 population to 3.32 
cases per 100,000. 

“The data was there but because 
nobody had ever asked the question 
about pregabalin before, it hadn’t really 
been noticed,” Rose said. “Once we 
looked at the initial data, we realised 
this really needed to be studied much 
more carefully.”

Rose cross-referenced their findings 
with other research and discovered 
several international studies 
documenting misuse, the first raising 
concerns in 2010. According to The Age 
article, pregabalin has now been linked 
to more than 250 drug overdose deaths 
and six suicides in Australia. 

“Pregabalin can potentially worsen 
people’s psychiatric symptoms,” Rose 
explained. “And when it comes to 

needle and syringe program clients, 
a cohort where people are already at 
a high risk, who might already have 
quite complex mental health histories, 
pregabalin becomes more worrying.”

Online drug forums report that 
pregabalin is misused by taking it in 
combination with other substances to 
increase their power and effects. These 
substances include benzodiazepines, 
alcohol, heroin, zopiclone, methadone, 

cannabis, LSD, mephedrone and 
amphetamines. Pregabalin can be 
misused in several ways. It can be  
taken orally, intravenously (pregabalin 
is water soluble), rectally (shafting) or 
crushed up and snorted. (Reference: 
www.drugs.ie/pregabalin. This site is 
managed by the Irish Government’s 
Health Service Executive National 
Social Inclusion Office).

“Once we looked at the initial data, we 
realised this really needed to be studied 
much more carefully.” Dr Rose Crossin

https://www.smh.com.au/national/lyrica-pfizer-and-how-big-pharma-gets-what-it-wants-20190211-p50x1z.html
https://www.smh.com.au/national/lyrica-pfizer-and-how-big-pharma-gets-what-it-wants-20190211-p50x1z.html
http://www.pbs.gov.au/statistics/expenditure-prescriptions/2017-2018/expenditure-and-prescriptions-twelve-months-to-30-june-2018.pdf
http://www.drugs.ie/pregabalin
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“Pregabalin use increases the overdose 
risk, especially when combined with 
other depressive types of drugs 
like heroin,” said Nicole Hallahan 
from cohealth’s HealthWorks NSP, 
in Footscray. This means that while 
Pregabalin itself can have adverse 
effects on the Central Nervous System 
(CNS) when used in combination with 
other CNS depressants. If more than 
one CNS depressant (e.g. alcohol even 
in small amounts, antidepressants, 
antihistamines, antipsychotics, 
barbiturates, hypnotics, opioid 
analgesics) is used in combination with 
pregabalin there is a risk of respiratory 
failure, coma or death.

While naloxone will not be effective in 
an overdose of pregabalin, it will reverse 
the effects of opioids if opioids and 
pregabalin have been used together. 
NSP clients should be encouraged to 
always call for emergency help on 000 if 
someone overdoses.

Nicole became aware of pregabalin two 
or three years ago when local people 
who inject drugs started enthusing about 
it as an easy-to-obtain way of increasing 
intoxication when mixed with heroin or 
other depressive class drugs. 

“It’s one of those drugs that has become 
word-of-mouth on the streets, as a way 
of increasing intoxication, especially 
since the reclassification of Xanax, 
which used to be the number one go-to 
when combining drugs,” she said.

A concern is the lack of information 
about where people who use drugs are 
obtaining pregablin. Are they doctor 
shopping? Or being prescribed it by 
a GP for their own pain? Or buying it 
from the internet or on the street? 

“In our study, of the people who had 
an ambulance attendance related to 
pregabalin misuse, we don’t know if it’s 
their own pregabalin or it’s diverted, 
off the black market or they are taking 
somebody else’s,” Rose said. “There’s no 
way of telling that in Australia at this 
point and it makes it hard to target 
interventions, if we don’t know where 
it’s coming from.”

Nicole said she is concerned that 
the drug is not listed on SafeScript 
(Victoria’s real time prescription 
monitoring system), meaning it could 
actually become an even bigger issue 
as people turn to it instead of drugs 
where SafeScript now monitors usage.

“It’s something we need to be aware 
of,” she said. “I do think we might see a 
further increase, with people who are 
doctor shopping or misusing  
other medications.”

Given the importance of letting 
people who use pregabalin know it is 
potentially addictive and could have 
serious side effects, Rose said she hopes 
most users are obtaining it from doctors, 
because those GPs could then help.

“Assuming the bulk of the pregabalin 
is coming from a person’s GP and they 
were prescribed it, our recommendation 
is that GPs should make really sure 
they are advising people about not 
mixing pregabalin with other sedatives, 
whether alcohol or opioids,” she said.

“I’m concerned that if pregabalin has 
been obtained through diversion, 
the people who are taking it have 
potentially missed any messaging that 

could have come from a GP about not 
mixing substances, about the potential 
to become dependent, and that if you 
notice your psychiatric symptoms are 
becoming worse when taking this drug, 
then you need to seek help.”

But what help exactly? The medication 
does not share the same chemistry 
within the brain as opioids, so 
requires a very different withdrawal 
strategy. In fact, Dr Nico Clark, Head 
of Addiction Medicine Services at the 
Royal Melbourne Hospital, said the 
medication was more in line with 
alcohol or benzodiazepines, so required 
similar strategies. 

“With pregabalin, a slow, careful 
tapering off the drug is required or a 
range of assisting medication. If you 
suddenly stop, you might have a seizure 
or become delirious,” Nico said.

Nico suggested calling the National 
Alcohol and Other Drug Helpline on 
1800 250 015 that diverts callers to their 
relevant state or territory advice line.

Nick Place

More information: 
https://theconversation.com/ambulance-
call-outs-for-pregabalin-have-spiked-heres-
why-106163 

Penington Institute is hosting a seminar 
about pregabalin on Friday 14 June 
2019 in Melbourne. See https://lyrica-
docklandsseminar.eventbrite.com.au. We will 
also video the seminar and provide the link 
in a future edition of the Anex Bulletin.

https://theconversation.com/ambulance-call-outs-for-pregabalin-have-spiked-heres-why-106163
https://theconversation.com/ambulance-call-outs-for-pregabalin-have-spiked-heres-why-106163
https://theconversation.com/ambulance-call-outs-for-pregabalin-have-spiked-heres-why-106163
https://lyrica-docklandsseminar.eventbrite.com.au
https://lyrica-docklandsseminar.eventbrite.com.au


4

Naloxone: right dose,  
right place, right time
Three Australians die every day from opioid overdose. Many of 
these deaths could be prevented by a drug called naloxone. 

Naloxone, sometimes known by its 
brand name Narcan, is a medicine that 
temporarily reverses the effects of opioid 
overdose. It’s carried by paramedics and 
stocked in medically supervised injecting 
centres, and safe, legal, and easy to use 
take-home packages are available to 
community members at pharmacies all 
around Australia. 

Naloxone is administered through 
different applications and doses around 
Australia (see story: Naloxone -  
the essential guide). Much of this 
depends on who is administering it 
and under what circumstances, but the 
effect—and its potential to save a life  
—is always the same, said Queensland 
Ambulance Service spokesperson 
Lachlan Parker. 

“It allows the symptoms of overdose 
to be reversed and for that person to 
return to normal. 

“The fatal symptoms are usually 
respiratory depression – someone’s 
breathing slows down, and if it slows 
down too much that can cause death.”

Naloxone has saved thousands of lives 
in Queensland and in other Australian 
states, and in Western Australia, St John 
Ambulance Operations Manager Phil 
Townsend said many more have been lost 
because witnesses have not called an 
ambulance in the event of an overdose. 

“Never delay the calling of an 
ambulance, even if naloxone is 
available at the scene via a peer or 
bystander,” Phil said. 

“People can sometimes die because they 
are left to ‘sleep it off’. Death can occur 
more than one hour after opioid use and 
in some cases several hours later.”

“Put very simplistically, naloxone is an antidote for 
a heroin or opiate overdose,” said Lachlan Parker.

While naloxone is highly effective, it 
can wear off faster than the opioid, 
said Phil, and someone who has been 
administered the drug by paramedics 
should travel with the paramedics to 
the hospital to make sure they don’t 
slip back into overdose.

“We can encounter difficulties in 
convincing the patient to attend 
hospital for further assessment and 
monitoring. The life of the naloxone is 
always less than the life of the opioid, 
meaning re-overdose is always taken 
into account. Due to this factor our 
recommendation would be that the 
patient goes to hospital,” Phil said.

“Most of these issues are solved with 
good communication and explaining 
the importance of care to the patient.”

People might also avoid calling an 
ambulance in the first place because 
they are afraid it could land them in 
trouble with the law, said Lachlan. 
This is not true and, after calling 
an ambulance, being honest with 
paramedics about which drug has been 
used is just as vital to help them save 
someone’s life.

“We’re not the police, we’re here to 
make sure everyone is safe, and we 
don’t want people to think we’re going 
to report them to the police. That’s 

not what we’re here for, unless there is 
some sort of physical threat or reason 
that we need to.

“People concealing information also 
does make it difficult. We need a degree 
of honesty. We’re not there to judge 
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people, we’re there to keep people 
safe. Tell us what someone has had, 
because what they’ve had does change 
our treatment pathway. If they’ve had 
an opioid and they need an opioid 
antagonist such as naloxone we will 
administer that, but just be open and 
honest with us so we can make sure 
someone is safe and we can help them.” 

The route of administration and dose 
of naloxone varies in paramedic 
services across states, but it is 
most commonly administered as an 
intravenous or intramuscular injection 
in a relatively strong dose of around 
1.6 milligrams (the equivalent of 1600 
micrograms, mcg). 

At Sydney’s Uniting Medically 
Supervised Injecting Centre (MSIC), 
in the event of an overdose the 
registered nurses first administer 
oxygen and carefully monitor oxygen 
saturation levels. If the patient’s 
oxygen saturation levels do not 
recover to the required level (95%) or 
if breathing is compromised, they will 
use a resuscitation bag. If the patient is 
still not recovering a registered nurse 
administers naloxone as an 800mcg 
intramuscular injection. MSIC Clinical 
Nurse Consultant Bonnie Luck said 
naloxone has saved thousands of lives 
at the Kings Cross MSIC. 

“In the more than 18 years since 
Uniting MSIC opened, there have been 
more than one million injections 
supervised. In that time there have 
been 8,000 overdoses – but not one 
single death.”

Uniting also work to provide take-home 
naloxone and on-site training about its 
use away from the centre. 

Bonnie says take-home naloxone works 
to buy time in an overdose patient until 
an ambulance arrives and cannot be 
used as a substitute for professional 
medical help. 

“In our experience, death from 
opioid overdose can be prevented by 
naloxone. As such, distributing take-
home naloxone should be a priority for 
all health care services for people who 
inject drugs,” she said. 

Take-home naloxone is available from 
pharmacies as: ampoules (small glass 
containers), Prenoxad - a pre-filled five 
dose syringe (five by 400mcg doses), 
and Nyxoid - an intra-nasal spray. See 
the following story for more detail 
about these formats.

Naloxone has saved Kerry Meredith’s life 
twice. Kerry was administered naloxone 
when she overdosed on heroin in Perth 
not realising that she had overdosed 
and may not have woken up if naloxone 
wasn’t given to her.  

“I think it was paramedics who gave 
it to me. I passed out on the side 
of the road and someone called an 
ambulance. I was taking benzos and 
heroin. Both times naloxone was given 
to me by ambos, as a shot in the leg,” 
Kerry said. 

“Yeah, for sure, it did save my life. I never 
thought I was going to OD. I thought I 
would have just woken up somewhere. 
But, you know, I might not have woken 
up if I didn’t get ‘narcanned’.”

While naloxone does have the power 
to reverse overdose it is not a panacea, 
said Lachlan Parker, and it can only be 
effective when used in conjunction 
with safer injecting practices. 

“Most importantly, make sure you’re 
with a friend and don’t do anything by 
yourself. If you’re by yourself and inject 
an opiate, and there is no one there to 
help you, we’re unable to administer 
naloxone because we don’t know that 
your there. So be with friends, be safe, 
and by all means call an ambulance if 
you’re worried.”

Tom de Souza

WHAT CAN NSP WORKERS DO?
1. Learn how to use naloxone.

2. Encourage clients to learn how to use naloxone. This website include 
a state and territory list of the organisations that provide naloxone 
training providers for people at risk of overdose and potential 
overdose witnesses: http://www.penington.org.au/programs-and-
campaigns/resources/cope-overdose-first-aid/ 

3. Access fact sheets about naloxone: http://www.penington.org.au/
programs-and-campaigns/resources/cope-overdose-first-aid/

Lachlan Parker

Phil Townsend

Bonnie Luck

http://www.penington.org.au/programs-and-campaigns/resources/cope-overdose-first-aid/
http://www.penington.org.au/programs-and-campaigns/resources/cope-overdose-first-aid/
http://www.penington.org.au/programs-and-campaigns/resources/cope-overdose-first-aid/
http://www.penington.org.au/programs-and-campaigns/resources/cope-overdose-first-aid/
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Naloxone -  
the essential guide
What is naloxone?

Naloxone is a medicine that temporarily reverses the effects of opioids like morphine, codeine and 
heroin. Opioids depress the respiratory system, so overdosing on them is very dangerous. Administering 
naloxone can restore the breathing of someone who has overdosed, potentially saving their life. 

What dose?
The amount of naloxone that needs 
to be administered in the event of an 
overdose varies depending on several 
factors, such as the person’s health, 
weight, the type of opioid they have 
taken and how much they have taken. 

Generally, 400 micrograms (mcg) is 
considered a single dose of naloxone 
when it is injected. Most injectable 
naloxone comes in doses of 400mcg 
or multiples of this: ampoules contain 
400mcg and each marker on the barrel 
of a Prenoxad unit is a 400mcg dose. 

Most guidelines for administering 
injectable naloxone recommend a 
single 400mcg dose with additional 
doses to be administered if the person 
remains unresponsive. 

Paramedics tend to administer larger 
doses of naloxone. This can be done 
safely because naloxone does not have 
any intoxicating or harmful effects. 
Paramedics do this because they need 
to act quickly to save a person’s life. 
Most of the time they will not know 
what opioid(s) the person has taken. 
For strong synthetic opioids like 
fentanyl, more naloxone will be needed 
to restore a person’s breathing. 

Micrograms and 
milligrams 

They might sound similar, but 1 
milligram is the same as 1000 
micrograms. So, 400 micrograms (a 
single dose of IM/IV naloxone) is the 
same as 0.4 milligrams. Intranasal 
naloxone, which has a different method 
of being absorbed into the bloodstream, 
requires larger doses to be effective. 
This is why a single dose of IN naloxone 
is higher (Nyxoid is 1.8mg). 

Which route of 
administration? 

Intravenous (IV) or injected into a 
vein. Naloxone can be administered 
intravenously. However, because 
intravenous injections are difficult and 
require training, IV administration is 
generally only performed by medical 
professionals in medical settings. 

Intramuscular (IM) or injected into 
a muscle. Naloxone can be injected 
into a muscle – usually the thigh or 
upper arm. This is the most common 
way naloxone is administered. 400 
micrograms of IM naloxone is generally 
considered a single dose of naloxone 
administered intramuscularly. 

Intranasal (IN) or sprayed into the nose. 
Naloxone can be delivered via a nasal 
spray. IN naloxone has only recently 
become available in Australia but has 
been available in the US and Canada 
for several years. Because IN naloxone 
is absorbed more slowly through mucus 
membranes, the amount of naloxone 
considered a single dose is much larger. 

The time it takes for the medicine to take 
effect can also be longer. The only kind of 
intranasal naloxone available in Australia 
comes in a 1.8 milligram single dose. 

Intraosseous (IO) infusion is the process 
of injecting directly into the marrow of 
a bone. This provides a non-collapsible 
entry point into the systemic venous 
system. This technique is used to provide 
fluids and medication when intravenous 
access is not available or not feasible.

Types of naloxone 

Ampoules – these are small glass 
vials that contain 400 micrograms 
of naloxone in 1 millilitre of water 
– Used for IM/IV administration. The 
naloxone must be ‘drawn up’ from the 
ampoule using a needle and syringe to 
administer it with an injection.

Prenoxad – this is a pre-filled syringe 
that contains 2 milligrams (five single 
doses) of IM/IV naloxone. Naloxone 
should be administered a single dose at 
a time (each dose is marked with a black 
line on the syringe’s barrel). Follow the 
guidelines about additional doses.

Nyxoid – this is the only type of 
intranasal naloxone available in 
Australia. Each pack comes with 
two single dose units of naloxone 
(containing 1.8 mg each). Because it is 
intranasal, no needles are needed to 
administer it. When using Nyxoid, you 
can only administer a full dose. 

James Petty



7

Naloxone and adults - what do the ambulance services do?

 Ambulance Victoria 
Heroin overdose: naloxone 1.6-2mg IM  
Other opioid overdose: naloxone 
100mcg IV (repeat 100mcg every 2 
minutes – max 2mg)

From their guidance:

• Patients who are managed using 
the ‘Other opioid overdose’ protocol 
should receive supportive care, 
transport to hospital and titrated 
doses of naloxone to target the 
return of adequate ventilation. 

• Synthetic opioids, especially fentanyl 
analogues are increasingly used 
recreationally. These may require 
higher doses of naloxone than usual 
to reverse their effects.

Source: https://www.ambulance.vic.gov.
au/wp-content/uploads/2019/03/Clinical-
Practice-Guidelines-2018-Edition-1.8.pdf 
and Ambulance Victoria 

  Queensland  
Ambulance Service

1.6mg dose IM  
In special circumstances (Critical Care 
Paramedic) incremental 50mcg IV 
doses can be administered. 

Source: https://www.ambulance.qld.gov.au/
docs/clinical/dtprotocols/DTP_Naloxone.pdf 
and Queensland Ambulance Service

  New South  
Wales Ambulance 

Recommended dose is 800 micrograms 
(i.e. 0.8 milligrams).

Suspected narcotic overdose:

• 800mcg (2mL) IM/IV undiluted bolus 
Repeat 400mcg (1mL) bolus every 2 
minutes.  Maximum dose: 2mg (5mL)  

Opioid overdose:

• 100mcg (1mL) IV diluted bolus. 
Repeat every 2 minutes until 
adequate clinical response  

• 100mcg (1mL) IM diluted bolus. 
Repeat every 5 minutes until 
adequate clinical response

Source: http://www.ambo.com.au/download/
protocol_2011.pdf 

The Guideline for Paramedics for 
suspected narcotic overdoses:

• In adults consider: 
• Naloxone 100 micrograms  

IV PRN or; 
• Naloxone 120 micrograms  

IN PRN or; 
• Naloxone 400 micrograms IM PRN 

Source: SA Ambulance Service spokesperson

  St John Ambulance 
Western Australia

• Management/dose

• Dilute 0.4mg (400mcg) /1ml with 
9mls NaCL for IV/IO administration

• IM: 0.4mg (400mcg) every 5 minutes 
as needed up to 10mg

• IV/IO: Administer up to 400mcg 
titrated to effect.  Repeat every 2 
minutes as clinically required to a 
maximum of 10mg.

Source: St John Ambulance Western 
Australia

  St John Ambulance 
Northern Territory

• 800mcg IM.  Repeat at 10 min PRN.  
Total max dose 4mg.

• 100mcg IV/IO.  Repeat at 5 min PRN. 
No max dose.

Source: St John Ambulance Northern 
Territory

 ACT Ambulance Service 
1st dose: 0.8mg IM 
2nd dose: 0.8mg IM  
OR 2nd and subsequent doses: 0.4mg 
IV increments, fast push. May repeat 
IV dose up to 3 times (to maximum of 
2mg). (All doses may be administered 
IM or IV as the situation demands).

Source: http://cdn.esa.act.gov.au/wp-
content/uploads/NALOXONE-Jan-2014.pdf 
and ACT Ambulance Service

 Ambulance Tasmania
1st dose: 0.8mg IM

After five minutes and inadequate 
response: 2nd dose: 0.8mg IM or IV 
followed by 400mcg IM or IV to a total 
of 2mg.

There is also the option of giving small 
doses to reverse respiratory depression 
and keep the patient safe. This is classified 
in the Ambulance Tasmania Clinical 
Practice Guidelines as partial reversion 
and is 100 mcg increments titrated as 
required.  This is becoming a popular 
alternative in treatment, but the choice 
is left up to the paramedics at the time.

Source: https://www.dhhs.tas.gov.au/__data/
assets/pdf_file/0018/107334/A00_-_
Ambulance_Tasmania_Clinical_Practice_
Guidelines_for_Paramedics_and... .pdf and 
Ambulance Tasmania 

 SA Ambulance Service
SA Ambulance Service has different 
clinical practice protocols for 
Intensive Care Paramedics (ICPs) and 
for Paramedics regarding suspected 
narcotic overdose and naloxone 
dosage.

The Guideline for ICPs for suspected 
narcotic overdoses:

• For adults, naloxone doses are 
titrated to restore spontaneous 
ventilation. Select from: 
• IV: 100 microgram aliquots, every 

30-60 seconds 
• Intranasal: 120 microgram 

aliquots, every 30-60 seconds 
• IM: 400 microgram aliquots, every 

1-2 minutes 

https://www.ambulance.vic.gov.au/wp-content/uploads/2019/03/Clinical-Practice-Guidelines-2018-Edition-1.8.pdf 
https://www.ambulance.vic.gov.au/wp-content/uploads/2019/03/Clinical-Practice-Guidelines-2018-Edition-1.8.pdf 
https://www.ambulance.vic.gov.au/wp-content/uploads/2019/03/Clinical-Practice-Guidelines-2018-Edition-1.8.pdf 
https://www.ambulance.qld.gov.au/docs/clinical/dtprotocols/DTP_Naloxone.pdf
https://www.ambulance.qld.gov.au/docs/clinical/dtprotocols/DTP_Naloxone.pdf
http://www.ambo.com.au/download/protocol_2011.pdf
http://www.ambo.com.au/download/protocol_2011.pdf
 http://cdn.esa.act.gov.au/wp-content/uploads/NALOXONE-Jan-2014.pdf and ACT Ambulance Service 
 http://cdn.esa.act.gov.au/wp-content/uploads/NALOXONE-Jan-2014.pdf and ACT Ambulance Service 
 http://cdn.esa.act.gov.au/wp-content/uploads/NALOXONE-Jan-2014.pdf and ACT Ambulance Service 
https://www.dhhs.tas.gov.au/__data/assets/pdf_file/0018/107334/A00_-_Ambulance_Tasmania_Clinical_Practice_Guidelines_for_Paramedics_and....pdf
https://www.dhhs.tas.gov.au/__data/assets/pdf_file/0018/107334/A00_-_Ambulance_Tasmania_Clinical_Practice_Guidelines_for_Paramedics_and....pdf
https://www.dhhs.tas.gov.au/__data/assets/pdf_file/0018/107334/A00_-_Ambulance_Tasmania_Clinical_Practice_Guidelines_for_Paramedics_and....pdf
https://www.dhhs.tas.gov.au/__data/assets/pdf_file/0018/107334/A00_-_Ambulance_Tasmania_Clinical_Practice_Guidelines_for_Paramedics_and....pdf
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two of us:  
Mitch and Tammy
Tammy Waters and Mitch (Michele) Segal work together 
at Directions Health Services in the ACT. Tammy is the NSP 
Training and Stock Coordinator while Mitch is the Client 
Services Coordinator, Needle and Syringe Program.

Mitch: Both Tammy and I are coordinators, I look after staffing arrangements and 
rosters. Tammy looks after the stock elements and all the training. We are both 
across the two primary NSPs in the ACT – in Philip and in Civic (city centre). We also 
do deliveries every Thursday to all of the secondary NSPs in the ACT.

Anex Bulletin: What was 
your career before working 
at this NSP? What led you 
to where you are today?
Tammy: I was a hairdresser and I have a 
past of my own. I was an injecting drug 
user. Once I got myself clean I used to 
do haircuts for the Directions clients at 
$2 a cut and it went on from there. I’m 
now doing the stock and the training 
for the NSPs and I love it! I’ve been in 
my current role for seven years and I’ve 
worked for Directions for 15 years.

Mitch: I was previously a senior project 
officer at the ANU (Australian National 
University) here in Canberra. I have 
a degree in social work and wanted 
to return to community service work 
of some form, so I took a voluntary 
redundancy. My mum, who passed away 
seven years ago, used to work at the 
Medically Supervised Injecting Centre 
(MSIC) in Sydney. My mum loved the job 
so on the first day I started looking for 
work an NSP job came up in Civic. I felt I 
was following in mum’s footsteps. I first 
worked as a casual and six months later 
I got the coordinator role. I’ve been in 
my current role for three years.

AB: What’s the most 
satisfying part of working 
in the NSP?
Tammy: Doing what we do! Looking 
after our clients, making life better for 
them, taking away some of that stigma 
and discrimination that comes with 
the injecting drug use. Just making a 
difference in clients’ everyday life and 
showing them that they are a person. 
I’m a bit passionate. We love our jobs 
we love the people we work with.

Mitch: To make a difference in 
somebody’s life by perhaps being the 
first person that day who has smiled 
at them. Something both Tammy and 
I work really hard at is developing 
relationships with our clients.

You really can make a difference in 
someone’s life just by being friendly 
and being available and, as Tam said, 
not being judgemental and helping to 
take away some of the stigma they’ve 
faced through the whole course of their 
day, week or month.

AB: Why do you enjoy 
working with each other?
Tammy: Mitch is like my little sister. 
Mitch and I just jelled from the 
beginning when we first met. We’ve got 
very similar reasoning for why we are 
working in NSP. 

Mitch: For me, Tammy impressed me 
from the very first time I met her. 
Tammy trained me - I had no AOD 
experience whatsoever. I was a bit 
intimidated by Tam at first as the level 
of knowledge she has is just huge. 
She knows her stuff really, really well. 
Tammy mentored me through my 
career change.

Mitch: Our NSP is a very confined space 
– so you need to be able to get along 
with your co-workers! We don’t just get 
along but really look forward to coming 
to work.

Tammy: I was at work an hour early today, 
as I knew I was working with Mitch!
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AB: What are the most 
valuable hints or tips you 
have learnt from your co-
worker?
Tammy: I’ve learnt from Mitch’s 
compassion and her genuine caring for 
everyone. Sometimes, after 15 years, you 
get a little jaded, but Mitch has really 
reinforced why I’m here and why I do 
what I do. I love working with her and I 
love teaching her. She’s like a sponge.

Mitch: I’ve learnt everything from 
Tam! Looking back I think I was quite 
judgemental in my own cotton wool 
world and I was scared. Tammy has 
not only taught me everything I know 
on the equipment side but also on the 
human side. That it doesn’t matter what 
you see on the outside of a person – 
the inside is very different. We are all 
the same underneath.

Tammy: We are all broken in 
different ways.

Mitch: Yes, and that doesn’t make 
us any better or any worse, it just 
makes us different. If you work with 
those differences you can really make 
something beautiful.

AB: What does Mitch do 
best at the NSP?
Tammy: I’m impressed with the way 
she treats the clients. She’s amazing 
with them. Also with the staff – she’s 
compassionate, she’s there, she’s a family 
person who understands and recognises 
all of that. She bends over backwards 
and juggles things to help staff.

We get on really well. We work  
really well together. We respect each 
other’s knowledge. 

AB: What does Tammy do 
best at the NSP?
Mitch: She does make me laugh! 
Tammy is actually an extraordinary 
trainer. To watch her in action is quite 
phenomenal. I’ve recently started trying 
to attend more of Tammy’s training 
sessions so I can learn more from 
her and pick her brain. It means I can 
cover for her if ever she wants to go on 
extended leave.

Tam: I’m the only trainer in the ACT – 
that’s why I’m trying to get Mitch up 
to speed. 

AB: What are your top 
tips for other workers, 
particularly about 
encouraging safer 
injecting and preventing 
blood-borne virus 
transmission?
Mitch: Build trust with your clients. 
Build rapport. That’s the best way to 
get people on board. Once you have 
that trust and rapport people are more 
open to listening to you and taking on 
board any information you might want 
to give them.

Tammy: Be prepared to be open. If I see 
one of our clients not looking real well 
or something like that I will approach 
them in professional way but not push 
information on them. I might say: “I 
notice you’re not looking too well. Do 
you want a chat? Is there anything we 
can do for you?” Often doing that opens 
up real windows.

Have open lines of communication 
and don’t have one bit of stigma or 
discrimination or anything like that as 
clients are going to pick up on that and 
won’t give you a very good time over it.

Mitch: You don’t know who is coming 
in the door and what’s going on for 
them. You need to be able to make 
a quick assessment when someone 
walks in the door. Pick up on the non-
verbal cues to see what their needs 
might be today, in addition to injecting 
equipment. Quickly determine the best 
way to talk to them, to approach them, 
how to make things a little bit better 
for them today. Let them know you are 
here for them. 

Tam: Being open, being honest, not 
stigmatising or judging. We’re not here 
to judge clients, we’re here to get them 
through their journey as happily and as 
healthily as we possibly can.

Mitch: You need to meet people where 
they are at. As long as you keep doing 
that you are making progress.

Sophie Marcard
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FYI: latest reports

Health, rights and drugs: Harm 
reduction, decriminalization 
and zero discrimination for 
people who use drugs

UNAIDS
As a new chapter in the response to the 
world drug problem begins, UNAIDS 
is calling on countries to adopt the 
recommendations contained within 
this report, and to rapidly transform 
those commitments into laws, policies, 
services and support that allow people 
who use drugs to live healthy and 
dignified lives.

http://www.unaids.org/sites/default/
files/media_asset/JC2954_UNAIDS_
drugs_report_2019_en.pdf 

Finding a needle in a haystack: 
Take-Home Naloxone in 
England 2017/18

Release
Scotland, Northern Ireland and Wales 
all have national naloxone programmes 
and report on THN provision, whereas 
in England the responsibility to provide 
THN is devolved to local authorities 
and there is no requirement to report 
on THN provision at the national level.

https://www.release.org.uk/sites/
default/files/pdf/publications/
Finding%20a%20Needle%20in%20
a%20Haystack_0.pdf 

Naloxone access and advocacy 
project (UK): Process and 
findings report

EuroNPUD (European 
Network of People who  
Use Drugs) 
Concerned that access to naloxone 
remains unnecessarily restricted, 
(EuroNPUD) undertook a project 
aimed at improving naloxone access 
and advocacy in the UK.  Drawing on 
an action research project piloted in 
three UK cities, the report sets out 
background, method, findings, advocacy 
strategies and recommendations for 
enhanced naloxone access, particularly 
through the deployment of peer-to-
peer distribution. 

https://static1.squarespace.com/
static/58321efcd1758e26bb49208d/
t/5cc1981b71c10b09dab48
ac4/1556191397550/EuroNPUD_
Naloxone_Access_and_Advocacy_
Project_Process_Report_final.pdf  

Finding 
a Needle in 
a Haystack
Take-Home Naloxone in England 2017/18
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