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FOREWORD 
Dear colleagues, 

Decoupling pain relief from pleasure could hold the key 
to creating a safer range of opioid-based medications 
that retain their well-known analgesic properties without 
triggering addiction. 

In October, a team in the US reported on its study of the 
nucleus accumbens, described as “a key region in the 
reward circuit of the brain”. 

Using Nobel Prize-winning technology as part of their 
range of tools and techniques, researchers found that 
creating a safe opioid will hinge on pharmaceutical 
companies’ ability to either bypass altogether, or bias 
opioids’ effects away from, the dorsal raphe-to-nucleus 
accumbens pathway. 

Elsewhere,  analysis of surveys in Australia, North America 
and Spain has identified the potentially serious risks of 
combining popular mainstream energy drinks with drugs,  
both legal and illicit. 

The findings highlight the importance of GPs, other 
prescribers and health care professionals in general being 
fully informed and able to advise patients at risk of pairing 
high concentrations of caffeine and/or other energy-
boosters such as guarana,  yerba mate and taurine with 
either prescription medication or substances including 
cannabis, ecstasy, stimulants and alcohol. 

In this issue of The Bulletin we showcase strategies 
developed both overseas and here in Australia for 
engaging with people who use drugs on the crucial topic 
of COVID-19 vaccination; delve into the increasing use 
of social media as a platform for trading substances in 
a world in lockdown; and look into the key takeaways 
from Australia’s Annual Overdose Report 2021 (released on 
International Overdose Awareness Day, August 31) from a 
frontline worker’s perspective. 

Our one-on-one Q&A conversation this month transports 
us to Nairobi, Kenya, where Allan Ragi shares with us 
the successes and challenges of his organisation’s 
work in campaigning against threats such as HIV/AIDS 
in vulnerable populations and in joining forces with 
passionate, committed sector partners to advocate for 
harm reduction more broadly throughout East Africa. 

Please share this November issue with both your 
colleagues and your social networks and, as always, let us 
know what you’d like to see examined in this,  your own 
frontline worker magazine. 

John Ryan 
CEO, Penington Institute 
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AS COVID-19 VACCINATION RATES INCREASE IN THE MAINSTREAM, 
AUTHORITIES AND SERVICES AROUND THE WORLD CONTINUE TO 
GRAPPLE WITH THE QUESTION OF HOW BEST TO ENGAGE WITH 
SOME OF OUR MOST VULNERABLE POPULATIONS. 

“You go where the people are,” Elizabeth 
Holliday says of responding to the 
COVID-19 vaccination needs of people who 
use drugs (PWUD) in her part of Canada. 

In February this year, Elizabeth’s team 
at the Overdose Emergency Response 
and Harm Reduction Program vaccinated 
9,000 people in Vancouver’s Downtown 
Eastside area. 

They offered immediate on-the-spot 
vaccination via pop-up and mobile clinics. 

This is one strategy different jurisdictions 
are trying in order to reach and vaccinate 
PWUD and the communities they’re 
a part of. 

PWUD are a high-risk group if COVID-19 
is contracted, due to potential long-term 
health complications and issues. This 
is further complicated by a lack of trust 
in government systems and potential 
transience and other factors. 

It’s also a group that’s not immediately  
thought of and that’s often stigmatised; 
all of this makes reaching them, informing 
them and overcoming vaccine hesitancy a 
difficult challenge. 

So what does it take to have some success 
at vaccinating the community? 

A community-led approach 

For both Elizabeth and US-based 
Jessica Hulsey, founder of the Addiction 
Policy Framework, whichever program 
or initiative is put in place has to be 
community led. 

“It’s critical that we get this right and that 
our patient population is not left behind,” 
Jessica says. 

“We’ve found our greatest successes in 
working in partnership with people with 
lived experience, community members and 
service providers who are the closest on 
the ground to those folks.” 
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IT’S CRITICAL… 
THAT OUR PATIENT 
POPULATION 
IS NOT LEFT BEHIND. 
– Jessica Hulsey 

Danny Jeffcote, AOD West Program 
Facilitator at cohealth in Victoria, agrees. 

“It’s important that we keep doing what 
we do best, and that’s working with 
marginalised communities, employing 
people from the community to work with 
the community and marrying that up with 
skilled clinicians,” Danny says. 

How is this set up? 

In some jurisdictions, this means using 
existing services and programs to reach 
out, inform and deliver vaccinations. In 
others, it’s being the point of connection 
and access for PWUD. 

Jessica’s Vaccine Navigator Initiative was  
set up to communicate, advise and answer  
queries on vaccines for the community,  
overcoming vaccine hesitancy and  
connecting people to the different existing  
vaccination programs and services. 

To date, the program has had more than 
172,000 conversations with people in 
the community. 

“We worked with a foundation for a 
small grant to really establish a way for 
people with substance use disorder and 
in recovery or receiving treatment and 
their family members to ask questions 
to tackle vaccine hesitancy head-on and 
then to really work with people to find 
them appointments or make sure they’re 
staying as safe as possible on an ongoing 
basis,” she says. 

Victoria’s cohealth which pre-pandemic 
offered a range of health services to not just 
the PWUD population but the rest of the 
local community as well, including mental 
health, general practice, counselling and 
support sessions  pivoted to cope with 
COVID-19 restrictions. 

“In COVID times when we’ve had to 
adjust the way we’re working, we’re still 
providing essential services face to face 
– things like the needle syringe program,”  
Danny says. 

“Some services such as some of the  
counselling and nursing GP services  
have switched from all face-to-face to a  
combination of some face-to-face with the  
more complex and pressing situations.” 

For the Overdose Emergency Response 
and Harm Reduction Program, improving 
people’s access to vaccination is key  as the 
team works with external organisations to 
provide vaccines. 

What does all this look like? 

In Vancouver, this means walking the streets 
and making it easily available for people. 

“We’ve really focused on keeping it very 
mobile, going to where people are in 
terms of either where they’re placed as 
residents or where they spend their days,” 
Elizabeth says. 

“The reason our [February] campaign 
was a success is that we really tried to 
grab people when they were ready. We 
didn’t rely on people being able to get 
to a place and a time when they could 
make an appointment.” 



 

      
   

  

 
  

 

 

 

 

 

IT’S EASIER TO TRUST A FRIEND THAN IT IS TO PERHAPS 
TRUST THE GOVERNMENT, ESPECIALLY IF YOU’VE HAD 
A LIFETIME OF STIGMA AND DISCRIMINATION FROM 
OTHER GOVERNMENT SERVICES. 
– Danny Jeffcote

Pop-up and mobile clinics are important,  
especially in the context of lockdowns 
and restrictions, limited work and 
therefore limited income, and mobility to 
access healthcare. 

“We ran a pop-up clinic here where we 
brought in the nurses and set up the clinic 
for two weeks and got as many people 
through the door as we could,” Danny says. 

“That was quite successful because when 
you bring [the clinic] to the places where 
people normally go to, then that’s much 
easier for them to access.” 

Peer education is key 

One common thread is that who delivers 
the message is as important as the 
message itself. 

For Jessica, it’s key that when people call,  
text or contact the Vaccine Navigator 
Initiative online they’re speaking to 
someone they trust who has been part of 
the community.  As a result, the initiative’s 
social workers and counsellors are all 
from the community itself. 

“A ‘trusted messenger’ approach is 
important. Trusted messengers are a really 
key component of how we get the word 
out, both in actual services and also in 
addressing these actions,” she says. 

Elizabeth agrees. 

“We rely heavily on peer engagement: 
folks with lived and living experience who 
we pay to do outreach and education and 
bring folks in to the clinics,” she says. 

For Elizabeth’s team this means 
partnering with organisations that work 
with PWUD and the overlapping and 
intersecting communities. 

“We have a lot of existing relationships 
with community service providers,  
of which there are many in this 
neighbourhood, many of which serve 
specific segments of the population,”   
she says. 

“When we are trying to reach specific  
intersected communities… we work with 
those service providers that typically  
support those individuals in those 
communities because they have the best 
relationships.  We come in as sort of like 
the vaccine experts.” 

Danny says: “It has a certain amount of 
gravity and it’s easier to trust a friend 
than it is to perhaps trust the government, 
especially if you’ve had a lifetime of 
stigma and discrimination from other 
government services.” 

The community is 
not homogenous 

The PWUD population covers many  
different cultural, socio-economic,  
political and other groups, each with its 
own specific needs for accessing both 
information and vaccination. 

This varies geographically. 

In British Columbia, Canada, 
undocumented people are one of the 
groups within the population: a group 
often reluctant to be vaccinated if they 
worry the government may identify them. 
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Participants can get a temporary PHN 
(personal healthcare number) through the 
program without identification and then 
call a hotline to make it permanent. 

Public libraries can also help the elderly 
or those who don’t have devices to 
register for PHNs, print off and laminate 
their vaccination cards and ensure they 
have proof of vaccination for accessing 
non-essential services. 

Different language and cultural groups 
are also a key concern. 

“We engage translators, and if we’re 
working with service providers that have 
those translation abilities, then they do 
that,” Elizabeth says. 

Giving these people a safe means of 
accessing vaccination and a vaccination 
card is key in overcoming their hesitancy. 

“We say: ‘We won’t be asking people for 
ID. You know, if you don’t have a provincial 
health number, if you don’t have Canadian 
citizenship, let’s not worry about those 
things. Everybody is entitled to this 
vaccine. We’ll support you’,” Elizabeth says. 

“Big service providers could do that 
work with Chinese seniors so we made 
sure there were folks who spoke both 
Mandarin and Cantonese and were able to 
keep things safe and comfortable. 

“We worked with a huge number of 
activists in the Chinatown community 
because it borders the Downtown 
Eastside,” she says. 

Jessica also faces this. “We’re working 
to translate many of our materials into 
Spanish. We can refer any of our patients 
with other language barriers best to the 
CDC [Centers for Disease Control], which 
has a lot of this information already 
translated,” she says. 

Obstacles and mistakes 

It isn’t all smooth sailing. 

The vaccine rollout caused a few hiccups 
for Elizbeth’s team when it started 
vaccinations in December 2020. 

“It was so early in the campaign that 
there were a lot of questions from the 
community: ‘Why us and why now, when 
we’re left behind for lots of other reasons 
– why are we getting it first?’,” she says. 

Australia’s vaccine rollout also 
caused concern. 

“First we had to wait for the vaccines to 
be developed,” Danny says. 

WE SAY: “WE WON’T BE ASKING PEOPLE FOR ID. YOU 
KNOW, IF YOU DON’T HAVE A PROVINCIAL HEALTH 
NUMBER, IF YOU DON’T HAVE CANADIAN CITIZENSHIP, 
LET’S NOT WORRY ABOUT THOSE THINGS. EVERYBODY IS 
ENTITLED TO THIS VACCINE. WE WILL SUPPORT YOU.” 
– Elizabeth Holliday 
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“The pandemic had a huge impact on us 
and our clients, right from the very start, 
as we had to reorganise how we worked. 

“A lot of services shut their doors, which 
had a huge impact on clients.” 

The different messaging around the 
AstraZeneca vaccine in Australia didn’t 
help either. 

“There was only limited supply, and with 
AstraZeneca being reclassified there were 
a lot of things that came along that didn’t 
help sell the message and interrupted the 
trust the public had in both vaccines and 
supply,” Danny says. 

Mistakes were made early on in Canada 
as well, with Elizabeth’s team initially  
running larger fixed-site clinics that didn’t 
target the most vaccine-hesitant people. 

Elizabeth is focusing on vaccinating 
anyone moving into the very transient 
Downtown Eastside community. 

Future concerns 

Other systemic and structural issues are 
making things even more complicated. 

“Given the fact we’re creating a situation 
where there’s a lot riding on whether or 
not you’re vaccinated,  it’ll be interesting to 
see how that impacts on people who use 
drugs,” Danny says. 

There’s agreement that people need 
support in other areas as well. 

“COVID really has exposed where we’re 
falling short in the supports we provide 
to people: the cracks in the system,”  
Elizabeth says. 

“If you see disruption in the fundamental 
things that people need in their lives then 
that’s going to have an effect on substance 
abuse and their status and recovery.” 

Elizabeth says the community must be at 
the heart of any initiative. 

“It’s about being responsive to the 
community,” she says. “So, letting go of 
the expectation that we as healthcare 
providers know best how to reach the 
communities.” 

Jessica offers one final piece of  
advice at the most practical of levels: 
“Don’t vaccinate in the rain or in extreme 
sun, and have juiceboxes – people will  
get dehydrated.” 

Why are some PWUD 
hesitant to take up  
the vaccine? 

They are suspicious or concerned 
about the specific  vaccine or the 
rollout of it. 

Prior experiences of stigma and 
discrimination make them distrust 
government systems. 

Prior experiences including feeling 
alienated make them distrust 
accessing more mainstream 
options for healthcare. 

COVID-19 restrictions/lockdowns 
and related job loss/the lack  
of stability may mean they  
have minimal income, ability or 
mobility to access healthcare and 
vaccination if they need to travel 
to do so. 

Thinking outside the box 

The answers lie not only in pop-up and 
mobile clinics or a hotline. 

In the Downtown Eastside campaign’s 
early days, a podcast called Crackdown 
featured key  vaccinated community  
members talking about their experience. 

The Vaccine Navigator Initiative has put 
out animated cartoons and videos to try  
to reach and educate people. 

Future plans include training people to 
have the conversations the initiative has 
already had so that more people can be 
reached across the US. 

“We really try to shore it up as best we 
can but any kind of pressure causes those 
things to be exposed again. 

Marisa Wikramanayake 



  

 

 

 

 

 

 

 

   
   

 
  

   
 

   
  

  
 

8 

APP ATTACK: 
LOCKDOWN SPURS MOVE TO 
SOCIAL MEDIA MARKETPLACE 

Deprived of their customary face-to-face interaction by COVID-19 lockdowns,   
tech-savvy members of Generation Z have turned to social media as a way of  
trading drugs with minimal risk of being identified. 

When the coronavirus pandemic hit 
Australia in March 2020, Fabian (not his 
real name) wondered what that would 
mean for his supply of drugs. 

Before the pandemic, Fabian, who is 26 
years old and lives in Melbourne, often 
used party drugs like MDMA, speed, 
cocaine and ketamine on the weekends. 

He would normally pick up on nights 
out with his mates, but with pubs, bars 
and music festivals shut down for the 
foreseeable future, he knew that his usual 
means of scoring had vanished. 

Almost overnight, Fabian saw social 
media platforms become the primary 
marketplace for his preferred drugs. 

“Everything just took off,” he says.   
“Everybody was kind of already using   
Wickr and Snapchat but suddenly they   
were the only tools. If you’re not going to  
clubs and bars or whatever,  you’re confined  
to whatever you have in front of you.” 

IF YOU’RE NOT GOING TO 
CLUBS AND BARS 
OR WHATEVER, 
YOU’RE CONFINED TO 
WHATEVER YOU HAVE 
IN FRONT OF YOU. 
– Fabian 

Not new, but different 

The use of online marketplaces for 
drugs has been around since 2011, when 
websites like Silk Road enabled people 
to purchase drugs from the ‘dark web’ and 
have them delivered. 

But since Silk Road was shut down by 
the authorities in 2013, the use of social 
media to transact drugs has grown slowly, 
until things really kicked off with the 
onset of the pandemic last year, says 
Australian Strategic Policy Institute’s 
head of Strategic Policing and Law 
Enforcement, Dr John Coyne. 

“There were a couple of things that really 
stopped websites like Silk Road from 
gaining real traction,” John says. “First 
off, in any transaction there has to be a 
relationship of trust. It’s a big thing to 
trust someone over the internet who you 
don’t meet and who doesn’t have a face 
or a real name. 

“In terms of using the internet 
to access drugs, there has been a 
fundamental shift accelerated by  
COVID-19.  There are still elements 
of the dark web that people access 
but social media has become 
increasingly prolific. 

IN TERMS OF USING THE 
INTERNET TO ACCESS 
DRUGS, THERE HAS BEEN 
A FUNDAMENTAL SHIFT 
ACCELERATED BY COVID-19. 
– Dr John Coyne 
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“It’s really an unintended consequence 
of lockdowns and COVID-19. If you’re 
restricted in access and travel and 
movement, then of course it’s just logical 
that you’ll change the way you access and 
obtain your drugs.” 

Social media is most frequently 
used in the illicit drugs market as a 
communication device, and occasionally 
as a means of promotion and advertising. 

YOU HAVE THEIR DETAILS IF 
SOMETHING GOES WRONG, 
WHEREAS YOU CAN’T DO THAT 
IF YOU’RE IN A CLUB OR THE 
DARK WEB OR WHEREVER. 
– Fabian 

Fabian says he mostly uses platforms 
like Wickr to communicate with dealers,  
explaining that these are preferred for 
their function and perceived levels  
of security. 

“One hundred per cent, I’d say without a 
doubt, platforms like Wickr are preferred. 
You meet someone, they always ask if 
you’ve got Wickr. I’ve never really had 
anyone try to palm me off to Instagram or 
anything. They all prefer Wickr. 

“I feel it’s like a comfort factor where you 
have someone’s Wickr details,” he says. 

“You have a future contact and you can 
follow up with someone. You have their 
details if something goes wrong, whereas 
you can’t do that if you’re in a club or the 
dark web or wherever. Psychologically I 
think it’s a bit of a reassuring factor that 
you can get in touch with them again.” 

Fabian says he’s reluctant to trust 
somebody advertising drugs directly on 
social media and prefers to use it only to 
communicate. 

ENCRYPTION IS LIKE 
PLASMA TO SOCIAL MEDIA 
AND ALL DIGITAL SERVICES – 
IT MAKES THINGS WORK. 
– Dr John Coyne 

“I’ve had random adds on Instagram from 
people who have their profile picture as 
some kind of drug.  They’ll try to add you; 
they have a public profile and their bio 
will have like a bunch of different emojis 
and weird symbols.  They’re very,  very open,  
advertising different bags of choof and 
stuff. I’ve never followed it up because  
it just seemed really suss.” 

On the DEA radar 

In the United States, social media  
operators are under pressure  
from the Drug Enforcement  
Administration (DEA) to bolster  
efforts to combat online drug sales. 

Speaking to The Washington 
Post in late September, DEA  
Administrator Anne Milgram said 
her agency intended to contact 
Snapchat and TikTok directly   
“with specific demands”. 

At the time, both TikTok and 
Snapchat owner Snap told  
The Post they were strictly  
opposed to online drug trading. 

The companies said they were 
actively working to block the 
advertising of drugs on their 
channels and were either 
restricting or redirecting specific  
drug-related search terms. 
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Sense of security 

Almost all social media platforms use 
encrypted end-to-end messaging which 
encodes text information between users 
and adds an extra level of security for 
transactions, says John. 

“The rise of encryption and its wide use 
has made communication far more secure,  
and young people are very smart about 
that,” he says. 

THINGS JUST SUDDENLY WENT THROUGH THE ROOF. EVERYBODY 
WAS GETTING GOVERNMENT SUPPORT AND LOTS OF PEOPLE WHO 
DIDN’T HAVE JOBS HAD ALL THIS TIME ON THEIR HANDS. 
– Lachlan 

Cannabis 

Prescription 
tablets, drugs 
in general or 
heroin 

Cocaine 

Bong 

Crystal methamphetamine 

Ecstacy, also known as molly 

Psilocybin or ‘magic’/ 
hallucinogenic mushrooms 

Cough syrup 

Ketamine 

Vape or 
smoke 

Dealer 
(someone 
who can 
‘hook you up’) 

Picture this 

In social media posts, often it’s 
what’s shown rather than said 

that’s at the heart of a message 
– and never more so than when 

specific search terms are in 
channel moderators’ sights. 

To help parties on both sides of 
the drug trade evade detection, a 

coded language has evolved. 

Rather than written text,   
emojis are commonly used  

by buyers as well as sellers to 
represent various substances. 

“Encryption is like plasma to social media  
and all digital services – it makes things work.  
You can’t have social media and banking and  
other things without encryption. It’s a life  
hygiene factor of society. 

“It’s become pivotal that social media  
and  the ubiquitous use of encryption have  
changed the nature of communication around  
the drug deal. It’s a natural extension of what’s  
happening in our society.” 

This has also led to an increase in “micro-
imports”, says John, with greater numbers 
of smaller quantities of drugs being 
brought into Australia. In conjunction 
with the rise of encryption, this has 
disrupted the traditional models of 
law enforcement, making it harder for 
authorities to stop the supply of drugs. 

“The law enforcement approach is to 
increase the amount of seizures.  This 
reduces the availability of drugs in the 
community, forces the price up and 
reduces use,” he says. 

“If you see a fragmentation of the market 
into micro-imports, that really blows the 
policing model of the state and territory  
and federal police.   

All of a sudden,  you don’t have the big 
busts.  And to deal with this, a lot more 
resources have to be applied for less 
reward.” 

Lachlan (not his real name), 24, from Perth,  
has occasionally sold drugs through social  
media in the past three or four years and  
says that since the COVID pandemic began  
he has been “busier than ever”. 

“Yeah, it’s definitely taken off,” he says.  “I 
made more money in the first few months 
of last year than I probably did in the 
entire year before. 
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“Things just suddenly went through the 
roof. Everybody was getting government 
support and lots of people who didn’t 
have jobs had all this time on their hands.” 

Lachlan says he mostly uses the popular 
photo-sharing app Snapchat to let 
customers know when he has “picked up”. 
He feels it’s a safe and anonymous way of 
promoting his business. 

“The beauty of Snapchat is that the 
photos disappear moments after they’re 
opened. Whoever I’ve sent them to 
can only see the image for a couple of 
seconds before it self-destructs,” he says. 

“It definitely makes me feel a bit safer and  
minimises the chances of it getting into the  
hands of the cops and me getting caught.” 

He says he doesn’t feel comfortable using 
platforms like Facebook and Instagram,  
which are linked to a personal profile and 
are less anonymous then Snapchat and 
Wickr, where users identify themselves 
only through their username. 

Fabian says he has also noticed that 
social media platforms have helped 
dealers to become more sophisticated,  
with multiple people able to share the 
same account and access more customers 
more efficiently. 

“There was one guy on Wickr and every 
time I would message him and go to meet 
up with him, there’d be a different person 
there to meet me,” Fabian says. 

“I realised he had multiple runners using 
the same account. It’s huge. It’s heaps 
more efficient than a traditional way of 
doing it.  You’re using a shared inbox and 
limiting the risk, right?” 

Generation gap 

Social media is used mostly to transact 
drugs by people of Lachlan’s and Fabian’s 
demographic, says John. It’s most popular 
among “teens and 20-somethings” in 
metropolitan areas who have grown up 
with this technology and feel comfortable 
using it, most commonly to purchase 
party-type drugs. 

“I would say teens to 20-somethings are 
probably the biggest uptakers of this: 
people who are really comfortable with 

the online environment, who are really  
comfortable with online shopping and 
online everything,” he says. “This is just a 
natural extension of that. 

“Somebody with a heavy addiction to 
heroin or methamphetamine is probably 
not going to use social media; they’d 
rather go through traditional channels 
and people they know and trust.” 

The evolution of the digital era has 
changed the idea of what drug dealing 
actually looks like, says John, and the 
approach authorities take to the issue is 
having to evolve along with that. 

“The whole idea of what drug dealing 
actually is is changing, not under the 
law but certainly under the idea of what 
the transaction looks like. COVID is 
accelerating that. 

“People are now engaging on 
different platforms and the nature of 
communication itself has changed.  You 
can have pretty secure communication 
– and that makes things very difficult for 
law enforcement. 

“The issue here is a broader one. It’s clear 
that the whole whack-a-mole approach 
doesn’t work. Things are constantly 
evolving and changing quite quickly in 
today’s society, and the approach that we 
take to this issue has to change with it.” 

Tom de Souza 
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POLY-DRUG MIXES  THE COMMON  
DENOMINATOR IN OVERDOSE 
COMBINATIONS OF SUBSTANCES, RATHER THAN ANY ONE 
DRUG OR EVEN DRUG TYPE ALONE, ARE RESPONSIBLE 
FOR THE MAJORITY OF FATAL OVERDOSES IN AUSTRALIA, 
ANALYSIS OF THE NATION’S CORONIAL FINDINGS REVEALS. 

Frontline workers advising on or responding 
to unintentional overdose are more likely 
than ever to encounter multiple substance 
groups – in fact, four or more in more than a 
quarter of all cases. 

The continued prevalence of poly-drug 
use is revealed in Australia’s Annual 
Overdose Report 2021, released by 
Penington Institute on August 31 to 
coincide with International Overdose 
Awareness Day. 

In 2019,  Australia lost at least 2,227  
people to preventable overdose – and 
at least 1,664 of these deaths were 
unintentional. In reality, both figures –  
taken from Australian Bureau of Statistics 
data and classed as preliminary at this 
stage – will rise in the next 18 months as 
coronial investigations across the eight 
states and territories are finalised. 

Drug-induced deaths first surpassed the 
road toll nationally in 2014 and since 
that time have consistently and clearly  
outstripped both car and general land 
transport (including farm machinery) 
accidents as a major cause of death,  
particularly among 30–49-year-olds. 

Strikingly, more than two-thirds of deaths  
– both unintentional and suicide – now  
involve two or more substance types, and  
in the five years to 2019 almost one in 10  
unintentional fatalities involved at least six. 

IN 2019, WHAT WAS 
THE BREAKDOWN OF 
UNINTENTIONAL VERSUS 
SUICIDE DRUG-INDUCED 
DEATHS? 

2227 
1664 unintentional 

583 suicide 

What does this mean for those working in 
health care and the emergency services? 

The fact drugs other than opioids are 
present may reduce the efficacy of naloxone  
(which engages only with the body’s opioid  
receptors) in reversing overdose.   

First responders are likely to find that 
patients have used a combination of 
pharmaceutical and/or illicit drugs, plus 
potentially alcohol as well (itself a central 
nervous system depressant). 

In people who died by drug-induced 
suicide in 2019, benzodiazepines and 
anti-depressants appeared marginally 
more often than opioids as the ‘big 
three’ contributors. 

These were also the top three substances 
in unintentional overdose deaths; 
however, opioids were clearly more 
common here (in 83.2 per cent of cases),  
split almost exactly 50/50 between 
pharmaceutical and illicit opioids.  
Stimulants, cannabinoids and anti-
psychotics were each identified in  
at least one in five deaths. 

DRUG-INDUCED DEATHS 
FIRST SURPASSED THE 
ROAD TOLL NATIONALLY IN 
2014 AND SINCE THAT TIME 
HAVE CONSISTENTLY AND 
CLEARLY OUTSTRIPPED BOTH 
CAR AND GENERAL LAND 
TRANSPORT (INCLUDING FARM 
MACHINERY) ACCIDENTS AS 
A MAJOR CAUSE OF DEATH, 
PARTICULARLY AMONG 
30–49-YEAR-OLDS. 



 
WHICH SUBSTANCE  
TYPES WERE  DETECTED
IN AUSTRALIA ’S  1,644 
UNI NTENTIONAL  
OVERDOSE DEATHS? 

 

WHERE DID  
AUSTRALIA’S  
UNINTENTIONAL  
OVERDOSE   
DEATHS OCCUR? 

154 
Anticonvulsants 

882 
Opioids 

582 
Benzodiazepines 

470 
Stimulants 

340 
Antidepressants 

256 
Cannabinoids 

197 
Anti-pyschotics 

1,644 

Region of usual residence Number Rate  
(per 100,000) 

New  South Wales 

Greater Sydney 327 6.1 

Rest of New South Wales 220 8.0 

Victoria 
Greater Melbourne 310 6.1 

Rest of Victoria 126 8.7 

Queensland 
Greater Brisbane 145 5.9 
Rest of Queensland 134 5.3 
South Australia 
Greater Adelaide 49 3.4 

Rest of South Australia 9 np 

Western Australia 
Greater Perth 176 8.3 

Rest of Western Australia 51 9.6 

Tasmania, Northern Territory and Australian Capital Territory combined
Greater Hobart, Darwin and all of ACT 48 5.8 
Rest of Tasmania and Northern Territory 19 np 

Australia 
Greater capital cities 1,055 6.1 

Rest of Australia 559 7.0 
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np = not available for publication, meaning that 
a value could not be calculated due to the low  
number of deaths 



 

 
 

 

MOST DRUG-INDUCED DEATHS  ARE CAUSED BY  A  
COMBINATION OF DRUGS  AND  ARE NOT  THE RESULT  
OF  A SINGLE DRUG; MOST DRUGS DETERMINED  TO  
HAVE CONTRIBUTED  TO  A DEATH IN  2019  WERE USED  
CONCURRENTLY  WITH OTHER DRUGS. 
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“Most drug-induced deaths are caused 
by a combination of drugs and are not 
the result of a single drug,” says John 
Ryan, CEO of Penington Institute, which 
publishes Australia’s Annual Overdose 
Report. “For example, benzodiazepines 
have been recorded as the second most 
common drug group associated with 
drug-induced deaths, but they are rarely  
the sole cause of death. Most drugs 
determined to have contributed to a 
death in 2019 were used concurrently  
with other drugs.” 

People born in Australia are more than six  
times more likely to die of unintentional 
drug overdose than those born in Asia,  
with rates of 8.7 people per 100,000 and 
1.4 per 100,000 respectively; in between 
sit those from Europe 5.5/100,000),  
Oceania (5.2/100,000), the Americas 
(4.8/100,000) and Africa and the Middle 
East (3.3/100,000).  The pattern is similar,  
albeit at far lower rates, in suicides, which 
are examined in the report for the first 
time this year. 

The rate of overdose death is noticeably  
higher in regional and rural areas than 
in capital cities – 7/100,000 compared to 
6.1/100,000 – and men are twice as likely  
as women to experience fatal overdose. 

Disproportionate rate 

Shockingly  – if perhaps not surprisingly  
for those on the front line – the rate of 
overdose death among Aboriginal and 
Torres Strait Islander people is almost 
four times that seen among non-
Indigenous Australians: 20 versus 5.9 per 
100,000 individuals nationally. 

In the 2015–19 period, the difference is 
most pronounced for stimulants, with a 
rate of 6.5 per 100,000 Aboriginal people 
compared with 1.7 per 100,000 non-
Aboriginal people. 

HOW DO  THE RATES OF 
UNINTENTIONAL OVERDOSE  
DEATH AMONG ABORIGINAL  
AND  TORRES STRAIT ISLANDER  
PEOPLE AND  NON-INDIGENOUS  
PEOPLE COMPARE? 

– John Ryan 

“In the five years from 2015 to 2019,  
515 Aboriginal and Torres Strait Islander 
people died of unintentional overdose,”  
Scott Wilson, CEO of the Aboriginal Drug 
and Alcohol Council (South Australia) and 
a Penington Institute Board member,  
says.  “Over the same time, the rate of  
unintentional overdose deaths was  
higher for Aboriginal people in every  
drug type category. 

“This discrepancy requires our urgent and 
sustained attention. Rates of overdose 
death among Aboriginal people have 
been increasing since 2009 and too many 
of our leaders are missing in action.” 

5.9 
per 100,000 
Non-Aboriginal 

20 
per 100,000 
Aboriginal and 
Torres Strait Islander 

Aboriginal and Torres Strait Islander 
people were almost four times as 
likely to die from an unintentional 
drug-induced death in 2019, with  
a rate of deaths of 20.0 per 100,000 
population, compared with  
5.9 deaths per 100,000 population  
for non-Aboriginal people 

Scott says understanding why  Aboriginal 
and Torres Strait Islander people suffer 
such disproportionate overdose deaths 
is inextricably linked to the wider issues of  
health and wellbeing, including economic  
security, housing stability, access to  
services and generational trauma. 

“Despite broad similarities, there are 
key differences in the demographics 
of Aboriginal Australians dying from 
overdose as well as the drugs involved,”  
he says. “A higher share of Aboriginal 
people are dying from overdose at 
younger ages: 41 per cent of deaths from 
2015 to 2019 occurred among Aboriginal 
people aged 20–39, with just 10 per cent 
occurring among people aged 60 and 
older. Among non-Aboriginal Australians,  
30 per cent of deaths were among those 
aged in their 20s and 30s while 21 per 
cent of overdose deaths occurred among 
those aged 60 and older. 

“Aboriginal and Torres Strait Islander 
Australians don’t need our protection or 
paternalism but they do need real input 
into the decision-making that affects 
their health and safety.” 



HOW HAS THE INVOLVEMENT OF VARIOUS DRUG TYPES IN 
OVERDOSE DEATHS VARIED OVER TIME? 
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HOW DO NUMBERS OF OVERDOSE DEATHS COMPARE WITH 
ROAD ACCIDENT DEATHS SINCE 2001? 
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DRUG AND ALCOHOL  
POISONING IS  THE SECOND-
LEADING CAUSE OF DEATH FOR  
AUSTRALIANS  IN THEIR  30S  
WHILE  FOR THOSE  IN THEIR  
20S AND 40S IT’S THE THIRD-
LEADING CAUSE OF DEATH. 
– John Ryan 

Penington Institute website. 

To obtain Australia’s Annual  
Overdose Report 2021 as a PDF,  
 visit the 

‘One million overdoses’ 

“Overdose hides in plain sight,” 
John Ryan says. 

“If there are 30 non-fatal overdoses for 
every fatal one, as research suggests,  
then there have been approximately one 
million overdoses this century. Drug and 
alcohol poisoning – a category which 
is overwhelmingly made up by drug 
overdoses – is the second-leading cause 
of death for Australians in their 30s while 
for those in their 20s and 40s it’s the 
third-leading cause of death. 

“Combining the Commonwealth’s own 
estimate of the value of a year of life lost 
with the average of 33 years of life lost 
for each overdose death means that this 
alone costs our economy more than $15.5 
billion every  year.  The cost to the families 
who lose a loved one is impossible to 
calculate.” 

John encourages health services to 
share these statistics both directly with 
clients and with the broader communities 
in which they operate, including via 
mainstream and social media channels. 

IN  WHICH  AGE GROUPS DID  
AUSTRALIA’S UNINTENTIONAL  
DRUG-INDUCED DEATHS OCCUR? 
0-19 years old: 22 
20-29 years old:  160 
30-39 years old: 356 
40-49 years old: 430 
50-59 years old: 335 
60-69 years old: 188 
70+ years old: 153 

https://www.penington.org.au/publications/australias-annual-overdose-report-2021/
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Q&A WITH ALLAN RAGI: 
'THAT COULD BE YOUR BROTHER 
OR YOUR SISTER OR YOURSELF’ 
As executive director of the Kenya AIDS NGOs Consortium (KANCO), Allan Ragi now 
works across national borders. Established in the early 1990s, KANCO has a membership 
spanning non-governmental, community-based, faith-based, network organisations and 
learning institutions throughout East Africa that share a focus on health advocacy and/
or health program implementation. Allan has held his current position since 1994 and 
previously managed health education for the Red Cross in Kenya.

How did you come to be in this 
role, Allan? 

I have been involved in HIV for a long time; 
I used to chair the program’s committee for 
the National AIDS Control Council in Kenya 
and also chair the East African network of 
NGOs, based in Arusha, Tanzania. 

One thing we found 
very challenging 
was how to 
bring on board 
into the HIV 
programming 
men and 
women who 
use drugs, 
men who 
have sex 
with men, 
and female 
sex workers, 
including 

transgender people – it was very diffcult. 

Many times we got funding for key 
population programming but the money 
was never utilised, especially along 
the Coastal and Nairobi regions where 
communities were of the notion that this 
was not important. 

That was my most frustrating piece of  
work: that we were leading from the front 
in terms of everything else but any time 

we talked about people who used drugs 
it was not possible to get support, one,  
because it was said to be a choice; 
two, because of the link to men and 

women who had money because they  
traffcked drugs; and, fnally, the 
level of stigma that would not allow  
even us in programs to engage them. 

We had to hire specifc staff to help us 
tackle these issues. As we went down 
we realised there were people who 

had been working on these 
issues for a long 

time but behind the scenes – ‘under the 
table’. 

This was because people did not see it 
from a disease point of view. 

Fortunately, because of what we used 
to do, we had very close working 
relationships with politicians and some 
senior administrators. 

When we did research we realised that 
about 18 per cent of new infections 
were among men and women who used 
drugs. It was then that we started asking 
questions.  Were they propagating or 
were they  victims of the environment we  
were living in? The reports showed that 
even if you lived in a gated community,  
even if you were one of those high-
profle-community individuals,  you were 
still affected. 

We had to create a national team 
bringing together higher learning 
institutions, the government, and the 
civil society. Many times when we 
wanted to engage people we would 
advise, “If you’re asked who sent you, 
respond it’s me who has sent you”; 
this way we were able to build the 
confdence of the group drug users. 

We now have people and organisations 
who have grown in this and have taken 
over most of these programs and I’m 
quite proud to have started this. My role 
was to try to mine the resources we had, 
because they had the interest, they had 
the commitment, so all they required was 
a better working environment. 

The second thing was the money. To get 
that money we had to say, “Look, this is 
the evidence – these are the men and 
women who use drugs. Can we have a 
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meeting to determine how we can work  
togther?” 

The drug that’s commonly used in terms 
of injection is heroin but we’re seeing an 
increasing trend in the use of stimulants, 
especially amphetamines, and cocaine is
also coming in.  We also have quite a big
number of people getting into methadone 
and buprenorphine.  That’s 8–10 per cent. 

seen a certain level of tolerance by the 
government and the public as well. 

We’re not just working in Kenya now but 
I’ve seen us expand out into the East Africa 
region.  We have good leadership from some 
of these countries and I’m very proud. 

One of my leadership styles is seeking to  
ensure that we enter in a softer way and
create a voice of representation. It’s not 
speaking ‘on behalf of’ but facilitating 
the groups to acquire and be able to  
sustain some of the work we’re doing.  As 
an example, one of my jobs in the next 
four years would have been to advocate 
on the issue of men and women who use 
drugs but instead we’ll be supporting 
a group that will take up that level of  
advocacy. 

The work you started with 
people who used drugs, how 
long ago was that? 

We are looking at more than 10 years ago. 

How would you describe the 
drug market now in Kenya: is it 
the same as it was 10 years ago 
or is it changing, getting bigger 
or smaller? What are the drugs 
of choice – not alcohol and 
cannabis, but the other drugs 
that are popular? 

Of course, it changes. 

It’s changed in the sense that we’re able 
to defne the drugs that are commonly 
used right now; we’re able to discuss it 
openly. We’re able to put in place support 
for people who are using drugs. And the 
government is being quite helpful. 

The drug market’s getting bigger and more 
sophisticated and we’re seeing more people 
getting into using drugs, and using different 
types of drugs. The numbers are much more 
than they were initially. 

Generally the number of people using 
drugs is increasing and spreading across 
all the counties in Kenya currently. 

The majority of people use alcohol in 
Kenya; the proportion of people who use 
these other drugs, like opiate drugs, is 
small – 10 per cent of the overall. 

What do you think is 
infuencing this? 

There’s a growing young population 
here and, secondly, there’s the level of 
unemployment and the availability of 
drugs – there are more sources, more 
ways of getting drugs in this country. 
Therefore, even though there has been 
substantial progress in terms of how we 
manage and provide access to some of 
the resources – naloxone and others – 
we’re still not there. 

But what does make me happy is that 
we’re not just talking to ourselves, we’re 
not just talking to the people who use 
drugs, but we’ve been able to bring in the 
institutions of government and they’re 
not afraid of speaking about it. We’re 
also not afraid to speak to the senior 
people in security and therefore we’ve 

For me this is where it becomes 
important, because now we can do 
something else and at the same time the 
voices of communities can be heard from 
the ground to the boardrooms. When we 
meet there now we meet as colleagues. 
It is about ensuring we bring on board 
people who can be the best facilitators 
to create a good working environment 
for everybody and not just say “Do this” 
but say “We need to do this because of…”. 

You mentioned 
unemployment – what’s the 
youth unemployment level in 
Kenya generally, and in cities 
like Nairobi and Mombasa? 

It’s 40 per cent. There are men and 
women who lost their jobs four years 
ago and haven’t had another one. It’s 
more visible in the urban areas but 
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it’s also spread through the rural areas 
so there’s no geography that’s left out. 
COVID-19 has made the employment levels 
even higher. 

How did you manage to get the 
police to be supportive? Did 
that come from a political – a 
ministerial – level, or was that 
actually the chief of police – 
the police internally? 

When we engage the police and other 
institutions, the first thing we always 
do is to ask “Is it a problem?” “Yes, it’s a 
problem.” “Why?” “Because it affects our 
young people, affects families, affects 
professionals as well.” So we have that 
evidence. 

The second thing is to ask what we can do. 
What’s our role? The role for us is to raise 
the issues, and there’s a role for the media 
to create these stories: positive stories as 
opposed to blaming stories. 

Then we look at what policies exist and 
how that can happen. 

We make friends with heads of government 
including the police and make them part of 
the reforms. We actually remove the barrier 
between us – we become true Kenyans, for 
the good of the people. Sometimes they 
want to do something but they know we’re 
better off pushing for it so they ask “Can 
you do it?”; sometimes we know it’s better 
if we ask them to do it. 

In this country the members of Parliament 
are important, especially the parliamentary 
committees; they’re the ones who can 
summon ministers, cabinet secretaries 
and other technical teams. They 
can actually influence resources 
allocations and ask questions on 

the floor of parliament that may have an 
implication on policies. 

And then we bring in the police, 
having seen what the senior leaders in 
government are doing; as well as KANCO 
and other likeminded partners, they are 
inclined to support them. It results into a 
win-win situation. 

The other thing is to have somebody who 
lives and breathes harm reduction. You 
cannot do it without a champion of harm 
reduction. 

Do you do much work 
in the media? Are drug 
issues something that the 
newspapers and television pay 
attention to? 

Yes, they are. We create opportunities for 
everybody, especially the media houses 
that we interact with, and urge them to 
join us in the this cause. We argue “We’re 
here because this is important for you, as 
the media, to be engaged in”. We have to 
create interest with the media and look at 
the market they have and how they create 
a story out of our stories. 

An example is, if you have a young 
mother who’s engaging in drugs and she’s 
pregnant, then you can see where the 
story is: she has a child to support; she 
has to ensure that she’s healthy for that 
child, and therefore she’s not just another 
Kenyan who’s abusing drugs – she 

needs help. 

When it comes to the people 
who are injecting drugs – 
from what you say it sounds 
like it’s mostly younger 
people, under 30 or maybe 
under 35 – what are their 
key challenges in relation to 
HIV and other blood-borne 
viruses? There have been 
stories from Dar Es Salaam, 
just across the border from 
you, in Tanzania – that some 
people who inject drugs 
believe that if they don’t 
have any drugs of their own 
they can share the blood of 
someone who’s intoxicated 
and still get high. What are 
the key educational messages 
you need to get across to 
build people’s health literacy 
or health capacity? 

We know that sharing needles and 
syringes is a major source of new HIV/ 
AIDS infections in Kenya. Secondly, 
because people use dirty needles, this 
fuels infections like hepatitis and septic 
wounds, among others. 

We start with simple management. The 
first thing we say is “Remember, these 
people do not come from nowhere; they 
come from families, they have friends”. 
This helps in reducing stigma. 

Then the focus is on “Please don’t share 
your needles and syringes”. It’s one of 
the things we’ve been campaigning 
on: why it’s important not to share. 



In our context there’s also a lot of  
transitioning of drugs.  We find people 
oscillating from injecting to using in 
other ways depending on supply: when 
the supply is good they’ll use in other 
ways, more sniffing, but when the supply  
is running low they’ll go to injecting,  
or when the supply is immediately cut 
they’ll go for a substitute drug – maybe 
a cigarette for comfort – as they wait for 
the supply to return. 
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From the front line 

In 2016 Allan Ragi put pen to paper to  
record his personal advocacy journey  
spearheading a campaign to curb the 
spread of HIV/AIDS in Kenya. 

Turning the Tide was released early the 
following year, describing in Allan’s own 
words his experiences working in a 
culturally rigid society and the success 
under his direction of the KANCO effort. 

The revolutionary approach applied by the 
team to HIV/AIDS awareness ultimately  
made its mark on Kenya’s social, political 
and economic landscape. 
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The stories are true, so we say  “Remember,  
if you share blood it’s like injecting 
infections into yourself”.  We have to  
dramatise some of these lessons for 
people to start appreciating the risk. 

The level of education for some of the 
group members is quite low and a lot of  
misinformation is witnessed.  There’s still 
need for capacity-building to identify the 
issues and therefore the platforms for the 
general community, for the community of  
people who use drugs, for professionals,  
for media, for members of Parliament, so 
that they can support people who use 
drugs to ensure that their human rights 
are protected. 

There is a need to make access to services 
easy.  We have to make sure there’s a 
peer support system and somebody  
available. For this to be realised we  
engage organisations that are closer on 
the ground.  We push from a national level 
on access to bring government and other 
institutions on board.  What we also bring 
from the national level is knowledge on 
overdose and naloxone, and policies that 
make it easy to manage overdose. 

It’s important to track supplies.  What’s 
going on? Are there needles? Are the 
people who are using drugs using the 
right equipment, the right needles? Are 
they able to get alcohol swabs and these 
kinds of things? That has to happen – it 
must be deliberately allocated resources 
to track the supply chain. 

The drug user community is quite 
young in age.  We have reports of them 
commencing drug use as early as nine 
years.  At nine maybe they’re starting 
with other ways of using drugs rather 
than injecting, so they’ll start by smoking 
a cigarette, smoking bhang, and then 
as they move over the years, tolerance 
begins, they move to other types that are 

considered stronger – heroin. They’ll 
start to use it by smoking, of course, and 
then eventually they’ll move to injecting. 

So the people who are actually injecting 
are older.  They’re now from 25 up to 78 
but the majority range from 25 to their 
40s.  These people have used drugs for 
many  years – 15–16 years. So by the 
time they get into a medically assisted 
therapy treatment program they really  
require a lot of extensive support 
because of their level of addiction. 

What’s your final word to sum 
up your approach at KANCO? 

We say: “Any time we’re driving or walking 
and find somebody in a trench that could 
be you tomorrow  – that could be your 
brother or your sister or yourself. So if 
you’re able to support today, it will reduce 
the impact of overdose, whether it’s other 
drugs or alcohol, because it all starts from 
somewhere.” 

It’s important that we engage everybody  
and strengthen partnerships by bringing 
them along. If you get everybody engaged 
to support, then basically  you reduce the 
pain of the impact. 

Drugs are not new, but we can make 
the environment safer and better for 
ourselves and for our future generations. 
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