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FOREWORD 
Dear colleagues, 

Three pieces of new research dovetail nicely this month to 
remind us that, alongside their desired outcomes, programs 
and treatments can also sometimes have unintended 
consequences for individuals. 

Here in Australia, a 10-member team including Penington 
Institute board member Nick Lintzeris interviewed 16 men 
and 14 women about their experiences with long-acting 
injectable (or depot) buprenorphine. (You can learn more 
about this relatively new option in our February issue of 
The Bulletin.) 

The study’s findings shed light on both the positive 
benefits to recipients – removing the stigma and cost 
of attending a daily dosing point and freeing up time to 
spend elsewhere – and in some cases less favourable 
results, such as the disruption of social and/or practical 
support relationships with pharmacies/clinics and a 
reduction in recipients’ control over dosing. 

The full report is a thought-provoking and enlightening read. 

At the same time, from the US comes analysis of data 
for the period 2006–15 collected by the National Health 
Interview Survey. 

This piece of work focuses on the influence of optional and 
mandatory prescription drug monitoring programs (PDMPs) 
on patients’ time spent either bedridden or off work. 

Respondents reported an increase on average of 3.3 days 
under an optional PDMP and 5.9 days when a must-use 
PDMP applied after an injury or surgery. 

In this case, the researchers concluded that “evidence-
based strategies to address pain without opioids in the 
acute pain population likely need to be more widely  
disseminated”. 

Also in the US, a large-scale study in California has revealed 
that opioid prescription tapering is not without risk. 

In looking at the health of more than 113,000 people 
prescribed stable, high-dose opioid therapy for at least 
a year, researchers have found that tapering can be 
associated with “an elevated risk of both drug overdose 
and mental health crises, specifically depression, anxiety  
and suicide attempts”. 

This month in The Bulletin we look at the imperative 
of social licence for NSPs; delve into the dark web as 
a marketplace; examine physical and psychological 
violence perpetrated both against and by people who 
use drugs; and speak one-on-one with Philippa Jones, 
national operations manager of the New Zealand Needle 
Exchange Services Trust, for a trans-Tasman perspective on 
opportunities and challenges in the NSP sector. 

Please share these stories widely across your network, 
and send us your comments as well as ideas for topics 
you’d like to see covered in future issues. 

John Ryan 
CEO, Penington Institute 

 info@penington.org.au 
 facebook.com/peningtoninstitute 
 twitter.com/peningtonnews 
 linkedin.com/company/penington-institute 

penington.org.au  Penington Institute 

DISCLAIMER: 

The Bulletin is published by Penington Institute and funded by the Australian Government. The views expressed are not necessarily those of the Australian Government or 
Penington Institute. Penington Institute takes no responsibility for loss or damage that may result from any actions taken based on materials within The Bulletin and does 
not indemnify readers against any damage incurred. 
All written material in this publication may be reproduced with the following citation: “Reprinted from vol. 18, ed. 3 of The Bulletin, published by Penington Institute, 
with credit to the author(s).” 
ISSN: 1447-7483 Copyright © 2021 All rights reserved. 
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INTO THE  DEEP: 
THE CLANDESTINE  WORLD OF  
THE DARK  WEB MARKETPLACE 
Three years ago, Bradley (not his real name) 
was talking with his friends about how to 
make quick money investing in Bitcoin. 

Somewhere in that conversation, someone 
said they’d heard that the cryptocurrency 
could be used to buy pills on the internet. 
The idea piqued Bradley’s curiosity. 

That weekend, he managed to log on 
and place an order with a Dutch supplier. 
Three days later, the package arrived by 
express post to his front door. 

“We were young and dumb, but we tried 
the pills and they were legit,” Bradley 
says. “We thought to ourselves, ‘It can’t be 
this easy to break the law. You can’t just 
buy a scheduled drug online and have it 
shipped to your house.’ 

“So we bought some more for the next 
weekend, and we bought some more after 
that. Then my other friend said ‘I have a 
friend who wants you to get them pills’. 
That was it.” 

Thanks to a mix of know-how and access, 
Bradley had plugged himself into a global 
distribution network that set him on a path 
to becoming the biggest small-time dealer 
in his region over a matter of months. 

Beneath the surface 

If the regular internet can be thought of 
as being like a phonebook where every  
website is listed and easily searchable 
through a portal (like Google), the deep 
web refers to those websites that are 
unlisted, more difficult to find and  
largely anonymous. 

WE THOUGHT TO OURSELVES, “IT CAN’T BE THIS EASY TO 
BREAK THE LAW. YOU CAN’T JUST BUY A SCHEDULED DRUG 
ONLINE AND HAVE IT SHIPPED TO YOUR HOUSE.” 
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IF YOU’RE SOMEONE WHO WANTS 
TO SELL ILLICIT DRUGS, ONE OF YOUR
 IMMEDIATE PROBLEMS IS SUPPLY,
 SO HOW DO YOU GET THE DRUGS TO BE SOLD? 
– Dr James Martin

The dark web refers to a small part of 
the deep web. Getting there is tricky: 
it requires a stable internet connection, 
a working computer or phone and time 
to learn how to use the right software 
correctly to ensure anonymity. 

The process relies on the Tor network: 
a special suite of software that provides 
layers of encryption to mask the identity 
of users. 

Total anonymity, however, hasn’t always 
been guaranteed. Originally, anyone 
attempting to make a commercial 
transaction on the dark web could still 
be identified as financial transactions 
were usually handled through third-party  
services like Western Union or Mastercard. 

Ross Ulbricht, a tech entrepreneur living 
in Austin, Texas, attempted to solve this 
problem when he founded The Silk Road 
in February 2011 under the pseudonym 
‘Dread Pirate Roberts’. 

His solution married anonymous 
cryptocurrencies like Bitcoin to 
an internet marketplace with the 
functionality of eBay, Amazon and Etsy so 
people could buy and sell anonymously. 

Dr James Martin, a criminologist at Deakin 
University whose landmark book on The 
Silk Road was cited in Ulbricht’s eventual 
criminal trial, says it was a revelation for 
anyone seriously involved in the drug trade. 

“If you’re someone who wants to sell illicit 
drugs, one of your immediate problems is 
supply, so how do you get the drugs to be 
sold?” James says. 

“If you look at the kinds of problems the 
dark web solves, one can be a supply 
problem, so it enables you to buy the 
drugs and re-sell them. Of all the jobs 
you can have in a drug distribution chain, 
working at the retail end is the most risky. 

“[With Silk Road] you’ve got Tor, you’ve 
got your geographical distance, you’ve got 
cryptocurrency, all working to protect 
your identity.” 

While the idea of an “eBay for drugs” 
has been sensationalised in some media 
stories over fears that drug use has 
moved online, dark web cryptomarkets 
still represent a small, albeit growing, 
proportion of overall trade. 

The latest World Drug Report found that 
between 2017 and 2020, darknet sales 
amounted to, on average, US$350 million 
($470 million) per year, of which about 90 
per cent were drug-related. That’s just 0.2 
per cent of the combined estimated illicit 
annual retail drug sales in the United States 
and the European Union over that time. 

An appealing option 

In creating The Silk Road, Ulbricht 
explicitly banned the sale of any product 
or service that might involve direct 
physical harm to a person. 

What made it attractive, however, was 
the mechanisms it built to allow users 
to leave product reviews and participate 
in anonymous internet forums and the 
introduction of methods for resolving 
contractual disputes. 

Though the site allowed the sale of 
items ranging from fake credit cards to 
weaponry, for many its main draw was the 
universe of psychoactive substances sold 
with slick, modern marketing techniques. 

Surfing the dark web 

The National Drug and Alcohol 
Research Centre (NDARC) issues 
regular updates about the types 
and availability of drugs sold in 
online cryptomarkets. 

Its latest report shows that there 
was an average of 70,332 drug 
listings per week across the 
monitored cryptomarkets in May 
2021, representing a 7 per cent 
decrease in listings as compared 
to May 2020. 

The greatest market share of 
drugs listed on the monitored 
cryptomarkets from May 2020 to 
May 2021 was held by cannabis 
(29 per cent), followed by MDMA  
(12 per cent), cocaine (9 per cent),  
benzodiazepines (8 per cent), and 
illicit meth/amphetamine and LSD 
(both 6 per cent). 
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Although gaining access to cryptomarkets 
such as The Silk Road is not easy for 
everyone, those who made the effort 
ended up in this case in a community 
of loyal users who shared insight, 
information and experience. 

In one example, The Silk Road’s forum 
included a ‘harm reduction’ sub-forum 
which became home to a medical advice 
thread for users who wanted answers to 
questions they couldn’t ask their GPs. 

Over the life of the site, Dr Fernando 
Caudevilla, a Spanish doctor posting as 
‘DoctorX’, answered 750 questions about 
topics such as dosage, drug interactions 
with other medication, side-effects  
and toxicity. 

At the same time as the community  
swapped information, the economic  
dynamic of the marketplace meant  
the service provided by  vendors  
quickly stratified. 

Just like in all other markets, not everyone 
wins on the dark web. 

“The market is dominated by a few top-
tier players and you have this second 
tier that is developing, then you’ve got 
the third tier, which is the bulk of other 
users,” Dr Martin says. “These are people 
who have tried and failed, or people who 
dipped their toes in. 

“And then not everyone can participate. 
There are also barriers to entry for some 
people, but then those people may be 
buying from someone who does use the 
dark web to source the heroin they’re using.” 

Out of business 

The Silk Road was shut down in October 
2013 when an FBI raid forced the site 
offline and exposed Ulbricht’s identity. 

While the arrest came as a shock to the 
site’s users, several other successor markets 
subsequently rose to take its place as the 
community migrated elsewhere. 

Along the way they took with them the 
practices they’d developed.  The harm 
reduction forum moved to Dread – a dark  
web analogue to Reddit – where users 
have recently been crowdsourcing  
product testing. 

Criminologist Rasmus Munksgaard,Assistant 
Professor at Aalborg University in Denmark, 
says there has been a divergence among 
these successor operations when it comes 
to managing trust. 

THESE ONLINE FORUMS 
ALLOW PEOPLE TO TALK 
TO OTHERS. IF SOMEONE 
DOESN’T HAVE ANYONE 
AROUND TO USE DRUGS 
WITH, THEY’RE DOING IT IN A 
SOLITARY ENVIRONMENT. 
– Dr Monica Barratt 

“There’s a weird, East-West split,” Rasmus 
says. “In the West, there’s been very little 
innovation in this space. Most of these 
markets pretty much follow the same plan 
Silk Road laid out where it’s like eBay.” 

Munksgaard says that while markets in 
the West have relied on well-established 
systems for reputation tracking across 
marketplaces and user reviews, Russian-
language markets have been taking on 
the risk themselves. 

In some cases, cryptomarket operators 
offer vendors a paid verification service 
where a chemist is dispatched to test 
drugs for purity and quality. 

Others have entirely removed the need 
to rely on a postal service by organising 
alternative logistical systems.  This 
method involves geocaching – a form of 
dead-drop where a buyer is sent GPS co-
ordinates and a photo of a hiding spot so 
they can collect the product themselves. 

A means of connecting 

Dr Monica Barratt, a social scientist with 
Australia’s National Drug and Alcohol 
Research Centre, says that when it 
comes to harm reduction, it’s not clear if 
cryptomarkets have helped. 

“These online forums allow people to 
talk to others,” Monica says. “If someone 
doesn’t have anyone around to use 
drugs with, they’re doing it in a solitary 
environment. That may be harmful or 
have the potential to cause harm as they 
don’t have someone to call. 

“The other side, the more nuanced side, 
is what if a person accesses something 
they normally wouldn’t have access to and 
becomes dependent on it? What do we 
say about that?” 

These were the questions Bradley 
grappled with himself. 

In the six months in which he went from  
supplying a small group of friends for  
personal use to running his operation full-
time, he says he always operated with a  
degree of responsibility – and even pride. 

“There were a lot of other people around 
who sold drugs, but they kind of half-
arsed everything. I thought if I put a 
bit more effort into things, I could do it 
different and better,” he says. “My first 
thought was, ‘I’m never going to sell ice or 
meth or go near that shit.’ I didn’t want to 
hurt anyone.” 

While some vendors refused to sell to 
Australia owing to the risk of interception 
at the border, Bradley found that as 
the local connection to a global supply 
chain he could take an order and source 
whatever his client wanted. 

Before long he began looking for ways to 
improve his customer service. He bought 
for quality, educated himself on what he 
was buying, ran deliveries and supplied 
reagent kits with every order so people 
could check for themselves. 

But even then, there was only so much he 
could do. 

“I was spending a lot of time researching  
what I was buying so I could tell people  
what they were buying – but I found no one  
cared,” he says. “It was really disheartening  
because I cared about the detail. 

“The chain is only as strong as its weakest 
link. The dude on the street who buys 
doesn’t care, but the distributor cares. 
I guess that’s what matters in the end.” 

Royce Kurmelovs 
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VIOLENT OVERLAP: 
IN THE  DRUG  WORLD,  
THE HITS KEEP COMING 

Most frontline workers have little trouble 
connecting problematic drug use with violence, 
either in the lives of their clients or in anecdotal 
or actual evidence of family violence. 

While alcohol remains by far the main  
contributor to violence involving substances,  
the complex and difficult ecosystem of the  
illicit drug world has a violent edge. The key to  
assisting people may be to attempt a trauma-
informed approach. 

Alan Eade is no stranger to walking into  
the homes of people who use drugs. As a  
veteran of a quarter-century of working  
inner-city paramedic shifts for Ambulance  
Victoria,  Alan has lost count of how many  
times he’s been the first responder to a  
call from such a dwelling. It’s given him a  
strong empathy for the danger and unsafe  
environment some people who use drugs  
survive in. 

Alan Eade 

”They’re normally living in a house and it’s 
unclear sometimes who else is a resident 
or who’s a visitor in that premises.There 
can be people who seem to come and go. 
Invariably, the house is unkempt and untidy 
with evidence of not only tobacco smoking 
and alcohol but usually drug use as well. 
There’s often damaged furniture or damage 
to the doors and sometimes someone 
might storm out while I’m talking to them, or 
somebody will storm out of a room and the 
patient might not actually know who they are.” 

When confronting violence in the drug 
world, either suffered by drug consumers or 
initiated by them,Alan can’t help but circle 
back to home, sweet home.“This seems to 
be the living environment,” he says, thinking 
back to the scene he’s witnessed so many 
times.“So, is that housing secure? It doesn’t 
feel secure to me. Do they have regular 
food? Do they have regular income? There 
seems to be a transient nature, or nature 
of people coming through their life, that 
seems to put them at a greater risk of theft 
or opportunistic crime. While there might 
not be violence at that moment, it wouldn’t 
surprise me if that person was subjected to 
violence in a very short space of time and 
that must be a terrible environment to exist 
in where you’re living under that threat 
pretty much 24/7.” 

The firm consensus among the experts  
contacted for this article is that violence  
among, caused by or happening to people  
who use drugs breaks down clearly  
into two categories, with one dwarfing  
the other. Alcohol is the cause of most  
drug-related violence in our community.  

The smaller subset of people who are 
dependent on drugs and are involved on 
either side of drug transactions make up 
the other. In between are the party-pill 
poppers and people who are dependent 
on pharmaceutical drugs, who face their 
own issues but don’t necessarily live an 
intrinsically violent existence. 

According to a report from the Drug Use  
Monitoring in Australia (DUMA) project, 66  
per cent of 40,000 police detainees over a  
13-year period tested positive to at least  
one drug and 47 per cent reported having  
taken drugs at the time of their offending.  
An earlier survey of police detainees found  
regular consumers of both amphetamine  
and heroin self-reported violent and  
property offences at a rate more than  
five times higher than prisoners with no  
history of frequent drug use. Recent data  
also released by DUMA indicated that in  
2020, almost half of the detainees reported  
having used cannabis (47 per cent) and  
methamphetamine (45 per cent) in the   
past 30 days. 

It’s a fraught existence, and Katherine 
Hancy, a community pharmacist in Bendigo, 
Victoria, sees the unbearable anxiety and 
tension in the ice consumers she engages 
with, not to mention the known local 
consumers who have robbed her pharmacy 
more than once. 

“One patient broke both his legs,” Katherine 
says, adding with some scepticism: “He told 
me he fell off a ladder.” 

She estimates that roughly one-fifth of her  
patients seem to live in what she terms  
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“that lifestyle”. One patient, who always  
dressed well in designer-label tracksuits  
and gold chains, not only held up the  
pharmacy a while ago but would do deals in  
his car right outside the premises. “A lot of  
the violence seems to be financially driven  
as well as drug-driven,” Katherine says. “Once  
our donation box was stolen, for the cash,  
but another time we were held up because  
the drugs were needed straight away.” 

Berry Street clinician Alex D’Abaco  
specialises in family  violence involving  
alcohol and other drugs. She draws a clear  
distinction between family  violence and  
wider community  violence, because her  
world focuses on very specific behaviour  
being perpetrated against somebody else  
to control or dominate them on an ongoing  
basis, whereas community  violence is more  
random and situational. 

“Victims of family  violence can have  
this kind of hopelessness because one  
of the tactics that perpetrators of family  
violence use is to make that person feel  
worthless, emotional abuse, putting them  
down, isolating them from their family and  
friends – you know, disconnecting them,”  
Alex says. “Then when we have an overlay  
of substance abuse on top of that as well,  
people will feel like they’re worthless.   

A LOT OF THE VIOLENCE SEEMS 
TO BE FINANCIALLY DRIVEN 
AS WELL AS DRUG-DRIVEN. 
ONCE OUR DONATION BOX WAS 
STOLEN, FOR THE CASH, BUT 
ANOTHER TIME WE WERE HELD 
UP BECAUSE THE DRUGS WERE 
NEEDED STRAIGHT AWAY. 
– Katherine Hancy 

If the victim is using substances, it ties into 
the emotional abuse: telling them that 
they’re worthless because of their substance 
use, threatening to call child protection if 
they have kids or threatening to tell their 
family and friends that they’re using.” 

In Alex’s experience, perpetrators of family 
violence tend not to recognise alcohol or 
other drugs as a major component of their 
situation because they’re often trying to 
downplay their use of violence.“But for 
victims and survivors, absolutely. I’ve worked 
with many women who are just like ‘If he 
would just stop drinking or stop doing this, 
things would be better’, because they can 
see the link with his behaviour. 

“In terms of educating, we’re very clear in  
saying that substance use doesn’t cause  
someone to use violence – specifically,  
family  violence. It just exacerbates that  
violence,” she says. “The causes of family  
violence have to do with gender inequality  
and power imbalance and a range of other  
things, so while there is no evidence to say  
that alcohol or other drugs cause family  
violence, it definitely does exacerbate it and  
makes the behaviours more high-risk.” 

That’s a sentiment echoed by Marianne 
Crowe, of St Vincent’s Hospital, Melbourne, 
who sees a strong connection between 
family violence and the use of drugs 
including ice. St Vincent’s has a strong focus 
on providing care for patients with complex 
health needs, including harmful substance 
use and dependence, mental health issues 
and homelessness. 

In the frame: keeping you and your clients safe

Victoria’s MARAM (Multi-Agency Risk Assessment Management) Framework 
emerged five years ago from the Royal Commission into Family Violence to 
help workers across all parts of the health and community sectors to effectively 
identify, assess and manage family violence risks.

Even if you’re not in Victoria, it provides a great roadmap for dealing with a difficult 
part of the job.

Alcohol and other drugs, or AOD, was identified early on as a service in which 
providers urgently needed to be able to effectively use the new framework to 
keep clients safe.

As NSPs are designed to provide an anonymous and confidential service, there is 
no requirement for NSPs to formally align with MARAM, and NSP workers are not 
required to attend MARAM training.

However, it is recommended NSP workers develop an understanding of the shared 
definition of family violence (see below), evidence-based risk factors, and signs of 
family violence.

The full fact sheet can be found on the Victorian Government health website.

You can learn more about the MARAM Framework online as well.
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Marianne’s team collects details of 
risk factors among patients suffering 
or perpetrating family violence and 
implements the Multi-Agency Risk 
Assessment and Management (MARAM) 
Framework that emerged from Victoria’s 
2016 Royal Commission into Family 
Violence. She says the framework is an 
essential tool to ensure St Vincent’s has 
an “appropriate response to any person 
who walks through our door who may be 
experiencing family violence”. 

“We’ve been collecting data since 2009 but  
our statistics since 2019 show that roughly  
one-third of the family  violence reports  
are perpetrators. Both victim-survivors and  
perpetrators may have multiple risk factors.  
We’ve seen perpetrators use substance  
dependence as a way to control someone.  
Drug dependence can also severely impact  
a victim-survivor’s ability to safety plan  
for themselves.  Anecdotal reports of ice  
dependence from heroin consumers say  
it makes heroin look like icing sugar,  
it’s so addictive.  That craving supplants 
everything else.” 

Marianne says she would encourage 
anybody whose work involves drugs and 
violence to adopt a trauma-informed 
care approach to people, including to 
perpetrators.“Many people who use 
substances problematically to the point 
where they are harming their health or 
impacting their life are often using the 
substance to block the pain of life out, or 
to medicate the impact of past trauma, 
or using the substance to feel safe, or to 
stave off withdrawal symptoms,” she says. 
“A trauma-informed understanding of 
substance dependence in terms of someone 
using that substance to medicate 
the pain and symptoms of past 
trauma or to feel safe can be 
helpful.” 

MANY PEOPLE WHO 
USE SUBSTANCES 
PROBLEMATICALLY TO THE 
POINT WHERE THEY ARE 
HARMING THEIR HEALTH OR 
IMPACTING THEIR LIFE ARE 
OFTEN USING THE SUBSTANCE 
TO BLOCK THE PAIN OF LIFE 
OUT, OR TO MEDICATE THE 
IMPACT OF PAST TRAUMA, OR 
USING THE SUBSTANCE TO 
FEEL SAFE, OR TO STAVE OFF 
WITHDRAWAL SYMPTOMS. 
– Marianne Crowe 

Alan Eade says the public perception 
of random street violence being carried 
out by people who use drugs such as 
methamphetamine is out of step with the 
reality, which is that consumers of such 
drugs are responsible for “a small amount of 
violence in comparison with alcohol”.Alan 
is quick to acknowledge the many harmful 
effects of ice on the community and people 
who use it.“But as the principal cause of 
drug-related or substance-related violence? 
That still remains alcohol,” he says. 

That’s not to say healthcare workers and  
first responders don’t need to remain wary  
of the potential for aggression among  
people who use drugs, especially consumers  
who might be in an altered state. A study  
released last year by Melbourne Health and  
the University of Melbourne that took 229  
saliva samples from patients who attacked  
staff in the Royal Melbourne Hospital  
emergency department over a six-month  
period found that 40 per cent tested  
positive to drugs and, of those, 92 per cent  
tested positive to methamphetamines. 

Even then, Alan says, such violence is  
usually misdirected rather than targeted at  
first responders because of who they are.  
“It’s that there’s somebody who is annoying  
me and I don’t know who they are because I  
can’t process that as an effect of whatever it  
is affecting me,” he says. “However, we don’t  
accept that violence against paramedics or  
other first responders is ever justified and  
there is a wariness that we bring to those  
scenes because violence could occur at any  
stage. It’s not just our safety either; it’s also  
about the safety of the person who may be  
injured or subject to violence themselves.  
We step into that bubble with them.” 

Nick Place 

IF THE VICTIM OF FAMILY VIOLENCE 
IS USING SUBSTANCES, IT TIES 
INTO THE EMOTIONAL ABUSE: 
TELLING THEM THAT THEY’RE 
WORTHLESS BECAUSE OF THEIR 
SUBSTANCE USE, THREATENING TO 
CALL CHILD PROTECTION IF THEY 
HAVE KIDS OR THREATENING TO 
TELL THEIR FAMILY AND FRIENDS 
THAT THEY’RE USING. 
– Alex D’Abaco 
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MORE  ART THAN  SCIENCE: 
NSP COMMUNITY CONSULTATION IS  A MUST 
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People who inject drugs are often  
misunderstood and stigmatised or  
discriminated against by the broader  
community. 

Consequently, for NSPs to operate in what  
can be a hostile environment, they have  
to maintain a kind of social licence by  
working with community to improve their  
understanding of NSP work, says Northern  
Territory  Aids and Hepatitis Council peer  
worker Peter Sidaway. 

I just start with a simple premise: ‘Mate, 1.3  
cents for a syringe or tens of thousands of  
dollars for a hepatitis treatment? Which  
would you, as a tax-payer, prefer?’ Explaining  
it in simple dollar-and-cents terms, they get  
it straight away. It just makes sense.” 

To work with the community, NSPs also  
need to be part of that community. 

WE  REALLY TRY TO TARGET  
STIGMA AND  DISCRIMINATION  
IN  OUR  ADVOCACY. THERE’S  
A LOT  THAT CAN BE DONE  
IN THE  COMMUNITY  
TO INFORM PEOPLE  
BETTER AND  DECREASE  
MISUNDERSTANDINGS AND  
MISCONCEPTIONS. 

While some of this work is done through  
advocacy, training and formal discussion, Pete  
says it’s often the little things NSP workers can  
do that have the biggest impact. 

“Some people do have the wrong ideas or 
maybe don’t really understand. It’s very easy 
to justify what we do and why,” he says. 

“Often it’s just a simple conversation, and 

MATE, 1.3 CENTS FOR A 
SYRINGE OR TENS OF 
THOUSANDS OF DOLLARS FOR 
A HEPATITIS TREATMENT? 
WHICH WOULD YOU, AS A 
TAX-PAYER, PREFER? 
– Peter Sidaway 

It’s vital that NSPs form strong working  
relationships with various community  
groups to help them better understand  
the work NSPs do and also to help NSPs  
respond to community concerns, says  
Canberra’s Directions Health Service CEO  
Bronwyn Hendry. 

‘Community’ is a broad and general term, 
so Bronwyn says it’s important to look 
at the different groups that make up the 
community and to meet those groups in 
different ways. 

“We do target particular groups as well as  
have opportunistic discussions when we get  
the chance to address misconceptions. That  
includes government, political, community  
groups.  You do have to spread the message.  
There’s definitely a need for increased  
understanding,” says Bronwyn. 

“We do a lot of advocacy to counter 
[misconceptions]. We really try to 
target stigma and discrimination in our 
advocacy. There’s a lot that can be done 
in the community to inform people better 
and decrease misunderstandings and 
misconceptions.” 

– Bronwyn Hendry 
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Some Directions staff are qualified to  
train and license other ACT businesses to  
distribute injecting equipment. 

Sometimes discrimination comes from 
within the organisations they are training, 
says NSP co-ordinator Mitch Segal, and 
a core part of their training focuses on 
improving that. 

“When I go around training people within 
Canberra and licensing people to distribute 
injecting equipment, we have a very big 
focus on how important it is to recognise 
that our clients, for many of them, have been 
on quite a journey and their sheer resilience 
has been absolutely astounding,” says Mitch. 

“They’ve been through experiences that 
a lot of us just couldn’t imagine getting 
through even one or two of, and our 
clients go through so many of them.Yet 
each day they get up and keep putting 
one foot in front of the other, which 
takes tremendous courage. And so we 
really push that message with other 
community organisations, along with other 
conversations we have with people on a 
day-to-day basis. 

THE NSP IS REALLY A 
PROTECTIVE MECHANISM FOR 
THE COMMUNITY, NOT JUST 
THE CLIENTS THEMSELVES. 
– Stephanie Stephens 

While Directions offers a walk-in NSP 
service at its Canberra site, it also strives to 
be as accessible as possible by delivering 
community outreach programs. 

To best direct the outreach work it consults  
with the clients who form a vital part of  
the community to find out where it’s most  
needed, says Directions director of services  
Stephanie Stephens. 

“We do a lot to make our services accessible 
because we know that different cross-sections 
of the community have different needs and 
operate in different locations and experience 
different barriers,” Stephanie says. 

“For many people, transport can be a 
massive barrier for accessing sterile 
injecting equipment. 

“Our clients have told us where people are 
going without access to clean equipment 
or safe disposal and we’ve worked to target 
those areas to have increased access there.” 

Bronwyn says having various health service 
and other providers co-located within the 
same premises as NSPs helps create better 
understanding and relationships. 

“Having health services co-located with NSPs 
can increase understanding and help with 
some of the de-stigmatisation,” she says. 

“A good example of that stigma is when 
people think that the work we’re doing 
promotes drug use.There has been no 
commensurate increase in drug use and 
increased availability of equipment.The 
NSP is really a protective mechanism for the 
community, not just the clients themselves.” 

A guiding hand 

The NSW Guideline to Consumer 
Participation in NSW alcohol and 
drug services offers a framework 
for community consultation. 

Key areas of focus include: 

Involving clients, carers and 
staff from the beginning 
of planning for consumer 
participation 
Training clients to advocate for 
themselves and for their peers 
Building strong working 
relationships with other 
community groups and health 
services. 

More information can be found 
in a PDF on the NSW  Government 
health website. 
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https://www1.health.nsw.gov.au/pds/ActivePDSDocuments/GL2015_006.pdf


 
 

 

 
 

 
 

 

 
 

  
 
 

 
 

 
 

 
 

 
  
  

 
 

 
 

 
 

  
  

 
 

 
 

 
 

 
 

  
 

  
  

 
 

 
 

 
 

MSIC IS  A LOCAL SOLUTION  
TO  A LOCAL PROBLEM, 
SPECIFICALLY PUT HERE  
TO  RESPOND ABSOLUTELY  
AND  UNEQUIVOCALLY TO  
COMMUNITY NEEDS. 
– Marianne Jauncey 

In Sydney’s Kings Cross, the Medically 
Supervised Injecting Centre (MSIC) has 
served as that protective mechanism for its 
community for more than 20 years. 

MSIC was established in 2001 after an  
epidemic of heroin overdose deaths in the  
Kings Cross area. It was the first centre of its  
kind in the Southern Hemisphere and was  
driven not by the government but by local  
residents and community groups, says MSIC  
medical director Marianne Jauncey. 

“This was always driven from the ground up. It 
was the local community of Kings Cross who 
were forced to confront the reality of public 
drug injecting: people injecting in their back 
streets and alleyways, high numbers of people 
overdosing,” Marianne says. 

“It was the residents and business themselves 
who were calling ambulances and responding 
to overdoses.There was roughly a death every 
week just in this local area, and they were 
forced to confront and decide about what 
their views on drug use were. 

“MSIC is a local solution to a local problem,  
specifically put here to respond absolutely  
and unequivocally to community needs.” 

While it was the local community who 
petitioned for the centre, not everybody 
within that community shared these views. 
Initially, MSIC was met with scepticism and 
controversy, says Marianne, and the team 
has worked to counter this by opening its 
doors to the public. 

“You don’t have to agree with us to come on 
a tour. We would genuinely invite anyone on 
a tour. We run tours for the police as well as 
students and people who work at services in 
the area, new residents, businesses,” she says. 

“Senior managers walk them through and 
allow them to ask any questions they want 
at a time when the service isn’t in operation. 
Nothing is off limits. It’s really a case of 
‘We’re inviting you in.There’s nothing we 
have to hide. We want you to understand 
what we do’.” 

These tours work both ways, and consulting 
with the community informs some of the 
work and processes of MSIC, says Marianne. 
MSIC also regularly hosts community 
meetings which work to build a direct line 
of contact and strong relationships with 
other community-based organisations. 

“We host meetings on site with 
representations from local council, 
police, residents, business. They can bring 
anything to that meeting that they want to 
discuss. We have a very functional working 
relationship with the local police. We meet 
regularly with them and have that open line 
of communication with the local council 
and local [parliamentary] member, too.” 

Marianne says it’s a willingness to 
listen and respond, communication and 
openness that make MSIC and other 
NSP programs an integral part of their 
communities and, ultimately, help them to 
better serve their clients. 

“While I can’t pretend that everybody loves 
us, I would certainly say that everybody has 
the opportunity to come and talk to me or 
come and talk to one of the managers and 
to raise concerns,” she says. 

“I really think there’s something about being  
prepared to have a conversation and not  
shying away from a difficult or sensitive or  
controversial topic  – being willing and open  
and listening to people’s concerns. 

“Where we can, we’ll absolutely work with  
them and see if we can amend and change  
things to everybody’s benefit. If we’re to do  
our job well, it’s not just about the patients  
in front of us but about the whole of the  
local community.” 

Tom de Souza 
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Q&A  WITH  PHILIPPA JONES 
SETTING THE  PACE:   

‘WE  WERE  THE FIRST NSP  TO BE   
STATE-FUNDED  ANYWHERE  IN THE  WORLD’ 
Approaching the first anniversary of her appointment as National Operations Manager of 
the Needle Exchange Services Trust in New Zealand, Philippa Jones draws on experience 
amassed in the social services and health sectors and during her tenure as Chief Operating 
Officer of Lincoln University. Based in Christchurch, she liaises with five individual needle 
exchange trusts spread across the North and South islands. 

You’re relatively new to your 
role, and to this field as well,   
I think? 

When I saw this job come up – there’s not 
many national roles in Christchurch – I 
knew a teeny bit about the Needle and 
Syringe Programme (NSP) and I thought 
“Really interesting: it’s an opportunity to 
do something that has more direct impact 
and is a bit more purposeful”.  That was 
the attraction for me.  And, I suppose, it 
brought me back to one of my areas of 
interest around human behaviour and 
people in vulnerable positions and the 
counselling I’d done early in my career.  
Not that I’m doing that now in any way,  
shape or form, but I have an empathy and 
an interest in it. 

The first state-funded NSP? 

According to the research and what I’ve 
been told, NZ had the first state-funded 
NSP in the world. 

When was that? 

It was in 1988. I Googled it, because I 
wondered too, and I did find a reference 
to what I’d been told when I arrived here.  
I found it on the International Drug Policy  
Consortium website. On May 16 1988 
the world’s first legal nationwide needle 
exchange program opened in NZ. 

What’s the role of the 
organisation and what do you 
do in it? 

We still have that old-fashioned title 
“needle exchange programme” but we’re 
an NSP, and we’re nationwide.  We’re made 
up of six trusts, including five regional 
trusts. I’m in the national office, which is 
the sixth trust. I report to a board made 
up of the chairs of the other trusts and 
some independent trustees. 

We have 20 dedicated needle exchanges 
across those trusts and two mobile 
services: one down the west coast of the 
South Island and one in the lower half of 
the North Island. 

We have 195 pharmacies and we have 
an online shop. Some of our equipment 
is free: 27 different needles and one 
syringe, which happens to be a 3ml.  
It’s been like that since 2004; it’s never 
been updated even though drug use has 
changed dramatically in that time.  We’re 
advocating for updating the list of free 
equipment at the moment. Everything 
else has to be purchased: wheel filters,  
cigarette filters, sterile water, cups, all  
the other syringes – butterfly syringes,  
1ml syringes. 

We distributed 3.9 million needles just 
this past year. 

You said the drug market’s 
changed since 2004 –   
in what way? 

We don’t have imported heroin; we have 
mostly methadone, methamphetamine 
and pharmaceutical morphine as the 
predominant categories. 

We have a growing steroid use, which 
I think is similar to what they have in 
Queensland. 

Methadone and morphine are still 42 
per cent of what our clients are using and 
methamphetamine is 30 per cent, and we 
have 14 per cent methylphenidate, and 
then steroids and others. It’s evolved over 
that time and there’s growing interest in 
steroids, particularly among gay men 
and bodybuilders. 

Is it an aging cohort, like 
we’re seeing in Australia? 

Yes, it is. It’s around 45 to 50 – especially  
those using opiates. 

I joined in November 2020, and I’ve been 
learning a lot about drugs and other 
things and connecting with all the people 
in the sector in New  Zealand.   
Actually, I thought, “We have this iconic  
little organisation – the first to be 
state-funded anywhere in the world, as I 
understand it – and it’s just too far below  
the radar.  We’re doing great work but 
we’re not shouting about it.” 
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We’re seeing growth in some of the 
younger people using meth, and Maori in 
particular, which is a concern because our 
Maori population already has the worst 
statistics across a range of health and 
social measures. 

We haven’t had a consistent practice of 
collecting client information. We still 
report what we have collected, but we 
know that it’s suboptimal. 

Would it be right to assume 
you’re the first non-peer? 

Yes, that’s right.  The board made that 
decision.  They had somebody external in 
last year: a consultant. He said “Just find 
a person who has the skillsets you need for  
this time of the organisation’s development”  
and I pitched up with my relevant  
background and hoped for the best. 

Across the country we have about 80–85 
staff and around 80 per cent of those are 
peers. Some are current injectors – I don’t 
know how many; I’d be guessing – but 
one of the first things I got the NEST  
board to do was develop a strategy. It’s 
very high level and conceptual at the 
moment. One of the principles we signed 
up to was to continue to be peer-based. 

Within the needle exchange I’ve observed 
an ‘internalised stigma’ where some staff 
place limits or constraints on others 
because they are peers. I’ve heard things 
like “Oh, they’re peers. Don’t put too much 
pressure on them – they can’t cope”.   

I think it’s essential to develop and build 
the skills of our peers and to recognise 
that it’s that lived experience and all 
the ups and downs associated with that 
which make our service what it is. In any 
workplace you have vulnerable people. 
Let’s just treat everybody with the same 
level of care and respect. 

I’m optimistic that if we have good 
leaders in our organisation we’ll have a 
more engaged workforce and have them 
doing what we actually need them to be 
doing: focusing on our clients’ well-being. 

So you define peers as both 
present and former users? 

Yes.  We had a lot of volunteers originally  
in the service; we don’t have that now  –  
all of our staff are paid. 

We’ve just brought a new independent 
trustee onto the NEST board, Tuari Potiki. 
He’s a Maori leader in NZ who’s very well 
known and who spoke at the United 
Nations recently about decriminalising 
drug use. He says 30 years ago he was a 
“needle user” and acknowledges that we 
need people with more recent experience 
in governance roles. 

We’re currently searching for a second 
independent board member and we really 
would like a recent peer or a peer. 

In each region we really should have 
some kind of forum where we can invite 
our clients along and get feedback and 
engage with them about our service. 

I’M OPTIMISTIC THAT IF WE 
HAVE GOOD LEADERS IN OUR 
ORGANISATION WE’LL HAVE A 
MORE ENGAGED WORKFORCE 
AND HAVE THEM DOING WHAT 
WE ACTUALLY NEED THEM TO 
BE DOING: FOCUSING ON OUR 
CLIENTS’ WELL-BEING. 

What’s your overdose profile 
in NZ? 

Deaths as a result of opioid poisoning or 
overdose range between 35 and 50 a year. 

We also received some other data recently  
on poisoning by opium, heroin, other 
opioids and methadone.  This includes 
both people who’ve died and people with 
multiple hospitalisations, accidental and 
intentional overdose – near misses.   
That was up at around 653 last year. 

What’s your naloxone 
availability? 

Image source: New Zealand Needle Exchange Programme website 

https://nznep.org.nz/news/christchurch-labour-mps-visit-nznep-national-office
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THE BIGGEST ISSUE  WITH NALOXONE IS  THAT  WE CAN’T GET  THE  
PROVIDER,  THE PHARMACEUTICAL COMPANY,  TO BE INTERESTED  
IN SUPPLYING IT  TO NEW ZEALAND  AND MEETING  THE  
REQUIREMENTS  –  THERE’S  A  WHOLE LOT OF BUREAUCRACY  AND  
RED TAPE  GETTING  IN THE  WAY. 

Critical shortage 

So low are supplies of naloxone 
in New  Zealand that on August 31,  
the New  Zealand Drug Foundation 
(NZDF) marked International 
Overdose Awareness Day by  
appealing for public support to 
purchase and distribute 500 kits of 
Nyxoid nasal spray. 

“We’ve been calling for naloxone 
distribution for years now and 
we cannot, in good conscience,  
wait any longer,” NZDF Executive 
Director Sarah Helm says. 

“NZ is grossly under-prepared 
for an opioid epidemic like those 
being faced overseas. Tens of 
thousands people are dying in 
countries like the United States 
and Canada and parts of Europe 
because drugs like heroin, 
methamphetamine and MDMA are 
being mixed with fentanyl. If the 
same thing happens here, we’ll be 
overwhelmed.” 

With NZ$45,000 ($43,000) as the 
end goal, Sarah says every NZ$90 
($86) raised will put one Nyxoid 
kit “into the hands of someone 
who needs it”. 

Via the fundraising site Give A  
Little, NZDF raised almost 10 per 
cent of its target within the first 
seven days.  The appeal is ongoing. 

We’re struggling a bit. It’s variable across 
the country because of the OST (opioid 
substitution therapy) services that have 
access to it. 

On International Overdose Awareness 
Day,  August 31, we based a key part of our 
media campaign around that. 

Are you particularly proud
of any individual (or
organisational) achievements?

The biggest issue is that we can’t get the 
provider, the pharmaceutical company,  
to be interested in supplying it to NZ  
and meeting the requirements – there’s 
a whole lot of bureaucracy and red tape 
getting in the way.  There’s a limited 
supply and it’s dependent on the attitudes 
of the OST services. Some are more liberal 
and are providing it; they’ve interpreted 
the rules to say  “We’ve prescribed it.  
We’re now giving 200 doses to the needle 
exchange program to distribute” and others  
are saying “No,  you’re breaking the law”. 

The HIV prevalence is very low among 
people who inject drugs in NZ  – I think  
0.2 per cent of people who inject drugs –  
which is attributed to our program. 

Is part of the inconsistency in 
healthcare across NZ fuelled 
by geographic isolation or
distance?

NZ is about to go through some major 
health reforms. One of the reasons for 
this is that there’s too much variability in 
health services for a small country, with 
this as just one example. 

We have 22 district health boards for a 
population of 4.5 million.  We’re currently  
moving towards being more like the 
UK National Health Service with one or 
two agencies doing the commissioning,  
because at the moment, commissioning 
or contracting could occur through any of 
those 22, a number of other organisations 
or the Ministry itself. 

Last year we distributed about 160-
odd kits of the injectable naloxone. In 
Auckland we’ve just managed to secure 
the nasal spray.  We’re working actively  –  
the [NZ] Drug Foundation, the Ministry  
and ourselves – to try to break through 
the rules to make it more available.   



 

   
   

  
   

   
   

 

 
 

  
   

  
   

 

 

 

 
 

 

 
 

  
 

15 15 

In the future all commissioning and 
contracts for service will be done through 
two centralised agencies. In theory I’m 
quite positive about it because we’ve 
all experienced variations of service 
depending on where we live. It’s called 
the “postcode lottery” in NZ. 

You mentioned that you 
estimate the number of 
people who might be injecting 
drugs; we have the same 
problem here. There’s so much 
uncertainty, so much secrecy.  
There’s a natural tendency for 
that in illicit drug use and the 
service system accommodates 
and exacerbates it. We end 
up trying to argue with 
bureaucrats that there’s 
huge need but we can’t easily 
quantify it. 

That’s exactly right. In NZ over the past 
few  years there’s been a lot of lobbying 
to have drug use decriminalised.  The 
focus of the referendum was cannabis 
and it just missed going through. But this 
government does have some empathy  
or sympathy for decriminalisation so 
we’ve been doing quite a bit of lobbying,  
because until we address that, a lot of  
clients will be hesistant to provide their  
confidential information to us, no matter  
how well we convey to them that it’s secure. 

I’m putting a paper together for 
consultation with our managers and the 
Ministry of Health to look at improving 
the information we collect from clients 
as we are currently inconsistent in how 
and what we collect. It would mean a big 
change for some staff and for clients who 
are already feeling fearful We still have 
people being picked up for possession of 
utensils, even though there’s a defence 
against that in the Misuse of Drugs Act. 

The one thing I should say is that 
our strategy is a bit more like what 
we’re seeing happening in QuIHN in 
Queensland.  We have that trusted and 
safe front door for clients coming to us 
because they’re served by peers – that’s 
our strength. But what other services can 
we add or partner with so that the group 
of people who inject drugs can actually  
access other healthcare support? 

We have some very successful hepatitis 
C clinics that are co-located with our 
exchanges. For 10 years we’ve been 
running the one here in Christchurch; it’s 
doing about 30 per cent of the treatments 
in Canterbury. But also GP clinics – we 
have had for a number of years a GP  
service in our Dunedin NEX that could 
also extend to OST or counselling.  
It’s about having those other health 
professionals who share our philosophy. 

If we actually ask people 
who inject drugs about 
their mental health, they 
often suffer depression and 
anxiety, and some have 
multiple and serious mental 
health conditions. Maybe 
it’s partly criminalisation; 
maybe it’s partly the stress of 
running out of money to buy 
drugs; maybe it’s traumatic 
childhoods and other trauma. 

That’s how I characterise it to people 
who don’t know anything about our 
service. I’ve certainly learnt that a good 
proportion – I’d hate to put a number 
on it – of our clients have mental health 

A GOOD PROPORTION OF OUR CLIENTS 
HAVE MENTAL HEALTH ISSUES, HAVE 
HAD TRAUMA, HAVE OTHER COMPLEX 
SOCIAL NEEDS. THERE ARE CERTAIN 
CONDITIONS THAT HAVE BEEN PRESENT 
THAT HAVE CONTRIBUTED TO 
THEIR TAKING DRUGS. 

THERE ARE MPS FROM ACROSS ALL 
PARTIES WHO ARE SYMPATHETIC 
TO DECRIMINALISATION AND 
RECOGNISE IT IS A BARRIER TO 
PEOPLE GETTING THE HELP THEY 
NEED AS WELL AS PERPETUATING 
STIGMA AND DISCRIMINATION. 

issues, have had trauma, have other 
complex social needs. There are certain 
conditions that have been present that 
have contributed to their taking drugs. 

Being focused on mental health is very  
topical here.  The government has done a 
huge review and we’re failing so badly, it’s 
terrible. But if we look at drug policy, we 
talk about supply, demand management,  
harm minimisation and treatment.  
In NZ we focus only on the ends of 
that continuum: supply  – going after 
the dealers – and then treatment.  And 
treatment is largely abstinence based. 

There’s a gap. Thinking about ways to 
reduce demand, like not locking someone 
up, would be a good start, and enabling 
people to seek the help they need. 

Are NZ’s cannabis reforms 
dead for now? 

It just missed getting through in a 
referendum in 2020.  The country could 
see the benefit of decriminalisation but I 
don’t think it could deal with legalisation 
in one hit. 

Our current Minister of Health is saying 
“no” to decriminalisation, but there 
are MPs from across all parties who 
are sympathetic to decriminalisation 
and recognise it is a barrier to people 
getting the help they need as well as 
perpetuating stigma and discrimination. 

We’ll keep picking away and meeting 
with MPs and agitating, because really 
that would make the most difference. 
Providing other healthcare offerings to 
this group of people at the same time 
would let us capture that window of 
opportunity when they’re thinking “Oh, 
maybe this isn’t that good for me” or 
“Maybe I’d like some help”. How do they 
get that help? At the moment they can’t. It’s 
just not available. They can’t have honest 
conversations about what’s going on, except 
with the peers at the needle exchange. 
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