
 

1) Rum Rebellion
Often described as the only military coup to occur in Australia, 
the Rum Rebellion took place in 1808 in the then-colony of NSW. 
So named because of their stranglehold on the licit alcohol trade 
(it was a monopoly in fact), the military at the time was known 
by the punters as the “Rum Corps.” Governor William Bligh (of 
Bounty fame) thought it unwise that, among other questions 
of power, the military controlled the grog business. He tried to 
curtail it. On Australia Day the Corps marched to his house,  
found him hiding under his bed and deposed him. 

2) HeRoin’s jouRney 
The first drug law in the colonies was an 1857 Act imposing an 
import duty on opium. Laudanum and cough medicines containing 
opium remained freely available through pharmacists. After the 
early 20th century, heroin was used in pain relief for childbirth, 
postoperative pain and terminal cancer patients [1]. In May 1953, 
the Commonwealth, under considerable pressure from the UN 
Drug Commission, banned the importation of heroin, against strong 
opposition from a number of professional medical bodies [2]. 

Heroin became more accessible and in vogue in Australia as part 
of the dramatic social changes during the 1960s and early 1970s. 
Its increased prevalence is associated with the arrival of United 
States military personnel “resting” from the war in Vietnam, during 
which trafficking from within the Golden Triangle flourished. Of 
course, heroin’s increased popularity occurred as HIV slowly moved 
toward global networks and well before risks of blood borne virus 
transmission from shared needles were well understood. 

3) end of tHe 6 o’clock swill 
South Australia was the first state to attempt to sober society 
up a bit by forcing pubs to close at 6pm in 1916, a period of 
World War I austerity and a strong Temperance Movement. Other 
states soon followed, although Queenslanders could sink their 
grog until 8pm when its restrictions came in during 1923. With 
the swill, men would knock off work and head to the pub where 
they’d guzzle jugs, glasses, pots, middies and schooners about as 
fast as they could be poured. “Time, gentlemen, time!” was yelled 
from the bar as the clock neared six. Blokes – and it was mainly 
men – would be in a shout and, not surprisingly, would stockpile 
the amber fluid before the dreaded hour. Then, it was down the 
hatch quick smart as the time approached when people had to 
be out the door. Naturally, it was not the recipe for sobriety that 
the Temperance Movement intended. It was also ‘interesting’ 
for police who had to be seen to be enforcing the early closing, 
although countless stories abound about the boys in blue turning 
a “blind eye” to it and even, heaven forbid, sampling the said 
beverages during or after reconnaissance and/or raids!

NSW pushed opening hours back to 10pm in 1955 and other 
states followed. Dragging the chain was Victoria, which abolished 
it in 1966, followed by South Australia under Premier Don 
Dunstan the following year. The independent-minded WA had 
never adopted early closing at all, perhaps because it’s hard  
to imagine hundreds of thirsty miners being kicked out of 
Kalgoorlie pubs with the temperature still in the 40s. 

4)  bReaking down tHe wHite male 
bastion of ‘tHe pub’

Until the 1960s, in all jurisdictions, laws were in place which 
prohibited the sale of alcohol to, or the consumption of alcohol 
by, Indigenous Australians. In the 1960s,  Australian governments 
began repealing the legal restrictions [3]. It was time of change. In 
1965 Merle Thornton and Rosalie Bogner chained themselves to 
the Regatta Hotel (in Brisbane) bar rail to protest for women’s 
rights. They wanted to liberate public bars from being men-only. 
They were refused service – the publican faced a fine of between 
£10 and £20 if he served them with liquor – but were bought a 
beer by sympathetic patrons. 
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This edition marks a milestone in the life of the Anex Bulletin,  
Australia’s only publication dedicated to the thousands of people  
working throughout our needle and syringe programs. We’ve reached double  
figures, so in true birthday style there’s a theme of 10s running through this edition  
as we combine reflection on past issues with some humorous, but true, snippets  
drawn from your colleagues across the land.
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Anex’s vision is for a society in which all 
individuals and communities enjoy good 
health and well-being, free from drug-
related harm. A community-based, not 
for profit organisation, Anex promotes 
and supports Needle and Syringe 
Programs (NSPs) and the evidence-based 
approach of harm reduction. We strive 
for a supported and effectively resourced 
NSP sector that is perceived as part of 
the solution to drug-related issues.  
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david eckel, an alcohol and other drugs 
counsellor at isis Primary care, saw a need 
for his clients to have educational material 
that explained the neuroscience of addiction. 
Noticing that many clients thought about  
the effects that drugs and alcohol have on  
the body, but not about their impact on the 
brain, he wanted them to be aware that, if 
they decide to change their substance use, 
their brain will take time to catch up with 
that decision.

Mr Eckel teamed up with addiction 
neuroscientist Dr Robyn Brown from the 
Florey Neuroscience Institutes. Dr Brown, who 
shares Mr Eckel’s passion for communicating 
neuroscientific concepts to the broader 
community, told the Anex Bulletin: “You can 
have a positive attitude, but frustration can 
occur because your brain has been changed by 
drug use. It’s about understanding that, when 
you want to stop, it’s going to be hard. And it’s 
not your fault; your brain has changed and it’s 
going to take that extra effort  
and understanding.”

One part of the brain, the limbic system, is key 
in the development of addiction. When humans 
eat food, have sex or socialise, “feel-good” 
chemicals such as dopamine are released into 
the limbic system. But, when certain drugs are 
used, up to 10 times more dopamine can be 
released, thus “tricking” the brain into believing 
that taking drugs is more rewarding – and 
therefore more important – than those  
other activities. 

As Dr Brown explained, “You’re more likely to 
seek out the drug rewards because they interact 
with this primitive system in your brain more 
powerfully than natural rewards.” 

When drug addiction is established, a person’s 
ability to exert self control can become seriously 
impaired. Brain imaging studies from drug-
addicted individuals show decreased activity in 
areas of the brain that are critical to judgment, 
decision making and inhibitory control. Scientists 

believe that these observations may help  
to explain the compulsive and destructive 
behaviours of addiction [5]. 

The brain can also be influenced by cues that 
you see, hear or smell well before you are 

conscious of them. So, even though a person 
may say they don’t have any cravings for,  
say, beer, unconscious brain activity 
demonstrates otherwise. 

“A person’s subsequent use [of drugs or 
alcohol] was more strongly correlated to their 
brain activity than their self-reported craving. 
Unconscious brain activity was more indicative 
of their subsequent use than what that person 
was saying and feeling,” said Dr Brown.

Mr Eckel emphasised that these messages are 
important for the public as drug or alcohol 

addiction has been seen as a moral failure, 
rather than as a health problem, for a long time. 

“We wanted to help debunk misconceptions 
that drug users were simply weak, (or) lacked 
motivation or willpower.”

Dr Brown added that the message was equally 
important for families of drug and/or alcohol 
users, to explain why relapse was so common.

Brain function  
and addiction

Such diversion is not unique to Australia. An online search will  
lead to numerous international forums where members discuss 
alternative methods of acquiring, dosing and administering the 
drug.

In addition to fentanyl’s overall potency, the patches are 
designed for slow release, making it particularly difficult to 
determine what quantity is being extracted. The method of 
extraction, most commonly by soaking the patch in water and 
certain other solutions, also increases the risk of infection. There 
is also talk of the prepared solution being stored for several days 
before use, which increases the likelihood of injecting leading to 
infections. 

One alcohol and other drug worker said there was an increase  
in clients reporting fentanyl use which followed a “bit of a dry” 
in morphine (from pills) availability about 18 months ago.

“They told us that they would make a ‘brew’ of liquid which 
would be in a container, such as a jar or bowl. It would last 
several days and multiple people would be drawing up from 

the one bowl until it was gone. So there is risk of blood borne 
viruses, such as hepatitis C transmission,” he said.

There is much concern about the risk of overdose, particularly 
where the drug is not prescribed to the individual injecting it. 
The worker said that clients had reported overdoses, prompting 
his service to provide information to clients.

“We have been telling them about the dangers of it. We’ve done 
a fair bit of education with doctors about it also. It seems people 
are becoming more aware of the dangers, and are a lot more 
savvy,” he said.

Another NSP worker said he warned clients against injecting 
fentanyl as the drug’s potency made it a bit like “Russian 
roulette.” Instead he advised them of a form of extraction  
that enabled it to be smoked, thereby reducing the potential 
harmful effects.

Fentanyl, which has been referred to as the most powerful 
opioid known [9], has long been used to treat cancer-related 
pain and has been listed on the Pharmaceutical Benefits 
scheme (PBs) since 1999. 

The pool of individuals with access to the drug widened in 2006 
when its PBS listing  was expanded to include treatment of 
non-malignant chronic pain in people who have developed some 
tolerance to other opiate-based pain management drugs. 

As recently as 2007, the National Drug and Alcohol Research 
Centre found little evidence that fentanyl misuse was 
problematic amongst injectors, though it did note that drug 
markets can shift rapidly [10]. 

Since 2008, Queensland has seen a threefold increase in the 
prescription of the drug. A small number of fentanyl-related 
deaths have been reported, resulting either from medically 
prescribed Durogesic® patches (trans-dermal, and the most 
common preparation prescribed) not being used as directed or 
from being used by someone other than the intended recipient [8].

Like all opioids, fentanyl offers euphoric results. There is much 
literature from Europe and the US detailing its illicit use, 
manufacture and trafficking [11-13], and it has been linked to 
spates of overdoses abroad [14]. 

In Australia, fentanyl is classed as a controlled drug of addiction 
(Schedule 8), and is marketed as Durogesic®, Actiq® (a lozenge, 
also referred to as “the lollipop”) and Sublimaze® (an injection 
used in the hospital setting). It was originally thought that the 
Durogesic® patch offered far less abuse potential as the matrix-
bound drug could not be crushed up for snorting or injecting, as 
is the case with some other fentanyl products. 

Until very recently, Australian cases of diverted fentanyl have 
been few, and clandestine production continues to be unheard 
of. While the misuse of synthetic opioids, including fentanyl, 
among medical health professionals has been recognised for 
more than a decade [11, 15], emerging reports now suggest that 
the illicit use of the drug may be on the rise amongst some  
drug injectors .

An NSP worker in a rural community told the Anex Bulletin that 
some clients were reporting taking the patches and processing 
them to make an injectable solution. 

Another worker in a regional city reported that at least one 
client had overdosed and was revived in hospital. “Many clients 
are wary because they have heard of bad experiences with it. I 
have noticed that many haven’t been aware of how dangerous it 
is because of its strength,” she said.

Both recognised that there was good 
information available on the topic from the 
US organisation the National Institute of Drug 
Abuse (NIDA). Together they spent 11 months of 
their own time consulting with neuroscientists, 

workers and clients to create a simple brochure 
describing neurological changes that occur from 
drug and alcohol use. The brochure, which has 
received positive feedback both from its target 
audience of clients and from neuroscientists and 
workers, adopts a positive tone, acknowledging 
an important message: the brain is always 
changing, and it can change in positive ways and 
get stronger when you have stopped using. 

Mr Eckel said: “Some clients have a ‘light bulb’ 
moment. It’s a relief for them. They say ‘that’s 
my experience’, and they understand that it’s a 

physical thing, not that they’re just a bad person.”

Proceeds from the sale of the pamphlets go to 
addiction neuroscience research at the Florey 
Neuroscience Institutes. 

To obtain copies of the pamphlet, email  
David.Eckel@isispc.com.au 

For more information on NIDA’s work visit  
http://www.nida.nih.gov/scienceofaddiction/

 1. Benny - benzodiazepines
 2. Hot - heroin
 3. cold - ice
 4. Gear - heroin 
 5. Hammer and jack – heroin
 6. margie – marijuana
 7. Bank it - girls stashing drugs in their vagina 
 8. Boot it - guys stashing drugs in their anus
 9. space man/astronaut - e’s, speed/amphetamine 
 10. Bum runner - person bringing drugs in

Some clients have a ‘light bulb’ moment. It’s a relief for them. 
They say ‘that’s my experience’, and they understand that it’s a 
physical thing, not that they’re just a bad person.

You can have a positive attitude, but frustration can occur 
because your brain has been changed by drug use. It’s about 
understanding that, when you want to stop, it’s going to be hard. 
And it’s not your fault; your brain has changed and it’s going to 
take that extra effort and understanding.

Patchy worries of

fentanyl  
On rise

FeNTaNYl
–  it may also be sold as heroin, or used to boost  

poor quality heroin

– is stronger than other opioids

–  stays in the body longer than heroin or morphine

– reacts more strongly with other drugs

This means you are at a very high risk of overdose

if you are with someone who is overdosing call 000 
BeFore you do anything else.

Keep calm and do not abuse the operator.
Then if you know CPR, Do It.
If you do not know CPR put them in the recovery position.

POLICE WILL NOT ATTEND UNLESS THE AMBOS  
FEEL THREATENED OR A DEATH OCCURS.

if someone using Fentanyl is overdosing call 000  
before you do anything else.

the link between the brain and addictions is generally 
not well understood by drug users. isis primary care  
(a community health organisation) and the florey 
neuroscience institutes have discovered that giving 
information about how our brain works can be useful 
when engaging with nsp clients.

Concerns are mounting that there is increasing 
injection of fentanyl, a fast-acting synthetic opioid 
said to be between 80 and 100 times more potent  
than morphine [6-8].

Chewing is said to be particularly risky as it physically disrupts 
the make-up of the patch, immediately releasing a full dose 
rather than the intended incremental one that releases over 
a 72-hour period. Compounding this is the fact that the oral 
mucosa is quite thin, further enhancing absorption rates. 

Queensland Health has responded to reports of fentanyl misuse 
and suspected related overdoses in the Sunshine Coast area 
in particular, by producing alert cards with overdose response 
information for NSPs. Doctors prescribing fentanyl were 
contacted about the situation [8]. 

We have been telling them about the 
dangers of it. We’ve done a fair bit of 
education with doctors about it also. It 
seems people are becoming more aware  
of the dangers, and are a lot more savvy
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The ACT Chief Minister and Health Minister, 
Ms Katy Gallagher, is considering recent expert 
recommendations that in-prison NSP be 
implemented in the Alexander Maconochie 
Centre prison.

Ms Gallagher commissioned former ACT Health 
Minister, Mr Michael Moore, to investigate 
potential models, barriers to implementation 
and means to overcome them. His report, 
presented to the ACT Government in July, 
nominates a “contained NSP” within the prison’s 
health centre as its preferred model [20]. It would 
be similar to a safe injecting facility.

Other options are to have a pick-up and take-out 
exchange system based in the health centre, or 
a one-for-one exchange via a vending machine. 

To gain a better understanding of just how NSPs 
might operate in the wider custodial context, 
Anex conducted a series of focus groups with 
ex-prisoners, former prison officers and health 
department staff to ask their opinions on 
whether the idea was feasible, and how it might 
be safely implemented [21].

“We also looked at current legislation and other 
regulatory frameworks to identify barriers and 
enablers for the introduction of prison-based 
NSPs, and the necessary legislative and/or 
regulatory changes required to enable their 
introduction,” explained Anex’s Mr David Voon. 

Common themes emerged from the focus 
groups. For example, key informants and 
stakeholders were unanimous in their opinion 
that the supply of sterile needles and syringes 
should occur on an exchange basis. 

Several models for prison-based NSPs were 
identified, including the provision of injecting 
equipment by prison health staff, external 
agencies, other prisoners (peers) or via 
dispensing machines.

The provision of sterile injecting equipment 
by prison health staff was suggested by some 
key informants. The advantage of that model 
was that it would offer a level of control of the 
equipment distributed, as well as an opportunity 
for the provision of additional health care and 
education if required. 

The possibility of having a de facto supervised 
injecting facility (SIF) within a prison was 
canvassed. However, it was felt that a SIF 

model was unfeasible because prisoners would 
be subject to surveillance while entering and 
exiting the medical clinic, and drug use often 
occurs in groups. 

Consistent with overseas examples, focus group 
participants also said inmates searched by staff 
should identify that they are in possession of 
injecting equipment and where it is located.

“That’s where the honesty thing comes into it, 
that’s why they’re asking you. You’ve got to tell 
them,” said a key informant. Another said: “That 
would get the program to work, because there is 
an honesty thing.”

The possibility of syringes being used as 
weapons against guards was virtually ruled out 
because, it was felt, prisoners would be bound 
by informal rules to not jeopardise the system 
for others. 

“At the end of the day if someone, if one of the 
crims [inmates] try to use that fit for a weapon, 
then the other crims are going to do… ‘look 
after them’,” said a key informant. Another said: 
“No one’s going to stuff it up for everyone else 
because you wouldn’t last five minutes”, while 
yet another informant (female) commented: “I 
think girls will turn on someone that did that.” 

Prison model and 
Protocols developed

conclusions from the consultations
“Prison-based NSPs can be provided using a 
variety of models. Each of these models has its 
strengths and limitations,” said Mr Voon. “It is 
clear that a standardised approach would be less 
useful than a flexible framework that takes into 
account the needs of each prison, but providing 
a range of access points in each prison setting  
is optimal.”

He added that a workable model will need to 
balance “the number of needles and syringes 
circulating within the prison environment to 
address perceptions of risk among corrections 

staff, and the need to facilitate access by 
maximising prisoners’ sense of anonymity  
and confidentiality.”

The Anex paper is called Inside Information: 
Prison Needle and Syringe Program Protocols.  
It can be viewed at www.anex.org.au/prisons

Two recently released reports have shed light 
on how a Needle and Syringe Program may 
function within a prison and protect the health 
and safety of prison officers or inmates.

 

We also looked at current legislation and other regulatory 
frameworks to identify barriers and enablers for the introduction 
of prison-based NSPs, and the necessary legislative and/or 
regulatory changes required to enable their introduction

TeN ToP INJECTING 
MYTHS AND RESPONSES
Ten Top injecting 
myths and responses

1. The tighter the tourniquet the better.
RESPONSE: The tourniquet needs to be released before 
injecting.  If it is too tight it can block arterial flow which 
can contribute to significant harm. Also, a tourniquet 
pumps up the veins by allowing blood flow into the arm 
(along an artery), but not out of the arm (along a vein).  
If arterial flow is blocked, the tourniquet won’t work  
as intended.

2. Licking the tip of the needle before you  
inject – it makes it easier to go in.
RESPONSE: After flicking the syringe barrel or pushing 
the plunger up to remove minute air bubbles, a small 
amount of drug mix can come through the needle tip – so 
sometimes people lick it. However, this just puts bacteria 
and fungus from the mouth onto the needle.

3. The milkier/chalkier the solution, the  
more drug I must have (when injecting 
prescription opiates).
RESPONSE: Generally, a milky or chalky solution is 
indicative of unwanted particulate matter in the mix. The 
active drug solution will be clear if the drug itself is water 
soluble (and it isn’t wise to be injecting drugs that aren’t 
water soluble)

4. I didn’t overdose – I’m just tired!  
(Said after coming round from turning blue 
and not breathing…)
RESPONSE: When an individual is so heavily sedated by an 
opiate as to be turning blue, their consciousness is greatly 
reduced (and their risk of hypoxic injury increased) and 
they will not recall much about the events leading up to 
being roused. This is one of the reasons that some people 
can appear quite angry and abrupt after receiving a high 
dose of Narcan, they have no recollection or knowledge  
of the precarious state they were in.

One of the Senators who took office on July 1, 
Dr Richard Di Natale, is an experienced drug and 
alcohol treatment practitioner with hands-on 
experience establishing needle and syringe 
programs.

A year after qualifying as a medical doctor, 
Senator Di Natale worked at an Aboriginal 
health centre in Tennant Creek in the Northern 
Territory. He told the Bulletin that his time in 
the NT “made me realise that as a doctor you’re 
seeing the end result of factors that are out 
of your control … it left me feeling that I was 
putting band-aids on people.” 

HARM REDUCTION ExPERIENCE JOINS SENATE
He then studied a Masters in Public Health and 
later moved to Geelong, where he ran drug and 
alcohol programs. The Greens Senator had a 
kind word for NSP staff: “It’s some of the most 
important public health work in Australia.”

He said he would be consulting widely to 
investigate ways that opioid substitution 
therapy prescriber shortages could be addressed. 

“It’s a priority because it’s a serious problem 
and the lack of practitioners means that we 
are denying an effective treatment for opiate 
dependence,” Senator Di Natale said.  

Senator Richard Di Natale

Although, he added, Australian needle and 
syringe programs had been “incredibly effective” 
in HIV prevention, “I think we need to find  
ways to do more to reduce the stubbornly  
high rates of hepatitis C transmission amongst 
drug injectors.”

Senator Di Natale has also worked for the 
Australian International Health Institute on  
a community-based harm reduction program  
in a remote part of India near the border  
with Burma. 

some iNcorrecT THiNGs clieNTs Have BeeN kNoWN To saY:Some incorrect thingS clientS have been known to Say:

5. The more water i use, the more diluted  
my drugs, and so the less of a hit i’ll get.
RESPONSE: Ultimately the same amount of drug is 
consumed irrespective of how much water is used to 
dilute the mix. Often a more dilute (and well filtered) mix 
will reduce the risk of damage to the vein, in addition to 
reducing the risk of injecting related illness and disease.

6. The best way to inject pills is to heat them.
RESPONSE: Some people prefer to heat pills rather than 
wait for the active ingredient to separate (with stirring/
mixing) from the binding agents in the water. Heating pills 
can melt particulate matter (binding and filling agents), 
leaving a gluggy mix difficult or impossible to draw up and 
inject. If the drug is water soluble there is no real need to 
heat up the mix. Things such as wax in pills is liquefied in 
heating, but then ‘congeals’ when in the body which can 
cause serious vein damage because it restricts blood flow.

7. if someone only needed oxygen, it wasn’t  
a ‘real’ overdose.
RESPONSE: Opiate overdose can occur over a period of 
time as the breathing rate gradually slows to dangerously 
low levels resulting in insufficient oxygen to the heart and 
brain (unlike the instantaneous presentation of overdose 
we see in the movies). Consequently, to administer oxygen 
early on can actually prevent the need for Narcan later on.

8. Benzos are best injected. 
RESPONSE: The majority of illicitly used benzodiazepines 
are designed to be consumed orally rather than 
intravenously and therefore actually work better and last 
longer orally, having a very high bioavailability when 
ingested.  In addition to this, most illicitly used benzos  
are not water soluble making them dangerous to inject

9. i took the benzos yesterday, so they’re  
all out of my system by today.
RESPONSE: All drugs have a ‘half life’ which points to 
the amount of time it takes for the active ingredients of 
the drug to actually leave the body and cease to have 
any effect. The half life of a drug is the amount of time it 
takes for your body to eliminate half of the initial dose. 
Some drugs have a long half life meaning there may still 
be active ingredients in your system the day after you 
have taken the drug. For example, Valium has a half life of 
20–40 hours (depending on how regularly you take it). This 
means if you take 10 x 5mg tablets (50mg of Valium) at 
2pm, then by 2pm the next day you will still have 5 tablets 
(25mg) of active Valium in your system. You may not still 
feel the same effect from the tablets you took yesterday, 
but they are still active inside your body and could 
contribute to your risk of overdose if you took additional 
depressant drugs.

10. if i use a wheel filter, it will filter out  
all the active drug.
RESPONSE: Wheel filters are designed to filter out larger 
particles from a mix that are dangerous to introduce 
into the venous system. All active ingredients from water 
soluble drugs are able to pass through the filter membrane.
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Breaking down barriers:

Down 
memory 
lane: 

RetuRn on investment
Volume 1 Edition 1 (Dec 2002)  carried the news of the first 
overall Return on Investment analysis of Australia’s needle and 
syringe programs, which would stand for many years as an 
important piece of evidence demonstrating the value of NSPs and 
their workforces. 

“NSPs have saved Australian taxpayers an astronomical amount 
of money, prevented innumerable people from the grief and 
suffering of HIV and hepatitis C, and they have enhanced the 
quality of life for many people who live at the margins of society,” 
we wrote at the time.  The study found that between 1991 and 
2000, NSPs had prevented an estimated 25,000 HIV and 21,000 
hepatitis C infections. As the 2009 Return on Investment 2 study 
found, between 2000 and 2009, NSPs prevented an estimated 
36,000 HIV cases and more than 96,000 hepatitis C infections [16].

nsp woRkeR netwoRks
The inaugural Bulletin also featured the first national gathering 
of NSP workers, organised by Anex in mid-2002. We know that 
there are resilient networks amongst NSPs now, but at that time 
it was novel for people from across the nation to get together to 
swap information and set priorities for much-needed policy and 
advocacy directions. 

national nsp stRategic 
fRamewoRk
Inconsistencies in data collection across states and territories 
became apparent in Volume 3 Edition 3 (May 2003), as did 
the recognition that there should be more investment in staff 
training. Both issues would become a recurrent theme, leading to 
calls for national minimum data sets and workforce development 
to be part of the National NSP Strategic Framework, which was 
released late in 2010. 

media
Negative media coverage of illicit drug issues generally – and of 
NSPs in particular – is a constant bugbear in our sector. Writing in 
Volume 4 Edition 4 (June 2003), David Crosbie imparted advice 
that is as relevant today as it was in 1987, when the first NSP was 
established: “If we want to use the media to shift perceptions, we 
need to acknowledge the way the media works and construct 
our stories so they say what we want them to say. We also need 
to ensure we construct stories that have the key media content 
elements that make them media worthy. We cannot expect 
our voices to be given prominence because we think they are 
important. Sustained and skilled media input will achieve change 
over time.”

ampHetamines
By the mid-2000s polydrug use and the rise of 
methamphetamine injection post-heroin glut were catching the 
sector’s attention. Geoff Lowe from Inala Community Health 
(Qld) said the growth in use of methamphetamines, which are 
highly stimulative, forced some rethinking of how NSP providers 
should go about communicating with clients: “You are looking 
at short and sharp interventions. If clients are in an agitated 
state where their attention spans are shot, we have to tailor our 
education sessions over a period of time. The building of rapport 
can be a bit more difficult.”

RefeRRals
An unexplained skin rash amongst a number of NSW IDUs in 
late 2004 was thought to be linked to a contaminated batch of 
methadone, it was reported in Volume 1 Edition 3 (May 2003).  
At the same time, attention was being drawn to the value of 
NSPs referring clients to other services. The report “Referral 
Practices and Outcomes Study”, which looked at NSW and 
Queensland case studies, discussed the two main schools of 
thought on the matter. It noted: “The first approach is shaped by 
the view that in order to preserve the NSP’s core role of harm 
reduction, NSP services should be closely allied with treatment… 
the second view values NSPs as a gateway to other services. 
Referral is not just focused on drug treatment, but is a means of 
assisting clients understand the range of options they have so 
that they can make informed choices.” 

Making a point that remains relevant today, the report found 
that there should be “a more integrated policy response that 
locates NSPs in a broader public health continuum, links policy 
and practice across all health sectors, and supports research and 
investigation against agreed objectives and outcomes.”

policing
Former NSW Police Superintendent Frank Hanson is a strong 
supporter of NSP cooperation with police, and in March 2006 
he suggested to readers that “there is a feeling the police need 
to go to NSPs and make the first contact when there are ample 
opportunities for NSPs to actually go to the police. Presentation 
is important. Introduce yourself and let them know what it is you 
are doing and why you are there. Let them know that if there are 
problems, they could call you. Ninety-nine to a hundred per cent 
of the time, if you do engage with police, you will come away 
with a positive experience.”

mental HealtH
The nexus between problematic licit and illicit drug use and 
mental health disorders was the focus of a special workforce 
development issue in Volume 4 Edition 3 (May 2006), when 
a study showed that more than 40 per cent of heroin users 
displayed characteristics of Post Traumatic Stress Disorder 
[18]. Five mental health issues were commonly identified in 
people with dual diagnosis: personality disorder, schizophrenia, 
bipolar disorder, depressive disorder and anxiety disorder. How 
NSP workers form part of the overall mental health programs 
throughout Australia remains a key question for the sector.

Hepatitis c
One of the most confounding health concerns associated 
with injecting drug use is the historically high hepatitis C 
seroprevalence levels amongst injectors. The rates nationally are 
currently estimated at just over 50 per cent, but reached even 70 
per cent in some jurisdictions. Hepatitis C prevention remains one 
of the most difficult public health challenges that NSPs face.

Volume 4 Edition 4 (July 2006) gave a comprehensive overview of 
hepatitis C treatment and prevention strategies, and stressed the 
important role that opioid substitution programs had to play. This 
has now been confirmed by research from the United Kingdom, 
which finds that NSPs and substitution therapies combined are 
associated with hepatitis C reduction [19]. 

RuRal seRvice pRovision
Rural NSPs face a unique set of issues as outlined in an article 
in Volume 2 Edition 3 (2004). Close communities where 
“everyone knows each other” poses problems of anonymity 
and confidentiality. In many cases, NSP services are co-located 
with other generalist services. In an attempt to maintain privacy, 
people who inject may keep their visits to NSPs to a minimum, 
store injecting equipment, enlist friends to get equipment or 
travel to other cities and towns to access NSP services. This 
reduces the opportunity for health information provision and 
referrals. One NSP worker said: “People just won’t access a service 
when they know who works there. They have this real fear about 
being found out.” Kerri Shying, an NSP Support Worker in the 
Hunter region said that confidentiality and discretion are essential 
in rural communities.

tips still Relevant today
Volume 2 Edition 2 (April 2003) carried a profile of Kimberley 
Public Health Unit nurse Ruth Southern who gave simple but 
valuable advice to any new NSP staff. Eight years later and still 
in Derby, Ruth sticks by her tip for beginners: “One word: respect. 

Everyone should try to always be respectful of others. I don’t think 
that we need to understand why people use drugs. It’s not up to 
us to judge. We’re there to provide a service.” 

Also in Volume 4 Edition 4 (June 2003), Dr Clive Aspin, who was 
then working with the Central Sydney Area Health Service, said 
that listening to clients was the best way a new NSP worker could 
learn: “It is important to take time to listen and build up trust. And 
above all, any interaction with clients should be framed with a smile.”

It was stressed in Volume 2 Edition 2 (April 2003) that building 
trust with one client would have a knock-on effect with others.  
As Rebecca Winter said: “Once we’ve established a really good 
bond with one or two people, their social network will also gain 
that trust as well.”

Another good tip for new NSP workers came from AIDS Action 
Council staff member Valan Phoenix, who was profiled in Volume 
4 Edition 3 (May 2006). His take was: “Keep your head and don’t 
take anything personally. The people you service aren’t always 
big and scary – they’re people just like you and deserve the same 
treatment and respect you would give to any human.”

That was echoed in the profile of West Australian NSP legend 
Paul Dessauer, who said in Volume 4 Edition 1 (December 2005): 
“Be patient. Be tolerant. Give as much attention to the ‘annoying 
client’ as you do the person you feel sympathy for. No matter 
what the situation, be the one person in the room who is calm 
and working towards resolving any problem with the minimum 
distress for all involved.” 

looking back  
on The bUlleTin

An NSP worker in far north-west Broome learns how Hobart colleagues 
are tackling pill injection and wheel filter usage. The Bulletin is about 
connectivity, where even in the era of the Internet, a good print publication 
has a valuable role in capacity building and workforce development. Here 
we look back on some of the issues covered throughout the past nine years.

350 tackle amphetamines
350 tackle amphetamines

at the australasian amphetamine conference

at the australasian amphetamine conference

Professor Chris Puplick AM, Jim Hales, Major Brian Watters AO and John Ryan  

at the launch of the first Return on Investment study of NSP value (2002).
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1. Crack paraphernalia to you, perhaps, officer, but to a devotee of regal millinery such as myself,  
it’s everything necessary to recreate Princess Eugenie’s unforgettable royal wedding hat.

2. It’s a rare maraca virtuoso who doesn’t carry a spare set of shaker seeds.

3.  Must have been planted on me by the same guy who crapped in my pants.

4. Rehearsing for ‘The Charlie Sheen Story’ and got caught up in the Method.

5. Misunderstood ‘Less talk, more rock’ policy.

6. One more bust and I get a sandwich press.

7. What a wonderful coincidence that we bumped into each other, officer. That will save  
me the trouble of bringing this devil’s leisure powder down to the police station.

8.  I’m saying nothing – you’ll have to read my tweets.

9. This legislation of which you speak, when exactly did it kick in?

10.  Glad you caught me, officer: I wanted my prison mugshot updated before my permanent grew out.

Ten top reasons for 
missed methadone 
appointment

1. Client: I had to go to my mother’s funeral. 
Worker: Has your mother died three times? This is the third time you’ve been to her funeral.

2. Client: I couldn’t leave the house as I didn’t have my keys and didn’t want to leave the house unlocked. 
Worker: How did you get into the house if you didn’t have keys? 
Client: The door was unlocked.

3. Client: I had to go to my father’s funeral in the morning, and in the afternoon my neighbour went  
into labour and I had to drive her to hospital.

4. Client: I had to buy my child’s school uniform. 
Worker: How many children do you have? 
Client: One. 
Worker: Did you go interstate to get it?

5. Client: (unemployed) I can’t get to my appointment at 12.30pm as I am on the other side of the city. 
Worker: It’s only 9.40am now!

6. Client: I got knocked off my bike in the morning and in the afternoon I went to the ATM and was assaulted.

7. Client: My flat was flooded and I got accommodation in a hotel for a week and the woman that I’m a carer  
of was bitten by a dog.

8. Client: They broke into my flat and stole my takeaways and my TV. 
Worker: How did they break in? Did they smash a window? 
Client: Oh no. I never lock my door. 
Worker: Well, there goes any future takeaways if you don’t lock your door. 
Client: No, no I didn’t mean that! I always lock my door, but I must have forgotten the other day.

9. Worker: We are going to reduce your takeaways as you are at risk of overdose. 
Client: But I can’t walk. 
Worker: You just walked in here!!

10. Client: My dog is sick and he can’t be left at home alone. 
Worker: Bring him in the box that you usually bring him in. 
Client: He’s suffering from claustrophobia at the moment and doesn’t like his box.

and some retorts from an old hand

1.  When a client is in hospital, the worker takes the client’s children home for babysitting instead  
of ringing the sick person’s family member.

2.  When clients ask if you can score for them like the new worker does.

3.  When clients ask “Why the hell did you hire that person?”

4.  When worker keeps referring to clients as “junkies”.

5.  New worker nodding off at desk, and it’s not after the World Cup or the Tour de France.

6.  Spoons are all bent in kitchen and there is no-one called Uri on staff.

7.  When the worker insists on seeing photo ID of the clients.

8.  When the worker won’t give equipment to anyone s/he expects is underage, and sends them 
away empty-handed after a moralistic lecture.

9.  When the staff member will only give clients one pack at a time and refuses requests  
for multiple items.

10.  When the worker faints after first handling a needle during training session, ‘Introduction to NSP’.

Ten Top  
LINES USED  
TO GET 
PRESCRIPTIONS 
1.  You mean the pills from last week? My house 

was burgled/my partner took them/my dog 
ate the script – again.

2.  I just arrived from interstate and I need my 
pain medication.

3.  But, doctor, only alprazolam 2mg, slow release 
oral morphine or oxycodone, pethidine 
injection and/or transdermal fentanyl work for 
my condition.

4.  If you don’t prescribe 50 xanax 2mg bricks 
on a private script for me I will hurt myself 
or someone else or both.

5.  Look, would you want me buying these 
from some street  
drug dealer?

6.  If you don’t give them to me I may well 
have a seizure. Now.

7.  Yes, that’s all, I won’t take up any more 
of your time… Oh, hang on, there’s 
just one more thing …

8.  That’s right, my previous (retired/
dead/uncontactable) doctor told me 
it was quite a high dose of a drug 
normally used for terminal cancer 
pain, but apparently I must never 
stop taking it

9.  You know what the last four guys 
asked you for? I want that too.

10.  I am asking you because you are 
the best looking, smartest and 
most compassionate doctor  
I know.

1. We don’t have any of those patients in our practice.

2. If I treat one, they’ll all turn up – they’re like flies.

3. They’re all manipulators, liars, thieves, foul-smelling, etc.

4. But we’re a family practice!

5.  My approach is to just give them what they want, provided they guarantee never to come back.

6.  My colleague doctor (in an overcrowded practice 20km away) does all the drug treatment.  
I refer them there.

7. I’d love to treat them, but my practice partners won’t let me.

8.  Yes, I do treat chronic pain patients, but they’re different from drug addicts.

9. We really don’t have any of those patients in our practice.

10.  Of course, I will treat addiction, including prescribing opioid pharmacotherapy, as I know I can  
always refer complex patients to the well-resourced addiction medicine services in my region.

1. We don’t have any of those patients in our practice.

2. If I treat one, they’ll all turn up – they’re like flies.

3. They’re all manipulators, liars, thieves, foul-smelling, etc.

4. But we’re a family practice!

5.  My approach is to just give them what they want, provided they guarantee never to come back.

6.  My colleague doctor (in an overcrowded practice 20km away) does all the drug treatment.  
I refer them there.

7. I’d love to treat them, but my practice partners won’t let me.

8.  Yes, I do treat chronic pain patients, but they’re different from drug addicts.

9. We really don’t have any of those patients in our practice.

10.  Of course, I will treat addiction, including prescribing opioid pharmacotherapy, as I know I can  
always refer complex patients to the well-resourced addiction medicine services in my region.

Ten Top 
ExCUSES TO  
GIVE WHEN 
BUSTED  
WITH DRUGS

Ten Top 
MOMENTS THAT 
SUGGEST AN  
NSP WORKER  
MAY NOT BE  
IDEAL FOR  
THE JOB

Ten Top 
LINES 
DOCTORS 
USE ABOUT 
TREATING 
DRUG USERS

Ten Top 
lines 
doctors 
use about 
treating 
drug users

The list regarding prescriptions (Left) is based on fact and reflects the scenarios and conversations happening  
daily in Australian medical practices. It includes irony.

The list below are actual verbal exchanges, identifying the bluntness that clients can receive from stressed  
workers and the many and varied reasons for missed appointments.

The piece regarding doctors (Right) lists some of the discriminatory ways in which many doctors rationalise  
their unwillingness to address their patients’ health needs.

The list of excuses (right) when busted is fiction and meant to be humorous. Similarly the list on Page 11.

The list about NSP workers (below right), all real, highlights that recruiting a workforce of effective, non-
judgemental frontline staff does present challenges from time to time.

These lists are intended to be light-hearted but promote reflection. We apologise sincerely if upon reading them, 
you are offended personally or feel that others may be stigmatised by the content. It is not our intention at all.

claRiFicaTion

98



5)  identification of Hiv  
and Hepatitis c

It is almost impossible to conceive of Australia ever having started 
needle and syringe programs – let alone enshrining them in 
national health policy – if the human immunodeficiency virus had 
not evolved and made its way into male homosexual networks. It 
was first identified in 1981. The identification of the hepatitis C 
virus (1989) and its relationship with needle sharing added to the 
public health and moral argument challenging prejudice against 
drug injectors. 

6) HigH-pRofile families toucHed
It is a toss-up as to which West Australian male pin-up’s drug 
troubles has done more in recent times to put the spotlight 
on addiction – actor Heath Ledger or footballer Ben Cousins? 
The Brownlow Medalist survived to tell of his journey into 
addiction and through treatment. En route he received support by 
telephone from Ledger. However, Ledger’s death in January 2008 
opened the general public’s eyes to the dangers of prescription 
drugs, which are in epidemic proportions in the United States 
where he died. Cousins also overdosed from prescription drugs in 
2010, but survived because he had someone with him at the time. 

continued from cover…

1. Constantly shrugging and saying ‘bada bing, 
bada boom’ in a finance meeting disguises the 
fact you’re not quite on top of the numbers.

2. Three simple words will answer all questions 
posed by an auditor: ‘how’s your family?’

3. When filling in your tax return, be plausible:  
very few eBay novelty thimble businesses take 
three million dollars a week.

4. While social media have their place, when it 
comes to sending out the right messages, 

But nothing surpasses the tirade by Irish 
Independent newspaper columnist Ian 
O’Doherty, which prompted 30 drug service 
providers and professionals to lodge a successful 
landmark complaint against anti-drug user 
vitriol.

In a column written in February this year and 
headlined “Sterilising junkies may seem harsh, 
but it does make sense”, O’Doherty wrote that 
drug users were “feral, worthless scumbags 
getting up to mischief all the time… their greed, 
their stupidity, their constant sense of self pity, 
the way they can justify their behaviour, the 
damage they do to their own family and to 
others. If every junkie in this country were to  
die tomorrow I would cheer.”

Principle 8 of (Prejudice) of the Irish Code of 
Practice for Newspapers and Magazines states: 
“Newspapers and magazines shall not publish 
material intended or likely to cause grave 
offence or stir up hatred against an individual 
or group on the basis of their race, religion, 

nationality, colour, ethnic origin, membership 
of the travelling community, gender, sexual 
orientation, marital status, disability, illness or 
age [emphasis added].”

In May the Ombudsman ruled on the issue of 
“illness.” He found the column was likely to 
“cause grave offence to or stir up hatred against 
individuals or groups addicted to drugs.”

The ruling was applauded by Harm Reduction 
International Executive Director Rick Lines, who 
said: “We believe this to be the first time that 
drug users have been identified by a media 
watchdog as an identifiable group, entitled 
to protections against hate-type speech in 
the press. In this sense, we think the decision 
of the Press Ombudsman has international 
significance.”

Recently published research has found that, on 
the whole, Australian print media coverage of 
illicit drug users isn’t as negative as many in the 
sector instinctively feel.

Researchers from the National Drug and Alcohol 
Research Centre coded and analysed 2045 
articles from 11 different newspapers that were 
published between 2003 and 2005 [22]. Each 
article had at least one reference to cannabis, 
amphetamines, ecstasy, cocaine or heroin. The 
references to drugs were either the main feature 
of the article or a secondary focus where illicit 
drugs were an important contributing factor to 
the issue being reported.

According to the lead researcher, Dr Caitlin 
Hughes, heroin-related issues received the most 
coverage (almost 22 per cent). Almost 70 per 
cent of the coverage was based on either a law 
enforcement or criminal justice topic.

“Of criminal justice articles, action against 
drug traffickers received more coverage than 
against users (83.3 per cent versus 16.7 per 
cent)” and “law enforcement action against 
users accounted for only 4.9 per cent of criminal 
justice coverage” [22]. Only 4.8 per cent of articles 
denoted drug-related harms and only 7.4 per 
cent pertained to research or reports into drug 
market shifts. 

The analysis also sought to establish the extent 
to which coverage portrayed the drug-related 
issue as a crisis requiring urgent attention. It 
found that it did in only 7.8 per cent of the 
articles and that coverage was “predominantly 
neutral” without overtly expressing an opinion. 
However, as to the “moral evaluation” or specific 
attitude denoted toward drugs or their use, 
almost a third implied that drug use was bad or 
“unacceptable in all circumstances.” 

An interesting finding was that “everyday 
patterns of new media reporting on illicit drug 
issues may be somewhat less sensationalised, 
biased and narrowly framed than previously 
suggested.” That is, however, “not to say that 
there will be no sensationalism or imbalance.”

•	 As a peak body dedicated to helping the 
NSP sector, Anex is willing to help services 
when they are approached by media or to 
proactively assist with media opportunities.

‘Junkie’ tirade cops dressing down by

media WaTcHdoG

 

Top Ten Junctures cont…

He lived. The story of Jan (a pseudonym) is but 
one case study from a “Take Home Naloxone” 
(THN) program that was trialled in 14 sites 
across Wales and which a recent evaluation 
found ran smoothly and helped saved lives [23]. 

The training aspect lasted approximately an 
hour and included a classroom talk, a DVD 
on the risks of overdose, practise sessions 
on injecting naloxone using oranges and a 
demonstration of cardiopulmonary resuscitation 
(CPR) by a paramedic or other qualified staff. 
Secondary aims of both the training in particular 
and the THN program in general were to 
promote harm reduction and improve the  
health and social care of drug users.

THN kits were issued to those who completed 
the training, and subsequent reports on their 
deployment were positive. In most cases when 
naloxone had been used in overdose events, the 
respondents claimed that the administration 
was trouble free. In all bar one case the 
overdosing person survived.

Ifor Glyn, Director of the Swansea Drugs Project 
in Wales, said that more than 600 people were 
trained and given naloxone kits. “On average,” he 
noted, “just under 10 per cent of kits handed out 
were used.”

Danny Morris of the UK National Health Service 
2gether Foundation Trust was commissioned 
by the Welsh Assembly to design and deliver 
their THN training program. He told the Bulletin 
that one of the benefits of naloxone was that it 
confronted some of the taboos associated with 
overdose.

“Families that are affected by a member 
overdosing are often very socially isolated,”  
Mr Morris said. “Losing a person through 
overdose devastates families, but because 
overdosing is a taboo, they don’t talk about it. 
It’s the same for many drug users. Many – some 
50% – will have witnessed an overdose, but 
again it’s something that never gets mentioned.

Take home naloxone success in uk piloT
“That’s a real issue in recovery, when families 
and individuals have witnessed something they 
can’t talk about. One of the many good things 
about naloxone is that it brings overdose out 
into the open.”

In his program, the first thing clients were 
taught was to call an ambulance. Administering 

naloxone came after putting the person in the 
recovery position and clearing their airways. 
Participants were also taught to calm down 
people who were coming out of overdose. 

“In the early days we were getting reports of 
some rather abrupt reactions, but now that 
we’ve got more sophisticated about dosage, 
that’s much less of a problem. All people have  

to say to someone coming round from naloxone 
is ‘no matter how rough you feel now, within 
half an hour or so you’ll be fine’, and then 
recipients calm down. 

“People are saying things like ‘I’ve never felt so 
valuable before’. Saving the life of a friend or 
family member can change the way drug users 

view themselves. Also, the way that drug users 
show themselves to be willing to help out in an 
emergency could do something to change the 
terrible image they have among the general public.”

Following the success of initiatives in both Wales 
and Scotland, a pilot double-blind randomised 
controlled trial of naloxone provision to prisoners 
upon release is also underway in England. 

That’s a real issue in recovery, when families and individuals  
have witnessed something they can’t talk about. One of the many 
good things about naloxone is that it brings overdose out into  
the open.

Jan and her partner used heroin before 
going to see their solicitor. Her partner 
then collapsed in the solicitor’s toilets 
from overdose. Jan told the solicitor to 
call an ambulance, put the dying man in 
the recovery position and then injected 
him with naloxone hydrochloride which 
reverses the effects of opiates.

Ten Top THINGS DRUG DEALERS COULD  
TEACH MORE CONVENTIONAL ENTREPRENEURS 

having a buddy hold down a bad debtor at a 
bus stop while you tap dance on his windpipe 
still takes some beating.

5. Great interview question for any Human 
Resource professional to ask: ‘How do your 
fellow street-punk, small-time lowlifes  
describe you?’

6. Want to hike up your prices? Blame the US  
for torching the Lashkar Gah poppy fields.

7. The entire piano’s deductible, even though  
you just bought it for the wire.

Ledger, a posthumous Oscar winner, overdosed unaccompanied. 
The list of drugs found in his body by the Coroner was: oxycodone, 
hydrocodone, diazepam, temazepam, alprazolam and doxylamine. 
They are better known as trademarked brands OxyContin, Valium, 
Restoril, xanax and Unisom. His father said: “Heath’s accidental 
death serves as a caution to the hidden dangers of combining 
prescription medication, even at low dosage.”

Hazel and Prime Minister Bob Hawke’s daughter, Rosslyn, had 
battled heroin addiction. In his ACTU days, Bob had enlisted 
the help of businessman, the late Sir Peter Abeles in locating 
Rosslyn, who was found in a bad way in a Sydney squat. In 
1984, facing press conference television cameras and amid 
bitter parliamentary discussions pertaining to the Costigan 
Royal Commission into the Painters and Dockers Union, the 
Prime Minister’s eyes filled with tears as he touched on parts of 
Rosslyn’s life. He later broke down in front of Malaysian Prime 
Minister Mahathir Mohamad. In a way it was more than just a 
literal watershed, with many Australians realising that illicit drug 
addiction could affect any family. Mr Hawke soon announced a 
Drug Summit later for 1985.

7) HaRm minimisation stRategy 
After the PM’s announcement, Minister for Health, Dr Neil 
Blewett, asked the Alcohol and Other Drugs Council of Australia 
(then known as the Alcohol and Drug Foundation Australia) to 
gather key stakeholders and develop consensus-based proposals 
for a strategy. It led to the 1985 Drugs in Australia: National 
Action Workshop, which determined that an objective of drug 
strategy should be to minimise the harmful consequences of the 
use of drugs to individuals, their families and the community as a 
whole, including the needs of special groups. The federal and state 
governments adopted a National Drug Strategy that included a 
stated objective of harm reduction, which has remained a part of 
drug policy ever since. 

8)  needle and syRinge  
pRogRams staRt 

Despite national drug policy including harm reduction by 
1985, there was little if any tangible political will in favour of 
committing public resources toward sterile needle provision to 
illicit drug injectors. This was in the era of the AIDS paranoia. 

Therefore, in late 1986 Australia’s first NSP was established as an 
act of “civil disobedience” by Dr Alex Wodak, enabled by the tacit 
support of NSW Police. All state governments soon accepted the 
need for NSPs and legislative provisions were passed. There are 
now more than 3000 NSP outlets in Australia.

9)  medically supeRvised  
injecting centRe opens

Justice Wood oversaw the Royal Commission into the NSW 
Police Force (1997) and recommended that safe and sanitary 
injecting rooms (note the plural) be established, in part because 
“it is fanciful to think that drug addicts can be prevented from 
obtaining and using prohibited drugs” [4]. The NSW Drug Summit 
in 1999 supported the recommendation and Kings Cross was 
chosen as a logical location as it catered for about 10 per cent 
of IDUs in Australia, and the fatal overdose rate nationally was 
about three per day at the time. In June 2000 the Uniting Church 
lodged its application for a licence to operate the MSIC and it 
commenced operations in May 2001. A decade on, it has been 
legislated as a permanent health service and is supported by the 
NSW Coalition Government.

10)  illicit dRug diveRsion 
initiative

The Council of Australian Government Illicit Drug Diversion 
Initiative was established in 1999 under Prime Minister John 
Howard. It included an agreement for a consistent approach to 
the diversion of minor drug offenders to drug education and 
treatment. It was recognition that filling prisons with people on 
minor drug-related convictions wouldn’t solve the perceived drug 
problem. The Diversion Initiative also included a component called 
Supporting Measures Relating to Needle and Syringe Programs. 
Funding to States and Territories were for two specific initiatives, 
namely Increased Education, Counselling and Referral Services 
provided through Community Based Programs and Diversification 
of Needle and Syringe Programs. The political language was 
“Tough on Drugs” and the NSP sector received significant boosts 
through the Department of Health and Ageing.Heath Ledger died  

22  January 2008 from  
an accidental overdose

 

8. Bored with PowerPoint? Try scary  
machete juggling.

9.  Confucius, he say: customer with cricket  
ball lodged in trachea is customer who does  
not complain.

10. ‘Business casual’ means pimp’s chemise 
accessorised with a high-calibre Kalashnikov.

the perception that mainstream commercial media 
demonises drug misuse in general and injecting drug users 
in particular regularly triggers complaints from people 
working in the alcohol and other drug sector.

  Recently published research has found that, on the whole, 
Australian print media coverage of illicit drug users isn’t as 
negative as many in the sector instinctively feel.
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1) illicit dRugs
According to the 2010 National Drug Strategy Household 
Survey of more than 26,000 people, roughly two in five people in 
Australia had used an illicit drug at some point in their lifetime, 
and about 3 million people had used an illicit drug in the previous 
12 months. Only 0.4 per cent of people aged 14 years or older 
had injected illicit drugs in the previous 12 months, and 1.8 
per cent had injected in their lifetime. 1.4 per cent of people in 
Australia aged 14 years or older had used heroin in their lifetime 
and 0.2 per cent in the previous 12 months (the same percentage 
since 2001).  

2)  How many injecting dRug 
useRs in austRalia?

The Return on Investment Strategy 2 report puts it at 173,500 
(range 105,000-236,000), but the truth is, there is no recent 
agreed and methodologically-sound estimate. In short, nobody 
really knows.

3)  How many people living witH 
Hepatitis c?

The most recent surveillance-based calculations posits that an 
estimated 162,000 people were living with hepatitis B infection 
in Australia. An estimated 291,000 people (as at 2009) had been 
exposed to hepatitis C virus. 74,000 were estimated to have 
cleared infection; 165,000 had chronic hepatitis C infection and 
early liver disease; 46, 000 had chronic hepatitis C infection and 
moderate liver disease and 5900 had hepatitis C-related cirrhosis.

4) peRcentage of idus witH Hiv?
Since data began being collected through the national NSP survey 
in 1995, HIV prevalence amongst all clients surveyed was only 
1.1 percent. HIV prevalence rate amongst injectors who do not 
identify as a homosexual male was only 0.4 percent. 

5)  numbeR of Road fatalities 
veRsus HeRoin oveRdoses

Road fatalities were 1764 in 1999 and 1368 in 2010. Fatal heroin-
related overdoses were more than 1100 in 1999, and generally 
about 400 a year in the past few years. 

6) smoking cigaRettes
In 2010, the proportion of people aged 14 years or older smoking 
daily was estimated at 15 per cent through the National Drug 
Strategy Household Survey. The proportion of the population 
has declined since the previous survey (2007), but the number of 
people remains steady at about 3.3 million. 

7) HaRm Reduction suppoRt
Nationally, 68.5 per cent supported NSPs, up from 54.6 per 
cent in 2004. 69.3 per cent supported methadone maintenance 
programs. Support for regulated injecting rooms was 51.5 per 
cent nationally, and as high as 71.2 per cent in the ACT.

Not one of Aesop’s Fables 
A little Tasmanian rabbit is happily running and skipping through 
the World Heritage old growth forest when he stumbles upon a 
wombat rolling a joint.

The rabbit looks at her, gives her a hug and says, ‘Wombat, my 
friend, think about what you’re doing to yourself! Come with me 
running through the forest, you’ll see you’ll feel so much better!’ 
The wombat looks at him, looks at the fat joint, tosses it and goes 
off running with the rabbit. 

Then they come across an emu crushing MS Contin with its beak. 
So the rabbit again says, ‘Emu my friend, why do you do this? 
Think about what you’re doing to yourself! Come running with us 
through the pretty forest, you’ll see, you’ll feel so good!’ 

 

The emu looks at them, looks at his spoon, his two wheel filters 
and roll-your-own cigarette filter and the rest of his gear, then 
starts running with the rabbit and wombat.

The three animals then come across a Tasmanian Tiger about to 
have a pipe of quality opium diverted from the Apple Isle’s legal 
poppy fields. ‘Tiger, my friend, why do you do this? Think about 
what you’re doing to yourself! Come running with us through the 
sunny forest, you will feel so good!’ The last remaining Thylacine 
looks at him, puts down his pipe, and starts to beat the shit out of 
the little rabbit.

The wombat and emu watch in horror, then finally obtain the 
presence of mind to pull the Tiger off the rabbit. ‘Mate,’ they 
reprimand, ‘Why did you do this? He was merely trying to help  
us all!’ 

The Tiger answers, ‘That little bugger has me running around the 
forest like an idiot for hours every time he’s on ecstasy!’

REGARDING DRUG USE AND NSP SUCCESS IN AUSTRALIA
TEN TOP FACTOIDS

8)  estimated numbeR of Hiv and 
Hepatitis c cases pRevented

On average each year more than 3000 HIV cases and more than 
9500 hepatitis C infections are prevented throughout the needle 
and syringe programs nationally. 

9) needle coveRage
It is calculated that on average, an injecting drug user receives 
between 160 and 290 sterile needles and syringes each year. 
The Lancet has written that in Sub-Saharan Africa, which is now 
experiencing growth in illicit drug injection, the coverage is only 
about 0.1 needles per IDU.

10)  Hiv cases attRibuted  
to dRug injection

According to the most recent national surveillance report, only 
two cases of “newly acquired” HIV identified in 2009 were 
attributed to drug injection only. 235 were attributed to male-
to-male sex, and 23 to heterosexual contact. In 2002 and 2008, 
not a single case of “newly acquired” HIV was attributed to drug 
injection only. It proves that needle and syringe programs have 
successfully prevented HIV from running rampant in injection 
networks – unlike many parts of the world where more than half 
of IDUs are HIV-positive.

Thanks to many experienced colleagues throughout the sector who 
contributed their thoughts to the Top Tens including the following 
people who agreed to be named.

Peter Muhleisen, Cheryl Delalande, Sydney MSIC staff, Dr Mathew Frei

Apologies for those contributions that (although witty, humorous  
and truthful) didn’t quite make it past our open-minded censor.

The happy RabbiT meeTs 
law enFoRcemenT


