
September 2021

Bulletin 
The 

REAL   
PEOPLE,  
REAL   
STORIES: 
THE LIVED   
EXPERIENCE   
WE WOULD LOVE    
TO BE  WITHOUT 
Page 3 

TIME TO  
REMEMBER.  
TIME TO  ACT: 
INTERNATIONAL OVERDOSE  
AWARENESS DA Y 2021 
Page 11 

Q&A  WITH DR KIMBERLY SUE 

‘THESE ARE  OUR  
PATIENTS, OUR 
FRIENDS, OUR 

FAMILY MEMBERS ’ 
Page 15 



  

 

  

 

 

  

  

 
  
 
  
  

 

  

  

 

FOREWORD 
Dear colleagues, 

The lead story in this month’s Bulletin brings together 
seven stories of people who’ve had their own brush with 
overdose, either through their own overdose or through 
losing a loved one. 

As we remember the people no longer with us and 
acknowledge the pain of the loved ones left behind, 
it is also a chance to sharpen our focus on what needs to 
be done to reduce overdose. 

On the 4th of August, new amendments come into effect 
in Victoria which eliminated the offence for a person who 
collects sterile injecting equipment from an NSP to share 
that equipment with others. 

In addition, trained workers at Victorian NSPs can also 
supply naloxone to members of the community who may  
be at risk of opioid overdose.  Victoria is not the first to 
make such a change, but it is still an important step. 

The naloxone change will save lives and should 
be commended. 

Naloxone is vital but our entire system of managing 
opioids and other drug harms needs serious attention. 

The overdose challenge is taken up by Adrian Dunlop, 
Buddhima Lokuge and Nick Lintzeris in their recent 
editorial in the Medical Journal of Australia. In their piece,  
the authors explain that our patchwork approach to 
managing opioids is failing patients. 

They write that a “comprehensive and coordinated 
approach to overdose prevention by national and state 
governments and professional groups is needed.” 

The best solution would be a National Overdose 
Prevention Strategy, developed in close collaboration with 
frontline workers, people with lived experience and other 
experts, aiming to end overdose. 

Australia had an overdose strategy twenty years ago. 
Although much of it is still relevant, it’s gathered dust 
while tens of thousands have died unnecessarily. 

As always, please get in touch with your thoughts – 
we rely on the feedback of people living through drug 
issues to inform our approach. 

John Ryan 
CEO, Penington Institute 

 info@penington.org.au 
 facebook.com/peningtoninstitute 
 twitter.com/peningtonnews 
 linkedin.com/company/penington-institute 
 Penington Institute 
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REAL  
PEOPLE,
REAL 
STORIES 

THE LIVED EXPERIENCE  WE   
WOULD LOVE  TO BE  WITHOUT 

OVERDOSE IS AN OPPORTUNIST, 
READY AND WAITING TO TAKE 
ANYBODY AT ANY TIME. 

Statistics from Scotland show that, on average, from every seven 
people who experience unintentional overdose as a result of using 
drugs, one does not survive.Among the “lucky” six who do, the harm 
can be considerable, ranging from physical to psychological or a 
combination of both. 

In the lead-up to International Overdose Awareness Day 2021, 
The Bulletin has collected these seven raw and candid stories. 

The drugs involved are diverse, yet a common thread runs through 
all the stories: a call for greater understanding of overdose, and 
greater action to prevent it. 
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REAL PEOPLE, REAL STORIES : THE LIVED EXPERIENCE WE WOULD LOVE TO BE WITHOUT 

IN 2018, SANDRA MCGIVERN SET UP THE 
WEBSITE MY NAME IS MUM BOTH AS A TRIBUTE 
TO HER LATE SON, ANGUS, AND AS A SOURCE OF 
SUPPORT FOR OTHER MOTHERS OF CHILDREN 
AFFECTED BY OPIOID ADDICTION. 
This year she will mark IOAD by launching a book by 
the same name documenting her journey with Angus. 

Sometimes life can go very wrong so wrong 
that you can’t imagine how it happened. 

From the minute he could walk,Angus was 
kicking a football. When he was in the US 
visiting his dad on holiday, he decided to try 
out at a gridiron college, won a place and 
went off to follow his dreams. His future 
looked bright. 

After being injured, he was prescribed 
opioid pain meds so powerful that he could 
continue playing until in the end he could 
hardly walk. 

He became addicted to these opioids – a  
secret addiction. After losing his scholarship  
and his place on the team and becoming  
depressed and humiliated, he finally told us  
about it and went into a rehab program. 

His hopes of becoming a champion 
footballer went from being a dream come 
true to being our biggest nightmare. 

Returning to Australia with a back injury,  
he didn’t want spinal fusion as he was in  
his 20s and really believed he’d be able to  
play again. He had physio and chiro, trained  
with a local team and went to doctors for  
help – and there he was again prescribed  
opioids.  What followed were seven years  
of struggling with addiction, three visits  
to rehab and many  visits to hospital  
for everything from overdose to blood  
poisoning, finally leading to him being  
prescribed a drug 100 times more potent  
than morphine: fentanyl. 

It was fentanyl that killed him. 

This is a drug that’s used for post 
operative and palliative care, so why was 
a young man with sporting injuries given 
it over and over again? 

His hopes of becoming a 
champion footballer went 
fom being a dream come 
true to being our biggest 
nightmare. 

Even after I told them he was a recovering 
addict he’d be given fentanyl injections and 
patches, and I’d take him home and think, 
“How am I going to manage this?” 

It was like being knee-deep in mud, never  
knowing the best way forward, often finding  
I needed to backtrack and usually just  
moving sideways. 

How do you tell if someone you care about 
is in danger of opioid addiction? 

I noticed massive mood swings: one minute  
Angus would be confident, elated and  
happy and have all these plans, then he’d  
be moody and snappy, eating erratically,  
sleeping during the day and staying awake  
all night. He’d be uncontactable for days  
and his stories just didn’t add up: “My phone  
broke.” “I left my phone in a friend’s car.”  
“I need to borrow $100 because I broke  
a friend’s car window accidentally and he  
needs it for work.” 

Mother’s intuition tells you when 
something’s just not right. 

I heard a pain specialist say that over  
the past 15 years, the prescription and  
use of opioid medication has increased  
enormously. Patients want a quick fix and  
doctors want to fix their patients. 

But the side-effects of this are 
dependence and slower recovery, and in 
many cases addiction and overdose. It can 
happen to anyone. 

Have the conversation: talk to your doctor, 
talk to your loved one. Don’t keep it a secret. 

Have the conversation: 
talk to your doctor, 
talk to your loved one. 
Don’t keep it a secret. 

As mothers we all want to make excuses for 
our kids, and there’s the stigma of having 
a child who’s an addict. People imagine 
they’re out in a laneway or in a house 
shooting up but this is something they do at 
home, while watching television.They don’t 
look drunk or stoned; they just fall asleep 
and don’t wake up. 

Every day on average, three people in 
Australia die from prescription pain and 
sedative medication overdose more than 
die on our roads. My son was one of those 
people. 

I started My Name Is Mum after 10 years of 
living with and loving Angus in addiction

 10 years of searching for help, answers, 
support and miracles.The project is in 
honour of my son, who lost his battle in 
September 2017. 

The addiction is not our child, and by 
learning to separate the addict from the 
child we love, we can stay strong enough to 
make a difference. 
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REAL PEOPLE, REAL STORIES : THE LIVED EXPERIENCE WE WOULD LOVE TO BE WITHOUT 

LITTLE BY LITTLE, JUSTINE SLID INTO OPIOID 
DEPENDENCE AFTER SEEKING RELIEF FROM 
MENSTRUAL CRAMPING. 
As a Gen X  Australian who had been conditioned not to  
second-guess medical advice, Justine was reluctant to  
question her doctors about the long-term use of prescribed  
opioid-based medication – something she now urges other  
pain patients to do.  

I started consulting doctors regularly as a 
teenager, suffering from typical feminine 
period pain. 

What I didn’t know then was that by trying 
to relieve my symptoms I was setting in 
motion a path towards addiction. 

In consulting more than 50 practitioners 
over three decades in a desperate bid to 
eradicate that pain, I became incapacitated 
by migraines and dependent on codeine-
based painkillers. 

My blind faith in medical opinion placed my  
health in serious jeopardy. As a society, we’re  
conditioned not to question those providing  
diagnoses and medications. 

The promotion of drugs – like all effective  
advertising – is seductive.  The message is  
“Take a pill and all your pain will go away”.  
However, this is fiction, not fact. 

What was initially period pain turned into 
what is now known as over-medication 
headache: the result of consuming too 
many opioids. 

There were long stretches of time when I was  
unable to work or even leave the house. At my  
worst I was an invalid living in constant pain.  
Life consisted of alternating between doctors’  
appointments and hospital admissions.  
With diminishing funds, battered self-worth  
and increasing isolation, being diagnosed  
with depression was inevitable. This in turn  
demanded more medication. 

“Take a pill and all 
your pain will go away.” 
However, this is fction, 
not fact. 

My incapacitation wasn’t due to disease or 
choosing to take illicit substances it was 
the result of being too trusting of advice 
from doctors. 

All prescription drugs are accompanied by 
disclaimers, but doctors never warned me 
that my long-term reliance on opioid-
based drugs for pain relief was damaging. 
I didn’t ever hide the fact I took large 
quantities of painkillers and I often asked 
if I was jeopardising my health, but my 
queries were answered vaguely. Yes, such 
drugs were dangerous in large doses, 
but I was led to believe my intake wasn’t 
dangerous and that I wasn’t an addict. I 
subsequently discovered both of these 
things were untrue. 

Over time I consumed a daily cocktail of  
increasingly strong painkillers, ranging  
from Panadol to Nurofen Plus, Panadeine  
Forte, Endone and finally Oxycontin. By  
2010 I couldn’t function as my migraine  
was permanent and excruciating; the opioid  
drugs didn’t provide any relief. 

Drastic action was needed and, thankfully,  
my GP suggested I attend a pain  
management clinic. I underwent intensive  
treatment for opioid addiction in hospital  
but what worked for me was to stop taking  
the drugs and endure the horrific side-
effects. It took a couple of years before the  
opioid-induced migraines subsided. 

I then had to cease taking the enormous 
doses of antidepressants I’d been 
prescribed; this had to be done slowly to 
avoid extremely unpleasant side-effects 
such as dizziness and headaches.Therefore, 
another few years were dedicated to 
gradually eradicating the 450mg dose of 
Effexor I’d been taking every day. 

I’m now in my 50s and 
grateful that migraines 
and painkillers no longer 
govern my life. 

It took until 2018 to complete my program,  
and throughout the process I had to be very  
clear with doctors that I was determined   
to be drug free. Many practitioners –  
even those at the pain management clinic  – 
warned that coming off drugs was difficult  
and that staying on them was the easier  
alternative. However, I insisted withdrawal  
was my only  viable option. Doctors are  
very quick to write a prescription but often  
reluctant to advise a patient to stop   
taking a drug. 

Questioning the status quo is difficult. 

To rationally evaluate medical advice in  
the consulting room is hard, as discomfort  
and emotion impede clear judgment.  
Pain makes you vulnerable. All you can  
concentrate on is finding a way to make it  
cease. I didn’t have the presence of mind to  
question whether or not the medical advice  
offered to me was actually safe or effective.  
I assumed it was, and by the time I realised  
it wasn’t, it was too late; I’d succumbed to  
the toxic cocktail of over-prescription that  
grips our society. 

Regaining my health has taken years, 
extreme determination and all my strength. 

I’m now in my 50s and grateful that migraines 
and painkillers no longer govern my life. 
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REAL PEOPLE, REAL STORIES : THE LIVED EXPERIENCE WE WOULD LOVE TO BE WITHOUT 

SINCE LOSING HER DAUGHTER ALEX TO 
OVERDOSE, JENNIE ROSS-KING HAS CAMPAIGNED 
PASSIONATELY AGAINST THE STIGMA AND 
TABOO THAT PREVENTS OPEN DISCUSSION AND 
EDUCATION AROUND DRUG USE. 
Alex’s death was one of six examined by NSW Deputy Coroner 
Harriet Grahame in a landmark inquest in 2019 that found 
high-visibility policing at music festivals “increases rather than 
decreases” drug risks for young event attendees. 

Alex was born on May 25, 1999 and went to 
the angels on January 12, 2019. 

Alex had an uncomplicated life. At school  
she did very well at everything, and she  
was a talented artist. Alex worked a casual  
job from the age of 13 and, after leaving  
school, joined the family business. She had  
no immediate career plans but in the first  
instance was going to see the world and  
restore her beloved 1970 VW Beetle. 

Alex  like many 19-year-olds  went out 
partying on weekends, slept in until midday, 
had an untidy room and, rest assured, could 
be a cheeky brat. She was your typical 
teenager: mischievous, outgoing, boundary-
pushing, free-spirited, loving and caring. 
Alex brought a little humanity, fun, sunshine 
but most of all craziness into my life, into 
everybody’s lives. 

I’m still in a world of disbelief that this has 
happened. Because THIS doesn’t happen to 
us; THIS happens to some other family who 
we read about in the newspapers and see 
on the news. We’re a family like any other 
who’ve had good times and not-so-good 
times... but not THIS. 

Our story is not one of addiction, a long 
struggle with drugs, a torn-apart family or a 
challenge with mental health. Our story is 
one of pushing boundaries, rites of passage 
and experimentation. Ours is a story just like 
any other family’s story. 

Our children, our young people, are exposed 
to drugs  legal and illicit drugs in their 
everyday lives. Some just say “no”, but many 
have pushed and will continue to push 
boundaries. Many will experiment and 
nothing bad will happen. 

That was Alex’s journey  until things went 
terribly wrong and nobody knew what was 
happening, not even Alex. 

Alex died because she took an unusually  
high dose of MDMA before arriving at a  
music festival. She was afraid of being  
caught with it during a police drugs check 
– there’s literally more fear of being caught  
and having it on your record than of dying.  
It doesn’t make sense but that’s the reality. 

Alex and her friends, despite having a lot 
of information on the effects of MDMA, 
didn’t know the real symptoms nor the 
harm reduction strategies they could use to 
potentially reduce the worsening symptoms 
of overdose. 

Worse still, as a parent, I didn’t know  not 
until it was too late. 

Illicit drugs, law reform, drug policy: I knew 
very little and, if I’m being honest, I didn’t 
take much notice. I now know better; I’ve 
been slapped in the face by my ignorance 
and I realise just how dangerous my 
indifference has been. It cost my daughter’s 
life. 

Certain drugs are not illegal because they 
are dangerous; they are dangerous because 
they are illegal, as I’ve learnt over the past 
two and a half years. 

Any drug use comes with risks; however, 
only a small number of people who use 
drugs will go on to become addicted or 

Certain drugs are not illegal 
because they are dangerous; 
they are dangerous because 
they are illegal, as I’ve 
learnt over the past two and 
a half years. 

There are actually no 
mistakes at all, only 
lessons to be learnt and 
opportunities for change 

have a dependency and many fewer will 
die, simply because of some of the harm 
reduction strategies now in place. 

“Your daughter has gone into cardiac arrest.” 

I didn’t know it at that moment, but the  
feelings and emotions of confusion and  
helplessness, soon to be despair, would be  
the first of hundreds I’d go on to feel. Time  
no longer exists like it used to. I’ve learnt  
that this is grief, this is trauma. 

I read once that everybody makes mistakes 
in life  this is how we learn but it doesn’t 
mean we should have to pay for them for 
the rest of our lives or, more importantly 
with our lives. 

Alex made a mistake one that many 
have made and will continue to make in 
one form or another. We shouldn’t judge 
people (especially young people) on their 
mistakes just because it’s not a mistake 
you would make. I’ve come to realise when 
I/we change our mindset, it allows us 
to understand that there are actually no 
mistakes at all, only lessons to be learnt and 
opportunities for change. 

When we’re open to learning from others,  
we have the benefit of their experience.  
THIS, is not an experience I care for anyone  
else to have. 
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REAL PEOPLE, REAL STORIES : THE LIVED EXPERIENCE WE WOULD LOVE TO BE WITHOUT 

ESHA LEYDEN SHARES HER LIVED EXPERIENCE 
WITH OTHER PEOPLE WHO USE DRUGS IN 
ORDER TO HELP THEM MANAGE THEIR OWN 
PRACTICES IN HER WORK AT QUIHN. 
Esha recalls two specific incidents that really shook her. 

I’ve experimented with almost all the party 
and street drugs. 

One night two good mates and I were  
invited to a house party. I picked them  
up and one of my mates had some frank  
(GHB) on them, so before we walked into  
the party, we each had a dose.  We didn’t  
have anything to measure it out with, so we  
decided to fill up a Mount Franklin water  
bottle lid. 

We hadn’t been there even 10 minutes 
when the fantasy hit us like a tonne of 
bricks  it came on that quickly. 

We decided to head to another mate’s place. 
I was driving, we had the music full-bore 
and we were all dancing in my car. At one 
stage I must have gone up a gutter or 
something, which woke me up and I started 
concentrating again. I remember driving 
into my mate’s street, parking the car and 
getting out screaming at her on her balcony. 

Then I woke up with nurses around me 
asking all these questions, like “What did 
you take? Do you know where you are? 
What’s your name, date of birth?” 

“Well, it smells like a hospital to me,” I 
replied.“Did you call my next of kin?” 

The nurses told me, “It was very close. We  
thought a few times we’d have to call them,  
and you nearly ended up in intensive care too.” 

As I was walking to the toilet, I saw my two 
friends in the beds next to me. 

We hadn’t been there 
even 10 minutes when 
the fantasy hit us like a 
tonne of bricks – it came 
on that quickly. 

When they discharged me I had nothing 
with me.They’d ripped my dress off so the 
only thing I had on was a hospital gown. 
They gave me one call to my dad. It was 
4am. He picked me up. 

Another time, a friend brought over some  
GHB. I’d taken it quite a few times so I knew  
what I was taking, what to expect and how  
much to take – it wasn’t something I was  
trying for the first time. I was with people I  
trusted and had known for quite a few  years.  
I had only 1.5ml and my girlfriend had 3ml.  
After only 5–10 minutes it hit me. 

I was feeling hot so got into the shower  
to cool down, thinking it would lower my  
body temperature. In the shower I was weak  
and losing the feeling in my legs; it was  
becoming hard to keep standing. I finally  
walked to my bedroom, which was only a  
few steps away, and fell onto the bed. 

I had no control of my body: I had no 
control of my hands, arms or legs and I 
couldn’t speak. I was seriously overheating. 
All I remember is wanting to get back into 
the shower but not being able to move.As 
much as I tried, the worse I got.Then the 
stomach pains started.They became so bad 
I was crying and screaming, and then dry-
retching and wanting to throw up.At the 
same time, my body was still overheating. 

Suddenly I started fitting and my heart was  
beating at a hundred miles an hour. I was  
trying to yell out to someone to call an  
ambulance, but no words were coming out. 

In 30 years of using drugs this was the 
only time I really thought I was going to 
die or end up needing someone to look 
after me 24/7. 

The advice I’d give from my experience?  
Make sure you dose accurately.  Water bottle  
lids just don’t cut it finely enough. 

I had no control of my 
body: I had no control of 
my hands, arms or legs 
and I couldn’t speak. 
I was seriously overheating. 

Always dose yourself so you’re in control 
of what you’re taking. A typical dose 
varies between 0.5ml and 1.5ml, although 
everyone reacts differently. (At QuIHN we 
stock 1ml syringes.) 

Prepare your own G. Premeasure carefully 
using a syringe or pipette, and never swig 
from the bottle. 

And ALWAYS HAVE LESS you can have a 
bit more if you need it. Use as low a dose as 
possible and wait until the effects are felt, 
because the strength of G can vary. 

Be careful not to mix different types of G 
GHB and GBL. 

Because G can affect your memory, record 
the time you’ve taken your dose and keep it 
in a visible place. 

Take G orally; don’t snort or inject it. 

Avoid mixing G with alcohol or other 
depressant drugs. 

If you can, use food colouring to identify 
your G so you won’t accidentally mix it with 
other drinks or water.This reduces the risk 
of overdose. 

Store it safely, out of reach of children and 
other adults. 

Always dose small to survive rather than 
take a dose that can cause injury or death. 
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REAL PEOPLE, REAL STORIES : THE LIVED EXPERIENCE WE WOULD LOVE TO BE WITHOUT 

IN 2015, MIKE AND BRENDA 
MARTIN LOST THEIR DAUGHTER 
HEATHER FOTIADES TO OVERDOSE, 
LEAVING BEHIND A DISTRAUGHT 
FAMILY: HUSBAND, CHILDREN, 
SIBLINGS, PARENTS. 
Six  years later the Martins continue to urge  
pain patients and those in their immediate  
support circle to learn as much as possible  
about opioid-based medication and its  
potential risks. 

My wife and I will always blame ourselves 
that we didn’t do enough, know enough. 
We’re always wondering if we could have 
done more… something… anything. 

It’s a long story: a car accident, opioids, the  
failings of doctors. Everything from start to  
finish is painful. 

Heather was 17 when she was injured. We 
were living in the Northern Territory then. 

After the accident and leaving hospital,  
she continued to complain about pain 
in her foot and hip. No one seemed 
interested.  They  virtually said it was all 
in her head. But eventually they realised 
they’d missed finding small objects in her 
foot that she was walking on all the time.  
They also found that they’d left in some 
small screws that had worked their way  
right through her hip joint to stick out and 
scrape against the bone. 

This all took a long time, because they were 
the experts and what Heather thought 
wasn’t valid. The easiest thing for them was 
to keep giving her opioids. There was never, 
to our knowledge, a “Sorry, we stuffed up” 
offered to her. 

A number of things contributed to Heather’s 
death. Alone they would possibly have 
been okay, but together and with the lack 
of interest and care given to her and the 
failure to taper her doses to a safe level it 
was all too much. 

In the end, all up she was on 11 different pills.  
The last one given to her by the pain clinic  
in Darwin was the one that finished her. That  
one pill told her she didn’t need to breathe. 

Heather was 43 and married with a 
daughter and a son of her own. 

When we speak about this 
now, we beg people: please 
don’t trust anyone but 
yourself. Research the drugs 
you’re being given before 
you take them, and always 
double check. 

It wasn’t until the coroner’s inquest into 
Heather’s death in 2017 that we started 
to think about medical practitioners 
prescribing high-dose opioids for chronic 
non-cancer pain.There were more than 
50 boxes of prescription medication in her 
bedroom, including Endone, methadone, 
ibuprofen, Stilnox, Lyrica, Naramig, Endep, 
Panamax and an asthma inhaler. 

The inquest found that there wasn’t enough 
being done to monitor the number of 
prescriptions and opioids Heather was 
given.The coroner found it had been a 
“preventable death” and that had the 
systems been in place to monitor it she 
would have still been here  that a service 
like real-time prescription monitoring 
would have saved Heather’s life. 

We went home and began to research 
opioids, and we found what the doctors 
should have already known, what the 
inquest stated. 

This type of drug should be only for short 
term use. Most of these drugs, after that 
short term, then begin to make pain worse, 
not better. 

Picture: Nathan Edwards/The Daily Telegraph 

We’re still trying to understand it. 
After reading up on the pills we still can’t 
fathom why the doctors gave her so many. 
They should have known they were wrong. 

But no-one was blamed, no-one was found 
guilty. We know who we blame and who 
should have been held accountable. 

That no-one was found responsible has 
been very hard for us to take.There wasn’t 
even a smack on the wrist. These are people 
we should be able to trust with our health. 

Heather’s brother Sean has Down 
Syndrome and he misses her the most. 
He says, “Sissy gone”. 

We want everyone out there to be  
aware of the ramifications of taking pills  
without checking what we’re being given.  
Technology now lets us look up anything, so  
look up your pills and read about them, then  
decide if you want to take them. 

People might argue that it was partially 
Heather’s fault for taking more prescription 
drugs and going to other doctors, but hang 
on: if you’d been on all these drugs from the 
doctors for years, how would you feel? Of 
course you’d want them. 

The most important question is whether 
we have a proper system in place to stop 
this happening to another daughter, sister, 
mother, wife. 

When we speak about this now, we beg 
people: please don’t trust anyone but 
yourself. Research the drugs you’re being 
given before you take them, and always 
double check. 
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REAL PEOPLE, REAL STORIES : THE LIVED EXPERIENCE WE WOULD LOVE TO BE WITHOUT 

AFTER RECOVERING FROM PSYCHOSIS BROUGHT 
ON BY USING SYNTHETIC MDMA, MIKE CARROLL 
NOW CHANNELS HIS LIVED EXPERIENCE INTO 
SUPPORTING OTHERS. 
From his base in regional Victoria, Mike works with clients 
through a service he set up last year, MC Counselling. 

I’ve always had an obsession, almost, with 
stimulants. By the time I moved from 
Sydney to Melbourne, I’d done pretty much 
every “bad” thing I could. 

I didn’t like myself. I never had. I used drugs 
to hide that  the only thing I was good at 
was using lots of drugs. 

Career-wise I was doing personal 
development. I’d get up at 3am to teach 
online, then I’d work a 10-hour day at a 
caryard, plus I was breeding exotic parrots. It 
just got to be too much to handle. 

I wasn’t taking MDMA to get high but to 
have the energy to sleep for three hours 
a day and work for 21. Of course, then 
I wasn’t able to sleep no matter how 
exhausted I became. 

Eventually I was sacked from the caryard. 

I wasn’t eating; I was only having stimulants 
and organic multi-vitamins. It was only the 
fact I’d been really overweight that kept me 
alive. 

I believe I got caps of pure MDMA  which 
now believe to be synthetic MDMA. MDMA’s 
used by a lot of people in its pure form but 
without the reaction I had. 

When I say“the reaction”, I went into psychosis. 

I was delusional, panicked. I had anxiety. 
I was calling 000. 

I was seeing snakes in my house and in my 
car  slithering, massive snakes. I called the 
snake-catcher so many times he refused to 
come out to me in the end. 

I became freaked out by my boarders at  
home. I had a paranoia of being watched 
– on social media, in the street, at the  
supermarket. I was seeing secret rooms,  
and I was convinced there were sex parties  
going on in other, hidden rooms that I  
couldn’t find. I was suspicious of any friend  
brave enough to spend time with me. 

It was the scariest of times. 
It was also the loneliest of times – lonely because 
drugs are designed to be consumed with people, 
not alone. 
I realised I had to get help. 

It was the scariest of times. 

It was also the loneliest of times lonely 
because drugs are designed to be consumed 
with people, not alone. 

I realised I had to get help. 

I went into a psych ward. It was amazing – I  
felt safe. There was a security guard at the  
front door so nothing could get in, and I  
could sleep. The three times I was there for  
four or five days I was seeing a psychiatrist  
and trying my hardest to let my body mend. 

But every time, within 24–48 hours of 
getting out, I’d be using again. 

It was complicated by the fact I didn’t like 
me. I’d never liked me, even though I hadn’t 
really understood why. In not loving myself 
I didn’t want to have intimate relationships 
with people, or if I did, I’d become addicted 
to them. 

I was in that space that I just don’t want 
anyone to be in. There was no-one around 
to care for me and say “Hey Mike, you’re 
going off the rails here”. 

At the same time, I had both my birth 
father and my adoptive father plus my 
grandmother pass away and I lost a 
relationship.There were lots of things that 
weren’t being dealt with. 

I needed time out from the world. 

Anti-psychotic medication was necessary.  
What was prescribed turned me from an  
amphetamine-high, sleep-deprived junkie  
into a month-long-bedridden being. This  
allowed me to transform, to repair my mind.  
I stayed on anti-psychs for two years then 
– because I was sick of feeling like a robot  
without emotion – I went off them: not  
abruptly, and with my doctor’s approval. 

Moving to a small town changed everything 
for me. I connected in a different way than 
I’d ever done before with my life. I became 
interested in my food. I became interested in 
the sunrise. I became interested in exercise 
and being at the beach. I started working 
again, and then in March last year I decided 
to use my experience as both a counsellor 
and a consumer to develop MC Counselling, 
a service that addresses what I believe has 
been missing from the state-funded AOD 
services in order to help people to become 
addiction-free and living their best lives. 

Now, I’m finally in control and liking myself 
for the first time ever. 
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REAL PEOPLE, REAL STORIES : THE LIVED EXPERIENCE WE WOULD LOVE TO BE WITHOUT 

SEE MORE STORIES   
ON INSTAGRAM: 
@OVERDOSETRIBUTE 

This is one of those tributes. 

Sarah was a complicated person with  
traumas and demons and sadness that she  
never quite knew what to do with. 

Ultimately, her life was cut short because  
of this. 

My sister was a person who used drugs,  
and used them in a problematic way, but to  
define her by her manner of passing is to  
insult her – she was a human being and she  
was more than that. 

Sarah was a person who loved her family  
and was fiercely loyal – I believe that her  
truest self was seen in the rare moments of  
tenderness she showed the world. 

Sarah, adoring her newborn nephew, napping 
with him in her softest down comforter. 

Sarah, comforting me when I really needed it. 

Sarah, the first one on the scene if I was in  
trouble, taking me for coffee, not making me  
talk about it. 

Sarah, diving into the pool with me and  
floating weightless. 

Sarah on Christmas mornings presenting 
each small, heartfelt gift, wrapped in 
impossibly perfect creases. 

Sarah was a person who 
loved her family and was 
fercely loyal - I believe 
that her truest self was 
seen in the rare moments 
of tenderness she showed 
the world. 

This is how I will remember Sarah 
eternally beautiful. 

At peace  finally. 

My grief is immeasurable. But I see her   
in flowers blooming towards the sun and   
in small blue butterflies flitting through   
the woods. 

She’s the stars and the sky and she’s free – 
she’s flying – just like she always wanted. 

In memory. 
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IN MID-2020, PENINGTON INSTITUTE  
STARTED  A NEW INSTAGRAM PAGE  TO  
COLLECT  TRIBUTES FROM PEOPLE   
WHOSE LOVED ONES HAD PASSED  AWAY. 

https://www.instagram.com/overdosetribute/


TIME TO  
REMEMBER.  
TIME TO  ACT: 
INTERNATIONAL OVERDOSE  
AWARENESS DA Y 2021 
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AUGUST 31 – JUST A FEW DAYS 
FROM NOW – WILL MARK 20 YEARS 
OF INTERNATIONAL OVERDOSE 
AWARENESS DAY. 
From humble origins in St Kilda in 2001, it has grown into 
the world’s largest annual campaign to end overdose and 
acknowledge without stigma those personally affected. 

In 2001, 1,313 Australians lost their lives to drug-related causes.  
By 2019, more than 2,000 Australians had died of drug-related 
causes for the sixth year running. Road traffic deaths, meanwhile,  
declined and have now been much lower than the overdose toll 
for years. 

More recently still, COVID-19 has dramatically escalated the 
overdose crisis in North America, with preliminary data indicating 
the United States suffered more than 93,000 overdose deaths in 
2020  the highest number on record. 

Although it’s difficult to identify all the factors which have 
contributed to this dramatic increase, says John Ryan, CEO of 
Penington Institute, key issues stand out. 

“If you were to identify the main factors contributing to 
increased overdose deaths, what stands out is lack of access to 
affordable and evidence-based harm reduction interventions and 
dependence treatment including pharmacotherapy, the increasing 
potency of illicit drugs and new substances such as fentanyl, and 
not enough attention to the fundamental drivers of drug use 
such as trauma and lack of opportunity. The dominance of law 
enforcement to manage drug use issues has not been successful 
but continues,” John says. 

“There’s been progress made on some fronts, such as improved 
access to and community knowledge of naloxone. But it hasn’t 
been enough to make a real dent in the numbers yet.” 

According to John, the fact that these challenges remain and 
are relevant across the world makes International Overdose 
Awareness Day even more important. 

“It isn’t easy to convince people that drug use is a health issue 
and not a law-and-order issue. But as more people realise the 
scale of the crisis and the War on Drugs consensus begins to 
weaken, IOAD is a vital part of moving the conversation forward.” 

Hundreds of IOAD events are held around the world. They range 
in size from small morning teas to large community actions, but 
they all have overdose awareness and prevention at their heart. 

Last year, Musicians for Overdose Prevention teamed up with the 
National Harm Reduction Coalition to stage an online concert 
featuring 25 artists playing sets from noon to 10pm. An even 
larger event is planned for 2021. 

In Myanmar, Médecins du Monde held a series of overdose 
awareness and response workshops across three sites. 

Closer to home, the Alcohol, Tobacco and Other Drugs Council in 
Tasmania invited members, other community organisations and 
members of the public to fold a crane to remember those lost to 
overdose and wish for a world free from overdose harm. It also 
created a stunning #EndOverdose mosaic representing the 10,035 
cranes folded through 2019 and 2020. 

Get involved in 2021 

Even though there’s just few days until International 
Overdose Awareness Day, there are still many ways to get 
involved if you haven’t already. 

Plan and register an event: 
It’s not too late! Check out the IOAD Event Support Kit 
which has all the info you need. Once you have planned 
an event, make sure to register it on our website. 

Engage with our resources: 
The IOAD website has a wide range of educational 
resources including overdose factsheets and posters. 
Download them, print them out and display them at your 
service. 

Order merchandise: 
Show  your support for the goals of IOAD by  ordering some 
merchandise.  Wristbands, lanyards and lapel pins can be 
purchased from the campaign website. 

Get social: 
Show your support online by posting about IOAD on 
social media. Tag our Facebook, Twitter or Instagram 
accounts and use the hashtags #EndOverdose, 
#OverdoseAware and #IOAD2021. 

12 

https://www.overdoseday.com/wp-content/uploads/IOAD_Event_Organisers_SupportKit-20.pdf
https://www.overdoseday.com/register-your-event/
https://www.facebook.com/InternationalOverdoseAwarenessDay
https://twitter.com/OverdoseDay
https://www.instagram.com/overdoseawarenessday/
https://www.overdoseday.com/campaign-resources/
https://www.overdoseday.com/shop/
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As we approach International Overdose Awareness Day 2021, 
hundreds of events are already planned. Candles will be lit, lost 
loved ones will be remembered, iconic landmarks will be lit 
purple, policymakers will be lobbied, and community members 
will be educated about the scale of this global health crisis. 

In Cairns,  Youthlink will invite clients to light a candle for their 
loved ones and find closure by saying a prayer or sharing a story  
about them.  They are also intending to distribute naloxone to the 
community on the day. 

In South Australia, Rotary Mount Gambier West and The Limestone 
Coast Drug Action Team will host a vigil to remember those who 
have lost their lives to overdose and the families who have lost a 
loved one to overdose and light local landmarks purple. 

Sally Finn, who founded IOAD when working at an NSP in St Kilda, 
will never forget the campaign’s early years. 

“I still remember when one mother described the life and death 
of her son, who’d moved to the Northern Territory to get away 
from his drug use  and died on his own in the outback 
six weeks later. 

“The most pertinent issues during the first years were the lack of 
empathy and understanding for families who had lost loved ones. 

“In 2002, when the launch was held on the St Kilda Pier, one 
woman came from a ward at the Melbourne clinic, where she had 
been admitted because of a depressive episode she’d had after 
her son died of an overdose. 

“The fact that she’d heard me speak on ABC Radio National about 
the day meant that she’d gotten herself out of the hospital 
and down to the pier to attend the event. 

“She became more involved in IOAD over the years. 
But her recovery, in part, was due to feeling that 
others understood that what had happened to her 
son was a tragedy  a death she had a right to 
grieve over.” 

Although awareness is still an important goal, 
John is clear that the ultimate goal 
is overdose prevention, which can only 
be enabled by more evidence-based 
drug policies. 

“As a direct result of events held on August 31, thousands of 
people have been trained in the use of naloxone who wouldn’t 
otherwise have been. 

“In Afghanistan, the head of the national AIDS and hepatitis 
control program announced that ‘drug use is not a crime’ and 
asked all hospitals and service providers to stock naloxone. 

“South Africa’s National Department of Social Development has 
formally recognised International Overdose Awareness Day and 
named the South African Network of People Who Use Drugs a 
strategic partner. 

“And in Lebanon, the Director-General of the Ministry of Public 
Health issued a directive in 2016 for hospitals not to report 
overdose patients to law enforcement. 

“The real credit goes to the organisations and communities who 
make these things happen. But by helping to give them a voice 
and amplify their message, IOAD is a vehicle for sensible change.” 

INTERNATIONAL OVERDOSE 
AWARENESS DAY IS OBSERVED 
ON AUGUST 31 EACH YEAR. 
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THE DIVERSITY OF  
INTERNATIONAL OVERDOSE  
AWARENESS DAY EVENTS  
AROUND THE  WORLD  IS  
TRULY INSPIRING 
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Q&A  WITH DR KIMBERLY SUE: 
‘ THESE ARE  OUR  

PATIENTS, OUR FRIENDS, 
OUR FAMILY MEMBERS’ 
A graduate of Harvard Medical School who also holds a PhD in sociocultural 
anthropology, Dr Kimberly Sue is based in New York, where she specialises in harm 
reduction. She is board-certified in both internal medicine and addiction medicine and 
until recently was a clinician-educator and staff attending physician at Rikers Island 
prison; she is now an instructor at Yale University. She is the author of Getting Wrecked: 
Women, Incarceration, and the American Opioid Crisis. 

We’ll start on a slightly personal 
note by asking about your 
professional role and how you 
ended up in it. 

I’m the Medical Director of the National 
Harm Reduction Coalition (NHRC), a non-
profit that seeks to improve the health 
and wellbeing of people who use drugs. 

I do a lot of technical assistance and 
training for physicians since I’m an internist:  
a board-certified addiction medicine  
doctor.  And I’m a medical anthropologist.  
My book and my research are on women,  
incarceration and opioid use. 

Now I’m also at Yale, where I’ve been an 
instructor in the program in Addiction 
Medicine since October. 

Why does mass incarceration 
interest you particularly? 

It felt to me like one of the most 
egregious human rights issues in the US. 
We incarcerate 25 per cent of the world’s 
prison population but do not have that 
percentage of the population globally. 
Trying to explore and understand that 
and working with people who used 
drugs and people who had experienced 
incarceration led me to think about what 
I could do. 

You’re working in an area of 
medicine that’s lacking in high 
remuneration and prestige –   
why not become a surgeon? 

It’s changing. I get emails from all around 
the world, all around the US, from people 
who want to do what I do, who think 
about treating people who use drugs 
and taking care of their health issues as 
something that they want to do. 

When I went to medical school at Harvard 
15 years ago, harm reduction, respectful 
care of people who use drugs, was not 
even on any part of the curriculum. For 
me as a physician anthropologist, thinking 
about why people use which substances,  
in which settings, based on which cultural 
context, with whom, over the course 
of their developmental trajectory, is 
fascinating. 

How did I end up here? I was schooled at 
the hands of a lot of New  York City HIV/ 
AIDS activists when I was going through 
my training at Columbia University. I 
wanted to address mass incarceration in 
the US and, increasingly through that, I 
saw how drug use was criminalised in this 
country and started seeing substance use 
and addiction and thinking about how  
they were all intertwined. 

Clinically, I really enjoy it. It’s not so much 
about the medicines but the social.  That’s 
what is really compelling and allows me 
to stay engaged and fresh with every  
patient, whether they have problematic  
alcohol use or a combination of cocaine 
and heroin and benzos. 
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THERE ARE GLIMMERS 
OF HOPE – FOR EXAMPLE, 
THE LEGALISATION OF 
RECREATIONAL CANNABIS 
IN SOME STATES. 
It’s the 50th anniversary of 
President Richard Nixon’s war 
on drugs this year. We’ve had 
a 50-year attempt at managing 
drug use issues through that 
kind of lens but it seems like 
the consensus around that is 
breaking down in the US. 

People are beginning to understand the 
legacy of this drug war and the billions 
of dollars and the amount of harm it’s 
done in this country, particularly to 
communities of colour. Looking at Nixon’s 
original declaration and how it was a way 
to quell black power and also the hippy 
movement, using drugs as a lever for that, 
it’s all unfolding. 

There are glimmers of hope – for example, 
the legalisation of recreational cannabis 
in some states. 

People are realising that incarcerating has 
failed, and I think the Black Lives Matter 
movement has awoken a lot of people 
to the punitive and punishing ways in 
which the carceral state with its systems 
of surveillance, social control and policing 
intrudes on and violently harms and kills 
people of colour. 

The US overdose situation is 
absolutely dire. But it seems like 
overdose is mostly understood 
as opioid overdose and that 
the other contributing drugs 
like benzodiazepines rarely get 
as much attention, let alone 
methamphetamine or other 
stimulant drug overdoses. Why 
are we so opioid-centric? 

This might have to do with funding and 
research streams and cultural narratives. 
Helena Hansen, an anthropologist and 
psychiatrist at UCLA, has written about 
the racialisation of opioids and opioid 
treatment, comparing buprenorphine and 
methadone in the US. Understanding 
that is critical, as is thinking back to the 
different waves of opioids we’ve had. 
There have been multiple waves of heroin, 
of opioids, in the US, back to the early 
1900s when ladies were being prescribed 
cocaine and opioids as laudanum and 
morphine. You can go to the ’60s and ’70s 
when it was an urban black problem, you 
can jump to prescription opioid pills, and 
you can jump to the fentanyl era. 

In the data we see cocaine and meth 
deaths on the rise. We see that in the 
western part of the US – in Colorado, for 
example – overdose deaths are more 
meth than opioids. Yet we don’t have the 
cultural narrative and the ability to talk 
about meth as honestly and openly, or 
cocaine, which also has a very interesting 
history in the US. 

And benzos are involved in polysubstance 
use deaths, and alcohol as well. The 
mixing of them is very, very common; 
it’s rare to have just one substance in a 
postmortem these days. It’s often heroin, 
fentanyl, alprazolam, cocaine. 

And when we talk about stimulants too, 
it’s been proposed that stimulants have 
a certain function and ability to help 
people get through this capitalist system 
in which we’re labouring. But there’s a lot 
of stigma against stimulants. For example, 
President Joe Biden’s son, Hunter, has put 
out a memoir in which he talks about his 
addiction to crack cocaine and alcohol. 
Even just seeing the public discourse 
around his substance use is disheartening, 
because it’s very negative, very pejorative. 

Pharmacotherapy treatment 
for opioid use disorder is 
not mainstream general 
practice medicine in the US; 
the limitations to accessing 
methadone are quite significant.  
What does the medical profession 
have to offer in terms of 
changing this? 

There’s a huge barrier and it’s been 
highlighted by COVID, which has brought 
some interesting policy changes that 
have deregulated methadone slightly. 
Maybe only 30 per cent of people are 
offered MOUD (Medication for Opioid 
Use Disorder) – either methadone or 
buprenorphine – after an overdose. People 
do not get evidence-based treatment with 
medications because this is seen very 
commonly as a crutch in the US: replacing 
one drug with another. So we really have 
to combat the stigma against a very good 
medication, methadone, which does better 
at retaining people than buprenorphine; 
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we have people who start buprenorphine 
for a couple of months, then drift away, 
and we don’t know what happens to them. 
Knowing that OUD is a chronic condition, 
we’d prefer them to be on it longer, 
obviously. 

During COVID the Drug Enforcement 
Administration (DEA) and the Substance 
Abuse and Mental Health Services 
Administration made some regulatory 
changes allowing state opioid treatment 
authorities to liberalise take-homes. So 
people were allowed – depending on their 
state, their opioid treatment program, 
their maintenance, the methadone 
dispensing system – to jump to 14 or 28 
days of medication take-homes, and that 
really was phenomenal for patients who 
were stable but struggling to get to the 
clinic. 

There’s a movement in the Drug Users 
Union here called Free Methadone 
to basically unlock this very effective 
medication – these ‘liquid handcuffs’. 
And I provide primary care in a 
methadone treatment program that’s 
low barrier: people can walk in and get 
medication the same day. But I’ve just 
seen a patient who says he wants to 
get into buprenorphine even though 
methadone has been a highly effective 
medication for him for more than 30 
years because sometimes he might be 
doing construction work two hours away 
at 5am and he might be there until 
5pm and he can’t be at the clinic. I have 
another patient who says that every 
time he comes to the clinic is when he 
uses fentanyl – he comes in to get his 
medication and that’s where everybody 
is. He’s asking to get into buprenorphine 
to avoid this. If we could design a system 
where pharmacists and primary care 
doctors did it as regular practice and 
were allowed to treat opioid use disorder 
in the clinic it would really change the 
treatment landscape, because methadone 
is cheap and highly effective. 

METHADONE 
IS CHEAP 
AND HIGHLY 
EFFECTIVE. 

One of the shifts in the rhetoric 
around drug use management 
is that drugs should be a health 
issue, not a law enforcement 
issue. We all hear about Purdue 
and the ‘Big Pharma’ behaviour,  
but the prescribing and 
dispensing of dangerous drugs 
by the medical system has been a 
driver of the overdose epidemic 
and laid the groundwork for a flip 
to fentanyl when the time was 
right. 

The medical field – looking at the last 
100 years – has always had doubt in 
this country about whether it wanted 
to dispense and to whom.  There are 
recurring types of people who are deemed 
worthy of care: little old white ladies who 
became addicted because of the pain of 
their rheumatism,  versus people who were 
buying or using substances on the street.  
They had safe-supply-type clinics that 
did morphine in the 1920s that were shut 
down by what was previously the DEA.  

There’s a good book by David Hertzberg 
called White Drug Markets. There’s always 
been this tension. Doctors have always 
been very ambivalent about, but at the 
same time have profited off, this; doctors 
and pharmacists have profited off this 
for hundreds of years.  There’s kind of a 
swinging pendulum that goes back and 
forth between wanting to own it and 
wanting to not own it. 

It’s very, very interesting thinking about 
how complicit healthcare systems are in 
causing addiction: in treating addiction, 
in treating chronic pain and not tapering 
people off humanely – leaving them at 
the hands of what they can access on the 
street. It’s very complicated. 



We’re putting on a variety of events for 
both the 50 years of a failed drug war  
and IOAD. 

Over the past three years I’ve been 
involved in overdose prevention centre 
activism against certain states, because 
we can’t get any traction on this issue. In 
New  York State, for example, the mayor 
said he was he was supportive and would 
start them in New  York City but when it 
was pushed up to the governor, he stalled.  
There’ve been a lot of protests around the 
governor’s inaction. 

In Australia, we are where 
America was 15 years ago in some 
ways: we over-incarcerate, our 
prison population is growing 
substantially and our overdose 
problem is significant. We don’t 
have the extreme public-facing 
drugs crisis that’s happened in 
the US and in Portugal, where 
that country’s reforms were born 
from the crisis; we have much 
more of a simmering, and people 
are losing their lives and their 
livelihoods as a result of that 
but it just doesn’t capture the 
public’s imagination. 

It’s just like you say: these are our 
patients, our friends, our family members. 

Maybe 500,000–600,000 people have 
died in the US of COVID-19; 90,000 
people died of an overdose last year –  but 
we don’t put faces and the names to these 
people.  We need to put faces to them 
and really talk about people as people –  
change the discourse and present people’s 
stories and experiences. 

It’s an abysmal thing. How do you stay in 
the field where people continue to die in 
their 30s and 40s –  their prime? You take 
care of people but you’re basically playing 
Russian Roulette with the the toxic drug 
street supply.  The American policy has left 
people to fend for themselves. 

The US was pretty instrumental 
in rolling out the drug war to the 
rest of the world, and now we’re 
all more or less locked in with 
China and Russia in the same sort 
of approach; America could be a 
beacon of reason and hope in this 
area. 

It depends partly on stopping the war 
on supply that has devastated so many  
countries and their economies and 
their people’s livelihoods, and also the 
criminalisation. I spoke recently with 
people in Malaysia about the way in 
which people who use drugs are beaten,  
tortured, incarcerated –  that’s exported 
directly from the US. 

I hope we have something different to 
offer. I hope we can talk about harm 
reduction and health strategies and 
ways that are cheaper and more in line 

with a human rights approach: that 
people just want to live lives with 
dignity and respect. 
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With Purdue Pharma there was no 
training to prescribe oxycodone 160mg 
or 80mg but in the last couple of months 
there’s been eight- and 24-hour training 
to prescribe buprenorphine, which is 
way safer from a respiratory depression 
standpoint, so nothing makes sense. It’s 
just completely illogical. 

PEOPLE JUST  WANT  
TO LIVE LIVES  WITH  
DIGNITY AND RESPEC T. 

International Overdose 
Awareness Day (IOAD) is coming 
up on August 31. Is NHRC doing 
something this year? 

The bigger upstream question is testing 
poisons, realising you have a bag of 100 
per cent fentanyl. I just wonder if, 20 years 
from now, we’re going to be shaking our 
heads at how poorly we’ve done and how 
many people we’ve lost. 

We really need to figure out ways to 
innovate but not force a square peg into 
a round hole – not keep doing another 
50 years of the same thing over and over 
again.  Why do we think that’s going to 
benefit us? Look at how harmful it’s been. 

WE REALLY NEED TO 
FIGURE OUT WAY TO 
INNOVATE BUT NOT 
FORCE A SQUARE PEG 
INTO A ROUND HOLE. 
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