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FOREWORD 
As we cross over into the second half of another eventful 
year, it is important to take stock and reflect. 

Harm reduction is essential work, but it is difficult work.  
Being on the frontline for even a short time takes its 
toll, which is why it is so important to build a supportive 
community through shared stories and experiences.   
I’m delighted that this issue does just that, featuring the 
stories of two courageous women who have spent decades 
on the frontline: Marguerite White and Jo Beckett. 

Jo also lent her perspective to this month’s story on 
performance and image enhancing drugs (PIEDs), whose 
growing popularity has become a concern for some NSP  
workers.  When asked what might be behind this trend,  
most of the people we spoke with pointed to the ubiquity  
of social media and the unattainable body types currently  
in vogue among ‘fitness influencers.’ One expert suggested 
looking at the toy market, its action figures bulging with 
plastic muscle and sinew, a view for which there is some 

 We long-ago accepted that Barbie dolls 
can contribute to a distorted self-image in girls, but few  
seem to have considered that boys are just as susceptible 
to these influences. 

academic support.

Consider also our skyrocketing social media use and 
deteriorating mental health during the isolation of the 
COVID-19 pandemic and you begin to get a sense of the 
complexity of the problem. Pathology, policy, technology,  
social factors, and physical and emotional wellbeing all 

lay the groundwork for a cluster of mutually reinforcing 
tendencies and behaviours, which we simplistically  
label ‘addiction.’  The majority of PIEDs – like anabolic-
androgenic steroids (AAS) – are neither psychoactive nor 
habit-forming in a strict medical sense.  And yet, in some 
cases, persuading someone to stop or reduce their use 
can be “as difficult as persuading patients with anorexia 
nervosa that they need to gain weight.” 

With IOAD coming up next month, we are once again 
ramping up our campaign to raise global awareness 
and education, focusing our efforts on prevention while 
continuing to honour those who have lost their lives to 
overdose. Symbolic progress can be seen in the U.S., where 
numerous states have passed or are pending legislation 
to officially recognise 31 August as IOAD.  What is more 
important however is the action that follows. Please check  
out our new IOAD website at overdoseday.com and let us 
know if you or your community have an event planned. 

Finally, a reminder to send us your feedback.  We take 
all feedback seriously and believe that Australia’s only  
publication for frontline NSP workers must be shaped by 
frontline NSP workers. So get in touch and please share 
The Bulletin far and wide with your colleagues and friends. 

John Ryan  
CEO, Penington Institute 
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
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
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The practice of injecting performance 
and image enhancing drugs (PIEDs) 
is nothing new: for many NSPs 
around Australia, people who use 
PIEDs have long made up a small-
but-dependable percentage of 
their client base. But until now, that 
percentage has been dwarfed by the 
far larger cohort of people who inject 
psychoactive drugs like heroin  
and methamphetamine. 

Now some frontline workers are 
voicing concern over what they  
describe as an influx of clients 
– espe cially  young males from 
culturally diverse backgrounds –   
who are injecting PIEDs. 

Jo Beckett, manager of the NSP  
service at Youth Projects in 
Melbourne’s Northwest, is one such 
voice. Over the last 12-18 months,  
she says, clients who use PIEDs have 
begun accessing their services in 
previously unheard-of numbers.  

NSP WORKERS   
REPORT  GROWING   
TREND OF PROBLEMATIC  
STEROID USE 

A different culture 

Speaking to the recent wave of 
clients who inject PIEDs, Jo sees a 
recurrent theme in how they identify  
themselves versus how they perceive 
people who inject other types of drugs. 

“They don’t see themselves as 
‘addicts’, they see themselves very  
differently.  Yes, they know it’s illicit,  
but it’s very different, in their eyes,   
to heroin use.” 

This perception is based more on 
outmoded cultural tropes about 
people who use drugs than it is on 
any clinical distinction.  The injuries 
that can result from injecting PIEDs 
are no less severe than those caused 
by injecting psychoactive substances,  
but conveying this message to clients 
is challenging.  They tend to view the 
injection of opioids and other drugs 
as squalid and self-destructive while 
characterising their own use of PIEDs 
as a means to self-improvement. 

“For the survey we did in the 
Northwest region, 28 per cent of the 
clients on the outreach component 
said that steroids are their primary  
drug of choice,” she tells us.  “In the 
fixed site, probably 30-40, closer to 
40 per cent, are using steroids. In the 
CBD, I’d say it’s at least 20 per cent.” 

She is troubled not only by the 
number of new clients using PIEDs 
but also by the harms they are 
presenting with. 

“Some of the reports, and some  
of the injuries that I’ve seen,   
have been horrific.” 

Common injuries include infections 
and abscesses, which sometimes lead 
to life-threatening complications. Jo 
recalls one interaction with a man 
who visited Youth Projects to pick  
up more injecting equipment.  When 
she tried to engage with him about 
the dangers of using the wrong 
equipment, he showed her where 
necrosis had necessitated the removal 
of a sizeable portion of muscle tissue 
from one of his buttocks. 

THEY DON’T SEE 
THEMSELVES AS ‘ADDICTS’, 
THEY SEE THEMSELVES VERY 
DIFFERENTLY. YES, THEY 
KNOW IT’S ILLICIT, BUT IT’S 
VERY DIFFERENT, IN THEIR 
EYES, TO HEROIN USE. 
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What are PIEDs? 

PIEDs are a class of drugs used  
to enhance appearance or  
physical performance. 

The best known and most widely  
consumed PIEDs are anabolic-
androgenic steroids (AAS) such as 
testosterone, which are used to 
build muscle, but it is a category  
that can also include anti-
oestrogenic agents, beta agonists,  
insulin, and prohormones. 

Many drugs that would be 
classified as PIEDs can be 
prescribed by a doctor if they  
decide there is a genuine medical 
need, but often they are sold on 
the black market. 

PIEDs may be injected 
intramuscularly or taken orally,  
and each route carries its own 
risks. Oral consumption can cause 
liver damage, while injection can 
lead to abscesses, infection, and 
blood-borne viruses. 

Mair’s research participants are drawn 
from an international database and 
tend to fall into a category she calls 
“expert.” In socioeconomic terms, they  
are a world away from Jo Beckett’s 
average client. Nonetheless, Mair is 
surprised to hear about their riskier 
injecting habits. In all her time 
studying PIED use, she has never 
known someone who has admitted  
to sharing needles.  

The clients who have begun to 
frequent the Youth Projects NSP are 
less cautious.  The sharing of needles 
is, fortunately, also rare for these 
clients, but the sharing of vials and 
other injecting equipment is not.  
Many of them do not even know the 
name of the drug they are injecting,  
having simply been told by the 
person who sold it to them (usually  
a personal trainer or fellow gym 
member) that it was something to 
help them “bulk up.” 

“A couple of the clients that we know  
well in the Northwest region will talk  
about their personal trainer being the 
one they buy it from,” Jo Beckett says.  
But in general,  “it’s kept very quiet.” 

“I know the steroid educator is 
fighting, always, an uphill battle to 
try to get into the gyms, because the 
gyms don’t want people to think that 
they’re dealing in steroids.” 

“None of these people that I’ve 
spoken to are seeing a GP, doing 
bloodwork, or getting liver function 
tests. It’s difficult to find a GP that 
understands steroid use and is going 
to support [patients] regularly   
around bloodwork.” 

NSP staff must also contend with 
gaps in their own knowledge.  
Accustomed to dealing with clients 
who favour a fairly narrow range 
of stimulants and depressants, they  
face unique challenges in providing 
people who inject PIEDs with 
adequate care. 

For Jo, there is a link between the 
heightened consumption of PIEDs 
and the destabilising effects of the 
COVID-19 pandemic. She believes 
that the extended periods of  
isolation and unprecedented,  
uninterrupted immersion in the 
online world has helped incubate 
a subculture that glorifies 
unrealistically and unhealthily  
muscular male body types. 

“Certainly, from the information 
the clients have given me, during 
lockdown, they were glued to social 
media.  A lot of social media’s been 
pushing these big, buff bodies.” 

A lack of education 

A distinguishing feature of the recent 
wave of people who use PIEDs, and 
a complicating factor for frontline 
workers, is that they lack the basic  
knowledge of safer injecting practices 
that has been targeted toward NSPs’  
traditional client base for decades.  

Although the culture of PIED use 
centres around gyms, it is a subject 
that gym owners are eager to 
distance themselves from.   
Open discussion of PIEDs is taboo,  
and injecting is doubly  so.  This pushes 
people who use PIEDs underground,  
restricting their access to information 
and making them more likely to use 
in isolation. Sometimes they are 
shown how to inject by their dealer,  
but frequently, Jo says, “they’ve  
looked at YouTube stuff to find  
out how to inject.” 

Interestingly, researchers have 
not always observed such naiveté 
in people who inject PIEDs.  
Anthropologist Mair Underwood 
from the University of Queensland 
routinely conducts research with 
people who inject PIEDs and says 
they exhibit consistently high 
awareness around the health risks 
associated with their use. Fastidious 
in their adherence to harm reduction 
measures, their understanding 
of biology and chemistry in the 
context of the preparations they are 
consuming often outstrips that of 
healthcare professionals. 

CERTAINLY, FROM  THE INFORMATION  
THE CLIENTS HAVE GIVEN ME, DURING  
LOCKDOWN, THEY  WERE  GLUED TO  SOCIAL  
MEDIA.  A LOT OF SOCIAL MEDIA’S BEEN  
PUSHING  THESE BIG, BUFF BODIES. 
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“To a certain degree, I don’t believe 
they’re serviced effectively,” Jo 
explains, “because I don’t think a lot 
of the NSPs have a lot of knowledge 
around steroid use.” 

Steroid educator Kay Stanton confirms  
that use of PIEDs, particularly  AAS,   
is growing, but she posits the change  
has taken place over a longer  
timeline – around six  years. She  
also concurs that social media has  
been instrumental in feeding this  
subculture, and that the imperative to  
avoid negative publicity makes most  
gyms hostile to steroid education. 

— 

— 

— 

— 



Where to access PIED education 

Kay Stanton offers talks on PIEDs to all NSP workers,   
healthcare workers, and drug and alcohol/social workers  
throughout Melbourne and Victoria, and can travel  
interstate if needed. She also conducts regular drop-in  
sessions at NSPs to check on staff and answer their  
questions and gives one-on-one education to clients,  
who she meets “anywhere and everywhere.” 

Staff training enquiries should be  
made by email, and clients can contact  
Kay at her mobile phone number. 

P: 0417-529-678 
E:  kay.stanton@yourcommunityhealth.org.au

Kay has been pushing for PIED 
education in gyms and schools, but 
progress on both fronts has been 
slow. She has had more success 
running group training sessions for 
NSP staff, and one-on-one education 
with clients. 

Like Jo, Kay identifies general practice 
as an area in need of better PIED 
education. She often refers clients  
to Dr Beng Eu at Prahran Market 
Clinic, one of the few GPs who 
specialises in this field. 

Beng hasn’t noticed the spike in PIED 
use that has been flagged by NSP  
workers like Jo, but he points out 
that this is not surprising given the 
secrecy that surrounds the practice. 

“I’m trying to encourage GPs to be 
more open about it. Some of those 
guys from CALD [culturally and 
linguistically diverse] communities  
up north might be going to local  
GPs, but they’re not addressing the 
issues because they’re not disclosing 
their use.” 

This hesitancy to open up about 
PIED use does not stem from some 
baseless fear of discrimination.   
Beng says that patients who reveal 
to their GPs that they have been 
using PIEDs are frequently subject to 
stigmatising responses. 

“I think there’s two levels: there 
are GPs who are not particularly  
interested in seeing these patients,  
who might be very judgmental about 
their practices; but then there are 
also GPs who feel like they don’t 
have the knowledge, even if they are 
willing to engage.” 

“It’s a big battle to make it more of a 
recognised thing and something we 
[GPs] routinely ask about.” 

In the last three years, Beng has 
been particularly active on this front,  
travelling to clinics around Australia 
to speak to staff about PIEDs and 
presenting at a webinar on this 
subject with Penington Institute. He 
has contributed to a resource for 
healthcare workers produced by the 
North Sydney Health Network, which 
offers guidance on minimising harms 
for people using PIEDs. 

Last year, Beng and Kay Stanton 
were called on by the NSW  
coroner’s office to provide expert 

testimony at an inquest into the 
death of a young man from insulin 
overdose.  The resulting report made 
recommendations for several valuable 
initiatives, including increased PIED 
education for GPs and promotion of 
harm reduction in gyms. 

Beng is currently at work on other 
projects aimed at reducing the harms 
associated with PIEDs, and he hopes 
to soon see greater recognition 
of these issues among healthcare 
professionals and legislators.   
But he is clear-eyed about the 
existing barriers and the scope of 
work to be done. 

“There’s no formal training program,  
you know  – these sor t of dinner and 
lunchtime talks are all we have.  The 
Sydney North guide for PIEDs use is 
probably the first guide of its kind; 
[otherwise] they’re just non-existent.  
So it’s very difficult for GPs to access 
this information even if they want to.” 

IT’S A BIG BATTLE TO MAKE IT 
MORE OF A RECOGNISED THING 
AND SOMETHING WE [GPS] 
ROUTINELY ASK ABOUT. 
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- Dr Beng Eu 

https://www.youtube.com/watch?v=1NvKG6-E-Ew&t=17s
https://sydneynorthhealthnetwork.org.au/steroid-harm-minimisation/
https://coroners.nsw.gov.au/coroners-court/download.html/documents/findings/2021/Drabsch_findings_FINAL_pseudonyms.pdf
mailto:kay.stanton@yourcommunityhealth.org.au


The lack of government support 
eventually forced Jo and her team to 
call curtains on that project, but an 
opportunity soon opened up for her 
at the Melbourne Magistrates’ Court. 

“A magistrate asked me if I would be 
interested in developing programs 
in the Magistrates’ Court supporting 
clients that were coming through for 
bail that didn’t have an address,   
didn’t have supports in the 
community, so they were being 
remanded in custody.” 

Working with Deputy Chief Magistrate 
Jelena Popovic, Jo supported the Bail 
Support Program (BSP), designed 
to keep clients out of prison while 
awaiting trial.  This merged with an 
existing initiative to become CREDIT/ 
BSP and eventually became part of 
the Court Integrated Services Program 
(CISP), an initiative connecting clients 
to services including drug and alcohol 
treatment, crisis accommodation,  
and mental health support. 

After 12 productive years at the 
Magistrates’ Court, Jo was ready   
to return to more hands-on 
community work.  

“I managed The Maroondah Addiction 
Recovery Program, the residential 
rehab.  A lot of the clients I was 
accepting were clients that other 
rehabs weren’t accepting because 
of their forensic histories, chaotic  
lifestyles, etcetera. So I thought that 
the only way to show people how to 
live in the community was to move 
in with them and develop some 
understanding of how we treat each 
other in the community. 

“I agreed to move in there for about 
three months, and 18 months later 
decided I’d probably lived there long 
enough and they were probably sick  
of me. But the program was excellent.  
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JO BECKETT  WAS IN HER EARLY  TWENTIES  AND  WORKING  AS  A  
NURSE  WHEN  AN ENCOUNTER  WITH  A CLIENT OPENED HER EYES  
TO  THE  ACUTE  VULNERABILITY OF PEOPLE  WHO USE DRUGS.  THAT  
BECAME  THE CATALYST FOR  A CAREER SPANNING FIVE DECADES ON  
THE FRONTLINE OF DRUG-RELATED ISSUES. 

STORIES FROM  THE FRONTLINE:  
JO BECKETT,YOUTH  PROJECTS 

“This is my forty-third year working in 
community and mostly in drugs and 
alcohol. It’s gone so quickly, to tell 
you the truth. 

“I started off in nursing and my first 
client, in my twenties, [when] I really  
felt passionate about the issues, was 
a person who’d lost a leg through 
poor injecting practices.  And from 
then on, I was hooked – I wanted to 
work with this population.” 

In 1999, Jo was involved in an 
early attempt to open a supervised 
injecting facility at Wesley Mission in 
Melbourne’s CBD.  When the proposal 
was rejected by Melbourne City  
Council, the team forged ahead with 
an unconventional solution. 

“Because we couldn’t open the facility,  
I was seeing clients in the carpark  
of Wesley Mission.  We were having 
anywhere from 80 to 100 clients a 
day injecting on site. I was having to 
perform CPR at least 10 times a day.  
It was around 1999-2000, when there 
was the huge influx of heroin on the 
streets, and it was just bedlam.” 

BECAUSE WE COULDN’T OPEN THE 
FACILITY, I WAS SEEING CLIENTS IN 
THE CARPARK OF WESLEY MISSION. 
WE WERE HAVING ANYWHERE FROM 
80 TO 100 CLIENTS A DAY INJECTING 
ON SITE. I WAS HAVING TO PERFORM 
CPR AT LEAST 10 TIMES A DAY. 

THIS IS MY FORTY-THIRD YEAR WORKING 
IN COMMUNITY AND MOSTLY IN DRUGS 
AND ALCOHOL. IT’S GONE SO QUICKLY, 
TO TELL YOU THE TRUTH. 
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I’d been told by the department 
‘you’ll never get the clients to stay.’  
My problem was getting the clients 
to leave. 

“I think, for the first time, they  
actually felt like they had a family,  
learning how to take responsibility for 
themselves and others. 

“Trying to curb some of the colourful 
language when we were out, that was 
quite a challenge; there was a lot 
of role-playing. But I really enjoyed 
being part of their journey and seeing 
people move on into employment.” 

Today Jo works with Youth Projects 
in Glenroy as manager of harm 
reduction and outreach. It’s a role 
that affords her significant scope to 
engage in diverse areas, including 
new and emerging issues she 
observes in the community. 

“I manage proactive overdose 
response, the foot patrol – the ‘footies’  
– the Northwest outreach service,  
the fixed site, the youth northern 
outreach team, and the youth holistic  
outreach teams. 

I THINK, FOR THE FIRST TIME, 
THEY ACTUALLY FELT LIKE THEY 
HAD A FAMILY, LEARNING HOW 
TO TAKE RESPONSIBILITY FOR 
THEMSELVES AND OTHERS. 

“It’s working with the disadvantaged 
in the community, mostly  young 
people under the age of 25, trying to 
re-engage people that have isolated 
right through COVID, who have really  
struggled not being able to go to 
school, to see friends, to be part of,  
you know, the social activities that 
they used to do. 

“One thing that came up for me was,  
all of a sudden, we’ve got a huge 
influx of syphilis and gonorrhoea,  
especially in the Northwest region.  

I STILL HAVE CLIENTS I WORKED 
WITH IN MY TWENTIES THAT I CATCH 
UP WITH, AND THEY NOW HAVE 
BUSINESSES AND MORTGAGES 
AND FAMILIES. IT GIVES ME GREAT 
PLEASURE BEING ABLE TO SEE THAT. 

I’m just about to open a pop-up STI 
clinic in Glenroy, trying to encourage 
people to come in and be tested and 
then provide education and support 
and appropriate medical care for 
these people.  We’re also going to look  
at getting into the saunas, in the CDB 
especially, and in some of the gyms.  
So that’s another project of mine.” 

Jo’s career has found her at many  
pivotal moments in the evolution  
of harm reduction in Australia.   
But it is the connections she forms 
with people in the community   
that are most rewarding, and which 
continue to sustain her enthusiasm 
for her work. 

“I still have clients I worked with 
in my twenties that I catch up with,  
and they now have businesses and 
mortgages and families. It gives me 
great pleasure being able to see that.” 
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THE STATE OF  
MEDICINAL CANNABIS   
IN  AUSTRALIA TODAY 
Almost 60 years after it was declared 
illegal in Australia, cannabis use for 
medical purposes was legalised by  
the Australian Government in 2016.  

Public debate on whether to legalise 
cannabis for medicinal purposes in 
Australia began in the mid-2000s, led 
by advocates for patients looking for 
an effective treatment for a variety of 
chronic conditions.  After her son Dan 
Haslam was diagnosed with cancer 
and found relief only in his illicit 
cannabis use,  Lucy Haslam became 
a vocal advocate for legal access 
to high-quality medicinal cannabis.  
Though Dan didn’t live to see the 
impact that he and his parents made,  
his legacy lives on today.   

A compound in cannabis 
that does not have any  
intoxicating effects – CBD
is used to treat a variety of 
medical conditions like pain,  
anxiety, and seizures. 

CBD 

The main compound 
in cannabis that is 
responsible for the  
feeling of being ‘high’. 

THC 

In 2016, a new regime took effect as 
the Australian Government legalised 
the cultivation and manufacture of 
cannabis for medicinal purposes.  The 
states and territories soon followed 
suit, starting with Victoria that April. 

Australia joins a growing number 
of countries that have legalised 
medicinal cannabis use, including 
Canada, New  Zealand, several 
countries in Latin America, and much 
of the European Union.  As of May  
2022, a total of 39 states and four 
territories of the United States have 
legalised medicinal cannabis, starting 
with California in 1996.  

DESPITE MEDICINAL 
CANNABIS BEING AVAILABLE 
IN AUSTRALIA SINCE 2016, 
COMMUNITY UNDERSTANDING 
OF MEDICINAL CANNABIS, AND 
WHY IT’S PRESCRIBED, APPEARS 
TO BE LACKING. 
Research has shown that many  
health practitioners know little 
about medicinal cannabis, including 
the types of products available and 
the conditions for which they can 
be effective.  A  2018 national survey  
of Australian GPs found that most 
rated their knowledge of medicinal 
cannabis as poor.  By 2021 – five years 
after prescriptions for medicinal 
cannabis products became legal – 
one-quarter of GPs still pointed to 
inadequate knowledge as the main 
barrier to prescribing.  

JUNE 2022  
Approvals of medicinal 
cannabis prescriptions 
surpass 250,000 as public  
and medical awareness 
gradually spreads.  

END  OF 2018  
Fewer than 3,000 
prescriptions approved amid 
low knowledge of medicinal 
cannabis among GPs and 
ongoing self-medication 
with illicit cannabis among 
the public. 

2016  
Narcotic Drugs Act amended 
to allow regulated access to 
medicinal cannabis. 

MID-2000S  
Australian patient groups 
organise to advocate for 
legal medicinal cannabis. 

1996  
Following scientific  
advances in understanding 
the body’s endocannabinoid 
system, California legalises 
medicinal cannabis, ushering  
in a new reform era. 

1967  
The Narcotic Drugs Act  
is passed in Australia,   
outlawing cannabis 
throughout the 
Commonwealth. 

https://unitedincompassion.com.au/about-uic/
https://bmjopen.bmj.com/content/8/7/e022101
https://www1.racgp.org.au/newsgp/poll
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Finding a local dispensary presents 
another barrier for patient access, and 
pharmacists also report being unsure 
about the clinical guidance that they  
should be offering patients when they  
dispense medicinal cannabis.  The 
lack of knowledge about medicinal 
cannabis extends beyond healthcare 
providers. Research suggests that 
the general community would also 
benefit from more information on 
medicinal cannabis, including the 
differences between non-prescribed 
and medicinal cannabis, and between 
CBD and THC. 

Results of the 2018 Cannabis 
as Medicine Survey show that 
Australians continue to use illicit 
cannabis to self-medicate for 
pain, mental health and sleep 
disorders, despite the availability  
of legal medicinal cannabis for 
these conditions.  This suggests that 
Australia’s medicinal cannabis regime 
is still producing an access gap.  It also 
suggests that the public would likely  
benefit from more information about 
the differences between medicinal 
and illicit cannabis and the benefits 
that medicinal cannabis can bring, not 
just with respect to the law, but also 
in terms of product quality. 

So, what exactly is medicinal 
cannabis, and why is it 
prescribed? 

IN AUSTRALIA, ‘MEDICINAL CANNABIS’ 
REFERS TO CANNABIS FORMULATIONS 
THAT ARE ACCESSED VIA PRESCRIPTION 
FROM A REGISTERED MEDICAL 
PROFESSIONAL. 

There are currently around 300 such 
products on the market and they  
vary in their active ingredients: some 
contain CBD, while others contain a 
mix of CBD and THC.  

During the early  years of the 
regulated scheme, the Australian 
medicinal cannabis market was 
dominated by oil and liquid products,  
mainly prescribed for chronic pain 
and cancer pain management. But 
since then, the types of products 
available have expanded, and 
medicinal cannabis is now available 
in such forms as capsules, creams,  
lozenges and flower. 

Beginning in 2019, more and more 
people are being prescribed ‘flower’  
products — dried cannabis herb 
that is visually indistinguishable 
from the cannabis available via the 
illicit market. Indeed, according to 
Therapeutic  Goods Administration 
data, in 2021 alone there were more 
than 38,000 approvals of applications 
for prescribed cannabis – up from a 
mere 167 in 2020.  

There have also been recent changes 
in the type of patient seeking 
medicinal cannabis in Australia.   
A recent study looking at trends in 
medicinal cannabis prescribing found 
that young people aged 18  
to 31 are increasingly being 
prescribed medicinal cannabis,   
mostly to treat anxiety. 

In 2021, people aged 18 to 44 
accounted for more than half of 
all applications for approval of 
medicinal cannabis prescriptions in 
Australia.  This is a clear shift from 
the early days of the scheme, when 
the majority of patients seeking 
medicinal cannabis treatment were 
aged 45 and above. 

The types of conditions for which 
medicinal cannabis is prescribed are  
also changing.  While chronic pain  
remains the most common condition,  
there has been a large increase in the 
number of prescriptions for anxiety  
and sleep-related conditions.  

For some patients, medicinal cannabis 
can reduce the use of other drugs, 
such as opioids and benzodiazepines.  
Studies show that some patients can 
benefit from the use of medicinal 
cannabis – used in combination  
with counselling – in treating 
cannabis dependence.  

THE GROWING BODY OF EVIDENCE 
ABOUT CANNABIS’S POTENTIAL 
BENEFITS AND LIMITATIONS HIGHLIGHTS 
THE VALUE OF PAYING ATTENTION TO THIS 
SPACE FOR STAFF WHO WORK 
WITH PEOPLE WHO USE DRUGS. 

https://academic.oup.com/ijpp/advance-article/doi/10.1093/ijpp/riac005/6539277
https://www.frontiersin.org/articles/10.3389/fphar.2022.885655/full
https://greenleafmc.ca/wp-content/uploads/2019/02/Cannabis-as-a-substitute-for-opioids-and-other-substances-2017.pdf
https://jamanetwork.com/journals/jamainternalmedicine/fullarticle/2737918
https://harmreductionjournal.biomedcentral.com/articles/10.1186/s12954-020-00377-0
https://www.sydney.edu.au/lambert/how-to-get-medicinal-cannabis/what-products-are-available.html
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LARGE ROLE TO 
PLAY IN 
THE HARM 
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FIELD. 
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MARGUERITE WHITE IS A CLINICAL NURSE SPECIALIST 
AT THE UNITING MEDICALLY SUPERVISED INJECTING 
CENTRE IN SYDNEY AND HAS DECADES OF KNOWLEDGE 
AND EXPERIENCE IN THE HARM REDUCTION SECTOR. 
HERE, SHE OFFERS INSIGHTS INTO THE HARM REDUCTION 
POTENTIAL OF CANNABIS, AND WHAT FRONTLINE 
WORKERS NEED TO KNOW. 
Thanks for meeting with me 
today. We were hoping to chat 
to you about what frontline 
workers need to know in regard 
to cannabis, but it would be 
great if we could start off with 
you explaining your role at the 
Injecting Centre. 

I’m a registered nurse at the Uniting 
Medically Supervised Injecting 
Centre in Kings Cross, Sydney, where 
I’ve been for 21 years.  A medically  
supervised injecting centre was a 
new idea in Australia back in the 
late 1990s, and I have been very  
privileged to have worked here from 
its inception.  

Cannabis has been used as medicine 
throughout history, but its use 
for harm reduction is a relatively  
new idea.  Attending the United in 
Compassion Symposium in 2014 
sparked my interest in the medicinal 
uses of cannabis and gave me a 
completely new outlook on the 
plant’s wide range of potential 
benefits for people. I have never been 
to a seminar and come away with my  
perceptions so profoundly changed 
– I now believe that cannabis has 
a large role to play in the harm 
reduction field.  

There were many families at the 
symposium who had been using 
CBD illicitly as a last resort to help 
their sick children, despite the risks 
involved. Children with conditions 
such as Dravet Syndrome, who 
experience multiple seizures and 
who had not been helped using the 
pharmaceuticals that are usually  
prescribed. Relief has also been 
found for many other people with 
poorly managed conditions. 

So do you receive any  
enquiries about, say,   
medicinal cannabis, either  
from clients or other workers? 

I am usually eager to initiate 
conversations about the medicinal 
value of cannabis with colleagues.  
It’s rare for a client to ask about 
‘medicinal cannabis’.  Those who have 
tried to access medicinal cannabis 
usually encounter problems related 
to cost and an inability to navigate 
the system. For example, if you are 
identified as having a substance use 
disorder a doctor may be reluctant 
to take you on, possibly because 
of the social stigma involved and 
an ignorance of the beneficial 
potential of cannabis. Doctors also 
may not have been educated on the 
endocannabinoid system. 

I get the sense that people would 
like to get their cannabis legally  

so that it’s safe  – free of toxins 
that may be found in illicit 
cannabis, and safe also from 
a legal perspective.  The irony  
is that people who had been 

using cannabis illicitly to 
successfully  treat a vast number 

of ailments are then denied legal 
prescriptions because they   

use cannabis! 

https://unitedincompassion.com.au/about-uic/
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On that note, I’d be curious – 
the myth that there is a lethal 
dose of cannabis, do you think 
many frontline workers have 
that perception? 

It’s hard to shift some of the myths 
around cannabis.  The focus has been 
on harm, and there definitely can 
be a perception that there’s some 
sort of lethal dose of cannabis,  
which is nonsense. Certainly,  
consuming too much THC [delta-
9-tetrahydracannibidiol, the main 
intoxicating compound in cannabis] 
may be an uncomfortable experience.  
But the only lethal dose of cannabis 
is when you’re hit by the truck that is 
transporting a load of cannabis.  

The link to schizophrenia is another 
belief held by many. Rather than 
cannabis use being associated  
with having schizophrenia, there 
is a strong belief that cannabis 
is causative – i.e., that it causes 
schizophrenia. However, it is a bit 
more complex than that.  

Cannabis could be used to reduce 
opiate use, and it may be helpful 
during opiate withdrawal for 
treatment of symptoms such as 
anxiety, nausea, and vomiting. In 
Uniting MSIC, we see a lot of ice 
[methamphetamine] use alongside 
heroin. Cannabis could be helpful 

CANNABIS COULD BE USED 
TO REDUCE OPIATE USE, AND 
IT MAY BE HELPFUL DURING 
OPIATE WITHDRAWAL FOR 
TREATMENT OF SYMPTOMS 
SUCH AS ANXIETY, NAUSEA, 
AND VOMITING. 

IN THE AOD FIELD, FOR MANY YEARS CANNABIS HAS BEEN 
VIEWED AS A ‘GATEWAY DRUG’ THAT LEADS TO THE USE OF 
‘HARDER’ SUBSTANCES. IT IS MY VIEW THAT THIS CAN BE 
TURNED ON ITS HEAD: COULD WE NOT RATHER THINK OF 
CANNABIS AS AN ‘EXIT DRUG’? 

In the AOD field, for many  years 
cannabis has been viewed as a 
‘gateway drug’ that leads to the  
use of ‘harder’ substances. It is my  
view that this can be turned on its 
head: could we not rather think of 
cannabis as an ‘exit drug’? For some 
[clients] this may be a great harm 
reduction strategy.  

What should frontline workers 
know about the harm reduction 
potential of cannabis, be it illicit 
or medicinal, for people who are 
taking high amounts of opioids?  

How cannabis is being used 
elsewhere may be of interest to AOD 
workers and clients. I have been 
following the Cannabis Substitution 
Project in Vancouver, Canada, a 
service that provides access to free 
cannabis in care packages or low-
cost cannabis products to people at 
high risk of opiate overdose in an 
area (the Downtown East Side) where 
many lives have been lost during the 
so-called opioid crisis. Clients of the 
project spoke of cannabis being used 
as an alternative to street drugs and 
prescribed medications, including 
methadone; cannabis was also used 
for pain, anxiety, appetite, diabetes,  
and arthritis.  

after using ice by allowing for a good 
night’s sleep; this would be less 
harmful than using benzodiazepines 
or heroin to achieve the same. So 
maybe if someone comes into an NSP  
and they’re an ice or opiate user,  you 
could ask, ‘Have you considered using 
cannabis to help?’   

Say medicinal cannabis became 
accessible, people will know what 
they’re consuming, get them 
vaporising instead of smoking it.  

Yes, it would be a great advantage 
for clients if medical cannabis 
becomes accessible to them.  Vaping 
rather than smoking is preferable,  
though many will still like the old-
fashioned way. Medicinal cannabis 
is free from harmful toxins such 
as mould and heavy metals. I think  
CBD [cannabidiol] will become more 
common in AOD settings, especially  
in detox services. CBD doesn’t  
have the stigma of THC and it is  
non-intoxicating, so there is no 
potential for problematic use.   
CBD is a great start, but THC also  
has great healing potential and 
should not be overlooked.  

Note: Marguerite’s views expressed here 
represent her personal thoughts rather 
than the position of the Uniting Medically 
Supervised Injecting Centre. 
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