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In the past decade, overdose deaths involving opioids and 
stimulants such as cocaine and methamphetamine have 
surged among African Americans, a recent study in the  
US has found.

Researchers identified a 575 per cent increase in cocaine/
opioid mortality among African American people in 
the period 2009–19 compared with a 184 per cent 
increase among Caucasians. Overdose deaths due to 
methamphetamine and other stimulants are even more 
striking: a 16,200 per cent increase among African 
Americans versus a 3,200 per cent increase in the  
White population.

This extreme imbalance, sadly, mirrors very closely 
our local situation, where Indigenous Australians are 
alarmingly over-represented among people dying  
from overdose. The most recent edition of Australia’s 
Annual Overdose Report reveals that, compared to a  
non-Indigenous Australian, an Aboriginal or Torres Strait 
Islander person is almost four times as likely to experience 
a fatal drug overdose, at a rate of 20 mortalities per 
100,000 people.

A separate study also in the US has identified a  
fast-rising risk of overdose in another distinct cohort: 
older Americans.

Since the turn of this century, the number of opioid-related 
overdose deaths in the 54-year-plus age-group  
has increased more than 10-fold, from 0.9 per 100,000 
people (518 fatalities) in 1999 to 10.7 per 100,000 (10,292) 
in 2019.
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“We have stereotypes about who’s misusing opioids,” 
the study’s senior author, Lori Ann Post, says, “but in fact 
there’s this massive increase in opioid overdose deaths 
among older adults.” Lori Ann says cognitive decline can 
exacerbate this risk.

One city that’s not taking the opioid crisis lying down is 
Denver, Colorado, where home-delivered naloxone is now 
available free of charge.

In mid-February Denver began shipping Narcan kits 
(accompanied by fentanyl test strips) on request to  
its residents.

After watching a five-minute video that demonstrates 
naloxone use, anyone can order a free Narcan delivery 
– much to the relief of harm reduction workers who are
celebrating this initiative in a state where 1,825 people 
died of overdose in the 12 months to September 2021.

Please enjoy this new March magazine, where we examine 
fentanyl from the Australian perspective, revisit the  
Take Home Naloxone Pilot, receive tips from our  
frontline colleagues on explaining NSP work to the  
general public and hear about Canada’s drug related 
successes and challenges.

As always, please share this issue widely across your 
networks and let us know what you’d like to read in the 
coming months.

John Ryan 
CEO, Penington Institute
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FENTANYL 
FEARS: 
AUSTRALIA ALERT 
TO HEIGHTENED 
OVERDOSE THREAT

The North American opioid crisis has 
reached public health emergency 
status in the past few years as 
fentanyl supply and use – and 
associated overdoses – have reached 
critical levels.

Researchers have deduced that a 
high level of opioid prescribing 
by clinicians, a large heroin-using 
population and established channels 
of cross-border illicit traffic have 
created the perfect storm for North 
America’s fentanyl crisis.

Does Australia’s similarly 
proportioned population of people 
who use opioids and the growing 
ease of accessing illegally produced 
fentanyl also create such conditions 
for an epidemic to kick off here?

While our pre-emptive data collection 
methods (like wastewater testing) are 
not as advanced as North America’s, 
it seems we may be protected by our 
more stringent education for opioid 
prescribers, the methamphetamine-
using culture of Australia, and having 
harm minimisation policies in place 
that combat opioid-related harm  
in general.

Degree of protection

Associate Professor Yvonne Bonomo, 
Physician in Addiction Medicine 
and Adolescent Medicine at The 
University of Melbourne, investigates 
the protective factors of Australia in so 
far avoiding an epidemic fentanyl crisis.

“In general, in Australia, illicit 
opioid use hasn’t been greatly 
increasing,” Yvonne says. “There is 
a lot more focus on medical and 
nurse practitioners and how they 
prescribe opioids in Australia. We 
also have some states’ real-time 
prescription monitoring systems, such 
as SafeScript in Victoria. We may also 
just have a different culture here… 
we’re more a stimulant culture than 
an opioid culture.”

The data backs it up: in June 2021, 
Australia’s National Wastewater 
Drug Monitoring Programme, 
which extracts data from sites that 
account for 56 per cent of Australia’s 
population, observed the lowest 
levels of fentanyl ever recorded by 
the programme.

NSW Health’s opioid surveillance 
reports from recent years indicate no 
increase in further fentanyl-related 
harm presentations to emergency 
departments, as well as a general 
decline in fentanyl distribution and use.

Furthermore, Harm Minimisation  
Co-ordinator at QuIHN on the Gold 
Coast, Tegan Nuckey, hasn’t seen 
worrying fentanyl use hit consumers 
of services in Queensland – but 
explains that this could be due to 
the unknowing use of fentanyl. “In 
the last six months we’ve had about 
10,244 occasions of service across 
the four regions and only had 44 
people report fentanyl use. There 
could possibly be a lot more but 
people may be reporting morphine, 
pharmaceutical opiates or other 
opiates... We know that people do 
speak about using ‘morph patches’, 
which could also be fentanyl.”
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Accidental introductions

However, there are still large 
cohorts of users in Australia that are 
susceptible to fentanyl use.

Associate Director of the RAND 
Drug Policy Research Center Bryce 
Pardo says the most vulnerable 
demographic exposed to fentanyl – 
illicit opioid users – may transition 
from accidental fentanyl exposure to 
intentionally using the substance.

“We had oversaturated the markets 
with prescription access to pain 
medications – Australia did a little bit 
of that but not to the degree that it 
happened in North America. About 10 
years ago, we realised we’d overdone 
it with prescription opioids so we had 
to cut back… You have to give those 
who have an opioid use disorder an 
alternative, otherwise they’re going to 
seek from the illicit market.

“So in 2013, somebody had figured 
out that they could supply fentanyl 
into these markets… so it was sold 
as heroin so users thought they were 
buying heroin. They weren’t looking 
for fentanyl, at least initially. Some 
markets pretty much transitioned over 
entirely and people are looking for 
fentanyl because they have tolerance 
now after a few years of becoming 
exposed to it.”

Another cohort of opioid users who 
are using fentanyl includes those 
who formulate and inject the active 
ingredient from fentanyl patches. 
Yvonne says people who have access 
to transdermal fentanyl patches – 
either from their own prescriptions 
or through accessing others’ diverted 
medications – are also vulnerable. 
“The amount of fentanyl in these 
patches is quite large so you’re at 
high risk using patches to inject. 
Part of education for the injecting 
community needs to make clear the 
risk of overdose. If you’re using a 
patch illicitly to access fentanyl…  
it has a lot of fentanyl in it.”

NSW Health implemented SafeScript 
late last year in response to activity 
such as diverting fentanyl patches. Up 
to 30 per cent of eligible practitioners 
have already signed on. And while the 
demographic most at risk of exposure 
to fentanyl is people who use opioids 
who are unintentionally buying 
heroin cut with fentanyl, a number of 

public drug warnings issued by NSW 
Health in 2021 illustrate another 
vulnerable demographic who may be 
exposed to fentanyl. Three separate 
warnings in 2021 cautioned the 
public about opioids being found 
in circulating cocaine, causing 
sometimes-fatal overdoses in users.

Bryce Pardo agrees that people who 
use party drugs are also a susceptible 
cohort. “You do hear stories of 
20-year-old college kids who are 
partying. They’re buying a fake pill 
on Snapchat, they think it’s a diverted 
medication, and it contains fentanyl 
– 2mg for users who are not tolerant 
to opioids is enough to cause an 
overdose that could be fatal.”

Experience on the front line

A fentanyl outbreak in regional 
Australia early last year forced the 
local NSP’s harm reduction staff to 
deliver timely, innovative services to 
their clients.

Carly (not her real name), who worked 
in the opiate treatment team in the 
area, speaks of how clients began 
expressing anxiety about fast-
increasing overdoses among their 
peers. Clients had begun to self-
report fentanyl use and explain that 
people in their circles were using 
from a cheap batch that had begun 
circulating in the area. “It was quite 
concerning: people were coming in 
with multiple overdoses,” she says.
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Carly says that trusting the clients 
and acting on their reports of 
circulating drugs, while keeping 
their input confidential and a trusted 
rapport strong, was of utmost 
importance. In her recollection, 
Carly echoes what the evidence 
explains: immediate harm reduction 
interventions for opiate use are the 
same across the board, irrespective 
of which opiate is being used – 
so she and her team didn’t need 
to potentially damage client 
relationships by diagnostically 
confirming the self-reports. “We can’t 
explicitly say (whether it’s fentanyl). 
We can only presume that what we’re 
being told is likely and respond our 
service delivery according to what 
we’re being told. We (also) have to 
be cautious to show that we’re not 
persecutory. We just want to reduce 
their harm.”

When asked about what her clients 
really needed at that time, she 
says many required psychosocial 
support. “There were a lot of brief 
interventions in that time – more 
than we would normally be doing 
with people. We saw a massive 
increase in requiring time to sit 
with people and talk to them. We’ve 
got a couple of people onto opioid 
treatment since all of this – the fear 
they’ve had in response to several 

overdoses from fentanyl has been 
enough for them to seek help and 
reach out to us, which has been a 
really good outcome.”

Carly and her team took the initiative 
to use the current urgency of the 
situation to increase training across 
adjacent AOD teams and services in 
the area in overdose training and 
naloxone administration.

“We broadened our ability to provide 
interventions to people rather than 
rely on one staff member. This has 
helped us to increase our output 
of naloxone doses. We call them 
‘naloxone champions’ now – our aim 
is to make sure everyone is trained 
and capable of delivering that 
intervention.

“We also liaised with (the main 
regional hospital), with their AOD 
nurse consultant. He now does all the 
education and overdose prevention 
intervention with the client in the ED, 
and he provides them with naloxone, 
but our subsidy will pay for the dose. 
We knew that not everybody in the 
community using this fentanyl was 
coming to us. We did know a lot 
would present to the hospital –  
we’ve been able to capture that 
missed group of people.”

WE CAN ONLY PRESUME THAT WHAT WE’RE BEING TOLD IS 
LIKELY AND RESPOND OUR SERVICE DELIVERY ACCORDING 
TO WHAT WE’RE BEING TOLD. WE [ALSO] HAVE TO BE 
CAUTIOUS TO SHOW THAT WE’RE NOT PERSECUTORY…  
WE JUST WANT TO REDUCE THEIR HARM.
– Carly

Watching brief

Policy-based harm minimisation 
techniques to assist in continuing 
to prevent such an epidemic lie in 
sophisticated data collection for 
determining where and when cases  
of fentanyl use are increasing.

Bryce Pardo points to the importance 
of wastewater and syringe testing 
for gaining a larger picture of how 
certain geographical areas or drug-
using demographics are interacting 
with fentanyl.

“Wastewater testing’s really good 
because you can get a sense of  
what’s immediately happening in 
these markets. If all of sudden you  
say metabolite loads spike over  
the period of a day or a day and  
a half, you can then warn the  
drug-using population.

“Some of the harm reduction services, 
like the medically supervised 
injecting centres in Melbourne and 
Sydney, collect urine samples of 
people who are there, or even swab 
and test syringes to get a sense 
of what people are injecting after 
they’ve discarded them.”

Based on his experiences of research 
during the North American crisis, 
Bryce says interrupting the imported 
supply of fentanyl and implementing 
a concurrent ‘contact tracing’ way of 
understanding where new fentanyl 
supply has arrived from is an 
important early-intervention data 
collection technique to implement.

Safety first

The SafeScript initiative has been 
implemented in Victoria and New 
South Wales to help mitigate 
harm associated with monitored 
medications, such as opioids.

SafeScript provides real-time 
information about a consumer’s 
prescribing and dispensing history 
of certain medications and enables 
healthcare professionals across 
disciplines to receive the same 
information about a consumer’s 
medication history, in order to 
inform clinical decisions and 
minimise associated harm.
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“Interrupting supply could involve 
things like trying to pilot overdose 
death investigations. They collect 
information on overdose deaths, like 
syringes and pills, you collect the 
e-trace evidence, like a cell phone, 
(to) determine where the drug has 
come from. You want to swiftly find 
where the dealer is, especially if these 
dealers are dealing cocaine where the 
cocaine is laced with fentanyl or if 
they’re dealing in fake tablets.”

However, the usual gold-standard of 
avoiding opioid misuse and overdose 
– consumer education and active 
treatment – remains necessary.

“Those disruption interventions 
could be useful but on the other side 
you need also really advanced harm 
reduction techniques, so take-home 
naloxone, educating the market 
about the encroachment of fentanyl 
on the market. Getting people into 
treatment is (also) crucial: those who 
have an opioid use disorder – getting 
them out of the cycle of dependency, 
getting them into methadone 
treatment would be really helpful.”

Tegan Nuckey says QuiIHN was 
granted approval in 2020 for the 
first take-home naloxone program 
in Queensland to allow direct access 
from an NSP without a script – an 
initiative the team is sure increases 
access and reduces overdose-related 
harm. “We have both Prenoxad and 
Nyxoid available for clients and it’s 
free to access from our NSPs, so that’s 
our main harm reduction strategy, 
along with overdose education. We 
also have the Injecting Fentanyl: 
Minimise the Risks booklet that’s 
produced by the Australian Injecting 
and Illicit Drug Users League (AIVL) 
– that’s really good. It’s a really good 
layout of everything (for consumers).”

Yvonne Bonomo, among many other 
health professionals, concurs with  
the importance of take-home 
naloxone and consumer education – 
not just in anticipation of a potential 
fentanyl influx but for any opioid-
related education.

“Every conversation about overdose 
and take-home naloxone is important 
and enables that discussion with the 
person about how some opioids are 
stronger than others – that’s why 
the person should have take-home 
naloxone on their person and anyone 
they spend time with should know 
how to administer it so we  
can prevent deaths. These are  
very important conversations for 
 the community.”

Julia Banks

To learn about the provision of 
naloxone in the community through 
Australia's Take Home Naloxone 
Pilot, see page 8.

EVERY CONVERSATION ABOUT 
OVERDOSE AND TAKE-HOME 
NALOXONE IS IMPORTANT AND 
ENABLES THAT DISCUSSION WITH 
THE PERSON ABOUT HOW SOME 
OPIOIDS ARE STRONGER THAN 
THE OTHERS… THAT’S WHY THE 
PERSON SHOULD HAVE TAKE-HOME 
NALOXONE ON THEIR PERSON, 
AND ANYONE THEY SPEND TIME 
WITH SHOULD KNOW HOW TO 
ADMINISTER IT SO WE CAN PREVENT 
DEATHS… THESE ARE VERY 
IMPORTANT CONVERSATIONS FOR 
THE COMMUNITY.
– Yvonne Bonomo

THOSE DISRUPTION INTERVENTIONS COULD BE USEFUL BUT, ON THE OTHER 
SIDE, YOU NEED ALSO REALLY ADVANCED HARM REDUCTION TECHNIQUES, 
SO TAKE-HOME NALOXONE [AND] EDUCATING THE MARKET ABOUT THE 
ENCROACHMENT OF FENTANYL. GETTING PEOPLE INTO TREATMENT IS [ALSO] 
CRUCIAL…THOSE WHO HAVE AN OPIOID USE DISORDER... GETTING THEM 
OUT OF THE CYCLE OF DEPENDENCY… GETTING THEM INTO METHADONE 
TREATMENT WOULD BE REALLY HELPFUL.

– Bryce Pardo
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POINTS OF COMPARISON

Canadian Senator Vernon White has 
seen first-hand the rise of fentanyl in 
both his own country and across the 
border in the US.

He sees similarities as well as 
differences between the North 
American situation and Australia’s.

“The crystal methamphetamine or 
ice issue is predominant in Australia, 
probably because your supply lines 
have been maintained by criminal 
organisations –motorcycle gangs 
et cetera,” Vern says. “You guys are 
probably in the top few users in the 
world per capita right now.

“But now we’ve seen some fentanyl 
seizures and precursor seizures in 
Australia, and when they occur, they’re 
large ones. I think at some point this 
will – and I thought it would have 
happened before now – catch on to a 
much greater level. This is where we 
[Canada] were in 2016 and the US 
was in 2006.”

Vern says at that point “legal, 
legitimate prescribed fentanyl was 
being pushed off to the side, in 
some cases because pharmaceutical 
companies were being driven off to 
the side, and this new counterfeit 
fentanyl that was being manufactured 
in a cement mixer in the basement of 
a house was taking over some of that 
mainstream marketing”.

“That was in 2006 for the US; for us it 
was 2015–16 and we’re full-blown now.

“We’ve gone from 11 deaths a day to 
almost 20 in two years, during COVID 
for example, and that’s every day on 
average. In fact, last year in British 
Columbia alone there were 100 
overdoses a day, of which a number 
were fatal – they’re averaging about 
nine deaths a day there.

“Do I think Australia will end up in 
that same place? Yes, once those 
criminal organisations figure out 
the profit margins that are in 
counterfeit opioids, synthetic opioids, 
and particularly when it comes to 
making with precursors fentanyl and 
using fentanyl to spike counterfeit 
oxycodone Percocet. We’re even 
seeing fentanyl used to spike cocaine 
here, which doesn’t make any sense 
from a pharmacological perspective, 
but we’re seeing it.

“I think it will happen; it’s just taking 
longer than I’d anticipated. I thought 
you’d be there by 2021, 2020 even, 
and you’re not.

“I keep looking at the wastewater 
report. I looked at the most recent 
one in the fall [the Australian spring] 
and your numbers on most drugs 
were down, but to be fair, so were 
they in Canada because of COVID. 
When you can’t get things in from 
China or other countries that are 
shipping illegal product, you’re 
probably not getting drugs either 
since a lot of times they’re shipped in 
combined containers.

“We’ve seen it roll out in Canada. 
The negativity when it typically 
rolls around are the things that are 
occurring outside of a consumption 
site. In Canada, with the value 
proposition for fentanyl so high, we’re 
seeing now a large gang presence 
in and around the market where 
fentanyl exists. The money is so heavy 
– we’ve probably not seen this level 
of violence between gang members 
and drug dealers since 2005, when 
we had what we call ‘The Year of the 
Gun’ when we had a lot of shootings 
across Canada and crack cocaine 
was the cause. The negativity that’s 
coming with it is predominantly 
driven by the fact we’re seeing a lot 
of violence in the areas of supervised 
consumption sites.

“It’s higher now, but for $C10,000 or 
$C12,000 I could get the precursors 
from places like Wuhan, China, 
shipped to me in small amounts to 
make a kilo of pure fentanyl.

“With that pure fentanyl I could 
probably make $C2 million to 
$C3.5 million worth of counterfeit 
oxycodone. From the product I could 
build, I could turn $C100,000 into 
an awful lot of money – more than 
cocaine, heroin or anything else.”

For more of Vern White’s insights 
from the front line in Canada,  
see this month’s Q&A on page 13.
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  NALOXONE’S  
BIG 3:

Saving three lives a day is no mean feat, yet that's what the 
broad-based provision of take-home naloxone achieved in 
Australia in 2019–21.

In its formal report, released in early February, the panel 
evaluating the Pharmaceutical Benefits Scheme Take Home 
Naloxone Pilot says that on average three overdoses were 
reversed every day between December 1 2019 and June 30 2021 
in New South Wales, South Australia and Western Australia.  
(This first Commonwealth-funded semi-national rollout occurred 
across three jurisdictions, representing roughly half of the 
country’s land mass, with parts of Queensland mirroring the 
project unofficially thanks to support from QuIHN.)

The impressive ‘lives saved’ statistic is based on 27,955 packs 
of naloxone having been placed into the hands of consumers 
(both people who themselves use drugs and those who  
might witness an overdose taking place), of which 1,649  
were subsequently administered.

This widespread provision in the pilot’s 19-month first phase 
represented a huge step-up from the 3,579 supplies made 
available through the Pharmaceutical Benefits Scheme in the two 
years immediately before the pilot started. The removal of cost 
and prescription barriers are cited as major driving factors in this 
jump of 681 per cent.

Take-home naloxone was delivered broadly in all three states, 
allowing 55 per cent of consumers to receive a supply within 
their home postcode.

By the end of June last year 1,480 sites had registered to 
participate – of these, 846 (57 per cent) had dispensed 
naloxone at least once. In all, 82.5 per cent of alternative 
authorised sites were active suppliers compared to 52 per cent 
of pharmacies.

In the initial stages of the pilot, the range of naloxone outlets 
rose markedly to include pharmacies, specialist alcohol and other 
drug (AOD) services, justice and correctional settings, and general 
health services such as hospitals. 

take-home naloxone units 
distributed to customers

Take-home naloxone 
used 1,649 times

43,212

27,955 times

THREE LIVES A DAY SAVED  
BY TAKE-HOME SUPPLY

3 LIVES 
SAVED  
PER DAY
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Thinking outside the traditional square allowed first-time 
distribution through providers such as the Royal Flying Doctor 
Service – in this case to remote communities in NSW. (Although  
it is not examined as part of this evaluation, from October last 
year St John Ambulance in WA has been authorised to leave  
take-home naloxone with overdose patients who decline to  
be transported.)

Participation by NSPs was highest in WA, where 120 took part.

The proportion of people at risk of prescription opioid overdose 
who were able to access take-home naloxone increased almost 
11 times, from 0.15 per cent before the pilot to 1.63 per cent by 
the end of June 2021.

The nasal spray Nyxoid was by far the most-dispensed form of 
naloxone, at 84 per cent, ahead of the Prenoxad pre-filled syringe 
(13 per cent) and the Juno ampoule (3 per cent).

The evaluation panel’s findings are based on interviews with 
both frontline staff at all types of access sites and a mix of 
consumers comprising people who use prescribed opioids, 
potential overdose ‘witnesses’ and others. Anonymous 
observation was used at distribution sites including 
community pharmacies, and roundtable discussions were held. 
Point-of-supply data were also analysed.

Although admitting that there were challenges in rapidly scaling 
up existing operations with limited resources and in initially 
focusing solely on the AOD sector, the report’s authors have not 
hesitated to declare the pilot a success thus far.

“It is very strongly recommended that Take Home Naloxone 
be expanded and extended into an ongoing national program 
that forms an integral part of opioid safety stewardship,” they 
say, highlighting a particular need for access to be maintained 
in regional and rural Australia. The panel also notes that “the 
significant learnings from this pilot should be taken forward 
and the opportunity to continue learning from program 
operations ensured”.

The Commonwealth-supported pilot is scheduled to end on  
June 30 this year.

Take-home naloxone 
distribution

Distribution of participating sites 
across NSW, SA and WA

Non-pharmacy 
access sites

281  
WA

122  
SA

443 
NSW 

846 SITES

129 NSPs

73 AOD 
treatment 
services

11 general 
health services

28 justice/
corrections

605 pharmacies

NSPs

Justice health/corrections

General health services

Alcohol and other drugs 
(AOD) services

To discover the background to the Pharmaceutical 
Benefits Scheme Take Home Naloxone Pilot,  
see The Bulletin 18.1 August 2021.

NSW

9 NSPs

27  Justice health/
corrections

50 AOD services

3 General 
health services

WA

1  Justice 
health/
corrections

22  AOD 
services

120 NSPs

8 General 
health services
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Picture this: you’re an NSP worker at a Sunday afternoon 
barbecue, milling about, catching up with extended family and 
friends and meeting a few new faces.

Of course, work is one of the first topics to come up when you’re 
making idle chit-chat.

But with all the controversy and misconceptions that have 
surrounded Needle and Syringe Programs since they were first 
introduced in 1994, do you tell a complete stranger what you do 
and invite a range of responses from curiosity to ire?

Or do you keep it all hushed, give a generic response and play  
a straight bat?

This is a dilemma that afflicts NSP workers throughout Australia, 
and it can be difficult to navigate a course through the myriad 
ways in which people outside the sector respond to this work.

Here, seven NSP workers from around the country share their 
experiences of relating their work to others and reveal some of 
the common misconceptions they frequently combat in  
social situations.

PLEASE EXPLAIN:  
HOW NSP WORKERS 
TALK ABOUT THEIR 
WORK AND MANAGE 
LISTENERS’ REACTIONS

Initially, you often just get the look of 
disapproval across the face straight  
away but once you explain what you  
do and why you do it – and the benefits, 
not just to the people who inject drugs 
but to the wider community and the 
health budget, everything else –  
yeah, there’s a complete change.

How I respond depends on how they first 
react – if they give a rat’s.

For the people who don’t care I often go 
straight into the economics argument. It’s 
like, “Yeah, well, mate, one syringe costs 

PETE SIDAWAY
Harm Reduction Co-ordinator,  
NTAHC, Darwin NT

like 1.30 cents [but] a hepatitis infection 
can cost the health department or the 
health budget anything up to $60,000. 
What do you reckon?”

That gets to the ones who really couldn’t 
give a shit about public health and 
looking after people. They just see it as 
using taxpayer money to get those pricks 
free injecting equipment. The economic 
argument resonates with them straight 
up and they go, “Oh, yeah, I suppose that’s 
definitely worthwhile.”

One of the only times I don’t bother 
explaining is if maybe I’m at the pub and 
some drunken idiot is sort of straight up 
hassling me. It’s like, well, they’re  
not going to listen to what I say.  
They’re already drunk. They’re just  
out to make noise.

I’ve been doing this for about 17-plus 
years now. At first it was difficult with 
family – they didn’t quite understand 
and thought we enabled people who use 
drugs by giving them equipment. They 
didn’t quite understand addiction and all 
that goes with it.

My dad was one of the hardest ones to 
get through to. He was sceptical at first 
but that never deterred me at all because 

TAMMY WATERS  
NSP Training and Stock Co-ordinator. 
Directions Health Services, Canberra ACT

of my love for my job and what I was 
doing and the love of the people I work 
with and work for.

Over the years, as we talked more and 
spent more time together, he could 
see how much I love my job and how 
dedicated I am to it and he began to 
become more open to hearing about my 
work and the things that I do.

I guess it’s also about never forgetting 
the trials and tribulations of the people 
who do use the NSPs – what they’ve been 
through, what they go through every day, 
the stigma, the discrimination – and trying 
to share that with others.
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I guess I’m in a bit of a unique position 
here in NSW, given that I work in the only 
injecting centre in the state and not an NSP.

I’ve had several people ask me whether 
or not I supply people with drugs when 
clients come in. That’s a fairly common 
one. Another really common question is 
“Isn’t you guys being there encouraging 
people to use drugs?”

My response to that is that, “Well, now you 
know it’s there, are you going to go and 
use heroin?” I’ll turn it back on them.

People have been using drugs in one 
form or another for thousands of years.  
We didn’t cause people to use drugs.  

The injecting centre and NSPs were 
actually developed in response to 
an already-existing problem, with 
existing health consequences, like 
the hep C HIV epidemics, not to 
mention issues around overdose.

JAMES MULHOLLAND
Health Education Team Manager, 
Medically Supervised Injecting Centre, 
Sydney NSW

Most of the conversations I’ve had with 
people, I believe that for the most part 
they’ll look at the evidence, and go, “All 
right, well, this actually makes a bit of 
sense.”

Some of the people who are absolutely 
against services like this, you might 
never get them over the line into actually 
supporting it. But it’s all the people in the 
middle – your swing voters, I guess you 
want to call them.

If people are actually genuinely 
interested, I’ve got the information to 
give them and perhaps correct a few 
misconceptions. It’s a bit of a sliding 
scale between people who support it and 
people who are completely against it.

MARGIE RANDLE  
Clean Needle Program Worker,  
Hepatitis SA, Adelaide, SA

People and their opinions are as diverse 
as the people who come in to NSPs.

I do usually tell people. I tell them I work 
in a Clean Needle Program, as it’s called 
here in South Australia.

And people respond very differently to 
that. Some people have lots and lots of 
questions, and other people walk away, 
and other people get a bit insulting.

I’ll try to explain to them why I think it’s 
important and why I do it and all of that 
kind of stuff.

Some people just don’t want to know 
about it.

There are people I would never tell what  
I do. It’s just too hard to explain.

TEGAN NUCKEY 
Harm Reduction Co-ordinator, QuIHN, Gold 
Coast QLD

Sometimes you get people who are kind 
of intrigued about it and then you get 
others who go, “Oh, okay,” and then change 
the subject.

If I’m meeting someone for the first time 
I say I work in drug and alcohol case 
management. That’s kind of like a safety 
mechanism, I guess.

There’s a lot of misunderstanding about 
what an NSP is.

Sometimes you get people who go,  
“Do you actually give people the drugs?”

One of the other most common comments 
is “You must see some really crazy people”, 
because there’s this common idea that 
everyone who comes in here [on the Gold 
Coast] is using methamphetamine.

That’s sometimes a good opportunity to 
go, “Actually, our most common clients are 
using steroids.”

If people are open and curious, I always 
find it a really good opportunity to 
educate them so sometimes I will kind 
of give it a go if they’re open to hearing 
about it.

I think, for the most part, people have 
never really met anyone who works in an 
NSP so they’re often more intrigued rather 
than negative.
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When I first came into this work 25 
years ago there was a high level of 
antagonism that came even as we 
walked around the offices and from 
other members of the health service.

There was a high degree of suspicion 
and unhappiness with our presence in 
the health sector, and a general feeling 
that we were creating this problem and 
making things worse. It was to the point 
where people wouldn’t look you in the 
eye. You’d be in the corner; there’d be 
no acknowledgement of your presence.

Things have changed significantly since 
then. We’ve become a welcomed part of 
the health sector. The level of education 
across the health sector has improved 
enormously. I guess with us just being 
a consistent presence, over time people 
have started to understand what we do.

NICK RICH  
NSP and Outreach Manager,  
South East Sydney Local Health District, 
Sydney, NSW

I think the community has also warmed 
to the idea and understood the work 
we’re doing.

Personally, I come from a very middle-
class, conservative family, and funnily 
enough there was a famous day where 
my cousin and I were discussing her 
unhappiness with the NSP. My 90-year-
old grandmother was the one who told 
her to shut up and shut her down, not 
because she knew a huge amount about 
it but she felt that it was just common 
sense for the rest of the community.

So those messages did get across 
really well in the late ’90s and early 
21st century.

Generally, when people [I don’t know] 
ask, I’ll just play stupid and cheerful. You 
do have to pick your battles a bit. You 
can’t go banging your head against a 
brick wall.

I do believe that the silent majority is 
generally pretty comfortable with our 
work and what we’re doing, for sure.

It depends on where I am, who I’m with. 
You can kind of gauge whether or not it’s 
the right audience to disclose detail to 
about what I do.

Generally, I’ll say I work for a charity or 
a community service. That’s always well 
received, more than actually saying that I 
co-ordinate a needle exchange service.

When it comes to people who are more 
conservative in their attitudes, even 
people in my family, they find it difficult 
to understand why you would provide 
needles and syringes to people who use 
drugs. They’re often quite confronted 
when you first tell them what you do, 
because it seems so absurd to them.

But once you explain harm reduction, 
and that you’re not condoning drug use, 
and talk to them about the return-on-
investment studies and prevention of virus 
and cost-savings to the community, then, 
you know, people can generally understand.

There have been other times where I 
haven’t had that relationship with that 
person or the time to be able to explain 
that stuff to them. And that’s where I’ve 
had a couple of instances that have had a 
less positive outcome.

So there have been times when I’ve 
experienced judgement as a result.

It’s generally not well received when I 
disclose the full extent of my role before 
explaining the return on investment and 
the benefits for the community.

I’m not ashamed of what I do; I’m very 
proud of what I do. I think that anybody 
who is remotely well-informed can 
understand and get on board with harm 
reduction and the reason why we do 
needle exchange.

And I’m really happy to provide that 
information and that education to people 
when I have the time to do it.

Tom de Souza

KEVIN WINDER 
NSEP Co-ordinator, Peer-Based Harm 
Reduction Co-ordinator, Perth WA

12



Q&A WITH SENATOR VERNON WHITE: 

‘ALMOST ANY 
SOLUTION’S  
BETTER THAN  
THE STATUS QUO’

Let’s look at your journey from 
on-the-beat policeman to drug 
policy reform supporter.

In 1981 I joined the Royal Canadian 
Mounted Police – the “Mounties”. I 
spent almost 25 years with RCMP 
and moved around a lot, and at the 
same time I did a couple of university 
degrees: an undergraduate in 
psychology/sociology and a Master’s 
in conflict studies. By 2005 I was an 
assistant commissioner.

I decided to find a new path and took 
on a couple of police chief roles, 
one in Durham just outside Toronto 
with 800,000 people and then, two 
years later, the city of Ottawa, which 
has about one million people. At 
that time I was also teaching at 
two universities, one of them being 
Charles Sturt, and I had started 
the Doctorate in Police Leadership 
program at the Australian Graduate 
School of Policing.

I wasn’t involved in any politics, 
belonged to no political party 
and had never been to a political 
event, but in 2012 I got a phone 
call from the prime minister, a 
conservative, asking if I would accept 

an appointment to the Senate if it 
was offered. In Canada our system is 
modelled after the House of Lords so 
a name is put forward – in our case to 
the Governor General who represents 
the Queen – and if it’s accepted then 
that person is appointed.

I told the PM I would, but I seldom 
agreed with him so he may want to 
rethink it.

His expectation was that I would 
sit as a conservative, at least in the 
beginning, and I did, mainly because 
the things they were dealing with 
were things I wanted to be involved 
with. Now I sit as an independent.

I’m a fiscal conservative and a social 
liberal. I’m a strong supporter of a lot 
of the policies that come up through 
the liberal and even left-of-liberal 
side, particularly on drug addiction.

But I’m a fiscal conservative when it 
comes to identifying how we spend 
money and the right things to spend 
it on.

So in the Australian context I would 
be at the right end of Labor or the left 
end of the Liberal Party. We say “red 
Tories” or “blue Liberals”.

You’d just told the PM that 
you disagreed with him a lot 
but he still went ahead and 
recommended you?

Prime Minister (Stephen) Harper 
was a bit of an anomaly as a leader 
in politics: very quiet, more of a 
libertarian than anything, not the 
typical politician, didn’t like the 
limelight, didn’t like to be front and 
centre at election time.

I think what he wanted was somebody 
who could speak their mind on 
policing matters and law enforcement 
issues in Canada, even if they didn’t 
agree with him, and he did appreciate 
when you disagreed with him as long 
as it wasn’t about trying to embarrass 
the government.

I had many of those discussions with 
government officials about agreement 
or disagreement, particularly on how 
we were handling mental illness and 
the concurrent disorder of addiction 
in Canada.

I was writing articles for local 
newspapers complaining often about 
the way we were managing systems. 

Describing himself as a ‘red Tory/blue Liberal’, Vern White has segued smoothly from being an 
on-the-beat Mountie to helping to shape proactive drug policy as a member of the Canadian 
Senate. In between, he has been at the pointy end of introducing safe supply in some of 
Canada’s most vulnerable neighbourhoods. He travels frequently to Australia, where among 
other things he writes for outlets such as Policy Forum and sits on Penington Institute’s Board.
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I had started up a program in Ottawa 
and raised $C21 million to open two 
drug treatment centres and put a drug 
treatment counsellor in every one of 
55 high schools. I was very aggressive 
when it came to finding solutions to 
addiction in a way other than arresting 
and criminalising addicts.

I think he appreciated the fact that 
although we may not always agree, 
he’d know where I was coming from 
and at least he’d have somebody who 
stood on principle.

And in Canada, what does  
“safe supply” mean?

In downtown Ottawa we have 
probably 450 long-term street 
opioid addicts, primarily purchasing 
counterfeit manufactured fentanyl-
derived opioids off the street. They’re 
doing that four, five, six times a day 
and injecting to keep themselves 
in their addicted state. Safe supply 
would mean removing them from that 
and entering them into a program 
where we would provide them with 
medical-grade heroin or something 
other than heroin: an opioid early in 
the morning and late in the evening. 

It’s a long-lasting effect that would 
keep them away from the street and 
put them in a place where instead 
of using what’s counterfeit and 
extremely dangerous, they would 
actually be under medical care and 
provided with a legal opioid that 
otherwise wouldn’t be prescribed 
for somebody just because they had 
an addiction. 

In Ottawa we’re running a pilot now. 
The proof after a year and a half has 
been that about 60 per cent actually 
end up off that opioid totally and 
onto a methadone or similar program 
whereby they can live and exist like 
the rest of us, and many of them are 
working now or going to school or at 
least finding a better place to be.

That’s safe supply.

The Canadian Association of Chiefs 
of Police has now come out in full 
support of a safe supply program, as 
has the Canadian Police Association, 
which represents 65,000 officers.

But, although everyone seems to 
support it, politically it’s still a 
difficult place to get to because the 
general public won’t understand 
quickly what we’re trying to say.  
It will take a while to educate the 
public, and hopefully countries like 
Australia will learn faster, because it’s 
taking us longer than it should.

When we look at what you call 
“consumption sites”, there are 
a lot in Canada. The fact that  
the Alberta site seems to be 
generating quite a lot of negative 
community sentiment and is 
highly politicised is difficult for 
us to understand in Australia.

Initially our supervised consumption 
sites were primarily in downtown 
Vancouver. The first one started in 
about 2005. The challenge is that 
not much has changed beyond the 
fact that now they have a place to 
shoot up in. They really haven’t had 
the wherewithal financially or the 
support to do things like safe supply 
and to try to help people get off 
street opioids and onto legal opioids, 
and then off legal opioids onto 
methadone or other programs.

We rolled the rest out in 2014–15 
across Canada, and then in 2018 
the current Liberal government saw 
that almost every city that wanted a 
supervised consumption site, as long 
as they could run it, got an exemption 
to allow people to use illegal drugs in 
a medical facility.

That’s what’s driving the concerns. 
When the bill was coming forward 
and then passed to allow for more 
supervised consumption sites in 
2017, in the Senate we added one I WAS VERY AGGRESSIVE 

WHEN IT CAME TO FINDING  
SOLUTIONS TO ADDICTION 
IN A WAY OTHER THAN 
ARRESTING AND 
CRIMINALISING  
ADDICTS.
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IF YOU’RE GOING TO 
HAVE HARM REDUCTION 
SITES YOU NEED TO HAVE 
ALTERNATIVE DRUG 
THERAPY, BECAUSE 
THAT’S THE ONLY PATH 
TO SAFETY FOR A LOT OF 
THESE PEOPLE.

amendment: that every consumption 
site must provide alternative drug 
therapy so that they would all be 
forced into offering safe supply or an 
alternative to that.

The Liberal government removed that 
amendment, and that’s been part of 
the problem: getting safe supply back 
on the agenda after they didn’t do it 
when they should have.

The Minister of Health spoke about 
this recently on CBC, our public 
broadcaster, and again raised 
the big concern she has that we 
haven’t moved to safe supply. This 
government could make the move 
and would have the support but 
they’re not taking it on yet.

Was the removal of that 
amendment because it was seen 
as safe supply not of methadone 
but of heroin?

We didn’t specify that.

They argue that they removed it 
because healthcare is provided 
provincially not federally, and they 
had a fear that if they said “must 
provide”, the sites would have 
the lever to demand the federal 
government support them financially 
to do so. I don’t buy that;  
I think it was more about the politics 
of it. They were busy trying to sell 
more harm reduction than supervised 
consumption sites and didn’t want 
to step into the political potential 
minefield of the public saying “No, 
that’s not what we expected when  
we elected you. We didn’t talk  
about that”.

My answer is always the same: if 
you’re going to have harm reduction 
sites you need to have alternative 
drug therapy, because that’s the 
only path to safety for a lot of these 
people. It’s about understanding that 
when an individual is receiving a 
medical-grade opioid first thing in 
the morning and again at seven at 
night, they actually end up with a 
seven- or eight-hour period in the 
middle where they have something 
else they can do besides stealing, 
begging, scrounging money to go buy 
drugs again.

That’s when – as one doctor I know 
says – the magic happens. They start 
to look for alternatives. They have this 
dead space that they don’t have to 
fill like they used to with criminality, 
and that’s when you can start to 
influence their behaviour and their 
life. That’s certainly what we’re seeing 
in the safe supply model in Ottawa: 
that period when they’re now all of 
a sudden looking for help, trying to 
figure out can they get their life back 
in order.

They know the thousands of crimes 
some of them have committed; 
they know the criminality that’s 
been involved in going to courts 
and jails. What can they do instead 
while they’re trying to get their lives 
together? That’s where the success 
has been.

Retired police leaders I’ve spoken 
to, including in Australia, all end up 
at the same place: our drug war’s 
a failure and we can’t arrest our 
way out of this. I’ve heard every 
police leader in Australia say that 
at one point in time and they’re 
absolutely right, so why do we 
continue trying?

When you talk about safe 
supply for opioids, is that 
hydromorphone?

There are a number of them that can 
be used. Hydromorphone is one but 
there’s also a medical-grade heroin.

Now there’s a discussion here on the 
question: “Can safe supply move on to 
narcotics as well?” It’s a more difficult 
nut to crack, because for narcotics 
there really is no equivalent to some 
of these medical-grade heroins and 
no equivalent to methadone either, so 
you end up on a different pathway.

But right now it’s not the people 
who use narcotics who we’re finding 
dead in ditches, it’s the ones who use 
opioids, so we need to deal with that 
first and foremost and then the other.
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CANNABIS REFORM 
SUCCEEDS WITH  
POLICE SUPPORT
You say you hate politics,  
so what does “politics” mean  
in that context?

Politics is about getting elected and 
maintaining power and control over 
the government, but almost never is it 
about good policy. I’ll give an example: 
the safe supply discussion that we have 
regularly here in Canada now.

Good policy would tell us that if I can 
get a person who’s addicted to opioids 
off the street – where he’s committing 
4–8 crimes a day to satisfy an addiction 
and where one out of every 14–16 
times he’s going to have an overdose, 
and we’re at today 20 people a day 
dying in Canada from accidental 
overdoses – almost any solution’s 
better than the status quo.

Yet from a political perspective that’s 
difficult to explain in seven words 
or less for the public – that snappy 
five- or six- or seven-word answer. 
So, as a result, the politics of that is 
allowed to influence the fact almost 
every politician I talk to can get to 
where I am if and when we have a 
discussion but they can’t from a policy 
perspective because it may not help 
them get re-elected.

That’s what, bluntly, pisses me off 
when it comes to politics: the fact 
they miss the point that politics 
should be about developing long-
term strategic policy to make a 
country better – and from my 
perspective, safe supply is part of that.

How has this “politics by 
soundbite” been applied to 
cannabis reform in Canada? 
You’ve now, most unusually, 
legalised cannabis nationally 
so how did you get such radical 
reform within the difficult 
political context you’ve 
described?

We’re about 10 years ahead of 
Australia in legalising cannabis for 
medicinal purposes so I think there 
was a general understanding and 
knowledge that medical cannabis was 
available – in fact, we had medical 
cannabis shops set up all over cities 
where you could go in to see a doctor 
via Zoom, talk about your sore knee 
and afterwards receive a prescription 
to hand to the guy at the counter, who 
would then go in the back and come 
out with your cannabis. The public 
has gained more of an understanding 
about cannabis.

There’s also been a strong push 
around decriminalising cannabis, even 
from police chiefs, as early as in 2002.

At the time I was a member of the 
Canadian Association of Chiefs of 
Police and we were supporting 
decriminalisation for up to 15 grams 
back then, when almost no other 
countries were even having the 
discussion – certainly no countries 
outside of Europe.

I worked 19 years in northern 
communities where our domestic 
violent crime rate was 10–12 times 
higher than in the rest of the country. 
I’ve been to a case where people 
smoking cannabis were in a fight 
because they were arguing over 
a bag of chips – not for any other 
reason. There was an understanding 
that cannabis didn’t have the same 
negative impact on the communities 
that we saw with alcohol.

POLITICS SHOULD BE ABOUT 
DEVELOPING LONG-TERM 
STRATEGIC POLICY TO MAKE 
A COUNTRY BETTER – AND 
FROM MY PERSPECTIVE, SAFE 
SUPPLY IS PART OF THAT.
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And the argument that it’s a gateway 
drug is kind of like saying beer’s a 
gateway to hard liquor. Many people 
who use hard drugs were using 
cannabis before but cannabis didn’t 
lead them to the path of cocaine or 
heroin; that just happened to be a 
path they were on, like a 15-year-old 
who has a beer on a Friday and eight 
months later has a drink of whiskey. 
It’s not a gateway; it’s a pathway.

Now I’m not convinced that Canadians 
were ready for legalisation but a 
government was, and it was a third 
party at the time, the Liberals in the 
House of Commons, who stated that if 
elected they would legalise cannabis 
and they would start deriving the tax 
from cannabis versus allowing it to 
continue to go to organised crime.  

If you’re going to decriminalise 
cannabis you’re better off legalising 
it, because decriminalising it 
will just bolster the pockets of 
organised crime; it will take 
away the criminalisation of those 
individuals. Canadians were ready 
for decriminalisation for probably 15 
years before the government said it 
was going to legalise it instead.

Why do you think, as a keen 
observer of Australia, that our 
police chiefs are not forceful 
proponents of decriminalisation, 
and why do you think we’re so 
slow-moving in this space?

It’s a couple of things.

Firstly, politically you don’t have a 
strong proponent group of politicians 
across the states and across 
the country who are supporting 
decriminalisation; your police 
leaders report directly to ministers 
whereas our police leaders report to 
independent boards.

As a police chief of Ottawa my 
only reporting responsibility was 
to an independently set-up board 
of nine members, only three of 
whom were elected, the other six 
being community applicants. I never 
worried once when I stepped out that 
politically it was going to affect me 
keeping my job a day later.

The chiefs of police in England 
seem to be more prone to 
articulating a drug policy reform 
agenda as well.

They certainly have a greater hands-
off approach in England. There’s one 
police chief there who now has a 
medical professional hanging out 
in the police department providing 
safe supply. The government officials 
certainly have a greater hands-off 
approach to their police leaders or 
chief constables than we see in some 
other countries.

IF YOU’RE GOING 
TO DECRIMINALISE 
CANNABIS YOU’RE 
BETTER OFF LEGALISING 
IT, BECAUSE 
DECRIMINALISING IT 
WILL JUST BOLSTER THE 
POCKETS OF ORGANISED 
CRIME; IT WILL TAKE AWAY 
THE CRIMINALISATION OF 
THOSE INDIVIDUALS.
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