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FOREWORD 
Dear colleagues, 

I’m writing these words in the week of the 20th 
anniversary of the Sydney Medically Supervised Injecting 
Centre (MSIC) opening its doors. 

To recognise this milestone, this month’s Bulletin 
continues the conversation with Dr Ingrid van Beek, 
inaugural Medical Director of the Sydney Medically 
Supervised Injecting Centre. 

This month’s issue also explores some impacts of 
COVID-19 on drug availability and worker wellbeing, 
violence in the illicit drug world and the latest AOD 
treatment stats from the Australian Institute of Health 
and Welfare. 

Several other developments are worth your attention. 

On Thursday May 6, the Victorian Parliament passed the 
Drugs, Poisons and Controlled Substances Amendment Bill, 
which will enable naloxone to be supplied directly to 
NSP clients in Victoria. 

Although at the time of writing the Bill has not become 
law, and there is a lot of work required to ensure 
Victoria’s NSPs are prepared for the changes ahead, this 
important reform will help naloxone get into the hands 
of more people who need it. 

John Ryan 
Chief Executive Officer 
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Speaking of naloxone, in a piece for the Medical Journal 
of Australia, Associate Professor Suzanne Nielsen 
and Dr Pallavi Prathivadi argue that it should be co-
prescribed to people who use opioids. Data shows less 
than 3 per cent of all naloxone supplied is on individual 
PBS prescriptions, with most naloxone prescriptions 
accounted for by harm reduction programs. 

Meanwhile, in the United States, a new study has found 
high rates of opioid use among people diagnosed with 
lingering or “long” COVID-19. The study found that for 
every 1,000 long-COVID patients treated at a Veterans 
Affairs facility, doctors wrote nine more prescriptions for 
opioids than they otherwise would have, along with 22 
extra prescriptions for benzodiazepines. 

Please send us your feedback about The Bulletin and, as 
always, please share it with your colleagues and friends. 

I hope you enjoy the new issue. 

John Ryan 
CEO, Penington Institute 

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

penington.org.au  Penington Institute 

DISCLAIMER: 

The Bulletin is published by Penington Institute and funded by the Australian Government. The views expressed are not necessarily those of the Australian Government or 
Penington Institute. Penington Institute takes no responsibility for loss or damage that may result from any actions taken based on materials within The Bulletin and does 
not indemnify readers against any damage incurred. 
All written material in this publication may be reproduced with the following citation: “Reprinted from vol. 17, ed. 4 of The Bulletin, published by Penington Institute, 
with credit to the author(s).” 
ISSN: 1447-7483 Copyright © 2021 All rights reserved. 
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VIRAL LOAD:
COVID ANGST, TAINTED DRUGS AND HEROIN DROUGHTS 
COULD CREATE A DANGEROUS NEW NORMAL 
Restrictions introduced to curb the spread of 
COVID-19 have significantly disrupted 
the lives of people who use drugs (PWUD). 
The consequences include mental and 
psychological anguish, isolation, decreased 
tolerance to drugs, changes to drug availability 
and price, and drug-related harms. 

A COMMON STORY IN 
OUR REGION WAS OF 
PEOPLE REPORTING A 
SHIFT FROM INJECTING 
HEROIN TO ICE AT 
TIMES… OR TO OTHER 
OPTIONS DEPENDING ON 
WHAT WAS ACCESSIBLE 
AND AFFORDABLE.
 Andrew 

Jim (not his real name), an NSP manager 
from Victoria, has worked in the sector 
for more than 20 years. As the Victorian 
lockdown and associated restrictions 
were announced, he watched his work 
and client presentations change at a 
rapid pace. 

At the beginning of lockdown, clients at 
Jim’s NSP began to describe significant 
changes to drug availability and prices. 
Heroin was reported to cost four or 
five times more than it usually would, 
and they also reported that the quality 
of methamphetamine ice was much 
worse. Jim noticed clients using GHB 
more frequently, potentially because it 
was easier to access and a convenient 
substitute drug. 

These factors raise concerns for 
overdose risk in the community 
changing substance use patterns, 
inexperience with certain drugs and 
mixing of drugs all increase overdose 
risks. Jim also acknowledges that not 
being in a major metropolitan area 
means it will probably take longer for 
prices to come down again, meaning 
his clients are likely to be affected 
for longer. 

Andrew (not his real name), an NSP 
manager and outreach worker, had a 
similar experience. After conducting 
client surveys and chatting to the 
clients accessing his service, he also 
noted some changes in drug use. Clients 
at his service frequently said it was 
harder to get drugs due to decreased 

availability or increased price. He 
also noted factors such as changes 
to people’s employment/income and 
accommodation had an impact on 
their substance use. More specifically, 
Andrew noticed an increase in ice 
use: “A common story in our region 
was of people reporting a shift from 
injecting heroin to ice at times… or to 
other options depending on what was 
accessible and affordable.” 
Andrew says lockdown restrictions may 
also have been a catalyst for changing 
habits when it comes to performance-
and image-enhancing drugs (PIEDs). 
“There were less people that inject 
performance- and image-enhancing 
drugs such as steroids, which seemed 
to be related to… employment loss and 
changes to income but also due to gyms 
being closed and other restrictions on 
training and sport.” 

Published evidence about changes to 
drug use and availability across the 
country is still emerging and doesn’t 
lend itself to tidy conclusions. The 
Australians’ Drug Use: Adapting to 
Pandemic Threats (ADAPT) study, 
developed by the National Drug and 
Alcohol Research Centre (NDARC), is one 
of the first projects to focus on how the 
pandemic impacted drug use patterns. 
It commenced in April 2020, just as the 
first series of lockdowns were imposed 
across the country. Participants were 
recruited largely from New South Wales 
(33 per cent), Victoria (28 per cent) and 
Queensland (20 per cent). 
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OVERALL, PEOPLE WE 
SPOKE TO MOSTLY 
REPORTED STABLE OR 
DECREASED USE OF 
ILLICIT DRUGS SINCE 
RESTRICTIONS. 
- Dr Amy Peacock

Dr Amy Peacock, a member of the ADAPT 
research team, says: “The effects of the 
COVID-19 pandemic and associated 
restrictions on drug use and markets 
in Australia is quite diverse and still 
unfolding. Overall, people we spoke to 
mostly reported stable or decreased use 
of illicit drugs since restrictions.” 

A Penington Institute survey offers 
another perspective. In the ‘Drug Use 
During Lockdown and Social Isolation’ 
survey, conducted in April 2020, 53 per 
cent of participants said they had been 
using drugs more since the pandemic 
began and 49 per cent reported they 
had been using more frequently, citing 
reasons such as increased anxiety and 
having more time available. 

Though drug use trends are still 
being analysed, research about price 
changes generally seems to agree with 
the experiences of NSP clients. The 
most significant market disruptions 
consistently reported in studies 
conducted by NDARC and the Burnet 
Institute include increases in the price of 
heroin and methamphetamine, increased 
difficulty in being able to access these 
drugs, and changes to purity. 

Data provided to The Bulletin by the 
Sexual Health and Blood Borne Virus 
Program team at the WA Department of 
Health also reported that 80 per cent of 
PWUD who were surveyed indicated an 
increase in drug prices and decreased 
availability of their drug of choice. 
A survey conducted by the WA AIDS 
Council suggests drug use trends in 
Western Australia, like in Victoria, have 
been subject to rapid change: more than 
95 per cent of respondents said their 
drug use had changed because 
of COVID-19. 

When discussing these developments, 
Amy echoes Jim’s and Andrew’s concerns, 
pointing out the risk that PWUD could 
turn to more potent synthetic drugs 
such as fentanyl. “Reports of disruption 
to the heroin and methamphetamine 
markets in some states and territories 
is concerning, and ongoing monitoring 
is going to be critical to understand 
the ramifications of this disruption… 
This could lead to increased treatment 
demand but there is also the risk that 
we may see people turn to more easily-
transportable, cheaper substances 
instead, which may carry significant risk 
of harm.” 

In addition to changes to their drug use, 
PWUD have also experienced significant 
social and emotional upheaval due to 
the COVID-19 pandemic. For those who 
are street-based or live in situations 
where it’s hard to socially distance, 
anxiety has increased. Jim says for 
clients experiencing homelessness, 
simple things like having a place to 
charge their phone to stay in contact 
with others became much harder to 
access during lockdown. Increased 
police presence at the beginning of the 
pandemic also led to increased anxiety 
among this cohort – Jim recounts an 
instance when some clients were moved 
on from a squat, their belongings taken 
(and subsequently lost) by the local 
council, only for them to be fined later 
for being out on the street. 

While supporting their clients during the 
pandemic, workers have also had their 
own anxieties and challenges to contend 
with. Some services have reduced staff 
hours or limited the number of staff able 
to work a shift together due to social 
distancing. For some staff, this has led to 
feeling disconnected from one another 
– disruptions to social connection have
been deeply felt.

Exploring lockdown 
drug-use levels 

In May 2020, Penington Institute 
surveyed 90 people who used 
drugs to understand the effects of 
the recently imposed COVID-19 
lockdown on the drug market. 

When asked to compare their drug 
use to its pre-pandemic level, 54 
per cent of respondents said they 
were using more of their drug(s) of 
choice and 49.2 per cent said they 
were using more frequently. 

Among these people, the leading 
reasons for their increased drug 
use were greater amounts of free 
time (81 per cent of respondents), 
boredom (59 per cent) and stress 
and anxiety (53 per cent). 

One respondent commented: “I 
had quit before lockdown. It was 
really hard and a lot of things 
I needed to maintain sobriety I 
have lost now  gym, psychologist, 
seeing friends  so I have gone 
back to using as a way to manage 
my anxiety and depression.” 
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Andrew describes how working during 
the pandemic has affected his team 
and how they are looking after each 
other: “There have been occasions 
when providing NSP services has been 
more confronting, given the heightened 
frequency and types of issues that 
people accessing the service are dealing 
with … It has been important to allow 
greater fl xibility for staff to work 
differently… take breaks, check in with 
each other and access supports.” 

Jim recalls the fear and anxiety 
of keeping up to date with press 
conferences and the latest restriction 
updates, and the dread when new cases 
(in Victoria) rose above 700+ a day. For 
some NSP workers, it has meant putting 
their health on the line as they continue 
to serve their communities. 

Though feelings of anxiety have been 
prevalent, so have stories of resilience 
and adaptability. NSP workers have 
risen to the challenges they have been 
presented with, while caring for each 
other and their clients. 

“At different times staff have had to deal 
with significant difficulties and anxietie
in their own personal lives but they 
have been fl xible to adapt and support 
each other and continue to improve how 
our service can operate in challenging 
circumstances,” Andrew says. 

COVID-19 has caused changes to the 
NSP sector which will be felt for some 
time. When discussing the future of 
NSP practice with organisations, two 
common themes emerge: collaboration 
and innovation. 

IT HAS BEEN IMPORTANT 
TO ALLOW GREATER 
FLEXIBILITY FOR STAFF 
TO WORK DIFFERENTLY… 
TAKE BREAKS, CHECK IN 
WITH EACH OTHER AND 
ACCESS SUPPORTS.
 Andrew 

As services have adapted their 
approaches to meet client needs, 
they have found value in new ways 
of working. The North Richmond 
Community Health Melbourne Safe 
Injecting Room (MSIR) team shares this 
insight with The Bulletin: “The service 
provided by MSIR during the COVID-19 
pandemic has highlighted the important 
role the facility plays beyond helping to 
avoid fatal overdoses… Moving forward, 
our focus will continue to be on the 
wraparound support services provided to 
clients to not only save lives but to help 
transform them.” 

Jim hopes that the COVID-19 vaccine 
will help bring a sense of renewed 
normality. He says staff and clients alike 
now have a greater appreciation for how 
the NSP team supports their community. 

He says he also hopes there are learning 
and positive developments in the sector 
after the experience of the pandemic, 

particularly in relation to drug law 
reforms. As our governments continually 
state that they are “listening to the 
experts” in response to curbing the virus, 
Jim says he hopes they begin listening to 
experts in the harm reduction sector too 
who are aware that criminalising drug 
use is not a sufficient wa  to 
treat dependence. 

Finally, when discussing the studies 
conducted at NDARC, Amy Peacock 
says clients have been actively seeking 
information from services about 
COVID-19, which creates opportunities 
for NSP staff to have meaningful 
conversations about harm reduction. 
In light of the potential overdose risks 
created by the psychological and drug 
market effects of COVID-19, naloxone 
remains a vital subject. 

“While few people reported difficulties
in accessing take-home naloxone 
during the restrictions, it is important 
to note that only one-third of people 
we spoke to who regularly inject drugs 
had accessed naloxone in the past year,” 
Amy says. “With people potentially being 
more socially isolated and reluctant to 
attend emergency medical services at 
this time, it is increasingly important 
that people are aware of, and have 
access to, naloxone.” 

It’s clear that the impacts of the 
COVID-19 pandemic on PWUD, NSP 
services and staff have been varied, and 
that we are still learning the full extent 
of them. As we begin to look forward to 
a post-COVID environment, it’s crucial 
to acknowledge the one constant: 
that the drug market will continue to 
change and service adaptability will 
still be essential. 

Sarah Stivens 

WITH PEOPLE POTENTIALLY BEING MORE SOCIALLY 
ISOLATED AND RELUCTANT TO ATTEND EMERGENCY 
MEDICAL SERVICES AT THIS TIME, IT IS INCREASINGLY 
IMPORTANT THAT PEOPLE ARE AWARE OF, AND HAVE 
ACCESS TO, NALOXONE.
 Dr Amy Peacock 
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HARD KNOCKS: 
SOME KNOW VIOLENCE AND ANGER 
INTIMATELY THROUGH THE SCENE. 
OTHERS ALWAYS HAVE. 

The first time I was seriousl  bashed, 
I was 13 years old. 

It was in the Rangeview Juvenile Remand 
Centre [near Fremantle, Western Australia], 
where I was awaiting sentencing on a 
serious drug charge. 

There was no real logic or reason behind 
it; I was just in the wrong place at the 
wrong time. It happened because I was 
closest to a fellow detainee who had been 
punished for breaking the rules, and I 
must have looked at him the wrong way. 

Later that afternoon, he and two of his 
cousins cornered me. They punched me 
in the face and threw me on top of a ping 
pong table, smashing the table over my 
head and kicking me as I lay on the ground. 

This violent encounter was the first f 
many that I experienced in the world of 
drugs and crime.As I lay on the bed in 
my cell, head throbbing and mouth full 
of blood, I did not understand why it 
had happened, only that the language of 
violence needs no reason. 

AS I LAY ON THE BED IN MY CELL, HEAD THROBBING 
AND MOUTH FULL OF BLOOD, I DID NOT UNDERSTAND 
WHY IT HAD HAPPENED, ONLY THAT THE LANGUAGE 
OF VIOLENCE NEEDS NO REASON. 

For some people who 
use drugs, physical 
violence is a fact of 
everyday life as they 
battle to defend their 
position and secure 
their supply. 

Dangerous double act 

In its 2018 Overlap between 
youth justice supervision and 
alcohol and other drug treatment 
services report, which analysed 
data from July 2012 to June 2016, 
the Australian Institute of Health 
and Welfare (AIHW) highlighted a 
correlation between the two areas. 

“Young people who received an 
alcohol and other drug treatment 
service were 30 times as likely as 
the Australian population to be 
under youth justice supervision,” 
AIHW said.“Of young people who 
received an AOD treatment service, 
one in fi e (21 per cent) were also 
under youth justice supervision 
at some point during the same 
four-year period, compared with 
0.7 per cent of the Australian 
population of the same age. About 
one in four (26 per cent) young 
people who received an AOD 
treatment as a diversion (police 
and court referrals) in 2012–13 
subsequently spent time under 
youth justice supervision within 
three years.” 

The report continued: “Young 
people who received an AOD 
treatment service for volatile 
solvents or amphetamines were 
the most likely to also have 
youth justice supervision. Of 
the 11,981 young people who 
received an AOD treatment service, 
those whose principal drug of 
concern was volatile solvents or 
amphetamines were the most 
likely to have also been under 
youth justice supervision.” 

I saw that the only way to protect myself 
from the violence was by becoming 
violent myself. 

This ‘dog eat dog’ mentality is necessary 
for surviving in the world of drugs and 
crime, explains methamphetamine user 
and recently released former prisoner 
Kieren (not his real name). 

“Locking people up brings out their most 
basic animal instincts,” Kieren says. 

“It doesn’t matter if you’re in kids’ jail or in 
the ‘big house’, hierarchy is necessary to 
keep the natural order of things, especially 
in prison. In there the person at the top of 
the food chain is generally the biggest,
'          the strongest, the most dangerous.

https://www.aihw.gov.au/reports/youth-justice/overlap-youth-justice-supervision-and-aodts/contents/summary
https://www.aihw.gov.au/reports/youth-justice/overlap-youth-justice-supervision-and-aodts/contents/summary
https://www.aihw.gov.au/reports/youth-justice/overlap-youth-justice-supervision-and-aodts/contents/summary
https://www.aihw.gov.au/reports/youth-justice/overlap-youth-justice-supervision-and-aodts/contents/summary
http:crime.As
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YOU HAVE TO FIGHT FOR YOUR PLACE IN THE FOOD 
QUEUE, TO USE THE PHONE, FOR THE BOTTOM BUNK 
IN YOUR CELL. IF YOU DON’T, OTHERS WILL SEE YOU 
AS WEAK AND THEY’LL TAKE ADVANTAGE OF YOU. 
VIOLENCE IS A MEANS OF SELF-PRESERVATION. 
- "Kieren"

“In most jails you have to fi ht for 
everything.You have to fight for your place 
in the food queue, to use the phone, for 
the bottom bunk in your cell. If you don’t, 
others will see you as weak and they’ll 
take advantage of you.Violence is 
a means of self-preservation.” 

Because drugs are illegal, much of this 
criminal mentality translates directly 
into the drug world and is pushed 
underground, says Kieren 

More than two-thirds of Australia’s 
prisoners had used drugs in the 12 
months before their imprisonment, 
according to the Federal Department 
of Health. 

Over the course of my teenage years 
I returned to juvenile detention more 
than 10 times, and I later became heavily 
addicted to methamphetamine. 

Although I learned the language of 
violence in juvenile detention and later 
the drug world, I became violent well 
before I began using drugs. 

I did not have a violent 
upbringing. I came from a 
good family home. I was 
educated in private schools 
and had an affluent middle
class background, but when 
I was 11 years old my family 
fell apart. 

After we moved from 
England when I was 
eight, the great 
catastrophe of 
migration exposed 
flaws in Mum 
and Dad’s 
marriage. 
They later 
divorced. 
Meanwhile, 
I struggled 
to fit in at  
string of schools. 

I did not know how to respond to the 
things that were happening around me. 
I did not have the emotional capability 
to talk about things in a constructive way, 
and Mum and Dad were also incapable. 
There was just too much going on. 

Unable to communicate how I felt, I 
instead expressed my hurt through violent 
and defiant behaviou . 

I smashed up my bedroom, vandalised my 
schoolbooks, and tried to physically and 
emotionally hurt the people around me as 
a way of showing them how I felt. 

This behaviour was both a symptom and a 
cause of my family’s breakdown. 

Like much violence in the drug world, 
my violent behaviour stemmed from an 
inability to communicate constructively, 
says Western Australian Council of Social 
Service researcher, Alison Evans. 

“While problematic alcohol and other drug 
[AOD] use and mental illness do not cause 
or drive domestic and family violence, the 
presence of either or both has a bearing 

on, and implications for, the experience 
and perpetration of domestic and family 
violence,” Alison says. 

“Likewise, the mental health and AOD use 
of a victim-survivor of domestic and family 
violence is usually associated in some way 
with the domestic and family violence and 
its impacts.” 

Later, when I was 13 years old I sought to 
appease those feelings with drugs. Drugs 
made the problem worse. 

The physiological effects of the drugs 
I was using meant that I was quicker to 
lash out and cloudier in my judgement. 
It added another layer onto the underlying 
problems and made it harder for anybody 
to help me. 

My drug-taking quickly spiralled out of 
control. When I was 14 years old, I began 
injecting ice. I was soon dealing drugs 
as a means of supporting my habit and I 
learned violence as a tool of that trade. 

WHILE PROBLEMATIC ALCOHOL 
AND OTHER DRUG USE AND 
MENTAL ILLNESS DO NOT 
CAUSE OR DRIVE DOMESTIC 
AND FAMILY VIOLENCE, 
THE PRESENCE OF EITHER 
OR BOTH HAS A BEARING 
ON, AND IMPLICATIONS 
FOR, THE EXPERIENCE AND 
PERPETRATION OF DOMESTIC 
AND FAMILY VIOLENCE. 
- Alison Evans
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BUILDING THAT RAPPORT CONSTANTLY. 
GIVE THEM A SMILE, OR JUST SOMETHING. 
I CAN HAVE EMPATHY AND UNDERSTANDING FOR 
MOST PEOPLE WHO COME IN, AND RELAYING THAT 
EXPERIENCE REALLY HELPS PEOPLE TO OPEN UP. 
- Esha Leyden

I learned it through a hard lesson when I 
was 15 years old.A few weeks earlier I had 
tried to rip off three men for $250.They 
were angry that I had tried to do that and 
went about extracting their revenge. 

They arranged to meet me in a park 
under the pretence of a drug deal. When 
I rode down there, they bashed me with 
an iron fence picket and brick, breaking 
my jaw in three different places. While 
I was unconscious on the ground they 
stripped me of all my clothes and rode my 
pushbike over my face. 

This kind of thing is common in the drug 
world. Drugs  particularly hard drugs like 
methamphetamine  can make people 
erratic and violent. 

But more than the physiological effects, 
violence in the drug world is a means of 
commanding respect and getting your 
own way, says Queensland Injectors 
Health Network (QuIHN) peer worker Esha 
Leyden. 

“I think it’s really greed and selfishnes
more than drugs,” she says. 

“Violence is a way of proving yourself. 
People want to be accepted and they use 
violence to do it.” 

Esha is also the daughter of Jacqueline 
Leyden, a high-society brothel madam and 
drug dealer who was murdered on the 
Gold Coast in 1999, and she remembers 
growing up in a world where violence 
was normalised. 

“My parents were involved in the 
underbelly of Kings Cross. I was brought 
up with quite a bit of violence in the drug 
world,” she says. 

“My parents tried to keep me away but 
kids absorb everything. My mum being 
murdered: that was huge. I got sent to jail 
three weeks after she was murdered and 
saw a bit of violence in jail. 

“I didn’t learn from my mistakes the firs  
time and was back in jail again soon after. 
And just hanging around the Gold Coast, 
always hanging around with criminals, 
I saw a lot of violence: home invasions, 
robberies, the like.” 

Esha says that in her experience, violence 
has become more prolifi  in recent years 
due to the rise of drugs like ice. 

“There is just a lot of violence these days. 
It’s got worse. It’s because of ice. When it 
was speed  I’ve been an injecting drug 
user since 12, mostly amphetamines 
you never heard of the things that are 
happening now,” she says. 

“But since ice has come in, people are just 
going crazy. It’s a dangerous drug. You 
wouldn’t dream of hearing of the levels or 
amount of violence that you do now.” 

Esha’s upbringing led to her becoming a 
peer worker with QuIHN, with which she 
has worked for the past eight years. 

She says often deals indirectly with 
violence in her work on the front line and 
that being empathetic and relatable is the 
most effective tool she uses to help her 
clients. 

“I notice a lot of ladies coming in with 
their partners and I can see that they are 
in violent relationships. I just recognise it 
from my own experiences with violence. 

“The best thing I think I can do is just let 
them know we are there for them and 
build trust: letting them know I can relate 
to what they’re going through, maybe 
relaying my own personal experience,” 
she says. 

“Building that rapport constantly. Give 
them a smile, or just something. I can 
have empathy and understanding for most 
people who come in and relaying that 
experience really helps people to open up.” 

Tom de Souza 

THERE IS JUST A LOT OF VIOLENCE THESE DAYS. 
IT’S GOT WORSE. IT’S BECAUSE OF ICE. WHEN IT WAS 
SPEED – I’VE BEEN AN INJECTING DRUG USER SINCE 
12, MOSTLY AMPHETAMINES – YOU NEVER HEARD OF 
THE THINGS THAT ARE HAPPENING NOW. 
- Esha Leyden
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SCOTCH, ICE AND COKE: 
BOOZE AND AMPHETAMINES DRIVING OUR 
NATIONAL ADDICTION, BUT COCAINE IS COMING. 
If there’s a ‘typical’ alcohol and other drug (AOD) client in Australia, 
what are his or her characteristics? How old are they, where do they live, 
what’s their main drug of concern and who provides their treatment? 

The Australian Institute of Health and 
Welfare’s (AIHW) annual Alcohol and 
other drug treatment services in 
Australia: key findings data reveals 
that in 2019–20 Australian AOD services 
delivered 237,545 treatment episodes 
to 139,295 clients at the rate of 1,064 
episodes or 624 clients per 100,000 
Australian residents (one in 160 people). 
This represents a decrease of just under 
four per cent in four years: in 2015–16 
650 out of every 100,000 Australians 
sought treatment for AOD use. 

So who are the Australians being treated 
for drug and alcohol use? 

Clients in just over nine out of 10 cases 
(93 per cent) are treated for their own 
drug use rather than for somebody else’s. 

The typical client seeking treatment All up, 53 per cent of AOD treatment 
for their own AOD use in Australia clients are aged 20–39, 36 per cent are 
is a 35-year-old man (two-thirds of 40+ and 11 per cent are between the 
treatment episodes in 2019–20 were ages of 10 and 19. 
delivered to men). 

60+ years 10-19 years 

5.1% 11.4% 
50-59 years 

10.2% 
20-29 years 

26.1% 

40-49 years 

20.1% 30-39 years 

27.1% 

https://www.aihw.gov.au/reports/alcohol-other-drug-treatment-services/alcohol-other-drug-treatment-services-aus/contents/key-findings
https://www.aihw.gov.au/reports/alcohol-other-drug-treatment-services/alcohol-other-drug-treatment-services-aus/contents/key-findings
https://www.aihw.gov.au/reports/alcohol-other-drug-treatment-services/alcohol-other-drug-treatment-services-aus/contents/key-findings
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Seventeen per cent of AOD clients 
nationally identify as being Aboriginal 
or Torres Strait Islander and while the 
overwhelming majority (87 per cent) of 
episodes are delivered to people born in 
Australia, the United Kingdom (2.4 per 
cent) and New Zealand (2.1 per cent) are 
the most common homelands for clients 
who have migrated from overseas. 

The typical client almost certainly 
speaks English as their main language – 
95 per cent of AOD treatment clients do. 

Clients most often seek help for their 
alcohol use, which is cited as the main 
drug of concern in 34 per cent of 
treatment episodes. This is followed by 
amphetamines (28 per cent, of which 
methamphetamines account for just 
over three-quarters of clients), cannabis 
(18 per cent) and heroin (5.1 per cent) in 
a pattern that is consistent across both 
sexes and ethnicities. 

However, age makes a big difference to 
AOD treatment in Australia. Cannabis is 
the leading drug of concern for younger 
clients (55 per cent of those aged 10– 
19) while the biggest single groups in 
the 20–29 and 30– 39-year age brackets 
are being treated in the first instan e for 
amphetamine use (34 per cent and 38 
per cent, respectively). 

AMONG PEOPLE SEEKING TREATMENT FOR THEIR 
OWN DRUG USE, IN WESTERN AUSTRALIA AND SOUTH 
AUSTRALIA AMPHETAMINES ARE THE NUMBER 
ONE DRUG OF CONCERN WHILE ALCOHOL IS THE 
PRINCIPAL DRUG OF CONCERN IN THE SIX OTHER 
STATES AND TERRITORIES. 

It’s worth looking at the trends over time 
when it comes to the main drugs for 
which Australians seek treatment. In the 
four years since the 2015–16 data were 
compiled, codeine decreased by 64 per 
cent as the main drug of concern among 
people being treated for their own drug 
use (from 1,448 episodes in 2015–16 
to 526 in 2019–20, due at least in part 
to its scheduling as a prescription-only 
medication in early 2018). Over the same 
time, treatment for morphine use fell in 
an almost identical pattern. Cannabis 
and heroin also dropped markedly (by 22 
per cent and 36 per cent, respectively). 
Meanwhile, episodes in which cocaine 
was the main drug of concern more 
than quadrupled over that period, while 
treatment for amphetamine use rose by 
21 per cent. 

Among people seeking treatment for 
their own drug use, in Western Australia 
and South Australia amphetamines are 
the number one drug of concern while 
alcohol is the principal drug of concern 
in the six other states and territories. 

In much of Australia, in 2019–20 our 
‘typical’ client has an almost two-in-fi e 
chance of being in counselling as this 
is the most common form of treatment, 
unless they live in the Northern 
Territory, where assessment only is more 
prevalent; in Victoria, which favours 
support and case management; or in the 
ACT, where information and education 
are most often provided. 

NSW 

VIC 

TAS 

ACT 

QLD 
NT 
SA 

WA 

AOD CLIENTS PER 
100,000 PEOPLE 

NSW 

443 
ACT 

1,100 

VIC 

641 

QLD 

770 
WA 

835 

NATIONAL 

624 

SA 

459 
TAS 

580 

NT 

1,805 WA 

13.6% 
SA 

5.1% 

TAS 

1.9% 
VIC 

26.7% 

% OF AUSTRALIA’S 
CLIENTS 

NT 

2.7% 

QLD 

24.6% 

NSW 

22.5% 
ACT 

2.9% 
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Who treats these clients, for how long, In fact, non-government agencies In all, 64 per cent of episodes are 
and where? dominate nationally, accounting for delivered in non-residential settings by 

more than two-thirds (843, or 67 per community-based non-governmental 
AIHW says that since 2010–11, the cent) of AOD service providers with 73 organisations or hospital outpatient 
number of publicly funded AOD per cent of episodes (up from 54 per services, ahead of outreach (13 per cent) 
treatment providers in Australia has cent in 2010–11). and residential (12 per cent) treatment 
almost doubled from 666 to 1,258 in facilities. 
2019-20. The single biggest increase The average duration is longest for 
overall – 148.5 per cent – has been clients in treatment for amphetamine 
recorded in Victoria, where the number use: 33 days. Across all substances, the 

Rosalea Ryan has increased from 136 to 335. average length of treatment is 27 days. 
Just over three in four closed treatment 
episodes end within three months. 

33% 
Government 

67% 
Non-government 

NON-GOVERNMENT AGENCIES DOMINATED 
NATIONALLY, ACCOUNTING FOR MORE THAN TWO-
THIRDS (843, OR 67 PER CENT) OF AOD SERVICE 
PROVIDERS WITH 73 PER CENT OF EPISODES 
(UP FROM 54 PER CENT IN 2010–11). 

NSW VIC QLD WA SA TAS ACT NT 

473 

338 

194 

136 
109 104 

85 
59 56 

18 23 25 16 16 10 

0 
10

0 
20

0 
30

0 
40

0 
50

0 

Total 2010-11 Government 2019-20 Non-government 2019-20 

NSW VIC QLD WA SA TAS ACT NT National 

Government 295 3 62 10 30 8 2 5 415 

Non-
government 178 335 132 94 55 15 14 20 843 

Total 2019–20 473 338 194 104 85 23 16 25 1,258 

Total 2010–11 262 136 109 56 59 16 10 18 666 

% increase 
since 2010–11 81 149 78 86 44 44 60 39 89 

Placeholder data - to be provided or deleted 



  
 

 

 

 
 
 

 
 

 
 

 
 

 
 

  
 

 
 

 
 

  

 
 
 

 
 

 
 

 
 

 
 

 
 

 
 
 

   
 

 
 

 
 

 
 

  
 

 
 

 
  
 

 
 

 
 

 
 

 
  

 
 
 

 

IT JUST REQUIRES 
UNCONVENTIONAL 
APPROACHES 
SOMETIMES” 

“ 

Last month, we featured the first part of our conversation with Dr Ingrid van Beek, a past 
Director of Kirketon Road Centre in Kings Cross, Sydney, and founding Medical Director of 
Sydney Medically Supervised Injecting Centre. Here she shares her thoughts on NSPs and 
primary health care in Australia. 

If we look at the model of 
integrated primary health care 
established at Kirketon Road 
Centre, with its Needle and Syringe 
Program (NSP) and low-threshold 
Opioid Substitution Program, 
we notice that this hasn’t been 
replicated throughout Australia for 
people who inject drugs (PWID). For 
the very large population spread 
around the country there’s no 
targeted primary health care. Why 
do you think NSPs haven’t adopted 
more of a holistic approach? 

I’ve been really disappointed that despite 
the fact the World Health Organization 
recommends this model and it certainly 
is replicated in many other countries, 
it’s been thin on the ground here. I think 
it’s largely structural, to do with either 
specialist qualifications on the medica  
side and or funding, which tends to be 
siloed. It’s also not a cheap model – but it’s 
an efficient and ef ective one. 

At Kirketon Road Centre (KRC) we were 
lucky to be in the right place at the right 
time. We came along very early in the 
piece when there was an urgent public 

health and political need leading to the 
identification f large sums of new AIDS-
dedicated funding. So we were able to ride 
that wave to build up a substantial base of 
core funding during our first 10 years 
of operation. 

But notably, KRC has a smaller staff profil  
now than it did back then; salary increases 
haven’t been matched by budget increases 
so in effect its operating budget has been 
whittled down over time. 

More generally there has been a great 
reluctance for any further HIV-identifie  
money or hepatitis C-identified mon y 
to go into broader more holistic types of 
health models. KRC has been described as 
a “legacy service”. I think that’s what they 
call a service that has an old director who’s 
been hard to shift and who’s guarded their 
historical funding base with their life. 

It’s short-sighted. I gave talks all over the 
country for the 30 years I was its Director 
promoting this model. Everywhere I went 
people would say “That’s great. Yep, makes 
perfect sense. Love it”, but then they’d 
add “But we couldn’t really do that in our 
service”, often because of funding, staffin  
and training constraints. 

There are also medical barriers. Doctors 
need, if they want to be specialists and, 
importantly, paid as specialists, to be able 
to demonstrate that they practise in a 
very specialised way. Therefore, there’s 
resistance among doctors if they’re a 
sexual health physician or an addiction-
medicine physician and the person sitting 
in front of them says “I’ve got a cough or 
a cold”. It’s like “Oh gosh, I can’t manage 
that; you need to see your own GP”. This 
population doesn’t necessarily have 
therapeutic relationships with GPs. GPs 
interested in looking after marginalised 
groups are rare and you need a Medicare 
card and to be good at keeping 
appointments and all those things. 

Medicare being fee-for-service doesn’t 
encourage an holistic way of approaching 
health care either. 

And it’s obviously not just medical needs 
that people have. There’s a whole range of 
needs and they’re a little bit unpredictable. 
We tend to stand back and expect clients 
to navigate their way through a complex 
health system that even I find prett  
challenging at times. It’s disappointing. 

12 

https://bulletin.penington.org.au/issues/april-2021/
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The problem of PIEDs 

I want to ask about the people who 
inject performance and image-
enhancing drugs (PIEDs). Years 
ago, your view was that NSPs were 
primarily targeted to people who 
used psychoactive substances and 
that PIEDs, though they had risks, 
also had capacity, so Kirketon 
Road Centre would give them a 
20-pack and suggest they go to the 
pharmacy or elsewhere in future to 
access equipment. What are your 
current thoughts? 

The problem when PIED users suddenly 
discovered the Needle and Syringe 
Program and the fact it asked no 
questions, or not many questions, was that 
it became the obvious place for them to 
go to load up on injecting equipment.The 
large-barrel syringes and loose tips they 
were using were also the more expensive 
injecting equipment. It seemed to me that 
they weren’t necessarily a high-risk group 
from a blood-borne infection 
(BBI) perspective. 

In Kings Cross at least, this subgroup also 
didn’t appear to have any particular health 
or social needs; for the most part they also 
had an ability to pay and the BBI testing 
we were doing in that group was coming 
back “negative, negative, negative”. 

Some of the other NSPs had found that 
their budgets were being entirely wiped 
out, also because it just happened to 
coincide with the time when there was 
a health department directive not to put 
any limits on the number of needles or 
syringes going out as part of the hepatitis 
C virus strategy. 

Literally, people were walking in and 
taking huge boxes of this very expensive 
equipment straight out the door – also 
making it hard to ensure there were 
enough supplies on hand for the higher-
risk injectors attending that NSP. The 
PIEDs injectors didn’t want to talk, they 
couldn’t be made to talk and they didn’t 
have much to talk about anyway, so this 
presented a very real budgetary impost for 
little apparent public health gain. 

It’s public health 101 to recognise that 
with a shrinking budget you need to use 
your scarce resources on the things that 
give you the best bang for buck. 

We decided to do a study and survey 
people about their injecting and sexual 
risk behaviour.This confirmed that thi  
subgroup was at very low risk so we 
recommended giving people starter packs, 
which also provided very specialised 
information about the specifi  health risks 
of PIEDs use. We didn’t turn anyone away 
if they rolled up again, but we did provide 
lists of internet sites where they could 
obtain this equipment at affordable prices, 
and that worked out just fine  

LITERALLY, PEOPLE WERE WALKING 
IN AND TAKING HUGE BOXES OF 
THIS VERY EXPENSIVE EQUIPMENT 
STRAIGHT OUT THE DOOR – ALSO 
MAKING IT HARD TO ENSURE 
THERE WERE ENOUGH SUPPLIES 
ON HAND FOR THE HIGHER-RISK 
INJECTORS ATTENDING THAT NSP. 
THE PIEDS INJECTORS DIDN’T 
WANT TO TALK, THEY COULDN’T BE 
MADE TO TALK AND THEY DIDN’T 
HAVE MUCH TO TALK ABOUT 
ANYWAY, SO THIS PRESENTED A 
VERY REAL BUDGETARY IMPOST 
FOR LITTLE APPARENT PUBLIC 
HEALTH GAIN. 

What about going forward? 
In NSW, maybe 10 per cent of 
clients now are using PIEDs. 

My understanding is that numbers have 
been ebbing such that it is no longer a 
threat to the program at any level, so it’s 
not a central issue anymore. 

I should add that we put a lot of riders on 
what we were saying back then: that we 
were in Kings Cross and that the PIEDs 
there were probably very socio-culturally 
different, with quite different risk profiles  
compared to elsewhere. 
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Is there a way to reverse that, or to 
accelerate a trend towards dispersal 
of a primary health care model? 

We need to keep chipping away but it 
also needs local leaders in services – 
hospital services, for instance, where 
they also have some community-based 
services, need to try to strengthen the 
links. For example, they’ve tried to create 
a structure where mental health services 
and alcohol and drug (AOD) services are 
administered under the same funding 
source and provided under the same 
roof in the hope that this will reduce 
people being pushed from one to the 
other service structure, often falling 
between the cracks en route. 

But from what I can gather, this has had 
very limited success so far, AOD services 
often feeling the poor cousin in these 
arrangements. 

I’m not convinced that health care 
workers are always very client-oriented; 
we’re not starting with what the 
client’s needs are. The more senior and 
experienced and clever we become, the 
more conferences we go to, the more 
papers we write, there’s pressure to 
become more and more specialised and 
sub-specialised and to have our little 
unique niche and not be generalist. 

Inevitably we become very focused on 
our professional needs rather than the 
client’s. That’s not to say that the work 
we do, the research we do and so on 
isn’t important and useful at a coal-
face level. It just means we’re at risk 
of becoming more and more distant 
from what’s actually most important in 
people’s day-to-day lives. 

How do you see the future of harm 
reduction services in Australia: 
injecting rooms, NSPs, peer services 
etc? This was created in a crisis – the 
HIV crisis – and it’s been fairly stable 
as a system since the late 1980s, with 
hepatitis C virus tacked on. 

We used that project as an example 
of how you should look at your 
local situation, try to generate your 
own evidence relevant to your local 
environment and then adjust your policy 
and practice approaches accordingly. 
There was great resistance to that, 
which surprised me. People were saying 
to me quietly “I completely get what 
you’re saying but if ever those health 
bureaucrats get onto this they’re going 
to use it as an opportunity to close our 
services down”. 

I’ve never seen that. I’ve always strongly 
believed in the notion of local solutions 
for local problems – draw on evidence 
that’s been generated at a state, national 
and international level, but then look 
to see how relevant that is to your local 
situation and adjust it as needed. 

You make your service relevant in an 
ongoing way if you can demonstrate 
that you really do know your community 
and are also able to identify emerging 
issues, pitching for additional funding 
if necessary for new things coming just 
around the corner. 

It’s about nurturing local leadership, 
having eyes and ears out there seeing, 
listening and doing what you can, trying 
to develop an outreach capacity, talking 
to your clients, understanding what’s 
important to them. 

It’s also about being on the front foot 
which includes always talking to your 
funding people, keeping them in the 
loop so they’re coming along with you 
all the time, rather than trying to find out 
“Who’s that person we should apply to 
for funding?” when suddenly something’s 
turned up on your doorstep. These are 
ongoing relationships that should be 
nurtured. 
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NSPS SHOULD TRY TO 
BROADEN AS MUCH AS 
THEY CAN TO BE ABLE 
TO BE MORE HOLISTIC 
IN THEIR CARE AS 
NEEDED. THEY SELL 
THEMSELVES SHORT BY 
BEING CENTRED AROUND 
A NEEDLE SYRINGE 
– A MODE OF DRUG 
DELIVERY. THAT’S 
A PRETTY NARROW WAY 
TO DEFINE YOURSELF. 

Maybe it’s harder to do all this in small 
services, and in more remote areas – 
and that’s why it’s also important to 
band together with other aspects of 
health, whether it’s urban health, public 
health, community health, mental health. 

Hepatitis C was a bit of an add-on, 
although it taught us a lot. The most 
important thing was that a high-
prevalence infection was much less 
responsive to the needle syringe 
initiative than a low-prevalence 
infection, HIV being completely 
controlled by NSP whereas hep C 
wasn’t. It was clearly crucial to make 
sure HIV wasn’t allowed to creep up to 
HCV’s levels. That said, NSP is of course 
a key hep C prevention strategy; it just 
needs to be at a higher dose along with 
other strategies. 

What should NSPs be offering other 
than needle distribution? 

It doesn’t matter which drugs people 
are using,  there’ll always be a need for 
health services tailored to the needs of 
people who use drugs. NSPs should try 
to broaden as much as they can to be 
able to be more holistic in their care as 

needed. They sell themselves short by 
being centred around a needle syringe 
– a mode of drug delivery. That’s a pretty 
narrow way to define yourself. 

Drugs like psychostimulants are more 
challenging because rational thinking 
really can take a back seat so you often 
have to deliver health care in a different 
way – and quickly. We had to adjust 
our approach big time when cocaine 
injecting became really big in Kings Cross 
in the mid-1990s and again in 2001. 

We also found that we were able to 
treat people’s drug-induced psychosis 
while they were still using coke. It was 
contrary to what all the psychiatrists 
were saying: “No, they’ve got to stop 
using cocaine firs . There’s no point”. 
We said, “They’re not stopping for long 
enough to get in there with treatment, 
so we want to give it a go”, and it did 
actually work. 

It just requires unconventional 
approaches sometimes. That’s where 
medical people can come in handy, 
because doctors are actually allowed to 
be unconventional as long as they can 
explain why it’s necessary. 

Medical Director of the Sydney 
Medically Supervised Injecting Centre 
Dr Ingrid Van Beek speaking to the 
media in 2001. 

Penington Institute hosted an online 
seminar about reducing harms for 
people who use performance- and 
image-enhancing drugs on 29 April.  
Watch the recording on  
our YouTube channel. 

https://www.youtube.com/channel/UChJ6Fiuw6X4jv68snowm60A
https://www.youtube.com/watch?v=1NvKG6-E-Ew



