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Executive Summary

Study aims and background

The purpose of the current study was to contribute to the understanding of the law enforcement
sector in regard to the impact of benzodiazepine and pharmaceutical opiate misuse on crime.

In particular, the study aimed: to examine the nature of the illicit market in benzodiazepines
and pharmaceutical opiates; to investigate any links between misuse of such drugs and criminal
activity; to examine the implications of use for health and law enforcement staff; and to consider
opportunities, and the potential impacts of, interventions into this issue.

The study was funded by the National Drug Law Enforcement Research Fund (NDLERF), and was
conducted in three Australian jurisdictions where there was evidence of existing or emerging
patterns of use of diverted pharmaceutical products amongst individuals who inject illicit drugs.
This report details only the Tasmanian-specific primary data collected as part of this larger study.
A more detailed examination of the research aims can be found in the accompanying National
Overview Report (Fry et al. in press), to which this document is a companion.

Methodology

The methodology of the current study took a staged approach, so that relevant issues emerging
through the course of the investigation could be examined in progressively more detail as the
study progressed. Initially, a series of semi-structured interviews were conducted with eleven

law enforcement professionals from a range of levels and bureaux within Tasmania Police in

order to refine the focus of the study toward the issues of most relevance for policing in the local
jurisdiction. In addition to this, existing Tasmanian-specific literature addressing the research issues
were reviewed. In the second 'stage' to this study, a series of detailed face-to-face interviews were
carried out with one hundred individuals that regularly injected diverted pharmaceutical products.
This survey included sections examining: the drugs they had used and the modes of access to these
products; recent involvement in criminal activity; health and other impacts of pharmaceutical
opiate and benzodiazepine use; and perceptions of the potential impact of substantially

changed availability of such products on the illicit market. The third stage to this investigation

saw an examination of Tasmanian-specific indicator data relevant to the research issues, such

as prescription data and an examination of pharmacy burglaries. In the final component of the
study, a further series of face-to-face interviews were conducted with forty-seven individuals that
regularly injected pharmaceutical opiates or benzodiazepines, in order to complement and clarify
trends emerging from the earlier survey. Similarly, detailed qualitative interviews were conducted
with a number of experts and professionals across the health and law enforcement sectors in order
to examine the issues arising from the earlier research stages in greater depth.

Key findings

The following summarises in dot points the key findings across all sections of the local component
of the study.

Use of pharmaceutical products among local people who inject drugs

e Benzodiazepine use was almost ubiquitous among both people who inject drugs (PWID)
cohorts surveyed. The most commonly used benzodiazepines were diazepam (Valium,
Antenex, Ducene), alprazolam (Xanax, Kalma), oxazepam (Serepax), nitrazepam (Mogadon)
and temazepam (Temaze).
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Pharmaceutical opiates most commonly accessed by PWID included morphine sulphate
(MS Contin, Kapanol), methadone (syrup, Physeptone), and oxycodone (OxyContin). Data
from the state’s Needle Availability Program suggests that injection of pharmaceutical opiates
comprises almost half of all transactions from non-pharmacy outlets, with methadone (syrup
or tablets) becoming increasingly predominant over morphine in these figures.

PWID participants interviewed were clearly very flexible in the types of drugs that they used,
with individuals that used one pharmaceutical opiate type typically also using other types as
well (for example, those recently accessing diverted methadone syrup were also commonly
using Physeptone, morphine and benzodiazepines as well).

There were stronger relationships between use of diverted methadone and benzodiazepines
than there were between the use of other drugs.

However, while those surveyed were generally predominantly consumers of licit or illicit
pharmaceutical opiates, there was a very high use of methamphetamine in both cohorts.

Sources on the illicit market

PWID respondents most commonly reported purchasing morphine, Physeptone and
oxycodone from individuals engaged in small-to-medium-level 'dealing' in these drugs, along
with methamphetamine and/or cannabis.

Reports from key informants (KI) and PWID suggest that these drugs are accessed not through
'doctor-shopping', pharmacy burglary, internet sources, or fraud by the PWID, but are instead
diverted by individuals who are receiving prescriptions for these drugs for legitimate medical
reasons, who are on-selling some or all of these prescriptions to intermediaries. These
intermediary sources may then sell the drugs on to PWID.

Methadone syrup was reported by those surveyed as typically purchased directly from
'friends' or others who were receiving methadone maintenance treatment (MMT). These
individuals typically reported diverting such doses for financial reasons (such as covering the
costs of daily methadone dispensing or other bills), to purchase or trade for other illicit drugs,
or as a consequence of threats and intimidation by individuals seeking to access methadone.
Both PWID and Kl noted recent increases in hassling of methadone maintenance patients in
and around dispensing points by individuals seeking the drug.

Benzodiazepines, however, were predominantly accessed by PWID through legitimate
prescriptions from a medical practitioner, and it was rare for these individuals to have
accessed these drugs from any more than one or two prescribers in the previous six month
period. Access to these drugs from non-legitimate sources was clearly a secondary, and
substantially less prevalent pathway to access of benzodiazepines, and it was more common
for people to receive them as gifts or through trades for other drugs than it was for these to be
purchased from a 'dealer'. PWID reported typically seeking diverted benzodiazepines if their
legitimate prescription had been used up early, to help manage withdrawal symptoms, or to
self-medicate during stressful periods.

Reports from Kl specialising in the issue of 'doctor-shopping' suggested that the demographic
characteristics and types of prescriptions accessed by those engaging in such activity were
clearly distinct from those seen in PWID groups. PWID themselves very rarely reported trying
to access benzodiazepines or pharmaceutical opiates through feigned symptoms from one

or more prescribers, with most suggesting that they did not even bother trying because they
expected to be refused.

Theft of pharmaceuticals from pharmacies or forging prescriptions was virtually non-existent
among PWID, although a substantial proportion of PWID receiving legitimate prescriptions
had recently experienced having these drugs stolen from them, with methadone syrup and
alprazolam being the drugs most commonly targeted for such access. Data from Tasmania
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Police suggest that pharmacy burglaries are not common and high-value pharmaceutical
opiates are not frequently accessed in these events due to the legal requirements to secure
these products.

Links between use of pharmaceutical opiates or benzodiazepines and crime

e A minority of PWID subjects suggested that their recent pharmaceutical drug use had
contributed to them being involved in some form of criminal behaviour; however, these
reports did not appear to differ according to the pharmaceutical drug class that participants
were referring to (benzodiazepine or pharmaceutical opiates), nor was there any substantial
difference between criminal behaviour reported as associated with general 'use' or
'withdrawal' from these drugs.

e Involvement in property crime was associated with the degree of dependence on morphine,
with use of prescribed methadone syrup emerging as a factor protective against such
involvement. Law enforcement Kl suggested that use of morphine was associated with the
lower end of the spectrum of property crime, such as opportunistic, 'soft target' theft or
shoplifting, which was consistent with the data emerging from the PWID interviews. Police
suggested that this may be due to the fact that the majority of PWID maintained daily use
levels requiring $50-100 per day, which meant that higher profile criminal acts were less
likely to be considered.

e Prescribed methadone syrup, while a protective factor against involvement in property crime,
was associated with the experience of theft, threats or assault 'against' those receiving this
drug legitimately, according to responses from both KI and consumers. Both PWID and
KI noted recent increases in hassling of methadone maintenance patients in and around
dispensing points by individuals seeking the drug.

e While benzodiazepine use was not associated with any crime in particular, PWID consumers
reported experiencing extremely disinhibited behaviour when intoxicated by these drugs,
particularly when potent benzodiazepines such as alprazolam were combined with
methadone and/or alcohol. Individuals thus intoxicated reported uncharacteristic and bizarre
behaviour. KI were aware that use of alprazolam and methadone in combination had been
increasing in recent months and were concerned with this in terms of the increased overdose
risk of such an activity, but there were no reports of particular recent problems with the
associated disinibited behaviour by front-line workers.

Implications of benzodiazepine and pharmaceutical opiate use for health workers

e Kl reported, and data from consumers demonstrated, that intravenous administration of
pharmaceutical opiates not designed for such use carries a degree of health harms. Two main
themes of opportunities for health intervention were proposed.

e Primary prevention suggestions included developing peer education programs built around
demonstrating the harms associated with intravenous administration of tablets, using graphic
demonstrations of images such as lungs riddled with particulate matter from years of injection,
similar to the approaches used in anti-smoking campaigns.

e Kl more commonly suggested secondary health interventions, such as distribution of pill and
biological filters through the Needle Availability Program to reduce the health harms, and
the future burden on the public health system, from continued introduction of particulate
matter in the circulatory system from regular injection of these pharmaceuticals. Additionally,
acknowledgement that some individuals receiving methadone maintenance therapy will
continue to administer 'take-away' doses of this drug intravenously, and taking steps to reduce
the harm of this (such as not diluting these doses, or changing the formulation of these doses
to Biodone or injectable methadone), was suggested by many KI.
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Opportunities for interventions

e The patterns of sourcing of diverted pharmaceuticals by providers and the modes of access
to these drugs from PWID consumers create particular challenges for policing and limited
points for intervention in these systems. Experience in policing in this area suggested that
the establishment of close relationships between health and law enforcement sectors helped
support good outcomes for both sectors. For example, where problems with prescription
or diversion were identified by police, historically prescribers had been more responsive to
interventions made by agencies overseeing prescription (Pharmaceutical Services) than those
approaches made by police directly.

e Kl suggested that an appropriate point for supply reduction may be in further supporting
medical practitioners in regard to patient assessment and identifying multiple options for
treatment so that the best match could be made between patient need and the treatment
provided. Increasing access to specialist pain management and drug withdrawal or
maintenance programs may assist in such processes.

Possible impacts of supply reduction of diverted pharmaceutical opiates

e Reports from Kl and PWID surveys suggested that a substantial reduction in the availability of
diverted pharmaceutical products may have a range of possible unanticipated consequences
that need to be considered.

e Given that surveys of local PWID consumers consistently suggest that many are using
pharmaceutical opiates in the place of heroin (due to its poor availability on the local market),
it is possible that such a reduction in availability of diverted pharmaceutical opiates may
produce an environment conducive to the establishment of a local heroin market. However,
as it was shown that PWID consumers were particularly flexible in their patterns of use of
pharmaceutical opiates, it may be that reducing the supply of one opiate form may simply
lead to an increase in use of an alternative pharmaceutical product. This appears to have been
the case in response to the removal of gel capsules of temazepam from the market, with use
of alprazolam among local PWID groups increasing in response. Alternatively, there were
suggestions that a proportion of PWID may shift from regular pharmaceutical opiate use to
regular use of stolen opium poppies or methamphetamine if these supplies reduced, both of
which would carry particular health and policing issues that may be more demanding than
the current scenario.

e Alternatively, data from PWID consumers suggested that some consumers may increase their
involvement in criminal activity if there were to be a reduction in the availability of diverted
pharmaceutical opiates in order to pay the increased purchase price of these products on
the illicit market. Similarly, there were suggestions that there may be increased targeting and
intimidation of those receiving pharmaceutical products legitimately, as has been seen toward
individuals receiving methadone maintenance in recent months.

e Kl also noted that increased regulation on prescription of these medications or on the
dispensing of these drugs also had the potential to unnecessarily burden those who have
legitimate need of treatment with these medications, and may lead to reduced health
outcomes for these individuals.

e Finally, KI noted (with PWID data supporting these reports) that substantial supply reduction
of these drugs on the illicit market had the potential to produce a sizeable increase in demand
for treatment services such as pharmacological maintenance therapy, pain management,
detoxification or withdrawal management. These services within Tasmania are already
significantly stretched, with notable waiting lists for treatment common. Additional demand
on these services would be unlikely to be able to be met, with this scenario producing
reduced health outcomes for those within, and attempting to access, such services.
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Table 56 continued.

Used in past 6 Injected in past 6
Benzodiazepine months months
% %
Temazepam
Euhypnos 10mg capsules 4 4
Euhypnos 20mg capsules 8 6
Normison 10mg tablets - -
Normison 10mg capsules 2 2
Normison 20mg capsules 13 11
Temaze 10mg capsules 4 2
Temaze 20mg capsules 11 9
Temaze 10mg (tablets) 15 2
Temtabs (tablets) 15 -
Other benzodiazepines
Halcion (triazolam) - -
Hypnodorm (flunitrazepam) 11 2
Lexotan (bromazepam) 2 2
Lorazepam 2 -
Paxam (clonazepam) - -
Rivotril (clonazepam) 2 -
Related products
Catapres (clonidine) 4 -
Stillnox (zolpidem) 2 -
Unisom (sleep gel) - -
Any licit benzodiazepine
% using in past six months 45 6
Median frequency of use 180 days 24 days
Any illicit benzodiazepine
% using in past six months 75 21
Median frequency of use 10 days 12 days

Source: Stage four survey of PWID

Sources of benzodiazepines

While the proportions of the current PWID sample accessing benzodiazepines in general was
somewhat lower than that reported among the earlier group of participants (see Table 12), the
relative proportions reporting accessing benzodiazepines from each of the different supply sources
examined remained similar across both samples (Table 57).
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It is clear that the PWID participants were accessing benzodiazepines from a range of sources.
When discussing all of their different sources of benzodiazepines in the preceding six months,
two-fifths of the participants had received them as a gift (42%) or through a legitimate medical
prescription (38%). Purchasing benzodiazepines from a friend (21%) or from a dealer (15%) were
other common pathways to access, and 19% of participants had swapped other drugs to obtain
benzodiazepines. Almost exactly replicating the trends seen in the earlier PWID cohort, just 6% of
those studied reported feigning symptoms to obtain benzodiazepines from a medical practitioner
in the preceding six months, and not a single participant reported stealing benzodiazepines or
forging scripts to access such drugs in this time (Table 57). Similarly, no participants had ever tried
to purchase benzodiazepines through the internet.

When PWID participants were asked to report the sources that they had obtained the majority

of their benzodiazepines from in the preceding six months (Table 57), it was clear that, among
those receiving prescriptions for benzodiazepines, almost all had predominantly accessed these
for legitimate reasons, with 34% of the sample predominantly accessing their benzodiazepine
prescriptions for legitimate reasons, in comparison to 4% (n=2) predominantly accessing
prescriptions through feigning symptoms. Remembering that the median frequency of use of
legitimately accessed benzodiazepines in the preceding six months (180 days, range 6-180 days)
was substantially greater than the median frequency of use of benzodiazepines accessed via illicit
sources (10 days, range 1-159 days, with more than 75% of these using illicit benzodiazepines less
than 14 days of the past 180), it was clear that illicit access to benzodiazepines was 'secondary'

to legitimate access to these drugs for this group. This was also found in the earlier PWID survey.
Amongst those accessing benzodiazepines via illicit means in the preceding six months, PWID
most commonly reported accessing the majority of their illicitly accessed benzodiazepines as gifts
(38% of the sample), with much smaller proportions reporting predominantly accessing their illicit
benzodiazepines through trades for other drugs (13%) or purchasing them from a friend (13%) or a
dealer (9%).

Table 57. Pathways to access of benzodiazepines in the preceding six months (n=47).

Real Fake Forge Buy: Buy:
Source symptoms  symptoms  Gift Steal script friend dealer Swap
% % % % % % % %
Main source 34 4 38 - - 13 9 13
All sources 38 6 42 - - 21 15 19

Source: Stage four survey of PWID

PWID participants that reported accessing benzodiazepines from any source other than a
medical practitioner in the preceding six months were asked to nominate the characteristics of
their provider and the other drugs sold by the individual that they had accessed the majority of
their illicit benzodiazepines from. Data from participants that could report on this information
are summarised below in Table 58. In keeping with the predominance of illicit access as gifts or
through trades, and consistent with the pattern noted in the earlier study (Table 13), the largest
proportion reported that their usual illicit source of benzodiazepines was a friend (50% of those
accessing benzodiazepines illicitly). Regardless of whether they were best categorised as a 'friend
selling their prescription' (n=9), as a 'friend giving away their prescription' (n=1) or as a 'friend
swapping their prescription drugs' (n=1), these individuals typically (n=7/11) did not sell or
provide any other substances. The next most commonly reported provider type was a 'user/dealer'
(an individual perceived as selling drugs to help pay for their own illicit consumption), who
generally did also provide other substances, typically cannabis (71%), methamphetamine (71%),
or morphine (57%). Smaller proportions of PWID participants reported generally accessing their

107

Chapter three: Study findings ||



108

illicit benzodiazepines from an individual perceived as a 'small-time dealer', who were typically
also providers of morphine (75%) and/or cannabis (50%). These reports are consistent with those
identified in the Stage two PWID survey (Table 13).

Table 58. Other drugs sold by providers of benzodiazepines.

Friend User/
Friend Friend swapping their  dealer
selling their giving away prescription  (selling to Small-time
prescription their script drugs fund use) dealer Total
Provider type 19% 2% 2% 15% 9% 47%
(n=9) (n=1) (n=1) (n=7) (n=4) (n=22)
Other drugs sold
Heroin - - - - - R
Methadone - - - - 25% 5%
(n=T) (n=1)
Morphine 1% - - 57% 75% 36%
(n=1) (n=4) (n=3) (n=8)
Other opiates - - - - - -
Methamphetamine - - - 71% 25% 27%
(n=5) (n=T) (n=6)
Cocaine - - - - - -
LSD - _ - - - -
Ecstasy - - - 14% - 5%
(n=1) (n=1)
Benzodiazepines - - - 14% - 5%
(n=1) (n=1)
Cannabis 22% - - 71% 50% A1%
(n=2) (n=5) (n=2) (n=9)
Does not sell any 55% 100% 100% - 25% 36%
other drugs (n=5) (n=1) (n=1) (n=1) (n=8)

Source: Stage four survey of PWID

Access to benzodiazepines from a medical practitioner

PWID participants that had accessed benzodiazepines from a medical practitioner in the
preceding six months were asked about how easy it was to access such drugs from doctors. As
noted in the earlier PWID study, it is important to consider that only a very small proportion of
these participants reported feigning symptoms in an attempt to access benzodiazepines, and
previous local studies with similar PWID populations have suggested that a substantial proportion
of this group certainly experience symptoms which would be legitimate indications for their
prescription (e.g. Bruno & McLean 2004). As such, these figures are likely to reflect the ease at
which practitioners prescribe benzodiazepines to PWID groups where there are indications for the
prescription of these drugs, rather than the ease at which these drugs are accessed when symptoms
are feigned.
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Table 59 summarises trends in access to benzodiazepines from medical practitioners in the
preceding six months. Just 13% of the PWID participants reported requesting temazepam gel
capsule formulations in this time, with all of these individuals reporting that they were extremely
difficult to access from doctors. Participants were asked to elaborate on this, with almost all
reporting that they were flatly refused when these requests were made, with some prescribers
explaining this refusal as due to pharmacies no longer stocking these formulations. While only a
small proportion of the sample had actually requested such formulations from prescribers in the
preceding six months, a larger number of participants reported on changes to the ease of their
availability, with 26% of the sample suggesting that there had been no change to the availability
of temazepam gel capsules from medical practitioners in the preceding six months, while 9%
reported that access had become more difficult, and 4% that access had become less difficult in
this time.

In relation to benzodiazepine tablets, two-fifths of the participants reported recently requesting
these from medical practitioners, with the majority of these suggesting that they were 'easy"

or 'very easy' to access (32% of the sample). Most also reported that there had been no recent
change in the level of access to these drugs (26% of the sample), although a small proportion
(9%) suggested that benzodiazepine tablets had become slightly more difficult for them to access
from prescribers in the preceding six months. Participants were asked to elaborate on these issues,
with most reporting that the reasons behind their easy access to benzodiazepines were due to an
established history of being prescribed these medications (n=10), and that to access these drugs
you 'needed to be fairly genuine' with your prescriber (n=1).

Table 59. PWID reported trends in access to benzodiazepines from medical practitioners in the
preceding six months.

Gel Capsules Tablets
% %
Didn't request 87 61
Ease of access
Very easy - 6
Easy - 26
Difficult - 6
Very difficult 13 -
Change to access
Easier 4 4
No change 26 26
More difficult 9 9

Fluctuates - -

Source: Stage four survey of PWID

Further supporting the reports that the PWID participants were accessing benzodiazepines
appropriately, when participants were asked how many prescribers they had received
benzodiazepine prescriptions from in the preceding six months, almost all (n=17/21) had only
received prescriptions from a single prescriber, while 3 participants had received prescriptions
from two doctors. A single participant reported accessing benzodiazepine prescriptions from
six practitioners in the preceding six months. In keeping with this, only three participants
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reported being refused a prescription for some benzodiazepine in the preceding six months
(some of those that had been refused a prescription of temazepam gel capsules were offered

a tablet benzodiazepine), with one being refused by one prescriber, one refused by two, and

one individual being refused a benzodiazepine prescription by three medical practitioners. Two
of these three individuals did not receive any benzodiazepine prescriptions in the preceding

six months. It is noteworthy that none of the participants in the current study would meet the
Health Insurance Commission’s definition of 'prescription shopping' (an individual who has been
supplied prescription drugs by six or more prescribers within a three month period, or 30 or more
in a year, or has been prescribed a total of 25 target pharmaceutical benefits or a total of 50 or
more pharmaceutical benefits, see Kamien 2004), and, as there were only three participants that
reported attempting to access benzodiazepines from more than two medical practitioners in the
preceding six months (requesting from 3, 4, and 6 prescribers respectively in this time), then the
definition would have to be lowered substantially to even capture the most extreme of these cases.
In sum, while three participants (6% of the sample) reported recently accessing benzodiazepines
from a prescriber in the preceding six months through feigning symptoms, it is clear that 'doctor-
shopping' for benzodiazepines as defined above did not occur within the current (or previous)
PWID cohort.

PWID participants that had accessed, or attempted to access, benzodiazepines from medical
practitioners were invited to discuss their experiences the last time they had made such a

request. Discussions focused on the reasons leading to such requests, factors that may have led to
prescription by the practitioner and factors that may have led to refusal, as well as the impact of
such a refusal on the individual.

Most common among the reasons reported for requesting benzodiazepines from a medical
practitioner were sleeping difficulties (n=4) or anxiety, distress, or problems coping with
stressful situations (n=>5), all of which, if genuine issues, would clearly be legitimate reasons for
benzodiazepines. Two individuals reported seeking benzodiazepines in order to manage the
discomfort associated with the 'come down' from extended methamphetamine use. However,
three participants did report seeking prescriptions to get 'stoned'.

When requests for benzodiazepines were accepted by medical practitioners, this was
predominantly among individuals that had established, regular prescriptions and standing
relationships with a particular medical practitioner (n=9). Five participants reported that they had
been prescribed benzodiazepines at times when they had been having genuine troubles coping
with stressors, such as the death of somebody close to them (one individual, for example, reporting
being totally overwhelmed, and honestly telling the doctor about how they were feeling). Two
participants reported not actually requesting benzodiazepines from their doctor, but having them
prescribed to help with reduction of their dose of methadone. The single participant that reported
receiving a benzodiazepine prescription through a faked reason had indicated that they were 'tired
and stressed out from their kids'.

In terms of the situations leading to refusal of a request for benzodiazepine prescription, ironically,
several participants reported that this had occurred when they were being open and honest with
their doctors. For example, four participants that were receiving methadone maintenance reported
approaching a second medical practitioner for a benzodiazepine prescription, and when they
mentioned that they were receiving methadone, their request was refused and they were referred
back to the practitioner overseeing their maintenance treatment. In another case, an individual
had come to the realisation that they were using too many benzodiazepines illicitly, and explained
this to a practitioner with the hope that they could assist in reducing such use, but was refused
prescription. Another participant reported having their standing benzodiazepine prescription
withdrawn when they asked to be changed from temazepam to Hypnodorm. Other reported
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scenarios leading to denial of prescription were also consistent with prescription guidelines, for
example, the practitioner offering to prescribe antidepressants in place of benzodiazepines after a
few weeks of benzodiazepine prescription; or refusal as the individual was identified as previously
engaging in 'doctor-shopping'. Only two participants reported continuing to seek benzodiazepines
after being refused a prescription, with one attempting again with a different doctor, and the other
seeking benzodiazepines on the illicit market.

Illicit access to benzodiazepines

PWID participants that reported accessing benzodiazepines illicitly in the preceding six months
were asked their perceptions about the illicit benzodiazepine market in this period (Table 60).
Despite the restrictions on their availability, 30% of the sample reported purchasing temazepam
gel capsules in the six months prior to interview. Among these individuals, opinion was split about
the ease of access to these preparations, with half (15% of the sample) regarding them as easy to
access, and half (15%) regarding them as difficult or very difficult to access in recent months. This
splitting of opinions was continued in discussions of other market aspects, with 17% of the sample
reporting that there had been no recent change in the availability of temazepam gel capsules,

and 13% reporting that they had recently become more difficult to access. In terms of price, in
comparison to 6% of participants reporting that prices had remained stable in the preceding six
months 15% thought that the price of temazepam gel capsules had increased in recent months.
These reports are quite similar to those identified in the earlier PWID study (Table 14).

Reported trends for illicit access to benzodiazepine tablets were slightly clearer. Among the almost
half of the PWID cohort that had purchased benzodiazepine tablets illicitly in the preceding six
months (45%, see Table 60), tablets were generally considered as 'easy' or 'vary easy' to access (by
37% of the sample), and that this situation had not changed in recent months (28%, although 12%
thought that it had become more difficult to access benzodiazepine tablets illicitly in the previous
six months). The majority of those purchasing benzodiazepine tablets illicitly felt that their market
prices had remained stable in the six months prior to interview (30% of the sample). There were,
however, some distinct patterns reported by participants in regard to the different benzodiazepine

types.

Of the 20% of the PWID sample that reported alprazolam (most commonly Xanax) as the
benzodiazepine that they had most often used in the preceding six months, half had noted no
change in the illicit market for this drug in that time. The remaining half (n=5) reported that the
market for alprazolam had recently expanded, most notably in terms of increased demand for the
drug (n=4), making it more difficult to access (n=2), with a concomitant increase in price (n=2).
One participant explained this in terms of 'Xanax (being) king of the drugs at the moment — the
market is bigger because gel capsules have gone out and people are going to Xanax to get a similar
good effect'. In keeping with this, as noted in the earlier PWID sample and in the 2004 IDRS
study (Bruno & McLean 2004), PWID participants appear to be using alprazolam in similar ways
to which they had used temazepam gel capsules, both in terms of injection and in combination
with methadone syrup (n=2) for a more potent 'high'. One participant reported that they recently
had started staying away from Xanax use, as they couldn't 'handle the comedown — the fights and
arguments causes problems with my friendships'. Additionally, one PWID participant reported that
they had recently been threatened by people wanting him to divert his prescription, and that they
now had to be more careful with their prescriptions as people were being more desperate in their
attempts to access Xanax or other alprazolam tablets.

In terms of recent illicit market changes for other forms of benzodiazepines, no participants
specified any notable recent changes in the market surrounding temazepam. One individual felt
that demand for oxazepam had reduced amongst PWID, with this having a positive effect for this
individual as they were 'hassled less by other people (for tablets), so | get to keep more of my
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script'. Of the 10 PWID participants nominating diazepam as the benzodiazepine they had most
commonly accessed illicitly, most perceived that there had been no recent market changes around
this benzodiazepine (7 out of 9 participants commenting), with two respondents suggesting that
there had been an increased demand for diazepam tablets, with an associated increase in price.

Table 60. PWID reported trends in illicit access to benzodiazepines in the preceding six months

(n=47).
Gel capsules Tablets
% %
Didn't purchase illicitly 70 55
Ease of access
Very easy - 11
Easy 15 26
Difficult 6 11
Very difficult 9 -
Change to access
Easier - 4
No change 17 28
More difficult 13 12
Fluctuates - -
Price change
Increasing 15 6
Stable 6 30
Decreasing - 2
Fluctuates 2 4

Source: Stage four survey of PWID

PWID participants that had accessed, or attempted to access, benzodiazepines from illicit sources
were invited to discuss their experiences the last time this had occurred. Participants mainly
talked about the reasons that they sought to access benzodiazepines illicitly. For a minority,
benzodiazepines were accessed for opportunistic reasons (e.g. they were offered to them as a

gift or to purchase, n=4; or they were offered in trade for another drug, n=3). Others reported
simply seeking the experience of intoxication, either on its own (n=2) or to give them a 'buzz' on
top of their daily methadone use (n=4). Some participants reported situational reasons for their
illicit purchase; for example, two individuals indicated that they had bought benzodiazepines
illicitly because their regular doctor was away, and they knew that it was likely that they would be
refused prescription if they went to another doctor. Others (n=4) reported that they had over-used
the benzodiazepines prescribed to them, and hence ran out before a repeat prescription would
be allowed by their doctor, so they purchased benzodiazepines illicitly to maintain their dose

in the intervening period. More commonly, participants reported functional reasons for seeking
benzodiazepines on the illicit market, such as self-medication to help them cope with stressful
situations (n=2) or to help them sleep (n=3), or that they sought out these drugs at stressful times
either to get 'out of it' so that they didn't have to dwell on their problems (n=4) or to 'top-up' on
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their methadone or other medication (n=2) to help alleviate depression. Participants also reported
seeking out benzodiazepines when they had missed a dose of methadone, where benzodiazepines
were used to alleviate the symptoms of withdrawal (n=4).

In general, PWID participants were successful when they sought out benzodiazepines illicitly.

One participant reported that 'friends help each other out (with benzodiazepines) when they're
needed'. This attitude seems to extend outside of the borders of friendship, with another participant
reporting that 'people can get nasty if you refuse to sell your own (benzodiazepines)'. In keeping
with this, another participant reported, with some disdain, that some people they knew 'tried

to play God' with their alprazolam prescriptions, by not sharing it with others when needed. In

the few cases where PWID participants reported that they had been unsuccessful in accessing
benzodiazepines illicitly, they reported just toughing their situation out, rather than seeking
another drug as a substitute or engaging in criminal activity to access these drugs.

Summary of recent benzodiazepine use with reference to NDLERF research questions

How are benzodiazepines obtained on the illicit market?

e Replicating the findings of the earlier PWID survey, PWID participants reported predominantly
receiving benzodiazepines through legitimate prescriptions from a medical practitioner.
Access to benzodiazepines from non-legitimate sources was a less prevalent pathway to
access, but in these cases PWID tended to receive these drugs as a gift or through trades for
other drugs rather than purchasing them from a provider.

e Respondents typically reported seeking out benzodiazepines on the illicit market for
functional reasons, such as times of particular stress, to manage sleeping difficulties or
withdrawal from opiates, or to replace their own prescription if this had been used up too
quickly.

To what extent is doctor-shopping used to obtain benzodiazepines and how easy is it to obtain
such drugs by this method?

e Again supporting the findings of the earlier survey, PWID participants had good access to
legitimate prescriptions for benzodiazepines, predominantly prescribed for legitimate clinical
considerations. As such, there was very little use of, or the requirement for, 'doctor-shopping'
to obtain these drugs.

e Almost all of those receiving benzodiazepine prescriptions had accessed the drug from a
single medical practitioner, with only a single participant receiving prescriptions from more
than two doctors in the preceding six months.

e Participants reported seeking benzodiazepine prescriptions from medical practitioners
predominantly for issues appropriate to their prescription (sleeping difficulties, anxiety,
distress), or having them prescribed without request to support reduction in methadone
dosage. PWID participants also reported having their requests refused if the medical
practitioner was not the one overseeing their methadone maintenance. If refused prescription,
most did not report seeking benzodiazepines from another medical practitioner.

Are illicit benzodiazepines sold by sellers of other illicit drugs?

e Consistent with the results of the earlier survey, PWID participants predominantly accessed
diverted benzodiazepines through friends, with these individuals not selling any other
illicit drugs (with the possible exception of cannabis). When the drugs were purchased
from 'dealers', these were typically perceived as 'user/dealers' and may have also supplied
methamphetamine, cannabis and/or morphine.
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Pharmaceutical opiates

Morphine: Routes of administration of morphine and forms used

Given that the current PWID cohort was recruited on the basis of their intravenous use of
pharmaceutical opiates or benzodiazepines, it is unsurprising that almost three-quarters of the
PWID cohort (72%) reported use of morphine in the preceding six months (Table 61). Just two of
the participants interviewed (4% of the sample) had received morphine through prescription from
a medical practitioner in the preceding six months, using it on a median of 174 days (range 168-
180 days) in the preceding six months. Seventy-two percent of the PWID cohort (including both
of those receiving licit prescriptions of morphine) had accessed morphine illicitly in the preceding
six months, and this was used on a median of 15 out of the preceding 180 days among these
participants (range 1-180 days).

Consistent with the patterns reported among the earlier PWID survey and among similar cohorts
in the IDRS series of studies (see Bruno & MclLean 2004), participants tended to inject rather than
swallow morphine when they accessed the drug, with 68% of the PWID participants reporting
recent intravenous use of illicitly accessed morphine, in comparison to the 72% that had used
the drug illicitly in the preceding six months. The morphine preparations most commonly used
and injected, in decreasing order of prevalence, were 60mg MS Contin, 100mg MS Contin, 50mg
Kapanol, 100mg Kapanol, 30mg MS Contin and 20mg Kapanol, all of which were injected by
15% or more of the PWID cohort in the preceding six months (Table 61). Only single individuals
reported recent use of 200mg MS Contin tablets, or Ordine, with just two reporting recent use of
Anamorph.

Table 61. Use of morphine in the preceding six months among the PWID sample (n=47).

Used in past 6 Injected in past 6
Morphine preparation months months
% %
Anamorph 4 4
Kapanol 20mg 15 15
Kapanol 50mg 36 34
Kapanol 100mg 34 34
MS Contin 5mg - -
MS Contin 10mg - -
MS Contin 15mg - -
MS Contin 30mg 30 28
MS Contin 60mg 57 55
MS Contin 100mg 40 40
MS Contin 200mg 2 2
Morphalgin 5mg (morphine with aspirin) - -
Ordine oral liquid (morphine hydrochloride) 2 2
Any licit morphine
% using in past six months 4 4
Median frequency of use 174 days 54 days
Any illicit morphine
% using in past six months 72 68
Median frequency of use 15 days 13 days

Source: Stage four survey of PWID
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Morphine: Sources of morphine

While PWID participants reported accessing morphine from a range of sources in the preceding
six months (Table 62), it was clear that the overwhelming majority of those recently using the drug
had most commonly accessed this from a 'dealer', rather than through doctor-shopping, theft or
any other method. These reports are strikingly similar to those reported in the earlier PWID sample
(Table 19).

PWID participants were asked to nominate all of the different sources through which they had
accessed morphine in the preceding six months. Over half the PWID sample (51%) reported
purchasing morphine from a dealer, with one-fifth (20%) recently purchasing the drug from a
friend. Smaller proportions reported receiving morphine through trades for other drugs (18% of
the sample), or had been given morphine (6%, n=3). As noted above, two participants (4% of the
sample) were receiving morphine through prescriptions, both for pain management, and were
overseen by a specialist. While one individual reported stealing morphine in the preceding six
months, on further investigation this was a single opportunistic event (the participant noted finding
a tablet on a friend’s floor and taking it), and did not involve theft from medical practitioners or
pharmacies.

When participants were asked to report the sources from which they had obtained the majority
of the morphine that they had used in the preceding six months, it was clear that purchase from a
'dealer' was by far the most common supply source (42% of the sample, see Table 62), with much
smaller proportions predominantly accessing morphine through purchasing them from a friend
(14%), through trading for other drugs (9%) or from legitimate prescriptions (4%).

Consistent with reports from the earlier PWID survey, none of the participants reported purchasing

morphine through the internet, stealing the drug from a pharmacy or medical practitioner, feigning
symptoms or forging prescriptions to obtain morphine at any stage in the preceding six months.

Table 62. Pathways to access of morphine in the preceding six months (n=47).

Real Fake Forge Buy: Buy:
Source symptoms  symptoms  Gift Steal script friend dealer Swap
% % % % % % % %
Main source 4 - - - - 14 42 9
All sources 4 - 6 2 - 20 51 18

Source: Stage four survey of PWID

Participants that had accessed morphine from any source other than a medical practitioner in the
preceding six months were asked to nominate their perceived characteristics of their provider,
along with the other drugs sold by the individual from whom they had purchased the majority of
their illicit morphine. Distinct from trends surrounding access to benzodiazepines, where these
often appeared to be sourced through friendship groups, morphine was most commonly accessed
from individuals involved in a moderate level of dealing. Among those participants that had
purchased morphine illicitly, the largest proportion reported that their usual source for this drug
was a 'small-time' dealer (55% of those purchasing morphine illicitly, n=19/34: Table 63). This is
consistent with the trend reported in the earlier PWID survey (Table 20). Three quarters (74%) of
these individuals were reported as also selling other drugs, most commonly methamphetamine
(53%), cannabis (37%), methadone (32%) or multiple types of morphine (26%, see Table 63).
Smaller proportions (13%) of PWID participants reported usually purchasing morphine through
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a 'user/dealer' (an individual regarded as selling drugs to financially offset the cost of their own
use), with these individuals typically selling one other drug, such as methamphetamine (sold by
33% of these individuals), benzodiazepines (33%), methadone (17%) or cannabis (17%). Nine
percent of the PWID participants reported predominantly purchasing morphine from a 'large-scale'
supplier or, at the opposite end of the spectrum, an individual best categorised by respondents

as a 'friend selling their prescription'. Those providers considered to be 'large-scale' suppliers
typically also sold methamphetamine (75%) and cannabis (75%), with a smaller proportion also
providing methadone (25%). Among those sources described as 'friends selling their prescription’,
half also provided benzodiazepines, with single individuals also providing methadone or cannabis
respectively.

Table 63. Other drugs sold by providers of morphine.

Friend User/dealer
selling their (selling to Small-time Large-scale
prescription fund use) dealer supplier Total
Provider type 9% 13% 38% 9% 69%
(n=4) (n=6) (n=19) (n=4) (n=34)
Other drugs sold
Heroin - - 5% - 3%
(n=T) (n=1)
Methadone 25% 17% 32% 25% 27%
(n=1) (n=1) (n=6) (n=1) (n=9)
Morphine - - 26% - 15%
(n=5) (n=5)
Other opiates - - - - -
Methamphetamine - 33% 53% 75% 44%
(n=2) (n=10) (n=3) (n=15)
Cocaine - - 5% - 3%
(n=1) (n=1)
LSD - - 5% - 3%
(n=1) (n=1)
Ecstasy - - 5% - 3%
(n=T) (n=1)
Benzodiazepines 50% 33% 10% - 18%
(n=2) (n=2) (n=2) (n=6)
Cannabis 25% 17% 37% 75% 38%
(n=1) (n=1) (n=7) (n=3) (n=13)
Does not sell any 25% 17% 26% 25% 24%
other drugs (n=1) (n=1) (n=51) (n=1) (n=8)

Source: Stage four survey of PWID
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Morphine: Access to morphine from a medical practitioner

PWID participants that had accessed morphine from a medical practitioner in the preceding six
months were asked about how easy it was for them to access such drugs from prescribers. Just 4%
of the PWID participants had recently accessed morphine from medical practitioners, with both
of these individuals receiving established long-term prescriptions for management of pain. Two
other participants reported requesting morphine from a single prescriber (and were refused) in the
preceding six months, with the remainder, despite often using these drugs illicitly, not attempting
to access morphine from a prescriber in the preceding six months. Consistent with receiving a
regular prescription, the two participants that had recently received morphine from a prescriber
regarded this as 'easy' or 'very easy' (Table 64), and that this situation had not changed in the
preceding six months. One of these respondents noted that they had no problems maintaining
access to this prescription, but took care not to return to the prescriber before the script was

due for renewal. In the event that they had used up their prescribed morphine doses prior to the
renewal date, this individual accessed morphine on the illicit market.

PWID participants that had ever accessed, or attempted to access, morphine from a medical
practitioner were asked to discuss their experiences the last time they had made such a request.
The most common response from participants was that they had never tried to access morphine
from a prescriber (n=26, or 70% of those recently using morphine), as they felt it was very unlikely
that they would be successful in such a request. Among the remainder of the respondents, those
that had received a morphine prescription at some stage usually had this provided to them without
them making a request, for legitimate presenting issues (work injuries, toothache, burns, headache
or other medical conditions : n=8). Two respondents made mention of occasions where they had
feigned symptoms in an attempt to access morphine from a medical practitioner. In both of these
cases, the request was made because they were 'sick of hunting for dealers', and wanted their own
supply. Neither was successful in their request, with one explaining to the practitioner that 'normal
pain killers were not effective, but morphine was', and the other saying that they were troubled by
continuing pain from a motor vehicle accident several years previously. Only a single participant
reported successfully receiving morphine from a prescriber when they did not have legitimate pain
symptoms: this participant explained, 'l was hanging out badly — | asked for a script, and (when
refused), | threatened to kill myself. He gave me one script and told me not to come back'.

Table 64. PWID reported trends in access to morphine from medical practitioners, and from illicit
sources, in the preceding six months.

Licit llicit
% %
Didn't access via this source 96 28
Ease of access
Very easy 2 21
Easy 2 43
Difficult - 9
Very difficult - -
Change to access
Easier - 11
No change 4 34
More difficult - 19
Fluctuates - 9
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Table 64 continued.

Licit llicit
% %
Price change
Increasing na 11
Stable na 49
Decreasing na 9
Fluctuates na 4

na: refers to 'not applicable'
Source: Stage four survey of PWID

Morphine: lllicit access to morphine

Participants that had recently purchased morphine illicitly were asked about recent market trends,
with 72% of the cohort able to comment on some aspect of availability or price change (Table
64). Consistent with the reports in the earlier PWID survey (Table 23), morphine was generally
regarded as 'easy' (43% of the sample), or 'very easy' (21%) to access, and that this situation had
not changed in the preceding six months (34%: although 11% reported that it had become easier,
and 19% that morphine had become more difficult to access in this time). Again similarly to the
pattern identified in the earlier study, half of the cohort (49%) had noted no recent change in the
price of morphine, with 11% reporting increasing prices, 9% that morphine prices had decreased,
and 4% that prices had fluctuated in the preceding six months.

Those that had recently used morphine were asked to elaborate on recent market changes for
each of the different morphine brands. Twenty-six participants reported on trends around MS
Contin (55% of the sample), with the majority of these (n=16) noting no recent market changes.
Amongst the remainder, nine (18% of the sample) felt that MS Contin had recently become more
difficult to access, either due to increased demand (n=1), because doctors were 'getting tougher'
on prescribing it (n=1), or because the dealers that they had contact with had been 'busted' in
recent months (n=2). One participant reported that this reduction in availability had caused them
to reduce their use of morphine in recent months. However, another noted that, while it was
harder to access MS Contin at times, they 'could always find something'. Participants were much
more mixed on whether there had been any recent changes to the illicit market for Kapanol (4
perceiving some change, 3 noting no recent change). Equal numbers also suggested that Kapanol
had become more difficult (n=2) and easier (n=2) to access in the preceding six months, with one
respondent noting that 'prescription rates for Kapanol have gone up, so there are more people
getting it now, and they are giving out (diverting) larger amounts at a time'.

Participants that had accessed, or attempted to access, morphine from illicit sources were

invited to discuss their experiences the last time this had occurred. As virtually none of these
participants had found it difficult to access morphine, discussions generally focused on the reasons
why respondents had sought out the drug. Aside from those simply seeking intoxication (n=3),
participants reported seeking morphine illicitly to manage or avoid opiate withdrawal (n=15),
either due to regular illicit use (n=5), or because they had run out of their prescribed doses of
opiates (morphine, n=2; take-away doses of methadone, n=>5). Three participants reported buying
morphine as a substitute when they could not find any diverted methadone to purchase, while
three others, who were regularly receiving methadone as part of a methadone maintenance
program, reported using morphine to 'feel something different' or to get a 'buzz' on top of their

| Benzodiazepine and pharmaceutical opioid misuse and their relationship to crime



119

regular methadone prescription. Other participants reported seeking out morphine for self-
medication; for example, to alleviate the 'come down' from methamphetamine use (n=1), to
reduce stress or depression (n=2), or to help manage pain (n=2).

Summary of recent morphine use with reference to NDLERF research questions

How is morphine obtained on the illicit market?

e Replicating findings identified in the earlier PWID survey, diverted morphine was
predominantly accessed through purchase from a 'dealer', with access by PWID from medical
practitioners, theft, internet sources, or forgery extremely rare or non-existent.

e Participants reported purchasing morphine either due to the demands of addiction, to replace
prescribed opiates, for intoxication, or to manage the acute recovery period following
methamphetamine use.

To what extent is doctor-shopping used to obtain morphine and how easy is it to obtain by this
method?

e Similar to the results of the earlier study, access to morphine from a medical practitioner either
for legitimate reasons, or as a result of feigned symptoms, were virtually non-existent amongst
the current cohort.

e Most of those interviewed reported never actually trying to request these drugs from a medical
practitioner as they felt it was extremely likely this would be refused.

Is illicit morphine sold by sellers of other illicit drugs?

e Participants reported typically purchasing morphine from 'small-time' dealers or 'user/dealers'
that typically also provided drugs such as methamphetamine, morphine and/or cannabis.

Methadone: Routes of administration of methadone and forms used

Amongst this sample of individuals that regularly injected pharmaceutical products, use of
methadone was quite high, with 87% of the cohort using some form of methadone in the
preceding six months (Table 65). All but one of these participants had recently used methadone
syrup (85% of the cohort), with 62% of the sample receiving methadone syrup through
prescription as part of a maintenance program, with these individuals reporting using it on a
median of 144 of the previous 180 days. Two-fifths of the sample (40%) had recently used diverted
methadone syrup, although this was a relatively uncommon event (just 12 days in the preceding
180). Patterns of use of Physeptone tablets of methadone differed substantially from those for
methadone syrup. While more than half of the participants had used Physeptone in the previous
six months (51%), just one had received this through prescription (2%, using Physeptone 168 of
the previous 180 days), with the remainder accessing diverted Physeptone in this time, and using it
a median of 5 days in this time.

Consistent with the pattern identified in the earlier PWID study (Table 17), where methadone was
accessed illicitly, this group of participants tended to inject the drug, rather than administering

it via oral means. As indicated in Table 65 below, only those who had received methadone via
prescription reported swallowing methadone in the preceding six months. This was consistent for
both liquid (methadone syrup) and tablet (Physeptone) forms of the drug.
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Table 65. Use of methadone in the preceding six months among the PWID sample (n=47).

Used in past 6 Swallowed in Injected in past
Methadone months past 6 months 6 months
% % %

Any Physeptone use

% using in the past six months 51 2 51

Median frequency of use 5 days 48 days 6 days
Licit Physeptone use

% using in the past six months 2 2 2

Median frequency of use 168 days 48 days 120 days
lllicit Physeptone use

% using in the past six months 49 - 49

Median frequency of use 5 days - 5 days
Any methadone syrup use

% using in the past six months 85 62 83

Median frequency of use 144 days 96 days 48 days
Licit methadone syrup use

% using in the past six months 62 62 62

Median frequency of use 144 days 96 days 48 days
lllicit methadone syrup use

% using in the past six months 40 - 40

Median frequency of use 12 days - 12 days
Any licit methadone use

% using in the past six months 64 64 64

Median frequency of use 168 days 96 days 48 days
Any illicit methadone use

% using in the past six months 72 - 72

Median frequency of use 18 days - 18 days
Any methadone use

% using in the past six months 87 64 87

Median frequency of use 144 days 96 days 50 days

Source: Stage four survey of PWID

Methadone: Sources of methadone

PWID participants were asked to nominate all of the different sources through which they had
accessed methadone in the preceding six months (Table 66). Of those receiving methadone via
prescription from a medical practitioner (64% of the sample), not a single individual reported
that they had received this prescription through feigning symptoms (or 'doctor-shopping'). Among
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those accessing methadone syrup or tablets via illicit means, this was commonly through trades
for other drugs (30% of the sample), or purchases from a friend (27%) or a 'dealer' (23%), with

a small number receiving methadone as a gift (13%). The majority of these 'trades' in regard

to access to methadone syrup appear to be among individuals who are receiving methadone
maintenance treatment, as noted in previous local IDRS surveys (e.g. Bruno & MclLean 2004). It
is not uncommon for these individuals, when picking up, for example, three 'take-away' doses
of methadone syrup, to provide one of these doses to another person on the program, with the
expectation that this favour will be returned when required in subsequent days. Consumers have
reported that this trading helps them avoid the temptation to use all their 'take-away' methadone
doses too quickly, and also that it means that they can avoid being pressured by others to divert
such doses of methadone.

None of the participants reported accessing methadone in the previous six months by theft,
through forging a prescription, or through the internet. Similar results were shown in the earlier
PWID study (Table 19).

When participants were asked to report the source from which they had obtained the majority

of the diverted methadone that they had used in the preceding six months, it was clear that this
was predominantly purchased, either from a friend (23% of the sample) or from a 'dealer' (19%).
Smaller proportions had usually accessed their methadone through trades (17%) or as a gift (11%).

Table 66. Pathways to access of methadone in the preceding six months (n=47).

Real Fake Forge Buy: Buy:
Source symptoms  symptoms  Gift Steal script friend dealer Swap
% % % % % %o % %
Main source 64 - 11 - - 23 19 17
All sources 64 - 13 - - 27 23 30

Source: Stage four survey of PWID

Participants that had accessed methadone from any source other than a medical practitioner in
the preceding six months were asked to nominate the perceived 'status' of their provider, along
with the other drugs provided by the individuals from whom they had accessed the majority of
their illicitly obtained methadone. Among the 85% of the sample recently accessing methadone
syrup that was not directly prescribed to them, this was most commonly accessed through
friendship groups (Table 67), with only six participants nominating accessing the majority of their
diverted methadone from a source other than a friend in the preceding six months. Those sources
characterised as 'friends' — whether they were selling, swapping or simply giving methadone
syrup — generally were not providers of other drugs, with the exception of a small proportion also
providing cannabis (n=3 of 23) or benzodiazepines (n=2 of 23). Of the six participants accessing
the majority of their illicit methadone syrup from a source other than friends, the majority had
purchased from individuals characterised as 'user/dealers' (n=4) or as 'small-time' dealers (n=2).
Consistent with the pattern identified in the earlier PWID study, these sources tended to also sell
morphine, methamphetamines, benzodiazepines and/or cannabis (Table 67).
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Reported supply sources for Physeptone tablets in the preceding six months (Table 68) replicated
those identified in the earlier PWID survey (Table 21), and differed substantially to the sources

of diverted methadone syrup. While more than a third of those recently accessing diverted
Physeptone had accessed the majority of these from a friend (who typically did not provide other
drugs), it was more common for participants to have purchased these drugs from a 'dealer'. Such
individuals were typically characterised as 'small-time' dealers (17% of the sample), who typically
also provided morphine, cannabis, and/or methamphetamine. Nine percent of the cohort had
usually purchased their Physeptone from a 'user/dealer', and 4% from an individual characterised
as a 'large-scale supplier'. Similar to the reported trends for 'small-time' dealers, these individuals
commonly also provided methamphetamine, cannabis and/or morphine.

Table 68. Other drugs sold by providers of Physeptone.

Friend
swapping User/
Friend their dealer
selling their prescription (selling to Small-time Large-scale
prescription  drugs fund use) dealer supplier Total
Provider type 17% (n=8) 2% (n=1) 9% (n=4) 17% (n=8) 4% (n=2) 49% (n=23)
Other drugs sold by these providers
Heroin - - - 13% (n=1) - 4% (n=1)
Methadone - - - 25% (n=2) - 9% (n=2)
Morphine - - 25% (n=1) 63% (n=5) 100% (n=2) 35% (n=8)
Other opiates - - - - - -
Methamphetamine - - 50% (n=2) 50% (n=4) 50% (n=1) 30% (n=7)
Cocaine - - - 13% (n=1) - 4% (n=1)
LSD - - - 25% (n=2) - 9% (n=2)
Ecstasy - - - 13% (n=1) - 4% (n=1)
Benzodiazepines - - - 25% (n=2) - 9% (n=2)
Pharm. stimulants ~ 13% (n=1) - - - - 4% (n=1)
Cannabis 13% (n=1) - 25% (n=1) 63% (n=5) 50% (n=1) 35% (n=8)

Does not sell any

other drugs 76% (n=6) 100% (n=1) - - - 26% (n=6)

Source: Stage four survey of PWID

Physeptone: Access to Physeptone from a medical practitioner

PWID participants that had accessed Physeptone from a medical practitioner in the preceding

six months were asked about how easy it was for them to access from prescribers''. Only two
participants had attempted to access Physeptone from a medical practitioner in the preceding six
months. One of these had a long-term existing prescription for the drug, and was having treatment
overseen by a specialist in pain management. This individual reported that he had no problems
accessing this regular prescription, and this situation had not changed in the preceding six months
(Table 69). The other individual had requested Physeptone from a single prescriber in this time but
was refused.

! Participants were not asked about the ease at which they could access methadone syrup from prescribers because entry
to a methadone maintenance program is not a process that can be decided by an individual practitioner.
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Participants that had ever used Physeptone were asked if they had ever attempted to access the
drug from a medical practitioner, and were invited to discuss their experiences the last time they
had made such a request. Of the forty participants that had ever used Physeptone, three-quarters
(n=31) reported that they had 'never' tried to access Physeptone from a prescriber, often suggesting
that they didn't bother asking because they felt it was unlikely that they would be successful.
Among the remainder, most had either been referred to a prescriber by another health professional
(for example, referred to a doctor by a pharmacist as the local pharmacy was running short on
methadone syrup), or had Physeptone prescribed for legitimate indications without the individual
making a request; for example, for pain (from injuries or severe persistent headaches, n=3) or due
to problems with tolerating methadone syrup (n=2). Just four participants had instigated requests
to prescribers for Physeptone. Two participants were receiving methadone maintenance treatment
and were travelling for several days, and requested a prescription of Physeptone so that they could
maintain their regular dose during the period where they would be unable to reach their dosing
pharmacy. Another participant reported seeking a Physeptone prescription when she discovered
that she was pregnant, with the aim of weaning her off her morphine habit (rather than subscribing
to a long-term methadone maintenance program). In all cases, these individuals did not receive

a Physeptone prescription from the prescribers that they approached. The only participant that

did successfully receive a Physeptone prescription when making a request was experiencing
withdrawal symptoms, and told the prescriber that they had an appointment to be assessed for
enrolment in a methadone maintenance program, and they required something to 'tide them

over' until that appointment. In sum, it is clear that 'doctor-shopping' to obtain Physeptone
prescriptions is not something that is engaged in by local PWID, as most believe that they would
be unsuccessful if this was attempted. Also, it appears that prescribers are extremely reluctant to
prescribe these drugs to local PWID, and would be unlikely to acquiesce to such requests if they
were made.

Methadone: Illicit access to methadone

Participants that had recently accessed diverted methadone syrup were asked about recent illicit
market trends, with 64% of the cohort able to comment on some aspect of availability or price
change (Table 69). The majority of those providing comment felt that diverted methadone syrup
was 'easy' (32% of the cohort) or 'very easy' (13%) for them to access, although a minority

(19% of the sample) felt that it was difficult to access in recent months. Of these participants,
those that reported it was 'very easy' to access tended to have friends that were enrolled in a
methadone maintenance program or had pre-existing arrangements to access the drug. Others
described having to 'hang around pharmacies on 'take-away' days' and that 'people will trade
for methadone syrup if you have a drug that they want or if they need money'. One-third (34%)
of the current PWID sample reported that there had been no recent changes in the availability

of diverted methadone syrup, while 17% suggested that it had become more difficult to access

in the preceding six months. When participants elaborated on this, several participants reported
that there was more demand for diverted methadone syrup in recent months (n=6), because
those on the program were 'keeping it for themselves'. Consistent with this, participants receiving
methadone maintenance reported being increasingly hassled outside pharmacies when they went
to collect their take-away doses of the drug, with some reporting being threatened ('stood over")
by people wanting to access their prescription, and another reporting having their bag snatched
as they left the pharmacy with their doses. Six participants reported experiencing this increasing
challenge in recent months, with one individual mentioning that '(I am) now scared to collect
my dose'. One-third (36%) of the cohort felt that there had been no recent change in the price of
diverted methadone syrup, while 15% perceived that prices had increased in this time, consistent
with an increase in demand for the drug.
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Table 69. PWID reported trends in access to methadone from medical practitioners and from illicit
sources in the preceding six months.

Licit llicit lllicit methadone
Physeptone Physeptone syrup
% % %
Didn't access via this 98 47 36
source/no comment
Ease of access
Very easy 2 9 13
Easy - 6 32
Difficult - 36 19
Very difficult - 2 -
Change to access
Easier - 9 9
No change 2 19 34
More difficult - 23 17
Fluctuates - 2 -
Price change
Increasing na 13 15
Stable na 34 36
Decreasing na 2 2
Fluctuates na - 4

na: refers to 'not applicable'

Source: Stage four survey of PWID

Those that had recently used diverted methadone syrup were asked to discuss their experiences
the last time they had accessed the drug. Several participants reported that they didn't seek the
drug out but instead had regular arrangements to access diverted syrup (n=>5), or traded some of
their take-away methadone doses with friends also receiving methadone maintenance in order to
keep their own supply (to avoid temptation to binge or being pressured to divert doses: n=3), with
the expectation that these doses would be returned when required. Perhaps reflecting the utility
of such an approach, six respondents noted that they had sought out diverted methadone syrup
because they had used up their take-away methadone doses too quickly and were experiencing
withdrawal symptoms. Others (n=5) reported seeking out diverted methadone syrup in order to
add to their prescribed dose of syrup, allowing them to become intoxicated rather than simply
avoid withdrawal symptoms. Others indicated that they had sought out the drug when they were
experiencing stress or depression with the hopes of alleviating such discomfort (n=2). Finally, one
participant reported seeking out methadone because they were stuck without transport too far
away from their pharmacy to pick up their prescribed dose.

Those that had recently accessed illicit Physeptone (53% of the sample) were also asked about
market trends around this form, with most indicating that Physeptone was 'difficult' for them to
access in the preceding six months (36% of the sample), and that this level of access had not
changed (19%) or that the drug had become even more difficult to access in recent months (23%).
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Participants indicated that there was not a lot of Physeptone about (n=8), and that 'Physeptone
isn't easily available like morphine — when you hear of it then you've got to beat others to it'
(n=6). Others suggested that they had noticed more local PWID starting to 'prefer Physeptone over
methadone syrup', and that this increased demand, in concert with 'people being greedy' (and not
diverting their prescribed doses) was responsible for the recent declines in the illicit availability of
Physeptone locally. Consistent with these reports, the majority of those commenting felt that the
price of Physeptone tablets had remained stable (36% of the sample) or had increased (13%) in
recent months.

Similar to the reports around the reasons for seeking out diverted methadone syrup, when
participants were asked to discuss their experience last time they had sought out diverted
Physeptone tablets, this was often due to the experience of withdrawal symptoms from using
prescribed take-away doses of methadone syrup too quickly (n=6) or with the aim of intoxication
through using the drug on top of a prescribed maintenance methadone dose (n=3). Some
participants reported using Physeptone as a substitute for morphine or methadone syrup when they
were unable to obtain these drugs on the illicit market (n=3). If participants were unsuccessful in
obtaining diverted Physeptone or some other opiate, one reported increasing their consumption of
cannabis in order to avoid withdrawal symptoms, while another reported just sitting through the
symptoms of opiate withdrawal if they could not access any other drug.

Summary of recent methadone use with reference to NDLERF research questions

How is methadone obtained on the illicit market?

e Findings from the earlier PWID survey were replicated, with methadone syrup most
commonly accessed through legitimate prescription or through trades or purchase from
friends. While Physeptone tablets were more commonly purchased from a 'small-time' dealer.

To what extent is doctor-shopping used to obtain methadone and how easy is it to obtain by this
method?

e Reports from PWID respondents suggested that 'doctor-shopping' to obtain prescriptions of
Physeptone was not something that was engaged in by local PWID, as most believed that
requests for the drug would be unsuccessful if attempted. It also appeared that prescribers
were extremely reluctant to prescribe these drugs to local PWID, and would be unlikely to
acquiesce to such requests if they were made.

Is illicit methadone sold by sellers of other illicit drugs?

e Participants reported predominantly accessing diverted methadone syrup from friends
receiving these medications legitimately. These individuals tended not to supply any other
drugs, with the possible exception of cannabis.

e Physeptone tablets, however, were predominantly purchased from 'small-time' dealers that
also tended to provide morphine, cannabis, and/or methamphetamine.

Buprenorphine

None of the 47 participants in the current PWID sample reported using buprenorphine in the six
months prior to interview, either by legitimate or illicit means.

Other pharmaceutical opiates: Routes of administration and forms used

Almost one-third of the current PWID cohort (32%) reported using a pharmaceutical opiate other
than morphine, methadone or buprenorphine in the preceding six months. When these drugs were
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used, this was a very infrequent event among these participants, with a median frequency of use
of just 4 days out of the preceding 180 (Table 70). Within the current PWID sample, these drugs
were predominantly accessed illicitly, with only two participants (4% of the sample) reporting
recently receiving any of these drugs via legitimate prescription (tramadol in both cases, using the
drugs only orally, for a median of just 5 days) in the preceding six months. Twenty-eight percent
of the current cohort had accessed these drugs via means other than prescription in the preceding
six months, and had used these on a median of four occasions in this time. Oral administration

of these drugs was more common than intravenous use, with just three quarters of those recently
accessing these drugs illicitly injecting them (19% of the cohort), and doing so on a median of a
single occasion in the preceding six months (Table 60).

Consistent with reports in the earlier PWID study (Table 19), the pharmaceutical opiates within this
group most commonly accessed were tramadol (Tramal) and oxycodone (OxyContin, MS Mono,
OxyNorm, see Table 70). Thirteen percent of the current PWID sample reported recently using
tramadol, while 6% reported recent use of 120mg MS Mono or Oxycontin (20, 40, 80mg tablets
respectively).

Other pharmaceutical opiates: Sources

PWID participants that had used these pharmaceutical opiates in the preceding six months
were asked to nominate all of the sources that they had accessed these drugs from (Table 71).
These were most commonly simply given to participants (11% of the sample), or purchased
from 'dealers' (8%) or friends (6%). Two individuals (4% of the sample) had received these drugs
through legitimate prescription in the six months prior to interview, and single participants had
received these drugs through trading for other drugs or stealing them (from another PWID, rather
than from a pharmacy or medical practitioner’s offices). Consistent with the trends reported in
the earlier study, no participants reported recently accessing these drugs through feigning of
symptoms, through the internet, through theft from a pharmacy or doctor’s surgery, or through
forging prescriptions.

Those that had recently accessed these drugs through illicit sources were ask to describe the level
of 'dealing' that they perceived these sources were engaged in, and the other types of drugs sold by
the individual that participants had purchased the majority of these drugs from in the preceding six
months (Table 72). Only five participants could report on this information, with two participants
respectively nominating their source as a 'small-time' dealer or as a 'user/dealer'. These individuals
commonly reported also selling morphine. The final participant reported purchasing these drugs
from a friend, and that this individual did not provide any other drugs for sale.
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Table 70. Use of other pharmaceutical opiates in the preceding six months among the PWID
sample (n=47).

Used in past 6 Injected in past 6
Opioid months months
% %

Oxycodone

Endone 5mg (oxycodone hydrochloride)

MS Mono 120mg (oxycodone)

Oxycontin 20mg (oxycodone hydrochloride)
Oxycontin 40mg (oxycodone hydrochloride)
Oxycontin 80mg (oxycodone hydrochloride)

N O o O W
oo OO O O

OxyNorm 20mg (oxycodone hydrochloride)

Proladone suppository (oxycodone pectinate) - -
Fentanyl

Durogesic patch (fentanyl) - -

Fentany IV liquid (fentanyl) - -
Tramadol

Tramal 50mg C (tramadol) 13 -

Zydol 50mg C (tramadol) - -
Other related products

Codeine Phosphate - -

Dilaudid (hydromorphone hydrochloride) - -

Palfium (dextromoramide tartate) - -

Pethidine 50mg (pethidine hydrochloride) - -
Any licit pharmaceutical opiate

% using in past six months 4 -

Median frequency of use 5 days -
Any illicit pharmaceutical opiate

% using in past six months 28 19

Median frequency of use 4 days 1 day
Any pharmaceutical opiate

% using in past six months 32 19

Median frequency of use 4 days 1 day

Source: Stage four survey of PWID
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Table 71. Pathways to access of other pharmaceutical opioids in the preceding six months (n=47).

Real Fake Forge Buy: Buy:
Source symptoms  symptoms  Gift Steal script friend dealer Swap
% % % % % % % %
Main source 4 - 11 2 - 6 6 -
All sources 4 - 11 2 - 6 8 2

Source: Stage four survey of PWID

Table 72. Other drugs sold by providers of pharmaceutical opiates other than morphine or
methadone.

Friend User/dealer
selling their (selling to fund Small-time
prescription use) dealer Total
Provider type 2% (n=1) 4% (n=2) 4% (n=2) 10% (n=5)
Other drugs sold
Heroin - - - -
Methadone - 50% (n=1) - 20% (n=1)
Morphine - 100% (n=2) 100% (n=2) 80% (n=4)
Other opiates - - - -
Methamphetamine - 50% (n=1) - 20% (n=1)
Cocaine - - - -
LSD - - - -
Ecstasy - - - -
Benzodiazepines - 50% (n=1) - 20% (n=1)
Cannabis - 100% (n=2) - 40% (n=2)
Does not sell any other 100% (n=1) ) ) 20% (n=1)

drugs

Source: Stage four survey of PWID

Other pharmaceutical opiates: Licit and illicit access

Two participants had accessed these pharmaceutical opiates from a medical practitioner in

the preceding six months (Table 73). Both had only received these medications from a single
prescriber in this time, and described it as a difficult process to be prescribed these drugs. In

both cases, tramadol was prescribed. One of the participants had requested the drug for pain
management, and 'had to argue with the doctor to get it'. The other participant had been offered a
tramadol prescription for toothache. However, at the time of prescribing, the doctor made it known
that they would only prescribe a single box, with no repeats. The participant reported feeling upset
and indignant about the way that this prescriber approached the situation.
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Table 73. PWID reported trends in access to other pharmaceutical opiates from medical
practitioners and from illicit sources in the preceding six months.

Licit llicit
% %

Didn't access via this source 96 89
Ease of access

Very easy - -

Easy - 2

Difficult 4 9

Very difficult - -
Change to access

Easier - 2

No change 2 9

More difficult - -

Fluctuates - -
Price change

Increasing na 2

Stable na 9

Decreasing na -

Fluctuates na -

na: refers to 'not applicable'

Source: Stage four survey of PWID

Among those accessing diverted pharmaceutical opiates and able to comment on recent illicit
market trends (11% of the sample), these drugs were generally reported as being difficult to access,
and that this and the price of these drugs had remained consistent in the preceding six months
(Table 73). These participants reported accessing diverted pharmaceutical opiates either because
they had used all their take-away doses of methadone syrup and needed to avoid withdrawal
(n=3), as a substitute when they could not find diverted morphine (n=1), or simply because they
were offered them (n=1).

In summary, patterns of access and use supported those identified in the earlier PWID survey.
Access to these drugs was infrequent among these participants, with drugs such as Oxycontin
typically purchased illicitly from 'small-time' dealers that also provided morphine and cannabis.
Tramadol was more commonly received from medical practitioners for legitimate reasons,
although PWID respondents noted that these doctors were extremely wary of prescribing these
medications.

Drug-related behaviour and crime

Intoxication and behaviour while intoxicated

More than three-quarters (78%) of the PWID participants considered that they had been

intoxicated with drugs and/or alcohol in the preceding six months. Just over half of those sampled
(51%) reported being told that they had exhibited uncharacteristic behaviour while intoxicated, on
a median of two occasions (range 1-30 times) in the preceding six months. Participants were asked
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to describe the drugs that they had taken and the uncharacteristic behaviour on the last occasion
that this had occurred. Individuals discussing the effects of methamphetamine intoxication (n=4)
reported being overly talkative (n=2), disruptive (awake all night and disturbing housemates,
n=1) or angry and aggressive (n=1). Those discussing the effect of intoxication by pharmaceutical
opiates (morphine, n=5; methadone, n=3) reported being overly lethargic, having reduced self-
care and difficulties concentrating after use (n=4), while others reported becoming argumentative
(n=2) or aggressive (n=1) when intoxicated by these drugs.

Benzodiazepine intoxication, either alone or in combination with other drugs, was more
commonly reported by participants as contributing to uncharacteristic behaviour. Two participants
reported behaviour exemplifying the disinhibitive effects of benzodiazepines when intoxicated,
doing 'stupid things that I normally wouldn't do' (on diazepam or temazepam intoxication) or
shoplifting (on intoxication with oxazepam: such behaviour has been noted in other studies,

such as Makkai (2002)). The effects reported were more severe when benzodiazepines were

used in combination with other central nervous system depressants. Two participants reported
uncharacteristic behaviour following use of diazepam, methadone and alcohol, in both cases
reporting memory blackouts, one becoming incomprehensible and aggressive, the other

'doing things | regret' (such as being sexually promiscuous). The single most noted problematic
combination, however, was use of alprazolam (Xanax) in conjunction with methadone. All

six participants reported memory blackouts in conjunction with extremely uncharacteristic,
disinhibited behaviour. These included 'weird, unexplainable things', going on stealing 'sprees'
(when the individual reported long since stopping engaging in such activity), angry outbursts,

or being extremely susceptible to being taken advantage of by others when thus intoxicated (for
example, one participant reporting that 'other people tell me what to do when I'm in that state').
These disinhibitive effects of benzodiazepines are well established in the literature (for example:
Bonn & Bonn 1998; Dobbin 2001; French et al. 2000; Marshall & Longnecker 1992). The effects
of alprazolam when used in conjunction with methadone are of concern when considered on their
own; however, reports from both the current series of studies and local IDRS reports suggest that
the use of this combination has been increasing amongst local PWID groups in recent months, and
is clearly an issue that requires continued monitoring and/or some harm reduction interventions
amongst consumers.

Income and expenditure on drugs

Participants were asked about the drugs that they had purchased illicitly in the fortnight prior to
interview (Table 74). Almost all (94%) had purchased tobacco products in this time, spending a
median of $50 (range $10-200) on this in the previous fortnight. Two-thirds (68%) had purchased
cannabis in this time, spending a median of $100 (range $20-400). In terms of other illicit drugs,
almost half the sample (49%) had purchased methamphetamine powder, spending a median of
$150 (range $50-800). Two fifths of the sample had purchased diverted morphine or methadone,
respectively spending a median of $100 on these drugs in the previous fortnight (range $16-280
for methadone, $50-1,000 for morphine). In total, participants in the current sample reported
spending a mean of $104 (range $0-296) on licitly purchased drugs (including alcohol, tobacco
and legitimately prescribed pharmaceuticals) in the previous fortnight (Table 75), and a mean of
$325 (range $0-1,350) on illicit drugs in this time. Participants reported receiving a mean of $520
(range $163-1,550) in the previous fortnight from legitimate sources (including salary, government
allowances, child support or loans from family or friends), which meant that, at a group level,

this cohort were spending an average of 92% of their legitimate income on purchasing drugs

(licit or otherwise: range 3%-300%). Half of the cohort (51%) reported receiving some income

in the preceding fortnight from criminal activities (primarily from selling of drugs: 32% of the
participants), reporting receiving a mean of $119 from such activities (range $0-1,000). When this
is added to income from legitimate sources, at a group level, the cohort on average was spending
70.6% of their income on drugs (licit and illicit: range 3%-174%).
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Table 74. Amount spent on illicit drugs on the fortnight prior to interview.

Median Expenditure

Drug (n=47)* Purchased  expenditure* range*

% $ $
Heroin 2 $80 $80
Methamphetamine: powder 49 $150 $50-800
Methamphetamine: crystalline 6 $50 $50-150
Methamphetamine: base 4 $70 $50-90
Cocaine 2 $50 $50
Cannabis 68 $100 $20-400
Benzodiazepines 51 $8 $3.5-50.0
Other opiates 2 $3.80 $3.80
Methadone (illicit) 40 $100 $16-280
Morphine 38 $100 $50-1,000
Anti-depressants 13 $3.80 $3.5-3.8
Buprenorphine (illicit) - - -
Alcohol 34 $28 $3.3-100.0
Tobacco 94 $50 $10-200
Methadone (licit) 64 $51 $3.8-60.0

Buprenorphine (treatment)

*Among those that had purchased the drug in this time

Source: Stage four survey of PWID

Table 75. Licit and illicit income and expenditure on licit and illicit drugs.

Licit llicit Total
$ $ $
Income
Percent receiving 100% 51% 100%
Mean $520 $119 $642
Standard deviation $241 $188 $295
Range $163-1,550 $0-1,000 $213-1,550
Drug expenditure
Percent expending 98% 98% 100%
Mean $104 $325 $430
Standard deviation $67 $275 $269
Range $0-296 $0-1,350 $32-1,450

Source: Stage four survey of PWID
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Criminal activity

Three-quarters of the current sample (75%, n=35) self-reported being involved in any type of
criminal activity (other than drug use or driving under the influence of drugs) in the month prior
to interview. Such activities and the reasons behind these behaviours are examined below. Almost
half (47%, n=22) of the cohort had been imprisoned at some stage in their life (Table 76).

Table 76. Self-reported criminal activity among the PWID sample (n=47).

Crime in past month % n
Shoplifting 47 % 22
Less than once per week 28% 13
Once a week 9% 4
More than once per week 9% 4
Daily 2% 1
Property theft 9% 4
Less than once per week 9% 4
Dealing 53% 25
Less than once per week 17% 8
Once a week 9% 4
More than once per week 17% 8
Daily 11% 5
Swap drugs 66% 31
Less than once per week 30% 14
Once a week 21% 10
More than once per week 13% 6
Daily 2% 1
Services for drugs 21% 10
Less than once per week 17% 8
Once a week 2% 1
Daily 2% 1
lllegal services for drugs 6% 3
Less than once per week 2% 1
Once a week 2% 1
More than once per week 2% 1
Provide goods for drugs 28% 13
Less than once per week 19% 9
Once a week 2% 1
More than once per week 2% 1
Daily 4% 2
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Table 76 continued.

Crime in past month % n
Sold drugs for goods 23% 11
Less than once per week 19% 9
Once a week 2% 1
More than once per week 2% 1
Scamming 40% 19
Less than once per week 21% 10
Once a week 6% 3
More than once per week 9% 4
Daily 4% 2
Fraud 11% 5
Less than once per week 9% 4
Daily 2% 1
Violence 11% 5
Less than once per week 9% 4
Once a week 2% 1
Drive under influence 64% 30
Less than once per week 2% 1
Once a week 9% 4
More than once per week 32% 15
Daily 21% 10
Sex work - -
Any crime (not driving) 75% 35
Previous imprisonment 47 % 22

Source: Stage four survey of PWID

Property crime

In the earlier PWID survey, no distinction was made between property crime relating to shoplifting
and property crime relating to theft of cars or burglary. In that survey, 42% of the PWID cohort
reported involvement in property crime in the month prior to interview. In the current survey, 51%
reported some recent involvement in property crime, but this was clearly predominantly in relation
to shoplifting (reported by 47% of the sample) rather than other property crime (reported by 9% of
the sample in the preceding month).

Almost half the sample reported engaging in shoplifting at some stage in the previous month (47%,
n=22). Among these individuals, this was predominantly on just a few occasions in this time,

with 28% of the sample (60% of those reporting recently shoplifting) doing so less than once per
week, 9% of the group doing so once per week, 9% more than once per week, and 2% on a daily
basis. The reported reasons behind such involvement were similar regardless of how frequently
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shoplifting was engaged in. Those shoplifting on a weekly basis or less frequently most commonly
reported having done so because they had no money and needed to get food for themselves or
their family (n=8), with smaller proportions having reported shoplifting items that they wanted or
needed but could not afford (n=4). Among the remainder, one participant reported shoplifting to
help raise money to purchase drugs, and another reported doing so to help pay off bills. Those
reporting shoplifting more frequently than once per week reported that they had done so to obtain
money to pay for drugs (n=2), for food (n=2) or as a way to obtain items that they could not
otherwise afford (n=2).

Just four participants reported involvement in other property crimes (such as car theft or burglary)
in the preceding month, and all had done so on less than four occasions in this time. When asked
the reasons for doing so, just one reported that this was to obtain money to help finance their use
of drugs. Two participants reported that they were ashamed of having engaged in such activity,
with one reporting having been involved in property crime only when they had been intoxicated
with alprazolam.

Provision of drugs

Just over half the sample (53%) reported selling drugs in the month prior to interview, reasonably
consistent with the proportion reporting doing so in the earlier survey (44%, see Table 35). In the
fortnight prior to interview, these participants reported making a median of $150 (range $50-600)
from such activity. Among those that had recently sold drugs to others, half had done so once
per week or less in the previous month (17% of the sample doing so less than once per week,
9% on a weekly basis); with the remainder more frequently than once per week (17% more

than once per week, 11% daily). The reasons reported for being involved in providing drugs to
others were similar regardless of the frequency that this behaviour was engaged in. Among those
providing drugs on a weekly basis or less frequently (n=12), the main reasons reported were to
help friends out (n=4), to cover the costs of legal and illegal drug use (n=>5), to cover the costs of
living expenses (such as food: n=4), or to help pay debts (n=1). Among those selling drugs more
frequently (n=13), these participants reported doing so as an income source (n=1), to cover the
costs of their own illicit drug use (n=4), or for other situational reasons (for example, living with a
provider, or knowing people that sell and acting as a 'middle man').

Eleven percent of the current cohort had provided drugs in exchange for goods in the month prior
to interview, with most doing so on less than four occasions in this time (n=9 of 11). No other
reasons for this behaviour were offered other than the fact that the respondent wanted the goods
offered, and the other party wanted the drugs in question.

Activities to obtain drugs

Consistent with the reports of multiple modes to access of diverted pharmaceutical products
amongst both the current PWID participants and those in the earlier study (see Table 19 for
example), a number of participants in the current cohort reported accessing drugs through a
number of non-financial methods.

Two-thirds (66%) of participants reported trading drugs with others (Table 76), predominantly
doing so on a weekly basis or less often (51% of the sample: 30% less then once per week,

21% weekly, 13% more than weekly, 2% daily). Those swapping drugs on a weekly basis or less
frequently (n=24) commonly reported that this was swapping take-away doses of methadone syrup
with others on the program in order to remove the temptation to use their doses too quickly, with
an expectation that these would be replaced when required (n=5), or as a good way to reduce

the financial burden of drug use (n=2) by accessing a preferred drug without having to pay for it
(n=10). Some participants also reported trading drugs in order to help their friends (if they required
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a particular drug). Similar reasons were reported by those that had swapped drugs more frequently.
They reported doing so to access their preferred drug (n=7), with one individual reporting that
they tried not to use the drug they were prescribed (alprazolam) as it made them 'too aggressive',
so they traded it for other drugs that had more agreeable effects. One reported trading methadone
with others purely in an attempt to stop people from 'hassling' them to divert their prescribed dose.

One-fifth (27%) of the sample reported providing legal or illegal services in order to access drugs
in the past month (Table 76). This was predominantly done on a weekly basis or less frequently
(n=11/13). The services that participants reported providing were generally related to drug
transactions: either receiving drugs in return for providing the transportation to a dealer’s location
(n=6); travelling to pick up drugs for another person (n=4); or for providing an introduction to a
provider (n=1). Other participants reported receiving drugs in lieu of rent, or for doing housework
(n=1 respectively). Only a single participant reported being involved in more severe criminal
behaviour in return for drugs, with this participant noting that they 'will do what they are asked
to when I'm off the show' (i.e. being easily manipulated when intoxicated with morphine in
conjunction with alprazolam).

Twenty-eight percent of the current PWID cohort reported providing goods in exchange for drugs
in the month prior to interview, most commonly doing so on less than four occasions in this time
(n=9/13). Those that had engaged in such an exchange less than once per week typically reported
swapping goods that they owned for drugs (n=2), while those doing so more frequently (n=3/13)
reported shoplifting goods that they could swap for morphine.

Fraud and scamming

Two-fifths (40%) of the current PWID sample reported 'scamming' others in the month prior

to interview. This was defined by respondents as reflecting a situation where they had profited

by being less than completely truthful in a given situation, and most of these participants had
'scammed' others once per week or less often in the preceding month (n=13/19, see Table 76).
Participants provided examples of the activities they defined as 'scamming', which included:
requesting money for food from relatives when it was really to help purchase drugs; behaving like
they were withdrawing from opiates so that friends would help them out with accessing drugs;
taking money 'off the top' when they purchased drugs for another person from a dealer; or stealing
another person’s cannabis plants.

Five participants (11% of the current sample) reported involvement in fraudulent activity in the
preceding month. All but one of these participants reported doing so on only a single occasion in
this time, with this behaviour reported as accessing credit cards or other items to obtain cash to
help pay for drugs. The single participant that reported daily involvement in fraudulent activities
(Table 76) reported that they had not been completely truthful in their reporting to government
allowance agencies.

Sex work

No participants reported engaging in sex work in the month prior to interview.

Violent crime

Five participants reported involvement in violent acts in the month prior to interview (11%), with
all but one of these reporting doing so on only a single occasion in this time (Table 76). These
participants reported engaging in violence to recover debt (n=1), because they had been 'ripped
off' by a provider of drugs (n=1), because their prescription had been stolen (n=1) or that this event
was 'not drug related'. The single individual that reported involvement in violence on a weekly
basis in the previous month explained that they were stressed from an extended drug binge in this
period.
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Driving while under the influence of drugs

Almost two-thirds of the current sample reported driving while under the influence of drugs in

the month prior to interview. Half of these (32% of the sample) had done so more than once

per week, and most of the remainder had done so on a daily basis (21% of the sample) in this
time (Table 76). However, when this behaviour was further examined, it was clear that these
figures represented an over-estimate of the extent of drug driving among this cohort. A substantial
proportion of these individuals (n=12/30) reported themselves as driving while under the influence
of drugs but had done so after using their prescribed medication (although many reported
administering this medication intravenously rather than orally). Amongst the remainder, all had
driven while under the influence of drugs more frequently than weekly in the preceding month,
and reported doing so while affected by cannabis (n=3, 6% of the sample), morphine (n=6, 13% of
the sample), methamphetamine (n=4, 9% of the sample), or methadone (n=1, 2% of the sample).
Interestingly, two participants reported that they had driven while affected by drugs but 'would
never drive if over the limit for alcohol'.

Summary of involvement in criminal activity with reference to NDLERF research questions

Is benzodiazepine or pharmaceutical opiate use amongst illicit drug users related to the
commission of particular crimes (either to obtain these drugs and/or while under their influence)?

Which drugs from the benzodiazepine group and the pharmaceutical opiate group are most likely
to be associated with crime (which is committed either to obtain the drugs and/or while under
their influence)?

e Participants reported experiencing uncharacteristic behaviour when intoxicated with
benzodiazepines either on their own or in combination with other drugs. In particular, the
combination of alprazolam with methadone and/or alcohol was noted by participants as
contributing to extremes of uncharacteristic, disinhibited behaviour, including aggression,
involvement in theft, bizarre behaviour or being easily suggestible.

e Ata group level, the PWID participants reported spending approximately 92% of their
legitimate income on the purchase of licit and illicit drugs. Half of the cohort reported
receiving some income from illicit sources (predominantly selling of drugs), and when
income from those sources was added to income from legitimate sources, at a group level,
approximately 70% of income was spent on substance use.

e Half of the current cohort reported recent involvement in property crime, although this was
almost exclusively related to shoplifting. This did not relate to use of any pharmaceutical
product in particular, and was generally 'not' reported as a means to raise money to purchase
drugs.

e Half of the sample had sold drugs in the month prior to interview, although typically not
engaging in this on a regular basis or receiving substantial amounts of money via such
ventures (the median amount of income reported from provision of drugs was just $150 in the
previous fortnight). Reasons provided for engaging in such behaviour were typically related to
supporting living expenses and/or to cover the costs of legal and illegal drug use.

e Just over 10% of the current cohort had recently been involved in violent crime in the
previous month, typically on a single occasion in this period. Normally, this was reported
as being engaged in as a 'problem solving' response to another individual within the PWID
community taking advantage of the individual (accruing debt, stealing prescription or being
'ripped off' by a provider).
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Summary

The following were the key issues emerging from the Stage four survey of PWID.

Supply sources for diverted pharmaceutical products

Benzodiazepines

e Replicating the findings of the earlier PWID survey, consumer participants reported
predominantly receiving benzodiazepines through legitimate prescriptions from a medical
practitioner. Access to benzodiazepines from non-legitimate sources was a less prevalent
pathway to access, but in these cases PWID tended to receive these drugs as a gift or through
trades for other drugs rather than purchasing them from a provider.

e Respondents typically reported seeking out benzodiazepines on the illicit market for
functional reasons, such as times of particular stress, to manage sleeping difficulties or
withdrawal from opiates, or to replace their own prescription if this had been used up too
quickly.

Morphine

e Replicating findings identified in the earlier PWID survey, diverted morphine was
predominantly accessed through purchase from a 'dealer', with access by PWID from other
sources such as medical practitioners, theft, internet sources or forgery extremely rare or non-
existent.

e Participants reported purchasing morphine either due to the demands of addiction, to replace
prescribed opiates, for intoxication, or to manage the acute recovery period following
methamphetamine use.

Methadone

e Findings from the earlier PWID survey were replicated, with methadone syrup most
commonly accessed through legitimate prescription or through trades or purchase from
friends, while Physeptone tablets were more commonly purchased from a 'small-time' dealer.

The extent and ease of 'doctor-shopping' to access pharmaceutical products for illicit use

Benzodiazepines

e Again supporting the findings of the earlier survey, PWID participants had good access to
legitimate prescriptions for benzodiazepines, predominantly prescribed for legitimate clinical
considerations. As such, there was very little use of, or the requirement for, 'doctor-shopping'
to obtain these drugs.

e Almost all of those receiving benzodiazepine prescriptions had accessed the drug from a
single medical practitioner, with only a single participant receiving prescriptions from more
than two doctors in the preceding six months.

e Participants reported seeking benzodiazepine prescriptions from medical practitioners
predominantly for issues appropriate to their prescription (sleeping difficulties, anxiety,
distress), or having them prescribed without request to support reduction in methadone
dosage. PWID participants also reported having their requests refused if the medical
practitioner was not the one overseeing their methadone maintenance. If refused prescription,
most did not report seeking benzodiazepines from another medical practitioner.

| Benzodiazepine and pharmaceutical opioid misuse and their relationship to crime



139

Morphine

e Similar to the results of the earlier study, access to morphine from a medical practitioner,
either for legitimate reasons or as a result of feigned symptoms, were virtually non-existent
amongst the current cohort.

e Most of those interviewed reported never actually trying to request these drugs from a medical
practitioner as they felt it was extremely likely this would be refused.

Methadone

e Reports from PWID respondents suggest that 'doctor-shopping' to obtain prescriptions of
Physeptone is not something that is engaged in by local PWID, as most believe that requests
for the drug would be unsuccessful if attempted. It also appears that prescribers are extremely
reluctant to prescribe these drugs to local PWID, and would be unlikely to acquiesce to such
requests if they were made.

Sale of diverted pharmaceutical products by providers of other illicit drugs

Benzodiazepines

e Consistent with the results of the earlier survey, PWID participants predominantly accessed
diverted benzodiazepines through friends, with these individuals not selling any other
illicit drugs (with the possible exception of cannabis). When the drugs were purchased
from 'dealers', these were typically perceived as 'user/dealers' and may have also supplied
methamphetamine, cannabis and/or morphine.

Morphine

e Participants reported typically purchasing morphine from 'small-time' dealers or 'user/dealers'
that typically also provided drugs such as methamphetamine, morphine and/or cannabis.

Methadone

e Participants reported predominantly accessing diverted methadone syrup from friends
receiving these medications legitimately. These individuals tended not to supply any other
drugs, with the possible exception of cannabis.

e Physeptone tablets, however, were predominantly purchased from 'small-time' dealers that
also tended to provide morphine, cannabis, and/or methamphetamine.

Links between use of pharmaceutical opiates and benzodiazepines and crime

e Participants reported experiencing uncharacteristic behaviour when intoxicated with
benzodiazepines either on their own or in combination with other drugs. In particular, the
combination of alprazolam with methadone and/or alcohol was noted by participants as
contributing to extremes of uncharacteristic, disinhibited behaviour, including aggression,
involvement in theft, bizarre behaviour or being easily suggestible.

e Ata group level, the PWID participants reported spending approximately 92% of their
legitimate income on the purchase of licit and illicit drugs. Half of the cohort reported
receiving some income from illicit sources (predominantly selling of drugs), and when
income from those sources was added to income from legitimate sources, at a group level,
approximately 70% of income was spent on substance use.

e Half of the current cohort reported recent involvement in property crime, although this was
almost exclusively related to shoplifting. This did not relate to use of any pharmaceutical
product in particular, and was generally 'not' reported as a means to raise money to purchase
drugs.
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e Half of the sample had sold drugs in the month prior to interview, although typically not
engaging in this on a regular basis or receiving substantial amounts of money via such
ventures (the median amount of income reported from provision of drugs was just $150 in the
previous fortnight). Reasons provided for engaging in such behaviour were typically related to
supporting living expenses and/or to cover the costs of legal and illegal drug use.

e Just over 10% of the current cohort had recently been involved in violent crime in the
previous month, typically on a single occasion in this period. Most commonly, this was
reported as being engaged in as a 'problem solving' response to another individual within the
PWID community taking advantage of the individual (accruing debt, stealing prescription or
being 'ripped off' by a provider).

Stage four: In-depth key informant interviews

Sources of pharmaceuticals on the illicit market

KI were highly consistent in their reports on what they believed the sources of those
pharmaceutical products sold on the local illicit drug market were. With reference to drugs such
as pharmaceutical opiates (with the exception of methadone syrup), the clear opinion was that,
primarily, these were on-sold by people that were prescribed these medications. Across both
health and law enforcement-based Ki, it was perceived that these individuals generally received
these medications for legitimate health reasons, but for various reasons may be going without
some of their medications, be prescribed in excess of their actual level of need for these drugs, or
were continuing to access these medications when the original situation requiring their legitimate
need had abated. These individuals were generally portrayed as not themselves being 'substance
abusers' or PWID, but often being individuals existing on restricted incomes. It was perceived that
these individuals may be offered money to divert some or all of their medication by individuals
that may then go on to sell these drugs to PWID:

'There’s the odd ones coming from the burglary of the pharmacies. That seems to have
decreased lately | think. The rest of it's coming from irregular traffickers and sellers ...
we're aware that there’s a huge infrastructure of people getting it lawfully, selling it and
quite a lot of elderly people either being stood over or giving it up because they want the
money. For something they've paid 5 dollars for they're going to get maybe 20 bucks,
thinking they're doing well whereas the drug dealer’s going to make hundreds.'

'l think that crosses almost the whole gamut of the population, not just restricted to what
a lot of people might say are 'druggies'. We've had indications that pensioners and people
like that sell a few of their tablets. I think that some people don't see the harm; you know
somebody says 'oh look it’s only a couple of my pain tablets the doctor prescribed for
me, what harm is that going to do?' There can be a lack of understanding in the broader
community. | mean we know what goes on, more on the coal face but out there they see
it as an extra hundred dollars for my week’s living expenses. The other thing too is I think
you've also got ... environmental factors ... in certain communities ... older people who
legitimately need medication but they've also got younger members associated in the
family or relatives that can put pressure on them or pinch or steal medication.’

While in general it was reported that these individual sources were not providing pharmaceuticals
directly to the PWID consumers themselves, there were perceptions among Kl that there may be
some environmental situations in which family members may be pressured or cajoled to divert
some of their medications to others within that family system, or have these taken by other family
members. While KI did mention other pathways to these products making their way into the illicit
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market, such as pharmacy or home burglaries, these were generally considered to be minor when
compared to the extent of access through these legitimate sources.

As a secondary series of pathways of these drugs to PWID consumers, Kl also reported that

there was a degree of diversion, drug sharing or trading occurring amongst the PWID consumer
community, or from individuals working their way out of these groups. Consistent with reports
from the two PWID surveys within the current study, Kl reported that some individuals — that may
be receiving methadone syrup and/or benzodiazepines from legitimate sources — continue use

of other illicit drugs such as methamphetamine, with some of these sharing benzodiazepines, for
example, with friends and peers, or diverting some of their opiates either in trade for other illicit
drugs, due to physical or psychological pressure by others, or as a means to support their income
on an irregular basis:

'These people aren't criminals, they're just impoverished.'

As an example of some of the financial forces underlying the temptation to divert methadone
syrup, one Kl noted that dispensing of methadone alone costs patients $3.80 per day, bringing
an annual cost of around $1,300. To individuals receiving minimal government benefits, this is
a significant proportion of income (particularly if the costs of daily travel to sometimes distant
pharmacies are considered), and some patients may divert one of their three weekly take-away
doses of methadone purely to reduce the financial burden of being on the program. Other KI
reported that some methadone patients may divert occasional doses to help provide for special
items that they may not be able to otherwise afford on government benefits.

As noted in both the earlier PWID surveys, some Kl considered that a proportion of the diversion
of methadone syrup was due to physical or psychological pressure (‘standover tactics') applied
to patients of the program to access their take-away doses. Those on the methadone program are
known to other PWID consumers and there were reports of these individuals being targeted or
hassled both inside, and on the way out of, pharmacies when collecting take-away doses.

In terms of whether the illicit pharmaceutical market involves 'organised crime' groups, not a
single Kl interviewed felt that this was the case. Commonly, this was perceived as being more
of a 'cottage industry' scenario, and, while a number of individuals may be involved in being
intermediaries between the diverting sources and the PWID consumers, this was reported as
being relatively small in scale and distinct from the organisation seen within, for example,
methamphetamine providing groups. While police KI did note seizing an increasing number of
pharmaceuticals through the postal system, these were generally only one or two blister packets
of pharmaceuticals at a time, and certainly not in quantities that would be supplying the PWID
market demand. One KI felt that many of the providers were PWID consumers themselves, so
that their 'dealing' of substances was more related to the financial requirements of maintaining
addictions rather than connected with organised crime.

With these comments aside, consistent with the reports seen in the PWID surveys that these
individuals may be using an array of different substances, Kl noted that there were certainly some
intersections between pharmaceutical diversion and drugs more connected with 'organised crime'
groups, with some of those 'dealing' in these substances selling both diverted pharmaceuticals and
illicit drugs such as methamphetamine or cannabis:

'It’s nothing for us to go to a house and search it and find some benzos, some Valium,
probably some MS Contin, some cannabis and some speed. It’s common to find 3 or 4
varieties of drugs, there’s no defined lines between users. | think it's very grey, they'll swap
and change between different things.'
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In summary, the primary sources of pharmaceutical products such as morphine or other opiates in
the local illicit drug market were perceived as coming not from PWID consumers themselves, but
from individuals on-selling medications that they are receiving for legitimate medical conditions.
The intermediaries between these sources and PWID were not regarded as strongly associated
with 'organised crime' groups but may instead be consumers themselves. A notable secondary
pathway for diverted pharmaceutical products circulating amongst PWID groups was regarded

as emanating from PWID who were receiving pharmaceuticals themselves for legitimate reasons
who may be providing these drugs to peers either for social or financial reasons, or in response to
pressure applied by other consumers.

Doctor-shopping

KI were asked about the extent of 'doctor-shopping' that occurs by PWID in order to access
benzodiazepines and pharmaceutical opiates. Kl that specialized in the area of 'doctor-shopping'
reported that it was not a difficult process in general to engage in:

"... it’s definitely easy for a person to doctor-shop. It’s not illegal for them to doctor-
shop, so I've been told, and so I've read. The extent of it in Tasmania — it’s nowhere as
significant as it is on the mainland ... The more pharmacies you have, the more chance
people have to prescription shop, or doctor-shop. I think it is definitely easy but | don't
think we'll ever change that.’

However, this was not perceived as the case when referring to PWID groups, or in reference to
the sorts of products that they may be requesting. Among Kl within the health sector, doctor-
shopping, in terms of feigning of symptoms with the aim of accessing prescriptions, was perceived
as being very difficult for PWID groups to engage in, and certainly not a common pathway to
access of pharmaceutical opiates. These responses are consistent with the self-report data from
the two PWID surveys within the current study. There were a number of reasons provided as

to why PWID consumers would find 'doctor-shopping' difficult (particularly in comparison to
other groups): firstly, given that the majority of PWID sampled in the current studies had limited
educational experience, the level of interaction with medical practitioners required in 'doctor-
shopping' may prove challenging (one Kl spoke of 'class differences' in the potential for doctor-
shopping); secondly, there are only a limited number of doctors surgeries that provide bulk-
billed consultations, and, as one Kl noted, PWID patients are 'memorable’, particularly within

a small system such as Hobart — as such, there was limited scope for PWID to take advantage of
opportunities to 'doctor-shop'. Finally, again due to the smaller nature of Hobart city, there were
often good relationships between pharmacies and prescribers, or government Pharmaceutical
Services departments, so that, on occasions where pharmacy staff picked up that individuals were
receiving prescriptions from multiple medical practitioners, this was often quickly communicated
back to the doctors concerned.

When those specializing in the area of 'doctor-shopping' were asked what products were targeted
and what the demographic characteristics of those involved in this behaviour were, it was clear
that these individuals and products were quite distinct from PWID groups. The medications
regarded as most commonly targeted were Panadeine Forte (codeine phosphate) and Valium
(diazepam). In regard to the demographics of those engaged in 'doctor-shopping':

'l would say it’s unfortunately a lot of middle aged women that are obtaining quite large
amounts of benzos. A prime example is one lady we reviewed recently who alternates
between doctors and pharmacies. So she goes to one doctor and the pharmacy next
door and then next week goes to another doctor and the pharmacy next door to them
basically, and neither doctor is aware of that, nor are the pharmacies."
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The general consensus among Kl was that those engaged in 'doctor-shopping' were doing so for
their own use:

'l again think the majority of it would be for personal use. Unfortunately, we haven't been
able to prove when it’s selling, it’s very difficult to prove. So I'd say the majority is for
personal use, but it depends on the drug as well: the more expensive the drug the more
likely they are to sell it.’

It should be made clear that the concept of 'doctor-shopping' as defined by agencies such as the
Health Insurance Commission, where an individual may visit multiple prescribers in an attempt to
access pharmaceuticals in excess of clinical need, is distinct from the behaviour of the sources that
were reported as providing the pharmaceuticals diverted into the illicit drug market (individuals
receiving medications, generally from a single source, for genuine clinical symptoms). As such, it is
unlikely that those individuals providing the source of diverted pharmaceuticals would, or could,
be identified by the current compliance procedures within the Health Insurance Commission in
relation to 'doctor-shopping'.

Despite being regarded as an uncommon practice amongst PWID groups in Hobart, KI were asked
what strategies may be employed by individuals seeking to 'doctor-shop':

'The only strategy that seems to work the most successfully is the fact that they appear
'normal’, you wouldn't suspect them in any way, shape or form: they come in as if
they're the typical family member that’s just in a bit of strife and obviously if they're
going to alternate doctors or a variety of doctors, one doctor’s only going to see them a
certain number of times but they put on a fagcade to make themselves appear just like an
everyday person and that’s probably the biggest thing we tend to see.’

In terms of PWID participants seeking prescription of pharmaceutical opiates, with the exception
of identifying the rare doctor that may become known as being 'generous' in terms of writing
such scripts, Kl reported people employing strategies such as targeting locums or new doctors to
an area (who might not be aware of personal histories), or using the typical approaches that have
been identified as effective by studies in the area (sleeping problems, non-specific pain that may
be difficult to investigate immediately such as headache, toothache, backache, stomach ache).
Alternatively, in extreme cases, more threatening behaviour may be employed in an attempt to
facilitate prescription:

'Clients tend to pick really good times that they turn up. It’s usually last person at the
surgery of a day, quite often the receptionist has gone home, sometimes people can be
quite intimidating and | would think there have been situations from an occupational
health and safety approach the GPs have written scripts and I think that’s probably what
you need to do at the end of the day: if you feel that you are not safe then you write the
script and you make sure that you never write it again for the same person.’

While there exists a substantial amount of information on strategies to assist identification of
individuals attempting to 'doctor-shop', health-related Kl were asked to nominate the behaviours
that they found most useful in discerning the potential for such behaviour. These included: rapid
increases in dosage; facts that did not match up on investigation; requests being made for specific
drug types; changes in behaviour; requests following 'lost prescriptions' or 'lost tablets'; or failure
to keep appointments for medical investigations.

In terms of reducing 'doctor-shopping', currently the Health Insurance Commission (HIC)
is running a Prescription Shopping Project that reviews data received by the organisation to
determine whether an individual may be obtaining PBS-subsidised medications in excess of
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clinical need. In addition to data normally collected in relation to the number of PBS medications
accessed, individuals may be brought to the project’s attention by pharmacists or prescribers
concerned about a particular person. If that person is assessed as potentially obtaining PBS
medication in excess of clinical need, then information about the extent of prescriptions can

be provided to the treating medical practitioner(s) with the aim of informing their practice and
approach to the patient. This project is one means of alerting doctors to patients that may pose
particular problems.

KI were asked their opinions as to possible approaches that may assist the physician in terms of
avoiding 'doctor-shopping':

'Perhaps [enhanced] communication [between sectors]: if we can show that someone is
diverting their medication then to be able to speak to the prescribing doctor and say 'well
here you go we've got this information and that’s where it’s at, perhaps you can change
your methods' and have them accept that. [There are privacy issues, of course] and the
doctors aren't always willing to listen or they look at it purely from a pain relief point of
view, and ... that’s their job, that’s what they need to do. So we have to find some middle
ground.’

'Iwhat would make this situation easier for prescribers are] rules that allow them to say no
more easily...GPs find themselves prescribing when they're not happy about it but they
don't feel [that they have] any other choice, so there are two things that would fix that:

1) having some other choice, an appropriate treatment; and 2) the power, the authority
to say no. Doctors feel free to say no when they're not allowed to give something. I've
known many of them look much more relaxed when the patient says something that
means they can't give them the drug because they can just say no.'

'l know that banning or changing particular formulations of things to reduce harm have
made it easier for doctors when they're in that ethical dilemma, they're not crazy about
prescribing but are worried about worse things happening if they don't, and when
formulations have been changed so that what they're prescribing is safer if it’s misused,
has made that easier for prescribers. And having the effective proven treatments available,
if you've got plenty of withdrawal management available then you can send someone on,
[or, if] maintenance therapy is available, you can put people in and out.’

The issue of police or other organisations liaising with prescribers is discussed in subsequent
sections; however, the other themes that were commonly suggested by Kl included education in
terms of the intersections between pain management and alcohol and drug issues (for example,
screening for alcohol and drug issues when prescribing pharmaceutical opiates), alternative
pharmacological options for pain management, or particular guidelines around the prescription
of drugs known to be potentially divertible. In general, however, the options suggested were
more systemic, with several Kl suggesting enhancement in the number of non-pharmacological
treatment options for pain management or addiction management and withdrawal that are
available to medical practitioners to refer patients to, as a way to ease the burden of 'doctor-
shopping' or related pressures on prescribers.

In summary, 'doctor-shopping', at least as defined by the HIC, was not regarded as a common
pathway to access of pharmaceuticals by PWID, or of pharmaceuticals that are diverted to PWID.
A number of barriers were reported by KI as making 'doctor-shopping' difficult for PWID, not the
least of which being a reasonably good awareness amongst prescribers of the diversion potential
of restricted pharmaceutical products. Professionals specialising in the area of 'doctor-shopping'
indicated that the general demographic profile and patterns of pharmaceutical use of those that
successfully engaged in this behaviour are clearly distinct from PWID populations.
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Pharmaceuticals and criminal activity

KI were asked to consider the relationship between misuse of pharmaceuticals and criminal
behaviour. In general, across both health and law enforcement professionals, the responses
provided reflected a situation for pharmaceutical opiate addiction that was not substantially
different to addiction to non-pharmaceutical opiates. Namely, the financial demands of
maintaining a daily use of an expensive illicit substance may push people toward involvement

in crime or sex work in order to attain the required income. However, while this was a view
espoused by the majority of KI, a number quickly added that the criminal activity and behaviour
associated with pharmaceutical opiate use was perhaps less problematic than that associated with
regular use of amphetamines, which tended to be more violent.

In terms of crime, particularly associated with regular use of morphine or other pharmaceutical
opiates, law enforcement Kl associated this in particular with criminal activity within the lower
end of property crime, such as opportunistic 'easy option' criminal behaviour, shoplifting or
burglaries:

'l think because ... if you want a tablet today that’s going to cost you $50, it’s easy to
commit a crime today for $50 or a bit more, and then that gets [you] back to the lower
end of the scale of burglaries and street robberies, stealing of handbags and things,
knocking someone off at an ATM when they might have just taken out $50 or something
because tomorrow’s a new day for most of these addicts: it’s 'get another $50 tomorrow,
I'll worry about it tomorrow'. If they took $10,000 today in a burglary, this time tomorrow
they probably wouldn't have much of it left anyway ... so I think ... there’s definitely a
link between [regular morphine use, and] the minor sort of stuff [property crimes]'

One law enforcement professional suggested that PWID simply felt that the amount of money
required for daily use simply wasn't worth the level of risk associated with higher-profile property
crime such as armed hold-ups. There were two notable exceptions to this, however, with the
experience of withdrawal having the potential for more stress on the part of the individual, and
hence the potential for a more aggressive-type of crime to be committed in order to raise the funds
required to ameliorate such withdrawal (although this issue is certainly not restricted to the use of
opiates of the pharmaceutical variety). Also, again in a scenario that is not uncommon across all
types of illicit drug use and addiction, KI reported anecdotal reports of providers that would allow
debts to them for drugs used to mount up, with the purpose of manipulating those individuals into
engaging in activities such as the sex industry.

In terms of specific crimes associated with a particular pharmaceutical product, methadone syrup
was by far the drug most commonly discussed by Kl across both health and law enforcement
sectors. Firstly, KI were quick to report that both in their experience and in the considerable
literature around methadone maintenance programs the prescription of maintenance opiates

on a regular basis helped reduce crime amongst patients, partially by removing the economic
imperatives that may otherwise be associated with opiate addiction. Apart from this, the

crimes reported to be associated with methadone were crimes committed 'against' those who
were enrolled in methadone maintenance programs. This included, for example, physical or
psychological intimidation of patients when they collected take-away doses by individuals
loitering around dispensing pharmacies seeking to purchase diverted doses. Reports from Kl and
PWID suggested that this has increased in recent months, with some pharmacies even going to
the extent of hiring security staff on days where the volume of take-away dispensing is highest.
Law enforcement Kl also noted that the homes of individuals on the methadone program may

be broken into in an attempt to access these doses, and there have been PWID and Kl reports of
snatching of peoples’ bags as they emerge from dosing pharmacies. KI noted also that the lives

of individuals that were receiving methadone maintenance, but that had not yet stabilised, were
somewhat chaotic which rendered these individuals more vulnerable to being taken advantage of:
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"... I've got a [group of patients] that haven't stabilised that are on methadone but they're
not well. They're using and they're using dangerously and they use their take-aways, but
they use their take-aways in conjunction with benzos to get a real hit. Most of the people
that don't stabilise and inject their take-aways are pretty disorganised so any crime they
did wouldn't be particularly efficient, so they tend, it tends to be silly things like driving
without a licence, you know, ridiculous things, so | don't think the methadone patients
and injecting the methadone has any impact on crime in the community, but I think in
terms of their well-being it makes them vulnerable because they're seen as somebody
who will sell their drugs and therefore people that aren't on methadone that, [or] would
perhaps like to get on methadone that aren't, or have been kicked off, hover around and
can endanger these rather vulnerable disorganised people.'

As reported in the PWID interviews, Kl noted that benzodiazepine intoxication, in particular
when fast-acting formulations such as alprazolam were used in combination with other opiates,
could lead to uncharacteristic behaviour due to the disinhibitive effects of the drug. For example,
individuals that were not normally aggressive may become so, or behaviour may just be bizarre
and hence unpredictable. KI working on the 'coal face' in drug and alcohol services, however, had
not noticed any recent increases in such behaviour.

In summary, KI commenting on the associations between misuse of pharmaceutical products and
crime reported that the behaviours associated with addiction to pharmaceutical opiates were

not substantially different to those associated with illicit opiates. However, due to the relatively
low daily cost of addictions amongst local PWID, crimes associated with addiction to morphine
or other opiates were generally related to the lower end of the property crime spectrum, such

as opportunistic, 'soft target' theft or shoplifting. Crimes associated with methadone syrup were
more commonly those committed 'against' people receiving this medication legitimately for
maintenance reasons, with intimidative tactics applied to these individuals by some seeking to
access these drugs illicitly. Benzodiazepine intoxication was perceived as being associated more
closely with disinhibitive or unpredictable behaviour.

Opportunities for interventions

Policing interventions

Law enforcement professional KI were asked about any specific strategies they had recently
employed that had shown to be particularly successful. One strategy in particular was noted,
that of a more 'community policing' type role in response to the increasing issue of targeting of
methadone maintenance clients:

'Because of the methadone problems with the robberies and the hassling for money
and that sort of thing ... we've noticed that a Friday, because of the take-aways, they
tend to be more prevalent ... so we ran some operations [in an area around a pharmacy
that dispenses methadone syrup to a large number of patients]. We're quite overt about
it, we're not trying to be covert, we'll go around and we'll speak to the users and we

tell them who we are and why we're there and they're quite grateful for it ... we found
[patients] coming up to us [saying] 'we heard ... the drug squad was in the area in the
last few weeks so we've travelled from Sorrell to be here to get our gear so we can get
back to the car safely’, so we saw a direct result of people travelling some distance to
come into what they considered to be a safe environment to collect their drugs. [Also] it’s
decreased the crime rate, particularly in [that] area, that decrease of crime rate in [this]
area on a Friday, hugely.’
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'The first couple of times we went up there, and they thought we were actually targeting
them, obviously there was a bit of animosity there, but once we broke down the barrier
and said 'look we know you're here to get it legitimately, don't abuse it and we'll look
after you', they started actually approaching us and having a chat and some of them will
give you a little bit of information here and there, so it’s a two way street.’

It would appear that this approach had benefits both in terms of crime reduction and supporting
individuals receiving methadone maintenance treatment, as well as facilitating relationships
between PWID consumers and police.

In terms of policing other diverted pharmaceuticals, all law enforcement Kl noted that there were
particular challenges in such a task. Responses were similar to those issues raised by police in
the earlier (Stage one) interviews within the current study; namely the difficulty in identifying
individuals that may be providing diverted pharmaceuticals for sale on the illicit market due

to these individuals often having legitimate prescriptions themselves, or that they often had a
fluctuating or limited supply of these pharmaceuticals at any one time (as opposed to cannabis
or methamphetamine providers that may have more substantial stockpiles of these drugs when
selling), making interventions or operations particularly time-critical.

Law enforcement KI were very aware of the difficult balance involved in policing the supply of
these pharmaceutical products:

'Unless you more strictly control the amount people get, | don't think we'll ever see a
reduction in the availability of [diverted pharmaceutical opiates] being a merchant/dealers
market, and it’s not fair | suppose either to say that somebody has to come back to the
doctor every two days to get a script for two tablets or something ... because probably
the majority are doing the right thing.’

When law enforcement Kl were asked about possible strategies to assist them in their role of
policing the diversion of pharmaceutical products, two suggestions were made. Interestingly, both
involved the enhancement of relationships across health and justice sectors.

One suggestion involved a system set up similar to the Tasmania Police 'Crime Stoppers' program
specifically for pharmaceutical diversion-related issues. One possible design might see a password
protected internet site specifically for health professionals, where de-identified information could
be provided to police, for example, if there had been a drug-related overdose, attempted doctor-
shopping or the like. There was a concern that the current 'Crime Stoppers' program may not be
perceived by health professionals in the community as an appropriate medium to relay such issues
to police, and that a simple, quick, secure method specifically for these issues may help address
such a perception.

Law enforcement Kl also reported that they had attained excellent results through fostering

close relationships with agencies in the health sector. For example, in the situation that they had
identified, a particular individual that was 'dealing' opiates supplied to them, and when police
officers had attempted to provide such information to a prescribing medical practitioner, the
information had, historically, not been particularly well received. Police had reported substantially
improved outcomes when such information was relayed to prescribing doctors through other
health sector bodies, such as Pharmaceutical Services within the Department of Health and
Human Services. KI noted that these relationships across services were developed thanks to the
nature of the personalities of the individuals in the respective agencies, and, as such, had the
potential to falter if current staff within either agency left their positions. As such, the formalisation
of such relationships across agencies through the use of a Memorandum of Understanding

would allow a more resilient association across agencies. It was also suggested that these sort of
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partnerships could be further expanded to include other agencies within the health sector; for
example, in the case of illicit drug-related overdoses, which currently are relatively uncommon in
Tasmania, it may be beneficial for information relating to the particular drug or drug combinations
identified as factors to be quickly circulated to frontline health workers in the government and
non-government sectors as well as police, to increase awareness of potential problem drugs/drug
combinations amongst the PWID community and to allow timely responses to be made.

Interventions within the health system

KI from both health and law enforcement sectors recognised that potentially the most effective
route for intervening to reduce supply of these pharmaceuticals on the illicit market would be
through working with the prescribers themselves. As one Kl suggested, 'if prescriptions are not
written to people that don't need them, then there will be no diversion.' While it was recognised
that these medications form an important part of the armamentarium for the amelioration of pain
and related issues, one opportunity for intervention could be to help prescribers with their initial
diagnosis of patients, before they are prescribed opiates. This could take the form of enhancing
awareness of alternative medications, how to screen for drug-related issues, support for making
diagnoses when the presenting situation is unclear, or increasing the availability of specialist
services to refer patients to:

'I've heard some doctors say the patients come to me and they've asked me for this so

I have to give it to them, but | think that the general practitioners need to learn there

are other drugs to treat pain and chronic pain and there’s a whole stack of education
around that and support of re-prescribing. [For example] how do you change someone
who’s been on MS Contin 30mg twice a day for the last 6 months to Gabapentin? There’s
that kind of work that really needs to be followed through. | know the GPs have this
information, so it’s [a question of] how do you follow it through without disrupting your
relationship with the patient too much and making it untenable ... the other thing is |
think more general practitioners need to be able to feel comfortable about prescribing
methadone for opiate dependent patients because of its nature as being a chronic
relapsing condition. It's no different from things like other medical conditions like diabetes

!

'l think the prescribers need assistance in their ability to be able to make a decision to
prescribe narcotics. Resources around opiate pain treatment, more pain management
services to be able to refer patients to, because it’s very hard in a GP consultation to
actually assess the level of pain that the patient’s reporting to have. To assess whether

it is real or significant, they need to not only to have resources, but to be able to refer
those patients forward for assessment. This helps to ensure their clinical decision is more
soundly based. Pain clinic resources, specialist resources, things like that would assist ...’

'l think you've got a lot of prescribers who are really there to help the patient but they
find it very hard to make a decision that the patient is not quite as sick as they portray,

or doesn't need it as much, it’s a very hard call, so assistance in that [might be useful in
reducing supplyl. Handling these sort of people, recognising some of the tactics maybe,
[to] assist in education to look for things like track marks ... Assistance in, and a greater
ability to have a referral to an alcohol and drug service. Also I think you've got other
doctors who can be intimidated, so assistance to manage in the intimidation [might play a
role].’
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It was clear to the Kl that, for such interventions with the prescribers to be successful, there needed
to be other support at the level of the health system (in terms of alternative treatment options for
pain, support for addiction management and withdrawal, and support for counselling) as well as at
the community level:

'[If] we ... reduce the supply of [these pharmaceuticals] we [must] supply adequate
alternatives. To reduce supply without doing anything else would just result in a change
of use. Some people would not necessarily consider [it] that bad if a whole bunch of users
[of pharmaceuticals] went to drinking far too much alcohol ... but it would not be good
for the hospital or the individuals or society.'

'l think we need a drug summit in Tasmania ... we need a huge amount of

information generated and put in the media, that is true and appropriate; we need an
acknowledgment that there is a public sector methadone program that works really
hard and treats people on the methadone program, that there are prescribers in the
community, these things are not acknowledged by your normal kind of voter, they don't
know these things. I think it needs to just come out, the issues need to be aired and the
fears of methadone, that irrational thing people respond to [adequately addressed] ...’

Harm reduction

A number of suggestions were made by Kl in regard to possible interventions to reduce the harms
associated with use of pharmaceutical products.

Many suggestions were made in terms of reducing the harms associated with intravenous
administration of these products. Many of the tablet preparations contain talc and cellulose as
inactive ingredients, which may be harmful if injected, and cause health problems over time if
particulate matter is built up in the lungs, liver or central nervous system. To combat these issues,
providing pills or biological filters within the state’s Needle Availability Program was suggested, as
well as focused education amongst PWID groups using these drugs about the risks and approaches
to reducing these. While somewhat unrealistic — given the best practice guidelines around pain
management — some Kl suggested that it may reduce the harm around injection of pharmaceutical
opiates if injectable opiate preparations were more available rather than tablet preparations.
Suggestions were also made to reduce the harms associated with the injection of methadone
syrup, for example, in terms of acknowledging that some people on the program will administer
the doses they receive as 'take-aways' intravenously, and providing biodone rather than traditional
methadone syrup (which does not include sorbitol or other agents known to be irritants to venous
systems), not diluting these doses, or at least diluting such doses with sterile solutions rather than
unfiltered tap water. Others suggested that following the example of the United Kingdom in terms
of provision of injectable methadone within the maintenance program may reduce some of the
harms associated with injection of the currently provided diluted methadone syrup.

Other interventions suggested focused on systemic changes within the health sector which may
help reduce the harms associated with misuse of pharmaceutical products. Primarily, these focused
on enhancing the range and availability of services available to consumers of these products such
as detoxification, withdrawal management and pharmacological maintenance programs. Others
suggested that an enhanced focus on the therapeutic relationship and support for people receiving
pharmacological maintenance may help individuals remain engaged in the program, reduce

the potential for diversion, and reduce the potential for intravenous administration of prescribed
maintenance pharmaceuticals.
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Others suggested the potential for peer education interventions to help reduce the risks associated
with overdose of these preparations, utilising education models developed in other jurisdictions:

'There’s a National Heroin Overdose Strategy and ... we could do some projects here,
we're talking about basic stuff like peer education, what to do in an overdose. You

don't give them a form that says 'here, this is how you put a person if they drop'. Peer
education for opiate overdose prevention always works, they've done research on this

in Western Australia with a program called Opiate Overdose Prevention Strategy, called
OOPS, and that has some really good findings and some good outcomes from the peer
education side of it. It involved a lot of the ambos and frontline paramedics, learning how
to deal with opiate overdose people, the people around them, and there’s some very
interesting strategies for harm minimisation. | think we could up our ante, we could be a
bit more proactive ...’

In summary, it was clear to KI from both sectors that policing of diverted pharmaceuticals and

the issue of supply reduction is particularly challenging, as consideration needs to be made of

the need to avoid reducing the access to effective pain management for individuals that have a
legitimate need. Experience in policing in this area has suggested that improved outcomes can
come through the fostering of close relationships between health and law enforcement sectors so
that if problems in prescription or diversion are identified there is a dialog in place to help achieve
the best outcome for both sectors. It was recognised too that an appropriate intervention point for
supply reduction may be in further supporting medical practitioners in regard to patient assessment
and identifying multiple options for treatment so that the best match could be made between
patient need and treatment. In terms of reducing the harms associated with the use of diverted
pharmaceutical products by PWID, a number of practical responses could be made, including
peer education programs, provision of filtering equipment through Needle Availability Programs,
and changes to the formulation of take-away doses of methadone syrup to acknowledge the fact
that some patients of the program do administer these medications intravenously. Interventions

to reduce the harms associated with use of diverted pharmaceutical products could be further
supported by increasing the availability and range of treatment and support services available for
the individuals using these drugs illicitly.

Possible impacts of supply reduction

Kl were asked to consider the potential impacts of more effective supply reduction of diverted
pharmaceutical opiates. While many of these possibilities remain simply hypotheses, it is
important to consider the range of possible unintended negative consequences of such a change.

Firstly, if there was a substantial reduction in the availability of diverted pharmaceutical opiates,
and addicted consumers remained in the market, KI noted that it would be likely that, with

stable demand and diminishing supply, then the price of these drugs on the illicit market would
increase. If PWID continued to seek the same amount of the drug, then KI suggested that, due to
the financial pressures of maintaining an addiction, the likelihood that consumers would engage in
crime or sex work may increase. Another possible impact noted by some KI may be a substantial
increase in targeting or intimidation applied to individuals receiving methadone maintenance

by those seeking to access diverted doses. Some also noted that the potential for theft from
pharmacies, hospitals or doctor’s surgeries may increase as well.

In terms of the impact of such a decreased availability of these products on the health system, KI
noted that there may be a substantial increase in the number of people seeking detoxification,
withdrawal management or pharmacological maintenance therapies. Within Hobart, each of these
programs currently has some degree of a waiting list for access to treatment even at the current
level of demand, and, as such, without additional financial support to these programs it would be
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unlikely that such an increased need would be able to be met. Depending on the approach taken
to supply reduction, some Kl noted that if prescribing practices were strongly targeted for change,
then this ran the risk of 'collateral damage' in terms of depriving some people that legitimately
need these medications from appropriate medical treatment. Either possibility, KI suggested, had
the potential to lead to negative health consequences for the individuals affected.

The third theme emerging among Kl reports as a potential impact of substantially reduced
availability of illicit pharmaceutical opiates in Tasmania was the possibility of PWID groups shifting
their predominant drug use from pharmaceutical opiates to other drugs that may have substantially
greater potential harms. Given that — consistently across both the PWID surveys among the

current study and the local IDRS studies — a high preference is shown for heroin amongst these
groups, many Kl across both health and law enforcement sectors feared the development of an
environment conducive to the establishment of a heroin market:

'l think the only reason heroin’s not here is because these opiates and benzos are filling
that gap of those users; [if we substantially reduced supply of these drugs] I think that we
would see a creation perhaps of a heroin market, which we don't have [currently].’

'If we make it harder for people to access prescription drugs then we may suddenly
develop a market; that someone from the mainland could then come over here ... if we
suddenly get a lot of Tasmanian injecting drug users who are gagging for something, some
sort of opiate in particular, if the prescription opiate market dries up they're going to want
something — that may be the time that heroin arrives here.'

Given the existing high degree of polysubstance use amongst PWID groups (as noted again in the
current study and the local IDRS surveys), Kl also noted that, aside from heroin, PWID may shift
their use in any of multiple directions: possibly to increased methamphetamine use; use of opium
poppy preparations; or possibly increased cannabis or alcohol consumption. Kl noted as evidence
for the potential for such substance use 'shifts' the impact of the reduced availability of temazepam
gel capsules. While a proportion of PWID did indeed stop injecting benzodiazepines when these
formulations became more difficult to access, Kl noted a substantial (and continuing) increase in
the injection of alprazolam tablets. KI noted that whatever shift there was in the types of drugs
used by PWID groups, there would be a particular set of health and behaviour benefits and harms
that would need to be addressed.

In summary then, Kl reported that a substantial reduction in the availability of pharmaceutical
opiates on the illicit market may have a range of possible unanticipated consequences that may
need to be considered. Chief among these were the potential for increased crime in response
to increased drug cost on the illicit market, the possibility of increased demand on an already
stretched health sector, and the possibility of PWID groups simply shifting to use of other drugs
that may carry a different, and possibly more problematic, set of health and social harms.

Data collection systems

Kl also noted two main avenues for improvement in the use of existing data collection systems
that could provide some practical benefits for both the health and law enforcement sectors. Firstly,
this related to more detailed reporting/analysis and communication of existing data sources, and
secondly, extension of, or better communication between, existing monitoring systems that are
currently in place.

In terms of more precise data collection, KI suggested that changes could be made to the data
collected through the state’s Needle Availability Program, for example to collect longitudinal
data to follow changes in individuals over time, but perhaps more useful may be changes in the
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questions asked of clients to collect precise information about the drugs that individuals had

last injected (rather than the substantially broader current question asked of patients, which

is 'what drug do you mostly inject'), as this would allow continual monitoring of changes in
substances used by PWID if data were analysed at the unit level. If this data was provided back
to stakeholders, then more proactive and timely health intervention programs could be delivered
in response to changes in substances used. A similar improvement to precision and reporting was
suggested for hospitals:

'There’s no adequate system at the Royal Hobart Hospital to identify whether [deaths are]
... drug-related overdose death or whether the person on methadone ... died in a car
accident ... we're not looking at things like, for example, [that] the person was injecting
illicit non-prescribed Xanax into their arm which caused [an] abscess that was untreated
[and] that became a cellulitic arm which caused compartment syndrome, and that was
the reason the arm had to be amputated etc. So we don't have that coordinated linking of
cause and effect ...’

As noted above, in concert with that improved identification of drug-related health problems and
overdose, law enforcement Kl suggested that it would be useful for emergency service workers and
frontline alcohol and drug agencies to take part in an 'alert system'. Where, if there are a series

of overdoses or reports of substantial changes in drug purity, this information could be quickly
communicated to such services around the state so that this information could be conveyed to
consumers, potentially avoiding further health harms. Currently, processes similar to this were
occurring on an ad hoc basis, but Kl felt that formalised relationships and processes may lead to
enhanced outcomes.

In terms of monitoring of prescription of pharmaceutical products, there currently exist two
independent monitoring systems relevant to the drugs used by PWID groups, each with limitations
to their information collection that, if linked or enhanced, could lead to improved health outcomes
or reduction in diversion of supply.

One system is overseen by Pharmaceutical Services within the state Department of Health

and Human Services, and relates to the prescription of Schedule 8 pharmaceutical opiates:
Section 20 of the Alcohol and Drug Dependency Act requires that an authorisation is needed

to prescribe any such drugs to an individual identified as 'drug dependent' or where such drugs
are to be prescribed to any individual for a period of longer than two months. Applications for
such authorities, which are accompanied by clinical information, are examined by a Clinical
Advisory Committee to ensure that the prescriptions meet current best practice standards for the
presenting clinical issue. As part of this process, Pharmaceutical Services receive information in
regard to the dispensing of these Schedule 8 pharmaceuticals. For individuals identified as 'drug
dependant’ (i.e. those receiving methadone or buprenorphine maintenance therapy) there are
also restrictions applied to the prescription of certain Schedule 4 pharmaceuticals (those specified
as Schedule 4D) such as benzodiazepines, which can only be prescribed by clinicians named in
the authority approval under Section 20. However, given the high volume of prescription of S4D
pharmaceuticals, these are not monitored by Pharmaceutical Services. As such, it is possible, in
theory, for an individual receiving methadone maintenance or other pharmaceutical opiates to visit
a different medical practitioner, and potentially access S4D pharmaceuticals, or even, in the short
term, S8 pharmaceutical opiates, without this coming to the rapid attention of Pharmaceutical
Services, particularly if the individual visited separate pharmacies for the dispensing of the S8 and
S4D prescriptions.
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KI noted that improvements could be made to monitoring under this system if it was possible for
medical practitioners, pharmacists, and other relevant health professionals to access information

in regard to authorities immediately, for example, through an internet access system. This has

the potential to avoid the situation described above, where individuals could potentially access
restricted pharmaceuticals from different doctors without their knowledge. Other Kl noted that
access to such information may also be helpful in enhancing clinical assessments for detoxification
requirements and the like.

Other KI noted that there may be benefits in linking this system with the second monitoring
system, that overseen by the Health Insurance Commission. This records prescriptions of
pharmaceuticals subsidised through the Pharmaceutical Benefits Scheme to identify individuals
that may be obtaining prescriptions in excess of clinical need. As this data collection would
monitor all S4 and S8 prescriptions that are subsidised by the PBS, it may more quickly identify
individuals that are receiving prescriptions from multiple sources, were this information available
to dispensing pharmacists. However, Kl expert in 'doctor-shopping' issues noted that the major
failing of this monitoring system is that it does not capture information on prescriptions that are
not subsidised by the PBS. As such, as noted by one KI, 'the first thing that people do to avoid
detection is to simply ask their doctor for a private prescription and then no one is able to trace
the patient as easily.' Extension of such prescription monitoring to include private prescriptions,
in conjunction to expanding the access to this information by prescribers and pharmacists in
real time, may more readily identify individuals receiving prescriptions in excess of clinical
requirements.

KI acknowledged that there existed substantial ethical and privacy issues raised by any changes

to such monitoring systems; however, these potential changes were suggested as options for
improving clinical outcomes or because they had experienced other such approaches operating in
other jurisdictions.

In summary, Kl suggested a range of options for enhancing existing data collection systems in order
to provide additional practical benefits for both the health and law enforcement sectors. Major
options included more careful analysis of existing indicators of drug-related problems and the
establishment of formal agreements to share this information across key stakeholder organisations
in a timely manner; and enhancing the communication between existing systems monitoring the
prescription of restricted pharmaceutical products, or the ability of prescribers and/or pharmacists
to access these to help guide clinical decision making.

Summary

With reference to the key themes present within the NDLERF research questions, the Kl raised the
following points.

Diversion of pharmaceuticals

The primary sources of pharmaceutical products such as morphine or other opiates in the local
illicit drug market were perceived as coming not from PWID consumers themselves, but from
individuals on-selling medications that they are receiving for legitimate medical conditions.

The intermediaries between these sources and PWID were not regarded as strongly associated
with 'organised crime' groups but may instead be consumers themselves. A notable secondary
pathway for diverted pharmaceutical products circulating amongst PWID groups was regarded as
emanating from PWID who were receiving pharmaceuticals themselves for legitimate reasons. This
group may be providing these drugs to peers either for social or financial reasons or in response to
pressure applied by other consumers.
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Doctor-shopping

'Doctor-shopping', at least as it is defined by the HIC, was not regarded as a common pathway to
access of pharmaceuticals by PWID, or of pharmaceuticals that are diverted to PWID. A number of
barriers were reported by KI as making 'doctor-shopping' difficult for PWID, not the least of which
being a reasonably good awareness amongst prescribers of the diversion potential of restricted
pharmaceutical products. Professionals specialising in the area of 'doctor-shopping' indicated

that the general demographic profile and patterns of pharmaceutical use of those that successfully
engaged in this behaviour locally are clearly distinct from PWID populations.

Links between illicit use of pharmaceuticals and crime

KI commenting on the associations between misuse of pharmaceutical products and crime
reported that the behaviours associated with addiction to pharmaceutical opiates were not
substantially different to those associated with illicit opiates. However, due to the relatively low
daily cost of addictions amongst local PWID, crimes associated with addiction to morphine or
other opiates were generally related to the lower end of the property crime spectrum, such as
opportunistic, 'soft target' theft or shoplifting. Crimes associated with methadone syrup were
more commonly those committed 'against' people receiving this medication legitimately for
maintenance reasons, with intimidative tactics applied to these individuals by some seeking to
access these drugs illicitly. Benzodiazepine intoxication was perceived as being associated more
closely with disinhibitive or unpredictable behaviour.

Opportunities for interventions

It was clear to Kl from both sectors that policing of diverted pharmaceuticals and the issue of
supply reduction is particularly challenging as consideration needs to be made of the need to
avoid reducing the access to effective pain management for individuals that have a legitimate
need. Experience in policing in this area has suggested that improved outcomes can come
through the fostering of close relationships between health and law enforcement sectors so that

if problems in prescription or diversion are identified there is a dialog in place to help achieve
the best outcome for both sectors. It was recognised too that an appropriate intervention point for
supply reduction may come through further supporting medical practitioners in regard to patient
assessment and identifying multiple options for treatment so that the best match could be made
between patient need and the treatment provided. In terms of reducing the harms associated with
the use of diverted pharmaceutical products by PWID, a number of practical responses could

be made, including peer education programs, provision of filtering equipment through Needle
Availability Programs, and changes to the formulation of take-away doses of methadone syrup

to acknowledge the fact that some patients of the program do administer these medications
intravenously. Interventions to reduce the harms associated with use of diverted pharmaceutical
products could be further supported by increasing the availability and range of treatment and
support services available for the individuals using these drugs illicitly.

Possible impacts of supply reduction

KI reported that a substantial reduction in the availability of pharmaceutical opiates on the illicit
market may have a range of possible unanticipated consequences that may need to be considered.
Chief among these were the potential for increased crime in response to increased drug cost on
the illicit market, the possibility of increased demand on an already stretched health sector, and
the possibility of PWID groups simply shifting to use of other drugs that may carry a different, and
possibly more problematic, set of health and social harms.
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Enhancements to existing data collection systems

KI suggested a range of options for enhancing existing data collection systems in order to

provide additional practical benefits for both the health and law enforcement sectors. Major
options included more careful analysis of existing indicators of drug-related problems and the
establishment of formal agreements to share this information across key stakeholder organisations
in a timely manner; and enhancing the communication between existing systems that monitor the
prescription of restricted pharmaceutical products, or the ability of prescribers and/or pharmacists
to access these to help guide clinical decision making.
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