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Privacy acknowledgement: *  I have read and acknowledge how Council will use and disclose my 

personal information. 

Name: *  Lisa Van Den Bosch  

Email address: *  lisajvandenbosch@gmail.com  

Please indicate which meeting you would 

like to make a submission to by selecting 

the appropriate button: *  

Future Melbourne Committee meeting 

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: *  6.1 Planning Permit Application: TP-2018-799, 205-211 Roden 

Street and 218-228 Stanley Street, West Melbourne 

Please write your submission in the space 

provided below and submit by no later than 

10am on the day of the scheduled meeting. 

We encourage you to make your submission 

as early as possible.  

Based on my previous objection I would ask Council to consider 

enforcing the 4 Story advised limit in residential streets, as once a 5 

story building with roof top is allowed this will open up for more of 

the same which will completely change the area. 

 

I would also ask council to understand the car parking requirments in 

the area as the study was completed in 2018. 

Please indicate whether you would like to 

address the Future Melbourne Committee or 

the Submissions (Section 223) Committee in 

support of your submission: 

 

(No opportunity is provided for submitters 
to be heard at Council meetings.) *  

No 
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Privacy 

acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Karl Hessian  

Email address: *  karl.hessian@keikosolutions.com.au  

 

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

6.1 Development at 205-211 Roden St, etc. 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

Councillors: 

 

This is a submission relating to Section 12.5 of the planning officer's report and permit condition 14. 

 

In overview, Urban Forest and Ecology noted that a tree is to be removed from the Stanley Street frontage and that a 

replacement tree plot has not been identified by the applicant. 

 

It is the view of Urban Forest that the only likely location of a replacement tree plot is adjacent to the Roden Street 

property boundary. 

 

I support a replacement tree plot in this location. 

 

The Roden Street frontage has two crossovers which are to be removed, providing ample space for a replacement 

tree plot, however, low voltage overhead electricity wires run the length of the frontage. 

 

The presence of such wires has been identified in the North West Melbourne Urban Forest Precinct Plan as a barrier 
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to the planting of large canopy trees. This is of additional significance in Roden Street where a minimum canopy 

cover of 40% is one of the planting objectives. 

 

The precinct plan clearly states that in circumstances such as these "always consider opportunities to bundle or 

underground power lines" (p25). 

 

I respectfully request: 

 

1. Council consider amending the permit conditions to explicity have the powerlines along the Roden Street 

frontage buried; OR 

 

2. In the event that Council has no authority to impose such a permit condition, that Council support a replacement 

plot on Roden Street formed on the road, and thus not directly under powerlines, noting that due to the vast 

expanse of crossover removal such a decision has no impact on on-street carparking. 

 

Thank you for your consideration of this submission. 

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

No 
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Privacy acknowledgement: *  I have read and acknowledge how Council will use and disclose my 

personal information. 

Name: *  Dayle Stevens  

Email address: *  daylejstevens@gmail.com  

  

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: *  6.1 TP-2018-799 205-211 Roden St, 218-228 Stanley St, West 

Melbourne 

Please write your submission in the space 

provided below and submit by no later than 

10am on the day of the scheduled meeting. 

Submissions will not be accepted after 

10am.  

Please see attached document.  

Alternatively you may attach your written 

submission by uploading your file here:  tp2018799.docx 532.93 KB · DOCX  

Please indicate whether you would like to 

address the Future Melbourne Committee 

via phone or Zoom in support of your 

submission: *  

No 

 



Future Melbourne Committee Meeting 21 July 2020 
 
Agenda Item 6.1 
Planning permit TP-2018-799 
205-211 Roden St – 218-228 Stanley St, West Melbourne 
 
Dear Future Melbourne Committee 
 
I wish to uphold my objection to planning permit TP-2018-799. I appreciate the changes 
made to the plan since Dec 2018, but note that the issue with building mass in comparison 
to the existing homes & businesses remains.  
 
My previous objection, dated 8/12/2018 & 5/9/2019 was as follows:  
 
West Melbourne is a neighbourhood. People talk to each other. We live outside of our houses, and 
share space, including the sky. The wide streets, and open sky give us all a sense of space in a 
neighborhood of small houses. This development steals the sky from everyone, and congests the 
living space. Amenities and services in this neighborhood are past capacity, and inefficient for a 
population boost like this. The surrounding build is single storey terraces, double storey terraces, 
three storey apartments/townhouses. This proposal, while reduced from the original, remains 
considerably larger than the surrounding build. The few four storey developments in the area are 
confined to Railway Place where the lie of the land ensures they're not taller than the surrounding built 
form. The negative impact to privacy, parking, light, sense of space and neighbourhood are of most 
concern for planning & development in this part of our city.  
 
The reduced building envelope in this current proposal, and the reduced impact on Roden & 
Stanley Streets, are noted. Not included in the paper is the impact to homes on Adderley St. 
This is best shown with page 14, south elevation & the photo below, taken from my lounge 
room this morning. The building directly behind me is 1 storey, the building behind that is 
210 Stanley St. The proposal places 5 storeys just two small city home blocks behind me. 
The diagram on page 15, east elevation, shows full length glazed windows on this exterior. 
The impact to me & to other homes along Adderley St between Roden & Stanley Streets 
remains considerable.  
 
I ask the Future Melbourne Committee to consider a further reduction in building mass & the 
removal of the glazed windows on the east elevation.  
 
Regards, 
Dayle Stevens 
West Melbourne 
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Privacy acknowledgement: *  I have read and acknowledge how Council will use and disclose my 

personal information. 

Name: *  Mary Masters  

Email address: *  masters.mary.k@gmail.com  

 

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: *  TP-2018-799 

Please write your submission in the space 

provided below and submit by no later than 

10am on the day of the scheduled meeting. 

Submissions will not be accepted after 

10am.  

Please see attached fild. 

Alternatively you may attach your written 

submission by uploading your file here:  objection_to_tp2018799.pdf 481.29 KB · PDF  

Please indicate whether you would like to 

address the Future Melbourne Committee 

via phone or Zoom in support of your 

submission: *  

No 

 



To the Future Melbourne Committee, 

It has been almost exactly 12 months since planning application TP-2018-799 was submitted to council and 38 

objections were received. Given that the first plans were rejected by VCAT, the community of West Melbourne had 

faith that City of Melbourne planners would be firm on the application of building height controls for this revised 

submission. We believed that the planning process was taking such a long time because council was negotiating 

changes with the developer. It is therefore shocking to us that council planner has proposed to approve these plans 

as they have been submitted, without any changes to the height. What could have taken council 12 months to 

decide to approve the plans exactly as they were submitted?  

Once again, I object to the height of this development – it should only be a maximum of four storeys in this area – 

and object to the bulk of four-storey walls facing onto Stanley and Roden Streets. The height also affects the future 

plans City of Melbourne has for ‘greening’ West Melbourne with street planting (Stanley Street is, excitingly, one of 

the streets marked in the West Melbourne Structure plan for amendments to the road usage and replacement with 

grass and greeting). This development will cast significant shadow over the street and affect the future potential for 

planting grass and greenery. 

More specifically to me personally at 197 Stanley Street, I request that amendments be made to all of balconies 

facing Stanley street to increase these to a height of no less than 1.6 metres (in line with the balconies of the 

converted warehouses to the south fronting Stanley Street). These balconies will overlook into my bathroom, which 

currently has window heights of 1.6 metres running along Stanley Street – the apartments in the proposed 

development from levels three upwards (ie. those overlooking my property) will be able to see directly into my 

shower. Neither I, not the residents of the new development, will appreciate this overlooking. Please see full image 

on the next page. 

 

I hope that you consider what you are doing to West Melbourne by approving these plans as they are presented. 

Kind regards, 

Mary Masters 

Images not to 

scale, for 

illustrative 

purposes only. 

Window on 

second storey 

extension at 1.5 

metres high can 

be overlooked 

directly into my 

shower.  



 

Overlooking of 197 

Stanley Street – 

directly into the 

bathroom at an 

angle 
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From: Daryl Higgins <darylhiggins1970@gmail.com>
Sent: Monday, 20 July 2020 10:18 AM
To: CoM Meetings
Subject: TP-2018-799

I would like to be heard by the meeting of Council’s Future Melbourne Committee (planning portfolio) meeting 
tomorrow evening about this planning permit application. 
Can I please have 3 minutes on the meeting agenda to discuss my issues with the development as a local resident 
affected by it? I’m located at [Redacted] Street west Melbourne. 
Cheers, 
Daryl Higgins 
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From: Ian Woodruff <ian.woodruff@gmail.com>
Sent: Sunday, 19 July 2020 1:07 PM
To: CoM Meetings
Cc:

Subject: request to attend meeting re: TP-2018-799 205-211 Roden Street West Melbourne

Dear Planning and Building Branch, 
The following people would like to attend (via Zoom) the Council's virtual meeting (Tuesday 21 July 2020 
at 5:30 pm AEST) at which planning permit TP-2018-799 will be considered: 

• Mr Ian Woodruff - co-owner, [Redacted], West Melbourne
• Prof Hui Gan - co-owner, [Redacted], West Melbourne

Both would like to address the meeting in relation to: 
(a) oversight of the balconies and roof deck at 232-234 Stanley Street from various units in the proposed
development (eg what provisions are in place to prevent this?)
(b) the impact of the sheer bulk of the proposed development where it interfaces with 230 - 238 Stanley
Street (eg how will the proposed development offset this impact?)
(c) shadowing of the roof of 232-234 Stanley Street in the context of amenity and impact on solar panel
efficiency (eg will the amended building design mean that shadows do not now encroach on the roof of 232
- 234 Stanley Street?)

Could you please provide login details, and if relevant, an agenda for the Zoom meeting. 

kind regards 

Ian Woodruff 
Hui Kong Gan 
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From: Tim Retrot <tim.retrot@pro-urban.com.au>
Sent: Tuesday, 21 July 2020 8:42 AM
To: CoM Meetings
Subject: FMC Meeting| TP-2018-799
Attachments: 200721 - Stanley & Roden Streets - Councillor Memo.pdf

Good Morning, 

Please find the applicant’s submission for tonight’s FMC Meeting attached. 

We also request the opportunity to make representations. 

‐ Planning – 3 mins 
‐ Architecture – 3 mins 

Please let me know if you require any further information. 

Regards, 
Tim 

 

Tim Retrot | Principal
tim.retrot@pro-urban.com.au 

Suite 201, 5 Claremont Street 
South Yarra, VIC 3141

www.pro-urban.com.au

 

Follow proUrban on Linked in

This email and any attachments may be confidential. Any unauthorised use of the contents is expressly prohibited. If you are not the intended recipient, please notify the sender immediately and 
delete all copies. This email and any attachments are subject to copyright. No part of them may be reproduced, adapted or communicated without the written consent of the copyright owner. 
proUrban is not liable for the proper and complete transmission of the information contained in this communication or for any delay in its receipt. It is the recipient's responsibility to examine this 
email and any attachments for viruses. The content and opinions of this email and any attachments are not necessarily the views of proUrban.



 

 

 

 

 

 

 

 

 

 

 

 



 

 

Stanley Street lobby 
entrance  

10m setback and 
retention of heritage   

Stanley Street lobby 
entrance  

Figure 1: retention of heritage fabric 

Figure 2: Lobby entrance 



 

 

Figure 3: Setback to west – 5 metres 

Setback 5 metres  

Figure 4: Recessive building element to west 
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Privacy acknowledgement: *  I have read and acknowledge how Council will use and disclose my 

personal information. 

Name: *  Josh Maitland  

Email address: *  jmaitland@ethosurban.com  

  

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: *  Ministerial Planning Referral: TPMR-2019-27 633-669 Flinders 

Street, Docklands 

Alternatively you may attach your written 

submission by uploading your file here:  submission_to_fmc_committee_meeting_2020_07_20.pdf 

194.44 KB · PDF  

Please indicate whether you would like to 

address the Future Melbourne Committee 

via phone or Zoom in support of your 

submission: *  

No 

 



 

Smart People, 

People Smart 

T. +61 3 94197226 E. melbourne@ethosurban.com 

W. ethosurban.com 

Level 8, 30 Collins St 

Melbourne VIC 3000 

ABN.  

13 615 087 931 
 

20 July 2020 
 

Submission to FMC Committee Meeting – TPMR-2019-27 – 633-669 Flinders Street, Docklands 

Ethos Urban act on behalf of Zone Q, the permit applicant for this project. The application proposes a substantial 

refurbishment of the existing 14 storey building which will provide approximately 27,000m2 of office floorspace, three 

ground floor retail tenancies and a significant improvement to the existing buildings appearance and activation of this 

precinct. 

 

We would like to thank Planning Officers for their work on the application thus far. While we welcome the Officers 

recommendation to support the proposal, we believe some minor changes to the recommended conditions are 

required. 

 

Legal Agreement 

Condition 10 would require the applicant to enter into a legal agreement to indemnify Council against damage or injury 

caused by the existing pedestrian bridge over Siddeley Street and restrict any adverse possession claim over the 

land. The bridge link over Siddeley Street is held within a freehold title by a third party. It is not reasonable to require 

the applicant to enter into a legal agreement to indemnify Council for a structure the applicant does not own.  

 

In recent discussions Council Officers have recognised this condition is not appropriate in this circumstance and 

should be removed; however, by this time the Committee Agenda had already been published. We request Condition 

10 (Projections) is omitted from the Committees decision. 

 

 

Weather Protection Canopies 

Condition 1(a) requires weather protection canopies along both street frontages. The Officers report notes that 

weather protection canopies are recommended on street frontages only where possible. Our discussions with Officers 

have indicated the canopies would only be required along the active interfaces; however, the recommended condition 

has been worded to require canopies along the entire street frontage, including the frontages to the parking, vehicle 

access and loading areas. Canopies for the full street length are inappropriate, challenging to implement and are the 

only canopies in the precinct.  

 

We request this condition is re-worded as follows: 

 

1(a) – Integrated weather protection canopies along active interfaces on both street frontages. 

 

 

Siddeley Street Widening 

Condition 1(b) requires the Siddeley Street footpath to be widened to at least 2.4 metres. The applicant supports 

this widening to improve pedestrian amenity and remove the parallel parking, particularly adjacent to the proposed 

new retail frontages; however, we believe this should be undertaken through the Siddeley Street precinct as a 

whole, rather than just the subject site in isolation. With the range of accessways, loading zones and the central 

median with street trees, we believe a whole of precinct approach would avoid any unintended consequences and 

would ensure the best pedestrian amenity outcomes. 

 

We request the condition is amended as follows: 

 

1(b) The footpath along Siddeley Street adjacent to the subject site widened to at least 2.4 metres. The works to 

be undertaken through a whole of precinct approach for Siddeley Street and managed by Council. 
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Secondary Lobby Entrance 

We support the intend of this condition to improve the presentation and legibility of the secondary entrance. Given 

the building is an existing structure the creation of a double height entrance requires the structure above this 

entrance to be removed. While the applicant is committed to improving this secondary entrance, further structural 

engineering advice is currently being sought on whether the full double height entry can be achieved.  

 

We request this condition is modified as follows: 

 

1(d) Further activation and legibility to the secondary lobby entrance from the Flinders Street frontage (to the 

west) including): 

i) An identifying canopy of a high-quality materiality 

ii) The provision, to the applicant’s best endeavours, of a double height glazed entry of limited depth. 

 

Façade Strategy 

Condition 5 requires a revised façade strategy be prepared for the lower level car parking frontages, service 

cabinets, shopfronts and lobbies. We have provided Council’s urban design team with a number of different options 

in relation to the façade strategy but have received limited feedback to date. We believe this condition should not be 

required. 

 

We request Councillors support the refurbishment proposal, subject to the amended conditions discussed above. 

Thank you for your consideration. 

 

 

Yours sincerely, 

 

 

Josh Maitland 
Principal - Planning 

jmaitland@ethosurban.com 

 
 

 

 



1

Privacy 

acknowledgement: *  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Jennifer Moodie  

Email address: *  jenny@contractracing.com.au  

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: *  6.4 Amendments C378 & C379 Exceptional Tree Register 2019 21 July 2020 

Alternatively you may 

attach your written 

submission by 

uploading your file 

here:  

moodie_submission_to_future_melbourne_committee_21_july_agenda_item_6.4__final.pdf 

1.20 MB · PDF  

Please indicate whether 

you would like to 

address the Future 

Melbourne Committee 

via phone or Zoom in 

support of your 

submission: *  

No 

 



Submission re the Proposed inclusion of the Tree Record number 169 (Grevillea 
Robusta) at 154 Faraday Street, Carlton in the Exceptional Tree Register 

and associated TPZ and planning controls affecting  

Submission by D and J Moodie

Submission to the Future Melbourne 
(Environment/Planning) Committee July 21, 2020

Agenda item 6.4 Amendments C378 and C379 
Exceptional Tree Register 2019 21 July 2020
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We are the owners of Units 2, 3, and 5,  
 

The canopy of tree 169 spreads over unit 3 roof 
and that of the neighbouring unit. 

The proposed 8.9m radius Tree Protection Zone 
extends significantly across Unit 3. 

It particularly affects Unit 3, which is only 3 metres 
north of the trunk of Tree 169.

Tree 169 also causes nuisance to Unit 5 which  is 
also in close proximity and it is a more difficult 
exercise to access the roof.
Unit 2 is somewhat removed from the tree but still 
mildly impacted.

Unit 3
3 storeys

Unit 5Unit 2



Tree 169’s limbs and 
branches spread 
over unit 3 and the 
adjoining unit.

3

Unit 3 south wall

Unit 3 
west wall

Unit 3
View of  

 south 
wall from carpark off 
citadel lane



Unit 3 is set on the site 
boundary and has 
skylights, with gutters 
above level 1 and on 
the roof level 3

4

Unit 3 south wall
showing 

skylights over 
level 1

Tree 169

Unit 3 south wall



• Continuous fall of leaves from Tree 169 onto our roofs causes us significant nuisance.  

• The falling leaf litter presents a constant risk of impeded drainage in gutters, most 
seriously affecting unit 3’s  upper storey roof and on the skylight above level 1 on the 
south wall.   (see slides 7 and 8) 

• Unit 5 also suffers although to a lesser extent but it is a more difficult exercise to access 
the roof. Unit 2 is somewhat removed from the tree but still mildly impacted.

• Because of tree 169, our owners corporation must engage professional gutter clearers 3 
times a year. 

• This is an awkward and increasingly expensive operation as roof access is difficult. This 
year the owners corporation will spend $2,800 on gutter cleaning. (see slide 11)

• During 2020 we have had water damage to a wall inside unit 3, (see slides 10 and 11) 
which an inspection concluded was clearly attributable to a blocked gutter outside the 
skylight on level 1.

5



• Professional removal of limbs and branches overhanging the south(boundary)  wall of  
property is necessary to minimise the risk of impeded drainage. 

• We intend to have this done as soon as possible.

• We generally support the protection of important trees but this particular species is patently not 
suited to this location. 

• Accordingly, we request that Council remove tree 169 from the proposed register of exceptional 
trees.

• If notwithstanding our recommendation, Council is of a mind to include tree 169 on the 
Exceptional Tree Register, this should only occur if:

1. A legally binding agreement or covenant is put in place requiring the tree to be inspected 
annually by a professional tree surgeon to ensure that all limbs and branches overhanging 
the roofs of the units at  are removed.
and

2. This agreement runs with the land on which Tree 169 is situated,  

or
3. Council gives our owners corporation a written undertaking to annually inspect and prune 

the tree as necessary to remove overhanging limbs and branches 

6



Photographs 
documenting leaves 
from tree 169 in  
gutters of units, 
2019. – source: 
maintenance visits report 
to MBCM City owners corp
managers

Tree 169

Unit 3 roof 
gutter (above 

level 3)

Unit 4

7

Unit 4



Photographs 
documenting leaves 
from tree 169 
clogging gutters of 
units 3 and 4, 
during 2019. – source: 
maintenance visit reports to 
MBCM City owners corp
managers

8

Roof gutter and 
skylights on unit 3.
Looking westward 

towards Drummond St 

Silky oak leaves in 
roof gutter 
downpipe

Unit 3



Photographs documenting water damage to unit 3 
from gutter blockage (2020) 
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Gutter cleaning costs for , 3 visits per year

10
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Privacy acknowledgement: *  I have read and acknowledge how Council will use and disclose my 

personal information. 

Name: *  John Cowdell  

Email address: *  john.cowdell@bigpond.com  

 

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: *  Exceptional Tree Register & Planning Scheme Amendment C378 C379 

Please write your submission in the space 

provided below and submit by no later than 

10am on the day of the scheduled meeting. 

Submissions will not be accepted after 

10am.  

As a strata owner at Gordon Place Apartments,i want to record my 

endorsement of the expert recommendation not to include the places 

Canary Island Date Palm on the City of Melbournes Exceptional Tree 

Register for the reasons stated & trust that the Committee will adopt 

the recommendation. J Cowdell 

 

Please indicate whether you would like to 

address the Future Melbourne Committee 

via phone or Zoom in support of your 

submission: *  

No 
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Privacy acknowledgement: *  I have read and acknowledge how Council will use and disclose my personal 

information. 

Name: *  Winsome Spiller  

Email address: *  winsome.spiller@gmail.com  

 

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: *  Agenda Item 6.4 Future Melbourne Committee 

Alternatively you may attach 

your written submission by 

uploading your file here:  
spiller_submission_proposed_inclusion_of_the_grevillea_robusta_at_154_faraday.pptx 

2.01 MB · PPTX  

Please indicate whether you 

would like to address the 

Future Melbourne 

Committee via phone or 

Zoom in support of your 

submission: *  

Yes 
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Submission re the Proposed inclusion of the Tree Record number 169 (Grevillea Robusta) 
at 154 Faraday Street, Carlton in the Exceptional Tree Register 

and associated TPZ and planning controls affecting 320 Drummond Street Carlton 

Submission by Marcus and Winsome Spiller
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We own and live at Unit 4Φ

The canopy of tree 169 spreads over 
our 3 storey high roof and that of the 

neighbouring unit. 

The proposed 8.9m radius Tree 
Protection Zone extends significantly 

across our property. 



View of 
south wall 
from 
citadel lane

Unit 4
3 storeys

Tree 169

Unit 4 is set on the site boundary and has skylights with gutters above level 1 and on 
the roof at level 3

3



• Continuous fall of leaves from Tree 169 onto our roof causes us significant nuisance.  

• The falling leaf litter presents a constant risk of impeded drainage in gutters on our 3rd

storey roof and on the skylight above level 1.   (see slides 6, 7 and 8)

• Because of tree 169 our owners corporation must engage professional gutter clearers 3 
times a year. 

• This is an awkward and increasingly expensive operation as roof access is difficult. This 
year the owners corporation will spend $2,800 on gutter cleaning. (see slide 11)

• On two occasions in our own unit in the past 10 years, gutter and drain blockages 
attributable to leaf litter from Tree 169 caused water intrusion into our home, requiring 
internal repairs and repainting. (see slides  and 10)

• We understand neighbouring units have also suffered water intrusion.  

4



• Professional removal of limbs and branches overhanging the south(boundary)  wall of ώw95!/¢95ϐ
property is necessary to minimise the risk of impeded drainage. 

• We intend to have this done as soon as possible.

• We generally support the protection of important trees but this particular species is patently not 
suited to this location. 

• Accordingly, we request Council to remove tree 169 from the register of exceptional trees.
• If notwithstanding our recommendation, Council is of a mind to include tree 169 on the 
Exceptional Tree Register, this should only occur if:

1. A legally binding agreement or covenant is put in place requiring the tree to be inspected 
annually by a professional tree surgeon to ensure that all limbs and branches overhanging 
the roofs of the units at ώw95!/¢95ϐ are removed.
and

2. This agreement runs with the land on which Tree 169 is situated,  

or
3. Council gives our owners corporation a written undertaking to annually inspect and prune 

the tree as necessary to remove overhanging limbs and branches 
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Photographs 
documenting leaves 
from tree 169 in  
gutters of units 4 and 
3, 2019. – source: 
maintenance visits report 
to MBCM City owners corp
managers

Tree 169

Unit 4 gutter 
above level 1

Unit 4 roof 
gutter (above 

level 3)

Unit 3
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Photographs 
documenting leaves 
from tree 169 
clogging gutters of 
units 4 and 3, 
during 2019. – source: 
maintenance visit reports to 
MBCM City owners corp
managers

Roof gutter on unit 4.
Looking westward 
from unit 4 roof 

towards Drummond St 

Roof gutter and 
skylight on unit 4. 

Looking east towards 
Citadel Lane

Roof gutter and 
skylights on unit 3.
Looking westward 
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WS1 Winsome Spiller, 14/07/2020

WS2 Winsome Spiller, 14/07/2020
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Unit 4 under tree
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level 3 ceiling water damage, 2011 in unit 4  

water damage to 
ceiling

Tree above skylight
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Level 1 ceiling water damage, 
2014. South wall of unit near 
skylight
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Gutter cleaning costs for  , 3 visits per year
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Privacy acknowledgement: *  I have read and acknowledge how Council will use and disclose my 

personal information. 

Name: *  Jacquie Giuffrida  

Email address: *  jaffa@bigpond.net.au  

 

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: *  Notice of Motion, Cr Leppert: Regulation of building works nuisances 

Alternatively you may attach your written 

submission by uploading your file here:  future_melbourne_committee.docx 133.25 KB · DOCX  

Please indicate whether you would like to 

address the Future Melbourne Committee 

via phone or Zoom in support of your 

submission: *  

No 
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Future Melbourne Committee 
 
Agenda Item 7.1 
Notice of Motion, Cr Leppert: Regulation of building works nuisances 
 
I strongly support the motion put forward by Cr Leppert. 
 
Having lived in the CBD for several years, I have experienced the effects 
of several building developments and refurbishments. The noise from 
these activities can have an extremely adverse impact on the people living 
around them. My personal experience is that they can affect both mental 
and physical health and well-being. 
 
After having endured these disturbances over the course of a long day, 
you anxiously look forward to the brief respite. When this respite does not 
in fact occur, it can be devastating. As the clock ticks the past anxiously 
awaited designated hour and the disturbance continues, stress and anxiety 
levels go though the roof.  
 
When you are trying to fall asleep, or are sleeping, and loud noise 
interrupts this process, even briefly, the stress this creates stops you from 
being able to fall asleep for several hours. Added to this is the process that 
needs to be undertaken to ensure the noise does not continue. This 
requires calling the City of Melbourne after hours number and liaising with 
the person who has been sent out to deal with the complaint, which 
through no fault of their own, can take well over an hour. Forget any 
chance of getting a decent nights sleep and be prepared to endure it all 
again the following day. 
 
The only deterrence available to those City of Melbourne staff investigating 
the disturbance is the threat of a fine. That fine is $2000. This amount does 
not represent any sort of deterrence, particularly on large sites where the 
budget available runs into the millions of dollars.  
 
It has been my experience, that even on some smaller sites, this 
deterrence is insufficient, particularly when the development is nearing the 
end of the agreed construction period and the contractor is faced with 
penalties for not completing the work on time.  
 
I have contacted the City of Melbourne with after hours noise complaints 
on many occasions. The team does their best and I sincerely appreciate 
their efforts. However, they are constrained by the enforcement penalties 
available to them, which are simply inadequate. I have found myself having 
to contact the Council over and over again with the same issue at the 
same site. All the while, the stress and anxiety continues to build, while the 
builders/contractors/developers carry on like nothing is wrong. 
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These people need to be made more accountable for their actions and the 
impact it has on others. The city is a shared space and responsibility for 
following the rules and regulations thoughtfully created to protect the rights 
of everyone need to be respected. When this is not the case, fines need to 
act as a deterrent to such action. The current penalties are not being taken 
seriously and as a consequence neither is the law. 
 
Increasing penalties to up to $20,000 may go some way to addressing 
these issues. I urge you to support this motion. 
 
Regards, 
Jacquie Giuffrida 
 



1

Privacy 

acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Matthew Ginn  

Email address: *  matthewginn@gmail.com  

 

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

Notice of Motion, Cr Leppert: Regulation of building works nuisances 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

To: The Future Melbourne Committee 

 

Re: Letter of Support for Cr Leppert's Motion Regarding the Regulation of Building Works Nuisances 

 

20 July 2020 

 

I support Cr Leppert's motion, and commend it to the the Future Melbourne Committee. 

 

As a property owner and full-time local resident who also runs a business in the Bourke Hill Precinct, I can confirm 

that breaches of construction times are quite a nuisance when they occur. Breaches affect the quiet enjoyment of 

my apartment, and can also interfere with client business (eg when speaking to clients in different time zones, or 

trying to do technically challenging client work during quiet hours). 

 

The legislated penalties are the main tool available to discourage breaches. Yet it is clear that the current 

inconsequential penalties are no deterrent to large, well-financed construction companies. This adds insult to 

injury, as the breaches are not only a nuisance but also free of meaningful consequences. 
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Cr Leppert sensibly proposes ways for Melbourne to begin addressing this, by putting the State government on 

notice to update the statutory framework and permitting arrangements. 

 

This is a non-partisan commonsense motion that will help keep Melbourne a good place to live and work. I agree 

with it, and respectfully request that you give it your support. 

 

Regards 

 

Matthew Ginn 

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

No 
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Privacy 

acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Gary Bateman  

Email address: *  bateman_gary@hotmail.com  

 

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

Regulation of building works nuisances 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

I write in support of the Motion by Cr. Leppert: Regulation of building works nuisances, concerning " the 

enforcement and penalties for breaches of permitted construction times and other building works nuisances". 

 

As a member of our local neighbourhood group RAID (Residents About Integrated Development) in North 

Melbourne, we experienced first-hand on several occasions how out-of-hours construction work for large 

construction projects impacts on surrounding residential areas. I fully agree with Cr Leppert that the existing 

penalty of $2,000 would be perceived as a joke in projects of this size, and in fact I believe that $20,000 may also 

not be a sufficient deterrent to flaunting the permitted construction times. 

 

When one considers the incredible amount of construction work which will take place in the Macaulay & Arden 

Urban Renewal Areas in the foreseeable future, it is critical that the regulation of building works nuisance 

abatement is better enforced as soon as possible. 

Please indicate 

whether you 

would like to 

address the Future 

No 
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Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  
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Privacy acknowledgement: *  I have read and acknowledge how Council will use and disclose my 

personal information. 

Name: *  Lauren Martin  

Email address: *  lamartin22@gmail.com  

 

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: *  Notice of Motion, Cr Leppert: Regulation of building works nuisances 

Please write your submission in the space 

provided below and submit by no later than 

10am on the day of the scheduled meeting. 

Submissions will not be accepted after 

10am.  

I support Rohan Leppert's motion 

Please indicate whether you would like to 

address the Future Melbourne Committee 

via phone or Zoom in support of your 

submission: *  

No 
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Privacy 

acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Deanne Butterworth  

Email address: *  deanne@deannebutterworth.com  

 

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

Agenda Item 7.1 Regulation of Building Works Nuisances 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

I live in an area of the Melbourne CBD which is currently undergoing a huge amount of construction at multiple 

sites which surround our residential building. I have lived here with my young family for 10 years. 

 

This construction work noise has been ongoing for over a year and has dramatically increased during the Covid-19 

lockdown with a number of sites being constructed, refurbished, demolished etc and more on the horizon. At times 

it feels as though I live in the middle of an unregulated building site. These sites often work out off their permitted 

hours. I am aware one site in this vicinity (405 Bourke Street) was given extended working hours to distribute 

workers throughout the building with the Alimak, however at least 2 other sites were also using this exception to 

start work early even though they had no permit. 

 

However, the extended hours contributed greatly to an already massive decimation of my neighbourhood and well 

being- coupled with a lockdown and home schooling a young child it was at times unbearable. I am acutely aware 

of the working hours for these sites (with and with the special Covid-19 extended hours). Over the course of 4 

months I have spent hours reporting sites via email or the out of hours CoM number. Sites have started work early 

and ended work late both with the extra out of hours permit and without it.  
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The current low fine of $2000 is clearly no deterrent for massive construction companies- they don't abide by the 

rules but if this fine was increased they might and residents could protect their well being, health, and community 

amenity.  

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

No 
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Privacy 

acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Michael Munson  

Email address: *  michaelgmunson@yahoo.com.au  

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

7.1 Notice of Motion, Cr Leppert: Regulation of building works nuisances 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

Most of the people in my apartment building have lived in the CBD for a long time so we have developed a hardy 

tolerance to noise & other disturbance.  

We have never experienced extreme noise around the clock as we are during the Covid 19 shutdowns. Melbourne's 

liveability is dreadful right now and those who can have moved elsewhere. The construction industry is powering on 

whilst the people who live here have no power. No matter how many times we have reported breaches of the law 

and written letters, nothing appears to change.  

I fully support Rohan Leppert's motion. This motion will help to promote some care in the Construction industry. 

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

No 
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Privacy 

acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Ingrid Weisfelt  

Email address: *  ingridweisfelt@yahoo.com.au  

 

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

Notice of Motion, Cr Leppert: Regulation of building works nuisances 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

Currently there are four major building construction sites operating within 30 meters of my home. As a resident I 

tolerate the noise of heavy machinery between the hours of 6am and 6pm, 6 days a week. We also tolerate 

additional work from Citipower and Comdain, the latter currently working between 3pm and 11pm. 

 

No one should be expected to live under these conditions.  

 

This is having a major impact on my amenity and my mental health, particularly while my family and I are working, 

studying and living from home. 

 

Although this has been my family home for the last 15 years, I would love to move out of this area and never return 

to the city, My apartment however has no rental value because of the current external physical environment and 

COVID situation and I am unable to afford to move.  

 

I look forward to a response re the following: 

How is council coordinating works between departments within the council to protect resident amenity? 
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When will council take resident amenity seriously instead of continually favouring big money at the expense of 

resident health and well being? 

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

No 
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Privacy 

acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Mark Richards  

Email address: *  MarkPaulRichards@Gmail.Com  

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

7.1 - Regulation of building works nuisances 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

We support the motion - Agenda item 7.1- Regulation of building works nuisances. 

 

As residents at [redacted] Melbourne, my partner and I have been constantly surrounded by 

construction projects that on many occasions have ruined our quality of life by interfering with our sleep due to 

noise and vibration issues. 

 

It is obvious that the current penalties are not significant enough for major building companies and developers to 

take heed of the current regulations due to the insignificant penalty. 

 

While the past Minister Adem Somyurek didn't believe that the amendment should be supported, that was because 

it was believed that penalty points above 20 points should not be issued through regulations or local laws, but 

should be done through primary legislation via the Parliament of Victoria. 

As a resident, I care not by who or how this is achieved, as long as it happens, and happens without delay. 

 

You have our support and my neighbors have the same opinion, unfortunately the submission was only seen at 11 

pm the night before the meeting. 
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Sincerely, 

 

Mark Richards and Yee Shen Goh 

 

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

No 
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Privacy 

acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Tony Penna  

Email address: *  president@southbankresidents.org.au  

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

Agenda Item 7.1 - Notice of Motion - Regulation of building works nuisances 

Please write your 

submission in the 

space provided 

below and submit 

by no later than 

10am on the day 

of the scheduled 

meeting. 

Submissions will 

not be accepted 

after 10am.  

Please see attached. 

 

I have indicated I would like to address the committee, however owing to my military call-up for COVID-

19, I may not be able to log-in on time. I do note that the motion is quite late, so I might be able to get 

online in time. Just a FYI for if I am not present. 

Alternatively you 

may attach your 

written 

submission by 

uploading your 

file here:  

fmc_meeting_no._81__agenda_item_7.1__notice_of_motion__regulation_of_building_works_nuisances.pdf 

104.01 KB · PDF  

Please indicate 

whether you 

Yes 
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would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

 



 

Printed and circulated with the assistance of a Melbourne City Council community grant 

 

PO Box 1195 South Melbourne VIC 3205 
Phone: 03 9028 2774 
ABN 58 986 783 321 Cert. of Inc. A0036364B 
info@southbankresidents.com.au 
www.southbankresidents.com.au 

 
 

Submission to Future Melbourne Committee 
 
City of Melbourne, Council Meeting Room, Melbourne Town Hall Administration Building 
21 July 2020, 5.30pm – Meeting No.81 

Agenda Item 7.1 - Notice of Motion: Regulation of building works nuisances 

The Southbank Residents Association fully supports this motion. 

The residents of Southbank have endured continuous construction for many years, and it 
is not over yet.  There are several projects that are either due to start, on the drawing board 
or in the planning stage. 

The City of Melbourne procedures for out-of-hours construction permits are thorough and 
residents are notified in good time.  However, the breaches of these permits are a frequent 
occurrence.  The financial penalties specified in the legislation are inadequate as a 
disincentive for the scale of the construction projects that Southbank experiences. Because 
these costs are small, they are merely considered as a cost of business. 

We hope that the City of Melbourne’s action on this matter can persuade the State 
Government to amend the relevant legislation so that there is punitive equality, basing the 
fine not just on the offense, but also on the offender’s income and ability to pay.  That is, 
the amount should be proportionate to the amount of unfair advantage gained by the 
wrongdoer. 

 
 

 
 
Tony Penna 
President 
Southbank Residents Association 
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Privacy acknowledgement: *  I have read and acknowledge how Council will use and disclose my 

personal information. 

Name: *  marg leser  

Email address: *  marg.leser@ozemail.com.au  

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: *  7.1 - Regulation of Building Works Nuisances 

Please write your submission in the space 

provided below and submit by no later than 

10am on the day of the scheduled meeting. 

Submissions will not be accepted after 

10am.  

refer to attachment 

Alternatively you may attach your written 

submission by uploading your file here:  building_works_nuisances_submission_21july2020.docx 

13.61 KB · DOCX  

Please indicate whether you would like to 

address the Future Melbourne Committee 

via phone or Zoom in support of your 

submission: *  

No 

 



 

FUTURE MELBOURNE COMMITTEE  21 JULY 2020 

AGENDA ITEM  7.1 – REGULATION OF BUILDING WORKS NUISANCES 

 

This submission is in support of the proposed motion. The current financial and points penalties are 

paltry and not a deterrent and there are no commercially significant consequences to breaching 

permits and of ignoring regulations.  

Both local and state governments are requested  to work in tandem to increase consequences for 

breaches and develop a swift tight process with clear framework for review of the multiplicity of 

legislation which has resulted in gaps, slow decision making and poorly co‐ordinated enforcement 

responses.   

Construction activity is important to maintain and rejuvenate residential and commercial areas and 

flexibility is necessary to accommodate project and related factors (climate, transport, etc).   

However, impact on neighbouring properties must receive constructive consideration. The 

construction permits should assess and balance both construction impact on neighbouring sites, 

resident, commercial tenants. In considering impact consideration must be given to health and 

wellbeing and environmental factors.     

My basis for concern is residents experience of the poor compliance with permits for demolition and 

construction throughout the development of the Woolworths Arden Gardens site at 101‐117 

Canning Street North Melbourne. Demolition concerns were significant with asbestos and concrete 

dust and high noise levels from early morning to end of day. During construction noise, pedestrian 

safety, debris and dust were all building works related nuisances. As were the cement trucks and 

delivery trucks queued for lengthy periods with engines revved outside neighbouring houses whilst 

the trucks were waiting to get on site.    Despite extensive attempts at communication with 

Developers and with Council staff, resident complaints were largely ignored about the range of  

building nuisances that did not appear to be regulated effectively.  

Residents are most concerned that as a matter of urgency all the Regulations related to Building 

Works Nuisances are reviewed and breaches have significant consequences with penalties that are 

enforced and that have real impact on all connected parties.   

The urgency and importance of addressing building nuisances is vital as many residents are fearing 

the construction impacts on them of the development of the Omnibus site in Macaulay Road and the 

Wood Site in Shiel Street and especially the large scale precinct developments of  Arden and 

Macaulay.   

Marg Leser 
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Privacy 

acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Jennifer Boyle  

Email address: *  Jennifer.Boyle@education.vic.gov.au  

 

Date of meeting: *  Monday 2 October 1961  

Agenda item title: 

*  

Notice of Motion, Cr Leppert: Regulation of building works nuisances 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

Please find my submission in support of Cr Leppert: Regulation of building works nuisances  

 

Motion that the Future of Melbourne Committee: 

 

1. Notes that the Local Government Act 2020, like the Local Government Act 1989, limits the penalty able to be 

applied by Councils for breaches of local laws, and that this limit is 20 penalty units, currently $2,000.  

 

2. Notes that the 20 penalty units limit on breaches of the local law in relation to building works nuisances such as 

out-of-hours construction is too low to be a meaningful deterrent for larger projects and that the cost of breaching 

the local law is increasingly being built into the cost of doing business, and that the current regulatory framework 

for building works nuisance abatement is therefore inadequate especially in high density mixed use areas such as 

central Melbourne.  

 

3. Notes that the Legislative Council of Victoria did not agree to amend the Bill that led to the Local Government Act 

2020 to increase penalties for breaches of local laws in relation to construction activity, and that the Local 

Government Minister’s rationale on behalf of the Government for opposing the amendment was that “we believe 
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that penalties of this scale are more appropriately made through primary legislation and therefore through the 

Parliament of Victoria, so we do not consider it to be appropriate for penalties above 20 penalty points to be issued 

through regulations or local laws.”  

 

4. Resolves therefore to request that the State Government identify which primary legislation should be amended to 

allow for an enforceable statutory framework and permitting regime to regulate building works nuisance 

abatement.  

 

5. Requests that the Chief Executive Officer write to the Premier, Minister for Planning and Minister for Local 

Government, and relevant Departmental Secretaries, to formally make the request, attaching a copy of the 

resolution, the notice and its attachment.  

 

Increases to the current 20 penalty unit limit on breaches of the local law in relation to building nuisances is well 

over due. Major development projects in Melbourne have a proven track record of breaching local laws, particularly 

owing to out-of-hours disruption and noise management. 

 

Residents in the Little Collins/McKillop Streets precinct are encircled by three major construction projects, Multiplex 

405 Bourke Street, Probuild 100 Queen Street and CBUS 435 Bourke Street and have long endured the detrimental 

impact from breaches of local laws.  

  

As consistently reported, construction workers enter sites as early as 5am, loud voices, whistling, open/closing of 

gates, movement of bollards, vehicles, deliveries, trucks, radios and phones disturb residents living within meters 

of these sites. Appeals for compliance are continuously disregarded and residents often treated with disdain for 

calling out breaches.  

 

The construction industry is progressively pushing boundaries and demonstrating increased negligence toward 

local laws. Developers readily incorporate $2000 penalty costs into their multimillion dollar projects. To regulate 

building works, penalties need to be adequately increased to enforce local laws and renew community protection 

and amenity.  

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

No 
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support of your 

submission: *  
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Privacy 

acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Robert Smith  

Email address: *  rob@torquewizz.com  

  

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

Regulation of Building Works Nuisances 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

Dear Melbourne decision-makers, 

 

How do you feel when your sleep is disturbed by the jack-hammer of a builder next door? Frustrated? 

Inconvenienced? Even if just for a few minutes? Well, think of that in the CBD scenario, where builders of high-rise 

routinely flout the law on residents’ door steps within the accepted sleeping hours of 10pm-7am, and all-night 

road works are somehow permitted.  

 

How would you feel lying awake from midnight to 5am on both nights of a weekend? This is what Bourke Hill 

residents were subjected to just this last weekend 17-19 July 2020, to give one example.  

 

Several of us who live in the city have not chosen to do so because we can’t afford a nice home in the suburbs, it’s 

because we have decided that the lifestyle of being close to boutique retail, quirky venues and cultural amenities, 

whilst living in a quiet street, is more important to us than the extra indoor and outdoor living space. Having 

residents living in the CBD contributes enormously to the fabric that makes Melbourne’s CBD an attractive place for 

everyone beyond our neighbourhood to enjoy after hours.  
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Please endorse the necessary legislation to protect our right to a peaceful night’s sleep. 

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

No 
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Privacy 

acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Nick Lam  

Email address: *  email_nicklam@yahoo.co.uk  

 

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

Agenda item 7.1, Regulation of building works nuisances 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

I support the motion – Agenda 7.1, Regulation of building works nuisances. 

As a long term resident of Melbourne CBD, I have regularly been impacted by unauthorised building works, 

including out of hours work, excessive noise, dust, vibration and closing of roads or blocking access without prior 

approval. 

As part of larger constructions, breaches are frequent and consistent, with developers and construction firms 

including the current nominal penalties into the overall project budget. Breaches are often out of normal business 

hours so are difficult for officers to enforce. And for things like noise and vibration it is hard for residents to 

measure and capture technical ‘data’ that demonstrate local laws have been exceeded. 

As a result building work nuisance is regular, deliberate and planned. With developers and construction firms 

knowing the breaches are hard to enforce and the penalties comparatively low.  

The cumulative effect of regular disruption has a significant negative impact of health and well-being as well as 

contributing to a diminished quality of life and standard of living. 

 

Regards, Nick Lam 

Please indicate 

whether you 

No 
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would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  
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Privacy acknowledgement: *  I have read and acknowledge how Council will use and disclose my 

personal information. 

Name: *  Kate Chow  

Email address: *  kattey234@gmail.com  

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: *  Noise pollution 

Please write your submission in the space 

provided below and submit by no later than 

10am on the day of the scheduled meeting. 

Submissions will not be accepted after 

10am.  

The cleaning trucks that circle the streets frequently at night makes 

an outstanding amount of noise, which is even more pronounced 

when the rest of the street is quiet. I propose that cleaning trucks 

could circle the streets at normal hours instead of 10-11pm, since 

for the next 6 weeks there would not be congested traffic. Noise 

cancellation borders or coverings should also be built around areas 

involving jackhammering. hopefully this would significantly decrease 

the amount of noise.  

Please indicate whether you would like to 

address the Future Melbourne Committee 

via phone or Zoom in support of your 

submission: *  

No 
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Privacy 

acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Nicola Smith  

Email address: *  carstensmith@hotmail.com  

  

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

7.1 Notice of Motion, Cr Leppert: Regulation of building works nuisances 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

Dear Future Melbourne Committee, 

 

The impact of construction/ demolition noise, night-time road works and trucks during accepted sleeping times 

(10pm-7am) are well beyond what can be considered reasonable.  

 

We have chosen to live in a quiet, family-friendly residential part of the city, within close proximity to cultural 

venues and a variety of excellent small restaurants. We have noted the aims of Future Melbourne 2026 goal #2 for 

the city to be a set of well-designed precincts of villages that celebrate and draw from their local heritage, 

reflecting the priorities of an inclusive community. We have also noted the aims of ‘council-plan-2017-21’ for 

Melbourne to be a city for people that fosters physical, psychological and social resilience in individuals and 

communities, and promotes diversity. We support these aims. However, these aims will not be achieved without the 

necessary legislation to protect residents’ health, well-being and amenity from night-time noise. 

 

Please do what is necessary to make normal sleeping hours sacrosanct and enshrined through legislation. 
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Thank you, 

Nicola Smith 

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

No 
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Privacy 

acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Leo Boesten  

Email address: *  leoboesten@gmail.com  

  

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

7.1 Notice of Motion, Cr Leppert: Regulation of building works nuisances 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

I am a resident of Regency Towers which overlooks Jones Lane and hence, the Wesley Tower. This massive 

construction site has been a fixture in our lives for over three years and the level of nuisance caused to residents in 

our building over that time has been substantial. This includes regular blockages of access to our building, dust, 

noise and intrusive lighting 24/7. Throughout the project there have been numerous times where construction 

works have commenced before the permitted time. I have complained to Council via the night desk on several 

occasions and officers have been despatched.  

I understand that in at least one instance a fine was issued. However, the scale of these fines ($2,000?) is so 

insignificant to an organisation as large as Lendlease (in this case) that it little more than an annoyance. I fully 

support Councilor Leppert's motion that more significant penalties be put in place and also that Council commence 

routine patrols to ensure that builders (who have been extended extraordinary privileges during Covid) play by the 

rules just as everyone else must.  

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

No 
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Committee via 

phone or Zoom in 

support of your 

submission: *  
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Privacy 

acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Catherine Barber  

Email address: *  pilligascrub@gmail.com  

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

Item 7.1 Regulation of Building Works Nuisances 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

I write in support of the proposal to increase penalties applied to Construction companies for working out of 

designated hours In Melbourne CBD. At $2000 per offence this is not an effective deterrent and does not serve to 

offset the nuisance cost and $ cost that Council must incur in trying to monitor the numerous building sites in the 

city. 

 

As a resident I experience the disturbance of amenity this causes within a residential building where we also 

become monitors and reporters of these offences, knowing that this is currently a fairly futile exercise that will 

never lead to any change. 

 

In my immediate neighbourhood we are in the midst of major development projects that have been underway for 

some time and extend at least another 3 years into the future. I strongly support and plan to increases fines up to 

the $20,000 level. 

Please indicate 

whether you 

would like to 

address the Future 

No 
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Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  
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Privacy acknowledgement: *  I have read and acknowledge how Council will use and disclose my 

personal information. 

Name: *  Chris Lloyd 

Email address: *  c.lloyd@mbs.edu

 

Date of meeting: *  Tuesday 21 July 2020 

Agenda item title: *  Regulation of building works nuisances 

Alternatively you may attach your written 

submission by uploading your file here: future_melbourne_committee.docx 13.64 KB · DOCX 

Please indicate whether you would like to 

address the Future Melbourne Committee 

via phone or Zoom in support of your 

submission: *  

No 



To the Future Melbourne Committee 

As a resident of Berkeley Street, Melbourne I have been severely impacted by building works in 2017 

and 2018. Works routinely continued well outside the 7am to 6pm period during weekdays and even 

on Sunday. The notion that noisy works should be allowed for 11 hours per day is itself ludicrous, but 

this motion is not aimed at this fact. The aim is to appropriately punish builders whe violate rules as 

the ordinary cost of business. 

Council’s job is to represent ME, not builders or developers. And you are not doing so. There is no 

penalty too large for builders who break the law. There I no excuse for anybody who can tell the 

time to make noise outside allowed hours. They must be shut down immediately and fined. Just as I 

would be fi I had a loud party at 5am in the morning. No negotiation. Police attend, and close you 

down. Issue a notice if it is serious, and you face court. 

While the following issue are not part of the motion they relate to the issue of noise 

Compliant process. Council are very resistant to acting on formal complaints at the time. I rang up 

several times at 5am to complain about noise and nothing was done. It turned out that I was 

required to answer a call‐back before anybody would attend. Having my phone on silent at 5am I did 

not hear it. So there is an issue of process you could fix right there. 

Sunday exemptions. 

Noisy works were/are regularly carried out on Sundays. According to the workers, they are connecting 

sewerage to the two developments. Special permits are sought for this, because developers do not 

want to stop their own works for a day while the utilities are connected. These connections should be 

done during normal hours. No exceptions. Developers must stop their construction while utilities are 

connected. Why should  I  give any weight whatsoever  to  the profit  incentives of developers? Why 

should you Councillors? 

I understand and accept the noise pollution that I have to endure for the Metro development. But I 

resent paying the price in lifestyle and mental health for these private (and very low quality) Chinese 

owned student developments. 

I am willing to provide further details upon request. 

Professor Chris Lloyd 
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Privacy 

acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Alison Parr  

Email address: *  aparr@iinet.net.au  

 

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

Future Melbourne Committee Agenda item 7.1 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

I strongly support agenda item 7.1. I have lived next to a CBD construction site for 2 years and have had an 

ongoing issues with noise due to construction related activities including starting before scheduled times, early 

morning noise 2am/4am (noise going on for over half an hour /up to an hour and more than one incident through 

the night) from waste being removed during fitout, noise from work during night where an out of hours permit was 

issued and we were told there would be no noise but someone on site changed the construction method so there 

was noise, a blaring radio left on all night and the construction firm denying it was them but admitting this to Site 

Services. There have been other construction related issues, including so much dust/dirt that I cannot not open 

windows. It is very difficult to get these issues resolved and higher penalties are needed to stop blatant breaches. 

Substantial benefits in terms of out of hours work have been provided to developers/builders on the basis they 

provide economic benefits. In return for these benefits developers/builders should behave in a responsible, ethical, 

socially acceptable manner and respect others rights. If developers/builders cannot on their own volition behave in 

a responsible, ethical, socially acceptable manner then they need to be subject to sufficient deterrent to ensure they 

do behave. The Council should place more weight on the considerable ongoing economic benefit the CBD receives 

from residents, Melbourne CBD had no night life in the 1990s. Night life came about due to growth in CBD 

residents - this has led to a massive level of economic activity in CBD and is largely due to residents. In addition, 

CBD residents support CBD businesses on an ongoing basis - especially during the current Covid crisis. CBD 
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residents are a permanent ongoing economic benefit to the City - construction is a temporary economic activity. 

Melbourne City needs to start providing more support to residents and protecting their health and well-being. If 

there was a substantial reduction in CBD residents due to poor treatment and lack of rights there would be a 

massive impact to the City's economy.  

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

No 
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Privacy 

acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Rafael Camillo  

Email address: *  rafacamillo@hotmail.com  

 

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

Construction times and noise local law breaches 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

Dear Future of Melbourne, 

 

I am writing in regard to support a motion agenda item 7.1 (21/07/20) about construction times that seeks to 

directly improve the wellbeing and peace of residents and property owners in the postcode 3000. 

 

Currently the penalties able to be applied for breaches of construction times in local laws is set at the maximum 

allowed under the Local Government Act: $2,000. This is no deterrent to developers and construction companies, 

and is frequently built into the cost of doing business, especially by the builders of the largest tower. 

 

We are in support of amendment to the Local Government Bill that was considered by the Legislative Council - on 5 

March 2020. The amendment simply sought to lift the maximum penalty able to be applied under the local law 

from $2,000 to $20,000 where the breach relates to large construction sites. 

 

This is really an important issue that have been impacting a large number of residents for yeas. As a result, we seek 

that this changes will help to control and improve the wellbeing of our Residents at the post code 3000, especially 

now that more and more people will be working from home and spending more time inside their residences.  
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Yours Faithfully, 

 

Rafael Camillo 

President I Residents 3000 Group. 

www.residents3000.com.au 

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

No 
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Privacy 

acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  John Weretka  

Email address: *  weretkaj@unimelb.edu.au  

 

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

Regulation of building works nuisances 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

I am (now formerly) a resident of the Melbourne CBD, having lived for about 11 years at [REDACTED]. When we 

moved into the CBD, we found a wonderful blend between busyness through the day and quiet at night, with a 

great community of residents that we came to know well, as well as proximity to work and restaurants, museums, 

galleries, and other amenities. We would unhesitatingly have recommended the lifestyle to anyone. 

We do not live permanently in the CBD any longer, having taken the first opportunity we realistically had to leave 

the CBD to live 300kms away from it. The reason? Unremitting industrial noise and its attendant issues throughout 

the entire grid of the CBD that has now gone on for years without respite. 

Our particular issue is with the 'Collins Arch' development, which faces our building (our apartment in fact looks 

directly into the development). The development of this site now commenced over 8 years ago when a slab fell from 

the old Suncorp bank building. After some desultory dithering, it was naturally determined that the entire building 

should be pulled down and a massive, block-sized development go up in its place. We have had to live through the 

old building being pulled down, the excavation for the new one, and the endless erection of the current building 

(supposed to be complete in September last year and still going). The developers have repeatedly and consistently 

violated all restrictions on their work, starting earlier, finishing late, working on days on which permits were not 

issued, continuing to work after being fined, conducting works not authorised, and so forth. And it seems every 

single block in the CBD has at least one construction on it, presumably all doing the same thing. 
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I cannot tell you the number of times I have had to ring the Council's control room to report violations of noise 

restrictions, sometimes several times in a single day. I understand that the developers were fined on most 

occasions. But with fine levels that could be paid by private individuals (i.e. $2000 per offence), a developer such as 

the one building the Collins Arch — a ONE BILLION DOLLAR project — is not going to pay attention to resident 

complaints, especially when time lines are blowing out. And this is precisely what has happened: year after year of 

fines and the violations go on. 

The noise has been so bad that we have not been able to open our windows for years at the risk of bombardment 

by that noise, or admitting vast amounts of diesel particulate into our apartment. This is happening throughout the 

city. 

I went to the trouble of monitoring the noise using a decibel meter. Under normal circumstances, the background 

of the city itself runs close to being dangerously high. The all-pervasive construction noise regularly tipped that 

over into actually dangerous. The Council has a duty of care to ensure residents are not harmed by excessive noise 

levels of this kind. 

I would also say that the Council has been far too generous in awarding out-of-hours permits to sites like the 

Collins Arch, which has constantly been given extensions after hours on weekdays, on Saturdays and even on 

Sundays, even when it was blatantly obvious that those permits would be and were infringed. 

Noise takes its toll on the physical and mental wellbeing of those who have to live near it. The city seemed 

increasingly to be filled with an ever-increasing level of noise from construction sites, rubbish and recycling 

collection at utterly inappropriate hours (2am or 3am), and so forth. We moved away as soon as we could, and I 

know of three other long-term residents of our building ALONE who also moved out, as well as another couple who 

lived in Anthony Street — all of them because of industrial noise from construction sites. All now have happier lives 

in non-metropolitan locations. 

I would urge the Council to take any measure it can to (1) reduce noise where possible and (2) fine meaningfully 

those who infringe their permits. As I understand, residents occupy more floor space in the CBD than business 

interests and it is about time that the genuine needs of residents were being heard rather than the vile kowtowing 

to commercial interests that is currently the order of the day. 

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

No 
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Privacy 

acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Tess Demediuk  

Email address: *  tess.demediuk@gmail.com  

  

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

7.1 Regulation of building works nuisances 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

As a resident of the City of Melbourne and a member of a community group (RAID@ 3051) which formed to put 

advance the community voice regarding the large scale development (described locally as the 'Woolworths towers' 

in Canning St, North Melbourne) over a 2 year plus period there were many occasions when community members, 

and I personally on behalf of RAID, contacted CoM Site Services out of hours eg. late Saturday afternoons and 

Sundays when works were being undertaken (for the record one example is Sunday, June 24, 2018 with a trail of 

correspondence regarding work being undertaken without a permit). In addition community members were 

disturbed by idling trucks arriving anytime from 5.30 am for extended periods of time due to concrete pours etc. 

The Site Services (and Hickory Project Manager) phone contact numbers were distributed to RAID community 

members to register their individual complaints - there is no doubt a large file and records of legitimate building 

works nuisance complaints re this development site with the CoM. The increase in penalty as proposed in the 

Motion is supported in the hope that this will act as some form of deterrent and provide a financial benefit that can 

contribute to improved amenity for the broader community living with the legacy of these large scale 

developments; and / or to increase the capacity to meaningfully enforce penalties for construction activity as it 

relates to nuisance 

abatement through amendments to the Building Act 1993. 
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Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

No 

 



1

Privacy acknowledgement: *  I have read and acknowledge how Council will use and disclose my 

personal information. 

Name: *  Paul Jones  

Email address: *  paulmjones1974@gmail.com  

 

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: *  Regulation of building works nuisances 

Please write your submission in the space 

provided below and submit by no later than 

10am on the day of the scheduled meeting. 

Submissions will not be accepted after 

10am.  

I fully support this motion as a resident impacted by these breaches 

of local laws within the city of Melbourne for 9 years. 

 

The level of fines are irrelevant for big developers. These fines act as 

no deterrent and are causing significant impact on residents lives 

particularly during the COVID-19 lockdown when we are working 

from our homes. 

Please indicate whether you would like to 

address the Future Melbourne Committee 

via phone or Zoom in support of your 

submission: *  

No 
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Privacy 

acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Stan Capp  

Email address: *  stanbcapp@gmail.com  

   

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

Regulation of building works nuisances 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

I am the President of the residents group EastEnders and a resident of [REDACTED] in the City of 

Melbourne for the past 19+ years. 

The amenity afforded to residents has deteriorated progressively over our time living in the CBD. I love Melbourne 

but am so disappointed in the way that development has been so poorly handled by successive councils and state 

governments. The rights of residents are negligible in the planning process and after decisions are taken we 

become victims of the noise, dust and disruption that follows.  

I am often called upon by residents who have despaired at the chronic disregard of the construction industry to 

abide by the approved times of operation and the associated disruption to their normal lives. Recently in my 

building there have been numerous sleep interruptions as uncaring contractors continue to access the Wesley Place 

site in the early hours of the morning. Waste disposal, intrusive lighting and creating noise are major issues - I am 

sure that no reasonable person would welcome being woken at 2am and then 3am (and sometimes more often) by 

noisy trucks collecting waste material or by the work being undertaken outside the already generous hours of 

operation. 

While Council Officers are generally responsive to matters raised, unless the breaches are witnessed then there are 

limits on their ability to issue penalties. When penalties are issued, I am sure that they are simply absorbed as "a 

cost of doing business". As an example of the arrogance of construction staff, when I asked why there was a truck 
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in a no standing zone blocking Jones Lane I was told "it's the city and that’s what happens". My take away was ‘get 

used to it’ I have yet to receive any response to the concern I communicated to the construction company and the 

truck had departed by the time CoM staff arrived. 

Increasing the level of penalty so as it really starts to impact offenders seems entirely appropriate and I support Cr 

Leppert's motion to do so. 

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

No 
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Privacy acknowledgement: *  I have read and acknowledge how Council will use and disclose my 

personal information. 

Name: *  Jenny Eltham  

Email address: *  jennifer.eltham@bigpond.com  

 

Date of meeting: *  Wednesday 21 July 2010  

Agenda item title: *  Agenda item 7.1 

Alternatively you may attach your written 

submission by uploading your file here:  inadequate_penaltylocal_laws.pdf 69.67 KB · PDF  

Please indicate whether you would like to 

address the Future Melbourne Committee 

via phone or Zoom in support of your 

submission: *  

No 

 



Jennifer Ann Eltham 
 

 
jennifer.eltham@bigpond.com

Monday, 20th July 2020
The Future of Melbourne Committee
City of Melbourne

I would like to support Councillor Leppert’s Motion (Agenda Item 7.1/21 July 2020), 
seconded by Councillor Reece, that $2,000 is too low to be a meaningful deterrent for 
large construction projects and that the cost of breaching the local law is inadequate, 
especially in the high density Melbourne CBD.

Firstly, I would like to acknowledge the outstanding and professional job the City of 
Melbourne Site Services team performs under the leadership of Luke Hamlin, with support 
and experience from Brett Sweeten. 
This team operates with limited resources, yet is focused on ensuring projects are safely 
and effectively constructed within the confines of regulations. 
Their role demands they have the skills and professionalism to navigate and negotiate with 
both construction companies and local communities. 

The City of Melbourne and the Victorian State Government has promoted and encouraged 
the residential growth of Melbourne CBD, initially with the Postcode 3000 project through 
to today, with the construction of a multitude of high-rise residential apartments.
With that encouragement and promotion to make the CBD a home, comes a responsibility, 
by both entities, to maintain and protect resident amenity and well being.

The impact of construction noise is well documented and acknowledged.
EPA Vic, in their Guidelines (Noise control Guidelines /Publication 1254), recognises noise can 
adversely impact on health and wellbeing of nearby residents. 
These guidelines acknowledge ongoing construction noise can lead to residents 
experiencing health issues including:

• headaches
• elevated blood pressure
• fatigue
• irritability
• digestive disorders
• an increase in colds and other minor infections.

Ongoing noise can impact peoples’ livelihoods. 
If sleep is interrupted because of noise, this may impact on work performance.  
If work suffers, this may have a financial impact.
Long-term exposure to an annoying noise may increase a person's sensitivity to the noise 
over time.

A maximums penalty of 200 points or $2000 for breaches of Local Laws is grossly 
inadequate.



By comparison:
BRISBANE
In the City of Brisbane, for an infringement of Local Laws by a construction company, the 
maximum penalty is 300 points, 1 point has the value of $133.45 (Queensland Government/
2019).

Therefore, in Brisbane CBD, a construction company can be fined a penalty of $300,000 
for a breach of a Local Law.

SYDNEY
In the Sydney CBD, a construction company must lodge a Performance Bond with the City 
of Sydney. This maybe forfeited, in part or in full, for breaches of the code. The 
Performance Bond is calculated with consideration given to the Construction Noise Impact 
Statement. (Construction Hours/Noise within the Central Business District/City of Sydney)

Therefore, in Sydney CBD, a construction company can be fined a minimum of $5,000 and 
up to $200,000.

It is therefore suggested, in consideration of the responsibility both the City of Melbourne 
and the Victorian State Government have to protect and safeguard resident amenity and in 
consideration of the substantial and meaningful penalties incurred for beaches of Local 
Laws in other Australian States, that $2,000 is grossly inadequate and needs immediate 
and substantial review.

Regards,
Jenny Eltham
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Privacy acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal 

information. 

Name: *  Margaret Birtley  

Email address: *  info@historycouncilvic.org.au  

 

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: *  7.3 Notice of Motion, Cr Watts: Arts and Humanities Higher Education funding 

Alternatively you may 

attach your written 

submission by uploading 

your file here:  
hcv_support_for_cr_watts_motion_re_arts_and_humanities_he_funding__20jul2020.pdf 

96.22 KB · PDF  

Please indicate whether you 

would like to address the 

Future Melbourne 

Committee via phone or 

Zoom in support of your 

submission: *  

No 
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TO: Future Melbourne Committee, City of Melbourne 
RE: Agenda item 7.3 on 21 July 2020 (Notice of Motion, Cr Watts) –  

Arts and Humanities Higher Education funding 
FROM: Margaret Birtley AM, Executive Officer, History Council of Victoria 
DATE: 20 July 2020 
 
The History Council of Victoria is the peak body for history in Victoria. Our office is located at History 
House in Melbourne. Our membership includes organisations that are major employers of humanities, 
arts and social sciences graduates, including archaeologists, archivists, historians, journalists, librarians, 
museum workers, planners and professional administrators. We believe that understanding and 
promoting history are important to inspire people’s engagement with the past, their identity and the 
world today. We also believe that the study of history is essential for a progressive society and 
community wellbeing in Victoria.  
We are therefore pleased to support the Motion put to the Future Melbourne Committee by Cr 
Watts, that the Council of the City of Melbourne object strongly to the Commonwealth 
Government’s proposal to change the funding model and the number of available places for 
university students in the Humanities, Arts and Social Sciences. 
Our Chair, Emeritus Professor Peter McPhee AM, has already written to the Minister for Education, the 
Hon. Dan Tehan, to convey our own concern about his proposal. The letter, summarised on our 
website, advised the Minister that Australia needs more Humanities and Social Science graduates, not 
less, and urged the Minister to rethink his punitive funding proposal. 
Professor McPhee has also written, on behalf of the History Council of Victoria, an opinion piece: A 
Humanities education: what’s the point? We have forwarded that article to the cross-bench Senators 
and to the Shadow Minister for Education and Training. 
We liaise closely with the other three Australian History Councils, in New South Wales, South Australia 
and Western Australia. In 2019 we produced a joint Statement about the Value of History that has been 
widely endorsed. The Statement is summarised by the following sentence: 

History shapes our identities, engages us as citizens, creates inclusive communities, is part of our 
economic well-being, teaches us to think critically and creatively, inspires leaders and is the 
foundation of our future generations. 

The study of the past and the telling of its stories are critical to our sense of belonging, to our 
communities and to our shared future. It is therefore essential that any changes to the funding 
model for university places not prevent, discourage or divert students from engaging with the 
Humanities, Arts and Social Sciences. 
If you require more information about this submission, please contact us using the details in our 
letterhead.  
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SUBMISSION TO MELBOURNE CITY COUNCIL 

Humanities 21 Inc. 

 

We strongly oppose the Federal Government’s proposed changes to University funding, which are calculated to 

deprive many students of the opportunity to receive an education that will fit them with the skills required for a 

rapidly changing workplace: 

 

 

1. The Nature of Work is Changing Rapidly. 

• The average Australian stays in the same job for just 3 years and 4 months.   

• Occupations are changing quickly. Many of today’s jobs did not exist a decade ago. 

• Twenty-first century graduates need transferable and flexible skills to suit ever shifting employment 

conditions and opportunities:  

 

 

2. “Soft” Skills Increasingly Matter 

The skills which are increasingly important as discerned by the World Economic Forum, and confirmed by a 

recent Deloitte study in Australia, and which significantly, are derived from a study and understanding of the 

humanities are: 

 

Collaboration 

Forming working relationships and building trust quickly 

Working effectively within diverse teams 

Working with ad-hoc teams in a gig economy 

Communication 

Exchanging complex ideas and knowledge  

Digital collaboration between team members 

Honed written and verbal expression 

Critical Thinking 

Analysing qualitative and quantitative data 

Discerning different opinions, points of view and facts 

Forming opinions through the use of fact and reason 

Creativity  

Solving wicked problems 

Business innovation 

Dealing with uncertainty 

Flexibility 

Adapting to new situations quickly 

Learning new skills quickly 

A capacity to flourish in a changing environment 

 



 

 

 

 

3. The Future Importance of a Humanities Education. 

• Many successful business leaders, some of whom lead ostensibly, companies more typically associated 

with technology and STEM, in fact have a humanities education, including two-thirds of CEOs in the 

ASX-200 and present or recent CEOs of leading global companies such as LinkedIn, Disney, Hewlett 

Packard, YouTube and Paperless Post. 

• The relevance of a humanities education for a successful career is increasing with the rapid growth in the 

need for soft skills. 

• To the extent the government’s funding proposal deters students from studying the humanities, it will be 

reducing their chances of success in life - or making those chances available only to a few people with 

wealthy parents or prepared to take on a substantive debt. 

 

 

**** 

 



1

Privacy acknowledgement: *  I have read and acknowledge how Council will use and disclose my 

personal information. 

Name: *  Charles Sowerwine  

Email address: *  c.sowerwine@gmail.com  

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: *  Agenda Item 7.3 Arts and Humanities Higher Education Funding 

Alternatively you may attach your written 

submission by uploading your file here:  sowerwine_com_fmc_7.3_20.07.21.docx 268.49 KB · DOCX  

Please indicate whether you would like to 

address the Future Melbourne Committee 

via phone or Zoom in support of your 

submission: *  

No 

 



Future Melbourne Committee  
21 July 2020 
 
Agenda Item 7.3 Arts and Humanities Higher Education Funding 
 

I write as a concerned citizen who is also Chair of the Heritage Committee of the Royal 
Historical Society of Victoria.  

As RHSV President Professor Richard Broome AM, FAHA, FRHSV has written on behalf of 
the RHSV, the RHSV harmoniously combines local, professional and academic historians. We 
are all committed to the task of helping all people today to understand the world of the past 
from which the world of the present continues to emerge.  

The RHSV is living proof that, to help them understand the past, concerned citizens turn to and 
engage with those who are trained in academic history while those who are professional and 
academic historians turn to and engage with those who do history on the ground. A good 
example of this are the Community History Awards, which the RHSV organises in partnership 
with Public Record Office. These illustrate the rich rewards produced by this mutual 
engagement among historians of all backgrounds.  

I submit that the effort to discourage students from studying history, and arts and letters in 
general, undermines a huge bond in our society.  

It also undermines Melbourne’s great strength as Australia’s capital of arts and culture and a 
UNESCO City of Literature. The key stone of this great edifice is our tertiary sector,  one of 
the most lively and creative in the Asia Pacific region. It attracts tens of thousands of tertiary 
students, who enliven and boost Melbourne’s cultural vibrancy and, in consequence, 
Melbourne’s economic productivity.  

Covid-19 presents a huge challenge to Melbourne’s creative industries. By limiting the number 
of students who are able to study the humanities, we would risk further damage to a sector that 
brings vibrancy, jobs and tourism to our city. A knowledge-based city depends for its success 
not only on the STEM disciplines, but also on the creative disciplines found in the Arts, 
Humanities and Social Sciences.  

More broadly, to succeed in the difficult post-Covid world, Australia as a whole needs 
graduates trained in critical thinking, analysis and creativeness. To turn our back on these 
strengths would condemn Australia as well as Melbourne to backwardness. 

I urge you to support Cr Watts’ Motion on Arts and Humanities Higher Education funding. 

 

Yours, 

 

(Professor) Charles Sowerwine.  

 

 

 



Appendix: 2019 Victorian Community History Awards 

The 2019 Victorian Community History Awards were announced at the Arts Centre as part of History 
Week October 2019. See below for a full list of winners and commendations. 

 
Victorian Premier’s History Award 

 WINNER Avenue of Memories by Phil Roberts and the Arch of Victory/Avenue of Honour 
Committee  

Judges’ Special Prizes (two winners) 

 WINNER The Arsonist: A Mind on Fire by Chloe Hooper, published by Hamish 
Hamilton/Penguin 

 WINNER Blue Lake: Finding Dudley Flats and the West Melbourne Swamp by David Sornig, 
published by Scribe   

Collaborative Community Award winner and commendations 

 WINNER Mont Park to Springthorpe Heritage Project by the Springthorpe Heritage Group 
 The Stories of Drouin by the Committee for Drouin Inc 
 East Loddon Remembers Memorial by East Loddon P-12 college, East Loddon Historical 

Society and Loddon Shire 
 A History of the Broadford Paper Mill by Broadford and District Historical Society Inc 
 Heidelberg’s Busy Bee Signature Quilt 1895-96 by the Heidelberg Historical Society Inc 

Local History Project Award winner and commendations 

 WINNER When Roads Were Tracks by Jill A’Vard and Armin Richter, Monbulk Historical 
Society Inc 

 At Home on the Hill: Stories of Pioneers in the First 30 Years of the Phillip Island Cemetery 
1870-1900 by Pamela Rothfield 

 Searchable Database of Properties within the Old Shire of Phillip Island circa 1872 to 1900, 
Phillip Island and District Genealogical Society Inc 

 Gravel and Bitumen: The History of the Street Names of Bairnsdale by Anthony A. Meade 
 War Worn & Weary: The Convalescent Nurses of Osborne House Geelong 1917-1919 by 

Cheryl Scott and Margaret Phelan, Osborne Park Association Inc 
 Castlemaine Gold Diggings Map Historical & Modern Place Names by Clive E. Willman, 

Castlemaine Historical Society Inc 

History Publication Award winner and commendations 

 WINNER The Blackburns: Private Lives, Public Ambition by Carolyn Rasmussen, published 
by Melbourne University Press 

 Gardens of the National Trust of Australia (Victoria) by Anne Vale, published by the National 
Trust of Australia (Victoria) 

 Mirka & Georges: A Culinary Affair by Lesley Harding and Kendrah Morgan, published by the 
Miegunyah Press  

 The Boy From Brunswick: Leonard French, A Biography by Reg MacDonald, published by 
Australian Scholarly Publishing 

 The Football Solution: How Richmond’s Premiership Can Save Australia by George 
Megalogenis, published by Viking/Penguin 

 Her Majesty’s Theatre Melbourne: The Shows, The Stars, The Stories by Frank van Straten, 
published by Australian Scholarly Publishing 

Local History – Small Publication Award winner and commendations 



 WINNER More Than Just Housing: The South Port Community Housing Group Story 1983-
2018 by Beris Campbell, Janet Goodwin, Heather McKee and Helen Penrose, South Port 
Community Housing Group Inc 

 Victoria’s Earliest Potteries: Our Convict Era Potters by Gregory Hill 
 Not For Self But For All: A History of the Art Gallery of Ballarat Association by Anne Beggs-

Sunter, Art Gallery of Ballarat 
 A Tribute to Those Who Served: Remembering WWI Service Personnel Who Are Buried or 

Memorialised in the Warragul Cemetery West Gippsland, West Gippsland Genealogical 
Society  

 Shedding Light: The Murtoa Stick Shed Saga by Leigh Hammerton, Murtoa Stick Shed 
Enterprises 

Cultural Diversity Award winner and commendations 

 WINNER La Nostra Storia: The Story of Italians in Ballarat by Jan McGuinness, Ballarat 
Italian Association 

 Building Bridges: From Latin American Stories to Victorian History by Latin Stories Australia 
and exhibition curators Yunuen Pérez and Antonio González  

 A Second Chance: the Making of Yiddish Melbourne by Margaret Taft and Andrew Markus, 
published by Monash University Publishing 

 A Golden Age in Flemington: 10 Years of Active Aging 銀齡⼗年之旅, Moonee Valley Golden 
Age Women and editors Edith Chen and Colleen Taylor  

Multimedia Award winner and commendations 

 WINNER If These Walls Could Talk Ballarat Town Hall Audio Tour, City of Ballarat, Way Back 
When, Russell Goldsmith and Dimity Mapstone 

 Parkville Heritage Walks, Oral History Digitisation and App by the Parkville Association 
 What Courage Such a Thing Takes: The Life of Mary De Garis, Her Place Women’s Museum 

Australia 
 Carlo Catani Blog by Heather Arnold 

Historical Interpretation Award winner and commendations 

 WINNER Carlo Catani: Visionary, Creator, Genius exhibition by CO. AS. IT Italian Historical 
Society 

 Sale Water Tower Museum, Peter and Ann Synan 
 Vale: Mourning, Remembrance and Spiritualism in Bendigo 1851-1901 exhibition by Emma 

Busowsky Cox, Dr David Waldron, David Cooney and Leigh McKinnon, Bendigo Art Gallery 
 untitled (seven monuments), a public art project by TarraWarra Museum of Art with Aunty Joy 

Murphy Wandin AO, Jonathan Jones and Tom Nicholson 
 Suburbia: The Familiar and Forgotten by Warren Kirk, published by Scribe 

Oral History Award winner and commendations 

 WINNER Black Saturday: Not the End of the Story by Peg Fraser, published by Monash 
University Publishing 

 Sharing Our Stories: RASV Oral History Collection, Royal Agricultural Society of Victoria and 
Way Back When 

 Bungalows of St Albans by Joseph Ribarow, Community Research and Management 
Services 

 Along the Line: Caulfield to Oakleigh Rail Stories by Glen Eira Historical Society Inc 
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20 July 2020 
 
Future Melbourne Committee 
Public Submission: Agenda item 7.3 
Arts and Humanities Higher Education funding 
 
Dear Councillors 

The Professional Historians Association (Victoria & Tasmania) is writing in support of Councillor 

Watt’s motion to object to the proposal from the Minister for Education, The Hon Dan Tehan, to 

drastically increase the cost of humanities courses at Australian universities. The PHA (Vic & Tas) 

strongly condemns the Minister’s proposal and urges all Councillors to support Councillor Watt’s 

motion.  

The Minister says that these changes are to ensure the ‘job readiness’ of graduates. We argue 

that degrees in humanities equip students with the very skills needed for employability in these 

uncertain times. By undertaking humanities courses, students graduate with abilities in 

analytical thinking, innovation, complex problem-solving, critical thinking, and communication. 

These skills are highlighted on the federal government’s own website as those that will be in 

demand in the near future, as identified most frequently by Australian companies in a recent 

survey conducted by the World Economic Forum: 

https://australianjobs.employment.gov.au/jobs-future/skills-future 

PHA (Vic & Tas) represents over 200 academically trained professionals who work across a range 

of sectors. Our members are employed in the public service, museums, universities, libraries, 

archives, as consultants and in heritage. In many cases, humanities graduates are also found in 

fields such as construction, technology and science, as their abilities provide an essential 

balance. Historians in particular are well-equipped to guide us as we grapple with the challenges 

of responding to and recovering from the COVID-19 pandemic. 



 

 

 

 

 

PHA (Vic & Tas) is also deeply concerned for the financial impact this will have on students. 

Passing the majority of the cost of a university degree onto the individual student will mean that 

young people will have to make very difficult choices at a formative time of their lives. In fact, 

many of our current members would not have been able to study and then make their career in 

the field of history under this proposed system, as they simply could not have afforded it. We 

are profoundly troubled that this proposal will mean that humanities degrees (as well as law and 

commerce) will be accessible only to those who come from wealth and privilege. 

Now more than ever, it is critical that we ensure our history is studied, taught, questioned and 

communicated by diverse voices and perspectives. These proposed revisions across higher 

education will limit access to further study and career opportunities, will impose a financial 

burden on young people, and will impact Australia’s standing internationally, as well as our 

standards here at home. Melbourne’s appointment as a Knowledge City, a city of Arts and 

Culture and as a UNESCO City of Literature is testament to a solid foundation in the humanities.  

We support Councillor Watt’s motion to request the Lord Mayor write to the Prime Minister and 

the Federal Minster for Education on behalf of Melbourne City Council and the wider humanities 

community to illustrate how this proposal will undermine the knowledge economy, adversely 

affect the creative industries and its dependence on the humanities sector. We call on all City of 

Melbourne representatives to support this motion and object to the Federal government’s 

proposal. 

Yours faithfully, 
 

 
Alicia Cerreto MPHA 
President  
Professional Historians Association (Victoria and Tasmania)   
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I am writing in support of the Motion put forward by Councillor Watts to object to the proposal announced on 19 

June 2020 by the Minister for Education, the Hon Dan Tehan, to increase the cost of tertiary study in the 

humanities. 

 

Under these proposed changes, the cost of a three-year humanities degree will more than double from around 

$20,000 to $43,500. This fee will present a significant obstacle to students from low socio-economic, 

disadvantaged, culturally diverse, rural and regional communities.  

 

The Minister says the changes are to ensure the ‘job readiness’ of graduates. I argue that degrees in the humanities 

equip students with the skills needed for employment in these challenging times. Humanities students graduate 

with high-level abilities in analytical thinking, innovation, problem-solving and communication, and go on to 

valuable work in many different fields.  

 

I have used my degrees in the humanities (B.A. and Masters) to obtain employment as a public servant, and prior to 

this, I worked in the private sector in the heritage and history fields. When I commenced my studies as a mature 

aged student, had the degrees been priced in the same category as law, I would have seriously reconsidered 
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undertaking these courses, as the remuneration of the salaries for jobs in history and heritage would not be 

commensurate with the costs of the degree.  

 

This proposal is fundamentally unfair and to the detriment of Australian society. We should ensure that students of 

all backgrounds can study the humanities without incurring the burden of a large debt. This will enable a broad 

cross-section of our society to critically engage with our past and to make critical contributions to our future.  

 

For the reasons outlined, I strongly urge you to take action against the proposed amendments to the study of 

humanities in Australia. 

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

No 
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I urge Melbourne City Councillors to support Cr Watts'motion 

regarding changes to funding for Arts and Humanities Higher 

Education courses. Australia cannot afford to close the doors to Arts 

and Humanities course to those who do not have the measn to afford 

them. 

Please indicate whether you would like to 

address the Future Melbourne Committee 

via phone or Zoom in support of your 

submission: *  

No 
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As Dean of the Faculty of Arts at the University of Melbourne, I wholeheartedly support the motion put forward by 

Cllr Watts. 

 

In particular, as Cllr Watts notes at paragraph 1.2.5, introducing inequitable price disparities between areas of 

study is likely to deter students from disadvantaged backgrounds from studying the Humanities and Social Sciences 

because of the higher debt they would incur and the suggestion that they would somehow be less job-ready once 

they graduate. 

 

And yet, 2019 data from the Australian Government's Graduate Outcomes Survey (available at 

https://www.qilt.edu.au/docs/default-source/gos-reports/2019-gos/2019-gos-national-report.pdf) shows that 

of those Humanities and Social Sciences undergraduates in Australia who left university upon graduating, 84% 

found employment immediately, some way ahead of their peers in Science, Mathematics and Computing & IT; and 

the median salary for those undergraduates who went into full-time employment upon graduation was $61,000, 

some way ahead of what their peers in Architecture, Business & Management, Science and Mathematics were 

earning. 
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What's more, as the Australian Government's most recent analysis of trends in the Australian labour market 

demonstrates (available at https://australianjobs.employment.gov.au/jobs-future/skills-future), the skills most in 

demand by Australian companies are precisely those that Humanities and Social Sciences graduates are well trained 

in: creativity, originality and initiative; analytical thinking and innovation; complex problem-solving; critical 

thinking and analysis; emotional intelligence. 

 

The Humanities and Social Sciences are vital to Australia's global academic reputation: five Australian universities – 

one of them the University of Melbourne – ranked in the latest Times Higher Education top 100 for Arts & 

Humanities. Now is not the time to put that reputation at risk; now is the time to support the individual and 

collective benefits that come from studying the Humanities and Social Sciences by maintaining government support 

for them and ensuring those subjects remain accessible and affordable to everyone who aspires to be an Arts 

graduate. 

 

I therefore endorse the proposal that the Lord Mayor write to the Prime Minister and the Federal Minister for 

Education on behalf of the Council to object to the Government's proposals and to request that they be 

reconsidered or abandoned. 

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

No 
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I strongly condemn the proposal from the Minister for Education to drastically increase the cost of humanities 

courses at Australian universities. 

 

By undertaking humanities courses, students graduate with abilities in analytical thinking, innovation, complex 

problem-solving, critical thinking, and communication. These skills are highlighted on the government’s own 

website as those that will be in demand in the near future, as identified most frequently by Australian companies in 

a recent survey conducted by the World Economic Forum: https://australianjobs.employment.gov.au/jobs-

future/skills-future 

 

I am a member of PHA (Vic & Tas) which represents over 200 academically trained professionals who work across a 

range of sectors. Our members are employed in the public service, museums, universities, libraries, archives, as 

consultants and in heritage. In many cases, humanities graduates are also found in fields such as construction, 

technology and science, as their abilities provide an essential balance. Historians in particular are well-equipped to 

guide us as we grapple with the challenges of responding to and recovering from the COVID-19 pandemic. 

 

I am worried about the financial impact this will have on students. Passing the majority of the cost of a university 
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degree onto the individual student will mean that young people will have to make very difficult choices at a 

formative time of their lives. I am worried that this proposal will mean that humanities degrees (as well as law and 

commerce) will be accessible only to those who come from wealth and privilege. 

 

Now more than ever, it is critical that we ensure our history is studied, taught, questioned and communicated by 

diverse voices and perspectives. These proposed revisions across higher education will limit access to further study 

and career opportunities, will impose a financial burden on young people, and will impact Australia’s standing 

internationally, as well as our standards here at home. 

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

No 

 



Submission Re: Future Melbourne Committee 21 July 2020, Agenda item No. 7.3: 

Notice of Motion, Cr Watts: ‘Arts and Humanities Higher Education funding’ 

21 July 2020 

Re Proposed Changes to Humanities, Social Sciences and Arts funding 

This submission is to express strong support for the Motion on the Future Melbourne 

Committee Agenda Tuesday 21 July 2020 in opposition of the government’s proposal to 

increase fees for University study of Humanities, Social Sciences and Arts education in 

Australia.  

The Plan soon to go to the Senate will alter the funding structure of  Humanities, Social 
Sciences and Arts studies, penalising them with discriminative, prohibitively substantial fee 
rises, and consequently will adversely impact on the social, cultural and economic future of 
Melbourne and this nation, resulting in a diminishment of innovation, creative thinking and 
solutions, effective communications, quality of life and liveability.   

The plan is misguided and wrong. It will disadvantage our children and the future of 
Australia. Australia desperately needs the disciplines of the humanities, the ‘arts’, history 
and social sciences in a global world, in a post-COVID 19 society, with the complexities of 
climate change and with the changes IT and technological advances are making in the 
nature of work and employment.   

Professor Richard Florida is an American urban studies theorist focusing on social and 
economic theory. He is head of the Martin Prosperity Institute at the Rotman School of 
Management at the University of Toronto and a Distinguished Fellow at NYU's School of 
Professional Studies. He writes about the centrality of the creative economy in our future.  
“An increasing number of countries across the globe are attempting to use the arts, 
cultural and creative industries as drivers of economic development (Florida 2014) This 
“has been used to construct “cultural quarters”, heritage focused re-developments and the 
urban planning of creative industries” (Quinn and Courtney, 2016) and thus grow 
innovative populations and economies, providing the resources for urban regeneration and 

economic development (Florida, 2014). 

We need to foster educational opportunities for the children of Australia to expand and 
develop their minds though historical examinations, critical thinking and research such as 
through an arts and social sciences education. Such studies should be enabled not disabled.  

City of Melbourne, Councillor Dr Jackie Watts OAM, Chair Knowledge City 
Portfolio and Deputy Lord Mayor Arron Wood, we commend you for 
proposing this Motion and urge Council to pass it.  
 
 
Sincerely, 

Bea McNicholas, Melbourne 

Director, Walk in St Kilda Rd & Environs 

Former lecturer and Course Co-ordinator, School of Social Sciences and Communication, RMIT 

University 



________________________________  

Florida, R. (2014), “The creative class and economic development”, Economic Development 
Quarterly, SAGE Publications Sage CA, Los Angeles, CA, Vol. 28 No. 3, pp. 196-205. 

Quinn, M. and Courtney, R. (2016), “The public sector as an entrepreneur” 
in Liddle, J. (Eds), Contemporary Issues in Entrepreneurship Research, Emerald, London, 
Vol. 6. 
________________________________  

 

 
 

“Creativity is intelligence having fun”, Albert Einstein 

“The true sign of intelligence is not knowledge but imagination”, Albert Einstein 

“No problem can be solved from the same level of consciousness that created it”, Albert Einstein 

 

 
 

 



 

 
________________________________   

 

Creative thinking inspires ideas, ideas inspire change. 

 

Those who do not think outside of the box are easily contained. 

 

“First, think. Second, dream. Third, believe. And Finally, dare.”, Walt Disney. 

 

“I don’t care that they stole my idea…  I care that they don’t have any of their own”, Nikola Tesla. 

________________________________   

https://www.mq.edu.au/faculty-of-arts   

“World-class education and research that makes a difference 

The Faculty of Arts is home to a passionate community of scholars committed to serving students and 
engaging the community through transformative education and world-leading research. Our 



interdisciplinary teaching and research seeks to stimulate positive change and address local, national 
and global challenges. 

“We offer a wide range of courses across arts, humanities, social sciences, languages, law and 

education that empower students to pursue both their passions and careers. You will develop deep 

knowledge in your core area of interest along with essential skills for future employment as an engaged 

global citizen.” 

________________________________   

School of Social Sciences | Arts & Social Sciences - UNSW ... 
www.arts.unsw.edu.au › socialsciences 
 
UNSW School of Social Sciences equips changemakers for success through 
innovative undergraduate, postgraduate and research degrees. 
________________________________   

study.unimelb.edu.au/masters/social-sciences 
 

https://study.unimelb.edu.au/find/interests/arts-humanities-and-social-
sciences/?gclsrc=aw.ds&gclsrc=aw.ds&gclid=EAIaIQobChMI3-
qMuLLb6gIVhjUrCh0XuwL_EAMYAiAAEgLO3_D_BwE  
“Languages, history, media, communications, politics, international studies and psychology. Social 
sciences suite gives you specific, actionable skills for a meaningful career.” 

“Led by our academics, who are internationally renowned researchers in their fields, they will 
help you develop scholarly, critical, and creative thinking. Then, they’ll support you in applying 
these skills to real-world scenarios. … to help ignite your imagination.” 

________________________________   

https://www.monash.edu/arts/social-sciences/home  
www.monash.edu › arts › social-sciences 
School of Social Sciences. The School of Social Sciences equips students to address the social 
challenges of our time. 
________________________________    

https://www.studyinternational.com/news/becoming-a-global-citizen-the-power-of-an-arts-and-social-

sciences-degree/ 

“Becoming a global citizen: The power of an arts and social sciences degree” 

Computers may have speed, precision and data on their side, but how about creativity? 
Furthering into the fourth industrial revolution, we are witnessing rapid changes to the way we live, work 
and interact with each other. Automation is replacing human tasks, digitisation is redesigning business 
and smartphones have infiltrated every aspect of life. 
Predicting the four worlds of work in 2030, the latest PwC report states that “Organisations can’t protect 
jobs which are made redundant by technology – but they do have a responsibility to their people. Protect 
people not jobs. Nurture agility, adaptability and re-skilling.” 
To survive against the tech takeover, it’s crucial for students to hold onto their ‘humanness’. Out-of-the-
box thinking, innovation and creativity will be impressive skills to have when applying for future roles that 
require carrying out tasks that an AI mind can’t comprehend. 
According to the report, 73 percent think technology can never replace the human mind, while 60 
percent think “few people will have stable, long-term employment in the future.” 
As such, those who study human society, social relationships and artistic disciplines are set to thrive … 
As creative lifelong learners, social science students graduate with a multitude of potential career paths 
and opportunities to pursue. 
“The future isn’t a fixed destination. Plan for a dynamic rather than a static future. You’ll need to 

recognise multiple and evolving scenarios.” 

________________________________    
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Privacy 

acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Richard Broome  

Email address: *  r.broome@latrobe.edu.au  

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

Motion 7.3 re univieristy fee structures  

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

Royal Historical Society of Victoria (RHSV) submission supporting the motion 7.3 before the Future Melbourne 

Committee meeting of Tuesday 21 July 2020  

 

The RHSV, a not for profit society, has been fostering and protecting knowledge of Victoria’s and Melbourne’s 

history since 1909. We have been part of this knowledge city of Melbourne for 111 years, which now boasts one of 

the most lively and creative university sectors in the Asia Pacific region! This sector attracts tens of thousands of 

tertiary students to enliven and boost Melbourne’s economic productivity and its cultural vibrancy.  

 

The RHSV is a society formed of community history members and current and former academics. Our very existence 

reveals that academic and community history are on the same continuum. As revealed by our journal the Victorian 

Historical Journal, published since 1911.  

 

Given the above, we believe the proposed changes to be implemented by Minister Dan Tehan’s to university fee 

structures are short sighted, counterproductive and also discriminatory to those wanting to study the Humanities, 

Arts and Social Sciences. Evidence reveals that the attempt to send price signals to influence university enrolments 

do not work and may even be counterproductive by having adverse implications for STEM degree enrolments at 
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universities.  

 

A knowledge-based city depends for its growth and productivity not only on the STEM disciplines, but the more 

creative disciplines found in the Arts, Humanities and Social Sciences. The latter produce graduates trained in 

critical thinking, analysis and creativeness, traits that are highly valued by a wide range of employers. 

The Royal Historical Society of Victoria unreservedly supports the motion 7.3  

 

Professor Richard Broome AM, FAHA, FRHSV, President Royal Historical Society of Victoria 

 

Emeritus Professor in History La Trobe University  

Patron of the History Teachers Association of Victoria  

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

No 
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acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  June Factor  

Email address: *  j.factor@unimelb.edu.au  

  

Date of meeting: *  Saturday 18 July 2020  

Agenda item title: 

*  

Arts and Humanities Higher Education funding 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

I write to express my appreciation and support for the motion submitted by Councilor Watts to your Committee. 

Should the Federal Government's plans to discriminate against university Arts and Humanities students succeed, it 

will profoundly injure both universities and the broader communities in which they thrive, influence and adorn. The 

historically and economically significant reputation of Melbourne as a city of diverse and innovative culture and 

learning will be seriously damaged. Your Council, representing the city, has both the right and the duty to make 

every effort to convince the Federal Government the end the discrimination. 

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

Yes 
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I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Patricia Grimshaw  

Email address: *  p.grimshaw@unimelb.edu.au  

 

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

7.3 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

I strongly support the effort of Councillor Jackie Watts to raise her concern about the downgrading of the arts, the 

humanities and the social sciences represented in the proposed new federal funding scales for university courses. 

These areas of study and research are vital in countless ways for the cultural and social life of this city, as they are 

for the state and country more widely. I urge the Council to add its voice to the voices of so many individual 

citizens who look with alarm and dismay at this devaluation of such significant areas of human activity and 

thought. The city will be the poorer for the lessening of regard that the proposed initiative will set in train. 

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

No 
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I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Christopher Lamb  

Email address: *  christopher.lamb17@gmail.com  

  

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

7.3 - Arts and Humanities Higher Education Funding 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

I am the President of the Australia Myanmar Institute. This involves me closely with arts, humanities, engineering, 

geology and in fact every facet of university teaching and research. It makes no sense to differentiate between arts 

and humanities on one hand and other areas of occupational learning as they are interconnected at every level.  

 

Melbourne is a key city for AMI, with almost all its tertiary education entities involved in one way or another with 

Myanmar but the same is true of other Australian cities and education institutions. The motion proposed by Cr 

Watts and DLM Wood should be adopted unanimously and I hope it will be replicated by other city councils 

elsewhere in Australia.  

 

It will be most important for Australian universities to be able to continue to offer, internationally, the best in the 

fields of arts, humanities and social sciences when the current virus pandemic subsides especially as it is to 

Australia that many other countries look for a strong well-rounded education for their tertiary students, including 

those working on what might be seen as purely technical subjects. 

Please indicate 

whether you 

No 
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would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 
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personal information. 

Name: *  Lucy Bracey  

Email address: *  lbracey@waybackwhen.com.au  

   

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: *  7.3 Notion of Motion, Cr Watts: Arts and Humanities Higher Education 

funding 

Alternatively you may attach your written 

submission by uploading your file here:  7.3_submission.pdf 453.46 KB · PDF  

Please indicate whether you would like to 

address the Future Melbourne Committee 

via phone or Zoom in support of your 

submission: *  

No 

 



   

20 July 2020 
 
Future Melbourne Committee  
Public Submission: Agenda item 7.3 
Arts and Humanities Higher Education funding 
 
Dear Councillors, 
We are a team of four professional historians writing to strongly protest against the proposal 
announced by the Minister for Education, the Hon Dan Tehan, to increase the cost of tertiary 
study in the humanities.  
Under these proposed changes, the cost of a three-year humanities degree will more than 
double from around $20,000 to $43,500. The Minister says the changes are to ensure the ‘job 
readiness’ of graduates. We argue that degrees in the humanities do equip students with the 
skills needed for employment in these challenging times.  
All four of us completed a Bachelor of Arts (Honours) at the University of Melbourne and 
postgraduate study at Monash University. Through these courses we developed strong skills 
in analysing and interpreting research material, problem-solving, thinking critically and 
innovatively, and in communicating complex concepts clearly and engagingly for varied 
audiences.  
We have used our humanities qualifications to form our Melbourne-based consultancy 
business, and for over fifteen years we have worked with communities on a broad variety of 
projects relating to history and heritage. In our experience, connecting with the past informs 
and gives meaning to the present, and better prepares us for the future. On an individual, 
community and society level, historical knowledge and understanding is an essential element 
in developing a strong sense of identity and wellbeing.  
We do not want a society which encourages only the wealthy to study humanities and social 
sciences. We should ensure that students of all backgrounds can study the humanities (or any 
field of study they wish to) without the burden of a large debt. This will enable a broad cross-
section of our society to critically engage with our past and make crucial contributions to our 
future. 
This proposal is fundamentally unfair and to the detriment of Australian society. It will 
have a particular impact, as Cr Watts has articulated, on the City of Melbourne. 
Melbourne’s well-deserved global reputation as Australia’s capital of arts and culture 
was carefully cultivated through strategic planning in the 1980s. The city centre was 
transformed from a post-industrial, empty urban environment in decline into one of 
the most ‘liveable’ cities in the world. This was a result of combined state and 
municipal government action.1 Melbourne’s designation as a UNESCO City of 
Literature in 2008 was an acknowledgement of its rich and flourishing literary culture.   
COVID-19 already presents a huge challenge to Melbourne’s creative industries. By 
limiting the number of students who are able to study the humanities, we risk even 
further damage to a sector that brings vibrancy, jobs and tourism to our city.  
This issue is particularly vital given the economic challenges and social and cultural shifts we 
are currently facing. How can we tackle the growing complexities of our uncertain future, 
without supporting the study of our past? How can we support Melbourne’s arts and culture 
to recover from the impacts of the COVID-19 pandemic, without encouraging tertiary 
education in the arts? 

 
1 https://www.centreforpublicimpact.org/case-study/revitalising-melbournes-city-centre-1985/ 



   

For the reasons outlined, we urge you to take action 
against the proposed amendments to the study of humanities in Australia. 
 
Yours sincerely, 
 
Lucy Bracey, Fiona Poulton, Sarah Rood and Katherine Sheedy 
Way Back When Consulting Historians 
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Name: *  Stan Capp  

Email address: *  stanbcapp@gmail.com  

 

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

Local Government Electoral Reform 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

I am the President of the residents group EastEnders and a resident of 265 Exhibition Street in the City of 

Melbourne for the past 19+ years. 

I support the submission made by CoRBA in July 2019 to the Local Government Review 2019. It is disappointing 

that the state government did not see fit to embrace the principles and substance of these recommendations and 

the motion being put forward by Cr Watts goes some way to proposing a way forward.  

I have had the misfortune to attend a meeting of the CoM where, as residents, we were denied the opportunity to 

speak on an important planning matter - the Brady Hotel in Little Lonsdale Street. As a result of a majority of 

councillors declaring an interest due to their acceptance of donations from the developer, the matter was delegated 

to a Council Officer to determine and the resultant decision has ultimately enabled a building that has 

unambiguously destroyed the amenity for so many residents in 265 Exhibition Street. Councillors may well have 

decided to follow the recommendation of the Council Officer but it gives no comfort that every negative aspect of 

this development which we wanted to present has now been realised. Developer donations to council candidates 

must be banned.  

I support the motion by Cr Watts and would add the recommendation that as a statement of commitment to the 

principles outlined in clause 2.3, Councillors undertake to voluntarily adopt each of the four elements contained 

therein. 
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While this would not be binding on other candidates, I would think there would be some credit given to those that 

made such an undertaking. Thank you for this opportunity to comment, Stan Capp 

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

No 
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Name: *  Tony Penna  

Email address: *  president@southbankresidents.org.au  

  

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

Agenda Item 7.5 - Notice of Motion - Cr Jackie Watts - Local Government Electoral Reform 

Please write your 

submission in the 

space provided 

below and submit 

by no later than 

10am on the day 

of the scheduled 

meeting. 

Submissions will 

not be accepted 

after 10am.  

Please see attached. 

 

I have indicated I would like to address the committee, however owing to my military call-up for COVID-1

not be able to log-in on time. I do note that the motion is quite late, so I might be able to get online in tim

FYI for if I am not present. 

Alternatively you 

may attach your 

written 

submission by 

uploading your 

file here:  

fmc_meeting_no._81__agenda_item_7.5__notice_of_motion__cr_jackie_watts__local_government_electoral_

57.27 KB · PDF  

Please indicate 

whether you 

Yes 
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would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

 



 

Printed and circulated with the assistance of a Melbourne City Council community grant 

 

PO Box 1195 South Melbourne VIC 3205 
Phone: 03 9028 2774 
ABN 58 986 783 321 Cert. of Inc. A0036364B 
info@southbankresidents.com.au 
www.southbankresidents.com.au 

 
 

Submission to Future Melbourne Committee 
 
City of Melbourne, Council Meeting Room, Melbourne Town Hall Administration Building 
21 July 2020, 5.30pm – Meeting No.81 

Agenda Item 7.5 – Notice of Motion - Cr Jackie Watts - Local Government Electoral Reform 

The Southbank Residents Association fully supports this motion. 

The City of Melbourne has evolved quite considerably since its last significant reform. 

Southbank Residents Association is particularly concerned about the influence of property 
developers with our Council. On numerous occasions, we have been unable to have our 
say at Future Melbourne Committee meetings owing to loss of quorum from conflicted 
councilors. Considering the significant and ongoing development in Southbank it is a 
travesty to our community when we are not able to be part of the discussion and decision-
making process. We concur that developer donations should be prohibited. 

This is a common-sense motion and we trust Cr Watts will have the full support of this 
council as she certainly has the full support of the Southbank community. 

 
 

 
 
Tony Penna 
President 
Southbank Residents Association 
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Name: *  Martin Mulvihill  

Email address: *  martin.dhra@gmail.com  

  

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

7.5 Local Government Electoral Reform 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

I find nothing to disagree with in the overall motion and I particularly support section 2.2. 

 

2.2. Consider as part of a review of the CoM Act, an amendment to entitle Traditional 

Custodians of lands and waters within the Melbourne City Council municipal district to 

enrol to vote in Melbourne City Council elections and to qualify as candidates to be a City 

of Melbourne Councillor. 

 

I believe that we must and should in every way, accept that the indigenous voices of the land cannot be bounded, 

excluded or just ignored by the settlements of 1788. It 

is the original, authentic and resilient voice of this land and its constant suppression has been a profound tragedy; 

a terrible absence both for indigenous people and for the settler culture that tried to stamp it out. If this modest 

proposal goes some way to create opportunities for rebirth and reconciliation it should be supported, however 

much it may or may not entirely comply with the present established arrangements. 

 

Martin Mulvihill 
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Name: *  Michael Kennedy  
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Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

7.5 Local Government Electoral Reform 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

The Coalition of Residents and Business Associations (CoRBA) supports Cr Watts motion and urges all councillors to 

vote in favour of this motion. 

This motion is broadly inline with CoRBA's submissions to the three preceding state government reviews into local 

government. 

The City of Melbourne (CoM) is one of the fastest growing local government areas in Australia and is central to the 

continuing and future prosperity of Victoria. The continuing influx of residents to the CoM is critical to maintaining 

the growth and prosperity of the CoM. 

However, the governance arrangements of the CoM have not kept pace with this growth, leading to a gross 

distortion of governance in the CoM; whereby the overwhelming numerical superiority of residents is, effectively, 

gerrymandered to benefit non-resident and corporate voters. 

CoRBA believes that the lack of democratic processes in the CoM denies the ratepayers, residents, and businesses 

of Melbourne the opportunity to fully participate in the consultative process that all other Victorians enjoy through 
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their local council and hampers Melbourne’s role as Victoria’s premier city. 

However, CoRBA believes that subsection 2.3.4. 'Prohibit taking donations from persons who personally own or 

hold controlling interests in companies that actively engage in the property development industry or derive 

gambling income in Victoria.', is unfair and simplistic to ban donations from a particular class of donor, such as 

property developers. It also raises the matter of defining a ‘developer’. CoRBA believes that it would be 

administratively and politically more efficient, and equitable, to prohibit both direct and indirect campaign 

contributions from any corporate entity regardless and restrict campaign contributions to private individuals on the 

Victorian electoral roll. 

I also attach CoRBA's submission to most recent Local Government Review. 

Alternatively you 

may attach your 

written 

submission by 

uploading your 

file here:  

local_govt_review_2019__v.1.1.pdf 558.29 KB · PDF  

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

No 
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Executive Summary 

The Coalition of Residents and Business Associations – Melbourne (CoRBA) notes 
that the Victorian Government’s stated intention of this review is to ‘To improve 

democracy and community confidence in the electoral process’. 

The City of Melbourne (CoM) is one of the fastest growing local government areas in 
Australia and is central to the continuing and future prosperity of Victoria.  The 
continuing influx of residents to the CoM is critical to maintaining the growth and 
prosperity of the CoM. 

However, the governance arrangements of the CoM have not kept pace with this 
growth, leading to a gross distortion of governance in the CoM; whereby the 
overwhelming numerical superiority of residents is, effectively, gerrymandered to 
benefit non-resident and corporate voters. 

CoRBA believes that the lack of democratic processes in the CoM denies the 
ratepayers, residents, and businesses of Melbourne the opportunity to participate in 
the consultative process that all other Victorians enjoy through their local council and 
hampers Melbourne’s role as Victoria’s premier city. 

CoRBA principal recommendations are that the Government: 

‘Simplifying electoral structures to provide greater consistency of representative 
structures’ 

• Make the Victorian Electoral Commission the sole statutory authority responsible 
for conducting and overseeing municipal elections in the City of Melbourne. 

• Introduce optional and partial preferential voting. 

• Remove ‘above-the-line’ (group) voting. 

• Introduce candidate rotation on ballot papers. 

• Limit the term of office of the Lord Mayor. 

• Abolish the position of directly elected Deputy Lord Mayor. 

‘Campaign Donations’ 

• Restrict campaign contributions to persons on the Victorian electoral roll. 

• Cap both direct and indirect campaign contributions. 

• Require disclosure of campaign contributions within three business days of 
receipt. 

‘Simplifying enrolments to vote in council elections to more closely align council 
electoral rolls with State electoral rolls’ 

• Apply the voter eligibility requirements of the Local Government Act 1989 to the 
City of Melbourne. 

• Repeal the ‘deeming’ provisions in the City of Melbourne Act 2001. 
‘Strong Local Democracy’ 

• Reintroduce Wards to the City of Melbourne. 
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About Coalition of Residents and Business Associations – 
Melbourne 

The Coalition of Residents and Business Associations – Melbourne (CoRBA) 
represents 20 diverse resident and business associations across the City of Melbourne. 

The primary goal of CoRBA is to ensure and support democracy, equitable 
representation, and good governance in the City of Melbourne (CoM).  

History 

In mid-2007, the various resident and business associations in CoM became 
increasingly concerned about the governance and management of the CoM.  It was 
increasingly apparent that the State Government and Council did not adequately or 
equitably represent, consider, or take into account, the views of the municipality’s 
ratepayers, residents, or traders.  These associations recognised that in a capital city 
such as Melbourne, circumstances arise which require exceptional procedures, but not 
at the permanent cost of the marginalisation and exclusion of resident and business 
ratepayers.  

Responding to this on-going and increasing exclusion, in 2007, an ad hoc coalition of 
resident and business groups was formed to raise issues of concern with the relevant 
authorities – this informal group eventually became CoRBA. 

The catalyst for starting CoRBA was, despite the increasingly obvious dysfunction 
within the CoM, the then State Government’s refusal to consider even a minor review 
of the electoral system and structure of the Council.  This was understood by both the 
business and residents’ associations of Melbourne as a denial of our democratic 
rights. 

What Are We About? 

The residents, traders, and ratepayers in Melbourne are unique in not only Victoria 
but in Australia in being without fair and equitable local Government representation. 

Unlike all other Victorian municipalities, the City of Melbourne Act 2001 contains no 
provision for a periodic review of the electoral system and it specifically excludes the 
democratic principle of ‘one person, one vote’.  As demonstrated in recent elections, 
our city’s electoral governance is deeply flawed, and we are increasingly vulnerable 
to electoral fraud and conflicts of interest. 

Previous State Governments have resisted reviewing either the operations of the CoM 
or explicitly the City of Melbourne Act 2001 and repeatedly ignored the express 
wishes of both the Council and the community to review the CoM and its governing 
Act. 

CoRBA maintains that current electoral processes and practises in the CoM are 
undemocratic and inadequate to the needs of the municipality, ratepayers, businesses, 
and residents.  Successive elections have created an increasingly conflicted, 
unresponsive, and over-worked Council and an electoral system that is generally 
acknowledged as vulnerable to purchase, fraud, and rorting. 

The Victorian Electoral Commission, which is contracted by the CoM to manage 
elections, acknowledges that the current system does not allow for verification of 
voting entitlements.  While elections rely exclusively on postal voting, the validity of 
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voter verification such as signatures and dates of birth cannot be guaranteed, exposing 
elections to fraud.  CoRBA argues that the system must be and can be reformed to 
remove these vulnerabilities. 

CoRBA’s primary focus is for electoral reform so that ratepayers, business, and 
residents’ rights are equally recognised and safeguarded.  A system of checks and 
balances, and community accountability needs to be restored in Melbourne to ensure 
not only integrity but confidence in the democratic processes.  

Legislative Framework 

In Victoria, local government is formed within a legislative and regulatory 
framework.  Section 74A(1) of the Constitution Act 1975 provides that local 
government is a distinct and essential tier of government, consisting of democratically 
elected councils. 

The Local Government Act 1989 is the principal legislation for the regulation of local 
government and the conduct of local government elections in Victoria.  Detailed 
provisions for the administration and conduct of local government, including 
elections, are contained in subordinate instruments such as the Local Government 
(Electoral) Regulations 2005. 

The City of Melbourne Act 2001 makes distinct provisions for the administration of 
the CoM, voter eligibility, and the conduct of elections for the Council. 
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1. Electoral Process 

Administration and Oversight of Elections 

Assign the Victorian Electoral Commission statutory responsibility for 
conducting and overseeing municipal elections in the City of Melbourne. 

Under the present CoM system, the Victorian Electoral Commission (VEC) is 
contracted to undertake municipal elections not as the VEC qua VEC (i.e. not in its 
role as a statutory regulator) but as a mere ‘service provider’ or contractor.  However, 
in 2011, the State Government nominated the VEC as the sole provider of such 
services and that contracts between municipalities and the VEC would no longer 
subject to a tender process.  It should be noted that the VEC has been the only 
tenderer for Victorian local government election services since March 2002. 

However, despite being the sole authorised electoral services provider, the CoM 
administration will not release any documents governing the conduct of CoM 
elections because, as a contractor, VEC contracts are held by the CoM to be 
‘commercial-in-confidence’.  Given that the Government has nominated the VEC as 
the sole contractor for municipal elections, commercial-in-confidence does not or 
should not apply to the conduct of municipal elections.  Because the VEC/CoM 
contract is not a public document, there is no means of determining whether necessary 
or appropriate conditions are being inserted in the contract to ameliorate the various 
problems identified in previous elections.  

In April 2012, CoRBA met with officers of the Victorian Auditor General (VAGO) to 
discuss the CoM/VEC contract.  VAGO said that it had ‘significant’ concerns relating 
to the transparency of the VEC/CoM contract but, due to various constraints, was not 
able to review the matter.  

Following the VAGO meeting, CoRBA subsequently met with the then VEC 
Commissioner, Mr Steve Tully.  At this meeting the VEC Commissioner explained 
that the VEC was engaged as a contractor, not as the VEC as a statutory regulator, in 
the conduct of the CoM elections, and that any irregularities, of which the VEC was 
aware, arise from the actions of the CoM and that, as a contractor, the VEC merely 
manages the election process but has no control or responsibility for the validity of the 
electoral roll beyond that part derived from the Victorian Electoral Roll over which 
the VEC has statutory responsibility. 

The VEC does not have responsibility for establishing the validity of the parts of the 
CoM electoral roll compiled by CoM and therefore cannot determine if the CoM has 
properly and lawfully complied with the requirements of the City of Melbourne Act 

2001. 

Consequently, the VEC while acknowledging the seriousness of the deficiencies in 
the CoM electoral practises is unable to address those deficiencies.  It is significant 
that the VEC Commissioner described these matters as ‘very important’ and needing 
to be addressed but that the VEC is powerless to do so. 

CoRBA notes that the VEC’s Commissioner’s recommendations, arising from the 
2012 council elections, include that the State Government: 

Considers legislating an election service provider as the default election 

service provider for local government elections and codifies a suitable costing 
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arrangement that exempts the service provider from councils’ general 

procurement requirements 

The 2013 ‘Georgiou Review’ also recommended that the VEC be appointed the sole 
statutory provider of electoral services. 

Campaign Donations 

Restrict campaign contributions to persons on the Victorian electoral roll. 

Cap both direct and indirect campaign contributions to $1000 within any 
12-month period. 

In the run-up to the 2012 CoM elections, there was extensive publicity regarding 
campaign contributions from developers to councillor election campaigns.  A post-
election investigation was undertaken by Victoria’s Local Government Inspectorate.  
An outcome of the post-election review was the Inspectorate recommending that ‘the 
Council tighten governance procedures to protect the integrity of their decision 
making’ (The Age, 3 May 2013).  As late as September 2013, nearly a year after the 
CoM elections, a bloc consisting of six CoM councillors was still making 
amendments and additions to their campaign donor declarations. 

On 2 June 2013, matters came to a head at a CoM council meeting: the Lord Mayor, 
the Deputy Lord Mayor, and four other councillors were forced to exclude themselves 
from the meeting because of contributions to their election campaign by a major 
developer, who had made a submission on a matter under consideration.  The Council 
was considering a significant reform to developer contributions to fund open space in 
the city.  The Council lacked a quorum to vote on the proposal because six councillors 
were ‘in conflict’ and were compelled to exclude themselves from the meeting. 

Because of the lack of a quorum, an important reform was thwarted and those five 
councillors who did not accept developer contributions were denied their right to vote 
and the electors of Melbourne went unheard and unrepresented. 
Quorum issues regularly occur in the CoM, given the extent of corporate donations 
supporting the election of at least six councillors.  For example, since 2012, the Lord 
Mayor and his bloc of six councillors have had to excuse themselves over 12 times 
from council deliberations due to conflicts of interest arising from political donations. 

In the 2018 Lord Mayoral by-election, one candidate, Sally Capp, raised $332,000 
with multiple single donations in excess of $10,000. 

Her nearest rival, Jennifer Yang, raised $171,000, including several individual 
donations in excess of $10,000. 

In every CoM election since 2001, the candidate who has raised the most amount of 
money has been the winning the candidate – without exception.  A system that 
requires that sort of money to win encourages corruption and discourages 
participation except by those supported by wealthy vested interests or major political 
parties. 

It is CoRBA’s view that it is unfair and simplistic to ban donations from a particular 
class of corporate donor, such as property developers (who are no more or less 
inclined than any other business to further their interests).  Also, it raises the matter of 
defining a ‘developer’.  CoRBA believes that it would be administratively and 
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politically more efficient, and equitable, to prohibit both direct and indirect campaign 
contributions from any corporate entity and restrict campaign contributions to private 
individuals on the Victorian electoral roll, at a capped amount, over a given period. 

CoRBA notes that such campaign finance restrictions are common throughout the 
Australian jurisdictions and can be found at every level of government. 

Given the ‘local’ nature of local government and the need to open and encourage 
participation in the political system, CoRBA is of the view that donations should be 
capped at an amount substantially less than that of either State or Commonwealth 
elections; so that, in effect, the community is not priced out of democracy. 

Table of Comparison of Banned Donors and Donation Caps 

 Commonwealth NSW Queensland City of 
Melbourne 

Banned donors 
- Current 

None Property 
developers, 
tobacco 
industry, for-
profit liquor, 
and gaming 
industry. 
Individuals not 
on the electoral 
roll 

Foreign-
sourced 
donations 

None 

Banned donors 
- Proposed by 

governments 

Foreign-sourced 
donations 

All donors not 
on the NSW 
electoral roll 

No change None 

Banned Donors 
- Proposed by 

CoRBA 

   All donors not 
on the 
Victorian 
electoral roll 

Donation Caps None $5,000 to 
registered 
political 
parties, 
$2,000 to 
unregistered 
political 
parties, 
candidates and 
third parties. 

$5,000 to 
registered 
political 
parties, 
$2,000 to 
unregistered 
political 
parties, 
candidates and 
third parties. 

None 

Donation Caps  
- Proposed by 

governments 

None None None $4000 to any 
candidate or 
group of 
candidates. 

Donation Caps 
- Proposed by 

   $1000 to any 
candidate, 
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 Commonwealth NSW Queensland City of 
Melbourne 

CoRBA group of 
candidates, and 
related third 
parties in any 
12-month 
period. 

Donations 
Disclosure 
- Current 

$11,500 or more in a 
year to political 
parties, candidates, or 
third parties 

$1,000 or more 
in a year to 
political 
parties, 
candidates, or 
third parties 

$1,000 or more 
in a year to 
political 
parties, 
candidates, or 
third parties 

None 

Donations 
Disclosure 
- Proposed by 

governments 

$1,000 or more in a 
year to political 
parties, candidates, or 
third parties 

No change No change $500 for to 
campaign 
donations and 
other gifts 
received by 
councillors 

Donations 
Disclosure 
- Proposed by 

CoRBA 

   $150 in any 
12-month 
period, to 
candidates, 
councillors, or 
related third 
parties 

 

Reporting of Campaign Contributions 

Campaign contributions should be publicly disclosed within three (3) 
business days of receipt 

Campaign contributions are prohibited within (5) five business days before 
the close of an election. 

CoRBA starts with the initial premise that in local government elections and 
associated campaign funding that ‘publicity is justly commended as a remedy for 

social and industrial diseases.  Sunlight is said to be the best of disinfectants; electric 

light the most efficient policeman’1. 

At the 2012 CoM elections some candidates chose to take a strict and literal approach 
to their reading of the Local Government Act’s campaign finance disclosure 
requirements and not divulge their donations until well after the election (as 
previously noted, in some instances nearly 12 months after the CoM election), while 
other candidates chose to disclose contributions when and as they were received. 

                                                 
1 Brandies, Justice Louis, Other People's Money—and How Bankers Use It (1914). 
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The spirit and intent of the Local Government Act’s campaign finance disclosure 
requirements appears to support a system of continual disclosure (as contributions are 
received, they are disclosed). 

CoRBA supports a transparent and dynamic disclosure system whereby campaign 
contributions are disclosed within three (3) business days of receipt and that campaign 
contributions are prohibited within (5) five business days before an election or 
afterwards. 

For the purposes of transparency and good governance, the current reporting 
requirements, and the absence of an audit process around campaign funding in CoM 
elections is obviously inadequate. 

The actual investment in, and the sources of funding for, each candidate’s campaign 
are not publicly disclosed.  Unlike any other Australian jurisdiction, CoM candidates 
are required to reveal only their own direct investment and are not required to detail 
financial or other support provided by third parties such as ‘friends’ or ‘supporters’. 

Campaign funding is a uniquely important and influential factor in all CoM elections 
compared to campaigns in other municipalities. 

The CoM is an un-subdivided municipality, where over 60 per cent of the electorate 
are non-resident voters.  The costs incurred by candidates in attempting to engage 
with these constituents are prohibitively high and offer the unscrupulous and the venal 
an opportunity to surreptitiously or indirectly unduly sway candidates and voters.  For 
example, because of the nature of the CoM’s demography – a high concentration of 
secure apartment buildings – due to postal balloting, it necessitates the posting of 
campaign materials, with a single postal mail out costing over $100,000 and a 
campaign invariably involves an average of two such mail outs. 
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2. Participation 

While, on average, voter participation rates in local government elections has 
remained relatively stable, since the City of Melbourne Act 2001, voter participation 
in the CoM has declined dramatically and continues to do so. 

Table of voter participation in Victoria v City of Melbourne 

Victorian Electoral Commission figures: 

2016 51.5% (Victorian average of 75.6%) 

2012 59.9% (Victorian average of 72.5%) 

2008 62.1% (Victorian average of 75.1%) 

2004 65.1% (Victorian average of 75.7%) 

Pre-2001 72.6% (Victorian average of 75.5%) 

 

Apply the voter eligibility requirements of the Local Government Act 1989 
to the City of Melbourne electoral roll and elections. 

The CoM is unique among all of Australia’s jurisdictions in that it does not apply the 
voter eligibility tests common to all of Australia’s other levels of government and 
jurisdictions, including Victoria’s other 78 local governments; under the City of 

Melbourne Act 2001, the CoM applies its own voter eligibility requirements.  
Obviously, this causes not only confusion between individuals moving between 
Victorian municipalities but businesses considering locating to the CoM who may 
find themselves ‘deemed’ onto the CoM electoral roll without their consent or desire 
to do so. 

For consistency, equity, ease of understanding, and harmonisation, CoRBA strongly 
recommends that the CoM applies the voter eligibility tests contained in the Local 

Government Act 1989. 
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Remove the ‘deeming’ provisions in the City of Melbourne Act 2001 

CoRBA starts with the perspective that democracy is based upon the concept of ‘one 
person, one vote’. 

In the CoM, certain classes of voter (e.g. corporations) are ‘deemed’ onto the electoral 
roll.  This is to say that they are placed on the roll without their consent or applying to 
enrol.  In the same process, corporations are given two votes to the single vote of 
other voters. 

Deeming has proved a fraught process with over 60 per cent of deemed voters not 
voting, despite the considerable investment of time and money by the CoM in 
encouraging deemed voters to vote.  It is obvious that those who would have 
otherwise voted without deeming have done so and the remainder consistently refuse 
to do so.  Therefore, the deeming process proves not only inefficient and costly but a 
waste of resources for a negligible return and distortion of the electoral roll. 

An unintended consequence of the deemed voter system is the issue of discrimination 
based on sex, race, and age in the compilation of the CoM electoral roll created by the 
deeming provisions of the City of Melbourne Act 2001.  ASIC data and related 
research indicates that company directors are predominantly male, Anglo-Australian, 
and ‘middle-aged’.  Therefore, a disproportionate number of ‘deemed’ voters or 
‘Company nominees’ are male, Anglo-Australian, and ‘middle-aged’.  Given the size 
of the deemed vote in the CoM, this imbalance produces a skewed electoral outcome 
in which women, non-Anglo-Australians, the aged, and the young are not equitably 
represented in this category of voter. 

It is the view of CoRBA that the deeming provisions of the City of Melbourne Act 

2001 have failed and that they should be aligned with sections 11 and 16 of the Local 

Government Act 1989 (a corporation choose to go on the role and can apply to enrol 
one of its directors or company secretary as a voter)., so as to harmonise voting 
requirements across all of Victoria’s municipalities as well as State and 
Commonwealth jurisdictions. 

This would have the benefit of allowing the CoM to direct resources to those who 
wish to vote and would relieve presently deemed voters of an unnecessary 
bureaucratic burden and associated administrative and compliance costs. 

  



 

 
Coalition of Resident and Business Associations – Melbourne 
Local Government Electoral Review 2019 v.1.1  Page 13 of 19 

3. Integrity 

Ensure Ballot verification. 

In CoM elections, the VEC uses a sampling process to validate ballot papers by 
verifying the signatures and/or the date of birth on ballot envelopes.  In doing so 
the VEC can only sample those ballots from voters on the State Electoral roll, as 
the date of birth is required for registration on the State Electoral, but the VEC 
cannot verify those voters on the CoM’s CEO’s roll, as a date of birth cannot be 
verified. 

Furthermore, the VEC cannot verify signatures or dates of birth on ballots from 
‘deemed’ voters because neither signatures nor date of birth form part of the 
prescribed data held by ASIC – from whose data base deemed voters are drawn.  

To further complicate the verification process, as a contractor rather than statutory 
authority, the VEC does not have the authority to exclude ballots where the voter 
omits to provide data such as the date of birth or signature.  

So, in the CoM, we have the situation where the VEC is expected to verify ballots 
with incomplete or non-existent data and, even if having found fault with those 
ballots, cannot exclude them from the count. 

In fact, given that the VEC either does not or cannot verify a date of birth or 
signature on ballot envelopes from certain classes of voter, the CoM may be in 
breach of Victoria’s Information Privacy Act and the Information Privacy 
Principles by requesting and or holding personal information it cannot use. 

To this extent, CoRBA recommends that the deemed category of voter under the 
City of Melbourne Act 2001 is replaced by sections 11 and 16 of the Local 

Government Act 1989 – whereby a corporation applies for voter registration and 
thereby provides such information as is required for verification; such as date of 
birth and signature. 
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4. Electoral Representation 

Introduce optional and partial preferential voting in CoM elections. 

Victoria uses the full preferential voting system for local government elections.  
Under full preferential voting, a voter must to place a 1 in the box against their 
preferred candidate on the ballot paper, then must number all of the remaining boxes 
in the order of preference (2, 3, 4, 5, et cetera) and number the boxes correctly.  If 
every box is not numbered, and numbered correctly, the vote is considered informal 
and is not counted.  This is particularly burdensome when there are a large number of 
candidates and is morally dubious in that it forces voters to vote for candidates whom 
they might not otherwise vote. 

Full preferential voting sets a high bar for voters, thus increasing the likelihood of 
informal or donkey votes.  Voters must express preferences for all candidates, 
whether known or unknown to the voter.  To have their first preference counted as 
formal; voters must distinguish between every candidate on the ballot paper, including 
between candidates equally disliked by the voter, as well as between every other 
person on the ballot paper. 

A far better principle is to adopt optional or partial preferential voting, whereby voters 
need only to express preferences for the candidate or candidates they know and/or for 
whom they wish to vote. For example, the minimum number of boxes a voter must 
number is same as the number of vacancies (100 candidates and 9 vacancies = 
minimum number of 9 boxes to be numbered). 

The main advantage to flow from optional or partial preferential voting would be to 
lessen the level of informal voting.  Surveys of ballot papers by the Australian 
Electoral Commission, among others, show that around half of all informal votes had 
expressed a valid first preference and so would have otherwise been counted had 
optional or partial preferential voting been used. 

Optional and partial preferential voting has a principled advantage over full 
preferential voting in reducing the informal rate, not forcing voters to express 
preferences they do not have, and not forcing voters to vote for candidates whom they 
would not otherwise vote. 

In Australia, optional and partial preferential voting is used in New South Wales, 
Queensland, the Commonwealth, and the Victorian Legislative Council elections. 

 

Remove ‘above-the-line’ (group) voting in CoM elections 

Above-the-line voting was introduced to offer voters a simpler alternative to the 
requirement to number every candidate in order of preference on ballot papers.  It also 
had the intention of reducing the number of incorrectly completed ballot papers and 
thus informal votes.  Above-the-line ballot papers, while retaining the option to 
number all candidates, introduced the alternative of the nomination of a vote for a 
particular party or group and, by implication, for the preferences upon which that the 
candidate had decided. 

The incentive to vote above the line for a candidate and that person’s preferences, 
instead of numbering all the candidates’ boxes in order of the voter’s preference, is 
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very strong.  Numbering each individual box can be a tiresome task which carries the 
risk of making a mistake in number sequencing, and, under the present counting 
regime, invalidating that vote.  This task is further complicated by increasing numbers 
of candidates. 

Researchers and commentators have expressed concern with above-the-line voting 
practices.  Above-the-line voting not only puts the voter completely in the hands of 
the candidate but makes it exceedingly difficult for the voter to understand the 
preference implications of their vote.  The lack of transparency of preference flows 
may direct a vote in a way not intended by the voter.  This is because candidates 
increasingly negotiate preference deals not on issues of policy or principle but based 
on strategy and self-interest. 

Mr Antony Green, a respected election analyst, has observed that the price for a 
[minimal] decrease in informal voting achieved by above-the-line ballot papers is that 
‘a democratic deficit has developed; with serious questions as to whether the results 

engineered by group ticket voting truly represent the will of the electorate’. 

Mr Green recommends, as does CoRBA, the use of optional and partial preferential 
voting which removes the need for above-the-line voting as this gives voters more 
options to direct their own preferences, thereby weakening the control candidates 
have over preferences, rendering ‘preference harvesting’ less successful, and making 
elections more reflective of the will of the electorate. 

Another alternative is to adopt the NSW Legislative Council system, whereby voters 
fill in their own preferences for candidates above the line, again ideally using optional 
preferences. 

 

Introduce candidate rotation on ballot papers (‘Robson Rotation’) 

CoRBA supports the introduction of the ‘Robson Rotation’ in setting out of 
candidates’ positions candidates on a ballot paper. 

The City of Melbourne’s elections are carried out subject to Victoria’s Local 

Government Act 1989 (LGA) (Parts 3 and 4) and the City of Melbourne Act 2001 
(CoMA) (Part 3).  Both Acts are silent on the method of counting ballot papers. 

The Robson Rotation is used, where preferential voting systems apply, to avoid 
advantages being gained by candidates that might otherwise have their names appear, 
on all the ballot papers issued, in advantageous or prominent positions on a ballot 
paper (i.e. first on the list of candidates), such as those used for elections for the Lord 
Mayor and Deputy Lord Mayor of the CoM or, as it applies for elections for 
Councillors, within their group’s column on the ballot paper, leaving other 
candidates’ names appearing – on all the ballot-papers – in less advantageous or 
prominent positions.  Such relative advantage always occurs when all ballot papers 
issued show all the candidates listed in an identical order. 

The Robson Rotation is designed to overcome two difficulties in preferential voting: 

• first is the small, but in close contests, the significant percentage of voters that 
simply vote down a ballot-paper column in numerical order because that is the 
simplest way to complete the ballot-paper regardless of the order of the 
candidates’ names (‘donkey voters’); and 
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• second is the use of candidates’ of ‘how-to-vote’ cards, on which a 
representation of a completed ballot-paper is shown, with a request that it be 
copied exactly in the order shown to meet the candidate’s wishes.  If numerous 
voters follow such how-to-vote cards, the decision as to which of a party’s or 
group’s candidates is elected is effectively transferred from the voters to the 
candidate. 

The use of the Robson Rotation reduces the artificial concentration of votes on a 
group’s proclaimed number one candidate and reflects voters’ explicit choices of 
other candidates within their preferred candidate – this provides a stark contrast to the 
use of preferences in the 2013 Senate elections. 

 

Limit the term of office of the Lord Mayor 

CoRBA recommends that a person should be restricted to not more than two 
consecutive terms as Lord Mayor.  This is to curb the potential for a monopoly on the 
office, whereby a person effectively becomes ‘Lord Mayor for Life’. 

CoRBA’s proposal refers to two consecutive terms (8 years) – with an exclusion 
period of not less than two consecutive terms – but not precluding a person from 
standing again at the expiry of the exclusion period or seeking election as a 
councillor.  To avoid sham exclusion, the exclusion period should also include a 
former Lord Mayor becoming Deputy Lord Mayor. 

We note that terms limits are a common feature of many political systems and that 
they promote more competitive elections, lessen the risk of developing a professional 
political class by ensuring ‘turn over’, and remove the risk of effectively ‘life-time’ 
appointments. 

 

Remove the direct election of the Deputy Lord Mayor 

CoRBA recommends that the position of Deputy Lord Mayor is no longer a directly 
elected position but is elected on a rotational basis from and by sitting councillors. 

We believe that this would present an opportunity for councillors to directly 
experience and engage in leadership position. 

CoRBA notes that the City Geelong has a directly elected Mayor and that the Deputy 
Mayor is chosen by councillors on a rotational basis. 

In 2018, the then Lord Mayor resigned from the council, an election was held, and a 
new Lord Mayor was elected.  This has created the anomalous situation where the 
Lord Mayor and Deputy Lord Mayor are no-longer a ‘team’, being elected on 
different platforms, and often find themselves in conflict or opposition. 

 

Make it an offence for councillors to determine a matter other than in a 
formal session of council. 

In his 2013 Annual Report, Victoria’s Ombudsman noted that councillors, in some 
councils, were found to have engaged in decision-making which: 
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• was made for personal gain or political motivations could cause detriment to the 
council; 

• was in retaliation for broken promises; 
• was made behind closed doors; 
• involved voting in a bloc to support a faction, even when those decisions were not 

necessarily in the best interests of the community. 

CoRBA notes decision making in the CoM while generally good has shown: 

• decisions made for political considerations; 
• decisions made behind closed doors (councillors meet in private session before 

council meetings to determine the outcome of some matters and political party 
supported councillors have met ‘in caucus’ to determine their collective votes on a 
political or factional basis); and 

• often votes on a factional/bloc basis. 
In light of the Ombudsman’s criticisms, and that decisions made behind closed doors 
invite corrupt decisions, CoRBA recommends that the Local Government Act 1989 is 
amended to make it an offence for councillors to determine a matter other than in a 
formal session of council and that such proceedings are recorded and kept pursuant to 
the Public Records Act. 

 

Reintroduce Wards in the City of Melbourne. 

Presently the CoM is treated a single undifferentiated ward with 11 councillors (Lord 
Mayor, Deputy Lord Mayor and nine councillors).  This has led to the situation where 
there is no elected representative responsible for any part of the municipality. 

CoRBA maintains that the reintroduction of 10 single member wards (i.e. excluding 
the directly elected Lord Mayor) would allow for residents to be more directly 
represented and ensure that councillors will be accountable to their local communities. 
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Members of CoRBA 

Carlton Residents Association Inc. 
Email trisholoughlin@gmail.com or faridafleming@gmail.com 
Post PO Box 1140 CARLTON 3053 

www.carltonresidents.org.au  

Collins Street Precinct 
Email marypoulakis@mac.com or tracey.davis@collinsstreet.com.au  
Post Collins Street Precinct, Mezzanine Level, 100 Elizabeth Street, 

MELBOURNE 3000 
www.collinsstreet.com.au  

Docklands Chamber of Commerce 
Email admin@docklands.com.au  
Post PO Box 23028 DOCKLANDS 8012 

www.carltonresidents.org.au  

Docklands Community Association 
Email gardnerjohnstone@gmail.com  
Post 17 Waterview Walk, DOCKLANDS VIC 3008 

www.docklandscommunityassociation.com  

East Melbourne Group 
Email mahohnen@bigpond.com  
Post 52 Powlett Street, EAST MELBOURNE 3002 

www.emg.org.au  

East Enders Inc 
Email davisplc@bigpond.com  
Post PO Box 225, CARLTON SOUTH 3053 

Flemington Association 
Email stephen@axos.com.au  
Post PO BOX 509, Flemington 3031 

www.flemingtonassociation.org.au  

Hardware Precinct Residents & Tenants Association 
Email john@cbdfm.com.au  
Post PO Box 197 Flinders Lane Post Office MELBOURNE 8009 

Hosier Inc 
Email richard@studiobutcher.com  
Post Level 2, 165 Flinders Lane, MELBOURNE 3000 

Kensington Association 
Email info@kensingtonassociation.org.au  
Post PO Box 1208, KENSINGTON 3031 

www.kensingtonassociation.org.au  
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Melbourne South Yarra Group 
Email plukies@bigpond.net.au  
Post PO Box 3050, SOUTH YARRA 3141 

www.msyrg.com.au  

North & West Melbourne Association Inc 
Email talbcook@tpg.com.au or mmel8167@bigpond.net.au  
Post PO Box 102, NORTH MELBOURNE 3051 

www.nwma.org.au  

Parkville Association Inc 
Email gerry@geotech.net.au  
Post PO Box 54, PARKVILLE 3052 

www.parkvilleassociation.org.au  

Parkville Gardens Residents Association 
Email parkville.gardens.residents@gmail.com 
Post C/- 62 Cade Way, PARKVILLE 3052 

www.parkvillegardensresidents.org.au  

Residents 3000 Inc 
Email john@cbdfm.com.au  
Post PO Box 197 Flinders Lane Post Office MELBOURNE 8009 

www.residents3000.net.au  

Residents Rights 
Email capp@bigair.com.au  

Southbank Residents Association Inc 
Email president@southbankresidents.com.au  
Post PO Box 1195, SOUTH MELBOURNE 3205 

www.southbankresidents.com.au  

The Pasley Streets Precinct Group 
Email jan@clevedon.com.au  
Post 86 Pasley Street, SOUTH YARRA 3141 

Yarra Park Association 
Email nikdow@gmail.com  
Post Level 6, 165 Flinders Lane, MELBOURNE 3000 

www.yarrapark.org.au  

Wilkinson Publishing 
Email michael@wilkinsonpublishing.com.au  
Post Level 4, Alcaston House, 2 Collins Street, MELBOURNE 3000 

www.wilkinsonpublishing.com.au 
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Chair’s foreword 
In June 2018 Minister for Mental Health Martin Foley appointed me to chair a panel to review and 
provide a report on the trial of Victoria’s medically supervised injecting room (MSIR). Over the 
almost two years of this review there have been five panel members.  

The establishment of the MSIR has been challenging for many: North Richmond Community Health 
(NRCH) (the licensee), local residents and businesses in the area, government officials responsible 
for implementing and overseeing the trial and other health and emergency services, and housing, 
legal and social support services in the area including the Yarra City Council. It has required police 
to adapt and attend to law enforcement in the context of a novel service.  

This report describes the background of the government’s decision to respond to an increasing 
number of heroin overdose deaths in Victoria by trialling a medically supervised injecting facility. 
We are aware from media and Hansard records that, prior to the trial, supporters were hopeful that 
the facility would save lives and reduce harms associated with overdose. We also understand there 
were concerns raised, largely focusing on the location of the facility adjacent to a primary school, 
perceived risks of allowing injection of methamphetamine in the facility and the impact of the 
facility on existing NRCH service users.  

I congratulate NRCH and others associated with establishing the MSIR on getting the facility 
operational in a relatively short time. Many people have taken the opportunity to tour the facility, 
including health and support service professionals and local residents, businesspeople and 
interested bystanders, and almost all have commented positively on the professionalism, care, 
knowledge and skill of the staff and the quality of their delivery of a safe and supportive service.  

People who inject drugs are typically suspicious of government service systems, so it surprised even 
staff that so many began attending on the first day the MSIR opened. This is likely a tribute to the 
relationship that the NRCH had built with the target population over many years, especially through 
its harm reduction services.  

The operations and impact of the MSIR is the principal focus of this review, but it is only one part of 
the response to drug use in North Richmond. My experience in the alcohol and drug sector over 
many years has shown me the complexity of such an endeavour and the requirement to attend to 
the needs and sensitivities of the local community.  

During this review, panel members regularly walked around North Richmond, consulted with local 
groups and attended and observed community gatherings of people interested in the MSIR. 
Reactions to its establishment have been mixed. There were high expectations that the opening of 
the MSIR would resolve previously identified problems linked to the sale and use of drugs in the 
area. Attitudes and understandings have fluctuated among local people over the time of our 
review, influenced by people’s direct observation and experience of living and working in the 
vicinity and possibly also by media reporting of activity associated with the MSIR. It is likely that this 
coverage has also acted as an advertisement for people seeking heroin.  

Local people, businesses and other services have provided valuable insights. They have presented 
their stories, data, experience, thoughts and suggestions. These local people care about and want 
the best for their locality and their community.  

Almost all the community groups that have engaged with the Panel have supported the intent to 
provide a safer place for people who inject drugs, even though many have expressed concerns 
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about troubling incidents or about people congregating in the area. Some residents have proudly 
invited Panel members to visit the cleaned-up areas of their housing estate. Some residents have 
said it is worse. Sorting the different perspectives has been a challenge for the Panel. 

Further plans and actions of government and the local council including the precinct and social 
housing initiative to address amenity began in a visible way sometime after the opening of the 
original facility. The Department of Health and Human Services reports improvements to security, 
lighting, drug outreach services, cleaning, sweeps and collection of used needles, along with a 
more visible police presence. However, by the end of 2019 these initiatives were not especially 
evident. It will require more time to sort out whether the negative impacts of an active drug market 
in this local area can be ameliorated. 

As detailed in the terms of reference for this review (Appendix A), the Panel was required to 
develop the review scope, structure and data and evidence collection requirements with the 
Department of Health and Human Services and to: 

§ review data and evidence to closely monitor the objects of the Drugs, Poisons and Controlled 
Substances Act 1981, Part IIA  

§ provide the Secretary to the department with a draft copy of the review to inform a decision 
on whether the trial should be extended 

§ provide an endorsed review to the Minister for Mental Health before the end of the two-year 
trial. 

This is the report of our findings on the first 18 months of the MSIR project implementation. We have 
been supported in this by a team of skilled evaluators from the Centre for Evaluation, Research and 
Evidence in the department. I thank all who have supported the Panel’s efforts to better 
understand the experience of those in the area and beyond. I especially recognise and thank the 
staff of the MSIR for the care they provide to service users. Many service users talked with us about 
their positive experiences. A small number of other people who inject drugs have explained their 
reasons for not using the MSIR. These stories have been confronting at times for Panel members and 
yet important in contributing to the views of the Panel expressed in this report. 

It has been a privilege to work with my fellow Panel members: Associate Professor Alex Cockram, 
who contributed especially to the approach to our review (until her resignation early in 2019 to 
allow her to take up a role as Commissioner in the Royal Commission into Victoria’s Mental Health 
System); Mr John Ryan, with experience of drug-related harm to communities and harm reduction 
services that included a perspective on overseas injecting facilities; Mr Ken Lay AO, APM, the 
former Chief Commissioner of Police, who was an active member of the Panel from May 2019 until 
late January 2020, contributing his experience and insights into crime, law enforcement and 
emergency services relevant to the operation of the MSIR (Ken resigned to take up the Chair of 
Bushfire Recovery Victoria in January this year); and Associate Professor Ruth Vine, an experienced 
senior psychiatrist and health service leader, who joined as a member in January 2020 to provide a 
medical and mental health perspective. All members participated in site visits, consultations with 
staff, service providers, community groups and facility users. I have appreciated their engagement, 
wise counsel and sharing of ideas through debate and discussion. 

 

 

Professor Margaret Hamilton AO 
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Executive summary 
In October 2017 a trial of a medically supervised injecting room (MSIR) was announced for 
Melbourne. This followed growing concern about the number of heroin-related deaths, two 
parliamentary inquiries and coronial findings that an injecting room would reduce the risk of death 
from heroin overdose. The location selected was 23 Lennox Street, Richmond, the site of North 
Richmond Community Health (NRCH), which was licensed to operate the MSIR for two years 
starting 30 June 2018. 

The review was conducted by an independent panel of experts comprising Professor Margaret 
Hamilton (chair), Mr John Ryan and Associate Professor Ruth Vine (since January 2020). Associate 
Professor Alex Cockram and Mr Ken Lay were on the Panel for the earlier part of the review. The 
review has considered relevant research, surveys of the local community and service users, direct 
observation and communication with a range of stakeholders.  

The focus of this review is the first 18 months of the MSIR’s operation (June 2018 to December 2019), 
which includes one year in a transitional facility and six months in a larger facility.  

Key findings and recommendations 
After the first 18 months of the trial, the Panel found that NRCH successfully implemented a 
medically supervised injecting room noting that implementation remains a work in progress. 

The objectives of the Drugs, Poisons and Controlled Substances Act 1981 Part IIA were ambitious 
because, unlike other trials, the legislation underpinning this trial requires improvement in amenity as 
well as saving lives and reducing harms for people who inject drugs. The trial succeeded in most of 
the objectives:  

§ The MSIR had more than 119,000 visits in the first 18 months, making it one of the busiest in the 
world.  

§ There have been no overdose deaths in the MSIR, despite 271 extremely serious overdoses.  
§ While it is not possible to say with certainty how many people would have died without the 

MSIR, international approaches to modelling suggest at least 21–27 deaths have been 
avoided. 

§ There has been a reduction in ambulance attendances due to overdoses. 
§ There has been a reduction in reports of public injecting. 
§ Many MSIR service users have accessed other health and support services. 
§ The MSIR has provided screening, assessment and treatment initiation for blood-borne 

infections. 

Some of the objectives had not been achieved by the end of 2019:  

§ Amenity had not improved. 
§ Local people reported no change in their experience of seeing discarded injecting 

equipment.  

Given that North Richmond has long been a major site of heroin use and related harms in Victoria, 
and that the trial has successfully reduced harms for service users, the Panel call on the 
government to continue the trial of the Medically Supervised Injecting Room at North Richmond 
Community Health for a further three years.  
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Given also that there are other parts of the state with high concentrations of injecting drug use and 
related harms, the Panel recommends that the government expands the current trial to include 
another supervised injecting service. One site cannot effectively address all the needs for such a 
service in a city the size of Melbourne. Based on analyses of available data, the Panel 
recommends that the government considers an appropriate location within the City of Melbourne.  

Ongoing government implementation needs to focus on community safety and amenity in 
partnership with local government and the community.  

The full list of findings and recommendations is provided at the end of this executive summary.  

Recent historic context for the trial 
North Richmond has been the main site for heroin use and related harms in Victoria for the past 
decade. A cohort study (Burnet Institute 2019) following more than 1,000 people who inject drugs 
identified a noticeable increase in people coming to North Richmond several months before the 
trial began, reflecting the reputation of North Richmond as a place to access heroin. 

The trial occurred in the context of increasing heroin use and increased visibility of people who 
inject drugs in North Richmond and a high number of overdose deaths. 

Operation and use of the licenced MSIR  
Establishing any medically supervised injecting facility is a complex, highly visible and challenging 
endeavour, particularly where there is a requirement for accelerated implementation. The 
Department of Health and Human Services has had significant input including initial licensing 
and the usual responsibility for central policy and performance oversight. Government has also had 
considerable input in approving information about the MSIR for media and community information 
purposes. In establishing the MSIR, the department has benefited from contributions from a large 
number of stakeholders including Victoria Police, Ambulance Victoria, the Metropolitan Fire 
Brigade, the Yarra City Council, the Department of Education and Training, Richmond West Primary 
School, many local service providers, local residents and people who inject drugs.  

Once announced, the trial had a rapid establishment period, reflecting escalating public health 
and safety concerns about public injecting in North Richmond.  

The project greatly benefited from the almost 20 years of experience of Sydney’s medically 
supervised injecting centre (MSIC), including documentation and protocols, especially regarding 
treatment guidelines, data collection and reporting. There are some important distinctions: the 
Sydney MSIC operates from a shopfront location with links to local service providers rather than 
being co-located within a broader community health service. The Melbourne MSIR, unlike Sydney, 
has the explicit aim of improving amenity and reducing attendance by ambulance services, 
paramedic services and emergency services and attendances at hospitals. 

Implementation of the trial was phased, with an initial focus on the supervision of injecting drug use 
in a transitional facility, then a move to a larger facility on the same site with longer operating hours 
and additional client capacity (from 11 to 20 injecting booth positions). This provided better access 
for people with an increase in the number of supervised injections alongside additional capacity to 
provide clinical and other services in new consulting rooms. 
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Operationally, the initial focus was:  

§ getting the service operational to provide an accessible place for injecting and other services 
to people who inject drugs 

§ attracting the target service users to do their injecting in the facility 
§ ensuring a safe and appropriate response to anyone who experienced an overdose.  

These goals have all been achieved. 

The service has been well used by the intended client group.  

In the first 18 months of the trial, 3,936 people registered to use the service, associated with 119,223 
visits. Thirty people were refused entry, most commonly because they had not previously injected. 
Some people who inject their drugs in North Richmond choose not to use the MSIR. Efforts to 
describe and explain the experience, attitudes or beliefs of these people suggest that the reasons 
are diverse and include discomfort with people watching and the exclusion requirements of the 
licence. People who inject their drugs elsewhere in public remain highly vulnerable to overdose 
and other harms.  

The service is attracting a group of people who inject drugs with high health and support needs, 
many with recent experiences of overdose.  

The facility is attracting a group of people who inject drugs and have particularly high needs for first 
aid and other health services, including mental health and drug dependence treatment and social 
care such as housing and legal services. Those attending the service have higher support needs, 
even compared with other people who inject drugs in Richmond. They are more likely to be 
unemployed, homeless or recently released from prison than other people injecting drugs in 
Richmond. More than 10 per cent of the people using the service are Aboriginal. It may be that 
these characteristics mean that this group is less likely to have access to private space to inject 
such as in their own home. People who use the MSIR are injecting, on average, 14 times a week, 
compared with an average of three times a week for other people who inject drugs, suggesting 
this cohort would otherwise be more likely to experience higher rates of drug-related harms. Many 
(56 per cent) who have attended the MSIR report having previously experienced an overdose. 

The model of care could be further considered to examine options regarding matters such as 
staffing, optimum opening hours and the ways of providing additional services, recognising that 
many service users require navigation to connect to systems of care. 

A range of models in different settings with a variety of included or linked services operate in other 
countries. Various attempts have been made to scale operations to need and context in these 
other jurisdictions. 

The legislation establishing the MSIR provides for a highly clinically oriented model of injecting 
service, directed at facilitating access to and delivery of services beyond supervision of injecting. 
NRCH’s clinical model relies on nursing staff alongside harm reduction practitioners. The 
requirement for a medical director has been beneficial; however, the service has found that 
nursing and other staff can safely manage most clinical incidents without the additional role of a 
medical supervisor.  

Advancement of the objects of the legislation 
This review considered the extent to which the trial has contributed to advancing the aims of the 
medically supervised injecting centre legislation. The results of the Panel’s consideration and 
findings are presented in a summary table at the end of this executive summary. 
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(a) Advancing a reduction in the number of avoidable deaths and the harm 
caused by overdoses of drugs of dependence  
The MSIR has prevented overdoses and further harm and has saved lives.  

The MSIR trial has supervised 116,802 injections (96.6 per cent of which involved heroin) and 
responded to 2,657 overdoses, with no fatalities. Compared with other people who inject drugs, 
MSIR clients are significantly more likely to have recently injected in high-risk settings, as well as to 
have recently experienced a non-fatal overdose, a known predictor of fatal overdose. Prior to 
registering, more than half of MSIR clients had overdosed and nearly half had witnessed an 
overdose. 

Of those who do attend the service, the nature of the overdoses is significant, and without 
intervention it is likely that many would have died or been permanently injured. 

In the first 18 months of operating, there were 271 extremely serious incidents that required the 
opioid reversal agent naloxone. Many more required oxygen and measures to keep the airways 
open, potentially saving additional lives and avoiding harms associated with lack of oxygen to the 
brain. Advice provided to the Panel from an experienced medical practitioner consulted for the 
review was that ‘the [overdoses] are at least as acute an emergency as those we receive in an 
[emergency department]’. Of those who attend the service, the nature of the overdoses is 
significant, and, without intervention, it is likely that some would have died or been permanently 
injured. 

The harms associated with overdoses can be profound; some are permanent. The facility has the 
appropriate equipment and MSIR staff are well trained and clearly demonstrate the capacity to 
respond, manage and administer interventions required to avoid death or further harm. Staffing 
levels ensure timely responses.  

The MSIR has advanced its critical objective to save lives. While these results are not observable in 
coronial data, the Panel assesses that without responses to overdoses provided by the MSIR, the 
number of deaths could have increased during the trial period. 

Modelling allows an estimate of the number of lives that the MSIR may have saved and, while there 
are different ways to model this, using conservative estimates, these data suggest that between 21 
and 27 deaths were avoided over the 18 months of this review. This does not include the prevention 
of permanent disability including acquired brain injury.  

(b) Advancing delivery of more effective health services for clients of the MSIR by 
providing a gateway to health and social assistance 
NRCH and MSIR staff have made significant progress in delivering additional services and 
developing referral pathways to other service providers.  

With the move to the larger facility, the range and number of services is expanding. 

The MSIR provided or referred MSIR service users to many additional services during the trial period 
(most commonly to health promotion, wound dressing, medication provision and first aid) as well as 
providing specialist services such as diagnosis and treatment of infectious diseases, oral health 
services and opioid substitution treatment. Primary health clinics have been offered by general 
practitioners.  

Since the move to the larger facility, the original services have been extended and additional 
services are increasingly being offered, many by organisations other than NRCH but from within the 
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MSIR, enabling better potential connection between this client group and available services such 
as drug dependence treatment, additional infectious disease diagnosis and treatment, housing 
support and more mental health interventions.  

Although many are now being delivered, the potential benefits of these services have not yet been 
fully realised as the take-up is still growing and the full complement of services is still being 
implemented. 

An ongoing trial would provide the opportunity to develop and assess ongoing integration of 
services and possible different ways of achieving this. 

The legislation provides for the delivery of integrated services, expecting that this would be a more 
effective way of attending to the perceived needs of people who inject drugs.  

There have been challenges and benefits with service integration for this client group. Not all 
people who inject drugs seek or want other services and not all take up services when they are 
offered. Some are clear that they attend the MSIR only to use their drugs in a safe place and then 
leave. Some prefer to access more extensive services elsewhere.  

Given the phased implementation of the service and the ongoing efforts to facilitate referral and 
connection with services, including through the Gateway Services Reference Group of local 
service providers, it is too soon to say that the full potential for integrated services has been 
realised. As at 1 July 2019 there was not yet evidence of a difference in health service use between 
MSIR service users and other people who use drugs; however, the MSIR has facilitated access to 
services including hepatitis C and drug treatment. It is not possible to say whether they would have 
received these services otherwise.  

It is not yet possible to fully assess alternative models of providing integrated care, including 
whether there are advantages of co-locating within a community health service. The work of the 
Gateway Services Reference Group is promising and could be used as a pilot of an approach to 
timely and coordinated linking of people with multiple services.  

(c) Reducing attendance by emergency services and attendances at hospitals 
due to overdoses 
There has been a reduction in ambulance attendances involving naloxone in the vicinity of the 
facility during opening hours.  

Ambulance attendances involving naloxone have reduced by 25 per cent within 1 km of the MSIR 
since it opened. This decline was greater for attendances during MSIR opening hours, with the 
number reducing by 36 per cent. Frequent users of the MSIR trial have had fewer ambulance 
attendances involving naloxone since the MSIR opened. The MSIR has called an ambulance in only 
30 of the 2,657 overdoses responded to in the MSIR. 

There have been no observable changes in emergency department presentations that can be 
attributed to the MSIR. 

There has been a small increase in the number of drug-related emergency department 
presentations during the trial. Interpretation of hospital emergency department data is challenging 
because of very small numbers of events that could reflect broader changes as well as specific 
interventions.  
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(d) Reducing the number of discarded needles and syringes in public places and 
the incidence of injecting of drugs in the vicinity 
There has been a reduction in reports of public injecting. Local people report no difference in 
seeing discarded injecting equipment. There has been an increase in collected injecting 
equipment (noting also an increase in collection activity later in the trial). 

There was very little change in the proportion of people who reported seeing discarded needles 
and syringes (16 per cent in the year before and 17 per cent during the trial). Resident reports of 
the median number of discarded needles and syringes did not change (four per month), but local 
businesspeople reported seeing more (from six to then 10 per month) in the first year of the trial. The 
importance of these reports is linked to earlier research in North Richmond that found that the 
largest impact on the perception of amenity was from seeing discarded needles and syringes and 
other drug-related paraphernalia. There has, however, been a decrease in the proportion of 
people (residents and businesses) who report witnessing public injecting at the time of the second 
wave of the MSIR Review Survey conducted in July/August 2019. 

(e) Improving the amenity of the neighbourhood 
Amenity has not improved during the review assessment period. 

Improvement in amenity has been the most vexed issue during the trial to date and remains to be 
successfully achieved. Stakeholders were strongly divided on the extent to which there had been a 
change in amenity. Due to the illegal nature of drug trafficking and use, it is extremely difficult to 
accurately identify how many people are buying or consuming drugs in Richmond, with data 
suggesting that the numbers were increasing before the MSIR opened.  

While most MSIR service users are not from Richmond, they were coming to the area before the 
MSIR opened because the area was already an established drug marketplace. Victoria Police 
members who had worked in the area were surveyed during 2019, and they reported seeing more 
drug-related activity. The perceptions of people associated with the neighbouring school were 
mixed. However, enrolments have increased and the school reports that incidents involving 
discarded injecting equipment or overdoses have decreased, and indicators of both parent and 
staff satisfaction with the school have remained stable.  

There are conflicting results in relation to perceptions of safety. While the Yarra City Council annual 
surveys suggest that this has not significantly changed, this review found that significantly fewer 
residents and businesspeople reported feeling safe walking alone during the day and after dark. 
Reasons offered included concerns about violence and crime, public visibility of drug use and drug 
deals, safety concerns for their own children and schoolchildren, aggressiveness and 
unpredictability among people who use drugs and discarded syringes in public places.  

It has been difficult to assess the impact on usual clients’ use of the community health centre. 
Concern has certainly been expressed by local people and some staff about the congregation of 
people, often assumed to be MSIR users, in the entrance and immediate vicinity of NRCH, with a 
possible reduction in use of some services such as maternal and child health support.  

Further evidence suggestive of local people’s perception of amenity is that, overall, the community 
survey conducted by this review of local residents and businesspeople immediately before the trial 
and again after a year of operation indicates that support for the injecting room in North Richmond 
reduced in that period (from 61 to 44 per cent among residents and from 48 to 41 per cent among 
businesses).  
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The legislated objective of improved amenity had not been achieved by the end 2019. Drug 
trafficking and antisocial behaviour has significantly affected the local community. Much of the 
focus of complaint and concern has centred on the MSIR. While aspects of the community 
concern are beyond the focus of this review, addressing amenity issues in the neighbourhood 
remains a priority.  

During implementation of the MSIR, there have been increasing efforts to engage with and seek to 
address longstanding issues in the local community, requiring the cooperation of several agencies 
and organisations and agreement on complex issues. The renewed focus on ways of responding to 
the concern of local people are more apparent in recent months. Additional changes, such as 
actions identified through the Crime Prevention Through Environmental Design assessment led by 
Victoria Police and the recent implementation of the Richmond Community Capacity Building 
Initiative and planned longer term actions, could help to improve local wellbeing, safety and 
amenity for locals.  

The Panel also notes that the August 2018 Victorian Government Response to the Parliamentary 
Inquiry into Drug Law Reform provided for a broad set of measures structured around three themes: 
better, earlier treatment; saving lives and preventing harm; and safer communities. The anticipated 
responses relevant to this review are those in the saving lives and preventing harm domain, 
specifically relating to the MSIR. A review of other aspects of the government response is beyond 
the scope of the review, but it would be prudent to consider the progress of both the MSIR and 
these commitments insofar as there are interactions if the trial is extended.  

Implementation of a necessary suite of responses to local amenity is still in its early stages. 

Expectations or hopes that the MSIR would solve all problems in the area are unrealistic. Negative 
impacts of the drug market have been experienced for many years including on Victoria Street 
and in the housing estate adjacent to the MSIR. While the reduction of overdoses in the housing 
estate carpark to the east of the community health centre suggests less use of this area, there are 
still reports of visitors congregating around the housing estate and of trafficking and consumption 
of drugs. This is an important priority to address so that residents can peacefully enjoy their 
neighbourhood.  

International reviews suggest that the principal criteria for establishing such a service are the 
location and co-location of the program and whether people who use drugs will trust the program 
and therefore access the service. European experience suggests that in establishing these facilities 
there is a need to consider: proximity to illicit-drug markets; closeness to places of drug purchase 
where they can be embedded in a wider network of services; compatibility with the needs of 
people who inject drugs; and compatibility with the needs and expectations of local residents. It is 
the last of these that remains contentious. 

Given the priority of amenity as a key object of the legislation, there should be an increased 
emphasis by all service providers and local and state governments to address community safety 
and amenity. This especially relates to improved coordination of these entities and NRCH and more 
visible community policing of offensive or inappropriate behaviour.  

Noting the relatively rapid uptake of the service, the Panel has reflected on the extent to which 
one service with one injecting room can manage this increase in numbers and the potential risks 
associated with any potential further increase in capacity within the same service, were this 
physically possible. 
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While no other location provides a perfect blueprint, extensive international experience suggests 
that consideration should be given to opening more than one medically supervised injecting 
service in a city the size of Melbourne.  

(f) Reduce the spread of blood-borne diseases among MSIR trial clients 
The MSIR has provided screening, assessment and treatment initiation and monitoring of blood-
borne infections. 

The most effective means of avoiding the spread of blood-borne infections among people who 
inject drugs is to avoid sharing injecting equipment. This sits behind the extensive provision of sterile 
injecting equipment through needle and syringe programs (NSP) that were established in Australia 
in the 1980s to prevent HIV/AIDS. Most people who inject drugs in the Richmond area reported not 
sharing needles and syringes prior to the MSIR opening.  

The MSIR is directly providing services to people at high risk of blood-borne infections. In the first 18 
months, more than a third of people screened tested positive and a quarter had begun treatment 
for hepatitis C. The provision of an NSP, and testing, assessment, counselling and treatment of these 
infections in conjunction with an injecting room, is clearly warranted. While screening, assessment 
and referral is an (almost) universal provision where such facilities exist, the MSIR is valuably able to 
offer treatment on site. These services have been available since the early operation of the MSIR 
and have been extended with the opening of the larger facility and further development of 
partnerships with other service providers such as St Vincent’s Hospital Melbourne. 

How the legislation and regulations have operated and 
whether they require amendment 
The Drugs, Poisons and Controlled Substances Act 1981, Part IIA – Trial of Medically Supervised 
Injecting Centre provides for this trial. The regulations of this Part prescribe the drugs of 
dependence and the permitted quantities of those drugs that can be used at the MSIR and the 
content required to be included in the internal management protocols of the licensed medically 
supervised injecting centre. 

Some aspects of the legislation, regulations and policy may require further consideration. The 
specificity of the legislation makes important aspects of the trial difficult to adapt during the trial, 
and the exclusion of vulnerable groups through regulation and policy decisions have been raised 
as concerns by a number of stakeholders.  

The specificity of the legislation has made it difficult to adapt or innovate during the trial period. 

The operating exclusion criteria limit access for vulnerable people who are likely to nevertheless 
inject their drugs.  

Government may wish to monitor the impact of exclusions to the service on vulnerable cohorts if 
the trial is extended. 
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Findings 
§ North Richmond has been the main site for heroin use and related harms in Victoria for the 

past decade.  
§ The trial occurred in the context of increasing heroin use and increased visibility of people 

who inject drugs in North Richmond and a high number of overdose deaths.  
§ The service has been well utilised by the intended client group.  
§ The service is attracting a group of people who inject drugs with high health and support 

needs, many with recent experiences of overdose. 
§ The model of care could be further considered to examine options regarding matters such as 

staffing, optimum opening hours and the ways of providing additional services, recognising 
that many of the service users require navigation to connect to systems of care.  

§ The establishment of the MSIR has prevented overdoses and further harm and has saved lives.  
§ Of those who do attend the service, the nature of the overdoses is significant, and without 

intervention it is likely that many would have died or been permanently injured.  
§ Modelling allows an estimate of the number of lives that the MSIR may have saved and, while 

there are different ways to model this, using conservative estimates, these data suggest that 
between 21 and 27 deaths were avoided over the 18 months of this review. This does not 
include the prevention of permanent disability including acquired brain injury.  

§ NRCH and MSIR staff have made significant progress in delivering additional services and 
developing referral pathways to other service providers. 

§ With the move to the larger facility, the range and number of services is expanding. 
§ An ongoing trial would provide the opportunity to develop and assess ongoing integration of 

services and alternative ways of achieving this. 
§ There has been a reduction in ambulance attendances in the vicinity of the facility during 

opening hours. 
§ There have been no observable changes in emergency department presentations that can 

be attributed to the MSIR.  
§ There has been a reduction in reports of public injecting. Local people report no difference in 

seeing discarded injecting equipment. There has been an increase in collected injecting 
equipment (noting also an increase in collection activity later in the trial). 

§ Amenity has not improved during the review assessment period. 
§ Implementation of a necessary suite of responses to local amenity is still in its early stages.  
§ The MSIR has provided screening, assessment and treatment initiation and monitoring of 

blood-borne infections.  
§ The specificity of the legislation makes any adaption or innovation of the trial elements 

difficult.  
§ The operating exclusion criteria limit access for vulnerable people who are likely to 

nevertheless inject their drugs  

Conclusion  
The implementation of this service and associated responses remains a work in progress.  

It has clearly been possible to establish a medically supervised injecting service that has attracted 
people who are at high risk of overdoses associated with injecting drugs. NRCH has managed a 
complex challenge that has included a significant increase in its budget, staffing levels and 
external attention. The MSIR has been responsive and able to oversee many people injecting drugs 
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within the facility. There have been no overdose deaths in the MSIR, and a number of people have 
been assisted to access health and support services.  

The trial has shown that the concept of a medically supervised injecting service in Victoria can be 
implemented successfully.  

The expectations detailed as objects in the Act are ambitious and completed assessment of their 
achievement is premature. Considerable detail has been provided in this report. Most of the 
objects of the Act have been advanced during the first 18 months of the trial.  

This review has used many sources of data. Findings relating to illicit drug availability, use and 
associated harm must always consider diverse and often incomplete data in order to draw any 
conclusions that, at the end of the day, must sometimes rely on inference through the weight of a 
mix of evidence. There are benefits to using the unique mix of data Victoria has available, and the 
continued collection of these is warranted. This includes data that provides some insight and 
opportunity to monitor the drug market for heroin and other injectable drugs, the movement of 
people who use these drugs as well as their service seeking, and changes to patterns of use and 
harm as well as uptake of additional services. 

The location of the MSIR in a health service should provide benefits of ensuring access to broader 
health and other support services. Many NRCH staff were already trusted by people who have 
been injecting drugs in Richmond, evidenced by the very rapid take-up of the MSIR upon opening. 
However, ongoing efforts to assess changing dynamics in the area including possible shifts in the 
location of trafficking and consumption will be important as well as monitoring the success of the 
various ways that the MSIR approaches provision of integrated responses, particularly if additional 
services are opened. 

With only six months of operation in the purpose-built, larger facility, there has not been sufficient 
data or experience to allow a considered comparison of the two different locations of the MSIR, 
albeit they have been on the same designated land and physically close. It is too early in 
implementation to determine if the MSIR should be terminated or made permanent. More time and 
the possibility of further supervised injecting services in an additional three-year trial period could 
provide greater experience and an opportunity to explore other means of responding to demand. 
It would also allow for the measures directed at amenity and precinct renewal that are only now 
emerging to be actioned in the vicinity of the MSIR.  

The trial should continue and be expanded. 

Recommendations  
Based on these findings, the Panel recommends that:  

1. The medically supervised injecting room (MSIR) trial at North Richmond Community Health 
(NRCH) continues in order to allow it to operate for the possible full duration of the licence (three 
further years).  

2. The MSIR operates with no more than 20 injecting booth positions to ensure ongoing effective 
management in this high-acuity health setting for the duration of the trial.  

3. Based on demand and international experience, the Victorian Government expands the current 
trial to include another supervised injecting service in an appropriate location within the City of 
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Melbourne.1 Trialling further services in this period could help manage demand, potentially save a 
greater number of lives and would allow an opportunity to test effectiveness in different locations 
as well as trial another model of supervised injecting facility in Victoria. 

4. The Department of Health and Human Services continues to lead the MSIR trial as a health 
response with coordination support from the Department of Justice and Community Safety to 
ensure that both health and community needs are considered as the trial evolves to improve real 
and perceived levels of community safety.  

5. The Victorian Government works with local government and the community to continue to 
develop local safety and amenity, including formalising the role of the existing roundtable to be 
responsible for community engagement, community safety and coordination of relevant services. 
This should include representatives from at least the Department of Health and Human Services, 
Victoria Police, Yarra City Council, local service providers (including the MSIR) and the local 
community.  

6. The licensee of any supervised injecting service be proactive in engaging and communicating 
with the local community and key stakeholders on issues that may potentially affect the 
community.  

7. There be more emphasis on place management, including in the vicinity of the MSIR, with a clear 
understanding among staff, service users and community members that disturbing and antisocial 
behaviour will not be tolerated. Visible community policing is required in areas of active drug 
trafficking to increase the experience and perception of community safety.  

8. The model of care be further considered, including:  

§ the requirement for medical supervision since clinical (nursing) oversight could achieve the 
same level of safety more efficiently    

§ the current hours of operation to best match demand for the service    
§ enhancing the access to and availability of care coordination in areas such as mental health, 

housing and drug dependence treatment.  

9. The Victorian Government continues to monitor the implementation of the recommendations of 
the NRHC Alcohol and Other Drug Review, recognising that further refinement in policy or practice 
may be required.  

10. Further reviews associated with establishing any MSIRs be conducted, with a report to be 
submitted at least six months before the potential expiry of any licence. This should draw on 
performance monitoring data from within the service and focus particularly on local amenity 
planning and implementation, and the experience and perception of local community members.  

11. Funding is provided to enable ongoing provision of services that meet the needs of injecting 
room users.  

12. Statewide drug-related patterns of use and harms continue to be monitored through analyses 
of data such as ambulance attendance, the provision of naloxone and deaths involving heroin 

 
1 This recommendation is based on the international research and experience described in this report, patterns of overdose-
related deaths in non-residential locations, ambulance attendance involving the provision of naloxone, publicly available 
crime data and the Panel’s own knowledge and insights into street-based injecting activity in Victoria (see addendum). 
Consideration of a local government area for another service was not originally part of the terms of reference for this review; 
however, in recommending another supervised injecting service, the Panel agreed to provide additional advice regarding 
location.  
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and other injectable drugs. This could usefully include use of qualitative research methodologies in 
locations where evidence indicates high levels of activity related to injecting drugs.  

13. Harm reduction initiatives continue to be provided to those areas and people experiencing 
most harm, such as by expanding overdose response training and the direct provision of naloxone 
including through needle and syringe programs and in prisons, detoxification and rehabilitation 
settings and other relevant services.  

14. The Victorian Government monitors the impact of current exclusion criteria on access for 
vulnerable populations with a view to reviewing their suitability for an MSIR.  

Table 1 summarises the review findings against the legislative objects. 

Table 1: Summary of review findings against the legislative objects 

Object Extent to which the trial has advanced that object 

Part 55A(a): Reduce the 
number of avoidable 
deaths and the harm 
caused by overdoses of 
drugs of dependence 

To assess this object, the Panel considered: 
• Coroner’s Court of Victoria data on fatalities involving 

heroin  
• MSIR data on the volume and nature of overdose 

interventions provided  
• staff and service user consultation. 

The finding of this review is that the trial has advanced this 
object and has saved lives. 
This is based on the following evidence: 

• The MSIR attracts people who are at high risk of 
overdose. 

• The MSIR has supervised 116,802 injections. 
• There have been no fatalities. 
• Of the 2,657 overdoses, the MSIR responded to 271 

extremely serious overdoses with naloxone, which, 
based on existing modelling, avoided between 21 and 
27 deaths. 

• Of the 2,657 overdoses the MSIR responded to 2,615 
overdoses with oxygen and other measures to keep the 
airways open, potentially saving additional lives and 
avoiding harms associated with lack of oxygen to the 
brain. 

• However, as at the end of September 2019, coronial 
data show no observable difference in the number of 
people who have died from heroin overdoses before 
and after the establishment of the MSIR, either in the 
City of Yarra or across Victoria.  

Part 55A(b): Deliver more 
effective health services 
for clients of the licensed 
medically supervised 
injecting centre by 
providing a gateway to 
health and social 
assistance which includes 

To assess this object, the Panel considered: 
• MSIR data on health needs and services provided  
• emergency department and hospital data 
• the results of a cohort study of people who inject drugs 

linked with Victorian and national health datasets  
• consultations with professional stakeholders, staff and 

service users. 
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Object Extent to which the trial has advanced that object 

drug treatment, 
rehabilitation support, 
health care, mental 
health treatment and 
support and counselling 

The finding of this review is that the trial has advanced the 
object of providing a gateway to health and social assistance 
but has not yet demonstrated significantly higher levels of 
service take-up for MSIR users as compared with other people 
who inject drugs in the first year of operation (from within the 
transitional facility).  
This is based on the following evidence:  

• The MSIR attracts and provides services to people with 
high health and other support needs. 

• MSIR clients are significantly less likely to be on opioid 
substitution therapy at registration than other people 
who inject drugs. 

• The MSIR provided or referred 10,540 additional services 
beyond supervision of injecting during the trial period, 
as well as providing specialist clinics. 

• Since the move into the larger facility, additional 
services are increasingly being provided by other 
organisations from within the MSIR, enabling better 
connection between this client group and available 
services. 

• As at 1 July 2019 there was not yet evidence of a 
difference in health service use between MSIR clients 
and other people who inject drugs. 

• Given the increased focus on providing services other 
than supervising injections, and the recent 
commencement of trialling a new, longer acting drug 
therapy from within the facility, monitoring health 
outcomes will be helpful to understand progress 
against this object if the trial is extended.  

Part 55A(c): Reduce 
attendance by 
ambulance services, 
paramedic services and 
emergency services and 
attendances at hospitals 
due to overdoses of drugs 
of dependence 
 

To assess this object, the Panel considered: 
• Ambulance Victoria data for attendances involving 

naloxone 
• the results of a cohort study of people who inject drugs 

linked with Victorian health datasets  
• analyses of emergency department presentations and 

hospital admissions data  
• consultations with professional stakeholders, staff and 

service users. 
The review found that the trial has advanced this object for 
ambulance attendances, noting there is not yet evidence of 
an impact of the service on broader health service use or 
outcomes. 

• The MSIR attracts people who inject drugs who have 
had more ambulance attendances involving naloxone 
than other people who inject drugs. 

• Frequent users of the MSIR have had fewer ambulance 
attendances involving naloxone since the MSIR trial 
opened but a small increase in the number of drug-
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Object Extent to which the trial has advanced that object 

related emergency department presentations during 
the trial. 

• Ambulance Victoria data show a trend towards a 
reduction in ambulance attendances after the MSIR 
opened that just failed to reach statistical significance 
(p < 0.10).  

• There have been no observable changes in 
emergency department presentations overall that can 
be attributed to the MSIR. 

Part 55A(d): Reduce the 
number of discarded 
needles and syringes in 
public places and the 
incidence of injecting of 
drugs of dependence in 
public places in the 
vicinity 

To assess this object, the Panel considered:  
• surveys of residents and businesses immediately prior to 

the trial and after one year of operations (within the 
transitional facility) 

• needle and syringe collection data. 
The findings of this review are mixed regarding the extent to 
which the trial has advanced this object. 
There has been a decrease in the proportion of local 
community members reports of witnessing public injecting (to 
the time of the MSIR Review Survey in July/August 2019), with: 

• a decrease in the proportion of residents and business 
respondents who saw public injecting (24 per cent to 
20 per cent of residents; 27 per cent to 22 per cent of 
business respondents)  

• no change in the number of injections seen by 
residents (three per month) and an increase for 
business respondents (from four to five).  

There has been no change in local community members 
reporting seeing discarded needles and syringes (to the time 
of the MSIR Review Survey in July/August 2019), with: 

• the proportion of people seeing discarded needles 
and syringes relatively unchanged (16 per cent in the 
year before and 17 per cent during the trial) 

• no change in the median number of discarded 
needles and syringes seen by residents (four per month) 
but an increase in the median number of discarded 
needles and syringes seen by business respondents 
during the trial (six to 10 per month). 

The number of inappropriately disposed needles and syringes 
collected in the area surrounding the MSIR grew over the trial 
period. While some of this growth coincided with an escalation 
in cleaning activities in the last eight months of the trial, there 
was also an increase in the number collected in first 10 months 
of the trial.  
Stakeholders were strongly divided on the extent to which 
there had been a change at the end of the first year of 
operation of the MSIR.  

Part 55A(e): Improve the 
amenity of the 

To assess this object, the Panel considered: 
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Object Extent to which the trial has advanced that object 

neighbourhood for 
residents and businesses in 
the vicinity  

• the MSIR Review Survey of local residents and 
businesses immediately before the trial and after one 
year of operations (within the transitional facility) 

• the results of a cohort study of people who inject drugs  
• surveys of local Victoria Police members 
• the Yarra City Council community survey 
• consultations with professional stakeholders, staff and 

service users 
• group consultations with local residents and businesses  
• their own direct observations. 

This finding of this review is that amenity has not improved 
during the review assessment period.  

• Most of the MSIR clients are not from Richmond but 
were already coming to the area before the MSIR trial 
began.  

• Prior research in North Richmond found the largest 
impact on the perception of amenity is from seeing 
discarded needles and syringes and other drug-related 
paraphernalia, and this appears to be largely 
unchanged. 

There are conflicting results in relation to perceptions of safety:  
• A Yarra City Council survey for the North Richmond 

area shows no change in residents’ perceptions of 
safely walking alone during the day or at night before 
or during the trial. 

• Victoria Police members reported seeing significantly 
more:  

o people buying or selling drugs 
o people who appear to be under the influence of 

drugs 
o antisocial behaviour that appears to be drug-

related.  
• The MSIR Review Survey conducted for this review 

found that after the first year of operations:  
o significantly fewer residents and business 

respondents reported feeling safe walking alone 
during the day and after dark due to concerns 
about violence and crime, public visibility of drug 
use and drug deals, safety concerns for their own 
children and schoolchildren, concerns about 
aggressiveness and unpredictability, and 
discarded syringes in public places 

o more people reported considering moving house 
(32 per cent to 37.1 per cent) or their employment 
(27.6 to 32.5 per cent) because of drug-related 
activity. 
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Object Extent to which the trial has advanced that object 

The Panel notes that agreement with having an injecting room 
in North Richmond reduced during the trial period for residents 
(from 61 to 44 per cent) and businesses (48 to 41 per cent).  
There are increasing and substantial efforts across a range of 
organisations to ameliorate concerns, and if the trial is 
extended both these and community sentiment should be 
monitored. 

Part 55A(f): Assist in 
reducing the spread of 
blood-borne diseases in 
respect of clients of the 
licensed medically 
supervised injecting 
centre, including, but not 
limited to, HIV and 
hepatitis C 

The Panel notes the implementation of significant screening, 
assessment, testing and treatment initiation undertaken by the 
MSIR to address this objective. It is likely that the work of the 
MSIR is contributing to a reduction in the spread of these 
viruses. 
To assess this object, the Panel considered:  

• MSIR data on health needs and services provided  
• the reports and views of the St Vincent’s Hospital 

Melbourne Health Independence Program  
• results of a cohort study of people who inject 

drugs linked with Victorian health datasets from the first 
year of operation. 

It does appear that this trial has contributed to advancing this 
object, particularly for more frequent users of the service, and 
for those requiring treatment for blood-borne diseases: 

• The MSIR offers screening and treatment for blood-
borne viruses, both directly and through a St Vincent’s 
Hospital care coordinator (Health Independence 
Program infectious diseases). 

• Screening showed that most people were already 
reporting not sharing needles and syringes (an 
important measure to reduce the spread of blood-
borne viruses), with no significant difference between 
MSIR clients and other people who inject drugs. In the 
first 18 months, more than a third of people screened 
tested positive and a quarter had begun treatment for 
hepatitis C.  

After the first year of the trial, analysis of linked Medicare and 
Pharmaceuticals Benefits Scheme data did not yet show any 
significant difference in relevant tests or prescriptions, noting 
that efforts to provide these services have increased and the 
uptake and impact should continue to be monitored. Since 
previous levels of engagement in treatment of hepatitis C of 
this high health and support needs group are not known, it is 
possible that this equivalence is a measure of success of the 
MSIR in engaging people who might not otherwise be 
receiving treatment.  
If the trial is extended it may become possible to assess the 
extent to which the spread of blood-borne viruses associated 
with the MSIR has been advanced, noting that this would 
require a longer time to elapse and significant comparative 
research. 
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Introduction 
In October 2017 the Victorian Government announced the trial of a medically supervised injecting 
room (MSIR), permitted through amending existing Victorian legislation. The trial is for two years (30 
June 2018 to 29 June 2020) at a specific location, with provision for the Secretary to the 
Department of Health and Human Services (DHHS) to amend the licence for another 36 months if 
the Secretary is satisfied that extending the period of the licence would further the objectives of the 
trial. The independent Medically Supervised Injecting Room Review Panel (the Panel) was 
established to conduct a review of the trial. This report gives the findings and recommendations 
from that review. 

About the trial 
Part 55A of the Drugs, Poisons and Controlled Substances Act 1981 provides for the trial of a 
‘medically supervised injecting centre’ as part of a scheme that aims: 

(a) to reduce the number of avoidable deaths and the harm caused by overdoses of drugs of 
dependence; and (b) to deliver more effective health services for service users of the licensed 
medically supervised injecting centre by providing a gateway to health and social assistance 
which includes drug treatment, rehabilitation support, health care, mental health treatment 
and support and counselling; and 

(c) to reduce attendance by ambulance services, paramedic services and emergency 
services and attendances at hospitals due to overdoses of drugs of dependence; and  

(d) to reduce the number of discarded needles and syringes in public places and the 
incidence of injecting of drugs of dependence in public places in the vicinity of the licensed 
medically supervised injecting centre; and  

(e) to improve the amenity of the neighbourhood for residents and businesses in the vicinity of 
the licensed medically supervised injecting centre; and  

(f) to assist in reducing the spread of blood-borne diseases in respect of service users of the 
licensed medically supervised injecting centre including, but not limited to, HIV and hepatitis C. 

(Parliament of Victoria Legal and Social Issues Committee 2017, No. 66) 

The site for the trial was specified in the legislation as the land described in Vol. 09195 Fol. 045, 
which is located at 23 Lennox Street, Richmond, the site occupied by an existing community health 
centre, North Richmond Community Health (NRCH). Under the current legislation, only one licence 
can be issued, and the service must operate from that location, although there is provision for 
partnerships with other service providers.  

Part IIA of the Act states that the Minister for Mental Health must arrange for a review to be 
conducted of: 

(a) the operation and use of the licensed medically supervised injecting centre; and 
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(b) the extent to which the object of this Part has been advanced during the period of the 
medically supervised injecting centre licence; and 

(c) how this Part and any regulations made for the purposes of this Part have operated and 
whether they require amendment. 

The Act specifies that the review must have begun no later than 12 months after the day on which 
the medically supervised injecting centre licence commenced and may be completed before or 
after the licence ceases to have effect.2 

The Act also stipulates that the Minister must table the review before each house of the Victorian 
Parliament as soon as practicable after the review is completed.  

Role of the Panel 
The independent review panel comprised Professor Margaret Hamilton (chair), Associate Professor 
Alex Cockram, Mr John Ryan, Mr Ken Lay and Associate Professor Ruth Vine. Their role was to 
oversee the review according to the terms of reference for this review (Appendix A), with support 
from government evaluators and analysts.  

To understand how the MSIR was operated and used, the extent to which the trial was advancing 
each of the objects (as detailed above) and any potential amendments to the legislation or 
regulations, the Panel: 

§ systematically translated legislative objects to research questions and methods 
§ developed a framework for the review, largely focusing on the first 18 months of the two-year 

trial, to provide the Secretary with enough time to make a decision about continuing or 
closing the MSIR trial before the licence was due to expire 

§ agreed that key stakeholders were people for whom the MSIR trial had a: 

- direct impact (people who inject drugs and people who care about them) 
- professional impact (people who work at the injecting room and related health and 

social services) 
- geographical impact (people who live, own businesses or work near the facility; people 

who visit or work at the community health centre; staff, students and parents at the 
adjacent primary school) 

- systemic impact (emergency services, broader government services) 

§ developed an analytical approach for systematically reviewing available information (Susan 
et al. 2019) 

§ sought and considered two separate peer reviews by evaluation experts at the Australian 
and New Zealand School of Government and KPMG 

§ agreed to use a range of sources of information to answer these questions including: 

- existing published and grey literature, including submissions to the parliamentary 
inquiries that preceded the decision to conduct this trial and the Hansard record 
relating to this decision 

 
2 See the Drugs, Poisons and Controlled Substances Amendment (Medically Supervised Injecting Centre) Act 2017, No. 66 of 
2017 
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- existing data collected by the MSIR, NRCH, DHHS, Ambulance Victoria, Victoria Police, 
the Department of Education and Training and the Coroners Court of Victoria 

- a survey of local residents and businesses (referred to in this report as the ‘MSIR Review 
Survey’ – see Appendix G for details of the first-wave survey and Appendix H for details 
of the second-wave survey) 

- a survey of local Victoria Police members 
- analysis of an existing longitudinal cohort study of people who inject drugs 
- direct observation and regular site visits to the facility and surrounding streets, parks and 

laneways, including the nearby housing estate 
- hearing directly from stakeholder groups affected by the MSIR trial through a range of 

mechanisms including interviews with: 

• service users of the MSIR  
• service users of the needle and syringe program (NSP) 
• staff of the service 
• staff of other relevant services, including the community health centre, gateway 

service providers, Victoria Police, Ambulance Victoria members, the Department of 
Education and Training, the Yarra City Council and other local services  

• local community members. 

Information about the framework, detailed design and methodologies for each of the above 
components are provided in Appendix B.  
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Context 
North Richmond has been the main site for heroin use and related harms in Victoria for the 
past decade, with evidence from a cohort study showing an increase in visits to the area by 
people who inject drugs increasing before the trial began. 

The trial occurred in the context of increasing heroin use and increased visibility of people 
who inject drugs in North Richmond, and a high number of overdose deaths. 

This section provides a brief overview of injecting drug use and the harms associated with injecting 
drug use for individuals and the community and provides an overview of the recent history of the 
North Richmond drug market. This section also describes the local community and changes during 
the trial period. 

Harms associated with injecting drug use  
Approximately 11.8 million people inject drugs worldwide (UNAIDS 2017). In Australia, approximately 
six per thousand people aged 15–64 years inject drugs. Injecting drug use is more common among 
men than women and most common among those aged 35–44 years (Larney et al. 2017). 

Injecting drug use poses risks to both the individual who injects drugs and to the broader 
community. In addition to the harms caused by fatal overdoses, there are significant physical 
health harms associated with non-fatal overdoses including: 

§ opioid-induced respiratory depression and hypoxia-related brain injuries from non-fatal opioid 
overdoses 

§ kidney failure 
§ nerve damage, transitional motor paralysis and build-up of fluids in the lungs 
§ injection-related injuries (scarring, bruising, venous injury, ulcers, arterial injury) 
§ injection-related infections (thrombophlebitis, cellulitis, abscess) 
§ complications of injection-related infections (tetanus, septicaemia, endovascular 

complications, musculoskeletal injections) 
§ infectious diseases (sexually transmitted infections (STIs), hepatitis B and C, respiratory tract 

infections, tuberculosis, HIV/AIDS). 

Multiple and repeated overdoses correlate with decreasing cognitive performance and increased 
depression symptoms and suicidal ideation (Zibbell et al. 2019). Other mental health risks associated 
with drug use or injecting drug use include psychiatric disorders, substance dependence and 
substance use-related disorders. There are also common general health problems including pain, 
poor dental condition and constipation (World Health Organization 2009). 

These health challenges can also have serious social and economic consequences, both to the 
individual and the broader community. Community concerns, which can be perceived or actual, 
include: fears of increased risk of violence and crime; the public health threat of disease 
transmission; diminished amenity; negative business impacts; and social and family disruptions 
(Australian Medical Association – Victoria 2017). 
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Australian government policy 
Current policy in Australia governing all drug-related laws and responses is harm minimisation. Harm 
minimisation considers the health, social and economic consequences of alcohol and other drug 
(AOD) use in relation to the individual and the community. Harm minimisation has been the primary 
policy of Australian state and Commonwealth governments for 35 years (Commonwealth 
Department of Health 2017). This includes:  

§ harm reduction – strategies aimed at reducing the harm from drugs for both individuals and 
communities (but do not necessarily aim to stop drug use), with examples including needle 
and syringe services, methadone maintenance, peer education and brief intervention 

§ supply reduction – strategies aimed at reducing the production and supply of illicit drugs, with 
examples including legislation and law enforcement 

§ demand reduction – strategies aimed at preventing the uptake of harmful drug use, with 
examples including community development projects and, importantly, drug dependence 
treatment.  

Harm reduction policies and services  
Harm reduction comprises a range of services aimed at minimising injury to self, others and the 
community by people who inject drugs, from the most casual users to those with the most severe 
drug dependencies. Harm reduction programs include promotion and support for safer AOD use 
and practices as well as providing medical and social support to AOD users; this includes linking 
users to AOD and mental health treatment resources. The goal of harm reduction has also 
historically shaped the design of particular treatment interventions – for example, opiate 
substitution therapies such as methadone or buprenorphine that is now available with the potential 
enhanced uptake as a longer acting depot form. Harm reduction services are shaped by the goals 
of reducing AOD-related transmission of blood-borne viruses such as HIV/AIDS and viral hepatitis, as 
well as reducing drug overdose deaths. 

Victorian harm reduction policy and services 
The state government is the primary funder of a range of prevention and treatment services for 
people who inject drugs in Victoria. This includes harm reduction services such as providing sterile 
injecting equipment, for which there is a strong evidence base. A number of these are directed at 
reducing harm from overdose, including direct health services funded to provide primary care, 
outreach local drug initiatives, mobile NSPs and providing the opioid reversal agent naloxone as 
part of overdose response training.  

A potential harm reduction element in a system of care  
There are more than 100 medically supervised injecting services operating across more than 60 
cities globally, and it has been more than 30 years since the first such service was established in 
Switzerland. To date there has been one service in Australia, the medically supervised injecting 
centre (MSIC) in Kings Cross, Sydney. Aside from providing people who consume drugs with safe 
and medically supervised locations to inject drugs, they can provide critical services such as case 
management and medical, social and mental health care. To meet the needs of the populations 
affected by opioid use, injection centres link to services that can help service users manage the 
‘social determinants’ of health such as housing, income and community stability (Nursing@USC 
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Staff 2019). Service users are provided information about welfare, counselling and legal services in 
the area. Often, it is the most vulnerable populations that are disproportionately affected by opioid 
use. 

Integrated supervised injecting facilities are the most common model and are part of a broader 
and interlinked network of services. They are also regarded as best practice because clients can 
access a range of services in one location. In Germany, the Bonn integrated facility is located 
directly behind the city’s main train station and provides different services on different floors of the 
building. Specialist drug injecting centres are usually established close to other drug treatment 
services and near open drug scenes. The injecting facility in Frankfurt is an example of a specialised 
model with a focus on referral to other services such as counselling, substitution treatment and 
housing. There are also four mobile injecting facilities in Europe – in Barcelona, Berlin, Copenhagen 
and Lisbon. In Barcelona and Berlin, the mobile facilities comprise specially fitted vans that have 
three injecting booths (Dietze et al. (2012).  

All the supervised injecting facilities opened near locations of prominent drug markets. Some of 
these services (for example, Villa De Vallecas in Spain) were located in suburban areas. Evaluations 
have reported an overall positive impact on the communities where these facilities are located. For 
example, in Barcelona a four-fold reduction was found in the number of unsafely disposed syringes 
collected in the vicinity from a monthly average of more than 13,000 in 2004 to around 3,000 in 
2012 (Vecino et al. 2013). A review of 584 drug-related emergencies in 18 of the 24 existing injecting 
facilities in Germany in 2013 found that these severe incidents could have had a fatal outcome if 
the client had been alone at home or out in the community (Drug consumption rooms in Europe, 
2014).   

Service users can access a range of primary care services at a supervised injection site, including 
wound care and HIV/AIDS testing. Some facilities provide withdrawal management services. When 
users are ready to withdraw, they have access to clinician-monitored facilities and are paired with 
counsellors and coordinators to facilitate the transition. Cities with large drug markets and drug-
using populations (for example, Amsterdam, Hamburg, Frankfurt, Rotterdam and Zurich) have more 
than one service location and often provide a different suite of services or supplementary service 
arrangements, in an effort to meet demand.  

In general, the objectives of the European facilities are to:  

§ reach as much of the target population as possible 
§ achieve health objectives including enabling service users to access a range of primary care 

services including immunisations, wound care and HIV/AIDS and hepatitis B and C testing and 
treatment  

§ provide a safe environment that enables lower risk, more hygienic drug consumption (short-
term objective) 

§ reduce the mortality and morbidity of the target population (medium-term objective) 
§ stabilise and promote the health of users (long-term objective) 
§ realise public order and safety/crime objectives: 

- reduce public drug use and associated nuisance 
- avoid increases in crime in and around the facilities.  

According to the European Monitoring Centre for Drugs and Drug Addiction (2004), there is no 
evidence that medically supervised injecting facilities contribute to increased morbidity or mortality 
risks among people who use drugs. Time series analysis of drug-related deaths in four German cities 
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suggests the facilities can contribute to a reduction in drug-related deaths at the community level 
(Hedrich 2004).  

The European experience shows that the extent to which medically supervised injecting facilities 
are used is highly dependent on their location (although there are other factors such as capacity, 
the nature of the drug scene, opening hours and access criteria). Essentially, the facilities need to 
take the following into account: 

§ proximity to illicit drug markets 
§ closeness to places of drug purchase 
§ locations where they can be embedded in a wider network of services 
§ compatibility with the needs of people who use drugs 
§ compatibility with the needs and expectations of local residents. 

The European facilities have had a greater impact where there is a political consensus that they 
are part of a comprehensive local strategy to respond to drug-related problems (European 
Monitoring Centre for Drugs and Drug Addiction 2004).  

A recent analysis of published reviews of supervised injecting programs (Belackova et al. 2019) has 
similarly identified key features to consider in designing future drug supervision facilities:  

§ the location and co-location of the program  
§ whether people who use drugs will trust the program and therefore access the service when 

the drug is criminalised 
§ what operational hours will best capture the times and/or periods of increased overdose risk 
§ what specific harm reduction practices should be prioritised or what level of assistance in 

referring people to other services is most appropriate. 

As an example of how a government has operationalised these considerations, in Canada, the 
Ontario Ministry of Health and Long-Term Care specified key conditions that must be satisfied 
before approving the operation of what they call a supervised consumption and treatment service 
(CTS) (Ministry of Health and Long-Term Care 2018) covering:  

§ Location conditions – the service is to be located in communities in need based on Ministry-
defined criteria (mortality, morbidity, proxy measures for drug use). They will be established in 
community health centres, Aboriginal health access centres or similar incorporated health 
care or community-based organisations that offer integrated, wraparound services.  

§ Service capacity – mandatory services must include supervised consumption and overdose 
prevention services, on-site or defined pathways to addiction treatment services and 
wraparound services (including primary care, mental health, housing and/or other social 
support) and harm reduction services. 

§ Proximity – the service is to be located at least 600 m from other local CTS or similar services. 
CTS will not be concentrated in one area or neighbourhood, and where childcare centres, 
parks and/or schools (including post-secondary institutions) are within 100–200 m, community 
concerns should be addressed through community consultations and ongoing community 
engagement.  

§ Community support – all applicants require evidence of support from local stakeholders, 
including residents. At a minimum, health and social service stakeholders, local businesses, 
local citizens, local municipality, police and other emergency services, public health and 
persons with lived experience should be consulted. 
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§ Accessibility – CTS must comply with the Accessibility for Ontarians with Disabilities Act, be 
strategically located (walking distance from where open drug use is known to occur) and 
easily accessible by public transit. CTS should offer services that are culturally, 
demographically and gender appropriate.  

The Canadian experience with the recent opioid crisis, and the resulting increase in the need for 
such facilities, has placed these processes under such pressure that there are now both formal CTS 
that meet the above requirements as well as local sites. Findings from a recent review into the 
Canadian experience has been that, ‘When regulations are barriers, unsanctioned actions, such as 
overdose prevention sites, may be enacted by individuals to respond to urgent public health 
needs’ (Buxton et al. 2019).  

In Australia, at a coronial inquest in 2016 into the deaths of six opioid users in New South Wales, the 
deputy state coroner, Harriet Grahame, noted the need for more than a single injecting centre 
(Friezer 2018). International experience suggests that consideration should be given to opening 
more than one MSIR in a city the size of Melbourne where significant numbers of people use drugs. 
For example, as of April 2018, there were 31 official drug consumption facilities in 25 cities in the 
Netherlands, 24 in 15 cities in Germany, five in four cities in Denmark and 13 in seven cities in Spain 
(European Monitoring Centre for Drugs and Drug Addiction 2018). Within Germany, Hamburg 
operates five and Frankfurt four. There are two consumption rooms in Berlin (International Network 
of Drug Consumption Rooms 2015).  

Context of the North Richmond drug market 
During the 1990s the supply of heroin in Melbourne increased and the drug became readily 
available at levels of high purity in an emergent street-based drug-using setting (Dietze & Fitzgerald 
2002). The changes in street-based drug activity was associated with an increase in heroin 
consumption. Later, between 2003 and 2005, the Yarra local government area (LGA) had the most 
non-fatal heroin overdose ambulance attendances in metropolitan Melbourne: 21.1 per cent in 
2003, 18.8 per cent in 2004 and 22.2 per cent in 2005. 

In the early 2000s overall heroin-related harms started to decline, largely attributed to ongoing 
variable heroin supply including experience of reduced availability compared with the peak 
period in the 1990s (Yarra Drug and Health Forum 2017). As neighbouring markets reduced or were 
disrupted through saturation policing, gentrification and other mechanisms, it has been argued 
that North Richmond became a key heroin market. From 2000–01 to 2001–02 the number of 
overdoses (non-fatal) in the City of Yarra declined from 199 to 118, but as a proportion of overdoses 
in Greater Melbourne it rose from 12 per cent to 23 per cent (DHHS 2004).  

More recently the topic of injecting drug use in North Richmond was the subject of a research 
paper that concluded:  

… over several years, there has been significant public discussion and media exposure on the 
impact of public injecting in the City of Yarra. The area of particular interest has been the area 
known as North Richmond comprising the high-rise public housing estates and surrounding 
streets and laneways. An active street-based heroin market has existed in the location for 
decades, with people who inject drugs coming to the neighbourhood from all over Melbourne 
to purchase and use heroin. Despite ongoing, regular intensive policing of the illicit drug market, 
commercial exchange of heroin and public injecting continues. Much of the attention on the 
North Richmond heroin market has highlighted public health concerns, including overdose, the 
discarding of drug injecting paraphernalia, witnessing of overdose and public injecting. It was 
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noted that there are also problems associated with public nuisance perceived to be from 
the illicit drug market (Dwyer et al. 2016, p. 164) 

The Panel heard directly from community members that these were current concerns as well and 
they did not feel there was enough ongoing, visible community policing.  

The Coroners Court of Victoria has also been monitoring heroin-related overdose deaths in the City 
of Yarra since 2012. In a 2016 analysis of heroin overdose deaths in the City of Yarra, Coroner3 
Jacqui Hawkins noted that the deaths occurred in streets, parks, alleyways and other non-
residential locations, and involved people who had travelled from other parts of Melbourne and 
Victoria to purchase and use heroin there (Coroners Court of Victoria 2016, p. 2). The coroner held 
an inquest and recommended that a supervised injecting trial be established in North Richmond. 
The coroner’s data from the period 2012–2017 on heroin-associated harms in the City of Yarra and 
across Victoria more generally triggered a parliamentary inquiry, which culminated in establishing 
the Drugs, Poisons and Controlled Substances Amendment (Medically Supervised Injecting Centre) 
Act 2017.  

From 2009 to 2017, the City of Yarra had the highest frequency and average annual rate of heroin-
related overdose deaths in Victoria (Coroners Court of Victoria 2019). Unlike other Victorian 
jurisdictions, most people using and overdosing on drugs in the City of Yarra were not residents of 
the City of Yarra. Of the 91 people who died from heroin-involved overdoses in Yarra from January 
2014 to December 2018, about a third (29 per cent) lived in Yarra. Most (64 per cent) lived in other 
LGAs in Victoria (Coroners Court of Victoria 2019). 

DHHS analysis of ambulance attendances where naloxone was administered shows high levels of 
activity in the area surrounding the location of the MSIR in the 18 months before the MSIR opened 
(see Figure 1). There were 382 ambulance attendances where naloxone was administered within 1 
km of the MSIR for the 18 month-period before the MSIR opened on 30 June 2018. 

 
3 The Coroners Court independently investigates deaths and fires, reduces preventable deaths and promotes public health 
and safety and the administration of justice. 



 

10  

Figure 1: Ambulance attendances where naloxone was administered in public settings within 1 km 
of the MSIR (all hours) in the 18-month period before the MSIR opened on 30 June 2018 (n = 382)  

 

Source: Victorian Ambulance Clinical Information System.  

Note: The current location of the MSIR is shown with the red tag. 

Establishing the MSIR trial in North Richmond 
Stakeholders within DHHS reported to this review that some community groups in the local area 
have been advocating for an MSIR since the late 1990s. The decision to conduct a trial of an MSIR 
was based on support from coroners, a wide range of medical experts, first-responder agencies 
and the findings of a bipartisan parliamentary inquiry.  

Key timelines for recent events leading to establishing the MSIR in North Richmond are: 

§ 2015 – increasing heroin-related deaths in Victoria, with 172 heroin overdose deaths, the 
highest since the 1990s (Coroners Court of Victoria 2017) 

§ November 2015 – announcement of a parliamentary inquiry into the effectiveness of laws and 
procedures relating to illicit drugs (the Parliamentary Inquiry into Drug Law Reform) 

§ Coroner Jacqui Hawkins, in the Finding into Death with Inquest of Ms A, delivered on 20 
February 2017, recommended that the government ‘take the necessary steps to establish a 
safe injecting facility trial in North Richmond’ (p. 24) 

§ February 2017 – the Legislative Council referred the Drugs, Poisons and Controlled Substances 
Amendment (Pilot Medically Supervised Injecting Centre) Bill 2017 to the Legal and Social 
Issues Committee for review 

§ September 2017 – the Report of Inquiry into Drugs, Poisons and Controlled Substances 
Amendment (Pilot Medically Supervised Injecting Room) Bill 2017 tabled in parliament 

§ October 2017 – the Victorian Government announced the MSIR for a two-year trial. 
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Following a decade of monitoring deaths by heroin overdose, in 2017 the Coroners Court scoped 
an inquest to ‘explore the nexus between heroin-related harms and deaths and the City of Yarra, 
with particular focus on potential prevention opportunities in the Richmond area’ (Coroners Court 
Victoria 2017, p. 8). In another finding on the death of David Leslie Chapman in 2017, Coroner 
Audrey Jamieson stated that:  

... if a safe injecting facility can shift drug injecting from public locations to a clinically 
supervised environment, this would be hoped to lessen the impact of injecting drug use and 
overdose death on local residents who are exposed to these activities in their everyday life. 

(Coroners Court of Victoria 2017, p. 6) 

The recommendation by Corona Jacqui Hawkins to take necessary steps to establish a  supervised 
injecting facility in North Richmond was informed by the success of an equivalent service, the MSIC 
operating in Sydney’s Kings Cross, the only similar facility in the Australian context. The coroner cited 
a 2010 evaluation by KPMG of the Sydney service that found it had (among other benefits):  

§ successfully managed more than 4,400 drug overdoses without a fatality 
§ reduced the average number of overdoses in public locations around the area where it was 

located 
§ reduced ambulance callouts to the Kings Cross area by 80 per cent. 

This inquest was delivered on 20 February 2017.  

Following the coroner’s inquiry, the Inquiry into the Drugs, Poisons and Controlled Substances 
Amendment (Pilot Medically Supervised Injecting Centre) Bill 2017 (Parliament of Victoria, 
Legislative Council, Legal and Social Issues Committee 2017) was convened and heard evidence 
from a number of sources, including the coroner. The Yarra Drug and Health Forum provided a 
submission that suggested the necessary requirements for locating a supervised injecting facility. 
These included:  

§ prominence of public injecting  
§ near drug markets 
§ high numbers of fatal and non-fatal overdoses occurring in public places 
§ community concern around publicly discarded injecting equipment. 

They reported that ‘such conditions currently exist in Melbourne, particularly in North Richmond’ 
(Yarra Drug and Health Forum 2009, p. 4). 

The Bill was introduced to parliament on 22 February 2017 in response to the escalating use of illicit 
drugs and overdose deaths in the North Richmond area. The Bill proposed a trial of a medically 
supervised injecting centre at an unspecified location in North Richmond.  

Parliament received submissions from local government, relevant stakeholders and community 
members. The overwhelming majority of submissions were in favour of a medically supervised 
injecting centre, including those from the City of Yarra, the Royal Australian College of General 
Practitioners, the Royal Australasian College of Physicians, the Royal Australian and New Zealand 
College of Psychiatrists and the Australian Medical Association (Victoria).  

The committee spoke with a number of local residents as part of the inquiry and heard that they 
were frequently exposed to confronting scenes of drug use, drug dealing, antisocial behaviour and 
discarded injecting equipment. The committee also considered written submissions made to 
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another Victorian parliamentary inquiry into drug law reform. The committee noted that all 15 
submissions received from Abbotsford and North Richmond residents supported a trial.  

In Victoria Police’s (2017) submission to the inquiry, Chief Commissioner Graham Ashton noted the 
strong evidence that the supervised injecting facility in Sydney has reduced the number of deaths 
from drug overdoses and improved access to drug treatment, health and welfare services 
(Parliament of Victoria, Legislative Council, Legal and Social Issues Committee 2017).  

The Parliament of Victoria Legal and Social Issues Committee (2017) reported in September 2017 
and found:  

§ Drug use in North Richmond had reached crisis levels and was a major concern for residents, 
business owners and emergency services. 

§ Medically supervised injecting centres improve the health of people who inject drugs and 
reduce signs of drug use in surrounding streets. 

§ Sydney’s MSIC has provided public amenity benefits for the local community and reduced 
demand for ambulance services.  

Key themes from the recommendations included: 

§ the need for integration across government 
§ diversion from criminal responses in appropriate cases including therapeutic and social 

responses for complex drug-related offending 
§ improved access to harm reduction and treatment services  
§ a focus on connecting healthcare and drug services  
§ increased community education and awareness on drug issues. 

In October 2017 Victorian Premier Daniel Andrews announced that the Victorian Government 
would establish a medically supervised injecting centre. 

In August 2018 the Victorian Government Response to the Parliamentary Inquiry into Drug Law 
Reform was tabled in parliament. The government focused its response to the report on three 
themes: 

§ better, earlier treatment 
§ saving lives and preventing harm  
§ safer communities.  

Investment in concurrent programs to save lives and prevent drug-related harm included: 

§ eliminating new transmissions of HIV  
§ eliminating hepatitis B and C as public health concerns by 2030 
§ strengthening the Victorian NSP program.  

Related commitments included:  

§ additional support to treatment service users who may be at high risk of overdose  
§ establishing new ‘hubs’ associated with emergency departments in six Melbourne hospitals to 

better support and respond to people experiencing a crisis related to their mental health or 
substance use.  

If the MSIR trial is extended, it would be prudent to consider these commitments insofar as they 
relate to the MSIR in any future evaluation. 
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Response to trialling a supervised injecting room 
Overall, there was strong support for conducting the trial, with most organisations and individuals 
who provided submissions to both parliamentary inquiries supporting it. Those submissions that 
advocated for a supervised injecting centre in North Richmond recognised that it had the potential 
to save lives and improve local safety and amenity.  

Organisations that called for an MSIR or supported the concept overall included the Yarra City 
Council, NRCH, the Australian Medical Association (Victoria), the Royal Australasian College of 
Physicians, Yarra Drug and Health Forum, Family Drug Support, the Pharmacy Guild of Australia, 
Turning Point, Alfred Health and Beyond Blue.  

A trial, according to the Australian Medical Association (Victoria), had significant potential to lessen 
the public impact of street-based injecting, improve service users’ access to primary and medical 
care and drug treatment, reduce the incidence of heroin-associated overdose, and assist in 
reducing blood-borne viral transmission. Victoria Police suggested the trial should be longer than 18 
months to allow health, social and justice indicators to be analysed over a significant time period.  

There were also submissions against establishing a medically supervised injecting centre. Opposition 
came from two key organisations: Drug Free Australia and the Australian Christian Lobby. In their 
submissions to the Inquiry into the Drugs, Poisons and Controlled Substances Amendment (Pilot 
Medically Supervised Injecting Centre Bill 2017, they argued that establishing an MSIR would 
appear to condone illicit drug use. Additionally, they highlighted what they perceived as technical 
limitations with the evaluations of Sydney’s MSIC.  

There were also concerns expressed in the media about the facility, particularly in relation to the 
potential impact on the local community including the adjacent primary school. This followed 
extensive media coverage in the lead-up to the MSIR trial being announced (see Henriques-Gomes 
2018) discussing the challenges associated with the local injecting room and community sentiment 
supporting the trial.  

Changes in drug market trends 
The pattern of drug injecting is associated with local and international changes of drug production 
and supply. Drug use and potential harm is determined by the availability of the substance, the 
characteristics of the person who wishes to use it and the circumstances or context of its use. As 
with most products, the market largely determines price, and this is influenced by availability 
(Australian Criminal Intelligence Commission 2018). With illicit products, this can fluctuate 
significantly.  

There are indications that heroin use in Victoria has increased in the recent past and continues to 
do so. The Penington Institute records and analyses overdose deaths and reports that the number 
of overall drug-induced deaths in Australia from all drugs increased from 981 in 2001 to 1,612 in 
2017, an increase of 64 per cent (Figure 2) (Penington Institute 2019). The number of unintentional 
deaths nationally relating to heroin rose from 195 deaths in 2013 to 358 in 2017 (an 84 per cent 
increase). Victoria recorded the highest increase, with an increase of 225 per cent between 2012 
and 20174 (Penington Institute 2019). 

 
4 An increase in drug-related deaths does not necessarily relate to overall increased consumption but may also relate to the 
purity (strength) and quality (contamination) of drugs available, and to changing patterns of poly-drug use. 
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Figure 2: Number of drug-induced deaths in Australia compared with road traffic deaths, 2001–2017 

 

Source: Penington Institute 2019 

Self-report studies such as the National Illicit Drug Reporting System interviews also provide some 
insights. While noting that they generally recruit only participants who self-identify as people who 
inject drugs (Peacock et al. 2019), within this national cohort, heroin use remained stable in 2019, 
and 88 per cent of participants reported that heroin was ‘easy’ to ‘very easy’ to obtain, consistent 
with 2018 (Peacock et al. 2019). 

The system also noted noticeable differences in the proportion of people at each of its five 
recruitment sites who reported having injected heroin in the past six months in 2019 – 90 per cent of 
their sample recruited in Richmond reported this compared with 81 per cent in Footscray, 75 per 
cent in Frankston, 78 per cent in Dandenong, 92 per cent in Collingwood and 76 per cent in St Kilda 
(see Figure 3), supporting the impression that Richmond has been and continues to be primarily the 
site of heroin use (data provided directly to the Panel by the Burnet Institute).  
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Figure 3: Percentage of people who use drugs reporting the use of heroin injection in the previous 
six months, 2016–2019 

 

Source: National Illicit Drug Reporting System data (2016–2019) provided directly to the Panel 

Changes in the national and Victorian heroin market over time are difficult to quantify definitively. 
Wastewater analysis undertaken nationally provides estimates of drug consumption at more than 
50 specific sites, including two sites in Melbourne and up to 10 in rural Victoria (Australian Criminal 
Intelligence Commission 2019). This analysis concludes that while heroin use has been stable or in 
decline in most jurisdictions nationally over the two-plus years of collection from March 2017 to 
August 2019, there have been increases in the capital city sites in both Victoria and New South 
Wales, with the greatest increases in Victoria.  

Local context  
This section describes the characteristics of North Richmond and key changes in the local 
environment during the trial period.  

About the local community 
The North Richmond MSIR is bounded by a largely residential street, a primary school and a public 
housing estate. It is in a densely populated, socio-demographic and culturally diverse area. There 
are also a significant number of people who sleep rough or who are homeless in the area.5  

 
5 In relation to people requiring specialist homelessness services, there has been an increase in people who were accessing 
these services while living in Richmond overall, and in proportion to clients living in the rest of the City of Yarra. This increase 
occurred during the trial period and peaked in January–March 2019, with 140 people who were homeless in Richmond 
accessing these services in that period compared with 97 people in the three months before the trial began (March–June 
2018). There was a small increase in the number of people who were living in Richmond accessing the specialist 
homelessness services as compared with those living in the rest of the City of Yarra who had previously accessed AOD 
rehabilitation or who been referred by AOD services (24 people in the quarter before the trial began (March–June 2018)) 
and 31 people in the most recent quarter analysed (July–September 2019). 
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DHHS’ rationale for the location of the MSIR was: 

The City of Yarra is the Victorian local government area with the highest frequency of heroin-
related deaths over nine years (2009–2018). In 2015, 35 people died from overdoses related to 
heroin purchased or used in the City of Yarra. 

The MSIR trial is located at the NRCH site on Lennox Street. The site was chosen because it is 
close to where people buy and sell drugs, and the centre already provides many vital health 
services to reduce the spread of blood borne viruses and other harms associated with drug use.  

(DHHS 2019c) 

Based on the above factors, this was a logical location to trial the service. As described earlier, 
other jurisdictions have taken into account broader factors, which may have been useful in 
considering the location.  

About the licensee 
The legislation allows for a trial at the existing site (23 Lennox Street, Richmond) and at no other 
location. This is the site of the licensee NRCH. This relatively small community health service was 
established in 1974, largely to serve the needs of the adjoining public housing estate (NRCH 2020). 
The community health centre offers a wide range of health and social services including: 

§ general practitioner (GP) services 
§ dental services 
§ occupational therapy 
§ child health and development 
§ community nurses 
§ counselling and casework 
§ AOD treatment 
§ the Centre for Culture, Ethnicity and Health 
§ diabetes education 
§ health and ageing services 
§ Inner Melbourne Post-Acute Care 
§ nutrition and dietetics 
§ the healthy ageing hub. 

NRCH operates a range of AOD-related services including an NSP, health promotion, outreach in 
the local community and overdose response.6 From 2016 to late May 2019 it also provided a 24-
hour needle and syringe secure dispensing unit.  

Physical changes in the local precinct over the review period 
There have been several changes in the local area immediately prior to and during the trial period 
that may contribute to changes in the data being considered, and the experiences of the local 
community. These include significant capital works undertaken by different organisations including 
the Yarra City Council and Yarra Trams, as well as roadworks in Lennox Street, including road re-
sheeting and upgrades to drainage. Shortly before the MSIR opened, a seating area at the corner 

 
6 Advice provided to the Panel from the DHHS Drug Policy and Reform Unit on 14/08/2019. 
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of Lennox and Victoria streets (previously a space for congregation by people who buy and sell 
drugs) was enclosed for refurbishment for several months, with the result that Panel members heard 
from local community members and also directly observed that more people were dispersed on 
Victoria Street and also congregating on the adjacent Office of Housing estate.  

There have been other changes to the surrounding precinct and the immediate vicinity of the MSIR 
directed at improving amenity over the past six months. The Panel has not been able to assess the 
impact of these changes. 
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Operation and use 
Establishing an MSIR is a complex, highly visible and challenging endeavour, particularly with 
the requirement for accelerated implementation. DHHS has had significant input including 
initial licensing, central policy and performance oversight. It has also had considerable input 
in approving information about the MSIR for media and communications purposes. 

Although DHHS has been coordinating the trial, it has had significant contributions and 
goodwill from a number of stakeholders including Victoria Police, Ambulance Victoria, the 
Yarra City Council, the Department of Education and Training, many local service providers, 
residents and people who inject drugs. 

The initial focus was on getting the MSIR established and opened to begin providing service 
to people at risk of overdose, ensuring a safe and appropriate response to their activity and, 
as far as possible, their further health and social support needs. 

People began attending on opening day (Saturday 30 June 2018) and have continued to 
use the service (an average of 321 visits per day as of 31 December 2019. Note that an 
individual may make more than one visit a day, so visits are not the same as the number of 
people. In the first 18 months of the trial, 3,936 people registered to use the MSIR trial, with 
119,223 visits in this period.  

The MSIR trial has supervised 116,802 injections and responded to 2,657 overdoses. There 
have been no fatalities.  

Most injections (96.6 per cent) have been of heroin, with a few (2.5 per cent) injecting 
methamphetamine.  

The MSIR trial is attracting a group of people who inject drugs with particularly high support 
needs, even compared with other people who inject drugs in Richmond. 

Operation 
Once announced, the trial had a rapid establishment period, reflecting escalating public 
health and safety concerns about public injecting in North Richmond. 

The MSIR’s operating protocols were heavily influenced by the experience of and 
documentation from the Sydney MSIC. The North Richmond MSIR meets all necessary 
legislative, national accreditation and Victorian departmental licence requirements. 
Operational incidents have been reported to DHHS as required. 

The trial was phased, with an initial focus on supervising injecting drug use in a transitional 
facility. The MSIR then moved into a purpose-built facility next to NRCH, which provided 
additional capacity to provide clinical and other services in new consulting rooms.  

The new facility has attracted more people, and there has been an increase in the number 
of injections overseen. It has also enabled more people to access complementary services 
at NRCH including GP services, drug dependence treatment, oral health services, infectious 
disease diagnosis/treatment, wound management support and mental health services. 
Although many are now being delivered, the potential benefits of these services have not 
yet been fully realised because this added aspect of care is still being implemented.  
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The Panel considers that the core focus in the service’s initial establishment was on 
operational matters, especially those related to the injecting room and the response to 
overdose experiences. At the time of opening, services such as blood-borne virus testing 
were mainly available through the pre-existing services at NRCH and through external 
services, with MSIR staff focusing on referring people to NRCH or off-site services when 
needed. However, over time it became clear that it was more effective to offer services in 
the consulting room of the injecting room itself. It has taken some time to develop 
appropriate protocols, pathways, partnership agreements, memorandums of 
understanding, record keeping/sharing arrangements and timetabling to facilitate the 
range of services now present in the injecting room. The larger facility, which opened in July 
2019, took the concept of integrated service delivery in an injecting room further with the 
addition of a consulting area with three more consulting rooms.  

As the trial has progressed, it has become apparent that NRCH’s responsibility for 
governance and aspects of coordination and role clarification have needed significant 
improvement, along with implementing initiatives more directly related to amenity.  

Renewed focus on amenity is apparent in recent months, and additional resources have 
been added to try to minimise real and perceived unwanted impacts on the local 
community discussed elsewhere. This is involving the cooperation of several agencies and 
organisations and agreement on complex issues and is ongoing. 

The Sydney MSIC, which opened some 20 years ago,7 has informed some aspects of the 
MSIR trial, in particular overdose treatment guidelines, data collection and reporting 
structure. There are some important distinctions, however. 

This section outlines the operation and use of the service, describing first the key activities involved 
in establishing and implementing the service and supporting activities, and then describing the use 
of the service.  

The review considered implementation and use of the MSIR trial through reviewing the following 
sources of information: 

§ results of independent accreditation against the National Safety and Quality Health Service 
Standards and the Quality Improvement Council’s Accreditation program, which occurred 
before the opening of both the transitional and larger facility 

§ review of key documentation, including relevant contractual agreements, performance 
management frameworks, service agreements and internal management protocols  

§ consultation with staff and service users 
§ consultation with other local services and community members 
§ expert observation 
§ case studies. 

The key activities of the trial included:  

§ initial planning and scoping (October 2017 – February 2018)  
§ establishing governance and advisory mechanisms (October 2017 – current) 
§ obtaining relevant approvals (October 2017 – 30 June 2018) 
§ implementing the service in the transitional facility (30 June 2018 – July 2019) 

 
7 Licence issued in October 2000. It opened in the following year.  
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§ additional measures introduced by government to support the trial (April 2019 – current) 
§ implementing the service in the larger facility (July 2019 – current) 
§ developing the broader precinct (February 2019 – current) 
§ independent review of NRCH’s AOD program (October–December 2019) 
§ reviewing the trial (April 2018 – December 2019). 

Overview of key stages of implementation 

Initial planning and scoping  
In October 2017 the Victorian Parliament passed the Drugs, Poisons and Controlled Substances 
Amendment (Medically Supervised Injecting Centre) Bill and in February 2018 it was proclaimed as 
an Act. The location of the trial was specified in the legislation, and the prospective licensee was 
identified when legislation was introduced. 

 NRCH was identified as a suitable option for several reasons: 

§ NRCH’s NSP was the highest volume program of its kind in Victoria in 2017, evidence that 
people who inject drugs knew about NRCH, were willing to access it and staff had familiarity 
with many client issues and needs. 

§ NRCH was located in the area described as ‘North Richmond’, recommended by the 
Coroners Court as the site of a supervised injecting service trial. 

§ NRCH already operated a naloxone education program, blood-borne virus education, health 
promotion, outreach in the local community and an overdose response service. 

§ NRCH was the only integrated community health centre offering AOD harm reduction and 
treatment in the North Richmond area. 

§ Most submissions to both relevant parliamentary inquiries supported conducting a trial in North 
Richmond. 

§ The service had existing links with the broader service sector as well as the local community. 
§ NRCH had provided a submission to parliament stating that it supported a trial of a supervised 

injecting service and would be open to providing this service.  

Governance arrangements 
Seven governance and advisory mechanisms have been established since October 2017 to 
support the trial: 

§ An internal departmental Project Control Group (October 2017 – June 2018) chaired by a 
senior DHHS executive was responsible for the initial planning stages of the project.  

§ An Expert Advisory Group (December 2017 – March 2018) chaired by the original medical 
director of the Sydney MSIC considered critical policy and operational matters in developing 
regulations and issuing a licence for the room.  

§ A Capital Project Control Group (January 2018 – December 2019) led by the Victorian Health 
and Human Services Building Authority oversaw the refurbishment of an existing community 
room to create the transitional facility and the design and construction of the larger facility. 

§ A Gateway Services Reference Group (May 2018 – ongoing) was established to develop 
networks and linkages between service providers that might facilitate referral pathways for 
clients and encourage client engagement with local services.  
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§ A Local Reference Group (May 2018 – ongoing) provides a forum for working collaboratively 
with relevant parties including first responders (such as Ambulance Victoria), residents, schools 
and businesses to address elements of the trial that concern the local community. 

§ A Consumer Advisory Group (March 2019 – ongoing) composed of MSIR users advises on 
direct service provision and concerns.  

§ The Medically Supervised Injecting Room Review Panel (April 2018 – June 2020) was 
established to conduct this review.  

The Panel noted that, as one would expect in this type of contractual arrangement, NRCH had 
limited involvement in the initial governance discussions until they were the confirmed service 
provider. The government and DHHS were seen as the primary source of information and 
comment. This is understandable in the context of the challenges associated with an initiative of 
this kind but may have resulted in less-than-ideal communication with the local community and the 
intended service provider. The Panel also noted the findings of a later review into NRCH’s AOD 
program, which commented on the importance of clear lines of accountability and responsibility 
between the department that funds a service and the entity that provides the service.  

The Panel noted that specific advice was also provided from other organisations throughout the 
trial period to support capital works and service model design. This included Victoria Police in 
relation to crime prevention, specialist consultants on matters such as security, safety and traffic, 
the Department of Education and Training, Richmond West Primary School and Yarra City Council. 

Commissioning and funding arrangements 
In June 2018 NRCH was licensed as the operator for the trial. DHHS amended an existing contract 
between the two organisations to include providing a medically supervised injecting service. A 
performance management framework and quarterly reporting requirements were agreed 
between the department and NRCH. 

Funding was provided to NRCH based on the Sydney MSIC’s historical operational funding 
provided by NSW Health. This figure was subsequently revised to more closely reflect actual 
operating costs associated with the MSIR.  

Service model development  
There were several aspects of the service model specified in the legislation, including the 
requirement for registered medical practitioners to fill two of the roles (a medical director to 
oversee the centre’s operations generally and a medical supervisor to oversee the centre’s clinical 
operations).  

Within these parameters, the Expert Advisory Group considered critical policy and operational 
matters relevant to a high-level service model, drawing on the collective experience of the group, 
experience of the Sydney MSIC and international evidence. The Sydney experience helped inform 
the development of treatment guidelines, data collection and reporting structure.  

This advice was provided to government for decision making on regulations and licence conditions 
and subsequently informed NRCH’s internal management protocols (NRCH 2018) that formed the 
basis of the licence. These protocols specified important aspects of the model including:  

§ staffing and the service responsibilities of the workforce profile 
§ the service model, including nominating the activities that could be undertaken in each of 

the zones at the facility 
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§ eligibility for registration, including that: 

- service users are 18 years of age or older 
- service users have injected drugs previously 

§ assessing existing registered service users where, at a particular visit, a client may be denied 
access to the Injecting Zone for the following reasons: 

- the client possesses a quantity of drugs above the permitted quantity (at a traffickable 
amount) 

- the client is not willing to adhere to the accepted behaviours outlined in the Client rights 
and responsibilities document  

- the client’s access to the MSIR has been limited due to past behaviour  
- the client is accompanied by children  
- the client is intoxicated and deemed to pose an unacceptable level of clinical risk  
- the client is severely unwell, to a level such that their access to the Injecting Zone would 

pose an unacceptable level of clinical risk  
- the client is identified as being pregnant (NRCH 2018). 

These criteria can result in people not being able to access the service. 

On reflection it is evident that the core focus in the initial establishment of the service was on the 
operation of the actual MSIR, especially the Injecting Zone and the response to overdose 
experiences. At the time of opening, some of the other services such as blood-borne virus testing 
were also available. However, it has taken some time to develop comprehensive protocols, 
pathways, partnership agreements and memorandums of understanding, record keeping/sharing 
arrangements and timetabling to facilitate other responses consistent with the expectations of an 
integrated service model. 

Opening the transitional facility 
Following it being identified as the prospective licensee, NRCH worked with DHHS to develop the 
specifics of the service model and aspects associated with implementation, including relevant 
policies, protocols and infrastructure such as IT systems. There was significant input from DHHS and 
existing injecting facilities/drug consumption room service providers including sharing of policies 
and protocols and efforts to build on lessons learnt from other experiences. This included site visits to 
Canadian and European services by personnel who were to staff the MSIR once it opened. All 
parties describe this collaboration as essential to enabling the trial. 

Over a period of 12 weeks, 57 staff were recruited and trained. This included recruiting the medical 
director. An addiction medicine specialist began full-time in mid-May 2018, before moving to three 
days per week with responsibility for overseeing the MSIR. In 2019 this role expanded to overseeing 
NRCH’s existing AOD treatment team. The Sydney MSIC provided some experienced staff to work 
at the MSIR trial for the initial weeks to support its opening. Some remain employed by the MSIR. 

The service was initially located in a refurbished community engagement room accessible from the 
street-facing side of the community health centre. DHHS advised that refurbishing an internal area 
of the existing NRCH building had been the quickest way to provide the service.  

As shown in Figure 4, the transitional service provided an entry area, 11 injecting positions, a 
medical monitoring space, two consulting rooms and an aftercare zone.  
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Figure 4: Floor plan of the transitional facility (site of the service 30 June 2018 – 6 July 2019) 

 

Source: Image provided by DHHS 

As shown in the photographs at Figure 5, the transitional facility had a separate entrance to the 
existing community health centre entrance and a standard clinical fit-out. This included booth 
positions for injecting and observation chairs. 

Figure 5: Photographs of the transitional facility  

 

Source: Images provided by DHHS 
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Developing the larger facility 
In parallel with the licensing, and before opening the transitional facility, plans were being agreed 
to build a larger facility to allow time for approvals and construction. As the location is included in 
the legislation, the larger facility was also constructed at 23 Lennox Street, Richmond. Within that 
land, the larger facility was constructed on the former turning circle outside NRCH.  

Advice from DHHS is that the design of the larger facility was primarily developed between DHHS, 
NRCH and the Victorian Health and Human Services Building Authority working with the contracted 
architects and project managers. The Panel was informed that key members of the NRCH MSIR 
team provided significant input into the design and function of the new building, including 
consulting directly with existing clients of the AOD program.  

As shown in Figure 6, the larger facility includes the Entry Zone (including space for the NSP to be 
co-located with the reception desk for the facility), 20 injecting booth positions, additional 
consulting rooms, a larger Aftercare Zone and space for a large meeting room that can be used 
for group activities.  

Figure 6: Floor plan of the larger facility (site of the service 7 July 2019 – current)8 

 

Source: Image provided by DHHS 

As shown in the photographs in Figure 7, the larger facility is a separate building with its own 
entrance adjacent to the community health centre. The larger facility is closer to Lennox Street and 
has more space than the transitional facility and maintains a standard clinical fit-out.  

 
8 Image provided by DHHS, available at the Victorian Health and Human Services Building Authority’s website 
<https://www.vhhsba.vic.gov.au/health-infrastructure/medically-supervised-injecting-room>. Please note this is an early 
artist’s impression. Some internal infrastructure design changes were completed before the service opened on 7 July 2019. 
There is also a virtual tour of the larger facility <https://www2.health.vic.gov.au/alcohol-and-drugs/aod-treatment-
services/injecting-room>. 
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Figure 7: Photographs and location of the larger facility 

  

Source: Images provided by DHHS 

To support the move into the larger facility, there was a staggered increase in the number of 
injecting booth positions available. From its opening on 7 July 2019, hours of operation were also 
extended to 7.00 am – 9.00 pm weekdays and 8.00 am – 7.00 pm weekends and public holidays. 
(This provided an additional three hours per day on top of the transitional facility hours from 8.00 
am – 7.00 pm weekdays and 9.00 am – 5.00 pm weekends and public holidays.) From the opening 
of the larger facility, there were 12 injecting booth positions operating by September 2019. The 
NRCH NSP program was transitioned to operate from the larger facility from July 2019, with the two 
teams sharing a large space in the entry zone. 

Relevant policies, procedures and protocols were revised to reflect the new environment. The 
increased capacity and extended hours necessitated a significant workforce increase, with the 
internal management protocols requiring at least two staff in each functional zone and additional 
staff members moving between areas to provide support when necessary, in addition to security 
staff (NRCH 2019).  

Noting the relatively rapid uptake of increased capacity in the service, the Panel has reflected on 
the extent to which one facility with one Injecting Zone can manage the emerging demand and 
the risks associated with any further increase in capacity within the same service, were this 
physically possible. Clients have indicated that one of the reasons they leave before injecting is 
when there is a waiting period. To manage potential staff shortages during times of peak demand 
or when acuity requires more focused resources, staff can and do close off new incoming service 
users at reception/Zone 1. The Panel considered that having more than one service location of this 
kind would lessen the focus and demand on the current service site.  

Quality and safety of the service  
NRCH is an independent registered community health organisation and a company limited by 
guarantee governed by a board of directors. As required by the Australian Government’s 
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Corporations Act 2001, NRCH is required to have robust governance and operational 
management processes in place. In the recent review into the NRCH AOD program,9 no evidence 
was found that NRCH has breached these requirements, nor did the DHHS 2017–18 and 2018–19 
performance reports for NRCH. Operational incidents have been reported to DHHS as required. 
Both the transitional facility and larger facility and their operating models were accredited under 
Quality Innovation Performance Limited against the Australian Commission on Safety and Quality in 
Health Care Standards. The MSIR is an accredited health service with a licence to store 
medications and provide medical care.  

Stakeholders with experience in acute health settings, particularly emergency departments and 
inpatient psychiatric settings, including senior and experienced medical staff, a major public 
hospital emergency department and mental health services noted the high level of acuity of 
medical and behavioural challenges presented by these service users. The impression formed by 
these experienced clinicians is of a dynamic and challenging environment. Some clinicians 
expressed reservations about having 20 injecting booth positions in one location, noting that in 
other acute settings there is generally a preference for having more but smaller units, making it 
easier to manage both medical and behavioural problems. Members of the Panel visited the new 
facility on several occasions. Panel members noted the additional challenges of having a larger 
number of people who use drugs on site and how busy and dynamic the environment had 
become.  

The increase in staff numbers to support the larger facility was significant, not only from a 
recruitment and training perspective but also for people and change management. Some staff 
noted that, in moving into the new facility, they needed to become familiar with a new space and 
also new colleagues. In the second round of recruitment the facility added people with 
appropriate clinical skills to respond to overdoses and, in drawing on a broader pool of staff, 
included others who had not necessarily experienced working with people who inject drugs in a 
harm reduction framework.  

Some external stakeholders voiced concerns to the Panel about NRCH’s capacity to provide 
appropriate clinical governance to the MSIR workforce. Their concerns related to whether the 
current structure had the capacity to provide sufficient clinical leadership, maintain a focus on 
scope of practice and provide appropriate clinical supervision (noting the additional complexity of 
staff coming from a range of clinical backgrounds, which they felt can take additional effort to 
manage). Feedback from the service is that there are clinical supervision challenges with a shift 
working cohort; however, these are being addressed with external clinical supervisors. 
Management noted that having increased access to experienced staff to mentor and support 
other staff could improve the safety and quality of the service.  

Despite the challenging context, the service has provided a generally safe environment for both 
staff and service users. There was one reportable incident per 1,000 visits during the trial period – 
most commonly involving occupational health and safety concerns (28 per cent of all incidents), 
verbal abuse/assault/aggression not involving staff (21 per cent) and other health concerns (18 per 
cent) (Table 2).  

 
9 The review into the NRCH AOD program was instigated in response to an incident involving staff from NRCH in relation to 
alleged drug offences. The staff were not from the MSIR. The report highlighted the importance of clear governance 
arrangements and clarity between DHHS and NRCH in relation to key performance areas.  
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Table 2: Reportable incidents at the MSIR by type of incident, total numbers reported from Quarter 
1, 2018–19 to Quarter 2, 2019–20 

Reportable incidents Number Percentage 

Occupational health and safety  38 28 

Verbal abuse/assault/aggression not involving staff  29 21 

Other health concerns(a) 24 18 

Verbal abuse/assault/aggression towards staff 18 13 

Other behaviour requiring removal from premises(b) 6 4 

Other client injury 11 8 

Other(c)  10 7 

Total number of incidents 136 100 

Source: MSIR database 

(a) Includes seizures, allergic reactions and arterial injection. 
(b) Includes property damage and dealing. 
(c) Includes client record system errors, pay errors and a medical error. 

As shown in Figure 8, during the period in the larger facility, despite an increase, the incident rate 
remained low, with around two incidents per 1,000 visits (0.2 per cent). 

Figure 8: Reportable incident rate at the facility from Quarter 1, 2018–19 to Quarter 2, 2019–20  

 

There was an increase in the number of incidents reported in the transition to the larger facility 
(Figure 9). The increase in the number of reportable incidents appears to reflect, in part, the larger 
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space and extended opening hours in the larger facility, with more potential for interactions 
between service users. This was also a period in which there was increased attention and training 
on reportable incidents, which may reflect better reporting.  

Figure 9: Reportable incidents at the facility from Quarter 1, 2018–19 to Quarter 2, 2019–20  

 

Source: MSIR database 

In October 2019 there was an incident involving two AOD program staff members, which led to the 
employees involved and the then CEO being stood down, and a separate independent review 
into the NRCH AOD program. One of the key findings of that review was: 

… the recent allegations of inappropriate behaviour by NRCH employees have highlighted 
gaps and shortcomings in governance, leadership, culture and workforce management that 
will need to be addressed. 

(Aspex Consulting 2019, p. 3) 

The review into the NRCH AOD program made 12 recommendations to address the gaps. The 
incident that led to the review and the review itself were not primarily related to the MSIR. NRCH 
has implemented changes to meet each of the 12 recommendations.  

Broader activities to engage the community and improve the 
amenity 
There have been efforts to engage the community and improve local amenity over the course of 
the trial. The Panel was informed of a number of events and initiatives to further this goal, 
particularly in the second half of 2019. Much of the visible activity emerging from an April 2019 
announcement by the Minister for Mental Health that committed to more frequent sweeps to 
remove needles, more AOD outreach teams to help on the street, and an increased security 
presence and improved lighting on the Richmond housing estate, was not apparent at the time of 
the repeated MSIR Review Survey in the middle of 2019. Other changes have occurred including 
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Yarra City Council increasing street cleaning in the Victoria Street precinct and Victoria Police’s 
regular proactive patrols seen by Panel members during walks through the immediate vicinity of 
the MSIR.  

Yarra City Council had initiated several locality focused renewal projects just before the MSIR 
opened. This included the Victoria Street master plan and demolition of an abandoned building 
with associated rubbish removal at Lennox Street, a reported previous informal injecting site, 
together with a project to promote graffiti removal and grants for shop roller-door decoration.  

DHHS has advised of local briefings and information sessions before and during the trial and 
establishing a local reference group for the MSIR, though many residents who spoke with the Panel 
reported a lack of consultation.  

The Panel has been informed of a cross-government roundtable, led by DHHS with collaboration 
from Yarra City Council and other Victorian Government departments and agencies including 
Victoria Police to oversee broader precinct development in North Richmond to respond to 
longstanding issues and improve community health, wellbeing and safety. DHHS has reported that 
the roundtable has met monthly since April 2019 to consider a long-term cross-agency approach 
to:  

§ increase community participation and social cohesion in the area 
§ improve access to health and social support services 
§ enhance public amenity and infrastructure 
§ improve experiences and perceptions of safety, security and crime. 

The Panel observed that the role of NRCH and MSIR in managing the relationship with the local 
community surrounding the MSIR trial was at times confusing and apparently compromised. The 
key service requirements included in the performance monitoring framework for the MSIR 
contained a clause expecting NRCH to ‘engage with the local community to improve 
understanding of the MSIR’, but in parallel the MSIR CEO and the medical director of the MSIR 
reported to the Panel that they were required to have all their communications cleared through 
DHHS, making timely and direct responses to locals and the media difficult. Going forward, the 
Panel suggests that any licensee must be proactive in engaging with and communicating with the 
local community and key stakeholders. 

In July 2019 (shortly after the service moved into the larger facility), there was a joint information 
session held by DHHS, the Yarra City Council, Victoria Police and NRCH attended by more than 300 
people. 

More recently, the Panel understands that government has made further improvements on the 
Richmond housing estate. Victoria Police identified important safety and security issues through a 
Crime Prevention Through Environmental Design review. In response, DHHS made capital upgrades 
throughout the estate, including in the multi-deck carpark next to NRCH. Cleaning, needle 
collection and syringe disposal unit availability has also been increased. As the trial has progressed, 
the Panel has been informed about more crime prevention activities in the area in the vicinity of 
the MSIR and on the estate.  

In the interests of analysing the data the Panel had already collected, it has not been possible to 
further assess or review the impact of these changes since the Panel ended formal data collection 
at the end of 2019 when many of these initiatives might have been starting to take effect.  
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It is unfortunate that these measures to engage the local community, consult and coordinate the 
many activities in the area to address public amenity were not initiated much earlier, before the 
opening of the MSIR trial.  

Comparison between the North Richmond and Sydney 
facilities 
The North Richmond MSIR is the second licensed supervised injecting service in Australia. Although it 
has many similarities with the first centre, the MSIC in Sydney, there are several key differences 
between the services (see also Table 3): 

§ Legislated aims – the MSIR has legislated aims that go beyond direct service provision, 
including reducing overdoses requiring ambulance attendance or emergency services and 
improving local amenity. 

§ Responsible authority – the responsible authority for licensing the MSIR is the DHHS Secretary, 
while both the Director-General of the Department of Health and Commissioner of Police are 
responsible authorities for the MSIC.  

§ Funding – the MSIR is funded through the State Budget while the MSIC is funded through 
proceeds of crime. 

§ Licensee – The MSIR is licensed to a small community health centre, the MSIC to a national 
health and human services provider. 

§ Location – the MSIR is co-located with a community health service that was designed to meet 
the primary health and social support needs of local communities, while the MSIC operates 
from a single shopfront near a railway station and within a commercial precinct. 

§ Volume of services in the first 18 months – there were a similar number of people registered at 
both services, but the MSIR had more than double the number of visits. 

Table 3: Comparison of the MSIR with the Sydney MSIC 

Dimension MSIR (North Richmond) MSIC (Sydney) 

Operating 
period 

Commenced 30 June 2018 Commenced 6 May 2001 

Legislated 
aims 

Drugs, Poisons and Controlled 
Substances Act 1981. Objects to: 
• reduce the number of avoidable 

deaths and harm caused by drugs of 
dependence 

• deliver and provide a gateway to 
treatment and counselling for service 
users  

• reduce attendance by ambulance 
services, paramedics and 
emergency services and 
attendances at hospitals due to 
overdoes of drugs of dependence 

• reduce the number of discarded 
needles and syringes in public places 
and the incidence of injecting of 

Drug Misuse and Trafficking Act 1985 s. 36 
B: Objects to: 
• reduce the number of deaths from 

drug overdoses 
• provide a gateway to treatment and 

counselling for service users 
• reduce the number of discarded 

needles and syringes and the 
incidence of drug injecting in public 
places 

• assist in reducing the spread of blood-
borne diseases such as HIV and 
hepatitis C. 
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Dimension MSIR (North Richmond) MSIC (Sydney) 

drugs of dependence in public 
places 

• improve the amenity of the 
neighbourhood for residents and 
businesses in the vicinity 

• assist in reducing the spread of 
blood-borne diseases in respect of 
service users of the licensed injecting 
facility, including but not limited to, 
HIV and hepatitis C. 

Responsible 
authority 

Secretary, DHHS The Commissioner of Police and the 
Director-General of the Department of 
Health (now called Secretary) 

Funding Through usual budget processes to 
Department of Treasury and Finance 

Confiscated proceeds of crime account, 
managed by the NSW Treasury 

Location  23 Lennox Street, Richmond 
The service is co-located with a broad 
community health service that was 
designed to meet the primary health 
and social support needs of the local 
residents 

66 Darlinghurst Road, Potts Point 
The service is a shopfront, standalone 
service targeting people who inject drugs 
in the local area. It operates from a single 
shopfront immediately opposite a railway 
station and within a shopping precinct  

Licensee NRCH, an incorporated small, not-for-
profit community health centre with a 
board of directors 

Uniting, which is the services and 
advocacy arm of the Uniting Church in 
NSW and ACT, a faith-based health and 
human services provider 

Workforce Medical director and medical 
supervisors, operation manager, nurse 
unit manager, registered nurses, harm 
reduction staff, security staff and 
additional co-located services such as 
mental health support from St Vincent’s 
Hospital Melbourne 

Medical director, operations manager, 
nurse unit manager, mental health staff, 
health education staff, registered nurses, 
security staff and a commonwealth 
funded co-located mental health nurse. 

Visits in first 
18 months 

3,936 people registered 
Service users made 119,223 visits 

3,810 people registered  
Service users made 56,861 visits 

Core 
services 
 

• Crisis counselling, and support for a 
range of medical/physical/social/ 
emotional presentations associated 
with a vulnerable population of 
people who have high rates of 
homelessness, mental ill health, 
childhood trauma and general poor 
health 

The MSIC’s core services align with those 
provided by the MSIR. 
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Dimension MSIR (North Richmond) MSIC (Sydney) 

• Care to reduce morbidity and 
mortality associated with drug 
injection and overdose 

• A range of practical harm reduction 
advice and referrals to support 
service users to engage with drug 
treatment services and other health 
care and social services (such as 
accommodation) 

• Regular open public tours of the 
service  

The MSIR also offers on-site services provided by NRCH staff and collaborations with St Vincent’s 
Hospital Melbourne and the Burnet Institute. Other services include GP services, vaccinations, 
blood-borne virus testing, STI testing, hepatitis treatment, fibroscan, methadone and buprenorphine 
maintenance prescribing, long-acting buprenorphine administration, suboxone dispensing for the 
purpose of long-acting buprenorphine initiation, oral health care including silver fluoride varnish 
and basic oral x-rays, a mental health nurse and a wound care nurse. Additional on-site services 
are provided by external agencies including Launch Housing, ReGen alcohol and drug workers 
and Fitzroy Legal Service. 

Use of the MSIR  
There were significant efforts to ‘pre-register’ people for the service by engaging existing NRCH 
service users, encouraging them to complete the intake questionnaire in the period immediately 
before the MSIR trial opened and answering important questions about the service to reduce 
barriers to engagement.  

As shown in Figure 10, in the first 18 months of the trial, 3,936 people registered for the MSIR. The first 
three months (including people pre-registered before the service opened) had the most 
registrations, and there was another increase when the larger facility opened.  
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Figure 10: Number of newly registered MSIR service users from Quarter 1, 2018–19 to Quarter 2, 
2019–20 

 

Source: MSIR database 

The number of supervised injections remained steady between Quarter 2 and Quarter 4, 2018–19, 
and then began to increase steadily from Quarter 1, 2019–20 (coinciding with the opening of the 
larger facility) (Figure 11).  

Figure 11: Number of visits that included a supervised injection from Quarter 1, 2018–19 to Quarter 2, 
2019–20 

 

Source: MSIR database 
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The average number of daily visits to the facility gradually increased over the first five months of 
operation and then remained relatively stable (at around capacity) through the first half of 2019. 
The opening of the new facility in July coincided with a marked increase in daily visits, consistent 
with the increased capacity through additional booths and longer opening hours (Figure 12).  

Figure 12: Average number of daily visits to the MSIR by month, July 2018 to December 2019 

 

Source: MSIR database 

Substances injected at the MSIR 
All injectable substances are permitted at the MSIR and there is no testing of the substances that 
service users bring to inject. Service users must inform the staff about what substance they plan to 
inject each time (with research indicating that most people who inject drugs are able to 
accurately identify the main substance in their drugs). As shown in Table 4, the primary drug 
injected has been heroin (96.6 per cent), whether alone or in combination with diphenhydramine. 

Table 4: Substances injected at the MSIR, June 2018 to December 2019 

Drug Percentage of all injections  

Heroin 80.8 

Heroin plus diphenhydramine 15.8 

Methamphetamine 2.5 

Mixed sedative and stimulant combination 0.5 

Other sedative combination 0.3 

Prescription opioid < 0.1 

Other drug < 0.1 
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Drug Percentage of all injections  

Other stimulant combination < 0.1 

All other drugs/combinations of drugs 0.01 

Source: MSIR database 

Refusals  
There are a number of reasons why some people are not able to access all MSIR services and, in 
particular, the injecting booths. Some of these are noted in the legislation used to set up the MSIR 
trial, some in the regulations, and some relate to government or service policy. These various 
reasons for refusal include: 

§ people on bail/parole conditions – noting that people leaving custodial settings can be at 
increased risk of overdose due to decreased tolerance to substances 

§ pregnant women and people with accompanying children – noting that pregnant women 
who inject drugs and their children, including unborn children, can benefit when supported 
by healthcare and other service providers 

§ young people – noting many people who use the MSIR first injected at a relatively young age 
§ people who cannot inject themselves – noting this can be a barrier to access for people who 

do not inject themselves in other settings 
§ people who typically purchase drugs together – noting that people are unable to share drugs 

in the service 
§ people who typically use drugs together – people are unable to attend in groups, and there 

are no more than two seats in any one booth 
§ people who use drugs of dependence through routes of administration other than injecting.  

From 30 June 2018 to 31 December 2019, 30 people were refused entry to the MSIR (Figure 13). Half 
involved people who have never injected. Pregnancy was the second most cited ground for 
refusal. These figures do not capture self-exclusion, either by people leaving before registering, or 
opting not to attend knowing that they would be refused (several stakeholders and service users 
reported that the exclusion criteria quickly became known and deterred these people from 
attempting to use the service).  
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Figure 13: Number of occasions of refused entry to the MSIR by reason, 30 June 2018 to 31 
December 2019 

 

Source: MSIR database  

Referrals for people ineligible to attend  
MSIR staff offer support to those who are ineligible to access to the MSIR, with a view to assessing 
their needs and appropriately attempting to refer them to an alternative health or social support 
service. The facility refers pregnant people to the Women’s Alcohol and Drug Service. Referrals are 
offered to any presenting young person under the age of 18 years to youth services including the 
Youth Support and Advocacy Service. When people who have never injected present to the MSIR, 
staff engage them in a discussion about the risks of transitioning from other ways of using drugs and 
refer them to appropriate treatment. Occasionally, a client may present to the MSIR accompanied 
by a minor. In such cases, staff would undertake a risk assessment and, where necessary, provide a 
report to Child Protection.  

Other barriers to access 
The Panel also became aware of situations where individuals elected not to use the MSIR. These 
included: 

§ having a preferred location to inject elsewhere, either in a less clinical private setting or with a 
preference for injecting outside 

§ being deterred by a real or perceived waiting time at the MSIR 
§ being or accompanying someone who had been sanctioned 
§ wishing to avoid other service users or staff  
§ concerns about surveillance and police presence. 
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People who inject at the MSIR 
Data provided by the MSIR indicates that, on average, facility service users during the trial were 41 
years of age. Three-quarters of the service users were male. A third (34.7 per cent) of service users 
were homeless or in insecure accommodation.10 Approximately a quarter (23.3 per cent) of the 
service users were released from prison or juvenile detention in the preceding three months. 
Thirteen per cent of service users identified as Aboriginal (see Table C1 at Appendix C).  

Most service users had been injecting for a significant period (92 per cent had been injecting for 
more than five years, and 61 per cent reported injecting for at least 20 years). Advice from the MSIR 
is that the most common age of initiation of injecting drug use was 16 years old. 

People who inject drugs and do not inject at the facility  
To understand the client profile, it is also useful to understand who does not use the facility. The 
data from the Burnet Institute’s SuperMIX study show that, of those surveyed (n = 598), those who 
visited the MSIR were more socially marginalised than those who did not visit the MSIR. That is, they 
were more likely to: 

§ be unemployed 
§ live in unstable accommodation 
§ be homeless 
§ live by themselves 
§ have been incarcerated in the previous 12 months. 

SuperMIX data show that people who had visited the MSIR were statistically significantly more likely 
to have been arrested (for any reason) since their previous interview compared with those who 
had not visited the facility (65 per cent versus 41 per cent, respectively). Those who visited the MSIR 
were also more likely to identify as Aboriginal, more likely to state heroin as their main drug of 
choice and to have injected heroin in the last month (Burnet Institute 2019, p. 7). See Table C2 at 
Appendix C. 

This SuperMIX data indicates that many MSIR users have multiple and complex needs.  

 
10 Homeless and insecure accommodation is defined here as people experiencing primary homelessness (for example, 
sleeping rough or in improvised dwellings); secondary homelessness (for example, refuges, couch surfing, squat); or tertiary 
homelessness (for example, boarding house/hostel). This definition of homelessness 
<https://www.homelessnessaustralia.org.au/about/what-homelessness> is widely used in the homelessness sector. 
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Advancement of the objects of the 
legislation 
Each of the objects of the Drugs, Poisons and Controlled Substances Amendment (Medically 
Supervised Injecting Centre) Act are addressed in this section.  

Part 55A(a): Reduce the number of avoidable deaths and the 
harm caused by overdoses 
To assess this object, the Panel considered: 

§ Coroner’s Court of Victoria data on fatalities involving heroin  
§ MSIR data on the volume and nature of overdose interventions provided  
§ staff and service user consultation 
§ consultations with emergency department doctors and administrators. 

The finding of this review is that the trial has advanced this object. MSIR staff have reduced 
avoidable deaths and harms associated with overdose of drugs of dependence among 
people injecting within the service. 

§ Establishing the MSIR has prevented overdoses and further harm and has saved lives.  
§ Of those who do attend the service, the nature of the overdoses is significant, and 

without intervention it is likely that many would have died or been permanently injured.  
§ While it is not possible to say with certainty how many people would have died without 

the MSIR, international approaches to modelling, based on conservative estimates, 
indicates that 21–27 deaths were avoided in the first 18 months of the trial. This does not 
include the prevention of permanent disability such as acquired brain injury.  

The MSIR attracts people who are at high risk of overdose, with many reporting previous 
experiences of overdose. This is recognised as one of the strongest predictors of a 
subsequent fatal opioid overdose. 

§ Just over 2 per cent of the visits to the MSIR involved an overdose requiring intervention.  
§ The MSIR has supervised 116,802 injections. 
§ Of the 2,657 overdoses, the MSIR responded to 271 extremely serious overdoses with 

naloxone. 
§ Of the 2,657 overdoses, the MSIR responded to 2,615 overdoses with oxygen and other 

measures to keep the airways open, potentially saving additional lives and avoiding 
harms associated with lack of oxygen to the brain.  

§ There have been no fatalities from overdoses in the facility. 
§ All staff and service users interviewed provided examples where they believed the 

facility had saved lives. 
§ The early focus of the MSIR was appropriately on the facility’s readiness and capacity 

to oversee the service within the injecting room itself. Protocols, guidelines and staff 
selection focused on overseeing injecting and preventing overdose and harm.  
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A detailed analysis of the first 12 months’ instances of overdose within the injecting room 
showed that the overdoses ranged from less severe (reduced respiratory rate and reduced 
conscious state), which require oxygen and physical manoeuvres to keep the airway open, 
to severe overdoses with profound unconsciousness (21.1 per cent), with no breathing at all 
over five minutes (13.5 per cent), that are life threatening and could result in death and 
required either assisted ventilation with a bag valve mask (13.8 per cent) and/or naloxone 
(14.2 per cent). An experienced doctor who worked as a volunteer in the facility 
commented that some of the overdoses were ‘at least as acute an emergency as those we 
receive in an [emergency department]’.  

The facility has the appropriate equipment to respond to the medical emergencies that 
arise as a result of drug use, including administration of necessary responses to administer a 
response to avoid death or further harm. The MSIR staff are well trained and clearly 
demonstrate capacity to respond, manage and administer the required intervention. 
Almost all of the overdose incidents (99 per cent) are managed by the MSIR’s harm 
reduction and nursing staff, and the level of staffing is sufficient to provide timely responses. 

The facility was designed to provide medical supervision to service users while they self-administer 
injectable substances intravenously. Service users are monitored while in the injecting area and 
elsewhere in the facility for signs of overdose. The legislation states that the facility aims ‘to reduce 
the number of avoidable deaths and the harm caused by overdoses of drugs of dependence’ 
(Part 55A(a) of the Act). The review initially considered evidence that: 

§ people who inject drugs are attending and injecting at the facility 
§ those using the facility are injecting under medical supervision 
§ overdoses are being identified and responded to according to protocols  
§ staff are engaging service users regarding their needs  
§ critical incidents are being responded to according to protocols. 

As the trial progressed, the review analysed evidence to understand the extent to which: 

§ people who inject drugs are using the facility in preference to injecting in higher risk settings 
§ staff can safely and effectively deliver the required services. 

Overdoses cause significant harm, even if they are not fatal 
A person’s overdose risk increases with every overdose they experience (Olfson et al. 2018). 
Previous experience of overdose is one of the strongest predictors of subsequent fatal opioid 
overdose (Stoove et al. 2009). Non-fatal opioid overdose victims who experience multiple/recurring 
opioid overdose are at greater risk for long-term physical and cognitive consequences (Zibbell et 
al. 2019). 

Non-fatal opioid overdoses are associated with a wide range of acute and chronic medical 
complications (Zibbell et al. 2019). These include aspiration pneumonia, pulmonary oedema, 
bronchopneumonia, muscle tissue breakdown, hypoxic brain injury, peripheral neuropathy, renal 
failure, cognitive impairment and traumatic injuries sustained during overdose. One study found 
that more than three-quarters of overdose victims report at least one post-overdose morbidity 
symptom, including pneumonia, palsy, seizure or pulmonary oedema (Warner-Smith et al. 2002).  
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The facility is attracting people at risk of overdose 
On registration, MSIR service users report significant experience of overdose: 

§ 56 per cent of service users report having experienced an overdose, either on heroin or other 
opioids 

§ 49 per cent have witnessed someone else overdose.  

The Burnet Institute’s (2019) SuperMIX study also found that people who previously injected in high-
risk settings are about twice as likely to visit the MSIR than those who did not previously inject in 
high-risk settings (Table C3, Appendix C). Of the study participants who reported visiting the centre, 
a third performed at least half of their previous month’s injections in the facility (Table C4, Appendix 
C). 

People are injecting at the facility and under medical supervision 
People who inject drugs are using the facility and injecting drugs on site under medical supervision. 
Under the MSIR Internal management protocols (DHHS 2019b), service users receive appropriate 
interventions according to the clinical management protocols including:  

§ observation, including monitoring of blood oxygen saturation with pulse oximeters 
§ prompting to breathe 
§ oxygen 
§ manoeuvres to open the airway 
§ assisted ventilation with a bag, valve and mask 
§ naloxone where required 
§ advice from the medical supervisor as required 
§ ambulance as required. 

Naloxone can be administered according to best practice  
Naloxone is a medication that can be used to reverse the experience of an overdose. Naloxone is 
an extremely safe medication but can precipitate opioid withdrawal symptoms, including agitation 
or irritability, anxiety, body aches, nausea/vomiting, diarrhoea and sweating, particularly if too high 
a dose is administered. More severe reactions are rare but may include acute respiratory distress 
syndrome, hypertensive emergency, ventricular tachycardia, fibrillation and, in extremely rare 
circumstances, sudden death (European Monitoring Centre for Drugs and Drug Addiction 2015).  

The facility’s approach is to attempt to rouse a person first by talking or lightly touching them, then 
provide oxygen, and only if they are not responding, then provide naloxone. This allows the dose to 
be sufficient to achieve respiratory function without precipitating withdrawal symptoms. This is 
consistent with international standards (European Monitoring Centre for Drugs and Drug Addiction 
2015).  

The MSIR’s ability to use non-pharmaceutical responses initially and then low doses is due to the 
capacity of the service and the skills of the staff to monitor service users, similar to a hospital setting 
(Lynn & Galinkin 2018).  

All staff are trained to identify and respond to overdose incidents. Any staff member can provide 
oxygen, although in practice it is typically provided by a registered nurse. In the event naloxone is 
required, a registered nurse administers it. If there are complications, the on-call medical supervisor 
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is contacted for advice or, if clinically appropriate, MSIR staff will call for an ambulance. It is, in 
essence, a nurse-led model of care.  

Under current protocols, providing naloxone is not within the scope of practice of harm reduction 
practitioners while working inside the MSIR, although they, as any other community member, are 
able to administer it when not at work. Some staff would prefer that harm reduction practitioners, 
as well as the nursing and medical staff, had the authorisation to provide naloxone.  

People who have overdosed elsewhere or who are heavily sedated can also be safely observed at 
the MSIR, providing an opportunity for staff to intervene at an important time and potentially 
reducing the risk of a subsequent unsupervised overdose.  

Ambulance Victoria has sought the support of the facility to manage people who are found to be 
overdosed or heavily sedated in the community who would benefit from ongoing monitoring (as 
an alternative to being taken to an emergency department or in the absence of being able to go 
to family or friends). In addition, staff report that several people have asked to be brought to the 
facility, where they can be looked after in the consulting space. This is seen as a positive option 
since the facility is perceived by service users as more supportive and less stigmatising than their 
experience of emergency departments. It also addresses any risk of a person going into acute 
withdrawal, which can occur if a higher dose of naloxone is used in community settings. This can 
lead to the person subsequently using again to achieve the desired state, with a risk of further 
overdose. This also allows an opportunity to engage with these people, even if they are not existing 
MSIR service users, noting that anecdotally the period immediately after an overdose can be a 
valuable chance to discuss harm reduction practices and treatment options.  

People are becoming more aware of signs and responses to overdose 
and increasingly educated in how to respond 
Through witnessing or experiencing an overdose in the facility, some service users reported that this 
had improved their recognition of signs of overdose. The Burnet Institute (2019) study found that 
MSIR service users were statistically significantly more likely to report a non-fatal overdose since the 
facility opened than other people who inject drugs (Table C5, Appendix C). The Panel recognises 
that there could be other interpretations of these data.  

Facility data also show that the MSIR trained 193 service users during the trial period (78 in the last 
quarter) in how to identify and respond to overdoses in the community using naloxone and invited 
the AOD team to train many additional clients. Depending on the availability of medical staff, 
clients were either provided with naloxone on the spot or given a voucher to pick it up from a local 
pharmacy.  

Case study 1: Overdose prevention and response training after prison 
A client received overdose first response training with naloxone when their partner, another client 
of the MSIR, was released from prison. Their insight regarding their partner’s high risk of overdose 
after release was terrific to see. ‘I know they could drop … it’s best to be safe,’ they said. They 
planned to keep the naloxone kit with them because, as a couple, they were likely to use while 
out and about. The couple were encouraged to continue accessing the MSIR, and the partner 
was provided with harm reduction education on using smaller amounts of heroin while tolerance 
was low. 

Case study provided by the MSIR 
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Naloxone training has been more broadly promoted through other DHHS programs including by 
the NRCH AOD program. On registration at the MSIR, 220 people reported that they had previously 
received this training through another program. More than a third of all MSIR service users (34.4 per 
cent) would like training for overdose response. Given the effectiveness of naloxone in reversing 
opioid overdoses (European Monitoring Centre for Drugs and Drug Addiction 2015), this could 
usefully be expanded. 

People who work at and use the service believe it has saved lives 
All staff members and people who inject drugs interviewed by the Panel reported that they think 
the service saves lives. Service users frequently provided examples where they feel it had directly 
saved their own life or that of someone they witnessed overdosing. 

Case study 2: Experience of being revived from overdose 
One client interviewed for the review described their experience of having an overdose at the 
MSIR, stating: ‘Why use somewhere where you could die when you can use somewhere and know 
that you’re going to be safe? They’re absolutely excellent. They do not muck around over there. 
As soon as you show signs of an OD, bang they’re on you. They’re on you and make sure you’re 
healthy and happy and safe. They put a mask on you. I might have spent 10 minutes in there 
before with a mask on me because they said that I might be affected by drugs. I thought, that’s 
beautiful, you know, in the harsh morning here they are still looking after people.’  

Service user interview, June 2019 

Impact on drug-related deaths  
To understand the impact of the facility in its geography, coronial data were analysed to examine 
any changes in the number of deaths in the area immediately surrounding the site. Over a four-
year period, the numbers of heroin-related deaths in the Yarra LGA and the rest of Victoria have 
been relatively stable (Figure 14). The Panel notes that numbers of heroin-related deaths in the City 
of Yarra in these Coroners Court figures are comparatively small and they are presented here for 
accurate reporting but do not provide sufficient data for more detailed analysis or commentary at 
this time.11 

 
11 Please note that data from the Coroners Court of Victoria has been verified at the time of finalising this report. The 
contents of coronial databases are continually revised and updated as coroners’ investigations progress and new 
information becomes available regarding deaths. In this process, recoding and reclassification of deaths may occur. 
Consequently, data extracts done at different times may report different results.  
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Figure 14: Number of heroin-related deaths in Yarra LGA and the rest of Victoria, Quarter 3, 2014–15 
to Quarter 1, 2019–20  

 

Source: Coroners Court of Victoria 

Variations in the number of heroin-related deaths in the Yarra LGA across financial year quarters 
are shown in Figure 15. To robustly establish whether there was a difference in the overdose death 
trend before and after the intervention, the Panel considered using statistical tests. However, the 
low frequency of heroin-related overdose deaths in Yarra LGA and the short time period under 
examination (3.5 years before the intervention, 1.25 years following the intervention) significantly 
limit the applicability of statistical techniques. 

Figure 15: Number of heroin-related deaths in Yarra LGA, Quarter 3, 2014–15 to Quarter 1, 2019–20, 
quarterly and financial year  
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Source: Coroners Court of Victoria 

It should be noted that Figure 15 only relates to deaths within the Yarra LGA and does not include 
those deaths that occurred beyond the Yarra LGA that were linked to heroin purchased within the 
Yarra LGA. In the Inquest into the death of Ms A (Coroners Court of Victoria 2017), the Coroners 
Prevention Unit reported that, in 2015, in addition to 20 overdoses that occurred in Yarra, in a further 
15 overdose deaths that occurred in other LGAs, there was evidence that the heroin was sourced 
in the Yarra LGA (a total of 35). This is likely to be conservative as in many overdose cases there is 
no clear evidence of where the drugs were purchased.  

For comparison, Figure 16 shows variations in the number of heroin-related deaths in the rest of 
Victoria across financial year quarters. 

Figure 16: Number of heroin-related deaths in rest of Victoria, Quarter 3, 2014–15 to Quarter 1, 2019–
20 – quarterly and financial year  

 

Source: Coroners Court of Victoria12 

More than half (57 per cent) of heroin-related deaths in Yarra occurred within 1 km of the MSIR. Of 
the deaths that occurred within 1 km of the MSIR, three-quarters (75 per cent) happened in a non-
residential location.  

The number of heroin-related deaths within 1 km of the MSIR declined six months after the MSIR 
opened (Quarter 3, 2018–19) and then increased again in the next quarter (Quarter 4, 2018–19; see 
Figure 17). This pattern was also evident for heroin-related deaths that occurred in non-residential 
locations within 1 km of the MSIR (Figure 18). 

 
12 The contents of Coronial databases are continually revised and updated as coroners' investigations progress and new 
information becomes available regarding deaths. In this process, recoding and reclassification of deaths may occur. 
Consequently, data extracts done at different times may report different results. 
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Figure 17: Number of heroin-related deaths within 1 km of the MSIR, Quarter 3, 2014–15 to Quarter 1, 
2019–20  

 

Source: Coroners Court of Victoria 

Figure 18: Number of heroin-related deaths in non-residential locations within 1 km of the MSIR, 
Quarter 3, 2014–15 to Quarter 1, 2019–20  

 

Source: Coroners Court of Victoria 

Among the top 20 LGAs for heroin-related deaths, the proportion of deaths occurring in non-
residential locations varies (Table 5). Between January 2015 and September 2019, Yarra recorded 
the highest proportion of heroin-related deaths in non-residential locations (55 per cent), and 
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Melbourne recorded the second highest (49 per cent). For the other LGAs, two to 30 per cent of 
heroin-related deaths occurred in non-residential locations.  

Table 5: Percentage of deaths occurring in non-residential locations – top 20 LGAs for heroin-
related deaths between January 2015 and September 2019 

 

Source: Coroners Court of Victoria 

While the top five LGAs for heroin-related deaths all recorded decreases in the number of heroin-
related deaths after the MSIR opened, there were no obvious trends observed, with all five LGAs 
recording fluctuations in the number of deaths. The numbers of deaths recorded since the MSIR 
opened were largely similar to those recorded before the MSIR opened (Figure 19). 

Local government 
area  

Number of heroin-
related deaths in 
non-residential 
locations 

Percentage of 
heroin-related 
deaths in non-
residential 
locations 

Total heroin-
related deaths  

Yarra 51 55 93 

Melbourne 25 49 51 

Brimbank 17 30 57 

Port Phillip 10 19 52 

Greater Geelong 8 20 40 

Frankston 6 20 30 

Wyndham 6 26 23 

Greater Dandenong 6 11 53 

Maribyrnong 5 16 32 

Whitehorse 4 16 25 

Maroondah 4 21 19 

Stonnington 3 17 18 

Hume 3 17 18 

Yarra Ranges 2 9 22 

Moonee Valley 2 11 18 

Monash 1 5 22 

Greater Bendigo 1 6 18 

Boroondara 1 6 18 

Moreland 1 3 30 

Knox 1 3 29 

Darebin 1 2 41 
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Figure 19: Number of heroin-related deaths in selected LGAs, Quarter 3, 2014–15 to Quarter 1,  
2019–20 

 

Source: Coroners Court of Victoria 

Of the top four suburbs MSIR service users reported as their location of residences at registration, 
three – Melbourne, Richmond and St Kilda – recorded decreases in the number of heroin-related 
deaths three to six months after the MSIR opened (Figure 20). Overall, there were no obvious trends 
observed, with the numbers of deaths recorded since the MSIR opened largely similar to those 
recorded before the MSIR opened.  

Figure 20: Number of heroin-related deaths in selected suburbs, Quarter 3, 2014–15 to Quarter 1, 
2019–20 – top suburbs MSIR users report at registration 

 

Source: Coroners Court of Victoria 
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Part 55A(b): Deliver more effective health services by 
providing a gateway to health and social assistance 
To assess this object, the Panel considered: 

§ MSIR data on health needs and services provided 
§ emergency department and hospital data 
§ results of a cohort study of people who use drugs linked with Victorian and national 

health datasets 
§ consultations with professional stakeholders, staff and service users. 

The finding of this review is that the trial has advanced the object of providing a gateway to 
health and social assistance but in the first year of operation has not demonstrated higher 
levels of service take-up for MSIR users as compared with other people who use drugs.  

Having noted that the MSIR is attracting people with particularly high health and support 
needs, it is a potential site for proactive engagement and providing supplementary services. 

§ The MSIR provided 10,540 services beyond the supervision of injecting during the trial 
period. Most commonly this was health promotion, dressing wounds, providing 
medication and first aid but also included providing specialist services such as hepatitis 
treatment, oral health services and opioid substitution treatment. 

§ MSIR users are considerably less likely than other people who use drugs to be on opioid 
substitution treatment at registration, and many request access to this.  

§ NRCH and staff of the MSIR have made significant progress in delivering additional 
services and developing referral pathways to other service providers. 

§ With the move to the larger facility the range and number of services is expanding.  
§ An ongoing trial would provide the opportunity to develop and assess ongoing 

integration of services and possible different ways of achieving this. 
The legislation provides for integrated services, expecting that this would be a more 
effective way of attending to the perceived needs of people who inject drugs. Many 
community services struggle to engage people who inject drugs, and the MSIR offers an 
opportunity to trial doing this differently.  

Not all people who inject drugs seek or want other services, and not all take up services 
when they are offered. Some are clear that they attend the MSIR only to use their drugs in a 
safer place and then leave. Some prefer to access more extensive services elsewhere. 

NRCH and MSIR staff have made significant progress in delivering additional services and 
developing referral pathways to other service providers, with expanding service offerings. 
The potential benefits of these services have not yet been fully realised. Take-up is still 
growing, and the full complement of services was still being implemented when data 
collection for the review ended. It is too early to assess the pros and cons of alternative 
models of providing integrated care, including whether there are advantages of co-
location within the MSIR. The work of the Gateway Services Group is promising.  

Findings indicate that progress is being made on connecting people who attend the MSIR 
with additional services.  



 

49 

The model of care could be further considered to examine options regarding matters such 
as staffing, optimum opening hours and the ways of providing additional services, 
recognising that many of the service users require navigation support to connect to systems 
of care. 

The MSIR was designed to provide health and other services through internal and external referrals. 
Specifically, the legislation states that the facility is to contribute to advancing the objective to 
‘deliver more effective health services for service users of the licensed medically supervised 
injecting centre by providing a gateway to health and social assistance which includes drug 
treatment, rehabilitation support, healthcare, mental health treatment and support and 
counselling’ (Part 55A(b) of the Act).  

The review examined evidence to consider whether: 

§ staff were able to engage with service users regarding their health and social assistance 
needs  

§ referrals were being made to internal and external services. 

As the trial progressed, the review analysed evidence to understand the extent to which: 

§ service users increasingly respond to staff efforts to engage and accept offers of referral 
§ improvements to the referral procedures and service pathways, as well as service user 

engagement, intended to lead to increased use of support services as a platform to more 
effective health service delivery.  

This chapter also provides findings from the Burnet Institute’s SuperMIX cohort study on the impact 
the facility has had on health service utilisation for the people who participated in that study.  

Service users have very high support needs 
People who use drugs, especially those who inject their drugs, are at higher risk of dying from both 
acute and chronic diseases than people who do not use drugs (Mathers et al. 2013). They are also 
at risk of a range of mental health disorders and mental illnesses including anxiety disorders, mood 
disorders and personality disorders. Many people who inject drugs have a history of trauma and 
abuse, often in the context of family or other domestic relationships. As shown in Table 6, at 
registration, more than half of MSIR service users reported they were currently taking prescribed 
medication and nearly a third had been hospitalised in the six months before registration. People 
who use a supervised injecting service are also more likely to have experienced adverse life events 
and have a greater risk of mental illness and mental disorder (European Monitoring Centre for 
Drugs and Drug Addiction 2015. 

Table 6: Prior health service utilisation by MSIR service users at initial registration, data collection 
period 30 June 2018 to 31 December 2019 

Reported healthcare utilisation(a) Percentage(b) 

History of medication for mental health  57.9 

Currently taking prescribed medication 55.3 

Currently receiving treatment for a drug-use disorder 41.5 



 

50  

Reported healthcare utilisation(a) Percentage(b) 

Hospitalised in last six months 31.2 

Ambulance transport in last 12 months 28.1 

Ever hospitalised for mental health 27.7 

Source: MSIR database 

(a) Service users self-reported health service utilisation at registration as provided in the NRCH MSIR October to 
December 2019 report. At registration, new MSIR service users are asked questions about their health service 
utilisation, prescribed medication use and current drug treatment status (such as pharmacotherapy, 
withdrawal, residential rehabilitation, counselling and self-help groups). Completion of the survey is voluntary. 
(b) As a percentage of total registered service users who completed the survey during the period from 
October to 31 December 2019. 

Service needs and priorities of service users are commonly directly related to 
injecting drug use  
There are several mechanisms in place to identify the health and social assistance needs of service 
users including data collected at their first visit. During the trial period, 77 per cent of service users 
indicated at least one specific healthcare need, most commonly related to drug dependence, 
anxiety/depression, hepatitis C or lung problems including asthma. As shown in Table 7, areas of 
treatment interest captured at registration commonly related to hepatitis, drug treatment and 
mental health.  

Table 7: Areas of treatment interest at registration, 30 June 2018 to 31 December 2019 

Areas of treatment interest(a) Percentage(b) 

Hepatitis testing and/or treatment at MSIR 31.6 

Drug treatment 21.8 

Referral to a mental health service/professional  11.3 

Source: MSIR database 

(a) Service users self-reported treatment demand at registration (total from 1 June to end December 2019) as 
provided in the NRCH MSIR quarterly reports. At registration, new MSIR service users are asked questions about 
their health service utilisation, prescribed medication use and current drug treatment status (such as 
pharmacotherapy, withdrawal, residential rehabilitation, counselling and self-help groups). Completion of the 
survey is voluntary. 
(b) As a percentage of registered service users who completed the survey during the period from 30 June 
2018 to 31 December 2019. 

The combined workforce of registered nursing staff and harm reduction practitioners appears to 
provide a sound basis for effectively engaging with service users. Staff report being able to engage 
with service users regarding their health and social assistance needs, noting the need to build trust 
over time in the light of service users’ previous negative experiences with authority, including health 
providers. This means the proportion of people who take up offered support on each visit is 
relatively low, but because the number of people who use the service is high, the services offered 
have high rates of utilisation. This aspect of the MSIR is still evolving and its full potential in providing 
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access to treatment and support for a range of physical and mental health needs is still not 
realised.  

Staff reported that, as a team, they had the skills to engage and directly provide services to service 
users and had clear roles and protocols to undertake their work in engaging with service users. They 
were able to identify which of their colleagues had particular skills and networks to meet various 
needs and to identify whether and when it was more appropriate for the conversation to be with a 
harm reduction practitioner or nurse. The move into the larger facility has provided more physical 
space for staff to engage with service users. Posters and a range of health promotion materials 
about local services targeted at this group of service users are displayed throughout the MSIR.  

Based on experience over the trial period and findings from other settings, is that it is likely that, for 
many of the people who use the MSIR, providing on-the-spot treatment is the most effective way of 
providing supplementary services including vaccinations, naloxone training and provision, 
infectious disease screening, assessment and treatment and initiation of drug dependence 
treatment. However, not all these services are available at all times the MSIR is open. In addition, 
given the priority is to keep people safe when injecting, responding to overdose can mean there is 
not always capacity for staff to engage sufficiently with all service users to facilitate referral to 
additional services.  

The below case study provides an example of service user experiences accessing drug treatment 
and mainstream health services. 

Case study 3: Access to drug treatment services  
A client overdosed at the MSIR after having recently left a private rehabilitation facility 
before the end of their planned treatment. After this event, the client sought support 
from the MSIR to access drug treatment. Over the next few months the client and their 
family were supported by the MSIR and ReGen staff in relation to both drug treatment 
and mental health services. The client ultimately accessed public drug treatment 
services. 
Case study provided by the MSIR 

This example demonstrates the value of immediate and assertive referral to engage service users, 
especially when it requires access to services that are located elsewhere, have waiting lists or need 
further assessment of needs and wishes. Noting that people who inject drugs have traditionally 
been hard to engage and provide services to, whether it is a service that is not readily available at 
the time or in the MSIR, providing service navigators or care coordinators who can follow through 
with referrals is a valuable approach.  

In addition to health needs, MSIR service users have indicated a need for legal advice. Some of 
these might be directly or indirectly related to crime associated with drug use, but it also includes a 
need for assistance with rental disputes and other civil matters.  

People who are on relevant bail, parole or other orders are excluded from the MSIR because, 
unlike other clients, they are not exempt from criminal liability under s. 55K of the Act. This can be a 
significant impediment to responding to people who continue to inject drugs. Some community 
members and other service providers have noted that at least some of the people who continue to 
inject in public places in the vicinity of the MSIR do so because of this exclusion. (See also the 
‘Regulations’ section of this report.)  
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Those who had visited and could access the MSIR were more likely to report committing a property 
crime in the preceding month (27 per cent) than those who had not visited the MSIR (18 per cent) 
(Burnet Institute 2019, p. 48), although there was no difference found between people who visited 
and did not visit the MSIR for reported drug dealing or being arrested for dealing in the last month, 
either before or after the MSIR opened (Burnet Institute 2019) (see Table C11, Appendix C). 

An analysis of follow-up interviews after the MSIR opened showed that those who visited the MSIR 
were more likely to report being arrested since their previous interview (65 per cent) than those who 
had not visited the MSIR (41 per cent) (see Table C12, Appendix C). 

This is further evidence of the high-needs nature of the people who use the MSIR and the potential 
value of the Fitzroy Legal Service visiting the MSIR.  

The model of service integration is evolving  
There are various models that can be used to provide services to this client group, which range 
from a standalone facility providing a single service, to co-location, to full integration with a range 
of services.  

Analyses of the facility data show there are many ways that additional services (beyond injecting 
oversight) are provided:  

§ health promotion, nursing and medical care by MSIR staff 
§ outreach/AOD care, oral health and medical care by NRCH staff in the MSIR (AOD team and 

GPs, oral hygienists) 
§ referrals from the MSIR to oral health and GP services at NRCH 
§ shared care between the AOD and MSIR teams 
§ shared care between St Vincent's Hospital Melbourne and the MSIR (Health Impact 

Programme, blood-borne virus screening, mental health assessments including wound care 
nurses and the St Vincent’s hepatitis nurse) 

§ specialist services by external providers inside the facility (MSIR clinics) 
§ referrals to external services. 

There has been an increase over time in services provided within the MSIR (directly and through 
clinics) (Figures 22 and 23). While MSIR data reflected a reduction in referrals to NRCH and external 
services from the third operating quarter (Figure 21), the MSIR medical director suggests this is 
mainly due to changes in the way referrals were counted, with access to other NRCH and external 
services on site considered service provision rather than referral. 
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Figure 21: Number of services and referrals provided to service users at the MSIR and number of 
supervised injections over time, Quarter 1, 2018–19 to Quarter 2, 2019–20 

 
 

Source: MSIR database 

Notes: 
§ MSIR services is a count of the total number of services provided in the facility. MSIR services includes 

medical services provided in the facility, except in the Quarter 1, 2018–19, where medical services are not 
included in the count because the data were not available. 

§ MSIR clinics is a count of the total number of service users seen. 
§ Referrals to external providers is a count of the total number of referrals. 
§ Referrals to NRCH is a count of the total number of referrals. 

The MSIR directly provides services to service users  
Since opening on 30 June 2018 (and up until 31 December 2019), the MSIR provided 10,540 services 
in addition to injecting supervision (largely health promotion in relation to injecting and wound 
dressing) (Table 8). Staff at the service indicated that on-site integrated care was preferable to 
referrals.  

Table 8: Number and percentage of types of services provided in the MSIR, 30 June 2018 to 31 
December 2019 

Service type Number Percentage of 
total services 

Health promotion(a)  6,206 58.9 

Wound dressing / medication provision / other first aid  1,122 10.6 
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Service type Number Percentage of 
total services 

Social welfare(b)  791 7.5 

BBV/STI testing and treatment  445 4.3 

Drug treatment advice and information  445 4.2 

Counselling and crisis intervention  439 4.2 

Mental health  319 3.0 

Material aid  207 2.0 

Overdose first response with naloxone training (CPR)  133 1.3 

Family violence support 38 0.4 

Other  385 3.7 

Total  10,540 100 

Source: MSIR database 

(a) Health promotion refers to services such as safer injecting advice and support and vein care. 
(b) Social welfare includes legal, financial, housing and homelessness advice. 

This suggests that with the increased capacity for services within the consulting space, more activity 
is happening within the facility itself, rather than through referrals. The relative benefits of full 
integration with a co-located community health service compared with providing separate in-
house services to those who present to the MSIR are still evolving. It is apparent that a number of 
those with significant health issues do not or are not able to follow through with further health 
appointments when they come to self-inject. It is also apparent that many of those who present 
have their own GP and other health providers closer to where they live. As such, the Panel supports 
having access to a range of supports and facilitated access to other health services but remains 
undecided on whether this should be provided by the auspicing agency or by dedicated staff 
within the MSIR. 

Referrals are offered, but the rate of non-attendance has been high for 
some services 
This section contains data about services offered and provides a more nuanced description of the 
complexity regarding the provision of services beyond supervision of injecting. It represents an 
account of the experience of the MSIR in making referrals for additional services.  

Between 30 June 2018 and 31December 2019, the MSIR provided 702 referrals to NRCH, largely for 
health care and AOD harm reduction. MSIR staff reported that it is straightforward to refer service 
users to NRCH, but they do not always have capacity to walk the service users to the service. This 
means, at times, MSIR staff recruited other NRCH staff (care coordinators or members of the AOD 
team) to support the client to facilitate the referral. Some staff working in both the MSIR and NRCH 
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reported that they found it easier to refer between the services while in the transitional facility 
rather than moving between the buildings.  

MSIR staff reported to the Panel that their initial experience of referring service users within NRCH 
was that there was a low uptake of referrals from the facility to the community health centre. For 
example, the MSIR staff observed that after referring 30 people for hepatitis testing in NRCH, that 
only one in 10 of those clients completed the testing process (a combination of seeing a GP and 
having blood collected from the pathology service). This contributed to the MSIR establishing drop-
in clinics using GPs from NRCH and revising its model of hepatitis diagnosis and treatment in 
partnership with St Vincent’s Hospital. This is reported to have resulted in most people who wanted 
blood-borne virus testing subsequently completing testing and initiating treatment. 

As noted above, while people may have several health and social needs, they do not necessarily 
wish to follow these up at the time or place of self-injecting. The Panel supports providing readily 
accessible and available primary health care while noting that the preferences of clients to visit 
their own practitioner need to be respected. The Panel also notes the importance of a trusting 
relationship that may take some time to form and expect that this aspect of the MSIR will increase 
over coming months. The Panel also notes the input of St Vincent’s Health staff in relation to mental 
health, wound management and infectious diseases. These are all areas where St Vincent’s has 
expertise in engaging with those who are often socially isolated and disenfranchised (see below). 
Having staff linked to the local area mental health service means that direct referral is more likely, 
with better information sharing and communication.  

The most frequent mental illnesses or disorders present in those who attend the MSIR are likely to be 
related to past trauma and to be evidenced by poor affect regulation, poor self-image and 
impulsivity. Some will have major mental illness such as schizophrenia or other psychoses. For many 
the most important aspect of care is a consistent level of engagement with a trusted mental health 
clinician. It is not clear what proportion would be assisted by referral and ongoing treatment 
through state-funded mental health services or by participating in a mental health plan under 
Better Access. The Panel noted that in both the MSIR and NRCH, AOD program staff had been able 
to support service users to comply with prescribed treatment for mental and other illnesses by 
giving reminders or even storing medication at the centre. The Panel also noted that the mental 
health support service was still in its early days and such support was not available over extended 
opening hours. Tables 9 breaks down referrals to NRCH and gateway services. 

Table 9: Referrals to NRCH and gateway services, 30 June 2018 to 31 December 2019 

Referrals NRCH (n) NRCH (%) Gateway 
services (n) 

Gateway 
services (%)(a) 

Healthcare(b) 356 50.7 66 6.0 

AOD harm 
reduction(c) 

142 20.2 63 5.7 

Drug treatment 93 13.2 241 21.8 

Mental health(d)  23 3.3 143 12.9 

BBV/STI testing 
and treatment(e) 

20 2.8 196 17.7 
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Referrals NRCH (n) NRCH (%) Gateway 
services (n) 

Gateway 
services (%)(a) 

Counselling and 
casework 

19 2.7 – – 

Housing and 
homelessness 

8 1.1 130 11.7 

Social welfare 6 0.9 10 0.9 

Legal – – 81 7.3 

Material aid(f)  – – 66 6.0 

Family violence – – 11 1.0 

Other 35 5.0 101 9.1 

Total 702 100.0 1,108 100.0 

Source: MSIR database 

(a) As a percentage of all referrals 
(b) Healthcare referrals to hospitals, GPs, dental services and allied health services 
(c) AOD harm reduction referrals include naloxone training, NSP and health promotion 
(d) Mental health includes counselling and casework 
(e) BBV refers to blood-borne viruses (for example, hepatitis B, C and D viruses and HIV) 
(f) Material aid refers to support accessing showers, food and transportation 

Referrals made to external services 
Within the first 18 months, the facility provided 1,108 referrals to external services, representing 61.2 
per cent of all referrals. More than half were for drug treatment such as pharmacotherapy, 
withdrawal, counselling/support, blood-borne virus and STI testing and treatment and/or mental 
health.  

Table 10 breaks down the number of clinical interactions with MSIR clients seen in MSIR consulting 
rooms. 

Table 10: Number of clinical interactions with MSIR clients seen in MSIR consulting rooms 

Service provider Service type Q2 Oct–Dec 
2019 

Total to date (Jul 2018 – 
Dec 2019) 

MSIR staff Health 
promotion, e.g. 
safer injecting 
advice and 
support, vein 
care 

1,887 6,206 
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Service provider Service type Q2 Oct–Dec 
2019 

Total to date (Jul 2018 – 
Dec 2019) 

Wound dressing/ 
medication 
provision/other 
first aid  

272 1,122 

Counselling, crisis 
management, 
mental health 
support, etc.  

582 2,624 

Blood-borne virus 62 455 

NRCH staff Oral health clinic 48 361 

Medical (GP and 
MSIR medical 
staff)  

160 455 

Shared care BBV clinic (Burnet 
Institute, St 
Vincent’s 
Hospital)  

99 219 

St Vincent’s 
Hospital HIP BBV 

195 403 

St Vincent’s 
Hospital HIP 
Mental Health 

226 318 

External 
agencies 

ReGen drug 
treatment clinic 

38 161 

Fitzroy Legal 
Service 

11 55 

Launch Housing 21 47 

Total  3,601 12,426 

Additional services are increasingly being provided by other organisations from within the MSIR. In 
addition to these services, there are others provided at the facility including: 

§ a specialist clinic run by an anaesthetist to support service users with poor vein health, 
including to support pathology tests for service users who are unable to have blood taken at 
mainstream pathology services due to damaged veins 

§ non-appointment services in the Aftercare Zone and Consulting Zone to enable opportunistic 
engagement with key health and psychosocial services that service users may otherwise not 
access 
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§ oral health care with an oral hygienist, using silver diamine fluoride for on-the-spot treatment 
of dental caries, an inexpensive way of reducing pain and infection in the mouth. 

To provide further insights into these services, descriptions of work being conducted within the 
facility by St Vincent’s Hospital Melbourne and Fitzroy Legal Service are provided below. 

St Vincent’s Hospital Melbourne 
St Vincent’s Hospital Melbourne directly provides three clinicians at the MSIR. These are funded 
through its Inclusive Health Program fund, aimed at improving health outcomes for particularly 
vulnerable people. The roles are: 

§ an infectious diseases clinical nurse consultant (since April 2019) 
§ a mental health clinician (since August 2019) 
§ a wound nurse consultant (since mid-December 2019). 

The reported focus of their work with service users has been direct service provision (most 
commonly brief interventions, engagement and care coordination). They report that the remainder 
of their efforts has been on clinical leadership including streamlining existing processes, building 
relationships and pathways, and capacity building and professional development.  

Drug outreach lawyer provided by Fitzroy Legal Service 
The Fitzroy Legal Service provides legal advice and representation in several ways, including via a 
drug outreach lawyer, family violence outreach and its Neighbourhood Justice Centre. The drug 
outreach lawyer assists individuals with legal problems concerning drug use and works in close 
collaboration with community and health agencies to promote rehabilitation and harm 
minimisation. A drug outreach lawyer is provided fortnightly at NRCH and other locations (Inner 
Space, Youth Support and Advocacy Service, Odyssey House Victoria and Living Room). Case 
studies provided by this team provide insights into the complexity and benefits of challenges facing 
service users with appropriate services.  

Case study 4: Providing a pathway to legal support and psychosocial care 
An MSIR client approached the drug outreach lawyer and told them they had been the 
victim of a crime. The lawyer referred them to lawyers who specialised in that specific 
area of law, as well as a social worker at NRCH, who was able to meet them that day to 
provide support, and to a GP at NRCH to explore a mental health plan for more intensive 
psychological counselling. 

 MSIR report: April to June 2019 quarterly report 

 

Case study 5: Access to drug outreach lawyers 
A drug outreach lawyer introduced themselves to an MSIR client while on site. The client 
mentioned they had an outstanding matter and no lawyer. On obtaining the legal 
documents it became apparent that the client was facing a lengthy term of 
imprisonment for offences relating to homelessness and drug use.  
The lawyer coordinated a treatment plan with the client’s existing service providers 
(external to the MSIR) and made the necessary referrals to ensure appropriate 
treatment. Because of the presence of wraparound services and the lawyer’s 
advocacy, the magistrate released the client with a reduced sentence. 

MSIR report: April to June 2019 quarterly report 
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Staff commented on how the facility is uniquely positioned to provide service users with a gateway 
to health and social services. Overall, staff seem to have a positive relationship with service users, 
which helps when making referrals. Staff observed that service users were often interested in 
accessing health services, including drug treatment services, but found it challenging for a range of 
reasons.  

It was noted that many service users do not always have access to a phone, and therefore it is 
helpful that the MSIR has the capacity to link them with services via telephone (such as calling 
housing services). Overall, staff feel they are doing a good job at using an opportunistic approach 
to referring service users to other services, particularly dental and GP services, but expressed some 
frustration with not being able to follow up on client referrals, or to case manage service users to 
the extent they wanted. The MSIR’s ‘drop-in’ model was cited as a reason for this. 

Nurses and harm reduction practitioners report having established strong partnerships with an array 
of external service providers to increase the service’s capacity to respond to client needs. The MSIR 
believes that the additional four consulting rooms in the larger facility has provided much-needed 
space from which to provide these services and referrals.  

Staff noted that not all staff members have the knowledge of how to help service users access 
different types of health and social services, including housing services and Centrelink. In the case 
where a staff member does not feel confident, there is generally another staff member who can 
assist. When interviewed, many of the nursing staff felt they were ill-equipped to identify and 
process referrals, particularly to social services. This was partly due to the complexity of those 
service systems. The range and complexity of issues that arise reflect the importance of having 
multidisciplinary staff with sound training and supervision and access to a range of expertise either 
within the MSIR or within NRCH. 

Staff reported that it can be difficult to get service users into broader social services due to lack of 
availability. They also reported that stigma associated with drugs use can act as a barrier to 
accessing other services for some service users, particularly relating to hospital admissions. Not 
having stable housing makes access to and delivery of these services difficult. 

Impact the facility has had on health service use  
At the end of the first year of operation in the transitional facility (using available data, Burnet 
Institute 2019), there was not yet evidence of an impact on health service use at the population 
level, although case studies provided illustrate the nature and impact of referrals at the individual 
level.  

Alcohol and other drug services, including opioid substitution therapy 
Using linked data from the Alcohol and Drug Information Service and the Burnet Institute SuperMIX 
study did not find evidence of a difference between the average number of initiated AOD 
treatments for the participants who reported visiting the MSIR compared with those who did not, 
either before or after the MSIR opened. This finding applies to withdrawal treatment, drug 
counselling and all other treatments recorded in the Alcohol and Drug Information System dataset 
(including residential rehabilitation) (Burnet Institute 2019, p. 13). 

People who reported visiting the MSIR were less likely to report being on opioid substitution therapy 
compared with those who did not visit the MSIR (34 per cent versus 49 per cent, respectively) 
(Burnet Institute 2019, p. 14). 
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Case study 6: Supporting access to pharmacotherapy treatment 
A person started using the MSIR after leaving prison and subsequently overdosing in the 
community. The overdose was serious, requiring hospitalisation. The person expressed 
interest in ceasing their drug use to MSIR staff, who connected them to the ReGen 
worker at the MSIR. The ReGen worker supported them to start pharmacotherapy 
treatment, complete an intake and assessment for further AOD treatment and begin 
AOD counselling. The person was then referred to a residential AOD rehabilitation 
program. 
MSIR report: October to December 2018 quarterly report 

Use of health services 
Based on linked data from the Medicare Benefits Schedule, there was no difference between the 
average number of GP visits for conditions unrelated to drug use between the group of 
participants who reported visiting the MSIR and those who did not, either before or after the MSIR 
opened (Burnet Institute 2019, p. 20). 

More frequent MSIR users (who had more than half of their injections at the facility) were 
significantly less likely than people who didn’t use the facility to access after-hours GPs (Burnet 
Institute 2019, p. 21). 

Using linked data from the Pharmaceuticals Benefit Scheme, they did not find evidence of a 
difference between the average number of prescriptions dispensed between the group of 
participants who reported visiting the MSIR compared with those who didn’t, either before or after 
the MSIR. This finding applies across all the different pharmaceutical drug groups considered, 
including mental health medication, sleeping pills and pain management medication (Burnet 
Institute 2019, p. 26). 

Case study 7: Access to general practitioners 
A client has been opioid dependent for several years. They regularly attend the MSIR 
and presented to the GP clinic after a staff referral. For some time, the client had been 
contemplating reducing and stopping their heroin use, so requested to see a doctor. 
They met with a GP who discussed strategies for reducing use and prescribed 
pharmacotherapy. Staff of the MSIR supported the client to find a convenient pharmacy 
to dispense his methadone. After several follow-up visits, the client asked the NRCH GP to 
change the methadone prescriber and dispensing pharmacy so that both were closer 
to home. The client reported no longer needing to visit North Richmond because they 
had no intention of using. At the time, the client also advised the NRCH GP that they 
were employed and recently promoted. This person has not attended the MSIR as a 
client since January 2019. 

MSIR report: January to March 2019 quarterly report  

Mental health 
In a cross-sectional analysis of all interviews undertaken after the MSIR opened, there was no 
significant difference in the frequency of self-reported visits to a mental health professional for 
those who visited the MSIR compared with those who did not (Burnet Institute 2019, p. 35). Staff 
have noted that it takes considerable time to engage service users and to establish trust that will 
then allow more assertive support and intervention. 
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Case study 8: Access to mental health services  
A client met with the mental health care coordinator with concerns about the effect 
that homelessness was having on them. The mental health care coordinator engaged 
the client using a trauma-informed approach and obtained the client’s consent for care 
coordination. The care coordinator enabled access to crisis accommodation. The client 
also indicated to the care coordinator that they wished to recommence 
pharmacotherapy and was linked with one of the co-located NRCH GPs in the MSIR. As 
a result, the client is having fewer general health and accommodation problems. The 
client has a significant history of trauma and related trust issues, so engaging with them is 
a slow and continuing process.  
MSIR report: July to September 2019 quarterly report  



 

 

Part 55A(c): Reduce attendance by emergency services and 
attendances at hospitals due to overdoses 
To assess this object, the Panel considered: 

§ Ambulance Victoria data for attendances involving naloxone 
§ results of a cohort study of people who use drugs linked with Victorian health datasets  
§ analyses of emergency department presentations and hospital admissions data  
§ consultations with professional stakeholders, staff and service users. 

This finding of this review is that the trial has advanced this object for frequent users of the 
MSIR in relation to ambulance attendance, noting there is not yet evidence of an impact on 
broader health service use or outcomes. 

§ The MSIR attracts people who appear to be at greater risk of serious harm or death 
than the overall population of people who inject drugs because more required 
naloxone.  

§ Frequent users of the facility have had fewer ambulance attendances involving 
naloxone since the facility opened but a small increase in the number of drug-related 
emergency department presentations during the trial. 

§ There has been a reduction in ambulance attendances in the vicinity of the facility 
during opening hours. 

§ There have been no observable changes in emergency department presentations 
that can be attributed to the MSIR. 

The MSIR is designed to respond to people who are experiencing an overdose of any severity (see 
Part 55A(a) in this report). It is reasonable to assume that Ambulance Victoria or a local hospital 
would have otherwise managed a portion of these overdoses.  

The review examined evidence to consider that relevant emergency services are continuing their 
usual service to this location and also engaging with the MSIR to track relevant data. To note, all 
instances where the Metropolitan Fire Brigade had been despatched through the triple zero (000) 
process and attended with Ambulance Victoria are included in this data. The Metropolitan Fire 
Brigade is only despatched if conditions represent an immediate threat to life, which is not all 
overdoses.  

As the trial progressed, the review analysed evidence to understand the extent to which there 
were: 

§ fewer emergency services attendances for overdoses in this vicinity  
§ fewer hospital attendances for overdoses. 

In the first instance, simply by responding to these overdoses internally, it is reasonable to infer that 
the MSIR is contributing to the legislated object ‘to reduce attendance by ambulance services, 
paramedic services and emergency services and attendance at hospitals due to overdoses of 
drugs of dependence’ (Part 55A(c) of the Act). 

In addition to managing overdoses that have occurred within the MSIR, the facility also monitored 
and managed people who had overdosed in the community. Management reported that some 
were transported to the service by Ambulance Victoria for monitoring, having been assessed as 
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not requiring further intervention or medical care. Others were brought in by other people, 
including the NRCH AOD program team as part of its outreach service. It is reasonable to assume 
that some of these individuals would have otherwise used additional paramedic and emergency 
services. 

Staff reported a limited number of overdose incidents that required emergency and health services 
involvement, including from Ambulance Victoria. Some staff reported referring service users to 
hospital emergency departments for wounds and other injuries. 

Emergency services attendances for overdoses 
There are two sources of information about emergency services attendance involving the provision 
of naloxone: 

§ Ambo-AODstats is a website managed by Turning Point, a national addiction treatment and 
research centre funded by DHHS that codes the Victorian Ambulance Clinical Information 
System (VACIS) clinical records to identify ambulance attendances involving over or 
inappropriate use of alcohol and/or other substances.  

§ VACIS is Ambulance Victoria’s electronic patient care record system, which includes 
mandatory and supplementary data collected by paramedics. Data from VACIS is 
synchronised to the Ambulance Victoria Data Warehouse at the end of each shift.  

The raw data in VACIS differs from the Ambo-AODstats Victoria data because Turning Point reviews 
all VACIS case notes, including free-text sections, to identify any attendances involving overdoses. 
Due to this, Ambo-AODstats reports a higher number of cases involving overdoses compared with 
VACIS data. The VACIS and Ambo-AODstats systems are therefore not comparable and care 
needs to be taken when interpreting findings. 

Turning Point Ambo-AODstats findings  
As described above, the case notes accompanying the data used in the VACIS analysis are further 
coded by an external research agency, Turning Point, which means that additional cases can be 
identified qualitatively. Analysis of those data show an increase in the number of attendances for 
heroin overdoses (measured as where the person was provided and responded to naloxone) in 
Victoria from 1,241 in 2017–18 (the year before the trial) to 1,423 in 2018–19. In the City of Yarra, 
there were four more ambulance attendances in that period (245 to 249). However, Figure 22 
shows that the rate of ambulance attendances for heroin overdoses (responded to naloxone) per 
100,000 population in Yarra decreased from 262.4 to 252.7 the year after the MSIR opened (2017–18 
compared with 2018–19). Further analyses of these data are recommended once available.  
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Figure 22: Heroin overdose (where the person was provided and responded to naloxone) 
ambulance attendance rate for the City of Yarra and Victoria, 2011–12 to 2018–19 

 

Source: Turning Point Ambo-AODstats Victoria 

Victorian Ambulance Clinical Information System findings 

Ambulance Victoria provided data to this review. Ambulance attendances involving naloxone 
administration was used as the review’s key measure for identifying overdose cases where death 
may potentially have occurred without intervention. (The analysis below is based on all ambulance 
attendances where paramedics administered naloxone and may therefore include overdoses of 
other opioid drugs as well as heroin overdoses.)  

Figure 23 shows the number of ambulance attendances where naloxone was administered over 
time within 1 km of the MSIR and for the rest of Victoria. Nine months after the MSIR opened the 
number of ambulance attendances within 1 km of the MSIR decreased, while the number of 
attendances for the rest of Victoria did not change substantially.  
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Figure 23: Number of ambulance attendances where naloxone was administered by paramedics 
within 1 km of the MSIR and for the rest of Victoria, Quarter 3, 2014–15 to Quarter 2, 2019–20  

 

Source: Victorian Ambulance Clinical Information System 

Notes: 
§ ‘Rest of Victoria’ is a count of all cases in Victoria minus cases identified within 1 km of the MSIR. 
§ Naloxone is a medication that rapidly reverses an opioid overdose. Naloxone only works on overdoses 

caused by opioid drugs such as heroin and pharmaceutical opioids such as oxycodone. The VACIS data 
presented here only includes ambulance attendances where naloxone was reported and may therefore 
include overdoses that are not heroin-related. The VACIS data presented here differs from the Turning Point 
Ambo-AODstats data because Turning Point reviews all VACIS case notes to identify any cases involving 
heroin overdoses where naloxone was administered. The VACIS and Ambo-AODstats systems are therefore 
not directly comparable and care needs to be taken when interpreting findings.  

§ This analysis includes data for ambulance attendances at any time of day, including when the MSIR was 
closed. The impact of the MSIR can be better understood by analysing the change in ambulance 
attendances during MSIR opening hours.  

The opening of the MSIR was expected to primarily have an impact on ambulance attendance 
during MSIR opening hours, not outside opening hours. During MSIR opening hours the number of 
ambulance attendances where naloxone was administered within 1 km of the MSIR also declined 
nine months after the MSIR opened. For the rest of Victoria, the number of ambulance attendances 
were largely similar to those observed before the MSIR opened (Figure 24).  
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Figure 24: Number of ambulance attendances where naloxone was administered by paramedics 
within 1 km of the MSIR and the rest of Victoria during MSIR opening hours, Quarter 3, 2014–15 to 
Quarter 2, 2019–20  

 
Source: Victorian Ambulance Clinical Information System 

Notes:  
§ ‘Rest of Victoria’ is a count of all cases in Victoria minus cases identified within 1 km of the MSIR. 
§ MSIR opening hours before 7 July 2019 are defined as between 8.00 am and 7.00 pm on a weekday and 

9.00 am and 5.00 pm on a weekend. From 7 July 2019 MSIR opening hours are defined as between 7.00 am 
and 9.00 pm on a weekday and 8.00 am and 7.00 pm on a weekend. Note: the MSIR opening hours 
changed over the trial period; as such, the opening hours measure presented in this review is used as an 
approximate measure. 

§ Naloxone is a medication that rapidly reverses an opioid overdose. Naloxone only works on overdoses 
caused by opioid drugs such as heroin and pharmaceutical opioids such as oxycodone. The VACIS data 
presented here includes ambulance attendances where naloxone was reported and may therefore 
include overdoses that are not heroin-related. Due to this, care needs to be taken when interpreting the 
data because the primary drug injected at the MSIR is heroin (95 per cent), whether alone or in 
combination with diphenhydramine. The MSIR cannot be expected to influence changes in ambulance 
attendances for pharmaceutical opioid overdoses. 

§ The VACIS data presented here differs from the Turning Point Ambo-AODstats data because Turning Point 
reviews all VACIS case notes to identify any cases involving heroin overdoses where naloxone was 
administered. The VACIS and Ambo-AODstats systems are therefore not directly comparable and care 
needs to be taken when interpreting findings.  

Comparing trends13 before and after the MSIR opened shows that before the MSIR opened the 
number of ambulance attendances within 1 km of the MSIR during MSIR opening hours appeared 
to be on an upward trend, although there was a sharp decline just before the MSIR opened14 

(between January 2015 and June 2018). (In Figure 25, the trendlines are presented to show the 
general trend of the data and are not to be taken as a formal statistical analysis.) After the MSIR 

 
13 The trendlines presented are indicative only and not to be taken as formal statistical analysis; they are not intended for 
statistical inference or prediction purposes. 
14 The sharp decline may be due to changes in the drug market or anticipation of the MSIR opening. 
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opened the number of ambulance attendances started to trend down (between July 2018 and 
December 2019). The trend for the rest of Victoria was different, with the number of ambulance 
attendances before and after the MSIR both showing upward trends (Figure 26Figure 25). 

An interrupted time series method was applied to the monthly aggregate count data to test for 
any statistically significant change in the number of ambulance attendances within a 1 km radius 
of the MSIR during opening hours, after the MSIR opened. Results of the analysis showed a trend 
towards a reduction in ambulance attendances after the MSIR opened that just failed to reach 
statistical significance (p < 0.10).15  

Figure 25: Ambulance attendances where naloxone was administered by paramedics within 1 km 
of the MSIR during MSIR opening hours, number and trendline before and after the MSIR opened, 
January 2015 to December 2019 

 
Notes:  
§ MSIR opening hours before 7 July 2019 are defined as between 8.00 am and 7.00 pm on a weekday and 

9.00 am and 5.00 pm on a weekend. From 7 July 2019 MSIR opening hours are defined as between 7.00 am 
and 9.00 pm on a weekday and 8.00 am and 7.00 pm on a weekend. Note: the MSIR opening hours 
changed over the trial period; as such, the opening hours measure presented in this review is used as an 
approximate measure. 

 
15 An interrupted time series approach was applied to the monthly aggregate count data to determine if there was a 
statistically significant change in ambulance attendances after the MSIR opened. The approach was based on the method 
described in Lopez et al. 2017. The results of this analysis should be used with caution. There are several important 
assumptions made in this analysis. If these assumptions are violated, the results could be invalid. First, the model assumes 
there is no other time-varying confounders could lead to the reduction of ambulance attendances. For example, in the 
study period, if there are other time-varying confounders, such as police operations, changes in drug availability or trading 
in private markets, the results could become invalid. Second, the model assumes the characteristics of the population 
remain unchanged throughout the study period and study area.  
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§ Naloxone is a medication that rapidly reverses an opioid overdose. Naloxone only works on overdoses 
caused by opioid drugs such as heroin and pharmaceutical opioids such as oxycodone. The VACIS data 
presented here only includes ambulance attendances where naloxone was reported and may therefore 
include overdoses that are not heroin-related. Due to this, care needs to be taken when interpreting the 
data because the primary drug injected at the MSIR is heroin (95 per cent), whether alone or in 
combination with diphenhydramine. The MSIR cannot be expected to influence changes in ambulance 
attendances for pharmaceutical opioid overdoses. 

§ These trendlines are indicative only and not to be taken as formal statistical analysis; they are not intended 
for statistical inference or prediction purposes. The trendlines are presented to show the general pattern or 
overall direction of the data. 

 
Figure 26: Ambulance attendances where naloxone was administered by paramedics during MSIR 
opening hours, number and trendline before and after the MSIR opened, January 2015 to 
December 2019 

 

Source: Victorian Ambulance Clinical Information System 
Notes:  
§ MSIR opening hours before 7 July 2019 are defined as between 8.00 am and 7.00 pm on a weekday and 

9.00 am and 5.00 pm on a weekend. From 7 July 2019 MSIR opening hours are defined as between 7.00 am 
and 9.00 pm on a weekday and 8.00 am and 7.00 pm on a weekend. Note: the MSIR opening hours 
changed over the trial period; as such, the opening hours measure presented in this review is used as an 
approximate measure. 

§ Naloxone is a medication that rapidly reverses an opioid overdose. Naloxone only works on overdoses 
caused by opioid drugs such as heroin and pharmaceutical opioids such as oxycodone. The VACIS data 
presented here only includes ambulance attendances where naloxone was reported and may therefore 
include overdoses that are not heroin-related.  

§ These trendlines are indicative only and not to be taken as formal statistical analysis; they are not intended 
for statistical inference or prediction purposes. The trendlines are presented to show the general pattern or 
overall direction of the data. 

In order to explore this trend further, direct comparison was made between the number of 
attendances during and outside MSIR opening hours. In the 18-month period after the MSIR 
opened, the number of ambulance attendances where naloxone was administered within 1 km of 
the MSIR declined by 25 per cent (382 attendances for the 18-month period before the MSIR 
opened compared with 288 for the 18-month period after the MSIR opened) (Figure 27). As 
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indicated, the opening of the MSIR was expected to primarily have an impact on ambulance 
attendances during MSIR opening hours, not outside opening hours. In line with this expectation the 
overall decrease was largely driven by a decline in the number of ambulance attendances during 
MSIR opening hours. A visual comparison of ambulance attendances within 1 km of the MSIR in the 
18-month period before and 18-month period after the MSIR opened (see Figure 28) shows that the 
total number of attendances during MSIR opening hours decreased by 36 per cent after the MSIR 
opened (288 attendances compared with 184 attendances). In comparison, the number of 
attendances occurring within 1 km of the MSIR outside MSIR opening hours increased by 11 per 
cent in the 18-month period after the MSIR opened (104 attendances) compared with the 18-
month period before the MSIR opened (94 attendances) (Figure 29). This difference in distributions 
was statistically significant (Χ2(2) = 10.34, p < 0.01). This result includes the distribution of attendances 
outside MSIR opening hours, which largely followed the pattern for the remainder of Victoria. The 
time series analysis above does not include consideration of this trend. While these results are 
encouraging, further time is needed to fully understand the pattern of results in relation to 
ambulance attendances.  

Figure 27: Ambulance attendances where naloxone was administered by paramedics within 1 km 

of the MSIR for all hours, 18 months before the MSIR opened and 18 months after the MSIR opened 

 

Source: Victorian Ambulance Clinical Information System 

Notes:  
§ Time periods are 18 months before the MSIR opened and 18 months after the MSIR opened; the MSIR 

opened 18 June 2018. 
§ Naloxone is a medication that rapidly reverses an opioid overdose. Naloxone only works on overdoses 

caused by opioid drugs such as heroin and pharmaceutical opioids such as oxycodone. The VACIS data 
presented here only includes ambulance attendances where naloxone was reported and may therefore 
include overdoses that are not heroin-related. Due to this, care needs to be taken when interpreting the 
data because the primary drug injected at the MSIR is heroin (95 per cent), whether alone or in 
combination with diphenhydramine. The MSIR cannot be expected to influence changes in ambulance 
attendances for pharmaceutical opioid overdoses. 

 

18 months post-MSIR (n = 288) 18 months pre-MSIR (n = 382) 
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Figure 28: Ambulance attendances where naloxone was administered by paramedics within 1 km 
of the MSIR during MSIR opening hours, 18 months before the MSIR opened and 18 months after the 
MSIR opened 

 

Source: Victorian Ambulance Clinical Information System 

Notes:  
§ Time periods are 18 months before the MSIR opened and 18 months after the MSIR opened; the MSIR 

opened 18 June 2018. 

§ MSIR opening hours before 7 July 2019 are defined as between 8.00 am and 7.00 pm on a weekday and 
9.00 am and 5.00 pm on a weekend. From 7 July 2019 MSIR opening hours are defined as between 7.00 am 
and 9.00 pm on a weekday and 8.00 am and 7.00 pm on a weekend. Note: the MSIR opening hours 
changed over the trial period; as such, the opening hours measure presented in this review is used as an 
approximate measure. 

§ Naloxone is a medication that rapidly reverses an opioid overdose. Naloxone only works on overdoses 
caused by opioid drugs such as heroin and pharmaceutical opioids such as oxycodone. The VACIS data 
presented here only includes ambulance attendances where naloxone was reported and may therefore 
include overdoses that are not heroin-related. Due to this, care needs to be taken when interpreting the 
data because the primary drug injected at the MSIR is heroin (95 per cent), whether alone or in 
combination with diphenhydramine. The MSIR cannot be expected to influence changes in ambulance 
attendances for pharmaceutical opioid overdoses. 

  

18 months post-MSIR (n = 184) 18 months pre-MSIR (n = 288) 
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Figure 29: Ambulance attendances where naloxone was administered by paramedics within 1 km 
of the MSIR outside MSIR opening hours, 18 months before the MSIR opened and 18 months after the 
MSIR opened 

 

Source: Victorian Ambulance Clinical Information System 

Notes:  
§ Time periods are 18 months before the MSIR opened and 18 months after the MSIR opened; the MSIR 

opened 18 June 2018. 

§ MSIR opening hours before 7 July 2019 are defined as between 8.00 am and 7.00 pm on a weekday and 
9.00 am and 5.00 pm on a weekend. From 7 July 2019 MSIR opening hours are defined as between 7.00 am 
and 9.00 pm on a weekday and 8.00 am and 7.00 pm on a weekend. Note: the MSIR opening hours 
changed over the trial period; as such, the opening hours measure presented in this review is used as an 
approximate measure. 

§ Outside MSIR opening hours is defined as the hours not within the MSIR opening hours detailed above. 
§ Naloxone is a medication that rapidly reverses an opioid overdose. Naloxone only works on overdoses 

caused by opioid drugs such as heroin and pharmaceutical opioids such as oxycodone. The VACIS data 
presented here only includes ambulance attendances where naloxone was reported and may therefore 
include overdoses that are not heroin-related. Due to this, care needs to be taken when interpreting the 
data because the primary drug injected at the MSIR is heroin (95 per cent), whether alone or in 
combination with diphenhydramine. The MSIR cannot be expected to influence changes in ambulance 
attendances for pharmaceutical opioid overdoses. 

 

18 months post-MSIR (n = 104) 18 months pre-MSIR (n = 94) 



 

72  

Figure 30: Number of ambulance attendances where naloxone was administered by paramedics 
within 1 km of the MSIR, during and outside MSIR opening hours, 18-month total before and after the 
MSIR opened  

 

Source: Victorian Ambulance Clinical Information System 

Notes:  
§ Time periods are 18 months before the MSIR opened and 18 months after the MSIR opened; the MSIR 

opened 18 June 2018. 
§ MSIR opening hours before 7 July 2019 are defined as between 8.00 am and 7.00 pm on a weekday and 

9.00 am and 5.00 pm on a weekend. From 7 July 2019 MSIR opening hours are defined as between 7.00 am 
and 9.00 pm on a weekday and 8.00 am and 7.00 pm on a weekend. Note: the MSIR opening hours 
changed over the trial period; as such, the opening hours measure presented in this review is used as an 
approximate measure. 

§ Outside MSIR opening hours is defined as the hours not within the MSIR opening hours detailed above. 
§ Naloxone is a medication that rapidly reverses an opioid overdose. Naloxone only works on overdoses 

caused by opioid drugs such as heroin and pharmaceutical opioids such as oxycodone. The VACIS data 
presented here only includes ambulance attendances where naloxone was reported and may therefore 
include overdoses that are not heroin-related. Due to this, care needs to be taken when interpreting the 
data because the primary drug injected at the MSIR is heroin (95 per cent), whether alone or in 
combination with diphenhydramine. The MSIR cannot be expected to influence changes in ambulance 
attendances for pharmaceutical opioid overdoses. 

Burnet Institute study 
Results from the Burnet Institute’s SuperMIX study linked with VACIS data found no evidence at this 
stage of a difference between the average number of ambulance attendances with naloxone 
administration between those who visited the MSIR and those who did not. 

Using linked data from VACIS, the Burnet Institute findings shows a projected decrease in 
ambulance attendance with naloxone administration for participants who visited the MSIR (Burnet 
Institute 2019, p. 38). Despite the overall drop for participants who visited the MSIR, there was no 
evidence of a difference in the average number of ambulance attendances with naloxone 
administration between the two groups (Burnet Institute 2019, p. 38). 
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However, people who used the MSIR had a significant reduction in ambulance attendances with 
naloxone administration compared with those who had not visited the MSIR (particularly for those 
who injected more than half of their injections at the MSIR) (Figure 31). 

Figure 31: Average number of ambulance attendances with naloxone administration per year by 
MSIR frequency of use, 2006–07 to 2018–19 

 

Source: Burnet Institute 2019, p. 38 

Emergency department attendances  
Using linked data from the Victorian Emergency Minimum Dataset, the Burnet Institute SuperMIX 
study did not find evidence of a difference between the average number of emergency 
department presentations for drug-related reasons (including overdoses) between the group of 
participants who reported visiting the MSIR compared with those who did not, either before or after 
the MSIR opened (Burnet Institute 2019, p. 39). 

However, as with the findings for ambulance attendances, for more frequent users of the MSIR 
(who had more than half of their injections at the facility) there was weak evidence of an increase 
in the average number of emergency department presentations for drug-related reasons 
(including overdose) between the group of participants who reported having had 50 per cent or 
more of their injections in the MSIR and those who had not visited the facility (Burnet Institute 2019, 
p. 40).  

Using the same approach, the study did not find evidence of a difference between the average 
number of emergency department presentations for conditions unrelated to drug use between 
participants who visited the MSIR and those who did not, either before or after the MSIR opened 
(Burnet Institute 2019, p. 16). 
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An analysis of heroin overdose presentations within MSIR opening hours16 at St Vincent’s Hospital 
Melbourne (the nearest hospital to the MSIR) from before and after the MSIR opened found that 
the number of heroin overdose cases did not change significantly after the facility opened. While 
Figure 32 suggests that the number of cases increased around the time the MSIR opened, this 
increase was not statistically significant.17  

Figure 32: Heroin overdose emergency department presentations during MSIR opening hours at 
St Vincent’s Hospital Melbourne, Quarter 1, 2012–13 to Quarter 2, 2019–20 

 

Source: Victorian Emergency Minimum Dataset  

Notes: 
§ Heroin overdose emergency department presentations refer to presentations with a primary diagnosis of 

‘heroin overdose’. The primary diagnosis represents the primary reason for presentation to the emergency 
department and is recorded when the patient is discharged. 

§ MSIR opening hours before 7 July 2019 are defined as between 8.00 am and 7.00 pm on a weekday and 
9.00 am and 5.00 pm on a weekend. From 7 July 2019 MSIR opening hours are defined as between 7.00 am 
and 9.00 pm on a weekday and 8.00 am and 7.00 pm on a weekend. 

Using linked data from the Victorian Admitted Episode Dataset, the Burnet Institute’s SuperMIX study 
did not find evidence of a difference between the average number of admissions for conditions 
related to drug use (including overdose) between participants who reported visiting the MSIR 
compared with those who did not, either before or after the MSIR opened (Burnet Institute 2019, p. 
40). Using the same approach, the study did not find evidence of a difference between the 
average number of hospital admissions for conditions unrelated to drugs between participants who 

 
16 MSIR opening hours defined as: before 7 July 2019: weekdays 8.00 am to 7.00 pm; weekends 9.00 am to 5.00 pm; and after 
7 July 2019: weekdays 7.00 am to 9.00 pm; weekends 9.00 am to 7.00 pm. 
17 The review analysed heroin overdose emergency department presentations (within opening hours of the MSIR) at St 
Vincent’s Hospital between July 2012 and December 2019. Structural break detection and interrupted time-series analyses 
were conducted on the monthly aggregated count and daily rate with statistical significance tested (p < 0.05). The 
interrupted time-series analysis applied was based on the method described in Lopez et al. 2017.  
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visited the MSIR and those who did not, either before or after the MSIR opened (Burnet Institute 
2019, p. 18). It should be noted that presentations at emergency departments for all causes are 
rising at this time (Australian Institute of Health and Welfare 2018).  
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Part 55A(d): Reduce the number of discarded needles and 
syringes in public places and the incidence of injecting of 
drugs in public places in the vicinity 
To assess this object, the Panel considered:  

§ needle and syringe collection data  
§ surveys of local residents and businesses before and during the trial (MSIR Review 

Survey).  
The findings of this review are mixed regarding the extent to which the trial has advanced 
this object. There has been a reduction in reports of public injecting. Local people report no 
difference in seeing discarded injecting equipment. There has been an increase in 
collected injecting equipment (noting also an increase in collection activity later in the trial).  

There had been no change for local community members reporting seeing discarded 
needles and syringes but a decrease in the proportion who reported witnessing public 
injecting at the time of the MSIR Review Survey in July 2019. The number of inappropriately 
disposed needles and syringes collected in the area surrounding the MSIR grew over the trial 
period. While some of this growth coincided with an escalation in cleaning activities in the 
last eight months of the trial, there was also an increase in the number of syringes collected 
in first 10 months of the trial.  

Stakeholders were strongly divided on the extent to which there had been a change.  

§ There has been very little change in the proportion of people seeing discarded 
needles and syringes (16 per cent in the year before and 17 per cent during the trial). 

§ There has been no change in the median number of discarded needles and syringes 
seen by residents (four per month).  

§ There was an increase in the median number of discarded syringes seen by business 
respondents during the trial (six to 10 per month). 

§ There has been a decrease in the proportion of residents and business respondents 
who saw public injecting (24 per cent to 20 per cent of residents, and 27 per cent to 22 
per cent of business respondents). 

§ There has been no change in the number of injections seen by residents (three per 
month) and an increase for business respondents (from four to five). 

§ Stakeholders were strongly divided on the extent to which there had been a change, 
some stating that the area had never been better and others stating that it had never 
been worse.  

The MSIR is designed to provide an alternative to injecting in public. Part 55A(d) of the Act states 
that the facility aims ‘to reduce the number of discarded needles and syringes in public places and 
the incidence of injecting drugs of dependence in public places in the vicinity of the licensed 
medically supervised injecting centre’. 

The review examined evidence to consider whether injections that would have otherwise occurred 
in public places were occurring in the facility.  

As the trial progressed, the review analysed evidence to understand the extent to which there has 
been:  
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§ reductions in discarded injecting equipment in the vicinity of the MSIR 
§ reductions in public injecting in the vicinity of the MSIR. 

About the needle and syringe program 
The Victorian NSP is a public health initiative that aims to minimise the spread of blood-borne viruses 
such as HIV, hepatitis B and hepatitis C among people who inject drugs and into the wider 
community. The program began in 1987 and operates through a range of different service 
providers including:  

§ funded NSP locations whose primary function is to provide a full suite of NSP services including 
harm reduction information, advice and referrals 

§ community health services 
§ hospital emergency departments 
§ municipal councils 
§ drug treatment agencies 
§ youth organisations 
§ participating pharmacies. 

NSPs provide a range of services including access to sterile injecting equipment and help with 
disposing of used injecting equipment. There are more than 500 NSP locations in Victoria, including 
two NSPs in Richmond (located at NRCH and a pharmacy located in the Richmond Plaza 
Shopping Centre) and a mobile NSP that can also service the area. 

Until 7 July 2019 the NRCH NSP operated from the main health centre building, sharing office space 
with NRCH AOD services. The NSP could be accessed by the public through a dedicated window. 
From 7 July 2019 the NRCH NSP has been co-located with the MSIR. The NSP desk is situated 
alongside the MSIR intake desk, although integration arrangements are currently being reviewed.  

As previously described, the NRCH NSP also provided a secure dispensing unit (also known as a 
needle vending machine) to facilitate access to sterile injecting equipment outside of the NSP fixed 
site’s operating hours. This unit operated for two years and closed on 23 May 2019, before the 
larger facility opened.  

People are appropriately disposing of their injecting equipment at the 
facility 
Consideration of counts of both appropriate and inappropriate disposal and collection of injecting 
equipment before the trial and at the end of 2019 (when data consideration had to end) is 
complicated by changes in the collection services responsible for data on this measure.  

The SuperMIX study found that many people injecting at the facility had previously injected in 
public or semi-public settings, presumably with some of those injections involving inappropriate 
disposal of injecting equipment. 

The facility also asked a sample of its service users where they would have injected if the MSIR 
wasn’t available and, as shown in Table 11, by far the most common response was in the carpark 
(a multi-level carpark adjacent to NRCH and a common site of overdoses before the trial began). 
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Table 11: Alternative injecting locations reported by people who injected at the MSIR, snapshot as 
at September 2019 

Alternative location Number of service users 

Carpark 121 

Public area 22 

Public toilet 20 

Alleyway 18 

Anywhere 19 

BBQ area 7 

Underneath commission flats 3 

Carpark or river 2 

Friend’s house 2 

Source: MSIR database 

Reportable incident data are consistent with this, with the number of overdoses attended at the 
multi-storey carpark adjacent to the community health centre declining from 14 overdoses in the 
six-month period before the facility opened to eight overdoses over the same period a year later 
(January to June 2019). Overall, in 2018 there were 27 incident reports concerning overdoses in the 
carpark, whereas in 2019 there were only 14, almost a 50 per cent decrease in overdoses attended 
to at the NRCH carpark (Figure 33).  

Figure 33: Overdoses attended to at the NRCH carpark from January 2018 to December 2019 

  

Source: MSIR database 
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Collection of discarded injecting equipment in the vicinity  
Consideration of counts of both appropriate and inappropriate disposal and collection of injecting 
equipment before the trial and at the end of 2019 (when data consideration had to end) is 
complicated by changes in the collection services responsible for data on this measure.  

The Yarra City Council has primary responsibility for collecting needles and syringes found in public 
places, including those disposed of appropriately (for example, in sharps bins) and inappropriately 
(for example, on the street). In mid-2019 the council doubled the level of cleaning services in the 
local area. The increase in cleaning services included street sweeping and a two-person cleaning 
crew conducting daily foot patrols in North Richmond and southern Abbotsford, up to three times 
per day. Figure 34 details the streets and laneways patrolled. 

Figure 34: Yarra City Council foot patrols, 2019  

 

Source: Yarra City Council 

There are some other caveats to these data, including that the Yarra City Council is not the only 
agency collecting disposed syringes within the municipality; pharmacies, community health 
organisations and others (including the Office of Housing on the Richmond housing estate) also 
manage safe disposal of syringes. Discarded syringes and associated litter found by the general 
public (traders, visitors and householders) may not necessitate a service request to the council 
because people may choose to dispose of these themselves. Regarding syringe disposals, there is 
no manual counting of syringes and instead the capacity of the unit is used as an indicator of 
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volume, and this is the figure that is captured. Of those disposed syringes collected, either 
appropriately or inappropriately, some may not have necessarily been used. Syringe management 
incident data has historically been recorded by the council’s contractor, cohealth, via a manual 
process, with pen-and-paper recording in the field and data later entered into electronic 
spreadsheets. In mid-2019 this moved to a ‘real-time’ system to allow geocoded syringe 
management for both the council and cohealth. Historic datasets have been retrospectively 
geocoded to facilitate analysis.  

Given the caveats on use of these data, caution should be exercised in drawing definitive 
conclusions on the number of syringes discarded in the area. In the area surrounding the MSIR,18 
the number of syringes disposed of appropriately and inappropriately have increased over time 
(Figure 35). For each month between July 2017 and December 2019, more syringes were disposed 
of appropriately than inappropriately (53–89 per cent of syringes collected were disposed 
appropriately each month). 

Figure 35: Number of appropriately and inappropriately disposed syringes collected in the local 
area surrounding the MSIR, July 2017 to December 2019  

 

Source: Yarra City Council 

Note: The area surrounding the MSIR was defined by the Yarra City Council – a polygon bounded clockwise 
by Hoddle St, Gipps St, the Yarra River, Duke St, Johnson St, Coppin St and Bridge Rd (see Appendix C, Figure 
C1 for a map showing the defined boundary). 

As described in the caveats above, during the trial period the Yarra City Council doubled its 
cleaning activities in the area surrounding the facility. This escalation of cleaning activities 
coincided with the number of inappropriately disposed syringes collected in the area almost 
doubling over an eight-month period (Figure 36).  

 
18 The area surrounding the MSIR was defined by the City of Yarra – a polygon bounded clockwise by Hoddle St, Gipps St, 
the Yarra River, Duke St, Johnson St, Coppin St and Bridge Rd (see Appendix C, Figure C1 for a map showing the defined 
boundary). 
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The number of syringes collected as a direct result of internal and external customer service 
requests to the Yarra City Council also fell from June 2019, two months after cleaning activities 
escalated. New, larger sharps bins were also recently installed near the NRCH carpark, which some 
staff at MSIR and NRCH suggest have contributed to a decrease in discarded injecting equipment. 

Figure 36: Number of inappropriately disposed syringes collected in the local area surrounding the 
MSIR, July 2017 to December 2019  

 

Source: Yarra City Council 

Note: The area surrounding the MSIR was defined by the Yarra City Council – a polygon bounded clockwise 
by Hoddle St, Gipps St, the Yarra River, Duke St, Johnson St, Coppin St and Bridge Rd (see Appendix C, Figure 
C1 for a map showing the defined boundary). 

It should be noted that the escalation in cleaning activities only relates to the last eight months of 
the trial. Prior to this, in the first 10 months of the trial, the number of inappropriately disposed 
syringes collected in the surrounding area increased by 27 per cent (compared with the 10 months 
before the MSIR opened; see Figure 37). This suggests that even before cleaning efforts escalated, 
the number of inappropriately disposed syringes were already increasing. It is not possible to tell 
from this data if the increase in the number of syringes collected was due to more people injecting 
drugs in the area or to other factors.  

The Panel heard that after the MSIR opened, local residents were regularly provided with 
information on the Yarra City Council syringe disposal service through a public awareness 
campaign that included door knocking and distribution of letters, letterbox drops, posters and 
fridge magnets. The increasing marketing may have improved awareness and use of the service 
and increased the number of syringes the council collected. 
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Figure 37: Number of inappropriately disposed syringes collected in the local area surrounding the 
MSIR, before and after the MSIR opened, July 2017 to December 2019  

 

Source: Yarra City Council 

Note: The area surrounding the MSIR was defined by the Yarra City Council – a polygon bounded clockwise 
by Hoddle St, Gipps St, the Yarra River, Duke St, Johnson St, Coppin St and Bridge Rd (see Appendix C, Figure 
7.1.1 for a map showing the defined boundary). 

Community perceptions of discarded needles and syringes  
Conducted before the opening of the MSIR and approximately one year later (around the time 
MSIR operations moved to the larger facility), the MSIR Review Survey assessed whether there had 
been any change in the experience of local residents and businesspeople regarding seeing 
discarded injecting equipment. 

Most respondents (about 80 per cent) reported seeing discarded needles and syringes. There was 
little change in the proportion of residents who had seen discarded needles and syringes in the 
previous year (16.1 per cent to 16.9 per cent) but an increase for business respondents (20 per cent 
to 24.6 per cent) (see Table C6, Appendix C).  

In relation to the number of needles and syringes seen, the average or mean number seen in the 
month preceding the MSIR Review Survey reduced significantly for both residents and 
businesspeople (13.3 to 8.7 for residents; 21.9 to 17.5 for businesses) (see Table C6, Appendix C).  

Residents noted many concerns regarding discarded injecting equipment. Most related to the 
frequency and volume of the drug paraphernalia, the health hazard and the safety of children. For 
example, one survey respondent said: ‘I worry about children and don’t want kids to be exposed 
to it on the street and mistakenly pick up a syringe’.  

The Panel directly heard a wide range of views on this, from ‘the streets have never been cleaner’ 
to the ‘streets have never been worse’. Panel members frequently walked in the area during this 
review. While improvements were apparent on many of these occasions during 2019, there was 
often still visible evidence of discarded injecting equipment.  
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Public injecting in the vicinity of the facility 
Findings from the Burnet Institute study about public injecting is that there was no significant 
difference in reports of using the last purchase of heroin in public between those who had visited 
the MSIR and those who had not (Burnet Institute 2019, p. 42; Table C7, Appendix C). 

The results of the MSIR Review Survey regarding public injecting require careful analysis. As with the 
results relating to needles and syringes, most respondents reported seeing public injecting in the 
past (see Table C8, Appendix C).  

For residents, there was no statistically significant change in the proportion reporting they had seen 
public injecting in the previous week or month. Residents and businesses reported a statistically 
significant decline in having seen public injecting in the year preceding the survey (23.5 per cent to 
19.7 per cent for residents; 26.8 per cent to 22.2 per cent for businesses). 

When asked for estimates of the number of public injections observed in the month before the 
survey, there was no change for residents (median of three at both time points) and an increase 
from four to five for businesses (not a statistically significant change).  

There is evidence from research that people who inject drugs in public places will almost always 
inject close to where they obtained the drug. Studies about the nature and reasons for using 
particular public spaces suggest that, as well as proximity to the place of purchase, there are also 
factors such as proximity to transport connections, privacy, avoiding police attention, lighting and 
a sense of personal safety. This can include choosing to use laneways, alcoves and public toilets to 
avoid other people who might want their drugs but also a place that is sufficiently public to allow 
someone to see if they have overdosed and seek help.  

To understand why some people who acquire their drugs in the vicinity of the MSIR but apparently 
do not go there to inject, in mid-2019 a Collingwood local primary health centre for people who 
inject drugs (many of whom do use the MSIR) asked some clients about their experience of the 
transitional service: ‘If you have not used the MSIR, what is preventing you from using it?’. Responses 
included: 

§ Personal preference.  
§ Would feel ‘nannied’.  
§ Comfortable using by myself or my friends. 
§ Too busy, you wait to get in, even too busy for the chill out area and too many idiots. 
§ Other users don’t go in, too scared – cameras. Believe blood testing being done from used 

syringes, DNA. 
§ I have a home to safely use at. 

In response to the question: ‘Have you injected on the streets while the injecting room has been 
open? If yes, what was the reason you didn’t go to the injecting room?’, responses included: 

§ Yes, in a rush. 
§ Yes, I couldn’t find it, people talk about not going there because it’s so packed. 
§ Yes, didn’t want to walk there. Comfortable on the streets. 
§ Yes, most people do because they get fed up waiting. Quicker to go to NSP and then on 

street. 
§ Yes, it was closed, hours need increasing. 
§ Yes, people I was with don’t like it due to cameras, etc. 
§ Yes, last night, injecting room would not let me in. 
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Research exploring the reasons that people who inject drugs do not use injecting facilities offers 
some explanations. These include a perception that the facility is too far away, if police were 
stationed nearby or if the rules and regulations made their preferred practices difficult (Wood et al. 
2003). For example, one study identified that potential service users would not use a facility if they 
could not share drugs (reason given by 34 per cent of those who were not willing to use a service) 
or if they were prohibited from assisting others to inject (18 per cent of those not willing to use) (Fry 
& Miller 2001).  
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Part 55A(e): Improve the amenity of the neighbourhood for 
residents and businesses 
To assess this object, the Panel considered: 

§ surveys of local residents and businesses before and during the trial (MSIR Review 
Survey) 

§ results of a cohort study of people who use drugs 
§ surveys of local Victoria Police members 
§ a Yarra City Council community survey 
§ consultations with professional stakeholders, staff and service users 
§ group consultations with local residents and businesses  
§ the impact on the school and community health centre 
§ direct observations of the area. 

This finding of this review is that amenity has not improved during the review assessment 
period.  

§ Prior research in North Richmond found the largest impact on the perception of 
amenity is from seeing discarded needles and syringes and other drug-related 
paraphernalia, and this appears to be largely unchanged. 

There are conflicting results in relation to perceptions of safety:  

§ A Yarra City Council survey for the North Richmond area shows no change in residents’ 
perception of safely walking alone during the day or at night before or during the trial. 

§ Victoria Police members reported seeing significantly more:  
o people buying or selling drugs 
o people who appear to be under the influence of drugs 
o antisocial behaviour that appears to be drug-related.  

§ The MSIR Review Survey conducted for this review found that after the first year of 
operations:  
o significantly fewer residents and business respondents reported feeling safe walking 

alone during the day and after dark due to concerns about violence and crime, 
public visibility of drug use and drug deals, safety concerns for their own children 
and schoolchildren, concerns about aggressiveness and unpredictability, and 
discarded syringes in public places 

o more people reported considering moving house (32 per cent to 37.1 per cent) or 
their employment (27.6 to 32.5 per cent) because of drug-related activity. 

§ Most of the MSIR service users are not from Richmond but were already coming to the 
area before the facility opened.  

§ Victoria Police reported seeing significantly more:  
o people buying or selling drugs 
o people who appear to be under the influence of drugs 
o antisocial behaviour that appears to be drug-related.  
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§ During the first year of the trial period more people reported considering moving house 
(32 per cent to 37.1 per cent) or their employment (27.6 to 32.5 per cent) because of 
drug-related activity. 

§ It is difficult to assess the impact on the school, with the Panel hearing very different 
perspectives about parent experiences. However, advice from the school is that 
enrolments have increased, critical incidents involving discarded needles/syringes or 
overdoses have decreased and results of both parent and staff satisfaction surveys 
with the school have remained stable.  

§ Advice from NRCH is that the congregation of clients at the front door of the 
community health service, who were often assumed to be clients of the MSIR, has 
influenced other clients. Maternal and child health, general practice patients and 
some other services have seen some reduction in attendance. Work to address this has 
recently been undertaken to improve the appearance and amenity of the MSIR 
entrance. The 2018 Victorian Healthcare Experience Survey reported that 56 per cent 
of NRCH clients felt safe coming to the community health centre. This compares with 
other similar services that average in the mid-90 per cent range.  

§ The trial has been extensively covered in print and social media, with coverage most 
commonly assessed as being ‘negative’ in sentiment, which can affect people’s 
perceptions. 

§ Overall, agreement with having an injecting room in North Richmond reduced for 
residents (from 61 to 44 per cent) and businesses (48 to 41 per cent) over the first year 
of the trial.  

§ There continues to be substantial efforts across a range of organisations to ameliorate 
concerns, and if the trial is extended both these and community sentiment should be 
monitored. 

In addition to providing a space for using injectable drugs and the secure disposal of associated 
equipment, the Victorian legislation states that the facility aims to ‘improve the amenity of the 
neighbourhood for residents and businesses in the vicinity of the licensed medically supervised 
injecting centre’ (Part 55A(e) of the Act). While other supervised injecting facilities have been 
found to contribute to improved amenity, this is not typically one of their stated aims. As described 
in earlier sections, there is a separate aim of reducing discarded needles and syringes and public 
injecting. Use of the facility was also anticipated to benefit the amenity of the neighbourhood in 
other ways; however, these benefits are not defined by the legislation.  

The period from mid-1995 to 2001 saw the emergence of street-based markets in Melbourne. Dietze 
and Fitzgerald (2002, p. 297) note that, ‘access to the market is high, drug dealing is highly visible, 
the market is mobile and redeploys rapidly in response to police activity, there is a high level of 
associated crime and public disorder and drug use occurs in public locations’. Previous research 
has found that public injecting has had a substantial negative impact on public amenity in the 
North Richmond/Abbotsford area (Dwyer et al. 2013). In particular, discarded needles and syringes 
and other injecting-related paraphernalia is a key factor in perceptions of amenity. 

In relation to broader amenity issues, the Panel initially examined evidence to consider if 
community engagement was occurring, including tracking amenity issues.  

As the trial progressed, the Panel analysed evidence to understand the extent to which there has 
been: 
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§ improved liveability of the neighbourhood  
§ improved perceptions of safety 
§ a reduction in public injecting and discarded injecting equipment  
§ improvements in amenity of the neighbourhood leading to increased support for establishing 

the facility over time. 

The above indicators relate to potential changes in amenity arising from the operation of the MSIR 
more broadly. In relation to specific activities undertaken to address amenity, there are several 
entities with areas of responsibility that may contribute to experiences of amenity, including the 
MSIR and NRCH, Victoria Police, Yarra City Council and the Office of Housing. 

The Panel considers that a person’s experience of living or working in the area could reasonably be 
influenced by the MSIR. This includes the above activities as well as other contributors such as 
media coverage.  

Before the MSIR opened, there had been significant public discussion and media exposure on the 
impact of public injecting in the City of Yarra, with a particular focus on the North Richmond heroin 
market. This attention highlighted existing concerns about the discarding of drug injecting 
paraphernalia, witnessing of overdose, public injecting and the public nuisance perceived to stem 
from the illicit drug market.  

Media coverage  
External analysis found the MSIR trial was highly visible in the print media, with articles reaching a 
potential audience of around 20 million (Media Measures 2020). There was a strong focus during 
the first 18 months of the trial by the two Melbourne daily newspapers, with 54 stories appearing in 
the Herald Sun and 32 stories in The Age.  

Print media coverage of the MSIR trial was largely negative (45.9 per cent), with the remainder 
relatively evenly split between positive and neutral coverage. The bulk of the print media’s positive 
coverage dealt with stories on the state government’s release of data on the MSIR that indicated a 
large number of client visits to the facility and the large number of overdoses successfully 
managed. The two main negative issues in the print media were public concerns (including from 
local residents) and the incident involving staff of NRCH incorrectly reported as two MSIR workers 
being accused of drug trafficking. In some instances, negative reporting was made more intense 
by the inclusion of emotive photos depicting drug injecting and antisocial activities in the North 
Richmond precinct. 

Analysis across print media, broadcast media and internet media found sentiment was 47 per cent 
negative and only 9 per cent positive about the MSIR trial. Analysis of social media using a product 
called ‘TalkWalker’ found that Twitter was the key forum for discussion of the trial (84.1 per cent of 
all media results), followed by online news (7.2 per cent). The impact of negative media coverage 
may have contributed to people’s views about the trial.   

Crime in the local area  
The number and type of offences recorded within a 1 km radius of the MSIR largely remained 
stable between October 2014 and September 2019 (Figures 38 and 39), except for offences 
relating to drug use and possession (Figure 39). Offences for drug use and possession declined after 
the opening of the MSIR and then increased again three months later (Figure 40). Almost all 
offences under this offence category were drug possession offences (98 per cent). 
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These trends may reflect that in the earlier months of the MSIR trial Victoria Police identified that, 
after delivering training on the matter, some of its members had developed a misunderstanding 
about the extent to which they could enforce drug-related crimes in the area, based on an ill-
informed reference to an ‘exclusion zone’ around the MSIR discussed in the media at the time 
(Sakkal 2019). This led to some members being confused about who and when they could 
approach, with the result that their drug enforcement activity was lower than usual in the initial 
period of the trial.  

Once this misunderstanding became apparent, Victoria Police provided additional training to 
members about their remit, with the expectation that the law is enforced in all locations while 
advising police officers not to ‘over-police’ the entrance – that is, not to target people as they 
enter or exit the facility. In addition, more resources were provided to the location, including bike 
patrols covering the estate and laneways from mid-2019 (data beyond then was not available at 
the time of reporting). With increased resourcing comes the opportunity to detect more crime, so 
these figures may increase in the future.  

Figure 38: Number of offences recorded within a 1 km radius of the MSIR from Quarter 2, 2014–15 to 
Quarter 1, 2019–20 – offence subdivisions relating to crimes against the person and property and 
deception offences 

 

Source: Victorian Crime Statistics Agency 
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Figure 39: Number of offences recorded within a 1 km radius of the MSIR from Quarter 2, 2014–15 to 
Quarter 1, 2019–20 – offence subdivisions relating to drug offences and public order and security 
offences 

 

Source: Victorian Crime Statistics Agency 

Figure 40: Number of drug use and possession offences recorded within a 1 km radius of the MSIR 
from Quarter 2, 2014–15 to Quarter 1, 2019–20 

 

Source: Victorian Crime Statistics Agency 

In general, the rate of drug possession offences per 100,000 population in the City of Yarra was 
higher than the Victorian rate. The rate of drug possession offences increased in Quarter 1, 2019–20 



 

90  

for both the City of Yarra (from 150.2 per 100,000 population to 228.7) and Victoria (from 97.7 per 
100,000 population to 108.8), although the increase was larger for the City of Yarra than Victoria 
(Figure 41). The large increase in the City of Yarra may reflect the increase in policing training and 
resources to the area from mid-2019, as mentioned above and further considered below. 

Figure 41: Rate of drug possession offences for City of Yarra and Victoria from Quarter 2, 2014–15 to 
Quarter 1, 2019–20 – per 100,000 population 

 

Source: Victorian Crime Statistics Agency 

Note: These statistics relate to offence group C32: drug possession. 

These data relate to detection of offences only, and they do not necessarily match drug use trends 
in the area because other possible indicators changed in another direction. For example, the 
number of needles and syringes dispensed from NRCH increased between 2012 and 2017, possibly 
suggesting a large increase in drug use in the area before the trial commenced; however, the 
police statistics on use/possession show a decrease in the same period. These data seem to clearly 
reflect changes in policing effort, particularly since April 2019 when Victoria police committed to 
regular, concerted efforts and increased patrols in the area.  

Changes in police numbers, training, operational protocols and possible special operations from 
other police areas can all influence drug crime data, so these are very hard to use as an accurate 
measure of criminal activity. Additional local policing resources were allocated to the Richmond 
local police station in the police service area of Yarra at about the time that the MSIR was opened, 
with local changes in policy direction also likely to have contributed to an increase in arrests. 

Police attendance in the local area 
During the trial several organisations, including Victoria Police, the Yarra City Council, DHHS and 
some in the community, were actively encouraging people to contact the police if they had drug-
related concerns. Several community stakeholders reported to the Panel or others within DHHS that 
this had led to them calling triple zero (000) in circumstances where they previously might not 
otherwise have done so. At the same time, Victoria Police were encouraging people to report 
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drug-related concerns through triple zero (000) rather than the station number. This makes directly 
comparing figures of emergency calls and police attendance before and during/after 
comparisons difficult since it is likely to have increased detection and reporting rates rather than 
necessarily indicating a change in drug-related activity requiring police intervention.  

Figures 42 and 43 show total police callouts in the Richmond area compared with drug-related 
callouts from the end of 2014 to March 2015.  

Figure 42: Total Victoria Police computer-aided dispatch events per 1,000 people, Richmond, 
January 2015 to March 2019 

 

Source: Victoria Police Computer Aided Dispatch data 
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Figure 43: Drug-related computer-aided dispatch events per 1,000 people, Richmond, 
January 2015 to March 2019 

 

Source: Victoria Police Computer Aided Dispatch data 

Note: The Panel notes that changes in police numbers, training, operational protocols and possible special 
operations from other police areas can all influence drug crime data, and so these are very hard to use as an 
accurate measure of criminal activity. 

Victoria Police observations 
Victoria Police noted their awareness of significant attention from community members who 
reported concerns about an increase in people using drugs publicly or who appeared to be drug-
affected in the community.  

This was also the experience of many of the respondents to a survey conducted with local Victoria 
Police members for this review in November 2019. To note, this survey occurred shortly after the 
incident involving NRCH staff and may have affected police views at that time. An invitation was 
sent via email to all members working in the North West Division (which incorporates the area 
surrounding the MSIR) with at least one year’s policing experience including policing the North 
Richmond area. Of the 41 members who responded, most reported observing significantly more 
people who appeared to be buying or selling drugs, or who appeared to be under the influence of 
drugs or undertaking drug-related antisocial behaviour (Table 12). 

Table 12: Police observations on drug-related activity, November 2019 

Issue Degree Percentage  

Observed people who appear to be 
buying or selling drugs 

Significantly more 77.5 

About the same 12.5 

Slightly more 10.0 
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Issue Degree Percentage  

Observed people who appear to be under 
the influence of drugs 

Significantly more 67.5 

Slightly more 17.5 

About the same 10.0 

Slightly less 5.0 

Observed antisocial and/or disorderly 
behaviour that appears to be drug-related 

Significantly more 57.5 

About the same 22.5 

Slightly more 17.5 

Slightly less 2.5 

Source: MSIR review of local police 

Victoria Police reported to the Panel that, over the period of the MSIR trial, crime in the area 
surrounding the facility was largely attributable to local crime trends not connected to the trial. For 
example: 

§ There was an increase in robberies during the period of the trial, but this did not appear to be 
associated with drug use.  

§ There was an increase in reported assaults, but these are typically alcohol-related and from a 
different cohort of people from those who inject drugs. 

§ Thefts from motor vehicles were being conducted by individuals already known to Victoria 
Police and were not associated with injecting drug activities. 

§ Thefts of motor vehicles in the local area were attributed to an increase in food delivery 
service personnel coming into the area and leaving their motorbikes unattended with keys in 
the ignition, leading to opportunistic crime, which also did not appear to be connected to 
people who inject drugs. 

§ There was an increase in congregation on the housing estate, particularly in the afternoons 
and by a group of local people consuming alcohol, although again, Victoria Police believes 
this was a different group of people from those using the MSIR. 

§ One possible barrier to effectively policing the stairwells and laundries at the local housing 
estate, both popular places to inject drugs, was the understanding of some police that they 
required a warrant to enter these spaces after the introduction of additional ‘concierge’ 
services, although this has now been clarified and is not true. 

Impact on the nearby primary school 
The Panel heard very different perspectives from parents about their experiences of the facility 
being located close to the school. It has not been possible to draw a conclusion from this 
feedback. Incidents involving discarded injecting equipment or overdoses have decreased, and 
results of both parent and staff satisfaction with the school in general have remained stable. Figure 
44 shows that enrolment numbers have steadily increased during the period the MSIR has been 
open. 
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Figure 44: Number of students enrolled at the local school, 2016 to 2020 

 

Source: Victorian Department of Education 

Community surveys 
There were two sources of community sentiment expressed in surveys available to the Panel. These 
were the MSIR Review Survey of local residents and businesses conducted for the Panel by Colmer 
Brunton immediately before the trial commenced in mid-2018 (see Appendix G) and repeated after 
one year of operations within the transitional facility in mid-2019 (see Appendix H) and separate 
surveys of householders conducted by Metropolis Research for the Yarra City Council (see 
Appendix B). The findings differ somewhat, and responses to questions about perceptions of safety 
are reported here.  

MSIR Review Community Survey results 
Results regarding responses to perception of public injecting, disposal of injecting equipment and 
other indicators of experience of amenity have already been reported above.  

The proportion of local people randomly surveyed who reported feeling safe when walking alone 
during the day had fallen significantly in the first year of operations of the MSIR: businesses from 61.8 
per cent to 45.8 per cent, and residents from 69.5 per cent to 54.7 per cent. The trend is similar 
regarding walking alone after dark.  

Significantly more residents and businesses reported being approached and offered heroin within 
the year of the MSIR opening compared with the year before (21 to 30 per cent of residents and 19 
to 22 per cent of businesses).  

The percentage of residents who have considered moving out of the area because of drug-
related activity increased significantly from 32.0 per cent before the MSIR to 37.1 per cent in mid-
2019. Similarly, for business employees and owners, the percentage who have considered finding a 
new job or moving their business out of the area rose significantly from 27.6 per cent to 32.5 per 
cent. 
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For residents, the most frequently reported reasons for feeling unsafe were: 

§ violence and crime (30 per cent) 
§ public visibility of drug use and drug deals (29.2 per cent) 
§ safety concerns for their children and schoolchildren (21 per cent) 
§ aggressiveness and unpredictability of people who use drugs (19.4 per cent)  
§ discarded syringes in public places (16.1 per cent).  

For businesses, the most common reasons were:  

§ public visibility of drug use and drug deals (29.7 per cent) 
§ violence and crime (18.8 per cent) 
§ aggressiveness and unpredictability of people who use drugs (17.7 per cent) 
§ safety concerns for their children and schoolchildren (11.8 per cent) 
§ discarded syringes in public places (9.8 per cent). 

Yarra City Council Annual Customer Satisfaction Survey  
Respondents to the Yarra City Council Annual Customer Satisfaction Survey are asked to identify 
any improvements noticed in their local area in the preceding two years. In the 2019 annual survey 
results, Richmond North19 and Abbotsford respondents were more likely than average to report 
improvements to drug-related issues (Yarra City Council 2019). Drug-related issues were the second 
most noticed improvement in both Richmond North and Abbotsford after parks, gardens and open 
spaces (Table 13). Respondents for the 2019 survey were interviewed in February–March 2019; this 
means respondents were asked this question eight to nine months after the MSIR opened. The 2018 
survey findings differ from the 2019 findings, with respondents not reporting drug-related issues as a 
top improvement noticed in Abbotsford or Richmond North (respondents were surveyed in 
February–March 2018, before the MSIR opened). These findings suggest that after the MSIR opened 
there have been improvements in drug-related issues in Richmond North and Abbotsford, at least 
for some people living in the area. 

Table 13: Top improvements noticed in the local area in the last two years by precinct, 2018 and 
2019 

Survey year Abbotsford Richmond North 

2018 1. Parks, gardens, open spaces: 11.9% 1. Parks, gardens, open spaces: 16.9% 

2. Road maintenance and repairs: 6.0%  2. Cleanliness of areas including streets: 
13.3%  

2019 1. Parks, gardens, open spaces: 15.7% 1. Parks, gardens, open spaces: 13.3% 

2. Drug-related issues: 9.6%  2. Drug-related issues: 12.0%  

Source: Yarra City Council: Annual Customer Satisfaction Surveys, 2018, 2019 

Note: 2018 survey conducted February to March 2018; 2019 survey conducted February to March 2019. 

 
19 The area that the MSIR is located in is referred to by various stakeholders as North Richmond and Richmond North. In the 
Yarra City Council referred to above, it is referred to as Richmond North, and is presented as such in this section.  
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Respondents to the Yarra City Council Annual Customer Satisfaction Survey are also asked to 
identify preferred improvements to the local area in the next two years. In the 2018 annual survey, 
Richmond North and Abbotsford participants reported drug, alcohol and cigarette issues as the 
most preferred improvement to the local area in the next two years (Table 14). This differs from the 
2019 findings in which Richmond North participants reported parking as their top preferred 
improvement, with drug-related issues listed second. For Abbotsford participants, both ‘parking’ 
and ‘safety, crime and policing’ were the top preferred improvements. These findings suggest that 
drug, alcohol and cigarette issues were identified as a top issue and area of improvement before 
the MSIR opened; however, after the MSIR opened it moved below parking as the issue where 
improvements would be preferred.  

Overall, findings from the survey indicate that for some people in North Richmond and Abbotsford 
drug-related issues have improved; however, for other people drug-related issues are an ongoing 
problem. 

Table 14: Top preferred improvements to the local area in the next two years by precinct, 2018 and 
2019 

Survey year Abbotsford Richmond North 

2018 1. Drug, alcohol & cigarette issues: 19.0% 1. Drug, alcohol & cigarette issues: 21.7% 

 2. Bike tracks & facilities/infrastructure: 
13.1%  

2. Parking: 13.3%  

2019 1. Parking: 12.0% 1. Parking: 20.5% 

 2. Safety, crime & policing: 12.0%  2. Drug-related issues: 15.7%  

Source: Yarra City Council: Annual Customer Satisfaction Surveys, 2018, 2019 

Note: 2018 survey conducted February to March 2018; 2019 survey conducted February to March 2019. 

The annual Yarra City Council survey asks local residents: ‘On a scale of 0 (very unsafe) to 10 (very 
safe), how safe do you feel in public areas in the City of Yarra?’ In 2018 and 2019 this was 
conducted in the first half of the year. There was a small decrease in the mean rating score for 
North Richmond residents, although less than in the neighbouring area of Abbotsford (Table 15). 
Figure 45 provides the trend for this score between 2010 and 2019. 

Table 15: Perceptions of safety during the day and night, Abbotsford and North Richmond, mean 
rating scores, 2018 and 2019 

Time of day/night Abbotsford residents North Richmond residents 

Safety during the day – 2018 8.7 8.0 

Safety during the day – 2019 7.7 7.7 

Safety during the night – 2018 7.0 6.1 

Safety during the night – 2019 6.4 6.2 

Source: Yarra City Council: Annual Customer Satisfaction Surveys, 2018, 2019 
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Figure 45: Perceptions of safety during the day and night in Richmond North, mean rating scores, 
2010 to 2019 

 

Source: Yarra City Council: Annual Customer Satisfaction Surveys, 2018, 2019 

Observation and consultation with community members  
In forums that Panel members directly observed and in consultations conducted by the Panel with 
local residents, businesses and interested groups, the Panel heard a range of experiences, with 
some suggesting improvements in amenity and others speaking strongly about deterioration. These 
involved real and perceived risks to their safety through what they saw as an increased number of 
people behaving in unpredictable and at times confronting ways. For example, a resident of the 
nearby housing estate noted times when ‘we cannot leave the flat’, having encountered 
individuals or groups injecting in the stairwell. In that week they made five calls to security and one 
to police. 

Although the Panel heard from a small number of people who did not support the trial at all, the 
more common view was one of support for the trial but also concerns about the impact of it on the 
local community. Different people and groups called for different responses: some wanted the trial 
to continue in the current location; others were supportive of the trial of such a service but wanted 
the location to move, possibly to a more industrial or commercial area of North Richmond. A 
number of people suggested opening additional sites to ‘spread the load’.  

Has the MSIR attracted people who sell or use drugs to the area?  
One of the most common concerns historically for supervised injecting facilities and other drug 
consumption rooms is that they will bring people who inject drugs into an area who otherwise 
would not have come, a so-called ‘honeypot’ effect.  

This review explicitly sought to test this. It does not appear there has been a direct ‘honeypot’ 
effect driven by the MSIR. From data collected at registration, Melbourne is the most commonly 
cited area of residence, and from the evidence available, most people who have used the MSIR 
trial do not identify as residents of North Richmond. This could be because it is used as a default by 
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people who do not want to be more specific. Richmond is the second most often recorded place 
of residence. Most people using the MSIR (86 per cent) were already coming to North Richmond 
before the MSIR trial was established to purchase and use heroin. Separately, the Burnet Institute’s 
SuperMIX study (2019) found a shift towards purchasing heroin in Richmond by cohort members in 
the year before the facility opened, which continued after it opened (Figure 46). There could be 
many explanations for this. 

Figure 46: Location of latest heroin purchase for participants recruited before 2017 and interviewed 
after MSIR opening, 2008–09 to 2018–19  

 

Source: Burnet Institute 2019 

The Burnet Institute study found that MSIR service users were more likely to report purchasing heroin 
in public spaces (62 per cent) than those who had not visited the MSIR (42 per cent), who usually 
purchase their drugs in other locations. Frequent users of the MSIR were more likely to have 
purchased heroin in public than less frequent users of the MSIR – 58 per cent versus 69 per cent 
respectively (Burnet Institute 2019, p. 44). 

Of the Burnet Institute study participants who were interviewed outside Richmond, those who 
visited the MSIR were more likely to report their last purchase of heroin in public than those who 
didn’t visit the MSIR (see Table C10, Appendix C). 

Local community support for the MSIR  
Support for an injecting room fell among residents over the first year of the MSIR’s operations. 
Among businesses, there was no marked change in support level. Regarding the location of North 
Richmond, support decreased in both groups, as much as 17 per cent among residents and 7 per 
cent among businesses.  
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Where is implementation up to? 
Implementation of a necessary suite of responses to local amenity is still in its early stages. 

The main focus of the first year of the trial has been to establish the service and to oversee injecting 
by people attending the MSIR. The new facility has only recently become fully operational with 
regular clinics in Zone 4.  

The Panel is aware of a series of more recent additional measures that have been initiated to help 
address the objective of improved community amenity. These have included a precinct and social 
landlord initiative in the immediate area and actions to respond to a Crime Prevention Through 
Environmental Design assessment led by Victoria Police. These initiatives demonstrate a 
commitment to better link various government programs with the Yarra City Council as well as 
community groups and other services.  

The Panel notes that the legislation that enacted the Sydney MSIC did not include improved 
amenity of the local area as an objective, and a review of the literature suggests that this objective 
is very hard to achieve or to demonstrate in association with establishing a supervised drug 
injecting service. The Yarra City Council and the Victorian Government have been more focused 
on addressing amenity during the most recent phase of the MSIR trial’s implementation, especially 
since late 2019. 

Most recently the Panel has been provided with the following by DHHS: 

In April 2019, the Minister for Mental Health announced that there will be more frequent sweeps 
to remove needles, more AOD outreach team providing help on the street, and on the 
Richmond housing estate, an increased security presence and improved lighting. The 
announcement was followed by Yarra City Council’s decision to increase the amount of street 
cleaning in the Victoria street precinct and Victoria Police’s commitment to regular proactive 
patrols and ongoing enforcement activity in the area, focused on holding drug traffickers and 
dealers to account. 

The Government recently made further improvements on the Richmond housing estate and 
Victoria Police identified important safety and security issues through a Crime Prevention 
Through Environmental Design review. In response, DHHS made capital upgrades throughout 
the estate, including in the multi-deck carpark next to NRCH. Cleaning needle collection and 
syringe disposal unit availability has also been increased on the estate. As the trial has 
progressed, there have also been more crime prevention activities in the area in the vicinity of 
the MSIR and on the estate. 

Given this timing, it is not possible for the review to examine evidence of impact or to comment on 
change in amenity that these measures might achieve. 
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Part 55A(f): Assist in reducing the spread of blood-borne 
diseases among MSIR users 
To assess this object, the Panel considered: 

§ MSIR data on health needs and services provided  
§ St Vincent’s Hospital’s Independence Program data  
§ results of a cohort study of people who use drugs linked with Victorian health datasets.  

The trial has advanced this object, particularly for more frequent users of the service, and for 
those requiring treatment for blood-borne diseases.  

§ Most people were already reporting not sharing needles and syringes (an important 
measure to reduce the spread of blood-borne viruses), with no significant difference in 
needle sharing rates between MSIR service users and other people who inject drugs. 

§ The MSIR has provided screening, assessment and treatment initiation and monitoring 
of blood-borne infections.  

§ In the first 18 months, approximately 300 people were tested for blood-borne viruses, 
with more than one-third of people screened testing positive for hepatitis C and a 
quarter had begun treatment for hepatitis C. 

§ After the first year of the trial, an analysis of linked Medicare and Pharmaceuticals 
Benefits Scheme data showed no significant difference in relevant tests or prescriptions 
between people who use the MSIR and other people who inject drugs, noting that 
efforts to provide these services have increased and the uptake and impact should 
continue to be monitored. 

One of the aims of the MSIR is to ‘assist in reducing the spread of blood-borne diseases in respect of 
service users of the licensed medically supervised injecting centre, including, but not limited to, HIV 
and hepatitis C’ (Part 55A(f) of the Act). For the purpose of this report, blood-borne diseases are 
defined as blood-borne viruses that are commonly transmitted through risky injecting practices 
such as sharing injecting equipment.  

As outlined in the program logic, the review initially examined evidence to consider whether: 

§ injecting at the facility is taking place with sterile equipment and according to protocols 
§ mechanisms are in place for identifying service users with blood-borne viruses. 

As the trial progressed, the review analysed evidence to understand the extent to which there are 
accessible, suitable and effective health promotion and harm reduction messages at the facility, 
including techniques to minimise the risk of blood-borne viruses. 

All injections at the MSIR are conducted with appropriate injecting equipment and access to harm 
reduction advice and education. Staff indicated that they had the skills and capacity to support 
practices that aim to reduce the spread of blood-borne viruses, including following sanitation 
protocols and wearing protective equipment. Staff reported that service users adhere to the 
operating policy of zero sharing of injecting equipment.  

In relation to injections outside of the MSIR, MSIR service users reported a much higher number of 
injections per week (14 per week compared with three for other people who inject drugs), which 
may increase their risk of acquiring a blood-borne infection if they are using used equipment. There 
is not a significant difference between MSIR service users and other people who inject drugs in 
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reporting that they had injected with someone’s used needle/syringe in the previous month (9 per 
cent of MSIR service users and 11 per cent of other people who inject drugs) (Burnet Institute 2019, 
p. 51) (see Table C19, Appendix C). Some staff and service users raised concerns that the closure of 
the secure dispensing unit at NRCH could contribute to an increased risk of acquiring a blood-
borne infection.  

There is high demand at the service for blood-borne infection testing. At registration, hepatitis C is 
the fourth most frequently identified health need among service users. Between 30 June 2018 and 
31 December 2019, the MSIR screened more than 284 service users for HIV and viral hepatitis 
(hepatitis A, B and C). Of this number, 35.6 per cent (101) tested positive (via a hepatitis C 
polymerase chain reaction (PCR) test) and 25.7 per cent (73) initiated hepatitis C treatment.  

The co-location of a St Vincent’s Hospital care coordinator (Health Independence Program, 
Infectious Diseases) provides pre- and post-test HIV and viral hepatitis counselling, venepuncture 
and treatment. The care coordinator provided 195 occasions of service to service users in the 
October–December 2019 quarter (Table 16). Additionally, 116 occasions of service were provided 
to MSIR service users in the community.  

Table 16: St Vincent’s Hospital Melbourne Health Independence Program infectious diseases 
occasions of service  

Service type Oct–Dec 2019 30 Jun 2018 to 31 Dec 2019 

Brief intervention 57 97 

Care coordination 46 76 

Blood-borne virus education 24 36 

Nurse assessment 23 27 

Blood-borne virus screening 22 40 

Engagement 13 45 

Secondary consultation 7 31 

Other 3 45 

Source: St Vincent’s Hospital 

The following case study illustrates the work undertaken by the St Vincent’s Health Independence 
Program infectious diseases clinical nurse consultant in the October–December 2019 quarter. 

Case study 9: Screening for blood-borne viruses 
This client has a long history of intermittent heroin and methamphetamine use and travel to 
NRCH to access pharmacotherapy due to concerns about privacy and stigma. The client spoke 
to the infectious diseases care coordinator with concerns about sexually transmitted and blood-
borne diseases they were afraid to discuss with their local doctor. The care coordinator referred 
them to a trusted local GP for future needs, and supported them to undertake a full screen, 
which gave a positive result on a communicable disease. The care coordinator supported 
contact with both the new GP and DHHS for partner notification support. 
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Case study provided by St Vincent’s Hospital Melbourne 

In relation to the impact of the trial on testing and treatment, there was not yet any evidence 
through analysis of linked data with the Medicare Benefits Schedule of any significant difference 
between the average number of hepatitis C PCR tests in preparation for treatment and tests to 
confirm treatment success for participants who visited the MSIR compared with those who did not 
in the years surrounding the opening of the MSIR (Burnet Institute 2019, p. 52). There was also not yet 
any evidence of any significant difference between the average number of hepatitis C 
prescriptions for participants who visited the MSIR compared with those who did not in the years 
surrounding the opening of the MSIR (Burnet Institute 2019, p. 53). Since then, there have been 
substantial efforts to increase the number of people screened and treated at the service, and if the 
trial is extended, it would be helpful to continue to monitor access, use and clearance rates of 
diseases such as hepatitis C. Population rates for blood-borne viruses in Victoria have gradually 
declined over time (between 2016 and 2019), whereas rates in the City of Yarra have fluctuated. 
While the number of hepatitis C cases involving reported injecting drug use in Victoria shows a 
decline between 2018 and 2019 (from 579 to 392, respectively), it is not possible to directly attribute 
this change at the state level to the opening of the MSIR (see Appendix C).  
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Legislation and regulations 
This section of the report describes how the legislation and regulations made for the purposes 
of trialling a medically supervised injecting centre in Victoria have operated and whether they 
need amending. 

Legislation 
The Drugs, Poisons and Controlled Substances Amendment (Medically Supervised Injecting Centre) 
Act: Part IIA – Trial of medically supervised injecting centre, confers certain powers on the Secretary 
to DHHS. Under the Act, the Secretary may issue a licence for an MSIR at the permitted site. The 
Secretary may refuse to issue the MSIR licence to an entity for any reason the Secretary thinks fit. 
Only one MSIR licence may be issued.  

The Secretary must also consider whether to approve the draft internal management protocols 
proposed by that entity. In doing so, the Secretary must have regard to whether, if the MSIR licence 
were issued, the draft protocols would require that: (a) the centre must have a director; (b) the 
centre must be under the supervision of a supervisor at all times; and (c) the centre must be 
operated so as to facilitate access or referrals to services such as primary healthcare services, drug 
and alcohol treatment services, services for testing for blood-borne diseases and STIs and services 
involving a needle and syringe exchange program. With the written approval of the Secretary, the 
MSIR internal management protocols may be amended or replaced from time to time.  

If satisfied that extending the period of the MSIR licence would further the legislative objectives, the 
Secretary may do so by amending the licence to change the day specified under subsection 
(1)(b) to a day that is not later than 36 months after the day previously specified under that 
provision. The period may be extended only once. On extending the period of the MSIR licence 
under s. 55F (3), the Secretary must publish in the Government Gazette a notice that states that the 
period of the licence has been extended. The MSIR licence is subject to the several conditions 
including: (a) no child is to be admitted to any part of the facility for the purpose of the 
administration of any injecting centre drug; and (b) the internal management protocols must be 
observed at all times. 

The Panel notes that the legislation allows for a single non-transferrable licence during the trial 
period and is specific about the location at which the trial can occur. The specificity of the 
legislation could be restrictive in the event that government wished to make any changes during 
the trial period, or if there were external circumstances that meant the site was inaccessible (for 
example, a fire) that would mean the service would not be able to operate in another site. 

The legislative requirement for the medical director to have oversight of the centre, and in addition 
a medical supervisor to be available at all times, embeds workforce requirements in a way that 
does not allow DHHS or the licensee to revise them during the trial period. 

The specificity of the legislation makes any adaption or innovation of the trial elements difficult.  
The legislation is prescriptive in defining many elements of the development and operation of the 
trial. This makes it difficult to adapt to any change that might occur in the context of the service or 
among the service users or in other service developments. It prevents innovation and certain 
adaptions that might make for a more responsive or efficient service. Further, it creates complexity 
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in the governance arrangements for the MSIR. For example, embedded in the legislation and the 
internal management protocols that flow from the regulations are the tightly defined requirements 
of the licensee including specific management directives that may constrain or compromise the 
usual role of a board and executive management of a contracted service.  

Regulations  
The Drugs, Poisons and Controlled Substances Amendment (Medically Supervised Injecting Centre) 
Regulations prescribe that any drug of dependence is able to be used at the MSIR and that 
individuals are permitted to have with them less than a trafficable amount of those drugs. 

The regulations also prescribe the content required to be included in the internal management 
protocols of the licensed medically supervised injecting centre including: 

(a) responding to clients who are at risk of causing harm to themselves or others 

(b) ensuring minimum staffing levels are maintained at the licensed medically supervised 
injecting centre 

(c) ensuring minimum security levels are maintained at the licensed medically supervised 
injecting centre 

(d) excluding the employment of potential and existing staff members deemed unsuitable for 
employment at the licensed medically supervised injecting centre on the basis of their 
criminal history 

(e) setting eligibility criteria for accessing any part of the licensed medically supervised injecting 
centre that is used for the purpose of administration of any injecting centre drug 

(f) preventing access to the licensed medically supervised injecting centre by clients known to 
be on parole, on bail or subject to any other order of a court or tribunal that prohibits the 
use of injecting drugs 

(g) preventing and responding to any potential or suspected trafficking in a drug of 
dependence in the licensed medically supervised injecting centre.20 

Impact from legislation and regulations 
There are aspects of the legislation and regulations that may require further consideration, such as 
barriers to access for some individuals who might benefit from attending the MSIR who are unable 
to do so. This includes: 

§ people on bail/parole conditions – noting that people leaving custodial settings can be at 
increased risk of overdose due to decreased tolerance to substances 

§ young people – noting that many people who use the MSIR first injected at a relatively young 
age. 

A number of groups have expressed concerns about barriers to access, regardless of the 
mechanism that excludes them. The Panel believes these concerns warrant further exploration if 

 
20 See the Drugs, Poisons and Controlled Substances Amendment (Medically Supervised Injecting Centre) Regulations 2018 
<https://content.legislation.vic.gov.au/sites/default/files/1118aa87-1c5f-3cb5-82fd-cd6c1f7bca5e_18-
045sra%20authorised.pdf>. 
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the trial was extended. Government may wish to monitor the impact of barriers to or exclusions 
from the service if the trial is extended. 

  



 

106  

Conclusions 
The implementation of this service and associated responses remains a work in progress.  

It has clearly been possible to establish a medically supervised injecting service that has attracted 
people who are at high risk of overdoses associated with injecting drugs. NRCH has managed a 
complex challenge that has included a significant increase in its budget, staffing levels and 
external attention. The MSIR has been responsive and able to oversee many people injecting drugs 
within the facility. There have been no overdose deaths in the MSIR, and a number of people have 
been assisted to access health and support services.  

The trial has shown that the concept of a medically supervised injecting service in Victoria can be 
implemented successfully.  

The expectations detailed as objects in the Act are ambitious and completed assessment of their 
achievement is premature. Considerable detail has been provided in this report. Most of the 
objects of the Act have been advanced during the first 18 months of the trial.  

This review has used many sources of data. Findings relating to illicit drug availability, use and 
associated harm must always consider diverse and often incomplete data in order to draw any 
conclusions that, at the end of the day, must sometimes rely on inference through the weight of a 
mix of evidence. There are benefits to using the unique mix of data Victoria has available, and the 
continued collection of these is warranted. This includes data that provide some insight and 
opportunity to monitor the drug market for heroin and other injectable drugs, the movement of 
people who use these drugs as well as their service seeking, and changes to patterns of use and 
harm as well as uptake of additional services. 

The location of the MSIR in a health service should provide benefits of ensuring access to broader 
health and other support services. Many NRCH staff were already trusted by people who have 
been injecting drugs in Richmond, evidenced by the very rapid take-up of the MSIR upon opening. 
However, ongoing efforts to assess changing dynamics in the area, including possible shifts in the 
location of trafficking and consumption, will be important as well as monitoring the success of the 
various ways that the MSIR approaches provision of integrated responses, particularly if additional 
services are opened. 

With only six months of operation in the purpose-built, larger facility, there has not been sufficient 
data or experience to allow a considered comparison of the two different locations of the MSIR, 
albeit they have been on the same designated land and physically close. It is too early in 
implementation to determine if the MSIR should be terminated or made permanent. More time and 
the possibility of further supervised injecting services in an additional three-year trial period could 
provide greater experience and an opportunity to explore other means of responding to demand. 
It would also allow for the measures directed at amenity and precinct renewal that are only now 
emerging to be actioned in the vicinity of the MSIR.  

The trial should continue and be expanded. 
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Findings 
§ North Richmond has been the main site for heroin use and related harms in Victoria for the 

past decade.  
§ The trial occurred in the context of increasing heroin use and increased visibility of people 

who inject drugs in North Richmond and a high number of overdose deaths.  
§ The MSIR provides a responsive and safe service to people who inject drugs.  
§ The service has been well utilised by the intended client group.  
§ The service is attracting a group of people who inject drugs with high health and support 

needs, many with recent experiences of overdose. 
§ The model of care could be further considered to examine options regarding matters such as 

staffing, optimum opening hours and the ways of providing additional services, recognising 
that many of the service users require navigation to connect to systems of care.  

§ The establishment of the MSIR has prevented overdoses and further harm and has saved lives.  
§ Of those who do attend the service, the nature of the overdoses is significant, and without 

intervention it is likely that many would have died or been permanently injured.  
§ Modelling allows an estimate of the number of lives that the MSIR may have saved and, while 

there are different ways to model this, using conservative estimates, these data suggest that 
between 21 and 27 deaths were avoided over the 18 months of this review. This does not 
include the prevention of permanent disability including acquired brain injury.  

§ NRCH and MSIR staff have made significant progress in delivering additional services and 
developing referral pathways to other service providers. 

§ With the move to the larger facility the range and number of services is expanding. 
§ An ongoing trial would provide the opportunity to develop and assess ongoing integration of 

services and alternative ways of achieving this. 
§ There has been a reduction in ambulance attendances involving naloxone in the vicinity of 

the facility during opening hours. 
§ There have been no observable changes in emergency department presentations that can 

be attributed to the MSIR.  
§ There has been a reduction in reports of public injecting. Local people report no difference in 

seeing discarded injecting equipment. There has been an increase in collected injecting 
equipment (noting also an increase in collection activity later in the trial).  

§ Amenity has not improved during the review assessment period. 
§ Implementation of a necessary suite of responses to local amenity is still in its early stages.  
§ The MSIR has provided screening, assessment and treatment initiation and monitoring of 

blood-borne infections.  
§ The specificity of the legislation makes any adaption or innovation of the trial elements 

difficult.  
§ The operating exclusion criteria limit access for vulnerable people who are likely to 

nevertheless inject the drugs they have already purchased.  

Recommendations 
Based on these findings, the Panel recommends that:  

1. The medically supervised injecting room (MSIR) trial at North Richmond Community Health 
(NRCH) continues in order to allow it to operate for the possible full duration of the licence (three 
further years).  
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2. The MSIR operates with no more than 20 injecting booth positions to ensure ongoing effective 
management in this high-acuity health setting for the duration of the trial.  

3. Based on demand and international experience, the Victorian Government expands the current 
trial to include another supervised injecting service in an appropriate location within the City of 
Melbourne.21 Trialling further services in this period could help manage demand, potentially save a 
greater number of lives and would allow an opportunity to test effectiveness in different locations 
as well as trial another model of supervised injecting facility in Victoria. 

4. The Department of Health and Human Services continues to lead the MSIR trial as a health 
response with coordination support from the Department of Justice and Community Safety to 
ensure that both health and community needs are considered as the trial evolves to improve real 
and perceived levels of community safety.  

5. The Victorian Government works with local government and the community to continue to 
develop local safety and amenity, including formalising the role of the existing roundtable to be 
responsible for community engagement, community safety and coordination of relevant services. 
This should include representatives from at least the Department of Health and Human Services, 
Victoria Police, Yarra City Council, local service providers (including the MSIR) and the local 
community.  

6. The licensee of any supervised injecting service be proactive in engaging and communicating 
with the local community and key stakeholders on issues that may potentially affect the 
community.  

7. There be more emphasis on place management, including in the vicinity of the MSIR, with a clear 
understanding among staff, service users and community members that disturbing and antisocial 
behaviour will not be tolerated. Visible community policing is required in areas of active drug 
trafficking to increase the experience and perception of community safety.  

8. The model of care be further considered, including:  

§ the requirement for medical supervision since clinical (nursing) oversight could achieve the 
same level of safety more efficiently    

§ the current hours of operation to best match demand for the service    
§ enhancing the access to and availability of care coordination in areas such as mental health, 

housing and drug dependence treatment.  

9. The Victorian Government continues to monitor the implementation of the recommendations of 
the NRHC Alcohol and Other Drug Review, recognising that further refinement in policy or practice 
may be required.  

10. Further reviews associated with establishing any MSIRs be conducted, with a report to be 
submitted at least six months before the potential expiry of any licence. This should draw on 
performance monitoring data from within the service and focus particularly on local amenity 
planning and implementation, and the experience and perception of local community members.  

 
21 This recommendation is based on the international research and experience described in this report, patterns of 
overdose-related deaths in non-residential locations, ambulance attendance involving the provision of naloxone, publicly 
available crime data and the Panel’s own knowledge and insights into street-based injecting activity in Victoria. 
Consideration of a local government area for another service was not originally part of the terms of reference for this review; 
however, in recommending another supervised injecting service, the Panel agreed to provide additional advice regarding 
location (see addendum).  
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11. Funding is provided to enable ongoing provision of services that meet the needs of injecting 
room users.  

12. Statewide drug-related patterns of use and harms continue to be monitored through analyses 
of data such as ambulance attendance, the provision of naloxone and deaths involving heroin 
and other injectable drugs. This could usefully include qualitative research methodologies in 
locations where evidence indicates high levels of activity related to injecting drugs. 

13. Harm reduction initiatives continue to be provided to those areas and people experiencing 
most harm, such as by expanding overdose response training and the direct provision of naloxone 
including through needle and syringe programs and in prisons, detoxification and rehabilitation 
settings and other relevant services.  

14. The Victorian Government monitors the impact of current exclusion criteria on access for 
vulnerable populations with a view to reviewing their suitability for an MSIR.  
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Addendum: Additional advice 
regarding the most appropriate LGA 
for a possible second service  
This addendum provides further detail in relation to the development of Recommendation 3, in 
particular the rationale for naming the City of Melbourne as the second LGA for an injecting 
service.  

Consideration of an LGA for another service was not originally part of the terms of reference for this 
review; however, in recommending another supervised injecting service, the Panel agreed to 
provide additional advice regarding the most appropriate LGA.  

The Panel considered the following information to form this recommendation:  

§ international research and experience described in this report 
§ patterns of overdose-related deaths in non-residential locations 
§ ambulance attendances involving the provision of naloxone 
§ drug-related crime data 
§ the Panel’s own knowledge and insights into street-based injecting activity in Victoria.  

International research and experience  
As described previously, the European experience shows that the extent to which medically 
supervised injecting facilities are used is highly dependent on their location. Essentially, the service 
needs to be: 

§ near to illicit drug markets 
§ close to places of drug purchase 
§ located where they can be embedded in a wider network of services 
§ compatible with the needs of people who use drugs 
§ compatible with the needs and expectations of local residents. 

A recent analysis of published reviews of supervised injecting programs (Belackova et al. 2019) has 
identified key features to consider in designing future drug supervision facilities:  

§ the location and co-location of the program  
§ whether people who use drugs will trust the program and therefore access the service when 

possession and use of that drug is criminalised 
§ what operational hours will best capture the times and/or periods of increased overdose risk 
§ what specific harm reduction practices should be prioritised or what level of assistance in 

referring people to other services is most appropriate. 

These features need to be fully considered during the period when the service is being designed 
and decisions made about specific location(s).  
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Patterns of overdose deaths in non-residential locations 
The Panel considered deaths in non-residential locations and identified that the LGA of Melbourne 
had the second highest number and percentage of these deaths after the City of Yarra (Table 17).  

Table 17: Percentage of deaths occurring in non-residential locations – top 20 LGAs for heroin-
related deaths between January 2015 and September 2019 

Local government 
area  

Number of heroin-
related deaths in 
non-residential 
locations 

Percentage of 
heroin-related 
deaths in non-
residential 
locations 

Total heroin-
related deaths  

Yarra 51 55 93 

Melbourne 25 49 51 

Brimbank 17 30 57 

Port Phillip 10 19 52 

Greater Geelong 8 20 40 

Frankston 6 20 30 

Wyndham 6 26 23 

Greater Dandenong 6 11 53 

Maribyrnong 5 16 32 

Whitehorse 4 16 25 

Maroondah 4 21 19 

Stonnington 3 17 18 

Hume 3 17 18 

Yarra Ranges 2 9 22 

Moonee Valley 2 11 18 

Monash 1 5 22 

Greater Bendigo 1 6 18 

Boroondara 1 6 18 

Moreland 1 3 30 

Knox 1 3 29 

Darebin 1 2 41 

Source: Coroners Court of Victoria 
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Ambulance attendance involving the provision of naloxone 
The Panel considered ambulance attendance involving the provision of naloxone as a proxy for 
understanding patterns of overdose and identified Melbourne as the LGA with the highest number 
of attendances during the trial period (Figure 47). 

Figure 47: Ambulance attendances where naloxone was administered by paramedics – Greater 
Melbourne region, July 2018 to December 2019 

 

Drug-related crime data 
The Panel also considered drug-related crime data – in particular, drug use and possession – and 
identified the Melbourne LGA as having the highest rate of these crimes recorded (Figure 48). 

Figure 48: Drug use and possession data from Melbourne LGAs and Victoria overall, 2015 to 2019  

 

Based on the above, and the Panel’s own knowledge and insights into street-based injecting 
activity in Victoria, the LGA of Melbourne was identified as the most appropriate LGA for a possible 
second service.  
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Appendix A: Terms of reference for 
the review22 
Overview 
The Victorian Government is trialling a medically supervised injecting room at the North Richmond 
Community Health site in North Richmond, Melbourne. 

The trial will take place for an initial two-year period, with the option to extend the trial for a further 
three years. It is proposed that the trial will commence in mid-2018. 

Role of the Panel 
The Medically Supervised Injecting Room Review Panel (the Panel) will oversee the conduct of a 
review as outlined in s. 55P of the Drugs, Poisons and Controlled Substances Act 1981 (the Act), 
including:  

§ the operation and use of the licensed medically supervised injecting room 
§ the extent to which the objects outlined in Part IIA of the Act have been advanced during 

the period of the medically supervised injecting room licence 
§ how Part IIA and any regulations made for the purposes of this Part of the Act have operated 

and whether they require amendment. 

Specifically, the responsibilities of the Panel are to:  

§ develop, with the Department of Health and Human Services (the department), the review 
scope, structure (including any preliminary or interim reports) and data and evidence 
collection requirements 

§ review data and evidence to closely monitor the objects of the Act 
§ provide the Secretary to the department with a draft copy of the review, to inform a decision 

on whether the trial should be extended 
§ provide an endorsed review to the Minister for Mental Health (the Minister) prior to the 

completion of the two-year trial, meeting the requirements outlined above. 

The review must commence no later than 12 months after the day on which the medically 
supervised injecting centre licence commences. It may be completed before or after the licence 
ceases to have effect. 

Membership  

Composition 
1. The membership of the Panel will consist of the following members, appointed by the Minister: 

§ chairperson 

 
22 Department of Health and Human Services (DHHS) 2019, Medically Supervised Injecting Room: frequently asked questions, 
‘Why is the Victorian Government trialling a MSIR in North Richmond?’ Online. Accessed February 2020 
<https://www2.health.vic.gov.au/alcohol-and-drugs/aod-treatment-services/injecting-room> 



 

115 
 

§ up to two other members, as determined by the Minister. 

2. The Minister shall appoint the chairperson and members in accordance with the Victorian 
Government’s Appointment and remuneration guidelines (the guidelines). 

Appointment 
3. A person is not a member of the Panel until appointed by an instrument signed by the Minister.  

Probity checks  
4. Prospective members are subject to probity checks including:  

§ a declaration of private interests 
§ a national police record check 
§ an Australian Securities and Investment Commission (ASIC) check 
§ an Australian Financial Security Authority (AFSA) check. 

5. Members will be required to make a declaration of private interests annually during their term of 
appointment.  

Term of appointment 
6. Members will be appointed from the date listed in the Instrument of Appointment until 29 June 2020.  

7. At this time, the terms of reference and membership of the Panel will be reviewed. The Minister will 
direct whether the Panel should continue and whether any necessary changes to terms of 
reference or membership are required, or whether the Panel should be dissolved. 

8. Where a replacement member is appointed, the term of office for that member shall be the 
balance of the term of office of the replaced member. 

Vacancies  
9. A member of the Panel may resign in writing, addressed to the Minister. 

10. The Minister may remove a member from the Panel at any time by providing that member with 
notice in writing, which shall have immediate effect. 

11. The office becomes vacant if:  

§ a member dies 
§ for any other reason determined by the Minister. 

12. Upon a vacancy occurring, the vacancy may be filled in accordance with these terms of 
reference. 

Remuneration and expenses 
13. Members of the Panel are entitled to receive remuneration as fixed by the Minister in accordance 

with the guidelines for a Group D2 classified body.  

14. Members are eligible to be reimbursed for reasonable out-of-pocket expenses in accordance with 
7.27 of the guidelines and the policies of the department. 
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Confidentiality  
15. Members shall maintain confidentiality of the following information in order to provide a basis for 

independent advice and debate:  

§ deliberations of the Panel 
§ correspondence between the Minister or the department and the Panel 
§ departmental papers supplying information in relation to business matters before the Panel 
§ any other documents provided to members marked confidential unless otherwise stated by 

the Minister. 

16. Members shall only use and copy information for the purposes set out in the terms of reference and 
the duties of the Panel.  

17. Members may explain and provide general feedback on the work of the Panel and consult closely 
with their representatives, stakeholders and networks on a needs to know basis for the purpose of 
carrying out the terms of reference and subject to confidentiality requirements.  

18. A member who resigns, retires or is removed from the Panel shall not, without the express approval 
of the Minister, disclose any information accruing from the membership.  

19. Invited attendees at panel meetings may be requested to sign a confidentiality deed.  

Conflicts of interest  
20. At the start of each panel meeting, a member, non-member or observer shall declare if he or she 

has an interest in respect to any item on the agenda.  

21. In declaring an interest, the individual will state the nature of the interest and the conflict that results 
or may result. An interest must be declared even if it is already recorded in the member’s 
Declaration of Private Interest. 

22. A member or observer who becomes aware during the meeting that he or she has an undeclared 
interest will declare it immediately. 

23. When a chairperson, member or observer makes a declaration of conflict of interest, the 
chairperson, or in the case of a declaration by the chairperson, the members as a collective may: 

§ refuse the member the right to speak to the business 
§ refuse the member the right to vote on that business 
§ require the member to withdraw from a meeting for the period of discussion and resolution of 

that business. 

24. Where a member or observer declares a conflict of interest, this will be recorded in the minutes of 
the meeting. 

Business operations  

Frequency of meetings 
25. The Panel shall meet no less than quarterly, or as determined by the chairperson, in consultation 

with the responsible project manager.  

Invitations 
26. Invitations to panel meetings are non-delegable. 



 

117 
 

27. Other persons may be invited to attend panel meetings as required for specific purposes.  

Quorum 
28. All panel members are required for the meeting to be recognised as an authorised meeting, and for 

the recommendations or resolutions to be valid. If all members cannot participate in a scheduled 
meeting, the meeting must be rescheduled.  

Chairing 
29. The chairperson is not permitted to delegate chairing responsibilities.  

 Meeting agenda and papers 
30. Items can be submitted by members for inclusion on the Panel agenda, in consultation with the 

responsible project manager. 

31. The Panel agenda, with attached meeting papers, will be distributed at least five working days prior 
to the next scheduled meeting. 

32. The chairperson has the right to refuse to list an item on the formal agenda, but members may raise 
an item under ‘Other business’ if necessary and as time permits. 

33. Any urgent item that cannot wait until the next meeting, or is for information only, can be circulated 
out of session. All members will be asked to respond to the out-of-session item, endorsing, noting or 
otherwise indicating their position on the paper. 

Meeting records 
34. The minutes of each panel meeting will be prepared by the responsible project manager. These 

minutes should accurately reflect decisions or recommendations made by the Panel, specify each 
item of business discussed and briefly summarise essential items of discussion.  

35. Minutes and all meeting papers shall be provided to all panel members no later than five working 
days following each meeting. 

36. Minutes may be circulated to relevant officers within the department, unless the chairperson 
determines a particular item to be confidential in which case the minutes will be circulated 
excluding confidential items. 

37. By agreement of the Panel, out-of-session decisions will be deemed acceptable. Where agreed, all 
out-of-session decisions shall be recorded in the minutes of the next scheduled panel meeting. 
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Appendix B: Framework for the 
Review of the Medically Supervised 
Injecting Room 
The Drugs, Poisons and Controlled Substances Act 1981 (the Act) provides the scope of the 
medically supervised injecting room (MSIR) including the key aims for the facility. This was used to 
develop the analytic frame for this review (Figure B1). 

Figure B1: Legislated objectives for the review of the medically supervised injecting room 

 

Key stakeholders for the trial 
The Panel considered several groups of individual, community and organisational stakeholders for 
this trial. This framework considers stakeholders in terms of direct impact, professional impact, 
geographical impact and systemic impact, as outlined in Figure B2.  
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Figure B2: Layers of impact for the medically supervised injecting room 

 

About the review 
As outlined in s. 55P of the Act, the Panel reviewed: the operation and use of the facility; the extent 
to which the aims outlined in Part IIA of the Act has been advanced; and how Part IIA and any 
regulations made for the purposes of the Act have operated and whether they require 
amendment. As the period for this review was two years from establishing the facility, the review 
primarily focuses on: 

§ the implementation of the trial 
§ early indicators that the trial is on track to deliver longer term outcomes 
§ the extent to which the facility has contributed to progression of each of the aims identified in 

the legislation  
§ identifying potential longer-term indicators of success for consideration beyond the review 

period 
§ consideration of any potential amendments.  

To enable sufficient time for analyses and to provide the government with findings ahead of 
decision making, the Panel focused on information from the first 18 months of the trial. 

Cost of the review 

The review was provided $500,000 to procure specialist advice and analyses, and to fund specific 
review activities. This included contracting Colmar Brunton and Q&A Market Research to conduct 
two rounds of resident and business surveys, and the Burnet Institute to conduct analyses from a 
longitudinal cohort study of people who inject drugs. The Panel was provided technical and 
secretariat support from evaluators located in the DHHS Centre for Evaluation and Research. 
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Design and methods 
There are many scientific, practical and ethical challenges that need to be considered when 
reviewing complex health interventions such as supervised injecting facilities (NCHECR 2007). An 
early activity of this review was to develop a pragmatic approach that would provide the best 
evidence possible given these challenges. 

Design 
In developing the approach for this review, a literature review and other activities were conducted 
to inform the design and methods of the review. The review included the following approaches: 

§ a desktop review of key documents and published evidence including: 

 relevant legislation, internal management protocols, performance management 
requirements and accreditation requirements  

 analytical approaches to international and local evaluations/reviews on medically 
supervised injecting facilities 

§ development of a theory of change and program logic to connect the goals and activities 
described in the legislation to measurable outcomes  

§ consideration of relevant parliamentary debates, enquiries and submissions to identify further 
potential lines of enquiry 

§ site visits to North Richmond Community Health Centre, the MSIR and the Sydney Medically 
Supervised Injecting Centre 

§ consideration of observations, reports and opinions expressed during the time of the review  
§ consultation on the review approach and potential data sources with key stakeholders23 

including: 

 individuals and organisations who had previously made submissions to relevant 
parliamentary inquiries, members of the expert advisory group, local reference groups 
and Gateway Services Group to identify particular and/or further potential lines of 
enquiry24 

 interested groups from the locality through a series of planned, semi-structured 
consultation meetings. 

Review principles 

The review is guided by the objects of the legislation, as well as the following principles: 

§ build on existing information sources where possible to alleviate data collection burden 

 
23 The Panel thanks the following for their early input to inform this process: the MSIR, North Richmond Community Health, 
Victoria Police, Ambulance Victoria, Metropolitan Fire Brigade, the Coroner’s Court of Victoria, the City of Yarra, the 
Department of Premier and Cabinet’s special advisor on self-determination of Aboriginal and Torres Strait Islanders, the Chair 
of the Expert Advisory Group (also the founding medical director of the Sydney Medically Supervised Injecting Centre), the 
chair of the Local Reference Group, the chair of the Gateway Services Group, and the broader Gateway Services Group, 
the Youth Support and Advocacy Service (YSAS) and the DHHS Drugs Policy and Reform Unit.  
24 The Panel thanks the following for their responses: Alcohol & Drug Foundation, Ambulance Victoria, Australasian College 
of Emergency Medicine, Australian Medical Association, cohealth, Fred Hollows Foundation, Harm Reduction Victoria, 
Hepatitis Victoria, Kirby Institute, Metropolitan Fire & Emergency Services Board, RMIT University, Royal Australasian and New 
Zealand College of Psychiatrists, Victoria Police, Victorian Drug and Alcohol Association, Windana Drug & Alcohol Recovery 
Inc and individuals who had previously provided submissions to the relevant inquiries. 
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§ ensure that structured data collection approaches are independently assessed as ethical or 
are approved by independent research ethics bodies  

§ use appropriate data collection techniques that will include analysis of quantitative and 
qualitative data and, where possible, case studies from the community as illustrations 

§ use methodologically and statistically rigorous approaches to enable, as far as possible, 
detection of changes in indicators  

§ use appropriate quantitative and qualitative analytical techniques  
§ use appropriate benchmarking to enable fair comparisons across time, locations and 

populations 
§ consider using an appropriate modelling approach25 to estimate possible deaths prevented, 

with due regard to the complexity of such modelling and the availability of data, suggesting 
use of conservative interpretations in conducting development of this estimate26.  

§ spend some unstructured time in the vicinity of the MSIR to better understand the local 
context 

§ consider the findings within the broader context, including the dynamic nature of drug use 
and drug markets. 

Methods 
The review applies a pragmatic mixed-methods approach and draws on multiple information 
sources to provide a comprehensive understanding of advancement towards the aims of the 
facility as stated in the legislation (Figure B3). 

 
25 A number of international studies regarding modelling of overdose deaths were consulted to inform the review approach 
including Irvine et al. 2019 and Babu et al. 2019.  
26 Consideration was given to the recent international review on assessing the evidence on supervised injecting 
services/drug consumption sites including especially Chapter 4: mathematical and simulation studies (Pardo et al. 2018) and 
further discussed in Caulkins et al. 2019 together with other subsequent academic discussion of these publications. Caution is 
needed in the estimation of lives saved. 
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Figure B3: Methodological tools utilised by the review 

 

A note on defining ‘vicinity’ for this review  

Although the legislation refers to ‘vicinity’, it does not define the geographic area that is in the 
vicinity of the facility. A specific definition was required so that only those communities directly 
surrounding the facility were included in the review datasets. The review therefore established a 
working definition of ‘vicinity’. The geographic boundary in the ‘vicinity’ of the facility was defined 
through consideration of the following: 

§ the boundary used for the resident survey in the evaluation of the Sydney Medically 
Supervised Injecting Centre  

§ the time, distance and mode of travel that people who inject drugs is likely to take between 
purchasing and injecting drugs  

§ data on location and rates of discarded needles and syringes in the City of Yarra  
§ the available census data on geographic location of residents that could be mapped to 

geographic data collected as part of the survey to ensure sample representativeness without 
undue risks to the privacy of respondents.  

Ethical assessment  
The review used the following approaches to ensure ethical conduct of the review: 

§ only undertaking review activities that are associated with a clear purpose and benefit 
§ approval of research activities by a National Health and Medical Research accredited 

Human Research Ethics Committee, as well as relevant departmental and agency approvals 
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§ obtaining informed consent for the collection and/or use of identifiable or re-identifiable 
data, including any linkage of individual data records 

§ working with data custodians on the appropriateness and quality of relevant datasets 
§ minimisation of distress associated with participating in review activities through careful design 

of survey and interview protocols. 

Qualitative methods 
Semi-structured and small group interviews 

To understand the experiences and perspectives of individuals who inject drugs, service users and 
key staff and management at relevant organisations were interviewed, allowing them an 
opportunity to comment on experience of intended and unintended consequences. Information 
from these interviews have been subject to content and thematic analyses. These help to inform 
the focus of data collection and, where appropriate, these form the basis for case studies into 
specific areas of enquiry and facilitate interpretation of other data. 

Almost 100 semi-structured interviews were conducted, led by the Panel. In most cases, interviews 
were conducted by two interviewers, with a small number conducted by one or three people. 
Interviews lasted 15 minutes to slightly over an hour in length and followed a semi-structured 
interview guide to obtain information on predetermined topics aligned with the overarching review 
framework for the project. Interviewers used prompts throughout the interviews to access 
information about a variety of additional topics. Interviews were audio-recorded and transcribed. 
Once transcribed, the interview scripts were analysed thematically using NVivo 12 software. 

Interview questions 

MSIR staff 
38. How long have you worked in the MSIR? 

39. Can you please describe your experience of working in the MSIR for the past couple of 
months? 

40. (Have you worked in other injecting facilities? How does the Richmond facility 
compare to others you have worked in?) 

41. Is there anything about the MSIF you believe should be changed? 

42. What are the key challenges for you, working in the facility?  

43. Have you experienced any obstacles in providing assistance or support to clients? 

44. What sort of feedback (if any) are you hearing from clients about the facility? 

45. Is there anything else you would like to share about your experience working at the 
MSIR? 
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NRCH staff 
1. How long have you worked in the NRCH? What is your role here? 

2. Can you please describe your experience of working at NRCH since the opening 
of the MSIR? 

3. Have you noticed any changed in the vicinity of NRCH since the opening of MSIR? 

4. Is there anything about the MSIR you believe should be changed? 

5. What are the key benefits and challenges for you, working so close to the Facility?  

6. Have you experienced any obstacles in providing assistance or support to your 
clients? 

7. What have been your experiences working with MSIR clients in a referral capacity, 
if any? 

8. What sort of feedback (if any) are you hearing from clients about the Facility?  

 

People who use the MSIR 
1. How many times have you used the facility? 

2. When you don’t use it, why don’t you? 

3. Do you feel comfortable here? Why/why not? 

4. Do you usually come alone, or with someone? 

5. Do you recommend the facility to other people, who are still injecting outside/in a 
public place? Why? 

6. How do you find the staff? What have they done for you? Have they helped look 
after you in any way? 

7. Have you learnt anything new about taking care of yourself, at the MSIR? 

8. Do you do anything differently, as a result of something you may have learnt at the 
MSIR? This could be in relation to how you inject drugs or how you look after 
yourself afterwards.  

9. Do you have any suggestions for how the facility could be improved so that more 
people would feel comfortable coming here? 

10. What is it like for you getting to and leaving the facility? 

11. What differences does the MSIR make on your day-to-day life (if any)? 

12. Have you noticed any changes in the North Richmond area? 

13. Is there anything else you would like to share about your experience using the 
MSIR? 
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People who access the North Richmond Needle and Syringe Program 

1. Have you heard of the Medically Supervised Injecting Facility?  

2. (If yes) What have you heard about it? 

3. Have you used the Facility to inject drugs before?  

4. (If no) Why not?  

5. (If yes) Why aren’t you using it today? 

6. What would make you more likely to use it (or use it more often)? 

 

 

 

 

 

 

 

 

Content and thematic analysis of written materials 

To understand policies and procedures, health promotion materials and existing literature and 
research describing injecting drug use, these documents have been subject to content and 
thematic analyses. To understand any changes in the community discussion about the facility, 
parliamentary debate and media coverage was considered throughout the trial.  

Analysis of print media was conducted by an external provider, Media Measures, on print media 
articles and using the analytical tool ‘Talkwalker’ on social media.  

The Media Measures report is at Appendix D and the Talkwalker report is at Appendix E.  

Services and referral mapping 

A service mapping exercise was undertaken by the local Primary Care Partnership, together with 
members of the Gateway Services Group, to: (a) identify the capacity of Gateway Services 
Reference Group members to support MSIR staff and the means through which they can do this; 
(b) improve the understanding of local referral options and pathways; (c) determine the barriers to, 
and enablers of, access to health and social support services in the City of Yarra and surrounds for 
people who inject drugs. 

Quantitative analyses 
Descriptive statistics have been used to provide an aggregate-level understanding of available 
data from the facility, departmental and public agency datasets. Where suitable, inferential 
statistics were used to understand changes over time and/or geography using analytical 
techniques. The department conducted the following analyses of available data: 

Community consultations 

1. How long have you been in this area? 

2. Are you noticing any changes in drug-related activity in the Richmond area? 

3. What has been your experience since the establishment of the trial? 

4. What are your perspectives on the trial? Why? 

5. What are your suggestions for the trial?  
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MSIR database 

The MSIR database is an administrative dataset that includes information on MSIR service users, 
services accessed, referrals and events at the facility.  

The review conducted a descriptive statistical analysis of MSIR data from 30 June 2018 to 31 
December 2019, including demographic characteristics of service users, supervised injections, 
substances injected, service utilisation, referrals to other services, overdoses and reportable 
incidents. 

Coroners Court of Victoria  

The Coroners Court of Victoria maintains a database of deaths reported to the coroner. This 
database includes information around the cause of death, geographic locations and other 
statistical information. 

The review analysed heroin-related deaths data from January 2015 to June 2019, including by local 
government area, distance from the MSIR and the type of location (residential vs non-residential 
locations). 

Victorian Admitted Episode Dataset (VAED)  

The VAED is a comprehensive dataset of the causes, effects and nature of illness and the use of 
health services in Victoria. All Victorian public and private hospitals, including rehabilitation centres, 
extended care facilities and day procedure centres, report a minimum set of data for each 
admitted patient episode. 

The Burnet Institute analysed VAED data linked to participants in the SuperMIX cohort sample. A 
total of 3,579 records were linked to 481 participants in the sample. For more information on the 
methodology, see the Burnet Institute report at Appendix F. 

Victorian Emergency Minimum Dataset (VEMD) 

The VEMD comprises de-identified demographic, administrative and clinical data detailing 
presentations at Victorian public hospitals with designated emergency departments. 

The Burnet Institute analysed VEMD data linked to participants in the SuperMIX cohort sample. A 
total of 11,649 records were linked to 515 participants in the sample. For more information on the 
methodology, see the Burnet Institute report at Appendix F. 

The review analysed heroin overdose related emergency department presentations (within 
opening hours of the MSIR) at St Vincent’s Hospital between July 2012 and December 2019. 
Structural break detection and interrupted time-series analyses were conducted on the monthly 
aggregated count and daily rate, with statistical significance tested (p < 0.05). The interrupted 
time-series analysis applied was based on the method described in Lopez et al. 2017.  

Victorian Ambulance Clinical Information System (VACIS) 

The VACIS is a patient care record computer application specifically designed for Australian 
ambulance services. VACIS contains all patient data, from ambulance call to discharge. 

The Burnet Institute analysed VACIS data linked to participants in the SuperMIX cohort sample. A 
total of 4,433 records were linked to 499 participants in the sample. For more information on the 
methodology, see the Burnet Institute report at Appendix F.  

The review analysed ambulance attendances where naloxone was administered between 
January 2015 and December 2019, including by location (within 1 km of the MSIR and the rest of 
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Victoria) and time of day (during MISR opening hours and outside MSIR opening hours). An 
interrupted time series analysis was conducted on the monthly aggregated count of ambulance 
attendances within 1 km of the MSIR during MSIR opening hours with statistical significance tested 
(p < 0.05). The interrupted time series analysis applied was based on the method described in 
Lopez et al. 2017. A chi-square test was conducted on the number of ambulance attendances in 
the 18-month period before and 18 month-period after the MSIR opened, during and outside MSIR 
opening hours. 

Ambo-AODstats Victoria 

Ambo-AODstats Victoria is the Victorian alcohol and drug interactive statistics and mapping 
webpage. Ambo-AODstats provides information on alcohol and drug-related ambulance 
attendances in Victoria. 

The review analysed descriptive statistics from 2011–12 to 2018–19 for the City of Yarra and Victoria. 
Data presented is the heroin-related overdose ambulance attendance rate per 100,000 
population. 

Victorian Crime Statistics Agency (CSA) 

CSA is responsible for processing, analysing and publishing Victorian crime statistics, independent of 
Victoria Police. Data presented in this report are offences data within a 1 km radius of the MSIR 
location at 23 Lennox St, Richmond. Offences are recorded in the Police Law Enforcement 
Assistance Program (LEAP) database, where Victoria Police have recorded a crime prohibited by 
criminal law. These include crimes that have been reported to police as well as those identified by 
police. 

The review analysed the number and rate of offences recorded within a 1 km radius of the MSIR 
from October 2014 to September 2019. Rates per 100,000 population were calculated by CSA. The 
quarterly rates were calculated using the annual population figures, and fluctuations in populations 
between quarters has not been taken into account. The CSA advises caution when comparing 
quarter-on-quarter trends. 

Victoria Police Computer Aided Dispatch (CAD) 

CAD data captures all triple zero (000) calls. The review received data from January 2015 to March 
2019 for total triple zero (000) calls (CAD callouts) and for drug-related CAD calls in Richmond. 
‘Drug-related’ callouts include the following four types of events: 

§ drug deal/use in public 
§ suspected lab/plantation 
§ drug overdose 
§ drug overdose with violence. 

The review analysed the rate of callouts per 1,000 people in Richmond over time. Rates were 
calculated using Australian Bureau of Statistics population data.  

Public Health Event Surveillance System (PHESS) 

Under the Public Health and Wellbeing Act 2008, the department is authorised by law to collect 
information from doctors and laboratories about diagnoses of certain health-related conditions in 
Victoria. The law exists to monitor and control the occurrence of infectious diseases and other 
specified conditions and helps to prevent further illness. The aim is to protect the health and safety 
of the community. 
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The review analysed hepatitis B, hepatitis C and HIV notifications in the City of Yarra and Victoria 
from 2016 to 2019. The data presented are from the public local government areas surveillance 
report <https://www2.health.vic.gov.au/public-health/infectious-diseases/infectious-diseases-
surveillance/interactive-infectious-disease-reports/local-government-areas-surveillance-report>. 

Local community surveys 

City of Yarra annual resident survey 
Yarra City Council commissions Metropolis Research to conduct an annual survey of householders 
to gauge their satisfaction with the range of council services and to establish emerging issues and 
priorities. To ensure results can be generalised, a randomised sample of households is selected, 
which is stratified by neighbourhood. The results are weighted by precinct (neighbourhood) to 
ensure each precinct within Yarra contributes proportionally to the municipal result. Metropolis 
Research interviewers are multilingual to ensure good representation from culturally diverse 
community members.  

The City of Yarra analysed the survey results and provided findings to the review team for inclusion 
in the report. 

The MSIR Community Survey 
To understand the impact on residents and businesses in the vicinity of the facility, results from 
statistically representative surveys at baseline (June 2018, wave 1) and after approximately 12 
months (July 2019, wave 2) capture changes in community members’ observations, attitudes and 
support towards the facility. Colmar Brunton conducted the community survey. The Colmar Brunton 
technical report for wave 1 is at Appendix G and the wave 2 report is at Appendix H. 

Prospective cohort study of street-based people who inject drugs  

To understand the impact on people who inject drugs, results from an established cohort study 
being led by the Burnet Institute (SuperMIX) have provided between and within subject measures 
for people injecting in North Richmond (both inside and outside of the facility), and in comparison 
with people who inject drugs in other key drug markets in greater Melbourne. The full report is 
provided at Appendix F. 

Synthesis and interpretation 
Central to the approach are structured synthesis mechanisms to test the findings of individual data 
sources with other qualitative and quantitative sources, including with key stakeholders. Information 
collected through these means was considered in conjunction with direct observations made by 
the Panel and team through visits to the facility and surrounding areas.  
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Appendix C: Additional data from 
various sources 
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Appendix D: Analysis of selected print 
and radio media  
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Appendix E: Analysis of selected 
social media 
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Appendix F: Burnet Institute report 
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Appendix G: MSIR Review Community 
Survey wave one  
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Appendix H: MSIR Review Community 
Survey wave two 
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Appendix C: Additional data from 
various sources 
This appendix provides additional detail to expand on key information outlined in the main body of 
the report.  

Table C1: Key demographics of facility clients between 30 June 2018 and 31 December 2019  

Measure Key demographic Percentage 

Gender Male 74.8 

Female 24.8 

Not specified 0.4 

Country of birth Australia 88.9 

United Kingdom 1.8 

New Zealand 1.7 

Vietnam 1.2 

Other 6.2 

Aboriginal and/or Torres 
Strait Islander peoples 

Aboriginal and/or Torres Strait Islander 13.4 

Accommodation Rental house/flat 45.8 

Sleeping rough 15.1 

Family 10.4 

Boarding house/hostel 9.5 

Home owner 7.5 

Friends/couch surfing 6.3 

Shelter/refuge 2.5 

Squat 1.3 

Not specified 1.6 

Education Some high school 50.5 

High school certificate or equivalent 13.5 

Completed tertiary 11.8 

Some tertiary 11.2 

School certificate 6.7 

Primary school 2.6 

Not specified 3.7 

Source: MSIR database 
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Table C2: Demographics – Burnet Institute SuperMIX study (2019) 

Measure Key demographic Visited 
MSIR 

Hasn’t 
visited 
MSIR 

Total p-value 

Total  181 417 598 
 

Age at interview ≤ 30 12% 8% 9% 0.007* 

31–40 55% 44% 47% 
 

41–50 23% 36% 32% 
 

≥ 50 10% 12% 12% 
 

Missing 0 0 0 
 

Gender identity Male 70% 66% 68% 0.614† 

Female 30% 33% 32% 
 

Non-binary/gender fluid 0% 0% 0% 
 

Missing 0 0 0 
 

Employment status Unemployed 95% 84% 87% < 0.001* 

Employed 5% 16% 13% 
 

Missing 0 0 0 
 

Housing status Unstable 39% 28% 31% 0.007* 

Stable 61% 72% 69% 
 

Missing 3 3 6 
 

Housing type Owner-occupied, rental, 
community, boarding or 
other rent-free 

68% 85% 80% < 0.001* 

Homeless, squat or 
supported accommodation 

32% 15% 20% 
 

Missing 1 0 1 
 

Living conditions With relatives, friends or 
housemates 

51% 67% 62% < 0.001* 

Alone 49% 33% 38% 
 

Missing 11 9 20 
 

Education level ≤ Year 9 31% 28% 29% 0.432 

Year 10–12 44% 46% 45% 
 

Tertiary/diploma/trade 22% 20% 20% 
 

Other 4% 7% 6% 
 

Missing 0 0 0 
 

Aboriginal and Torres Strait 
Islander 

No 73% 88% 83% < 0.001* 

Yes 27% 12% 17% 
 

Missing 2 1 3 
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Summary of MSIR Review Approach 
MSIR Review Panel 
 

Is a parent No 35% 36% 36% 0.714 

Yes 65% 64% 64% 
 

Missing 5 17 22 
 

Main drug of choice Heroin 87% 64% 71% < 0.001* 

MA 7% 20% 16% 
 

Cannabis 3% 12% 9% 
 

Other 3% 4% 3% 
 

Missing 5 19 24 
 

Drug injected most in last 
month 

Heroin 89% 59% 68% < 0.001* 

MA/other 11% 41% 32% 
 

Missing 0 0 0 
 

Previous incarceration No 18% 23% 21% 0.192 

Yes 82% 77% 79% 
 

Missing 2 11 13 
 

Incarceration in the 12 
months prior to interview 

No 62% 75% 71% 0.003* 

Yes 38% 25% 29% 
 

Missing 9 7 16 
 

Area of residence Richmond 9% 3% 5% N/A 

Western suburbs 16% 27% 24% 
 

Mornington Peninsula 6% 25% 20% 
 

Inner city 20% 9% 12% 
 

St Kilda area 18% 12% 14% 
 

Dandenong area 1% 2% 2% 
 

Other south/east 14% 7% 9% 
 

Other north 12% 9% 10% 
 

Country Victoria 4% 5% 5% 
 

Missing 21 29 50 
 

By location Richmond 77% 18% 36% N/A 

Footscray 10% 28% 23% 
 

Frankston 4% 26% 19% 
 

Collingwood 3% 8% 6% 
 

St Kilda 2% 6% 5% 
 

CBD 0% 4% 3% 
 

Dandenong 1% 1% 1% 
 

Outreach 0% 2% 2% 
 

Phone 2% 6% 5% 
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Burnet/Alfred 1% 0% 1% 
 

Missing 0 10 10 
 

By type Baseline 48% 54% 52% 0.168 

Follow-up 52% 46% 48% 
 

Missing 0 0 0 
 

Source: Burnet Institute 2019 

* statistically significant, p < 0.05 
† Fisher exact test instead of chi-square test, due to low numbers in some categories 

Table C3: Use of MSIR among those who previously used heroin in high-risk settings  

 Measure Most recently used 
in private 

Most recently 
used in public 

Total p-value 

Total 92 89 181   

Has visited MSIR 15% 28% 22% 0.035* 

Hasn't visited MSIR 85% 72% 78%   

Source: Burnet Institute 2019 

* Represents statistically significant difference; Pearson’s chi-squared test 

Table C4: Percentage of injections in the MSIR in the month prior to the interview 

 Measure Visited MSIR(a) Visited MSIR and 
recruited in Richmond 

Total 181 109 

All injections 4% 7% 

Most injections (> 70%) 17% 17% 

Half of injections 11% 12% 

Some injections (25–50%) 4% 6% 

A few injections (10–25%) 10% 11% 

Hardly any injections (< 10%) 36% 37% 

No injections (13%) 13% 6% 

Ceased to inject in previous month 3% 5% 
Source: Burnet Institute 2019 

Percentages may not add up to 100 per cent due to rounding errors  

(a) Total does not add up to 100 per cent due to missing responses for two participants. 
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Summary of MSIR Review Approach 
MSIR Review Panel 
 

Table C5: Self-reported non-fatal overdose(a) (only follow-up) 

  Visited  
MSIR 

Hasn’t 
 visited  
MSIR 

Total p-value 

Total 94 191 285   

No 73% 84% 81% 0.027* 

Yes 27% 16% 19%   

Source: Burnet Institute 2019 

* Represents statistically significant difference; Pearson’s chi-squared test 
(a) Overdose for all drug types (heroin, other opioid, methamphetamines); findings predominately relate to 
heroin overdose. 
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Figure C1: Area surrounding the MSIR as defined by City of Yarra (focus area)
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Summary of MSIR Review Approach 
MSIR Review Panel 
 

Table C6: Perceptions of discarded needles and syringes in the MSIR Review Community Survey 

Issue Residents(a) Businesses 

Pre-MSIR Post-
MSIR 

p-value Pre-MSIR Post-MSIR p-value 

Percentage (%) of 
respondents reporting 
having seen discarded 
needles and syringes in 
the past week 

29.4 30.9 > 0.05 34.0 26.3 < 0.05* 

Percentage (%) of 
respondents reporting 
having seen discarded 
needles and syringes in 
the past year 

16.1 16.9  > 0.05 20.0 24.6 < 0.05* 

Median estimated 
number of discarded 
needles and syringes 
reported in the past 
month 

4 4 No change 6 10 < 0.05* 

Mean estimated 
number of discarded 
needles and syringes 
reported in the past 
month 

13.25 8.73 < 0.05* 21.9 17.5 < 0.05* 

Note: (a) Weighted. * Significant 

Table C7: Where last purchase of heroin was used  

Measure Has visited 
MSIR 

Hasn’t 
visited 
MSIR 

Total p-value 

Total 181 417 598   

Where last purchase of heroin was used 
    

Private and MSIR(a) 51% 57% 54% 0.248 

Public(b) 49% 43% 46%  

Missing 29 184 213  

Source: Burnet Institute 2019 

* Represents statistically significant difference; Pearson’s chi-squared test 

(a) In this analysis private locations refers to private spaces, such as private homes (including dealer’s homes) 

(b) Public locations refer to public spaces, such as streets, public toilets, parks and cars  
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Table C8: Perceptions of public injecting in the MSIR Review Community Survey 

Issue Residents(a) Businesses 

Pre-MSIR Post-
MSIR 

p-value Pre-MSIR Post-MSIR p-value 

Percentage (%) of 
respondents reporting 
having ever seen 
public injection 

69.9 71.8 > 0.05 61.1 65.8 < 0.05* 

Percentage (%) of 
respondents reporting 
having seen public 
injection in the past 
week 

27.7 29.5 > 0.05 21.8 34.8 < 0.01** 

Percentage (%) of 
respondents reporting 
having seen public 
injection in the past 
month 

28.6 28.2 > 0.05 26.3 17.7  < 0.01** 

Percentage (%) of 
respondents reporting 
having seen public 
injection in the past 
year 

23.5 19.7 < 0.05* 26.8 22.2 < 0.05* 

Median estimated 
number of public 
injecting reported in 
the past month 

3.0 3.0 No change 4 5 > 0.05 

Mean estimated 
number of public 
injecting reported in 
the past month 

7.68 7.94 > 0.05 45.96 13.94 < 0.01** 

Note: (a) Weighted. * Significant. ** Highly significant 
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Summary of MSIR Review Approach 
MSIR Review Panel 
 

Table C9: Perceptions of feeling safe when walking in their local area alone in the MSIR Review 
Community Survey 

Issue  Residents(a)  Businesses  
Pre-MSIR  Post-

MSIR  
p-value  Pre-MSIR  Post-MSIR  p-value  

Percentage (%) of 
respondents reporting 
feeling safe when 
walking alone during 
the day  

69.5  54.7  < 0.01**  61.8  45.8  < 0.01**  

Percentage (%) of 
respondents reporting 
feeling safe when 
walking alone after 
dark  

61.8  28.2  < 0.01**  26.0  20.3  < 0.05*  

Percentage (%) of 
respondents reporting 
being approached to 
buy drugs within the 
last 24 hours  

9.0  10.1  > 0.05  23.4  8.5  < 0.01**  

Percentage (%) of 
respondents reporting 
being approached to 
buy drugs within the 
last week  

27.8  21.7  < 0.05*  23.4  32.2  < 0.05*  

Percentage (%) of 
respondents reporting 
being approached to 
buy drugs within the 
last month  

26.3  26.4  > 0.05  27.7  25.4  > 0.05  

Percentage (%) of 
respondents reporting 
being approached to 
buy drugs within the 
last year  

19.5  31.8  < 0.01**  19.1  22.0  < 0.05*  

Percentage 9%) of 
respondents reporting 
being approached 
and offered heroin 
within the last year  

63.8  44.8  < 0.01**  60.0  48.7  < 0.01**  

Percentage (%) of 
respondents (residents) 
reporting having 
considered moving out 
of the area because of 
drug related activity  

32.0  37.1  < 0.05*        

Percentage (%) of 
respondents 

      27.6  32.5  < 0.05*  
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Issue  Residents(a)  Businesses  
Pre-MSIR  Post-

MSIR  
p-value  Pre-MSIR  Post-MSIR  p-value  

(businesses) reporting 
having considered 
finding a new job or 
moving their business 
out of the area 
because of drug 
related activity  

Note: (a) Weighted. * Significant. ** Highly significant  

Table C10: Last location of purchase of heroin in a public versus private space, in percentages 
(note: Burnet Institute analysis of SuperMIX cohort) 

 Visited MSIR (n = 152) Hasn’t visited MSIR (n = 232) Different 

Whole sample (n = 384) 

  

Yes (p < 
0.001) 

Interviewed in Richmond 
(n = 150) 

  

No (p = 
0.051) 

Interviewed outside 
Richmond (n = 234) 

  

Yes (p = 
0.019) 

 
  

62

38 42
58

64

36
47

53

58
42 40

60

public private
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Summary of MSIR Review Approach 
MSIR Review Panel 
 

Table C11: Use of MSIR among those who engaged in property crime and drug dealing  

Measure Response Visited  
MSIR 

Hasn’t 
visited 
MSIR 

Total p-
value 

Total  181 417 598 
 

Engaged in property crime 
in the last month 

 No 73% 82% 79% 0.019* 

 Yes 27% 18% 21% 
 

 Missing 6 6 12 
 

Engaged in dealing in the 
last month 

 No 72% 76% 75% 0.298 

 Yes 28% 24% 25%  

 Missing 5 5 10  

Arrested for dealing in the 
last month 

 No 86% 87% 87% 0.713 

 Yes 14% 13% 13%  

 Missing 0 0 0  

Source: Burnet Institute 2019 

* Represents statistically significant difference; Pearson’s chi-squared test 

Table C12: Use of MSIR among those have been arrested since previous interview (only follow-up) 

Measure Response Visited  
MSIR 

Hasn’t 
visited 
MSIR 

Total p-value 

Total  94 191 285 
 

Arrested since previous 
interview 

 No 35% 59% 51% < 0.001* 

 Yes 65% 41% 49% 
 

 Missing 1 0 1 
 

Source: Burnet Institute 2019 

* Represents statistically significant difference; Pearson’s chi-squared test 
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Table C13: Agreement with the idea of injecting rooms in the MSIR Review Community Survey 

Issue Residents(a) Businesses 

Pre-MSIR Post-
MSIR 

p-value Pre-MSIR Post-MSIR p-value 

Percentage (%) of 
respondents agreeing 
with the idea of 
injecting rooms 
generally 

67.3 60.0 < 0.05* 59.7 58.5 > 0.05 

Percentage (%) of 
respondents agreeing 
with having an 
injecting room in North 
Richmond 

59.7 42.2 < 0.01** 48.1 41.2 < 0.05* 

Note: (a) Weighted. * Significant. ** Highly significant 

Departmental Public Health Event Surveillance System notification data 
Tables C14–C18 show relevant notification data from the DHHS Public Health Event Surveillance 
System. 

Blood-borne virus notification data and methodology 
Among those who identified as having injected drugs in the previous two years, hepatitis C 
notifications were more common than hepatitis B and HIV notifications. Local government area of 
residence is calculated using the postcode of the patient’s residence provided at the time of 
diagnosis. This does not necessarily indicate where the infection was acquired. This excludes where 
postcode of residence was not reported. 

Notes on the data 
▪ Where there were fewer than five cases per cell, data are suppressed as < 5. 
▪ Local government area of residence is calculated using the postcode of residence of the 

patient provided at the time of diagnosis. This does not necessarily indicate where the 
infection was acquired. This excludes where postcode of residence was not reported.  

▪ Notification follow-up varies for different disease conditions, and availability of data on 
diseases varies on the type and level of follow-up undertaken.  

▪ All HIV notifications are followed up and risk factor information for HIV are available. 
Whereas all hepatitis B and C notifications are not routinely followed up as a result, risk 
factor information such as injecting drug use status is not available. DHHS implemented an 
enhanced surveillance system in July 2016 with an aim of collecting additional information. 
This has improved demographic information and risk factor information including injecting 
drug use status for hepatitis B and C.  

▪ Data are subjected to change due to the ongoing data quality. 
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Summary of MSIR Review Approach 
MSIR Review Panel 
 

Table C14: Number and rate of hepatitis B notifications for the City of Yarra and Victoria, by year, 
2016–2019 

Year City of Yarra: 
Number of cases 
detected 

City of Yarra: Rate 
per 100,000 
population 

Victoria: Number 
of cases detected 

Victoria: Rate per 
100,000 
population 

2016 37 39.6 1,825 29.5 

2017 20 21.4 1,785  28.9 

2018 30 32.1 1,770  28.6 

2019 27 28.9 1,669 27.0 

Source: Public Health Event Surveillance System, DHHS 

Table C15: Number and rate of hepatitis C notifications for the City of Yarra and Victoria, by year, 
2016–2019 

Year City of Yarra: 
Number of cases 
detected 

City of Yarra: Rate 
per 100,000 
population 

Victoria: Number 
of cases detected 

Victoria: Rate per 
100,000 
population 

2016 40 42.8 2,420 39.2 

2017 37 39.6 1,973 31.9 

2018 26 27.8 1,921 31.1 

2019 40 42.8 1,702 27.5 

Source: Public Health Event Surveillance System, DHHS 

Table C16: Number and rate of HIV notifications for the City of Yarra and Victoria, by year, 2016–
2019 

Year City of Yarra: 
Number of cases 
detected 

City of Yarra: Rate 
per 100,000 
population 

Victoria: Number 
of cases detected 

Victoria: Rate per 
100,000 
population 

2016 10 10.7 325 5.2 

2017 7 7.5 301 4.9 

2018 < 5 3.2 259 4.2 

2019 9 9.6 273 4.4 

Source: Public Health Event Surveillance System, DHHS 

Table C17: Number and proportion of notified cases of hepatitis B, C and HIV reported injecting 
drug use as the risk factor for Victoria, by year, 2016–2019 

Infectious disease 2016 2017 2018 2019 

Hepatitis B  33 (2%) 43 (2%) 36 (2%) 38 (2%) 

Hepatitis C  509 (21%) 676 (34%) 579 (30%) 392 (23%) 
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Infectious disease 2016 2017 2018 2019 

HIV  3 (0.9%) 13 (4.3%) 15 (5.8%) 5 (1.8%) 

 Source: Public Health Event Surveillance System, DHHS 

Table C18: Notified cases of hepatitis C, reported injecting drug use as the risk factor for the City of 
Yarra, by year, 2015–2019 

Year Number of cases detected 

2016 8 

2017 19 

2018 10 

2019 11 

Source: Public Health Event Surveillance System, DHHS 

Table C19: Injected with someone’s used needle/syringe in last month and median injecting 
frequency in past week  

Measure Response Visited  
MSIR 

Hasn’t 
visited 
MSIR 

Total p-value 

Total  181 417 598 
 

Injected with someone’s 
used needle/syringe in 
the last month 

No 91% 89% 90% 0.462 

Yes (once or more) 9% 11% 10% 
 

Missing 5 31 36 
 

Injecting frequency in 
past week 

Median number 14 (IQR = 4–
28) 

3 (IQR = 1–
13) 

 < 0.001* 
 

Source: Burnet Institute 2019 

* Represents statistically significant difference; Pearson’s chi-squared test 
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Appendix D: Analysis of selected print 
and radio media  

  



MEDIA MEASURES PTY LTD

DHHS VICTORIA
MEDICALLY SUPERVISED INJECTING ROOM: 
ANALYSIS OF SELECTED MEDIA FOR THE 
PERIOD JULY 2018 – DECEMBER 2019

OBSERVATIONS ON MEDIA REPORTING

The following report presents analysis of media coverage on the North Richmond Medically 
Supervised Injecting Room (MSIR) Trial. Research was based on 98 clippings, provided to Media 
Measures by DHHS, covering the first 18 months of the trial (July 2018 to December 2019).

• Of the 98 clippings, 87.8% came from Melbourne daily newspapers. There were 54 stories 
from the Herald Sun and 32 from The Age.

• The total reach of the 98 stories was 20,715,796, most of which (16,482,370 or 79.6%) came 
from the Herald Sun.

• Of the 98 stories 25.5% were favourable, 45.9% unfavourable, and 28.6% were neutral.

• The Herald Sun provided slightly more favourable coverage (27.7% vs 25.0%) and considerably 
higher levels of unfavourable (50.0% vs 40.6%) coverage than The Age. The Age provided more 
neutral coverage (34.4% vs 22.2%) than the Herald Sun.

• The Australian did not feature any favourable coverage at all while the Geelong Advertiser featured one 
favourable and two unfavourable stories.

• Monique Hore of the Herald Sun authored four positive pieces (50.0%) and four negative pieces 
(50.0%), while Genevieve Alison, also of the Herald Sun, authored one positive (16.7%) and five 
negative stories (83.3%). 

• Jewel Topsfield from The Age wrote two positive (25.0%), three neutral (37.5%) and three 
negative (37.5%) stories. 

• Minister for Mental Health Martin Foley was quoted in 21 stories, 21.4% of the total. There 
were 17 instances in which local residents were quoted (17.3%) and 11 instances in which  
Cr Stephen Jolly was quoted (11.2%). 

• In some instances negative reporting was made more intense by the inclusion of emotive photos 
depicting drug injecting and anti-social activities in the North Richmond precinct. A Herald Sun 
report on July 6, 2018 for example, featured graphic images of drug users in Richmond streets.  
As the theme developed, reporting became more graphic, both in written descriptions and 
accompanying photos, as evidenced in a story in the Herald Sun (21 May 2019) featuring photo 
images of drug injecting in a car park and a laneway near the injecting centre. 
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VOLUME AND AUDIENCE REACH
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GRAPH 3 > VOLUME

Melbourne Daily Newspapers (86) 87.8%
National Daily Newspapers (6) 6.1%
Victorian Regional Newspapers (5) 5.1%
Domestic Online (1) 1.0%

GRAPH 4 > AUDIENCE REACH

Melbourne Daily Newspapers (19,412,256) 93.7%
National Daily Newspapers (765,208) 3.7%
Domestic Online (476,580) 2.3%
Victorian Regional Newspapers (61,752) 0.3%

TABLE 1 > MEDIA COVERAGE OVERVIEW

 Total Stories Audience Reach

Melbourne Daily Newspapers 86 19,412,256

National Daily Newspapers 6 765,208

Victorian Regional Newspapers 5 61,752

Domestic Online 1 476,580

Total 98 20,715,796

TABLE 2 > MAJOR MEDIA OUTLETS

 Total Stories Audience Reach

Herald Sun 54 16,482,370

The Age 32 2,929,886

The Australian 5 721,828

Geelong Advertiser 3 50,061

Other 4 531,651

Total 98 20,715,796

148 MSIR Appendix D



MEDIA MEASURES PTY LTD  DHHS VICTORIA MEDICALLY SUPERVISED INJECTING ROOM JULY 2018 – DECEMBER 2019 4

TONE OF COVERAGE

GRAPH 5 > TONE OF COVERAGE

Favourable (25) 25.5%
Neutral (28) 28.6%
Unfavourable (45) 45.9%

TABLE 3 > FAVOURABILIT Y – MAJOR MEDIA OUTLETS

 Total Stories Favourable Neutral Unfavourable

Herald Sun 54 15 (27.8%) 12 (22.2%) 27 (50.0%)

The Age 32 8 (25.0%) 11 (34.4%) 13 (40.6%)

The Australian 5 0 (0.0%) 3 (60.0%) 2 (40.0%)

Geelong Advertiser 3 1 (33.3%) 0 (0.0%) 2 (66.7%)

Other 4 1 (25.0%) 2 (50.0%) 1 (25.0%)

Total 98 25 (25.5%) 28 (28.6%) 45 (45.9%)

GRAPH 6 > FAVOURABILITY – MAJOR MEDIA OUTLETS
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33.3%

Media coverage was mainly negative (45.9%), with positive and neutral coverage relatively evenly  
split. The bulk of the positive coverage dealt with stories on state government’s release of data on the 
MSIR which indicated a large number of client visits to the facility and the large number of overdoses 
successfully managed. The two main negative issues were the concerns of local residents and two MSIR 
workers accused of drug trafficking.
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GRAPH 8 > THE AGE FAVOURABILITY
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TABLE 4 > FAVOURABILIT Y – MAJOR JOURNALISTS

 Total Stories Favourable Neutral Unfavourable

Monique Hore (Herald Sun) 8 4 (50.0%) 0 (0.0%) 4 (50.0%)

Jewel Topsfield (The Age) 8 2 (25.0%) 3 (37.5%) 3 (37.5%)

Genevieve Alison (Herald Sun) 6 1 (16.7%) 0 (0.0%) 5 (83.3%)

Ian Royall (Herald Sun) 6 2 (33.3%) 1 (16.7%) 3 (50.0%)

Tom Minear (Herald Sun) 5 2 (40.0%) 2 (40.0%) 1 (20.0%)

Michael Fowler (The Age) 4 0 (0.0%) 1 (25.0%) 3 (75.0%)

GRAPH 9 > FAVOURABILITY – MAJOR JOURNALISTS
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MAJOR THEMES

TABLE 5 > MAJOR THEMES – VOLUME AND REACH

 Total Stories Audience Reach

MSIR is saving lives 25 5,729,123

Residents' concerns re unsuitable location of MSIR 20 3,962,991

Residents' concerns that shooting up is common in Richmond  
streets and laneways

13 2,777,866

Police action against drug trafficking in Richmond 10 2,654,388

Residents' concerns re public safety eg aggressive behaviour,  
violence, syringes, etc

10 2,150,347

Residents' concerns re drug trafficking in full view and drug  
related crime

8 1,874,668

Drug overdoses still taking place in Richmond/City of Yarra  
despite MSIR

6 1,404,887
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GRAPH 10 > FAVOURABILITY – MAJOR THEMES
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TABLE 6 > FAVOURABILITY – MAJOR THEMES

 Total Stories Favourable Neutral Unfavourable

MSIR is saving lives 25 14 (56.0%) 4 (16.0%) 7 (28.0%)

Residents' concerns re unsuitable 
location of MSIR

20 3 (15.0%) 2 (10.0%) 15 (75.0%)

Residents' concerns that shooting 
up is common in Richmond streets 
and laneways

13 1 (7.7%) 0 (0.0%) 12 (92.3%)

Police action against drug 
trafficking in Richmond

10 0 (0.0%) 0 (0.0%) 10 (100.0%)

Residents' concerns re public 
safety eg aggressive behaviour, 
violence, crime, syringes, etc

10 0 (0.0%) 1 (10.0%) 9 (90.0%)

Residents' concerns re drug 
trafficking in full view

8 1 (12.5%) 1 (12.5%) 6 (75.0%)

Drug overdoses still taking place 
in Richmond/City of Yarra despite 
MSIR

6 2 (33.3%) 4 (66.7%) 0 (0.0%)

COMMON THEMES AND HOW THESE EVOLVED

Councillor Stephen Jolley’s Community Consultation Meeting at All Nations  
Hotel Richmond

The facilitation of a community consultation meeting by City of Yarra Councillor Stephen 
Jolley, in April 2019, was an important peg in the media sequence. It harnessed negative debate 
and brought attention to the concerns of residents. Adverse commentary on community 
impacts of the MSIR grew from this point while commentary on broader issues surrounding  
the conduct of the trial became less evident.

The location of the injecting facility was a central theme for negative media coverage.  
Local community concerns were perpetrated by a residents’ action group formed at the time  
of Cr Jolley’s community consultation meeting. 

Media reporting featured quotes from individuals identifying as representatives of the 
community action group. These quotes centred on the unsuitability of the location, the demise 
of community wellbeing, reduced property values and dangers to primary aged school children, 
who were regularly exposed to drug use, drug dealing and general anti-social behaviours. 

The proximity of Richmond West Primary School was a major discussion point, augmented by 
concerns that student vulnerability was a measure of the degree to which the facility had 
negatively impacted community safety and wellbeing. 

153 MSIR Appendix D



MEDIA MEASURES PTY LTD  DHHS VICTORIA MEDICALLY SUPERVISED INJECTING ROOM JULY 2018 – DECEMBER 2019 9

Release of Data

The release of performance data in June and September 2019, appeased concerns over a lack of 
transparency on the facility’s operations and contributed to stronger evidence-based reporting. 
Statistical information released by the state government presented a counter-argument to the 
largely negative stories on concerns expressed by Richmond residents. 

The use of data provided a positive balance to otherwise negative reporting on the MSIR. The 
data reported on the number of overdoses managed without loss of life, as well as numbers of 
referrals to auxiliary health, social support and drug dependency services. 

Data references were frequently accompanied by quotes from the minister that lives were being 
saved and that thousands of people were engaging with health providers for the first time in years. 

Increased Services

The announcement of increased MSIR operating hours and expanded facilities in July 2019 
brought attention to the increased demand for services, but also gave rise to further action by 
opposing groups.

Local residents used the announcement to amplify their concerns about the increasing presence 
of anti-social behaviour, violence and drug taking in the surrounding precinct.

Some coverage raised concerns that the trial expansion would extend to other drug hot-spots  
in the state. A report in the Geelong Advertiser for instance (11 July 2019), presented unfounded 
suggestions that a MSIR could be established in Geelong. 

Arrest of MSIR Workers

The arrest of two MSIR workers on drug trafficking charges in October 2019 was a “last straw” 
moment. Those opposed to injecting rooms seized on the event and called for the trial to  
be discontinued forthwith. Headlines also supported local community arguments that the  
MSIR was diminishing safety and wellbeing across the precinct. 

In response to calls for outright closure, Cr Stephen Jolley clarified his position, noting  
that residents were concerned about the location of the trial in North Richmond, but not  
the provision of medically supervised injecting room services. 

In a perhaps unexpected twist, the arrests also triggered positive content, hedged in the  
defence of the achievements of MSIR in the face of criticism. Letters, editorials and opinion 
pieces gave rise to balanced discussion which acknowledged the arrests and called for debate  
on the Medically Supervised Injecting Room to not lose sight of the lives saved. Many articles 
referred to the highly successful management of overdoses and the auxiliary support benefits  
for drug users. 

Reports on the Premier’s commitment to maintain the trial, and the Minister’s actions to 
dismiss the facility’s CEO and announce an independent review of management practices, acted 
as a circuit breaker. These announcements, and the declaration of zero tolerance for illegal 
conduct, started a new cycle dedicated to improved practices and governance frameworks at 
North Richmond Community Health. Later reports reflected the benefits of the review, namely, 
the removal of a needle exchange program in the precinct and improved governance and the 
introduction of workplace culture strategies.
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GRAPH 11 > KEY SPOKESPEOPLE

Martin Foley – Minister for Mental Health (21) 21%
Local residents – (17) 17%
Cr Stephen Jolly – City of Yarra Councillor (11) 11%
Dr Nicolas Clark – MSIR Director (8) 8%
Luke Donellan – Acting Mental Health Minister (5) 5%
Georgie Crozier – Opposition Mental Health Spokesperson (3) 3%
Judy Ryan – Victoria Street Drug Solutions Action Group (3) 3%

SPOKESPEOPLE AND COMMENT ORIGIN

In total there were 124 spokespeople quoted in the media coverage sample. Many quotes came 
from Members of Parliament with relevant portfolio responsibilities, and from representatives 
of MSIR, and the City of Yarra and associated organisations. 

Minister for Mental Health Martin Foley was quoted 21 times, Acting Minister, Luke 
Donnellan, five times, and Opposition Spokesperson Georgie Crozier, three times. Others 
included Police Minister Lisa Neville, and a number of Opposition MPs. MSIR Director  
Dr Nicholas Clark was quoted eight times and City of Yarra councillor Stephen Jolly was  
quoted 11 times. 

There were 17 quotes from “local residents,” who were either referred to as “local resident(s)” 
without any further identification (10 instances), or referred to as “Richmond resident,” along 
with the person’s name (7 instances). No indication was given as to whether they were involved 
with residents’ action groups or other organisations.

The most prominent organisation quoted was Victoria Police, with 10 quotes in total, including 
by Assistant Commissioner Luke Cornelius and Victorian Police Association President Wayne 
Gatt. 

Two residents’ action groups were quoted, the MSIR Residents Action Committee (4 quotes) 
and the Victoria Street Drug Solutions Action Group (3). Spokespeople were not always clearly 
identified with their specific groups. David Horseman from MSIR Residents Action Committee 
was referred to by The Age (25 October 2019) as “the spokesman for a residents committee calling 
for the injecting room to be relocated.” Judy Ryan, from the Victoria Street Drug Solutions 
Action Group, was referred to in The Weekend Australian (25 May 2019) as someone “who 
campaigned for the injecting facility but feels more needs to be done to deal with the large 
numbers of sick people in the areas.”

SPOKESPEOPLE
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Results

Pill-Testing: Whoa, 'Sunri...
...you,” she says. “Do not take these drugs.” 
When Kochie points out that young people 
will always take drugs, B...

jared richards | Online News | 14/01/19 11:23

11.8K11.8K

Victorian Liberals to shut...
...like the Labor government,” he said. On 
the promise to promptly shut down the 
North Richmond safe injecting...

adam carey | Newspaper | 21/11/18 11:44

7.7K7.7K

Melbourne safe injecting...
...[set up] to save lives, every indication is 
this facility is saving lives," Mr Foley said. 
Safe injecting program sh...

abc news michael barnett | Online News | 31/08/18 10:34

4.3K4.3K

Melbourne residents furious...
Anger is growing over Victoria's 
controversial 'safe injecting room' after the 
centre underwent a $7.1 million ... co...

digital staff | Online News | 08/07/19 08:05

2.9K2.9K

Teenage boy dies of drug...
...from a medically supervised injecting 
room. Police were called to a suspected 
heroin overdose at a unit on Ega...

9news staff | Online News | 24/11/19 18:50

2.5K2.5K

'12 lives saved' in Richmond...
Melbourne’s new safe injecting room has 
saved 12 drug users' lives and received 400 
visits since it... Dr Nico Cl...

Chloe Booker | Newspaper | 06/07/18 13:30

2.4K2.4K

There's only one way to d...
...harm. Recall that Victorian Premier Daniel 
Andrews spent years opposing a safe 
injecting centre in Victoria before...

Antony Loewenstein | Newspaper | 08/07/19 00:10

2.1K2.1K

High demand for Victoria’s...
...injecting room is doing exactly what we 
hoped. It's saving lives," Minister for 
Housing, Disability and Ageing, Ma...

39 mins ago | TV/Radio | 31/08/18 12:40

1.8K1.8K
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Victoria's Greens did a lot...
Opinion Politics Victoria Victoria Votes 
Victoria's Greens did a lot better than we're 
given credit for By ... used...

Ellen Sandell | Newspaper | 03/12/18 13:06

1.7K1.7K

Crossbench to use numbers...
The deaths have prompted a renewed push 
for a trial of pill testing, but the Victorian 
Government has so far rule...

facebook beyond the valley | Online News | 21/01/19 06:19

1.7K1.7K

'I've got a mortgage': Fiona...
... Mr Andrews denied his party had been 
"dragged kicking and screaming" to polices 
such as the safe injecting ...

Chloe Booker | Newspaper | 26/11/18 13:40

1.6K1.6K

Victorian election set to d...
...Victorian election, as the Labor victory 
that swept Premier Daniel Andrews back 
into power hands them up to 1...

Joseph Dunstan | Online News | 25/11/18 15:34

1.6K1.6K

Watching @MatthewGuyM...
Watching @MatthewGuyMP concede I 
want us to remember how his party’s 
campaign made Victorians from ref...

@Kon__K | Twitter | published on 24/11/18 at 21:04

1.4K1.4K

Larger centre opens door...
...room move Benjamin Preiss Updated July 
7, 2019 — 11.51am first published at 
11.48am The controversial safe-...

Benjamin Preiss | Newspaper | 07/07/19 11:51

1.3K1.3K

Teenage boy overdoses m...
Victoria Victoria Police Teenage boy 
overdoses metres from safe injecting room 
Tate Papworth November 24 ... d...

Tate Papworth | Newspaper | 24/11/19 20:13

1.3K1.3K

Staff at Melbourne's cont...
...been the site of Victoria's first safe 
injecting room since 2018, as part of a two-
year trial. The pair, who work...

hamish goodall | Online News | 25/10/19 08:02

1.2K1.2K
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...critical after overdose at...

...at events in Victoria,” Mental Health 
Minister Martin Foley said on Monday. 
“Advice from Victoria Police tells us...

Chloe Booker | Newspaper | 31/12/18 18:23

1.1K1.1K

Freo considers allowing m...
...test their drugs before swallowing them 
under a radical proposal by the City. 
Injecting rooms for addicts is anot...

Josh Zimmerman PerthNow | Newspaper | 06/01/19 09:20

1.1K1.1K

'No champagne breakfast'...
" She was integral in some of the Andrews 
Labor government's signature progressive 
policy decisions over the past...

Anthony Colangelo | Newspaper | 25/11/18 13:55

1K1K

Reflecting on the #vicvotes...
Reflecting on the #vicvotes debate on 
@abcmelbourne this morning. The thing 
that concerns me most is Guy's r...

@jillastark | Twitter | published on 22/11/18 at 09:36

936936

Public heroin use spurs c...
National Victoria Drugs Public heroin use 
spurs calls for change at Richmond 
injecting room Paul Sakkal April 10 ...

Paul Sakkal | Newspaper | 10/04/19 20:18

907907

Two workers at Melbourne's...
...17:04:00 Two workers at a medically 
supervised safe injecting room in 
Melbourne's inner east are among eight...

aap julian smith | Online News | 24/10/19 17:02

868868

Reason Party promises to...
...zones around abortion clinics and a safe 
injecting room. However, she is still facing a 
tough fight to hold her U...

supplied | Online News | 21/11/18 06:04

863863

'No danger': Not all Rich...
...at Richmond West Primary believe the 
school is being used as a political pawn by 
those who argue the safe inj...

Jewel Topsfield | Newspaper | 19/11/19 11:39

826826
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Rural Victoria's ice crisi...
...two-year safe injecting room trial in North 
Richmond As at November 1, 2018 Ice is 
relatively cheap in Victoria —...

danny tran | Online News | 01/11/18 06:19

787787

Teen found dead metres ...
...benefits of Melbourne's safe injecting 
room, after a teenager died of a reported 
overdose nearby. Emergency se...

Online News | 25/11/19 13:08

765765

#9News
Melbourne's safe injecting room will be 
open for three more hours each day to cope 
with demand. #9News | htt...

9 News | Facebook | 20/04/19 20:00

763763

Catherine Deveny to run i...
...vocal community campaigner for the safe 
injecting room trial in North Richmond. 
Laura Chipp — the daughter o...

state political reporters stephanie anderson and richard willingham | Online News | 
28/09/18 15:41

737737

Victorian election loss re...
...issues such as the North Richmond safe 
injecting room trial and the Safe Schools 
Program. "This is the most pr...

danny tran | Online News | 25/11/18 13:09

735735

With Brighton now margin...
With Brighton now marginal, that Botox safe 
injecting room might finally become a 
reality. #VicVotes #SpringSt

@MitchellToy | Twitter | published on 25/11/18 at 09:29

730730

Two staff linked to safe i...
...from Richmond West Primary School, 
which is next to the safe injecting room, on 
Thursday. Acting Mental Health...

Rachel Eddie | Newspaper | 24/10/19 16:21

717717

How Victoria's safe injecting...
...one has died. Daniel Andrews' 
government had long opposed a Victorian 
safe injecting room, but in November l...

jo lauder | Online News | 19/09/18 18:33

676676
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Two safe injecting room st...
...the site of Victoria's first safe injecting 
room since mid last year, as part of a two-
year trial. Police raided...

Rachel Eddie | Newspaper | 24/10/19 16:21

672672

Victoria, the progressive ...
Opinion Victoria Victoria Votes Victoria, the 
progressive state? We like to think so By 
Julie ... election night, a ju...

Julie Szego | Newspaper | 01/12/18 23:49

617617

Why experts say drug tes...
...Bloody War on Drugs, which was 
launched this week. He argues a far more 
effective use of government mone...

Kerrie O'Brien | Newspaper | 06/09/19 18:00

557557

Laugh all you like, the G...
...Victoria votes again in November. That is 
just too many votes for anybody to ignore 
Premier Daniel Andrews an...

Noel Towell | Newspaper | 03/10/18 23:00

549549

Pill testing at music festi...
“They introduced safe injecting rooms and it 
didn’t increase the number of people doing 
heroin. They handed ou...

natalie wolfe | Online News | 19/01/19 19:41

498498

Where to now for Victoria...
...confident Andrews-led Labor was a 
formidable force this election. Andrews was 
unabashed about being progres...

Royce Millar | Newspaper | 02/12/18 00:05

488488

Kennett to head taxi body...
...from his role overseeing the trial of a 
supervised safe injecting space, in protest 
over the so-called 'red shirts...

Timna Jacks | Newspaper | 24/07/18 11:41

474474

Moree's ice problem: No ...
...Inquiry into the Drug 'Ice' heard. The 
Moree Plains Shire Council called for safe 
injecting and needle exchange fa...

Julie Power | Newspaper | 15/08/19 16:47

472472
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Richmond safe injecting ...
...closing months of a medically-supervised 
injecting room trial in Melbourne, two 
workers linked to the centre have...

Online News | 25/10/19 08:01

465465

Dry July
” THE SATURDAY PAPER archive Drugs: 
on medication, legalisation and pleasure 
“Safe injecting rooms and pill tes...

nick feik | Online News | 08/07/19 15:20

463463

9 News
Frustrated Richmond residents are calling 
for the safe injecting room trial to be 
overhauled, claiming public dru...

9 News | Facebook | 11/04/19 20:00

444444

Fatal heroin overdoses in ...
...inject drugs," she said. Victoria's Mental 
Health Minister Martin Foley said the 
Government's safe-injecting roo...

danny tran | Online News | 08/08/18 17:06

441441

The young deserve protec...
Then there is the anomaly of the safe 
injecting room, which has saved lives and 
drastically improved the atmosp...

James Fowler | Newspaper | 05/01/19 23:12

418418

.@MatthewGuyMP may I ask...

.@MatthewGuyMP may I ask a question 
please: if you are against the safe injecting 
room that @FionaPattenMLC...

@theadamsamuel | Twitter | published on 22/11/18 at 11:07

391391

In Victoria's election, the...
...electoral risk. Think euthanasia and the 
safe-injecting room trial in North Richmond 
(something the Coalition w...

abc news | Online News | 24/11/18 05:44

348348

When Daniel Andrews & ...
When Daniel Andrews & Labor set up 
Labor's "safe injecting room" next to a 
Richmond primary school, they reje...

@netz_melb | Twitter | published on 24/10/19 at 17:41

345345
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Injecting rooms inquiry: ...
...believes the North Richmond safe-
injecting rooms need to stay open, despite 
drugs charges being laid against ...

neil mitchell | Online News | 25/10/19 11:08

326326

Dozens arrested as police...
...not targeting addicts who are in North 
Richmond to use the medically supervised 
safe injecting centre. “We ar...

macquarie national news | Online News | 22/01/19 06:58

316316
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Introduction 
For the analyses below we have used interviewer-administered questionnaire data from the 

Melbourne injecting drug user cohort study (SuperMIX). SuperMIX commenced in 2008 and 

has involved recruitment of over 1300 people who inject drugs (PWID) into the study from a 

range of locations across Melbourne, including North Richmond. It involves collection of a 

range of indicators (outcome measures) related to the objectives of the Medically 

Supervised Injecting Room (MSIR) in North Richmond outlined in the legislation. For more 

information on SuperMIX please refer to Appendix 1: Methods. 

 

Our analysis dataset includes self-report interview data for the period 26/4/2008 through to 

1/7/2019, in addition to linked data from Medicare Benefits Schedule (MBS), 

Pharmaceutical Benefits Scheme (PBS), Alcohol and Other Drugs Information System (ADIS), 

Victorian Admitted Episodes Dataset (VAED), Victorian Emergency Minimum Dataset 

(VEMD), and Victorian Ambulance Clinical Information System (VACIS). We have also used 

data from participants in the Illicit Drug Reporting System (IDRS) as a complement to the 

SuperMIX participants for demographic, drug use and psychosocial indicators. See Appendix 
1: Methods for more information on the data sets used, as well as the different samples that 

have been used for the SuperMIX self-reported data and the samples for the several linked 

data set. 

Samples used for this report 
For the analyses in this report we have used all participants that have responded to the 

question whether they have visited the MSIR (“MSIR visit”; n=598) or responded to the 

question about intensity of use in the previous month (“MSIR intensity”; n=596) , for all 

recruitment locations. 

At request we can provide the data on those participants who have responded to the MSIR 

visit question and have been recruited in Richmond (n=174), and those who have responded 

to the MSIR intensity question and have been recruited in Richmond (n=172). 

Demographics 
Among the whole analysis sample (n=598), those who visited the MSIR were relatively 

younger, with a median age at the time of interview of 36 years, compared to 40 years for 

those who did not visit the MSIR. They typically reported being more socially marginalised. 

To this end, they were more likely to be unemployed, more likely to live in unstable 

accommodation, more likely to be homeless, more likely to live by themselves and more 

likely to be incarcerated in the previous 12 months than those who did not visit the MSIR. 

Those who visited the MSIR were also more likely to identify as Aboriginal or Torres Strait 

Islander, more likely to state heroin as their main drug of choice and to have injected heroin 

in the last month. See Appendix 2: Demographics for all of these findings and for a 

comparison with the Illicit Drug Reporting System (IDRS) sample which generally showed 

similar findings. 

MSIR visits 
Of the total 598 participants, 181 (30%) reported that they visited the facility compared to 

417 (70%) who did not. Of the total of 598, 285 participants had at least one interview 

before the MSIR opened. Of these participants, 94 reported that they visited the MSIR and 
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191 reported that they did not. Of the 313 new participants recruited into the study after 
the MSIR opened, 87 reported visiting the MSIR, and 226 reported that they did not. 

Statistical methods for the self-reported data 
To test for changes within the same individuals over time we performed fixed-effects logistic 

regression models in which we measured associations between changes in “MSIR visit” 
(yes/no) and changes in the outcome variables. We report on the odds ratio (OR) with “not 

having visited the MSIR” as the reference category. 

Statistical methods for the linked data 
To test for changes over time we performed fixed-effects Poisson regression models. A 

continuous variable “month” was included as a fixed-effect term in the model. We 

compared MSIR visit groups (yes versus no) and MSIR intensity groups (no 

visits/<50%/≥50%) for the different outcome measures in the six different linked datasets 

(i.e. PBS, MBS, ADIS, VAED, VEMD, VACIS). We report on the incidence rate ratio (IRR) with 

“not having visited the MSIR” as the reference category for both the MSIR visit and MSIR 

intensity analyses. In these analyses we only considered all records from one year prior to 

the MSIR opening. 

The remainder of this report details the main findings of our analyses of the SuperMIX data 

related to the stated aims of the MSIR listed in Legislation and the set of indicators required 

for consideration by the Centre for Evaluation and Research.  
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2. Aim a: Reduce the number of avoidable deaths and the harm 
caused by overdoses of drugs of dependence 

People who would have previously injected in high-risk settings are now using the 
facility at least some of the time 
We defined previously injected in “high-risk settings” as previously using and scoring heroin 
in “public spaces”, or having an overdose in a public space. Of the 285 participants who 

were recruited into the study before the opening of the MSIR, 92 most recently used their 

heroin in private prior to the MSIR opening, 89 most recently used it in public spaces, and 

we are missing this information for 104 participants. This is because this question was 

accidentally left out of the survey in the year prior to the MSIR opening, as well as some 

participants not answering this question. 

Participants who reported most recently using their heroin in public prior to the MSIR 

opening are about twice as likely to have visited the MSIR (28%) than those who reported 

most recently using their heroin in private (15%) (Table 2.1). 

Table 2.1 Use of MSIR among those who previously used heroin in high-risk settings 

 

Most recently 
used in private 

Most recently 
used in public Total p-value 

Total 92 89 181 
 

Use of the MSIR 

Visited MSIR 14 (15%) 25 (28%) 39 (22%) 0.035* 

Hasn’t visited MSIR 78 (85%) 64 (72%) 142 (78%) 

 

* Pearson’s chi-squared test     

 

Of the 285 participants who were recruited into the study before the opening of the MSIR, 

126 most recently purchased their heroin in private, 122 most recently purchased it in 

public spaces, and we are missing this information for 37 participants. Participants who 

report most recently purchasing their heroin in public are about twice as likely to have 

visited the MSIR (47%) than those who report most recently purchasing their heroin in 

private (24%) (Table 2.2). 

Table 2.2 Use of MSIR among those who previously scored heroin in high-risk settings 

 

Most recently 
purchased in private 

Most recently 
purchased in public Total p-value 

Total 126 122 248 

 

Use of the MSIR 

Visited MSIR 30 (24%) 57 (47%) 87 (35%) <0.001* 

Hasn’t visited MSIR 96 (76%) 65 (53%) 161 (65%) 
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Most recently 
purchased in private 

Most recently 
purchased in public Total p-value 

* Pearson’s chi-squared test     

 

Of the 285 participants who were recruited into the study before the opening of the MSIR, 

54 reported most recently overdosing in private prior to the opening of the MSIR, 102 most 

recently overdosed in public spaces, and we are missing this information for 129 

participants (some of these participants did not report having an overdose). Participants 

who report most recently overdosing in public are almost twice as likely to have visited the 

MSIR (34%) than those who report most recently overdosing in private (19%) (Table 2.3). 

 

Table 2.3 Use of MSIR among those who previously overdosed in high-risk settings 

 

Most recently 
overdosed in private 

Most recently 
overdosed in public Total p-value 

Total 54 102 156 
 

Use of the MSIR 

Visited MSIR 10 (19%) 35 (34%) 45 (29%) 0.038* 

Hasn’t visited MSIR 44 (81%) 67 (66%) 111 (71%) 
 

* Pearson’s chi-squared test     

Proportion of injections taking place in the facility 
Of the 598 participants interviewed after the MSIR opened, 417 (70%) had not visited the 

MSIR, and 181 (30%) visited the MSIR at least once. Of those who visited the MSIR at least 

once, 121 (66%) performed less than half of their previous month’s injections in the facility 

or did not inject in the month prior to their interview, 58 (33%) performed at least half of 

their previous month’s injections in the facility, and 2 were missing the answer to this 

question. In the IDRS sample similar findings were evident: 59% reported performing less 

than half of their previous month’s injections in the facility and 41% reported performing at 

least half of their previous month’s injections in the facility. 

Death of cohort member by overdose of drugs using linked data from National Death 
Index 
No cohort members who were interviewed since the MSIR opened have died. 

Self-reported non-fatal overdose 
In a cross-sectional analysis of all follow-up interviews done after the MSIR opened, those 

who visited the MSIR were more likely to have experienced an overdose since their previous 

interview (27%) compared to those who did not visit the MSIR (16%) (Table 2.4). 
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Table 2.4 Self-reported non-fatal overdose (only follow up) 

 

Visited 
MSIR 

Hasn’t 
visited 
MSIR Total p-value 

Total 94 191 285 
 

Any overdose since previous interview (only follow-up) 

No 68 (73%) 160 (84%) 228 (81%) 0.027* 

Yes 25 (27%) 30 (16%) 55 (19%) 

 

* Pearson’s chi-squared test     

If we only consider participants who were asked this question in both their latest interview 

before the facility opened (i.e. had a follow-up interview before) and after the MSIR opened 

(N=190), we found no significant difference between the proportion of participants who 

reported having an overdose since their previous interview at the interview before the MSIR 

opened, but we found a statistically significant difference for the interview after the facility 

opened (Table 2.5). The fixed effects logistic regression analyses show weak, but 

inconclusive, evidence of a difference between the two groups (OR=2.9, p=0.122). 

 

Table 2.5 Self-reported non-fatal overdose (only follow up) before and after MSIR opened 

 

Visited 
MSIR 

Hasn’t 
visited 
MSIR Total p-value 

Total 38 152 190 
 

Any overdose since previous interview at interview before MSIR opened 

No 28 (82%) 117 (85%) 145 (84%) 0.727 

Yes 6 (18%) 21 (15%) 27 (16%) 

 

Missing n<5 14 18 
 

Any overdose since previous interview at interview after MSIR opened 

No 26 (68%) 129 (85%) 155 (82%) 0.019* 

Yes 12 (32%) 23 (15%) 35 (18%) 

 

* Pearson’s chi-squared test     

We do not know, however, what the relative timing of these events are in order to further 

interpret these findings. One possibility is that after experiencing an overdose, participants 

decide to start injecting in the MSIR so that future overdoses can be more easily attended 

to, in which case the self-reported overdose may have occurred before the visit to the MSIR. 

Another possibility is that MSIR staff have a stricter definition of overdose and therefore 

participants who have experienced an overdose inside the MSIR are more aware and thus 
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more likely to report such an event as being an overdose, in contrast to those who have 

experienced an overdose outside of the MSIR. 

Figure 2.1 shows the changes over time between the two interviews. 

 

Figure 2.1 Changes over time in self-reported non-fatal overdose (only follow up) before and after MSIR opened 

 

Self-reported intentional overdose 
Very few intentional overdoses were reported in the analytic sample (Table 2.6). We did not 

find evidence of a difference in the rates of intentional overdoses between those who 

reported visiting the MSIR and those who did not (OR=2; p=0.571). No further analyses are 

reported due to small numbers. 

Table 2.6 Self-reported intentional overdose (only follow up) 

 

Visited 
MSIR 

Hasn’t 
visited 
MSIR Total p-value 

Total 94 191 285 
 

Intentional overdose since previous interview (only follow-up) 

No 88 (95%) 186 (97%) 274 (96%) 0.304† 

Yes 5 (5%) 5 (3%) 10 (4%) 
 

† Fisher exact test, due to low numbers in some categories 
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3. Aim b: Deliver more effective health services for clients of the 
licensed medically supervised injecting centre by providing a 
gateway to health and social assistance which includes drug 
treatment, rehabilitation support, health care, mental health 
treatment and support and counselling 

Use of alcohol and other drug services 

Using linked data from ADIS, we did not find evidence of a difference between the average 

number of initiated treatments for the participants who reported visiting the MSIR 

compared to those who did not; either before or after the MSIR opened (IRR=0.90; p=0.68). 

This applies to withdrawal treatment (IRR=0.69; p=0.31), drug counselling (IRR=0.85; 

p=0.98), and all other treatments recorded on the ADIS dataset (including residential 

rehabilitation; IRR=2.63; p=0.88) (Figure 3.1). 

Figure 3.1 Average number of initiated treatments per year by MSIR use 

 

For intensity of MSIR use, we did not find evidence of a difference between the average 

number of initiated treatments for the participants who reported visiting the MSIR 

compared to those who did not; either before or after the MSIR opened. This applies to 

withdrawal treatment, drug counselling, and all other treatments (including residential 

rehabilitation) (Figure 3.2 and Table 3.1). 
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Table 3.1 Initiated treatments by MSIR frequency of use: results from the fixed-effects Poisson regression analysis (ADIS) 

  IRR 95%CI P 

All treatments No visit 1   

 <50% 0.97 0.51-1.86 0.93 

 ≥50% 0.82 0.35-1.95 0.66 

Analyses regarding withdrawal treatment, drug counselling, and all other treatments are not reported due to small 

numbers. 

 

Figure 3.2 Average number of initiated treatments per year for three treatment types by MSIR frequency of use (ADIS) 

 

Use of opioid substitution therapy 
Because data on opioid substitution therapy (OST) are not collected through the PBS, we 

rely on self-report data for assessment of OST use. In a cross-sectional analysis of all 

interviews done after the MSIR opened, those who reported visiting the MSIR were less 

likely to be on OST (34%) compared to those who did not (49%) (Table 3.2), and 36% of 

those who reported having less than 50% of their injections in the facility reported being on 

OST compared to 25% of those who reported having more than 50% of injections in the 

facility. These effects reflect pre-MSIR differences between groups, as outlined below. 
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Table 3.2 On OST at the time of interview 

 

Visited 
MSIR 

Hasn’t visited 
MSIR Total p-value 

Total 181 417 598 

 

On OST at the time of interview 

No 119 (66%) 213 (51%) 332 (56%) 0.001* 

Yes 62 (34%) 204 (49%) 266 (44%) 
 

* Pearson’s chi-squared test     

If we only consider participants who were recruited into the study before the MSIR opened, 

we see that there was a pre-existing difference in OST utilisation between those who 

reported subsequently using the MSIR and those who didn’t, and their percentages changed 

little between interviews (OR=0.90; p=0.77, see Table 3.3 and 

Figure 3.3). 
Table 3.3 On OST at the time of interview before and after MSIR opened 

 

Visited 
MSIR 

Hasn’t visited 
MSIR Total p-value 

Total 94 184 278 
 

On OST at the time of interview before MSIR opened 

No 70 (74%) 97 (53%) 167 (60%) <0.001* 

Yes 24 (26%) 87 (47%) 111 (40%) 

 

On OST at the time of interview after MSIR opened 

No 71 (76%) 85 (46%) 156 (56%) <0.001* 

Yes 23 (24%) 99 (54%) 122 (44%) 

 

* Pearson’s chi-squared test     
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Figure 3.3 Changes over time in self-reported OST at time of interview before and after MSIR opened 

 

Emergency department presentations for conditions unrelated to drugs 

Using linked data from the Victorian Emergency Minimum Dataset (VEMD), we did not find 

evidence of a difference between the average number of emergency department 

presentations for conditions unrelated to drug use between the group of participants who 

reported visiting the MSIR compared to those who didn’t; either before or after the MSIR 
opened (IRR=0.90; p=0.47). Many VEMD records do not contain a diagnosis and so we have 

included those in Figure 3.4 as “Diagnosis missing”. 
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Figure 3.4 Average number of emergency department presentation per year for not-drug-related presentations and 
presentations with no diagnosis (VEMD) 

 

For intensity of MSIR use, we did not find evidence of a difference between the average 

number of emergency department presentations for conditions unrelated to drug use 

between the group of participants who reported visiting the MSIR compared to those who 

didn’t (see Table 3.4 and Figure 3.6). 

Table 3.4 Initiated treatments by MSIR frequency of use: results from the fixed-effects Poisson regression analysis (VEMD) 

  IRR 95%CI p 

Not-drug related ED 

presentations 

No visit 1   

<50% 0.89 0.66-1.20 0.45 

≥50% 1.01 0.63-1.61 0.96 
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Figure 3.5 Average number of emergency department presentation per year for three types of presentations by MSIR 
frequency of use (VEMD) 

 
Hospitalisations for not drug-related issues 

Using linked data from the Victorian Admitted Episodes Dataset (VAED), we did not find 

evidence of a difference between the average number of hospital admissions for conditions 

unrelated to drug use between the group of participants who reported visiting the MSIR 

compared to those who didn’t; either before or after the MSIR opened (IRR=1.09; p=0.66, 

Figure 3.6). 
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Figure 3.6 Average number of not-drug-related hospital admissions per year (VAED) 

 

For intensity of MSIR use, we did not find evidence of a difference between the average 

number of hospital admissions for conditions unrelated to drug use between the group of 

participants who reported visiting the MSIR compared to those who didn’t; (see Figure 3.7 

and Table 3.5).  

Table 3.5 Not-drug related hospital admissions by MSIR frequency of use: results from the fixed-effects Poisson regression 
analysis 

  IRR 95%CI p 

Not-drug related hospital 

admissions 

No visit 1   

<50% 0.97 0.66-1.43 0.88 

≥50% 1.78 0.77-4.14 0.18 
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Figure 3.7 Average number of hospital admissions per year for two types of admissions by MSIR frequency of use (VAED) 

 

Use of GP health services – linked data 

Using linked data from the Medicare Benefits Schedule (MBS), we did not find any 

significant difference between the average number of GP visits for conditions unrelated to 

drug use between the group of participants who reported visiting the MSIR compared to 

those who didn’t; either before or after the MSIR opened, IRR=1.09; p=0.25 (Figure 3.8). 
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Figure 3.8 Average number of GP visits per year (MBS) 

 
For intensity of MSIR use we did not find evidence of a difference between the average 

number of GP visits for conditions unrelated to drug use between the group of participants 

who reported visiting the MSIR compared to those who didn’t (Table 3.6 and Figure 3.9). 

However, the average number of GP after hour visits for conditions unrelated to drug use 

among those who reported having had 50% or more of their injections in the MSIR was 

fewer compared to those who had not visited the facility (IRR=0.44, p=0.03). 

Table 3.6 GP visits by MSIR frequency of use: results from the fixed-effects Poisson regression analysis (MBS) 

  IRR 95%CI p 

GP visits No visit 1   

 <50% 1.10 0.92-1.32 0.28 

 ≥50% 1.06 0.85-1.34 0.60 

GP mental health No visit 1   

 <50% 0.93 0.54-1.61 0.79 

 ≥50% 1.11 0.76-1.63 0.59 

GP after hours No visit 1   

 <50% 1.05 0.74-1.52 0.76 

 ≥50% 0.44 0.21-0.93 0.03 

GP pathology No visit 1   

 <50% 1.53 0.94-2.51 0.09 

 ≥50% 0.83 0.42-1.63 0.59 

GP HCV testing No visit 1   

 <50% 0.94 0.52-1.71 0.85 

 ≥50% 0.93 0.45-1.93 0.85 
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Figure 3.9 Average number of GP visits by MSIR frequency of use (MBS) 

 

For other professional attendances claimed through Medicare, there is insufficient evidence 

of an impact of the MSIR opening (see Figure 3.10, Figure 3.11 and Table 3.6). 
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Figure 3.10 Average number of other doctor visits per year GP visits per year (MBS) 
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Figure 3.11 Average number of other doctor visits by MSIR frequency of use (MBS) 

 

Use of GPs for non-OST services – self-report 
MBS records do not differentiate OST visits from other visits and so we relied on self-report 

data to explore participants’ use of GPs for non-OST related reasons. In a cross-sectional 

analysis of all interviews done after the MSIR opened, there was no evidence of a difference 

in the frequency of GP visits for non-OST related reasons for those who visited the MSIR 

compared to those who did not (Table 3.7). 
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Table 3.7 Seen GP for reasons other than OST (self-report data) 

 

Visited 
MSIR 

Hasn’t visited 
MSIR Total p-value 

Total 181 417 598 

 

Seen GP for reasons other than OST 

No 78 (43%) 146 (35%) 224 (38%) 0.07 

Yes 103 (57%) 268 (65%) 371 (62%) 
 

* Pearson’s chi-squared test     

If we only consider participants who were recruited into the study before the MSIR opened, 

again we find no evidence of a difference (see Table 3.8 and Figure 3.12). There was no 

significant difference in the rates of seeing a GP between the two groups (OR=0.75; 

p=0.384). 
Table 3.8 Seen GP for reasons other than OST at interview before and after MSIR opening (self-report data) 

 

Visited 
MSIR 

Hasn’t visited 
MSIR Total p-value 

Total 94 184 278 
 

Seen GP for reasons other than OST at interview before MSIR opened 

No 38 (43%) 67 (40%) 105 (41%) 0.584 

Yes 50 (57%) 102 (60%) 152 (59%) 

 

Missing 6 15 21 
 

Seen GP for reasons other than OST at interview after MSIR opened 

No 46 (49%) 80 (44%) 126 (46%) 0.455 

Yes 48 (51%) 101 (56%) 149 (54%) 

 

* Pearson’s chi-squared test     

196 MSIR Appendix F



 

Review of the MSIR using the SuperMIX cohort and linked data sets, 25 February 2020 26 
 

Figure 3.12 Changes over time in seening a GP for reasons other than OST, before and after MSIR opened 

 

Prescriptions for medications other than OST 
Using linked data from the Pharmaceutical Benefits Scheme (PBS), we did not find evidence 

of a difference between the average number of prescriptions dispensed between the group 

of participants who reported visiting the MSIR compared to those who didn’t; either before 

or after the MSIR opened (IRR=1.02; p=0.85) (Figure 3.13). This finding applies across all of 

the different pharmaceutical drug groups considered in Figure 3.14. 
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Figure 3.13 Average number of mental health prescriptions per year (PBS) 
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Figure 3.14 Average number of prescriptions per year (PBS) 

 
For intensity of MSIR use we did not find evidence of a difference between the average 

prescriptions dispensed between the group of participants who reported visiting the MSIR 

compared to those who didn’t ( 

Table 3.9 and  
Figure 3.15). 
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Table 3.9 Average number of prescriptions dispensed by MSIR frequency of use: results from the fixed-effects Poisson 
regression analysis (PBS) 

  IRR 95%CI p 

Mental health medication No visit 1   

 <50% 0.99 0.81-1.23 0.98 

 ≥50% 1.04 0.59-1.84 0.89 

Sleeping pills (benzos) No visit 1   

 <50% 0.99 0.75-1.33 0.99 

 ≥50% 0.93 0.57-1.50 0.77 

Pain management No visit 1   

 <50% 0.93 0.57-1.52 0.78 

 ≥50% 0.78 0.68-2.85 0.36 

 

Figure 3.15 Average number of prescriptions dispensed per year for five medication types by MSIR frequency of use (PBS) 
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IDU-specific primary care services 

MBS records do not differentiate IDU primary care visits from other visits and so we relied 

on self-report data to explore participants’ use of IDU primary care services. In a cross-

sectional analysis of all interviews done after the MSIR opened, we found no evidence of a 

difference in the frequency of IDU primary care centre visits for those who visited the MSIR 

compared to those who did not (Table 3.10). 
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Table 3.10 Visited primary care centre (self-report data) 

 

Visited 
MSIR 

Hasn’t visited 
MSIR Total p-value 

Total 181 417 598 

 

Visited primary care centre 

No 116 (64%) 299 (72%) 415 (70%) 0.077 

Yes 64 (36%) 118 (28%) 182 (30%) 
 

* Pearson’s chi-squared test     

If we only consider participants who were recruited into the study before the MSIR opened, 

again we found no evidence of a difference in the rates of primary care centre visits 

between the two groups (OR=1.1; p=0.863, see also Table 3.11 and Figure 3.16).  

Table 3.11 Visited primary care centre before and after MSIR opening (self-report data) 

 

Visited 
MSIR 

Hasn’t 
visited 
MSIR Total p-value 

Total 94 184 278 

 

Visited primary care centre at interview before MSIR opened 

No 62 (72%) 135 (79%) 197 (77%) 0.22 

Yes 24 (28%) 36 (21%) 60 (23%) 
 

Missing 8 13 21 

 

Visited primary care centre at interview after MSIR opened 

No 67 (71%) 146 (79%) 213 (77%) 0.133 

Yes 27 (29%) 38 (21%) 65 (23%) 
 

* Pearson’s chi-squared test     
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Figure 3.16 Changes in visited primary care centre before and after MSIR opened 

 

Ambulance for non-overdose 

Linked data from the Victorian Ambulance Clinical Information System (VACIS) shows a 

projected decrease in ambulance attendances for participants who visited the MSIR (Figure 
3.17). We only have two months of data for the year offset July2019-June2020 (up to 30 

August 2019), so we multiplied that number by 6 to get a projected average number per 

group per year. Despite an overall drop for the participants who have visited the MSIR, we 

found no evidence of a difference in the average number of ambulance attendances 

between those who did visit the facility and those who didn’t (IRR=0.95; p=0.77). 
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Figure 3.17 Average number of ambulance attendances per year 

 

For intensity of MSIR use we did not find evidence of a difference between the average 

number of ambulance attendances between the group of participants who reported visiting 

the MSIR compared to those who didn’t (Table 3.12 and Figure 3.18). 

Table 3.12 Total number of ambulance attendances by MSIR frequency of use: results from the fixed-effects Poisson 
regression analysis (VACIS) 

  IRR 95%CI p 

Ambulance attendances No visit 1   

<50% 1.03 0.68-1.57 0.88 

≥50% 0.85 0.53-1.34 0.48 
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Figure 3.18 Total number of ambulance attendances per year by MSIR frequency of use (VACIS) 

 

Use of dental services 
In a cross-sectional analysis of all interviews done after the MSIR opened, there was no 

evidence of a difference in the frequency of reports of dentist visits for those who visited 

the MSIR compared to those who did not (Table 3.13). 

Table 3.13 Seen a dentist 

 

Visited 
MSIR 

Hasn't visited 
MSIR Total p-value 

Total 181 417 598 

 

Seen a dentist 

No 130 (72%) 325 (78%) 455 (76%) 0.108 

Yes 50 (28%) 90 (22%) 140 (24%) 

 

* Pearson's chi-squared test     

If we only consider participants who were recruited into the study before the MSIR opened, 

there was weak, but inconclusive, evidence of a difference between the two groups (OR=2, 

p=0.08, see also Table 3.14 and Figure 3.19). 
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Table 3.14 Seen a dentist before and after MSIR opening  

 

Visited 
MSIR 

Hasn't visited 
MSIR Total p-value 

Total 94 184 278 

 

Seen a dentist at interview before MSIR opened 

No 70 (80%) 126 (75%) 196 (77%) 0.291 

Yes 17 (20%) 43 (25%) 60 (23%) 

 

Missing 7 15 22 

 

Seen a dentist at interview after MSIR opened 

No 71 (76%) 143 (78%) 214 (77%) 0.624 

Yes 23 (24%) 40 (22%) 63 (23%) 

 

* Pearson's chi-squared test 
    

Figure 3.19 Changes in seening a dentist before and after MSIR opened 

 

Use of mental health services 
In a cross-sectional analysis of all interviews done after the MSIR opened, there no 

significant differences in the frequency of reports of visiting a mental health professional for 

those who visited the MSIR compared to those who did not (Table 3.15). 
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Table 3.15 Visited a mental health professional in 12 months 

 

Visited 
MSIR 

Hasn't visited 
MSIR Total p-value 

Total 181 417 598 

 

Visited a mental health professional in 12 months prior to interview 

No 112 (62%) 257 (62%) 369 (62%) 0.918 

Yes 68 (38%) 159 (38%) 227 (38%) 

 

* Pearson's chi-squared test     

If we only consider participants who were recruited into the study before the MSIR opened, 

there was weak, but inconclusive, evidence of a difference (OR=0.51, p=0.071, see Table 
3.16 and Figure 3.20). 

Table 3.16 Visited a mental health professional in 12 months before and after MSIR opening 

 

Visited 
MSIR 

Hasn't visited 
MSIR Total p-value 

Total 94 184 278 

 

Visited a mental health professional in 12 months prior to interview before MSIR opened 

No 63 (67%) 128 (70%) 191 (69%) 0.618 

Yes 31 (33%) 55 (30%) 86 (31%) 

 

Visited a mental health professional in 12 months prior to interview after MSIR opened 

No 64 (68%) 141 (77%) 205 (74%) 0.126 

Yes 30 (32%) 43 (23%) 73 (26%) 

 

* Pearson's chi-squared test     
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Figure 3.20 Changes in visiting a mental health professional before and after MSIR opened 
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4. Aim c: Reduce attendance by ambulance services, paramedic 
services and emergency services and attendances at hospitals due 
to overdoses of drugs of dependence 

Attendance by ambulance at overdose over time 
Linked data from the Victorian Ambulance Clinical Information System (VACIS) shows a 

projected decrease in ambulance attendances with naloxone administration for participants 

who visited the MSIR (Figure 4.1). Despite an overall drop for the participants who have 

visited the MSIR, we did not find evidence of a difference between the average number of 

ambulance attendances with naloxone administration between those who did visit the 

facility and those who didn’t (IRR=0.72; p=0.41). 
Figure 4.1 Average number of ambulance attendances requiring naloxone administration (VACIS) 

 

However, for intensity of MSIR use we found the average number of ambulance 

attendances with naloxone administration between the group of participants who reported 

having had 50% or more of their injections in the MSIR compared to those who had not 

visited the facility was lower (IRR=0.39, p=0.03, Table 4.1and Figure 4.2). 

Table 4.1 Total number of ambulance attendances with naloxone administration by MSIR frequency of use: results from the 
fixed-effects Poisson regression analysis (VACIS) 

  IRR 95%CI p 

Ambulance attendances 

with naloxone 

administration 

No visit 1   

<50% 1.03 0.38-2.99 0.91 

≥50% 0.39 0.17-0.93 0.03 
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Figure 4.2 Total number of ambulance attendances with naloxone administration per year by MSIR frequency of use 
(VACIS) 

 

Emergency Department presentations for drug related reasons (including overdose) 
Using linked data from the Victorian Emergency Minimum Dataset (VEMD), we did not find 

evidence of a difference between the average number of emergency department 

presentations for conditions related to drug use between the group of participants who 

reported visiting the MSIR compared to those who didn’t; either before or after the MSIR 

opened (IRR=1.71, p=0.16, Figure 4.3). 
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Figure 4.3 Average number of drug-related emergency department presentations (VEMD) 

 
However, for intensity of MSIR use there was weak evidence of an increase in the average 

number of emergency department presentations for conditions related to drug use between 

the group of participants who reported having had 50% or more of their injections in the 

MSIR and those who had not visited the facility (see Figure 3.5 and Table 4.2). 

Table 4.2 Drug-related emergency department presentations by MSIR frequency of use: results from the fixed-effects 
Poisson regression analysis (VEMD) 

  IRR 95%CI P 

Drug-related ED 

presentations 

No visit 1   

<50% 1.60 0.53-4.81 0.41 

≥50% 2.44 0.99-6.02 0.05 

Hospitalisations for drug related reasons (including overdose) 
Using linked data from the Victorian Admitted Episode Dataset (VAED), we did not find 

evidence of a difference between the average number of hospitalisations for conditions 

related to drug use (including overdose) between the group of participants who reported 

visiting the MSIR compared to those who didn’t; either before or after the MSIR opened 

(IRR=1.56, p=0.20, Figure 4.4). 
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Figure 4.4 Average number of drug-related hospital admissions (VAED) 

 
For intensity of MSIR use we did not find evidence of a difference between the average 

number of hospitalisations for conditions related to drug use (including overdose) between 

the group of participants who reported having had less than 50% of their prior month’s 

injections in the MSIR and those with 50% or more, compared to those who had not visited 

the facility (see Figure 3.7 and Table 4.3). 

Table 4.3 Drug-related hospital admissions by MSIR frequency of use: results from the fixed-effects Poisson regression 
analysis (VAED) 

  IRR 95%CI p 

Drug-related hospital 

admissions 

No visit 1   

<50%    

≥50%    
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5. Aim d: Reduce the number of discarded needles and syringes in 
public places and the incidence of injecting of drugs of dependence 
in public places in the vicinity 

No data on discarded needles are collected in the SuperMIX study and so only proxies of 

public drug use were examined in relation to this objective. 

Use of heroin purchase by location 
In these analyses we categorised public drug use as streets, public toilets, parks, and cars; 

and private spaces as private homes (including dealer’s homes). 

In a cross-sectional analysis of all interviews done after the MSIR opened, there was no 

evidence of a difference in the frequency of reports of purchasing heroin in a public location 

for those who visited the MSIR compared to those who did not (Table 5.1). 

Table 5.1 Where last purchase of heroin was used (SuperMIX) 

 

Visited 
MSIR 

Hasn’t 
visited 
MSIR Total p-value 

Total 181 417 598 

 

Where last purchase of heroin was used 

Private & MSIR 77 (51%) 132 (57%) 209 (54%) 0.248 

Public 75 (49%) 101 (43%) 176 (46%) 

 

Missing 29 184 213 

 

* Pearson’s chi-squared test     

A comparison of interviews before and after the facility opened was not possible as there 

were not sufficient data available for the interviews conducted prior to the facility opening. 
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6. Aim e: Improve the amenity of the neighbourhood for residents 
and businesses in the vicinity 

No direct data on public amenity are collected in the SuperMIX study and so only proxies of 

public drug use and public amenity were examined in relation to this objective. 

Location of most recent residence and interview location 
In a cross-sectional analysis of all interviews done after the MSIR opened, those who had 

visited the MSIR were more likely to reside in Richmond (9%) than those who did not visit 

the MSIR (3%) (Table 6.1). For those who reported visiting the facility, the percentages 

residing in Richmond were 7% and 12% for those who had less than 50% of their injections 

within the facility versus those who had 50% of their injections or more within the facility, 

respectively (p=0.023). 

 

Table 6.1 Location of most recent residence 

 

Visited 
MSIR 

Hasn’t 
visited 
MSIR Total p-value 

Total 181 417 598 

 

Location of most recent residence 

Not Richmond 146 (91%) 375 (97%) 521 (95%) 0.008* 

Richmond 14 (9%) 13 (3%) 27 (5%) 

 

Missing 21 29 50 

 

* Pearson’s chi-squared test     

In a cross-sectional analysis of all interviews done after the MSIR opened, those who had 

visited the MSIR were more likely to be interviewed in Richmond (77%) than those who did 

not visit the MSIR (18%) (Table 6.2).  

Table 6.2 Interview location 

 

Visited 
MSIR 

Hasn’t 
visited 
MSIR Total p-value 

Total 181 417 598 

 

Interview location 

Not Richmond 42 (23%) 333 (82%) 375 (64%) <0.001* 

Richmond 139 (77%) 74 (18%) 213 (36%) 

 

Missing 0 10 10 

 

* Pearson’s chi-squared test     
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Location of drug purchase 
We categorised heroin purchases into private (dealer’s home, friend or home delivery) and 
public (street, mobile dealer or street drop off) locations. In a cross-sectional analysis of all 

interviews done after the MSIR opened, those who reported visiting the MSIR and had 

purchased heroin in the last week were more likely to report purchasing in public spaces 

(62%) than those who did not visit the MSIR (42%). For those who have visited the facility, 

the percentages reporting purchasing in public were 58% and 69% for those who had less 

than 50% of their injections within the facility versus those who had 50% of their injections 

or more within the facility, respectively (p<0.001). 

Table 6.3 Location where last purchase of heroin was scored from 

 

Visited 
MSIR 

Hasn’t 
visited MSIR Total p-value 

Total 181 417 598 

 

Where last purchase of heroin was scored from 

Private (dealer’s home, friend, or home delivery) 58 (38%) 135 (58%) 193 (50%) <0.001* 

Public (street or mobile dealer, street drop off) 94 (62%) 97 (42%) 191 (50%) 

 

Missing 29 185 214 

 

* Pearson’s chi-squared test     

If we only consider participants who were recruited into the study before the MSIR opened, 

we see that those who reported subsequently using the MSIR were more likely to purchase 

their heroin in a public space compared to those who didn’t use the MSIR both before and 

after the MSIR opened, and this distribution changed little (Table 6.4). 
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Table 6.4 Location where last purchase of heroin was scored from, before and after MSIR opening 

 

Visited 
MSIR 

Hasn’t 
visited MSIR Total p-value 

Total 94 184 278 

 

Where last purchase of heroin was scored from before MSIR opened 

Private (dealer’s home, friend, or home delivery) 27 (33%) 63 (57%) 90 (47%) 0.001* 

Public (street or mobile dealer, street drop off) 54 (67%) 47 (43%) 101 (53%) 

 

Missing 13 74 87 

 

Where last purchase of heroin was scored from after MSIR opened 

Private (dealer’s home, friend, or home delivery) 27 (37%) 54 (54%) 81 (47%) 0.027* 

Public (street or mobile dealer, street drop off) 46 (63%) 46 (46%) 92 (53%) 

 

Missing 21 84 105 

 

* Pearson’s chi-squared test 
    

The changes in place of latest heroin purchase between the two timepoints for participants 

who have and have not visited the MSIR have been depicted in Figure 6.1. 

Figure 6.1 Changes over time in where last purchase of heroin was scored from, before and after MSIR opened 

 
 

We also looked at the flow of self-reported purchasing locations for heroin over the years 

for all questionnaires for which participants had reported about this behaviour. Figure 6.2 
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shows a barplot of the reported heroin purchase location between July in each year and 

June in the next. We have chosen this time interval so that the latest year coincides with the 

first year of operation of the MSIR (1 July 2018). The bands joining the bars represent the 

same participant’s response in subsequent interviews. For this plot we have only used 

participants recruited before 2017 (N=223). It should be noted that the data in the plot are 

not corrected for the location of interview. 

Figure 6.2 shows a shift towards heroin purchase in Richmond by cohort members in recent 

years. This shift occurs in the year prior to the facility opening and continues after the 

facility opened. 

Figure 6.2 Location of latest heroin purchase for participants recruited before 2017 and interviewed after MSIR opening 

 

Main reason for coming to Richmond 
The total number of participants who were interviewed in Richmond was 213. Of those, 

seven did not answer about their main reason for being in Richmond. See figure below for 

the main reason for being in North Richmond (Figure 6.3). 
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Figure 6.3 Main reason to be in Richmond 

 

Reasons for using MSIR 
Data on reasons given for using the MSIR were available from the SuperMIX and IDRS 

surveys. Study participants reported that being away from police (IDRS=53%, 

SuperMIX=35%), concerned about overdose risk (IDRS=32%, SuperMIX=25%) and being 

curious about the service (IDRS=28%, SuperMIX=34%) were the main reasons for their visit 

to the MSIR (Table 6.5). 

Table 6.5 Reasons for visiting the MSIR, for IDRS and SuperMIX data sets  

Why did you visit MSIR? 
IDRS 2019 SuperMIX 

Yes (%) Yes (%) 
Being away from police 53 35 

Concerned about overdose risk 32 25 

Curious 28 34 

Concerned about threat of 

violence/standover 22 

15 

Concerned about using alone 16 8 

Clean / Safe 14 18 

Away from the public 9 7 

Comfortable/convenient 7 10 

Others 7 5 

Need help and advice about injecting 4 6 

Reasons for not using MSIR 
In both IDRS and SuperMIX samples, the main reason for not visiting the MSIR service was 

distance, ‘too far from where I live’ (IDRS=50%, SuperMIX=39%) and ‘too far from where I 

score drugs’ (IDRS=34%, SuperMIX=27%). A residential map confirms these findings. 
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Figure 6.4 Number of participants residing in each LGA in the Melbourne metropolitan area, by intensity of MSIR use 

 

 

The top 5 reasons for not visiting are depicted in Table 6.6. 

Table 6.6 Top 5 reasons for not visiting the MSIR, for IDRS and SuperMIX data sets 

Top 5 reasons for not visiting MSIR 

IDRS 2019 SuperMIX 

Yes (%) Yes (%) 
Too far from where I live 50 39 

Too far from where I score drugs 34 27 

Prefer to inject at home 28 21 

Already have a safe place to inject 15 18 

Prefer to keep drug use private 8 8 

NB: These are the top five reasons that respondents mentioned. Other reasons that participants mentioned for not using 

the MSIR includes: Prefer to inject alone, don’t want to inject with strangers, long waiting time, for heroin users only, too 

many police near site/ has been in prison, need help to inject and doesn’t want to register. 

Engagement in property crime and drug dealing  
In a cross-sectional analysis of all interviews done after the MSIR opened, those who had 

visited the MSIR were more likely to have been engaged in property crime (27%) than those 

who did not visit the MSIR (18%) (Table 6.7). For those who have visited the facility, the 

percentage reporting engaging in property crime were 29% and 24% for those who had less 

than 50% of their injections within the facility versus those who had 50% or more of their 

injections within the facility, respectively (p=0.039). 
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Table 6.7 Engaged in property crime in the last month 

 

Visited 
MSIR 

Hasn’t 
visited 
MSIR Total p-value 

Total 181 417 598 

 

Engaged in property crime in the last month 

No 128 (73%) 336 (82%) 464 (79%) 0.019* 

Yes 47 (27%) 75 (18%) 122 (21%) 

 

Missing 6 6 12 

 

* Pearson’s chi-squared test     

If we only consider participants who were recruited into the study before the MSIR opened, 

we see an identical pattern to the table above but smaller numbers means that the effect 

was not significant (Table 6.8). 

Table 6.8 Engaged in property crime in the last month before and after MSIR opening 

 

Visited 
MSIR 

Hasn’t 
visited 
MSIR Total p-value 

Total 94 184 278 

 

Engaged in property crime before MSIR opened 

No 69 (76%) 149 (82%) 218 (80%) 0.205 

Yes 22 (24%) 32 (18%) 54 (20%) 

 

Missing  n<5  n<5 6 

 

Engaged in property crime after MSIR opened 

No 66 (73%) 149 (81%) 215 (79%) 0.125 

Yes 24 (27%) 34 (19%) 58 (21%) 

 

Missing  n<5  n<5 5 

 

* Pearson’s chi-squared test 
    

Arrest (since previous interview only) 
In a cross-sectional analysis of all follow-up interviews done after the MSIR opened (N=285), 

those who had visited the MSIR were more likely to have been arrested (65%) than those 

who did not visit the MSIR (41%) (Table 6.9). For those who have visited the facility, the 

percentage reporting being arrested was 58% and 79% for those who had less than 50% of 

their injections within the facility versus those who had 50% or more of their injections 

within the facility, respectively (p<0.001). 
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Table 6.9 Having been arrested since previous interview (only follow-up) 

 

Visited 
MSIR 

Hasn’t 
visited 
MSIR Total p-value 

Total 94 191 285 

 

Having been arrested since previous interview (only follow-up) 

No 33 (35%) 112 (59%) 145 (51%) <0.001* 

Yes 60 (65%) 79 (41%) 139 (49%) 

 

Missing  n<5 0  n<5 

 

* Pearson’s chi-squared test     

If we only consider participants who were recruited into the study before the MSIR opened 

and had a follow-up interview (N=190), there was no statistically significant difference 

between the two groups before the facility opened ). 

Table 6.10). 
Table 6.10 Having been arrested since previous interview (only follow-up), before and after MSIR opening 

 

Visited 
MSIR 

Hasn’t 
visited 
MSIR Total p-value 

Total 38 152 190 

 

Having been arrested before MSIR opened 

No 21 (57%) 88 (59%) 109 (58%) 0.833 

Yes 16 (43%) 62 (41%) 78 (42%) 

 

Missing  n<5  n<5  n<5 

 

Having been arrested after MSIR opened 

No 18 (47%) 94 (62%) 112 (59%) 0.105 

Yes 20 (53%) 58 (38%) 78 (41%) 

 

Missing 0 0 0  

* Pearson’s chi-squared test 
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7. Aim f: Assist in reducing the spread of blood-borne diseases in 
respect of clients of the licensed medically supervised injecting 
centre, including, but not limited to, HIV and hepatitis C 

Injected with someone’s used needle/syringe 
In a cross-sectional analysis of all interviews done after the MSIR opened, there was no 

significant difference in reports of having injected with someone’s used needle/syringe in 
the last month between those who had (9%) and those who had not visited the MSIR (11%) 

(Table 7.1). There was no significant difference between those who had less than 50% of 

their injections within the facility versus those who had 50% or more of their injections 

within the facility, (p=0.774). 

Table 7.1 Injected with someone’s used needle/syringe in the last month 

 

Visited 
MSIR 

Hasn’t 
visited 
MSIR Total p-value 

Total 181 417 598 

 

Injected with someone’s used needle/syringe in the last month  

No 160 (91%) 343 (89%) 503 (90%) 0.462 

Yes (once or more) 16 (9%) 43 (11%) 59 (10%) 

 

Missing 5 31 36 

 

* Pearson’s chi-squared test     

If we only consider participants who were recruited into the study before the MSIR opened 

(N=278), there was no significant pre-existing difference the two groups (Table 7.). 
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Table 7.2 Injected with someone’s used needle/syringe in the last month , before and after MSIR opening 

 

Visited 
MSIR 

Hasn’t 
visited 
MSIR Total p-value 

Total 94 184 278 

 

Injected with someone’s used needle/syringe before MSIR opened 

No  80 (88%) 165 (92%) 245 (91%) 0.253 

Yes (once or more) 11 (12%) 14 (8%) 25 (9%) 

 

Missing  n<5 5 8 

 

Injected with someone’s used needle/syringe after MSIR opened 

No  83 (93%) 143 (88%) 226 (90%) 0.168 

Yes (once or more) 6 (7%) 20 (12%) 26 (10%) 

 

Missing 5 21 26 

 

* Pearson’s chi-squared test     

Using linked data from the Medicare Benefits Schedule (MBS), we did not find any 

significant difference between the average number of HCV RNA tests, viral load testing in 

preparation for treatment and testing to confirm treatment success for the group of 

participants who reported visiting the MSIR compared to those who didn’t in the years 
surrounding the opening of the MSIR (see Figure 7.1). 
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Figure 7.1 Average number of hepatitis C tests per year (MBS) 

 
Hepatitis C prescriptions 
Using linked data from the Pharmaceutical Benefits Scheme (PBS), we did not find any 

significant difference between the average number of Hepatitis C prescriptions for the 

group of participants who reported visiting the MSIR compared to those who didn’t in the 
years surrounding the opening of the MSIR (Figure 7.2). 

Figure 7.2 Average number of hepatitis C prescriptions per year (MBS) 
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8. Appendix 1: Methods 

Study population 
The Melbourne Injecting Drug User Cohort Study (SuperMIX) follows people who inject drugs (PWID) 

recruited from urban locations in Melbourne, Australia, between 2008 and 2019. Initial recruitment 

(2008-2010) resulted in a cohort of 688 that was subsequently expanded to 757 in 2011 and 

increased to around 1300 from 2017 onwards. Eligibility criteria included: residing in Melbourne, 

aged 18 years or over, injected either heroin or amphetamines at least once in the six months prior 

to entering the study, and having a valid Medicare number (needed for record linkage). Initial age 

criteria aimed to recruit younger PWID (<30 years) but these were relaxed over time. 

Interviews are conducted annually and participants are reimbursed AUD$30 for their time and 

expenses, with an extra $10 if the y provide a venous blood sample from 2011. Further study details 

including detailed baseline characteristics of the cohort are available elsewhere (Horyniak et al., 

2013; O’Keefe, Scott, Aitken, & Dietze, 2016). 

Linked data 
Linkage to records kept in administrative datasets collected by a range of data custodians was 

performed in different ways depending on the data sources in question. However, several steps 

were involved in establishing the linkage process. Firstly, a raw cohort file for SuperMIX participants 

with identifier data and source ID, as well as the questionnaire data files with the same Source ID 

were sent separately to the Australian Institute of Health and Welfare (AIHW). AIHW created a 

unique AIHW ID for each participant, and added it to both files. AIHW then linked the cohort file to 

Medicare Enrolment data to obtain the Person Identifier Number (PINS) on Medicare Benefits 

Schedule (MBS) and Pharmaceutical Benefits Scheme (PBS) records, as well as National Death Index 

(NDI). AIHW then extracted MBS and PBS data using these PINs, attached the AIHW ID to de-

identified MBS and PBS data, as well as NDI, and removed PINs. 

The raw cohort file with identifier data and AIHW ID was then sent to the Centre for Victorian Data 

Linkage (CVDL) for linkage to state datasets. CVDL linked the cohort file to identifier data of the 

Alcohol and Drug Information Services (ADIS), the Victorian Emergency Minimum Dataset (VEMD) 

and the Victorian Admitted Episodes Dataset (VAED). CVDL then extracted the relevant data from all 

the datasets, attached AIHW ID to the de-identified datasets, and removed the Victorian IDs and 

then sent the linked files to the AIHW. Ambulance Victoria applied a similar linkage protocol to 

VACIS data. 

AIHW then released all of the de-identified datasets, including the SuperMIX questionnaire, with 

AIHW ID to a secure environment at the Australian Institute of Family Studies (AIFS) for analysis. 

SuperMIX 
SuperMIX collects self-report information from PWID on their demographics, drug use, health 

service use, drug purchasing characteristics, and use of the Melbourne Supervised Injecting Room. 

From the self-report data in the SuperMIX dataset, we derived 712 interviews following the opening 

of the after the Melbourne Supervised Injecting Room (MSIR) on 30 June 2018, from 657 

participants. We only kept participants who had answered the question of whether they have had 

visited the MSIR in the period between its opening and their first interview (n=622) (See Figure 8.1). 
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Of those, we only included participants who had injected at least one drug 1 in the year prior to the 

interview (n=598). That leaves us with 598 unique participants who were injecting at their time of 

the interview and answered the MSIR questions. Of those, 285 were follow-up interviews, and 313 

were new baseline participants recruited into the study after the MSIR opened. Therefore, there are 

285 participants for which we have at least one interview before the MSIR opened, and one after. 

For our before and after MSIR analyses, we also excluded those participants who had ceased to 

inject in the year prior to their interview before MSIR opened. For questions that are present in both 

follow up and baseline interviews this leaves us with 278 participants who had an interview before 

and after MSIR opened. For follow-up-only questions this leaves us with 190 participants. 

Figure 8.1 Flow diagram. SuperMIX participants who have responded to the “MSIR visit” question, regardless of whether 
they were recruited in Richmond or not. Depicted in yellow are the different samples used in this report for the self-report 
data. 

 

For each AIHW ID, we extracted the answer to whether the participant had visited the MSIR or not 

and what percentage of their injections took place in the MSIR in the month prior to their SuperMIX 

interview, categorised into ‘none’, ≤50%, ≥50%. We then merged this subset of SuperMIX data into 

each of the linked datasets by AIHW ID. This merge left us with a total of 586 out of 598 participants. 

NDI 
The National Death Index (NDI) contains records of all deaths occurring in Australia since 1980, 

obtained from the Registrars of Births, Deaths and Marriages in each state and territory. Cause of 

death information is recorded as ICD10 codes derived by the Australian Bureau of Statistics from the 

death certificates. 

Linked NDI data included deaths occurred up to 2018, but no deaths occurred among the 586 

participants considered in this analysis. 

 
1 any drug injected of the following: heroin, methamphetamine, benzodiazepines, suboxone, buprenorphine, 

methadone, antidepressants, antipsychotics, cocaine, ecstasy, hallucinogens, morphine, oxycodone, (non-) 

prescribed, prescription stimulants, pharmaceutical stimulants, unisom, Pregabalin/lyrica, or speed powder. 

SuperMIX self-report 

data after opening MSIR 

(30/6/2018)

712 interviews from 

N=657 participants

Interviews with information 

about MSIR visit

N=622 participants

Excluded:

N=35 participants without 

reported information on 

MSIR use

First interview after MSIR 

opening and injecting at 

time of interview

N=598 participants

Excluded: 

N=24 participants who did 

not inject in the year prior to 

their interview

n=598 participants

Baseline interviews 

after MSIR opening

N=313 participants

Follow up 

interviews

N=285 participants

Excluded: participants 

who did not inject in 

the year prior to their 

interview before MSIR 

opening

Before (follow-up & 

baseline) and after 

(Follow-up) 

interviews

N=278

Before MSIR 

(follow-up) and 

after MSIR (follow-

up) interviews 

N=190
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MBS 
Medicare Benefits Schedule (MBS) records contain information on services that qualify for a benefit 

under the Health Insurance Act 1973 and for which a claim has been processed. The database 

comprises information about MBS claims, patients, and service providers. 

We received linked data comprising the period between 1 January 2008 until 31 March 2019 

(n=498,280 records) of which 244,310 records linked to 577 participants in our analysis sample. Nine 

participants were not present in the linked MBS data, we assumed that they had no claims within 

the time period for the purposes of this analysis.  

N=99,952 records were related to seeing a medical professional (defined as Category 1: professional 

attendances) and n=73,522 records were specifically related to seeing a GP (defined as Group A1: 

general practitioner attendances to which no other item applies). 

Hepatitis pathology tests 

The MBS has three charge categories for hepatitis C RNA testing, which can each be accessed 

independently. Service providers specify whether the RNA test is either: qualitative to confirm active 

hepatitis C infection (item number 69499 or 69500); quantitative in preparation for treatment (item 

number 69488 or 69489); or qualitative to confirm treatment success (item number 69445 or 

69451). 

N=1,185 records corresponded to hepatitis tests, with 396 participants in our sample having at least 

one. 

PBS 

Pharmaceutical Benefits Scheme (PBS) records contain information on prescription medicines that 

qualify for a benefit under the National Health Act 1953 and for which a claim has been processed. 

The database comprises information about PBS scripts and payments, patients, prescribers and 

dispensing pharmacies. 

We used the Anatomical Therapeutic Chemical (ATC) codes, controlled by the World Health 

Organization Collaborating Centre for Drug Statistics Methodology (WHOCC), to categorise all 

prescriptions. We considered two categories of mental health medications: Antidepressants (N06A) 

and Antipsychotics (N05A). We considered that the likely case-use scenario of anxiolytics (N05B), 

and hypnotics and sedatives (N05C) for this particular population was as a sleeping aid, rather than 

mental health concerns, therefore we categorised these as non-mental-health medications, and 

collectively labelled them “Benzodiazepines”. The other category of interest were pain management 
medications, grouping opioids (insert ATC code here) and pregabalin (insert ATC code here). All 

other prescriptions were grouped into the “Other” label.  

We received linked data between 1 January 2008 until 31 March 2019 (n=208,187 records) of which 

n=108,444 records linked to 563 participants in our sample. The other 23 participants were not 

present in the linked PBS data, we assumed that they had no claims within the time period for the 

purposes of this analysis. 

N=21,774 records corresponded to mental health prescriptions, n=664 records to hepatitis C 

treatment, and n=86,006 to other medications. 
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ADIS 
The Alcohol and Drug Information System (ADIS) collection is the primary source of data for a 

number of alcohol and other drug treatment service programs. We categorized “treatment type” 
into withdrawal, counselling, and other treatment (including residential rehabilitation). 

We received linked data between 6 July 2006 until 29 January 2019 (n=10,718 records) of which 

n=4,559 records linked to 447 participants in our sample. The other 139 participants were not 

present in the linked ADIS data, we assumed that they had not initiated any drug treatment within 

the time period for the purposes of this analysis. 

N=1,342 records corresponded to drug counselling, 908 to withdrawal, and 2,309 to ‘other’ 
treatments. 

VEMD 
The Victorian Emergency Minimum Dataset (VEMD) contains state-wide administrative and clinical 

data detailing emergency department (ED) presentations at all Victorian public hospitals with 

designated EDs.  

Principal diagnoses at the ED were described using the International Classification of Disease 10th 

revision Australian Modification (ICD-10-AM). We also considered secondary and tertiary diagnoses, 

although they were not available for the majority of presentations (95% and 99% for secondary and 

tertiary diagnoses, respectively). We categorised the presentations using an “any mention method” 
(Injury Surveillance Workgroup 7, 2012), which included any mention of the relevant codes at any 

diagnostic level. For any drug-related presentations we included all the codes that can be related to 

a diagnosis that is wholly (or partially) attributable to any illicit substances (TurningPoint, 2016). 

Consistent with DiRico et al 2018 (Di Rico, Nambiar, Stoove, & Dietze, 2018), we used F-codes F11.0 

to 11.9 for cases representing “mental and behavioural disorders due to opioid use” and T-codes 

40.0-40.4 and T40.6 for cases representing “poisoning by drugs, medicaments and biological 
substances”. 

We calculated the average number of total ED presentations, drug- and not-drug-related and 

poisoning by opioid-related ED presentations and the average number for mental disorder 

presentations due to opioid use, per year and by year offset. 

A total of 26,978 records were retrieved between 1 July 1999 until 14 March 2019. Of those, 

n=11,649 records linked to 515 participants in our sample. The other 71 participants were not 

present in the linked VEMD data, we assumed that they had not presented to any of the qualifying 

ED’s in this period for the purposes of this analysis. 

VAED 
The Victorian Admitted Episodes Dataset (VAED) provides a comprehensive dataset of the causes, 

effects and nature of illness, and the use of health services in Victoria. All Victorian public and 

private hospitals, including rehabilitation centres, extended care facilities and day procedure 

centres, report a minimum set of data for each admitted patient episode.  

For categorising ED presentations and calculating averages per year we used the same methods as 

for the VEMD data set, as described above. 
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A total of 9,052 records were retrieved between 5 April 2008 until 4 March 2019. Of those, n=3,579 

records linked to 481 participants in our sample. The other 105 participants were not present in the 

linked VAED data, we assumed that they had not been admitted to any hospitals within in this period 

for the purposes of this analysis. 

VACIS 
The Victorian Ambulance Clinical Information System (VACIS) is a patient care record computer 

application specifically designed for Australian ambulance services. Although originating in Victoria, 

it is used in every ambulance service in Australia’s eastern states, covering 80% the Australian 

population. VACIS contains all patient data, from ambulance call to discharge. 

Probabilistic linkage was conducted by Ambulance Victoria using First Name + Last Name + Date of 

Birth (DOB) for participants with an available DOB. For participants with missing DOB, the linkage 

consisted of three steps:  

1. Probabilistic match using First Name + Last Name 

2. The absolute difference between the ‘estimated age captured by paramedics’ and the 
SuperMIX participant’s age on the ambulance case date was calculated 

3. Records were considered to be a match if the age difference was ≤5 years.  

Linkage was performed ‘1 to many’ such that a unique SuperMIX participant (AIHW ID) could be 
linked to many Ambulance Victoria records. All patients with a match score of ~80-85% were 

manually reviewed for accuracy. Match scores ≥85% were assumed to be true, and match scores 

<80% were assumed to be untrue. 

Using the provided medication file from VACIS, we flagged each ambulance attendance for whether 

Naloxone was administered or not, and used that as a proxy for an ambulance attendance for opioid 

overdose. 

A total of 9,726 records were retrieved, covering the period between 3 January 2007 and 30 August 

2019. Of those, n=4,433 records linked to 499 participants in our sample. The other 87 participants 

were not present in the linked VACIS data, we assumed that they had not been attended by any 

ambulance within this period for the purposes of this analysis. Naloxone was administered in n=464 

ambulance attendances. 

Illicit Drug Reporting System (IDRS) 
The Illicit Drug Reporting System (IDRS) is an ongoing illicit drug monitoring system which has been 

conducted in all states of Australia since 2000. The IDRS interviews are conducted annually with a 

sentinel group of people who regularly inject drugs. Participants were recruited using multiple 

methods such as needle and syringe programs (NSP) and peer referral with eligibility criteria of a) be 

at least 18 years of age (due to ethical requirements); b) have injected at least monthly during the 

six months preceding interview; and c) have been a resident for at least 12 months in the capital city 

in which they were interviewed. In 2019, a total of 148 participants were recruited in Melbourne, 

Victoria as part of national IDRS study. It was then oversampled to 181 for the purpose of reviewing 

the MSIR, of whom four participants had missing data regarding MSIR visit. 
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Exposure variables 
From July 2018 onwards we have included items in the questionnaire that ask about the use of the 

injecting facility. The main exposure variable for the current study is “MSIR visit”: whether 
participants had or had not visited the MSIR since their last interview (follow up interviews) or ever 

(baseline interviews). Those who had responded that they had “never heard” of the MSIR were also 
categorised as “not visited”. We also constructed a variable around the percentage of injections that 

took place in the facility within the previous months, indicating “intensity of MSIR use”: not visited 
the facility versus those who did and had less than 50% of their injections within the facility (or no 

injections) versus those who had more than 50% of their injections within the facility. 

References 
Di Rico, R., Nambiar, D., Stoove, M., & Dietze, P. (2018). Drug overdose in the ED: a record linkage 

study examining emergency department ICD-10 coding practices in a cohort of people who 

inject drugs. BMC Health Serv Res, 18(1), 945. doi:10.1186/s12913-018-3756-8 

Horyniak, D., Higgs, P., Jenkinson, R., Degenhardt, L., Stoove, M., Kerr, T., . . . Dietze, P. (2013). 

Establishing the Melbourne Injecting Drug User Cohort Study (MIX): rationale, methods, and 

baseline and twelve-month follow-up results. Harm Reduct J, 10, 11. doi:10.1186/1477-

7517-10-11 

Injury Surveillance Workgroup 7. (2012). Consensus recommendations for national and state 

poisoning surveillance.  

O’Keefe, D., Scott, N., Aitken, C., & Dietze, P. (2016). Individual-level needle and syringe coverage in 

Melbourne, Australia: a longitudinal, descriptive analysis. BMC Health Serv Res, 16(1), 411.  

TurningPoint. (2016). AOD Stats. Methods for the Victorian data maps. Retrieved from  

 

  

230 MSIR Appendix F



 

Review of the MSIR using the SuperMIX cohort and linked data sets, 25 February 2020 60 
 

9. Appendix 2: Demographics 

In this document we outline the demographics of the sample of SuperMIX participants with 

a first interview after MSIR opening (N=598) and for participants in the IDRS study. Please 

refer to Appendix 1 (Methods) for more information on the different samples and datasets 

used (Table 9.1). 

SuperMIX: All interviews after MSIR opening (n=598) 
 
Table 9.1 Demographics SuperMIX 

 

 

Visited 
MSIR Hasn’t visited MSIR Total p-value 

Total 181 417 598 

 

Age at interview 

<=30 12% 8% 9% 0.007* 

31-40 55% 44% 47% 

 

41-50 23% 36% 32% 

 

≥=50 10% 12% 12% 

 

Missing 0 0 0 

 

Gender identity 

Male 70% 66% 68% 0.614† 

Female 30% 33% 32% 

 

Non binary/gender fluid 0% 0% 0% 

 

Missing 0 0 0 

 

Employment status 

Unemployed 95% 84% 87% <0.001* 

Employed 5% 16% 13% 

 

Missing 0 0 0 

 

Housing status 

Unstable 39% 28% 31% 0.007* 

Stable 61% 72% 69% 
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Visited 
MSIR Hasn’t visited MSIR Total p-value 

Missing 3 3 6 

 

Housing type  

Owner-occupied, rental, community, 

boarding, or other rent-free 

68% 85% 80% <0.001* 

Homeless, squat, or supported 

accommodation 

32% 15% 20% 

 

Missing n<5 0  n<5 

 

Living conditions 

With relatives, friends, or housemates 51% 67% 62% <0.001* 

Alone 49% 33% 38% 

 

Missing 11 9 20 

 

Education level 

< = year 9 31% 28% 29% 0.432 

Year 10-12 44% 46% 45% 

 

Tertiary/diploma/trade 22% 20% 20% 

 

Other 4% 7% 6% 

 

Missing 0 0 0 

 

Aboriginal and Torres Strait Islander 

No 73% 88% 83% <0.001* 

Yes 27% 12% 17% 

 

Missing  n<5  n<5  n<5 

 

Is a parent 

No 35% 36% 36% 0.714 

Yes 65% 64% 64% 

 

Missing 5 17 22 

 

Main drug of choice 

Heroin 87% 64% 71% <0.001* 
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Visited 
MSIR Hasn’t visited MSIR Total p-value 

MA 7% 20% 16% 

 

Cannabis 3% 12% 9% 

 

Other 3% 4% 3% 

 

Missing 5 19 24 

 

Drug injected most in last month 

Heroin 89% 59% 68% <0.001* 

MA/Other 11% 41% 32% 

 

Missing 0 0 0 

 

Previous incarceration 

No 18% 23% 21% 0.192 

Yes 82% 77% 79% 

 

Missing  n<5 11 13 

 

Incarceration in the 12 months prior to interview 

No 62% 75% 71% 0.003* 

Yes 38% 25% 29% 

 

Missing 9 7 16 

 

Area of residence 

Richmond 9% 3% 5% NA 

Western suburbs 16% 27% 24% 

 

Mornington peninsula 6% 25% 20% 

 

Inner city 20% 9% 12% 

 

St Kilda area 18% 12% 14% 

 

Dandenong area 1% 2% 2% 

 

Other south/east 14% 7% 9% 

 

Other north 12% 9% 10% 

 

Country Victoria 4% 5% 5% 
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Visited 
MSIR Hasn’t visited MSIR Total p-value 

Missing 21 29 50 

 

By location 

Richmond 77% 18% 36% NA 

Footscray 10% 28% 23% 

 

Frankston 4% 26% 19% 

 

Collingwood 3% 8% 6% 

 

St Kilda 2% 6% 5% 

 

CBD 0% 4% 3% 

 

Dandenong 1% 1% 1% 

 

Outreach 0% 2% 2% 

 

Phone 2% 6% 5% 

 

Burnet/Alfred 1% 0% 1% 

 

Missing 0 10 10 

 

By type 

Baseline 48% 54% 52% 0.168 

FollowUp 52% 46% 48% 

 

Missing 0 0 0  

** statistically significant, p<0.05 
† Fisher exact test instead of chi-square test, due to low numbers in some categories  
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IDRS 2019 (n=177) 
In the IDRS 2019 study, a total of 177 participants were recruited. Of those, 168 have heard 

of the presence of medically supervised injecting room (MSIR) and 81 (46%) have ever 

visited the MSIR (Table 9.2). As in SuperMIX, the majority (68%) of those who have visited 

the MSIR were interviewed in Richmond. Furthermore, comparable to the SuperMIX 

sample, those who have visited the MSIR are more likely to be young, Aboriginal or Torres 

Strait Islander, live in unstable accommodation and their main drug of choice is more likely 

to be heroin than participants who have not visited the MSIR. Those who have visited the 

facility were also more likely to be currently on treatment, experiencing accidental overall 

drug overdose and accidental heroin overdose in the last 12 months. 

 

Table 9.2 Demographics IDRS 

 

Have you ever visited MSIR 
No (%) Yes (%) p-value 
N=96 N=81  

Gender 

Female 27 33  0.51 

Male 73 67  

Age  

≤30 n<5 10  0.012 
31-40 32 49  
40-50 44 28  
≥50 21 12  

Aboriginal/Torres Strait 

Islander 

No 90 54 <0.001 
Yes 10 46  

Currently employed 

Not employed 93 94  1.00 

Employed 7  6  

Accommodation status 

Unstable 24 40  0.034 
Stable 76 60  

Interview site 

North Richmond 9  68  
Footscray 22 n<5  
Frankston 25 0  
Dandenong 24 2   
Collingwood 9  19  
St Kilda 10  7  

Interview site - dichotomous 

Richmond 9  68 <0.001 
Non-Richmond 91 32  

Ever been in prison   

No 31 30  0.75 

Yes 69 70  

MAIN drug of choice 

Heroin 63 83 0.016 
Methamphetamine 25 7  

Cannabis 8 5  

Others n<5 5  

Currently on drug treatment 

No 45 63 0.035 
Yes 53 37  

Any OD in the last 12months 

No 88 72  0.013 
Yes 13 28  
No 91 72  0.001 
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Heroin OD in the last 

12months 

Yes 9 28  
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1. Executive summary 

This technical report provides an overview of the research design, methodology and data preparation 
processes employed for The Review of the trial of the Medically Supervised Injecting Room (MSIR), 
Survey of Residents and Businesses (hereafter referred to as the MSIR Survey of Residents and 
Businesses). The study is an initiative of the Victorian Government Department of Health and Human 
Services (the department). 

In May 2018, the department contracted independent social research agency Colmar Brunton to 
conduct the Data Collection component of the MSIR Survey of Residents and Businesses. Colmar 
Brunton engaged Q&A Market Research as a sub-contractor to conduct the fieldwork for the project. 

The purpose of the MSIR Survey of Residents and Businesses was to collect representative data on 
the experiences and attitudes of the community within a defined geographical area surrounding the 
MSIR, prior to its operational commencement. The survey covered topics including: witnessing public 
injecting; discarded needles and syringes; being offered drugs for purchase; experiences of drug 
activity; and attitudes towards the MSIR. The survey was administered to community members who 
live in the local area (resident survey) and community members who work in the local area (business 
survey). The methodology was designed to ensure that the sample was representative of the local 
community. 

The aim was to survey a representative sample of 500 residents and 300 businesses within a 
predefined geographical area surrounding the MSIR in June 2018, prior to its operational 
commencement. A total of N = 944 community members completed the survey (n = 651 residents; 
and n = 293 businesses). 

 

2. Background 

The Victorian Government is committed to addressing drug problems within the state of Victoria. 
Forming part of this commitment, the Government’s Drug Rehabilitation Plan will invest $87 million to 
address drug harms, including 100 new rehabilitation beds, trialling a medically supervised injecting 
centre and boosting training in the alcohol and other drug workforce. 

The Drug Rehabilitation Plan includes a trial of a medically supervised injecting room at North 
Richmond Community Health. The Drugs, Poisons and Controlled Substances Amendment (Medically 
Supervised Injecting Centre) Act 2017 allows for the licence of a medically supervised injecting room 
trial for a two year period. The objects of the Act are:  

 

(a) to reduce the number of avoidable deaths and the harm caused by overdoses of drugs of 
dependence; and 
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(b) to deliver more effective health services for clients of the licensed medically supervised 
injecting centre by providing a gateway to health and social assistance which includes drug 
treatment, rehabilitation support, healthcare, mental health treatment and support and 
counselling; and  

(c) to reduce attendance by ambulance services, paramedic services and emergency 
services and attendances at hospitals due to overdoses of drugs of dependence; and  

(d) to reduce the number of discarded needles and syringes in public places and the 
incidence of injecting of drugs of dependence in public places in the vicinity of the licensed 
medically supervised injecting centre; and  

(e) to improve the amenity of the neighbourhood for residents and businesses in the vicinity of 
the licensed medically supervised injecting centre; and  

(f) to assist in reducing the spread of blood borne diseases in respect of clients of the licensed 
medically supervised injecting centre including, but not limited to, HIV and hepatitis C.  

 

The department is conducting a review of the operation and use of the MSIR so as to inform potential 
extension of the trial period. One of the components of the review is the MSIR Survey of Residents 
and Businesses. 

On the 30th of May, the department contracted independent social research agency Colmar Brunton to 
conduct the Data Collection component of the MSIR Survey of Residents and Businesses. Colmar 
Brunton engaged Q&A Market Research as a sub-contractor to conduct the fieldwork for the project. 

The purpose of the MSIR Survey of Residents and Businesses was to collect baseline data on the 
experiences and attitudes of a representative sample of the community, prior to MSIR trial 
commencement. The survey covered topics including: witnessing public injecting; discarded needles 
and syringes; being offered drugs for purchase; experiences of drug activity; and attitudes towards the 
MSIR. 

 

3. Methodology 

The methodology for the MSIR Survey of Residents and Businesses was designed by the 
department. A summary of the method is provided below. 
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3.1. Preparation 

3.1.1. Scoping 
The initial scoping session was held on the 31st of May, 2018. Dr. Kirstin Couper and Naomi Downer 
represented Colmar Brunton at this meeting. Josephine Norman and Katherine Scarcebrook attended 
from the department. Paul Hoger attended from Q&A Market Research. 

The following topics were covered during the scoping meeting:   

• Confirmation of the objectives of the survey; 

• Roles of individuals in Colmar Brunton, Q&A Market Research and the department’s project 

teams; 

• Confirmation of the project schedule; 

• Confirmation of the participant communication material; 

• Confirmation of the methodology including the sampling, recruitment, face-to-face fieldwork 

and computer-assisted telephone interviewing (CATI) fieldwork; 

• Discussion of the ethics application process; 

• Discussion of the fieldwork briefing agenda; 

• The setup of an online portal to provide real-time updates of fieldwork progress; 

• Reporting requirements. 

3.1.2. Ethics approval 
An ethics application pertaining to the conduct of this study was submitted to The University of 
Queensland Human Research Ethics Committee (HREC). Initial approval was obtained on the 5th of 
July and approval of amendments was obtained on the 11th of July (approval number: 20180000982). 
The department managed this process and were responsible for providing updates to the committee 
when required.  

3.1.3. Sampling 
The study population parameters consisted of the boundaries of 26 Statistical Area Level 1’s (SA1’s), 
confined to the Melbourne suburbs of Richmond, Abbotsford and East Melbourne (refer to Table 1). 
These parameters approximated a 500m radius of the location of the MSIR (North Richmond 
Community Health, 23 Lennox Street, Richmond). A graphical representation of the sampling frame is 
displayed below in Figure 1. 
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Figure 1: MSIR Survey of Residents and Businesses sampling frame. 

Sampling for the resident survey 

Household selection 
All private dwellings located within the sampling frame were considered eligible for participation in the 
study. The total count and proportion of private dwellings in each SA1 are listed below in Table 1. This 
population data was sourced from the Australian Bureau of Statistics (ABS), 2016 Census. The total 
number of eligible households within the sampling frame was N = 6,208. 

Prior to the commencement of data collection, Q&A Market Research fieldwork officers conducted a 
residential address indexation exercise. This involved physically walking the streets of the sample 
frame and logging all discoverable and accessible households into an electronic database to be used 
during fieldwork. 

The sampling design was guided by three core objectives: (i) to ensure all community residents living 
within the sampling frame had an even chance of participating in the study, (ii) to ensure that the 
sample was demographically representative of the population (according to age, gender, 
SA1/location), and (iii) to maximise the total number of surveys to be completed within the narrow 
fieldwork timeline (two week period). The timeline was narrow and non-flexible as fieldwork had a 
hard deadline – the operational commencement of the MSIR. 
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In order to address these three objectives, the sampling was conducted in two stages. 

1. In the first stage, the aim was to maximise the level of response from community residents. 
As such, the approach was to attempt contact with as many residences as possible within the 
given timeframe. Using information obtained during the address indexation exercise, the 
fieldwork team developed logical run sheets that enabled efficiency during fieldwork. Separate 
run sheets were developed for each SA1 located within the sampling frame. The run sheets 
excluded premises determined to be non-eligible (i.e. commercial properties, vacant 
properties and inaccessible properties). All residences were attempted in the order of the run 
sheets. The first address on each run sheet (i.e. the first address to be approached in each 
SA1) was selected at random. The run sheets were then ordered such that each eligible 
address on that first street was approached, in a consecutive manner. Addresses on both 
sides of the street were approached to participate. Once all eligible addresses on the street 
had been approached, fieldworkers moved to the next street in closest proximity, and the 
process was repeated. First calls were initially prioritised over second calls (except in the 
case of call backs and appointments) to ensure as many residences as possible were given 
the initial opportunity to participate in the study. If residents were not home at the point of 
initial contact, a calling card was left to allow the residents to initiate contact. 
 
Fieldwork shifts were allocated to ensure good representation across each SA1. Fieldwork 
shifts were divided into 2-3 hour blocks by SA1, such that each fieldwork team was allocated 
a 2-3 hour block of fieldwork in a single SA1, then the team would progress to another SA1 
for another 2-3 hour block of fieldwork and so on until they finished their shift. The time and 
day (weekday/weekend) of the visits were staggered for subsequent allocation of the same 
SA1. Each SA1 was visited between 5 and 6 times during fieldwork. On return visits to SA1’s, 
fieldworkers would begin approaching addresses at different areas of the SA1 (i.e, not at the 
end point of the last visit to the SA1). The new start points were not chosen systematically, 
rather they were chosen at the discretion of the fieldworkers. 
 

2. In the second stage, the sampling strategy shifted focus to ensure a representative sample by 
SA1/location was achieved. Minimum target quotas were set by SA1. Minimum quotas were 
determined by actual population spread by SA1. Responses rates and sub-sample sizes by 
SA1 relative to household-level population data were monitored closely to ensure 
proportionate representation was achieved.  
 

This sampling approach allowed us to achieve a representative sample of the community; according 
to age, gender, country of birth and location/SA1. Due to time constraints and the move from stage 
one to stage two sampling approaches, some addresses in the sampling frame were not approached 
to participate. However, as the sample is proportionately representative by key demographic 
variables, we are able to conclude that the data is representative of the views of the community as a 
whole. 
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Table 1. Count and proportion of private dwellings and businesses in sample universe. 

 Private dwellingsa Businessesb 

SA1 Count Proportion of 
total 

Count Proportion of 
total 

2114402 199 3.2% 0 0.0% 

2114405 171 2.8% 0 0.0% 

2114406 196 3.2% 0 0.0% 

2114407 189 3.0% 0 0.0% 

2114454 285 4.6% 90 10.1% 

2114404 475 7.7% 28 3.1% 

2114403 356 5.7% 24 2.7% 

2114401 187 3.0% 89 10.0% 

2114459 158 2.5% 9 1.0% 

2114457 536 8.6% 15 1.7% 

2114458 184 3.0% 42 4.7% 

2114439 146 2.4% 78 8.8% 

2114441 339 5.5% 79 8.9% 

2111902 265 4.3% 22 2.5% 

2111903 214 3.4% 11 1.2% 

2111904 122 2.0% 31 3.5% 

2113910 223 3.6% 55 6.2% 

2113901 126 2.0% 63 7.1% 

2114422 130 2.1% 47 5.3% 

2114421 160 2.6% 26 2.9% 

2114420 189 3.0% 7 0.8% 

2113905 269 4.3% 98 11.0% 

2113903 368 5.9% 29 3.3% 

2114411 248 4.0% 24 2.7% 

2114419 250 4.0% 8 0.9% 

2114442 223 3.6% 15 1.7% 

Total 6,208  890  
a. Data source: 2016 Census, ABS. 
b. Data source: Discoverable businesses located within the sample frame.  Refer to Sampling for Business 

Survey section of report for details. 
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Resident respondent selection 

Respondents within an eligible household were selected using a conditional-replacement next-
birthday method. This means that at the point of initial approach, the householder with the next 
birthday was invited to participate. In order for the next-birthday householder to participate, the 
following inclusion criteria must have been satisfied: 

• They were contactable during the fieldwork period; 

• They were aged 18 years or over; 

• They had been living in the area for at least two months; 

• They had the ability to participate in English or one of the 5 priority languages: Mandarin, 

Cantonese, Hakka, Vietnamese, or Greek; and 

• They provided informed consent. 

In the event that the next-birthday household member could not complete for any of these reasons, 
the person with the subsequent birthday was invited to participate. If the next-birthday person refused, 
the household was excluded from the sample and the next household was sampled. 

Only a single person per household completed the survey. The target sample size for the resident 
sample was n = 500. 

Sampling for the business survey 

Business selection 
Q&A Market Research purchased a list of business telephone numbers confined to businesses 
located in Richmond (SA2: 206071144), Abbotsford (SA2: 206071139) and East Melbourne (SA2: 
(206041119) from Reach DM (Marketing Agency in Victoria). A total of 1,552 telephone numbers 
were included in this list. The sample universe was confined to businesses located within the study 
population parameters (i.e. the 26 SA1’s). Additional inclusion and exclusion criteria were then 
applied. Businesses located along Bridge Road and Wellington Parade were excluded, while 
businesses located on both sides of Victoria Street (between Powlett Street, SA1: 2111904; and 
Johnston Street, SA1: 2114422) were included. Upon applying these criteria, the list of discoverable 
business telephone numbers reduced to 669. A further 221 discoverable businesses were added to 
this list. These were discovered via a comprehensive check of all Google My Business listings and via 
the address indexation exercise conducted in preparation for the resident survey fieldwork. As a result 
of these inclusions, the total number of discoverable business numbers located within the sample 
frame was N = 890. The total count and proportion of discoverable business in each SA1 are listed 
above in Table 1. 

Business respondent selection 
Initially, a random sampling strategy was to be utilised for the business survey. However, throughout 
the field period, the sample was exhausted. As such, all discoverable businesses within the sampling 
frame were approached to participate in the survey (N = 890). Business respondents were 
approached to participate via telephone. In order for respondents to be selected, the following 
inclusion criteria must have been satisfied: 
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• They were contactable during the fieldwork period; 
• They were aged 18 years or over; 
• They had been working in the area for at least two months; 
• They were a senior staff member (e.g. business owner or manager). If the business owner or 

manager were not available, the most senior staff member available at the time of the call 
was invited to participate; 

• They had the ability to participate in English or one of the 5 priority languages: Mandarin, 

Cantonese, Hakka, Vietnamese, or Greek; and 

• They provided informed consent. 

Only a single person per business was invited to complete the survey. The target sample size for the 
business sample was n = 300. 

3.1.4. Participation of people from non-English speaking 
backgrounds 

The department identified five languages other than English that were most commonly spoken (based 
on lowest English proficiency) within the area that the survey was being conducted. They were 
Vietnamese, Cantonese, Mandarin, Greek and Hakka. In order to enable participation of people from 
non-English speaking backgrounds, the survey was translated into these five priority languages. Both 
the resident survey and the business survey were translated into the five priority languages. 

Translated surveys were facilitated by the following ways: 

On the occasion that a fieldworker approached a resident who had difficulty communicating in 
English, the fieldworker would directly ask whether they spoke English. If the resident’s response was 
not in English, the fieldworker would probe further as to the resident’s spoken language. If required, 
fieldworkers would also use translated cards in order to establish whether the resident spoke one of 
the five priority languages (these translated cards provided an introduction and a brief overview of the 
survey). If the resident did speak one of the priority languages, the fieldworker would show the 
respondent the translated survey preamble (via the tablet) and they would gain consent at this point.  
If consent was established, the interviewer would follow the normal interviewing procedure (survey 
was self-completed via the tablet). 

For translated surveys completed via CATI, fieldworkers were typically advised by the gatekeeper 
(person that first answered the phone call) that the eligible respondent spoke a language other than 
English. The fieldworker would then arrange a call back appointment with an interviewer who speaks 
the priority language. Alternatively, the interviewer would tell the gatekeeper that they would call back 
at a later date, and arrange for a foreign language interviewer to re-attempt the call, and subsequent 
recruitment process. 

3.1.5. Data collection procedures 
During the scoping stage, the methodology and data collection procedures were discussed with the 
department and the most suitable approach was agreed upon. The procedures for the resident survey 
and for the business survey are described below. 
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Data collection procedure for the resident survey 
A total of 14 Q&A Market Research interviewers conducted the face-to-face fieldwork for the resident 
survey. Fieldwork was conducted via household door knocking between the hours of 10am to 7pm on 
weekdays and 10am to 6pm on weekends. Fieldwork shifts were allocated across the 26 SA1’s to 
ensure a relatively proportionate number of residents were able to complete the survey, relative to 
general population spread. 

Fieldworkers conducted data collection in pairs (they attended households individually). Fieldworkers 
used a live call sheet (hard copies were available as well) to track recruitment. On the call sheet they 
were able to record the recruitment status of every household in the sampling frame (e.g. refusal, not 
eligible, inaccessible, non-contact, completed survey, unknown eligibility, etc). 

Order of sampling per residence: 

• Fieldworkers knocked on the door or pressed the intercom button of each private dwelling that 
was approached. Fieldworkers remained on the doorstep throughout all interactions with 
residents. At no point did fieldworkers cross the threshold. 

• When a resident was available at the time of initial approach, the fieldworker would introduce 
themselves, and the study (refer to preamble to the survey in Appendix B). They would then 
screen for eligibility, as per the study inclusion criteria (described above in 3.1.3). If eligible, 
the resident would be invited to participate in the survey. All respondents were provided with 
the Participant Approach Letter and Participant Information Form (refer to Appendix C) prior 
to participating. Participant consent was implied in their completion of the survey. 

• If contact was made but the eligible resident was unable to complete the survey at the time of 
initial approach, the fieldworker would collect the residents’ contact name and number and 
arrange a re-appointment (either via call back to complete the survey via CATI or in person to 
complete the survey face-to-face at their door step). 

• If no contact was made at the address, a call back card was left in the letter box (refer to 
Appendix C). Residents had the option of calling the Victorian Government Contact Centre 
(VGCC) telephone number if they wished to participate in the survey. These calls were able to 
be patched directly through to the Q&A Market Research survey hotline. 

• If fieldworkers were not able to do any of the steps listed above, the property was classified 
as inaccessible. 
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The survey was administered by one of three modes: 

• English, interviewer-administered, face-to-face, Computer-Assisted Personal-
Interviewing (CAPI). If the respondent was able to complete the survey at the time the 

fieldworker visited the household, and in English, then the survey was interviewer-

administered, face-to-face. The fieldworker would read the survey text from a tablet and 

record the responses on the tablet. 

• One of the priority languages, self-administered, Computer-Assisted Self-Interviewing 
(CASI). If the respondent was able to complete the survey at the time the fieldworker visited 

the household, was unable to complete the survey in English, but was able to complete the 

survey in one of the priority languages (Mandarin, Cantonese, Greek, Vietnamese or Hakka) - 

the survey was self-completed on the tablet. 

• English or one of the priority languages, Computer-Assisted Telephone Interviewing 
(CATI). If a respondent indicated they would be willing to participate but they were unable to 

complete at the time the fieldworker visited the household, the fieldworker arranged a CATI 

call back. Surveys completed via CATI could be completed in English or in one of the priority 

languages. 

Data collection procedure for the business survey 
A total of 9 Q&A Market Research interviewers conducted the telephone interviewing for the business 
survey. Fieldwork was conducted between the hours of 9am – 5pm on weekdays. All discoverable 
businesses within the sampling frame were approached to participate in the survey. 

Fieldworkers used a live call sheet to track recruitment. On the call sheet they were able to record the 
recruitment status of every business in the sampling frame (e.g. refusal, not eligible, non-contact, 
disconnected, completed survey, unknown eligibility, etc.) 

Order of sampling per business: 

• Interviewer called the business telephone number. 

• If the call was answered, the interviewer would introduce themselves, and the study (refer to 
preamble to the survey in Appendix B). They would then screen for eligibility, as per the study 
inclusion criteria (described above in 3.1.3. Sampling). If eligible, the owner/employee would 
be invited to participate in the survey. If respondents requested further information about the 
study, they were sent the Participant Approach Letter and Participant Information Form (refer 
to Appendix C) via email. Participant consent was implied in their completion of the survey. 

• If contact was made and the respondent was not able to complete the survey at the time of 
the visit, the fieldworker would collect the employee/owner’s contact name and arrange a call 
back. 
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3.1.6. Survey programming and testing 
The department delivered a final survey instrument to Colmar Brunton on the 6th of June. 

Colmar Brunton reformatted and edited the survey instrument to include instructions for survey 
scripting. The department reviewed this document, provided feedback and final approval on content. 
The final survey is appended to this report (refer to Appendix B). 

The final version of the survey was then sent to Q&A Market Research analysts for the electronic 
survey build. All routing and validations were programmed into the electronic interface of the survey.  

The survey tool was translated into five priority languages (Mandarin, Cantonese, Hakka, Vietnamese 
and Greek).  

Once the survey had been programmed, a number of checks occurred prior to the commencement of 
fieldwork. The Q&A Market Research analyst who was responsible for the survey build conducted the 
first test and Colmar Brunton’s Account Manager conducted a second test. Dummy datafiles were 
also checked to ensure all routing and filters were functioning as intended. Once the internal checks 
had been finalised, the department conducted a check of the dummy datafile and provided approval 
on the content prior to the commencement of fieldwork. 

3.2. Data collection 

3.2.1. Training the field team 

Training the field team for the resident survey 
A total of 14 Q&A Market Research interviewers conducted the face-to-face fieldwork for the Resident 
Survey. All fieldworkers had substantial experience in the conduct of social research fieldwork and all 
were accredited with The Australian Market & Social Research Society (AMSRS). The fieldwork team 
attended a face-to-face briefing at Colmar Brunton South Melbourne office on the 13th of June, prior to 
the commencement of fieldwork. The briefing was facilitated by Dr. Kirstin Couper, Emily Bariola 
(Colmar Brunton) and Paul Hoger (Q&A Market Research), with assistance from Josephine Norman 
and Katherine Scarcebrook (from the department). A total of 12 interviewers attended the briefing 
session. Two interviewers did not attend the face to face briefing.  They were given a full briefing by 
phone before commencing their first shift.  They were also placed with an interviewer that had 
attended the briefing for their first shift. 

The briefing provided an overview of the rationale for the trial, contextual information about the MSIR, 
the sampling approach, recruitment strategy, participant introductory script, the survey tool, ethical 
requirements, timelines, escalation processes and interviewer safety. 

A detailed fieldwork protocol document was produced to ensure that members of the field team and 
supervisors had the required reference material. 
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Prior to the commencement of fieldwork, interviewers were provided with the following materials: 

• Q&A Market Research ID on lanyard, to be worn at all times; 
• A tablet (for survey administration) and portable battery charger; 
• A map of the fieldwork area; 
• Interview protocol; 
• Survey tool (refer to Appendix B); 
• Live contact sheet link and hard copies of the contact sheet (used to record 

contact/recruitment data); and 
• Printed copies of the Call Back Card, Participant Approach Letter and Participant Information 

Form (refer to Appendix C). 

Fieldworkers were encouraged to dress appropriately for cold weather and to carry a light if 
conducting fieldwork in the late afternoon/early evening. 

In the event respondents requested further information about the survey or the MSIR, or had a 
complaint about the survey or the MSIR, interviewers were instructed to direct respondents to the 
Victorian Government Contact Centre. 

The Richmond Housing Office was notified about the survey and approval to visit the Richmond 
Housing Estates provided pending notification of residents. The Office was also provided with the 
names and phone numbers of the fieldworkers who were conducting the fieldwork in the Richmond 
Housing Estates. Interviewers were provided with the Security Control Room contact number and 
were instructed to call security should they feel unsafe at any time.  

Colmar Brunton maintained regular contact with fieldwork supervisors throughout data collection in 
order to monitor progress of fieldwork and also provide support/advice to the field team, when 
required.  

 

Training the field team for the business survey 
A total of 10 Q&A Market Research interviewers conducted the CATI data collection for the business 
survey (and also the resident survey CATI survey completions). As was the case for the face-to-face 
interviewers, all CATI interviewers who worked on this project had substantial experience in the 
conduct of social research fieldwork and all were accredited with the AMSRS. The fieldwork team and 
fieldwork supervisors dialled into a teleconference briefing on 18th of June prior to the commencement 
of fieldwork for the business survey. The briefing was facilitated by Dr. Kirstin Couper and Emily 
Bariola (Colmar Brunton) and was also attended by Josephine Norman and Katherine Scarcebrook 
(from the department). Two interviewers initially attended the teleconference, 8 were subsequently 
briefed in the main briefing. 

This briefing provided an overview of the rationale for the trail, contextual information about the MSIR, 
sampling approach, recruitment strategy, participant introductory script, the survey tool, ethical 
requirements, timelines and escalation processes. 

A detailed fieldwork protocol document was produced to ensure that members of the field team and 
supervisors had the required reference material. 
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Prior to the commencement of fieldwork, fieldworkers were provided with the following materials: 

• Interview protocol; 
• Survey tool (refer to Appendix B); 
• Live contact sheet link and hard copies of the contact sheet (used to record 

contact/recruitment data); and 
• Electronic copies of the Participant Approach Letter and Participant Information Form (refer to 

Appendix C). 

In the event respondents requested further information or wished to lodge a complaint about the 
survey or the MSIR, fieldworkers were instructed to direct respondents to the Victorian Government 
Contact Centre. 

 

3.2.2. Recruitment 

Recruitment for the resident survey 
Fieldwork for the resident survey commenced on the 15th of June and ended on the 29th of June. 
Fieldwork for the resident survey was finalised prior to the operational commencement of the MSIR on 
the 30th of June, 2018. 

A total of n = 651 residents completed the survey. n = 630 respondents completed the survey face-to-
face and n = 21 completed the survey via CATI (these respondents responded to the call back card 
that was left in their letter box). Average survey completion times were 13.8 minutes and 16.8 minutes 
for the surveys completed face-to-face and via CATI, respectively. Table 2 provides an overview of 
the recruitment outcomes for the resident survey. 
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Table 2: Resident survey recruitment outcomes. 

Recruitment outcomes Count Proportion of 
population 

Completed total (C) 651 10.5% 

Completed face-to-face 630 10.1% 

Completed CATI 21 0.3% 

Non-contact (eligible, non-interview) total (NC) 11 0.2% 

Refusal (eligible, non-interview) total (R) 169 2.7% 

Other (eligible, non-interview) total (O) 203 3.3% 

Other - language barrier 70 1.1% 

Other - unable to complete due to illness or disability 8 0.1% 

Other - broken appointment 109 1.8% 

Other - other non-response 16 0.3% 

Unknown eligibility, non-interview total (UE) 5,159 83.1% 

Unknown eligibility - not attempted 3,176 51.2% 

Unknown eligibility - inaccessible 91 1.5% 

Unknown eligibility - received call back carda 1,892 30.5% 

Not eligible, non-interview total 15 0.2% 

Not eligible - out of sample (aged <18 years; lived in the area <2 
months) 15 0.2% 

Total populationb 6,208  

Response Rate (RR) - Proportion of cases interviewed of all eligible cases    
C / (C) + (NC+R+O) + (UE) 

- 10.5% 

Co-operation Rate (COOP) - Proportion of cases interviewed of eligible 
cases contacted      C / (C)+(R+O) - 63.6% 

Refusal Rate (REF) - Proportion of eligible sample that refused 

R / ((C)+(NC+R+O) + (UE)) 
- 2.7% 

Contact Rate (CON) - Proportion of eligible sample where a household was 
reached      (C+R+O) / (C+R+O+NC+UE) - 16.5% 

a. Households that received a call back card in the letter box, but did not respond are included in this tally. 
b. Data source: Count of Private Dwellings, 2016 Census, Australian Bureau of Statistics (ABS). 
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The overall response rate (proportion of cases interviewed of all eligible cases) for the resident survey 
was 10.5%. The co-operation rate (proportion of cases interviewed of eligible cases contacted) was 
63.6%. 

Several reasons for non-completion due to language barrier were recorded. It was noted that 
fieldworkers encountered individuals that spoke languages not covered by the survey methodology 
(i.e. other than English, Greek, Vietnamese, Hakka, Mandarin, Cantonese). It was also noted that 
some individuals who were from non-English speaking backgrounds did not allow the interviewers the 
time to introduce the study, before they terminated the conversation (i.e. before they could express 
interest or disinterest in participating). 

Recruitment for the business survey 
Fieldwork for the business survey commenced on the 19th of June and ended on the 4th of July.  A 
total of n = 293 respondents completed the business survey (all via CATI). n = 271 respondents 
completed the survey prior to the commencement of the trial, and n = 22 completed the survey within 
four days after trial commencement (these cases are flagged with a binary variable: 
COMPLETION=2). The sample was exhausted, meaning all discoverable businesses were 
approached to participate. The average survey completion time was 19.08 minutes. 

Table 3 provides an overview of the recruitment outcomes for the business survey. The overall 
response rate (proportion of cases interviewed of all eligible cases) for the business survey was 
44.5%. The co-operation rate (proportion of cases interviewed of eligible cases contacted) was 
58.5%. 

In regards to reasons for refusal, it was noted that many instances of refusal occurred at the initial 
point of approach, by the gatekeeper (i.e. the person who first answered the call). There were many 
instances of a hard refusal at introduction. For example, individuals would say ‘we don’t do surveys 
here.’ 

Response rates for each sampling unit (SA1) 
Response rates for the resident survey and the business survey for each SA1 are presented in Table 
4. 

For the resident sample, response rates were relatively evenly spread across each of the SA1’s, 
ranging between 7.7% and 18.8%. Response rates for the business sample ranged between 14.3% 
and 85.7%. 
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Table 3. Business survey recruitment outcomes. 

Recruitment outcomes Count Proportion of 
population 

Completed totala (C) 293 32.9% 

Completed face-to-face 0 0.0% 

Completed CATI 293 32.9% 

Non-contact (eligible, non-interview) total (NC) 18 2.0% 

Refusal (eligible, non-interview) total (R) 175 19.7% 

Other (eligible, non-interview) total (O) 33 3.7% 

Other - language barrier 27 3.0% 

Other - unable to complete due to illness or disability 0 0.0% 

Other - broken appointment 0 0.0% 

Other - other non-response 6 0.7% 

Unknown eligibility, non-interview total (UE) 140 15.7% 

Unknown eligibility - not attempted 0 0.0% 

Unknown eligibility - non-contact (always ringing, always voicemail) 136 15.3% 

Unknown eligibility - business number, unknown if eligible person 4 0.4% 

Not eligible, non-interview total 231 26.0% 

Not eligible - out of sample (aged <18 years; worked in the area <2 months) 2 0.2% 

Not eligible - number out of service or disconnected 145 16.3% 

Not eligible - other ineligible 84 9.4% 

Total populationa 890  

Response Rate (RR) - Proportion of cases interviewed of all eligible cases                         
C / (C) + (NC+R+O) + (UE) - 44.5% 

Co-operation Rate (COOP) - Proportion of cases interviewed of eligible cases contacted      
C / (C)+(R+O) - 58.5% 

Refusal Rate (REF) - Proportion of eligible sample that refused                                          
R / ((C)+(NC+R+O) + (UE)) - 26.6% 

Contact Rate (CON) - Proportion of eligible sample where a business was reached      
(C+R+O) / (C+R+O+NC+UE) - 76.0% 

a. Data source: Discoverable businesses located within the sample frame.  Refer to 3.1.3. for details. 
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Table 4. Response ratesa for the resident and business surveys, by SA1. 

SA1 Resident survey response 
rate 

Business survey response 
rate 

2114402 9.0% - 

2114405 9.4% - 

2114406 8.2% - 

2114407 7.9% - 

2114454 7.7% 56.9% 

2114404 8.0% 42.1% 

2114403 6.8% 57.1% 

2114401 8.6% 42.5% 

2114459 8.3% 16.7% 

2114457 8.2% 45.5% 

2114458 9.2% 35.7% 

2114439 17.8% 35.9% 

2114441 9.1% 42.2% 

2111902 8.3% 38.5% 

2111903 18.8% 14.3% 

2111904 13.9% 45.5% 

2113910 12.6% 39.5% 

2113901 15.9% 40.0% 

2114422 13.2% 47.2% 

2114421 8.1% 68.4% 

2114420 18.1% 50.0% 

2113905 11.5% 43.8% 

2113903 9.3% 56.5% 

2114411 15.8% 38.5% 

2114419 8.4% 85.7% 

2114442 17.6% 37.5% 

Total 10.5% 44.5% 
a. Response Rate (RR) - Proportion of cases interviewed of all eligible cases. 
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3.2.3. Survey outcomes 
The count and proportion of respondents who completed the resident and the business surveys by 
SA1 are presented below in Table 5. 

Table 5. Count and proportion of respondents by SA1. 

 Resident survey Business survey 

SA1 Count Proportion of total Count Proportion of total 

2114402 18 2.8% 0 0.0% 

2114405 16 2.5% 0 0.0% 

2114406 16 2.5% 0 0.0% 

2114407 15 2.3% 0 0.0% 

2114454 22 3.4% 37 12.6% 

2114404 38 5.8% 8 2.7% 

2114403 24 3.7% 8 2.7% 

2114401 16 2.5% 31 10.6% 

2114459 13 2.0% 1 0.3% 

2114457 44 6.8% 5 1.7% 

2114458 17 2.6% 10 3.4% 

2114439 26 4.0% 23 7.8% 

2114441 31 4.8% 27 9.2% 

2111902 22 3.4% 5 1.7% 

2111903 40 6.1% 1 0.3% 

2111904 17 2.6% 10 3.4% 

2113910 28 4.3% 15 5.1% 

2113901 20 3.1% 20 6.8% 

2114422 17 2.6% 17 5.8% 

2114421 13 2.0% 13 4.4% 

2114420 34 5.2% 3 1.0% 

2113905 31 4.8% 32 10.9% 

2113903 34 5.2% 13 4.4% 

2114411 39 6.0% 5 1.7% 

2114419 21 3.2% 6 2.0% 

2114442 39 6.0% 3 1.0% 

Total 651  293  
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Survey language 
The count and proportion of surveys completed in each of the survey languages are presented below 
in Table 6. 

Table 6. Count and proportion of surveys completed in each of the survey languages. 

 Resident survey Business survey 

Survey language Count Proportion of 
total Count Proportion of 

total 

English 620 95.2% 286 97.6% 

Vietnamese 20 3.1% 6 2.0% 

Mandarin 8 1.2% 1 0.3% 

Cantonese 2 0.3% 0 0.0% 

Greek 1 0.2% 0 0.0% 

Hakka 0 0.0% 0 0.0% 

Total 651  293  

 

A relatively small proportion of respondents completed the translated versions of the survey (4.8% of 
the resident sample and 2.4% of the business sample). It was noted by the field team that the majority 
of the respondents who were from non-English speaking backgrounds were able to complete the 
survey in English, hence the low proportion of completions in the surveys translated into languages 
other than English. 

3.2.4. Sample representativeness for the resident survey 
An assessment of sample representativeness for the resident survey, relative to population data is 
presented below in Table 7. The representativeness of the business sample was not assessed as 
population data was not available. 
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Table 7: Resident sample representativeness according to demographic characteristics, relative to 
individual-level population data. 

 Sample Populationa 

Demographic characteristic Count Proportion of 
total 

Count Proportion of 
totalb 

Gender     

Male 329 50.5% 5,975 48.6% 

Female 321 49.3% 6,314 51.4% 

Other 1 0.2% - - 

Age group     

0 – 17 year olds - - 1,473 - 

18 – 19 year olds 12 1.8% 197 1.8% 

20 – 24 year olds 44 6.8% 1,072 10.0% 

25 – 34 year olds 186 28.6% 3,779 35.2% 

35 – 44 year olds 124 19.0% 1,801 16.8% 

45 – 54 year olds 82 12.6% 1,394 13.0% 

55 – 64 year olds 99 15.2% 1,143 10.7% 

65 – 74 year olds 62 9.5% 696 6.5% 

75 – 84 year olds 33 5.1% 457 4.3% 

85+ year olds 9 1.4% 193 1.8% 

Country of birth     

Australia 379 58.5% 6,290 56.3% 

Overseas 269 41.5% 4,881 43.7% 

Total 651  12,292  

a. Data source: Community Profile, 2016 Census, ABS. Population data is reported at the individual level. 
b. Count of 0-17 year olds excluded in the calculation of proportions for each age group. 

 

As shown in the table above, the resident sample was representative of the population as per the 
spread across gender, country of birth and most of the age groups. Some minor under-representation 
was observed among 20 – 24 year olds and 25 – 34 year olds, and some minor over-representation 
was observed among 55 – 64 year olds.  
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Table 8: Resident sample representativeness according to location (SA1), relative to individual and 
household-level population dataa. 

 Sample Population (individual-
level) 

Population (household-
level) 

Location (SA1) Count Proportion 
of total 

Count Proportion 
of total 

Count Proportion 
of total 

2114402 18 2.8% 490 4.0% 199 3.2% 

2114405 16 2.5% 383 3.1% 171 2.8% 

2114406 16 2.5% 465 3.8% 196 3.2% 

2114407 15 2.3% 406 3.3% 189 3.0% 

2114454 22 3.4% 621 5.1% 285 4.6% 

2114404 38 5.8% 821 6.7% 475 7.7% 

2114403 24 3.7% 588 4.8% 356 5.7% 

2114401 16 2.5% 409 3.3% 187 3.0% 

2114459 13 2.0% 291 2.4% 158 2.5% 

2114457 44 6.8% 959 7.8% 536 8.6% 

2114458 17 2.6% 346 2.8% 184 3.0% 

2114439 26 4.0% 378 3.1% 146 2.4% 

2114441 31 4.8% 656 5.3% 339 5.5% 

2111902 22 3.4% 410 3.3% 265 4.3% 

2111903 40 6.1% 376 3.1% 214 3.4% 

2111904 17 2.6% 238 1.9% 122 2.0% 

2113910 28 4.3% 472 3.8% 223 3.6% 

2113901 20 3.1% 314 2.6% 126 2.0% 

2114422 17 2.6% 299 2.4% 130 2.1% 

2114421 13 2.0% 288 2.3% 160 2.6% 

2114420 34 5.2% 431 3.5% 189 3.0% 

2113905 31 4.8% 621 5.1% 269 4.3% 

2113903 34 5.2% 676 5.5% 368 5.9% 

2114411 39 6.0% 432 3.5% 248 4.0% 

2114419 21 3.2% 470 3.8% 250 4.0% 

2114442 39 6.0% 452 3.7% 223 3.6% 

Total 651  12,292  6,208  

a. Data source: 2016 Census, ABS. Population data is reported at the individual level (i.e. total count of 
persons) and household level (i.e. total count of private dwellings). 

 

258 MSIR Appendix G



 

 22 

 

As shown in the table above, the resident sample was representative of the population according to 
the spread across SA1’s. 

3.2.5. Escalations 
An agreed escalation procedure was put in place at the start of the project in order to deal with any 
sensitive contacts encountered during fieldwork. There were two cases that required escalation during 
the fieldwork period. They are as follows: 

1. 15/06/2018 - an interviewer attended North Richmond Community Health and requested to 
pick up printed participant information materials. The interviewer misunderstood instructions 
related to the dissemination of printed participant information material. The printed materials 
were not at the Community Health Centre, they were being distributed in field. Confusion 
ensued. The North Richmond Community Health Centre filed a complaint with the department 
regarding this incident. Colmar Brunton responded by discussing the incident with the 
fieldworker in question and with the Fieldwork Supervisor. At this stage, all interviewers had 
the printed materials so the incident could not reoccur. Colmar Brunton requested that the 
department pass on their apologies for the confusion and inconvenience caused.  

2. 19/06/2018 – a resident lodged a complaint with the department regarding the conduct of an 
interviewer in field. Details of the complaint are as follows: the complainee was conducting an 
interview with a respondent in an apartment complex. After the complainee had finished 
interviewing the resident, they knocked on the door of the complainant. The complainant 
became distressed by the interviewers’ presence. The complainee explained why they were 
there and then moved on when it became clear the complainant did not wish to participate. 
The interviewer went outside and was buzzed in again by a resident of another unit in the 
same apartment complex. The complainant came out and again became distressed by the 
interviewers presence. The interviewer again explained the purpose of her visit. When she 
closed the interaction with the complainant the interviewer asked, ‘are you okay, do you need 
a hug?’ 

Later that day, the respondent filed a complaint with the department. The project team took 
the following actions: the individual interviewer was counselled by Paul Hoger (Director of 
Q&A Market Research) on the importance of buzzing in at each unit in an apartment complex, 
the importance of providing an escalation option to community members who become 
distressed, and on the inappropriateness of the ‘are you alright, do you need a hug’ comment. 
The complainee was taken off the project and conducted no further fieldwork for the study. 
Colmar Brunton facilitated a re-brief session with fieldworkers and covered off the main topics 
of appropriate conduct in field and how to escalate a situation if a community member 
becomes distressed. The department liaised with the complainant regarding the complaint 
and the steps that had been taken to address the points raised in the complaint. 
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3.3. Data processing and weighting 

3.3.1. Data processing 
Practices to ensure high quality data commenced at the set-up phase of the project. The following 
steps were taken. 

 Once the survey had been programmed, a number of checks occurred prior to the 
commencement of fieldwork. The Q&A Market Research analyst who was responsible for 
the survey build conducted the first test and Colmar Brunton’s Senior Account Manager 
conducted a second test. 

 The survey was programmed with built in consistency and validity checks. 

 Dummy datafiles were also checked to ensure all routing and filters were functioning as 
intended. Once the internal checks had been finalised, the department conducted a check of 
the dummy datafile and provided approval on the content prior to the commencement of 
fieldwork.  

 An interim data file was produced after sufficient surveys had been completed. This was 
checked by Colmar Brunton Senior Account Manager. 

 A full data cleaning and validation process occurred at the end of the project. 

 Two resident respondents mistakenly completed the business survey (interviewer selected 
‘business’ before handing over the tablet to them to complete in one of the priority 
languages). The two cases were retained in the datafile – they can be identified by a flag 
variable (Incorrectflag=1). 

 Extreme values were identified on Q5B, Q6B and Q26. These values are retained as raw 
data in the datafile (not transformed). The department may decide to delete or replace these 
values depending on their preferred method. 

 The file was weighted in accordance with the requirements set-out by the department. The 
weighting strategy is described in 3.3.2 below. 

 The required derived variables were computed and included in the datafile.  

 The final data file was delivered in SPSS file format. All syntax and weighting variables were 
provided with the data file. 

3.3.2. Weighting 
Weights were calculated for the resident sub-cohort only (ComBusiSamp=1) (n = 650). One 
respondent identified as ‘other’ gender. This respondent was coded as SYSMISS for the weight 
variable. 

Weights were calculated using the following auxiliary variables: gender (Q17 = 1 ‘male’; 2 ‘female’) 
and age group (recage = 1 '18-19 yrs'; 2 '20-24 yrs'; 3 '25-29 yrs'; 4 '30-34 yrs'; 5 '35-39 yrs'; 6 '40-44 
yrs'; 7 '45-49 yrs'; 8 '50-59 yrs'; 9 '60-69 yrs'; 10 '70-79 yrs'; 11 '80+yrs'). 

Population-level data confined to the population parameters of the study (i.e. the 26 SA1’s) were used 
to calculate weights. An interlocking weight structure was used to generate accurate population 
weights for each gender x age group combination thus ensuring strong alignment to the population 
level data.  Data source: Community Profile, 2016 Census, ABS. 
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3.3.3. Coding 
Colmar Brunton developed codeframes for the following open-ended questions.  

 S3 - What is your position in this business? (Single response) 

 Q7B - Thinking about the last time someone approached you on a street in your local 
area to sell you drugs, what type of drugs were you offered? (Single response) 

 Q8 - What, if anything, concerns you about drug-related activity in your local area? 
(Multiple response) 

 Q11A - Do you know the location of the Medically Supervised Injecting Room (MSIR) 
trial? (Single response) 

 Q14 - Do you have any further comments you would like to make about the Medically 
Supervised Injecting Room trial? (Multiple response) 

 Q15 - Do you have any further comments you would like to make about drug-related 
activity in your local area? (Multiple response) 

The codeframes for these questions are appended to this report. In order to conduct the coding, the 
following steps were taken: 

Develop codeframe 

• Two Colmar Brunton researchers separately and independently reviewed open-ended 
responses and derived themes. 

• The two researchers met and discussed themes and agreed on final codeframes. 

• The department reviewed and approved the codeframes. 

First validation 

• One researcher read open-ended responses for the first 50 cases and coded for theme 
endorsement using the codeframes. 

• The department reviewed the 50 coded cases and provided feedback. Feedback was 
incorporated into the coding strategy going forward. 

Coding 

• After incorporating the feedback from the department, one Colmar Brunton researcher read 
each open-ended response and coded for theme endorsement using the codeframes. 
Additional codes were added to the codeframe if required.  
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4. Research schedule 

The following table provides a summary of the key research tasks and their completion dates.   

Table 9: Research schedule. 

5. Recommendations for future surveys 

The Victorian Government Contact Centre telephone number was recorded on the Call Back Cards 
that were deposited in residents’ letter boxes. If residents contacted the Contact Centre and 
expressed interested in completing the survey, the operator was instructed to patch the call through to 
Q&A Market Research survey hotline so that the survey could be completed via CATI. A very small 
number of respondents completed the survey via the call-back procedure (n = 21). It is recommended 
that for future waves of household surveys, the direct telephone line of the survey provider be 
recorded on the call back card. This may increase responses from community members who are not 
at home during the normal fieldwork hours of operation. 

Task Dates 

Research proposal submitted  18th of May, 2018 

Project commissioned  30th of May, 2018 

Project scoping meeting 31st of May, 2018 

Survey finalised 6th of June, 2018 

Participant information material finalised 13th of June, 2018 

Ethics approval granted 5th of June, 2018 

Ministerial approval received 8th of June, 2018 

Survey program testing and finalisation 14th of June, 2018 

Resident survey field researcher training 13th of June, 2018 

Business survey field researcher training 18th of June, 2018 

Resident survey fieldwork 15th – 29th of June, 2018 

Business survey fieldwork 19th of June – 3rd of July, 2018 

Data processing, coding, checking, weighting 4th July – 31st of July 

Data file delivered 31st of July 

Draft technical report delivered 10th of August, 2018 

Feedback on technical report received 28th of August, 2018 

Final technical report delivered 7th of September, 2018 

262 MSIR Appendix G



 

 26 

 

6. Appendices 
6.1. Appendix A – Personnel 

Kirstin 

 

Dr Kirstin Couper, Research Director, Colmar 
Brunton (Melbourne) 
Kirstin is the Head of the Government research team for Colmar Brunton 
in Melbourne. Kirstin joined Colmar Brunton in Melbourne from Ipsos 
MORI in London, where she was a member of the Local Government 
senior management team; responsible for directing studies for central 
and local government across England. 

Since the completion of her PhD Kirstin has worked for research 
agencies in Social and Government research for over 13 years. She 
specialises in the design of bespoke research studies to meet specific 
research objectives. Her experience in random sampling spans her work 
in London and Melbourne. In London she worked on the National Study 
of Adult Learning for the Department of Education and Skills, and the 
Universal Credit study for the Department of Work and Pensions. Both 
required random probability sampling approaches to be designed and 
required consideration of ensuring the non-response bias, particularly 
among non-English speaking groups, was minimised. In Melbourne she 
is currently directing a large national study of youth for a non-
governmental organisation, which focuses on youth mental health. 

Emily 

 

Emily Bariola, Senior Account Manager, 
Colmar Brunton (Melbourne) 
Emily is a Senior Account Manager in the Social & Government research 
team in Victoria. She joined Colmar Brunton in June, 2018. She has a 
Bachelor of Arts with an Honours degree in Psychology and is currently 
completing her PhD in Psychology. Emily has worked as a researcher 
for ten years, with her research spanning behavioural science, public 
health and social epidemiology. She has worked across university, not-
for-profit, government and commercial sectors and has extensive 
experience working on both agency and client sides of the research 
process. Emily uses both quantitative and qualitative methodologies to 
answer research questions and has expertise designing longitudinal 
surveys, large national cross-sectional surveys, and qualitative studies. 
She is passionate about evidence-based practice and enjoys translating 
research knowledge into practice for her clients. 

Emily has conducted several research studies examining drug, alcohol 
and tobacco use among specific populations (including marginalised 
communities and Australian youth). She has a strong working 
knowledge of substance-use research methodologies. 
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Naomi 

 

Naomi Downer, Account Director, Colmar 
Brunton (Adelaide) 
Naomi joined Colmar Brunton Research in August 2010.  Her role is 
focused on the successful management and completion of large scale 
quantitative projects.  Naomi has over twelve years research experience 
in market and social research and operations management.  She joined 
the Colmar Brunton team after two and a half years working with I-view 
in Australia and two years working with Ipsos-Mori in London. 

Naomi has experience managing large scale, high stakes, multi-
methodology quantitative studies including the Student Outcomes 
Survey, the National Secondary Students Diet and Activity Survey, the 
Victorian Student Health and Wellbeing Survey, Evaluation of the 
Obesity Prevention and Lifestyle (OPAL) and Child Obesity Prevention 
and Lifestyle (COPAL) programs, the Self-Reported Health Status 
surveys, Child Health Status survey and Health Status surveys for 
Queensland Health, the Longitudinal Study of Humanitarian Migrants 
and a number of large scale Health Surveys in Queensland and Victoria.  

Naomi also has experience working on studies with sensitive subject 
matter which involves speaking to vulnerable respondents who require 
specific interviewing and supervision techniques.  Her experiences on 
these and other studies enables her to provide methodological 
consulting and questionnaire design advice to ensure clients get the best 
possible research outcomes. 
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6.2. Appendix B – Survey 
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6.3. Appendix C – Participant Information Materials 

6.3.1. Participant Information Form 
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6.3.2. Participant Approach Letter (Residents) 
 

Dear Householder 

Monitor of community attitudes to drug activity in the inner-eastern area of Melbourne 

The Department of Health and Human Services has engaged Colmar Brunton to conduct a survey 
about community attitudes to drug activity in the inner-eastern area of Melbourne that are of public 
interest and for research purposes only. It is expected that this knowledge will inform policy, 
planning and research. 
 
The survey involves answering some general questions about yourself as well as some questions 
relating to drug activity in your area. The survey will take approximately ten minutes to complete. 
Questions regarding this survey can be directed to Kirstin Couper at 
Kirstin.Couper@colmarbrunton.com or by calling the Victorian Government Contact Centre on 1300 
366 356 (then select menu option 1). 
 
Participants will remain completely anonymous and all information provided will remain confidential. 
In addition, data collected through this survey will be analysed and reported in group form only and, 
therefore, no personal information will be identifiable in the results of the study. Your participation is 
also completely voluntary. By completing this questionnaire, you are expressing your consent to 
participate. However, you are free to withdraw from the questionnaire at any time. 
 
The study is being conducted in accordance with the National Health and Medical Research Council 
Act 1992 (Commonwealth), the Health Records Act 2001 (Victoria), the Privacy and Data Protection 
Act 2014 (Victoria) and the Statutory Guidelines on Research under the Health Records Act 2001 
(Victoria). The study also complies with the Department of Health and Human Services’ Privacy 
Policy which is available at: https://www.dhhs.vic.gov.au/privacy. An information brochure that 
explains the steps taken to safeguard your privacy is attached to this letter. 
 
This study adheres to the Guidelines of the ethical review process of The University of Queensland 
and the National Statement on Ethical Conduct in Human Research. Whilst you are free to discuss 
your participation in this study with project staff (contactable on 1300 366 356), if you would like to 
speak to an officer of the University not involved in the study, you may contact the Ethics 
Coordinators on +617 3365 3924 / +617 3443 1656 or email humanethics@research.uq.edu.au. 
 
Thank you for your assistance. Your participation in this survey is important in helping  to inform 
policy, planning and research. 
 
Yours sincerely 

 

Kirstin Couper, Research Director 

06/06/2018 
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Vietnamese 
Nếu quý vị cần thông dịch viên, xin hãy gọi cho Dịch vụ Thông Phiên dịch Quốc gia (TIS Quốc gia) theo 
số 131 450 và yêu cầu họ gọi cho (Victorian Government Contact Centre) theo số (1300 366 356). Giờ 
làm việc của chúng tôi là (8:30am to  5:00pm  Monday to Friday, except for Public Holidays). 
 
Cantonese 
若你需要口譯員，請撥打TIS National電話131 450並請他們轉接 (Victorian Government Contact Centre) 的

電話 (1300 366 356)。我們的工作時間是 (8:30am to  5:00pm  Monday to Friday, except for Public Holidays)。 
 
Mandarin 
如果您需要口译员，请拨打TIS National 的电话131 450，请他们打电话 给(Victorian Government Contact 
Centre)，电话号码： (1300 366 356)。我们的营业 时间是 (8:30am to  5:00pm  Monday to Friday, except for 
Public Holidays)。 
 
Greek 
Αν χρειάζεστε διερμηνέα, καλέστε την TIS National στο 131 450 και ζητήστε να καλέσουν το (Victorian 
Government Contact Centre) στον αριθμό (1300 366 356). Οι ώρες λειτουργίας μας είναι (8:30am 
to  5:00pm  Monday to Friday, except for Public Holidays). 
 
Hakka 
如果您需要口译员，请拨打TIS National 的电话131 450，请他们打电话 给(Victorian Government 
Contact Centre)，电话号码： (1300 366 356)。我们的营业 时间是 (8:30am to  5:00pm  Monday to 
Friday, except for Public Holidays)。 
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6.3.3. Participant Approach Letter (Businesses) 
 

Dear Sir/Madam 
 

Monitor of community attitudes to drug activity in the inner-eastern area of Melbourne 
 
The Department of Health and Human Services has engaged Colmar Brunton to conduct a survey 
about community attitudes to drug activity in the inner-eastern area of Melbourne that are of public 
interest and for research purposes only. It is expected that this knowledge will inform policy, planning 
and research. 
 
The survey involves answering some general questions about yourself and the business you work in, 
as well as some questions relating to drug activity in your area.. The survey will take approximately 
ten minutes to complete. Questions regarding this survey can be directed to Kirstin Couper at 
Kirstin.Couper@colmarbrunton.com or by calling the Victorian Government Contact Centre on 1300 
366 356 (then select menu option 1).  
 
Participants will remain completely anonymous and all information provided will remain confidential. In 
addition, data collected through this survey will be analysed and reported in group form only and, 
therefore, no personal information will be identifiable in the results of the study. Your participation is 
also completely voluntary. By completing this questionnaire, you are expressing your consent to 
participate. However, you are free to withdraw from the questionnaire at any time. 
 
The study is being conducted in accordance with the National Health and Medical Research Council 
Act 1992 (Commonwealth), the Health Records Act 2001 (Victoria), the Privacy and Data Protection 
Act 2014 (Victoria) and the Statutory Guidelines on Research under the Health Records Act 2001 
(Victoria). The study also complies with the Department of Health and Human Services’ Privacy Policy 
which is available at: https://www.dhhs.vic.gov.au/privacy. An information brochure that explains the 
steps taken to safeguard your privacy is  attached to this letter. 
 
This study adheres to the Guidelines of the ethical review process of The University of Queensland 
and the National Statement on Ethical Conduct in Human Research. Whilst you are free to discuss 
your participation in this study with project staff (contactable on 1300 366 356), if you would like to 
speak to an officer of the University not involved in the study, you may contact the Ethics 
Coordinators on +617 3365 3924 / +617 3443 1656 or email humanethics@research.uq.edu.au. 
 
Thank you for your assistance. Your participation in this survey is important in helping to inform policy, 
planning and research. 
 
Yours sincerely 

 

Kirstin Couper, Research Director 

06/06/2018 
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Vietnamese 
Nếu quý vị cần thông dịch viên, xin hãy gọi cho Dịch vụ Thông Phiên dịch Quốc gia (TIS Quốc gia) theo 
số 131 450 và yêu cầu họ gọi cho (Victorian Government Contact Centre) theo số (1300 366 356). Giờ 
làm việc của chúng tôi là (8:30am to  5:00pm  Monday to Friday, except for Public Holidays). 
 
Cantonese 
若你需要口譯員，請撥打TIS National電話131 450並請他們轉接 (Victorian Government Contact Centre) 的

電話 (1300 366 356)。我們的工作時間是 (8:30am to  5:00pm  Monday to Friday, except for Public Holidays)。 
 
Mandarin 
如果您需要口译员，请拨打TIS National 的电话131 450，请他们打电话 给(Victorian Government Contact 
Centre)，电话号码： (1300 366 356)。我们的营业 时间是 (8:30am to  5:00pm  Monday to Friday, except for 
Public Holidays)。 
 
Greek 
Αν χρειάζεστε διερμηνέα, καλέστε την TIS National στο 131 450 και ζητήστε να καλέσουν το (Victorian 
Government Contact Centre) στον αριθμό (1300 366 356). Οι ώρες λειτουργίας μας είναι (8:30am 
to  5:00pm  Monday to Friday, except for Public Holidays). 
 
Hakka 
如果您需要口译员，请拨打TIS National 的电话131 450，请他们打电话 给(Victorian Government 

Contact Centre)，电话号码： (1300 366 356)。我们的营业 时间是 (8:30am to  5:00pm  Monday to 

Friday, except for Public Holidays)。 
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6.3.4. Call Back Card (Residents) 
Have Your Say 

Survey of community attitudes to drug activity in your local area 
 
We visited today to ask you if you were willing to participate in a survey of community attitudes to drug activity in your area. Sorry we missed you.  
It will be possible to complete the 10 minute survey with an interviewer in English / Mandarin or Cantonese / Greek / Vietnamese / Hakka. If you would like more 
information or to arrange a time to participate by phone, please call 1300 366 356. 
Thank you for your assistance.  
 
Mandarin 
我们今天拜访过您，问您是否愿意参加社区对您所在地区毒品活动的态度调查。很抱歉我们当时错过了您的意见。 

之后我们可以安排一位普通话调查员与您完成这个10分钟的采访调查。如果您想获得更多信息或者另外安排一个时间电话参与调查，请致电1300 366 356。 

感谢您的协助。 

 
Cantonese 
我們今天拜訪過你，問您是否願意參加社區對你所在地區毒品活動的態度調查。很抱歉我們當時錯過了你的意見。 

之後我們可以安排一位粵語調查員與你完成個10分鐘的採訪調查。如果你想獲得更多資訊或者另外安排一個時間電話參與調查，請致電1300 366 356。 

感謝你的協助。 

 
Greek 
Σας πισκεφτήκαμε σήμερα  να σας ρωτήσ αν ήσαστ πρόθυμο να συμμετάσχετε σε μια έρευνα της στάσης της Κοινότητας στη δραστηριότητα των ναρκωτικών στην περιοχή 
σας. ς  ς .  
Eίναι δυνατόν να ολοκληρωθεί η έρευνα 10 λεπτ με μια συνέντευξη στα Ελληνικά. Αν επιθυμείτε περισσότερες πληροφορίες ή για να κανονίσουμε μια ώρα για να συμμετ από το 
τηλέφωνο, παρακαλώ καλέστε στo 1300 366 356. Σας ευχαριστούμε για τη βοήθειά σας.  
 
Vietnamese 
Chúng tôi đã đến thăm hôm nay để hỏi bạn có sẵn sàng tham gia vào một cuộc khảo sát về thái độ của cộng đồng đối với hoạt động ma túy trong khu vực của bạn hay không. Xin lỗi, 

chúng tôi không thấy bạn ở nhà. Bạn có thể hoàn thành bản khảo sát (chỉ là 10 phút) với người phỏng vấn bằng tiếng Việt. Nếu bạn muốn biết thêm thông tin hoặc sắp xếp thời gian để 

tham gia qua điện thoại, xin gọi số 1300 366 356. Cám ơn sự giúp đỡ của bạn. 

 
Hakka 
我们今天拜访过您，问您是否愿意参加社区对您所在地区毒品活动的态度调查。很抱歉我们当时错过了您的意见。 

之后我们可以安排一位普通话调查员与您完成这个10分钟的采访调查。如果您想获得更多信息或者另外安排一个时间电话参与调查，请致电1300 366 356。 

感谢您的协助。
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6.4. Appendix D – Codeframes 

Table 10: Codeframes for S3, Q7B, Q8, Q11A, Q14 and Q15 

Codeframes  
S3 - What is your position in this business? SR 
Owner 

Manager 

Employee (not manager) 

Q7B - Thinking about the last time someone approached you on a street in your local area to sell 
you drugs, what type of drugs were you offered? MR 
MDMA/Ecstasy 

Heroin 

Ice/Crystal Meth 

Cannabis/Marijuana 

Cocaine 

Cigarettes/Tobacco 

Other drug 

Unsure of type/didn't specify 

Q8 - What, if anything, concerns you about drug-related activity in your local area? MR 
Violence and crime (e.g. theft, burglary, property damage) 

Safety concerns for children (own children) 

Safety concerns for children (general & school) 

Safety concerns for self and others 

Safety concerns for drug users 

Unpredictability of drug users 

Aggressiveness of users (e.g. aggressiveness, yelling) 

Discarded syringes in public spaces (e.g. being injured by needle, fear of injury, general discomfort with waste) 

Public visibility of drug use/drug deals 

Lack of Government regulation / police presence 

Bad for business 

Begging (e.g. money, cigarettes, food) 

General concern about MSIR 

Spread of infectious diseases 

Normalisation of drug use 

Other 

No concerns 
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Table 10: Codeframes for S3, Q7B, Q8, Q11A, Q14 and Q15 

Codeframes 
Q11A - Do you know the location of the Medically Supervised Injecting Room (MSIR) trial? SR 
Exact (building or street, or surrounding area) 

Approximate (suburb, or nearby streets, vague explanation of health centre/school) 

Incorrect 

Q14 - Do you have any further comments you would like to make about the Medically Supervised 
Injecting Room trial? MR 
Negative comments 

General negative opinion 

Normalisation of drug use 

MSIR should not be located near school/near children 

MSIR should not be located near residential / community areas 

MSIR should be located near a hospital 

Increase drug-related activity in area (use and dealing) 

Safety concerns 

Need to ensure increased security/police presence 

Not enough consultation with community 

Zero tolerance approach preferred 

Other harm minimisation approach preferred (e.g. rehab, education) 

Non-endorsement of Ice use in MSIR 

MSIR should be in a different location (unspecified) 

MSIR will not help/only a short term solution 

MSIR is politically motivated/driven 

Other negative comment 

Affirmative comments 

General support for MSIR 

Saves lives of users 

Reduce spread of infectious diseases 

Get drug users off the street 

Increased safety for community (e.g. reduced syringe waste, reduced anti-social behaviour in public space, 
reduced crime) 
Recommend introduction of multiple MSIR's 

Other positive comment 

Neutral comments 

No comment 

Other neutral comment 
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Table 10: Codeframes for S3, Q7B, Q8, Q11A, Q14 and Q15 

 

  

Codeframes 
Q15 - Do you have any further comments you would like to make about drug-related activity in 
your local area? MR 
More security in local area (e.g., police presence, security cameras) 

Need for rehabilitation services/support services 

Concern about MSIR proximity to school/children 

Zero tolerance approach preferred 

Need for further government and council intervention (e.g. clean up the area, more community consultation) 

Need to reduce crime rates 

Legalise marijuana use 

Public visibility of drug use/drug deal  

Safety concerns for children (own children and general youth) 

Safety concerns for self and others 

Increase drug-related activity in area (use and dealing) 

Unpredictability of drug users 

Aggressiveness of users (e.g. aggressiveness, yelling) 

Public visibility of drug affected individuals 

Drug use is a big problem  

Wants drug use to stop 

Cannot stop drug use 

Difficult to fix the problem 

Support for MSIR 

Other comment 

No further comment 
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6.5. Appendix E – Escalation Procedure 
There are four separate escalation procedures that should be adhered to, in the event any of these 
situations arise throughout data collection. They are: 

(i) Requests for more information about the survey or complaints about the survey. 
(ii) Requests for information about the Safe Injecting Room or complaints about the Safe 

Injecting Room. 
(iii) Duty of care protocol for distressed respondents (or other household members). 
(iv) Interviewer safety when in housing estate 

Requests for more information about the survey or complaints about the 
survey. 
If a respondent would like further information about the survey or if they have complaints about the 
survey, interviewers should recommend the respondent calls the Victorian Government Contact 
Centre on 1300 366 356 to log their query or complaint. 

Requests for information about the Safe Injecting Room or complaints 
about the Safe Injecting Room. 
If a respondent requests further information about the Safe Injecting Room or complains about the 
Safe Injecting Room, interviewers should recommend the respondent calls the Victorian Government 
Contact Centre on 1300 366 356 for more information. 

Duty of care protocol for distressed respondents (or other household 
members). 
If a respondent (or other household member present at the time of the interview) becomes distressed 
at any time during the interview process, the interviewer may rely on the following script.  

‘I am sorry you are going through a hard time. You could try discussing your concerns with staff at 
Lifeline or Beyondblue. You can have a confidential chat with a person who is specially trained in 
supporting people who are going through a tough time. Numbers to call are: 

Lifeline. (https://www.lifeline.org.au/). Phone: 13 11 14 

Beyondblue. (https://www.beyondblue.org.au/). Phone: 1300 224 636’ 

Interviewer safety when in housing estate 
Before collecting data in the housing estates, it is important that the Housing Office is notified in 
advance and that your name and contact details are provided to the Office ahead of time. Before 
starting the shift in the housing estate, you must sign in at the Housing Office. 

If at anytime you feel unsafe – you should contact the security control room on 9428 9725 and they 
will be able to assist you. 
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6.6. Appendix F – Methods to Ensure Data Quality 

Project-based quality assurance 
CBSR’s philosophy is to work as a team with our clients. An important element of such a relationship 
is to seek input and feedback from our clients throughout a project. This enables any potential issues 
to be dealt with collaboratively and early on, preventing them from becoming major problems.  To 
supplement this process and enable formal tracking of their views, clients are sent a feedback form 
after the completion of each project, in which to record their satisfaction with the implementation and 
outcomes of the project and the research consultants who worked with them on it. These forms are 
monitored, and targets (such as overall satisfaction with the project) are set at both an individual and 
office level.  

Our research executives are members of the Australian/New Zealand Market Research Society and 
are signatories to the Code of Ethics of our industry. Moreover, Colmar Brunton is a founding member 
of the Association of Market and Social Research Organisations (AMSRO). Colmar Brunton endorses 
and fully supports AMSRO aims. 

Privacy issues and data security 
We are required to work in accordance with the ESOMAR International Code of Conduct for Market 
Research, the Australian Market & Social Research Privacy Principles (which subsume the National 
Privacy Principles) and the AMSRS Code of Professional Behaviour, to which our researchers are 
signatories.   

At all times, we respect the confidentiality of our informants and our clients. We therefore guarantee 
this confidentiality according to our industry standards and the Department’s privacy legislation.  In 
particular, confidentiality provisions apply to the supply of unit record data. 

In addition, we accept that CBSR, if commissioned, will be bound by Public Service regulations with 
respect to confidentiality. We recognise that all information gathered in relation to the project is the 
property of the Department. We recognise that we are not at liberty to disclose any related information 
to any other party. 

Quality assurance accreditations 
Colmar Brunton puts a real and applied focus on quality. 

 We have a QMS system in place and have ISO 20252 accreditation. 
 We abide by the AMSRS Code of Professional Behaviour and Privacy Principles; and 
 We have created a position in our company dedicated to keeping up to date with best 

practice in research and providing internal systems that facilitate quality management. 
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The current status of our ISO 20252 accreditation process is in the table 
below. 

Office Audit Status 

Canberra Passed Audit April 2009 

Brisbane Passed Audit April 2009 

Adelaide Passed Audit April 2009 

Sydney Passed Audit June 2009 

Melbourne Passed Audit June 2009 
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6.7. Appendix G - Quality Assurance 
Colmar Brunton is committed to helping its clients achieve and sustain market success by providing 
superior market research and strategic direction.  

A critical foundation of our commitment to our clients is the implementation of Quality Assurance in all 
relevant areas of its operations. We have implemented and achieved certification for our Quality 
Management System AS-ISO 20252 for all areas of our operations. 

Colmar Brunton (and its field company, Your Source) also operates under the Australian Market & 
Social Research Society (AMSRS) Professional Code of Behaviour and the Market & Social 
Research Privacy Principles administered by the Association of Market & Social Research (AMSRO) 
Secretariat. 

 

In accordance with our Quality Management System (QMS) this proposal has been reviewed and 
approved by: 

 
NAME   David Spicer 
ROLE   Research Director 

Colmar Brunton  
 
DATE   5th December 2019 
Document version  1.0 

 

 

 

 

 

 

 
 

All methodologies and findings outlined in this proposal are provided solely for use by the client.  
Copyright is reserved by Colmar Brunton. 

In accordance with Article 15 of the ICC/ESOMAR International Code of Marketing Research, this document remains the 
property of Colmar Brunton and unless commissioned, its contents shall not be communicated from one Researcher to another 

Researcher 
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Privacy acknowledgement: *  I have read and acknowledge how Council will use and disclose my 

personal information. 

Name: *  Paul Langkamp  

Email address: *  plangkp@gmail.com  

 

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: *  Drugs Injecting Room 

Please write your submission in the space 

provided below and submit by no later than 

10am on the day of the scheduled meeting. 

Submissions will not be accepted after 

10am.  

I understanding that a drugs injecting room has been proposed for a 

site near the Victoria Market. This is disastrous idea. 

I live at [REDACTED], in the City of Melbourne. I want 

to lodge my objection to this proposal in the strongest terms: 

1. injecting rooms promote drug use, not cure it. 

2. criminals hang around such facilities 

3. the area becomes unsafe even for locals, and especially tourists, 

who visit such a popular area as the Victoria Market 

4. The injecting room in Richmond has become a site for 

undesirables and crime. 

 

Paul Langkamp 

Please indicate whether you would like to 

address the Future Melbourne Committee 

via phone or Zoom in support of your 

submission: *  

No 
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Privacy 

acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Paul Vourtsis  

Email address: *  paulvourtsis@hotmail.com  

  

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

Medically Supervised Injecting Room 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

Why are locals and traders more important children? 

 

If the other Medically Supervised Injecting Room is located next door to a primary school, then why shouldn’t this 

Medically Supervised Injecting Room be located near the Victoria Market?  

 

If the only prerequisite is the need to serve the drug dependents this centre is designed for then why should it be 

relocated as this spot has been identified as the best location as was the Centre in North Richmond. 

 

The fact is, if we are going to listen to the concerns of local residents and traders in the City of Melb , then why not 

listen to the concerns of the local residents and traders in North Richmond? 

 

Why are the locals and traders in the City of Melbourne more relevant than the fellow Victorians who happened to 

live in Richmond? 

 

One rule for all please. Either locate the centre where the government has identified the most need regardless of 

locals and traders or please listens to the concerns of those effected in North Richmond also.  
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Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

No 
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Privacy 

acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Dora Tsipouras  

Email address: *  dora.online68@gmail.com  

  

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

Iproposed nfecting Room  

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

My family has lived in the public housing estate in North Richmond for over 45 years. In the last 2 years since the 

Richmond injecting room has opened, my family including myself have had to deal with a 10 fold increase of public 

injecting, overdoses on the estate grounds, in front of our door, our streets, our multilevel carpark. I have had to 

call police on many occasions to report people injecting, people passed out, potential overdoses, something I had 

never had to do before the MSIR. My 75 year old mother has been verbally abused by drug users loitering on our 

streets and is afraid to go to her doctor appointments at the NRCH centre next to the MSIR. It has gotten so bad 

that my mothers health has been affected and her doctor has diagnosed her with hightened anxiety and the 

beginning of PTSD symptoms as a result of constant public injecting in front of her home and the intimidation. 

Many families in the public housing are frightened and don't feel safe anymore and are upset that the injecting 

room was put in their front yard without their consultation. Saving drug users lives should not be at the expense of 

destroying our lives and the destruction of our community which it's done. 

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Yes 
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Committee via 

phone or Zoom in 

support of your 

submission: *  
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Privacy 

acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Richard Scott  

Email address: *  richard.m.scott@gmail.com  

 

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

Agenda Item 7.6 Injecting Site 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

Relevant to the motion below Agenda Item 7.6 I offer the following observations: 

• Since opening of the MSIR in North Richmond amenity has consistently deteriorated. This includes public 

nuisance and associated crime from select drug affected individuals. A more recent outcome is the erosive effect of 

the passive policing approach – public injecting is now wilful, defiant and blatant. No longer in the shadows, select 

PWID are now foregoing attendance at the MSIR or more secluded locations in favour of overt drug consumption in 

full view of the public. This uncontrolled behaviour is confronting and will put and risk and likely compromise 

Melbourne’s global reputation in just a few short weeks if allowed in the CBD, like it has in North Richmond. 

• The location of any new injecting site must be away from residential areas, education facilities, commercial or 

retail locations. It is consistently stated that people seeking drugs attend North Richmond from geographically 

diverse locations, usually by car. Where the State allows drugs to be dealt and supplied is where the drug activity 

will be. Any moratorium and passive policing area to allow the supply of drugs is done so knowingly and its 

location can be controlled. The siting of the new injecting site must be done in an industrial location or at a 

dedicated health precinct that is purposeful and sustainably about to support massive consumption of illicit drugs. 

This cannot happen next to residential locations. 

• The Future Melbourne Committee should also petition the State Government to release the modelling supporting 

their claim that 21 lives have been saved by the MSIR located in North Richmond to build trust this initiative is the 
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best response: 

o The expert panel report stated “Overall, there were no obvious trends observed, with the numbers of deaths 

recorded since the MSIR opened largely similar to those recorded before the MSIR opened.” 

o They present data showing the number of deaths within 1 km of the MSIR between June 2018 and March 2020 

were 16, and over the equivalent time period prior to the MSIR opening there were 15. This shows the number of 

deaths in the area have increased since the MSIR opened. (Figure 17 of their report. 

o The number of lives saved is unsupported by evidence. The expert panel state 21 lives have been saved, this is 

not observable in coronial data for the entire state suggesting it did not happen. Their ‘modelling’ references Babu 

et all and their statement that ‘6.2% died of an opioid-related overdose within 1 year and 9.3% within 2 years.’. If 

you take the midpoint between these figures you find 271 serious overdose events in the MSIR reported, multiplied 

by 7.75% equals 21.0025. This is currently the best guess as to the ‘modelling’ methodology used to arrive at the 

headline claim because the Andrews Government has not released the modelling. Notwithstanding Babu et al 

reference is related to a different drug mix in a different country, the methodology the panel opted for forsakes a 

clearly superior method to assess the mortality of heroin consumption, and that is analyse mortality of the 3936 

registered users of the centre North Richmond MSIR – rather than wild extrapolations with no basis.  

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

No 
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Privacy 

acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Loreto Valent  

Email address: *  ellevee03@gmail.com  

 

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: 

*  

Proposed injecting room 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

MSIR - North Richmond. 

Regarding the sequelae of an inappropriate location. That was put there by stealth without due consultation 

process for the community as a whole. Along with the needle/syringe program a few years before. At least City of 

Melbourne is fortunate to receive a wider consultation process. 

A quote from the movie Field of Dreams "If you build it they will come". Correct - they have come, but this isn't a 

dream, its a nightmare. IT IS IN THE WRONG LOCATION.  

The honeypot effect on this residential area,next to a school, of inviting users from all over Melbourne is extreme.  

Where there was historically a bit of activity in this residential area, it has now relocated 450 metres from 

Lennox/Victoria " epicentre" to become the hottest of hot spots. Right in the middle of the highest density 

residential area in Victoria, probably Australia. 

Hundreds come to buy with no intention of using the room. Streets are littered with needle wrappers, blood stained 

swabs etc that the needle pick up brigade can never hope to hide from the residents. Street injecting is rife. 

Residents in streets opposite the room witness injecting regularly, most with no attempt to hide. The clean up 

efforts are band aid solutions at best. A Sisyphean task. Statistics show the amount of needles collected has risen 

exponentially. 

A proponent has mentioned in a previous submission that users like to inject in private - in a carpark or between 
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parked cars. This is an amusing admission that street injecting remains, even with the injecting room there. 

Residents have observed multiple times that what goes on outside the room is not the business of staff inside the 

room.  

Residents and children are left to deal with those drug affected, often displaying terrifying behavior, many injecting 

in a car then driving off.  

The effect on the businesses in Victoria St speaks for itself, with many closures - most since June 2018. People are 

just too scared to go there. Fact. 

The emotional toll on the majority of this community regarding this poorly chosen location is unquantifiable. 

Do not allow this travesty of so called democracy to occur and please don't forget your next door neighbors in the 

City of Yarra who are doing the heavy lifting. 

Thanks 

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

Yes 
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Privacy acknowledgement: *  I have read and acknowledge how Council will use and disclose my 

personal information. 

Name: *  Jenny Samms  

Email address: *  jennysamms@gmail.com  

  

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: *  Medically supervised injecting room 

Please write your submission in the space 

provided below and submit by no later than 

10am on the day of the scheduled meeting. 

Submissions will not be accepted after 

10am.  

I commend this motion. Medically supervised injecting rooms rely on 

a thriving illegal drug market in the immediate environs. This is the 

supply injecting drug users need to use the room. Having 

experienced the impact this has on residents and vulnerable people 

in Richmond I now see that the inherent contradiction in the MSIR 

model is the reason it causes so much damage to all parties. There is 

ample evidence of the severe problems North Richmond now 

experiences. The very poor location of our MSIR has caused untold 

damage. Please do not repeat this disaster elsewhere. 

Please indicate whether you would like to 

address the Future Melbourne Committee 

via phone or Zoom in support of your 

submission: *  

No 
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Privacy acknowledgement: *  I have read and acknowledge how Council will use and disclose my 

personal information. 

Name: *  Dennis Dunell  

Email address: *  rey.den@bigpond.com  

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: *  Safe Injecting Room 

Alternatively you may attach your written 

submission by uploading your file here:  dd_sir.docx 12.51 KB · DOCX  

Please indicate whether you would like to 

address the Future Melbourne Committee 

via phone or Zoom in support of your 

submission: *  

Yes 

 



I have lived in Richmond for 12 years and have loved living here for most of that time.  Its was a 

great community, close to everything. 

I have never known anyone in my 74 years to have been a victim of a mugging but I now know three 

people who have been mugged, including myself.  One of my neighbours was hospitalised and came 

close to losing his sight in one eye. 

Since the injecting room opened there has been more crime in North Richmond.   We have to put up 

with people injecting in front of our homes, along with defecation and urination, swearing and 

loutish behaviour. 

I am in favour of an injecting room, but it should not be in a residential area, nor near a school. Our 

restaurant strip is slowly fading away and people have lost their livelihoods because Richmond is 

becoming a no go area, especially for families. 

We are prisoners in our own homes and when we see loutish behaviour are not able to saying 

anything out of fear of being abused by people high on drugs. 
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Privacy acknowledgement: *  I have read and acknowledge how Council will use and disclose my 

personal information. 

Name: *  Rey Pearce  

Email address: *  rey.den@bigpond.com  

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: *  Safe Injecting Room 

Alternatively you may attach your written 

submission by uploading your file here:  rep_sir.docx 13.23 KB · DOCX  

Please indicate whether you would like to 

address the Future Melbourne Committee 

via phone or Zoom in support of your 

submission: *  

Yes 

 



I would not wish living near a Safe Injecting Room on my worst 
enemy. 

Since this room opened life in Richmond has changed, possibly 
beyond repair for its citizens. 

I no longer feel safe outside of my home.  I have had people 
injecting needles into themselves in the gutter outside my front 
door.   Also lots of defecation and urination everywhere. 

The drug addicts need help but the injecting room is in the wrong 
place and should not be near a school or residential area. 

If this room is opened near the market the area will go downhill.  
It is a tourist area as was Victoria Street Restaurant strip and that 
is just about finished.  Used to be a place for families to eat out 
but now all the restaurants are closing and people don’t want to 
come to the area. 

My friends and family do not want to come and visit me and who 
can blame them.  I would like to sell up and move but the 
situation means that my home would be hard to sell. 
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From: Martin Mulvihill <dhcga.melbourne@gmail.com>  

  
 
  

  
  
As a visually impaired resident of the affordable 
housing units at [REDACTED] near the Victoria 
Market, I have many concerns about the proposed 
MSIR (Medically Supervised Injection Room) at 
Cohealth in Victoria street, almost directly below 
our apartments. 
  
Apart from the effect it will have on the market itself 
as a popular shopping and tourist precinct, the proposal 
will directly impact on the safety, security and access to 
local amenities and services , of myself and my affordable  

housing neighbours, many of whom also have disabilities. 
  
I am particularly concerned, that the creation of a local 
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drug market for traffickers, will encourage them to set 
up their activities in this building and even within the 
apartments of vulnerable residents, as has happened 
on one occasion here and more frequently, in well 
known areas of drug activity elsewhere. 
  
  

If the building and the area is then considered unsafe 

by carer agencies, I and other vulnerable residents, 
 as well as being intimidated in the building and 

the area will not have reliable access to the carers 

we need to assist us. 
  

Our open community garden, created by residents with city  
support at the corner of Therry and Victoria streets and 
where I often obtain fresh vegetables/herbs etc and which is 
the only nearby open space, where I can sit and relax and meet 

my neighbours, will very likely become a site of drug trafficking  
and unsupervised injections, as is the case around the present  
North Richmond MSIR. This will impede access 
to the  garden  
by the public, including tourists and local residents and  
 particularly vulnerable residents such as myself. 
  
It is likely also, that the busy area around the entrance to the  
Multicultural Hub and the adjacent market tram stop, 

 used frequently by the public and local residents will also be 

 impacted and impeded by drug trafficking etc such as is the 
case  
with the similar tram stop near the MSIR in North Richmond. 
  
I cannot understand the state government's logic for this proposal. 
It will seriously impact not only, the Victoria Market and local 
tourism, but also the public and community amenities and 
infrastructure which gives this area its Australia wide 
reputation. 
  
  
I will be joining my fellow and local area  residents as well as 
Victoria Market traders and the City Council to strongly oppose 
this proposal. 
  
DH 
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This email is intended solely for the named addressee.  
If you are not the addressee indicated please delete it immediately. 
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Privacy 

acknowledgement: 

*  

I have read and acknowledge how Council will use and disclose my personal information. 

Name: *  Cristina Piccinno  

Email address: *  pepita9@iprimus.com.au  

  

Date of meeting: *  Monday 20 July 2020  

Agenda item title: 

*  

My thoughts on the proposed MSIR 

Please write your submission in the space provided below and submit by no later than 10am on the day of the 

scheduled meeting. Submissions will not be accepted after 10am.  

TO WHOM IT MAY CONCERN 

 

20 July 2020 

 

 

I am speaking on behalf of our brother Fabio, who is a 57 years old male with a dual disability (schizophrenia and 

autism) and one of the residents at Drill Hall.  

Fabio is a long-term smoker, in frail health, with serious pulmonary and cardiac issues, who lives on his own, 

supported by a team of carers, seven days a week. 

 

Our brother has been staying at Drill Hall for 9 years (since October 2011) and really likes his residential area, 

which is lively and very multicultural, close to the Victoria Market, the convenience shops, the RMH (where he sees 

most of his specialists) and public transport. Most importantly Fabio knows his area well, has made a few friends 

and feels reasonably safe. His rent is quite affordable and his support workers also like the area a lot. 

 

It was a long and hard struggle for Fabio, Laura and me, as his sisters and primary carers/advocates, the constant 
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search for a suitable place for him and we believe that the proposed MSIR is going to have a very negative effect on 

his quality of life, peace and tranquillity and be greatly detrimental to both his mental and physical well-being. 

 

Fabio is very trusting and sociable and not very worldly. He told me that the idea of living next door to a safe 

injecting room, where people will be going in and out to use drugs, makes him feel anxious and scared. He is very 

fond of the community garden around his flat and thinks it is going to be ruined and littered with dirty needles. 

Fabio is also worried about some of the drug users becoming aggressive and trying to hassle him for money or 

even following him around because this has happened to him many times before, when he was living in several 

crisis accommodations.  

 

At any rate I think it will be disastrous for his morale and that of all the other vulnerable residents renting at Drill 

Hall. For this reason and the ones above-mentioned, I strongly oppose the proposed plan to build a second safe 

injecting room at Co-Health as this initiative could seriously jeopardise the safety, health standards and range of 

amenities enjoyed by the residents at Drill Hall (all suffering from a variety of mental health issues and traumas) 

while their loved ones will ultimately have no peace of mind at all.  

 

Furthermore the stall holders doing business at the nearby Victoria Market and all the people walking and shopping 

in the area will also be badly affected by the proposed MSIR and the relaxed atmosphere and character, so typical of 

this iconic precinct of North Melbourne will be irrevocably lost. All in all this plan has been poorly devised and it is 

morally indefensible. 

 

It is very heartening to see that the Lord Mayor Sally Capp and the Deputy Lord Mayor Arron Wood are also 

supporting my views and it would be wonderful if all other councillors could maintain a united front on the 

aforesaid matter. 

 

 

Sincerely, 

 

 

Cristina R. Piccinno  

 

 

 

 

 

 



3

 

 

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

Committee via 

phone or Zoom in 

support of your 

submission: *  

No 
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Privacy acknowledgement: *  I have read and acknowledge how Council will use and disclose my 

personal information. 

Name: *  Sam Biondo  

Email address: *  sbiondo@vaada.org.au  

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: *  7.6 

Alternatively you may attach your written 

submission by uploading your file here:  sub_council_motion_17072020.pdf 621.00 KB · PDF  

Please indicate whether you would like to 

address the Future Melbourne Committee 

via phone or Zoom in support of your 

submission: *  

No 

 



  
 
 
 
 
 
 
20 July 2020 

 

 

Future Melbourne Committee 
Melbourne City Council 
Agenda Item 7.6 
 
 
 
Attention Future Melbourne Committee 

 
Notice of Motion, Deputy Lord Mayor Arron Wood: Medically Supervised Injecting Room  

 
The Victorian Alcohol and Drug Association (VAADA), is the peak body for the not for profit alcohol and 

other drug (AOD) treatment sector. We write in relation to the above motion noting a number of concerns 

and inaccuracies. Despite this, we accept that there is value in determining the most suitable location for a 

medically supervised injecting facility. 

In particular we query the context of the following relating to the preferred site: 

‘1.1.1  Inappropriate due to its immediate proximity to vulnerable resident groups, its proximity to Queen 
Victoria Market, a site which attracts significant numbers of customers, traders and tourists. ‘ 
 

The motion refers to site being in proximity to ‘vulnerable’ resident groups as well as customers, traders 
and tourists. Further elaboration on how it has been determined that these cohorts are vulnerable would 
be informative. Most medically supervised injecting facilities operate in high-density populated areas with 
existing drug markets where the local residents, traders and tourists have already been participating in 
public life.  
 
This point, if applied broadly, would be an exercise in extreme stigma and would be prohibitive in 
determining suitable sites for this facility within the city of Melbourne.  
 
‘1.1.2. Inadequate in relation to the provision of associated medical services not limited to but including 
rapid detox and rehab beds and the ability of the site to physically accommodate a MSIR similar to that in 
North Richmond.’ 
 
Point 1.1.2 is inaccurate and uses similar wording to a government press release in 2017 (More Rehab Beds, 
Better Treatment and Safer Streets, 31/10/20171) which announced the North Richmond MSIR as well as an 
uplift in residential AOD treatment modalities. 
 
The uplift in residential treatment and withdrawal services, while mentioned in the same press release is 
not linked to the North Richmond MSIR. The uplift in residential services relates to additional residential 
rehabilitation capacity mostly located in outer Melbourne not for profit facilities and a rapid detox facility 
which was to be trialled in Melbourne’s East. The release also included a response to unregulated for profit 
organisations seeking to support people experiencing AOD dependency which is also unrelated to the MSIR.  
 

                                                           
1 https://www.premier.vic.gov.au/more-rehab-beds-better-treatment-and-safer-streets/ 



It is not congruent with the operation and purpose of medically supervised injecting facilities to have 
residential or withdrawal facilities on site. Furthermore, harm reduction, which informs the purpose of 
medically supervised injecting facilities, abides by the notion that some people will continue to use 
substances irrespective of the legal, therapeutic or social systems in place; these people will be at increased 
risk of incurring harm, however, harm reduction services, such as medically supervised injecting facilities, 
reduce that harm. Engagement in treatment and other health and welfare services, while not a mandatory 
element of medically supervised injecting facilities, should still be encouraged.  
 
Therefore, the point relating to an uplift to AOD residential support, which is based on a misinterpretation 
of a prior government announcement applies an unrealistic expectation for site suitability and is entirely 
unrelated to the location of a medically supervised injecting centre. 
 
We note that Cohealth, similar to North Richmond Community Health, is a community health service which 
provides a range of medical services to the local community. The benefits of a community health service 
providing medically supervised injecting were realised in the Review of the Medically Supervised Injecting 
Room where there have been 10,540 referrals to other health services. Being a community health service, it 
is reasonable to assume that Cohealth can provide an equivalent rate of referrals if similar demand 
presents. 
 
1.3 On amenity 
 
We note the reference to amenity in point 1.3 and support the notion that amenity in public spaces is an 
important consideration in any public health or broader social endeavour. The risk with the current line of 
debate is that aligning amenity with supervised injecting and those using the service enhances a pervasive 
sense of stigma and discrimination which deters people from using not only these but broader health 
services, perpetuating harm (including fatal overdose) with a resultant adverse impact on amenity. We 
further discourage the unnecessary broadcasting of discussion and speculation on the location as this can 
lead to the interference of politics on public health. 
 
Public health should be the lead priority regarding the location of this service. The current circumstances as 
related to COVID-19 reiterates the priority governments internationally have given to saving lives. This is 
instructive in addressing the needs of people who use drugs who are at risk of harm; public health should 
be the central focus in determining the location of this service. 
 
Point 7 
Finally, in reference to point 7, we would be hopeful that council would see the overall benefits to the 
whole community in establishing and maintaining such a vital community health service and not use the 
health of the community as a bartering point.  
 
Should you have any queries, please contact me. 
 
Sincerely, 
 

 
 
Sam Biondo 
Executive Officer 
Victorian Alcohol and Drug Association 
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The safe injecting room has been deplorable for the community of North Richmond. It has made the area not safe 

for families and not safe for children. 

 

A series of interviews from DHHS to the members of the public housing showed that 97% of the residents of the 

public housing were scared of their own safety to go outside. I have talked a lot to the people in the public housing, 

and they have said that they don’t allow their children to play outside, and their children don’t play outside because 

of fears for their safety. Consequently, the children are often locked up in their small houses playing playstation 

and watching TV, whilst the playgrounds located outside are constantly empty. 

 

Other residents in the DHHS report said that they no longer travel to Victoria Street for supplies, instead choosing 

to drive elsewhere. Victoria Street business vacancies, pre covid19, had increased from 10% to 33% in just the first 

18 months of the injecting rooms operation. I personally used to go to Victoria street with my young family for 

dinner/lunch 1-2 times a week. We no longer go there, as it is not a safe neighbourhood for our children to go to. 

My wife refuses to shop on Victoria street now when she once was a regular client. My young children often tell me 

that they are scared of “people who make bad choices”, because they “yell and fight and say bad things.” 
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Street injecting has increased significantly, as more and more people come across the city to Richmond to buy 

drugs at a rate of half price because of the increased demand and supply. The independent panel showed that 

street based injecting had increased by 81% in the first 18 months of the operation of the injecting room. This is 

based solely on needle collection by city of Yarra and does not include syringe collection from DHHS and outreach 

workers whose numbers were increased during the course of the trial. The city of Melbourne had a 9.7% decrease in 

syringe picks (and hence public injecting) from April 2017 to April 2018. The city of port Phillip has a 17.3% 

decrease as users travelled to Richmond to trade and inject. Expect these numbers to increase significantly in the 

city of Melbourne should an injecting room be located there. 

 

The injecting room has invited more drug users into the area. Ambulance attendances including naloxone was at a 

rate of 382 per 18 months within 1km of the MSIR before the MSIR was in operation, and 599 in the first 18 months 

of the operation of the MSIR, a 58% increase. 

 

Ambulance callouts for other drugs, such as Ice, increased in the city of Yarra as well, whilst drugs from nearby and 

common large drug areas all decreased as people came across government borders into Richmond to access cheap 

drugs.  

 

The independent panel clearly state that the amenity of the area had no improved, and that “Drug trafficking and 

antisocial behaviour has significantly affected the local community”. They freely admit that the area is unlikely to 

get any better as improving amenity “is very hard to achieve or to demonstrate in association with establishing a 

supervised drug injecting service”. 

 

No community, and surely no council, would wish on any residents and businesses that the area will get worse 

because of an active drug market. 

 

The effect that the safe injecting room has had on business should be of a large concern for the city of Melbourne. 

People don’t want to be around drug users, especially when they often fight, yell, grunt, spit, sware, steal, and 

engage in violent, abusive, threatening and anti social behaviour. If Richmond is anything to go by, clients will 

decrease in the business areas around the proposed injecting room in Melbourne., and the business’s will suffer. 

Residents, especially families, will move out of the area, as the area will be no longer safe for children – as our 

family are looking at doing. Over time this will create the ghetto, that North Richmond is slowly becoming. 

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

No 
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WHAT IS IT REALLY LIKE TO LIVE NEAR AN INJECTING ROOM? 
 
I’m very dismayed & disappointed to read that that the Victorian Government has earmarked a 
‘preferred site’ (i.e. 53 Victoria St, Melbourne) for a second MSIR. 
 
Before a decision can be made on a second (or any future) MSIR location, a formal transparent public 
engagement process must be undertaken by Council and the State Government, which considers a 
wide array of alternate site options with an uncompromised focus on community safety and amenity. 
THIS WAS NOT THE CASE IN NORTH RICHMOND! 
 
How has it destroyed the area? 
The facts are that the North Richmond MSIR has now turned the immediate area into a tip site for 
drug users, criminals, drug dealers and used syringes. The residents are fed up and intolerant of the 
dangerous behaviour happening daily in the neighbourhood and the government's (and it’s 
spokespeople’s) unwillingness to admit that the amenity in the area has been completely destroyed 
in the last 2 years. I have been a resident for the past 17 years and some of the disturbing things that 
I have witnessed in the last 2 years as a result of the MSIR are: 

• Used syringes and drug paraphernalia constantly littered across the area. Users do not clean 
up after themselves. Most of them couldn’t care less as they don’t live locally. There was 
1/10th of the litter 2 years ago (which residents thought was bad back then!). 

• Public injecting occurring in visible areas such as streets and parks. Before the MSIR opened 
most users at least had the decency (or shame) to inject in the laneways out of public sight. 

• Parks & playgrounds are no longer used in the area as families are worried about stepping 
on needles which are left strewn everywhere. 

• Drug users are using the residential streets as a public toilet. 
• Drug driving is rife (and police don’t undertake roadside tests for heroin). I have witnessed 

numerous drivers injecting in their car and then driving off. Users have also been witnessed 
parking illegally out the front of the MSIR for 15 mins while they inject and then driving off. 

• Resident use of the Community Centre adjacent to the MSIR has dropped significantly and 
most mothers in the area now use other centres in Richmond as they don’t feel comfortable 
walking through the MSIR drug crowd. 

• West Richmond Primary School students are constantly exposed to the drug culture. 
Previously the drug crowd was located closer to Victoria St and students may have seen a 
user stumble past on occasions. 

• Heroin dealers have come to the area in their 100’s. Previously drug dealing generally 
occurred near the Vic St/Lennox St intersection. Now it occurs in all the surrounding 
residential streets/parks/cars & houses that the dealers now reside in. 

• Irrational, abusive behaviour of users towards residents has increased in line with the 
increase in users visiting the area. 

• Residents feel far more unsafe than ever before and shouldn’t have to tolerate feeling 
anxious about stepping outside their house or worried about stepping on a needle. 

 
Graphic Evidence 
I urge all members of the Future Melbourne Committee to please join the ‘MOVE THE INJECTING 
ROOM’ Facebook page for a firsthand account of the day to day activities that the local residents are 
experiencing. 
 
The Root of the Problem 
The root of the problem is the drug dealers who have invaded the area. Drug dealing constantly 
occurs in broad daylight in residential streets. Previously the dealers were given a ‘safe haven’ to 
move into the area which has exacerbated the problem and significantly increased the number of 



drug users and criminals visiting the area. VicPol will deny this however many residents have 
received comments from the police ‘on the street’ that this is the case. 
 

Healthy and Safe Public Housing Estates 
I think most people will agree that healthy and safe public housing estates are good for the local 
community, and as we all know, the number of people in need of accommodation far outweighs the 
supply of Public Housing. 
 
The drug dealing that I described above occurs on the doorstep of the Nth Richmond public housing 
towers, right in the faces of the most vulnerable people in our community. Under the watch of DHHS 
and the State Government, these criminals are having devastating effects on families who reside in 
the accommodation in the area. Obviously government & DHHS would be aware of this activity and 
the inaction by the government makes a mockery of the ‘war on drugs’ that they so often profess to 
be battling. 
 
It also prevents public housing from being remotely close to being ‘healthy & safe’. 
 
Independent Report 
The more I read the Independent Report for the MSIR, the more holes I find in it. The Panel’s 
statements that the MSIR has not created a ‘honey pot effect’ are ridiculous to say the least. There 
are 100’s of users visiting the area daily primarily to visit a dealer for cheap drugs without fear of 
penalty. These users had no interest coming here previously. The stats used in the body of the report 
seem to contradict the data enclosed in the Appendices. 
 
The report was also initially issued prior to the announcement that the MSIR trial would be extended 
for another 3 years, without the Appendices attached to the report so that anyone could interrogate 
the data. 
 
The Final Word 
Nth Richmond is really suffering at the moment due to the MSIR and the City of Melbourne needs to 
push aside fabricated positive stories about the success of the MSIR. The real facts need to be told 
and this can only occur by speaking to residents in Nth Richmond who have firsthand experience 
living near a MSIR. 
 
It seems that the supporters seem to be able to constantly find a way voice their approval in the 
media whereas the opposers are generally ignored as they are seen as ‘behind the times’ or 
‘insensitive’ to drug users. The reality is that if a ‘real survey’ was undertaken within Nth Richmond, 
the supporters would be out voted by the opposers 10 to 1. To date, myself or any of my neighbours 
(which live only 200m from the MSIR) have ever been consulted or surveyed about their thoughts on 
the MSIR. 
 
 
Regards 
 
 
Matthew Dean 
Nth Richmond Resident 
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To Whom It May Concern, 

 

These are my lived experiences since the opening of the MSIR in Lennox St, Richmond. My current residence is in 

York St, adjacent to Lennox St. 

 

Since the MSIR has opened, there has been a considerable and noticeable increase in drug activity in my direct 

neighborhood.  

 

So much so that every time I make the short walk from my home along Lennox St to Victoria St I witness at least 

one of these three things -  

1. someone shooting up (in a car or in the street),  

2. a drug deal taking place, 

3. anti-social behaviour - usually consisting of either loud obscenities being yelled or other inappropriate public 

displays (ie urination, "zombie walking", littering, fighting). 

 

On a daily basis, the detritus from drug use appears in my front driveway - whether deposited there after someone 
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has shot-up there directly, or blown in from our gutters and in our streets. Things such as used syringes, syringe 

packaging, orange syringe caps, yellow hazardous waste containers, blood-stained cotton wool balls and used 

alcohol wipes. 

 

As a case in point, before my son's 6-year-old birthday party earlier this year (when we could still have gatherings 

of people at our house), I had to call the Yarra Council to get them to clear my driveway of a pair of used needles 

and bloodied cotton ball swabs before my son's friends and their families arrived. 

 

The MSIR in Lennox St has become so busy that when there are no tables available they now hand out "doggy-bags" 

consisting of a clean needle, an alcohol swab, a yellow hazardous waste container and cotton wool balls all neatly 

packed in a brown paper bag ready to be used. A drug-user who leaves the MSIR with this is almost certain to shoot 

up in our streets as they have already scored their drugs and want to make use of them as soon as they can. 

 

This is not an acceptable way for a health facility to operate. And nor is it an acceptable location for a facility of this 

nature to be positioned. A single lane driveway separates it from our local primary school. It is attached to a 

community health centre that should see to the needs of the entire community, not just the needs of a few. It is 

within a densely packed residential zone, yet for the MSIR to function effectively, it needs policing in the directly 

surrounding area to be withdrawn - yet this is the area where the people of North Richmond have their homes and 

live and go about their daily business.  

 

Every attempt made or yet to be made to remedy the situation is simply an ineffective bandaid solution so long as 

the facility remains in its current location. 

 

The only genuine solution to the current situation is for the facility in Lennox St to be relocated. 
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Dear Future Melbourne Committee, 

 

I support the motion put forward by Deputy Lord Mayor Arron Wood stating that the 53 Victoria Street site would be 

inappropriate and inadequate to host a supervised injecting room. 

 

I urge the committee to unanimously vote in favour of the motion, as an act of solidarity to demonstrate the need 

for the Victorian Government to properly engage with the City of Melbourne on matters that have a notable impact 

on the local community. 

 

Proponents for injection rooms often rally around the concept of saving lives, while diminishing the impact that its 

presence has on all of the lives in the community. Quality of life, living without fear and escaping the distress that 

addiction causes are of paramount importance for the residents, traders and tourists the frequent the space around 

53 Victoria Street. 

 

I worry about the safety of my family, the wellbeing of my neighbours, the need for a safe work environment for 

concierge and security staff in the surrounding buildings, and the welfare of local traders if an injection site would 
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be placed on Victoria Street. 

 

Regards, 

Sam Weaner 

Resident 
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I write to you both as a resident of North Richmond, living in close proximity to the Medically Supervised Injecting 

Room (MSIR) trial site at 23 Lennox St Richmond, and as a member of the Executive Team for the MSIR Residents 

Action Committee (MRAC). 

 

I had originally intended to provide you with my own personal experiences of the trial in North Richmond, however, 

was contacted by local residents who were desperate to share their own experiences with you, but felt afraid to put 

their name on the public record for reasons they explain below. Consequently, with your indulgence, I would like to 

use my submission as the means for sharing their story, which is everything following. 

 

To City of Melbourne 

 

We live in North Richmond. 

 

We are unwilling to make a submission as required because it would involve having to put our name and contact 

details on the public record. 
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We already feel incredibly vulnerable and unsafe in our own home, as a result of its proximity to the injecting room 

and the crime we cannot help but regularly witness, and occasionally experience. We see drug deals every single 

day. People recognize you and know where you live. It is difficult to explain the psychological impact it has when 

you do not feel able to safely move around the street, and you are fearful every time you leave the house. 

 

In the past two years, our children have seen and heard awful things that have traumatised and frightened them, 

stripping them of their sense of safety in the world. It has made them aware of things they were not previously 

exposed to. Occasionally one of them will suddenly grip me and their fingers will dig into me in fear; they say 

things like, ‘I’m scared of how that lady looks at me’. 

 

We would not want any other person to have to endure this in their neighbourhood. Please do not put an injecting 

room in a place that puts ordinary people like us at risk. 

 

Prior to the announcement of the injecting room our area was a typical inner-city urban environment. We noticed 

the odd rough patch around North Richmond station and a few points along Victoria Street, which we could avoid if 

needed. We did not experience much drug activity in our residential streets. That has all changed and gone out the 

window. Our residential streets are now awash with drug activity of every sort, and the whole problem has exploded 

in scale. 

 

The state government has invited drug users to come to our area and this has created a safe space for dealers to 

operate. Drug use will move to where this immunity exists. There are of course a few local drug users, but the vast 

majority are people coming from outside the area. 

 

This is a statewide problem – it is unfair to concentrate and impose the roughest impact of it on our residential 

community. 

 

We would beg you (and the state government) to include us in your considerations. To view the problem in a 

holistic way, so that assistance to those suffering drug addiction does not negatively impact innocent lives, such as 

those of the children growing up in North Richmond. 

 

We would urge you to critically examine the framework for any potential proposal, as the operation of the existing 

model here seems lacking in many ways and fraught with failure. 

 

Thank you.  
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I well know how hard Deputy Lord Mayor Arron Wood has 

worked to bring this issue to a resolution that fully addresses the concerns of residents such as myself and the 

many other stake holders in the Victoria Market area and I sincerely hope it will will have the full support of all 

Councillors and that it's message to the State Government is thus clear and unequivocal.  

 

Lord Mayor Sally Capp has worked very hard on this issue and her principled support for the motion is especially 

welcome and an example of the unity of 

purpose and leadership that animates the Council at its best and which, again, I hope, will be supported by all 

Councillors. 

 

I hope also that further investigation of suitable sites in the CBD for an MSIR, gives very high priority to its 

appropriateness in relation to existing resident, public and business amenities, particularly as an MSIR's 

requirement for the passive policing of its environs, must inevitably reduces protection of such amenities and 

therefore their value, utility and attractiveness for the general public and local residents who must use them. If 

passive policing is required, then the site should be in area 

where that requirement can be satisfied with the least detriment to others, including the sense of ethos and 
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obligation to protect all under the law, which also governs police practice itself. 

 

 

I remain concerned also, that the simplistic repetition 'that 'it (an MSIR) saves lives' is used as 'blinding moral 

certainty' to cancel out opposing views and dissolve the complexity of the issue. This is equally a governance, as 

well as a moral issue and goes to the heart of what we mean by a civil society and the protections and benefits it 

should extend to everyone in it. Amenities in the best sense are civic entities and the City has a responsibility, as a 

civic institution,to maintain them as such for the benefit of residents,public and tourists alike. I hope the Council 

always the courage to stand up for its own civic obligations and to be very careful to examine any applications for 

exemption, no matter how morally worthy it sounds. 

 

 

I was thus very impressed that both the Lord Mayor and the Deputy Mayor came away from their meeting with Drill 

Hall residents on July 1st with a resolve to ensure that those with disability and other forms of disadvantage, are 

not forgotten and should have the same best possible access to the city's amenities and facilities as everyone else 

whether, resident, visitor or worker. 

 

The motion supports the siting of an MSIR in the City and I support that also, but it must be in area, which least 

disturbs the social fabric and the civic amenities which support it and that means where passive policing would also 

mean the minimum of harms to the public, as well as to those who use the MSIR. On these grounds, it must most 

certainly not be sited near the most vulnerable and disadvantaged residents of the city. And as the motion 

suggests, the State Government should remove that option altogether from the proposal. 

 

Martin Mulvihill 

 

Drill Hall Residents Association 
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I am making a submission to the city of melbourne’s Councillors asking them to unanimously support the motion 

by Deputy Lord Mayor Arron Wood in relation to the Medically Supervised Injecting Room which requests the CEO to 

write to Vic govt ministers telling them to remove Medically Supervised Injecting Room (MSIR) at 53 Victoria Street, 

adjacent to the Queen Victoria Market as a site option for proposed MSIR.  

 

The purpose of the safe injecting rooms should be to save lives. It shouldn't lure new people into drug addiction. 

Choosing a place right next to a popular tourist location and a place frequented by families, teens and children will 

act as one as it is a flex banner by the government. Residents who lives nearby and the parents who visit the 

market or some families travelling in a car (as it would be in one of Melbourne’s busiest Victoria street) will have 

tough time explaining to their children and vulnerable teens. You have a government run medically supervised safe 

injecting room in an iconic place and how one can explain to their vulnerable children that it is wrong to use drugs 

but if one wants to use it they can use this site where you have a medically supervised team of doctors/nurses who 

will actively monitor the toxicity of the drug being injected. We will be sending wrong signals for the vulnerable 

children out there.  

 

I am one of the residents living with my family in the drill hall building just above the proposed MSIR site at 53 
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Victoria street. This building house vulnerable residents, families, and people with disabilities. Also, there are few 

people who have successfully rehabilitated from drug addiction residing in the residential area at drill hall and it 

will be a disaster and injustice to them. We all are worried about our safety and possible damage to the mental 

health of vulnerable residents if an MSIR opened downstairs. Moreover, we are facing social isolation with our 

friends and their families raising concerns about visiting us pertaining to the safety of the location when an MSIR 

started operating in our building.  

 

With this proposed site, the one who needs to use safe injecting room so badly may have to wait longer in the 

queue as it will pull the wrong crowd (one timers and visitors will try the place) and it will be a total disaster. The 

newly developed Children Friendly No Smoking Drill Hall Community Garden would become a resting place/waiting 

place for those who badly needs it and for the people in queue. There are real chances for them to use the garden 

for injecting drugs. That could very well spread to platforms near Victoria markets. Even there are chances they 

avoid this injecting room due to longer wait times and the location's non discrete nature. If this situation ever 

happen, this Medically Supervised Injecting Room would not serve the purpose. 

 

The injecting rooms should be in a place which is discrete, away from residential areas, but safe to those who use 

the injecting rooms and for the staffs supervising them. This government proposed place is not that where 

children, teens, and other vulnerable people live around and usually spend some time in the drill hall community 

garden, Vic Market, and surrounding area. There was so much effort put by the city of Melbourne to build that 

wonderful family friendly garden and I fear it is nullified by this announcement. I strongly believe there would be a 

better place that is discrete and safe in CBD or in the outskirt of city that would serve the purpose.  

 

I was relieved with the recent developments in the community garden, cleaning up of places and recent 

infrastructure developments near Victoria market that made the area and its surrounding places very safe in the 

recent days. But with this announcement the efforts put by city of Melbourne and the people residing in the area 

would be undone. 

 

So, I kindly request again all the Councillors to relieve our distress by supporting the motion by Deputy Lord Mayor 

Arron Wood in relation to the Medically Supervised Injecting Room 

 

Please indicate 

whether you 

would like to 

address the Future 

Melbourne 

No 
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Committee via 

phone or Zoom in 

support of your 

submission: *  

 



1

  

Privacy acknowledgement: *  I have read and acknowledge how Council will use and disclose my 

personal information.  

Name: *  stephen mayne  

Email address: *  stephen@maynereport.com  

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: *  Item 7.6 - supervised injecting facility 

Please write your submission in the space 

provided below and submit by no later than 

10am on the day of the scheduled meeting. 

Submissions will not be accepted after 

10am.  

There has been far too much politics played over this sensitive issue 

and I'd like to be the final oral submitter on this topic at tonight's 

committee meeting. 

Please indicate whether you would like to 

address the Future Melbourne Committee 

via phone or Zoom in support of your 

submission: *  

Yes 

 



1

Privacy acknowledgement: *  I have read and acknowledge how Council will use and disclose my 

personal information. 

Name: *  Gwen Rathjens  

Email address: *  toadmall@bigpond.com  

Date of meeting: *  Tuesday 21 July 2020  

Agenda item title: *  7.6  

Please write your submission in the space 

provided below and submit by no later than 

10am on the day of the scheduled meeting. 

Submissions will not be accepted after 

10am.  

I support the motion put forward by A Wood and S Capp and urge all 

Councillors to do so. A united common sense response will carry 

more weight with the Victorian Government and this is essential. 

There should not be such a facility any where near residential homes. 

Thank you 

Please indicate whether you would like to 

address the Future Melbourne Committee 

via phone or Zoom in support of your 

submission: *  

No 
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