Mr Andrew Barr MLA
ACT Treasurer
budgetconsultation@act.gov.au

Submission to the ACT Budget Consultation 2015 - 2016

Dear Mr Barr MLA,
The Alcohol Tobacco and Other Drug Association ACT (ATODA) is grateful for the
opportunity to provide a submission to the public consultation for the ACT Budget
2015 - 2016.Thank you for granting us an extension for submission equivalent to that
of the ACT Council of Social Service (ACTCOSS).
ATODA is the peak body for the alcohol, tobacco and other drug (ATOD) sector in
the ACT and seeks to promote health through preventing and reducing ATOD related
harms.
The funding requests in this submission are considered within the context of the
challenging fiscal realities of the ACT economy and Canberra’s ambitious social
policy agenda. The priorities identified are evidence-informed and seek to have longterm benefits for individuals, families and communities of Canberra.
We hope that our funding submission will help inform how new funding could be
allocated through the ACT Budget and how existing funding, for example within the
Health envelope, could be distributed.
The harms from ATOD continue to impose heavy costs, in personal and financial
terms, on individuals, families and the ACT community. The ATOD sector, including
treatment services, researchers, consumers and policy makers, continue to play a
key role in reducing the harms associated with ATOD use. The sector has proven
efficient in reducing the demand for more expensive acute health and criminal justice
services, improving the wellbeing of Canberrans and saving lives. Despite this,
ATOD interventions receive less funding than other health-related Territory funded
sectors. The sector has identified some areas where existing resources could be
better allocated, don’t exist or where reform is not possible without an additional
funding injection.
The process for developing this submission has included regular discussions with the
sector and other stakeholders and has been informed by a consultation survey
undertaken by ATODA. This submission includes some preliminary information to
help the ACT Government better understand ATOD harms and assess its
expenditure on ATOD interventions (utilising a case study of treatment expenditure).
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A number of initiatives to prevent and reduce ATOD related harms in the ACT are
also included within this submission and summarised in the table below.
We note that the community services sector has developed a joint statement, lead by
ACTCOSS, asking for the ACT Government to commit to short and long term goals
to address homelessness and housing problems in a coordinated way. ATODA
acknowledges the importance of addressing the social determinants of health in
order to prevent and reduce alcohol, tobacco and other drug related harms
particularly for people experiencing complex and severe problems. Effectively
addressing housing and homelessness is essential and complementary to the
investment in, and effective delivery of, services in the alcohol, tobacco and other
drug sector. ATODA supports and refers you to the ACTCOSS joint sector budget
statement on Housing.
Please do not hesitate to contact us if we can provide any further information or
support.
Yours sincerely,

Carrie Fowlie
Executive Officer
Alcohol Tobacco and Other Drug Association ACT (ATODA)
carrie@atoda.org.au
27 October 2014
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Summary of funding priorities to prevent and reduce alcohol, tobacco and other drug related harm in the ACT (2015 - 2016)
Priority
Improving the quality and
availability of drug
treatment

Initiative

Description

Funding

Addressing service gaps
through reducing waiting
times for drug treatment

To enable treatment uptake, ease the pressure
on residential drug treatment services, and see
a reduction in unacceptable waiting periods, by
investing in non-residential therapeutic services
(such as counselling, case management and
peer treatment support) delivered by specialist
non-government alcohol, tobacco and other
drug services.

Equivalent investment across nongovernment and government
specialist alcohol, tobacco and
other drug treatment services

Developing the Aboriginal
and Torres Strait Islander
alcohol, tobacco and other
drug workforce

To implement culturally secure, needs and
evidence-based strategies to grow and
strengthen the ACT Aboriginal and Torres Strait
Islander alcohol, tobacco and other drug
workforce including for the new Ngunnawal
Bush Healing Farm

$150,000 (estimate)

ACT alcohol, tobacco and
other drug service user
census and satisfaction
survey

To develop a robust profile of service users, and
improve consumer participation in quality
improvement and outcome monitoring of ACT
alcohol, tobacco and other drug services by
implementing a service user census and
satisfaction survey.

$30,000 in 2015 and then again
every 18 – 24 months (estimate)

Alcohol, tobacco and other
drug worker post-graduate
scholarship scheme

To improve workforce capacity and retention by
facilitating access to subsidised specialist ATOD
post graduate level continuing professional

$15,000 per annum, recurrent
(estimate)

the ACT.
Preventing and reducing
opioid related morbidity
and mortality

Stage 2: Implementing
Expanded Naloxone
Availability in the ACT

To expand the current successful naloxone
program by embedding opioid overdose
education and naloxone prescription as core
business in drug treatment and support services
and other health settings where opioids are
prescribed

$98,000 off-one (estimate)

Preventing and reducing
blood-borne virus
transmission and infection

Addressing services gaps by
expanding needle and
syringe program delivery
modalities

To prevent and reduce blood-borne viruses
transmission and harms by increasing needle
and syringe program coverage through peer
based outreach models

$96,800 per annum recurrent
(estimate)

Preventing chronic disease
and supporting health
equity through tobacco
management

Workplace tobacco
management in services that
support disadvantaged
people

To prevent chronic disease and promote healthy
behaviours by facilitating and coordinating
workplace tobacco management programs
targeted at services that work with
disadvantaged people.

$76,000 per annum (estimate)

Subsidised Nicotine
Replacement Therapy (NRT)
for smokers from priority
populations accessing health
services

To reduce chronic disease and support health
equity by providing a comprehensive program to
provide subsidised nicotine replacement therapy
(not currently covered on the Pharmaceutical
Benefits Scheme) to smokers who are service
users of non-government health services.

$100,000 per annum recurrent
(initial estimate)

Evidence-informed drug
driving public education
campaigns

To improve road safety by increasing the
public’s knowledge of drugs and their effects on
driving and ACT roadside drug testing by
undertaking evidence-informed public and
targeted education campaigns as a partnership

Estimates to be sourced from
Justice and Community Safety
Directorate and ACT Health

Improved Road Safety
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between criminal justice and health.
Fully funding 2012 ACT
Election Commitments

Aboriginal and Torres Strait
Islander tobacco control

To fully fund the Aboriginal and Torres Strait
Islander Smoking Cessation Program as per the
2012 ACT Government election commitment.

$432,700 (estimate total remaining
funding to be committed)

Outpatient services for drug
and alcohol services

To fully fund the Outpatient Service for Drug and
Alcohol Services as per the 2012 ACT
Government election commitment.

$684,000 (estimate total remaining
funding to be committed)

Developing evidenceinformed responses to
emerging drug trends

Developing a comprehensive
response to the increasing
harms from crystalline
methamphetamine use

To initiate a policy process to equip the
community, services and systems to prevent
and respond to the increasing harms that result
from crystalline methamphetamine use.

Undertake a collaborative policy
process with consumers, drug
treatment services, researchers
and others (e.g. police, mental
health, etc.) to determine the
priority responses and the
resources they require

Developing and
implementing evidenceinformed drug treatment
responses within the Care
and Protection system

To improve outcomes for
families and children by
addressing parental alcohol
and drug problems in the
context of the Out of Home
Care Strategy 2015 – 2020
and the Care and Protection
system more broadly

To initiate a policy process to equip the
community, services and systems to provide a
comprehensive response to families affected by
alcohol and drug problems who are (or are at
risk of being) involved with the Care and
Protection System.

Undertake a collaborative policy
process with consumers, drug
treatment services, researchers
and others (e.g. police, mental
health, etc.) to determine the
priority responses and the
resources they require (including
better utilising the existing
resources and those to be
allocated through the Out of Home
Care Strategy)
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Introduction and context of alcohol, tobacco and other drug
related use, harms, expenditure

Alcohol, tobacco and other drug use
86% of ACT adults state they use alcohol, with 20% of drinkers being in the ‘risky’
level of consumption. The prevalence of daily tobacco smoking is 11%. Illicit drug use
is also not uncommon in the ACT, with 14% of people aged 14 years or older
reporting use of an illicit drug in the year before interview.1
Alcohol, tobacco and other drug harms
The harms from ATOD continue to impose heavy costs, in personal and financial
terms, on individuals, families and the ACT community. For example:
•

Emergency Department presentations at The Canberra Hospital and Calvary
Hospital for the toxic effects of alcohol, including acute alcohol intoxication,
increased by 34.7% over the period 2009-10 to 2012-13. Emergency
Department presentations at The Canberra Hospital and Calvary Hospital for
alcohol-attributable injuries increased by 23.7% over the same period.2

•

22.6% of ACT males reported driving a motor vehicle under the influence of
alcohol while 13.0% of ACT females reported driving under the influence.3

•

In 2013 there were 184 (147 in the previous year) diagnoses of hepatitis C
infection in the ACT, a rate of 45.9 (37.2 in the previous year) per 100,000.4
Of particular concern is that the estimated number of people with hepatitis C
living with moderate to severe liver disease has more than doubled (115%
increase) in Australia over the past ten years.5

•

74% of Alexander Maconochie Centre (AMC) inmates reported that the
crimes for which they were imprisoned were drugrelated. Some 32% reported
injecting illegal drugs while at the AMC.6

The ACT’s response to alcohol, tobacco and other drug related harms
The ACT Alcohol Tobacco and Other Drug Strategy provides strong leadership and
guidance in addressing ATOD related harms in the Territory. The underpinning harm
minimisation approach and burden of harms framing ensure that our responses are
informed by evidence and target issues most likely to impact on Canberrans.

1

McDonald, D. (2012). The extent and nature of alcohol, tobacco and other drug use, and related harms,
th
in the Australian Capital Territory, 4 Edition. Canberra: ACT Health.
2
ACT Health. (2013). Key trends nationally and locally in relation to alcohol consumption and alcoholrelated harm. Canberra: ACT Health.
3
McDonald, D. (2012). The extent and nature of alcohol, tobacco and other drug use, and related harms,
th
in the Australian Capital Territory, 4 Edition. Canberra: ACT Health.
4
The Kirby Institute for Infection and Immunity in Society. (2014). HIV, viral hepatitis and sexually
transmissible infections in Australia. Sydney: University of New South Wales.
5
The Kirby Institute for Infection and Immunity in Society (2014) HIV, viral hepatitis and sexually
transmissible infections in Australia. Sydney: University of New South Wales.
6
ACT Health. (2011). 2010 ACT Inmate Health Survey Summary Results. Canberra: ACT Health.

The ACT ATOD sector leads Australia in many areas such as opioid maintenance
therapy, needle and syringe programs and opioid overdose prevention and
management. There remains, however, an ongoing need to develop and invest in
approaches that seek to reduce drug related harm in the ACT.
Understanding and assessing expenditure on alcohol, tobacco and other drug
interventions
A case study of treatment and support services
One model by which the ACT Government could interpret its health expenditure is
assessing it as a proportion against the relative burden of disease. For example, drug
treatmentrepresents 0.8% of total health care spending nationally.7 This is
significantly less than the burden of disease for alcohol and illicit drugs that is 1.9%.8
This is a reasonable comparator because the burden of disease takes into account
all health disorders.
In terms of social costs, Collins and Lapsley’s seminal work (2008), last calculated for
2004/2005, estimated annual social costs for ATOD to be $56 billion. If we remove
tobacco from this figure, treatment spending represents a mere 5% of the social
costs.
Key principles in funding alcohol, tobacco and other drug interventions for
Aboriginal and Torres Strait Islander people
Information on the principles for funding and provision of alcohol, tobacco and other
drug interventions for Aboriginal and Torres Strait Islander people is provided in the
National Indigenous Drug and Alcohol Committee’s (NIDAC) position statement,
Funding of Alcohol and Other Drug Interventions and Services for Aboriginal and
Torres Strait Islander People.9
The paper provides a rationale for the provision of Aboriginal and Torres Strait
Islander specific alcohol, tobacco and other drug services by Aboriginal and Torres
Strait Islander community controlled organisations, as well as recommendations on
ways to support Aboriginal and Torres Strait Islander community controlled
organisations to provide these services.
ATODA encourages the ACT Government to consider these principles in the
allocation of any alcohol, tobacco and other drug funding targeted towards Aboriginal
and Torres Strait Islander people and communities.

7

Steering Committee for the Review of Government Service Provision. (2014). Report on Government
Services 2014. Canberra: Productivity Commission. Available online at: http://www.pc.gov.au/gsp/rogs
8
Begg et al. (2007). The burden of disease and injury in Australia 2003. Canberra: Australian Institute of
Health and Welfare. Available online at: http://www.aihw.gov.au/publication-detail/?id=6442467990
9
National Indigenous Drug and Alcohol Committee. (2013). Funding of Alcohol and Other Drug
Interventions and Services for Aboriginal and Torres Strait Islander People. Position Statement.
Canberra: Australian National Council on Drugs. Available online at:
http://www.nidac.org.au/images/PDFs/NIDACpublications/Funding.pdf

PRIORITY: Improving the quality and availability of drug treatment
Initiative:

Addressing service gaps through reducing waiting times for
drug treatment

Description:

To enable treatment uptake, ease the pressure on residential drug
treatment services, and see a reduction in unacceptable waiting
periods, by investing in non-residential therapeutic services (such as
counselling, case management and peer treatment support) delivered
by specialist non-government alcohol, tobacco and other drug
services.

Funding:

Equivalent investment across non-government and government
specialist alcohol, tobacco and other drug treatment services

Some Canberrans have to wait up to 2 months to access residential alcohol and drug
treatment.10 This is unacceptable and perpetuates or prolongs crisis, risks and harms
for people needing treatment, their families and the community.
The research tells us that lengthy waiting lists for drug treatment are detrimental to
people and that, wherever possible, we should have a treatment on demand
model.11,12 A treatment on demand model can lead to the immediate reduction or
elimination of drug use13,14 and its associated harms.
People waiting to access treatment tend to have increased drug, psychiatric and
employment problems.15 They are also more likely to drop-out of, or not engage with,
treatment. For example one study found that the most significant reason for not
enrolling in treatment was the prospect of being placed on a waiting list.16
Furthermore, waiting for treatment may contribute to involvement in the criminal
justice system.17
The increased pressure on residential alcohol and drug services, and resulting
waiting lists, in the ACT may be compounded by a lack of non-residential therapeutic
services such as counselling, case management and peer treatment support. These
programs provide complementary drug treatment options for people unable or not
wanting to access residential treatment. They can also relieve some of the burden
and subsequent waiting lists for residential services. Non-residential therapeutic
10

ATODA. (October 2014). Personal communication with specialist drug treatment services.
Friedman, P. Lemon, S. Stein, M. & D’Aunno, T. (2003). Accessibility of addiction treatment: results
from a national survey of outpatient substance abuse treatment organizations.
Health Services Research Journal 38(3): 887-903.
12
Kaplan, E. & Johri, M. (2000). Treatment on demand: an operational model. Health Care Management
Science 3(3): 171-183.
13
Carr, C. Xu, J. Redko, C. Lane, D. Rapp, R., & Goris, J. et al. (2008). Individuals and system
influences on waiting time for substance abuse treatment. Journal of Substance Abuse Treatment.
32(2):192-201.
1414
Kaplan, E. & Johri, M. (2000). Treatment on demand: an operational model. Health Care
Management Science 3(3): 171-183.
15
Chun, J., Guydish, J., Silber, E., & Gleghorn, A. (2009). Drug treatment outcomes for persons on
waiting lists. American Journal of Drug and Alcohol Abuse. 34(5): 526-533.
16
Pollini, R., McCall, L., Mehta, SH., Vlahov, D. & Strathdee, SA. (2006). Non-fatal overdose and
subsequent drug treatment among injection drug users. Drug Alcohol Dependence. 83: 104-110.
17
Justice Policy Institute. (2008). Substance Abuse Treatment and Public Safety. Washington: Justice
Policy Institute.
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services provide drug treatment and support to people without the need for bedbased infrastructure, and for many people, participation in these non-residential
programs is as least as effective as residential treatment. Furthermore, nonresidential therapeutic programs enable people to remain at home and engaged with
family and work or study commitments.
The ACT Government has recently and explicitly invested in drug treatment through:
•

•

Its 2012 ACT Election commitments to:
o Provide additional drug and alcohol outpatient services and
o Establish an alcohol ignition interlock program with a therapeutic
component
Providing ongoing funding (once the Commonwealth investment ceased) for
the drug diversion program, the Early Intervention Pilot Program (EIPP)18

While these three investments are welcomed, it is important to note that they are for
delivery of services by the ACT Government. Similar investments in non-government
services have not been seen. This is concerning given that 90% of specialist drug
treatment organisations in the ACT are non-government; and these services are
essential and equal partners in preventing and reducing drug and alcohol related
harms in the ACT.19 While non-government services have endeavoured to proactively
and positively develop their services within existing resources; many non-government
services are now left with little resourcing to meet increasing demand and
expectations from the community and ACT Government.
To ease the pressure on residential treatment services, and see a reduction in
unacceptable waiting periods, it is vital that investments in specialist non-government
drug and alcohol services match those made for specialist ACT Government drug
and alcohol services.

18

Hughes, C., Shanahan, M., Ritter, A., McDonald, D. & Gray-Weale, F. (2013). Evaluation of the
Australian Capital Territory Drug Diversion Programs. Canberra: ACT Government
19
Australian Institute of Health and Welfare. (2011). Alcohol and other drug treatment services in the
Australian Capital Territory 2009-10: findings from the National Minimum Data Set. Canberra: AIHW.

Initiative

Developing the Aboriginal and Torres Strait Islander alcohol,
tobacco and other drug workforce

Description

To implement culturally secure, needs and evidence-based strategies
to grow and strengthen the ACT Aboriginal and Torres Strait Islander
alcohol, tobacco and other drug workforce including for the new
Ngunnawal Bush Healing Farm

Funding

$150,000 (estimate)

Aboriginal and Torres Strait Islander people continue to bare a greater burden of ill
health than the rest of the population as a result of ATOD.20 The provision of quality
ATOD treatment and support services for Aboriginal and Torres Strait Islander people
remains a priority for strategic investment and action.
The Australian Government set ambitious targets for ‘Closing The Gap’ between
Aboriginal and Torres Strait Islander and other Australians in a number of areas
including smoking rates, life expectancy, educational attainment and employment
outcomes.21
The ACT Government responded to this initiative, including through the development
of a number of plans and strategies outlining strategic directions and priorities for
action. For example, objective 2 of the ACT Aboriginal and Torres Strait Islander
Health and Family Wellbeing Plan states that the ACT will try to ensure that services
are of high quality and culturally safe.22 This is particularly pertinent for the ATOD
sector as Aboriginal and Torres Strait Islander people are disproportionately affected
by ATOD problems at an individual, family and community level.23
It is estimated that there are a small number of Aboriginal and Torres Strait Islander
workers in the ACT ATOD sector. For example, ATODA estimates that approximately
30% of mainstream ATOD services employ one or more Aboriginal and Torres Strait
Islander workers.24 It is expected that the total workforce may need to double in the
next 2 – 3 years to meet demand, including the opening of new services such as the
Ngunnawal Bush Healing Farm. A proactive approach is necessary to improve the
cultural security of services and quality of specialist ATOD interventions available for
Aboriginal and Torres Strait Islander people.

20

Australian Institute of Health and Welfare. (2011). Substance use among Aboriginal and Torres Strait
Islander. Canberra: AIHW. Available online at: http://www.aihw.gov.au/publicationdetail/?id=10737418268
21
Council of Australian Governments. (n.d.). Closing the Gap on Indigenous Disadvantage. COAG.
Available online at: https://www.coag.gov.au/closing_the_gap_in_indigenous_disadvantage
22
ACT Government. (2006). A new way: The ACT Aboriginal and Torres Strait Islander Health and
Family Wellbeing Plan. Canberra: ACT Government.
23
AIHW 2011. 2010 National Drug Strategy Household Survey report. Drug statistics series no. 25. Cat.
no. PHE 145. Canberra: AIHW. Available online at: http://www.aihw.gov.au/publicationdetail/?id=32212254712
24
Based on personal communications with services at the end of 2013.

In order to meaningfully build the ATOD Aboriginal and Torres Strait Islander
workforce, multiple and concurrent strategies will need to be employed. Examples of
some proposed activities include:
•
•
•

•

Supporting and retaining the current Aboriginal and Torres Strait Islander
ATOD workforce through professional development activities.
Establishing an ATOD Aboriginal and Torres Strait Islander Workers
Network.
Providing subsidised ATOD qualifications for Aboriginal and Torres Strait
Islander people not currently employed in the ATOD sector to build and
expand the workforce.
Profile the ACT Aboriginal and Torres Strait Islander workforce as a means
of monitoring progress and outcomes.

These priorities are based on consultations with the Aboriginal and Torres Strait
Islander community and are an outcome of the December 2013 Aboriginal and
Torres Strait Islander Alcohol Tobacco and Other Drugs Workers Workshop
facilitated by Professor Kerry Arabena and sponsored by the Aboriginal and Torres
Strait Islander Health Unit, ACT Health.
This initiative aligns with the work that needs to be undertaken to re-develop the
Ngunnawal Bush Healing Farm Model of Care, for the goal of it being staffed by
trained Aboriginal and Torres Strait Islander people and being community controlled.
It is expected that this investment would be a ‘booster’ investment and that initiatives
such as the subsidised qualifications could be maintained through existing ATOD
setor workforce development initiatives.
For further details please see the paper Improving the Health and Wellbeing of
Aboriginal and Torres Strait Islander People in the ACT: Alcohol, Tobacco and Other
Drug Workforce Development Initiative (March 2014). This paper was provided to
ACT Health in March 2014.

Initiative:

ACT alcohol, tobacco and other drug service user census and
satisfaction survey

Description:

To develop a robust profile of service users, and improve consumer
participation in quality improvement and outcome monitoring of ACT
alcohol, tobacco and other drug services by implementing a service
user census and satisfaction survey.

Funding:

$30,000 in 2015 and then again every 18 – 24 months (estimate)

The ACT Government has demonstrated an ongoing commitment to supporting and
funding consumer participation in health care.25 ACT alcohol, tobacco and other drug
services also acknowledge the value of working with service users (or consumers) to
improve the quality of services they provide. Getting information about how satisfied
clients are with the services they receive is one way by which services have done
this. This includes implementing a Service User Satisfaction Survey across all
specialist alcohol, tobacco and other drug services in the ACT (as was undertaken in
2009 and 2012, profiling over 300 clients on a single day).26
Resources are sought to implement a service user census and satisfaction survey at
a third time point (2015). This would provide valuable information on the profiles,
needs and experiences of alcohol, tobacco and other drug service users on which to
base quality improvement activities and policy initiatives.
By completing the survey again, trends can be monitored and assessed over time.
Information can also be obtained for participating organisations to evaluate the
outcomes of quality assurance programs already underway. The survey is, therefore,
a tool to ensure quality improvement resources are being invested wisely and result
in better outcomes for service users.
By making service user and organisations variables that are associated with
satisfaction and consumer outcomes explicit, the survey will provide alcohol, tobacco
and other drug services in the ACT opportunities to review their strengths and build
upon them. This will ensure that high quality alcohol, tobacco and other drug services
are available to all Canberran’s.
Note: This initiative is reflected in funding agreements of all specialist drug treatment
services funded by ACT Health in terms of their participation, however funding to
centrally undertake the initiative has not been allocated.

25

ACT Health. (2014). Consumer Involvement. ACT Health: Canberra. Available online at:
http://health.act.gov.au/consumers/consumer-involvement/
26
McDonald, D. (2012). ACT Alcohol, Tobacco and Other Drug Sector Service Users’ Satisfaction
Survey 2012 Final Report. ATODA: Canberra. Available online at: http://www.atoda.org.au/wpcontent/uploads/ACT_SUSS_2012_Final_Report_Corrected1.pdf

Initiative

Alcohol, tobacco and other drug worker post-graduate
scholarship scheme

Description

To improve workforce capacity and retention by facilitating access to
subsidised specialist ATOD post graduate level continuing
professional development for people who work to address alcohol,
tobacco and other drug related harms in the ACT.

Funding

$15,000 per annum, recurrent (estimate)

Health professions have evolved rapidly in response to the growing need for a health
workforce with the capability to deliver specialised health services in a range of
settings.27 In the specialist alcohol, tobacco and other drug (ATOD) sector, as with
other health sectors, appropriately trained professionals are vital to delivering safe,
effective and evidence-informed care.
The ACT ATOD sector has demonstrated a commitment to ongoing professional
development through the implementation of a minimum qualification strategy since
2006 as sector-wide policy.28 This has required, and funded, a Certificate IV level
qualification for all staff across the sector. However, the growing burden of chronic
disease, an ageing population, workforce pressures and inequalities in health
outcomes29 have seen an expansion of the roles of funded ATOD services; and a
subsequent need to recruit and retain staff with higher level qualifications (e.g.
Nurses, General Practitioners, Social Workers, Psychologists, etc.).
A small pilot was funded by ATODA in 2012 to provide post-graduate level
scholarships to ACT ATOD sector workers. The pilot was favorably evaluated and
there is significant interest across the sector and workforce to establish a sustainable
scholarship program.
ACT Health currently delivers a range of recurrent post-graduate scholarship
programs to staff employed within the Directorate – an opportunity not currently
available within the non-government sector. This disparity in conditions offered by
non-government and public sector agencies can lead to a workforce drain from the
non-government to the public sector. As such, the non-government sector bears a
significant burden for recruiting and training new entrants to the ATOD workforce. If
not addressed, it may result in a ‘second tier’ ATOD workforce which in turn may
impact on the quality of ATOD service delivery.30 This is particularly pertinent in the
ATOD sector, where unlike some other health sectors, where a higher proportion of
service delivery occurs through non-government services.31

27

ACT Health. 2014. Allied Post Graduate Scholarship Scheme. Canberra: ACT Health. Available online
at: http://health.act.gov.au/professionals/allied-health/scholarships
28
ATODA. 2014. ACT ATOD Qualification Strategy. Canberra: ATODA. Available online at:
http://www.atoda.org.au/projects/qs/
29
Department of Health and Ageing. 2010. Building a 21st Century Primary Health Care System:
Australia's First National Primary Health Care Strategy. Canberra: Department of Health and Ageing.
30
Roche, A., & Pidd, K. 2010. Alcohol and other drugs workforce development issues and imperatives:
setting the scene. Adelaide: National Centre for Education and Training on Addiction (NCETA), Flinders
University. Available online at:
http://nceta.flinders.edu.au/files/4912/7200/2031/EN422%20Roche%20%20Pidd%202010.pdf
31
ACT Health. 2012. ACT Comorbidity (Mental Health and Alcohol, Tobacco and Other Drug Problems)
Strategy 2012 – 2014. Canberra: ACT Health.

This proposed program seeks to ensure equity of opportunity to workers employed
within non-government services funded by ACT Health. This scheme will provide an
ongoing scholarship program for workers in the ATOD sector to attain knowledge,
skills and abilities needed to deliver high quality ATOD services and improve
outcomes for the Canberra community. It will also help to address current and
projected workforce capacity shortages.

PRIORITY: Preventing and reducing opioid related morbidity and mortality
Initiative:

Stage 2: Implementing Expanded Naloxone Availability in the
ACT

Description:

To expand the current successful naloxone program by embedding
opioid overdose education and naloxone prescription as core
business in drug treatment and support services and other health
settings where opioids are prescribed

Funding:

$98,000 off-one (estimate)

Overdose is a continued, substantial and preventable contributor to death, disability,
and injury among people who use opioids (e.g. heroin, oxycodone) in the ACT.32
Naloxone (Narcan ®) is a schedule 4 opioid antagonist used to reverse the effects of
opioid overdose. It has no psychoactive effect, is not a drug of dependence and is
available on prescription through the Pharmaceutical Benefits Scheme (PBS).
Naloxone is widely used in Australia and internationally by paramedics and
emergency room staff in cases of suspected opioid overdose.33 When opioid
overdoses occur they are often witnessed by another person (about 60% of the time)
and witnesses can and want to respond (including through providing First Aid,
administering naloxone and calling an ambulance).
Since the 1990s internationally, and since 2012 in Australia, naloxone has been used
by laypeople to respond to opioid overdose situations. The purpose of expanding
naloxone availability to laypeople is to further reduce and prevent death, disability,
and injury from opioid overdoses through provision of training and resources to opioid
users and their friends and family members who could be potential overdose
witnesses.34
The administration of naloxone by laypeople who have undertaken training in opioid
overdose and response has been found to be remarkably safe and effective.35,36,37
In December 2011, Ms Katy Gallagher, Chief Minister and Minister for Health,
launched the Implementing Expanded Naloxone Availability in the ACT (I-ENAACT)
program at the ACT Legislative Assembly. The program trains potential overdose

32

I-ENAACT (2012). Implementing Expanded Naloxone Availability in the ACT Program Description.
Alcohol Tobacco and Other Drug Association ACT. (2014). Expanding Naloxone Availability in the
ACT. Available online at: www.atoda.org.au/policy/naloxone/
34
I-ENAACT (2012). Implementing Expanded Naloxone Availability in the ACT Program Description.
Canberra: I-ENAACT. Available online at: http://www.atoda.org.au/wp-content/uploads/FINAL-ProgramDescription-Naloxone-August-2012v-4-2-2.pdf
35
Kim, Daniel, Kevin, Irwin & Khoshnood. (2009). ‘Expanded Access to Naloxone: Options for Critical
Response to the Epidemic of Opioid Overdose Mortality’, American Journal of Public Health 99 (3), 402407.
36
Green, Traci , Heimer & Grau. (2008). ‘Distinguishing signs of opioid overdose and indication for
Naloxone: an evaluation of six overdose training and Naloxone distribution programs in the United
States’, Addiction 103 (6), 1-11.
37
Lenton, S., Dietze, P., Degenhardt, L., Darke, S. & Butler, T. (2009). ‘Naloxone for administration by
peers in cases of heroin overdose’, MJA 191(8):469.
33

witnesses in overdose management and provides naloxone on prescription to people
at risk of opioid overdose.
Stage 1 of the program is being implemented by the Canberra Alliance for Harm
Minimisation and Advocacy and is being evaluated by experts at the National Drug
Research Institute, Burnet Institute, Kirby Institute and Social Research & Evaluation.
The key interim evaluation findings, where to date 140 people had been trained and
prescribed naloxone, have been very positive.38 Following the release of these
findings, the Chief Minister proudly announced that in the 23 cases where naloxone
has been used, it has been successful in reversing the effects of overdose.39The final
evaluation is due in early 2015.
The scope of the program is currently limited to peer training and distribution of
naloxone. Embedding naloxone as core business of the alcohol, tobacco and other
drug sector is yet to occur. Stage 2 would work with Addiction Medicine Specialists,
General Practitioners, drug treatment services and others to identify how to
effectively implement opioid overdose prevention and management training, which
includes the prescription of naloxone, as core business.
The establishment of Stage 2 could:
• Employ a part-time project manager to support the program’s further
development and implementation with stakeholders;
• Engage with opioid users and their families and friends;
• Engage with, and train, general practitioners, drug treatment services and
others in opioid overdose prevention and naloxone prescription;
• Develop a model, program description and evaluation framework;
• Develop program information and educational resources;
• Develop and implement a training program and associated materials; and
• Support an advisory structure, building on the strengths of the multidisciplinary Implementing Expanded Naloxone Availability in the ACT
Committee
Stage 2 aligns with and would progress key policy priorities including the changes to
the controlled medicines and actions in the ACT Alcohol Tobacco and Other Drug
Strategy.
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Priority: Preventing and reducing blood-borne virus transmission and infection
Initiative:

Addressing services gaps by expanding needle and syringe
program delivery modalities

Description:

To prevent and reduce blood-borne viruses transmission and harms
by increasing needle and syringe program coverage through peer
based outreach models

Funding:

$96,800 per annum recurrent (estimate)

Needle and syringe programs (NSPs) are a fundamental component of the ACT and
Australia’s response to preventing the harms caused by injecting drug use. NSPs are
an effective means of facilitating access to appropriate health and social
interventions and reducing the spread of blood-borne viruses (e.g. HIV/AIDS,
hepatitis C and B) among people who inject drugs and the broader community.
In 2013 there were 184 (147 in the previous year) diagnoses of hepatitis C infection
in the ACT, a rate of 45.9 (37.2 in the previous year) per 100,000.40 Of particular
concern is that the estimated number of people with hepatitis C living with moderate
to severe liver disease has more than doubled (115% increase) in Australia over the
past ten years.41
Over 80% of all newly acquired hepatitis C infections in Australia are associated with
injecting drug use.42Sharing injecting equipment is the primary manner in which
blood-borne viruses are spread in this population.
NSPs that provide sterile injecting equipment, have been successfully managed and
implemented in the ACT since 1989,43 and have been cost-effective at preventing the
spread of blood-borne viruses, including hepatitis C.44
Each case of hepatitis C infection costs the Australian community and health
services between $798 and $18,835 per year. Analysis shows that for every dollar
invested in NSPs, more than four dollars are returned (additional to the investment) in
healthcare cost-savings in the short-term.45However, the substantial savings from
NSPs in the community can be compromised by lack of accessibility for certain ‘hard
to reach’ population groups.
Fixed site and vending machine NSPs service people who inject drugs in the ACT.
This includes providing a diversity of preventive care as well as primary health
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services.46However, unlike other jurisdictions, the ACT does not have outreach and
mobile response NSP services available. Consequently, a large proportion of people
who inject drugs in the ACT are required to travel substantial distances to access
these vital services. As a result, many people who inject drugs and the broader
community may not be receiving the public health benefits of NSPs.
Outreach / mobile NSPs may operate from a vehicle or utilize a ‘foot outreach’ model.
This involves NSP staff carrying backpacks or driving a vehicle to deliver injecting
equipment, safe disposal containers and educational information. These services
have greater flexibility to operate in different locations and outside of normal business
hours, or respond directly to requests from relevant communities.47.
In addition to being geographically accessible, NSPs should also be culturally and
socially accessible. Peer based NSPs, in particular, are in a unique position to be a
contact point for providing health and welfare services to difficult-to-reach and underserviced populations. Peerbased and outreach models can represent to people who
inject drugs, a form of healthcare that is less likely to discriminate against them, and
enable the start of trusting relationships with healthcare groups and professionals.48
Implementation of outreach models in the ACT that incorporate peer education
including culturally sensitive service provision by trained peers is one mechanism by
which to achieve broader access, and prevent and reduce blood-borne virus
transmission and infection.49
This priority would implement key ACT Government policy, including an action in the
ACT Alcohol Tobacco and Other Drug Strategy 2010 – 2014.
We note that the Australian Government has committed additional resourcing for
NSPs in Australia and that a national forum (funded by the Department of Health and
coordinated by the Australian Illicit and Injecting Drug Users League) to identify
resourcing priorities is planned for December 2014. ACT representatives will be
attending this forum and this priority will be fed into that process.
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PRIORITY: Preventing chronic disease and supporting health equity through
tobacco management
Smoking is not only a major contributor to chronic disease but also places great
pressure on our health system and leads to reduced productivity and participation in
our workforce and community.50 Despite a drop in the amount of daily smoking rates,
tobacco accounts for 65% of the overall burden of disease and injury nationally.51
Reducing smoking rates is a priority for the ACT Government. The ACT’s daily smoking
rate is now 11% and the community should be proud of this success across the
population.52 However, the ACT is leaving some priority groups behind who have
proven resistant to population level initiatives, have defiantly higher rates of smoking,
and are disproportionately affected by tobacco related harms.53
Further reductions in the prevalence of daily tobacco smoking will be difficult without
specific attention and interventions directed at high prevalence sub-groups in the ACT
community54, including disadvantaged groups such as those with mental health issues,
who are homeless or are experiencing alcohol and other drug issues (some of whom
maintain smoking rates above 90%). It is also estimated that up to 51% of health and
community sector workers in the ACT may smoke, and that they also require targeted
support.55
There has been a significant investment in improving the way ACT Health services
proactively address smoking among disadvantaged people. This has included a
consideration of the professional development needs of staff, as well as embedding
evidence based clinical and therapeutic processes. There is now a need to ensure
equitable processes and resources are afforded to non-government health services,
who are essential partners in addressing the burden of harm tobacco places on
disadvantage people in the ACT. To achieve this, priorities that focus on implementing
evidence-informed and targeted tobacco management activities are highlighted below.
Initiative:

Workplace tobacco management in services that support
disadvantaged people

Description:

To prevent chronic disease and promote healthy behaviours by
facilitating and coordinating workplace tobacco management
programs targeted at services that work with disadvantaged people.

Funding:

$76,000 per annum (estimate)
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The workplace has been identified as a setting through which groups of smokers can
be reached by health promoting activities that encourage smoking cessation.56
Involving workplaces in tobacco management initiatives contributes to reducing the
harms associated with tobacco smoke, particularly among those who work with
disadvantaged people.
The ACT Government has demonstrated its commitment to resourcing and
implementing evidence based tobacco management approaches throughout ACT
Health services. This has included pursuing challenging tobacco policy decisions,
such as implementing smoke-free policies for the Mental Health Justice Health and
Alcohol and Drug Service Division in-patient units and The Canberra Hospital
campus.It is clear that current smoke-free (or workplace tobacco management)
policies within ACT Health and non-government services are leading to improved
tobacco practices and supports57. For example, the work at The Canberra Hospital
will result in the provision of additional tobacco interventions including more thorough
screening, assessment and treatment.
Additionally, there has been some success in implementing resourced tobacco
management coordination and facilitation activities for non-government health and
community services in the ACT58. This includes increasing quit attempts, reducing
nicotine dependence among staff and de-normalising smoking.59However, there
remains significant unmet demand60 for activities such as:
•
•
•

•

Targeted capacity building support for health and community organisations to
plan, implement and monitor workplace tobacco management policies;
Facilitation and coordination of tobacco management activities across
services to promote consistency and equitable access to resources;
Tobacco education and resources, including intensive, tailored tobacco
training focused on providing skills in screening, brief intervention tailored to
the population group the service works with; and,
Access to free or subsidided nicotine replacement therapy to enable smoking
cessation attempts for staff. 	
  

While some non-government services have successfully implement tobacco
management policies, each of these required time, support and resources to be in
place. To protect and strengthen the investment already made in tobacco
management approaches within ACT Health services, ATODA recommends a
comprehensive program be resourced that enables non-government services to
develop meaningful tobacco management approaches.
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Initiative:

Subsidised Nicotine Replacement Therapy (NRT) for smokers
from priority populations accessing health services

Description:

To reduce chronic disease and support health equity by providing a
comprehensive program to provide subsidised nicotine replacement
therapy (not currently covered on the Pharmaceutical Benefits
Scheme) to smokers who are service users of non-government health
services.

Funding:

$100,000 per annum recurrent (estimate)

Nicotine replacement therapy (NRT) is recognised as an effective tool to aid smoking
cessation and reduction,61 and there is evidence of better outcomes for people
experiencing disadvantage when NRT is provided free of charge.62For example, a
November 2012 Cochrane Collaboration review found that all forms of NRT made it
more likely that a person's attempt to quit smoking would succeed. The chances of
stopping smoking were increased by 50 to 70%.63
Good clinical practice dictates that NRT should be provided alongside ‘usual care’
such as motivational intervention and brief counseling for those who wish to cease
smoking.64 This has been acknowledged within ACT Health, where a range of
subsidised NRT is now available to clients and patients as part of ACT Health’s
Smoke Free Environment Policy.65 However, this is not consistently the case for
those accessing the 70+ ACT Health funded non-government organisations in the
ACT (beyond the restricted program that may be accessed through the
Pharmaceutical Benefits Scheme).66Non-government services that deliver health
services must be acknowledged as equal partners in addressing tobacco related
harm. This includes, for example, ensuring clients receive the same level of support
when transitioning from tertiary health services into community based health care.
To support equity in access to health services and a more consistent clinical
approaches to smoking cessation for disadvantaged Canberra’s, a comprehensive
and coordinatedprogram should be established to provide subsidised NRT (not
currently covered on the Pharmaceutical Benefits Scheme or elsewhere) to smokers
who are service users of non-government organisations that deliver health services
and are funded by ACT Health. This could also include mechanisms to review and
systematise tobacco interventions (e.g. screening and brief intervention) and building
the capacity of staff to provide specialist advise on smoke cessation products.
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PRIORITY: Improved Road Safety
Initiative:

Evidence-informed drug driving public education campaigns

Description:

To improve road safety by increasing the public’s knowledge of drugs
and their effects on driving and ACT roadside drug testing by
undertaking evidence-informed public and targeted education
campaigns as a partnership between criminal justice and health

Funding:

Estimates to be sourced from Justice and Community Safety
Directorate and ACT Health

Roadside drug testing has been underway in Canberra since 2011, but over 35% of
Canberran’s reported being completely unaware of oral fluid drug testing
operations.67
ATODA has long advocated for evidence informed public education campaigns to
accompany the ACT’s roadside drug testing program. The whole-of-government ACT
Alcohol Tobacco and Other Drug Strategy states that “any introduction of roadside
drug testing will require an extensive social marketing strategy utilising the internet,
electronic and print media.”68 Unfortunately this has yet to occur meanwhile more and
more people appear before the ACT Courts on drug driving charges.
The 2014 evaluation of the impact of the ACT Drug Driving Legislation and Detection
Techniques,69 undertaken by the Queensland University of Technology Centre for
Accident Research and Road Safety, found that, among other strategies, an
increased awareness of the oral fluid drug screening program could potentially lead
to reductions of drug driving and result in a safer road environment for all ACT
community members.
The ACT Government has made an ongoing commitment to road safety, reducing
impaired driving, and to implementing and evaluating evidence-based strategies that
promote safer Canberra roads. This is evidenced by its commitment to roadside
breath testing for alcohol, and the associated education campaigns, which have
undoubtedly made our roads safer and changed the attitudes of Canberran’s towards
impaired driving. However, roadside drug testing was introduced without a
comparable education campaign in place, and confusion continues about the regime
itself, and the impact of drugs on driving more generally.7071
The research evidence shows clearly that the maximum cost effectiveness in injury
prevention and control interventions is found with a focus on engineering solutions,
67
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followed by enforcement and then education.72 This approach is supported within the
ACT Road Safety Strategy for 2011 – 2020.73 ATODA reinforces our comments made
in our submission to the discussion paper on the development of the Strategy, that if
a roadside drug testing scheme is pursued “… we suggest that the Strategy should
outline additional actions that seek to reduce harms associated with impaired driving.
Examples of actions that could be highlighted include educational interventions,
including those delivered through peer networks of people who use alcohol and other
drugs. Such educational interventions should be evidence-based, providing accurate
information about alcohol and other drugs and driving.”74
A session at the 7th Annual ACT Alcohol Tobacco and Other Drug Sector Conference
on 24 September 2014 focussed on roadside drug driving.75
ATODA welcomes the 26 September 2014 commitment from the Mr Simon Corbell
MLA, Minister for Police, that ACT Policing and the Justice and Community Safety
directorate will develop a public awareness campaign which would be rolled out in
the 2015-16 financial year.76 It was stated that “the campaign would focus on raising
awareness of the dangers of drug driving and the legal consequences of being
caught.”77
ATODA calls for appropriate resourcing for such a campaign to ensure it meets the
broader public education goals, also provides more targeted approaches that can
best be pursued through peer based approaches and includes an evaluation.
The campaign should aim to ensure that ACT drivers of all types of motor vehicles
(and those who are able to influence their behaviour) are knowledgeable about the:
• Dangers of driving after using the proscribed illicit drug types and certain
pharmaceutical products, both alone and in combination with alcohol;
• Current drug driving offences and penalties, and the processes used to
enforce the drug driving legislation; and
• How to avoid committing a drug driving offence (e.g. how long after taking a
proscribed illicit drug can they drive).
ATODA also calls for this initiative to be a collaboration between criminal justice and
health. We draw attention to the fact that, within the ACT, there is extensive expertise
within the alcohol, tobacco and other drug sector related to impaired driving. ATODA
stands ready to support the ACT Government in accessing and making use of this
expertise in developing educational initiatives related to roadside drug testing.
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PRIORITY: Fully funding 2012 ACT Election Commitments
A number of alcohol, tobacco and other drug initiatives were committed to through
the 2012 ACT Election. ATODA acknowledges the initial, partial funding that has
been made to the two below initiatives and calls on the ACT Government to allocate
the full amount within the budget cycle.
Initiative:

Aboriginal and Torres Strait Islander tobacco control

Description:

To fully fund the Aboriginal and Torres Strait Islander Smoking
Cessation Program as per the 2012 ACT Government election
commitment.

Funding:

$432,700 (estimate total remaining funding to be committed)

Tobacco smoking has been identified as a leading preventable cause of death and
disease in Australia.78 Smoking is not only a major contributor to chronic disease but
also places great pressure on our health system and leads to reduced productivity
and participation in our workforce and community.79In the 2012–13 National
Aboriginal and Torres Strait Islander Health Survey, 28.4% of Aboriginal and/or
Torres Strait Islander peoples in the ACT reported being a current daily smoker.80
The ACT Government has made a commitment to reduce smoking rates amongst
Aboriginal and/or Torres Strait Islander peoples living in the ACT. In the 2013-14 ACT
Budget, the ACT Government allocated funds for the Aboriginal and Torres Strait
Islander Smoking Cessation Program stating that: “This initiative will enable
continued implementation of the ACT Aboriginal and Torres Strait Islander Tobacco
Control Strategy.”81
The ACT Aboriginal and Torres Strait Islander Tobacco Control Strategy expires at
the end of 2014, and there is no indication of whether or not tobacco control
initiatives will continue to be funded. The funds allocated to Aboriginal and Torres
Strait Islander tobacco control in the 2013-14 ACT Government Budget fall well short
of the amount indicated in the 2012 ACT Government election commitment.82 No
money has been allocated for the 2015-16 and 2016-17 financial years.
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2013-14

2014-15

2015-16

2016-17

Total

Funding committed
through the ACT
Budget

$200,000

$204,000

$0

$0

$404,000

2012 Election
Commitment

$200,000

$206,000

$212,200

$218,500

$836,700

Difference

$432,700

As such, ATODA calls on the ACT Government to recommit to an Aboriginal and
Torres Strait Islander Tobacco Control Strategy (beyond the current expiry date of
2014) and to fully fund the Aboriginal and Torres Strait Islander Smoking Cessation
Program over the course of the budget cycle to a level that is consistent with the
2012 ACT Government election commitment. This is particularly important in the
context of the uncertainty around on-going funding from the Commonwealth’s
Tackling Indigenous Smoking Initiative.
Initiative:

Outpatient services for drug and alcohol services

Description:

To fully fund the Outpatient Service for Drug and Alcohol Services as
per the 2012 ACT Government election commitment.

Funding:

$684,000 (total remaining funding to be committed)

The new funding committed by the ACT Government for outpatient services provides
a significant opportunity to address the ‘missing link’ in the suite of specialist alcohol,
tobacco and other drug services currently offered in the ACT. Outpatient services are
recognised as an integral component of specialist treatment services that should be
offered for people with severe alcohol, tobacco and other drug problems, including
through the national Drug and Alcohol Clinical Care and Prevention Project.1
ATODA understands that ACT Health is utilising the funding which has already been
allocated to expand the provision of opioid pharmacotherapy dosing on the northside
of Canberra. This development is needed, welcomed and was identified in the 2011
ATODA paper, Meeting Current and Future Demand for Drug Treatment in North
Canberra:Expanding Opioid Maintenance Treatment and Needle and Syringe
Programs, and through the concurrent work of the ACT Alcohol Tobacco and Other
Drug Strategy Evaluation Group.
ATODA has previously called upon the ACT Government to use part of the allocated
funds to undertake a formal process of consultation to identify outpatient service
priorities. For further details see the 2013 ATODA paper ‘The Missing Link’:
Development of comprehensive ACT alcohol and other drug outpatient services. This
has not occurred.
We note that there is a glaring gap in the ACT drug treatment and support system
with the ACT standing out in Australia for not providing comprehensive supported
home withdrawal services.
In the 2013-14 ACT Budget, 52% of the $1.428 million committed through the ACT
Government 2012 election commitment2 was allocated through to 2016-17. Last

year’s partial allocation of annual funds (see table below3) are insufficient to
genuinely fill the gap in current provision of ACT ATOD outpatient service provision.
2013-14

2014-15

2015-16

2016-17

Total

Funding committed
through the ACT
Budget

$180,000

$184,000

$188,000

$192,000

$744,000

2012 Election
Commitment

$150,000

$309,000

$477,000

$492,000

$1,428,000

Difference

$684,000

As such, ATODA calls on the ACT Government to fully fund the outpatient service
over the course of the budget cycle to a level that is consistent with the ACT
Government’s 2012 election commitment, to ensure that efforts to provide
comprehensive outpatient services for Canberrans alcohol, tobacco and other drug
problems can be fully realised.

PRIORITY: Developing evidence-informed responses to emerging drug trends
Initiative:

Developing a comprehensive response to the increasing harms
from crystalline methamphetamine use

Description:

To initiate a policy process to equip the community, services and
systems to prevent and respond to the increasing harms that result
from crystalline methamphetamine use.

Funding:

Undertake a collaborative policy process with consumers, drug
treatment services, researchers and others (e.g. police, mental
health, etc.) to determine the priority responses and the resources
they require

Australia has seen a sharp rise in the use and harms from crystalline
methamphetamine use since 2010. Historically, the ACT has been relatively
unaffected by crystalline methamphetamine. Although the level of methamphetamine
use is low in the ACT compared to other jurisdictions, there are now indications that
the ACT is being affected by the rapid and profound shift from powder amphetamines
to the more harmful crystalline methamphetamine. Specifically, the number of drug
treatment admissions where ‘amphetamines’ were cited as the primary drug of
concern increased from 196 in 2010-11 to 496 in 2012-13.83 Like other jurisdictions,
this appears to include an increase in admissions for smoking crystalline
methamphetamine in the ACT.84
The lack of crystalline methamphetamine use in the ACT historically means that
services and systems may not be as well equipped to prevent use or respond to
clients using the drug as they could be. There are a number of significant challenges
that exist in responding to crystalline methamphetamine use including:
•

•
•

83
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attracting and retaining people in treatment.
Methamphetamine users experience different harms from their drug use,
however, there are no specialist treatments that are available. This includes a
lack of evidence-based responses such as approved pharmacotherapy
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•

Sexual risk behaviours and blood borne virus transmission associated with
the route of administration (smoking or injecting) also present a particular
challenge.

In response to this, ATODA is calling for an initial policy process to occur with
researchers, drug treatment services, policy makers and consumers with a goal of
developing a comprehensive, evidence-informed approach that equips the
community, services and systems to prevent or respond to the harms that result from
crystalline methamphetamine use. Some of the national context or approaches that
should be considered when developing a local response are highlighted below.
Increase in crystalline methamphetamine use
The 2013 National Drug Strategy Household Survey showed an increase in
crystalline methamphetamine use: of the 2% of Australians who use the drug, the
proportion who used crystalline methamphetamine (cf. lower purity powder
methamphetamine or ‘speed’) increased from 22% to 50% and this was associated
with an increase in more frequent use of the drug.86
Increase in hospital admissions
The number of hospital admissions for methamphetamine (i.e., ICD-10 codes F15x,
stimulants other than cocaine) have more than doubled across the country (from
1,948 in 2009-10 to 4,580 in 2011-12).87
Increase in ambulance call-outs
The ambulance call-outs for crystalline methamphetamine use in Victoria (data not
available in other jurisdictions) showed a 4-5 fold increase (from 3.4 to 14.2
attendances per 100 000 population).88
Increased demand for drug treatment
Nationally, the number of treatment episodes for ‘amphetamines’ doubled from
10,027 in 2009-10, or 7% of all treatment episodes, to 22,265 (14% of all treatment
episodes) in 2012-13.89This increase in treatment episodes has been driven by
smoking crystalline methamphetamine which has increased dramatically since 2010
(Figure 1). This trend has occurred alongside ongoing treatment admissions for
injection (11,670 episodes, up from 6,074 in 2009-10), showing smoking is not
displacing injecting methamphetamine use in Australia, but rather adding to
treatment demand.
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Figure 1. Number
of treatment
episodes
recorded in the
Australian
National Minimum
Dataset for
Alcohol and Other
Drug Treatment
Services for
‘amphetamines’
where
smoking/inhaling
was the main
method of use, by
state, 2002-3 to
2012-13.

ATODA gratefully acknowledges expert methamphetamine researcher Dr Rebecca
McKetin, The Australian National University, for her work in developing this aspect of
the submission.
ATODA notes that The Canberra Collaboration90 will be hosting a drug research
symposium on Thursday 27 November 2014, which will include a workshop on
crystalline methamphetamine and can contribute to the needed policy process in the
ACT.
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PRIORITY: Developing and implementing evidence-informed drug treatment
responses within the Care and Protection system
Initiative:

To improve outcomes for families and children by addressing
parental alcohol and drug problems in the context of the Out of
Home Care Strategy 2015 – 2020 and the Care and Protection
system more broadly

Description:

To initiate a policy process to equip the community, services and
systems to provide a comprehensive response to families affected by
alcohol and drug problems who are (or are at risk of being) involved
with the Care and Protection System.

Funding:

Undertake a collaborative policy process with consumers, drug
treatment services, researchers and others (e.g. police, mental
health, etc.) to determine the priority responses and the resources
they require (including better utilising the existing resources and
those to be allocated through the Out of Home Care Strategy)

The Community Services Directorate is currently developing a five year Out of Home
Care Strategy to guide the delivery of out of home care services from July 2015 –
June 2020.91 We note that there has been little involvement with the alcohol and drug
sector within this body of work. In response to this, ATODA suggests a policy
process should be undertaken to consider and improve the ACT’s response to
families affected by alcohol and drug problems, particularly where this intersects with
involvement with the Care and Protection system.
Recent changes in a number of Australian jurisdictions (including the ACT) have
impacted the way statutory child protection services can become involved with
pregnant women, including paying particular attention to those people who use
alcohol and other drugs during pregnancy and initiating more in depth screening
processes to identify these women.
The limited data available suggests some increases in the number of babies
removed from their mothers at birth because of child protection concerns. It is
estimated that around 10% (range 7.6% and 15.0%) of the babies of mothers who
use alcohol and other drugs in pregnancy have their babies removed from their care
around the time of birth. However, little information is available on the long-term
impacts of these new policies and practices and whether women are getting
appropriate services, including drug treatment.
Decreasing time periods in which mothers must demonstrate improvements before a
decision is made to permanently remove a child from her care is also becoming more
common both in Australia and the US. However, many of these women would have
complex situations (e.g a long history of mental health issues, greater economic
problems, have a history of homelessness, sex work, or incarceration etc)and limited
time-periods are unlikely to allow enough time in which to demonstrate improvements
in these areas to child protection services and result in permanent removal.

91

ACT Community Services Directorate. (2014). Out of Home Care Strategy Development 2015-2020.
Canberra: ACT Government. Available online at: http://www.communityservices.act.gov.au/ocyfs/out-ofhome-care-strategy-2015-2020

In response to these two issues, some jurisdictions are developing intensive support
programs for pregnant mothers, to ensure early intervention and planning is provided,
to reduce the likelihood of statutory child protection involvement. The literature
recommends a number of strategies and interventions to improve outcomes for
substance-using pregnant women and their children that may warrant consideration
in the ACT.
•

One of the strongest messages from research is the need for a coordinated
service response in addressing parental alcohol and drug use in a child protection
context. There is some evidence that combining family-based interventions with
drug treatment services has positive effects on children of parents with alcohol
and drug problems.

•

Case planning, case management and family group conferencing are all
strategies aimed at bringing services together with the family, to discuss
decisions and strategies with the aim of working collaboratively to reduce risks to
the child.

•

The service response should be multidisciplinary, comprehensive and
collaborative in scope, use coordinated and evidence-based strategies that
incorporate support, and comprehensive health and social services that are
responsive to women’s and children’s needs.

•

Programs that integrate services such as antenatal care, parenting programs and
child-related services with alcohol and drug treatment, address the barriers to
accessing care and the unique needs of pregnant women who have alcohol and
drug problems. Integrated programs have been shown to have a positive impact
on maternal mental health and birth outcomes, but limited improvements in
parenting skills.

•

Contingency management approaches have shown effectiveness for improving
retention and drug abstinence among people in alcohol and drug
treatment,thereby allowing clients to benefit from other components of clinical
services.

•

Residential treatment programs for pregnant women and parenting women with
alcohol and drug problems that focus on simultaneously treating the alcohol and
drug use and supporting the mother–baby relationship are supported. Women
become more engaged, obtain greater benefit from treatment, and have higher
retention when they are permitted to bring their children into the residential
treatment setting.92

•

Women-only residential treatment services are associated with increased length
of stay compared with mixed-gender alcohol and drug treatment programs, and
treatment focused on gender-specific needs results in longer stays and improved
continuity of care.9394
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ATODA gratefully acknowledges expert drug and child protection researcher
Associate Professor Stephanie Taplin, Institute of Child Protection Studies,
Australian Catholic University, for her work in developing this aspect of the
submission.
ATODA notes that The Canberra Collaboration95 will be hosting a drug research
symposium on Thursday 27 November 2014, which will include a presentation by
Associate Professor Taplin on her work in this area including the work recently
commissioned by the Australian National Council on Drugs.
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