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A. Goal/s or objectives of the National Aboriginal and Torres Strait
Islander Peoples Drug Strategy
1. What do you consider should be the main goal/s or objectives of the new
Strategy?
An important goal for the strategy should be to improve access to Alcohol and Drug Treatment Services for Aboriginal and Torres Strait
Islander Adults and young people. In Victoria several indicators provide information that access to Alcohol and Drug Treatment services is
currently not meeting need. These include increasing numbers of incarcerated Aboriginal and Torres Strait Islander peoples and numbers of
children in out of home care. Undoubtedly both these issues relate to mental health issues and drug dependence.
In the past 30 years the prison population has increased significantly, especially among Aboriginal and Torres Strait Islander people. In 2012,
Aboriginal people in Victoria were 13.4 times more likely to be in prison than non-Aboriginal people – up from 7.9 times in 2002 (1). Despite
representing 0.7 per cent of the Victorian population, Aboriginal people represented 7.2 per cent of the prison population in September 2012
(359) – increasing from 5.8 per cent (215) six years ago (2,3). The number of male and female Aboriginal prisoners in Victoria has increased
much faster than non-Aboriginal people (2).
There is no consensus on the drivers behind the growth in the Aboriginal imprisonment rate. Whilst numerous reports analyse and compare
socio-economic status, employment outcomes, mental health and substance abuse, school engagement (4), and more, there has not been
systematic, policy-supported intervention to address these factors. Transparency and data availability barriers, particularly in the justice system,
encumber efforts to understand and respond to the high rates of Aboriginal imprisonment.
Alcohol abuse has been found to be the strongest correlate of Indigenous arrest (5). VACCHO’s recent research (in collaboration with Monash
University and the Victorian Department of Justice) found much higher rates of substance abuse disorders among Aboriginal prisoners in
Victoria compared to non-Aboriginal prisoners, supporting the correlation between alcohol abuse and imprisonment. However, we also found
much higher rates of mental health problems such as depression, bipolar and anxiety disorders in support of other studies (6). Further, we
found that displacement, intergenerational trauma and grief, and isolation from country and mob were common among adult Aboriginal
prisoners in Victoria. Many people also had a distrust of the “system” and those who work in it. These outcomes accumulate over time,
beginning in childhood.
Adult imprisonment is strongly linked to experience in out-of-home care. We are alarmed that one in fifteen (6.5 per cent) Aboriginal children in
Victoria aged 0 – 17 years was in out-of-home care on 30 June 2012, an increase of 103 per cent since 2003 (7,8). This compares to one in
222 non-Aboriginal children, less than half of one per cent (7,8). Further, there were 4,905 child protection notifications and 1,504 investigations
finalised among Aboriginal people in Victoria in 2011/12, an increase of 102 per cent since 2002-03 (7). Due to a lack of Aboriginal-specific
data, we don’t know the number of Aboriginal people in Victorian prisons that had experience in out-of-home care, (anecdotally, the number is
large), however in New South Wales almost half the Aboriginal prisoners surveyed in 2009 were in out-of-home care as young people, double
the rate of both male and female non-Aboriginal prisoners (9). With this fact in mind, the number of Aboriginal children in out-of-home care
does not augur well for future Aboriginal imprisonment rates. Without significant non-punitive intervention, which we advocate for in the
strongest terms, we expect the number of Aboriginal prisoners to increase from the already high rate because pathways to adult imprisonment
such as out-of-home care are not being systematically addressed at any stage of childhood.
The extremely high number of young Aboriginal people in the juvenile justice system is also driving up the adult Aboriginal prison population. A
recent Queensland study found 80 per cent of young offenders re-entered the criminal justice system as adults (10), while a study in New
South Wales found over 60 per cent of adult male prisoners surveyed had been in juvenile justice (11). Young Aboriginal and Torres Strait
Islanders were 22.7 times more likely to be in juvenile detention than non-Aboriginal young people in 2009; an increase of 55.2 per cent
between 2001 and 2009 compared to 14.4 per cent for non-Aboriginal young people (12). Recidivism among young people is affected by “early
development issues, personal characteristics that remain stable over the entire life, the social and economic environment surrounding
individuals, the age of onset to delinquency, the length and intensity of delinquent careers, and the responses of the justice system” (13).
Mental illness also afflicts young Aboriginal people in contact with the justice system, with more than 80 per cent in a Queensland youth
detention centre scoring above the cut off for a mental health problem (14). These afflictions should all be considered and addressed in
programs under a justice reinvestment approach.
1. ABS. 4517.0 - Prisoners in Australia, 2012. Canberra: Australian Bureau of Statistics; 2012.
2. Shuard J. Department of Justice Data Report to the November 2012 AJF. Echuca; 2012.
3. DOJ. Statistical Profile of the Victorian prison system 2005-06 to 2009-10. Melbourne: Victorian Government Department of Justice; 2010.
4. Weatherburn D, Holmes J. Re-thinking Indigenous Over-representation in Prison. Australian Journal of Social Issues. 2010 Summer;45
(4):559–76.
5. Weatherburn D, Snowball L, Hunter B. Predictors of Indigenous Arrest: An Exploratory Study. Australian and New Zealand Journal of
Criminology. 2008 Aug;41(2):307–22.
6. Heffernan EB, Andersen KC, Dev A, Kinner S. Prevalence of mental illness among Aboriginal and Torres Strait Islander people in
Queensland prisons. Med. J. Aust. 2012 Jul 5;197(1):37–41.
7. SCRGSP (Steering Committee for the Review of Government Service Provision). Report on Government Services 2013. Canberra:
Productivity Commission; 2013.
8. ABS. 2011 Census Data. Canberra: Australian Bureau of Statistics;
9. Indig D, McEntyre E, Page J, Ross B. 2009 NSW Inmate Health Survey: Aboriginal Health Report. Sydney: Justice Health; 2010. 10. Lynch
M, Buckman J, Krenske L. Trends & Issues in Crime and Criminal Justice [Internet]. 2003 [cited 2013 Mar 4]. Available from:
http://www.aic.gov.au/publications/current%20series/tandi/261-280/tandi265/view%20paper.html
11. DOJ. Corrections Victoria AJF # 33 Datapack. Melbourne: Victorian Government Department of Justice; 2012.
12. SCRGSP (Steering Committee for the Review of Government Service Provision). Overcoming Indigenous Disadvantage: Key Indicators
2011. Canberra: Productivity Commission; 2011.
13. Carcach C, Leverett S. Recidivism Among Juvenile Offenders: An Analysis of Times to Reappearance. Canberra: Australian Institute of
Criminology; 1999.
14. Stathis S, Letters P, Doolan I, Fleming R, Heath K, Arnett A, et al. Use of the Massachusetts Youth Screening Instrument to assess mental
health problems in young people within an Australian youth detention centre. J Paediatr Child Health. 2008 Aug;44(7-8):438–43.
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B. Principles
The overarching approach of harm minimisation guides the National Drug Strategy 2010-2015
and is based on the three pillars of:

1. demand reduction to prevent the uptake and/or delay the onset of use of alcohol,
tobacco and other drugs; reduce the harmful use of alcohol and the use of tobacco and
other drugs in the community; and support people to recover from dependence and
reintegrate with the community;
2. supply reduction to prevent, stop, disrupt or otherwise reduce the production and
supply of illegal drugs; and control, manage and/or regulate the availability of legal
drugs; and
3. harm reduction to reduce the adverse health, social and economic consequences of the
use of alcohol, tobacco and other drugs.

Acknowledging these broad principles and also recognising the diversity of populations and
locations of Aboriginal and Torres Strait Islander populations, the Intergovernmental
Committee on Drugs NATSIPDS Working Group who has responsibility for developing the
NATSIPDS has identified four additional principles that could potentially underpin this Strategy:
1. Holistic Approaches - Use of alcohol, tobacco and other drugs must be addressed as
part of a comprehensive, holistic approach to health that includes physical, spiritual,
cultural, emotional and social wellbeing, community development and capacity building.
2. Whole-of-government effort and partnerships - Whole-of-government effort and
commitment, in partnership with community controlled services and other
nongovernment organisations, is needed to implement, evaluate and continuously
improve comprehensive approaches to reduce drug-related harm among Aboriginal and
Torres Strait Islander peoples.
3. Indigenous ownership of solutions - Aboriginal and Torres Strait Islander people
must be centrally involved in planning, development and implementation of strategies
to address the use of alcohol, tobacco and other drugs in their communities, and should
have control over their own health, alcohol and other drug, and related services.
4. Resourcing on the basis of need - Resources to address the use of alcohol, tobacco and
other drugs must be available on the basis of need, and at the level required to reduce
the disproportionate levels of drug related harm experienced by Aboriginal and Torres
Strait Islander peoples.

1. Are these principles appropriate? (tick selected choice)

Yes

No

x

2. Why / Why Not?
In terms of the overall strategy it doesn't seem clear how the principles link to the priorities and actions. If related to each other it could improve consistency of messaging and improve ease of use of the document when planning
programs and practice. Principles could form part of the background or introduction to the strategy and then focus more on the more measurable priorities and actions.
4. Resourcing on the basis of need
A barrier to providing drug and alcohol treatment services in Victoria is that little data is recorded and need can be difficult to understand and establish. For instance, in Victoria Aboriginal and Torres Strait Islander status is not
recorded on pharmacotherapy registration and so numbers of clients using this service and their outcomes are unknown. Applying national figures to Victoria we estimate that 1238 or 1 in every 20 Aboriginal and Torres Strait
Islander adults is using a pharmacotherapy, 18.6 times higher than for non-Aboriginal people indicating a high need (1). Of the VACCHO membership 5 out of 24 services in May 2013 had a pharmacotherapy prescriber. Like the
mainstream G.P. sector there can be a reluctance from G.P.s and service providers to provide pharmacotherapy prescriptions and care. There can also be confusion about best practice in relation to abstinence and recovery in
comparison to harm reduction and maintenance therapy for opioid addiction (2). However this need has not been clearly articulated due to a lack of data and regular reporting.
Another example is the anecdotal information that meth-amphetamine use is increasing rapidly in the Victorian Aboriginal and Torres Strait Islander population, however there are no other data available about this. We also have
little data available about access to meth-amphetamine treatment, outcomes of this and client satisfaction with these services (3). A third example is In regard to participation and outcomes for Aboriginal people in Victoria using
Alcohol treatment services. Due to lack of regular reporting on Victorian Aboriginal and Torres Strait Islander drug and alcohol use and service usage it is difficult to know exactly what the need is. However increasing rates of
imprisonment (1 in every 30 Aboriginal Victorian men) and high rates of children in out of home care (1 in every 15 Aboriginal children) would indicate that current responses are inadequate.
1. AIHW Drug treatment series number 15, National Opioid Pharmacotherapy Statistics Annual Data collection: 2011 report, Australian Government, 2012
2. Enhancing the Victorian Community Based Pharmacotherapy System Directions Paper January 2013, Victorian Government, 2013
3. Patterns of use and harms associated with specific populations of methamphetamine users in Australia - exploratory research. Department of Health and Aging, 2008.
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3. Are there other principles that should underpin this Strategy?
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C. Broad Priorities for the Strategy
The NATSIPDS Working Group has also identified what it sees as some of the key priorities,
issues and specific population groups that could be discussed in the Strategy. These include:






Broad social and structural determinants related to harmful substance use including
whole of government matters such as intergenerational social disadvantage;
employment and welfare dependence and social and economic participation (including
education, employment);
Local service delivery issues, including workforce issues such as the ability to attract
and retain staff across the range of disciplines necessary to provide effective and
sustainable interventions, particularly in remote areas;
Supporting children, youth and women – including children exposed to alcohol and
other drugs during pregnancy and early childhood; and
Transference and poly-addiction (not only between substances, but other issues such as
gambling).

1. Are there any other key priorities, issues and/or populations that should
be included?

While these four broad priorities are important they currently do not link well to the principles or the
actions. They also provide difficulties in terms measuring change. It was noted in the evaluation of
the Complimentary plan that while numbers of programs relating to the plan could be counted,
change that occurred because of these programs could not be measured. For instance, did
episodes of care increase in mainstream drug and alcohol treatment services services and did
emergency presentations at hospitals for drug and alcohol admissions decrease.
More specifically in relation to point one, "broad social and structural determinants etc" while
important contributers to drug and alcohol issues these are unlikely to be changed via this
particular strategy but rather are linked to policy areas of education and employment. These broad
determinants could be addressed through reference in the background to the document and
relevant policies listed as providing important contribution to reducing alcohol and drug misuse.
The further three points listed are also important, however, it seems unclear why these particular
areas have been chosen over others. All of the priorities should be transparently linked to evidence
of need and best practice recommendations for drug and alcohol treatment.
For instance, in terms of harm reduction and opioid dependence the World Health Organization
recommends access to needle and syringe programs, pharmacotherapy access and maintenance
and consideration of an individual's stage of change (1). How does this evidence and best practice
relate to this strategy's priorities and key result areas. How can this be measured?
From VACCHO's perspective three measurable broad priorities should focus on
- Access and outcomes for Aboriginal and Torres Strait Islander peoples using drug and alcohol
treatment services ??
- Implementation of best practice guidelines in alcohol and drug treatment services ??
- Workforce support - clinical governance, ??
(1) The integration of harm reduction into abstinence-based therapeutic communities: A case study
of We Help Ourselves, Australia. World Health Organisation, 2006.
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D. Actions, including reviewing the Complimentary Action Plan
It is important that any actions identified in the Strategy provide detailed guidance to
governments, communities and service providers; clearly articulate the overarching
objective and link strongly with the underpinning principles. It is also important that they are
concrete and assessable through national performance indicators and milestones.

The NATSIPDS Working Group has agreed that a small number of Key Result Areas or priorities
are needed to focus action on achieving results.

The Complimentary Action Plan (the CAP) identified six key result areas for targeted action,
which might be useful to review in looking to the new Strategy:
1. Enhanced capacity of Aboriginal and Torres Strait Islander individuals, families and
communities to address current and future issues in the use of alcohol, tobacco and
other drugs and promote their own health and wellbeing.
2. Whole-of-government effort and commitment, in collaboration with community
controlled services and other non-government organisations, to implement, evaluate
and continuously improve comprehensive approaches to reduce drug-related harm
among Aboriginal and Torres Strait Islander peoples.
3. Substantially improved access for Aboriginal and Torres Strait Islander peoples to the
appropriate range of health and wellbeing services that play a role in addressing the use
of alcohol, tobacco and other drugs.
4. A range of holistic approaches from prevention through to treatment and continuing
care that is locally available and accessible.
5. Workforce initiatives to enhance the capacity of Aboriginal and Torres Strait Islander
community-controlled and mainstream organisations to provide quality services.
6. Sustainable partnerships among Aboriginal and Torres Strait Islander communities,
government and non-government agencies in developing and managing research,
monitoring, evaluation and dissemination of information.

1.

Are the Key Result Areas of the CAP still the most important? (tick
selected choice)
Yes
No x

If not, what do you think the most important Key Result Areas should be?
Key result areas - should be attached to the broad priorities and listed under each relevant priority. Clear measures also need to be articulated for each key result area
and the key agency collecting the data and frequency of data collection provided. Particular feedback on the first four key result areas are:
Key result area one - Aboriginal and Torres Strait Islander communities and peoples do not live in isolation to the broader Australian population and the expectation that
the Aboriginal and Torres Strait Islander community alone can address Alcohol and drug misuse is highly unlikely. For example, legislation, local environments and local
services all have impact on communities and individuals. This result area is difficult to measure and inevitably requires partnerships with varying agencies to implement.
We suggest this key result area be removed and integrated into other key result areas, such as , partnerships and treatment access.
Key result area two - Undoubtedly partnerships are required at national, state and local levels and these should have measures attached to them.
Key result area three - While access to a board range of therapies is appropriate this is difficult to measure in terms of, for instance, how many Aboriginal and Torres
Strait Islander people utilise a local narrative therapist and have drug and alcohol issues. This would seem to be more a broader principle for the document. Access to
drug and alcohol treatment services is a far more measurable key result area and provides monitored accountability with services to be providing culturally safe
services.
Key result area four - Prevention programs are known to have controversial limited success and addressing social determinant drivers for drug and alcohol issues
thought to be more effective (1,2). As stated previously this links to other policies that address these determinants should be listed in the background to the strategy.

1. Gates S, McCambridge J, Smith LA, Foxcroft D. Interventions for prevention of drug use by young people delivered in non-school settings. Cochrane Database of
Systematic Reviews 2006, Issue 1. Art. No.: CD005030. DOI: 10.1002/14651858.CD005030.pub2
2. Faggiano F, Vigna-Taglianti F, Versino E, Zambon A, Borraccino A, Lemma P. School-based prevention for illicit drugs' use. Cochrane Database of Systematic
Reviews 2005, Issue 2. Art. No.: CD003020. DOI: 10.1002/14651858.CD003020.pub2
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E. Measuring Progress
Monitoring and reporting was identified as a weakness of the CAP, which can to an extent be
addressed with effective performance measures and milestones.

As custodians of the National Drug Strategy, it is expected that IGCD will be responsible for the
National Aboriginal and Torres Strait Islander Peoples’ Drug Strategy and for providing updates
to Ministers on progress against its actions. In order to gauge whether the Strategy is being
effective and that progress towards the overall objectives is being made, it will be important to
have clear indicators and milestones against the actions and priorities.

1. How often should progress be reported?

Progress should be reported at regular intervals to ensure quality improvement and
sharing of learning and success of policies of programs. The timeliness of this
reporting may be dependent upon data collection agencies and resources to provide
reporting. An annual report of measures would be useful in terms of monitoring and
evaluation.

2. Thinking about the actions and priorities that are identified above, or that
you have identified, what sort of indicators and milestones could be used to
demonstrate progress?
There could be a range of indicators from the local level to national.
In terms of measuring improved access to drug and alcohol treatment services, numbers of
contacts with the justice system and hospital emergency could provide indication of improved
management of drug dependence.
Other important measures to consider are:
- Service delivery episodes to Aboriginal people at mainstream drug and alcohol treatment
services
- Pharmacotherapy participation
- Related Medicare items
- Aboriginal Community Controlled Health Organization reporting through the Improvement
Foundation
- Needle and Syringe Program participation
- Incarceration for drug and alcohol related offenses
- Child protection orders for drug and alcohol related issues
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F. Additional Comments
1. Are there any other issues you would like to raise that might be helpful in
informing the development of the Strategy?
We have held several forums focusing on meth-amphetamine use and feedback
through evaluation forms indicates that there is a need for information and skill in best
practice management of clients with meth-amphetamine addictions. Another need is
for practical family support for those dealing with family members with
meth-amphetamine dependence. For instance, parents and children, through active
counselling services or phone advice lines, not through passive pamphlets or flip
charts.

Written submissions should be received by NIDAC by no later than COB Friday 7 June
2013. These can be sent to either:
National Indigenous Drug and Alcohol Committee, PO Box 205, CIVIC SQUARE, ACT, 2608
Fax: 02 61622611

E-mail: nidac@ancd.org.au (please save this document to your
computer before emailing it to us)

Receipt of NIDAC receiving your submission will be sent to the email address
provided.
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