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Executive Summary 

The Alcohol, Tobacco and Other Drug Association ACT (ATODA) represents the AOD sector 

in the ACT. Members include specialist alcohol and other drug treatment organisations, 

distinguished drug experts with deep knowledge of the criminal justice system and population 

health; the group representing families and friends who have lost loved ones to drugs; and 

the peer-based organisation which advocates for people who use drugs in the ACT. In 

developing this submission, ATODA drew on the collective expertise of its members and 

allied sectors delivering health and social services to groups in which people who use drugs 

are over-represented. In short, this submission distils the collective expertise in the ACT. 

ATODA strongly endorses the Drugs of Dependence (Personal Use) Amendment Bill 

2021 (the Bill) as a necessary step towards improving the health of the ACT community by re-

setting the Territory’s drug law on a firmer evidence base. The ‘war on drugs’ approach has 

failed. As a result, drug use is prevalent, with 43% of Australian adults having used illicit 

drugs. Similar human-rights and health focused reforms are occurring worldwide, and the 

overwhelming evidence is that decriminalisation does not increase drug use. This is well 

illustrated by decriminalisation and the partial legalisation of cannabis in the ACT.  

Decriminalisation can reduce drug harms and saves government spending on the criminal 

justice system. The current system artificially constrains the life chances and diminishes the 

social and economic contributions of those who are marked with criminal records solely for 

drug use. It also impacts their families’ wellbeing and can entrench disadvantage for future 

generations. ATODA suggests several enhancements to the Bill, including: expanding the list 

of drugs included; allowing for information about drug treatment and harm reduction to be 

provided with every Simple Drug Offence Notice; allowing people to contact an alcohol and 

other drug (AOD) treatment provider for an information session in lieu of a fine; and 

increasing the personal possession limits to reflect data on quantities of drugs people buy for 

personal consumption. In addition to the Bill, ATODA suggests eliminating the crime of self-

administration. Decriminalisation should be combined with increased treatment and harm 

reduction options, as has occurred in other jurisdictions where decriminalisation has been 

successfully implemented, like Portugal. Decriminalisation will likely lead to an increase in the 

number of people who currently use drugs seeking treatment. 

The ACT’s specialist AOD sector delivers high-quality, evidence-based treatment. The 

main, legally-permitted treatment types are currently available in the ACT, however not in the 

quantity or intensity required. Chronic underfunding means that appropriate treatment is not 

consistently available to people who need it. There is a funding crisis, and best evidence is 

that current capacity needs to at least double. The ACT Government should stabilise and 

increase funding in three phases: 1) urgently renew existing specialist AOD service contracts 

with proper costings; 2) leverage the sector’s knowledge in co-design processes for 

expanded and new programs by June 2022 to meet current unmet demand; 3) improve 

information about drug use and treatment to plan for future demand. 

Unlike most states, the ACT lacks its own Alcohol, Tobacco and Other Drug Strategy, opting 

for an ACT Drug Strategy Action Plan (DSAP). As a result, the ACT has not laid out a full 

strategy based on the extent and nature of the ACT’s drug harms with jurisdictionally 

meaningful goals. It has resulted in the exclusion of specialist AOD treatment and harm 

reduction as a focus in the DSAP and the lack of a coordinated smoking cessation approach. 

Drug education should be focused where it is most effective, including to help people 

who use drugs to reduce the harm that they and their families experience. It should also 

include specialist training for those in the AOD and related sectors. Evidence indicates mass 

media campaigns regarding drug use are a poor investment, but modern educational 

approaches are useful in schools. 
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Summary of Recommendations for the ACT Government 

Decriminalisation Bill (Section 4) 

Recommendation 1: Pass the Bill. 

Recommendation 2: Expand, and future-proof, the list of drugs included in the Bill. 

Recommendation 3: Ensure the police provide information about drug treatment and harm-
reduction with every Simple Drug Offence Notice (SDON). 

Recommendation 4: Offer an alternative to a SDON fine. 

Recommendation 5: Collect data to enable evaluation of the Bill’s impacts.  

Recommendation 6: Increase the personal possession limits in the Bill. 

Recommendation 7: Eliminate the crime of self-administration. 

Recommendation 8: Combine decriminalisation with increased treatment and harm 
reduction. 

Matter b), Inquiry Terms of Reference (ToR) 

Recommendation 9: Develop an ACT Alcohol, Tobacco and Other Drug Strategy with an 
accompanying Action Plan in close collaboration with the AOD treatment sector and with the 
input of other experts, including people who use drugs and families impacted by drug use.  

Recommendation 10: Develop a strategic and comprehensive approach to tobacco control 
that prioritises helping people from disadvantaged groups. 

Recommendation 11: Work with the Commonwealth to simplify and speed up the approvals 
processes to facilitate access for smokers who need the full range of nicotine replacement 
therapy products with a doctor’s prescription. 

Matter e), Inquiry ToR 

Recommendation 12: Work with other funders and the sector to enhance and streamline 
data collection from the sector. A refresh of the Drug and Alcohol Services Planning (DASP) 
tool and its application to the ACT should be undertaken quickly. 

Recommendation 13: Fund ATODA to undertake data cleaning, collation and further 
analysis of the ACT’s Alcohol and Other Drug Treatment Services Minimum Data Set, 
including integrating findings with existing data sets. 

Recommendation 14: Undertake a detailed, strategic and technical planning process to 
inform appropriate investment in the ACT specialist AOD sector with a view to both current 
and future demand.  

Recommendation 15: Continue its commitment to establish and fund an Aboriginal 
Community Controlled residential rehabilitation facility. 

Matter d), Inquiry ToR 

Recommendation 16: Facilitate innovation and flexibility within current funding contracts. 

Recommendation 17: Fund a nurse- or peer-led supervised drug consumption site which 
layers on additional supports. 

Recommendation 18: Support AOD providers to establish urgently required new service 
models to address gaps through co-design with the AOD sector, people who use drugs and 
families impacted by drug use. 

Recommendation 19: Ensure a Needle and Syringe Program for drug users is provided in 

the AMC.  

Matter c), Inquiry ToR 

Recommendation 20: Develop infrastructure (e.g., working groups) to coordinate its funding 
efforts with those of other funders and the specialist AOD treatment sector. 

Recommendation 21: Fund the treatment sector to double its capacity. 
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a. Renew funding for existing programs urgently as five-year contracts after appropriate 

re-costing as part of a commissioning process. 

b. Carry out commissioning and co-design processes to meet current urgent unmet 

need, with funding to commence no later than July 2022.  

c. Commence collaborative, future-focused needs-analysis for specialist AOD treatment 

and harm reduction services immediately. 

Recommendation 22: Apply the Drug and Alcohol Services Planning (DASP) tool to inform 
funding allocations, but not at the expense of delaying a co-design process to meet urgent 
needs. 

Recommendation 23: Fulfill the commitment to undertake a thorough infrastructure review, 
which should include future as well as current needs. 

Recommendation 24: Ensure that ACT Health Planning includes a specific priority line for 
capital works for specialist drug treatment services. 

Recommendation 25: Avoid cost-shifting from the criminal justice to the health system as 
decriminalisation is rolled out by using data on redirection to inform ACT budget allocation. 

Recommendation 26: Collect and analyse data on redirection of offenders to the AOD 
treatment system. 

Recommendation 27: Ensure sufficient and specific funding to provide drug treatment in its 
entirety, including infrastructure, to Drug and Alcohol Sentencing List participants in the 
future. 

Recommendation 28: Ensure sufficient and specific funding to provide drug treatment in its 
entirety to the Therapeutic Care Court and for residents of the proposed Reintegration 
Centre. 

Recommendation 29: Ensure that all new funding for new drug treatment interventions also 
includes an expert external evaluation and monitoring component, budgeted at 10% of total 
funding. 

Recommendation 30: Provide a modest increase in annual funding for the AOD sector peak 
organisation (ATODA) to enhance its capacity to act as a peak. 

Matter f), Inquiry ToR 

Recommendation 31: Not to invest in mass media campaigns to discourage the uptake of 
drugs. 

Recommendation 32: Commission and publicly release an expert review of the ACT school 
drug education programs.  

Recommendation 33: Increase support and funding for peer-to-peer harm reduction 
education. 

Recommendation 34: Consider targeted AOD education programs for high-risk industries, 
for example construction, transport and hospitality. 

Recommendation 35: Continue its support for the ACT Alcohol Tobacco and Other Drug 
Qualification Strategy, increasing funding as necessary to ensure that all workers are 
appropriately trained. 

Recommendation 36: Expand its funding of ATODA to deliver AOD training to people who 
work with people who use drugs in allied health and social sectors. 
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1. About ATODA and this submission 

The Alcohol, Tobacco and Other Drug Association ACT (ATODA) welcomes this Inquiry 

into drug laws, policies, and services designed to minimise harms from drugs in the ACT.  

ATODA is the peak body for the alcohol, tobacco and other drug (ATOD) sector in the 

ACT. Its purpose is to lead and influence positive outcomes in policy, practice and 

research by providing collaborative leadership for intersectoral action on the social 

determinants of harmful drug use, and on societal responses to drug use and to people 

who use drugs.  

ATODAʼs vision is a healthy, well and safe ACT community with the lowest possible levels 

of alcohol, tobacco and other drug related harms. Underpinning ATODA’s work is a 

commitment to health equity, the social and cultural determinants of health, and the values 

of collaboration, participation, diversity, respect for human rights, social justice and 

reconciliation between Aboriginal and Torres Strait Islander people and other Australians. 

ATODA represents the ACT’s specialist alcohol and other drug (AOD) treatment 

organisations, both NGOs and the ACT Government specialist treatment service. 

Membership also includes distinguished drug academics with expertise in the criminal 

justice system and the health effects of drug use; the group representing families and 

friends who have lost loved ones to drugs; and the organisation which advocates for 

people who use drugs in the ACT. 

In developing this submission, ATODA consulted extensively with its members and other 

interested parties, including sectors delivering health and social services to the community 

in which people who use drugs are over-represented. This submission expresses a shared 

understanding of the issues and priorities for drug law, policy and services. This 

submission draws on the collective expertise of virtually everyone in the ACT with drug 

expertise and is consistent with the views of most experts Australia-wide. This is illustrated 

by the broad harmony of this submission’s recommendations and those of the recently 

released independent, New South Wales Government-commissioned report into crystal 

methamphetamine and other stimulants.(1)  

This submission explains the clear and urgent need for drug law reform and coordinated 

enhancement of AOD treatment and harm reduction, including a doubling of capacity for 

the sector. While capacity for the treatment and harm reduction sector must double, it 

should not be a mere replication of every existing program or service. This submission 

outlines processes for identifying and meeting existing and future needs.  

Specialist treatment organisations are well aware of areas that could be enhanced, or 

innovative services that could be developed, with additional funding. Many of these 

organisations are making their own submissions, some of which will contain policy 

recommendations for new or expanded harm reduction and treatment programs. These 

are often in areas of an organisation’s particular expertise and merit the close attention of 

the Select Committee. The ACT Health Directorate, in applying their new commissioning 

model, should undertake a genuine co-design with the sector and people with lived 

experience to inform the June 2022 commissioning cycle. Following these initial 

investments, the future needs of people who use alcohol, tobacco and other drugs should 

be urgently modelled and undertaken.   

ATODA would welcome the opportunity to elaborate in greater detail on any of the 

observations and issues included in the submission. 
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2. Shared understandings of the Alcohol, Tobacco and Other Drug Sector 

Numerous myths have been perpetuated about drug use and people who use drugs over 

several decades in Western countries.(2) Public opinion on matters of drug policy has 

shifted in recent years, with Canberrans favouring health rather than criminal justice 

responses to people who use drugs. Nevertheless, it is prudent to set out an expert 

consensus view of the issue to ensure a shared understanding of challenges and potential 

solutions before addressing specific areas covered in the Inquiry. 

 

Drug use should be viewed from a human rights perspective 

The challenge of minimising harms from alcohol, tobacco and other drug use is best 

viewed from a human rights perspective. The right to health and to access to medical 

services is set out in Article 25 of the Universal Declaration of Human Rights and Article 

12 of the International Covenant on Economic, Social and Cultural Rights.(3, 4) 

Australians expect access to high-quality, publicly funded health services in a timeframe 

consistent with the preservation or restoration of their health.  

Most people who use illicit drugs do not require treatment. Illicit drug use, like alcohol and 

tobacco use, increases health risks for individuals and at a population level. All three are 

covered under the National Drug Strategy(5) and the ACT’s Drug Strategy Action Plan. 

Each substance can lead to harms such as dependence, reducing people’s ability to 

manage their risks. However, the policy responses to these risks in Australia differ 

markedly from one another. Governments can play key roles in creating policies which 

limit the health risks from alcohol, tobacco, and other drugs, and can fund treatment 

options to enable people to more effectively quit or otherwise reduce their health risks.  

Tobacco consumption is the greatest modifiable health risk factor in Australia, causing 

more ill-health and premature mortality than any other drug. Aboriginal and Torres Strait 

Islander people, people with mental illness and people dependant on alcohol and other 

drugs are harmed in especially high numbers.(6-9) While Australia has taken several 

globally pioneering steps to reduce tobacco consumption, tobacco remains legal in 

Australia, as does alcohol. Policies over many decades have engaged the health system 

to more effectively enable people to reduce their health risks from alcohol and tobacco. 

Conversely, other recreational drugs are mostly illegal in Australia. Policy responses to 

health risks from other drugs historically focused on criminalising and penalising people 

who use them, rather than enabling people to reduce their risk. The ‘war on drugs’ 

approach with heavy criminal penalties for people who use drugs is one of the clearest 

policy failures in recent history. According to the former commissioner of the Australian 

Federal Police, Mick Palmer, “Our current use and possess illicit drug laws operate to 

criminalise a health problem, isolate and punish people who most need support, and 

address only the symptoms while ignoring the causes”.(10) 

In 2019, 43% of Australians aged 14 and over reported ever having used illicit drugs.(11) 

This is likely an undercount, given that some people who have used illicit drugs are 

reluctant to disclose illegal activity during a government survey. Regardless, the data 

clearly illustrate that the threat of criminal penalties has not kept millions of Australians 

from using drugs. Among adolescents, anecdotal evidence suggests that the prohibited 

nature may even be attractive.(12) A thorough review of all evidence does not show a 

consistent causal link between decriminalising drugs and increased drug use or drug 

harm. 

The widespread use of illicit drugs also demonstrates the lack of fairness in the application 

of laws relating to drug possession and use. While perhaps half of Australians have used 
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illicit drugs, only a small proportion have been arrested or convicted. People from 

disadvantaged groups are highly over-represented in these arrests.(13) This is because 

people from disadvantaged backgrounds come into contact with the criminal justice 

system more frequently than others, so their risk of being discovered with drugs is 

increased.  

Additionally, drug-related harms, including drug dependency, are associated with 

persistent socio-economic disadvantage and marginalisation. Criminal conviction carries 

lifelong consequences in terms of employment and can initiate or worsen a spiral of 

diminished life-choices. In turn, this can worsen drug related harms. This is a tragedy in 

the lives of individuals. It is also poor public policy which artificially represses the ability of 

many people to make their fullest social and economic contributions to society, and can 

have long-term negative impacts on their family members and others who rely on them. 

Unequal application of the law against disadvantaged people is a clear problem when 

viewed from a human rights perspective, especially since there are no benefits to the 

criminalisation of personal-level drug possession and use. 

Aboriginal and Torres Strait Islander people are vastly overrepresented in the criminal 

justice and child protection systems, and interactions with these systems can exacerbate 

harms from drug use.(14) The criminalisation of drugs perpetuates past injustices against 

the First Australians. Other minorities, including some ethnic minorities and people who 

identify as LGBTIQ+,(15) also have higher rates of drug use stemming from disadvantage. 

Criminalisation of drug possession and use perpetuates this disadvantage, often 

intergenerationally. 

 

Alcohol, tobacco and other drugs should be treated more consistently and 

addressed with health interventions 

A rational response to all drugs, including alcohol, tobacco, pharmaceutical products and 

other drugs, is to treat them as health issues irrespective of drug type. Any harmful drug 

use is a health issue and should be treated as such rather than criminalised. It is 

discriminatory to criminalise people because of a health issue.  

As the Select Committee will be aware, there are three pillars that comprise the Australian 

definition of ‘harm minimisation’. As shown in Table 1 overleaf, an analysis of 2009/10 

expenditure by Australian governments on illicit drugs ($1.7 billion), found that nearly two-

thirds was directed to drug law enforcement, with 23% spent on treatment, 10% on 

prevention, and just 2% on harm reduction.(16) This is contrary to the evidence about their 

relative effectiveness. While this data relates to all levels of Australian governments, it 

illustrates the responsibility of the ACT to offset these disproportionate allocations to law 

enforcement, increasing investment to harm reduction and demand reduction (including 

treatment). 
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Table 1. Expenditure against the three pillars of harm minimisation 

Pillar Description Proportion of 
government 

budgets (2009/10) 

Harm 
reduction 

Aim to reduce the harm from drugs for both individuals 
and communities and do not necessarily aim to stop drug 
use. Examples include needle and syringe services, 
methadone maintenance, brief interventions, and peer 
education. 

2% 

Supply 
reduction 

Aim to reduce the production and supply of illicit drugs. 
Examples include legislation and law enforcement. 

64% 

Demand 
reduction 

Aim to prevent the uptake of harmful drug use. Examples 
include community development projects and media 
campaigns, as well as treatment. 

33% 

 

Drug policy approaches which allow people to better understand the health risks of their 

drug use (be it alcohol, tobacco, non-prescribed pharmaceutical products or other drugs), 

and enable them to better manage those risks are effective in reducing a population’s risk 

from drugs and cost-effective for taxpayers.(17, 18) Decriminalising these drugs can 

increase health-promoting behaviour, such as the regular procurement and use of sterile 

injecting equipment and seeking drug treatment. Conversely, stigmatisation of people who 

use drugs, including discrimination against them, drives people away from help. According 

to the World Health Organization, substance use disorders are the world’s most 

stigmatised health condition.(19) Australians’ median wait time to first treatment for alcohol 

dependence is 18 years.(20) National modelling suggests that in the ACT only a small 

proportion of people who could benefit from treatment ever seek it.(21) 

 

Treatment and harm reduction deliver positive outcomes and are cost-effective  

The AOD sector in the ACT provides high quality evidence-informed harm reduction and 

treatment despite limited resources and high demand. The sector is cohesive and unified, 

working together across government and non-government services to provide the main 

AOD treatment types to those seeking support and treatment for AOD issues (see section 

3). The specialist AOD workers in these services are highly qualified in their fields of 

expertise and are committed to positive therapeutic and other outcomes for service users.  

ACT treatment and harm reduction services deliver positive outcomes for people able to 

access services. In a 2018 survey, people accessing ACT AOD services reported: 

reduced substance use (75% of people receiving services); improved general health 

(81%); improved mental health (73%); and reduced experience of AOD related harms, 

including reduced involvement in crime (80%); and improved knowledge of preventing 

transmission of blood borne viruses (78%).(22) 

Further, modelling shows that AOD treatment and harm reduction services are a good 

investment. One analysis found that for every $1 invested in alcohol and other drug 

treatment, society gains $7.(23) Other studies have found similarly favourable cost-

effective ratios across AOD treatment services and harm reduction programs.(24-26) 

 

The specialist alcohol and other drug service system is experiencing a funding 

crisis 

Despite the above strengths, the specialist AOD service system in the ACT is constrained 

by chronic and historical underfunding. The compounding effect of several years of 

resourcing below demonstrated community demand without cost benchmarking has 

resulted in a critical undersupply of AOD treatment capacity.  
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The organisations delivering treatment and harm reduction services have achieved 

substantial increases in treatment episodes delivered over many years as the sector 

struggles to achieve maximum efficiency from funding available.  However increased 

demand means individuals accessing community-based services often receive a lower 

treatment ‘dose’ (e.g., of counselling duration or frequency) resulting in sub-optimal 

outcomes. Many specialist AOD programs have substantial and unacceptable waiting 

times or contact lists, particularly for residential rehabilitation, day programs, residential 

withdrawal and counselling. Service providers continue to work hard in partnership with 

government agencies to provide timely and quality AOD services to also address 

additional demand arising from ACT Government flagship priorities. These priorities 

include the Drug and Alcohol Sentencing List and require additional funding to achieve 

greater success. 

The Australian Government commissioned a review of AOD treatment services in 

Australia which found that nationally, treatment places would need to double to meet 

demand.(21) This research estimated that approximately 200,000 people receive AOD 

treatment in any one year in Australia. At the same time, modelled projections of the 

unmet demand for AOD treatment (that is, the number of people in any one year who 

need and would seek treatment) were conservatively estimated to be up to 500,000 

people over and above those in treatment in any one year.(21)  

 
Co-designed investment in the sector and growth is needed, guided in the long-
term by enhanced data 

The organisations in the sector are acutely aware of the major enhancements and growth 

needed in the treatment and harm reduction services. If funding for solutions is available, 

they can design solutions to address current unmet demand. Co-design processes should 

consider:  

• the mix of availability of AOD treatment, prevention and harm-reduction types 

according to community need for timely treatment. 

• the workforce needed to support specific drug treatment, prevention and harm-

reduction types and identified needs, including considerations of workforce 

professional development, and clinical supervision. 

• the infrastructure needed to support an AOD service system—including addressing 

both current and future infrastructure needs. 

These co-design processes with AOD service providers and service users would enable 

the sector to meet current unmet need. Demand will continue to increase, due to 

population growth and greater willingness to seek treatment as decriminalisation reduces 

stigmatisation. Modelling and planning for future need must be supported by access to, 

and use of, high quality data and analysis, and informed by a co-design process. Urgent 

priorities for investment should be addressed at the outset.   

 

3. Scene setting  

A 2018 survey found that 600-700 people access specialist AOD services each day in the 

ACT. These service users reported high levels of socio-economic disadvantage: nearly 

one-third were homeless or at risk of homelessness; 70% were unemployed or not 

working; and half had year 10 or less as their highest level of education.(22) 

The alcohol, tobacco and other drug treatment sector in the ACT delivers more than thirty 

programs across the main treatment types. A description of these programs can be found 
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in the ACT Alcohol , Tobacco and Other Drug Services Online Directory at 
www.directory.atoda.org.au. A key strength of the alcohol, tobacco and other drug sector 
is the integration of government and non-government services to collaboratively provide a 
wide range of legally-permitted evidence-based harm reduction and treatment 
interventions (Figure 1 ).(27) Key facts about the sector are: 

• Nine of the ten specialist service providers are community organisations (NGOs). 

• There are several specific treatment and program types that are only provided by 
non-government service providers, including: harm reduction programs; non
residential withdrawal; peer support; specialist alcohol , tobacco and other drug 
primary health care; residential rehabilitation; day program rehabilitation; and flexible 
outreach targeted to vulnerable community members (shaded in Figure 1 ). 

• The specialist alcohol , tobacco and other drug service sector includes programs 
catering for the needs of specific populations, for example: youth; Aboriginal and 
Torres Strait Islander people; women; families; and peers. 

• Services are typically funded by a blend of ACT Government, federal (directly from 
the Commonwealth and through the Capital Health Network) and philanthropic 
sources. 

Figure 1: Evidence-based specialist alcohol, tobacco and other drug interventions delivered in the 
ACT by government and/or non-government services, highlighting intervention types that are only 
offered in non-government services {shaded areas) (Source: adapted from 360Edge and A TODA 2017(27)) 

Psychosocial 
interventions 

Brief intervention 

Assessment 

Specialist ATOD 
therapeutic 

interventions 

Evidence
based 

specialist 
alcohol , 

tobacco and 
other drug 

interventions 

~~ea.qno paialire 1 

)Uawalieuew ase::, 

IJ()ddns .iaad 

JalltO 

Note: Several interventions may incorporate the use of other intervention types. For example, 'case management' may 
include the use of various types of psychosocial interventions such as assessment and specific psychosocial therapies. 

ATODA Submission - Inquiry into the Drugs of Dependence (Personal Use) Amendment Bi ll 2021 
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Only a relatively small proportion of people who use alcohol and other drugs could be 

described as having an AOD ‘problem’, and not everyone who uses AOD needs to access 

treatment. The determination of who needs AOD treatment is based largely on a 

comprehensive AOD assessment. Assessment “involves detailed questioning and is a 

specialist activity conducted to identify the type and severity of a specific problem to 

gather information needed to develop a comprehensive treatment plan that meets the 

individual needs of each service consumer.”(27) This treatment plan articulates the goals 

of the individual and channels them into the appropriate supports in a timely manner. A 

treatment plan is essential for person-centred care. Information and education, including 

with a focus on harm reduction should be provided at all stages of AOD treatment. Best 

outcomes are achieved when people are transitioned from intensive AOD treatment into 

aftercare that continues to actively support them (e.g., through less intensive counselling) 

to sustain their treatment gains. 

Service delivery is supported by a multi-disciplinary workforce of committed individuals 

each possessing specialised training in alcohol and other drugs, including AOD workers, 

social workers, counsellors, peer workers, nurses, addiction medicine specialists and 

others. Most possess university level qualifications, while for others, the minimum of a 

Certificate IV in alcohol and other drugs is required.(28)  

While the specialist AOD harm reduction and treatment services sit at the core of the 

ATOD sector, they also rely on the capacities of other organisations and roles, including: 

the peak AOD organisation (ATODA); AOD policy positions within the ACT Health 

Directorate; researchers; and clinicians with AOD specialities. They also coordinate with 

allied services, including housing, homelessness, mental health, and domestic & family 

violence services, to ensure cross-referral of clients as appropriate. 

 

4. Decriminalisation Bill  

ATODA warmly welcomes the Drugs of Dependence (Personal Use) Amendment Bill 2021 

(Bill) as a necessary step in making Australia’s drug law more evidence-based. The ACT 

could be the first jurisdiction in Australia to partially decriminalise the personal use of the 

drugs covered by the Bill. However, it is following precedents set in several jurisdictions 

internationally, including in Portugal and the United States. Indeed, one source lists 29 

nations that have some form of drug decriminalisation.(29) 

Criminalisation of drug use does not work. The former commissioner of the Australian 

Federal Police, Mick Palmer has noted that “contrary to frequent assertions, drug law 

enforcement has had little impact on the Australian drug market”.(30) and that “law 

enforcement outcomes are frequently counterproductive and operate to increase harm 

rather than reduce it”.(10) Similarly, the New Zealand government’s 2018 report into 

Mental Health and Addiction made recommendations (numbers 27, 28) to: 

- “Replace criminal sanctions for the possession for personal use of controlled drugs 
with civil responses (for example, a fine, a referral to a drug awareness session run 
by a public health body or a referral to a drug treatment programme). 

- Support the replacement of criminal sanctions for the possession for personal use of 
controlled drugs with a full range of treatment and detox services”.(31)  

Further, this Bill partially implements the recommendation of the World Health 

Organization and United Nations to repeal punitive laws which criminalise “drug use or 

possession of drugs for personal use”.(32) The International Narcotics Control Board, 

which monitors and supports international compliance with drug treaties, has similarly 

emphasised proportionality in responses to drugs. It notes that international treaties for 
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drug control do not require countries to criminalise drug use and possession for personal 

use, and lays out alternative responses including “treatment, education, aftercare, 

rehabilitation and social reintegration”.(33)  

As noted above, the evidence does not show that criminalising drug use deters use on 

balance, nor that decriminalising drug use will lead to increased drug use,(34) or an 

increase in other crimes. Cannabis use did not increase in the ACT when minor cannabis 

offences were decriminalised in 1992,(35) nor did it when decriminalisation occurred in 

South Australia and Western Australia.(36) After the most recent legislation which 

removed any penalty for possession of small amounts of cannabis, wastewater data 

indicate that use decreased slightly immediately following decriminalisation.(37) While 

ATODA would attribute the drop to natural variation rather than the changed legislation, it 

nevertheless demonstrates that policy makers should not fear the consequences of 

decriminalising the possession of small amounts of other drugs. Such a standpoint is 

backed by public sentiment, which strongly supports a decriminalised approach to 

personal possession and use.(38) 

Furthermore, decriminalising drug possession for personal use can enhance a 

population’s health-promoting behaviours, including harm-reduction activities and 

treatment seeking. The ACT Government clearly understands the value of these activities 

and supports them through its funding of relevant programs. Decriminalising personal 

possession of an expanded number of drugs would increase uptake of Government 

funded programs, enhancing value for money. It would also reduce other health and 

criminal costs. 

Importantly, the Bill provides further opportunity for the ACT Government to lead Australia 

in rational policy that is evidence-informed, supported by the community and improves the 

health of Canberrans.  

Recommendation 1: The ACT Government should pass the Bill. 

While ATODA strongly supports the Bill, it notes several areas of potential enhancement 

which would augment the Bill’s benefits. 

Recommendation 2: The ACT Government should expand, and future-proof, the list of 

drugs included in the Bill. 

The current list of drugs in the Bill includes both prohibited drugs and Schedule 8 drugs. 

The list should be expanded according to three criteria, which reflect the drugs: a) which 

people use or may use in future; b) for which they seek treatment; and c) for which people 

in the ACT are arrested. Based on the first criterion, ATODA recommends that a ‘catch-all’ 

clause be inserted into the legislation to ensure that Schedule 8 drugs which are used 

illicitly by people are included in the Simple Drug Offence Notice (SDON). As this list is 

large and changes regularly, ATODA suggests that these drugs are not named specifically 

but included in a “catch-all” statement to future proof this list. This would result in explicit 

mention of methadone being removed from the list, noting that it would come under the 

catchall statement.  

Based on the second criterion, ATODA recommends the addition of gamma 

hydroxybutyrate (GHB), carfentanyl and other fentanyl derivatives to the list. For the third 

criterion, ATODA notes that the Justice and Community Safety Directorate ceased its 

regular, frequent publication of drug arrest data with the June 2019 issue of its Criminal 

Justice Statistical Profile.(24) This inhibits rational and evidence-based community 

discussion about drug laws, and ATODA urges the resumption of quarterly publication of 



13 
 

ATODA Submission – Inquiry into the Drugs of Dependence (Personal Use) Amendment Bill 2021 
 

such data. In the meantime, ATODA encourages the Committee to seek these data to 

ensure that any drug which has led to more than three arrests in the last two years is 

added to the list. ATODA also notes that the Bill needs to be ‘future-proofed’ against 

evolving manufacture and distribution patterns for illicit drugs. It suggests that language is 

included to indicate that future analogues of the drugs listed in the Bill should be subject to 

its provisions. 

ATODA commends the Bill for including ‘hard’ drugs. It is important that drugs which 

cause the greatest risks to health are included because this reduces barriers to a health 

response. The greater the health and social risks posed by a drug’s use, the more the 

ACT’s policy response should focus on enabling treatment and harm reduction rather than 

punishment. It would be logically inconsistent to exclude ‘hard’ drugs from the Bill on these 

grounds. To illustrate, tobacco causes more health-related harm to the Australian public 

than any other drug, but is not criminalised. This has encouraged many people to seek 

treatment to quit, helping to dramatically reduce Australia’s smoking rates.  

Recommendation 3: The ACT Government should ensure the police provide information 

about drug treatment and harm-reduction with every Simple Drug Offence Notice (SDON). 

Some people who use drugs would benefit from treatment or harm reduction. For some 

people, an interaction with the police triggers self-examination about the role of drugs in 

their life. People who conclude that they want to change their drug use are more likely to 

seek treatment and/or other supports if they are informed about the options available. The 

current ‘Support Link’ scheme is underutilised, and service providers report low levels of 

referrals received. A requirement that police provide standard information about options 

available in the ACT with every SDON would be an important strategy to reduce drug 

related harm. ATODA would be happy to assist with developing or reviewing this standard 

information if requested. ATODA emphasises that it would not support any mandatory 

referrals to treatment, which would breach basic human rights, be seen by many as 

punitive and could make treatment less attractive. Treatment is most effective when it is 

voluntary.(39, 40) 

Recommendation 4: The ACT Government should offer an alternative to a SDON fine. 

A fine of $100 is proposed along with the issuing of a SDON. People who are in contact 

with the police for drug use and/or possession are overwhelmingly financially and socially 

disadvantaged. This reflects the fact that people experiencing disadvantage come into 

much more frequent contact with the police. It is also because people with drug use issues 

are typically disadvantaged before drug initiation and have reduced financial control over 

their lives because of the cost of drugs. A fine of $100 can substantially worsen a spiral of 

loss of financial control and bring people into additional contact with the justice system if 

they are unable to pay. ATODA proposes that the person charged with an offence has an 

option of contacting an AOD treatment provider for an information session in lieu of the 

fine.  

Recommendation 5: The ACT Government should collect data to enable evaluation of the 

Bill’s impacts.  

Making evidence-based decisions on illicit activities is difficult due to their covert nature, 

inhibiting the creation of reliable information for legislators and policymakers. As 

elaborated in further detail in the section addressing section e) of the Inquiry’s ToR below, 

information on drug use, drug arrests, and drug treatment in the ACT has received little 

investment and is insufficiently robust. For instance, ATODA is unaware of any specific 
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effort to collect baseline data to measure the effects of the 2020 partial legalisation of 

cannabis. Such information would be of obvious use in consideration of this Bill and 

informing many other policy decisions. (Note that the evidence is clear that it did not lead 

to increased cannabis use. Anecdotally, it did lead to increased treatment seeking for 

cannabis). ATODA recommends that provisions be added to the Bill which require the 

ACT Health Directorate to work with the drug treatment sector, in consultation with 

relevant academic experts, to design and implement an evaluation of the Bill’s effects on 

drug use and harms. 

Given that the police will have discretionary power under the Bill, it will be important to 

ensure that this does not lead to potential discrimination against disadvantaged groups. 

This might be achieved via directives for the police force and should be formally evaluated 

after one year with ongoing monitoring. 

Recommendation 6: The ACT Government should increase the personal possession 

limits. 

The personal possession limits set out in Table 170 of the Bill do not reflect the quantities 
of drugs that people routinely buy at any one time and have in their possession for 
personal consumption. People who use drugs often procure several doses in a single 
transaction, just as many people have a ‘weekly shop’ instead of visiting the supermarket 
before every meal. The personal possession limits in the Bill will therefore mean that many 
people who possess drugs solely for personal use are treated as though they are 
possessing drugs for the purpose of trafficking them. Internationally ground-breaking work 
to determine the amounts of drugs that people who use but do not traffic in drugs has 
been undertaken in the ACT.(41-43) These amounts should be used to inform higher 
personal possession limits in the Bill.  

Recommendation 7: The ACT Government should eliminate the crime of self-

administration. 

While the Bill would decriminalise the possession of some drugs for personal use, it does 
not alter the crime of self-administration of those drugs, (as specified in the Medicines, 
Poisons and Therapeutic Goods Act 2008, s. 37). This is an inconsistency which ought to 
be remedied through additional legislation to decriminalise self-administration of cannabis 
and the drugs listed in the Bill. ATODA understands that there is a perception among 
many people who use drugs that the prohibition against self-administration means that 
they are still open to possible criminal justice sanctions. This inhibits health-promoting 
behaviour such as regular procurement and use of safe injecting equipment.  

Recommendation 8: The ACT Government should pair decriminalisation with increased 

treatment and harm reduction. 

It is important that decriminalising personal possession of an expanded range of drugs is 

accompanied by increased treatment and harm reduction services available to people. 

From a philosophical perspective, once drug use is seen as a health and human rights 

issue rather than a law-and-order one, it becomes imperative that a health response is 

readily available. Practically, anecdotal evidence is that more people came forward for 

treatment for cannabis use after cannabis was partially legalised in the ACT, and a similar 

effect is likely for other drugs. Additionally, evidence from other jurisdictions such as 

Portugal is that decriminalisation is most effective at reducing drug harms when it is 

accompanied by ready access to treatment and/or other supports for those who need it, as 

discussed below.(44, 45)  
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ATODA is not suggesting any new discussion about drug treatment be introduced into the 

Bill, only that the Government consider it during or after passage of the Bill. ATODA 

endorses this Bill in the absence of any changes to drug treatment services or any of the 

modifications suggested above, while advocating for the synergies which are possible. 

 

5. Response to different matters in the Inquiry’s Terms of Reference (ToR)  

This submission addresses each of the matters listed in the ToR, but in a slightly different 

order than as presented in the Inquiry ToR. This submission engages with best practice 

policy approaches and responses in other jurisdictions (Matter a) as appropriate in 

discussions of other matters. Matters e, d, and c are addressed in that order. 

Matter b) the health, criminal justice and social impacts of current policy and 

legislation approaches to drug use in the ACT (including the ACT Government’s 

ACT Drug Strategy Action Plan 2018-2021) 

Unlike most states, the ACT does not currently have the benefit of its own Alcohol, 

Tobacco and Other Drug Strategy. Without the support of a Strategy, the current ACT 

Drug Strategy Action Plan (DSAP) does not capitalise on opportunities for harm 

minimisation, including drug treatment and harm reduction, and lacks a coordinated 

smoking cessation effort. 

Recommendation 9: The ACT Government should develop an ACT Alcohol, Tobacco and 

Other Drug Strategy with an accompanying Action Plan in close collaboration with the 

AOD treatment sector and with the input of other experts, including people who use drugs 

and families impacted by drug use, which includes: 

• analysis of long-term trends, e.g., aging and drug users’ needs 

• current as well as aspirational programs 

• NGO and government initiatives 

• best-practice initiatives to help people quit smoking and which target 

disadvantaged groups including people who use drugs. 

• clear funding commitments 

• clearly articulated evaluation plans, including for the collection of baseline data 

where applicable.  

Recommendation 10: The ACT Government should develop a strategic and 

comprehensive approach to tobacco control that prioritises helping people from 

disadvantaged groups to quit or reduce smoking. This should include funding provision of 

best practice nicotine dependence treatment and smoking cessation support through 

expansion of the We CAN Program or similar programs in the alcohol and other drugs 

sector. 

Recommendation 11: The ACT Government should work with the Commonwealth to 

simplify and speed up the approvals processes to facilitate access for smokers who need 

the full range of nicotine replacement therapy products with a doctor’s prescription. 

The impacts of the current policy and legislative approach that focuses on directing 
resources and attention to a criminal justice response to illicit drugs, with less attention to 
a health response to alcohol, tobacco and other drugs, has been discussed in Sections 2 
and 4. It is also well documented elsewhere.(46-48) Community concern is rightly focused 
on reducing the harms from alcohol, tobacco and other drugs. This includes reducing the 
overwhelming harm that comes from penalising and incarcerating citizens. 
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Need for an ACT-specific Alcohol Tobacco and Other Drug Strategy  

The current ACT Drug Strategy Action Plan 2018 – 2021 (DSAP) does not provide an 

adequate framework for alcohol, tobacco and other drug policy in the ACT. The Plan is 

almost entirely silent on treatment and focuses on action in the Government space, with 

little mention of non-government activities. Given that nine of the ten specialist AOD 

treatment service providers are NGOs, this is a significant omission. Further, the Action 

Plan includes only new ambitions, excluding existing programs like treatment services that 

are working well but require additional resourcing. It also does not re-balance the serious, 

problematic misallocation of resources, with the bulk of the ACT’s expenditures on 

responding to drugs and drug use going to the domain with the least evidence for cost-

effectiveness, i.e., criminal justice responses. 

The ACT has had a series of ACT drug strategies beginning in 1999. They were all meant 

to implement the key elements of the National Drug Strategy, in the circumstances of the 

local jurisdiction: 

• ACT Department of Health Community Care, From Harm to Hope: ACT drug strategy 

1999 (Canberra, September 1999). 

• ACT Alcohol, Tobacco and Other Drug Strategy 2004 – 2008 (2004). 

• ACT Alcohol, Tobacco and Other Drug Strategy 2010-2014 (June 2010). 

The current document, entitled “ACT Drug Strategy Action Plan 2018-2021: A Plan to 
Minimise Harms from Alcohol, Tobacco and Other Drug Use” differs from its predecessor 
particularly in the absence of precise indicators by which progress towards the 
achievement of the actions can be monitored and evaluated.  

The current ACT Drug Strategy Action Plan does not meet the ACT’s needs as well as it 
could, partly because it is based on the National Drug Strategy document. The purpose of 
the National Drug Strategy is to identify “national priorities relating to alcohol, tobacco and 
other drugs, [and it] guides action by governments in partnership with service providers 
and the community.” As a result, most states have their own Drug Strategy. Differences 
between the ACT and other contexts warrant an ACT-specific Strategy that can define and 
articulate local priorities; this will be even more relevant if the Decriminalisation Bill under 
consideration is passed. 

Identifying strategies and setting clear, measurable targets for reaching disadvantaged 

groups with comprehensive, high quality treatment would need to be a key part of a 

Strategy. Important considerations would include: 

• creating more places for and use of the Drug and Alcohol Sentencing List. 

• ensuring that drug reform considers both adolescents and adults. 

• developing clear measures to include people who use drugs in the development and 

monitoring of policy. 

• creating a holistic approach which improves the current drug driving 

countermeasures which criminalise those detected with the mere presence of an illicit 

drug without any evidence of intoxication or that the amount detected impairs the 

capacity to drive, given that presence can remain for days.  

o criminalising mere presence of drugs is potentially at odds with human rights 

considerations and does nothing to enhance road safety.(49)  

• expanding the ACT Needle and Syringe Program. 

• ending restrictions on prisoners’ access to the full range of treatment and harm 

reduction measures, including implementation of a needle and syringe program in the 

AMC. 
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• providing equivalent access to ATOD harm reduction and treatment to people in the 

police and corrections system as in the ACT community, including access to a choice 

of pharmacotherapies.  

• formalising mechanisms to improve cooperation, coordination and collaboration 
between AOD and mental health services. 

• setting targets to remove barriers to suitable, safe housing for people who use drugs. 

• involving people who use drugs to promote the realisation of the targets of the 

Strategy and tackling underlying barriers of stigmatisation. 

• ensuring evidence-based assessment of the relative harms of various legal and illicit 

drugs, with appropriate investment to reduce these harms via appropriate treatment 

models, (e.g., increasing investment in nicotine replacement programs targeted at 

disadvantaged groups).  

Reducing harms from nicotine dependence and supporting smoking cessation 
among high-prevalence sub-groups in the ACT  

A key absence in the current approach is the lack of attention given to addressing nicotine 

dependence and smoking cessation in the ACT. Reducing harms from nicotine 

dependence among high-prevalence sub-groups is one of the most effective and 

important ways to improve health and wellbeing in the ACT community. Of all risk factors, 

not just drugs, tobacco use contributes the most disease burden in Australia (9.3%).(6) 

While the ACT should be proud of its success in reducing the overall daily smoking rate to 

8.2%,(50) this equates to more than 28,900 people who still smoke, and the Government 

should now refocus its efforts to enable people from disadvantaged backgrounds to quit. 

Smoking rates are higher for some disadvantaged sub-groups: for example, 77% of 

people accessing AOD specialist services are smokers.(11, 22, 50, 51)  

Past health promotion efforts have largely targeted and enabled higher socio-economic 

groups to quit smoking.They have not worked as successfully for people who are 

disadvantaged. Nationally, burden rates due to tobacco use are 2.6 times as high in the 

most disadvantaged socioeconomic group compared with the least disadvantaged 

group.(6) This presents an excellent public health opportunity for the ACT Government to 

focus its resources on a small number of sub-groups to enable them to quit through use of 

best-practice smoking cessation techniques including counselling and subsidised nicotine 

replacement therapy.(52) This is a more focused use of resources than population-wide 

education programs. 

In the ACT, several services in both the non-government and government sectors are 

dedicated to supporting people to quit or reduce their nicotine dependence. However, 

these operate within a policy and planning vacuum. While the ACT Drug Strategy Action 

Plan 2018-2021 and the Healthy Canberra ACT Preventive Health Plan 2020-2025 

include the commitment to “Further develop approaches to reduce smoking rates among 

high-risk population groups in the ACT”, they do not articulate how it will be achieved. 

ATODA commends last year’s Healthy Canberra Grants round allocation of funding to 

three projects to reduce smoking related harm among disadvantaged communities but 

notes that not all of these appear to be best-practice combination of counselling and 

nicotine replacement therapy in multiple forms.  

The main issue is the absence of a strategic and comprehensive approach to addressing 

tobacco control. In its absence long-term improvement across these ACT sub-populations 

is unlikely. Given that the annual health and social cost of tobacco in 2015-16 in Australia 

was estimated at $136.9 billion dollars,(53) the ACT has an annual estimated cost of 
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about $1.69 billion (Table 2). Increasing annual investment in prevention and cessation 

beyond $1.3 million (or 0.1% of the cost of smoking in the ACT) is a sound investment.  

Table 2. Comparative data on smoking 

Entity Population* Daily 
smoking 

prevalence*  
(%) 

Approximate 
smokers 

Estimated financial 
cost, $ billion (2015-

2016) 

ACT 349,000 8.3 28,900 1.69 

Australia 20,916,000 11.2 2,342,600 136.9 

*Daily smoking prevalence of people aged 15 and over, 2019 figures (AIHW)(54); Population data for people aged 15 and 

over, 30 September 2020(55) 

Specialist residential AOD programs in the ACT provide their service users (most of whom 

experience multiple types of socio-economic disadvantage) with free access to all-types of 

NRT through the successful We CAN Program.(56) This is, however, a ‘drop in the 

ocean’—currently only about 3% of smokers accessing AOD treatment in the ACT can be 

offered a voucher for free NRT through this program. Other targeted approaches have 

been successful. The roll-out of the national Tackling Indigenous Smoking Program 

reduced smoking rates within Aboriginal and Torres Strait Islander Communities. The 

components of that program have included central leadership, dedicated tobacco 

positions, and targeted service- and community-based programs.(57)  

ATODA advocates a best-practice, evidence-informed approach including: 

• improved client access to behavioural supports, include routine screening, 

assessment, and treatment planning for nicotine dependence, brief interventions, 

motivational interviewing, and intensive psychosocial support. This could be 

delivered within services or facilitated through referral to other services. 

• improved client access to pharmacotherapies, in particular through access to free, 

best-practice nicotine replacement therapy (NRT).(58)  

• workforce training to provide specialised training in nicotine dependence treatment 

and smoking cessation support to workers in community-based services matched to 

their scope of practice. 

• support for workforces in community-based services to quit or reduce their smoking 

by providing access to free NRT. 

• development and implementation of Workplace Tobacco Management Policies to 

enhance and support the above activities. 

• rigorous evaluation. 

Specialist AOD services are already providing these activities but require further 

resourcing to expand and enhance the activities to maximise efficiency and efficacy. 

Subsequently, the model could be adapted and rolled out in other allied sectors and 

settings—e.g., mental health, homelessness, youth.  

ATODA notes that the changes to legislation around access to nicotine-containing 

personal vaporisers and liquid that will come into effect from 1 October 2021 will 

effectively remove access to these products for people in the ACT. As occurred with the 

procedures associated with accessing medicinal cannabis, the approvals and procedures 

that will be needed to access nicotine-containing personal vaporisers for smoking 

cessation purposes will result in greatly reduced access, particularly by people from 

marginalised and disadvantaged groups. It is likely that some people currently using 

nicotine-containing liquid in personal vaporisers as a harm reduction strategy will revert to 
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smoking tobacco unless they are given ongoing subsided access to nicotine replacement 

therapy for harm reduction. ATODA urges the ACT Government to work with the 

Commonwealth to simplify and hasten the approvals processes to facilitate access for 

smokers who need these products with a doctor’s prescription. 

 

Matter e) issues specific to the drug rehabilitation and service sector (covering 

alcohol and other drug services) including the following:  

i) identifying current strengths and weaknesses in the sector;  
ii) assessing current and future demands; and 
iii) recommending services, referral pathways and funding models that 

will better meet people’s needs 

The ACT specialist alcohol, tobacco and other drug service system delivers a range of 
quality harm reduction and treatment services with funding from the Health Directorate, 
but current capacity is overstretched. Analysis of available data shows a rising trend in 
demand for services, and future demand will increase with decriminalisation as people 
who use drugs come forward for treatment. In addition to continuing existing funding and 
funding agreed priorities, the ACT Government should undertake a detailed planning 
process informed by data and co-design with service providers and consumers. 

Recommendation 12: The ACT Government should work with other funders and the sector 
to enhance and streamline data collection from the sector, with a view to improving the 
sector’s access to its own data and reducing administrative burden. A refresh of the Drug 
and Alcohol Services Planning (DASP) tool and its application to the ACT should be 
undertaken quickly and could be used to inform subsequent funding and co-design 
processes. Urgent needs should not wait until the completion of this work.  

Recommendation 13: The ACT Government should fund ATODA to undertake data 
cleaning, collation and further analysis of the ACT’s Alcohol and Other Drug Treatment 
Services Minimum Data Set (AODTS-MDS), including integrating findings with existing 
data sets. 

Recommendation 14: The ACT Government should undertake a detailed, strategic and 

technical planning process to inform appropriate investment in the ACT specialist AOD 

sector with a view to both current and future demand. Any reforms in alcohol, tobacco and 

other drug policy and to the harm reduction and treatment sector should be in-line with the 

following principles: 

• ensure that the key strengths of the alcohol, tobacco and other drug service 

system are maintained, and not inadvertently lost. 

• meet the key aim of enabling all people in the ACT seeking AOD treatment to 

access high quality treatment appropriate to their needs and in a timely way. 

• enhance equity of access to alcohol, tobacco and other drug services, and 

effectiveness in their delivery. 

• include review of available data sets to identify opportunities for analysis, 

information sharing and potential new data items (in consultation with specialist 

AOD services). 

• appropriately resource an experience-based co-design process that involves 

service users, family and friends, service providers, researchers and policy 

makers in identifying and designing solutions to improve access to the service 

system. 

Recommendation 15: The ACT Government should continue its commitment to establish 

and fund an Aboriginal Community Controlled residential rehabilitation facility. 
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Strengths of the ACT specialist alcohol, tobacco and other drug service system 

The specialist alcohol, tobacco and other drug sector in the ACT: 

• is a specialist health sector that works collaboratively to deliver a wide range of AOD 

treatment types (see section 3). This minimises duplication, maximises efficiency, 

and provides options for clients that can be matched to need and adjusted to 

maximise treatment outcomes.  

• includes a strong and well-respected peer-based organisation that supports people 

who use, or who have used, illicit and other drugs. It advocates for, and alongside, 

them to reduce discrimination and stigma. The peer-based organisation delivers a 

range of treatment support and peer education and information activities—including 

the critically important, Opioid Overdose Prevention and Management Program. 

• includes services and programs that have been working with the ACT community for 

many years (in some cases, decades), and are trusted and valued as providers of 

high-quality alcohol, tobacco and other drug harm reduction and treatment services. 

• holds harm reduction as its core principle, providing a range of effective and high-

quality harm reduction programs—needle and syringe services, opioid overdose 

prevention and management—and incorporating harm reduction approaches into 

treatment programs. 

• operates as an integrated, collaborative sector, with strong partnerships between 

government and non-government organisations that enable flexibility, agility and 

specialisation in service delivery. This is enhanced by a well-functioning peak body, 

and partnerships with AOD researchers and policy makers. 

• is comprised of organisations that not only meet the criteria required to be in receipt 

of public funds, but also meet a series of quality activities that constitute a quality 

framework specifically for specialist AOD services in the ACT: 

o these are reflected in service agreements with the ACT Health Directorate, 

and include, for example: meeting national accreditation standards as 

required; reporting to ACT and national data sets, such as the ACT Minimum 

Data Set for AOD Treatment Services; participating in sector-wide networking 

and evaluation activities; developing and documenting detailed program-level 

models of care; and ensuring and providing evidence that clinical policies and 

program materials are peer reviewed by external AOD experts. 

o employs a committed, professional and highly trained specialist alcohol, 

tobacco and other drug workforce that meets the standards of the ACT 

Alcohol and Other Drug Qualifications Strategy. 

The current specialist alcohol, tobacco and other drug sector exists in the context of a 

history of strong action and advocacy that has driven reform in harm reduction and drug 

policy in the ACT. This has been led by vocal, active and passionate consumers, and their 

friends and families. The sector exists within a social environment that is relatively 

supportive of evidence-based AOD policy perspectives and open to harm reduction 

innovations such as pill testing and take-home naloxone.  

Weaknesses of the ACT specialist alcohol, tobacco and other drug sector 

The aim of the National Framework for Alcohol, Tobacco and Other Drug Treatment is to 

ensure that: “All Australians seeking AOD treatment are able to access high quality 

treatment appropriate to their needs, when and where they need it”.(59) High quality 

outcomes in alcohol, tobacco and other drug treatment are determined by the timely 

availability of treatment options that are matched to peoples’ needs. Drug treatment, 
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including residential rehabilitation, requires significant commitment from recipients, who 

may need to defer other responsibilities. People are not always able to defer these 

responsibilities, meaning that for many people seeking treatment, there are discrete 

windows of opportunity. It is important that waiting times do not cause these windows to 

be missed. 

People in the ACT who experience problematic use of alcohol, tobacco and other drugs 

report not being able to access the treatment that they need in a timely way. Key 

challenges that have been identified in the ACT specialist alcohol, tobacco and other drug 

sector are: 

• long waiting times for service users to access their needed treatment options, e.g., 

for community-based services, including medicated withdrawal services.  

• ageing and insufficient infrastructure limiting both the quantity and quality of service 

delivery.  

• lack of more intensive community-based models of care available in other 

jurisdictions. 

• workforce challenges—recruitment and retention; over-stretched and over-worked 

personnel; and inaccessibility of professional development and practice 

supervision—largely related to underfunding of the sector, short-term nature of 

contracts, and shortages of workers in particular specialised role categories (e.g., 

counsellors, addiction medicine specialists). 

• limited flexibility in service delivery to be responsive to changing drug trends, 

population growth and patterns; accommodate preferences for particular types of 

service delivery modes (e.g., outreach) or availability (e.g., location, opening hours); 

and have capacity to meet the needs of specific population groups (e.g., young 

people, women, families, Aboriginal and Torres Strait Islander people). 

• limited capacity to respond to people with complex needs—these limitations are 

exacerbated by siloed funding; referral pathways perceived to be reliant on ‘who you 

know’; and misunderstandings of the scopes of practice of the alcohol, tobacco and 

other drug sector, and other allied sectors (housing, mental health, youth, etc.). For 

instance, the recent Productivity Commission report into mental health identified a 

lack of coordination with AOD treatment,(60) see also.(61) 

• stigma and marginalisation affecting people who use alcohol and other drugs further 

inhibits access to AOD treatment, and to other services. 

AOD services in the ACT strive continuously to improve their performance, through 
training and professional development, innovation and flexibility. Individual staff and 
organisations are reflective on their practice and thus aware of many ways in which 
service delivery might be improved to meet new demands, focus on assisting the whole 
person, collaborate with other services and develop new models of practice. However, 
given that staff and organisational capacity are stretched to their limits, there is little scope 
for further growth, innovation, flexibility or cross-sector collaboration without addressing 
system constraints. Strategically enhancing the sector’s capacity requires sector- and 
client-led co-design processes, and strategic needs-assessment and planning. 

Assessing current and future demands – the need for improved data collection and 

co-design to inform strategic technical planning 

The most accurate tool for measuring demand and need for AOD treatment is the Drug 

and Alcohol Services Planning (DASP) tool.(62) National modelling using this tool 

identified that an additional 200,000 to 500,000 people Australia-wide needed and would 

seek AOD treatment (over and above the 200,000 already in treatment) per year.(21) 
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While this modelling is not specifically available for the ACT, the consistency in overall 

AOD use between the ACT and Australia-wide would suggest a proportional increase in 

dependent users of AOD in the ACT and corresponding increases in demand for specialist 

AOD treatment and support services. Put simply, a doubling of capacity for AOD services 

is needed, followed by annual increments in line with overall population increase. Planning 

should consider increased demand that may accompany the legislative changes of the 

Decriminalisation Bill currently under consideration. The DASP tool requires some 

updating, but expertise is available to do this and apply it to the ACT. Modelling based on 

the DASP tool could be a relatively quick process and help inform planning and co-design. 

The sector is confident that DASP modelling in the ACT would echo its message of the 

need for the immediate doubling of capacity or more. The sector is aware of many urgent 

priorities which should not wait for DASP modelling to begin co-design with the sector and 

people who use drugs. DASP modelling will be especially important in better 

understanding future demand and capacity. 

Existing national datasets show that more than 5,000 closed treatment episodes for AOD 

treatment and harm reduction were provided in 2019-20, and a unique ACT dataset—the 

ACT Alcohol and Other Drug Service Users Satisfaction and Outcomes Survey 

(SUSOS)—shows that 600–700 people access ACT specialist AOD services on any one 

day.(22, 63, 64) In the SUSOS, around three-quarters of service users accessing 

residential AOD services also reported having to wait to access the AOD service they 

were in at the time, with 45% of these reporting waiting between 3 and 8 weeks, and 27% 

waiting between 8 and 12 weeks.(22) ATODA’s members also report long waits for 

community-based treatment and support services. Specialist AOD services report (through 

regular monthly meetings) that they have reached full capacity for most residential 

programs and cannot offer further places for several weeks or months. This does not even 

account for people who never approach a service due to knowledge of waiting times or 

other access issues. 

The increasing demand for ACT specialist AOD services over time can be illustrated 

through an analysis of the annually reported data to the AOD Treatment Services National 

Minimum Data Set (AODTS-NMDS).(65) Residential treatment beds have not 

meaningfully increased in number over the past decade, and consequently data on 

‘withdrawal’ and ‘rehabilitation’ offered in residential settings has remained stable—as 

shown by the flat trend line in Figure 2. However, the increase in demand for residential 

services is clearly illustrated by the data for other treatment types delivered within these 

residential service settings (e.g., support and case management only, assessment only, 

information and education only, etc). The delivery of these treatment types has increased 

over time. Largely these treatment episodes represent people who are trying to access 

residential withdrawal or rehabilitation, but for whom there is no place; they are instead 

recorded as an ‘assessment only’ treatment episode, or are provided with, and recorded 

as, ‘information and education only’ or ‘support and case management only’. These two 

lines paint a vivid picture of a sector struggling to provide at least some help to a growing 

client load in the absence of commensurate funding. 
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Figure 2: Treatment episodes provided in residential settings in ACT specialist AOD services
annual comparison of residential withdrawal and rehabilitation with other treatment types* (2010-11 
to 2018-19) Source: AODTS-NMDS 2019(65) 
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*Includes: counselling only; other, including pharrnacotherapy; support and case management only; information and education only; 
assessment only. 

Similarly, the capacity crisis also exists in non-residential programs, such as counselling, 
day programs, and peer support. This is illustrated by data from the AODTS-NMDS 
(Figure 3). Although there has been some additional investment (for example through the 
Capital Health Network from mid-2017), there has been a consistent increase in demand 
for treatment provided in non-residential settings-a 38% increase between 2014-15 and 
2018-19. 
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Figure 3: Comparison of treatment episodes provided in residential and non-residential settings in 
ACT specialist alcohol and other services- annual comparison of residential withdrawal and 
rehabilitation, residential other treatment types*, and non-residential all treatment types" (2010-11 
to 2018-19) Source: AODTS-NMDS 2019(65) 
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• Includes: counselling only; other, including pharmacotherapy; support and case management only; information and 
education only; assessment only 

" Includes: withdrawal; counselling only; rehabilitation; other, including pharmacotherapy; support and case management 
only; information and education only; assessment only 

Dispersed, inefficient and incomplete data and policy coordination limits effective planning. 
Mult iple funders require different data from treatment providers, complicating reporting. 
These data are held by different funders and are not cross-referenced to maximise the 
utility of data, with data typically only incompletely published, often after a significant 
delay. ATODA, with support from the ACT Government and the cooperation of service 
providers, publishes reports on people who use AOD treatment services and the AOD 
workforce. These innovative, best-practice reports would be even more helpful in policy
planning if their data could be combined with the ACT Alcohol and Other Drug Treatment 
Services Minimum Data Set (AODTS-MDS). This could occur if the treatment sector's 
peak body (A TODA) assumed responsibility for data collection, validation, management, 
and analysis of the AODTS-MDS as occurs in New South Wales and Queensland through 
their respective state AOD peak bodies. 

The need for strategic and technical planning 

The need for strategic and technical planning is addressed in Matter c) below. 

ATODA Submission - Inquiry into the Drugs of Dependence (Personal Use) Amendment Bi ll 2021 
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Services, referral pathways and funding models that will better meet people’s needs 

Through consultation for this submission, specialist ACT alcohol and other drug services 

have identified examples of initiatives where improvements will better meet the needs of 

people who use drugs, their families and friends, and the ACT community requiring urgent 

co-design. This section will identify examples related specifically to alcohol and other 

treatment, while the following section (Matter d) will identify examples related specifically 

to harm reduction programs. Both sections will also identify opportunities for innovation in 

relation to treatment and harm reduction respectively. It should be noted that this is not an 

exhaustive list, and that individual AOD services are also making their own submissions 

that may outline areas of additional need in their areas of expertise. These should be 

thoroughly considered by the Select Committee and the Health Directorate for possible 

funding commencing July 2022. 

Examples of urgently required initiatives include, but are not limited to: 

• increased community-based treatment and support. 

• more robust pre- and post- program supports. 

• further investment in intensive and targeted community-based outreach models to 

where populations are located. 

• increased capacity to offer intensive early intervention support and trauma-informed 

counselling to families and children. 

• increased accessibility of community-based withdrawal options, particularly for 

specific population groups. 

• more places in residential rehabilitation services to meet demand, including 

resourcing for infrastructure improvements. 

• further opportunities to provide in-reach across specialist AOD services. 

• building capacity and capability within specialist AOD services to respond to ancillary 

health and social needs within their scope of practice—for example, building on the 

existing work in the sector to respond to domestic and family violence. 

• improving cultural security within specialist AOD services, including through funding 

and supporting an Aboriginal and Torres Strait Islander AOD workforce, including 

Aboriginal AOD workers and Aboriginal Liaison Officers.  

• provision of supports to expand the cohort represented by peer-based organisations, 

which would further enhance the Government’s and sector’s engagement with 

service users and potential service users. 

• increased access to employment services. 

• provision of intensive community-based models of care as an alternative for people 

who have complex needs, are unable to access, or are unsuitable for residential and 

day rehabilitation programs. 

• improved client information systems that support the collection of outcome measures 

and other relevant data to enhance care and service- and system-level planning. 

• specialised support and intensive treatment for families at risk of interaction with the 

child protection system due to AOD issues for enhanced family wellbeing. 

• increased diversion for low-level, non-violent offending associated with AOD use. 

• increased services for families impacted by a family member’s AOD use.  

If funded, these initiatives will require investment in the workforce to support any 

increase in treatment places, including for their professional development and 

supervision. 
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Further, specialist AOD services have identified the need for improvements that provide 

increased flexibility in service delivery and innovation to existing programs. Examples 

included, but were not limited to: 

• variations to delivery modes, locations and hours within existing programs (e.g., 

mobile services, outreach, drop-in services). 

• adaptation of existing models to meet the needs of particular groups (e.g., the 

capacity to offer the same program to people in different stages of treatment). 

• responding to changes in drug trends and population needs. 

Flexibility should be built into funding models to allow trialling of innovations and service 

improvements, and the ability to discontinue, modify and upscale based on user feedback 

and ongoing review of outcomes achieved.  

Another key theme identified through consultation with ACT specialist AOD services and 

allied sectors was the development of new models of operational collaboration that enable 

the AOD workforce to fruitfully collaborate with other service sectors to overcome 

intersectionality and to meet the needs of the whole person.  There are opportunities to 

build on strong personal relationships between key actors in the AOD sector, with other 

community service sectors, and with allied health services to develop an integrated 

service and expanded AOD workforce. In particular, the consultation for this submission 

has highlighted the need for: 

- an improved holistic approach to responding to co-occurring AOD and mental health 

problems. Such an approach should: be adequately funded; maintain the 

specialisation of the AOD and mental health sectors; and improve both the internal 

capabilities of AOD and mental health services to support clients, as well as the 

formal mechanisms for cooperation, coordination and collaboration between the two 

sectors and with other areas of health.(61) 

- improved coordinated care pathways, including between the prison, AOD services 

and other health and social services, and for people with disability. 

- creation of more collaborative linkages and clearer pathways for people using AOD 

to access safe and affordable housing. 

- further developing in-reach to other settings, including the prison, primary care 

settings, and allied community services, in particular homelessness services. 

ATODA supports the commitment made by the ACT Government to establish an 

Aboriginal and Torres Strait Islander community-controlled residential rehabilitation facility 

to provide best practice and culturally secure treatment for the Aboriginal and Torres Strait 

Islander community.  

Matter d) opportunities and challenges for community-based and community-

controlled organisations, programs and initiatives to reduce harm from drugs 

(for example a clinically supervised drug consumption site in the ACT) 

Community-based and community-controlled organisations have a strong track record of 
developing innovative programs that reduce harm from drugs. Informed by international 
best practice, they are sensitive to the unique conditions of the ACT. Additional funding is 
needed to expand existing services and develop new services. A co-design process 
should be undertaken as soon as possible to meet current unmet demand.  

Recommendation 16: The ACT Government should facilitate innovation and flexibility 

within current funding contracts. 
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Recommendation 17: The ACT Government should fund a nurse- or peer-led supervised 
drug consumption site which layers on additional supports. 

Recommendation 18: The ACT Government should support AOD providers to establish 
urgently required new service models to address gaps through co-design with the AOD 
sector, people who use drugs and families impacted by drug use. 

Recommendation 19: The ACT Government should ensure a Needle and Syringe 

Program for drug users is provided in the AMC to comply with the Human Rights Act. 

Community-based and community-controlled organisations have a strong track record of 

developing innovative programs. These reduce harm from alcohol and other drugs and 

are informed by international best practice and sensitive to the unique conditions of the 

ACT. As noted in section 3, nine of ten specialist AOD services are non-government 

providers, and most other organisations providing prevention, advocacy, research, policy 

and capacity development support are also in the non-government sector. All harm 

reduction interventions currently provided in the ACT are delivered by community-based or 

community-controlled organisations: for example, needle and syringe programs, opioid 

overdose prevention and management, and pill testing at festivals. ACT NGOs have 

significantly advanced the AOD sector in Australia, for instance having pioneered take-

home naloxone programs. 

As discussed in section 2, harm reduction initiatives, such as needle and syringe 
programs, are an excellent investment. An evaluation of Australia’s first peer administered 
take-home naloxone program conducted in the ACT found that naloxone could be safely 
distributed to, and used by, non-health professionals to successfully reverse opioid 
overdoses. Similarly, an evaluation of pill testing at the 2019 Groovin the Moo festival 
found that it was well received, and impacted positively on patron knowledge, attitudes 
and behaviours. 

Nevertheless, there is still significant morbidity and mortality among people who use 

drugs, including from overdose related risks. Table 3 shows the unacceptably high number 

of unintentional drug-induced deaths in the ACT and compares them to the number of 

ACT road accident deaths. Risks are exacerbated by the criminalisation of self-

administration as this encourages people to take drugs alone. There remain considerable 

opportunities for non-government organisations, in partnership with government, to deliver 

and augment existing harm reduction programs. Challenges include providing services 

where people live, work or socialise, so they can be accessed when people need them. 

This is complicated by the dispersed pattern of Canberra’s population. Specific population 

groups (including Aboriginal and Torres Strait Islander people, youth, and women) have 

needs that must be met, for example by redesigning modalities of access, locations, 

opening times, and appropriate staffing.  

Table 3. Numbers of drug-induced and road accident deaths in ACT* 

Year Drug-induced deaths  Road deaths  

2017 16 4 

2018 22 7 

2019 18 6 

*Defined by underlying cause of death (unintentional) and excluding deaths directly attributable to tobacco or alcohol; data 

for 2018 and 2019 are preliminary. Data sourced from: Chrzanowska et al 2021 (66); and AFP 2021 (67) 

Treatment with Injectable Opioids (TIO) supervised by a medical practitioner should be 

considered as a treatment option for people with dependence on heroin and other opioid 

substances. It improves long-term withdrawal and social reintegration. A Cochrane review 

of available evidence internationally concluded positively about its personal and social 
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impacts, and its cost effectiveness.(68) A systematic review of randomised trials 

concluded that TIO “is found to be an effective way of treating heroin dependence”.(69) A 

Swiss trial reported a reduction in property crime of about 90% and a leading criminologist 

concluded that “heroin treatment constitutes without doubt one of the most effective 

measures ever tried in the area of crime prevention”.(70) TIO would complement the 

range of existing opioid medication treatments (e.g., methadone) available in the ACT. 

Steps would need to be taken by the ACT Government to ensure medical practitioners can 

legally import heroin and hydromorphone for this purpose. Heroin Assisted Treatment was 

included in earlier drug strategies. 

Broadly, continuation, expansion and development of services should be in the context of 

the process proposed in response to Matter c) below. Examples of urgently required 

innovative programs and processes include, but are not limited to: 

• targeted interventions – to be able to be responsive to individual needs as they arise 

or trends in presentation – e.g.: the recent Australia-wide increase in clients 

presenting with problematic AOD use. 

• freedom to use grants to test pilot studies and evaluate existing programs. 

• more robust pre- and post-program supports for clients. 

• capacity to flexibly expand and adapt information and education workshops on key 

topics. 

• capacity to provide crisis supports/accommodation for clients who are intoxicated or 

in crisis. 

• flexible options to provide supports when wait lists get long. 

• Treatment with Injectable Opioids as a prescription option for medical practitioners in 

the ACT following passage of legislation to enable the legal importation of heroin and 

hydromorphone for this purpose. 

• trialling of evidence-based stimulant treatment pharmacotherapy programs.(1) 

ATODA supports the findings of the recent feasibility study into the establishment of a 

supervised drug consumption site. It is important to develop a model which matches the 

ACT’s unique context, meeting drug user needs while optimising opportunities to connect 

to and layer on relevant services and ensuring value for money. ATODA notes the 

expense of a medicalised model and recommends a nurse- or peer-led model which 

emphasises the provision of other harm reduction services. Design should be largely 

consumer driven. 

Matter c) the adequacy and implementation of the ACT Government’s current 

funding commitments to support drug control and harm reduction 

Despite the AOD sector’s strengths, chronic underfunding means that appropriate 

treatment is not consistently available to clients. Service providers do their best to 

squeeze the maximum out of each dollar and complement Government investment with in-

kind contributions of staff time and philanthropic funding.  

The best evidence indicates that capacity needs to at least double. The ACT Government 

should stabilise and increase funding in three phases: 1) urgently renew existing contracts 

with proper costings; 2) leverage the sector’s knowledge in co-design processes for 

expanded and new programs by June 2022 to meet current unmet demand; 3) enhance 

information about drug use and treatment to plan for future demand.  
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Recommendation 20: The ACT Government should develop infrastructure (e.g., working 

groups) to coordinate its funding efforts with those of other funders and the specialist AOD 

treatment sector. 

Recommendation 21: The ACT Government should fund the treatment sector to double its 
capacity: 

• Renew funding for existing programs urgently as five-year contracts after appropriate 

re-costing as part of a commissioning process. 

• Carry out commissioning and co-design processes to meet current urgent unmet 

need, with funding to commence no later than July 2022. This process should also be 

informed by review of submissions from specialist treatment organisations for 

proposed programs in their areas of expertise. 

• Commence collaborative, future-focused needs-analysis for specialist AOD treatment 

and harm reduction services immediately; it should engage all funders and service 

providers and inform additional Government investment. 

Recommendation 22: The ACT Government should apply the DASP to inform funding 
allocations, but not at the expense of delaying a co-design process to meet urgent needs. 

Recommendation 23: The ACT Government should urgently fulfill the commitment to 

undertake a thorough infrastructure review, which should include future as well as current 

needs. 

Recommendation 24: The ACT Government should ensure ACT Health Planning includes 

a specific priority line for capital works for specialist drug treatment services. 

Recommendation 25: The ACT Government should avoid cost-shifting from the criminal 
justice to the health system as decriminalisation is rolled out by using data on redirection 
to inform ACT budget allocation. Savings from the criminal justice system should be 
reinvested in the AOD services. 

Recommendation 26: The ACT Government should collect and analyse data on 
redirection of offenders to the AOD treatment system. 

Recommendation 27: The ACT Government should ensure sufficient and specific funding 
to provide drug treatment in its entirety, including infrastructure, to Drug and Alcohol 
Sentencing List participants in the future. 

Recommendation 28: The ACT Government should ensure sufficient and specific funding 
to provide drug treatment in its entirety to the Therapeutic Care Court and for residents of 
the proposed Reintegration Centre. 

Recommendation 29: The ACT Government should ensure that all new funding for new 
drug treatment interventions includes an expert external evaluation and monitoring 
component, budgeted at 10% of total funding. 

Recommendation 30: The ACT Government should provide a modest increase in annual 
funding for the AOD sector peak organisation (ATODA) to enhance its capacity to act as a 
peak. 

Skewed funding 

Section 2 notes the skewed distribution of funding in the ACT against the three pillars for 
harm minimisation. Drug treatment and harm reduction are grossly underfunded. This is 
contrary to the evidence about the relative effectiveness of treatment, prevention, harm 
reduction, and law enforcement. ATODA urges the Inquiry to review this funding 
imbalance carefully. 
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Inadequacy and lack of coordination of current funding 

Appropriate funding for the AOD sector would enable people to receive the treatment they 

need when they seek it. The ACT Government has several flagship priorities and 

initiatives that are dependent upon a viable, sustainable and accessible specialist AOD 

service system including: 

• ACT Drug and Alcohol Sentencing List  

• ACT Policing’s new community policing model 

• Reducing Recidivism by 25% by 2025 

• Safer Families Initiative 

• Therapeutic Care Court 

• Reintegration Centre. 

Current Health Directorate contracts end in June 2022. Most of these contracts were rolled 

over in 2019, meaning services have not been properly re-costed since 2016 or earlier. 

The ACT Government currently provides approximately $20 million annually for AOD 

services via the Health Directorate. Federal government funding is also provided directly 

and via the Canberra Health Network. As noted in Section 3, several community 

organisations also use philanthropic funds for their delivery of AOD services, as well as 

volunteer labour to support their community outreach. Collectively, these diverse funding 

sources make up a funding mosaic for the delivery of AOD services in which the Health 

Directorate is the largest single contributor. ATODA commends recent efforts to 

coordinate funding between funders. However, there is not yet infrastructure to coordinate 

well or consistently, and efforts rely on the personal motivation and networks of public 

servants. 

As discussed in Section 2 and Matters d) and e) above, the alcohol, tobacco and other 

drug sector is chronically under-funded—many of the issues listed above could be 

addressed through additional investment in the provision of alcohol, tobacco and other 

drug services. As pointed out above, a large national review of alcohol and drug treatment 

(the ‘New Horizons report’) that sought to document and inform funding processes for 

AOD treatment found that, nationally, about half of people who seek AOD treatment are 

not able to access it. The report’s authors estimated that investment in AOD treatment 

needs to at least double to meet demand for services.(21) This accords with waiting lists 

for treatment programs and the experiences of people who use drugs in the ACT. 

Decriminalisation of possession of illicit drugs will also likely lead to a significant increase 

in the number of people requesting services. Real-time collection and analysis of data on 

service demand will be needed to inform discussion at a whole-of-ACT Government level 

on appropriate reallocation of funding between the heath and criminal justice budgets. 

Several services have been funded as long-term trials by the Commonwealth, while others 

are funded largely or entirely by philanthropic sources. These include essential AOD 

services such as residential beds and a program within the AMC. The integrated AOD 

sector has come to rely on these programs, which presents a system-level risk for the 

ACT Government. 

Need to increase funding for workforce and physical infrastructure 

As explained in the response to Matter e), a key constraint is the shortage of skilled AOD 

treatment workers. It is vital that this workforce receives sufficient funding for fair 

remuneration – including maintenance of the Equal Remuneration Order provision – and 

professional development and practice supervision. 
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Infrastructure is a crucial component of planning and design for a sustainable specialist 

AOD service system. Critical to the effective delivery of any health services, including 

those delivering specialist AOD treatment, is the condition, and suitability of the building-, 

engineering- and information technology-infrastructure of these services. Failure of any of 

these infrastructure components risks undermining the availability and quality of specialist 

AOD treatment and can present a significant risk to the specialist AOD sector in the ACT. 

Without urgent and substantial investment, infrastructure limitations will further reduce 

capacity to treat those who want help and limit the ability of Government to scale up or 

implement priority initiatives such as the Drug and Alcohol Sentencing List and the 

Therapeutic Care Court.  

The two political parties in government have recognised the sector’s longstanding calls for 

a collaborative review of the AOD treatment sector’s infrastructure and committed to 

address this issue in the current Legislative Assembly. This work is essential and ATODA 

commends any party willing to support this. 

The ACT Government and broader community in the ACT benefit from an AOD sector 

which is cohesive and well-coordinated. This enhances client outcomes and increases the 

value for money that the ACT Government receives when investing in the sector, for 

instance because of better coordination between treatment services to assist clients. The 

sector also has a constructive relationship with the ACT Health Directorate. The AOD 

sector peak organisation (ATODA) plays a crucial role in coordinating and mediating this 

relationship and acts as a critical friend to government. This includes providing expert 

advice through membership on various advisory structures to Government, and regular 

informal meetings with the Health Directorate. ATODA also plays a constructive role with 

the media, providing evidence-informed, rational views on potentially emotional topics. 

This helps inform rational debate within the community and facilitates evidence-based 

reforms. Despite this, ATODA receives virtually no funding from the ACT Government to 

act as a peak organisation. ATODA understands that most similar ACT peaks are funded 

to act as peak organisations. Given the thoughtful and ambitious set of reforms to the 

AOD sector being considered by the ACT Government over the coming term of the 

Legislative Assembly, a modest investment in ATODA as the sector’s peak body would 

pay substantial dividends.  

Opportunities for future investment 

The Health Directorate is making plans to progressively shift to a commissioning model of 

procurement. The Health Directorate should undertake three steps to maintain and 

increase funding in the AOD sector: 

1) Properly fund core treatment programs by updating and extending contracts 

Contracts have not been fully re-costed since 2016, despite increased costs and client-

loads. As demonstrated by this submission, there is no spare capacity in the sector. 

Consistently high client satisfaction with services provided(22) means that all existing 

services can be extended without fear of poorly used resources. The Health Directorate 

should urgently commence commissioning discussions with the AOD sector to re-cost and 

extend contracts for five or more years. Longer contracts signed early enable the sector to 

attract and retain workers and make efficient planning decisions for the long-term. 

2) Expand and create AOD treatment and harm reduction programs addressing priority 

areas via a co-design process.  

The ATOD sector has identified examples of initiatives for urgent additional investment to 

expand existing programs and develop new programs. Individual AOD services are also 
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making their own submissions that may outline areas of additional need in their areas of 

expertise. These should be thoroughly considered by the Select Committee and the 

Health Directorate for possible funding. 

The commissioning process should be informed by a co-design process that could begin 

immediately so that funding can start by July 2022. This co-design process should include 

service users, their families and friends, service providers, researchers, and policy 

makers. Experience-based co-design can help to reflect on existing data and obtain 

information about people’s experiences of the alcohol, tobacco and other drug service 

system. It can identify the ‘touchpoints’ in this service system, and then to facilitate 

stakeholders to work together to design improvements.(71, 72) This approach taps into 

the experiences of service users and their families and involves them as equal partners 

with other stakeholders in the design of solutions. While commonly used in the (re)design 

of services, experience-based co-design has also been successfully used to improve the 

design of a service system.(73) Such experience-based co-design is consistent with the 

ACT Government’s commitment to person-centred care and citizen participation in policy 

processes.(74, 75) It also provides a means to collect qualitative data about program and 

service system experiences.  

The commissioning process should be wary of risks to quality from the entry of private, for-

profit providers of AOD services into the service system. The ACT system operates far 

more efficiently because of the consistently high level of quality among its providers. The 

Victorian Health Complaints Commissioner’s review of private health service providers 

offering AOD rehabilitation and counselling services noted that: “The unregulated nature 

of the private sector has allowed numerous operators to open AOD treatment services 

without the necessary competence, skills or experience to meet client needs or 

expectations”.(76) Commissioning processes should be wary of introducing the issues in 

other states associated with the presence of low-quality providers. 

3) Conduct needs assessment and co-design future services 

Information about drug and alcohol harms, unmet demand and projected future demand 

for services is needed to direct future investment within the AOD sector. It should include 

current and future demand from initiatives in the courts and criminal justice system, 

including the Drug and Alcohol Sentencing List, the Therapeutic Care Court, and the 

planned Reintegration Centre at the AMC. Funding for these programs should be drawn 

from the Justice and Community Safety Directorate budget, rather than the Health 

Directorate budget to prevent cost shifting. 

All new funding for new specialist drug treatment interventions should also include an 

expert external evaluation and monitoring component, budgeted at 10% of total funding, 

and developed at the start of the funding. 

Matter f) the availability, access and implementation of best practice drug 

education material to enable and support prevention, early intervention, and 

community safety 

Drug education should be focused where it is most effective, including to help people who 

use drugs reduce harm. It should also include specialist training for those in the AOD and 

related sectors. Some modern educational approaches are useful in schools, but mass 

media campaigns are a waste of resources. 

Recommendation 31: The ACT Government should not invest in mass media campaigns 

to discourage the uptake of drugs. 
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Recommendation 32: The ACT Government should commission and publicly release an 

expert review of the ACT school drug education programs including: the current extent 

and nature of these programs, and the degree to which they reflect contemporary good 

practice (as evidenced from the evaluation research). Its findings should inform 

development and implementation of a modern, evidence-informed school drug education 

program for the ACT.  

Recommendation 33: The ACT Government should increase support and funding for peer-

to-peer harm reduction education. 

Recommendation 34: The ACT Government should consider targeted AOD education 

programs for high-risk industries, for example construction, transport and hospitality. 

Recommendation 35: The ACT Government continue its support for the ACT Alcohol 
Tobacco and Other Drug Qualification Strategy, increasing funding as necessary to 
ensure that all workers are appropriately trained. 

Recommendation 36: The ACT Government should expand its funding of ATODA to 

deliver AOD training to people who work with people who use drugs in allied health and 

social sectors. 

‘Drug education and information’ can mean different things depending on the aims and 

audience, and what people understand needs to be prevented. A clear prevention strategy 

must guide the ACT’s approach to drug education. Such a strategy should first define 

what is being prevented: harm from drug use, or uptake and spread of drugs, or both. It 

should then define the elements that together make up a comprehensive drug prevention 

strategy. Educational approaches include mass media campaigns and school-based 

programs to deter drug use, and education to people who use drugs to enable them to 

reduce harm. Drug education to professionals who work with people who use drugs, both 

in the AOD sector, and with sectors that are often pivotal to successful long-term recovery, 

such as housing and mental health, is often overlooked but vitally important.  

Education strategies vary significantly in their efficacy. Common enablers are the use of 

people that the group trusts to convey messaging, adequate involvement of expert AOD 

workforce experts in delivery of programs and integrating monitoring of efficacy into 

program design and delivery. The ACT Government should consider targeted AOD 

education programs for high risk industries such as construction, transport and 

hospitality.(77)    

The primary purpose of mass media campaigns on drugs has been to reduce the overall 

amount of harm to health caused by drugs in Australia. One way to prevent harm from 

drugs is to stop people from using them, and this has been the primary strategy of almost 

all relevant media campaigns over several decades. Many of these campaigns have been 

evaluated to determine whether they are effective at preventing drug use. Overall, the 

evidence does not support the conclusion that they have been effective.  

A group of European experts recently brought together all the peer-reviewed evaluations 

of mass media campaigns for preventing illicit drug use in people under 26 years of 

age.(78, 79) They found that most campaigns were not effective in changing drug use or 

intent to use drugs. What’s worse, some well-funded ad campaigns increased drug use 

among adolescents. Many of these campaigns deliberately increase the level of stigma 

associated with drug use. Caitlin Douglas and colleagues have shown that people who 

use ice felt stigmatised by the “Ice Destroys Lives” campaign.(80) This may decrease 

people’s willingness to seek treatment due to embarrassment. 
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School-based drug education programs generally fall into the category of ‘popular but not 

proven’. The best designed and implemented programs only show small effect sizes, low 

cost-effectiveness and low cost-benefit.(17, 18, 81) In recent years, however, Australian 

researchers have demonstrated that innovative approaches to school drug education that 

are in tune with Australia’s National Drug Strategy and Australia’s distinctive cultural 

make-up, can be both efficacious and cost-effective. This has been demonstrated by 

recent scholarly reviews,(82, 83) and by the excellent documentation at the NDS Positive 

Choices website. There is a need for targeted education/brief intervention for ‘at risk’ 

students. 

ATODA is not aware of the extent and nature of school drug education initiatives in the 

ACT but has yet to hear that the approaches taken reflect what has recently been learned 

about efficacy and cost-effectiveness in school drug education. It is recommended that an 

expert review of the ACT school drug education programs – for public release – is 

commissioned including: the current extent and nature of these programs, and the degree 

to which they reflect contemporary good practice (as evidenced from the evaluation 

research). Its findings should inform development and implementation of a modern, 

evidence-informed school drug education program for the ACT.  

Peer to peer approaches, when implemented in ways that are sensitive to context and 

accompanied by ongoing monitoring by the user groups, are often effective in reaching 

out-of-school-youth, adolescents and other disadvantaged groups.(84, 85) In the ACT, the 

peer-based organisation has been providing a number of successful harm reduction 

education programs, most notably the Opioid Overdose Prevention and Management 

Program, a pilot of which evaluated favourably in support of a peer education approach. It 

is therefore recommended to continue and enhance support for peer-based drug user 

education programs in recognition of their effectiveness. 

Finally, drug education should also be delivered to health and social service workers. 

ATODA commends the ACT Government’s support of the ACT’s Qualification Strategy for 

AOD workers. The ACT Government also funds the treatment sector’s peak body 

(ATODA) to train other workers in allied health and service sectors who routinely work with 

people who use drugs. This training helps increase awareness of issues for people who 

use drugs and improves workers’ ability to collaborate with people who use drugs. The 

training has been very favourably reviewed by recipients and should be expanded. 

 

6. Conclusion 

ATODA welcomes the Bill and strongly urges all parties to endorse it.  

ATODA further welcomes the breadth of this review as an opportunity to:  

• reframe problematic drug use as a human rights and health issue rather than a 

criminal justice issue. 

• destigmatise people who use drugs. 

• take an even-handed approach to alcohol, drug and tobacco issues focussed on the 

most cost-effective ways of tackling ill health. 

• redirect government investment away from punishment that disproportionally impacts 

many of the most disadvantaged in the community and towards prevention, 

treatment, and harm reduction services based on evidence of what works.  

There is a gaping chasm between the supply of treatment and harm reduction services 

and demand for them, due to years of underfunding for the sector. Decriminalisation 
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highlights the need to fully engage the health system to allow people who seek treatment 

for AOD issues to receive it. 

The specialist alcohol, tobacco and other drug sector has many strengths, and with 

appropriate funding could rapidly be expanded to better meet need. This Inquiry presents 

an opportunity to build on the strengths of the way the sector works, its workforce and 

connections across services. 

ATODA and its members stand ready to support any enhancement to health planning 

processes and the collection and analysis of data. ATODA and its members are similarly 

eager to promote linkages with people who use drugs themselves. 

ATODA would welcome the opportunity to provide further information or evidence on the 

topics discussed in this submission.  
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