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Introduction 

The Australian Medical Association (ACT) Limited is the principal representative body for 

medical practitioners in the ACT with a membership drawn from across the medical profession.  

This broad-base gives the AMA (ACT) a unique perspective on the impact of health policy on 

patients, the community and the medical profession. 

The AMA (ACT) appreciates the opportunity to make a submission to the Select Committee on 

the Drugs of Dependence (Personal Use) Amendment Bill 2021 (‘the Bill’). 

Background 

There are significant social and economic costs associated with the problematic use of drugs 

and alcohol within the community placing an enormous burden on the individual and society.  

Substance dependence is a complex bio-psycho social condition that is characterised by the 

compulsive use of one or more substances, and contributes to high rates of relapse 1. Similarly, 
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behavioural addiction is characterised by chronic engagement in compulsive or uncontrolled 

behaviours such as pathological gambling, compulsive buying, and exercise2.  

Contemporary medical science recognises both substance dependence and behavioural 

addiction as primarily health issues that are associated with notable health and social 

impairment3. These conditions are chronic and affect the brain’s reward, motivation, and 

regulated circuitry, impacting a person’s voluntary control over substance use or addictive 

behaviours4.  

Harmful Use and Dependence 

Substance use disorders can be classified as harmful use and dependence. Harmful use is often 

episodic and results in physical and psychological harm as well as social consequences. 

Whereas, dependence, is a physiological adaptation whereby the individual develops tolerance 

and withdrawal symptoms if substance use is stopped abruptly5.  The DSM-V describes 11 

features that comprise these substance use disorders 

Similar to the use of addictive substances such as cocaine or nicotine, behavioural addictions 

typically affect the brain’s “reward pathways”. This results in “rewarding effects” that positively 

reinforce the behaviour, increasing the likelihood of subsequent activity6. 

While the circumstance of each person’s experience is unique, there are common cyclical 

factors including: binging and intoxication; withdrawal; preoccupation; and anticipation7. These 

factors are further influenced by a person’s degree of impulsivity, positive and negative 

reinforcement, and compulsivity. The key features of substance dependence and behavioural 

addiction include: 

 Impaired control 

 Social disengagement 

 Increased risk taking 

 Pharmacological and physiological indicators (tolerance, withdrawal symptoms).  

While substance use and behavioural addictions are not inevitable consequences of repeated 

use, repeat exposure may increase their likelihood. This is influenced by a range of factors at 

both the individual and community level. These include: genetic and biological factors; age of 
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initiation; psychological history; innate and learned resilience; access to social support; family 

and peer dynamics; financial resources; cultural norms; and exposure to stress8.  

The consequences of substance use and behavioural addiction disorders are not limited to 

individual suffering. Rather, such conditions cause clear health and economic detriment, 

harming the wellbeing of the families and friends of the individuals and the broader 

community9.  

Patterns  

In Australia in 201910 (Australian Institute of Health Welfare, 2020): 

 Around 9 million people, or 43 per cent, reported having ever used an illicit substance, with 
3.4 million, or 16.4 per cent, reported use within the last 12 months;  

 1.3 per cent of people reported having used methamphetamine in the last year;  

 The proportion of people who have experienced drug related harm (verbal abuse, physical 
abuse, or being put in fear) in the last 12 months has increased (9.2% in 2016, to 10.5% in 
2019). 

Consequences 

Substance use disorders and behavioural addictions are a significant cause of mortality and 

morbidity nationally, imposing harmful effects on community wellbeing and individual health 

outcomes11. When left untreated, a substantial range of physical and mental health 

comorbidities are experienced by those impacted12. Additionally, such conditions increase the 

likelihood of financial hardship, career and education disruptions, and social isolation. Notably, 

research has indicated that life expectancy is substantially reduced13.  

At the community level, the costs associated with these conditions extend to reduced 

employment and productivity; increased health costs and usage; reliance on social welfare; 

increased criminal activities; and higher rates of incarceration14. 
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Term of Reference a) 

best practice policy approaches and responses undertaken in other jurisdictions, including 

internationally, to reduce harm and societal impacts from drugs; 

1. Harm Minimisation 

Harm minimisation is an overarching strategy that aims to prevent and reduce the harms 

associated with substance use in the community.15 Harm minimisation considers the 

consequences for individuals and the community, and is based on the following principles: 

 Substance use, legal and illegal, is an inevitable part of society; 

 Substance use occurs across a continuum, ranging from occasional use to dependence; 

 A range of harms are associated with different types and patterns of substance use; and 

 A range of approaches can be used to respond. 

The approaches harnessed as part of a harm minimisation response include: supply reduction, 

demand reduction, and harm reduction. Supply reduction has historically received the majority 

of government funding, however, there appears to be an increasing acceptance of the need to 

focus more resources on demand reduction and decreasing harmful use. 

2. Diversionary Programs 

In Australia, there are a number of programs that divert people who have been apprehended or 

sentenced for minor drug offences. These programs seek to minimise contact with the criminal 

justice system. Four in five, or 82 per cent, of diversion episodes were completed successfully. 

Approximately one quarter of those seeking drug and alcohol treatment have been diverted 

(diversion clients are likely to be younger, male and non-Indigenous). People may be diverted to 

treatment by police or by courts. Despite significant variations in diversionary programs, a 

national assessment found that compliance with diversionary programs was high and recidivism 

was reduced in both the short and long term16. 

Mandatory treatment 

In some Australian state jurisdictions, there are legislative provisions for mandatory treatment 

for people deemed to have severe dependence problems17. 
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Although there is some argument that involuntary commitment may save lives in the short 

term, there is a lack of evidence around the medium and long term efficacy of compulsory 

residential treatment for non-offenders18. The unresolved questions about the efficacy of 

mandatory treatment programs make the evaluation of such programs a matter of priority. 

3. Decriminalisation 

In the context of increasing prison populations, and recognising addiction as primarily a health 

problem, the current bill proposing decriminalisation is pertinent.  

Decriminalisation typically refers to the removal of criminal sanctions for drug possession for 

personal use offences, with the optional imposition of civil penalties such as fines or 

administrative sanctions, diversionary programs or no penalty at all19. 

Jurisdictions that have adopted non punitive responses to drug possession and/or use have not 

experienced major increased prevalence of drug use20. One of the best examples of 

decriminalisation is Portugal, where drug possession for personal use was decriminalised in 

2001. A number of positive health outcomes have occurred since then, including: 

 A reduction in drug use among certain vulnerable populations; 

 Increases in the number of people accessing treatment services; 

 Significant decreases in HIV transmission rates and new cases of AIDs among people who 
use drugs; and 

 A significant reduction in drug related deaths. 

Decriminalisation creates an environment that reduces stigma and allows people to feel more 

comfortable should they need to access treatment services. However, decriminalisation alone is 

unlikely to be successful. In order to mitigate the health problems associated with problematic 

use, significant investments in harm reduction and treatment services are also required. 
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Term of reference 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; 

Untreated substance dependence and behavioural addiction results in costs to the individual 

and society, including disrupted relationships with family and friends, criminal behaviour, 

homelessness and financial instability, as well as reduced life expectancy. 

Many patients eventually improve over a period of time, and even among those with problems 

severe enough to enter treatment services, around two thirds will ultimately achieve stable and 

enduring abstinence after 20 years21. However, some people may be reluctant to engage in 

treatment, despite the encouragement of medical practitioners, family and friends. 

The lack of treatment services affects patient outcomes. In most instances demand for 

treatment outweighs its availability. This can mean people wait for extended periods to access 

treatment, which can result in withdrawal and deteriorations in motivation to engage in 

treatment. Timeliness in accessing suitable treatment is vital. 

Not all treatment will need to be intensive. Outpatient and outreach programs may be suitable 

in a range of instances. Treatments that can address poly-substance use as well as behavioural 

addictions and other mental health conditions (including dual diagnosis) are also important. 

Relapse following the initiation of treatment is common and should not warrant the 

abandonment of treatment altogether.  

If the Bill passes into law, it is a reasonable assumption to make that an increase in treatment 

services will be required in the ACT and the following part of this submission, while valid 

regardless, should also be considered in that context. 
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Better Integration of Care 

In our submission, a key to better, more effective and efficient treatment is the gains that lie in 

better integrating care for these patients. Opportunities also exist to better integrate care for 

patients who seek treatment for drug related issues with co-morbidities.  

It has been known for some time that, if we can better integrate care across our health system 

– from public hospitals, to general practices and on to allied and other healthcare services - 

better outcomes can be achieved for patients.  

In a formal sense, integrated care is about the organisation and delivery of health services to 

provide seamless, coordinated, efficient and effective care that responds to all a person’s 

health needs.  

Models of integrated care are based on decisions about what services are needed, who is best 

to provide those services, and how patient access is facilitated. The practice of integrated care 

involves collaboration and cooperation between providers and services and occurs across 

primary, secondary and tertiary care; extending beyond a patient’s regular medical home or 

single provider, and into the ‘medical neighbourhood’.  

To achieve better integration, we must support primary care, including general practice, as part 

of multidisciplinary healthcare teams meeting patient needs. These teams will, for example, be 

better placed to manage and reduce the risk of patient comorbidities and reduce adverse 

medication events through increased access to a broad range of health expertise.  

Data-driven quality care initiatives will improve patient outcomes through evidence-based 

health care.  

1. We recommend that the ACT Health Directorate establish a round table process 

including the Canberra Health Services, the Royal Australian College of General 

Practitioners (‘RACGP’), the Capital Health Network, the AMA (ACT), Alcohol and Other 

Drugs advocacy groups and health consumers to examine models of integrated care 

for patients who seek treatment for drug related issues with co-morbidities.      
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Provision of Care in General Practice 

A significant part of the treatment services for stable, drug dependent patients in the ACT are  

provided through general practice.  Taking the example of opiate replacement therapy, one 

estimate is that between 30% and 40% of these patients receive opiate replacement therapy 

through general practices. 

From the patient care perspective, this makes good sense as patients with a drug dependency 

often have several co-morbidities, thus giving general practitioners an opportunity to address 

these issues. Similarly, when these patients attend a general practice, they are treated like a 

‘normal person’ and this may, in turn, play a role in facilitating reintegration into the broader 

community. 

In our submission, retaining or expanding GP services could improve the efficiency of the ACT 

Alcohol and Drug Service. Very frequently there is a two-to-three week wait for an appointment 

at the clinic but, if more general practices took on stable, drug dependent patients, the ACT 

Alcohol and Drug Service may be better able to utilize available resources and concentrate on 

seeing more unstable patients.  

Consideration should also be given to the resources available for those patients who are 

managed in general practice. While we agree it is entirely appropriate for patients who are 

managed at the Alcohol and Drug Services to have access to social workers and mental health 

workers, this is often not possible for those patients managed in general practice.  The reason 

for this is that the economics of general practice, for this type of patient, does not generate 

sufficient revenue to allow for these important support workers without some source of 

additional revenue or subsidy. 

This need for additional resources in general practice for the treatment of stable patients 

should also be considered in the broader context of the opportunity to better match the needs 

of patients against the resources available.  Done properly, the matching of patient needs and 

resources has the potential both provide better treatment and more efficiently utilize ACT 
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Government resources by having an increased number of services delivered through GPs and 

funded by patient rebates.  

A further benefit of involving more GPs in these type of treatments, is the opportunity to 

provide holistic care that supports the overall health of such patients. 

2. We recommend that the ACT Health Directorate establish a round table process 

including the Canberra Health Services, the Royal Australian College of General 

Practitioners (‘RACGP’), the Capital Health Network, the AMA (ACT), Alcohol and Other 

Drugs advocacy groups and health consumers to examine alternative funding models 

to encourage treatment of stable patients in general practice.      
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Term of Reference f) 

the availability, access and implementation of best practice drug education material to 

enable and support prevention, early intervention, and community safety. 

Preventing experimentation and initiation of drug use, and subsequent dependence, is an 

important public health goal.  

School and community based resilience building programs have demonstrated success in 

reducing substance use22. However, programs focusing on prevention only have demonstrated 

limited success, suggesting the importance of a holistic approach to reduce substance use23. 

Additionally, mass media campaigns that aim to educate young people about the risk 

associated with substance use are a popular prevention strategy used24. However, definitive 

conclusions on the effectiveness of such campaigns to reduce substance use are lacking.  

Internationally, there have been a range of successful programs implemented to reduce 

experimentation and initiation among young people. For example, the Youth in Iceland 

approach, introduced a range of measures that were shown to substantially decrease substance 

use25. 

For those who have already initiated substance use, there is evidence that brief interventions 

with healthcare professionals as well as community-based therapy are effective means of 

treating individuals with less severe substance use problems26. These interventions are typically 

provided in-person, however emerging web-based interventions may also be effective27.  

 

The role of General Practitioners 

General practitioners (GPs) play a very important role in the prevention, early detection and 

management of harmful substance use, dependence and behavioural addictions. GPs are a 

trusted and credible source of advice, and international research has definitively shown that 

people with substance dependence may prefer to engage with their GPs, rather than attending 

outpatient drug dependency services.28 87.8% of the Australian population attend a General 

Practitioner at some stage every year making GP’s an extremely valuable resource in this area 

of need29. 
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Referring patients on to appropriate and timely treatment can be difficult for GPs. Primary 

Health Networks (the Capital Health Network in the ACT) are responsible for commissioning 

treatment services in their jurisdictions.  

Further Information 

Representatives of AMA (ACT) are willing to appear in person before the Select Committee to 

further discuss the matters contained in this submission. 

Peter Somerville 

Chief Executive Officer 

Australian Medical Association (ACT) Ltd 
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