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About us
The Australian Alcohol and other Drugs Council (AADC) is the national peak body representing the
alcohol and other drugs sector, comprising: specialist health services working to prevent and reduce
harms which can be associated with the use of alcohol and other drugs; practitioners working in
alcohol and other drugs treatment settings and the areas of prevention and early intervention;
researchers and policy specialists dedicated to building the evidence-base to support robust and
evidence-based practice and programs; and people who use or have used alcohol and other drugs,
and their families.

Our purpose
We work to advance health and public welfare through achievement of the lowest possible levels of
alcohol and other drugs related harm by promoting effective, efficient and evidence-informed
prevention, treatment and harm reduction policies, programs and research at the national level.

Our reach
Through our members, AADC represents:
 over 430 specialist treatment and harm reduction services nationwide, including more than
80% of the non-government organisations that receive federal funding to deliver services
and support to people using alcohol and other drugs
 professionals working within the specialist alcohol and other drugs field, representing all
treatment types including counselling, detoxification, residential and non-residential
rehabilitation, opiate replacement therapy, and harm reduction services, and
 people who use or have used alcohol and other drugs, and their families.
AADC’s founding members are:
 Alcohol Tobacco and Other Drug Association ACT (ATODA)
 Alcohol, Tobacco and other Drugs Council Tasmania (ATDC)
 Association of Alcohol and other Drug Agencies Northern Territory (AADANT)
 Australasian Therapeutic Communities Association (ATCA)
 Australian Injecting & Illicit Drug Users League Inc (AIVL)
 Drug and Alcohol Nurses of Australasia Inc (DANA)
 Family Drug Support - FADISS Ltd
 National Indigenous Drug and Alcohol Conference (ADAC)
 Network of Alcohol and other Drug Agencies (NADA)
 Queensland Network of Alcohol and other Drug Agencies (QNADA)
 South Australian Network of Alcohol and Drug Services (SANDAS)
 The Australasian Professional Society on Alcohol and other Drugs (APSAD)
 Victorian Alcohol and Drug Association (VAADA)
 Western Australian Network of Alcohol and other Drug Agencies (WANADA)
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Contact details
Jennifer Duncan
Chief Executive Officer, AADC
jennifer.duncan@aadc.org.au
0414 576 253
The AADC provides the Department of Health consent to publish its response.

Response to survey questions
The primary focus of our submission is recommendation 14, “Improve outcomes for people with
comorbidities” and associated action 14.2, “Integrating mental health and substance use planning,
commissioning and service provision” and its sub-tasks.
This submission is based on the experiences of our members and evidence outlined in a recent
report by Professor Nicole Lee and Professor Steve Allsop for the National Mental Health
Commission, called Exploring the place of alcohol and other drug services in the mental health
system (November, 2020). We commend this report to you and suggest it should inform the
Department of Health’s approach as it goes about the task of implementing recommendations from
the Productivity Commission’s Mental Health Inquiry Report.

Of the recommendations made, which do you see as critical for the Government to
address in the short term and why?
We strongly agree with the need to prioritise improved outcomes for people seeking support for cooccurring mental health and alcohol and other drug issues, as per recommendation 14. This group
often falls through the gaps without having their needs met, which is a systems failure that must be
rectified.
Evidence confirms the value of delivering holistic, coordinated care for people experiencing cooccurring mental health and alcohol and other drug issues. Governments have a role in establishing,
in collaboration with the relevant specialist sectors, frameworks and funding structures that enable
health services to collaborate and coordinate services in response to consumers’ needs.
Coordinated care, however, does not necessarily mean ‘integrated’ care. Integrated is a word
greatly open to interpretation; it’s used widely in the report, in relation to both services and
systems, without ever having its meaning defined. We query this language and the order of tasks
associated with action 14.2, “Integrating mental health and substance use planning, commissioning
and service provision.”
A ‘start now’ task under action 14.2 is, “Regional commissioning bodies, in conjunction with the
relevant State and Territory Government departments, should integrate commissioning of substance
use and mental health services.” We do not support this and strongly recommend against it.
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Depending on the model of integration proposed, this action runs the risk of repeating a long and
vexed history across various jurisdictions of attempts to integrate mental health and alcohol and
other drugs systems and services. These have resulted in: alcohol and other drug services being
deprioritised and diminished in favour of mental health services; increased costs of service;
inadequate outcomes for consumers; and, a loss of specialist alcohol and other drugs practice and
policy knowledge.
No commissioning should occur without first defining, in dialogue with the specialist alcohol and
other drugs sector, how integration is to be understood in the context of the report and the role that
it can, and cannot, play in achieving the report’s overarching goals.
While this work is occurring we suggest putting increased priority on the task, “Governments should
require mental health services, including hospitals and clinical community health services, to ensure
treatment is provided for both substance use and other mental disorders for people with both
conditions.” We further suggest this task should be rewritten to place the same onus on alcohol and
other drug services, which would reflect the sector’s current practice.
Governments can act immediately to move this task forward, by:
 investing in enabling both sectors to establish the practical connections required to support
different approaches to coordination, such as through referral pathways, screening and
assessment, and information-sharing
 commissioning programs that identify and dismantle stigma experienced in the public mental
health system by people who use alcohol and other drugs, in order to remove discrimination as a
barrier to service, and
 expanding training and other workforce development strategies to build the capability of
services and practitioners in both sectors to respond to clients’ co-occurring needs and increase
inter-sectoral understanding, facilitating improved partnership and better outcomes for
consumers.

Of the recommendations made, which do you see as critical for the Government to
address in the longer term and why?
Successful implementation of recommendation 14 will require a number of longer-term structural
and system changes to support improved service capability, understanding, and collaboration across
the specialist alcohol and other drugs and mental health sectors.
The report notes, “Many people with comorbidity will not require specialist comorbidity services.
Rather, they can receive effective and coordinated care from multiple providers, facilitated with a
single care plan and, where service needs are more complex, a care coordinator.” Mental health
issues amongst people accessing alcohol and other drug services are typically higher prevalence and
less severe conditions than those seen in the public mental health system. This lends itself to
coordinated care approaches, with consumers whose primary need relates to alcohol and other drug
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use receiving shared-cared from collaborating services that can be coordinated through specialist
alcohol and other drug services.
Since 2008, with support from the Department of Health, the alcohol and other drugs sector has
done significant work to measurably increase its capability to assess and treat people experiencing
co-occurring mental health issues (refer to discussion below regarding the ‘Improved Services
Initiative’). In the long-term, specialist alcohol and other drug services can be supported to further
build upon this capability through the direct employment of mental health professionals. This will
require targeted investment to fund these positions, in the context of broader workforce
development and capability-building approaches.
The mental health sector also requires support in the long-term to build its capability to work with
people who use alcohol and other drugs. Whilst the alcohol and other drugs sector has done
significant work to skill up in its understanding of and response to mental health issues, this has
largely not been replicated for alcohol and other drug issues in the public mental health system.
Instead, stigma and discrimination has allowed the fostering of assumptions regarding consumers
who use alcohol and other drugs which can lead to misdiagnosis and denial of care.
We will also, in the long-term, need to address barriers to collaboration across the mental health
and alcohol and other drugs sectors. Members report the public mental health services often fail to
recognise the knowledge and expertise of alcohol and other drug practitioners, resulting in refusal to
accept screening, assessment and referral information from specialist alcohol and other drug
services. This creates unnecessary barriers for consumers seeking referral pathways, and makes
practical collaboration at the professional and service level difficult to achieve.
Lastly, there remain a relatively small cohort of people who experience high severity, co-occurring
mental health and alcohol and other drug issues, who require specialist care. As noted in the report,
“These specialist services should have a clear focus on meeting the needs of people who experience
high severity mental health issues with co-occurring high severity AOD issues and who are most
likely falling through the gaps of the current service system.” Establishing these services will require
a longer-term workforce and system development strategy, designed and implemented
collaboratively across the mental health and alcohol and other drug systems.

Of the critical recommendations identified in the previous questions, are there any
significant implementation issues or costs you believe would need to be considered and
addressed?
The primary costs we identify in implementing recommendation 14 and the associated actions
discussed above are:
 additional funding to address existing, chronic service shortfalls in the specialist alcohol and
other drugs and the mental health service systems to ensure adequate access to service for
people experiencing co-occurring conditions
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further resourcing to ensure sufficient capability in both the mental health and the alcohol and
other drug sectors to build inter-sectoral collaboration and partnerships, and support the
delivery of coordinated care through strategies such as integrated referral pathways,
comprehensive screening and assessment, and the sharing of information and professional
expertise, and
ongoing investment in the workforce development, training and education required to
respectively build and maintain the capability of the mental health and the alcohol and other
drugs sectors to support people presenting with co-occurring issues, and
proper engagement by governments across the specialist mental health and alcohol and other
drug sectors, as well as other areas where issues can co-occur with mental health conditions
such as criminal justice, domestic and family violence, and housing, to design and deliver a true
whole-of-government, systems-level response to change outcomes for people experiencing
mental health issues.

The other significant issues that we believe will need to be considered and addressed are:
 the willingness of mental health services to provide service access and support to people
currently using alcohol and other drugs without requiring abstinence during treatment
 barriers to collaboration between the public mental health system and specialist alcohol and
other drug services resulting from mistrust and a failure to recognise the skill and expertise
operating within alcohol and other drug services
 significant philosophical differences in approach between specialist alcohol and other drugs and
mental health services, in which alcohol and other drug services commonly operate within a
psychosocial model of service provision and mental health services operate within a medicalised
model
 differences in funding models between the alcohol and other drugs and the mental health
sectors, with both experiencing underfunding but the level of underfunding experienced by the
specialist alcohol and other drugs sector being more acute and sustained
 the frequent use of short-term contracting arrangements, particularly with regard to the alcohol
and other drugs sector, which stifle collaboration and coordination between systems of care and
encourage a sense of competition for funding
 the very distinct and different workforce composition, conditions and workforce development
needs of the mental health and alcohol and other drugs workforces
 a lack of understanding about what constitutes specialist alcohol and other drug services and
treatment amongst planners and within other service systems, and current poor levels of
engagement with the alcohol and other drugs sector to improve information and advice to these
decision-makers, and
 associated with this, a need to better recognise, respect and accommodate in any systems
reform the unique and distinct roles and practice approaches of both the mental health and the
specialist alcohol and other drugs sectors.
What do you believe is required for practical implementation of these recommendations? What
do you feel are the key barriers and enablers?
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Timely access to appropriate services is critical to improving outcomes for people with co-occurring
mental health and alcohol and other drug issues. Governments must move to adopt a demanddriven model of funding for alcohol and other drug services. The Drug and Alcohol Services Planning
Model (DASPM) is a national planning model developed to produce an independent, evidence-driven
estimate of annual service need against treatment type. Such an approach is required to ensure
alcohol and other drug services are available to the community when, how and where they’re
needed.
The National Alcohol and other Drug Workforce Development Strategy 2015 to 2018 has expired
without replacement. In order to continue to improve the sector’s capability to work with cooccurring conditions, and ensure a strong and robust workforce able to respond to future needs and
systems change, we must develop and fund the proper implementation of a new national workforce
strategy for the specialist alcohol and other drugs sector.
Better understanding and cooperation is required across the mental health and alcohol and other
drugs systems. The Department of Health and other decision-makers must actively engage the
alcohol and other drugs sector in policy and planning with the potential to impact upon the sector
and the communities it serves. In particular, the Department’s Mental Health branch must
proactively engage, internally with the Alcohol, Tobacco and other Drugs Branch and externally with
the sector through its national peak body. Where policy input is required this should be sought, first
and foremost, from the specialist alcohol and other drugs sector. This will improve the quality of
information received by the Department and model the form of professional respect and
collaboration that should be replicated across the mental health and alcohol and other drugs sectors
more broadly.
The mental health and alcohol and other drugs sectors should be incentivised by governments to
jointly develop ways of working that facilitate coordinated care provision. Such initiatives should be
resourced on an ongoing capacity. Regions where significant barriers to working together have been
identified by service providers should be a priority. One example of a cost-effective model for
delivering holistic, coordinated care is the Comprehensive Continuous Integrated System of Care
(CCISC) which has been implemented in jurisdictions worldwide, including Victoria. Further
information about CCISC can be found here.
Finally, we must learn from past initiatives in the areas of service and systems integration and the
delivery of coordinated care. Exploring the place of alcohol and other drug services in the mental
health system outlines ample evidence where past attempts at mental health and alcohol and other
drugs systems ‘integration’ have failed against multiple measures. One example in contrast is the
Improved Services Initiative (ISI), which should have featured in the Productivity Commission Report.
Launched under the National Action Plan on Mental Health 2006-2011, the ISI (since renamed) has
measurably built the capability of alcohol and other drug services to identify and treat people with
co-occurring mental health and alcohol and other drug issues, including through partnerships and
coordinated care approaches.
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Are there clear steps you believe need to be taken to ensure the recommendations are
successfully implemented?
The implementation of recommendation 14 requires advice and oversight through a governance
structure driven equally by the mental health and alcohol and other drugs sectors. This structure
should be responsible for designing and guiding the implementation of consultations across both
sectors to inform the development of planning and funding models that support the delivery of
coordinated care approaches. It should also be responsible for the long-term monitoring of
implementation and outcomes, with regular reporting on the recommendation’s status as a means
of ensuring broader accountability.
The National Framework for Alcohol, Tobacco and other Drug Treatment 2019-2029 directly
addresses the need and mechanisms for delivering holistic and coordinated care for people with cooccurring mental health and alcohol and other drug issues. Any actions flowing from the
implementation of recommendation 14 should, at minimum, be mapped against the National
Framework and any related implementation plans, to ensure consistency across systems and enable
coordinated and collaborative monitoring.
The process of systems and cultural change envisioned in our submission will require the
development of a shared vision between the mental health and alcohol and other drugs sectors for
the delivery of coordinated care to people experiencing co-occurring mental health and alcohol and
other drug issues. This was a learning from the ISI, as well as Victoria’s Dual Diagnosis Policy
released in 2007. Such a shared vision and a shared set of agreed treatment outcomes might itself
be captured in an overarching treatment framework to operate between the specialist alcohol and
other drugs and mental health sectors.
A further learning from the ISI and Victoria’s Dual Diagnosis Policy was the need to deliver and
sustain special-purpose funding incentives in support of coordinated care approaches, and to align
these with the simultaneous application of agreed reporting standards that require services to
demonstrate their increased capability to support people with co-occurring alcohol and other drugs
and mental health issues, including through the development of strategies such as shared intake and
assessment processes and shared treatment plans.
Do you believe there are any critical gaps or areas of concern in what is recommended by the PC?
Whilst substance use disorder was included in the scope of the Productivity Commission’s report,
broader alcohol and other drugs policy and the full scope of program settings operating within the
specialist alcohol and other drugs sector were excluded. As such, the sector’s work in areas
including prevention, early intervention and harm minimisation is entirely overlooked in the report.
By focussing only on treatment-requiring use of alcohol and other drugs, the report’s
recommendation for the integration of “planning, commissioning and service provision” runs the
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real risk of cutting off funding pathways for the remaining and important work of the specialist
alcohol and other drugs sector. The inevitable outcome of this would be an increase in the
problematic use of alcohol and other drugs, and thus further pressure on the treatment end of the
system in future.
Similarly, whilst chapter 16 of the report is dedicated to the mental health workforce, there is no
corresponding alcohol and other drugs sector workforce analysis. The alcohol and other drugs
service system is complex and distinct from the mental health sector in its structures and
fundamental philosophy; what works for one sector cannot simply be extrapolated to the other.
If effective recommendations are to be made in relation to treatment for co-occurring mental health
and alcohol and other drug issues, both of the responding systems need to be properly explored.
The omissions noted above reflect the perspective from which the Productivity Commission appears
to have undertaken its investigation, which is weighted heavily towards mental health. The alcohol
and other drugs sector is not well represented in the resulting report and appears tacked on as a
mere sub-set of mental health services.
Inadequate engagement that lacks our input will result in poor information and advice being
received by the Department and other decision-making bodies. This will inevitably lead to poor
decisions and the continuation of poor outcomes for consumers.
The corollary of this is that effective communication and engagement across the mental health and
alcohol and other drugs systems will lead to improved information, better decision-making,
enhanced coordination and better outcomes for consumers and their communities. More work
must therefore be done to proactively engage and partner with the specialist alcohol and other
drugs sector; this applies at the inter-departmental level as well as outside of the Department, with
the Primary Health Networks and across the broader sector and service system.
Lastly, whilst recommendation 21 addresses the issue of the over-representation of people with
mental health issues in the justice system it fails to identify alcohol and other drugs as a co-occurring
factor in this context, nor the need for holistic, coordinated care to be delivered in correctional
settings. Whilst not all people who have co-occurring mental health and substance use issues
commit offences, they are more likely to have contact with the criminal justice system than people
who have either mental health issues or substance use issues alone. Given this, it would be
worthwhile revising and expanding upon this recommendation and its associated actions.
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