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Executive summary

The Brisbane South PHN 

Alcohol and Other Drugs 

Needs Assessment 

The Alcohol and Other Drugs (AOD) Needs 

Assessment is one component of Brisbane South 

PHN’s (BSPHN) broader planning phase, which is core 

to identification of priorities locally relevant to our 

region, for action and investment. The AOD Needs 

Assessment has been developed in response to the 

Government’s recent reforms in mental health and 

alcohol and other drugs service delivery and 

funding.1,2 In particular, the Final Report of the 

National Ice Taskforce has prompted immediate 

action to address growing problems associated with 

methamphetamine and other drug use.2  

This document is an interim needs assessment – that 

is, it provides information about BSPHN’s current 

knowledge and understanding of the AOD sector 

within the region, which will continue to be built 

upon over the coming three years, as reform 

processes are implemented at the local level. 

The AOD Needs Assessment profiles the region’s 

alcohol and other drug services, substance use issues 

across the lifespan and specific needs for at-risk 

populations. It then identifies priority areas, based on 

an analysis of regional needs and provides a 

summary of BSPHN’s future work plan. 

Data for the needs assessment was collected from a 

range of sources, including national and state 

databases, as well as regional data and stakeholder 

consultations. A triangulation process was applied 

concurrently with analysis to confirm issues and 

ensure that they were consistent across multiple 

sources. After data was collected and analysed, a list 

of priority areas of need were identified, which were 

filtered through prioritisation criteria to identify five 

key priority areas of need within the broader priority 

of AOD.  

Key groups at-risk 

Substance misuse, problematic drug use and 

addiction can affect anyone at almost any stage of 

life. However, evidence shows that that there are 

specific groups that are more at risk. In addition, the 

availability, accessibility and affordability of 

preventative and treatment services affect people’s 

resilience to risk factors and recovery from substance 

misuse and addiction.  

Particular groups that have been identified as at 

greater risk or to have a higher level of need include: 

 adolescents and young people 

 Aboriginal and Torres Strait Islander peoples 

 people from culturally and linguistically 

diverse backgrounds and refugees 

 people experiencing homelessness 

 people living in rural or remote areas 

 people experiencing comorbid AOD and 

mental health conditions. 

Priority areas of need – AOD 

Based on currently available evidence, six key areas of 

need within the broader priority area of AOD have 

been identified. These are:  

1. Alcohol 

2. Amphetamines/methamphetamines 

3. Cannabis 

4. Aboriginal and Torres Strait Islander peoples 

5. People from CALD backgrounds and refugees 

6. Integration and coordination of services. 

These areas of need will be further investigated 

during the design phase of BSPHN’s business model. 

Information about potential broad-level strategies 

and models for addressing these areas of need is 

provided in BSPHN’s whole of region needs 

assessment (separate document). 
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Section 1: Introduction 

Government reviews and 

reform 

The Australian Government Response to Contributing 

Lives, Thriving Communities — Review of Mental 

Health3 and the Final Report of the National Ice 

Taskforce2 were released in late 2015. Both 

documents outline key guiding principles for 

Commonwealth-led reform in the mental health and 

alcohol and other drugs (MH-AOD) funding streams. 

In addition to a general plan for phased 

implementation commencing earlier this year 

(January 2016) until 30 June 2019, Brisbane South 

PHN (BSPHN) has developed a roadmap to articulate 

the national reform agenda and bring focus to what 

the ‘ideal’ MH-AOD system may look like in the 

Brisbane South region and the steps required by 

BSPHN and partners to get there.4 

Mental health and AOD sectors have significant 

similarities that can be leveraged where appropriate. 

There are, however, programs and mechanisms 

targeted exclusively at either mental health or AOD 

that require targeted attention. Although BSPHN 

have developed separate needs assessments for 

mental health and AOD, we have planned to address 

the two issues together, so as to ensure an inclusive 

planning approach across common settings and 

stakeholders, and to leverage the linkage between 

both sectors where appropriate. 

The impact of alcohol and 

other drug use 

The use and misuse of licit and illicit drugs is widely 

recognised in Australia as a major health problem, 

and one that has wider social and economic costs. 

Drug use is a serious and complex issue, which 

contributes to disease and injury, social and family 

disruption, workplace concerns, violence, crime and 

community safety issues, substantial illness and 

death.5 

Illicit use of drugs accounts for an increasing 

proportion of the global burden of disease. Estimates 

of the burden of disease provide an insight into the 

loss of health and wellbeing of Australians due to 

premature mortality, disability and other non-fatal 

events. The most recent global estimates come from 

the Global Burden of Disease Study 2010.6 In 2010, it 

was estimated that tobacco smoking was responsible 

for approximately 8% of the burden of disease in 

Australasia, almost 3% was attributable to alcohol use 

and a further almost 3% was attributable to the use 

of illicit drugs.7 Further, recent data suggests that the 

number of hospitalisations due to ice have grown 

considerably, with more than 8,000 people being 

hospitalised after using ice in 2013-14.2 

Tobacco smoking, alcohol and illicit drug use also 

impose a heavy financial burden on the Australian 

community. It is estimated that the economic costs 

associated with licit and illicit drug use in 2004–05 

amounted to $56.1 billion, comprising $31.5 billion 

due to tobacco, $15.3 billion to alcohol and $8.2 

billion to illicit drugs.8 These costs are likely to have 

risen substantially over the past decade. 

Substance misuse, 

dependence and addiction 

The Diagnostic and Statistical Manual of Mental 

Disorders – Version 5 (DSM-5) defines substance use 

disorder as a condition in which the use of one or 

more substances leads to a clinically significant 

impairment or distress.9 The condition typically 

involves a continued pattern of use of a substance/s 

that are not medically indicated, which results in 

negative consequences to a person’s health and 

functioning (e.g. inability to meet work, family, school 

commitments, relationship problems, legal 

problems).9 

Substance use can lead to addiction or dependence. 

Dependence is characterised by physiological 

symptoms that occur with substance use, including 

increasing tolerance (i.e. more of the substance is 
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needed over time to have the same effect) and 

withdrawal (i.e. negative symptoms that occur when 

the substance is not used for a period of time). 

Addiction is a distinct concept, which is usually 

defined as compulsive use of a substance/s, despite 

negative consequences. Addiction may or may not 

occur in conjunction with dependence.9  

Relationship with mental 

health and illness 

Substance use is known to have an impact on mental 

health and comorbidity of mental disorders and 

substance use disorders is common.2 Many clients 

entering drug and alcohol treatment have co-existing 

mental health issues, such as depression and anxiety.  

However, there are significant problems with the 

management of people with comorbid substance use 

disorders and mental illness. It is often difficult to tell 

which problem came first – the drug use or the 

mental illness. Having a mental illness can make a 

person more likely to abuse drugs, in order to gain 

short-term relief from their symptoms.10 Other 

people have drug problems that may trigger the first 

symptoms of mental illness. Some drugs can cause a 

mental health condition called drug-induced 

psychosis, which usually passes after a few days.11 

However, if someone has a predisposition to a 

psychotic illness (such as schizophrenia), these drugs 

may trigger the first episode in what can be a lifelong 

mental illness.11 Using drugs can also make the 

symptoms of mental illnesses worse and make 

treatment less effective.10,12 

Given the challenges of treating comorbidity, it is 

important to ensure integration and collaboration 

among specialist alcohol and other drug (AOD) and 

mental health services at the local level. AOD services 

should have the ability to promote linkages and 

referrals with mental health services, to better 

support integrated treatment and referral pathways, 

to support clients with comorbid mental health 

disorders.  

Effects on physical health 

Alcohol and other drug use is a direct cause of death 

and disability, as well as being a major risk factor for 

a number of diseases that affect drug users and the 

wider community.  

Tobacco smoking is the single most preventable 

cause of ill health and death and is a major risk factor 

for coronary heart disease, stroke, peripheral vascular 

disease, cancer and various other diseases and 

conditions. Tobacco is responsible for more drug-

related hospitalisations and deaths than alcohol and 

illicit drugs combined.13 

Long term heavy drinking is associated with chronic 

diseases (e.g. liver damage and brain damage), while 

short episodes of heavy alcohol consumption are a 

major cause of road and other accidents, injuries, 

domestic and public violence, and crime.5 

Illicit drug use has been linked with HIV/AIDS, 

hepatitis C, low birthweight, malnutrition, infective 

endocarditis (leading to damage to the heart valves), 

poisoning, mental illness, suicide, self-inflicted injury 

and drug overdose.13 

Consumption of alcohol during pregnancy is 

associated with poor perinatal outcomes, such as 

Foetal Alcohol Syndrome.14,15 Some research findings 

suggest that approximately 40% of women consume 

some alcohol during pregnancy.16 However, data on 

regional rates are currently unavailable.  

Substance use can also be an outcome of physical 

health problems. For example, people with chronic 

pain or other chronic diseases may become 

dependent on prescription medications or people 

may attempt to ‘self-medicate’ physical health 

problems with substance use.17 

The relative health impact of alcohol and other drug 

use varies depending on the specific type of drug 

used and the circumstances of its use. 
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Section 2: Principal drugs of concern

Substance use data 

National and state data regarding substance use is 

provided through the National Drug Strategy 

Household Survey (NDSHS).18 The Survey showed 

that, in 2013, “just over 40% of Australians either 

smoked daily, drank alcohol in ways that put them at 

risk of harm or used an illicit drug in the previous 12 

months” and just over 3% engaged in all of these.18 In 

Queensland, usage rates were similar to national 

averages.18 However, Queensland did show a decline 

in smoking and alcohol use, though this decline was 

not statistically significant. Similarly, illicit drug use 

increased slightly in Queensland, but not 

significantly.18 

In terms of reasons for seeking treatment for 

substance misuse and/or addiction, in the Brisbane 

South PHN (BSPHN) region, the most commonly 

cited drug of concern was cannabis (42%), followed 

by amphetamines (28%), and alcohol (23%). This 

differs from cumulative State data, which shows 

alcohol as the most commonly cited principal drug of 

concern (42%), followed by amphetamines (24%) and 

cannabis (23%).19 

Tobacco 

Rates of smoking have been steadily declining over 

the past several decades, with daily smoking rates in 

Australia sitting at approximately 13% in 2013.20  

Daily smoking rates in the BSPHN region sit at 17% 

for all adults, which varies over the lifespan – 19% for 

young people aged 18-29 years, 24% for adults aged 

30-44 years, 12% for adults aged 45-64 years, and 6% 

for adults 65 years and over. Smoking rates are 

significantly higher for Aboriginal and Torres Strait 

Islander peoples in the region, with a daily smoking 

rate of 42%.21 

Approximately 12% of women in the BSPHN region 

smoke during pregnancy. However, rates are 

substantially higher for Indigenous women (41%) and 

in certain areas of the region.22 

Smoking is generally considered a public health 

issues (rather than an AOD issue). As such, further 

information about tobacco use is provided in the 

separate Whole of Region Needs Assessment report.  

Alcohol 

Alcohol is a legal substance in Australia and 

consumption is widespread. However, consumption 

of harmful amounts is associated with an increased 

risk of chronic disease, injury and premature death.20 

In Australia, approximately 80% of people reported 

drinking alcohol in the past 12 months and 

approximately 7% drank alcohol daily.20 

Long-term risky alcohol consumption can put people 

at increased risk of physical health problems (e.g. liver 

disease), mental health conditions, injury/accidents, 

and suicide/self-harm. And, heavy consumption of 

alcohol in a single session (i.e. ‘binge drinking’) also 

has a negative impact on health and increases the 

risk of injury and death due to accidents, violence, or 

self-harm/suicide.20  

In the BSPHN region, approximately 16% of people 

have a lifetime risk due to alcohol consumption, 

which is lower than the State average.21 This varies 

over the lifespan, with young adults having a higher 

rate than the region overall (20%) and adults aged 65 

years and over having a lower rate (12%). Indigenous 

peoples within the region have a similar lifetime risk 

through alcohol consumption as non-Indigenous 

people (18% compared with 16%, respectively).21 

In terms of treatment sought within the BSPHN 

region, alcohol is the third principle drug of concern. 

Alcohol misuse presents for treatment at almost half 

the rate (23%) compared with Queensland overall 

(42%).19 

Illicit drugs 

Overall in Australia, about 1 in 7 people have used 

illicit drugs in the past 12 months.20 Rates of use are 

highest among young adults aged 20-29 and lowest 

among people over 50 years and males are more 



 

8 

likely to have used illicit drugs than females.20 

Regional information on rates of substance use in the 

general population in the BSPHN region is not 

currently available. However, information on 

treatment users is available. 

Cannabis 

National data shows that approximately 35% of 

Australians aged 14 and over have ever used 

cannabis and approximately 10% have used the drug 

in the past 12 months.20 About one-third of cannabis 

users used the drug weekly and males were more 

likely to use cannabis than females.20 

Regular cannabis use is associated with mental loss, 

learning difficulties, mood swings, frequent colds/flus, 

low sex drive, reduced fertility, development of 

respiratory conditions, and mental health problems, 

such as schizophrenia.23,24 

In the BSPHN region, cannabis was the highest 

commonly cited principal drug of concern (42%) for 

treatment service users. This is almost twice the 

Queensland average for cannabis (23%).19 

Amphetamines/methamphetamines  

The NDSHS found that methamphetamine use over 

the past 12 months remained very low (2%) and 

stable among 14-19 year olds, with no rise in use 

overall in the population. However, there was a 

change in the main form used, with crystal (‘ice’) 

replacing powder.20  

A recent study on trends in drug use among 

adolescents aged 14-18 years admitted to residential 

treatment in Australia indicate that 

methamphetamine use among this population has 

increased substantially. Among 321 participants 

reporting current methamphetamine use, those 

reporting inhaling smoke or vapour increased from 

around 13% in 2009 to just over 85% in 2014. 

Although different forms of methamphetamine were 

not recorded, ice is commonly inhaled, which 

suggests that the main form used by participants had 

changed.25 

The Final Report of the National Ice Taskforce2 found 

that ice use in Australia is a complex problem that 

requires a multi-faceted response. Proportionally, 

Australia uses more methamphetamine than almost 

any other country, and the number of users continues 

to grow. Today, evidence suggests there are well over 

200,000 users in Australia.  

Ice is typically used more frequently than other forms 

of meth/amphetamines, due to its intense effects and 

higher potential for dependence. Ice use is associated 

with chronic physical and mental health problems.2  

Data on amphetamine/ methamphetamine usage 

within the general population of the BSPHN region is 

not currently available. However, in the BSPHN 

region, amphetamines were the second highest 

commonly cited principal drug of concern among 

treatment users (28%) and higher compared with the 

Queensland average for amphetamines (24%).19 This 

suggests that ice use within the region is growing, 

accompanied by a greater need for treatment 

services. 

Heroin and other opioids 

Heroin is also an opioid drug. There are several other 

opioid drugs, which are a group of medications that 

are generally used in the treatment of chronic pain.  

A recent report by the Queensland Network of 

Alcohol and Other Drug Agencies (QNADA)19 

indicated that treatment for opioid use is unlikely to 

constitute a significant problem in the BSPHN region 

and treatment rates are consistent with Queensland 

averages.  

 Treatment for heroin use in the BSPHN 

region is slightly higher than the Queensland 

average (2% compared with 1%, respectively) 

 Treatment for morphine, buprenorphine and 

oxycodone use were all low (1% or less) and 

similar to Queensland averages.19 

MDMA (‘ecstasy’) and other similar drugs 

About 11% of Australians aged 14 years and over 

have ever used ecstasy and around 2.5% had used it 

in the past 12 months.19 Ecstasy is generally used less 

often than other substances, with most users only 

taking the drug once or twice a year. 20 

Rates of usage within the BSPHN region are not 

currently available. However, treatment for MDMA 
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and other drugs each constitute only about 1% of the 

principal drugs of concern for the BSPHN region.19 

Cocaine 

Rates of cocaine use remain relatively low (about 2% 

of Australians have used cocaine in the past 12 

months and approximately 8% have ever used 

cocaine).20  

Regional rates of cocaine usage are not available. 

However, QNADA reported no episodes of treatment 

for cocaine in the BSPHN region, which was 

consistent with Queensland data.19 

Prescription medications and pharmaceutical 

misuse 

Approximately 5% of Australians have misused 

pharmaceuticals in 2013, which rose slightly from 4% 

in 2010.20 Prescription or pharmaceutical drugs that 

may be frequently subject to misuse include 

painkillers/analgesics, tranquillisers, steroids, 

methadone/buprenorphine or other opiates. 

 The NDSHS found that non-medical use of 

pharmaceuticals in the previous 12 months 

had increased overall since 2007 and was at 

the highest level of use seen since 1988 (from 

about 4% in 2007 to almost 5% in 2013) 

 The increase in pharmaceutical misuse in 

2013 was mainly due to significant increases 

in recent use by men aged 30–39 (from 

about 5% to 7%) and women aged 40–49 

(from about 3% to 4.5%) 

 Among people who reported recent misuse 

of any kind of painkiller/analgesic (3%), about 

three quarters had misused over the counter 

painkillers and half had misused prescription 

painkillers.20 

Data from general practice shows that drugs that 

affect the nervous system, including several addictive 

painkillers (e.g. opioids), were among the most 

commonly prescribed medications in Australia in 

2013-14.26 

Currently, regional data is not available about the 

specific misuse of prescription medications. 

Other substances 

The use of various other substances has also been 

identified nationally, including hallucinogens, 

ketamine, gamma hydroxybutyrate (GHB) and 

inhalants. Approximately 10% of Australians aged 14 

years and over have ever used hallucinogens and 

approximately 1% have used them in the past 12 

months. But, use of the other substances mentioned 

above are very low (less than 1% of the population 

have used them in the past 12 months).20 

Method of use 

Different substances can be used in different ways 

and the principal method of use varies by drug. 

However, clients of treatment services within the 

BSPHN region were most likely to identify smoking 

their principal drug of concern (55%), followed by 

ingesting (25%) and injecting (16%). This is compared 

with Queensland data, which showed that more 

clients ingested their principal drug of concern (45%), 

followed by smoking (28%), and injecting (19%).19 

This matches data regarding the principal drugs of 

concern for the region (i.e. cannabis and 

amphetamines are more likely to be smoked than 

ingested or injected). 

Most clients seeking treatment for their own drug use 

were most likely to have never injected drugs (69%), 

followed by last injected 3 months ago or less (17%) 

and injected more than 3 months ago (6%). This is 

compared with Queensland data, which showed a 

lower proportion of clients who had never injected 

(56%) and a higher proportion of clients who had last 

injected 3 months ago or less (28%).19  

Poly drug use 

The NDSHS shows that poly drug use is relatively 

common, with over one-third (37%) of daily smokers 

having used an illicit drug in the previous 12 months 

and 60% of recent illicit drug users also drinking 

alcohol in risky quantities and 31% smoking daily.20 

Data from treatment users suggests that poly drug 

use is also common within the BSPHN region. Forty 

five percent (45%) of treatment users identified two 

or more principal drugs of concern, 16% identified 
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three and 4% identified four or more. These results 

were slightly lower than overall Queensland data.19  

The percentage of poly drug users varied depending 

on the principal drug of concern. Poly drug use was 

most likely in clients where the principal drug of 

concern was alcohol (52%), followed by cannabis 

(46%), and amphetamines (31%). By comparison, 

overall Queensland data indicated that poly drug use 

was more likely in clients where amphetamines were 

identified as the principal drug of concern (59%), 

followed by alcohol (44%), and cannabis (47%).19 
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Section 3: Regional AOD service profile 

Types of services 

In the BSPHN region, several of the region-specific 

services are provided by the Metro South Hospital 

and Health Service (MSHHS), which operates 

outpatient clinics in Woolloongabba, Mount Gravatt, 

Logan and Redland Bay. Several non-government 

organisations also currently operate services in the 

region. The majority of these services include 

outpatient counselling, support and case 

management, and information and education.19  

State-wide and national AOD services within the 

BSPHN region also service this population. It is not 

uncommon for individuals to seek treatment from a 

service that is not located near to where they live. 

Currently, there is insufficient regional data to fully 

understand the gaps between the physical location of 

AOD treatment agencies, and the ways in which 

service users access and move across treatment 

services.  

It is noted that a range of harm reduction services 

and opiate replacement therapy services are available 

in the Brisbane South region. Data on these service 

types is collected separately from the Alcohol and 

Other Drug Treatment Services National Minimum 

Data Set (AODTS-NMDS), through the Queensland 

Needle and Syringe Program Minimum Data Set 

(QNSP MDS) and the National Opioid 

Pharmacotherapy Statistics (NOPSAD) collections19 

These services are yet to be fully mapped across the 

BSPHN region. 

Aboriginal and Torres Strait Islander AOD 

services 

There are several services that provide AOD services 

specifically for Aboriginal and Torres Strait Islander 

peoples within the BSPHN region. Ongoing 

consultations with Aboriginal and Torres Strait 

Islander communities in the region will provide 

additional information about these services and their 

capacity to meet regional needs.  

Service mapping 

BSPHN have undertaken preliminary service mapping 

of AOD services within the region, as well as state and 

national services (Table 1,   
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Table 2, Table 3). Ongoing consultations over the 

coming year with health services, service providers, 

stakeholders and consumers from across the BSPHN 

region will assist in confirming and adding to this 

information, which will enable the identification of 

service gaps and unmet needs within the community. 
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Table 1: Service mapping – High intensity AOD services 

Organisation Service Demographic/Targe

t Population 

Location Referral Pathways 

Acute & Government 

Department of Veterans 

Affairs (DVA) 

Mental health support, Alcohol education Ex-serving personnel 

and families  

Whole of Brisbane  n/a 

Inala Community 

Health Centre 

Addiction, mood and psychosis services All Inala individuals present to service and are assessed 

by triage 

Macgregor Community 

Mental Health 

Psychosis, Mood, Addiction, Deafness 

and mental health 

18 – 65 Macgregor initial assessments conducted by the triage team 

will assess the risk and immediate mental health 

needs of the individual 

Marie Rose Centre – 

Metro South Hospital 

and Health Service 

Mental Health and drug and alcohol 

clinic and 24 hr emergency  and accident 

service 

Residents of Bay Islands Dunwich – North 

Stradbroke Island, sister 

hospital Beaudesert 

Hospital  

triage assessment 

Metro South Health 

Addiction and Mental 

Health Services 

inpatient, hospital-based and community 

mental health services, as well as 

community alcohol and drug services 

All Logan Central 

Community Health 

Centre, Beenleigh 

Community Health 

Centre, Browns Plains 

Community Health 

Centre, Burke Street 

Centre, Inala Community 

Health Centre, 

Macgregor Community 

Mental Health, Redland 

Health Service Centre, 

Wynnum Health Service 

Anyone with a substance use issue or their family 

members and friends are eligible to access 

services for an assessment. 1300 MH CALL 
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Organisation Service Demographic/Targe

t Population 

Location Referral Pathways 

PA Hospital acute mental health care, Homeless 

Health Outreach Team, ATODS, older 

adult mental health services, consultation 

liaison psychiatry 

Homeless adults with 

mental health 

disorders, people with 

addiction, older adult 

65+ 

PA Hospital 

Woolloongabba 

Older persons: self-refer, GP, health professional, 

RACF, emergency services. Psychiatry referral can 

be made by a medical staff member from the 

treating medical team. Acute services – 

presentation at emergency or community mental 

health team’s assessment. 

Probation and Parole Electronic monitoring, managing sex 

offenders in the community, case 

management, Making Choices program, 

substance abuse programs 

Offenders  Greenslopes, Beenleigh, 

Woodridge, Mt Gravatt, 

Redlands, Wynnum, Inala 

n/a 

QEII Jubilee Hospital older adult mental health services, 

consultation liaison psychiatry 

All Coopers Plains Older persons: self-refer, GP, health professional, 

RACF, emergency services. Psychiatry referral can 

be made by a medical staff member from the 

treating medical team. 

Queensland 

Transcultural Mental 

Health 

clinical consultation, consumer and carer 

participation, MMHC program, MI-HPEI 

program, information, policy and service 

development, education and training 

CALD MacGregor Mental health professionals, community workers, 

consumers, carers or friends 

Redland Hospital consultation liaison psychiatry All Redlands community mental health teams or emergency 

department presentation 

Wynnum Health Service Community, inpatient and extended 

treatment services  

>65 years Wynnum 1300 MH CALL. Self or carer referrals. Health 

practitioner. GP. Residential aged care facilities. 

Emergency services (Ambulance or Emergency 

Departments).  

Private 

Mater Hospital  Psychiatry, psychology, refugee health 

clinic, social work 

Private patients, 

refugees 

Mater South Brisbane, 

Maters Children South 

Brisbane 

GP or specialist referral 



 

15 

Organisation Service Demographic/Targe

t Population 

Location Referral Pathways 

Belmont Hospital Acute Psychiatric Treatment Unit, drug 

and alcohol rehabilitation 

Private Patients Carina GP or specialist referral 

St Vincent’s Private 

Hospital 

Psychiatry Private Patients Kangaroo Point GP or specialist referral 

Greenslopes Private 

Hospital, Keith Payne 

Unit 

Psychiatry, post-traumatic stress 

disorder, veterans’ mental health 

Private Patients Greenslopes GP or specialist referral 
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Table 2: Service mapping – Community-based AOD services 

Organisation Service Demographic/Target 

Population 

Location Referral Pathways 

Community – General 

Alcohol and Drug 

Foundation Qld 

AOD counselling, support and case 

management, information, education, 

outclient services, drug and alcohol 

rehab for people under 18 

All, persons under 18 Chambers Flat 

Springwood 

Logan 

Telephone (1300 727 957).  

Lives Lived Well Multiple programs drug and alcohol – 

counselling, family info, referrals, court 

division program, rehab and education 

All All Phone, email 

Logan City Council Sharps disposal All Multiple locations 

across Logan 

n/a 

Mindnet/The Meet Up Organisation of social events on a 

fortnightly basis, Alcohol, drugs and 

other dependencies 

Depression, Bipolar Whole of Brisbane Online RSVP to events 

QuIHN Brisbane Region Needle & syringe, peer education and 

information, workforce development, 

medical services, counselling, group 

work 

Illicit drug users All Queensland, 

Bowen Hills office 

Telephone self-referral (1800 172 076) 

Community – Aboriginal and Torres Strait Islander/CALD 

Aboriginal & Torres 

Strait Islander 

Community Health 

Service (ATSICHS) 

Primary Health Care, Mums & Bubs 

Clinic 

Aboriginal & Torres Strait 

Islander 

Woolloongabba, 

Browns Plains, Acacia 

Ridge, Logan, 

Woodridge, Eagleby, 

Inala 

Telephone. Fax.  

Gallang Place PIR, free support and counselling in DV, 

grief and loss, anger management, 

ATSI youth, families and 

people with mental illness 

Cannon Hill Telephone.  
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Organisation Service Demographic/Target 

Population 

Location Referral Pathways 

substance abuse, relationships, sexual 

abuse and emotional abuse. 

Harmony Place PIR, mental health and wellbeing 

program 

CALD over 12 years Office in Yeronga, All 

Brisbane services 

Self-referral: Telephone. Email.  

Institute for Urban 

Indigenous Health (IUIH) 

Social Health Program: Mental Health, 

Social and Family Support, Alcohol and 

Other Drugs 

Aboriginal & Torres Strait 

Islander 

Capalaba, Dunwich 

(Yulu Burri Ba), Acacia 

Ridge, Brown’s Plains, 

Logan, Woodridge, 

Woolloongabba 

(ATSICHS) 

Telephone. Online enquiry form.  

Indigenous Youth Health 

Service (IYHS) 

homeless, drug and alcohol, sexual 

health 

ATSI youth Woolloongabba Telephone. Fax.  

Yulu-Burri-Ba Counselling services, Methadone clinic Aboriginal and Torres Strait 

Islanders 

Capalaba, North 

Stradbroke Island 

Telephone self-referral 

Community – Youth 

Adolescent Drug and 

Alcohol Withdrawal 

Service (ADAWS) – Kids 

in Mind 

  

  

  

residential 11 day withdrawal program 13 – 18 Year olds Mater Health Services 

South Brisbane 

Agency, parents support people or self-referral 

via Central Intake Telephone (07 3163 8400) 

outreach program 12 – 25 years Greater Brisbane area   

day program, called area 40 12 – 25 years Mater Health Services 

South Brisbane 

  

PIVOT Vocational Training Program 13 – 25 years Mater Health Services 

South Brisbane 
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Organisation Service Demographic/Target 

Population 

Location Referral Pathways 

Brisbane Youth Service Mental Health Service: Counselling & 

Day to Day Living Program 

homeless and vulnerable 

young people aged 12-25 

and their accompanying 

children 

Stones Corner – 

Centre for young 

women, Newstead – 

centre for young 

families, Valley Service 

Hub & Head Office in 

Fortitude Valley 

Telephone. Email.  

Headspace Early intervention – mental health, 

physical health (including sexual 

health), alcohol and other drug or work 

and study issues. 

12-25 year olds. Services Brisbane 

wide. Offices –

Woolloongabba, Inala, 

Meadowbrook 

Self, Family, GP, School TAFE or Uni referral. Use 

of Mental Health Care Plan  

Ted Noffs Foundation Youth specific services, AOD 

counselling, information, education 

Young people Logan Central  

Community – Homeless 

HOTT Health responses (general and mental 

health, AOD) 

Homeless persons 5km radius of 

Brisbane GPO, based 

near RBWH 

Nil 

Micah Projects Mental health and disability support 

services, PIR 

Homeless persons West End Self, Family, health professional 

Community – LGBTI 

Queensland Positive 

People (QPP) 

HIV support, prevention and treatment 

services 

People living with HIV East Brisbane, All 

Brisbane 

Online enquiry form. Email. Telephone (1800 

636 241) 

Wendybird Mental health and suicide support LGBTIQ    Online enquiry form. Email.  

Seahorse Society 

Queensland 

Social inclusion and activities Transgender people and 

cross-dressers 

Annerley Email (seahorseqld@gmail.com) 

Community – Drug and Alcohol specific 
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Organisation Service Demographic/Target 

Population 

Location Referral Pathways 

Alcoholics Anonymous     Beenleigh, Browns 

Plains, Capalaba, 

Cleveland, Coorparoo, 

East Brisbane, 

Greenslopes, 

Gumdale, Inala, 

Jimboomba, Logan 

Village, Manly, 

Morningside, Mt 

Gravatt, Redland Bay, 

West End, Woodridge, 

Woolloongabba 

Telephone (1300 222 222) 

Drug Arm Queensland Illicit Drug Initiative 

Program (QIDDI), Mobile Outreach 

Support and Health Program by 

Integrated Teams (MOSHPIT). 

Community and Family Support Service 

(CAFSS) 

QIDDI – people aged 12+ 

referred through police or 

courts. MOSHPIT – people 

at risk of homelessness and 

disadvantaged groups. 

CAFSS – individuals and 

families with alcohol and 

other drug issues.  

Whole of Brisbane. 

MOSHPIT – inner city 

Brisbane 

Annerley 

Online enquiry form. Telephone (1300 656 800) 

Logan House 

Therapeutic Community 

Comprehensive recovery-oriented 

experience for persons grappling with a 

severe alcohol of other drug-related 

problem 

>18 yrs with drug or 

alcohol problem 

Chambers Flat Phone. Email. Fax – referral form not required 
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Organisation Service Demographic/Target 

Population 

Location Referral Pathways 

Murri Watch Diversionary 

and Cell Visitor Services 

The Diversionary Centre offers a safe, 

monitored environment for clients 

recovering from the effects of 

intoxication, and an alternative to being 

taken into police custody for public 

intoxication offences. Staff provide a 

range of care, support and referral 

services to ensure the health and 

wellbeing of clients. 

>18yrs  Woolloongabba   

Narcotics Anon   All West End, South 

Brisbane 

Telephone (1300 652 820) 

Ozcare – The Haven Residential drug and alcohol treatment 

facility – provides therapeutic and 

recreational therapy, counselling and 

support for those seeking assistance to 

recover from drug and alcohol 

problems.  

Males >18yrs Coorparoo    

Ozcare Illicit Drug & Alcohol Detox Centre, 

Women’s refuges 

Homeless men >18yrs with 

drug/alcohol dependence, 

Women experiencing DV 

South Brisbane Online service enquiry and referral forms. 

Telephone 

Community – Men 

Fishers of Men Residential rehab for men with 

addiction 

men over 18 Rochedale South Telephone. Email. 

 

  



 

21 

Table 3: National/state telephone and online support services 

Organisation Service Demographic/Target 

Population 

Location Referral Pathways 

Crisis Support and Telephone/Online Counselling Services 

Alcohol and Drug 

Information Service 

(ADIS)  

 24 hour alcohol and drug information 

service helpline 

All All telephone 1800 177 833 

Lifeline 24 hour helpline crisis support, suicide prevention, 

counselling and support 

All All Phone, online 

Cannabis Information 

and Helpline 

Information and resources related to 

cannabis use and addiction 

All All Phone 

Family Drug Help Support for families faced with 

problematic drug use 

All All Phone 

Quitline Smoking cessation helpline All All Telephone (13 78 48) 

Salvation Army Counselling, emergency support 24 

hour helpline, Salvo Care Line, anger 

management, suicide prevention, 

relapse prevention, addiction 

All All Telephone (13 72 58). Online enquiry form.  

Veterans and Veterans 

Families Counselling 

Service 

counselling and group programs to 

Australian veterans, peacekeepers and 

their families 

Veterans, peacekeepers 

and their families 

All Phone 

eheadspace Telephone and online support for 

young people aged 12-25 years 

Young people 12-25 years All Phone, online 

eMental Health Services 

Counselling Online 24/7 online counselling service 

regarding alcohol and other drug 

concerns 

People with concerns 

about alcohol and other 

drugs 

All Online 
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Section 4: Treatment service usage 

Data availability 

As part of the Commonwealth Government’s efforts 

to inform policy and planning for service delivery, the 

AODTS-NMDS was created. The AODTS-NMDS is a 

collection of closed treatment episodes provided by 

publicly funded AOD treatment services, which 

provides demographic and other details, including 

the type of service provided and the duration of the 

service episode. The collection of data initially is done 

by each agency individually and extracted through 

their client management system. QNADA was 

recently contracted by Queensland Health to collect 

this data from all non-government agencies required 

to report the AODTS-NMDS in Queensland, broken 

down into regions.19 This is currently some of the 

best available data for AOD service usage.  

Treatment usage 

Types of treatment services 

Numerous types of treatment are available nationally 

to support and assist people experiencing 

problematic drug use. Most services aim to reduce 

harm and problematic use, and prevent relapse. The 

main types of AOD treatment include: 

• Brief intervention 

• Withdrawal management 

• Counselling 

• Residential and non-residential rehabilitation 

• Pharmacotherapy maintenance. 

Based on the QNADA report19, the main type of 

treatment accessed within the BSPHN region was 

support and case management (38%), followed by 

counselling (30%), assessment only (17%), and 

information and education only (10%). This differed 

slightly from Queensland data overall, which showed 

that counselling represented 26% of all treatment 

episodes, followed by rehabilitation (22%), withdrawal 

management (20%), and information and education 

(15%).19 

Brisbane South PHN treatment data varies from 

overall Queensland data, with a larger proportion of 

episodes provided in an outreach setting (66% 

compared to 29%) and a much smaller proportion of 

episodes provided in residential treatment facilities 

(19% compared to 41%). Only 9% of episodes were 

provided in non-residential treatment facilities 

compared to 29% for Queensland overall. However, 

most of this difference can be accounted for by one 

of the two services operating for the entirety of the 

reporting period being a youth specific service that 

provides information and education and outreach 

services to local schools.19 

Treatment seeking 

The QNADA report shows that, within the BSPHN 

region, clients seeking treatment for their own drug 

use represent 86% of treatment episodes, compared 

with Queensland data overall, where 95% of clients 

seeking treatment for their own drug use. Within the 

region, there is a much higher percentage (14%) of 

clients seeking treatment for others’ drug use 

compared to overall Queensland average (5%).19 This 

is likely attributable to a substantial proportion of 

services included in the report being for youth 

specific services, where often parents and caregivers 

engage services on behalf of their children. 

Sources of referral to treatment 

In the BSPHN region, approximately one-third of 

treatment episodes were self-referrals (31%), followed 

by other community/health care service referrals 

(16%) and other referrals (12%). This is compared 

with overall Queensland data, where the proportion 

of self-referrals was similar (34%), but correctional 

service referrals (14%) and Court diversion referrals 

(12%) also made up a significant proportion of 

referrals.19 

Substances treated  

In 2013–2014, the main drugs that led clients to seek 

treatment were alcohol (40%), cannabis (24%), 
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amphetamines (17%) and heroin (7%).27 This was 

consistent for both Indigenous and non-Indigenous 

clients. 

Treatment for the use of amphetamines (e.g. ice) has 

increased over the five years to 2013–2014, increasing 

from 7% of closed treatment episodes to 17%.27 

Client characteristics  

Age 

Key findings from the AODTS-NMDS from treatment 

agencies across Australia show that:  

• over half of clients were aged 20-39 years 

(55%) and another third (32%) were aged 40 

years and over 

• the age profile of people using services 

indicates an ageing cohort – over the five 

years to 2013-2014, the percentage of people 

being treated who were aged 20-29 years fell 

from 29% to 27%, while those aged 40 years 

and over rose from 30% to 33%.28 

By comparison, the greatest proportion of Brisbane 

South outpatient services are reported to be aged 

10-19 years (48%), followed by the 20-29 year age 

group (19%) and 30-39 years age group (8%). This is 

compared to the overall Queensland data, which 

shows clients aged 20-29 years represented 26% of 

all episodes of care, followed by clients aged 30-39 

years (25%) and 10-19 years (22%).19 

The younger than average client demographics is 

likely due, in part, to the youth specific services 

included in the QNADA report. Nonetheless, young 

people are an important group, as earlier use of 

alcohol and other drugs is known to increase the risk 

of dependence, addiction and poorer health 

outcomes. 

Gender 

Key findings from the AODTS-NMDS show that the 

majority (67%) of clients receiving treatment for 

substance misuse in Australia were male.28 This 

matches Queensland data, where 66% of clients 

receiving treatment were reported to be male.19 

However, within the BSPHN region, while the majority 

of clients were male, the split between male and 

female clients was more even (59% male; 41% 

female).19 The greater proportion of female clients 

represented in the BSPHN region compared with 

Queensland and Australian data could potentially be 

attributed to the services investigated in the QNADA 

report. However, this may warrant further 

investigation to identify/clarify if there are regional 

factors at play. 

Ethnicity 

Key findings from the AODTS NMDS shows that:  

• in 2013-2014, despite only comprising less 

than 3% of the Australian population, 14% of 

AODTS clients identified as Aboriginal and/or 

Torres Strait Islander. 

• the majority (86%) of treatment episodes in 

2013–2014 were for clients who were born in 

Australia, with the United Kingdom and New 

Zealand (both 3%) being the most common 

countries of birth outside Australia. 

• English was the preferred language for most 

clients (96%) in 2013–14.28 

Statistics on the rates of substance use and treatment 

service usage among CALD communities is not 

readily available. This may be because ethnicity, 

country of birth, language, and other data is not 

routinely collected by AOD service providers. 

However, regional consultations with stakeholders 

from various CALD communities highlighted 

substance misuse as a significant issue, often related 

to other mental health issues. BSPHN region’s high 

population of people from CALD backgrounds 

warrants further investigation of these issues among 

CALD communities to build knowledge of needs 

within these communities. 

The QNADA report identified that, within the BSPHN 

region, just under one in five clients identified as 

either Aboriginal and/or Torres Strait Islander. This 

was similar to overall Queensland data.19  
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Section 5: AOD service issues

Service availability 

According to the QNADA report, services available in 

the Brisbane South region (with the exclusion of 

statewide services located in the region) are minimal 

when the size of the population is considered, a 

situation exacerbated by the recommissioning 

process undertaken by the State government in 

2014.19 However, it has been suggested that there are 

a number of services with the capacity to provide 

AOD treatment services in the region, if they were to 

be re-funded. Data from services in the BSPHN region 

made up just 6% of the overall dataset used in the 

QNADA report.19 However, this is, in part, attributable 

to the exclusion in the QNADA report of statewide 

services operating in the region.  

Accessibility and affordability 

In addition to an overall gap between regional service 

availability and unmet need, issues related to service 

accessibility and affordability have also been 

identified by regional stakeholders. High levels of 

self-referral to treatment services within the BSPHN 

region suggest that existing services are accessible 

and people requiring treatment are aware of available 

services and how to access them. However, there is 

also likely to be a considerable portion of consumers 

who are not aware of available services or how to 

navigate the system in order to access the required 

services. 

People who are seeking and/or require treatment for 

substance misuse issues are likely to be homeless, be 

experiencing financial difficulties, have had contact 

with the criminal justice system, and be unemployed, 

which reduces their capacity to access treatment 

services. Therefore, there must be sufficient 

resourcing for free and low-cost services to meet 

regional needs. 

Discrimination and stigma 

Due to the illegal nature of many substances, people 

who use drugs are not necessarily protected by 

Australian anti-discrimination laws. Also, similar to 

people experiencing mental health problems, people 

who use drugs often experience discrimination and 

stigma and these experiences can lead to poorer 

health and mental health outcomes. Feelings of 

stigma can also potentially prevent help-seeking 

behaviours, whereby people do not access services 

for fear of being judged by others.20  

Services for people from CALD backgrounds 

As previously mentioned, data on rates of substance 

use and treatment access by people from CALD 

backgrounds is limited, particularly at the regional 

level. This may be to a lack of data collection within 

services, low levels of presentation and access by 

people from CALD backgrounds, and/or low levels of 

prevalence among these groups. There is also 

evidence of limited services that are able to provide 

culturally appropriate services to people from CALD 

backgrounds and refugees within the region. 

Further investigation of these issues is planned by 

BSPHN, in order to better understand AOD issues 

facing CALD communities within the region. 

Coordination and 

collaboration with the mental 

health sector 

In Australia, the mental health and AOD sectors have 

tended to operate separately, with limited 

collaboration and/or integration. However, this 

siuation is changing – for example, MSH now 

operates combined Mental Health and Addiction 

Services. The lack of integration is due to several 

reasons, including: 

• differences in diagnosis – mental health 

services tend to rely on clinical diagnoses, 

whereas the AOD sector does not rely on a 

diagnosis for treatment 

• distinction between acute and primary 

care – in the mental health sector, there is a 
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clear distinction between acute and primary 

care settings and under what circumstances 

these services should be engaged. 

Conversely, all AOD services tend to be acute 

– that is, treatment is usually only provided 

when a person is experiencing a significant 

decline in functioning 

• separate data collection processes and 

systems 

• treatment entry and referral processes – 

mental health services tend to have more 

structured referral processes (e.g. GP referral) 

than AOD services 

• discrimination and stigma – people with 

mental health conditions are protected from 

discrimination by Australian law, whereas this 

is not always the case for people who are 

drug users.  

Despite these differences, the similarities in the types 

of treatment provided and high levels of comorbidity 

between mental disorders and substance misuse 

disorders suggest that there are significant 

efficiencies and benefits to be gained from more 

collaboration between the two sectors. This has been 

supported by regional stakeholders, who identified a 

need for better coordination and integration of 

services between the MH-AOD sectors.4,29 

Consultation feedback 

QNADA (Logan) 

Consultations were undertaken by QNADA with 

service providers, clients, family and friends in August 

and September 2015.19 The consultations recognised 

the need for more community treatment options in 

the Brisbane South region, along with the recognition 

that, with increased capacity, service providers will be 

able to better coordinate service and provide more 

services to the community.  

Logan clients, family and friends 

Feedback from consultations with clients, families and 

friends identified the following: 

• the importance of feeling supported in 

recovery and the benefits of 24/7 support (i.e. 

outside of treatment sessions) to manage 

urges to use  

• families don’t always know what they need, 

but are looking for someone to listen to 

them and connect 

• no one model for treatment will work for 

everyone and services should be flexible in 

their approach  

• services should avoid pressuring 

families/friends from also receiving support, 

if this is not wanted 

• families and friend often fear that seeking 

treatment for a loved one will result in 

criminal consequences  

• treatment may be more effective when 

confidentiality is upheld, due to stigma from 

others (even for families/friends of people 

who use)  

• GPs are a natural place that should be able to 

provide guidance on what services are 

available and where help can be sought  

• people tend to have better connections with 

face-to-face services, rather than online 

services, and keeping someone in treatment 

relies on individual engagement and 

consistent support. 

Logan service providers 

QNADA undertook consultations with six 

representatives from four government and non-

government service providers in the Brisbane 

South/Gold Coast area. Participants recognised the 

following points: 

• progress has been made in the region 

towards population-based awareness of AOD 

issues  

• there has been a shift towards using social 

media and social networks to disseminate 

harm reduction information, which has had 

success in the region 

• informal networks are the most common and 

effective form of connection between 

services, but these networks can be lost due 

to staff turnover in the sector 
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• The size of the BSPHN region and stigma 

surrounding certain areas has made it 

difficult to grow services, with many staff 

feeling stretched (particularly in the Logan 

and Beenleigh areas) 

• baseline-level services (e.g. GPs) should 

include simple, non-judgemental advice from 

health professionals, access to counselling 

and detoxification (when needed). This would 

require increased liaison and engagement 

with the primary care sector to reduce stigma 

and improve knowledge of referral pathways.  

• the region should aim to tackle entrenched 

stereotypes and stigma of certain areas 

within the region, which were seen as 

contributing to negative outcomes.  

Service providers highlighted their vision for the 

future, including: 

• increased education to reduce stigma, 

starting from school aged children  

• more support from the community for 

clinicians 

• further development of community treatment 

and rehabilitation, safety houses, needle and 

syringe programs in prisons, advanced harm 

reduction options (such as pill testing), and 

service options for parents with children 

• development of a more well-rounded, holistic 

care system, which is reliant on increased 

investment in the region. 

BSPHN consultations  

Consultations were undertaken with regional service 

providers in February 2016. Several key issues related 

to AOD services within the region were raised 

including: 

Gaps in service delivery 

The consultation raised specific issues for young 

people, including: 

• service gaps for young people, particularly 

for young adults aged 19-25 years 

• traditional appointment services may not be 

effective for younger population 

• effectiveness of using youth workers as an 

engagement tool 

• many young people bounce between AOD 

and mental health services – these services 

could be better integrated and coordinated. 

Priorities 

• a need for improved service mapping of 

scarce AOD services across the region and 

their connectivity between regions 

• increasing service availability, particularly for 

children under the age of 14 and adolescents 

aged 14-19 years. 

• maintaining a focus on alcohol as a principal 

drug of concern, while also acknowledging 

the growing use of ice and associated 

behavioural issues 

• encouraging further involvement of primary 

care (especially GPs) in monitoring 

problematic alcohol and drug use, e.g. use of 

brief interventions 

• applying person-centred principles, 

particularly in cases of severe AOD and/or 

mental health issues – acknowledging that 

the person needs to be treated, not the 

condition, and avoiding ‘compartmentalised’ 

services in hospital wards or treatment 

facilities 

Future direction 

• supporting research within the sector to build 

the evidence base and the validity of practice 

• avoiding services operating in ‘silos’ or within 

strict geographic boundaries, recognising 

that consumers don’t see organisational 

boundaries – they simply access the services 

they need 

• increasing clarity around definitions of 

positive outcomes within the AOD sector, 

including sobriety, reduced intake, reduced 

harm, improved relationship 

:  
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Section 6: Substance use and Aboriginal and Torres 

Strait Islander peoples

Introduction 

Aboriginal and Torres Strait Islander peoples are 

significantly more likely to experience social and 

economic disadvantage, and have poorer health and 

wellbeing outcomes than the non-Indigenous 

population. The burden of disease among Indigenous 

Queenslanders was more than double that of non-

Indigenous Queenslanders in 2007, and the leading 

causes of burden were from mental disorders.30,31  

There are an estimated 25,000 people from 

Aboriginal and Torres Strait Islander backgrounds 

living in the BSPHN region,32 with almost 30% of 

these people living in the following SLAs:33 

• Woodridge/Kingston  

• Inala/Richlands  

• Bethania-Waterford/Eagleby  

• Greenbank/Jimboomba  

• Marsden  

• Capalaba/Redland Bay.  

Substance use data 

Aboriginal and Torres Strait Islanders are over-

represented in the data on alcohol and other drugs. 

Existing data suggests that: 

• almost 50% of Aboriginal and Torres Strait 

Islander peoples smoke, more than double 

the rate of non-Indigenous Australians 

• a higher proportion of Aboriginal and Torres 

Strait Islander peoples either didn’t drink 

alcohol at all (almost 30%) or binge drank 

(17%) than non-Indigenous Australians 

• a similar proportion of Indigenous 

Australians had long-term risky alcohol use 

as non-Indigenous Australians (both around 

15%) 

• over 40% of Indigenous Australians reported 

ever using an illicit substance and almost 

one-quarter (23%) reported using an illicit 

substance in the past 12 months 

• cannabis was the most commonly used illicit 

substance by Aboriginal and Torres Strait 

Islander peoples, followed by amphetamines 

• the rate of illicit drug use by Indigenous 

Australians remained stable between 2002 

and 2008.34 

More recent regional data confirms national figures, 

with Aboriginal and Torres Strait Islander peoples 

within the BSPHN region recording higher rates of 

smoking, but similar levels of lifetime risky alcohol 

consumption.22 Regional data relating to the use of 

illicit substances and other substances by Aboriginal 

and Torres Strait Islander peoples is not currently 

available.  

AOD service utilisation and 

issues 

Aboriginal and Torres Strait Islander services 

The Aboriginal and Torres Strait Islander Community 

Health Service (ATSICHS) provides primary health 

care services to communities, including GP services, 

dental, mental health, child, family and maternal, 

diabetes, ophthalmology, optometry, podiatry and 

dietary services. There are seven clinics in the BSPHN 

region, located in Woolloongabba, Browns Plains, 

Acacia Ridge, Logan, Woodridge, Eagleby, and Inala.  

There are a range of other service providers offering 

primary health care, mental health, social and family 

support service specifically for Aboriginal and Torres 

Strait Islander peoples, including Gallang Place, 

Institute for Urban Indigenous Health, Indigenous 

Youth Health Service, and Yulu-Burri-Ba (Capalaba 

and North Stradbroke Island). 
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Service accessibility 

Access to AOD services for Aboriginal and Torres 

Strait Islander peoples is influenced by several 

factors, including:35 

• geographic location and convenience (i.e. 

transport options) 

• cultural competency of services 

• affordability, including the cost of treatment, 

medications and travel 

• availability of services and health 

professionals 

• cultural beliefs around AOD misuse and 

addiction and stigma associated with seeking 

and receiving treatment, concerns about 

criminal and family repercussions of seeking 

treatment (e.g. losing children). 

Service delivery principles 

Several principles have been identified that should 

underpin AOD services working with people who 

identify as Aboriginal and/or Torres Strait Islander in 

order to be effective and efficient. These principles 

include: 

• Indigenous ownership of and engagement 

in solutions – including Aboriginal and 

Torres Strait Islander peoples in the design, 

delivery and evaluation of services 

• Holistic approaches that are culturally 

competent and respectful – AOD services 

that respect Indigenous understanding of 

health and wellbeing, including physical, 

spiritual, cultural, emotional and social 

wellbeing, and see AOD use in the context of 

individuals, families and communities 

• Partnerships involving multiple sectors 

and levels of government – including 

justice and law enforcement, housing, health, 

mental health employment, welfare, and child 

and family services 

• Addressing recognised unmet needs – 

targeting AOD services to areas of greatest 

need, supporting sustainable, evidence-

based approaches, where possible 

• Build capacity – work to increase the 

capacity of the AOD system and the 

workforce. 

Where further information is 

needed? 

Further information is needed at the regional level 

regarding rates of use for different substances, 

treatment service usage and service access issues for 

Aboriginal and Torres Strait Islander peoples. More 

detailed information at the regional level will enable 

BSPHN to plan more targeted and effective solutions 

to address identified needs. Ongoing consultations 

with regional Aboriginal and Torres Strait Islander 

communities will assist in confirming and clarifying 

unmet needs within these communities and provide 

opportunities for collaboration and co-design of 

culturally appropriate services. 
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Section 7: AOD priority areas of need

Priority areas of need 

Based on available evidence, six key areas of need 

have been identified: 

1. Alcohol 

2. Amphetamines/methamphetamines 

3. Cannabis 

4. Aboriginal and Torres Strait Islander peoples 

5. People from CALD backgrounds and refugees 

6. Integration and coordination of services. 

BSPHN will work in collaboration with regional 

services providers, stakeholders and consumers to 

address these areas and further develop our 

understanding of these issues through future 

consultations and data collection.  

Rationale for selection of 

priority areas 

Current evidence suggests that AOD issues within the 

BSPHN region are substantial and existing services 

are struggling to meet the demands of the region.  

BSPHN applied evidence-based prioritisation criteria 

to determine the priority areas of need within the 

region related to AOD issues. More detail about the 

prioritisation criteria and  methodology is provided in 

the separate Whole of Region Needs Assessment 

report. The table provided on the following pages 

provides a summary of each priority area of need, 

particular target groups and current baseline data, 

which will assist in allocating appropriate resources 

and benchmarking against future data and evidence. 

Areas of need 

Priority area of 

need 

Level of 

need 
Target group 

Benchmarking trends and rationale for 

selection 

Alcohol 
Moderate/ 

High 

• Aboriginal and Torres 

Strait Islander peoples 

• Young people (14-25 

years) 

• People living in rural/ 

remote areas 

• All people living in the 

region 

• Alcohol is third principle drug of concern in the 

BSPHN region for people seeking treatment 

(23%)19 

• High level of poly drug use – 52% of treatment 

episodes where alcohol was the principal drug 

of concern19 

• High rates of comorbidity with mental health 

conditions and physical health problems, e.g. 

depression, suicidal behaviours, chronic liver 

disease12,36 

• Stakeholder feedback confirms need for 

ongoing focus – ‘there is still much work to do 

on addressing Australia’s culture of 

intoxication’37 

Amphetamines/ 

methamphetamines 
High  

• Aboriginal and Torres 

Strait Islander peoples 

• Young people (18-25 

years) 

• Nationally treatment for the use of 

amphetamines increased from 7% to 17%28 

• Amphetamines are the second commonly cited 

principal drug of concern (28%) for treatment 

users in the BSPHN region, slightly higher than 

the Queensland average (24%)19 

• National methamphetamine use has remained 

low (2%), but there has been a change from 

powder form to crystal form (i.e. ice)20 
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Priority area of 

need 

Level of 

need 
Target group 

Benchmarking trends and rationale for 

selection 

• Australia uses more methamphetamine than 

almost any other country and the number of ice 

users continues to grow2 

• Ice use associated with high levels of addiction, 

and behavioural and mental health issues, e.g. 

violence, psychotic episodes2 

Cannabis 
Moderate/ 

High 

• Aboriginal and Torres 

Strait Islander peoples 

• Young people (14-25 

years) 

• Cannabis was the most commonly cited 

principal drug of concern (42%) for treatment 

users in the BSPHN region. This is almost twice 

as high as the Queensland average (23%)19 

• Poly drug use was indicated in 46% of treatment 

episodes where cannabis was the principal drug 

of concern19 

• Regular cannabis use associated with mental 

health and physical health concerns, e.g. 

schizophrenia, psychotic episodes, respiratory 

conditions38 

Aboriginal and Torres 

Strait Islander 

peoples 

High 

• All Aboriginal and Torres 

Strait Islander peoples 

living in the region 

Higher rates of alcohol and drug use than non-

Indigenous Australians:34 

• Daily smoking: Indigenous 42%; non-Indigenous 

17% 

• Lifetime risky alcohol consumption: Indigenous 

15%; non-Indigenous 16% 

• Illicit drugs (any in past 12 months): Indigenous 

23%; non-Indigenous 14% 

• Cannabis (past 12 months): Indigenous 19%; 

non-Indigenous 10% 

• Amphetamine (past 12 months): Indigenous 5%; 

non-Indigenous 2% 

People from CALD 

backgrounds and 

refugees 

Emerging 

need 

• All people from CALD 

backgrounds and 

refugees living in the 

region 

Community feedback indicates substance misuse is 

an issue for CALD communities and that there is an 

emerging need for better service availability and 

access for CALD groups within the region.39 

Integration and 

coordination of 

services 

High 

• AOD service providers 

• Primary health care 

providers 

• Mental health service 

providers 

• Related sector service 

providers 

• Particular emphasis on 

low socio-economic 

areas (e.g. Logan) and 

rural/remote areas (e.g. 

Stakeholder feedback highlighted need for 

improved coordination and collaboration between 

AOD and other sectors, in order to provide more 

person-centred, holistic care and improved health 

outcomes 
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Priority area of 

need 

Level of 

need 
Target group 

Benchmarking trends and rationale for 

selection 

Bay Islands, Beaudesert 

and surrounds) 

• People living with mental 

illness and disabilities 

• Aboriginal and Torres 

Strait Islander peoples 

• People living in rural and 

remote communities 

• People from CALD 

backgrounds and 

refugees 

• People who identify as 

LGBTI 

• People who are 

experiencing 

homelessness 
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Section 8: Future direction

The gap between the need for AOD treatment and 

met demand appears to be significant in the BSPHN 

region. All drug types (including alcohol), all 

treatment types, and many different groups in the 

regional population are likely to be raised as the full 

needs assessment progresses. Priority setting 

becomes particularly challenging in this context and 

requires consideration of the highest areas of need 

and the most significant treatment gaps.  

Currently there is a significant lack of data and 

information about the use of AOD in the BSPHN 

region and treatment usage patterns. This lack of 

regional information makes priority setting 

particularly challenging.  

However, BSPHN have planned ongoing activities 

over the coming three years to build our 

understanding and knowledge of regional needs and 

service gaps, as well as an understanding evidence-

based solutions to address these. A full list of planned 

activities is provided in the separate Mental Health 

and Suicide Interim Needs Assessment report. 

A program of consultations with regional 

stakeholders includes engagement of: 

• State government services related to AOD, 

including out-of-sector services, e.g. mental 

health, housing, justice, law enforcement, 

employment, child safety 

• peak bodies for AOD service providers 

• specialist AOD service providers 

• Indigenous-specific organisations 

• peak bodies and advocacy groups for AOD 

users 

• local government. 

Consultations will consider the following questions: 

• What specific groups of people are most in 

need of AOD treatment services?   

• What AOD treatment services are required at 

local level to address these groups’ treatment 

needs (i.e. evidence-based, accounting for 

gaps in this treatment type at the regional 

level, pragmatic consideration of 

feasibility/available resources)?   

• Where are the geographic ‘hotspots’ within 

the region where existing services fail to 

meet regional needs? 

• What agency capacity exists in the region’s 

existing AOD sector that may be enhanced to 

enable the delivery of these services (i.e. 

building on existing resources)? 

• What are the regional barriers and enablers 

to effective AOD service delivery and 

achievement of outcomes for consumers? 

Factors to consider in designing services to address 

AOD needs within the region include:  

• high concordance across stakeholders 

regarding the top priority treatment areas 

and groups  

• effectiveness of the treatment modality, 

including if treatment offered can provide 

culturally safe and appropriate treatment for 

Aboriginal and Torres Strait Islander peoples  

• funding and other resources available for 

delivery   

• efficiency and value for money 

• equity, affordability and accessibility.  
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