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EXECUTIVE SUMMARY

One of the largest centres of drug research and public health expertise in Australia, the
National Drug Research Institute (NDRI) has a 30-year history of conducting research that
results in positive outcomes for policy, practice and the community locally, nationally and
internationally. A designated World Health Organization (WHO) Collaborating Centre for
the Prevention of Alcohol and Drug Abuse, NDRI has conducted extensive research and
completed many projects relating to methamphetamine use and related harm.
The National Amphetamine-Type Stimulant Strategy 2008-2011 and the Parliament of
Victoria Law Reform, Drugs and Crime Prevention Committee’s 2014 Inquiry into the supply
and use of methamphetamines, particularly ice, in Victoria both identify a range of law
enforcement and public health and treatment responses. In this submission, NDRI has
focussed on key challenges and key evidence-based public health and treatment strategies to
address the use of methamphetamine, including ‘ice’, and responding to related problems.
These include the need to:
•

•
•

•
•
•
•

review the National Amphetamine-Type Stimulant Strategy 2008-2011 and the
Parliament of Victoria Law Reform, Drugs and Crime Prevention Committee’s
2014 Inquiry into the supply and use of methamphetamines, particularly ice, in
Victoria, which both addressed many of the issues of concern to the ‘Ice’
Taskforce and, reviewing the evidence and broad consultation provided a
thorough evidence-based set of recommendations and priorities;
recognise the complex factors that contribute to drug use and related problems and
the need for multifaceted responses;
recognise that at a population level, drug policy interventions need to be dynamic
and responsive and their impact might well vary across the unfolding cycle of
challenges;
identify the role that context of use can play in the experience of problems and
incorporate this into responses;
evaluate policy and associated strategies in this context to ensure unintended
adverse consequences are avoided and effective interventions are implemented;
avoid strategies and approaches that stigmatise and marginalise people affected by
‘ice’ use with consequent adverse impact on treatment engagement and retention;
invest in multifaceted prevention strategies that prevent use in the first place and
address the needs of those already using and those affected by that use, including
parents/families and the broader community;
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•

•

•
•
•
•

recognise that in addition to addressing the needs of those who are dependent/with
severe problems, there is also opportunity to provide lower intensity services to
help prevent less dependent users developing more severe problems;
address risk behaviours associated with methamphetamine users, not just for
consumers but for others who might be affected, such as addressing the needs of
parents, partners and families;
identify effective responses and structures/procedures to those affected by coexisting mental health and drug problems;
address the particular challenges and needs of rural and remote communities;
address the particular challenges and needs of Aboriginal and Torres Strait
Islander people and communities;
build stronger connection to support and service provision for those affected by
methamphetamine use. This might include:
o organisational and workforce development for drug specialist and
mainstream health services. This will include building strong referral and
shared care pathways;
o culturally safe Aboriginal health services and building capacity among
these services;
o establishing and evaluating programs such as online interventions, stepup/step-down withdrawal models (e.g. combinations of non-residential and
residential withdrawal) and psychological and pharmacotherapy trials;
o trialling and where indicated investing in strategies that address the
particular challenges of methamphetamine use (e.g. protracted withdrawal;
treatment retention; sexual risk taking/risk of BBV/STI);
o investing in strategies to enhance access to care across Australia but
particularly in rural and remote regions;
o developing more effective and efficient strategies to manage
methamphetamine intoxication and related problems; and,
o reviewing and where indicated supporting enhanced strategies for first
responders and emergency departments.
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INTRODUCTION

About NDRI
The National Drug Research Institute’s (NDRI) mission is to conduct and disseminate high quality
research that contributes to the primary prevention of harmful drug use and the reduction of drugrelated harm in Australia. Since its inception in 1986, the Institute has grown to employ about 30
research staff, making it one of the largest centres of drug research and public health expertise in
Australia. It is a designated World Health Organization (WHO) Collaborating Centre for Alcohol and
Drug Abuse. It works in close collaboration with the National Drug Research Centre and the National
Centre for Education and Training on Addiction, as well as with a range of government and nongovernment stakeholders across Australia.
NDRI’s Key Result Areas are i) to conduct research that will contribute to the primary prevention of
harmful drug use and the reduction of drug related harm, and ii) contribute to national capacity for
research and disseminate research findings to key groups. Researchers have completed about 500
research projects, resulting in a range of positive outcomes for policy, practice and the community.
For example, NDRI research has significantly informed and contributed to policy and evidence-based
practice such as the National Amphetamine-Type Stimulants (ATS) Strategy, the National Drug
Strategy and the National Alcohol Strategy; contributed to Australia’s involvement in international
strategies, such as WHO Global and Regional Strategy to Reduce Harmful Use of Alcohol; directly
contributed to Australian and State government alcohol and illicit drug policy; informed liquor
licensing decisions and government debate regarding cannabis policy; significantly contributed to
international evidence-based school interventions; influenced NHMRC guidelines to reduce alcohol
health risks; and been cited in the development of policy documents for Aboriginal Australians.
NDRI also received an ‘A’ ranking in the ATN Universities’ trial of research impact, and the
quantum, quality and impact of NDRI outputs were examined in the Research Quality Framework
with the Institute’s work described as:
research considered truly internationally competitive and making a major contribution to the
advancement of knowledge. Sustained contribution to setting and maintaining new directions within
the international research community [and having] very high impact directly demonstrated from most
research activities, research outcomes are able to be used and have been used by end-users, and a
record of knowledge transfer at a high level.

Relevant expertise
NDRI has an extensive track record of completing and disseminating research in the amphetaminetype stimulant area, particularly in relation to methamphetamine. By way of example:
•
NDRI, in collaboration with the Australian Institute of Criminology, led the development of
the National Amphetamine-Type Stimulant (ATS) Strategy – 2008-2011 to enhance Australian
responses to ATS use and to coordinate activities to prevent use and respond to harms at national and
jurisdictional levels. Development of the National Strategy, which addresses supply, demand and
harm reduction as well as both health and law enforcement issues, included a thorough review of the
evidence and broad stakeholder consultation.
•
NDRI Director Professor Steve Allsop and Adjunct Associate Professor Nicole Lee edited a
book on the subject, Perspectives on Amphetamine-Type Stimulants, published in 2012.
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•
NDRI’s expertise and research has been regularly and extensively quoted in parliamentary
inquiries, including Victorian Parliamentary inquiries into the supply and use of Methamphetamines,
particularly ‘ice’, in 2014 and its inquiry into amphetamine and “party drug” use a decade earlier.
•
NDRI has received two major NHMRC research grants – ‘Improving understanding of
psychostimulant-related harms in Australia: An integrated ethno-epidemiological approach’ (NHMRC
Project Grant 323212: 2006-2011; $604,000) and ‘Understanding the barriers to improved access,
engagement and retention of methamphetamine users in health services’ (NHMRC Project Grant
479208: 2009-2014; $756,000) – which have provided extensive qualitative and quantitative research
on methamphetamine use and related harm.
•
Led by Professor Dennis Gray and Associate Professor Edward Wilkes, NDRI has particular
expertise in the area of alcohol and other drug interventions for Aboriginal Australians.

KEY ISSUES

National strategy
It is relevant to note at the outset that the National Amphetamine-Type Stimulant Strategy 2008-2011
(Australian Government Department of Health and Ageing, 2008) is directly relevant to the current
National ‘Ice’ Taskforce. The ATS strategy, developed through a review of the evidence and broad
consultation with law enforcement, health, education and other services and key community
stakeholders across Australia, addressed many of the issues of concern to the Taskforce and contained
a thorough evidence-based set of recommendations and priorities. Unfortunately, there is no
evaluation determining the extent to which the strategy was implemented. It is pertinent to note this
comment in the document:
While many of the activities described in the National ATS Strategy will demand additional resources,
others will be realised through enhanced coordination of effort among stakeholders. Implementing the
activities recommended in the National ATS Strategy should be undertaken in the context of building
and maintaining coordinated responses. However, it is difficult to see how this will happen without
specific agencies being tasked and funded to facilitate co-ordinated responses across the relevant
sectors. (Australian Government Department of Health and Ageing, 2008, p. 40)
It is proposed that the 2008 document is a useful starting point for the current Taskforce. It is
recommended that, rather than ‘re-invent the wheel’, the National ATS Strategy and the recent
Victorian report provide useful starting points. It is noted that these two documents address both law
enforcement and public health/treatment responses. In the current submission, we focus on public
health and treatment responses.

Understanding the multifaceted contributors to drug use and related problems and responding
effectively
Understanding and responding effectively to alcohol and other drug (AOD) use, and the related
problems, requires an acknowledgment of the complex issues involved. This means that the issue of
causation needs to be considered more carefully than is sometimes the case (Fraser & Moore, 2011).
For example, in many policy documents a confusing range of terms are used to describe causation. In
different policy texts and often within the same text, methamphetamine is described as ‘related to’,
‘accompanied by’, ‘causing’, ‘associated with’, ‘inducing’, ‘leading to’ or ‘contributing to’ various
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forms of physical and psychological ‘results’, ‘consequences’ and ‘effects’ (e.g. Australian National
Council on Drugs, 2007; Drugs and Crime Prevention Committee, 2004; Victorian Government
Department of Human Services, 2007). Yet each of these terms implies a different model of
causation. For example, describing methamphetamine as a ‘harmful drug’ defines the drug as harmful
per se without consideration of factors such as context or individual risk. This differs from
descriptions of ‘methamphetamine-related harm’ which implies a different form of causation – here
the precise nature of the link remains relatively open, and a role of other factors in creating this harm
is also allowed. Strong causation is also ascribed in comparisons of methamphetamine use with
natural disasters such as floods, and the frequent description of methamphetamine use as an
‘epidemic’ (Ayres & Jewkes, 2012). These various notions of causation have important effects – some
approaches allow stronger statements about causality to be made than are warranted by the relevant
evidence and simplistic policy measures to be advocated, even if they are not warranted by the
evidence. Clarity on the causal relationship between methamphetamine consumption and related
problems, the role of other factors (e.g. context) and consistent use of accurate terms, is a basic
requirement of good policy in this area.
It is now well established in the extensive international and Australian research that a multifactorial
model of drug effects and related problems is the most accurate and effective. In one key model, often
termed the ‘drug, set and setting’ approach, all three areas and the relationships among them, are
treated as indispensable in shaping AOD use and related problems. The pharmacological properties of
drugs; the individual characteristics and vulnerabilities, and the sociodemographic and perspectives of
those who consume them; and the historical, social, legal, economic and cultural contexts shaping use
and the context of that use, must all be taken into account in understanding and responding to AOD
use and related problems. For example, complex issues of social and economic exclusion, poverty,
marginalisation, racism and stigmatisation are key contributors to drug use and the experience of
related problems. Good policy and effective responses would take this into account. Recognition of
this complexity has given rise to a range of policy frameworks including, but not limited to, ‘risk’ and
‘enabling’ environments (Rhodes, 2001; Moore & Dietze, 2005) and the ‘health impact pyramid’
(Babor et al., 2010). Methamphetamine use and related problems are no different in that they should
also be understood as shaped by a diverse range of pharmacological, individual and contextual factors
(e.g., Armstrong, 2007; Boyd & Carter, 2010; Brown, 2010; Clatts, Welle & Goldsamt, 2001; Duff,
2005; Halkitis, Fischgrund & Parsons, 2005; Joe, 1996; Lende, Leonard, Sterk & Elifson, 2007;
Slavin, 2004; Zule, 1999), and these contextual factors need to be taken into account if effective
policy responses are to be developed and implemented. This overarching research and policy
framework underpins and informs the material and recommendations set out in the sections below.

Understanding cycles of use
At a population level, there is some evidence that cycles or waves of use of stimulant and depressant
drugs and associated problems seem to come and go. In recent memory, Australia experienced a wave
of methamphetamine use during the early to mid-1990s (Burrows, Flaherty, & MacAvoy, 1993),
which was replaced by the heroin ‘glut’ of the mid- to late 1990s (Dietze & Fitzgerald, 2002).
Econonometric modelling studies of drug use ‘epidemics’ have indicated that society’s presentorientation combined with an impaired ability to remember past cycles of drug use are likely to repeat
them, rediscovering the adage that ‘those who forget the past are condemned to repeat it’ (Behrens et
al., 2002). It has also been noted that much of the story of how these ‘epidemics’ unfold is largely due
to intrinsic factors often outside common external policy levers. For example, Caulkins notes:
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Much variation stems instead from feedback among factors that are internal to the drug ‘system’. For
example, new drugs can spread rapidly via a positive feedback loop generated by current users
introducing the drug to their non-using friends. When use reaches critical levels, the markets
supplying that use ‘tip’ into more efficient and resilient forms [5]. Those denser markets achieve
economies of scale that reduce prices [6,7]. Lower prices, in turn, stimulate greater initiation and use
[8,9]. Over time, the ratio of longer-term users to recent initiates increases [10] which may lead the
media and potential users to associate the drug with the problems of its chronic users. Musto [1],
Kleiman [11] and Behrens et al.’s model [12,13] describe how this association can stifle initiation,
which further skews the distribution of current users toward long-term users, triggering a negative
feedback loop that can break an epidemic. Then, as users age, the nature of drug-related harms may
shift away from violent crime and towards various health problems. (Caulkins, 2007, p. p. 4)
Furthermore these studies also suggest that the relative effectiveness of drug prevention and treatment
could depend on the stage in the ‘epidemic’ in which they are implemented. Thus, an emphasis on
prevention is most appropriate early in an epidemic when there are fewer heavy users while treatment
and harm reduction tend to be more effective later in the cycle (Behrens, et al., 2002; Caulkins, 2007).
While these modelling studies have their limitations and assumptions, at a general level it is worth
noting that drug policy interventions need to be dynamic and responsive recognising that at a
population level their impact might well vary across the unfolding cycle of challenges.
Similarly, as drug use is affected by ‘cycles’, it is also worth noting that Australia is not unique in
dealing with the challenges that crystal methamphetamine is posing. Other countries have faced/are
facing similar challenges: just as it is worth looking back to remember the lessons of the past in facing
current challenges, there is also an opportunity to look to other jurisdictions to replicate examples of
successful outcomes and avoid actions that are ineffective or make the situation worse.

Opportunities for early intervention
Among regular methamphetamine users, the use of crystal methamphetamine seems to be more
associated with dependence (61%) than use of the non-crystalline form of the drug (39%) (McKetin,
Kelly, & McLaren, 2006). While any episode of drug use can lead to problems/harm, frequency
and/or length of time using are factors that can increase risk. For example, the risk of dependence was
roughly doubled by using methamphetamine more than once a week (68% versus 34%) or using for
more than five years (61% versus 36%) (McKetin, et al., 2006). Lee and colleagues described six
main forms of methamphetamine use – experimental, recreational, circumstantial, binge, regular use
and polydrug use – and noted that dependence was more likely associated with regular use (Lee, et al.,
2007). Of course, a range of factors beyond dependence influence decisions to use. For example,
workplace factors have been associated with use (National ATS Strategy 2008-2011; Allsop and Lee
2012) and other research has reported that some people use methamphetamine to achieve feelings of
‘normality’, a sense of competence and community membership (Duff & Moore, 2014, 2015).
A key issue here is that methamphetamine use and related problems are found on a continuum and
this continuum has relevance for interventions. While those with more severe dependence and related
problems might need intensive interventions, there is an opportunity for early interventions for those
with low level use/dependence/problems. This will include developing approaches that encourage
those who would respond to early interventions to recognise subjectively relevant risks and to
perceive the intervention options as attractive, accessible and relevant.
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Taskforce Question 1:
WHAT IS THE IMPACT OF PEOPLE USING ‘ICE’ ON OUR COMMUNITY?

Introduction
Consumption data and research evidence indicate that, in Australia, there have been recent changes in
methamphetamine use and related problems. While overall methamphetamine prevalence appears to
have remained stable, there seems to be more frequent use within populations that already use drugs
and a rapid shift within specific drug-using populations towards use of methamphetamine in crystal
form, with a related increase in harms. While this latter aspect is important, caution should be
exercised in attributing methamphetamine-related problems solely to changes in drug type and purity.
Such an analysis takes for granted that the pharmacology of the drug has effects on its own, tending to
neglect individual and group characteristics and the wider contexts of use (Fraser, Moore & Keane,
2014; Moore & Fraser, 2015). For example, although methamphetamine use amongst gay men may
contribute to ‘risky’ sexual behaviour, there is little evidence of the increases in violence or other
public order problems commonly attributed to methamphetamine amongst gay communities. It is also
important to note that different patterns of use can contribute to different levels of risk (e.g. Dwyer et
al., 2012; Green & Moore, 2009, 2013; Pennay & Moore, 2010; Siokou & Moore, 2008; Siokou,
Moore & Lee, 2010). Changes in access to the drug, for example in remote communities, can also
have relevance for changes in risk. Recalling the research and policy framework set out earlier, these
findings underline the importance of contexts in shaping patterns of use and related problems.

Prevalence data
The latest National Drug Strategy Household Survey (NDSHS) indicated no apparent change in recent
or lifetime population use rates in ‘meth/amphetamine’ since 2010. Rates of use by people aged 14
years or older in the past 12 months was stable at 2.1 per cent – the equal lowest figure recorded in
more than two decades. However, while overall use remained stable, there have been statistically
significant changes in the type and frequency of methamphetamine use. Recent use of powder
decreased from 50.6 per cent in the 2010 survey to 28.5 per cent in the 2013 survey, and recent use of
base dropped to 7.6 per cent from 11.8 per cent. Previous 12-month use of ice more than doubled
however from 21.7 per cent to 50.4 per cent.
There is also some evidence that meth/amphetamines are also being used more often by those who
use. The NDSHS reported a significant increase in the proportion of at least weekly use and a slight
increase in monthly use. For respondents where ‘ice' was the main form of methamphetamine used,
those who used at least once a week doubled to 25.3 per cent and monthly use increased to 20.2 per
cent from 17.5 per cent. Of course, evidence that the number of people who recently used any
meth/amphetamine has gone down is not incompatible with evidence of an increase in related harm if
the nature and patterns of use, and contexts of use among those who use contribute to an increase in
related problems: irrespective of data on ‘how many people use the drug’ there is evidence of an
increase in related problems.
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Treatment and law enforcement data
Information from the Illicit Drug Reporting System indicates that in 2011-12 the number of national
amphetamine-related inpatient hospital admissions was 250 admissions per million persons, the
highest number ever recorded. Meth/amphetamine ambulance call-outs and treatment presentation
data are also indicating increases. In Victoria, for example, there was an 88 per cent increase (Lloyd
2013) in ice-related call-outs in metropolitan Melbourne in 2012-13 (1112 call-outs compared to 592
in 2011-12) and a 198 per cent increase in regional Victoria (231 compared to 77). By way of
comparison, there were also large percentage increases in alcohol-related attendances. In metropolitan
Melbourne, there were 11,159 alcohol-related call-outs in 2012-13, compared to 8,824 in 2011-12, an
increase of 27 per cent. In regional Victoria, there was a 42 per cent increase in alcohol-related
attendances, with 3692 in 2012-13 compared to 2594 in 2011-12.
It is also noted that the regions face special challenges in responding to methamphetamine use,
including the geographical challenges of access to treatment and other services. While there is limited
evidence about this, there are a number of indicators emerging, and significant community concern,
suggesting that this is a growing challenge, at least in some communities.
Australian drug treatment episode figures show that amphetamine was the third most common
principal drug of concern nationally in 2012-13, accounting for 1 in 7 (14 per cent) of treatment
episodes, increasing from 7 per cent in 2009-10 (AIHW, 2014). The proportion of episodes with
amphetamine as the principal drug was higher than the national average in South Australia and
Western Australia. Again by way of comparison, alcohol was the principal drug of concern in 41 per
cent of treatment episodes closed in 2012-13, with cannabis the next most common drug of concern,
being the principal drug for almost one-quarter of treatment episodes.
Methamphetamine law enforcement seizures, both domestically and internationally, have increased.
Global ATS seizures reached an all-time high in 2012, up 15 per cent from 2011 (United Nations
2014), and over the past five years, methamphetamine seizures have almost quadrupled. The number
of detections of ATS (excluding MDMA) at the Australian border increased 18.4 per cent in 2013-14,
to 2367, the highest number on record, while the total weight of ATS (excluding MDMA) detections
decreased 15.2 per cent to 1812kg in 2013-14, the second highest weight on record. Within Australia,
the number of national ATS seizures increased by 27.3 per cent in 2013-14 to a record 26,805 while
the weight of ATS seized nationally decreased 36.8 per cent to 4076kg in 2013-14 (Australian Crime
Commission, 2015).

Purity and harm
Research has indicated that the purity of crystal methamphetamine has increased from 21 per cent in
2009 to 64 per cent in 2013 with the complication of wide disparities between samples that makes it
impossible for consumers to judge risks associated with particular doses, increasing risk. The increase
in purity has also more than offset price rises, thus lowering the relative cost of crystal
methamphetamine (Scott, 2015). When considering changes in purity, it is also important to consider
the broad range of contextual factors that influence risk and harm, such as risk taking and use in risky
contexts, and access to support/treatment and of course changes in access to the drug (for example in
regional Australia).
Further analysis of existing datasets and new research is needed to identify the precise socioeconomic locations of major methamphetamine-related harms. For example, is harm more likely to
appear among those participating in violent and exploitative street drug markets? Is it more likely
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among those already marginalised by unemployment, homelessness, racism and mental health issues?
Is it more prevalent among men than women? What kind of problem and how extensive is the harm
among Aboriginal and Torres Strait Islander communities, both in remote/rural and metropolitan
locations?

Aboriginal Australians and methamphetamine use
There is a paucity of data on the use of amphetamine type stimulants (ATS) among Aboriginal and
Torres Strait Islander people. The 2008 National Aboriginal and Torres Strait Islander Social Survey
(NATSISS) reported that a little over 10 per cent reported ever using ATS and five per cent that they
had done so in the previous 12 months (Australian Bureau of Statistics, 2010; Australian Institute of
Health & Welfare, 2011). However, for methodological reasons, this is likely to have been an underestimate and there may be significant variation amongst different communities. A qualitative research
project, conducted for the Australian Government Department of Health (AGDH) at about the same
time as the 2008 NATSISS, found that:
While the research is unclear with regards to the prevalence of methamphetamine use in Indigenous
communities, especially remote and regional communities, it is clear that it is an issue of increasing
significance (Blue Moon Research & Planning, 2008).
A recent study which investigated the knowledge, risk practices and health service access of young
Aboriginal people for sexually transmitted diseases and blood borne viruses (the GOANNA study),
found that 9% of the participants aged between 16 and 29 years reported using methamphetamine in
the previous year.
The report of a review of the Aboriginal and Torres Strait Islander alcohol, tobacco and other drugs
(ATOD) treatment sector conducted by NDRI found that after alcohol and cannabis,
methamphetamine use was of particular concern. Representatives from Aboriginal communitycontrolled organisations reported increasing use and injecting of methamphetamine and related harms,
particularly in urban areas but also in rural and remote towns (Gray et al., 2014). Here it is important
to note that methamphetamine use is part of a pattern of poly-drug use and that high level users often
have co-existing mental health problems.
Concern about observed increases in methamphetamine use prompted the National Aboriginal
Community Controlled Health Organisation and the then National Indigenous Drug and Alcohol
Committee to conduct a survey on ATS issues among workers in the ATOD field (NIDAC, 2014).
The report cautioned that it was not a representative sample survey, but 88 per cent of respondents
reported observing a recent increase in ATS use among their clients. A key issue for many Aboriginal
and Torres Strait Islander service providers is that while ATOD service providers are skilled in
treating alcohol related problems, fewer have the skills to address the issues arising from illicit drug
use (Gray et al., 2014).

Related mental health problems
As noted in a number of texts (e.g. Allsop and Lee 2012; National ATS Strategy 2008-2011) there is a
link between mental health and ATS use, including methamphetamine. Clearly those with a preexisting vulnerability are at higher risk, but evidence indicates that regular use has been associated
with mental health problems even where no previous vulnerability existed. Co-existing mental health
problems can contribute to management challenges for law enforcement services, emergency services,
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mental health services and specialist drug and alcohol services. For example, the National ATS
Strategy noted:
Mental health problems can precede ATS use, can be exacerbated by ATS use and may
compromise treatment (e.g., some medication is contraindicated if there is concurrent ATS
use). Mental health problems can also emerge as a consequence of ATS use, in vulnerable
individuals and/or in otherwise psychologically robust people who regularly use ATS.
Thus, psychotic symptoms are more prevalent among ATS users compared to the general
community and a large proportion of ATS users entering treatment for dependence experience
depression and anxiety (Dyer & Cruickshank, 2005; Kosten et al., 1998). Such symptoms are
associated with poorer treatment outcomes. p 26
It will be important to address these issues in a variety of ways, including: better understanding of the
links between ‘ice’ use and mental health, and the implications for effective interventions; ensuring
those with vulnerabilities to mental health problems and those who use are more informed about the
risks; enhancing the capability of first responders to manage co-existing methamphetamine and
mental health related problems; and, addressing barriers to effective care, especially enhancing the
connections among primary health care, drug specialist and mental health services.
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Taskforce Question 2
WHERE SHOULD FEDERAL, STATE AND TERRITORY GOVERNMENTS FOCUS
THEIR EFFORTS TO COMBAT THE USE OF ‘ICE’?
A range of strategies, from supply reduction and education to workforce development and treatment
are described in the National ATS Strategy 2008-2011, the recent Victorian Inquiry and the Allsop
and Lee (2012) text. These are useful reference points. Below we highlight several domains.

Workforce and organisational development
An Australian study of barriers to treatment and treatment utilisation found that rates of accessing
treatment among methamphetamine users was low because many did not perceive their use to be a
problem even though many were dependent and many used other illicit and licit drugs to manage their
own detoxification. Methamphetamine users had limited confidence in their perception of the
expertise of treatment services to address their use and believed treatment services were too tailored to
treating users of opioid drugs such as heroin. Suggestions were made in terms of more flexible
opening times and having amphetamine specific clinics (Kenny, Harney, Lee, & Pennay, 2011). A
study of service providers regarding barriers to withdrawal treatment for methamphetamine users
identified a number of factors and a treatment sector with differing levels of capacity to respond to
these (Pennay & Lee, 2009). Main factors identified included impulsivity, agitation, aggression and
other behavioural characteristics of users; uncertainly about best practice of withdrawal with this
group; complexities regarding the psychopharmacological aspects of methamphetamine use; service
co-ordination challenges associated with co-morbid mental health problems; lack of an effective
pharmacotherapy treatment; unsuitability of the physical setting of some existing treatment services;
limited availability of services; and a range of other issues (Pennay & Lee, 2009). Although a number
of jurisdictions have invested in increasing access to treatment, and building the capacity of staff, no
formal documentation of the changes and related impact across Australia is available, and it is
possible that some of these challenges remain. It is noted that some historical evidence has indicated
that many clinicians have felt less competent to respond to amphetamine dependent clients – even
though many of the required skills and approaches are similar to those used with other drugs. On the
one hand it is important to address these issues, but it is essential that this is done without
undermining the perceived competence to intervene. It is noted that the National Amphetamine-Type
Stimulant Strategy 2008-2011 (Australian Government Department of Health and Ageing, 2008)
included a comprehensive suite of interventions to address the workforce and organisational
development needs of the general health and specific AOD sector in this regard. To provide just one
example, the National Strategy recommended the development of a national ATS workforce
development strategy for psychologists in the context of the COAG Mental Health Plan that enables
Medicare-funded access to treatment provided by community and clinical psychologists. While this
proposal is one that possibly still has merit, particularly for those who might not wish to attend drug
specialist services and the comparatively large number of ‘ice’ users who are not yet experiencing
significant problems related to dependence, to our knowledge, this has not been progressed.
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Workforce and organisational development and treatment
Despite the worldwide use of amphetamine type stimulants, there is no approved pharmacotherapy in
Australia and, currently, there are insufficient data to support the novel (‘off label’) application of
pharmacotherapies such as fluoxetine, amlodipine, imipramine and desipramine in the treatment of
stimulant related problems and dependence (Srisurapanont 2008). There are current studies underway
and it is important these be monitored and where indicated and approved adopted in clinical services.
A review of psychosocial treatments for methamphetamine dependence reported that the intensive
application of psychological interventions (e.g., contingency management, cognitive behavior therapy
(CBT), motivational interviewing) can result in a moderate reduction in stimulant use (Colfax, et al.,
2010). Brief cognitive behavioral interventions, of up to four sessions duration, have also been shown
to result in significant reductions in stimulant use and significantly greater likelihood of abstinence
than controls (Baker 2005).
Depictions in the popular media show how difficult it can be to provide treatment to those
methamphetamine users who are acutely intoxicated or experiencing a drug-induced psychosis and
the level of resources required to safely manage these presentations. This may contribute to concerns
in the service community about how to treat clients and doubts by staff as to their own capabilities. It
may also undermine the perception of people, with varying patterns of use and related problems, that
they might be at risk. Although Australian treatment guidelines have been developed specifically
addressing the treatment of methamphetamine users, continued investment in workforce and
organisational development is indicated to improve confidence, capability and processes to implement
the approaches and ensure competence in dealing with specific meth/amphetamine issues and
challenges (Lee, 2007; Jenner, 2008). Most of the skills and techniques required by clinicians and
counsellors will be generic across drug types. However, the potential for agitation, impaired capacity
to trust relationships, aggression or violent behaviour and the complicating factor of drug-induced
psychosis may need specific training to ensure client and staff safety. It is also evident that people
who are meth/amphetamine dependent may have a more tenuous connection to treatment, indicating
the increased importance of effective treatment engagement and retention strategies.
In treating dependent users, withdrawal symptoms are unlikely to be life threatening, as in alcohol
withdrawal, or severe, as in opiate withdrawal. Nevertheless, they do pose unique challenges
including extended periods (e.g. 12 months) of ‘crashes and craving’ which require keeping clients
engaged over prolonged periods. This will necessitate assertive outreach to maintain contact, sustain
motivation and support the rebuilding of their ties to community.
For those with less entrenched methamphetamine related problems, a brief motivational and cognitive
behavioural intervention has been developed and evaluated involving 2-4 sessions of face-to-face
treatment with the recommendation that step-up interventions be evaluated for those who do not
respond to initial treatment (Baker 2005).
Given the challenges of co-existing mental health and drug problems it will be important to ensure
collaboration amongst drug specialist and mental health services to effectively respond. Also, as many
people affected by problems will often seek advice and help from primary health care services (not
only are these often the first point of contact, they are often the only local service, for example in
remote communities) it will be important to identify strategies to enhance capacity and responses in
primary health care and to facilitate referral and shared care amongst primary health care, drug
specialist and mental health services. Similarly, because many people affected by methamphetamine
intoxication are responded to by police, paramedics and emergency department staff, it will be

Inquiry into crystal methamphetamine
Submission 10

important to ensure effective interventions/practice protocols and referral pathways with primary
health care, mental health and drug specialist services.

Barriers to treatment
As indicated above, in addition to staff possibly feeling hesitant in treating people affected by
methamphetamine use, there is also reluctance by some consumers to approach conventional
treatment settings. Treatment services might be perceived as catering for those with alcohol or opiate
disorders, not for methamphetamine users (Lee, 2007). Previous evidence has indicated that, in
general, compared to those with mental health problems, those with a drug use disorder are less likely
to use treatment services for their disorder. Thus, in Australia, nearly 60% of those with an affective
disorder and nearly 40% with an anxiety disorder reported using a treatment service in the previous
year, but less than 25% of those with a drug use disorder had used a service. Among those with a
more severe problem, that is a diagnosis of drug ‘dependence’, the use of services was greater, with
52% of those with drug dependence seeking treatment but among those dependent on
methamphetamine, treatment seeking is lower, with about 30% receiving services (McKetin 2007).
This indicates the need to consider enhancing access to and use of services for this largely untreated
group.
The barriers to treatment identified above, along with what is known about the escalation of problems
which is often associated with use escalating beyond once or twice a week, suggests that the best
community benefit will be associated with having a range of treatment options available for users of
‘ice’. As noted in 2008:
The nature of interventions will be determined by the severity of problems. For example, the larger
group of occasional users who experience comparatively lower level problems may respond to simple
brief interventions, whereas regular and dependent users, who are also likely to be using a range of
other drugs, may require more intensive interventions. While there is limited evidence about treatment
strategies that are specific to ATS dependence, many approaches have been effectively used with
other drugs and it is anticipated that these can be adapted and transferred to prevent and reduce ATS
problems. (Australian Government Department of Health and Ageing, 2008)

Online interventions
One means of providing early interventions or treatment to large numbers of people, including those
outside capital cities, is via online interventions. Online or internet delivered interventions have been
developed and evaluated for a range of mental health conditions and related problems (e.g.
depression, anxiety and insomnia). This approach has also proven to be effective for problematic
alcohol use and smoking (Rooke, Thorsteinsson et al., 2010; White, Kavanagh et al., 2010) and
economic modelling suggests that online interventions for alcohol problems are cost effective,
returning $1.62 on every $1.00 (Smit, Lokkerbol et al., 2011). There are also promising data for
interventions targeting cannabis users and preventing the uptake of cannabis by young people (Tait,
Spijkerman et al., 2013).
Based on the success of these online interventions and drawing on a proven face-to-face clinical
program (Baker, Lee et al. 2005) a three module intervention for users of amphetamine type
stimulants, including methamphetamine, was recently developed. The ‘breakingtheice’ trial received
funding from the Australian Government. The six month outcomes of the subsequent randomized
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control trial showed improvements in help-seeking behaviour and a reduction in the number of days
‘out of role’ for those who received the intervention. Under normal circumstances, increasing helpseeking behaviour would be regarded as an important change for those with either mental health or
drug related problems. However, in this instance, the concern about the availability of treatment
services even within capital cities, coupled with a higher prevalence of use in rural and remote areas,
means that these people may remain under-resourced. Therefore, we would recommend building on
these findings. The three module program was a fully automated or self-guided intervention with no
human interaction. Guided interventions, where there is some interaction, such as text or email contact
with a clinician, counsellor or technician, have improved the effectiveness of interventions compared
with fully automated programs (Andersson and Titov 2014). Furthermore, while online interventions
show significant promise as one strategy worth exploring to address drug related harm, it should
always be kept in mind that no single strategy on its own is likely to be effective; coordinated
multifaceted responses are required to address what are, as outlined, complex and diverse challenges
(e.g. Colfax et al, 2010).

Community education
Although a mass media education campaign targeted at the general community is acknowledged as a
key component of many responses to ‘ice’, there needs to be a recognition that on its own, such an
intervention is unlikely to significantly impact on the prevalence of use of the drug or the harms
associated with it, particularly at this stage of the unfolding ‘epidemic’ (see Behrens, et al., 2002;
Caulkins, 2007). Consistent with previous strategies (Australian Government Department of Health
and Ageing, 2008), mass media campaigns are most likely to have impact if complemented by: (i)
other evidence based strategies that prevent drug problems emerging and developing; (ii) targeted
strategies that aim to reach sub-populations most at risk, particularly early in the development of
problems to encourage them to seek treatment; and, (iii) a range of appropriate treatment options from
brief and early intervention, to upskilling community-based services (such as GPs and community
clinical psychologists) to respond, as well as enhancement and development of specialist AOD
services and mental health services for those experiencing more severe problems. Targeted
interventions are important because there are diverse needs amongst: those who don’t use; those who
use occasionally; those with severe problems; families; those who use in connection with their
employment; those who use in the context of sexual risk taking; those in Aboriginal and Torres Strait
Islander communities etc.
For example, in relation to targeted responses, in the early 1990s, the Australian national
amphetamine campaign funded under the National Campaign Against Drug Abuse (see Burrows, et
al., 1993) utilised a ‘tribes campaign’ which recognised that there were particular distinct cultural subgroups with their own identity and social features who were at high risk of amphetamine use and
problems. At the time, these groups included: people in the rave scene; people in the trucking
industry; injecting drug users; and working-class ‘bogans’. Each of these groups was targeted in a
postcard campaign and other specific interventions. While the strategies and target groups are likely to
be different in the present situation, and with advances provided by new communication media, this
may be an approach worth considering along with the mass media and other strategies.
There is also an indication that it may be useful to develop media guidelines that educate and inform
discussions of methamphetamine and other drug issues in the public sphere, e.g. for journalists,
politicians, policy makers and practitioners. There is a risk that some media coverage of
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methamphetamine use, and the reactive assessments of the complex issues involved, can contribute to
unnecessary fear and inflate the scale of the ‘problem’, and contribute to a perception that simple
single strategies will be effective, or a sense of despair about the potential for effective responses. It
may contribute to a reluctance to seek help and a low sense of competence, or willingness to intervene
among clinicians. This can place governments and responders in an unenviable position. If consumers
of methamphetamine are routinely depicted as irrational, violent and psychotic, this may contribute to
stigmatisation and marginalisation, greater fear and anxiety (Dwyer & Moore, 2013) and they may be
more reluctant to seek or receive effective help.

Aboriginal Australians
Strategies to address methamphetamine use among Aboriginal Australians should be focussed on
three areas: the underlying social determinants of harmful AOD use; general AOD interventions
common to all AOD use; and methamphetamine-specific interventions (Gray & Wilkes, 2010;
Victorian Government Department of Human Services, 2008).
Aboriginal community controlled health services (ACCHS), should be a primary focus for delivery of
preventive and treatment services to address methamphetamine use among Aboriginal people. There
are several reasons for this: there are more ACCHS than there are specialist AOD service providers
(to which ACCHS can provide referrals); Aboriginal people are more likely to use Aboriginal than
mainstream service providers; methamphetamine and other drug users are more likely to present to
ACCHS even if it is not for issues related to their methamphetamine use; and once they have
presented they can be screened and provided with appropriate services (Gray et al., 2014).
Approaches to treatment for methamphetamine use and evidence for their effectiveness have been
summarised in various publications (Allsop & Lee, 2012; Baker et al., 2004; Baker et al., 2005;
Jenner & Lee, 2008; MacLean et al., 2015). These note that there is limited evidence for the
effectiveness of Indigenous-specific treatment interventions. While the search for such interventions
should not be discouraged, the best short-term strategy is to adapt to Aboriginal contexts interventions
that have been demonstrated to work in other populations (Gray & Wilkes, 2010). While there appears
to be general agreement on this approach, it is important to note that this is not a simple matter. Work
conducted as part of the Drug and Alcohol Clinical Care Packages project (New South Wales
Ministry of Health, 2013) and for the modification of those care packages for Aboriginal populations
(Gomez et al., 2014) highlights the additional resources that are needed to ensure cultural security
and/or safety and to ensure access to both services per se and appropriate service providers.
It was noted by the Parliament of Victoria’s Drugs and Crime Prevention Committee (2004) that there
was ‘… not enough good quality culturally relevant materials’ available to support amphetamine
interventions among Aboriginal people; and this remains the case. There is a need to support
Aboriginal communities to develop both health promotional and clinical resources that are: tailored to
their specific needs; provide accessible, practical and accurate information; and are targeted at the
general community, users, the families of users and health care providers themselves.
Provision of appropriate services also requires addressing a number of AOD workforce issues. These
present a significant challenge to the culturally appropriate provision of services to Aboriginal people
and care of the workforce is critical for effective treatment. Two studies conducted by NDRI have
identified concerns among many Aboriginal AOD workers that they do not have the skills to address
illicit drug use (Gray et al., 2010; Gray et al., 2014) and a survey of frontline workers conducted by

Inquiry into crystal methamphetamine
Submission 10

the National Indigenous Drug and Alcohol Committee (NIDAC) and the National Aboriginal
Community Controlled Health Organisation (NACCHO) found that:
More than half of respondents in urban areas indicated they needed more resources, knowledge or
guidance, and linkages to other services to respond to ATS use. Around two-thirds of respondents
from rural areas, and just under 90 per cent of respondents from remote areas, also indicated such
needs (NIDAC & NACCHO, 2013 p.2).
Addressing this need includes providing the skills and training related to methamphetamine
presentations (this should be done in an ongoing not one-off training manner) and helping staff
overcome other barriers to working with methamphetamine clients such as self efficacy, role validity
and comfort (Butt et al., 2011).
In addressing workforce issues it is important to recognise the high turnover of staff in the Aboriginal
AOD field and combating this is an ongoing challenge which requires greater attention to
opportunities for advancement, increased pay, improved supervision and debriefing opportunities, and
opportunities for ongoing professional development (Gray et al., 2010; Gray et al., 2014;
Duraisingam et al., 2010).
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Taskforce Question 3
ARE THERE ANY CURRENT EFFORTS TO COMBAT THE USE OF ‘ICE’ THAT ARE
PARTICULARLY EFFECTIVE OR THAT COULD BE IMPROVED?

National strategy
As outlined, the National Amphetamine-Type Stimulant Strategy 2008-2011 (Australian Government
Department of Health and Ageing, 2008)and the Parliament of Victoria Law Reform, Drugs and
Crime Prevention Committee’s 2014 Inquiry into the supply and use of methamphetamines,
particularly ice, in Victoria are very relevant to the current taskforce. The existing strategy and the
Victorian report address many of the issues of concern to the Taskforce and contain a thorough
evidence-based set of recommendations and priorities covering a range of areas, from tackling supply
and educating the community to a workforce development strategy and law enforcement approaches.

Public health responses
There are a range of public health responses that have been used for drug related problems but only a
limited number of evaluations of programs have focussed specifically on methamphetamine. While
responses to our more prevalent drugs (e.g. alcohol, tobacco, cannabis) may have relevance to
methamphetamine we also need to be cautious in making this assumption and note specific challenges
of methamphetamine (e.g. more tenuous connection to treatment; perception of risk; sexual risk
taking, etc.). Allsop (2012) has reviewed the evidence and noted that the range of options might
include: mass media campaigns; community mobilisation approaches; school-based prevention
activities which extend beyond just drug education; peer-based interventions; addressing associated
risk taking behaviours and contexts; workplace interventions; reducing the effects of ATS use on
others (including families, but also for example first responders to medical emergencies, or law
enforcement or local government staff who respond to clandestine laboratories). Allsop concluded
that while we need interventions tailored to different contexts and settings of use and multifaceted
responses, evidence specific to methamphetamine is scant.

Treatment
As indicated, development and enhancement of a range of appropriate treatment options from brief
and early intervention, to upskilling community-based services (such as GPs and community clinical
psychologists) to respond to ‘ice’ users are crucial. In addition, enhancement and development of
specialist AOD services and mental health services for those experiencing more severe related
problems should be another significant focus. Across a number of jurisdictions, over the past decade,
there has been enhancement of strategies to better engage people affected by meth/amphetamine use
and retain them in treatment. Increased access to treatment is an important strategy to maintain.
Given the challenges of access in rural and remote regions, there will need to be some particular focus
here. For example, in the development of the National ATS Strategy, across Australia stakeholders
noted the challenges of managing those who were intoxicated on ATS, especially those who were
severely agitated and/or with more significant mental health problems. Often these challenges
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occurred at the very times when drug specialist services were not accessible, i.e. at night, and so the
only available options were police lock-ups or emergency departments, not the most appropriate or
cost efficient options. While this was an issue across the country, it was particularly keenly felt in
rural and remote areas.
There has been investment in strategies to increase the competence and confidence of clinicians to
respond. While we need more evidence about the impact of the various approaches, this effort should
be acknowledged and maintained. Several studies in Australia and overseas have indicated that GPs
might be the favoured first point of contact for people affected by meth/amphetamine related
problems. Initial contact might be in relation to mental health problems, sleep disorders, nutritional
deficiency and issues such as relationship breakdown (a commonly cited reason for people to initially
seek assistance). Acknowledging the broad range of demands placed on GPs it is nevertheless
important to consider strategies to better equip GPs. This might include developing skills in
screening/identification, brief interventions and referral/case management of meth/amphetamine
problems. Given the significant impact on parents/families, it may also be useful to develop strategies
to address the needs of this broader group affected by meth/amphetamine.
A number of key reviews (e.g. Colfax et al., 2010) identify that those affected by methamphetamine
related problems might engage in a range of risk behaviours (e.g. drug impaired driving; sexual risk
taking). Colfax and colleagues particularly noted the role meth/amphetamine might have in sexual
risk taking, concluding that it will be critical to address the risk of STI and BBV among consumers
and their partners.
It is worthwhile considering some context to the debate about treatment. Existing methamphetamine
policy texts often refer to ‘gaps in the evidence base’. It is worth keeping in mind that this phrase
could be taken to portray existing research knowledge as consensual and cumulative rather than
sometimes contested, operating within a range of different paradigms, and influenced by factors such
as the politics of funding and public opinion. It also implies that much is already known about
methamphetamine and with further research the remaining discrete gaps can simply be filled. These
texts often simultaneously acknowledge the thinness of the research, making clear that the areas about
which little or nothing is known are instead significant, and often crucial to the recommendations
being made. This problem is especially evident in some of the treatment options sometimes presented
for methamphetamine. Repeated calls are made to increase treatment coverage (e.g. Australian
National Council on Drugs, 2007; Department of Health and Ageing, 2007) but the (relatively small
number of) evaluations conducted to date are, at best, inconclusive. Some researchers note that some
of the treatments for other drugs, with many years of research and evaluation behind them, offer only
moderate success rates (Ritter & Lintzeris, 2004). It is also important to ensure the development of a
considered and comprehensive approach as opposed to focussing on a single current ‘favourite’, to the
exclusion of others. One illustration has been the heavy investment in neuroscience, in some
countries, that has, so far, delivered little in the way of treatment options (Hall, Carter & Forlini,
2014). For example, the notion of drug use and dependence as a ‘brain disease’ has gained much
momentum in some countries, becoming prominent in research, while investment in the role of
broader socio-cultural factors has diminished. Australia needs to avoid such a narrow focus in its
response.
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Aboriginal Australians
Research conducted by NDRI has emphasised: the lack of coordination, planning and uneven
distribution of AOD services for Aboriginal people; the fragmentation of service delivery; and the
uncertainties resulting from current funding arrangements (Gray et al., 2010; Gray et al., 2014). To
improve the capacity of Aboriginal community-controlled organisations to deliver services which
address methamphetamine related problems, it is necessary to address these structural issues. As part
of this, it is also necessary to address the full spectrum of associated harms (drug dependence, social
welfare, health, mental health, legal issues) and for pathways through these services to be clear and
client-centred (Gray et al., 2014).
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Taskforce Question 4
WHAT ARE THE TOP ISSUES THAT THE NATIONAL ‘ICE’ TASKFORCE SHOULD
CONSIDER WHEN DEVELOPING THE NATIONAL ‘ICE’ ACTION STRATEGY?

Addressing stigma
A key issue not yet receiving enough attention relates to the terms in which public debate about
methamphetamine is being conducted. Because of heightened public concern, great care needs to be
taken when discussing methamphetamine use and its impact on the community (Moore & Fraser,
2015), which varies according to the very diverse patterns and contexts of its use and related
problems. Recalling our comments in response to Question 2, there is therefore an indication of the
need to develop media guidelines that educate and inform discussions of methamphetamine and other
drug issues in the public sphere, e.g. for journalists, policy makers and practitioners. This is important,
because, notwithstanding the human rights issues, stigma and marginalisation can contribute to a low
perception of risk (“I’m not like that”), reduced likelihood of treatment seeking and disinclination to
offer support by clinicians. Standards of reporting, such as those in place in Australia for reporting
suicide or depression, could be developed to reduce the risk that media commentary and indeed
prevention strategies unintentionally contribute to stigma and discrimination that in turn result in
poorer public health outcomes.

The importance of context on use and related problems
Recalling this submission’s introductory comments, methamphetamine use and related harms arise
from a range of factors. In addition to considering the impact of methamphetamine use on the
community, effective policy needs also to attend to the community structures – such as educational
engagement, community engagement, labour market/access to employment and welfare structures –
that can influence marginalisation, and increased risk, of specific groups of people (e.g. Aboriginal
and Torres Strait Islander people, homeless people, etc.) who may be more likely to use
methamphetamine and more likely to have more severe adverse events. This suggests that tackling
issues of social and economic exclusion, gender, poverty, marginalisation and racism, all key
contributors to AOD use and related problems, should be included in any policy response (e.g. Boeri,
2013; Brown, 2010; Hart, 2013; Pine, 2010).

Prevention and reducing related problems
While there is limited specific evidence that can guide effective prevention and public health
responses to amphetamine use and related problems, there is evidence that can be drawn from other
areas of drug use (Allsop 2012). These might include:
•

•

peer-based strategies to prevent uptake of use and providing information and assistance to
current consumers at events that might be associated with an increased risk of use were a key
recommendation from the Parliament of Victoria’s Drugs and Crime Prevention Committee
(2004). Such approaches are particularly relevant as many people affected by
methamphetamine related problems remain disconnected from traditional
interventions/services;
mass media campaigns would need to be a part of a broader strategy, for example
highlighting treatment options (such as gambling advertising campaigns have done). It will
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•

•

•

•

be useful to include information campaigns that are targeted to at risk users or current users
at locations they frequent and sometimes target specific risk behaviours, e.g. sexual risk
taking (Colfax et al 2010);
careful consideration given regarding including methamphetamine in school drug education.
Methamphetamine use in school aged children is low prevalence and any approaches will
need to avoid the risk of inadvertently increasing interest and/or use. It is noted that most of
the evidence base about effective school based interventions have been with more prevalent
drugs (e.g. cannabis, alcohol, tobacco) with much more limited evidence about
impact/unintended adverse outcomes with other drugs. There are very few studies about
school based education on methamphetamine, suggesting careful consideration and
evaluation is required;
as noted earlier, methamphetamine use has been associated with a number of risk taking
behaviours such as impaired driving and sexual risk taking. The evidence suggests that risk
taking behaviours be considered in prevention and other responses to ‘ice’ use;
as noted in the evidence and much of the recent commentary about ‘ice’ use, problems can
affect a broad range of people. Parents, children, ‘first responders’ (paramedics; police;
emergency department staff) and broader communities can be significantly affected. It will
be important to consider and develop responses that include this broader group – what advice
and support do parents need; how do we better support police and emergency staff to respond
effectively and safely, etc.;
the evidence and debate clearly indicate that multifaceted prevention strategies and strategies
to reduce problems are required. Various past and current reviews and inquiries suggest these
could include:
o a range of youth media to communicate information and advice to young people;
o using the internet to communicate information and advice to young people, parents,
club owners, licensees, people working in the entertainment industry and school
staff;
o information specifically targeting the needs of parents/carers/families and for
professionals who respond to ATS use; and,
o interventions tailored to meet the needs of specific populations such as Aboriginal
and Torres Strait Islander people, or high-risk groups such as people in the gay
community.

As the Background Paper to the National Amphetamine-Type Stimulant Strategy 2008-2011 noted:
Evidence suggests peer education is particularly suited to younger persons and in accessing
populations that would not otherwise present to health or drug specialist services…With regard to
ATS, campaigns are needed that specifically target young people; certain workplaces; Aboriginal and
Torres Strait Islander people and CALD populations; parents and families; and the general
community.
Harm reduction strategies generally target risks and harms of drug use associated with particular
routes of administration, intoxication, regularity of use and dependence. Within these categories,
strategies may be aimed at developmental effects, physical or health outcomes, personal safety issues,
mental health consequences or impacts on social wellbeing. As with prevention strategies, particular
groups and/or behaviours are associated with higher risks and harms [and] the development of
campaigns must anticipate outcomes which are evidence based. Strategies need to be targeted to
particular populations (e.g., injecting users, professionals, long distance drivers), regions (e.g.,
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urban, rural and remote), contexts of use (e.g., nightclub scene, home use) and specific types of ATS
(e.g., campaigns will be different for ecstasy than for methamphetamine). They need to be informed by
theories of attitudinal and behavioural change, and may benefit from the involvement of current or
ex-ATS users in developing campaigns.

AOD workforce and organisational development
As noted above, a related issue is the need to build the capacity of the workforce and organisations to
engage in and successfully implement prevention, treatment and strategies to reduce problems for
consumers and the broader community. Again, this is complicated by the absence of contact many
meth/amphetamine users have with specialist drug services, and the broad range of services where
they may seek help and advice (emergency departments; GPs; youth services; criminal justice;
police).
It is important that we ensure practitioners and frontline workers, including police and ambulance
workers, understand how methamphetamine can have impact, the risks and problems, for the
consumer, their significant others and indeed the responders, and how to safely and effectively
respond. It is important to extend efforts to families and peer networks.

Treatment
As noted, there is limited evidence about effective pharmacological interventions to treat
meth/amphetamine dependence or withdrawal. This means that the consensus is that psychological
interventions remain the key intervention for methamphetamine use and related problems – as well as
underlying mental health problems – with treatment predominantly provided through communitybased drug treatment services. With specific reference to methamphetamine treatment, it is important
to recognise and consider the long withdrawal and recovery period, and the high relapse rate, for
methamphetamine users, especially ‘ice’. Services need to be supported to develop strategies and
responses that reflect the longer withdrawal (compared to many other drugs) cycle, and the need to
provide effective longer term support. This will include some focus on key challenges for those
affected by meth/amphetamine related problems – such as sleep disorders, mental health disorders,
dental health problems, significantly damaged relationships and, for some, cognitive impairment.
Given the tentative connection some meth/amphetamine consumers have to treatment it is worth
exploring the particular role of assertive follow-up/aftercare.
As already noted, while it is important to address the needs of those who are dependent/experiencing
severe problems, there is also the need to provide broader access to others who might respond to
lower intensity services: step up care approaches, brief/opportunistic interventions, online
interventions.

Summary
A number of key issues have been identified. These include the need to:
•

review the National Amphetamine-Type Stimulant Strategy 2008-2011 and the Parliament
of Victoria Law Reform, Drugs and Crime Prevention Committee’s 2014 Inquiry into the
supply and use of methamphetamines, particularly ice, in Victoria, which both addressed
many of the issues of concern to the ‘Ice’ Taskforce and, reviewing the evidence and
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•
•
•
•
•
•

•

•

•
•
•
•

broad consultation provided a thorough evidence-based set of recommendations and
priorities;
recognise the complex factors that contribute to drug use and related problems and the
need for multifaceted responses;
recognise that at a population level, drug policy interventions need to be dynamic and
responsive and their impact might well vary across the unfolding cycle of challenges;
identify the role that context of use can play in the experience of problems and
incorporate this into responses;
evaluate policy and associated strategies in this context to ensure unintended adverse
consequences are avoided and effective interventions are implemented;
avoid strategies and approaches that stigmatise and marginalise people affected by ‘ice’
use with consequent adverse impact on treatment engagement and retention;
invest in multifaceted prevention strategies that prevent use in the first place and address
the needs of those already using and those affected by that use, including parents/families
and the broader community;
recognise that in addition to addressing the needs of those who are dependent/with severe
problems, there is also opportunity to provide lower intensity services to help prevent less
dependent users developing more severe problems;
address risk behaviours associated with methamphetamine users, not just for consumers
but for others who might be affected, such as addressing the needs of parents, partners
and families;
identify effective responses and structures/procedures to those affected by co-existing
mental health and drug problems;
address the particular challenges and needs of rural and remote communities;
address the particular challenges and needs of Aboriginal and Torres Strait Islander
people and communities;
build stronger connection to support and service provision for those affected by
methamphetamine use. This might include:
o organisational and workforce development for drug specialist and mainstream
health services. This will include building strong referral and shared care
pathways;
o culturally safe Aboriginal health services and building capacity among these
services;
o establishing and evaluating programs such as online interventions, step-up/stepdown withdrawal models (e.g. combinations of non-residential and residential
withdrawal) and psychological and pharmacotherapy trials;
o trialling and where indicated investing in strategies that address the particular
challenges of methamphetamine use (e.g. protracted withdrawal; treatment
retention; sexual risk taking/risk of BBV/STI);
o investing in strategies to enhance access to care across Australia but particularly
in rural and remote regions;
o developing more effective and efficient strategies to manage methamphetamine
intoxication and related problems; and,
o reviewing and where indicated supporting enhanced strategies for first responders
and emergency departments.
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