Current and Future
Workforce Development Challenges
Ann M Roche
Director, NCETA
Australian Therapeutic Communities Association
(ATCA)
Training and Research Symposium
Salvation Army, Elizabeth St,
Sydney 11-12 October, 2010

The Vision
•
•
•
•

Sustain TC model
Preserve fidelity to TC approach
Focus on quality and consistency
Establish common Standards

As Winston Churchill once said:

“To improve is to change;
to be perfect is to change often”.

Emerging Imperatives
1. Transforming the Workforce – battling for
talent
2. The Knowledge Economy – learning to
compete
3. Corporate Social Responsibility
4. Duty of Care – managing your risk
5. Business Continuity
(Simon Carter (2006), Sustaining the vitality of Australian
businesses. The critical role of buildings and workplaces. Colliers
International)

Levels of Change
•
•
•
•
•

Healthcare system – resources, policies
Political environment – ideology
Social environment – disadvantaged groups
Educational environment - curricula
Practice environment – time, resources,

organisational structure
• Practitioner – knowledge, beliefs, attitudes

• Patient/client – demands, perceptions

AOD Treatment: An Historical Perspective
1950-60’s - Dedicated handful of workers, many ‘recovering’ individuals, and
charitable and religious bodies. The focus was almost exclusively alcohol.
1970’s - Strong influence from Psychiatry, and the AA model of dependence
and treatment. The field became increasingly specialised, systematised,
clinical and disease oriented. Growing interest in research.
1980’s - Research began to have significant impact. Early and brief
intervention found effective, increasing scope for a wider range of
professionals (eg GPs, nurses) to be involved. Increasing emphasis on the
broader public health model.
1990’s - No longer seen as the domain of health but now included police, the
judiciary, the media, politicians, and families, especially as the types of drugs
and the harms associated with their use changed.
2000’s - expanding knowledge base. Polydrug use. Greater awareness of the
geo-political forces that impact on use. Growing recognition of complexity and
inter-relatedness.

Challenges and Drivers of Change
• Increased complexity of AOD issues
• Rapidly expanding and increasingly technical knowledge base
• Increasing demand for treatment services
• Limited funding and resources
• High workloads and high levels of stress among AOD workers
• Low salaries and limited career paths
• Difficulty in recruiting and retaining skilled and qualified staff
• Public stigma and misunderstanding of the nature of AOD
problems and their resolution

Diverse landscape
•
•
•
•
•
•
•
•

Expectation and pursuit of excellence
Focus on Quality, Quality frameworks
Standards
Accreditation
Complexity of drug use
Standardised assessment
Case management/formulations
Inter-sectoral collaboration

The Traditional Response…

TRAINING

Training is not the driver of change, but an
operational response to other change drivers
which include workplace change, the introduction
of new technology and quality assurance.
In this sense, education and training are not an
end in itself, rather only one means by which
to achieve a particular outcome.
(Gore, 2001)

What’s the Problem Represented To Be
(Bacchi)
• How one frames the ‘problem’ or ‘issue’
changes the solution sought and,
therefore, the actors responsible for
creating transformation
• Answers to the questions:
– What is the problem?
– What is a solution to the problem?
– Who/what can solve it?
– Where / what are sources of information for
understanding / solving the problem?

‘Layered Analysis’
The
‘Litany’

official public description of issue
trends, problems, issues, mainstream news, events,
data & statistics quoted ad nauseum

Social
Causes
& Policy

social science & policy analysis
social, economic, cultural, political & historical
factors examined; quantitative interpretations of
data; technical explanations & academic analysis;
op-ed editorial pieces

Worldview
& Discourse
Metaphor & Myth
See: Inayatullah (1998), Slaughter (1999, p.145)

unquestioned assumptions
about ‘how the world is’; the influence of
worldviews & the types of ‘discourses’
which legitimate & perpetuate these

the deep unspoken & unseen
archetypes, stories, images, symbols,
myths & metaphors at the core of
worldviews; ‘touches heart not head’;
the deep ‘collective unconscious’

Workforce development
Moves the focus from individual
learners to systems change.
Targets systems enhancement,
not skills deficit.

Conceptual Map
ORGANISATION
WORKPLACE
TEAM
INDIVIDUAL
WORK
PRACTICE

TEAM

INDIVIDUAL
Role adequacy
Role legitimacy
Individual motivation & reward
Personal views
Career motivation

WORKPLACE
Clinical supervision
Workplace feedback
Workplace pressure & support
Workplace conditions

Team capacity
Informal support
Formal support
Teamwork
Mentoring

ORGANISATION
Organisational role legitimacy
Systems influence
Opportunity for input
Organisational monitoring & review
Professional development
opportunities

A Systematic Review of
Training Efficacy
(Walters et al., 2005)

17 evaluations of workshops found training
tends to:
- Improve knowledge, attitudes and
confidence.
- Skills acquired are not always maintained
over time.
- Extended contact, followup consultation,
supervision and feedback needed for longterm adoption of skills.

New guidelines for A&D/AOD
workers
(Dec 09)
•

NDARC ($ from DoHA): management of cooccurring mental health conditions in alcohol
and other drug (AOD) treatment settings. (best
available evidence + experience and
knowledge of clinicians, researchers,
consumers and carers).

Aim to:
• > AOD workers’ knowledge and awareness of
mental health conditions.
• Improve confidence and skills of AOD workers
with these clients.
• Provide guiding principles.
• Improve AOD workers’ ability to ID mental
health conditions.
• Provide practical info. re management & info.
re treatment of comorbid mental health
conditions.
• Provide info re referral processes.
• Provide resources to facilitate the above.

http://www.ndarc.med.unsw.edu.au/NDARCWeb.nsf/page/Comorbidity+Guidelines

Addiction Technology Transfer Centers
(ATTC’s)

‘The Change Book: A Blueprint for
Technology Transfer’
ATTC National Office
University of Missouri-Kansas City
5100 Rockhill Road
Kansas City, MO 64110
http://www.nattc.org

Technology transfer is a behaviour
change process.
It involves modifying the thinking
and behaviours of individuals in
organisations.
And, it involves modifying the policy
and/or practices of organisations.

Workforce development is:
…a multi-faceted approach which addresses the range of
factors impacting on the ability of the workforce to function
with maximum effectiveness in responding to alcohol and
other drug related problems.
Workforce development should have a systems focus.
Unlike traditional approaches, it is broad and
comprehensive, targeting individual, organisational and
structural factors, rather than just addressing education
and training of individual mainstream workers.

Workforce Development
vs training & education
Education and
Training are
necessary ...

Systems
Factors

Individual
Factors

but not

sufficient

Education &
Training

What is Workforce Development?
Training
Knowledge,
Skills
& Experience

Organisational
Structures,
Systems & Culture
Government Policies
& Strategies

Work Conditions & Opportunities

The need for a national AOD workforce development strategy was
also highlighted by Dr Neal Blewett (2006) who has stated that:
“In the last twenty-one years there has been the biggest
expansion of drug treatment and rehabilitation services in
Australian history and in this sphere the present national
government has more than maintained the momentum. There
has been a massive increase in the drug workforce and with it
a rise in the status of that workforce, but there has been no
commensurate attention to the needs of that workforce.
This quantitative change has been accompanied by qualitative
changes in the demands made upon workers – increased
knowledge demands, the rapid shifts and changes in drug
fashions, increased range of treatment options, demand for
evidence based practice, the need for partnerships with other
services.”

A Decade of Growing Recognition
Examples of the growing recognition of workforce development
1997
Evaluation of the National Drug Strategy (NDS) 1993-1997 makes no
reference to workforce development
1998
National Drug Strategic Framework 1998-2002/03 makes passing
reference to workforce development
2003
NDS evaluation refers to workforce development 17 times
2004
NDS makes only one reference to workforce development but an entire
paragraph devoted to discussion of the issue
2005
Intergovernmental Committee on Drugs (IGCD) Annual Report to the
Ministerial Council on Drug Strategy (MCDS) mentions workforce
development 10 times
2009
The NDS Evaluation undertaken by Siggins Miller highlighted the extent to
which workforce development had been largely overlooked in any
systematic and planned efforts at the national level.

National Surveys
2001

National NGO survey (43 respondents)

Pitts (2001)

2002

An NCETA national survey of 234 specialist treatment agency managers

Wolinski, O'Neill, Roche, Freeman, &
Donald (2003)

2003

An NCETA national survey of 1,024 mainstream workers engaged in AOD work

Freeman, Skinner, Roche, Addy, & Pidd
(2004)

2005

An NCETA national survey of 1,345 specialist AOD workers

Duraisingam, Pidd, Roche, & O’Connor
(2006)

2005

An NCETA national survey of 280 specialist treatment agency managers

Duraisingam, Roche, Pidd, Zoontjens, &
Pollard (2007)

Jurisdictional Surveys
2002

A survey of 745 Victorian AOD workers employed in agencies funded by the Victorian
Department of Human Services

Victorian Department of Human Services
(DHS) (2005)

2005

A survey of 136 Northern Territory AOD workers employed in 18 AOD specialist treatment
agencies and AOD intervention programs

NT Department of Health and
Community Services (2005)

2006

A survey of 134 ACT specialist AOD workers

McDonald (2006)

2007

An NCETA survey of 167 South Australian AOD workers employed in 18 non-government
AOD specialist agencies and 26 non-government mainstream agencies with AOD programs

Tovell, Roche & Trifonoff (2009)

2008

WA survey of 207 AOD workers from 35 NGO services – part of the 2007 Sector
Remuneration Survey

WAAMH et al. (2008)

2008

A NSW Network of Drug and Alcohol Agencies (NADA) survey of 111 NSW nongovernment specialist workers and 85 managers of NSW non-government specialist
treatment agencies

Gethin (2008)

2008

A survey of 492 workers employed in Victorian AOD agencies

Conolly (2008)

2009

A survey of 132 ACT workers from 9 AOD agencies

ACT AOD Sector Project (2009)

Key demographic workforce features extracted from eight of these surveys are shown in the summary table below. This table provides the most
comprehensive overview of the AOD workforce currently available.

There are numerous reasons why the AOD field is facing workforce retention
difficulties and recruitment difficulties.
The most common reasons cited include:
• Poor salary, terms and conditions
• Lack of professional and career development opportunities
• High workloads and work stress
• Complexity of roles
• Poor public profile (stigma of work)
• Difficult work environments
• Uncertainty of tenure due to short-term funding
• Limited clinical supervision and managerial support
• Limited recognition for effort
(Duraisingam et al., 2006; NADA, 2003; VAADA, 2003; WANADA, 2003a, 2003b).

Any workforce development strategy needs to
not only consider funding arrangements, but
also factors such as:
• employment conditions
• industrial awards
• the relationship between qualifications and
remuneration, and
• career pathways.

Comparison of salary disparity between similar positions in the Public
Service Sector and the Community Service Sector (WAAMH et al., 2008)
Community Drug Service Team Counsellor
Public sectors WA Heath-HSU Award 2006 & HSU-WA Health
State Industrial Agreement

Community Service Sector SACs Award
Award

% Increase

Salary

Award

% Increase

Salary

2003 SACS
Level 5.1

2% Safety Net Review
Effective 20.06.03

$38,960

2003 HSOA
Level 3/5.1*

2% Effective 06.08.03

$41,740

2004 SACS
Level 5.2

2.47% Safety Net Review
Effective 20.06.04

$41,039

2004 HSOA
Level 3/5.2**

3.4% Effective 18.01.04

$43,232

2005 SACS
Level 5.3

2.11% Safety Net Review
Effective 20.06.05

$42,910

2005 HSOA
Level 3/5.3***

3.5% Effective 01.01.05

$47,406

2006 SACS
Level 5.3

2.4% Fair Pay Com.
Effective 20.06.06

$43,926

2006 HSOA
Level 4/6.4

1.65% Effective 01.01.06
4.5% Effective 01.07.06

$51,238
$56,585

2007 SACS
Level 5.3

0.6% Fair Pay Com.
Effective 20.06.07

$44,203

2007 HSOA
Level 4/6.5

4% Effective 01.07.07

$63,679

Workforce development issues
(positives)
 High autonomy
• Freedom to make own decisions (76%)
• Control in work role (58%)

 High job satisfaction (79%)
• Successful outcomes, client interactions

 High social support
• Supervisor & co-workers (75%)

 Low to moderate stress levels (81%)

Workforce development issues
(negatives)
 Pay
•

49% not satisfied

 Contractual arrangements
•

24% not satisfied

 Professional development
•
•

Provided with opportunities (61%)
No provision of back-up staff (55%)

 Clinical supervision
• ≈ 40% did not receive supervision on a regular basis
and/or level received was not adequate to needs

 Substantial proportion with high stress levels
• 19% emotionally exhausted

Stress--Related Factors:
Stress
 Client presentations
• Violent & aggressive clients cause
“a lot” to “extreme” pressure (50%)
• Co-morbidity presentations cause “a
lot” to “extreme” pressure (28%)

 High workloads
• 41% never have enough time to

get everything done

Turnover Intention
 54% had thought about leaving
 31% intended looking for a new
job in the next 12 months
 20% intended to look for new job
outside the AOD field

Retention & Barriers to Entry
 Retention strategies:
•
•
•
•
•

Salary increases (21%)
Recognition / appreciation of effort (15%)
Career opportunities (12%)
Training opportunities (11%)
Supportive workplace (11%)

 Barriers to entry:
• Low salary / poor benefits (28%)
• Perceptions of difficult clients (20%)
• Stigma / lack of respect (17%)

Stigma
…alcohol and drug use problems
are heavily moralized territories,
often resulting in stigma and marginalization,
….and these factors are important
in adverse outcomes.
Room, 2005 Drug and Alcohol Review

Models of AOD Education
&
Minimum Qualifications
1. the bolt-on, post basic training model
2. the integrated pre-service training model
3. on-the-job training
4. basic qualifications (e.g. Cert IV)
5. Combinations of 1-4
Note also the accredited vs non-accredited
courses issue

Minimum Qualifications
Survey AOD managers ( n=186; 44% NGO sector)

• Most managers (82%) support a Minimum
Qualification
• VET quals are consider ‘sufficient’, but more
than half think it should be higher than Cert IV
• One in three support quals at undergraduate or
postgraduate level

Statistics are like a bikini.
What they reveal is suggestive,
but what they conceal is vital.
(Aaron Levenstein)

Suggestions for Remediation
• Greater emphasis on:
- Counselling, motivational interveiwing,
assessment
- Interventions
- Mental health/co-morbidity
- Provision of clincial work placements

Emerging Areas/Issues
•
•
•
•
•
•

Indigenous Australians
Social Equity issues
Women and alcohol
Pharmaceutical misuse
Child protection
Missed Prevention Opportunities

In 2008, 45% of all alcohol and drug treatments sought in Australia were
related to alcohol.
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Figure 1: Instances Services – National Minimum Data Set

Source: 2007/08 Alcohol and Other Drug Treatment
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Figure N1.2: Alcohol treatment episodes since 2001 (percent)
Source: 2007/08 Alcohol and Other Drug Treatment Services – National Minimum Data Set

Indigenous Clients and
Indigenous Workers
“Building the Capacity of Indigenous Health Workers:
Stories from the Coalface”
NCETA Indigenous AOD Workers’
Wellbeing, Stress and Burnout Project

The Talking Stone

Wellbeing Defined
The National Aboriginal Health Strategy (NAHS) defined
health as:
“Not just the physical wellbeing of the individual but
the social, emotional and cultural wellbeing of the
whole community. This is a whole-of-life view and it
also includes the cyclical concept of life-death-life.”
(Office for Aboriginal and Torres Strait Islander
Health, 1989)
The definition applied in this project incorporated
elements at the individual level (i.e., physical,
emotional, psychological and spiritual) and at the
broader level comprising the social, material, and
natural environments.

Key Project Aims
• To identify factors that contribute to wellbeing or
stress and burnout for Indigenous AOD workers
• To share and confirm our findings with
Indigenous AOD Workers
• To use these findings as levers for change

Listening to People’s Stories
Project Length: 3 Years
Total: 457 participants across Australia
• Face-to-face and telephone interviews - 35
individuals (26 Indigenous and 9 nonIndigenous)
• Focus groups –17 focus groups (121 individuals)
• Online survey – 294 respondents (184
Indigenous and 108 non-Indigenous)

“I’ve been working in this field for 18 years
and this is the first time we as workers
have ever been asked to tell our story”
Aboriginal Health Worker

What are some of the stressors?
1.

Workload:
–
–

2.

Working 24/7
Dealing with complex issues

Isolation:
–
–

3.

Social
Geographical

Racism:
–
–

4.

Individual burden
Personal responsibility for changing attitudes

Indigenous Ways of Working / Indigenous Identity:
–
–

Living and working in the community
Collectivist culture of Indigenous loss and grief

What are some of the stressors?
5.

Lack of Cultural Competence:
–
–

6.

Cultural awareness versus cultural safety
Inadequate support or training provided

Organisational Issues:
–
–

7.

High turnover
Lack of support from or conflict with management

Dealing with other services:
–
–

Lack of clarity regarding service provision roles / whose responsibility?
Duty of care / defining legal boundaries

Individual Stress Management
Techniques
Traditional – practice your spiritual understanding of the
world
Recreational – take part in something enjoyable e.g.
listen to music
Social – visit friends, eat well, go out for dinner
Domestic/Personal – enjoy a movie or favourite TV
show, practice healthy living
Work-related – take one day at a time

Workforce Development Strategies
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

Capacity Building
Salary
Recruitment, Retention and Turnover
Career Paths
Role Clarity
Qualifications and Training Issues
Mentoring
Clinical Supervision
Debriefing
Team and Co-Worker Support

Organisational Strategies for
Addressing Stress Management
•
•

•
•
•

Provide training that focuses on stress
management techniques
Allow staff to take cultural leave, including taking
time off for sorry business and funeral leave to
enable them to be able to grieve properly
Provide staff with flexible working arrangements
including Rostered Days Off
Support access to professional development
Ensure provision of clinical supervision, ideally with
external providers

Multiple Levels of Workforce Development

Actions for Change
Production and dissemination of information and
resources:
–

–
–

Reports summarising the key findings
from the online survey and interviews
and focus groups
An Indigenous Workforce Development
Checklist
Workshops

NCETA Resources
www.nceta.flinders.edu.au

* The first publication will be available shortly

Incarceration
Mental Health
Social Inequity
and
Alcohol and Drug Issues

The total cost per prisoner in 2007-08
averaged $269 per day or $98,000 per year
for each prisoner (Productivity Commission,
2009).
By comparison, the cost of residential
rehabilitation was estimated to be $98 per
day (Moore et al., 2007).

Bridges and barriers
Addressing Indigenous incarceration and health
National Indigenous Drug and Alcohol Committee, 2009

Bridges and barriers
Addressing Indigenous incarceration and health
National Indigenous Drug and Alcohol Committee, 2009

NSW Prisoner population growth
Full-time
custody

1996
(N=7,691)

2001
(N=8,780)

2008
(N=9,859)

% Female

5.7

6.8

7.3

% Aboriginal
Male

12.1

14.5

20.4

% Aboriginal
16.9
23.3
29.6
Sources:
1996, 2001 and 2008 NSW Inmate Census, NSW Department of Corrective Services
Female

Sources: 1996, 2001 and 2008 NSW Inmate Census, NSW Department of Corrective Services

Demographics, Inmate Health Survey 2009
Males
(N=797)

Females
(N=199)

Total
(N=996)

35.4
(19-84)

35.6
(19-66)

35.5
(19-84)

Born in Australia

81%

77%

81%

Spoke English
growing up

81%

77%

80%

Aboriginal origin
(self-report*)

32%

27%

31%

Average age
(Range)

Note: 7% of participants varied in identifying as Aboriginal according to DCS records and self-report.

Ever used drugs: community comparisons
2009 Inmate
Health Survey

2007 NDSHS*

Ever use

Males

Females

Males

Females

Any drug

86

78

41

35

Cannabis

83

68

37

30

Heroin

38

47

2

1

Amphetamines/ice

60

57

8

5

Cocaine

44

44

7

5

Ecstasy

45

37

10

8

Benzodiazepines

24

28

4

4

Injecting drug use

39

50

3

1

Sources: 2009 Inmate Health Surveys. 2007 NDS Household Survey, First results.

Alcohol and tobacco: community comparisons
2009 Inmate
Health Survey

2007 National Drug
Strategy Household
Survey*

Males

Females

Males

Females

75

80

18

15

Non-drinker

27

50

14

20

Safe drinker

24

21

76

69

Hazardous drinker

14

9

6

8

Harmful drinker

34

20

4

3

Current smoker
Alcohol consumption

Sources: 2009 Inmate Health Survey. 2007 NDS Household Survey, First results.
Alcohol consumption for IHS assessed using AUDIT based on 12 months prior to
imprisonment. Alcohol consumption for NDSHS based on NHMRC guidelines (risk in long
term).

• In one Australian jurisdiction
approximately 60 per cent of females and
50 per cent of males in custody with a
substance use disorder also have a
mental health disorder
Bridges and barriers
Addressing Indigenous incarceration and health
National Indigenous Drug and Alcohol Committee, 2009

Think family/friends had problems as a result
of alcohol, Inmate Health Survey 2009
Multiple
response

Aboriginal
NonMen
Aboriginal
(N=259)
Men (N=538)

Aboriginal
Women
(N=53)

NonAboriginal
Women
(N=146)

Mother

28%

13%

30%

21%

Father

36%

27%

34%

30%

Husband/wife
/ partner

17%

9%

38%

24%

Children

4%

3%

4%

5%

Other family
members

45%

23%

42%

23%

No one

32%

55%

28%

44%

Number of times in prison,
Inmate Health Survey 2009
Aborigin
al Men
(N=259)

NonAboriginal
Men
(N=538)

Aboriginal
Women
(N=53)

NonAboriginal
Women
(N=146)

First time

19%

44%

42%

59%

Twice

21%

22%

25%

20%

3-4 times

26%

18%

4%

12%

5-6 times

15%

8%

19%

5%

7-9 times

9%

4%

6%

1%

10+ times

10%

4%

6%

3%

External factors:
•workers’ pre-existing attitudes, beliefs & behaviours
•the values, behaviours, & expectations of family
members
•the social
cultural
of separate
the wider community
Working
life & &
social
lifenorms
are not
issues

Alcohol use among Australian workers
Proportion of workforce drinking weekly at short-term risky & hirisk levels by age
25%
22.3%

20%

14.9%

15%

10%
6.7%

6.4%

6.6%
4.1%

5%

0%
14-19

20-29

30-39

40-49
Age (years)

50-59

60+

Alcohol use among Australian workers
Proportion of the Australian workforce frequently (at least weekly)
drinking at risky/high risk levels (2001 NDSHS)

16%
14.0%
14%

13.6%

12%

10.5%

10%

9.9%

9.4%
8.5%

8.1%

8%
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7.3%

7.1%
5.6%
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Workplace norms & behaviours involving alcohol

Workplace Conditions
•Boring or monotonous work
•Hot and dusty conditions
•Dangerous or stressful work •Lack of control over work

Emerging Trend
Pharmaceutical Drugs:
A Global and National Change
Changing patterns in the misuse of pharmaceutical drugs
– Historically was not a prominent feature on the ‘radar’ of illicit drug
problems
– Prominence is increasing
– Increase in the use and misuse of opioid pharmaceuticals is a
particularly important global change

Diversion and misuse represents a complex series of issues
– The extent and nature of pharmaceutical misuse is poorly understood
and quantified in Australia
[Nicholas, 2010]

Changes in Prescribing
Patterns
• Between 1995 and 2003 there was an 89%
increase in the average number of milligrams of
morphine prescribed per person aged 15-54
years in Australia.
• There has also been a very substantial increase
in oxycodone prescriptions in recent years along
with increases in methadone, codeine, fentanyl
and morphine.

Patterns of Consumption

Patterns of Consumption
Pharmaceutical base supply: selected opioids,
Australia, 1991-2008
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codeine

methadone

morphine

oxycodone

(Data provided by Dr Malcolm Dobbin personal communication (9 November, 2009)).

pethidine

Opiates

(From Leong, Murnion & Haber, 2009, p 678.)

Overdose

[Dobbin, 2009]

Psychostimulants
Substantial increase in prescription of
psycho-stimulants in Australia over past decade
– Australia ranks equal 3rd with New Zealand
(behind the United States and Canada)
in per-capita prescription of these drugs
– In 2000, Western Australia had twice the annual rate of
consumption of these drugs compared with New South
Wales which rated second
– Between 1984 and 2000:
• consumption increased 26% per year with an 8.5 fold increase
from 1994-2000
• consumption of dexamphetamine in Western Australia
increased by an average of 43% per year.

•

Pain Management &
Misuse
Little is known about the impact of
chronic-non malignant pain and its
management on markets for illicit
pharmaceutical and nonpharmaceutical opioids.

•

A large number of those who misuse
these medications started using
them to relieve pain

•

Pharmaceutical misuse is also very
common among users of illicit drugs,
a significant proportion of whom
have co-morbidities, in particular
chronic non-malignant pain and
psychiatric problems.

Source: Royal Australasian College of Physicians (2009)
Prescription Opioid Policy: Improving Management of
Chronic Non-Malignant Pain and Prevention of Problems
Associated with Prescription Opioid Use p12.

Misuse and Trafficking of
Prescription Drugs

The misuse and trafficking of prescription drugs is set
to exceed that of illicit drugs:
– these drugs are a drug of first choice and are not misused
as a substitute for illicit drugs (International Narcotics
Control Board (INCB), 2006)

In many developed countries, there is an apparent
move away from heroin use towards pharmaceutical
opioids:
– Global consumption of pharmaceutical opioid analgesics
has increased by more than two and a half times during
the past decade.

3 Key Issues
Issues relevant for examining the impact of
pharmaceutical misuse in Australia
1. Greater understanding of the interaction between pharmaceutical drug
misuse and the illicit drug market (includes markets for the
pharmaceuticals themselves)
a. Emerging sources for illicit pharmaceutical drugs

2. Impact of pharmaceutical misuse:
a. On crime committed



Under the influence
Acquiring pharmaceutical drugs

b. On road trauma

3. Development of partnerships/ strengthening relationships between health
and law enforcement agencies

Preferential Reasons for Use
Why licit drugs are preferred to illicit ‘street’ drugs.
Pharmaceutical drugs are:
–
–
–
–
–

Pure
In standardised forms
Relatively easy to obtain
Available from stable supply sources (compared with illicit
drugs)
Associated with relatively low:
•

Pharmacy dispensed costs



•

Legal risk


–

Particularly PBS subsidised drugs
Increased potential for profit
Supply or possession

Less stigmatised than the use of illicit drugs.

(Parliament of Victoria Drugs and Crime Prevention Committee, 2007)

Remarkable Phenomenon
Prescribed pharmaceuticals misused in Australia
predominantly:
– Originate from doctors’ prescriptions
– Are supplied by legitimate pharmaceutical
companies
– Are dispensed by registered pharmacists, and
– Are largely tracked by the Pharmaceutical Benefits
Scheme or by other means…

…but relatively little is known about this
phenomenon.

Current Knowledge Gaps
Extent of:
– Inappropriate prescribing and unsanctioned use of pharmaceutical
(prescription and over the counter) opioids:
• Includes injecting

– Black market diversion and illicit use of pharmaceutical opioids,
including:
• Prescription forgery
• Internet supplies, and
• Theft (from pharmacies or warehouses), and

– Harms associated with pharmaceutical opioid misuse, including:
• Impact upon individuals’ and communities
– Health
– Social
– Economic resources.

Fundamental Paradigm Shift
Increases in the illicit misuse of pharmaceutical opiates
seen in many developed countries represent a fundamental
paradigm shift away from the use of heroin as the illicit
opioid of choice.
…we see reason to believe that the role of heroin use as the
perceived dominant core of the street drug use problem in
Australia, Europe and North America may have come to an end or
at least become substantially diminished, and that instead the
opioid abuse phenomenon may be in the process of shifting into a
landscape dominated by the illicit use of a great variety of
prescription opioids (Fischer and Rehm (2007) p 499).

Chronic Pain
The National Pain Foundation (2007):
– Estimated more than 75 million Americans
suffer from chronic debilitating pain
– Emphasised the enormous population which
is at risk of misusing these medications
– Suggested pain patients may:
• Be pseudo-addicted
• Appear to abuse opioids secondary to addiction
 While in fact are trying to relieve under-treated pain.

Slow Release Opioid
Formulations
The development of slow release opioid
formulations
– Major factor
– Encouraged global increase in the prescription
of pharmaceutical opioids
• Oxycontin®
• MS Contin®
• Kapanol®.

3 Patient Profiles
A. The dependent patient may:
–
–

Have genuine pain problems
Rely on drugs to improve:
•
•

–
–

Mood
How they feel

Have general problems coping with
life
Generally be more interested:
•
•

In continuing and increasing their
supply of drugs, than
Resolving their medical and other
problems.

C. The drug seller

B. The drug abuser
– Has a history of drug abuse
– May also have:
•
•

Evidence of pain
Social or drug trading connections with
other drug abusers

– Is likely to be injecting prescribed and
other drugs.
– Works hard at:
•
•

Developing their presentations to doctors
Obtaining drugs for personal use or trading

– Accessing prescription drugs is a high
priority
•

due to their high value on the black
market.

Primary aim of attending doctors is to obtain drugs to sell or trade
May include patients from subgroup B
May use stolen or forged ID documents
May have evidence of an illness or a pain condition
ordinary patients who rely on the income made from selling a proportion of their medication (e.g., elderly or
cancer patients)

May intimidate or threaten doctors

(Tasmanian Department of Health, Dr John Galloway, 2007).

The Profile of Prescription
Shoppers
– Average age is 56 years
– 60% are female*
– Approximately two thirds are identified by the Program in consecutive
calendar quarters (Wares, 2007)
– Prescription shoppers generally belong to a completely different
demographic group to those captured by other data collections
• For example, the Illicit Drug Reporting System
 Mean age is 36 years (Black et al. 2008).

Therefore focusing future research on injecting drug users is
most unlikely to shed much light on the broader issue of
pharmaceutical misuse.
* Identified by the Medicare Australia Prescription Shopping Program.

Family Sensitive Policy and Practice
• Takes a public health approach on interventions
that prevent & reduce the impact of AOD misuse
on families & children
• Addresses the needs of families and sees the
family as the unit of intervention
• Does not rely on one particular practice model and
can be built into existing practices

Child and Family Sensitive Practice
• Parental AOD use is an important contributory
factor in the notification of child abuse or neglect.
• Estimates of the extent of problematic parental
AOD use in cases of child protection
substantiations vary from approximately 50% to
80% of cases within the child protection system in
Australia and often coexist with other risk factors
such as domestic violence and mental illness.

Family Sensitive Policy and Practice
involves raising awareness of the
impact of substance abuse upon
families, addressing the needs of
families (Addaction, 2009, p. 10)
and seeing the family - rather than
an individual adult or child - as the
unit of intervention.

What’s Needed?
• AOD treatment workforce can play an important role
in ensuring the safety and welfare of children.
• Few Australian AOD treatment agencies currently use
child and parent sensitive work practice models.
• The identification of barriers and facilitators to the
adoption of child and parent sensitive work practice
may result in more agencies utilising this practice.

Sample Size & Demographics –
Online Survey
• N = 271
• Average age = 45 yrs; Range: 23-67 yrs
• Males = 22%; Females = 78%
• Average length of service in AOD field = 10 yrs;
Range: 1-22 yrs

Work Demographics
• Organisation: Government (52%),
Non-Government (44%), Private (3%), Other
(1%)
• Main Work Location: Metropolitan (60%),
Regional (23%), Rural (15%), Remote (2%)
• State/Territory: VIC (28%), NSW (25%), QLD
(17%), SA (13%), WA (7%), ACT (7%), TAS (2%),
NT (1%)

Estimated % of clients with
parenting/carer responsibilities

Proportion of clients with children
who are clients of a child welfare
service

Adequacy of treatment intake/client
assessment procedures

Current Work Practices
Some- Don’t
times know

Current work practices

Yes

No

Interventions are tailored to family
needs

43%

13%

42%

2%

Strengthening parent-child
relationships form part of the
treatment goal

43%

16%

39%

2%

Often see and speak to clients’
children

24%

38%

37%

1%

Collaborate with children's
services as needed

72%

4%

20%

4%

Main Organisational Barriers
• Lack of access to relevant resources & strategies
• Competing priorities
• Limited mutual exchange of information between
agencies
• Lack of relevant education/training
• Lack of linkages between agencies
• Lack of specific treatment plans/goals

Recommendations
1.
2.
3.
4.
5.
6.

Develop an organisational checklist to ensure that each
organisation has child-friendly policies and procedures in place;
Expand the provision of education and training aimed at
building the capacity of the AOD workforce;
Ensure that appropriate clinical supervision is available for all
staff and services where clients have children;
Undertake an audit of one’s organisation to assess the level of
child-friendly practice in place;
Include questions regarding clients’ parenting roles and
responsibilities as part of a routine assessment; and
Regularly review procedures related to working with child
welfare services

For Kids’ Sake – Taking First Steps
For Kids’ Sake comprises four parts:
1.

Setting the Scene for Family Sensitive Policy
and Practice – definition and principles

2.

Good Practice in Action – examples of good
practice

3.

Guidelines for Family Sensitive Policy and
Practice – suggestions and key resources

4.

Resources for Family Sensitive Policy and
Practice – extensive list and associated links

NCETA Resources
www.nceta.flinders.edu.au

Reforms : Where do AOD services
fit?
• COAG Health reform agreement –
uncertainty regarding AOD services but ....
.... If expert – all will ‘want us’
• Other reforms. eg:
– Homelessness
– Closing the Gap

Key questions:
• What are we (AOD services)?
• What do we need/want to be able to do?

