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About Yarra Drug and Health Forum 

Yarra Drug and Health Forum has been operating in the City of Yarra since 1996 as a community-
based response to local illicit drug issues.  The Forum began at a time when there was significant 
community concern about street-based heroin markets and the resulting high number of overdoses 
with record number of deaths.  For over 25 years YDHF has been widely recognised as the foremost 
community-based forum that works with a broad range of stakeholders to reduce drug related 
harms in the City of Yarra. 

Our Vision 

• The community of the City of Yarra is not harmed by drug use.  
• The experience of drug related stigma and discrimination is eliminated. 

 

Our Mission 

• YDHF provides a platform to initiate and engage in good faith conversations with the Yarra 
community in seeking grass roots solutions to drug-related problems.  

• To be responsive to alcohol and other drug related issues as they present in the City of Yarra 
and to be proactive in working with the local community to create a healthy and more just 
community. 

 

Who we are 

YDHF is a dynamic, adaptive and educative local network.  We build strong relationships with a 
broad range of stakeholders to help identify and respond to the health and social needs of the 
community in the City of Yarra. 

YDHF partners with people that live or work in the City of Yarra, along with the broader community 
to reduce the harmful impacts of drug and alcohol misuse by promoting evidence-based, humane 
and compassionate policy and program approaches.  While our focused is City of Yarra, we are open 
to working with other jurisdictions when invited. 

We strive to be an honest broker, bringing together people with lived and living experience of drug 
use, residents, service providers, policy makers, researchers, and funders to ensure that decisions 
and investments (policies and programs) respond to locally identified needs to the benefit of the 
entire community. We do this by holding regular meetings where all interested individuals or 
services may attend and share their concerns or help codesign solutions. Our work is enhanced by 
including the voices of people with lived and living experience of drug use in the process of 
community discourse and problem solving around drug related issues. We seek to develop local 
solutions by providing a neutral and safe platform that welcomes all communities. 
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1. Drug markets are changing 

Over the past two decades not only has the range of available drugs expanded considerably, but 
many drugs have become cheaper to produce and easier to transport, lowering consumer prices and 
making them accessible to more people than ever before. New drug types, including synthetic 
opioids, New Psychoactive Substances (NPS) and amphetamine-type stimulants present greater 
dangers compared to those from 10 or 20 years ago. Not only do these drugs pose significantly 
higher risks, but they are also often consumed in riskier ways, exacerbating both the acute and 
chronic risks associated with drug use. Consequently, our response must evolve and be guided by 
best practices rooted in evidence-based approaches to reduce the harms associated with drug use. 

Establish a national reference group to issue drug alerts and information on detected substances 
to reduce drug-related harms in the community. 

 

2. Strengthen governance 
In recent years national governance structures established to guide best practice to respond to the 
challenges faced by the AOD sector have been eroded. Multi-sectoral partnership and collaboration 
are no longer adequately supported or seen to be valued.  To help ensure the many benefits from a 
coordinated multi-sectoral partnership and collaborative approach the reinstatement of ministerial 
advisory committees to advise Government should be a priority for government. Past practice has 
shown the value that high-level advisory bodies and intergovernmental committees bring to assist 
governments to lead in developing good policy. Partnership with priority populations must also be 
supported to ensure co-design and good policy.  

The reinstatement of ministerial advisory committees to advise Government should be a priority 
for government. 

 

3. Drug policy reform must be a priority 

Anti-drug law enforcement costs upwards of $3.5 billion per annum (2021-2022).  This enforcement-
led approach continues to be a failure and is most notably marked by the ongoing failure to prevent 
both a rising overdose death rate and the increasing availability of the growing volume and types of 
illicit drugs. The ongoing criminalisation of individuals who use drugs in Australia hinders access to 
harm reduction services and leads to direct adverse effects related to criminal convictions and 
incarceration.  

The Commonwealth Government, along with state and territory jurisdictions, should consider 
supporting the decriminalisation or legalised regulation of drug possession for personal use. 

In comparison to the costs associated with law enforcement, less than $90 million was spent on 
harm reduction in the financial year 2021-2022. The return on investment of $7 with some harm 
reduction measures (such as needle and syringe programs) providing a return of up to $28 for every 
dollar spent continues to be ignored by government. Prioritising law and order responses to AOD 
undermines the efficacy of harm reduction, prevention and treatment measures which are proven to 
provide a better return on investment. 

The inequity in investment between the 3 pillars of the National Drug Strategy, where supply 
reduction has consistently received two-thirds of all funding spent on addressing AOD use in the 
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community impedes achieving this type of return.1 Expanded access to naloxone, the introduction of 
drug checking services and supervised injecting sites, all significant harm reduction efforts, have 
reduced drug related harms and saved lives. Although supported by strong evidence, these 
measures have required significant advocacy. 

 

4. A national overdose prevention strategy  

The number and rate of unintentional drug-induced deaths in Australia have each risen over the past 
two decades, increasing from 1,231 in 2002 to 2,356 in 2022.2 There have been over 42,000 
overdose deaths since the turn of the century.3 The incidence of unintentional drug-induced 
fatalities is considerably higher among Indigenous Australians in comparison to their non-Indigenous 
counterparts.  With the drug market changing and posing significantly higher risks, a strategy is 
needed. 

The National Drug Strategy, 2017-2026 does not adequately address the rising number of fatal and 
non-fatal overdoses. A national overdose prevention strategy needs to be established. 

 

5. Community education - prioritising harm reduction 

Over the past twenty years, the proportion of Australians who report ever having used illicit drugs 
has increased. Comparing 2001 to 2022-23, the proportion of Australians aged 18 and over who 
report ever having used illicit drugs increased by 24 per cent.4 In 2022–2023, nearly one in five 
Australians (17.9%) reported having used an illicit drug in the preceding 12 months, showing that 
drug use remains a significant practice of Australian society.5   

A variety of substances, including several types of stimulants, opioids, and other depressants, have 
become widely accessible. Over the past decade there has been a significant increase in the number 
of people who use performance-and-image-enhancing-drugs (PIEDs). In 2010, 0.4% of Australians 
were estimated to have used PIEDs in their lifetime, increasing to 0.8% in 2019.  Adverse effects 
from PIEDs are increasingly reported. Many of these substances are not well understood by the 
community which poses significant concerns. The recent appearance of nitazenes highlights the 
need to enhance drug literacy in the community and address the risks associated with the 
unregulated drug market. However, community-based drug education programs prioritising harm 
reduction are not valued or available.  It is imperative that community-based educational programs 
prioritising a harm reduction approach be provided across various settings, catering to both 
mainstream communities and specific communities, including culturally and linguistically diverse 
(CALD) communities and Indigenous communities, and communities in rural and regional areas.   

 
1 Ritter, A., Grealy, M., Kelaita, P. & Kowalski, M. (2024) The Australian ‘drug budget’: Government 
drug policy expenditure 2021/22. DPMP Monograph No. 36. Sydney: Social Policy Research Centre, 
UNSW. https://doi.org/10.26190/unsworks/30075  
2 Penington Institute (2024). Australia’s Annual Overdose Report 2024. Melbourne: Penington 
Institute. 
3 Penington Institute (2024). Australia’s Annual Overdose Report 2024. Melbourne: Penington 
Institute. Page 1 
4  Penington Institute (2024). Cannabis Regulation in Australia: Putting community safety first. Melbourne: Penington 
Institute  https://www.penington.org.au/wp-content/uploads/2024/07/PEN-Cannabis-Regulation-Paper-July-2024.pdf 
(page 7) 
5 Australian Institute of Health and Welfare. 2024. “National Drug Strategy Household Survey 2022-2023.” 
Canberra: AIHW. https://www.aihw.gov.au/reports/illicit-use-of-drugs/national-drug-strategy-household-
survey/contents/summary 

https://doi.org/10.26190/unsworks/30075
https://www.penington.org.au/wp-content/uploads/2024/07/PEN-Cannabis-Regulation-Paper-July-2024.pdf
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Community education must address the ongoing stigma and shame associated with drug use while 
increasing the health literacy of all communities and promoting a human rights approach for people 
who use drugs. It is important that community-based drug education prioritises the benefits of a 
harm reduction approach to drugs. 

Our experience from the Forum’s work with the local community is that there is a strong desire from 
the community to know more about the different drugs available, the harms associated with those 
drugs and how best to reduce harms in the community. 

Community-based educational programs prioritising a harm reduction approach need to be 
provided across various settings, catering to both mainstream communities and specific 
communities, including culturally and linguistically diverse (CALD) communities and Indigenous 
communities, and rural and regional areas.  The PHNs could facilitate this work. 

 

6. AOD Services for Culturally and Linguistically Diverse Communities (CALD) 

For more than two decades, there have been numerous reports indicating that the needs of 
culturally and linguistically diverse (CALD) communities requiring treatment and support for AOD 
issues are not being adequately met. 6  Alcohol and other drug services remain significantly 
underutilised by CALD communities. The low admission rates are due to an under-utilisation of 
services rather than a lower need.  Individuals and families within these communities continue to 
face barriers when attempting to access AOD services in Victoria and very likely in other 
jurisdictions. 

Lack of attention and priority to this issue by government along with minimal advocacy for change 
by an overwhelmed AOD sector has resulted in agencies unable to provide for the needs of 
individuals and families from CALD communities affected by drug use.  This is a complex area of work 
whereby mainstream AOD treatment and support services struggle with providing a service that is 
formed from a needs-based approach. 

In December 2021, the Ethnic Communities’ Council of Victoria (ECCV) surveyed its members about 
how alcohol and other drugs impact their communities, and how community members access 
treatment and services. Following on from this survey, in 2022 the Ethnic Communities’ Council of 
Victoria (ECCV) and the Victorian Drug and Alcohol Association (VAADA) jointly hosted a roundtable 
to discuss how AOD issues effect migrant and refugee communities, and how AOD services could 
better support them.  This roundtable resulted in a joint ECCV and VAADA statement in 2023 
highlighting the difficulties CALD community members and families experience access the AOD 
treatment system and the lack of consistency in cultural capability within the AOD sector.7 

Despite clear evidence demonstrating the needs and challenges for CALD communities, this work has 
not been prioritised. 

Implement a national generalist AOD community education program for CALD communities. 

Provide culturally responsive AOD services for CALD communities. 

 
6 Drugs in a Multicultural Community: An Assessment of Involvement published 2000; CALD AOD Project: Final Report, 
VAADA March 2016. 
7 Preventing alcohol and other drug related harm in multicultural communities. https://eccv.org.au/wp-
content/uploads/2023/02/ECCV-VAADA-Joint-Statement.pdf  

https://eccv.org.au/wp-content/uploads/2023/02/ECCV-VAADA-Joint-Statement.pdf
https://eccv.org.au/wp-content/uploads/2023/02/ECCV-VAADA-Joint-Statement.pdf
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The following issues need to be acknowledged to inform the AOD sector to better respond to CALD 
community needs concerning alcohol and other drug use.  

• When working with CALD clients AOD practitioners need to also focus on the needs of their 
families. 

• Improving the capacity of AOD agencies to provide culturally responsive services should not 
be done in isolation, with the emphasis merely on the professional development needs of 
frontline staff. What is required is a broader systemic approach, one which addresses the 
underlying service barriers making it difficult for CALD communities to access relevant 
information, treatment and support. 

• Due to the stigma and shame associated with AOD use, approaching some CALD 
communities directly about AOD matters is not culturally appropriate nor is it sensitive. 

• Promote stronger ties between mainstream AOD and allied health services, CALD 
communities and ethno-specific agencies. 

• Improve service access for CALD community members in need of AOD treatment 
• Enhance the skills and knowledge of AOD practitioners in working with individuals and 

families from CALD backgrounds. 
• Reduce stigma and shame associated with AOD use while increasing the health literacy of 

CALD community members. 
 
 

7. Better AOD Support and Services for Indigenous Australians 

In 2022-2023, 28% of Indigenous Australians had used an illicit drug in the last 12 months.8  
Indigenous people are significantly overrepresented in substance use data, being seven to nine times 
more likely to receive treatment for illicit substances. These higher rates directly relate to higher 
rates of harm, criminalisation, poverty, and discrimination. 9  Alcohol and other drug use is a key 
social determinant of health contributing to a burden of disease that is 2.3 times higher for 
Indigenous people than that of non-indigenous Australians.10 

The incidence of unintentional drug-induced fatalities is considerably higher among Indigenous 
Australians in comparison to non-Indigenous Australians.  In 2022, the rate of unintentional drug-
induced deaths for Indigenous Australians was 23.3 per 100,000 population, compared with 6.1 for 
non-Indigenous people.11 

A new indigenous model of care needs to be developed and led by the ACCHO sector. 

Consideration should be given to establishing a Ministerial Aboriginal Advisory Subgroup led by 
the ACCHO Sector. 

The following should be considered to improve services to better support Indigenous Australians: 

1. Build a strong aboriginal workforce with capacity to deliver AOD services. The ACCHO sector 
needs to be at the centre of this work. 

 
8 Australian Institute of Health and Welfare. National Drug Strategy Household Survey 2022–2023: First Nations people’s 
use of alcohol, tobacco, e-cigarettes and other drugs  https://www.aihw.gov.au/reports/first-nations-people/first-nations-
use-alcohol-drugs  
9 AIHW 2024. Alcohol and other drug treatment services in Australia annual report. 
https://www.aihw.gov.au/reports/alcohol-other-drug-treatment-services/alcohol-other-drug-treatment-services-
australia/contents/clients/indigenous-australians  
10 Australian Institute of Health and Welfare. Australian burden of disease study: Impact and causes of illness and death in 
Aboriginal and Torres Strait Islander people 2011. Melbourne: Australian Government; 2016. 
11 Penington Institute (2024). Australia’s Annual Overdose Report 2024. Melbourne: Penington Institute. Page 7. 

https://www.aihw.gov.au/reports/first-nations-people/first-nations-use-alcohol-drugs
https://www.aihw.gov.au/reports/first-nations-people/first-nations-use-alcohol-drugs
https://www.aihw.gov.au/reports/alcohol-other-drug-treatment-services/alcohol-other-drug-treatment-services-australia/contents/clients/indigenous-australians
https://www.aihw.gov.au/reports/alcohol-other-drug-treatment-services/alcohol-other-drug-treatment-services-australia/contents/clients/indigenous-australians
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2. Develop an indigenous model of care that incorporates both aboriginal cultural leaning 
about healing and care while also incorporating mainstream AOD best practice. The model 
of care must reflect lived experience built on experiences of people who have engaged with 
AOD services in the past. The model must reflect what has worked while also acknowledging 
what has not worked. 

3. AOD programs for Indigenous communities need to be statewide culturally appropriate 
program that engages community engages in dialogue and incorporates on the ground 
knowledge. The work must reflect a philosophy that is based on respectful discussions that 
acknowledges wisdom and learnings from Aboriginal culture. Programs needs to be lead 
from Aboriginal controlled health services. Must be done in consultation and partnership 
with ACCHOs. 

4. Ongoing support for aboriginal families and care givers whose loved ones are experiencing 
drug and alcohol dependence.  Establish and support an Indigenous Family Drug Support 
service. 
 
 

8. Pharmacotherapy treatment for Alcohol Use Disorder  
In 2022-23 about 1 in 3 Australians drank alcohol in ways that put their health at risk.12 The 
consumption of alcohol is linked to over 200 diseases,13 contributing to 4.6% of Australia’s overall 
burden of disease. Every year in Australia: 

o 4,186+ people die from alcohol-related injuries, illness and accidents.14 
o 86,400 people are hospitalised due to alcohol.15 

In the period of 2017–2018, the estimated social cost of alcohol consumption in Australia amounted 
to $66.8 billion. Within this total tangible cost, workplace-related expenses were identified as $4.0 
billion, including approximately $3.6 billion attributed to absenteeism.16 

A priority of the National Alcohol Strategy 2019–2028 is to support individuals in obtaining help and 
strengthening systems in delivering a quality, responsive, safe, and effective treatment system. The 
strategy also acknowledges the need to develop better responses and innovations to facilitate the 
sharing of practices and learnings. Enhancing a more effective response includes addressing the 
associated stigma, reconsidering the dominant approach of abstinence, encouraging and supporting 
General Practitioners' involvement in the medical management of individuals with alcohol 
dependency, and providing additional education and training to health professionals and other 
relevant stakeholders for the treatment of alcohol-related issues. 

Stigma compounds problematic alcohol use, creating barriers to care. People with alcohol-related 
issues often face stigma in healthcare settings, hindering their access to necessary support and 
treatment.  

Treatment for alcohol dependence is challenging for most people diagnosed with Alcohol Use 
Disorder (AUD). It is not uncommon for people with AUD to need a range of medical, psychiatric, and 
social support from multiple services which may require case management over a long period of 
time and with follow-up.17  Engagement and retention with current treatment options tends to be 

 
12 https://www.aihw.gov.au/reports/illicit-use-of-drugs/national-drug-strategy-household-survey/contents/about 
13 Department of Health 2019 National Alcohol Strategy 2019–2028 Publications Number: 12045 
https://www.health.gov.au/sites/default/files/documents/2020/11/national-alcohol-strategy-2019-2028.pdf page 6 
14 Australian Institute of Health and Welfare. Alcohol, tobacco & other drugs in Australia; 2023 [15.12.2022]. 
15 Penington Institute. Australia's Annual Overdose Report 2023. Melbourne: Penington Institute; 2023. 
16 Australian Institute of Health and Welfare https://www.aihw.gov.au/reports/alcohol/alcohol-tobacco-other-drugs-
australia/contents/impacts/economic-impacts Last updated 10 July 2024 
17  https://www.health.gov.au/sites/default/files/quick-reference-guide-to-the-treatment-of-alcohol-problems.pdf page 6 

https://www.health.gov.au/sites/default/files/documents/2020/11/national-alcohol-strategy-2019-2028.pdf
https://www.aihw.gov.au/reports/alcohol/alcohol-tobacco-other-drugs-australia/contents/drug-types/alcohol#Deaths
https://www.aihw.gov.au/reports/alcohol/alcohol-tobacco-other-drugs-australia/contents/impacts/economic-impacts
https://www.aihw.gov.au/reports/alcohol/alcohol-tobacco-other-drugs-australia/contents/impacts/economic-impacts
https://www.health.gov.au/sites/default/files/quick-reference-guide-to-the-treatment-of-alcohol-problems.pdf
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low and relapse is accepted as a common practice in someone’s alcohol treatment journey.  Despite 
the AOD treatment system’s preferred approach or goal for people diagnosed with AUD being 
abstinence, evidence shows that abstinence is an unrealistic goal for many people and sets people 
up for failure.18   

Both psychosocial and pharmacological options are used to treat people with AUD, however very 
few people are prescribed medication as part of their treatment, with a recent 2024 study reporting 
2.9% of the possible 1 million Australians with AUD receiving a PBS-listed pharmacological 
treatment.19 

There is evidence supporting the role of pharmacotherapies in treating AUD for people not wanting 
to achieve abstinence. 20   

o Despite the availability and low cost of alcohol pharmacotherapies, many individuals with 
AUD remain unaware of this option and untreated. In Australia, only 1 in 3 people with AUD 
are thought to receive specific treatment during their lifetime and, among those who do 
seek treatment, contact may be delayed by a median 18 years after symptom onset.21 

o Very few people with AUD are prescribed medication to assist their recovery, with some 
studies reporting figures as low as 2.7% of the possible 1 million Australians with AUD 
receiving treatment. 

o Pharmacotherapies for treating AUD continue to be underutilised despite the efficacy and 
cost-effectiveness. Of the individuals pharmacologically treated for AUD in Australia 
between 2009 and 2013, only 15–25% received treatment for the recommended minimum 
three-month period.22 

o Despite a strong body of evidence for pharmacological interventions for AUD, most intake 
services are not able to promptly refer clients to Addiction Medicine Specialists (AMS) or 
General Practitioners (GP) with a special interest in the treatment of AUD.   

Only 3 per cent of Australians with a drinking problem will receive medication. Prescribing 
naltrexone is relatively simple and costs about $1 a pill. 

In mid-2023, the federal government changed prescription guidelines for naltrexone, allowing 
doctors to prescribe it for “controlled consumption”. That means it’s available to people who want 
to moderate their drinking but don’t want to cut it out completely, although that is where they often 
end up.  

General Practitioners and community-based Addiction Specialists need to be financially supported 
to provide pharmacotherapies to clients with Alcohol Use Disorder. 

 

 
18 Quintrell et al. Alcohol pharmacotherapy dispensing trends in Australia between 2006 and 2023 Alcohol and Alcoholism, 
2024, 59, agae063 https://doi.org/10.1093/alcalc/agae063 (page 1) 
19 Quintrell et al. Alcohol pharmacotherapy dispensing trends in Australia between 2006 and 2023 Alcohol and Alcoholism, 
2024, 59, agae063 https://doi.org/10.1093/alcalc/agae063  
20 Karl Mann, Henri-Jean Aubin, Katie Witkiewitz; Reduced Drinking in Alcohol Dependence Treatment, What Is the 
Evidence? Eur Addict Res 19 December 2017; 23 (5): 219–230. 
21 Chapman C, Slade T, Hunt C. et al. Delay to first treatment contact for alcohol use disorder. Drug Alcohol Depend. 2015; 
147:116–21. https://doi.org/10.1016/j.drugalcdep.2014.11.029.  
22 Morley KC, Logge W, Pearson S-A. et al. National trends in alcohol pharmacotherapy: Findings from an Australian claims 
database. Drug Alcohol Depend. 2016; 166:254–7. https://doi.org/10.1016/j.drugalcdep.2016.06.027.  

https://doi.org/10.1093/alcalc/agae063
https://doi.org/10.1093/alcalc/agae063
https://doi.org/10.1016/j.drugalcdep.2014.11.029
https://doi.org/10.1016/j.drugalcdep.2016.06.027

