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This submission is concerned with the potential importance of the proposed Alcohol Education and Rehabilitation Foundation (AERF)in addressing alcohol and other drug-related harm among indigenous Australians.  The AERF will also contribute to reducing alcohol and other licit drug related harm among other vulnerable groups, but I do not comment on these issues here.

The points I wish to make are as follows:

· alcohol misuse has been identified by indigenous Australians as their most important immediate health problem;

· alcohol misuse is also implicated in the high levels of morbidity and mortality experienced by indigenous Australians;

· indigenous Australians have not been well served by alcohol and other drug initiatives introduced in Australia in recent years;

· the AERF creates an opportunity to redress this critical gap in alcohol and other drug services, and in so doing, to meet the urgent challenges associated with indigenous alcohol and other drug use.

Each point is elaborated briefly below.

Importance of alcohol misuse as a health problem
The 1994 National Aboriginal and Torres Strait Islander Health Survey reported that 59% of persons interviewed identified alcohol problems as a major health problem – a higher proportion than that nominating any other health problem.  “This general view”, the survey reported stated, “was held across all age groups as well as in capital cities, other urban and rural areas” (1, p.14).

A number of indigenous leaders have also identified alcohol problems as one of the most urgent issues facing indigenous people today, most recently Noel Pearson who has repeatedly drawn attention to the need to address what he describes as an “epidemic” of grog and violence destroying families and communities (2, 3).

Role of alcohol misuse in indigenous morbidity and mortality
The Committee will already be aware of the high burden of both acute and chronic diseases experienced by indigenous Australians.  Alcohol misuse has been identified as a major risk factor for the high rates of conditions such as road injuries, cirrhosis of the liver, suicide, stroke and interpersonal violence among indigenous people (4).

Data from a number of regions suggest that levels of alcohol-related and other drug-related harms are increasing.  For example, in the Cape York Health Service District in far north Queensland, where indigenous Australians account for more than 44.3% of the population, the number of hospital separations for females resulting from interpersonal violence more than doubled from 610 per 100,000 in 1993/94 to 1,132 per 100,000 in 1998/99.  Over the same period, the corresponding figures for males also rose from 671 per 100,000 in 1993/94 to 1,125 per 100,000 in 1998/99
.  By 1998/99, the rates for the three Cape York SLAs were 172% and 180% of the overall Queensland rates for females and males respectively.

Impact of alcohol and other drug programs and policies
Since introduction of the National Drug Strategy (originally known as the National Campaign Against Drug Abuse) in the mid-1980s, Australia has recorded impressive achievements in containing and reducing alcohol-related harm.  However, as successive evaluations of the NDS have shown, these gains have not, in general, flowed through to the indigenous population (5).  With some notable exceptions, alcohol services and programs targetting indigenous Australians remain:

· too few in number to be able to make a significant contribution to reducing the burden of alcohol-related harm;

· (where they do exist) inadequately resourced, in terms of areas such as security of funding, staff training and development;

· not strongly based on evidence or best-practice guidelines;

· rarely evaluated.

All of these attributes are even more marked in programs and services to address two other forms of licit substance misuse among indigenous populations – petrol sniffing and kava (6).

The role of AERF
In this context, the proposal to establish an Alcohol Education and Rehabilitation Foundation (AERF) represents an opportunity to redress the balance and begin to meet one of the most urgent health challenges in Australia today.  The proposed foundation brings together three key attributes:

· secure medium-term funding (i.e. over four years, with a built-in mechanism for attracting on-going private sector support);

· government support, and at the same time

· independence from government.

One of the most damaging aspects of current government funding arrangements for indigenous alcohol and other drug programs is the prevalence of short-term ‘pilot’ funding, under which (usually) the commonwealth government funds an initiative for, say, 12 months in the hope that, should the program prove successful, the relevant state or territory government will then step in and provide ongoing funding.  Unfortunately, the second step rarely takes place, with a result that hopes are built up, energies committed, only to have the whole project fall “in a heap”.  The impact on community morale – not to mention the problem that the program was designed to address – is not difficult to imagine.

Governments should be able to make medium and longer term funding available, but for whatever reason, have proved generally unable to do so.  The proposed AERF, however, will commence with a clearly defined 4 year budget, and be able therefore to make more extended funding commitments than those associated with conventional “pilot” projects.

The AERF is also well placed to learn from both the successes and failures of previous government funding initiatives in order to innovate and improve on current practice with respect to two key areas, namely:

· consulting with communities with a view to (a) encouraging community-level ownership of programs and services and (b) ensuring that a wide range of community voices are heard in defining alcohol and other licit drug problems and issues;

· developing ways of monitoring and evaluating programs and services that contribute to the capacity of community groups, rather than simply furnishing data for government agencies (7).

In the case of other licit drugs such as petrol (as inhalant) and kava, the AERF will create a mechanism for breaking with the past pattern of short-term “knee jerk” responses to crises – often media-driven crises - and replace these with more strategic approaches.  The reason for this is that, whereas in the broader national political context, issues such as inhalant misuse in remote communities tend to be pushed off the public and political agenda by other drug issues, such as rising use of opiates in metropolitan areas, so far as the AERF is concerned these issues will remain permanently on the agenda.

The AERF is also well placed to improve indigenous access to evidence-based interventions and appropriate training in the fields of alcohol and other drug misuse, both in community-controlled programs and services, and in ‘mainstream’ programs.

Finally, the AERF provides an opportunity to address a number of important issues that have, to date, been neglected, such as the unknown, but almost certainly high, rates of Fetal Alcohol Syndrome in indigenous communities.

Should the Committee wish to discuss any of these matters further with me, I should be happy to do so.

Peter d’Abbs (Dr)

Menzies School of Health Research
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