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Executive summary   
This paper offers an environmental scan of the perceived impacts of meth/amphetamine, 
other drugs and alcohol use in northern and north-east Queensland.  This research has 
found that populations living in ‘very remote’ localities have different experiences of 
meth/amphetamine compared with populations living in less remote places.  Our evidence 
indicates that some serious incidents involving meth/amphetamine abuse impacting on 
Aboriginal and Torres Strait islander individuals, families and communities have occurred in 
recent times in the ‘remote’ and ‘outer regional’ centres in northern and northeast 
Queensland.  Although the use of the term ‘ice’ is widespread, the ‘very remote’ 
communities of northwest Cape York and the Gulf of Carpentaria have seen very few such 
incidents to date, although community leaders hold deep concerns.   

Where meth/amphetamine is believed to be involved, workload and time commitment of 
front-line service providers had increased over the preceding six months compared with last 
year (2014).  On average, amongst front line service providers, incidents or behaviours 
observed or experienced where meth/amphetamine is believed to be a factor, have tended 
to occur not more than monthly during the past six months. In rank order, the behaviours or 
incidents observed or experienced linked with meth/amphetamine are manifest in: 

• Persons agitated or violent requiring physical restraint or Police intervention 

• Persons threatening self-harm or suicide;  

• Persons who appear paranoid, delusional, experiencing bizarre thinking or 
hallucinations; 

• Persons who are unusually suspicious of others around them, and,  

• Persons agitated or violent requiring sedation 

Notwithstanding that the impacts of meth/amphetamine on these services was perceived to 
be growing, all of these kinds of incidents, along with injuries to front-line service providers, 
were more frequently linked with i) alcohol, ii) cannabis and the iii) combined use of alcohol 
and drugs.  Importantly, we documented a significant component of patient and client 
behaviours that are not linked with drugs or alcohol, probably reflecting underlying mental 
health issues in the population.  

Resources were regarded as not sufficient to deal with the current drug and alcohol 
workload by almost two-thirds of front line service personnel with just under half believing 
their work unit’s front-line staff were sufficiently confident or adequately prepared to 
address it.  Any surge in the use of ‘ice’ is likely to impact on front line staff and, of course, 
on users’ families, immediately. 
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New drugs in different forms of meth/amphetamine were reportedly tried in recent times in 
‘very remote’, ‘remote’ and ‘outer regional’ localities. Meth/amphetamine use was already 
established in some ‘outer regional’ and ‘remote’ localities.  We found no evidence that its 
use is currently spreading to significant numbers of new users in Aboriginal and Torres Strait 
Islander populations.  Among both Indigenous and mainstream populations it seems that 
established users of illicit drugs are suffering serious adverse experiences and 
manifestations of mental health problems as the currently available forms of ATS in the 
market are taken up.  This kind of response is being seen in users observed across the 
spectrum of socio-economic position.   

Remoteness, strong community action and community-level fears of the impacts of new 
drugs are currently the main protective factors identified.  We found no evidence for 
trafficking of meth/amphetamine into Aboriginal and Torres Strait Islander communities nor 
that meth/amphetamine is being manufactured in these communities.  Preventative 
activities are essential and need to be scaled up including: awareness raising and education 
within a culturally specific framework, employment support programs and diversionary 
activities and support for advocacy and strong community action. 

From 2013 in Queensland, preventative health services were seriously reduced.  Going 
forward, a sustained but realistic re-investment in preventative services is now required to 
address any possible surge in the use of ‘ice’ in the ‘very remote’, ‘remote’ and ‘outer 
regional’ areas of northern and north east Queensland.   

The Queensland Government recently announced $6 million worth of funding for the health 
sector to fund treatment, mainly in southern regions of the State. Enhanced treatment is 
needed of course; but our analysis suggests that a focus on prevention in the northern and 
north east regions will be more cost-effective and sustainable within an integrated and 
robust cross-sector strategy.  

With no evidence-based interventions readily available, to reduce the prospects of any 
possible increase in the use of ‘ice’ in the region in the future, with a focus on prevention, 
the following recommendations are made. 

Recommendation 1: A co-ordinated cross-sectoral response 

Illicit drug use, in general, has its causes and consequences across various sectors in society.  
Conversely, benefits from success will be shared across sectors, implying that it is 
worthwhile for all sectors to invest in targeted prevention, management and treatment.  
Silo approaches from individual sectors are obviously to be avoided. There needs to be a 
coordinated cross-sectoral response, fittingly led by health, with limited State resources 
allocated appropriately across sectors.  This needs high-level backing, and would be 
facilitated by an appropriate office to coordinate and oversee strategy implementation 
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across sectors to rapidly and efficiently respond across the continuum of prevention, 
management and treatment.  

Recommendation 2: A focus on prevention 

The ‘very remote’ communities in particular are comparatively unscathed by ‘ice’ with some 
unique geographical and socio-cultural features furnishing some protective factors.  
Consequently, the priority for these regions is to mitigate the risk of an outbreak by 
vigorously supporting supply reduction alongside advocacy, awareness-raising and 
preventative initiatives by the health sector across Queensland.  Significant stakeholders in 
these efforts would include Community-Controlled Health Services and Youth services, 
amongst others.  The Indigenous Leaders’ Forum (ILF) of the Local Government Association 
of Queensland (LGAQ) may have a role to play here to advocate for appropriate service 
provision. 

Recommendation 3: Workforce capacity building 

It is further recommended that a coordinated approach be taken to upskill drug and alcohol 
and mental health workers to increase confidence in dealing with meth/amphetamine –
related issues. Partnership approaches could involve collaboration between state health and 
peak bodies such as Queensland Network of Alcohol and other Drug Agencies and 
Queensland Aboriginal and Islander Health Council.  Such initiatives, particularly those 
appropriately tailored to identified needs in different parts of the region, are likely to be 
particularly welcomed in the services operating in the ‘remote’ towns and ‘outer regional’ 
centres, i.e. where many outreach service providers are based.   

Recommendation 4: Treatment approaches  

There is a need for better engagement by drug and alcohol and mental service providers 
with community members and leaders in order to improve culturally safe service provision. 
Protocols and brokerage for community engagement could be supported by a coordinated 
cross-sector effort. We also recommend a further investment in outreach approaches by 
drug and alcohol and mental service providers, which may facilitate provision of and access 
to family support services and earlier interventions with problematic users of ATS. The 
Cairns-based mental health co-responder model (see example, Section 8.7, iii) which 
integrates surveillance, rapid response and referral to services may provide an effective 
example of inter-agency case-management.   It is recommended that this model is 
evaluated and examined for its utility in other major ‘outer regional’ or ‘remote’ centres.  
Notwithstanding current fiscal constraints, there have been many calls for an increase in 
sites for residential rehabilitation services that can incorporate traditional practices in 
programs and ensure access to social supports such as family. We recommend exploration 
of infrastructure costs to provide residential rehabilitation services where the dearth of 
services is most critical, e.g. the Western Cape York region, and for the provision of safe 
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seclusion facilities to manage patients in mental health crisis in both ‘outer regional’ 
‘remote’ and ‘very remote’ sites.
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1. Introduction 
Concern has been rising in Australia regarding changes in meth/amphetamine use over the 

last decade.  These changes have included an apparent shift to use of the purer crystal form, 

commonly described as ‘ice’ 1.  Use of this purer form is associated with more severe harms 
2, 3. Further changes reported include an increased likelihood that Aboriginal and Torres 

Strait Islander people and people living in remote and very remote areas were recent 

meth/amphetamine users 1. 

In 2014, the National Aboriginal Community Controlled Health Organisation (NACCHO) and 

National Indigenous Drug and Alcohol Committee (NIDAC) conducted an online survey of 

Aboriginal community-controlled health services across Australia regarding the use of ‘ice’ in 

Indigenous communities and populations.  Their report also reflected this growing unease 

among the health professionals surveyed 4.  At about the same time, the evidence compiled 

in the Victorian Parliament’s Inquiry into the supply and use of meth/amphetamine, 

including ‘ice’, was released 5.  In light of these published concerns and with the launching of 

a number of government inquiries and initiatives at Commonwealth and State level, there 

was a clear need for more detailed, objective evidence about a feared surge in the use of 

‘ice’ in Indigenous communities in particular.  This discussion paper focuses on rural and 

remote regions in northern and northeast Queensland. 

1.1 Questions 
The paper reports information gathered to address three groups of questions: 

1. What is the evidence that meth/amphetamine, particularly crystal 

meth/amphetamine, or ‘ice’, is being used in Aboriginal and Torres Strait Islander 

(Indigenous) communities in rural and remote areas in northern and northeast 

Queensland? 

2. In the usual work of service providers at the front line in these regions, what 

behaviours, symptoms and signs believed to be linked with the use of 

meth/amphetamine do they observe or experience? 

i. Are these incidents experienced differently from behaviours, symptoms and 

signs linked with other drug use and alcohol? 

ii. Has there been any recent increase in the occurrence of such cases? 
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iii. What are the resource implications for key service providers and do they 

have the resources available to deal with any surge in the use of ‘ice’?  

3. If ‘ice’ is being used,  

i. Where is it being used? Is its use spreading?    

ii. What groups in the population are using it and how is it being used?  

iii. How easy is it to get? 

iv. What are the impacts on affected individuals, families and communities? 

v. What factors might reduce these impacts, particularly those factors which 

promote resilience and which support recovery? 

1.2 What is not in this discussion paper? 
1. The full details of the methods and procedures for sampling, data collection, analysis 

and interpretation are not provided as part of this discussion paper. 

2. The paper does not include a comprehensive review of the literature about 

meth/amphetamine use and its health and social effects in Australia or elsewhere.  

Only literature relevant to the above questions is used to support the discussion. 

3. A full description of the pharmacology and epidemiology, health and social effects of 

meth/amphetamine use in Queensland, Australia or elsewhere is not provided. 

1.3 Strengths and weaknesses in this discussion paper 
The analysis of the data we collected uses straightforward descriptive approaches.  A fully-

specified study design with dedicated resources for this research could not be prepared with 

the time available; researchers and collaborators allocated their time from existing research 

projects and service roles to provide input.  Random sampling of survey and interview 

participants was not possible and there is little by way of current relevant administrative 

data that we could present.  The numbers who responded to the survey (n=157 participants 

provided some information) and who were interviewed (n=53) are not representative 

samples of the service and stakeholder groups as they were not randomly selected.  The 

conclusions and recommendations we make should be seen in light of these limitations. 
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1.4 Where in Queensland was the information collected? 
Figure 1 shows the general location of the Indigenous communities and other localities 

where this information was collected.   The discrete Indigenous communities in Figure 1 

became the focus of this research because an existing evaluation study of Queensland’s 

alcohol management plans (AMPs) was already under way6.  This evaluation study was 

investigating the long-term shifts in alcohol and drug use behaviours in AMP communities.  

We also collected information relevant to other Indigenous communities, towns and 

population centres near communities where AMPs are in place.  The linkages between the 

Indigenous communities with AMPs and the nearby associated communities and towns are 

complex and varied and it is beyond the scope of this paper to delve into these linkages in 

an exhaustive way.  However, it is useful and informative to consider the relevance of any 

novel drug availability and use in the Indigenous communities closer to towns and regional 

centres compared with the more remote localities.   

To define these kinds of localities within an established framework, we used the Australian 

Standard Geographical Classification which describes five categories of geographical 

remoteness7.    The information in this report reflects the contemporary situation in two 

types of these geographical categories as depicted in Figure 1:  

i. ‘very remote’ communities and towns, mostly located in far north 

Queensland and Gulf regions, and  

ii. ‘outer regional’ and ‘remote’ communities and towns some of which are 

located in the northwest and along Queensland’s east coast.   
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Figure 1. 
Indigenous communities and selected towns in Queensland regions including ‘very remote’, 
‘remote’ and ‘outer regional’ communities and towns where the information in this 
discussion paper was collected
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2. Background 
2.1 The Indigenous Leaders Forum (ILF) of the Local Government Association of 
Queensland (LGAQ) and the Queensland Police Service (QPS) instigated this 
research 
The Indigenous Leaders Forum (ILF) of the Local Government Association of Queensland 
(LGAQ) passed resolutions at its May (2015) meeting on Palm Island as follows: 

‘ILF members are looking to understand the extent of illicit drug uptake and in 
partnership with other government agencies (police and health) to develop strategies to 
prevent further uptake. 
 
Three motions were passed by the ILF in regard to illicit drugs and or specifically 
"Ice".  The third motion listed below relates specifically to JCU in which the ILF members 
ask that JCU work with their communities to undertake research as a matter of urgency. 
 
The LGAQ, on behalf of the Aboriginal and Torres Strait Islander Leaders’  Forum (ILF), 
write to the Police Commissioner offering the support of councils in being proactive to 
prevent the emergence of the drug ‘Ice’ into Aboriginal and Torres Strait Islander 
communities. 
  
The LGAQ, on behalf of the Aboriginal and Torres Strait Islander Leaders’ Forum (ILF), 
write to the Federal Government seeking for the national taskforce to include issue of 
‘ice’ in Aboriginal Torres Strait Islander communities on their agenda. 
 
The Aboriginal and Torres Strait Islander Leaders’ Forum (ILF) support JCU to undertake 
research that considers the impacts of drugs other than alcohol within indigenous 
communities.’ 

 

2.2 During 2014, concerns began to be reported by key community people and 
service providers in rural and remote Indigenous communities in north 
Queensland about ‘new drugs’  
During 2013 and 2014, our research team was in the process of interviewing key community 

leaders and service providers (n=304) for the alcohol management plan (AMP) evaluation 

study6.  Towards the end of 2014, a few of the key people we were interviewing began to 

offer comments about the possible uptake of the use of what seemed to be amphetamine-

type stimulants (ATS) in their communities; and some used the term ‘ice’8.  Table 1 contains 

the comments we recorded. 

The information in Table 1 is equivocal and reflects uncertainty and the influence of rumour 

and anecdote together with fears about reported or suspected events in the local 

community.  Interestingly, it suggests that ‘ice’ was not an issue for health centres in some 

communities at that time, but more consistently reflected concerns about the availability of 

‘ice’ in the regional towns near the communities.      
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2.3 During 2014, community people were saying that ‘new drugs’ were being 
used in some rural and remote Indigenous communities in Queensland  
In parallel surveys during 2014, we had asked 953 adult residents of eight AMP communities 

for their views on trends in local drug use in the context of alcohol restrictions.  Around 6% 

of them specifically nominated ‘ice’ as a new kind of drug being used by local residents.  

Even though this evidence is very limited and based mainly on peoples’ perceptions rather 

than direct experiences, these consistent reports from very reliable sources in the 

communities were concerning.  No similar reports had appeared in surveys of alcohol, 

tobacco, cannabis and other substance use during the preceding 15 years of systematic 

research in far north Queensland 9, and also in similar communities in Arnhem Land 

(Northern Territory, NT)10.  The use of any form of meth/amphetamine has been very rare in 

such ‘very remote’ localities. 
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This raises a number of questions11, and in a recent publication in the Medical Journal of 

Australia, we urged preparedness8.  We specifically recommended: 

• improving community-level understandings of ‘ice’ and its health and social 

consequences which we argued was immediately warranted as a prudent, initial 

preventative measure; 

• research to better understand the resilience and protective factors that may protect 

particular Indigenous individuals, families and communities from using ‘ice’, and 

which may support the recovery of those who use it, and, 

• epidemiological studies to document current patterns and styles of 

meth/amphetamine use generally, the precise nature of the substance(s) being 

used, and to monitor trends and patterns in demand8.   
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3. Setting and summary of methods used  
In June, 2015, the relevant ethics committees were formally asked to approve an 

amendment to existing study approvals.  Interviews and surveys were conducted to compile 

the information reported here.  Full details of the methodology used to collect and analyse 

the information provided in this discussion paper will be published elsewhere.  A brief 

summary is provided in the following sections to assist with the interpretation of results. 

3.1 Setting 
The total population living in the shaded region in Figure 1 is close to 1 million people with 

around 170,000 living outside the main centres of Townsville, Cairns, Mount Isa, 

Rockhampton, Mackay, Gladstone and the Whitsunday coast.  This discussion paper does 

not include detailed information about ‘ice’ use in these larger centres.  We were provided 

some information about the impacts of ‘ice’ in the larger population centres, but our report 

should not be considered in any way as a complete picture for these much larger places.  

The total population of the 15 Indigenous communities where AMPs are in place was 17,485 

at the 2011 census and of these around half (53%) were living in the ‘very remote’ 

communities depicted in Figure 1.   

3.2 Survey data describing views of community residents on whether ‘new drugs’ 
were being used in the community 
By the end of July, 2015, we had completed surveys with 1158 community residents 

conducted as part of the AMP evaluation.  The surveys were conducted in 10 of the 15 

communities with AMPs in place.  The 10 communities surveyed included four in the ‘outer 

regional’ and ‘remote’ group and six in the ‘very remote’ category.  Among a number of 

survey questions, participants (aged 18 years and over) were asked whether they believed 

there were any ‘new drugs being used in the community recently’.  Participants were asked 

to rate their opinion by indicating either: ‘strongly agree’, ‘agree’, ‘don’t know/unsure’,  

‘disagree’ or ‘strongly disagree’.   

The survey results were depicted using graphs of participant agreement or disagreement 

comparing the two categories of remoteness, i.e. participant responses in ‘outer regional’ 

and ‘remote’ communities compared with responses in ‘very remote’ communities. 
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3.3 A web-based survey of front-line service providers 
Front-line service providers in health (including emergency medicine), law enforcement, 

emergency services, community and youth support, justice, education and local government 

along with other relevant sectors were approached and invited to participate in a 

confidential web-based survey.  Participants were asked to provide information about the 

following: 

• The towns and communities they had worked in during the preceding 6-18 months1.   

• The proportion of their service workload that they estimated to be caused by a range 

of substances and ensuing behavioural factors: 

o Alcohol; 

o Cannabis; 

o Meth/amphetamine; 

o Inhalants (e.g. petrol, paint, glue, aerosols); 

o Combined use of alcohol and drugs or more than one drug; 

o Reasons other than alcohol or drug use (recognising that many patients or 

clients have established mental health issues that can be exacerbated by 

drugs and/or alcohol), and,  

o Other drugs (e.g. cocaine, synthetic cannabinoids). 

• Whether the service workload related to the above substance use and behavioural 

factors had changed (increased, decreased) during the preceding six months 

compared with the previous calendar year (2014) 

• A list of behaviours and incidents was created based on evidence in the literature 

that they are linked with meth/amphetamine abuse and on the views of some key 

informants who described these in interviews.   

o Persons agitated or violent requiring physical restraint or Police 

intervention12, 13 

o Persons agitated or violent requiring sedation13-16 

o Persons threatening self-harm or suicide17 

o Persons who appear paranoid, delusional, experiencing bizarre thinking or 

hallucinations2, 13, 18 

                                                             
1 The Cairns and Hinterland Hospital and Health Services Ethics Committee required that Queensland Health 
staff working in the Torres and Cape District did not provide this information to the researchers. 
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o Persons who are unusually suspicious of others around them12, 13 

o Persons complaining of a greatly elevated body temperature above normal 

(hyperthermia)13, 19 

o Persons with recent chemical burns or exposure to chemical contaminants13 

o Any injury to front-line service providers13 

o Any other incidents not listed above which may be related to acute 

intoxication with alcohol and/or drugs.12, 14, 20, 21 

In terms of the substance use and behavioural factors, participants were asked to 

assess whether, during the past six months, they had observed or experienced any of 

the above kinds of incidents or behaviours and, if so, how often: ‘never’, ‘rarely’, 

‘monthly’, ‘weekly’, ‘daily’. 

• We also asked front-line service providers whether they felt that they had the 

resources and information needed to cope with their current drug and alcohol-

related workload. 

3.4 Interviews to capture information about the prevalence and impacts of 
meth/amphetamine use 
Using qualitative methods developed for the AMP evaluation study6, semi-structured 

interviews were conducted with Indigenous community members and with providers of 

services to Indigenous communities in selected localities.  Participants were sought from 

these sectors: 

• Local Government Council members;  

• Health service providers; 

• Men’s and women’s groups; 

• Justice groups, and, 

• Police. 

The following issues were discussed and the information recorded or noted: 

• Whether any new drugs have been used in the community/town recently and what 

are the differences between the past six months and any trend over the past one to 

two years? Further inquiry was made regarding the types of drugs, accessibility, 

methods of use and who was using them. 

• How is the use of any new drugs affecting: 
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The individual user? 

The family? 

The community? 

• To enhance protective factors, what additional resources are needed (over and 

above those normally needed) by service providers and community members to 

adequately address current drug and alcohol issues?  

3.5 What information is needed for a decision-making framework to inform 
practical and cost-effective responses? 
To inform the most appropriate response to any new drug and alcohol issues, ‘ice’ in 

particular, a practical framework is required that is accessible to decision-makers.  In order 

to provide the basis for such a framework, we considered:  

• the nature of the typical cases seen by front-line service providers and in 

communities; 

• the plausible ‘worst case’ and ‘best case’ scenarios for the future occurrence of 

typical acute and severe cases and, 

• the kinds of interventions relevant to the region to prevent a ‘worst case’ scenario 

from occurring.  

In order to make the most cost-effective responses to address the impacts of any new 

patterns of drug use, information is needed to better understand the economic 

consequences of not responding.  A surge in the use of more harmful types of drugs will 

have consequences for service providers, with associated economic costs.  By contrasting 

the possible cost savings from implementing interventions against the costs of not 

responding, a simple ‘business case’ can be developed to show what could be saved with 

investments in interventions.  Specific information is required to do this.  We provide an 

overview of the data requirements for a ‘business case’ and how it can be used to prioritise 

expenditure.    
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4. Results: survey data describing views of 
community resident on whether ‘new drugs’ were 
being used in the community 

Data from surveys with a total of 1158 residents (562 males and 596 females) are reported 

in this section.  Overall, 41% of survey participants asserted that new drugs were being used 

in their community; some (around 5%) specifically nominated ‘ice’ (see Figure 2).  However, 

people’s opinion was somewhat divided because around one-quarter (26%) said they were 

unsure or did not know and around one third (34%) disagreed with the proposition.   

When the data for the survey participants is depicted graphically across the two groups of 

remoteness categories, it is clear that the 490 people surveyed in the six ‘very remote’ 

communities tended to be less sure, or to disagree, that ‘new drugs have been used in the 

community recently’ (see Figure 2). This was quite different in the four ‘remote’ and ‘outer 

regional’ communities where the 668 people surveyed tended, on the other hand, to take 

the opposite view and agree that new drugs have, in fact, been used in the community.   

This comparison points to underlying different experiences of ‘new drugs’ in these different 

geographical areas.  In general terms, the closer a community is to a town, the stronger was 

the view that ‘new drugs’ were being used in the community (Figure 2). Survey participants 

were invited to provide further comment if they wished.  Some of their additional 

comments reinforced not only the great concern being felt, but also revealed an 

encouraging resolve to address the uptake of ‘ice’ locally (see Figure 2).   
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“There’s ice first time.  We need the police worried in here, really cracking 
down on it.”

“Soon ice will come and that will mean we are in big trouble.”

“There are other drugs. I don’t know what they are taking, but they don’t get 
that stupid on marijuana.”

“That other stuff wouldn’t come here. We’re strong here. We talk about that 
a lot in men’s group last year. Already decided we don’t want that here”.

“No, we will fight to keep ice out.”

0

10

20

30

40

50

0

10

20

30

40

50

0

10

20

30

40

50

0 Strongly agree Agree Don't know/unsure Disagree Strongly disagree

'outer regional' and 'remote' communities (n=668)

'very remote' communities (n=490)

Total (N=1158)

Pe
rc

en
t

'New drugs have been used in the community recently'

Agree

Disagree

Figure 2. 
The views of 1158 adults (562 males and 596 females) resident in 
communities affected by alcohol management plans in Queensland
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5. Results of the web-based survey of front-line 
service providers 

Between July and November, 2015, a total of 193 people responded to the survey.  There 

were 126 fully completed surveys and 57 incomplete surveys, a total of 183.  Thirty-six 

survey participants were excluded because they provided no formal consent to use the 

information after starting the survey (n=22) or had not worked for at least six months in 

their service or work unit (n=14); meaning that it was not possible to be sure that they 

would have any recent directly-relevant experience. The characteristics of the remaining 

157 survey participants who provided at least some information in response to the survey 

are summarised in Table 2.  It is difficult to report a precise number of people initially 

invited to complete the survey (to calculate a response rate) as participants were usually 

invited through their central service management structures meaning that recruitment was 

generally outside the control of the researchers.  However, we are confident that at least 

250 people were invited to participate.   

Table 2. Characteristics of participants who responded to the web-based survey 
In what service are you currently employed? 

Health Law 
enforcement 

Community 
and youth 

support 
services 

Justice Local 
Government 

Education Other 

118 12 11 7 5 2 2 
Would you describe your role within your service or work unit as having mainly direct or indirect 
contacts with service clients or patients? 

Mainly 
direct 

Mainly indirect Other     

130 24 3     
I have served in this current role in my work unit or service for 
Less than 6 

months 
6 to 18 
months 

Longer than 
18 months 

    

34 9 114     
I have served in my work unit for a total of 
Less than 6 

months 
6 to 18 
months 

Longer than 
18 months 

    

17 2 38     
What proportion of your service’s client base is Aboriginal and/or Torres Strait Islander? 

None About 25% About 50% About 75% 75% or 
more 

  

2 32 26 15 82   
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The majority of participants worked in health services (75%) and had mainly direct contact 

with service clients or patients (83%).  Around 94% had been working in their current role 

for at least six months with a majority (88%) having worked in their service at least 18 

months.  Most participants (88%) worked in services whose client base comprised around 

half or more Aboriginal and/or Torres Strait Islander clients.  Figure 3 shows the localities 

where the survey participants were based or the location they were reporting on.  In the 

end, it was difficult in this survey’s results to clearly distinguish between the information 

that related directly to the ‘very remote’ communities from information about populations 

closer to, and in, the larger centres.  Overall, however, the survey participants reported 
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information for localities from across the regional spectrum of geographical remoteness.  

5.1 Relative proportion of service workload estimated to be caused by alcohol 
and/or drugs 
We specifically asked survey participants to reflect on their observations and experiences in 

their work unit or service from the beginning of 2014, approximately 18 months before the 

survey.  They were asked to estimate the proportion of their work unit’s workload caused by 

the alcohol and/or drug use factors and behaviours listed in section 3.3.   

 5.1.1 Interpretation of this data 
It is important to stress that these estimates were made independently of each other in the 

survey, so they should not be read as precisely determined proportions adding up to 100% 

of each participant’s actual workload.  The nature of these estimates permits a ranking, not 

a precise quantification, of the relative workload believed by the front line service providers 

to be caused by each substance use and behavioural factor in their work unit. 

In Figure 4 (and subsequent figures like it) the results for each factor comprise the 

categories along the horizontal x-axis.  The vertical y-axis summarises the clustering of 

participants around the different estimated proportions of workload for each factor.  The 

line in the middle of each vertical box represents the median value, i.e. the proportion of 
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workload that was estimated by half (50%) of the participants for the substance 

use/behavioural factor depicted.  Dots in the figures are outlying values. With these 

limitations in mind, from Figure 4, it is possible to say that half of the participants were of 

the view that alcohol ranked first as the major significant cause of their workload over the 

past 18 months.  Moreover, in descending rank order, the workload of front line service 

providers over the past six months was seen to be caused by:  

i. alcohol;  

ii. a combination of alcohol and drugs;  

iii. reasons other than alcohol and drugs;  

iv. cannabis; 

v. meth/amphetamine;  

vi. inhalants, and,  

vii. other drugs.  

 
5.2 Changes in workload and commitment of time and resources during the past 
six months compared with last year (2014) 
Figure 5a suggests that, overall, where meth/amphetamine was believed to be involved, 

workload and time commitment of front-line service providers increased over the past six 

months compared with last year (2014).  Just over half (53%) of participants believed there 

had been an increase compared with 2014.  Opinion was more divided about changes in 

workload caused by alcohol, the combined use of alcohol and drugs and cannabis which 

were seen to have increased by 35%, 40% and 26% of participants, respectively (Figure 5a).   

5.2.1 Differences between the ‘very remote’ communities and the ‘remote’ and ‘outer 
regional’ localities 
Figure 5b shows that, for meth/amphetamine, the proportion of participants who perceived 

associated changes in workload and time commitment in the ‘very remote’ localities is 

considerably lower than the proportion in the localities closer to towns or regional centres, 

i.e. the ‘remote’ and ‘outer regional’ localities.   
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5.3 Experiences of incidents and behaviours, their estimated frequency of 
occurrence and the perceived role of alcohol and drugs during the past six 
months 
Participants were asked to estimate how often during the past six months the incidents and 

behaviours listed in section 3.3 were observed or experienced.      

 

Interpretation of graphs 

The graphs in the following sections are similar for each type of incident or behaviour 

examined.  Against each of the frequency categories on the vertical (y) axis: ‘never’, ‘rarely’, 

‘monthly’, ‘weekly’, ‘daily’, each substance use group or factor is rated.  The order of 

presentation of the types of incidents and behaviours in the following (sections 5.3.1 to 

5.3.9) is from the more frequently seen (on average) to the least, namely: i) persons 

agitated or violent requiring physical restraint or police intervention, ii) persons threatening 

suicide or self-harm, iii) persons exhibiting paranoia, delusional behaviour, bizarre thinking, 

hallucinations, iv) persons appearing unusually suspicious of others around them, v) persons 

agitated or violent requiring sedation, vi) any injury to front line service providers, vii) 

persons complaining of hyperthermia, viii) persons with chemical burns or exposure to 

chemical contaminants, and ix) other drug and alcohol related incidents.   

Between 132 and 139 participants provided assessments.  Overall, in line with workload 

estimates described in section 4, these diagrams show that alcohol or a combination of 

alcohol and other drugs tended to be seen by participants as the more prominent and more 

regular causes of the incidents and behaviours observed or experienced.   

5.3.1 Persons agitated or violent requiring physical restraint or Police intervention  
These incidents were observed or experienced by 84% (=117/139) of participants.  Half the 

participants saw these kinds of incidents linked with alcohol and also with the combined use 

of alcohol and other drugs on a monthly basis (Figure 6). More rarely were they linked with 

reasons other than drugs and alcohol, cannabis or meth/amphetamine.  Seldom were these 

incidents seen where inhalants or other drugs were involved. 
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5.3.2 Persons threatening suicide or self-harm 
Persons threatening suicide or self-harm were observed or experienced, by 86% (=112/136) 

of participants.  Half of the participants believed these incidents were linked with alcohol 

and on a monthly basis (the median value) (Figure 7).  

5.3.3 Persons exhibiting paranoia, delusional behaviour, bizarre thinking, hallucinations 
Persons appearing paranoid, delusional, with bizarre thinking and hallucinating were 

behaviours observed or experienced by 82% (=112/136) of participants.  Half the 

participants saw these incidents linked mainly with alcohol but also with a range of other 

substance use or behavioural factors, but not frequently during the past six months (Figure 

8). 

 

5.3.4 Persons unusually suspicious of others around them 
Around two-thirds (66%=88/133) of participants observed or experienced persons unusually 

suspicious of others around them.  Half the participants saw these incidents linked with 

alcohol and several other substance use and behavioural factors, but again, generally not 

frequently (Figure 9).  
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5.3.5 Persons agitated or violent requiring sedation 
Almost two-thirds (63%=87/138) of participants observed or experienced persons agitated 

or violent requiring sedation in the preceding six months.  These events were not seen very 

often, and a range of substance use and behavioural factors were thought to be involved 

(Figure 10). 

5.3.6 Any injury to front line service providers 
Injuries to front-line service providers were observed or experienced by 34% (=45/133) of 

participants.  These did not occur frequently, but when they did, alcohol, the combined use 

of alcohol and drugs and meth/amphetamine were seen as the lead factors (Figure 11). 

 

5.3.7 Persons complaining of hyperthermia 
Few participants (16%=21/133) observed or experienced incidents where persons were 

complaining of hyperthermia (data not shown). 

5.3.8 Persons with recent chemical burns or exposure to chemical contaminants 
Also, few participants (10%=13/133) observed or experienced incidents where persons were 

suffering chemical burns or exposure to chemical contaminants (data not shown). 
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5.3.9 Other drug and alcohol related incidents reported 
Thirty-nine percent (=52/132) of participants reported other types of drug and alcohol-

related incidents.  Emphasising, once again, the serious nature of the range of incidents 

observed and experienced by front line service providers, these incidents featured: mental 

health presentations and situational crises for clients, child neglect and abuse, violence 

(including domestic violence), aggression, verbal abuse, assault, murder, suicide and 

property damage, public intoxication from alcohol and drugs.  In just five of these 52 further 

incidents was any form of meth/amphetamine believed to have played a role. 

5.4 Elements of a typical incident perceived to be linked with 
meth/amphetamine 
To summarise the above results for the type of incidents observed and experienced, Figure 

12 plots the average estimated frequency of occurrence (vertical y-axis) of each type of 

incident observed or experienced (horizontal x-axis) across each of the substance use and 

behavioural factors seen to be involved (inclined z-axis).  This provides a picture of the 

profile of the meth/amphetamine incidents and behaviours ranked according to their 

observed average relative frequency of occurrence (along the x-axis) and positioned within 

the substance use and behavioural factors ranked according to frequency (along the z-axis).  

The chart (Figure 12) suggests that, on average amongst the front line service providers 

surveyed, incidents or behaviours observed or experienced in the populations they service 

where meth/amphetamine is believed to be a factor, have occurred infrequently during the 

past six months, generally not more than monthly.  In rank order of average frequency of 

occurrence, the behaviours or incidents observed or experienced linked with 

meth/amphetamine have tended to be manifest in: 

• Persons agitated or violent requiring physical restraint or police intervention; 

• Persons threatening self-harm or suicide;  

• Persons who appear paranoid, delusional, experiencing bizarre thinking or 

hallucinations; 

• Persons who are unusually suspicious of others around them, and,  

• Persons agitated or violent requiring sedation. 
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Notwithstanding the perceived impact of meth/amphetamine, all of these, along with 

injuries to front-line service providers, were perceived to occur more frequently during the 

past six months where alcohol and the combined use of alcohol and drugs were involved.  

Importantly, there is a significant influence of cannabis use and a background of ‘other 

reasons’ (see Figure 12) which include patient and client behaviours that are not linked with 

drugs or alcohol, specifically underlying mental health issues.   

5.5 Resources needed, preparedness and confidence of front line service 
providers to respond to the current drug and alcohol related workload 
Resources were regarded as not sufficient to deal with the current drug and alcohol 

workload by 63% (=83/132) of survey participants with around half 48% (=63/132) believing 

their work unit’s front-line staff were sufficiently confident or adequately prepared to 

address it.  Although wide-ranging comments were received from survey participants, 

including considered recommendations to rectify the situation, some of the more impactful 

statements are listed below. 

 

“Police have no diversionary centre for those affected by drugs and or alcohol.  The only 
option for a predominantly indigenous client base is to place them in a watch house.  
Whilst there is a great community relationship and most clients recognise that this is a 
necessity and a majority are not charged, they are diverted to a place of safety or 
detained for a breach of the peace and alternative care options sourced - ie QAS 
[Queensland Ambulance Service].  This is a stop gap policy as Qhealth [Queensland 
Health] have no security options, secure areas for mental health or drug affected clients.  
The diversionary centre does not take any police related clients from immediate 
incidents even when beds are spare.  Clients that are in a drug induced psychosis 
through either the combination of alcohol and drugs have very limited options.  If an 
Emergency Examination Order is executed by police, I have only seen two in 4.6 years 
actually enforced by Drs at [regional] Hospital.  One reason is a lack of resources at the 
hospital, two there is no safe areas for staff or the affected patient and if they are 
chronic they are required to be intubated and sent out via RFDS placing them at a 
greater clinical risk.” 
 
“Risk Management plan and support for isolated clinics especially single post clinics [is 
required].” 
 
“Need to improve the way we test our employees for fitness for work. We currently use 
random instant urine tests, however we believe that some employees are using 
substitute or fake urine to pass the tests.” 
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“Blaming any increase in presentations that are drug related is myopic.  In my 
experience, drug use is a response to trauma, systematic disadvantage, lack of 
opportunities, racism, boredom, poor attachments, poverty.  By only focusing on the 
supposed "ice epidemic" you absolve society of the collective responsibility for 
vulnerable populations by shifting drug use from a social problem exacerbated by 
entrenched social disadvantage to an "individual problem" in which individuals can be 
blamed for their "poor life choices and decision making processes". 
 
 “Where I work is critically understaffed and has been placed on a risk register in terms 
of patient safety because of it.  We cannot cope with the load we have now let alone if it 
increases.” 
 
“[There is a] complexity of cases involving alcohol and drug use, domestic violence, and 
complex trauma history within context of regular loss and grief. This level of work 
requires consistent groups of workers across disciplines that effectively work together. 
Group programs are important to gain support for people in numbers within a given 
community. Likewise this also needs to take account of high level of chronic disease in 
same group, often also with possible level of brain injury due to trauma and past alcohol 
and drug use. Needs to be a linking of services so as simple messages get repeated by all 
health workers to support required changes whether that be in relation to chronic 
disease management, alcohol/drug use, domestic violence, child safety issues. Rather 
than all these issues being divided and responded to separately we need a framework 
that supports working from a trauma based perspective that accommodates all aspects 
what is occurring in communities that has a strengths base to it. This would also likely 
enhance staff retention and support as well as get better outcomes with what resources 
are already in place. Training for all in relation to working from a trauma lens 
highlighting importance of relational context of indigenous culture and importance of 
collaboration in its true sense...policies to drive higher level of on the ground 
collaboration and planning for effective responses to individual communities and 
people.” 
 
“[we need]…. security skilled in taking down violent patients, aggressive behaviour 
management training (the week long one not the 30 minute video) written policy & 
procedures to support staff in decision making around this patient group. Proper 
seclusion facilities within the Emergency Department - monitored. Recognition that this 
patient group needs special care and trained staff to care for them.” 
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6. Results of face-to-face interviews 
6.1 Where were the interviews conducted and with whom? 
Face-to-face interviews took place in August 2015 with visits to seven sites across the north 

Queensland region. Telephone interviews were conducted with participants in a further four 

sites in September, making 11 sites in total.   Those interviewed included community 

members and/or representatives of local government, youth services, law enforcement, 

employment, drug and alcohol and other social support services.  Of the 53 participants, 29 

(55%) identified as being Aboriginal and/or Torres Strait Islander. Participant ages ranged 

from 19 to ≥50 years.  Participants had over 1200 years combined service experience 

between them in the region’s communities and towns.  

Figure 13 depicts the distribution of the 11 sites and the numbers of people for each site 

who provided comment.  Some participants reported on more than one site.  There were 20 

participants who provided comments about five ‘very remote’ sites and 47 participants who 

provided comment about the six sites in the ‘remote’ and ‘outer regional’ category.  Where 

the available information permits, in the following results, the locational context for the 

comments is emphasised in the following results. 

6.2 Presence of new drugs – is it ‘ice’? 
New drugs in different forms of meth/amphetamine were reported to have been tried in 

recent times in two ‘very remote’, one ‘remote’ and one ‘outer regional’ locality; and were 

not present in three others among the 11 sites for which information is available (Table 3).  

The use of meth/amphetamine was perceived to be already established in the remaining 

four sites in the ‘outer regional’ and ‘remote’ localities (Table 3).   

In response to questioning, a range of meth/amphetamine forms, including crystal, powder 

or tablet forms were described.  Local terms used included ‘speed’, ‘blingo’ and ‘ekkies’ but 

with the term ‘ice’ also used by most participants.  Generally, a clear understanding, or 

specific description of the types of substances being used could not be gleaned from the 

interviews.  For instance, some participants, speaking about the ‘remote’ and ‘outer 

regional’ sites, used the words ‘speed’ and ‘ice’ interchangeably, exemplified by this 

statement: “There might be some confusion between speed and ice or using ‘the works’ to 

mean the same thing.”  Users themselves may not be certain about what form or forms of 
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meth/amphetamine they are accessing: “People are crazy with what they are getting and 

putting together… people don’t know what they are injecting.”   Although it was reported for 

one of the ‘very remote’ localities that a small established group of meth/amphetamine 

users had tried using something described as ‘ice’, there was little information forthcoming 

about patterns of use for communities in this remoteness category.   

Figure 13. 
Indigenous communities and selected towns in Queensland regions where information is available 
from in-depth interviews and focus groups with a total of 53 participants with experience across 11 
localities (with some participants commenting on more than one of these 11 localities)
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6.3  When did ‘ice’ begin to be noticed? 
The presence of meth/amphetamine, described as ‘ice’ was first perceived by participants 

around 18 months ago in several communities (see Table 3). The level of concern seems to 

have generally increased across the communities over the past six months.  In some sites, 

isolated incidents of highly unusual behaviours aligned with acute mental health episodes 

were believed to be related to meth/amphetamine use and specifically believed by 

participants to have been due to ‘ice’.  But, reflecting results from community surveys, there 

were differences in the experiences of the ‘very remote’ localities compared with the 

‘remote’ and ‘outer regional’ localities. 

6.3.1 ‘Very remote’ communities 
In two ‘very remote’ communities, and also in one ‘remote’ community, participants 

declared their belief that their community was currently free from illicit drugs (other than 

cannabis).  However, in both of the ‘very remote’ communities, isolated incidents of 

meth/amphetamine use, of some kind, in the past 18 months were reported.  Participants 

further asserted that meth/amphetamine was not currently used because the users had 

either left the community or were forced out.  For only one ‘very remote’ Indigenous 

community could we be confident that meth/amphetamine was the substance used.  A 

behaviourally disturbed community resident was treated at the community clinic. 

Meth/amphetamine was confirmed by toxicology, according to the experienced clinician 

who reported this information.   

For most of the ‘very remote’ communities not yet experiencing significant 

meth/amphetamine use, several participants reported feeling that the arrival of such drugs 

was almost inevitable. This is believed to be so because of proximity to towns, or because of 

family connectedness with towns or communities where meth/amphetamine use is already 

established or emerging.  Notwithstanding these concerns, several participants in the ‘very 

remote’ localities stated the view that alcohol and cannabis remained the substances of 

most concern for their community at present. 

6.3.2 ‘Remote’ and ‘outer regional’ localities 
In these localities, the picture is more complex with some variations between ‘outer 

regional’ and ‘remote’ centres.  In one ‘remote’ community, injecting drug use, including 

meth/amphetamine, was reported to be contained to a small closed group of established  
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Table 3.  Meth/amphetamine use reported in interviews by remoteness of site including 

terminology used to describe drugs and reported methods of use 
 
Remoteness Reported current 

presence of  
meth/amphetamine 

Terminology used Methods of use 

‘Outer regional’ (Town)  Established ≥2 years Ice; chemical they are 
putting with yarndi; 
speed snow cones 

Injecting or mixing with 
alcohol or sprinkling on 
yarndi. 

‘Outer regional’ 
(Community)  

Emerging ≤2 years Speed snow cones;  
meow-meow; 
mixing cannabis with 
medications; looks like 
rock salt; ice; speed; 
ice and speed 

Smoking with cannabis; 
injecting (speed); melting 
in a spoon and drinking 
it; smoking with a glass 
pipe; injecting ice. 

‘Remote’  
(Town) 

Established ≥2 years 
(mainly non-Indigenous 
users) 

Amphetamines and ice; Shot up and snorted; 
using lightbulbs; glass 
pipes; injecting. 

‘Remote’  
(Town)  

Established ≥2 years 
(Indigenous and non-
Indigenous users) 

Bath salts; ice; speed 
(long standing) 

Ice being given out as 
lollies and spiking drinks; 
kids pinching lightbulbs; 
smoking and injecting. 

‘Remote’ (Community) Emerging ≤2 years Ice Glass pipe; rolled up 
cardboard and burning 
on foil; stick it on top of 
their cannabis…in a bong. 

‘Remote’ 
(Community)  

Not present - - 

‘Very remote’  
(Town) 

Established ≥2 years Ice No information 

‘Very remote’ 
(Community) 

Emerging ≤2 years Ice Injecting (only one 
person); drinking; 
smoking with cannabis 
(in a bong); sniffing. 

‘Very remote’ 
(Community) 

Emerging ≤2 years Ice Lacing gunja with ice; 
injecting. 

‘Very remote’ 
(Community)  

Not present  
(came and went) 

Ice Smoking with cannabis. 

‘Very remote’ 
(Community) 

Not present  
(one report of ‘pill’ use) 

- Pills (not defined). 
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users, with little evidence of any recent change in their use from amphetamine to 

methamphetamine.  In this community there was a suspected recent increase in the 

numbers injecting.   

In the towns and in the communities in the ‘remote’ category there are similar small 

populations of established amphetamine users who inject.  Again, no information was 

reported to us in these localities that would suggest any increase in the numbers injecting or 

that they had shifted to using purer forms of meth/amphetamine. 

Adding to the complexities, in two localities, namely an ‘outer regional’ community and a 

‘remote’ town, we documented reported use of new psycho-active substances including 

‘meow-meow’ or ‘bath salts’ (mephadrone or 4-methylylmethcathinone and/or MDPV-

methylenedioxypyrovalerone). Participants interviewed in the town attributed five deaths 

to the use of MDPV between 2011 and 2014, with at least one of the deceased persons 

Indigenous. Three of these deaths apparently occurred in a cluster between November 2013 

and January 2014.  Synthetic speed and synthetic cannabis were reportedly also used in the 

town, a mining centre.  Recently the use of synthetic drugs in this centre had apparently 

decreased in response to changes in laws aimed at generally reducing their accessibility. 

6.4 Who is using the new drugs? 
6.4.1 ‘Very remote’ communities 
People thought to be using meth/amphetamine were reportedly both males and females 

aged between 16 and 40 years. Younger users in the ‘very remote’ communities were 

thought to be very few and largely believed to be using in an experimental and 

opportunistic manner, with cannabis being their drug of choice.  

6.4.2 ‘Remote’ and ‘outer regional’ localities 
The established injecting users of ‘speed’ in the six ‘outer regional’ and ‘remote’ 

communities were thought to be older – from 30 years upward. Indigenous users, mainly 

male, in the ‘outer regional’ and ‘remote’ towns were thought to be involved in regular use.  

In the ‘outer regional’ mining town, a range of synthetic drugs were reported to have been 

introduced by mine workers seeking to avoid positive drug tests in their workplaces. 
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6.5 Methods of use 
Participants reported knowing of several methods of using meth/amphetamine: smoking, 

snorting, drinking and injecting (Table 3).  Participants specifically described injecting 

equipment and glass pipes that they had observed. 

6.5.1 ‘Very remote’ communities 
Reflecting the heightened concerns for the uptake of ‘ice’ in the ‘very remote’ localities, 

there was little hard evidence, but much conjecture, that dealers were using devious 

strategies to recruit young users:  

“They [dealers] are then lacing gunja with ‘ice’.  We have 11, 12 year olds buying 

gunja.  What is going to happen to them if they are unknowingly using this drug?” 

There were frequent reports across the communities of the unusual practice of smoking 

“snow cones”; where either a powdered form of meth/amphetamine, or “crushed crystals”, 

is sprinkled on top of cannabis packed into the cone of a bong. One member of a ‘very 

remote’ community expressed the fear that premixed cannabis and meth/amphetamine 

may be accessible and appealing to younger users. 

6.5.2 ‘Outer regional’ and ‘remote’ localities 
In one ‘outer regional’ town Indigenous youth reportedly stole light bulbs to use to vaporise 

substances, as a substitute for a glass pipe.  Additionally, there were reports in several sites 

of people spiking drinks or lacing cannabis with what was thought to be ‘ice’, for the 

entertainment of onlookers or perhaps for predatory sexual purposes.  

6.6 Availability and ease of access 
There were no reports by interview participants of meth/amphetamine manufacture in the 

‘very remote’ or the ‘remote’ Indigenous communities and no clear reports of any organised 

trade in meth/amphetamine.  However a few community members claimed they were 

aware of manufacture in the nearby ‘outer regional’ service centres and towns. Participants 

said they believed that both local Indigenous people, and Indigenous and non-Indigenous 

outsiders were bringing meth/amphetamine into the ‘remote’ and ‘very remote’ 

communities. There is no evidence from the interviews to suggest that there has been any 

significant recent escalation in amphetamine trafficking into the ‘remote’ and ‘very remote’ 

regions in far northern and northwest Queensland.  Publically-available police information 
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for the Gulf of Carpentaria region and for Cape York and Torres Strait suggests that such 

trafficking is not firmly established22.  

6.7. Impacts of drug use on the individual 
Comments about observed impacts on individuals were more frequently reported by those 

interviewed and describing circumstances in ‘outer regional’ and ‘remote’ localities, not for 

the ‘very remote’ localities, reflecting the very limited use in the latter.  Suspected 

meth/amphetamine users, when intoxicated, were reported to exhibit bizarre behaviours, 

including ‘psychosis’ reflected in symptoms such as auditory hallucinations and paranoia and 

symptoms of aggression, violence, irritability, and agitation. Self-harm and suicidality were 

reported to be associated with intoxication and severe depression was seen to be 

associated with the ‘come down’.  Suicidal ideation was observed in one ‘outer regional’ 

town in youth who were ‘coming down’ from meth/amphetamine and, significantly, these 

youth had not previously exhibited suicidality, according to the clinician who provided the 

information. 

6.8 Impacts on the family 
For the ‘very remote’ communities we have no evidence to describe the impacts on families.  

However, we were provided comprehensive insights into the experiences of families in a 

‘remote’ town where meth/amphetamine use was already established.  Participants 

interviewed in this ‘remote’ town reported instances of very aggressive behaviour and 

violence:  

“[family members would be] afraid of approaching an angry teenage boy – there are 

lots of single mothers. Some of the girls are worse than the boys – temperamental, 

paranoid – thinking people are talking about them. Girls are moodier than boys when 

high, a lot less controllable.”   

Family members were reportedly overwhelmed attempting to deal with the issue:  

“Lots of families and friends give up – just let the person do what they have to do – 

like dodge ‘em when they’re high. Let them go until they make a mistake.” “The 

ripple effect of ice use impacts the community in various levels. It’s impacting at the 

heart of families adding to the disparity on the home-front. Each family group has 

one person to keep the family united. The tensions of ice are fueling hopelessness in 
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the unity of the families –I can’t do any more than I am already. Some people are 

moving away to protect their own family. It’s like a cancer – more people are being 

ostracized and abandoned.” 

Families of most Indigenous users appeared to be bearing the brunt of providing care for 

them:  

“I don’t think a lot of users understand the risks. At the present they are enjoying the 

buzz the stuff gives them. They get no support other than from their families. The 

families don’t know how to deal with it.”   

Several participants spoke of the urgent need for support for families of users:  

“Sometimes it’s not about the user – the parents and immediate family need someone 

to download on, support. There’s no support, no outreach…”  

6.9 Impacts on the community 
For those communities where meth/amphetamine use was regarded as an emerging issue, 

participants expressed concerns about the impact on service providers, particularly police, 

ambulance and health services. One non-Indigenous participant in an ‘outer regional’ 

community feared the same kinds of impacts on first response services that they had 

experienced interstate:  

“The impact on resourcing is huge. In [an outer regional area outside Queensland] 

there were no security staff at the hospitals. Most small hospitals rely on police. 

Advanced care paramedics can give intramuscular midazolam which can de-escalate 

things and get the person to a hospital. But then that ties up the nursing staff and 

police. The ED staff are fully occupied, the police are off the road, the ambulance is 

off the road…. One ice patient has the capacity to remove emergency response in a 

small town for at least two hours. If the person is sedated they generally are 

evacuated to a higher care centre. If someone is unconscious they need constant care 

not just regular observations.” 

In one ‘remote’ town located near an Indigenous community, meth/amphetamine use was 

reported to be established among mostly non-Indigenous users.  In this town, the view of 
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one service provider was that the full extent of use was not known as many users were not 

yet seeking treatment or other forms of assistance:  

“We are only seeing the tip of the iceberg at the moment.”  

In another ‘remote’ town where meth/amphetamine use was reported to be established in 

both the non-Indigenous and Indigenous population, violence presumed to be associated 

with meth/amphetamine use was reportedly spilling outside of the homes:  

“When they are tripping they end up fighting. The next day they pop again [take more] 

to carry on that fight. Get a bit of energy to do a few more hours of fighting. They don’t 

seem to feel anything. They are walking around being ‘aggro’. There’s also random 

fighting.” 

6.10 Protective factors for preventing uptake of new drugs 
The protective factors related to preventing the uptake of new drugs are summarised in 

Table 4 at the end of this section.  Across communities there was strong agreement that 

meaningful employment, education and mentoring were major protective factors. The 

Commonwealth Government’s ‘Work For the Dole’ employment/job readiness scheme is 

currently being implemented by a range of service providers in ‘outer regional’, ‘remote’ 

and ‘very remote’ localities. The recent changes in these kinds of services have meant loss of 

some previous programs that were thought to enjoy a measure of success in preventing 

drug use generally, as reflected in these comments by a service provider working in ‘very 

remote’ communities:  

“And it’s [a youth mentoring program] that is one of the most important things that 

they have taken out of this new contract which is quite disappointing”.  

A further protective factor for the uptake of new drugs identified by several interview 

participants was the demonstrated ability of their community to take prompt and decisive 

action:  

“Community action doesn’t happen until something bigger happens. With sniffing 

here, we had police support. The community has to join together and say “we have 

had enough.”  
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Another commonly identified protective factor was fear of the impact of the new drug: 

“Fear factor about ice is the one thing holding them back.”  

Geographical isolation was also thought to be a protective factor, particularly when coupled 

with strong traditional practices:  

“There is not much drug and alcohol use from the families up there [small isolated 

community], that’s pretty, more traditional, I would say it is more a traditional way of 

life, but the people up there are less influenced by white society they live that way and 

the families have lived up there for a long period of time… over the years I have never 

ever had a problem with people being affected up there.” 

6.11 Additional resources required to address current drug and alcohol issues 
Participants most frequently identified the need for activities aimed at the prevention of 

drug uptake (see Table 5 at the end of this section):  

“It would be helpful to have more resources to include prevention work…we need 

more Indigenous specific resources for education.”  

The most commonly mentioned strategy was the provision of drug and alcohol information. 

The main targets identified were school children and, specifically, primary school students. 

Community forums or meetings were also perceived as opportunities to provide education, 

to reflect on community strengths and develop strategies for action. Diversionary activities 

for youth were also frequently mentioned. Many of the sites had established youth facilities 

such as recreational centres, but usually were under-resourced and under-staffed. 

There were general calls for more residential rehabilitation centres closer to communities. 

There were some calls for treatment services that specialized in meth/amphetamine use.  

There were further recommendations for improved follow-up for clients accessing both 

residential and non-residential drug treatment services. 

Specific treatment facilities called for included those for crisis intervention particularly for 

drug-induced psychosis:  

“The biggest problem is if there is a mental health crisis. There is no de-escalation 

room – a quiet room stripped of everything except the bed where the person can 
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recover without disturbing other people in ED – staff and patients. We need properly 

funded mental health units that can deal with chronic depression, self- harm, 

suicidality. Padded room.”  

Generally participants felt that social and health service delivery could be vastly improved 

by better collaborative efforts:  

“Everyone works in silos.”   

Anticipated outcomes of better collaboration included improved client outcomes and 

cultural safety and less service duplication:  

“There’s communication issues between services. We need to have adequate staff in 

order to network well (not just provide services). We need to stop duplication of services. 

We can contribute cultural stuff [by collaborating with main-stream services]. The 

downfall is the way services are funded.”  
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Table 4.  Examples of protective factors identified by interview participants for the uptake of new drugs in selected communities 

Factor Comment recorded 

Employment Work for the Dole has got people engaged again. People are taking ownership and self-responsibility. It provides indirect access to services 

(‘outer regional’ community) 

“Work – once you put your mind to it – seek help get up and get active (‘outer regional’ community) 

Education We both know people who leave school and go straight onto drugs. They don’t do nothing.  We wanted to do something with our lives. 

Boarding school made the difference. It gives you a different look on the world. For the five years experience, I travelled around. We got taught 

leadership skills, to be open-minded – looking at the big picture. We have to EARN stuff in life, not be given it straight. When I got home I got 

looking for a job straight away…  Our friends are really proud of us. They say they are jealous and wish they could be like us. We tell them you 

can do it, but you have to do it yourself. You can still go out and have fun but do it with your own money. (‘outer regional’ community) 

We need the kids to keep going to school. But we have to fix our own selves as parents. For anything to happen tomorrow we gotta start today. 

(‘outer regional’ community) 

Educate key people in our community who can pass on the information – find the key people in families and community. Use flip charts and 

leave them in the community for those people to pass on the story. (‘remote’ town) 

Demonstrated 

community 

capacity to 

deal with 

substance 

misuse  

Always, as soon as they know somebody is coming in and they are sort of starting to sell it or whatever, they will get rid of those people, I don’t 

know how they get rid of those people but they do, and even with the sniffing, the petrol sniffing… they got rid of the people that were coming 

in and introducing that to the community as well  

We’d report the nonsense straight away. Not just the person using but the person selling it. There’s none of the [ice] talk here. We’d report it to 

the police, and the {social support service] if people had a problem with drugs. We’d get them to talk to someone they trust like the [social 

support service] and they will go to other agencies and then the agencies will come together and have a response and deal with it. Everybody is 

family so if anything new comes, one little whisper, everyone will know and start getting upset about it and get together to do something. This 
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place is well protected from other drugs. 

Like I said they just don’t go down that road. It was introduced but never stayed. The men and women of the community would say no. It’s not 

the way here. 

Fear of the 

impact of the 

new drug 

In communities everywhere there’s some resistance to the idea. There is some sense of horror about it [ice]. I think mobilizing a cultural 

approach “this is not us” – building on that. Make it the basis of a real push. The time would be ripe to push that for ice, other 

amphetamines.(‘remote’ town) 

 People are afraid of different drugs in the community and do talk to kids using cannabis and sniffing about how ice is affecting families and 

themselves, about when you are hanging out, stressing, when you don’t have it for a while. Digging at their skin. They are afraid of the younger 

kids, young girls, if they do take ice they’ll try something new like prostitution.(‘remote’ community) 

The good thing about it here is that a lot of people here seen ads about the drug and what it can do, like the effects on the brain. (‘remote’ 

community) 

The kids know it’s dangerous and it is expensive isn’t it.  They watch these police shows and they know how expensive it is.  We have been 

having sessions with the younger ones, from 9 to 14 years old. (‘remote’ community) 

Strong 

connection to 

cultural roots 

There is not much drug and alcohol use from the families up there [small isolated community], that’s pretty, more traditional, I would say it is 

more a traditional way of life, but the people up there are less influenced by white society they live that way and the families have lived up 

there for a long period of time… over the years I have never ever had a problem with people being affected up here (‘remote’ town) 
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Table 5.  Extra resources identified by interview participants to address current drug and alcohol issues arranged by key themes 
 
Theme Resource Comment recorded 

Prevention Drug and alcohol 
education 

We need to educate kids at high school, and through adopt-a-cop program at primary school. Educate community 
through our open days at the mall… Also could have a community meeting – these are called by the council. (‘outer 
regional’ community) 

We need community education and information forums. There needs to be the proper forum for the community to 
come together. We need to focus on what we CAN do (‘remote’ town) 

Youth 
Diversionary 
activities 

The kids are bored. There’s a need for more structured programs. (‘remote’ town) 

We need more staff at the rec [recreational] centre and staff putting in systems. (‘very remote’ community) 

Support and 
treatment 
services 

Residential 
rehabilitation 

We need a residential healing centre within or near the community. ..a healing centre for substance misuse so 
people don’t have to leave family and community.(‘remote’ community) 

We need a res rehab in the bush, where people can get back to country. Let the country work its magic. We need 
community workers who are fair dinkum and straight talking. We need a place where the extended family can 
come and camp. Get the family involved. (‘remote’ town) 

Service 
delivery 

Improved 
engagement with 
client 

Services need to jump in a car and go to people’s homes and share a cup of tea. That’s a starting step [to 
engagement] (‘very remote’ community) 

There’s a need for people running youth groups to be the right people – not judgemental, seeing good outcomes, 
being passionate. They need to be constantly reaching out and following up; having yarns and seeing what people 
would like to do for the day… Most people in those jobs are the wrong people. They don’t want to mix. (‘outer 
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regional’ community) 

We need community-based well-being staff [rather than fly in-fly out]; but people the community can relate to and 
trust. (‘remote’ community) 

There are culturally inappropriate services not linking properly with clients…they are unable to build up a rapport 
with their clients (‘remote’ town) 

Improved inter-
agency 
collaboration 

We have all these services working in silos – they don’t collaborate well. (‘very remote’ community) 

There might be five organisations working with one person but they are not talking to each other. (‘remote’ town) 

Accountable 
services  

Everyone wants that funding bucket and the numbers, but when the services overlap there are problems. Funding 
needs to put money into real places not where it’s just going to spin around and around. It has got to go to the right 
people, right jobs and have real outcomes. The community has to decide the need. We need to have a plan for the 
future. (‘remote’ town) 

Staff 
development 

We drug and alcohol workers need to get educated and aware so we can identify things out of the ordinary; know 
who to go to – the police, ambulance. (‘remote’ community) 

When we try and get people into local services we have trouble because the service providers don’t understand 
about mental health issues. There’s a need for building [mental health] capacity... However the people that deliver 
the training should be Indigenous, appropriate people, local if possible. (‘outer regional’ community) 
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7. Results: Towards a decision-making framework to 
inform practical and cost-effective responses 
 

7.1  Typical cases seen by front-line service providers and in communities 
The data we have reported indicates that among the incidents or cases of behaviours likely 

to be linked with alcohol and/or drug use in the region, alcohol, the combined use of alcohol 

and drugs and cannabis use will typically be involved.  A background of mental health 

disorders among clients and patients is an important factor.  Our evidence indicates that, 

particularly for communities and towns that are in the ‘remote’ or ‘outer regional’ category 

of remoteness, there is potential for a further significant burden of harm due to an apparent 

rise in the harmful consequences of meth/amphetamine use.  For an already heavily-

burdened service system, operational responses will be essential and are likely to be 

ongoing.  Because perfect information to decide the most effective and cost-effective 

response is lacking, based on the available interviews with key stakeholders and survey 

information, we can only speculate on the  plausible ‘best case’ and ‘worst case’ scenarios 

for the future occurrence of typical acute and severe incidents. 

7.2  A ‘best case’ scenario 
A tolerable scenario would be one where sector resources are adequate to cope with a 

more or less stable system of illicit drug supply and demand in the region, with predictable 

patterns of use and harms that can be known or better understood and adequately 

controlled with appropriate investigation.  Our data indicates that, generally, these 

circumstances do not prevail across the region.  For the Indigenous populations and 

communities in this research, we have shown that the ‘very remote’ settings remain 

comparatively untouched by ‘new drugs’ like meth/amphetamine.  However, in the ‘remote’ 

and ‘outer regional’ localities in the region, it seems clear that there are populations where 

long-established illicit drug users have recently experimented with new psychoactive 

substances, including stronger forms of meth/amphetamine, particularly ‘ice’.  These 

populations include both Indigenous and non-Indigenous drug users.   

Incidents and behaviours thought to be linked with the abuse of meth/amphetamine have 

become more frequent during the past six months or so, in comparison to their occurrence 
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during 2014, as described in section 5.  As the data presented in sections 5 and 6 show, the 

more immediate concern is for the harms associated with illicit drugs, particularly cannabis, 

along with alcohol, rather than ‘ice’ specifically.   

On this basis then, a realistic ‘best case’ scenario would be for the ‘very remote’ Indigenous 

communities to remain relatively unscathed with the demand for ‘ice’ in the ‘remote’ and 

‘outer regional’ localities stabilised as supply is impeded. 

7.3 A ‘worst case’ scenario 
A plausible ‘worst case’ scenario can be considered by reflecting on Figure 12.  Increased 

exposure to meth/amphetamine use across the whole population might lead to growth in 

the incident cases of the harmful behaviours linked with it.  It is plausible that these may 

grow to rival and compound the existing load on services addressing alcohol and the 

combined use of alcohol and drugs.  Incidents may grow to even higher levels, which would 

be a ‘catastrophic’ scenario, but the data does not permit any speculation about this.  

However, a plausible ‘worst case’ is that demand for meth/amphetamine may rise in the 

‘very remote’ Indigenous communities to rival and move with the emerging demand 

documented in the ‘remote’ and ‘outer regional’ localities, with consequent impacts on 

services.  Distance from appropriate facilities for patients or clients that become 

behaviourally disturbed by meth/amphetamine use in ‘very remote’ communities would 

further magnify any impacts in such very small, isolated populations where all drug and 

alcohol behaviours and mental health issues are already magnified, affecting all residents 

whether directly involved or not.   

The human side of a ‘worst case’ scenario is that there may occur more cases like those 

described in the following transcription.  These cases were described during an interview 

with a QPS member and Queensland Health mental health practitioner.  These particular 

cases drive home the point that, a worst case scenario may not be restricted to one ethnic 

group, affecting both Indigenous and non-Indigenous people in similar ways. Also, these 

examples demonstrate that the impacts are possible across the spectrum of socio-economic 

position in the region, not just among the more disadvantaged. 

I’ll just give you this little bit of a story, I won’t give you any names, but she is a [‘outer regional 
Indigenous community] woman, 22 years of age, she was, … she was employed as an admin 
officer within the [community organisation], so she had a reasonably well paying job, she is 
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now 28, and she has experienced significant trauma in her life.  She has been both the victim of 
domestic violence, in more recent times has become the perpetrator of high levels of violence, 
damage to property, assault on significant others, including a child.  [details of suicides by 
multiple partners were excluded].  Basically she was quite traumatized by that event and had 
a number of presentations to Queensland Health for that.  There was little doubt that she has 
progressed from early cannabis use to currently using crystal methamphetamine, and there is 
no doubt in my mind the multiple partners she has had over that period of time, since then 
have been violent towards her and have more likely been her drug suppliers.  I have it that she 
is currently in a relationship with [an older] male who, there is no doubt in my mind that he is 
her current supplier of substances, mainly ice, and she would be very vulnerable, would be in a 
very vulnerable position in that relationship.  During the past two weeks, she has had a 
number of admissions to ED, 11 occasions where she has had involvement with QPS which are 
ice related and have resulted in her going off to hospital for treatment under the Mental 
Health Act.  Now when you unpack her life you can see that it is just getting worse and worse 
and then all of a sudden it goes really, really pear shaped for her and that is probably when the 
ice started coming into it.  It was more than just cannabis.   

Fathers [of non-Indigenous young people] are approaching me and saying, ‘I can’t talk to my 
son anymore’, I can only imagine what it is like for well to do families who approach me and 
say that their son is using ice and that they no longer have a relationship with him, he is no 
longer welcome in the house he is too violent, he is causing problems in my relationships with 
my partner, he has wormed money out of her you know thousands of dollars, he has stolen 
money out of our house to pay for his drug use, he has damaged a motor car he is not my son 
anymore.  I can’t imagine what it is like.  That is the sort of stories that I am hearing. 

7.4 What is the potential for a ‘worst case’ surge in supply and demand?  
Interviews with key operational staff in QPS were conducted to gain their perspective on the 

broad supply and demand patterns.  Firstly, those interviewed generally concur with 

findings from survey and interview data that, at present, there is not an ‘ice epidemic’ in 

northern and northeast Queensland.  There are warning signs though of an emerging 

problem in the more urban centres but with few or no instances coming to police attention 

in the more remote areas.  

The probability is higher in urban areas for both demand and supply reasons driven by the 

size of the potential market. The profit margin on ‘ice’ is significant. For instance, in Cairns, 

local police described the price as being approximately up to 20 times that of cannabis, with 

price variations relative to quality.   On the supply side, northern Australia is the most 

challenging for suppliers because of the geographical isolation and dispersion of potential 

consumers; however it will also be very difficult to police if supply channels become 

established in the future. In addition, small scale clandestine labs generate supply through 
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disparate and widely dispersed sources that are also difficult to police. The more organised 

supply of purer forms of meth/amphetamine is likely to come from areas in southern 

Queensland, but with the potential for importation of both precursors and product by sea 

into the north, including across the Torres Strait.  

On the demand side, again reflecting the data from surveys and interviews, the police 

perspective is that there are two broad groups at risk of ‘ice’ use in the more urban areas. 

The first is from known groups of illicit drug users who may become exposed to ‘ice’ as part 

of a cocktail of multiple drugs on offer. The second group is thought to include individuals 

who are irregular users of illicit drugs, often with work and life arrangements well-

established, but who have a propensity to use ‘ice’ for a range of reasons, including 

responses to stressful life events.  This enforcement perspective on users is reflected in the 

evidence for the worst case scenarios described in section 7.3 above. 

7.5 More precise data are needed to estimate the costs to service providers of 
a ‘worst case’ scenario 
 

7.5.1 Cost per case 
To develop a ‘business case’ for investment in any intervention approach, it is first necessary 

to have data to know the cost of a ‘typical case’ for the main sectors affected. Naturally, 

cases vary, and so it is necessary to know the impact of milder or more severe cases where 

relevant.  

7.5.2 Incidence cases 
It is then important to know the incidence of new cases to understand the additional 

volume of burden from any growth over time.  

7.5.3 Total costs for each sector and for the public sector overall 
With cost per case and incidence, it is then then straightforward to estimate the total costs 

for each sector (cost per case multiplied by the number of incidence cases), and the total 

cost for the public sector (summing across sectors).  This is depicted in Table 6. 
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Table 6.  Estimating the costs per sector 

SECTOR* $ COST PER CASE e.g. INCIDENT CASES TOTAL COST 

POLICE -Emergency call out 

-Officers/time 

-Custody 

-Transfer (e.g. hospital) 

Number  Cost per case x 
number of cases 

HEALTH -Emergency call out 

-Medical staff/time 

-Bed days/secure unit 

-Security 

-Transfer (e.g. allied 
services) 

Number Cost per case x 
number of cases 

ADDICTION 
SERVICES 

-Program enrollment, 
cost per person (e.g. 
staff, materials) 

Number Cost per case x 
number of cases 

FIRE SERVICE -Emergency call-out 
(e.g. clan lab clean 
up/fires) 

Number Cost per case x 
number of cases 

*Other sectors that are affected can similarly record costs  

7.6 Future projections: scenario analysis 
The above would estimate current case-loads. It is then necessary to have the intelligence 

information to make credible projections regarding how the incidence of cases is likely to 

change, to then estimate how total costs may change.  There is inevitable uncertainty, and 

so it is important to estimate ‘best’ and ‘worst case’ scenarios and to evidence these views 

where possible to avoid criticisms of ‘gaming’ for more finance from different sectors.  

7.7 Unmet need: the human cost on individuals, families and communities 
The analytical method above would describe the potential direct financial consequences for 

service providers. However, it only tells part of the story. If services do not have the 

capacity, then there is ‘unmet need’ and family and communities suffer. That is, the ‘who 

pays’ burden shifts from under-resourced public sectors to families and/or communities.  It 

is, therefore, important that there is the intelligence to not only know the incident cases 

coming to the service providers, but also the incident cases that result in little or no service 

provision. 
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7.8 Prioritizing expenditure: identifying cost effective responses 
The estimated economic cost from inaction provides the backdrop to urgently generate 

evidence about: (i) which interventions work to prevent use and restrict supply, (ii) how 

much do these interventions cost, and (iii) how much of economic costs of inaction can be 

avoided.  This is what cost effectiveness analysis is designed to address.   

Nonetheless, sectors always have limited resources, usually less than ideally required to 

prevent problems and/or manage existing ones. So, the key is prioritizing resources (both 

existing and new).   

Ideally, decision makers would use the kind of cost effectiveness evidence outlined here and 

prioritise amongst different intervention possibilities to choose the most cost effective in an 

‘option appraisal exercise’. Decision makers can then allocate resources across sectors in a 

coordinated manner providing the best opportunity for success.  
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8.  Discussion and conclusions 

8.1 Summary 
In keeping with a priority recommendation for effective policing strategies to respond to 

illicit drug use among Indigenous populations in rural and remote regions23, this paper offers 

an environmental scan of meth/amphetamine use in northern and northeast Queensland.  

The data presented in this paper indicates there is a range of amphetamine type stimulants 

(ATS), including crystal meth/amphetamine, available and being used in towns and some 

discrete Indigenous communities in the region. Interviews and community survey 

information demonstrates that the term ‘ice’ is used loosely and often to describe an ATS 

other than crystal meth/amphetamine, particularly in the ‘very remote’ Indigenous 

community environment.  Despite the considerable lack of clarity regarding the specific ATS 

in use, our evidence indicates that meth/amphetamine has become problematic in some 

‘outer regional’ and ‘remote’ towns and communities in the region.  

8.1.1 Web-based survey of front-line service providers 
As reported in the summary of the survey data in Figure 12, frontline service providers said 

they observed or experienced behaviours believed to be linked to meth/amphetamine use 

during the preceding six months.  These include agitation requiring police intervention, 

suicide or suicidal ideation and bizarre behaviours. Although these episodes have been 

infrequent, they are seen to have caused an increased workload and commitment of time 

and resources by frontline service providers (see Figure 4). Survey participants were 

convinced that an increase in workload had occurred during the preceding six months in 

‘outer regional’ and ‘remote’ localities but views were more equivocal for the ‘very remote’ 

communities.  The perceived increase in workload in ‘very remote’ locations is not as 

pronounced. The greatest proportions of workload however were still seen to be due to the 

ongoing misuse of both alcohol and a combination of alcohol and drugs. 

8.1.2 Information from interviews 
Information from interviews aligns with front line service providers’ perceptions and 

experiences.  The use of meth/amphetamine or other ATS is currently either an emerging or 

still absent issue in some ‘very remote’ communities (Table 3).  In the ‘very remote’ 

communities there is a fear that the protection afforded by their extreme isolation will not 
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last, due to strong connections with other communities and towns and highly mobile 

populations. There is no evidence to indicate that these sites will not be exposed to the 

same trends towards increased uptake as in the broader Australian population. Regardless 

of remoteness, there was a strong agreement across sites participating in this research that 

current drug and alcohol issues could not be adequately addressed, with grave concerns 

expressed regarding the impost of any escalation in meth/amphetamine use on service 

provision, particularly in the enforcement and health sectors. 

8.2 Regional contextual issues and impacts of substance misuse 
‘Remote’ and ‘very remote’ communities have high levels of socio-economic disadvantage 
24. Common to rural and remote settings across Australia, geographical isolation impacts on 

both prevalence and effective management of drug and alcohol issues25. 

In 2012, Queensland Government cuts to the health sector impacted severely on positions 

in the domain of preventive health in northern and north-east Queensland. In Cape York 

alone 96 health positions were lost, including those with a health promotion or prevention 

focus 26. This severely limits the ability of government health services to respond to 

documented community calls for the provision of information regarding harms associated 

with meth/amphetamine use. The impact of these cuts is compounded by Federal 

Government reductions in the health budget including funding for drug and alcohol services. 

These further contractions also reduce the capacity of non-government organisations to 

respond to substance misuse issues. This includes the few community-controlled health or 

social and emotional wellbeing services that are well-placed to develop and implement 

culturally appropriate strategies, prevention and treatments. 

Very high rates of cannabis use have been reported in ‘very remote’ communities in the 

region 9. Alcohol restrictions in Indigenous communities in Queensland from 2003 probably 

reinforced the uptake of cannabis in some communities 27.  Due to high demand, there are 

well-established supply routes for cannabis and illicit alcohol in the region. These routes 

potentially provide a vehicle for the trafficking of ATS 22, 28.  There is a need for timely 

intelligence to inform enforcement interventions.  The high prevalence of psychotic 

disorders identified among Indigenous peoples of Cape York and Torres Strait has been 

associated with substance misuse, cannabis and alcohol, in particular 29.  
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8.3 Challenges 
A key problem to be faced is that the more heavily addicted users of illicit drugs do not have 

access to adequate treatment and rehabilitation services in the region. Existing services are 

generally not mandated to treat individuals other than those already motivated to change 

and who have the capacity to be regular, voluntary attenders.  It was put to us in interviews 

with drug and alcohol treatment specialists that a fundamental problem is that severe 

addiction does not lead to such voluntary commitment. Furthermore, heavily addicted users 

may have suffered cognitive impairment limiting their capacities to benefit from the 

available therapies.  Inappropriate treatment and a lack of appropriate residential care can 

mean that users return to the streets or to their families. The consequences are that the 

most severely addicted and disruptive users are often untreated.  Such individuals become 

repeat cases routinely attended to by emergency services with significant consequences for 

the hospital system, in particular.  In the worst case scenario, as exemplified by the cases 

described in section 7.3, illicit drug use problems turn into possibly irreversible mental 

health problems. 

Specific challenges are also brought on by the important differences between the ‘outer 

regional, ‘remote’ and ‘very remote’ areas, features which must be kept at the forefront of 

thinking.  While the probability of the ‘worst case’ scenario in the more remote settings 

seems low at present, the consequences of it actually occurring would likely be disastrous. 

In ‘remote’ and ‘very remote’ settings there is a dearth of appropriate treatment services, 

and the consequent social implications will be magnified.  Responses to patients are likely to 

involve aeromedical retrieval, which is a further significant cost. However, an ‘ice’ user in an 

agitated state may be considered too risky to transport by air, and require prolonged 

incarceration in the community, the only option where there are no suitable clinic facilities 

available.   

8.4 Opportunities for prevention approaches 
For this part of the discussion, we will use the primary, secondary and tertiary prevention 

typology of prevention approaches 30. Primary prevention approaches are aimed at the 

general population in order to prevent or delay the uptake of drugs.  They may include 

school-based programs aimed at all students or social marketing targeting the whole 

population. Secondary prevention interventions target those drug users at risk of related 
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harms and often feature brief intervention approaches. Tertiary interventions target those 

with existing drug related problems and include treatment and rehabilitation.  Law 

enforcement efforts may be considered as primary prevention when targeting supply and 

secondary or tertiary when targeting users30.  

An important opportunity that emerges from the information reported here is that there is 

currently a chance to slow or reduce the uptake of further meth/amphetamine, particularly 

in ‘remote’ and ‘very remote’ communities through an  informed and targeted response. 

The interview data reported a strong focus on the need for primary prevention approaches, 

with frequent and specific requests for drug and alcohol information targeting primary 

school students. While there is some debate regarding the impact and effectiveness of such 

programs, reviews indicate that interactive programs aiming to develop interpersonal skills 

hold greater potential31.  Further there are strong recommendations in the information 

from service providers and community members that programs should meet the specific 

needs and context of those participating. The use of locally-specific data and information 

was identified as a significant contributor to the tailoring of programs for particular 

population groups32; a further opportunity to be pursued.  There were also calls by 

interview participants for community forums to both inform the population about the 

harms from meth/amphetamine, and to identify community strengths and appropriate 

responses to the local issues.  

8.5 Issues for treatment services 
While there are drug and alcohol services available in all sites where the information was 

collected, interview participants expressed the desire for more accessible services for 

Aboriginal and Torres Strait Islander clients through increased outreach, flexible client 

contact arrangements and improved cultural safety.  In order for community members to 

access services that meet their needs, further cultural adaptation of services with a large 

Indigenous client base is a matter of urgency. Real engagement by service providers with 

community leaders and elders has been shown in the peer-reviewed literature to build 

trusting relationships with demonstrated favourable impacts on service provision33.   

Several interview participants reported that many people with problematic use of ATS, 

including meth/amphetamine, were unready to access treatment. They also reported that 
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the bulk of the burden of care currently lay with families who felt overwhelmed by related 

issues such as aggression, vandalism and violence. As identified in a recent report on ‘ice’ 

use in the Aboriginal community of Mildura, the provision of family support may encourage 

users to seek treatment earlier34. 

In populations with a high prevalence of existing comorbidities (drug and alcohol and 

mental health problems), the uptake of meth/amphetamine could mean poorer mental 

health outcomes for users3.  Existing substance use problems may become mental health 

problems in those who become exposed to crystal meth/amphetamine.  Those with co-

morbid psychiatric and substance misuse problems may have increased risk of poor 

outcomes.  This has serious implications for delivery of drug and alcohol and mental health 

services that are already stretched, where they are available at all. 

Interview comments related to drug and alcohol service provision primarily highlighted a 

need for residential rehabilitation services, which have shown to have some positive short-

term results for meth/amphetamine users in the broader Australian population35.  There are 

a range of residential rehabilitation services in the region. Those situated in Normanton, 

Yarrabah, Palm Island and Townsville are Aboriginal community-controlled services with 

varying degrees of incorporation of local traditional practices in their programs. Other 

services run by non-government organisations are located in Mareeba, Mount Isa and 

Cooktown.  Patients from ‘remote’ and ‘very remote’ communities attending these services 

may face lengthy periods of separation from country, family and social supports.  This fact 

underpins the calls documented in the interviews for further rehabilitation centres to be 

located closer to communities. Not only would this ensure maintenance of access to social 

supports, but also provide more opportunity for incorporation of traditional practices 

supported by the wider community.  

There was some lack of confidence expressed around the treatment of meth/amphetamine 

users in a few sites, where alcohol and cannabis have historically been the principal drugs of 

concern. Longer-term impacts of meth/amphetamine on brain function and behaviour 

together with higher risk of associated psychosis compared with other drugs, implies the 

need for more service contacts over an extended period of time36, 37.  While the need for 

improvement in client follow-up on discharge from residential rehabilitation services to 
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prevent relapse was identified, the transient nature of remote community members makes 

this a particular challenge.   

A further issue identified in both the online surveys and interview data was the 

management of meth/amphetamine-related violence, notwithstanding that alcohol or 

alcohol and drug use were identified by online survey respondents as most frequently 

contributing to agitation or violence requiring crisis intervention. While meth/amphetamine 

and violent behaviour show a dose-response relationship, the risk of violence is increased by 

heavy alcohol consumption38, posing further concerns for situations where episodic binge 

drinking is common.  An area of concern for both enforcement and health services across 

sites was the lack of safe spaces to manage acutely-affected clients, such as those clients 

exhibiting signs of psychosis. While secure areas for safe management of intoxicated or 

psychotic clients are limited in ‘outer regional’ towns, these options are even more limited 

in ‘remote’ and ‘very remote’ settings, and may result in clients being kept in police cells. 

This not only comes with attendant increased risks of death-in-custody but also diverts 

limited enforcement resources from the normal administration of justice in the wider 

community.  

8.6 A need to upscale and co-ordinate a cross-sectoral response 
It is generally recognised that a ‘tough on drugs’ approach will not be appropriate to address 

any rise in the use of meth/amphetamine.  Collaborative cross-sectoral responses are 

required.  However, the design of such responses needs to be tailored to the regional 

context which, in the case of the northern and northeast Queensland region described here, 

includes diverse experiences of illicit drug use, particularly meth/amphetamine, across the 

region.   

So what are the possible elements of such a response?  What are the opportunities available 

and what challenges need to be overcome to operationalise the opportunities that do exist?  

8.7 Opportunities 
Elements of  successful collaborative approaches in both outer regional and remote settings  

include: development of strategies from the ‘ bottom-up’, or community interface, and 

supported by senior service management; established relationships of trust between 

partners; partnerships between service providers perceived by community members to be 
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credible and authoritative; flexible approaches that permit adaptation to local contexts; 

partnerships able to include a range of  sectors  including enforcement, health and other 

social services.  Although this is just a small sample of the constructive initiatives that will be 

found in the region with more thorough study, some examples of successful collaborations 

in the region that came to our attention while conducting this research include:   

i. In the far north and Cape region, Apunipima Cape York Health Council is developing 

a strengths-based approach aimed at raising awareness and encouraging young 

people to avoid the uptake of ‘ice’ specifically.  In collaboration with Queensland 

Health, particularly Mental Health and ATODS, the RFDS, Education Queensland 

and other community-controlled health organisations such as Gurriny Yealamucka 

and Gindaja, these preventative efforts will reach many of the ‘outer regional’, 

‘remote’ and ‘very remote’ Indigenous populations in the far north.  Apunipima’s 

strategy also promises support for Local Government Councils and QPS.  In the 

short term, this initiative is likely to rely on core funding from the collaborating 

services and on collaborators’ good will.  The model is potentially transferrable to 

other Community-Controlled health Organisations in Queensland, e.g Mulungu 

Aboriginal Corporation Aboriginal Primary Health Care Service in Mareeba and 

Gidgee Healing in Mount Isa. 

ii. Queensland Police Service has developed an Ice Community Awareness Package in 

partnership with Queensland Health as part of the Queensland Government’s 

response under the National Ice Taskforce. The Awareness Package is based around 

a presentation that is designed to be delivered by Police and Queensland Health 

members to community groups, along with fact sheets and information on 

available health services. The Package provides community members with 

evidenced-based information on crystal meth/amphetamine ‘ice’, along with 

practical information for consumers; families and friends; workplaces; schools and 

communities on treatment, support services, and links to available resources. The 

Ice Community Awareness Package was rolled out state-wide in August and is 

available to interested community groups through the Queensland Police Service.  

It provides an evidence-informed framework which can be used to tailor content 

specifically for local delivery in different localities. 
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iii. In the Townsville region, a local partnership, specifically between Community 

Mental Health and QPS, has developed an education resource about ‘ice’ which is 

aimed at those who interact with affected patients and clients through various 

services.  Interested community members are also able to benefit.  It is called 

‘Breaking the Ice’ and covers a range of topics with content progressively updated 

in response to service provider needs and questions and by reference to available 

literature and expertise. It has a focus on developing empathy and compassion and 

enhancing safety for the user with the problem, their carers and associated service 

providers. This adaptable initiative also relies on the good will of the already over-

stretched personnel who developed it, along with organisational endorsement. 

iv. The Victorian Department of Health and Human Services commissioned the 

National Centre for Education and Training on Addiction - NCETA (and others) to 

develop an online training package on ice for frontline workers. The Standard 

Frontline Worker Ice Training Package is being developed for a diverse range of 

services, including health and welfare, education and criminal justice. It is expected 

to be released in late 2015, initially available in Victoria and later in other 

jurisdictions. 

v. In Cairns there is a unique mental health, co-responder model that actively 

integrates front-line Queensland Police, Queensland Ambulance and Queensland 

Health Adult Community Mental Health Services.  Collaborating partners report 

that call-outs and referrals are more effectively and more safely managed for all 

concerned.  The service has operated for the past five years and has depended on 

co-ordinated targeting of existing resources.  Operating at its capacity, this initiative 

also relies heavily on the good will and commitment of QPS and Queensland Health 

staff.  It has considerable potential to reduce emergency department presentations 

and hospitalisations, but has not yet been evaluated. 

vi. Although not currently in operation, over six years from 2008 to 2013, the unique 

QPS ‘Weed-it-Out’ initiative had successfully engaged with communities, Local 

Government Councils, Crime Stoppers, the Australian Federal Police and Australian 

Customs Service to limit the availability and use of cannabis in far north 

Queensland Indigenous communities.  The initiative was not enforcement-focused 

but ran in parallel with established policing strategies.  The initiative depended 
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upon strong operational bonds of trust between enforcement agencies. Further 

relationships of trust between police and community leaders were demonstrated 

by the signing of an agreement in 2008 to implement the project’s strategies to 

reduce cannabis availability.  Also crucial was the credibility gained when the 

communities supporting the initiative saw illicit drug trafficking controlled.  This 

occurred directly in response to community support for enforcement with credible 

and appropriate intelligence provided. The other key element of success was a pool 

of funds ($1.2 million from the Commonwealth Government over six years) for 

‘Weed-it-Out’.  These funds, separate from QPS operational budgets, permitted a 

multiplier effect.  Preventative capacities were enhanced in QPS members as they 

did their normal, funded work in the lead enforcement agency in the region while 

also providing credible information about the health and social effects of cannabis 

to community populations.  

vii. Community characteristics and strengths, including comparative isolation, provide 

an important opportunity.  For strategies to address supply of meth/amphetamine, 

existing relationships of trust between community-based QPS, including Police and 

Community Liaison Officers, community leaders and the broader community, hold 

the prospect for enforcement to gather relevant and timely intelligence about illicit 

drug supply and supply routes.  It is vital that these relationships are maintained to 

ensure sufficient early warning and sustained monitoring strategies can be 

effectively employed in the vulnerable areas of the state to identify situational 

change and to hold back any possible surge in ‘ice’ availability and use. 

8.8 Recommendations 
8.8.1 Recommendation 1: A co-ordinated cross-sectoral response 
Illicit drug use, in general, has its causes and consequences across various sectors in society.  

Conversely, benefits from success will be shared across sectors, implying that it is 

worthwhile for all sectors to invest in targeted prevention, management and treatment.  

Silo approaches from individual sectors are obviously to be avoided. There needs to be a 

coordinated cross-sectoral response, fittingly led by health, with limited State resources 

allocated appropriately across sectors.  This needs high-level backing, and would be 

facilitated by an appropriate office to coordinate and oversee strategy implementation 
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across sectors to rapidly and efficiently respond across the continuum of prevention, 

management and treatment.  

8.8.2 Recommendation 2: A focus on prevention 
The ‘very remote’ communities in particular are comparatively unscathed by ‘ice’ with some 

unique geographical and socio-cultural features furnishing some protective factors.  

Consequently, the priority for these regions is to mitigate the risk of an outbreak by 

vigorously supporting supply reduction alongside e advocacy, awareness-raising and 

preventative initiatives by the health sector across Queensland.  Significant stakeholders in 

these efforts would include Community-Controlled Health Services and Youth services, 

amongst others.  The Indigenous Leaders’ Forum (ILF) of the Local Government Association 

of Queensland (LGAQ) may have a role to play here to advocate for appropriate service 

provision. 

8.8.3 Recommendation 3: Workforce capacity building 
It is further recommended that a coordinated approach be taken to upskill drug and alcohol 

and mental health workers to increase confidence in dealing with meth/amphetamine –

related issues. Partnership approaches could involve collaboration between state health and 

peak bodies such as Queensland Network of Alcohol and other Drug Agencies and 

Queensland Aboriginal and Islander Health Council.  Such initiatives, particularly those 

appropriately tailored to identified needs in different parts of the region, are likely to be 

particularly welcomed in the services operating in the ‘remote’ towns and ‘outer regional’ 

centres, i.e. where many outreach service providers are based.   

8.8.4 Recommendation 4: Treatment approaches  
There is a need for better engagement by drug and alcohol and mental service providers 

with community members and leaders in order to improve culturally safe service provision. 

Protocols and brokerage for community engagement could be supported by a coordinated 

cross-sector effort. We also recommend a further investment in outreach approaches by 

drug and alcohol and mental service providers, which may facilitate provision of and access 

to family support services and earlier interventions with problematic users of ATS. The 

Cairns-based mental health co-responder model (see example, Section 8.7, iii) which 

integrates surveillance, rapid response and referral to services may provide an effective 

example of inter-agency case-management.   It is recommended that this model is 
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evaluated and examined for its utility in other major ‘outer regional’ or ‘remote’ centres.  

Notwithstanding current fiscal constraints, there have been many calls for an increase in 

sites for residential rehabilitation services that can incorporate traditional practices in 

programs and ensure access to social supports such as family. We recommend exploration 

of infrastructure costs to provide residential rehabilitation services where the dearth of 

services is most critical, e.g. the Western Cape York region, and for the provision of safe 

seclusion facilities to manage patients in mental health crisis in both ‘outer regional’ 

‘remote’ and ‘very remote’ sites. 

8.9 Conclusions 
From 2013 in Queensland, preventative health services were seriously reduced.  Going 

forward, a sustained but realistic re-investment in preventative services is now required to 

address any possible surge in the use of meth/amphetamine in the ‘very remote’, ‘remote’ 

and ‘outer regional’ areas of northern and north east Queensland.   

The Queensland Government recently announced $6 million worth of funding for the health 

sector to fund treatment, mainly in southern regions of the State. Enhanced treatment is 

needed of course; but our analysis suggests that a focus on prevention in the northern and 

north east regions will be more cost-effective and sustainable within an integrated and 

robust cross-sectoral strategy.   
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