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Executive Summary 

The purpose of this briefing paper is to provide an overview of what our member organisations are currently doing to minimise 

barriers for people seeking help for alcohol, tobacco, and other drugs (ATOD), through inclusion and diversity practices. The aim 

of this report is to help identify where the ATDC can facilitate, support and advocate for greater development in diversity and 

inclusion in our member organisations. This briefing paper provides an overview of our members’ perspective on current 

barriers to access from different priority populations, and closes with the following recommendations for the ATDC: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Develop a Tasmanian Inclusivity and Diversity Framework for the ATOD 
sector

Stigma and discrimination will continue if there are no equality frameworks to 
support organisations to be invested in inclusion and diversity efforts. ATDC 
will also advocate for national equality framework for the ATOD sector.

Provide training for staff in ATOD treatment contexts in the 
following topics

a) Neurodiversity and ATOD

b) Cultural and Linguistically Diverse communities and ATOD

c) Cultural Awareness training for organisations

Facillitate Collaboration and Capacity Building

a) Between ATOD treatment services on diversity and inclusion 
approaches

b) Encourage co-design process between ATOD services and key 
stakeholders  (such as Working it Out etc)

c) A focus on collaboration between the ATOD sector and Tasmania 
Police

Embed Lived Experience Voice

People with Lived Experience should be visible in any relevant decision-
making, advisory or implmentation group or structure. Their experience with 
ATOD services makes them key stakeholders who can identify barriers to 
access and opportunities to improve service delivery. 
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What is Inclusion and diversity? 

‘Inclusion’ and ‘diversity’ can have different definitions depending on what area or context you are coming from. For this report, 

‘diversity’ means providing an environment that is welcoming, and encouraging of different perspectives, cultural backgrounds, 

and traditions. An important aspect to diversity in an ATOD setting, includes that any diversity in the client population is also 

reflected in the diversity of the workforce. This means recruiting and maintaining staff who come from a range of cultural and 

specialist backgrounds who are knowledgeable on the multiplicity of client needs1. Maintaining a robust peer workforce, and  

amplifying the voice of lived experience is essential for keeping ATOD services connected to ‘real world’ issues and in doing so it 

provides feedback on the currency of service provision2. Service providers who aim to increase diversity, may not know how to 

make the environment inclusive—that is, create an atmosphere in which all people feel valued, respected, have access to the 

same opportunities.   

 

For this report, being inclusive means taking an intersectional approach to client experiences. Intersectionality means 

identifying how stigma and discrimination can be experienced due to an individual’s race, gender, class, sexuality, and age. 

These categories can meet (or intersect) and can create specific kinds of discrimination3. For example, someone’s identity is not 

created purely based on their gender, but other interrelated factors (i.e.: being a woman with a physical disability). Only 

addressing one category means failing to address any others, and if services do not consider how multiple elements construct 

someone’s identity, they may reinforce disadvantage for people with multiple needs and create barriers for people to access 

appropriate ATOD support4.  

 
1 Mental Health Commission (2020). ‘Mental health, alcohol and other drug workforce strategic framework 2020-2025’. Government of Western Australia: Mental Health 

Commission. Available: https://www.mhc.wa.gov.au/media/3423/workforce-strategic-framework-final-04-08-20.pdf 
2 Skinner, N., Kostadinov, V., Duraisingam, V., McEntee, A. Nicholas, R & Bowden, J. (2021). Review and Revision of the National Alcohol and Other Drug (AOD) Workforce 

Development (WFD) Strategy: Discussion Paper. National Centre for Education and Training on Addiction (NCETA), Flinders Health and Medical and Research Institute (FHMRI), 

Flinders University, Adelaide, Australia 
3 Original theorist is Kimberle Crenshaw, sample of work can be found here: Crenshaw, Kimberle (1989) "Demarginalizing the Intersection of Race and Sex: A Black Feminist Critique 

of Antidiscrimination Doctrine, Feminist Theory and Antiracist Politics," University of Chicago Legal Forum: Vol. 1989:1(8). Available at: 

http://chicagounbound.uchicago.edu/uclf/vol1989/iss1/8 
4 Bunn, R., 2019. Intersectional needs and reentry: Re-conceptualizing ‘multiple and complex needs’ post-release. Criminology & Criminal Justice, 19(3), pp.328-345. 

*Intersex refers to people who have innate sex characteristics that do not fit medical norms for female or male bodies. Intersex variations can become apparent at many different 

life stages and not everyone who is intersex identifies as LGBTQ. They experience unique kinds of stigma associated with being Intersex. More information can be found here: 

https://ihra.org.au/allies/ 
4 People With Disability Australia [PWDA] (2021) ‘PWDA Language Guide: A guide to language about disability’. Available: https://pwd.org.au/wp-content/uploads/2021/12/PWDA-

Language-Guide-v2-2021.pdf 
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Therefore, diversity and inclusion rely on each other to function, and one cannot be authentically and meaningfully achieved 

without the other5.

Background 

Inclusivity within the alcohol, tobacco, and other drugs 

contexts means being respectful of a client’s needs and 

acknowledging how their cultural, familial, and religious 

background can affect their initial engagement and ongoing 

experiences of ATOD services and treatment.  

 

Under the current National Drug Strategy (2017-2026), 

people over the age of 60, or under the age of 25, those 

who have co-morbid mental health conditions, living with a 

disability, CALD, identify as Aboriginal, Torres Strait 

Islander, LGBTIQA+, or have a history of incarceration are 

considered a ‘priority population’. These client groups are 

considered a priority because they are more likely to have 

experienced increased trauma, discrimination, isolation 

and other forms of social harm and exclusion that can 

impact their relationship with and dependency of ATOD. It 

is important to note that not all priority populations 

experience trauma and everyone’s life experience and 

relationship with ATOD is different.  

 

The Tasmanian Drug Strategy (2022-2027) draft expands 

these groups to include children whose parents are 

dependent on ATODs, those aged 60 or over, people 

experiencing family violence, homelessness and people 

who live in rural areas. Co-occurring conditions including 

mental health and performance and image enhancing 

drugs (PIEDs) in recreational sport6,7 are also included.  For 

this briefing paper, the priority groups are defined as in the 

National Drug Strategy, as it is currently in effect. However, 

 
5 Riordan, C.M., (2014). ‘Diversity is useless without inclusivity’. Harvard Business Review, 1 (5). Available: 

https://ncwwi.org/files/Org_Environment/Diversity_Is_Useless_Without_Inclusivity_-_HBR.pdf 
6 Tasmanian Department of Health (2022). Tasmanian Drug Strategy 2022-2027: consultation draft. May 2022. Available: https://www.health.tas.gov.au/sites/default/files/2022-

05/Tasmanian%20Drug%20Strategy%202022-2027%20consultation%20draft%20.docx 
7 Alcohol and Drug Foundation (2018) ‘Performance and image enhancing drugs (PIEDs)’, available: https://adf.org.au/insights/pieds/. 
8 Australian Government Department of Health (2019). National framework for alcohol, tobacco, and other drug treatment 2019‐2029. Available: 

https://www.health.gov.au/sites/default/files/documents/2020/08/national-framework-for-alcohol-tobacco-and-other-drug-treatment-2019-29.pdf 
9 Green, B.A. and Latifi, Y., 2021. No One Smiles at Me: The Double Displacement of Iranian Migrant Men as Refugees Who Use Drugs in Australia. Social Sciences, 10(3), p.85. 
10 Todd, K., Peitzmeier, S.M., Kattari, S.K., Miller-Perusse, M., Sharma, A. and Stephenson, R., 2019. Demographic and behavioral profiles of nonbinary and binary transgender 

youth. Transgender Health, 4(1), pp.254-261. 
11 Network of Alcohol and other Drugs Agencies (2021). Access and equity: Working with diversity in the alcohol and other drugs setting. Sydney: NADA. Available: 

https://nada.org.au/wp-content/uploads/2021/10/NADA-access-equity-2021.pdf 
12 Tasmanian Department of Health (2022). Tasmanian Drug Strategy 2022-2027: consultation draft. May 2022. Available: https://www.health.tas.gov.au/sites/default/files/2022-

05/Tasmanian%20Drug%20Strategy%202022-2027%20consultation%20draft%20.docx 

it is important to acknowledge that the priority groups may 

change over time or use different terminology.  

 Barriers for accessing ATOD services. 

We know stigma and discrimination are serious barriers 

that stop people accessing and receiving ATOD support and 

treatment8. However, people from priority population(s) 

have additional and distinct barriers alongside their 

experiences of stigma as someone who uses drugs. CALD 

clients fear exclusion and from their cultural community 

due to their religious or ethnic background, as well as 

stigma imbedded in Australian customs 9. LGBTIQA+ may 

have different treatment needs depending on their sexual 

and/or gendered identity. Non-binary people engage with 

ATOD in different ways to binary transgender people and 

therefore, require specific ATOD treatment services10. 

These examples demonstrate the potential for 

intersectional stigma and discrimination in different priority 

groups that require services which are person centred and 

attuned to these multiple layers of diversity present within 

client groups11.  

 

The Tasmanian Drug Strategy states that culturally safe and 

inclusive practices are necessary to address the 

complexities associated with priority populations who cross 

into multiple categories (such as LGBTIQA+ living in remote 

areas)12. This means that raising the capacity of ATOD 

organisations to be more diverse and inclusive will be 

critical to achieving good outcomes for individuals in ATOD 

treatment in Tasmania. 
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Having appropriate inclusivity and diversity policies, 

resources, and attitudes within the ATOD sector can help 

lower existing barriers which clients face specifically due to 

their gender, sexuality, disability and/or cultural 

background. The inclusion of lived experience advocacy 

helps mitigate, enhance, and identify any additional hidden 

barriers that ATOD support and treatment services have 

not, or have not addressed adequately13. 

Absence of ATOD Equality Framework 

Our members expressed that whilst they have done their 

best to foster a welcoming environment free from 

discrimination and stigma, priority populations still have 

difficulty accessing their ATOD services. 10 member 

organisations do not have a Diversity and Inclusion Officer, 

or a unique, place-based Inclusion and Diversity Policy. 

Clinical guidelines and frameworks that our members are 

informed by, still have significant gaps and do not support 

advocacy to address infrastructure and funding to facilitate 

tailored support programs for priority populations in an 

ATOD context in Tasmania. 

Whilst the ATDC can better facilitate inclusivity and 

diversity in our member organisations by continuing to 

offer specialist ATOD training and professional 

development opportunities, there is a lack of funding. Our 

member organisations do not have a cultural safety 

framework for the ATOD sector which encourages them to 

‘follow through’ on accommodating for priority 

populations. The National Framework for Alcohol, Tobacco, 

and Other Drug Treatment (2019-2029), acknowledges a 

client’s right to healthcare, and the philosophy of harm 

minimisation. It does not provide practical guidance for 

assisting clients from priority populations, or how to 

recognise barriers to access that go beyond general stigma 

and discrimination14. A comprehensive, client-centred 

framework would mean all ATOD service providers will be 

supported in their inclusivity and diversity goals and 

 
13 Jowett, R.V., Dale, M. and Cooper, L., 2021. Qualitative research: Mitigating 

barriers to addiction recovery in Aotearoa New Zealand: A lived experience 

perspective. Aotearoa New Zealand Social Work, 33(2), pp.45-55. 
14 Australian Government Department of Health (2019). National framework for 

alcohol, tobacco, and other drug treatment 2019‐2029. Available: 
15 See The Commonwealth of Australia (2017) ‘Aged Care Diversity Framework: 

Aged Care Sector Diversity Sub-Group’. Available: 

improve implementation on inclusive services and 

delivering of care that meets the diverse characteristics and 

life experiences of all clients. The most recent and 

comprehensive inclusion framework has been in Aged Care, 

which intentionally and holistically accommodates priority 

populations15.  

Aims and scope.  

This briefing paper provides an overview of our members’ 

perspective on their current diversity and inclusion 

practices. The findings aim to present the ATDC with a 

snapshot of current attitudes, as well as identifying future 

development opportunities, capacity building, training, 

support, and advocacy. 

The ATDC Policy Officer consulted with 10 member 

organizations for one-on-one, half-hour meetings to discuss 

the topic of diversity and inclusion. Members can have a 

dynamic client base that has greater or lesser contact from 

certain priority populations due to their regional location 

and the services they provide. The discussions were 

centred on key priority populations as defined by the 

National Drug Strategy (2017-2026), as defined previously.  

There were two additional, one-hour meetings with Lived 

Experience Advocates (LEAs) who have accessed alcohol 

and other drug treatment services in Tasmania. It is 

important to note that both LEAs were situated in one or 

more of the priority population categories (for example, are 

LGBTIQA+ with a history of incarceration). Whilst this was 

not intentional, the sample may reflect the ATDC’s LEA 

service or further indicate that greater support is need for 

ATOD services in Tasmania for complex, multiple layered 

experiences of client groups who are positioned in multiple 

priority population categories.16

https://www.health.gov.au/sites/default/files/documents/2019/12/aged-care-

diversity-framework.pdf 
16 Network of Alcohol and other Drugs Agencies (2021). Access and equity: 

Working with diversity in the alcohol and other drugs setting. Sydney: NADA. 

Available: https://nada.org.au/wp-content/uploads/2021/10/NADA-access-

equity-2021.pdf 
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First Nations people and Cultural Awareness 

Aboriginal and Torres Strait Islander people need a culturally safe environment that is informed by relevant cultural history and 

practices. Being ‘culturally aware’ means acknowledging how many people are still affected by ongoing inter-generational 

trauma from colonisation, institutional racism and discrimination that persists in health-based and treatment settings17. First 

Nations people may need a broad approach to their treatment, such as having friends, family and community members present 

during detoxification and rehabilitation. Some people may refuse or stop ongoing treatment if they do not feel their culture and 

community connections are not understood or respected. Following appropriate policies and attitudes that empower Aboriginal 

self-determination and restore an individual's sense of autonomy that is beneficial for ATOD treatment (and prevention) 

efforts18. 

While our member organizations (regardless of if they are client facing or not) have undergone some form of cultural awareness 

training. There are two areas of concern that need to be addressed: 

o Greater resources and training are needed for working with Aboriginal and Torres Strait Islander people within an 

ATOD context.  

o Opportunities to create mutual understanding, respect, collaboration, and partnership between non-indigenous and 

aboriginal community services. 

o Increase funding to create and implement a Reconciliation Plan 

All 10 members have some current knowledge of the history of colonisation and how this can affect First Nations people. 

However, there is a need to go from awareness raising to practical application. Past training has not supported service providers 

with strategies or ‘best practice’ approaches with working closely with Aboriginal and/or Torres Strait Islander clients in an 

ATOD setting.  

Lack of knowledge 

Some members stated that they assumed that their lack of diversity in First Nations clients were not due to any foreseeable 

barriers to access but that this priority population were seeking help elsewhere. However, this assumption may be an indication 

of a lack of awareness by our members on current referral pathways and available treatment programs to support for First 

Nations people. Greater collaboration between ATOD and non-ATOD services are needed to form an authentic, holistic, and 

culturally safe approach to treatment, instead solely focusing on ATOD work and ‘leaving it’ to other services to engage with 

aboriginal people on their specific needs19.  

One of our member organisations stated that they were able to hire, train, and support an Aboriginal counsellor, but this was 

under a specific funding scheme that has not been renewed since. Increasing diversity within an organisation needs to come 

with clear organisational support, resourced and applied funding. As stated previously diversity and inclusion are only successful 

 
17 Tasmanian Department of Health (2020) Improving Aboriginal Cultural Respect Across Tasmania's Health System Action Plan 2020-2026. Available: 

https://www.health.tas.gov.au/publications/improving-aboriginal-cultural-respect-across-tasmanias-health-system-action-plan-2020-2026 
18 Tracy, M., Freeburn, B., Lee, K., Woods, J. and Conigrave, K., 2023. Review of alcohol and drug treatment for Aboriginal and Torres Strait Islander peoples. Journal of the Australian 

Indigenous HealthInfoNet, 4(1), p.1. 
19 Encompass Family and Community (2014). Learning from each other: working with Aboriginal and Torres Strait Islander young people: youth alcohol and drug good practice 

guide. Available: http://burnside.slimlib.com.au:81/docs/Working_with_Aboriginal&TorreStraitIslanderYoungPeopleGuide.pdf 
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if they work together, and if ATOD services want to make people feel welcome and culturally safe, they need to have Aboriginal 

and Torres Strait Islander represented in the AOD workers20. 

Reconciliation Plan 

Some members have implemented or are in the process of developing a Reconciliation Plan. The purpose a Reconciliation Plan, 

is to provide a clear training and development pathway within the organisation, including changing organisational culture to, to 

improve health outcomes for Aboriginal and Torres Strait Islander people21. However, these plans require collaboration and 

consultation with local aboriginal communities and elders, which can be difficult to organise when Aboriginal community 

services may be under-resourced and over-burdened. If ATOD service providers send an email to an aboriginal community 

service (for example) and there is no reply, there progress forward to Reconciliation stops and the idea is shut down. 

ATDC can encourage and advocate for member organisations to pursue Reconciliation Plans and supportive frameworks that 

ensure that the ATOD services are situated in culturally safe environments.  

 

 CALD (Culturally and Linguistically Diverse) 

CALD encapsulate people who have diverse language, ethnic background(s), nationality, dress, traditions, food, societal 

structures, art, and religion characteristics22. This term applies to early refugee and settling communities, people working and 

living on temporary visas, to more long-term residences such first and second-generation migrant families. Beliefs and attitudes 

around ATOD can vary widely within a cultural group and no one CALD client is the same. Some CALD clients have specific 

barriers for seeking help for ATOD treatment due to stigma and discrimination that are culturally embedded.  CALD client 

groups need services that are invested in their needs, and tailored support. In some cultures, discussing ATOD with another 

gender or a younger person may be inappropriate, which can lead to a lack of trust between staff and clients or a client 

disengaging from help seeking entirely23. Uniquely to this priority population, people on temporary or ‘bridging’ visas (who have 

signed a code of conduct agreeing to obey all Australian laws and comply with all official health and immigration requests), may 

not engage in ATOD services in fear of legal sanctions24. Culturally safe environments that use inclusivity and diversity practices 

consider these elements when supporting CALD clients. 

Lack of cultural competency  

Some of our members indicate that their staff are not always confident working with CALD clients because they are unfamiliar 

with diverse cultural backgrounds. Staff do not want to be culturally insensitive or unintentionally cause offense due to not 

being fully informed of a client’s cultural, religious, and ethnic background.  

Some members stated that there is a fear amongst their CALD clients about confidentiality. Whilst rare, when our organisations 

do have CALD clients, they are hesitant to engage with treatment and ATOD services in fear that their ATOD dependency will 

‘get back’ to their community. This was particularly salient for young people who did not want their close and extended family 

 
20 Mental Health Commission (2020). ‘Mental health, alcohol and other drug workforce strategic framework 2020-2025’. Government of Western Australia: Mental Health 

Commission. Available: https://www.mhc.wa.gov.au/media/3423/workforce-strategic-framework-final-04-08-20.pdf 
21 Network of Alcohol and other Drugs Agencies (2017) Reconciliation Plan: Innovate Plan, July 2017-2019. Available: https://nada.org.au/wp-content/uploads/2021/01/nada-

reconciliation-action-plan-2017-19.pdf 
22 Kong, E., Harmsworth, S., Rajaeian, M.M., Parkes, G., Bishop, S., AlMansouri, B. and Lawrence, J., 2016. University transition challenges for first year domestic CALD students from 

refugee backgrounds: A case study from an Australian regional university. Australian Journal of Adult Learning, 56(2), pp.170-197. 
23 Network of Alcohol and other Drugs Agencies (2021). Access and equity: Working with diversity in the alcohol and other drugs setting. Sydney: NADA. Available: 

https://nada.org.au/wp-content/uploads/2021/10/NADA-access-equity-2021.pdf 
24 Victorian Alcohol and Drug Association (2016) CALD AOD Project: Final Report. Available: https://www.vaada.org.au/wp-content/uploads/2018/03/CALD-AOD-Project-final-

report.pdf 
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to know they have accessed an ATOD support service. One of our members discussed that their one-on-one client-focused 

approach is not culturally appropriate for CALD clients. These are some of the issues our members identified, which suggests 

that treatment for ATOD may occur in non-ATOD specific health-based services elsewhere in Tasmania to navigate these 

barriers25.  

Opportunities 

There is a keenness for greater knowledge on Tasmania’s culturally diverse communities, different kind of family structures, and 

how ATOD treatment services can strengthen community connections. Our members identified that they need: 

❖ Greater access to interpreter services.   

❖ Shared programs with the Migrant Resource Centre 

❖ Greater support for community outreach into CALD communities (meeting them where they feel most comfortable) 

❖ Sharing knowledge of what other member organisations are doing in this space already. 

❖ Minimise client fears of confidentiality. 

❖ Trauma informed training on refugee and migrant communities from politically turbulent countries 

Our members have broad client groups and acknowledge that they have limited capacity and resources to adequately 

accommodate for CALD clients. However, there are clear capacity building and collaboration opportunities available. Whilst 

member organisations want to minimise barriers for CALD clients accessing their services, significant financial investment is 

required to do this adequately. The ATDC can advocate for funding that support our member organisation to develop practical 

resources for their clients, such as translated audiobooks, brochures, and funds for working with interpreters. Like First Nations 

priority populations, CALD clients need to be supported in a culturally safe environment which requires consultation with 

experts and CALD clients with lived experience. 

 

LGBTIQA+ 

9 out of 10 member organisations who informed this briefing paper have had some involvement with LGBTIQA+ advocacy and 

training services. Two members have taken steps towards achieving the “Rainbow Tick”, certification, and associated inclusion 

framework26. However, this is resource intensive and requires significant organisational investment and dedicated staff, which is 

not achievable for all members, particularly for smaller NGOs. Drivers for organisational change such as the desire to implement 

The Rainbow Tick, have occurred when an organisation has LGBTIQA+ staff. In contract, some staff in our member organisations 

have actively blocked change in this area. 

The Rainbow Tick framework is aimed for health providers, but it does not focus on an ATOD specific context. ACON27, in 

partnership with the Network of Alcohol and other Drug Agencies (NADA), has developed a specific guide to increase the 

understanding of ATOD workers about the needs of LGBTIQA+ people and their needs, and how to provide an inclusive service 

response28. However, Tasmania does not have a current, comprehensive framework available for identifying and minimising 

 
25 Victorian Alcohol and Drug Association (2016) CALD AOD Project: Final Report. Available: https://www.vaada.org.au/wp-content/uploads/2018/03/CALD-AOD-Project-final-

report.pdf 
26 https://rainbowhealthaustralia.org.au/rainbow-tick 
27 Formally known as the AIDS Council of NSW (ACON) 
28 Network of Alcohol and other Drug Agencies (2021) AOD: LGBTIQ Inclusive guidelines for treatment providers. Accessed: https://nada.org.au/wp-

content/uploads/2021/01/AOD-Inclusive-Practice-Guidelines-for-Treatment-Providers_A4_v11.pdf 
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barriers, for LGBTIQA+ seeking ATOD support29. Our consultations identified that across our member organisations, there have 

been varying levels of training and organisational investment into LGBTIQA+ inclusion. This could be an indicator of a lack of 

funding, resources, or a consequence of no equality framework in place. As explained in a previous study, legal frameworks such 

as the Tasmania’s Anti-Discrimination Act (1998), is not enough to ensure a workplace is free from discrimination and stigma  

towards LGBTQIA+ staff and clients30. A recent example of this was shared by the lived experience advocates, who shared 

disappointment at the lack of staff leadership and LGBTIQA+ advocacy in response to experiencing and witnessing homophobia 

and bullying in a Tasmanian residential rehabilitation service.  

Residential Rehabilitation  

LGBTIQA+ cultural safety was a contentious topic for lived experience advocates and treatment-based member organisations. 

One member organisation stated that they have taken several steps to achieve the Rainbow Tick certification and have changed 

most bathrooms to be gender-neutral to reflect their efforts of inclusive practices. However, another organisation explicitly 

stated that transgender people and those who identified as non-binary would not be accepted into their program due to not 

having the appropriate resources to provide tailored support. Whilst it is important to acknowledge that ATOD services should 

not accept clients they are not be fully equipped to accommodate for, exclusion of someone based on their biology or gender is 

discrimination. 

Lived experience and peer-support. 

Our member organisations should consider consulting with LGBTIQA+ people who use their services regarding their needs. For 

example, our members were optimistic and encouraging of developing LGBTIQA+ specific group therapy and peer-support 

programs for ATOD, but this was discouraged by our LEAS.  

Two LEAs stated that having LGBTIQA+ specific group counselling and programs can make them feel segregated and too 

visible31. LGBTIQA+ people can experience discrimination based on their gender and sexuality, which can make them feel 

vulnerable in group settings, and some are not comfortable with being ‘out’ in a public. These LEAs both shared concerns that 

within an ATOD treatment context, running a separate program could be seen as unfairly separating them for the rest of their 

recovery community. Whilst this is one perspective and cannot represent every LGBTIQA+ person with lived experience, it is 

important to acknowledge that member organisations should seek guidance and feedback from clients who use their services to 

ensure they are investing in services and programs that are appropriate and sensitive to LGBTIQA+ client needs. LEA’s were 

supportive of practical displays of support such as the use of pronoun pins and signage (as recommended in The Rainbow Tick 

certification). Our member organisations feared being viewed by clients as tokenistic. However, the LEAs said they were happy 

for services to ‘work backwards’ from tokenism and any efforts to demonstrate the organisation is dedicated to inclusion was 

appreciated.  

Our members suggested: 

▪ That intake and assessment forms need to be updated to remove any required information that are not necessary to a 

client’s treatment plan (such as assigned sex at birth).  

▪ Yearly training on ‘best practice’ for the inclusivity of LGBTIQA+ people  

▪ LGBTIQA+ affirming framework and support for residential rehabilitation facilities. 

 

 
29 Department of Health, Tasmania (n, d), Available: https://www.health.tas.gov.au/professionals/education-and-training-health-professionals/lgbtiq-inclusive-healthcare/lgbtiq-

laws-and-guidelines 
30 Ezzy, D., Fielder, B., Richardson-Self, L. and Dwyer, A.E., (2020). LGBTIQ+ Employees in Tasmanian Workplaces. Available: https://lgbtandreligiousfreedom.com.au/wp-

content/uploads/2020/10/Final-Research-Report-LGBTIQ-Tas-Employees.pdf 
31 ‘Visibility’ in this context refers to having a lack of autonomy or personal privacy.  Both LEAs preferred to choose when they discussed their sexuality openly and to whom.  
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Most members have an appetite for greater investment into better supporting LGBTIQA+ clients. Whilst some members have 
taken steps to create a more visibility inviting and supportive environment for LGBTIQA+ people, others have not. In general, 
greater funding and access to resources alongside co-design with key stakeholders is recommended.   
 
The ATDC can provide more training on LGBTIQA+ care in ATOD 
treatment settings, promote The Rainbow Tick in member 
organisations and provide greater support for those undertaking 
this certification. The ATDC can include celebrating the success of 
member organisations who are currently building partnerships 
with Working It Out and other equality organisations. Celebrating 
current efforts (even if they are not perfect) will help promote 
service access for LGBTIQA+ people and create a benchmark for 
other Tasmanian services to meet. Currently, there are no formal 
incentives for ATOD services to self-evaluate and accommodate 
their services, which means any action in this area, usually relies 
on one or two passionate staff members to create massive 
change to an organisation. The ATDC can further consult with 
member organisations on the need for the development of a 
capacity raising tool for services to assess how they are meeting 

the needs of LGBTIQA+ people.  

 

Disability 

It is up to the individual on how they describe and name their disability. Person-first language (people with disability) and 
identity-first language (disabled people) are both used in Australia. People with disability often have strong preferences for one 

term or the other, so it is best to follow the lead of the person or group you are talking about33. People who are neurodiverse 

can experience stigma from family, friends, and health professionals due to cultural stereotypes and assumptions about what it 

means to be autistic or have ADHD34. People with disabilities can experience discrimination, exclusion, prejudice, silencing and 

neglect in health-based setting due to these assumptions. For example, people with hidden disabilities such as chronic pain, are 

met with suspicion by health-providers as to whether they are being truthful35. Being inclusive means understanding that a 
client who is living with a disability may have experienced discrimination in different contexts, and service providers should aim 
to minimise the potential for further discrimination to occur in their organisation.   
 
Training to support people with disabilities has been beneficial, however consultations, collaboration and building relationships 

with stakeholders who are experts in disability in the ATOD sector is encouraged. Our members stated that there are barriers 

their services for people living with a disability: 

➢ Rehabilitation centres do not have the facilities available for people with physical disabilities. 

➢ Rehabilitation centres cannot accommodate full-time support workers for people with a disability due to other 

resident privacy (patient confidentiality). 

 
32 Working It Out (n,d) LGBTIQ+ Inclusive Practices in Health flyer. Available: https://www.workingitout.org.au/wp-content/uploads/2020/05/WIO-LGBTIQ-Inclusive-Practices-in-

Health-Flyer.pdf 
33 People With Disability Australia [PWDA] (2021) ‘PWDA Language Guide: A guide to language about disability’. Available: https://pwd.org.au/wp-

content/uploads/2021/12/PWDA-Language-Guide-v2-2021.pdf 
34 Grinker, R.R., (2020). Autism, “stigma,” disability: a shifting historical terrain. Current Anthropology, 61(21), pp.55-67. 
35 Network of Alcohol and other Drugs Agencies (2021). Access and equity: Working with diversity in the alcohol and other drugs setting. Sydney: NADA. Available: 

https://nada.org.au/wp-content/uploads/2021/10/NADA-access-equity-2021.pdf 

Working It Out (WIO) remains the key service that 
our members refer to and contact for LGBTIQA+ 
related training and support. Whilst WIO are a key 
voice in the LGBTIQA+ community, they are 
primarily a support and advocacy service, not a 
specialist in ATOD support service provider. Further 
sector development and funding should include 
WIO if members require help in receiving inclusivity 
accreditation (Rainbow tick). Some relevant training 
options are available, such as LGBTIQA+ Inclusive 
Practices in Health training which focuses on stigma 
and discrimination in health services.32 
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➢ Many clients have undiagnosed disabilities and/or are not covered under the National Disability Insurance Scheme 

(NDIS) and therefore, cannot be fully supported by their services. 

➢ Neurodiversity is not always a part of the screening process. 

➢ Staff have a lack of knowledge on neurodiversity and ATOD. 

➢ Organisation materials and resources are not up-to-date or are inappropriate for people with learning difficulties (i.e.: 

dyslexia) or cognitive impairment. 

➢ More training options for intervention and support that are not one-on-one psychotherapy. 

Our member organisations who are client-facing suggest that their most common clients are those with Acquired Brain Injuries 

(ABI)s and people who are neurodiverse. More training and resources for this client groups are encouraged, as well as 

implementing trauma-informed practices to discuss disability in absence of a formal diagnosis. For example, one of our 

members shared that during their screening and assessment process, they ask their clients: ‘what does your disability mean to 

you?’. The purpose of this was to allow their clients to decide what they wanted to share about their disability and how this is 

relevant to their ATOD treatment. This was particularly relevant for people who were yet to, or who were in the process of a 

formal assessment for ADHD or Autism. For people who do not have support under the NDIS, and this discussion still allows 

them to feel supported, validated, and listened to, and have a say in their ATOD treatment pathway.  

In general, several barriers are present for clients with a disability. Further consultation with our members is needed on this 

issue, as each organisation has varied experience, training, and partnerships with non-ATOD disability services. People with a 

disability who have accessed our member organisations should be consulted to find ways to alleviate unnecessary barriers for 

seeking treatment. 

 

Criminal History 

People with a history of incarceration and/or a criminal conviction experience limitations and barriers to accessing employment, 

education, and health services. For example, a police check is standard practice for employment even if it is irrelevant to the job 

itself. In a similar vein, our LEAs expressed how ATOD workers may ask about their criminal history even if it irrelevant to their 

treatment plan, more specifically, including intrusive questions or explaining the context of an offence. Whilst it is necessary for 

staff to enquire about previous offences for the safety of themselves or others (particularly in a residential rehabilitation 

context), how to do this is not always tactful. For example, one LEA discussed how ATOD support workers have pressed them 

for details on their previous conviction and made judgements on their personal character in a way that is insensitive and 

stigmatising.  

Our member organisations recognise that there are service gaps for people with a criminal history. One member organisation 

stated that they have difficulties accommodating for people on parole and court mandated Drug Diversion Programs. The ATDC 

may consider further consultations to understand why this is the case and whether there are hidden barriers in place that cause 

this priority population from disengaging from treatment.  

In terms of young people, a member organisation highlighted the need to build strong referral pathways between police and 

ATOD services. For example, police are not familiar with The Link and what kinds of diverse programs they offer young people 

who need assistance with ATOD. Another member organisation is working closely with male perpetrators who are seeking 

alcohol, tobacco, and other drug counselling. However, other members and non-AOD specific support do not know this is 
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available. The ATDC could advocate on behalf of member organisations to support a review on current practices and gaps in 

services 36. 

The ATDC can: 

➢ Increased sector-wide capacity building, as well as sharing knowledge on what other member organisations can offer 

and how they respond to this priority population.  

➢ Build stronger relationships with Community Corrections and streamlining processes between the Tasmanian Prison 

Service.  

This priority population were not discussed unless raised. Greater consultation with member organisations on how to better 

support people with a criminal history is needed. Specifically, through diversion programs, treatment services within prison and 

post-prison care. 

 

Recommendations 

ADVOCACY  

• Diversity and Inclusivity framework to better support diversity and inclusion efforts across the Tasmanian ATOD sector. 

• LGBTIQA+ affirming framework for residential rehabilitation facilities. 

• Support opportunities and funding for recruiting diverse voices from across priority populations.  

RESOURCES 

• Greater access to interpreter services. 

• Increase funding to create and implement a Reconciliation Plan (or what is most appropriate). 

• Update resources in ATOD services that can be translated into different languages. 

• Update resources to accommodate intellectual and learning disabilities.  

TRAUMA INFORMED TRAINING 

• Training with a focus on each priority population within an ATOD context. 

• Equip ATOD staff on how to better support refugee and migrant communities from politically turbulent countries. 

• Yearly training/refreshers on ‘best practice’ for the LGBTIQA+ clients. 

• Neurodiversity the use of ATODS, as well as client-centred treatment for neurodiverse people in treatment. 

• More training options for intervention and support that are not one-on-one psychotherapy. 

CAPACITY BULDING 

• Foster mutual understanding, respect, collaboration, and partnership between non-indigenous and aboriginal 

community services. 

• Shared programs with the Migrant Resource Centre 

• Partnerships with Community Corrections and streamlining processes between the Tasmanian Prison Service (post-

prison and drug diversion programs).  

• Increased sector-wide knowledge sharing on what ATOD and Non-ATOD organisations can offer and how they support 

each priority population.  

 
36  As highlighted in the Tasmanian Drug Strategy [Draft] 2022-2027 
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