
 

 

 
5 July 2019 
 
Penny Armytage 
Chairperson 
Royal Commission into Victoria's Mental Health System 
PO Box 12079 
A'Beckett Street 
VICTORIA 8006 
contact@rcvmhs.vic.gov.au  
 
 
Dear Ms Armytage 

SUBMISSION TO VICTORIAN ROYAL COMMISSION INTO MENTAL HEALTH  

The Foundation for Alcohol Research and Education (FARE) welcomes the opportunity to provide the 
attached submission to the Victorian Royal Commission into Mental Health.  

FARE is an independent, not-for-profit organisation working to reduce the significant harm caused by 
alcohol in Australia. Alcohol is no ordinary commodity; it takes a huge toll on the health and safety of 
Australians, with almost 6,000 alcohol-related deaths and more than 144,000 alcohol-related 
hospitalisations each year.1  

Alcohol is frequently involved and implicated in suicide and mental ill-health yet it is frequently absent 
in policy discussions on the issues.2 Strategies to reduce alcohol consumption and availability at a 
population level are critical to effective suicide prevention and reducing the burden of mental illness in 
Australia.  

FARE has attached our recent submission to the Australian Productivity Commission inquiry into mental 
health. This submission has key areas that are appropriate and applicable to the Victorian Royal 
Commission on Mental Health. I commend this submission to you and in particular, the following four 
key points:  

1. Alcohol is a risk factor for mental illness 

Alcohol use disorders often coexist with mental health disorders,3 and when they do, disease is more 
severe and treatment is more challenging.4 

Alcohol also has an impact on the mental health of third parties; people with a problematic drinker in 
their life have worse mental health,5 and people with Fetal Alcohol Spectrum Disorder (FASD) are 
disproportionately affected by mental health comorbidities6 and disproportionately at risk of suicide 
attempt or completed suicide.7   

2. Policy measures that aim to control and reduce alcohol consumption can help to reduce the burden 
of disease due to mental health disorders, experienced not only by the drinker themselves, but by 
those whose mental health is affected by another person’s drinking. 
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3. Alcohol is a risk factor for suicide 

Evidence indicates that more than 20 per cent of people who die by suicide in Australia have an alcohol 
use disorder at time of death.8 In Australia, suicides and sudden or unnatural deaths involving alcohol 
predominantly happen at night, in the home environment.9  

Acute alcohol consumption increases the risk of attempted suicide,10 and at a population level, greater 
levels of consumption are associated with increased suicide risk.11  

4. Policy measures that aim to control and reduce alcohol consumption can help to reduce the 
incidence of suicide.  

In particular, reducing alcohol availability is likely to help in suicide prevention, both in preventing 
suicide attempts and deaths from suicide. Given that alcohol-involved suicides and sudden or unnatural 
deaths occur predominantly at night and in the home environment, reducing the availability of off-
premise/ take away alcohol that can be consumed late into the night in the home environment could 
help to prevent some cases of suicide.  

As a member of the Alcohol Policy Coalition (APC), I would also like to endorse its submission to the 
Commission, noting its significant expertise as a coalition of health and allied agencies focused solely on 
alcohol harm in Victoria. FARE endorses APC’s recommendation: 

That the Victorian Department of Justice & Regulation, the Victorian Commission for 
Gambling and Liquor Reform, the Victorian Department of Health & Human Services 
and the Alcohol Policy Coalition (APC) work collaboratively to support the reform of 
alcohol regulation and policy in Victoria to address the proven co-morbidity between 
alcohol and mental illness. These reforms include strengthening independent regulation 
of alcohol advertising across all platforms, strengthening the Victorian liquor licensing 
scheme (including stemming the proliferation of alcohol outlets in Victoria) and giving 
the community more opportunity to participate in decisions around alcohol outlets in 
their local area.    

I would be pleased to have the opportunity to outline information in these submissions to the 
Commission further and am available to give evidence to the Commission if required.  

Yours sincerely 

 
 
MICHAEL THORN 
CHIEF EXECUTIVE 
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Formal submission cover sheet 

Make a formal submission to the Royal Commission into Victoria’s mental health system 

The terms of reference for the Royal Commission ask us to consider some important themes 

relating to Victoria's mental health system. In line with this, please consider the questions 

below. Your responses, including the insights, views and suggestions you share, will help us to 

prepare our reports. 

This is not the only way you can contribute. You may prefer to provide brief 

comments here instead, or as well. The brief comments cover some of the same questions, but 

they may be more convenient and quicker for you to complete. 

For individuals 

Written submissions made online or by post, may be published on the Commission's website or 

referred to in the Commission's reports, at the discretion of the Commission.  However that is 

subject to any request for anonymity or confidentiality that you make. That said, we strongly 

encourage you to allow your submission to be public - this will help to ensure the Commission's 

work is transparent and that the community is fully informed.’   

Audio and video submissions will not be published on the Commission's website. However, 

they may be referred to in the Commission's reports, subject to any preferences you have 

nominated. 

For organisations 

Written submissions made online or by post, may be published on the Commission's website or 

referred to in the Commission's reports, at the discretion of the Commission.  However that is 

subject to any request for anonymity or confidentiality that you make. That said, we strongly 

encourage you to allow your submission to be public - this will help to ensure the Commission's 

work is transparent and that the community is fully informed.’   

Audio and video submissions will not be published on the Commission's website. However, 

they may be referred to in the Commission's reports. 

Because of the importance of transparency and openness for the Commission's work, 

organisations will need to show compelling reasons for their submissions to remain 

confidential. 

Should you wish to make a formal submission, please consider the questions below, noting that 

you do not have to respond to all of the questions, instead you may choose to respond to only 

some of them. If you would like to contribute and require assistance to be able to do so, please 

contact the Royal Commission on 1800 00 11 34. 
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Your information  

Title  Ms 

First name Sarah 

Surname Ward 

Email Address  

Preferred Contact 
Number 

Postcode   

Preferred method of 
contact 

☒ Email ☐ Telephone  

Gender  

  

  

   

   

Age  

  

   

  

  

  

  

  

   

Do you identify as a 
member of any of the 
following groups? Please 
select all that apply  

☐ People of Aboriginal and Torres Strait Islander origins   

☐ People of non-English speaking (culturally and linguistically diverse) 

backgrounds 

☐ People from the Lesbian, Gay, Bisexual, Transgender, Intersex, 

Asexual and Queer community 

☐ People who are experiencing or have experienced family violence or 

homelessness 

☐ People with disability 

☐ People living in rural or regional communities 

☐ People who are engaged in preventing, responding to and treating 

mental illness  

☐ Prefer not to say  

Type of submission  
☐ Individual  

☒ Organisation  

SUB.1000.0001.3535



 

 

Please state which organisation:  
Foundation for Alcohol Research and Education 

 

Please state your position at the organisation:  

Principal Policy Officer 

 

Please state whether you have authority from that organisation to make 

this submission on its behalf: ☒ Yes ☐ No 

☐ Group  

How many people does your submission represent?  

 

Personal information 
about others 

Does your submission include information which would allow another 
individual who has experienced mental illness to be identified? 

☐ Yes ☒ No 

 

If yes, are you authorised to provide that information on their behalf, on the 
basis set out in the document 

☐ Yes ☐ No 

 

Prior to publication, does the submission require redaction to deidentify 
individuals, apart from the author, to which the submission refers 

☐ Yes ☒ No 

Please indicate which of 
the following best 
represents you or the 
organisation/body you 
represent. Please select 
all that apply 

☐ Person living with mental illness  

☐ Engagement with mental health services in the past five years  

☐ Carer / family member / friend of someone living with mental illness  

☐ Support worker 

☐ Individual service provider 

☐ Individual advocate 

☐ Service provider organisation;  

 Please specify type of provider: _____________________ 

☒ Peak body or advocacy group  

☐ Researcher, academic, commentator  

☐ Government agency  

☐ Interested member of the public 

☐ Other; Please specify:  

Please select the main 
Terms of Reference 
topics that are covered in 
your brief comments. 
Please select all that 
apply 

☐ Access to Victoria’s mental health services 

☐ Navigation of Victoria’s mental health services 

☐ Best practice treatment and care models that are safe and person-

centred 

☐ Family and carer support needs  

☒ Suicide prevention  
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☒ Mental illness prevention  

☐ Mental health workforce  

☐ Pathways and interfaces between Victoria’s mental health services and 

other services 

☐ Infrastructure, governance, accountability, funding, commissioning and 

information-sharing arrangements 

☐ Data collection and research strategies to advance and monitor reforms 

☐ Aboriginal and Torres Islander communities 

☐ People living with mental illness and other co-occurring illnesses, 

disabilities, multiple or dual disabilities 

☐ Rural and regional communities 

☐ People in contact, or at greater risk of contact, with the forensic mental 

health system and the justice system 

☐ People living with both mental illness and problematic drug and alcohol 

use  

 

 
 
 

For individuals only 

Please identify whether this submission is to be treated as public, anonymous or restricted 

While you can request anonymity or confidentiality below, we strongly encourage your formal 

submission to be public - this will help to ensure the Commission's work is transparent and the 

community is fully informed 

Please tick one box 

☒ Public 
My submission may be published or referred to in any public document 
prepared by the Royal Commission. There is no need to anonymise this 
submission. 

☐ Anonymous  

My submission may only be published or referred to in any public document 
prepared by the Royal Commission if it is anonymised (i.e. all information 
identifying or which could reasonably be expected to identify the author is 
redacted).  

 

If you do not specify the information which you would like to be removed, 
reasonable efforts will be made to remove all personal information (such as your 
name, address and other contact details) and other information which could 
reasonably be expected to identify you. 

☐ Restricted 
My submission is confidential. My submission and its contents must not be 
published or referred to in any public document prepared by the Royal 
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Commission. Please include a short explanation as to why you would like your 
submission restricted.  

 

Please note: 

• This cover sheet is required for all formal submissions, whether in writing or by audio or video file. 

Written submissions made online or by post, may be published on the Commission's website (at the 

discretion of the Commission) subject to your nominated preferences. 

• Audio and video submissions will not be published on the Commission's website. However, they 

may be referred to in the Commissions reports subject to any preferences nominated.  

• While the Commission will take into account your preference, the Commission may redact any part 

of any submission for privacy, legal or other reasons. 

 
 

Your contribution 

Should you wish to make a formal submission, please consider the questions below, noting 

that you do not have to respond to all of the questions, instead you may choose to respond to 

only some of them.  

1. What are your suggestions to improve the Victorian community’s understanding of mental illness 

and reduce stigma and discrimination? 

 

It is important that any responses to mental illness and suicide also consider the issue of alcohol and 

alcohol harm prevention strategies. Addressing alcohol use and the issue of comorbid alcohol and 

drug use alongside mental health problems will help to reduce the stigma of these conditions. It is 

crucial that the sectors are able to work together effectively and ensure that people do not fall through 

the cracks in seeking help and support.  

 

2. What is already working well and what can be done better to prevent mental illness and to support 

people to get early treatment and support? 

 

In preventing mental illness it is important that policy responses include alcohol and those measures 
that aim to control and reduce alcohol consumption. These measures can help to reduce the burden of 
disease due to mental health disorders, experienced not only by the drinker themselves, but by those 
whose mental health is affected by another person’s drinking. 

 

3. What is already working well and what can be done better to prevent suicide?  
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Alcohol is a risk factor for suicide. Evidence indicates that more than 20 per cent of people who die by 
suicide in Australia have an alcohol use disorder at time of death.1 In Australia, suicides and sudden or 
unnatural deaths involving alcohol predominantly happen at night, in the home environment.2 

Alcohol consumption increases the risk of attempted suicide,3 and at a population level, greater levels 
of consumption are associated with increased suicide risk.4  

Reducing the availability of alcohol can assist in both in preventing suicide attempts and deaths from 
suicide. Given that alcohol-involved suicides and sudden or unnatural deaths occur predominantly at 
night and in the home environment, reducing the availability of off-premise/ take away alcohol that can 
be consumed late into the night in the home environment could help to prevent some cases of suicide.  

 

4. What makes it hard for people to experience good mental health and what can be done to improve 

this? This may include how people find, access and experience mental health treatment and 

support and how services link with each other.  

 

 

FARE has no comment on this question 

 

5. What are the drivers behind some communities in Victoria experiencing poorer mental health 

outcomes and what needs to be done to address this? 

 

 

FARE has no comment on this question 

 

6. What are the needs of family members and carers and what can be done better to support them?  

 

 

FARE has no comment on this question  

                                                           
1 Kolves, K., Draper, B.M., Snowdon, J. & De Leo, D.  (2017). Alcohol use disorders and suicide: Results from a 
psychological autopsy study in Australia. 
2 Darke, S., Duflou, J. , & Torok, M. (2009). Toxicology and circumstances of completed suicide by means other than 
overdose. Journal of Forensic Science 54(2), 490-494; Darke, S., Duflou, J., Torok, M. & Prolov, T. (2013). Characteristics, 
circumstances and toxicology of sudden or unnatural deaths involving very high-range alcohol concentrations. 
Addiction 108, 1411-1417. 
3 Borges, G., Bagge, C.L., Cherpitel, C.J., Conner, K.R., Orozco, R. & Rossow, I. (2017). A meta-analysis of acute use of 
alcohol and the risk of suicide attempt. Psychological Medicine 47, 949-957. 
4 Nortsrom, T. & Rossow, I. (2016). Alcohol consumption as a risk factor for suicidal behaviour: a systematic review of 
associations at the individual and population level. Archives of Suicide Research 20(4), 489-506. 
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7. What can be done to attract, retain and better support the mental health workforce, including peer 

support workers? 

 

FARE has no comment on this question  

 

8. What are the opportunities in the Victorian community for people living with mental illness to 

improve their social and economic participation, and what needs to be done to realise these 

opportunities?  

 

FARE has no comment on this question  

 

9. Thinking about what Victoria’s mental health system should ideally look like, tell us what areas and 

reform ideas you would like the Royal Commission to prioritise for change? 

Ensure that alcohol policy measures are included in all responses to mental health.  

 

10. What can be done now to prepare for changes to Victoria’s mental health system and support 

improvements to last? 

FARE has no comment on this question  

 

11. Is there anything else you would like to share with the Royal Commission? 

FARE has attached our recent submission to the Australian Productivity Commission’s inquiry into 

mental health to the Royal Commission. 

 

Privacy acknowledgement I understand that the Royal Commission works 

with the assistance of its advisers and service 

providers. I agree that personal information about 

me and provided by me will be handled as 

described on the Privacy Page. 

☒ Yes ☐ No 
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About the Foundation for Alcohol Research and Education 

The Foundation for Alcohol Research and Education (FARE) is an independent, not-for-profit 

organisation working to stop the harm caused by alcohol. 

Alcohol harm in Australia is significant. Nearly 6,000 lives are lost every year and more than 144,000 

people are hospitalised making alcohol one of our nation’s greatest preventive health challenges. 

For more than a decade, FARE has been working with communities, governments, health professionals 

and police across the country to stop alcohol harm by supporting world-leading research, raising public 

awareness and advocating for changes to alcohol policy. 

FARE is guided by the World Health Organization’s (2010) Global strategy to reduce the harmful use 

of alcohol for stopping alcohol harm through population-based strategies, problem directed policies, 

and direct interventions. 

If you would like to contribute to FARE’s important work, call us on (02) 6122 8600 or email 

info@fare.org.au. 
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Glossary 

Throughout this submission a number of terms are used. The terms ‘mental health’, ‘mental ill-health’ 

and ‘mental disorder’ have the meaning outlined in Box 1, Definition of key terms in The Social and 

Economic Benefits of Improving Mental Health - Issues Paper. 

Where applicable FARE has used the terminology for alcohol use as described in the original 

paper/research. FARE has noted these in the submission when they appear. 

 

 

  

SUB.1000.0001.3543



 

4: SUBMISSION: PRODUCTIVITY COMMISSION: THE SOCIAL AND ECONOMIC BENEFITS OF IMPROVING MENTAL HEALTH  

Introduction 

The Foundation for Alcohol Research and Education (FARE) welcomes the opportunity to provide a 

submission to the Productivity Commission inquiry into Mental Health and respond to the Issues Paper 

on the Social and Economic Benefits of Improving Mental Health. The submission highlights the 

inextricable link between alcohol consumption and mental ill-health and suicide, and the need for 

preventive measures to reduce consumption among at risk populations with subsequent 

improvements in population mental health. 

FARE’s submission has four sections that respond to the Productivity Commission’s Issues Paper, 

concentrated on the areas for which alcohol consumption is most relevant. Section one explores 

suicide prevention and outlines how addressing alcohol use is an important suicide prevention 

initiative. Section two explores comorbidities between alcohol and mental ill-health and makes 

recommendations on how to address alcohol in order to improve mental health in Australia. Section 

three focuses on the links between housing difficulties and homelessness, alcohol use, and mental ill-

health. Sections four explore the impacts of Fetal Alcohol Spectrum Disorders (FASD) on mental health 

and rates of suicide, and make recommendations on how to aid prevention. 

These sections highlight important policy measures that can help to reduce the harm caused by 

alcohol and in turn reduce alcohol’s contribution to the burden of suicide and mental ill-health in 

Australia. Paramount among these policy measures is reducing alcohol availability through the 

implementation of alcohol taxation reform. Reformation of alcohol taxation, recommended by the 

Productivity Commission in the Shifting the Dial: 5 year productivity review , has the added benefit 

of raising significant revenue that can be invested in evidence-based suicide prevention measures and 

mental health service provision. 

Recent reviews 

FARE commends two highly relevant reviews to the Productivity Commission for consideration. In 

2018 the New Zealand Government undertook the Government Inquiry into Mental Health and 

Addiction.1 Acknowledging the scope of the problem, the inquiry included the full spectrum of mental 

ill-health, from mental distress to enduring psychiatric illness, as well as the social determinants that 

influence mental health outcomes and contributing factors such as addiction and use of alcohol and 

other drugs. This inquiry highlighted that: “…mental health and addiction problems cannot be fixed by 

government alone, nor solely by the health system. We can’t medicate or treat our way out of the 

epidemic of mental distress and addiction affecting all layers of our society. We need to ensure 

practical help and support in the community are available when people need it, and government has 

a key role to play here…”2 

The New Zealand Inquiry recommends establishing an agency to have central government 

responsibility for social wellbeing. The inquiry also recommends that alcohol and other drug policy be 

led by this agency. Australia did have a similar prevention agency – the Australian National Preventive 

Health Agency. This could have been a similar coordinating body for improvement of social wellbeing 

and mental health in Australia. 

FARE also draws the Commission’s attention to the Coronial inquest into the deaths of thirteen 

children and young people in the Kimberley, Western Australia.3 This inquest was specific to deaths in 

Western Australia, but the report highlights the devastating issue of suicide among Aboriginal and 

Torres Strait Islander peoples. The recommendations from this inquest are pertinent to this current 

inquiry, as well as demonstrating the need for urgent review of the availability of alcohol in Australia. 
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Recommendations 

FARE makes the following recommendations to the Productivity Commission to: 

1. Recommend that preventive health become a key area for government policy action and reform.

2. Explicitly recognises the role of alcohol in suicide, and that suicide prevention activities should

also encompass alcohol harm prevention initiatives in the final report of this inquiry.

3. Recommend action to reduce the availability of alcohol are undertaken in order to reduce

instances of suicide and that measures that reduce the availability of packaged liquor for home

consumption late at night, such as restricting the hours that retail alcohol outlets and online

alcohol delivery providers can operate, are considered.

4. Support the recommendations from Shifting the Dial and that the alcohol taxation system, is

reformed specifically by replacing the ad valorem wine equalisation tax (WET) with a volumetric

tax.

5. Recommend a proportion of revenue generated from alcohol taxation reform be quarantined to

fund health programs.

6. Implement the success factors identified in the Aboriginal and Torres Strait Islander Suicide

Prevention Evaluation Project report Solutions that work: what the evidence and our people tell

us are incorporated into suicide prevention programs for Aboriginal and Torres Strait Islander

peoples.

7. Introduce selective interventions aimed at groups at higher risk of suicide including Indigenous

children and young persons, are included in the government approach to suicide prevention.

8. Support the recommendations from the Coronial inquest into the deaths of thirteen children and

young persons in the Kimberley region of Western Australia are adopted, in particular:

 Recommendation 8: introduce restrictions on the purchase of take away alcohol across

the entire Kimberley region

 Recommendation 9: assess the feasibility of a Banned Drinker Register that is modelled

on therapeutic support for those who are placed on it

 Recommendation 10: that police be sufficiently resourced to enforce the proscription on

“sly grogging” in the Liquor Control Amendment Act 2018 [WA]

 Recommendation 11: That there be recurrent, or long-term funding to town based patrols

in the Kimberley for the provision of diversionary services to those who are abusing

alcohol

9. Establish and fund a national public education campaign to raise awareness on the long-term

health harms of alcohol consumption and the contribution of alcohol to mental ill-health.

10. Improve the linkages and coordination between mental health, alcohol and other drug, and

primary care services to facilitate earlier identification of, and improved referral and treatment

for, mental and physical health problems.

11. Review the commissioning of alcohol and other drug treatment services by Primary Health

Networks to establish if these are meeting clients’ needs and recognising comorbid issues.
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12. Include the collection of mental disorders on the Alcohol and Other Drug Treatment Services

National Minimum Data Set. Undertake regular surveys of the Australian population for addiction

and mental health issues.

13. Develop a strategy to ensure that there are no exits into homelessness from alcohol and other

drug services and mental health, treatment facilities, including hospitals.

14. Invest in appropriate and secure housing, including transitional housing, to provide sufficient

supply for those exiting treatment facilities.

15. Consider establishing a social wellbeing agency to tackle social determinants of health through a

whole-of-government lens. At minimum, require the social determinants of health and their links

with mental health to be considered in mental health strategies.

16. Recommend that FASD be listed as a neurological disability rather than an intellectual disability in

the National Mental Health Plan and recognised as such by the Productivity Commission.

 Adequate recognition of FASD as neurological disability would allow for the appropriate

early intervention in childhood thereby lessening the impact of secondary effects of FASD.

17. Recognise FASD, rather than Fetal Alcohol Syndrome, in the National Disability Insurance Scheme

and by the National Disability Insurance Agency, with appropriate support provided to support

people with FASD.

 The correct diagnostic terminology for FASD should be used in Australia, this broadening

would allow appropriate early intervention services to be provided and thus lessen the

impact of secondary effects of FASD.

18. A range of early intervention programs for children with FASD or suspected FASD are

implemented, funded and evaluated across Australia to determine which are effective.

19. Training on FASD, how to recognise signs of FASD and where to refer for assessment, be developed

and rolled out across Australia to professionals working in the fields of: education, police, justice,

child protection and justice systems; both juvenile and adult.

20. Continue funding the successful awareness campaigns, such as FARE’s Women Want to Know and

Pregnant Pause campaigns, to continue to educate health professionals about the risks of alcohol

consumption during pregnancy and support pregnant women to be alcohol free.

21. Effective mandatory pregnancy warning labels by implemented across all alcohol products in

Australia to ensure that the women receive consistent messages about the risks of alcohol

consumption during pregnancy.
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1. Suicide prevention activities must include alcohol

The Productivity Commission’s Issues Paper highlights suicide prevention as a specific health concern 

to address in the context of mental health. The paper reports that there has been no significant 

reduction in the proportion of deaths from suicide in Australia over the past decade. As a 

consequence, suicide prevention has been made a priority in the Fifth National Mental Health and 

Suicide Prevention Plan agreed to by governments. Alcohol is frequently involved and implicated in 

suicide yet frequently absent in policy discussions on the matter of suicide prevention.4 

1.1 Alcohol’s involvement in suicide in Australia 

Alcohol is ubiquitous in cases of suicide and sudden or unexplained deaths in Australia. Alcohol use 

disorders are comorbid in a high proportion of cases of suicide. Internationally, it has been shown that 

after mood disorders, alcohol use disorders are the second most common psychiatric disorder in 

people who die by suicide.5 

There are clear physiological mechanisms through which alcohol use can increase suicidality. Alcohol 

is known to depress the central nervous system which can cause impulsiveness and psychological 

distress; both are risk factors for suicidality.6 Alcohol can cause deficits in executive functioning of the 

brain, potentially contributing to limited problem solving abilities and difficulties in orientation to the 

future - these are two additional risk factors for suicide. People with alcohol use problems are also 

more likely to have relationship and work difficulties, which may in turn reduce social supports and 

increase their risk of suicide.7 

1.1.1 Alcohol is the most common substance present in the blood of completed 

suicides 

Alcohol is commonly present in the blood of cases of completed suicides, homicides and sudden or 

unnatural deaths in Australia. Research conducted in New South Wales between 1997 and 2006 found 

that alcohol was present in 40.6 per cent of all cases, and the most common substance detected in 

the blood in cases of completed suicide not due to deliberate overdose.8 The median blood alcohol 

concentration found at autopsy was 0.10g/100ml with a range of 0.01g to 0.4g/100mL. In this 

situation, only 5.8 per cent had known histories of alcohol use disorders. Thus, 34.8 per cent of the 

cases did not have histories of alcohol use. This suggests that alcohol consumption frequently 

increases the risk of suicide. 

Alcohol features heavily in sudden and unnatural deaths.9 An Australian study examining deaths 

between 1997 and 2011 where there was a presence of very high alcohol concentrations concluded 

that alcohol contributed to 50 per cent of all homicides, 44.8 per cent of all suicides and 77.6 per cent 

of all cases of accidental death where the decedent was found to have a blood alcohol concentration 

of greater than or equal to 0.3g/100ml at autopsy.10 Death from alcohol poisoning or overdose is likely 

to occur between 0.31 and 0.4g/100ml. At this level of alcohol consumption loss of consciousness and 

suppression of vital life functions is likely, leading to death.11 

In the 263 cases where there was a presence of very high alcohol concentrations in death examined 

in 2013, 78.7 per cent had a history of ‘reported alcohol problems’, which included a treatment history 

or known alcohol dependency. However, none of the individuals were enrolled in any form of alcohol 

treatment at the time of death suggesting that risk of suicide, accidental death, and being a victim of 

homicide are likely to be higher in those who have had or do have an alcohol use disorder but are not 
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currently receiving treatment.12 It also raises the possibility that treatment may be a protective factor 

for sudden or unnatural death in those with an alcohol use disorder. 

An examination of substances present in the blood of Australian suicide decedents (not due to 

deliberate overdose) found that compared to other substances, alcohol was significantly more likely 

to be involved in suicides that occurred at night, between 6pm and 6am.13 The study of those suicides 

with presence of very high alcohol concentrations found that for decedents who are highly intoxicated 

at the time of death (with a blood alcohol concentration greater than or equal to 0.3g/100ml), the 

majority of cases of sudden or unnatural death occurred in the home environment (81.4 per cent) and 

only a very small proportion on licensed premises (1.5 per cent).14 Alcohol and intoxication are closely 

tied to the completion of the suicide where the death occurred late at night, in the home and with a 

presence of high alcohol concentration. Alcohol and intoxication may be a catalyst or unplanned 

contributor in completed suicides, particularly where a person does not have a history of alcohol 

problems. 

1.1.2  Alcohol consumption increases the risk of attempted suicide 

Not only is alcohol commonly present in high concentrations in the blood of those who complete 

suicide, there is evidence that acute alcohol use increases the risk of a suicide attempt. A meta-analysis 

of seven international studies of trauma hospitals and emergency rooms, one of which included data 

from an Australian emergency department, found that acute alcohol use increased the risk of 

suicidality.15 Acute alcohol use was defined as consumption within three to 24 hours of suicide attempt 

and was associated with a six-fold increase in the risk of a suicide attempt on average. Importantly, 

the higher the amount of acute use of alcohol consumed, the greater the risk of attempt of suicide 

with 2.7 fold increases in the risk with low levels of consumption, and up to 37.18 fold increases in the 

risk with high levels of consumption. The authors noted that this dose response relationship mirrors 

the relationship between alcohol and impulsivity, aggressiveness, depressed mood and impaired 

cognitive function which might explain some of the factors implicated in the association between 

higher levels of alcohol consumption and higher risk of suicide attempt. 

A study of suicide cases in Queensland and New South Wales found that 21.6 per cent of persons who 

died by suicide had an alcohol use disorder at the time of death.16 Australian data has also shown that 

young and middle-aged people are more likely to have an alcohol use disorder at the time of suicide 

than older people. For instance, an analysis found that 24.7 per cent of people aged 35 to 59 years 

had an alcohol use disorder at the time of suicide compared to 13.4 per cent of people aged 60 years 

and older.17 

1.1.3  Increases in per capita alcohol consumption are associated with increased 

suicide risk across the whole population 

At a population level, higher levels of alcohol consumption are associated with a greater likelihood of 

suicide risk.18 A systematic review (not including Australia) of sixteen population level studies, 

predominantly conducted in European countries, grouped countries according to detrimental drinking 

pattern. It examined the percentage increase in suicide rate with every 1-litre increase in per capita 

alcohol consumption. It found that in general, suicide rates increased with an increase in per capita 

alcohol consumption. Significantly, there was a gradient in this effect with the percentage increases 

in suicide rate largest in the countries with the most detrimental drinking pattern and smallest in the 

countries with the least detrimental drinking pattern. This suggests that for all countries, strategies to 

reduce alcohol consumption and availability can help to prevent suicide, and that the gains that will 

be made by preventive activities are likely to be greater in countries with more problematic drinking. 
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1.1.4  Suicide and alcohol in Aboriginal and Torres Strait Islander peoples 

Aboriginal and Torres Strait Islander peoples are disproportionately impacted by both alcohol harm 

and suicide. This is despite higher rates of non-drinking among Aboriginal and Torres Strait Islander 

peoples. 

Suicide and mental health issues experienced by Aboriginal and Torres Strait Islander peoples are 

significantly missing from the Issues Paper. This needs urgent correction. 

Research evidence notes that the trigger for suicide among Aboriginal and Torres Strait Islander 

peoples is significantly different to that of the general population. The Senate Standing Committee on 

Community Affairs inquiry into ‘Accessibility and quality of mental health services in rural and remote 

Australia’ reported in December 2018. It found that suicide by Aboriginal and Torres Strait Islander 

peoples had very little to do with clinical mental health; rather it was associated with alcohol and other 

drug use, relationship difficulties, family conflict or a previous suicide attempt, intergenerational 

trauma, loss of culture, and other social determinants, such as employment, education, and housing.19 

A Consultant Psychiatrist with the Kimberley Mental Health and Drug Service, who gave evidence to 

this inquiry, said that: “Suicide is almost never due to a mental illness. So it's is not due to something 

that we can diagnose and treat within a conventional Western model, within a Western framework of 

how our hospitals and our clinics are set up.”20 The Psychiatrist noted the upstream factors of 

substance use, poverty, and children in custody and incarceration, as causes for suicide. 

Several Aboriginal and Torres Strait Islander communities, who gave evidence to the inquiry, and who 

are involved with the National Suicide Prevention Trial, expressed their severe frustration with the 

lack of progress and cultural competence of this trial to their communities. The National Suicide 

Prevention Trial commenced in 2016-17 across 12 sites in Australia. The trials are led by Primary Health 

Networks (PHNs), funded by the Australian Government and will run until June 2020. The trial sites 

have higher than average suicide rates and the project is meant to provide support services relevant 

to each individual community. However, Aboriginal and Torres Strait Islander communities involved 

in the trial expressed disappointment, stating that the services are too prescriptive and did not take 

account of cultural considerations in service provision. Aarnja, the regional body for Kimberley 

Aboriginal people in Western Australia, explained how they designed their own suicide program out 

of desperation with the trial. The Aarnja program is a family empowerment project for extended, 

rather than nuclear, families and is based on local cultural frameworks.21 

A Coronial inquest into thirteen suicides by Aboriginal children and young people in the Kimberley in 

Western Australia has found that the current suicide prevention programs in the area are not working, 

that they lack cultural sensitivity, and need urgent review. The inquest found that alcohol and the 

harm from alcohol featured heavily in all of these suicides, with some children themselves using 

alcohol to escape and cope with horrific life circumstances. Seven directly witnessed family violence 

in the home, and three went on to have relationships marred by domestic violence themselves.22 The 

children and young people’s lives were marred by extreme levels of violence across their families and 

communities. This violence was often in combination with alcohol consumption, usually at high levels. 

The Coroner outlined that the children and young people had prolonged exposure to traumatic events 

across their lifetime and they had through these accumulated life stressors, reached a point of 

despair.23 

The Coroner noted that most of the children and young persons had no contact with mental health 

services prior to their death but they voiced suicidal ideation or intent prior to their death. Despite 

this, all but one had not been seen by a primary health service (a GP) or the mental health service. 24  
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It is not specified in the Coroner’s report if any of the children, young people, their parents or members 

of their families, had sought or completed alcohol treatment. However, alcohol treatment services are 

extremely limited in the Kimberley region of Western Australia, and as most had not seen a primary 

health or mental health service, it is very unlikely they had attended alcohol treatment. 

There was significant involvement with the extended family caring or child protection system, with 

nine of these children placed into care of other family members for extended periods of time. This 

was due to the level of alcohol abuse in the home compromising the ability of the parents to properly 

care for their children. 

Alcohol also featured heavily in the suicide itself. Seven of the cases involved significant alcohol use in 

the lead up to the deaths, and at least two of the young persons had very high blood alcohol levels 

when they died. The Coroner notes that “regrettably they were able to buy large quantities of “take 

away” alcohol during the day and night of their deaths.” 25 

The Coroner noted that: 

“The children and young persons experienced some temporally proximal events shortly before 

death, such as an argument, a relationship breakdown, or other disappointment. Such events 

may not ordinarily have caused or contributed to a suicide, but in a person with those pre-

existing vulnerabilities, it has the potential to act as a precipitant to self-harm and suicide. 

Their pre-existing vulnerabilities caused them to become overwhelmed by these events, and 

with varying degrees of impulsivity, in twelve of the cases, they chose to end their lives. 

A consideration of their pre-existing vulnerabilities has required an inquiry into some aspects 

of the home environments of the children, their physical health, any mental health treatments, 

and their school attendances. The evidence frequently reflected dysfunctional home 

environments, a history of poor physical health, little to no involvement with the mental health 

services, and poor school attendance rates.”26 

This impulsivity and extent of pre-existing vulnerabilities have not been adequately recognised by 

existing services. Numerous witnesses at the inquest spoke of the need for government agencies to 

work collaboratively with local communities to co-design and implement community-led programs 

that foster the health and wellbeing of Aboriginal people, and that may prevent future deaths by way 

of suicide. The Coroner makes 42 recommendations at the conclusion of the inquest, including at least 

four that address the availability and pervasiveness of alcohol in the region. 

1.2 Policy implications 

1.2.1 Recognition of the role of alcohol and alcohol harm reduction measures in 

suicide prevention 

As highlighted earlier, alcohol is ubiquitous in cases of suicide in Australia. However, the Issues Paper 

is silent on this matter. Alcohol increases the risk of suicide in numerous ways but most significantly 

alcohol use, and particularly intoxication, can be a catalyst to suicide that might not otherwise be 

present. Alcohol is a drug that depresses the central nervous system, affecting breathing rate and 

heart rate. Alcohol can cause impulsiveness, psychological distress, and limit the executive functioning 

of the brain. All of this combined is the reason why alcohol is commonly present in the blood of cases 

of completed suicides. 
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Addressing alcohol is a suicide prevention measure; alcohol prevention initiatives that increase the 

price of alcohol and limit the availability of alcohol in Australia will make a difference to rates of 

completed suicide in Australia. 

Recommendations: 

FARE makes the following recommendations to the Productivity Commission to: 

1. Recommend that preventive health become a key area for government policy action and
reform.

2. Explicitly recognises the role of alcohol in suicide, and that suicide prevention activities should

also encompass alcohol harm prevention initiatives in the final report of this inquiry.

1.3 Population level measures 

1.3.1 Physical availability of alcohol 

It is clear from the evidence that reducing the availability of alcohol is a suicide prevention 

measure, both in reducing suicide attempts and successful suicide completions. 

The New Zealand Government Inquiry into Mental Health and Addiction noted that: 

“Alcohol and other drugs are tearing families and communities apart. People and 

communities called for decisive action to limit the sale and promotion of alcohol, 

particularly around children and young people. As well as more treatment and 

rehabilitation services, people argued for a mature drug policy, with addiction treated as 

a health, not a criminal justice issue.”27 

The inquiry recommended that a much bolder approach to alcohol law reform was justified and that 

a strict regulatory approach was needed on the sale and supply of alcohol in New Zealand. 

Given that alcohol-involved suicides and sudden or unnatural deaths occur predominantly at night and 

in the home environment, reducing the availability of off-trade alcohol that can be consumed late into 

the night in the home environment could help to prevent some cases of suicide. Indeed, a recent 

systematic review of the impact of the physical availability of takeaway alcohol on consumption 

concluded that restricting availability by modifying days and hours of sale and outlet density reduced 

per capita alcohol consumption.28 

Recommendation: 

FARE makes the following recommendation to the Productivity Commission to: 

3. Recommend action to reduce the availability of alcohol are undertaken in order to reduce

instances of suicide and that measures that reduce the availability of packaged liquor for home

consumption late at night, such as restricting the hours that retail alcohol outlets and online

alcohol delivery providers can operate, are considered.

1.3.2 Pricing levers 

Evidence from both Australia and internationally demonstrates that alcohol consumption can be best 

reduced by increasing the price of alcohol through taxation reform. Research shows that an increase 

in alcohol tax/price, concentrated on the lowest-priced alcohol, principally targets the heaviest 

consumers.29,30,31 The most efficient way to achieve this in Australia is to transition the alcoholic 

products currently subject to the ad valorem wine equalisation tax (WET) to a volumetric tax, as 

applies to all other alcohol products. 
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To date, at least thirteen government reviews, including at Commonwealth and State and Territory 

levels, have recommended volumetric taxation for wine.a There is also strong evidence of support for 

alcohol taxation reform within the alcohol industry. Spirits and Cocktails Australia (formerly known as 

the Distilled Spirits Industry Council of Australia [DSICA]) and Brewers Association of Australia both 

support the introduction of a volumetric tax on wine.32,33 Two of the largest wine producers, Treasury 

Wine Estates and Pernod Ricard Winemakers (formerly Premium Wine Brands), who collectively 

represent 20.1 per cent of Australian wine production, support reform of the WET.34,35 

The Productivity Commission has previously demonstrated support for reform of the WET and the 

introduction of a volumetric taxation for all forms of alcohol in its 2017 five-year productivity review 

Shifting the Dial. In this review, it argued for a uniform volumetric tax rate for alcoholic beverages 

calibrated to reflect the health impacts of alcohol consumption.36 The significant revenue generated 

from alcohol taxation reform could help to fund further evidence-based suicide prevention activities 

and improved mental health services in Australia. Economic modelling commissioned by FARE has 

estimated that alcohol taxation reform involving a volumetric tax across all alcoholic beverages would 

generate $2.9 billion in revenue per annum.37 If governments are serious in their commitment to 

suicide prevention and the prevention of mental ill-health, they must be equally serious in their 

commitment to control alcohol consumption through evidence-based policy reform. 

In its recent productivity review, the Productivity Commission argued in Shifting the Dial that 

“combining tax measures with complementary measures aimed at addressing the harm associated 

with excessive alcohol consumption (such as education and treatment) is likely to amplify the benefits, 

while also soliciting greater public support”.38 This statement highlights the importance of 

coordinating efforts to raise public awareness of the problem, to educate and treat problems 

associated with alcohol harm, while simultaneously addressing supply-side issues. This presents a 

double-win, delivering stronger public support for reform of alcohol taxes while addressing harm from 

alcohol directly by increasing awareness of these harms and how to minimise them. 

a Reviews that have supported implementation of a volumetric tax on wine:

 the 1995 Committee of inquiry into the wine grape and wine industry

 the 2003 House of Representatives Standing Committee on Family and Community Affairs inquiry into substance abuse

 the 2006 Victorian inquiry into strategies to reduce harmful alcohol consumption

 the 2009 National Preventative Health Taskforce report on Preventing alcohol related harms

 the 2010 Australia's future tax system (Henry Review)

 the 2010 Victorian inquiry into strategies to reduce assaults in public places

 the 2011 Western Australia Education and Health Standing Committee inquiry into alcohol

 the 2012 Australian National Preventive Health Agency Exploring the public interest case for a minimum (floor) price for
alcohol, draft report

 the 2012 Australian National Preventive Health Agency Exploring the public interest case for a minimum (floor) price for
alcohol, final report 

 the 2014 House of Representatives report on the Inquiry into the harmful use of alcohol in Aboriginal and Torres Strait
Islander communities

 the 2017 Interim Report on the Effect of red tape on the sale, supply and taxation of alcohol

 the 2017 Northern Territory Alcohol Policies and Legislation Review - Final Report 

 the 2017 Productivity Commission Shifting the Dial: 5 year productivity review
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Recommendations: 

FARE makes the following recommendations to the Productivity Commission to: 

4. Support the recommendations from Shifting the Dial and that the alcohol taxation system, is

reformed specifically by replacing the ad valorem wine equalisation tax (WET) with a volumetric

tax.

5. Recommend a proportion of revenue generated from alcohol taxation reform be quarantined to

fund health programs.

1.3.3 Specific measures to address the rates of suicide for Aboriginal and Torres Strait 

Islander peoples 

It is clear that specific, appropriate measures must be taken in relation to suicides by Aboriginal and 

Torres Strait peoples. The Aboriginal and Torres Strait Islander Suicide Prevention Evaluation Project 

(ATSISPEP) report Solutions that work: what the evidence and our people tell us published in 2016, 

outlines the success factors for Indigenous suicide prevention identified by ATSISPEP. These were 

categorised, in accordance with the Living is For Everyone (LiFE) Framework, into three levels of 

intervention: universal (Indigenous community-wide), selective (at risk groups), and indicated (at risk 

individuals). They were then further categorised for particular risk groups. One of the success factors, 

categorised as ‘universal/Indigenous community-wide’, was reducing alcohol and other drug use.39 

The common elements, identified by the meta-evaluation of community-led Indigenous suicide 

prevention programs that had been evaluated, were: 

 “Community empowerment, development, ownership – community-specific responses

 Involvement of Elders

 Cultural Framework

 Partnerships with community organisations and Aboriginal Community Control Health

Organisations

 Employment of community members/peer workforce”40

The Coroner who led the inquest into the thirteen suicides of children and young people in the 

Kimberley, Western Australia made recommendations around alcohol sales including 

recommendation 8 to restrict the purchase of take away alcohol across the entire Kimberley region, 

recommendation 9 to implement a Banned Drinkers Register modelled on therapeutic support for 

those who are placed on it, recommendation 10 that police be sufficiently resourced to tackle sly 

grogging into drug communities, and recommendation 11 to provide long-term funding for town 

based patrols and diversionary services for those found to be abusing alcohol. In addition, the Coroner 

was clear on the need for these recommendations and services to be implemented in conjunction and 

consultation with local Aboriginal and Torres Strait Islander communities and individuals.41 

Recommendations: 

FARE makes the following recommendations to the Productivity Commission to: 

6. Implement the success factors identified in the Aboriginal and Torres Strait Islander Suicide

Prevention Evaluation Project report Solutions that work: what the evidence and our people tell

us are incorporated into suicide prevention programs for Aboriginal and Torres Strait Islander

peoples.
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7. Introduce selective interventions aimed at groups at higher risk of suicide including Indigenous

children and young persons, are included in the government approach to suicide prevention.

8. Support the recommendations from the Coronial inquest into the deaths of thirteen children and

young persons in the Kimberley region of Western Australia are adopted, in particular:

 Recommendation 8: introduce restrictions on the purchase of takeaway alcohol across

the entire Kimberley region.

 Recommendation 9: assess the feasibility of a Banned Drinker Register that is modelled

on therapeutic support for those who are placed on it.

 Recommendation 10: that police be sufficiently resourced to enforce the proscription on

“sly grogging” in the Liquor Control Amendment Act 2018 [WA].

 Recommendation 11: That there be recurrent, or long-term funding to town based patrols

in the Kimberley for the provision of diversionary services to those who are abusing

alcohol.

2. The role of alcohol in comorbid mental ill-health

The Productivity Commission’s Issues Paper highlights the high levels of physical comorbidities in 

people with a mental illness. These physical comorbidities are important to acknowledge. Equally, the 

significant comorbidity between alcohol use disorders and mental disorders, and alcohol consumption 

and mental ill-health, on which the Issues Paper is silent, must be recognised. 

2.1 Alcohol’s involvement in comorbid alcohol use disorders and 

mental ill-health in Australia 

There are a number of possible explanations for the high levels of comorbidity between alcohol use 

disorders and mental disorders. For the association between alcohol use and major depressive 

disorders, three potential explanations have been posited in the literature: 

1. Heavy drinking or alcohol use disorders cause depressive illness

2. Depressive illness increases alcohol use and causes alcohol use disorder (that is a self- 

medication explanation)

3. A reciprocal causal relationship exists between the two, or there is another causal mechanism

common to both, for example a genetic predisposition to both disorders.42

The conclusion of reviews on this matter are that all three explanations are possible and probably 

coexist, but for the association between an alcohol use disorder and major depression, the first 

posited pathway is thought to be the strongest and most prevalent.43,44,45 However, for post-traumatic 

stress disorder (PTSD) there is evidence to suggest that alcohol consumption more often develops 

after traumatic experiences, often as a coping mechanism, rather than being a precursor to traumatic 

experiences.46 
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2.1.1 Levels of comorbidity between alcohol use disorders and mental disorders 

It is well established in Australian general population health surveys that there are high levels of 

comorbidity between risky drinkinga and a range of mental disorders. Rates of heavy alcohol 

consumption tend to be higher in those with a mental disorder than in the general population. In 

Australia’s Mental Health and Physical Health Tracker from August 2018, it was reported that 

according to National Health Survey data, men with mental disorders were 15 per cent more likely to 

report consuming alcohol at high levels compared to the general population. Women with mental 

health disorders were 10 per cent more likely to report consuming high levels of alcohol compared to 

the general population.47 

Alcohol use disorders often coexist with or are comorbid with mental disorders. This co-occurrence is 

often referred to as a dual diagnosis. In Australia, data from the 2007 National Survey of Mental Health 

and Wellbeing (NSMHWB)b revealed that 42.3 per cent of Australians with a lifetime alcohol use 

disorder (alcohol abuse or dependence) also met the criteria for a mental disorderc over the previous 

12 months.48 People with an alcohol use disorder were 4.5 times more likely to have a mental disorder 

over the prior 12 months than those without an alcohol use disorder. Importantly, further analysis of 

this data has shown that alcohol abuse was the most common substance use disorder among those 

with either comorbid anxiety or depression.49 Alcohol dependence was the most common substance 

use disorder among those that met criteria for both anxiety and depression.50 The 2007 NSMHWB 

data also showed that people with PTSD are disproportionately affected by alcohol use disorders, with 

a 3.9 times higher prevalence of alcohol use disorder in people with PTSD than in those without 

PTSD.51 

The prevalence of dual diagnosis among those receiving treatment is even higher than the general 

population prevalence. For instance, an analysis of inpatients of Australia’s first older adult specific 

alcohol and other drug treatment service found that 89 per cent of inpatients had at least one 

comorbid mental disorder.52 Similarly, there are high rates of comorbid alcohol use disorders among 

those receiving treatment for severe mental disorders. For instance, data from the 2010 Australian 

National Psychosis Survey found that 49.8 per cent of survey respondents with a psychotic disorder 

requiring treatment also had a lifetime history of alcohol abuse or dependence.53 

2.1.2 The issues are more severe and treatment more challenging in people with 

comorbid issues 

People with co-occurring mental and alcohol use disorders typically have more severe disease than 

those with only one disorder, treatment is frequently more complex54,55 more expensive,56 requiring 

more treatment sessions, and treatment outcomes are typically worse with relapse more likely.57 

There is no Australian data on the extent to which comorbidity increases healthcare costs relative to 

having only a single alcohol use or mental disorder. However, an American study showed that having 

a dual diagnosis of an alcohol use disorder and depression was associated with more inpatient, 

outpatient and total healthcare costs than having only an alcohol use disorder.58 

 

                                                           
a Risky drinking was defined by the National Health Survey 2014-15 as being average alcohol consumption of 
more than two standard drinks per day over the past year.  
b Data from 2007 National Survey of Mental Health and Wellbeing is the most up-to-date Australian data on 
alcohol use disorders and mental health disorders as the survey has not been funded since this time.  
c Mental health disorders examined included affective disorders, anxiety disorder and drug use disorders.  
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In young Australian adults, dual diagnosis has been associated with the existence of more externalising 

behaviour problems such as intrusive behaviours, aggression and delinquency.59 This may exacerbate 

the severity of the alcohol use disorder and make progression to dependence more likely, lower the 

likelihood of recovery from either condition, and increase the risk of violence and justice system 

involvement. 

2.1.3 Other people’s alcohol consumption has significant negative mental health 

effects 

Not only does one’s own alcohol consumption have negative implications for mental health, so too 

does other peoples’ alcohol consumption. Analysis of data from the Australian Alcohol’s Harm to 

Others project clearly shows that having at least one heavy drinker within one’s social circle of family, 

friends and co-workers is associated with a higher likelihood of being anxious or depressed and having 

mental ill-health.60 This study of 2,622 randomly sampled Australians specifically showed that having 

an association with a problematic drinkera conferred a two-fold increase in the likelihood of anxiety 

or depression and mental ill-health compared to someone without a problematic drinker in their life. 

The mental health impacts are most significant when the problematic drinker is one’s partner, with 

42.4 per cent of such people reporting depression or anxiety and 22.3 per cent reporting mental ill-

health. Of people with a close family member with an alcohol use disorder and depression, 35.1 per 

cent had depression or anxiety and 11.8 per cent had mental ill-health. Of people with an extended 

family member with an alcohol use disorder, 43 per cent had depression or anxiety and 12.5 per cent 

reported mental ill-health. 

Furthermore, Australian data from the Gender and Alcohol's Harm to Others project shows that the 

mental health effects of a harmful, heavy drinking partner are particularly significant for women.61 

Australian data from this study showed that 44 per cent of those women with a heavy drinking spouse 

reported at least moderate anxiety or depression, significantly higher than the 22 per cent of those 

with a partner who did not drink heavily. Australian women with a heavy drinking partner were 

significantly less satisfied with their life as a whole, compared to those whose partner was not a heavy 

drinker. 

2.1.4 Comorbidity increases the likelihood of being a victim of intimate partner 

violence 

Alcohol use and mental disorders are commonly associated with intimate partner violence (IVP) in 

Australia. The 2005 Australian Personal Safety Survey estimated that alcohol is involved in 50 per cent 

of all partner violence and 73 per cent of all physical assaults perpetrated by a partner.62 A more recent 

Australian study showed that having a mental disorder is associated with an increased likelihood of 

being a victim of psychological, physical and severe IPV.63 Importantly, this study showed that having 

comorbid mental and substance use disorders (including alcohol) increased the likelihood of 

experiencing either psychological or physical IPV over and above the likelihood with a single disorder. 

There are also clear mental health consequences from witnessing parental experiences of IPV. 

Adolescent children exposed to parental experiences of IPV were more likely to experience alcohol 

use disorders as young adults, as well as anxiety, nicotine, and cannabis disorders.64 Females were 

more likely than males to experience alcohol use disorders and depressive disorders after exposure 

                                                           
a The main focus of this study was the impact of the respondents’ relationships with heavy and problematic 
drinkers on their mental health. Respondent’s self-identified individuals in their lives that they considered to be 
a heavy drinker. Respondents also answered if that person’s drinking had negatively affected on them in the 
previous 12 months (“problematic drinkers”). 
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to IPV during adolescence. The authors in this study point out that the adolescents were not copying 

or learning alcohol and drug use behaviours from their parents but rather self-medicating with alcohol 

and other substances to cope with exposure to the traumatic experience of witnessing IPV. 

It is clear from the Coronial inquest into the deaths of thirteen children and young people in the 

Kimberley, WA that IPV was a feature in the lives of all of those who died. Many of the children and 

teenagers witnessed horrific acts of violence between family members closest to them.65 

2.2 Policy implications 

2.2.1 Pricing 

Policy measures that aim to control and reduce alcohol availability and curb harmful alcohol 

consumption can help to reduce the burden of disease due to mental disorders experienced not only 

by the drinker themselves, but by those whose mental health is affected by another person’s drinking. 

The most important aspect of alcohol availability to address is price, through alcohol taxation reform. 

Because people with comorbid mental illness and problematic alcohol consumption are more likely to 

be socioeconomically disadvantaged, they are likely to be particularly sensitive to strategies that 

reduce alcohol availability by raising the price of alcohol through alcohol taxation reform.66,67 As 

outlined in section one, the Productivity Commission have already demonstrated support for alcohol 

taxation reform and a move to volumetric taxation across all alcoholic beverages. Such reform will 

help to raise much needed revenue that can be invested in improving mental health service delivery. 

Recommendation: 

See recommendation 4 above 

2.2.2 Public awareness 

In addition to alcohol taxation reform, awareness raising about the high levels of comorbidity between 

alcohol consumption, suicide and poor mental health is needed. To achieve this, FARE recommends 

investment in a national public education campaign about the long-term health harms of alcohol 

consumption. This would include education about these mental health implications. There has never 

been a national campaign on this subject, and it could be funded by the revenue generated through 

alcohol taxation reform. 

Recommendation: 

FARE makes the following recommendation to the Productivity Commission to: 

9. Establish and fund a national public education campaign to raise awareness on the long-term 

health harms of alcohol consumption and the contribution of alcohol to mental ill-health. 

  

SUB.1000.0001.3557



 

18: SUBMISSION: PRODUCTIVITY COMMISSION: THE SOCIAL AND ECONOMIC BENEFITS OF IMPROVING MENTAL HEALTH  

2.2.3 Improved linkages in service delivery 

Priority Area 3 of the Fourth National Mental Health Plan 2009-2014 outlined the need for a nationally 

agreed planning framework for mental health services. This section outlined an action to “Improve 

linkages and coordination between mental health, alcohol and other drug, and primary care services 

to facilitate earlier identification of and improved referral and treatment for mental and physical 

health problems.” 

FARE contends that this action is still required. 

Priority Area 3 outlines that: 

“Many people who seek help for mental health problems or for problems associated with use 

of alcohol or other drugs will do so through their general practitioner. Often these problems 

will occur together and may be complicated by poor physical health. The impact of misuse of 

prescribed drugs as well as use of illicit substances needs to be recognised. The impact of 

combined mental health problems and substance use may require referral from primary care 

to more specialist assessment, treatment or support. However, the provision of services varies 

and is often poorly coordinated across and within drug and alcohol services, mental health 

services, and primary care. 

The different service sectors do not always work well together, or have an understanding of 

roles, responsibilities or limitations. Developing better reciprocal understanding and 

awareness will support better joint service development and delivery that addresses the 

physical and mental health needs. This will also support a ‘no wrong door’ approach, and 

lessen the frustration experienced by consumers, their carers and families.”68 

This situation has not improved since the release of the Fourth National Mental Health Plan and thus 

this action is restated as a recommendation in this submission. The lack of coordinated and consistent 

implementation of these actions is a significant failing and a significant reason why past reforms have 

had limited success. 

FARE notes that (as outlined in the Fourth National Mental Health Plan) this action requires work 

across all governments and acute health, community mental health, community support, income 

support, housing, Indigenous, primary care, alcohol and other drug services, and justice programs. 

Implementing this action will improve mental health across Australia, as people will receive the 

services they require. 

The New Zealand Government Inquiry into Mental Health and Addiction recommended the need to 

significantly increase access to publicly funded mental health and addiction services for people with 

mild to moderate, and moderate to severe, mental health and addiction needs.69 These people make 

up the bulk of people experiencing issues but have the least access to services, as existing services 

only cater for those in more emergent or crisis situations. This expansion of services would contribute 

to prevention efforts by assisting people before the situation developed further. 

Another recommendation from the New Zealand Inquiry was the establishment of a target 

(performance indicator) for access to mental health and addiction services to cover the full spectrum 

of need. It was recommended that the Government commit to a staged expansion plan and include 

talk therapies, alcohol and other drug services, and culturally appropriate services. A further 

recommendation was that regular mental health and addiction surveys be undertaken on a national 

level. FARE commends all of these recommendations and posits that these are also applicable to the 

Australian situation. 
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The New Zealand Inquiry also recommended the need to transform primary care, as it is critical to the 

foundational responses to mental health issues and alcohol and other drug issues. FARE supports this 

and recommends a similar review for Australia. In 2015, in response to the issue of ice in the 

community the Australian Government moved the commissioning of alcohol and other drug services 

to PHNs through its Drug and Alcohol Program. This was a significant departure to previous funding 

arrangements, which was through treatment grants provided through the Australian Government 

Department of Health.70 There has been no review of this transition in funding arrangements and 

whether the services commissioned are meeting the needs of the local communities and their links to 

other services such as mental health, housing, employment, and family violence. Data on comorbid 

mental health conditions is not collected within the Alcohol and Other Drug Treatment Services 

National Minimum Data Set so it impossible to get true estimates of the issue. 

Recommendations: 

FARE makes the following recommendations to the Productivity Commission to: 

10. Improve the linkages and coordination between mental health, alcohol and other drug, and 

primary care services to facilitate earlier identification of, and improved referral and treatment 

for, mental and physical health problems. 

11. Review the commissioning of alcohol and other drug treatment Review the commissioning of 

alcohol and other drug treatment services by Primary Health Networks to establish if these are 

meeting clients’ needs and recognising comorbid issues. 

12. Include the collection of mental disorders on the Alcohol and Other Drug Treatment Services 

National Minimum Data Set. Undertake regular surveys of the Australian population for addiction 

and mental health issues. 

3. Housing and homelessness and social determinants 

The Australian Institute of Health and Welfare publication Alcohol, tobacco and other drugs in 

Australia highlights the strong link between alcohol and other drug use and homelessness. Nine per 

cent of people presenting to specialist homelessness services report that they are experiencing 

problematic drug or alcohol use. Alcohol was the primary drug of concern. 

In Australia, close to 5,000 people who presented in 2016-17 to specialist homelessness services (18 

per cent) stated that they were leaving or had recently left an alcohol and drug treatment 

rehabilitation facility. The Northern Territory had the highest rates of this with 42.7 per 10,000 

population, followed by Tasmania (16.3 per 10,000) and the ACT (15.4 per 10,000).71 

The Journeys Home research, a longitudinal national sample of individuals exposed to high levels of 

housing insecurity, outlined that current circumstances of the individual are critical in understanding 

who is homeless and why. Journeys Home found that the prevalence of homelessness is higher for 

those: 

 experiencing recent family breakdown 

 with current health and mental health problems 

 currently unemployed 

 using alcohol or illicit substances 

 who have been recently incarcerated. 
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It also noted that homelessness and recent experiences of physical and sexual violence are also closely 

related.72 

There is a significant overlap between people experiencing homelessness (or at risk of) and also 

experiencing mental ill-health and/or alcohol and other drug problems. This is not currently 

considered within the Issues Paper. 

Homelessness and housing distress are part of the social determinants that impact on individuals’ 

lives. The social determinants of health are the conditions in which people are born, grow, live, work 

and age.73 These social factors impact on our health and wellbeing and are shaped by the distribution 

of money, power and resources. They include, but are not limited to, employment, education, housing, 

climate, race, service provision, and access. The social determinants of health exacerbate 

comorbidities and result in poor health outcomes being disproportionately experienced by our most 

vulnerable populations. It is essential that different portfolios and levels of government work together 

to create environments conducive to health, tackling the social and economic disadvantages which 

have proven links to chronic conditions including mental health. 

The New Zealand Government Inquiry into Mental Health and Addiction notes the need to: 

“Take a whole-of-government approach to wellbeing to tackle social determinants and 

support prevention activities that impact on multiple outcomes, not only mental health and 

addiction. Despite the substantial benefits of focusing on prevention and promoting wellbeing, 

especially early in life, the balance of resources has not shifted to prevention and long-term 

investment in our future. Multiple agencies are engaged in fragmented and uncoordinated 

activities that target similar outcomes.” 74 

The inquiry recommends establishing a social wellbeing agency to provide a clear locus of 

responsibility within central government for social wellbeing. The situation in Australia mirrors that of 

New Zealand. However, Australia did have an agency that was responsible for prevention – The 

Australian National Preventive Health Agency. It is a significant shame that this agency was disbanded 

in 2014 as it could have been the catalyst and coordinating body for this important work. 

3.1 Policy implications 

Make it clear that social determinants are broader than housing and any recommendations around 

housing must consider all the social determinants. 

It is important that further work is done to ensure that those leaving an alcohol and drug treatment 

rehabilitation facility are not exited to homelessness. This is particularly in light of the large number 

of people who attended at specialist homelessness services in 2016-17 after attendance at an alcohol 

and drug treatment rehabilitation facility. This work should extend to include individuals leaving 

mental health treatment facilities as well. It is important that individuals are given the best chance to 

continue on their path of recovery when they leave a treatment facility, and exiting into insecure 

housing, or homelessness, puts individuals at risk of relapse. 

Recommendations 

FARE makes the following recommendations to the Productivity Commission to: 

13. Develop a strategy to ensure that there are no exits into homelessness from alcohol and other 

drug services and mental health, treatment facilities, including hospitals. 

14. Invest in appropriate and secure housing, including transitional housing, to provide sufficient 

supply for those exiting treatment facilities. 
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15. Consider establishing a social wellbeing agency to tackle social determinants of health through a 

whole-of-government lens. At minimum, require the social determinants of health and their links 

with mental health are considered in mental health strategies. 

4. Fetal Alcohol Spectrum Disorder: the social and 

economics on society 

The Issues Paper outlines that the Productivity Commission is interested to know where the gaps are 

in current programs and supports. FARE contends that FASD should be considered a gap. FASD is one 

of the adverse outcomes that is associated with alcohol consumption during pregnancy. Others 

include stillbirth, miscarriage, and low birth weights. 

Fetal exposure to alcohol can cause a range of structural brain abnormalities, neurological problems, 

and neurodevelopmental deficits. These can occur at any stage during the pregnancy. While FASD is 

not a mental illness or disorder, people with FASD have higher rates of mental ill-health and 

experience higher rates of suicide completion. 

4.1  FASD should be considered as neurological disability 

Ten domains of neurodevelopment have been identified as those that are affected by alcohol 

exposure. These are: brain structure/neurology, motor skills, cognition, language, academic 

achievement, memory, attention, executive function, impulse control, hyperactivity, affect regulation 

adaptive behaviour, and social skills or social communication.75 

A diagnosis of FASD requires evidence of severe impairment of brain function in at least three of these 

ten domains. The pattern of impairment in individuals is complex and diverse; differences are due to 

the timing of alcohol exposure, level of exposure as well as other genetic, maternal and environmental 

factors. FASD is also associated with a wide range of other developmental and behavioural conditions 

such as language disorders, attention deficit hyperactivity disorder (ADHD), anxiety disorders, Autism 

Spectrum Disorder as well as chromosomal abnormalities and congenital malformations. 

People with FASD have been shown to have deficits in auditory processing, and as a consequence may 

be slower to process information and understand the information and instructions given compared to 

the general population. 

In Australia, FASD has often been classed as an intellectual disability. A critical evidence review by the 

Telethon Kids Institute prepared for the National Disability Insurance Agency outlines that IQ scores 

are often used to determine eligibility for services or supports. However, IQ is not a good indicator of 

impaired functioning; individuals with FASD may have an average IQ, but have issues with adaptive 

functioning. This is their ability to apply knowledge and skills to different environments, conform with 

social standards such as school or in work environments and apply these skills in an adaptive manner, 

without excessive guidance and direction.76 

Additionally, research on other variables demonstrates that lower education status and low 

socioeconomic status are associated with lower intellectual ability in children with FASD. Research of 

children from predominantly middle-class settings with mild to moderate prenatal alcohol exposure 

do not exhibit intellectual deficits. 
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Currently, the National Disability Insurance Scheme (NDIS) only recognises Fetal Alcohol Syndromea 

under 'Congenital conditions - cases where malformations cannot be corrected by surgery or other 

treatment and result in permanent impairment.' Numerous organisations, including FARE, have made 

submissions to the National Disability Insurance Agency for this to be changed in order to recognise 

FASD and recognise it as a neurodevelopmental disability – to date these requests have not been 

adopted.77 

The Fifth National Mental Health and Suicide Prevention Plan does not recognise FASD specifically. 

Additionally, it does not define intellectual disabilities. Inclusion Australia, the national representative 

body for Australians with intellectual disability (formerly the National Council on Intellectual 

Disability), defines intellectual disability as being a disability with significant limitations in both 

functioning and in adaptive behaviour, which covers many everyday social and practical skills.78 From 

this definition, it is clear to see why FASD is often considered as an intellectual disability. 

The Fifth National Mental Health Plan does note that people with intellectual disability are at least 

two to three times more likely to have a mental illness than the general population. However, people 

with intellectual disability experience significantly lower rates of treatment for their mental health 

problems compared with the general population. Mental illness in people with intellectual disability 

is often overlooked for a range of reasons such as the individual being unable to describe their 

experience or their behaviours being misattributed to their intellectual disability.79 

4.1.1 Secondary effects of FASD, including mental disorders and alcohol and other 

drug problems, are due to the lack of recognition of FASD in the community 

Far too frequently individuals with FASD are not recognised or able to receive a diagnosis. The 

literature review by the Telethon Kids Institute in 2015 outlines that: 

“Commonly, the child affected by FASD first comes to the attention of health services within 

an educational environment, when they are identified as noticeably functioning at lower levels 

than their peers. Up to this point, affected children may have masked their neurocognitive 

deficits in social situations by being affable and chatty. However, attention deficits will emerge 

as the tasks children are required to perform become more complex. Other disruptions to 

cognitive functions vary, but can include diminished intellectual functioning, slower speed of 

information processing; deficient cognitive set shifting ineffective problem solving strategies; 

and, non-verbal and verbal fluency difficulties. Thus, although many of the social behaviours 

in children with FASD may seem acceptable at a young age, over time these behaviours 

become increasingly inappropriate and markedly different from peers. Further, as social 

interactions become more complex, requiring higher level communication skills, challenges in 

social communication and adaptive functioning emerge.”80 

When these primary disabilities are misunderstood, misinterpreted or misdiagnosed this can lead to 

the individual developing secondary effects. These secondary effects include mental health problems, 

drug and alcohol dependency, and contact with the criminal justice system. These are described as 

having being caused by the: “constant misunderstanding of primary disabilities and a poor fit between 

the individual’s needs, developmental age and the environment.”81 People with FASD are vulnerable 

to mental disorders and are at risk for abuse and neglect over their lifetime. A cohort study of 

individuals with FASD in the United States found that at 21 years of age, 90 per cent had mental health 

                                                           
a Previous diagnostic criteria for FASD included: Fetal Alcohol Syndrome (FAS), Partial-FAS and Alcohol-Related 
Neurodevelopmental Disorder and Alcohol-Related Birth defects. These diagnostic terms changed in 2016 with 
the release of the Australian FASD Diagnostic Tool.  
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problems, 60 per cent had been in contact with the justice system, 60 per cent had disrupted 

education, 40 per cent had substance abuse issues and fewer than 10 per cent lived or worked 

independently. Alcohol dependence has been reported in 83 per cent of the cohort.82 

A recent study in Western Australia at Banksia Hill Youth Detention centre, undertaken in 2016 to 

2016, found that out the 99 young people (aged 10 to 17 years old) who completed a full FASD 

assessment, 89 per cent (n=88) had at least one domain of severe neurodevelopmental impairment, 

and 36 were diagnosed with FASD. This equalled a prevalence rate of 36 per cent. Of these young 

people with FASD, 86 per cent had severe impairment in academic achievement; 72 per cent had 

severe attention impairments; 78 per cent had impaired executive functioning and/or language (69 

per cent) domains. In addition, these young people with FASD had severe impairments with memory 

(56 per cent), motor skills (50 per cent) and cognition (36 per cent).83 

Only two young people had been diagnosed with FASD prior to participation in this study. This 

demonstrates the huge gap in diagnosis and lack of recognition of FASD by multiple professional 

disciplines, health, education, child protection, police and justice. 

The secondary effects of FASD are preventable and early childhood interventions are known to 

mitigate the impacts of FASD across the person’s life. There also needs to be consistent education 

campaigns that outline the risks of alcohol consumption during pregnancy. As well as reducing the 

prevalence of FASD, these campaigns can increase awareness of FASD among professionals in sectors 

such as health, education, child protection and foster care, criminal justice and legal system and health 

professionals. 

4.1.2 People with FASD have higher prevalence of mental disorder comorbidity 

There is international evidence that people with FASD show a higher prevalence of some mental 

disorder comorbidities than the general population. For instance, a systematic review and meta-

analysis of 127 international studies examined the pooled prevalence of comorbidities in people with 

FASD.84 The review showed that people with FASD were disproportionately affected by conduct 

disorder, ADHD, intellectual disabilities, and lifetime alcohol or drug dependence. Specifically 

compared to the prevalence in the US general population, people with FASD had a ten-fold higher 

pooled prevalence of conduct disorder, a 97 fold higher prevalence of intellectual disabilities, an eight-

fold higher prevalence of ADHD, a 21 fold higher prevalence of lifetime drug dependence and a four-

fold higher prevalence of alcohol dependence. Similarly, a study of mental health comorbidities in 

adults with FASD conducted in the United States showed that 72 per cent of the 25 adults studied had 

received psychiatric treatment of some kind, 60 per cent had alcohol or drug dependence, 44 per cent 

had depression, 40 per cent had some form of psychotic disorder and 52 per cent had some form of 

personality disorder.85 

Because there is limited data on the prevalence of FASD in the Australian context, determining the 

extent of mental disorder comorbidities in this population is challenging. However, one study has 

attempted to examine mental disorder comorbidities in a small study of children with FASD enrolled 

in a multidisciplinary diagnostic clinic. This study of 31 families showed some mental disorder 

comorbidities are even evident in children with FASD with 61 per cent of the children with FASD also 

having ADHD, 22.5 per cent having a comorbid intellectual disability, and 12.9 per cent with comorbid 

Autism Spectrum Disorder.86 
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4.1.3 People with FASD are disproportionately at risk of suicide 

Epidemiological evidence from the US shows that people with FASD are disproportionately at risk of 

suicide attempt or completed suicide, compared to the general population. Recent research exploring 

suicidal ideation and attempt in adolescents with FASD found an almost two-fold higher prevalence 

of ideation in adolescence with FASD (35.2 per cent) compared to their general population 

counterparts (17.2 per cent). There was also a much higher rate of serious suicide attempt in 

adolescents with FASD (13 per cent) than general population adolescents (2.4 per cent).87 

There is no Australian data on the prevalence of suicidal ideation, attempts and completed suicides 

among people with FASD. However, internationally it is clear that people with FASD are 

disproportionately affected by mental disorder comorbidities as outlined in section two of this 

submission. There are also deficits experienced by people with FASD that increase their risk of 

suicidality such as having a learning disability, problems with executive functioning, greater 

impulsivity, more intense experiences of emotion and more social isolation.88 People with FASD may 

also be less likely to be employed or in a relationship and have lower levels of education and social 

support more generally, hence they tend to lack many of the factors that can protect against suicide. 

A study on the life expectancy of people with of FASD found that death by external causes (44 per 

cent) was the leading cause of death, and of this, suicide accounted for 15 per cent of deaths. The life 

expectancy at birth was 34 years.89 It has been calculated that in the US, adults with FASD are five 

times more likely to attempt suicide than those in the general population.90 

Most recently the Coroner’s report on the inquest into the deaths of thirteen children and young 

people in the Kimberley region of Western Australia found that FASD was likely to have played a part 

these suicides. The Coroner stated that: 

“I have not found that any of the children and young persons had FASD but a number of them 

were clearly vulnerable to the development of this disorder. Further, whilst none had been 

diagnosed with FASD, the circumstantial evidence would suggest that a number of them were 

likely to have been on the spectrum for FASD.”91 

The Coroner recommended that FASD as a neurodevelopmental impairment be recognised with the 

NDIS, as well as several other recommendations related to FASD. These recommendations included: 

 Universal screening for FASD during infant health assessments and upon entering the child 

protection system or justice system or at risk of FASD. 

 That consideration be given to additional funding for primary care services in areas with a high 

burden of neurodevelopmental impairment to increase diagnostic capacity for complex conditions 

including FASD, and to respond to the diagnosis by way of therapeutic services for children and 

young people diagnosed with FASD. 

 That education campaigns be conducted in all secondary schools in Western Australia to alert 

students to (i) the dangers of consuming alcohol during pregnancy and (ii) the prevalence of FASD 

(with a culturally relevant education campaign for Aboriginal children).  
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4.2 Policy implications 

The costs of alcohol misuse to Australian families and in particular children, is often overlooked. Each 

year, more than a million children (22 per cent of all Australian children) are affected in by the drinking 

of others.92 For individuals with FASD it is a debilitating lifelong condition that places significant 

burdens on the healthcare and judicial systems. 

FASD requires a whole-of-government response. FASD crosses government departments and 

jurisdictional levels. People with FASD experience mental disorders, alcohol and drug use disorders, 

disrupted schooling and involvement with the criminal justice system at higher rates than the general 

population. In addition, people with FASD experience problems with day-to-day living, such as 

managing money and sustaining regular employment. As a result, the majority of adults with FASD 

may not be able to live independently.93 

However, FASD can be prevented. Fundamental to this prevention is the reduction of harmful 

consumption of alcohol by the general population, and in particular by women during pregnancy. 

Prevention activities need to target the whole population to raise awareness of the potential risks 

associated with alcohol consumption during pregnancy and create a supportive environment for 

women who are pregnant or planning pregnancy to be alcohol free during this time. This should be 

done through public education campaigns and mandatory health warning labels on all alcohol 

products. In addition, targeted prevention initiatives are needed to support women most at risk of 

having a child or children with FASD. 

Pregnancy is a critical window of opportunity and health professionals are key in preventing FASD. 

Women are often willing to make changes to their lifestyle, diet and alcohol consumption if advised 

by their health professional to do so.94 It is therefore imperative that all health professionals are able 

to ask and advise women about their alcohol consumption at any stage of their lives. FASD is a good 

example of where adopting a social determinants approach to health would result in a reduction in 

the number of new cases and help support those who are affected. 

FARE has developed and coordinated two programs to reduce drinking during pregnancy. The 

Pregnant Pause campaign encourages peer support for abstention from alcohol during pregnancy, and 

the Women Want to Know campaign which targets health professionals to ensure they are providing 

women with advice that is consistent with the National Health and Medical Research Council’s Alcohol 

Guidelines. Women Want to Know and Pregnant Pause have been successfully implemented for a 

number of years. Unfortunately, funding for both projects has recently ended and further funding is 

required to maximise the effectiveness of these campaigns and reduce the harm caused by alcohol to 

children in Australia. 

Recommendations: 

FARE makes the following recommendations to the Productivity Commission to: 

16. Recommend that FASD be listed as a neurological disability rather than an intellectual disability in 

the National Mental Health Plan and recognised as such by the Productivity Commission. 

 Adequate recognition of FASD as a neurological disability would allow for the appropriate 

early intervention in childhood thereby lessening the impact of secondary effects of FASD. 

17. Recognise FASD, rather than Fetal Alcohol Syndrome, in the National Disability Insurance Scheme 

and by the National Disability Insurance Agency, with appropriate support provided to support 

people with FASD. 
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 The correct diagnostic terminology for FASD should be used in Australia, this broadening 

would allow appropriate early intervention services to be provided and thus lessen the 

impact of secondary effects of FASD. 

18. A range of early intervention programs for children with FASD or suspected FASD are 

implemented, funded and evaluated across Australia to determine which are effective. 

19. Training on FASD, how to recognise signs of FASD and where to refer for assessment, be developed 

and rolled out across Australia to professionals working in the fields of: education, police, justice, 

child protection and justice systems; both juvenile and adult. 

20. Continue funding the successful awareness campaigns, such as FARE’s Women Want to Know and 

Pregnant Pause campaigns, to continue to educate health professionals about the risks of alcohol 

consumption during pregnancy and support pregnant women to be alcohol free. 

21. Effective mandatory pregnancy warning labels by implemented across all alcohol products in 

Australia to ensure that the women receive consistent messages about the risks of alcohol 

consumption during pregnancy. 

Conclusion 

Alcohol use by individuals, as well as at a population level, has impacts on mental health and suicide. 

Improvements in the mental health of the nation could be made by the adoption of the 

recommendations contained in this submission. Actions to restrict the availability of alcohol will 

contribute to lower rates of suicide and improve mental health at the population level. 

It is crucial that alcohol use by Aboriginal and Torres Strait Islander peoples be given dedicated 

funding, as well as recognition given to ongoing issues of intergenerational trauma, family breakdown 

and loss of culture. Specific support also needs to be given to those who are affected by FASD, and its 

status as an intellectual disability should be recognised. Work to prevent the occurrence of FASD is 

also of critical importance. 

To improve overall wellbeing of the community it is not enough to have treatment programs for 

problems when they manifest. Instead careful attention must be given to preventive strategies that 

can reduce the burden of mental ill-health and suicide at a population level. Reduction in alcohol 

consumption, especially among vulnerable populations, is one preventive measure that would provide 

a cost-effective strategy to improve Australia’s mental health. 
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