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Every effort has been made to present all information accurately, but any mistakes are ours. Penington Institute accepts no liability for and does not indemnify against any loss or damage that may result from any actions taken based on the information contained in this report. This report may contain references to suicide, self-harm behaviours, mental health disorders, overdose and family violence, which may be distressing to some readers. 
Introduction	
Penington Institute welcomes the opportunity to provide feedback on the draft Program Logic of the Drug and Alcohol Program (DAP).
Large numbers of Australians consume drugs. According to the National Drug Strategy Household Survey 2022-2023 (NDSHS), 10.2 million Australians aged 14 or over reported lifetime use of an illicit substance or non-medical use of pharmaceuticals.[footnoteRef:1] Given the vast scale of drug use, it is imperative to implement a balanced national framework that minimises drug harms and supports safety across the diversity of Australian people and communities. [1:  Australian Institute of Health and Welfare. 2023. National Drug Strategy Household Survey 2022- 2023. Canberra: AIHW.] 

The following submission will be structured into four sections;
· Section 1 – Program Objectives
· Section 2 – Key Activities 
· Section 3 – Proposed Outcomes 
· Section 4 – Key Performance Indicators 

Section 1 – Program Objectives 
The National Drug Strategy 2017-2026 (NDS) incorporated harm reduction as a central pillar of harm minimisation, alongside demand reduction and supply reduction. This reflects recognition of Australians’ complex relationship with drugs and the strong evidence base showing the effectiveness of harm reduction programs. The NDS explicitly states that harm reduction can ‘encourage safer behaviours, reduce preventable risk factors, and can contribute to a reduction in health and social inequalities among specific population groups’.[footnoteRef:2]  [2:  Commonwealth of Australia (Department of Health). 2017. National Drug Strategy 2017–2026. Canberra: Commonwealth of Australia.] 

As outlined within the KPMG/University of Queensland Evaluation Report, the DAP is one of the principal mechanisms for the Commonwealth to put the NDS into practice.[footnoteRef:3] To properly operationalise the NDS, harm reduction must be embedded as a core program objective and a guiding principle across the DAP’s service, funding and evaluation settings.  [3:  KPMG. 2025. Drug and Alcohol Program Final Evaluation Report. Canberra: Australian Government Department of Health and Aged Care. ] 

The Evaluation Report highlights the clear need to strengthen harm reduction within the DAP, noting a growing evidence base and policy trend toward expanded harm reduction and prevention activity. It notes that harm reduction services account for a minuscule share of DAP grants compared to prevention and treatment, despite identification of harm reduction as a critical system component for engaging people who are not able, ready or wanting to enter structured treatment.[footnoteRef:4]  [4:  KPMG. 2025. Drug and Alcohol Program Final Evaluation Report. Canberra: Australian Government Department of Health and Aged Care.  ] 

The Evaluation Report’s concerns remain unaddressed throughout the draft Program Logic. Harm reduction is treated as an afterthought. By significantly understating the centrality of harm reduction programs as a foundational component across the full continuum of AOD support and services, the Program Logic risks perpetuating DAP funding bias toward prevention and treatment services – despite the Evaluation Report’s explicit recommendations for balance. Specifying harm reduction as a stand‑alone program objective would align the DAP with the NDS and address a key gap raised by stakeholders during the consultation process. 
Recommendation
· Create Harm Reduction as a stand‑alone program objective within the DAP Program Logic. 
· Define the program objective’s purpose in line with the National Drug Strategy as ‘reducing the adverse health, social and economic consequences of the use of drugs, for the user, their families and the wider community’[footnoteRef:5] [5:  Commonwealth of Australia (Department of Health). 2017. National Drug Strategy 2017–2026. Canberra: Commonwealth of Australia.] 



Section 2 – Key Activities 
Penington Institute strongly believes harm reduction should be actionable throughout the program logic and key performance indicators, not confined to a single activity stream within the wider system. 
Currently, harm reduction appears briefly as an activity within the Treatment, Recovery and Management category – with no directly corresponding KPIs. In line with the Evaluation Report’s recommendation for greater focus on harm reduction, the Early Intervention and Treatment, Recovery and Management program objectives should each include activities designed to keep people alive and lower the risk of harms from drug use. These activities should target and measure meaningful health outcomes, including overdoses prevented; safer consumption; reduced injecting-related injuries and lower rates of disease transmission; improved community awareness of the risks linked to unregulated drug markets; and improved competence and capacity across the AOD workforce.
The most coherent way to incorporate additional harm reduction activities would be through the addition of a harm reduction objective from which those activities flow. In addition, harm reduction activities should be holistically integrated into other program objectives. 
Recommendation
· Specify core activities under the Harm Reduction program objective, in line with stakeholder feedback and recommendations in the Evaluation Report.
· Key activities may include, but are not limited to: 
· Take-home naloxone programs 
· Community overdose prevention and response training 
· Needle and syringe program service enhancements
· Drug-checking service capacity and performance enhancements
· Initiatives to improve AOD worker capacity and competency
· Blood-borne virus testing and treatment 

Section 3 – Proposed Outcomes 
Many of the proposed outcomes are valuable goals. However, long-term key performance indicators centered around ‘reducing prevalence of harmful AOD use’ and ‘reducing deaths’ need to be better incorporated into the framework, specifically:
· Both prevalence of harmful use and AOD-related deaths are population-level measures. These should be treated as tools to inform system-level reporting, not service provider-level KPIs, due to the impracticality of attributing macro-level results to performance at the individual provider level (especially given data collection challenges).
· Data regarding drug-involved deaths suffers from significant reporting lags, so long-term outcomes should have clear timelines supported by short- and medium-term indicators that are in line with program funding rounds. 
· The AOD-related deaths KPI should also be clearer about the baseline for measuring progress, e.g. ‘drug deaths are on average 20% lower over the 2028-2032 period compared with the 2023-2027 average.’ 
· Reducing deaths should also be a medium-term outcome, especially if harm reduction is built more explicitly into the program objectives to fund activities such as expanding naloxone access or enhancing overdose prevention and response programs. 
· For example, a naloxone expansion activity could include opioid-related deaths as a medium-term indicator. 
· Regarding prevalence of harmful use, a greater variety of data, and more specificity regarding the relevant timeframes, is necessary to guide performance assessment. The NDSHS is a key resource but it is not conducted frequently enough and has a significant reporting lag. Ambulance, hospitalisation and treatment data should all be incorporated into the indicators, while additional survey data and results from the Illicit Drug Reporting System (IDRS) and Ecstasy and Related Drugs Reporting System (EDRS) should complement the NDSHS.
· The DAP should consider adding as a key output the creation of additional practical indicators of drug harms so that both services and program evaluators have a more accurate and responsive picture of harm reduction and other AOD programs.

Recommendation 
· Ensure the long-term indicators, such as ‘prevalence of harmful use’ and ‘AOD-related harms’ are specific, measurable, time-bound, and are able to address drug harm data gaps and reporting lags. 

Section 4 – Key Performance Indicators (KPI)
[bookmark: _Toc224050048]Balance between activities versus outcomes KPIs 
The draft KPIs place strong emphasis on counting service activities rather than assessing whether AOD harms have decreased. Many of the proposed indicators measure outcomes such as the number of clients reached, screenings completed, referrals made, or sessions delivered, especially within the short-term outcomes specified. While this information has administrative value, it does not indicate whether the activity, along with the DAP program in its entirety, is achieving its intended public health purpose in line with the National Drug Strategy. 
Counting activities tells us what services did, but it does not tell us whether services made people safer. A service can deliver large numbers of screenings or referrals without reducing overdose risk, improving cultural safety, decreasing injecting‑related injuries, strengthening drug literacy, facilitating continuity of care or other crucial substantive outcomes. In practice, a high‑volume, activity‑heavy system can still produce poor harm reduction outcomes – and a focus on activity numbers may incentivise a focus on quantity over quality.[footnoteRef:6] [6:  Wiessing, Lucas, Marica Ferri, Vendula Běláčková, et al. 2017. “Monitoring Quality and Coverage of Harm Reduction Services for People Who Use Drugs: A Consensus Study.” Harm Reduction Journal 14 (9).] 

A set of key performance indicators built on a harm minimisation framework should primarily measure changes in risk, safety, equity and wellbeing, not simply service throughput. This is especially important in an environment of constantly mutating drug markets[footnoteRef:7], where the true test of system effectiveness is whether preventable harms are being reduced. [7:  Mammoliti, Emmanuel, Suzanne Nielsen and Amanda Roxburgh. 2025. “A Scoping Review of the Emergence of Novel Synthetic Opioids in Australian Drug Markets: What Does This Mean for Harm Reduction Responses?” Drug and Alcohol Review 45(1).] 

Shifting the balance of KPIs from activities to outcomes would make the DAP more effective at demonstrating public health impact, support better commissioning decisions, and align the metrics with the intent of the NDS.
Recommendation 
· Prioritise KPIs based on outcome measures that demonstrate the level of harm is reduced. Use activity counts as supporting information, not as the primary indicators of success.

Integrating harm reduction into proposed Key Performance Indicators
In addition to meriting a separate program objective, harm reduction should be explicitly included in the outcomes or KPIs across multiple areas of the Program Logic.
Prevention KPIs
In the Prevention objective, this includes KPI 3 (Overdose Awareness). The bolded section in the following KPI indicates an appropriate way to incorporate harm reduction.
· KPI 3 – Overdose Awareness: ‘The number and proportion of people that report adequate knowledge of basic AOD use, harm reduction and treatment, by priority group.’
Early Intervention KPIs
In the Early Intervention objective, this includes KPI 1 (Intervention Sessions). The bolded section in the following KPI indicates an appropriate way to incorporate harm reduction.
· KPI 1 – Intervention Sessions: ‘Number of screening, brief interventions and counselling sessions delivered, including via harm reduction services.’
Treatment, Recovery and Management KPIs
In the Treatment, Recovery and Management objective, this includes KPI 3 (AOD Use and Severity). The bolded section in the following KPI indicates an appropriate way to incorporate harm reduction.
· KPI 3 – AOD Use and Severity: ‘Number and proportion of harm reduction service and treatment clients who report a decrease in risky AOD use, by priority group.’

System Enablers KPIs
Penington Institute endorses the systems enablers and is gratified to see the attention to workforce, evidence base and coordination. However, the systems enablers would benefit from the following clarifications and additions:
· KPI 4 – Research and Data Dissemination: Clarify that research translation and dissemination should include not only DAP‑funded primary research but also best‑practice and emerging knowledge from across the Australian and international AOD spaces.
· For example, during most of the period from 2002 to 2022 the Commonwealth Government funded The Bulletin, Penington Institute’s specialty publication providing a vast range of insights regarding substances and best practices to frontline workers. Despite receiving effusive praise in an external evaluation from the National Centre for Education and Training on Addiction (NCETA), it has remained on hiatus since funding lapsed at the end of 2022. No equivalent publication replicates The Bulletin’s low‑cost ability to disseminate crucial information about the ever‑evolving drug space, even as workers at NSPs and related services continue to report insufficient knowledge and capacity.
· KPI 5 – Sector Forums: Clarify what levels (community orgs? State peaks? State/territory and federal agency workers or ministerial staff?) are included in these forums and how they will influence both DAP programs and drug policy more broadly.
· KPI 9 – Collaborations: The KPI should have a client focus, balancing cross‑service collaboration responses with client responses regarding ease and effectiveness of referral pathways across necessary supports. 
· KPIs 12/13 – System Improvement / Positive Outcomes: Indicators reliant on reporting by services, peak bodies or associated experts should be complemented by service user‑level indicators directly measuring client sentiment and satisfaction.



 Framing of Key Performance Indicators 
[bookmark: _Toc224050049]One final observation regarding the KPIs relates to the framing of reduced uptake vs harm reduction and safer choices. Several draft KPIs frame success as reduced uptake or delayed initiation of drug use. While Penington Institute recognises the connection between these goals and reduced harms, they inherently exclude the millions of Australians who already use drugs. A contemporary public health approach should pair prevention aims with harm reduction and safer‑use outcomes. For example, overdose preparedness, naloxone awareness and carriage, safer‑use education, and access to low-threshold services such as drug checking and needle and syringe programs are key outcomes that should be funded and captured in KPIs. These measures complement reduced uptake goals and ensure the KPI suite captures both behaviour change and risk reduction.
Recommendations
· Add harm reduction and safer‑use indicators alongside reduced uptake measures to ensure that successful outcomes and KPIs reflect both prevention and real‑world safety.
· Adopt outcome‑focused harm reduction KPIs (consistent within the ‘≤5 per sub‑program’ cap).
· Prioritise indicators that focus on harms reduced rather the service activity generated, such as:
· Overdoses prevented/overdose reversals reported (with naloxone distribution and training) 
· Reduced equipment sharing 
· Reinforcement of safer‑use supports at exit from institutional touchpoints (e.g., naloxone provided, referral to harm reduction/blood-borne virus treatment services)
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