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This report is intended to provide an overview of the range of comments reported by respondents to VAADA.  The views expressed aren’t necessarily a representative cross section of the sector, and are not weighted or prioritised by quantity of responses.    
It is important to note that those who had the most concerns may be more likely to actively engage in the consultation process.  This means this report may not be representative of the whole sector and does not fully canvass or represent the views of those who may support many of the Review’s recommendations.   

VAADA intends this report to be as accurate as possible and reflect the views of those who participated in consultations.  In order to protect the privacy of organisations not wishing to have their views attributed, the names of ALL respondents have been withheld.  The exception is Eastern Collaboration of Alcohol and Drug Agencies (ECADA) who have already provided a copy of their submission to DHS and whose recommendations are provided in full as an attachment to this report.  ECADA’s approval has been sought for this purpose.  ECADA’s recommendations are provided at Appendix C.    

Most agency quotes include the agency treatment type and size to place comments into a relevant context.  For the purpose of this report, the term ‘drug specific’ service (while perhaps not the ideal terminology) is used here to refer to agencies whose primary role is the provision of drug treatment programs.  The term drug specific does not mean the agencies focus on a specific drug.  ‘Non-drug specific’ services are multi-program agencies whose primary role is not the provision of drug treatment programs.  These agencies include large health networks or hospitals, community services organisations or community health centres.     
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Executive Summary
Few issues in the drug treatment service system generate the significant response from service providers that the current review of the Victorian drug treatment service system has.  The review, commissioned by the Department of Human Services (DHS) and undertaken by the Turning Point Alcohol and Drug Centre, has raised a wide range of concerns amongst providers about the future shape and direction of the alcohol and drug sector in Victoria.  
The Victorian Alcohol and Drug Association (VAADA) has based this report on extensive consultation with non-government alcohol and drug service providers.  At a conservative estimate, over 300 people have participated.  This includes 200 people attending two VAADA specific consultation forums; approximately 80 people at other forums; telephone conversations; submissions from 20 organisations including twelve large/medium, five small and three networks comprised of 35 participants. 

The key issues raised in this report relate to the methodology, findings and recommendations of the Turning Point report.  What follows is a brief summary of these concerns:
Cost neutral context of the report

Perhaps the most fundamental concern expressed relates to the cost neutrality in which the report’s recommendations are framed.  The most cost-efficient way of improving the effectiveness of services is often to invest more, not less.  The acceptance of the report’s recommendations would result in sweeping, large scale service system change – something that the sector believe would in itself require significant resources if service provision is not to be the casualty.  

Narrow definition of ‘drug treatment’

The recommendation by Turning Point that the drug treatment service system should not include a range of health and welfare services, harm reduction initiatives and other drug treatment services was a point of significant contention for the NGO sector.  

Evidence base of the report 

There was broad concern expressed by respondents about the basis of evidence used to make recommendations about the future of the drug treatment service system in Victoria.  Many noted the inconsistency between the report’s findings, the generalised evidence that informed the review, and the views and practices of the Victorian alcohol and drug specific sector.  

The establishment of Central Intake Units (CIU’s)
While many noted some merit in the concept of a process to effectively manage entry to the Victorian drug treatment service system, many questions arose regarding this proposal and its proposed implementation related to cost (and opportunity cost) implications; practical implementation issues; the effective process of client engagement in treatment; and the potential for multiple layers of assessment to occur.  

Medical focused model of drug treatment service delivery 

Many respondents referred to the significant value placed on a medical model approach to drug treatment service delivery.  Many noted the inconsistency between this model and service delivery and philosophical models to which they currently subscribe.  

Three major issues were noted: the language in the report; comparisons and contrasts with health and medical models of service delivery; and the recommended drug treatment mix favouring medical treatments over social models of health. 
Focus on acute rather than chronic care of Alcohol and Other Drug (AOD) clients

Many respondents were of the view that the Turning Point report had failed to acknowledge and provide appropriate support for the long term chronic care of people with drug problems. 
Conflict of interest of the reviewers

A number of respondents viewed the selection of the reviewers as a conflict of interest given their role as a drug treatment service provider and in receipt of funding from the area of the Department of Human Services (DHS) funding the review.   

Consultation with sector on the review

Two key issues emerged related to the level of sector consultation on the review: the extent to which the reviewers had adequately consulted the sector in the development of the report, and the commitment of government to appropriately resource and support consultation with the sector following release of the review report. 

Rural issues

Notwithstanding the fact that a separate rural service system review is underway, a number of agencies referred to the impact of the overall review on rural services.  

Recommendations for drug specific treatments or service types

There were various responses to particular recommendations in the report regarding drug specific treatments or service types.  Many comments queried the evidence informing the review findings.  Most feedback concerned the management of cannabis problems; counselling, four c’s and the new outpatient therapy model; polydrug use management; residential rehabilitation and withdrawal services. 

Positive comments on the review’s findings

While clearly many respondents had made comments to VAADA that expressed their concerns about the Turning Point report, a small number outlined areas in which they welcomed the reviewer’s recommendations.  Although these comments are often at odds with the concerns raised in most of the comments received by VAADA, these positive comments should be noted and are included in this report.
Recommendations

The following twenty one recommendations draw upon the key issues and concerns of non-government AOD treatment sector service providers consulted in the development of this report.  

Assessing real service costs

An independent review of the real costs of running effective AOD specialist services be undertaken before any recommendations from the service system review are adopted. 
The present episodes of care costings be independently reviewed to develop a more realistic model of payment for specialist drug and alcohol programs and services.

Definition of Drug Treatment

Broaden the definition of ‘drug treatment’ to fund health, social and other drug related services provided by drug treatment agencies for holistic and effective client service provision.
Incorporate a broader social model of health in considering recommendations for new treatment models and service mix.
Families of drug users should be included as an important client group in the treatment process, especially including the children of drug users in treatment.  There is an urgent need for significant investment in this area to prevent second and third generation dependent drug users ending up in prison or intensive treatment.  A number of different approaches are required including intensive support from alcohol and drug specialists to families of drug users in treatment. 

Measures of effectiveness

Base any future service system change on a broad range of evidence including the expertise and experience of Victorian alcohol and drug service providers.
VAADA be funded by DHS to undertake a comprehensive consultation with non-government drug treatment service providers to enable identification and analysis of those measures that would improve treatment effectiveness within the current system.  

Develop and implement a model of assessing drug treatment outcomes/efficacy.
Alcohol and drug agencies be resourced per staff member so that they can collect and analyse data relating to client profiles, drug trends, outputs, outcome indicators, and other relevant issues to inform future policy priorities.

That client satisfaction and treatment outcomes guide resource allocation decisions.
Measure client outcomes in terms of broad indicators beyond drug use i.e. employment, housing, education, health, care of children etc.

Pilot programs and innovation

The government continue to support the development and implementation of pilot programs and innovative projects in the alcohol and drug area as a way of trialling new services and improving overall effectiveness.

Drug treatment entry systems
Further consultation around the entry system model (CIUs) is undertaken prior to its implementation to identify adequate protocols, engage key stakeholders and determine the most appropriate locations.
Workforce development

DHS continue to advocate for, develop and implement workforce development activities that will strengthen the capacity of the sector to provide quality services to people with drug problems. 

Access to a broad range of treatment options for people with drug problems

Adequately fund any service system change.
Develop capacity within the treatment service system for long term and flexible care that recognises the chronic and relapsing nature of drug dependence.
Support and fund more, rather than less, intensive drug treatment options and explore ways of expanding the range of available services to enable clients to access more intensive treatment options. 

Enhance access to aftercare programs to ensure that effective treatment outcomes are sustained beyond ‘drug treatment’.
Ensure access by removing barriers eg cost of pharmacotherapies, health care costs, travel, particular rural needs etc.

Develop and fund drug specific services to form links to the broader social services.
Promoting the value of the work of the alcohol and drug sector

Provide additional funding for alcohol and drug services to engage the community on drug issues – i.e. preventive/educational role.

Introduction 

The Department of Human Services (DHS) initiated a review of the current drug treatment service system in 2003.  The review was undertaken by Turning Point Alcohol and Drug Centre (one of the key service providers in the Victorian drug treatment service system).  The result of this review is a 675 page report: ‘Pathways: a review of the Victorian Drug Treatment Service System’.  

The aim of the review was to make suggestions for changes to the drug treatment service system such that the most cost effective, appropriate and equitable system could be implemented within the constraints of the limited health care dollar’ (Turning Point: 2003).  Essentially, the review was to provide suggestions about service system change in a cost neutral environment (an issue that the NGO service providers are clearly concerned about).

The review involved extensive consultation via interviews and workshops with a range of service providers, policy makers and key informants.  A review of the literature on treatment outcomes; epidemiological analyses of prevalence and demand estimates; and an analysis of health and welfare treatment systems was also undertaken to inform the review.  

The drivers for the review are noted as: 

· Planning and development based on demand management

· Desire for evidence based treatment services

· Changes in patterns of drug use

· Interest in defining the focus and core business of drug treatment services.
Three key issues were identified from the review: the need for service system change; demand for treatment has outstripped supply; and treatment efficacy and cost-effectiveness need to be matched with the available services in Victoria which means that the core elements of the service system need to be ‘distilled’.

As a result, Turning Point made recommendations on six core concepts: 

· The definition of drug treatment

· The extent of unmet client demand (matching the drug problem to available treatments)
· Access and entry systems – Central Intake Units (CIUs) the recommended cornerstone of a new system

· Core service elements – seven service types are recommended with four of the seven reflecting the redesign and reconfiguration of existing service types

· Continuity of care – by developing connectivity between service elements via intrasectoral case management 

· Cross sectoral linkages – links to other related service systems while not resourcing and supporting these systems which leads to dilution of limited drug treatment resources with little evidence of efficacy.  

The review also identified rural and regional planning issues and made suggestions about the ‘investment mix’ (where funding should be allocated and the number of treatment places that should be made available based on the best available evidence).  
An extensive list of recommendations was provided by the reviewers based on the collation and analysis of available evidence.  
This report is based on extensive consultation with non-government alcohol and other drug treatment service providers to gauge their views and opinions on Turning Point’s final report of the Service System Review.   


Methodology
As the peak body representing Victorian alcohol and drug agencies, VAADA has undertaken extensive consultation with the sector to determine the key issues for services in the Turning Point report.  

As part of this consultation, VAADA conducted a forum at its annual conference on 1 December 2003.  One of the reports’ authors, Dr Alison Ritter, provided an overview of the review and its findings.  This was followed by facilitated audience discussion and questions.  Approximately 120 representatives from the sector attended the forum.    

VAADA also conducted a workshop at DHS’ service provider’s conference in November 2003.  The workshop methodology is provided at Appendix B.  Approximately 60 participants attended the workshop.  
In addition to these forums, VAADA participated in at least six additional service providers’ forums where the sector had an opportunity to discuss the review and their reactions to it.  VAADA also met with, and had telephone conversations with, several member agencies in relation to the review. A specific meeting was held with representatives from community health.     
In addition to forums and events, VAADA invited sector representatives to provide written submissions.  A total of 20 organisations provided VAADA with submissions.  They comprise twelve large/medium, five small agencies and three networks.  Most were drug specific services with three hospital based, one primary care service and three agencies providing drug specific services within the auspices of large community service agencies.   The three networks included a range of providers from the above as well as strong representation from community health centres.  The tally of all network participants representing agencies was 35.   

There were also three submissions from rural agencies.  VAADA participated in the Hume alcohol and drug manager’s network meeting at which this issue was the major focus of discussion. 
A conservative estimate places the total number of people consulted at a minimum of 300 sector representatives.  While some may have been involved in more than one consultation mechanism and have been ‘double counted’, there are also many more whose views have not been individually counted and are represented through their organisation’s submission.  VAADA has drawn upon all of the above consultation mechanisms in developing this paper. 
Key Issues

Cost neutral context of extensive proposed changes to the service system

NGO drug treatment service providers were of the very strong view that any major service system change requires resources if it is to be effective.  The ‘more for less’ approach flies in the face of evidence about effectiveness.  If major improvements are to be sought in terms of real outcomes and effectiveness, the reality is that increasing resources should have been considered as one of the options. 

One agency notes: ‘in general, Pathways loses an opportunity to describe a best practice approach and instead focuses too much on, and accepts too readily, the current resources dedicated to the sector’.

The Turning Point report recommends that only those with complex drug problems be attended to by the alcohol and drug treatment service system.  This being the case, rather than ‘shuffling the deck chairs on the titanic’ to address the needs of more complex clients while reducing the number of less intensive clients (clients who the generalist service system are theoretically able and willing to service), an injection of funding to resource more intensive drug specific service options is fundamental. 

One large non-drug specific treatment service noted that: ‘the report alludes to the potential cost-benefits associated with some of its recommendations. As a result, it is crucial that a full cost analysis be undertaken by appropriately qualified parties to test out these suggestions’.

Similarly if additional resources for Central Intake Units are to be drawn from existing resources, this inevitably means a reduction in the number of clients that can be attended to in order to establish a new layer  of service access.  
Some agencies point out that currently demand exceeds supply for treatment.  Clearly any further reduction in service funding would place considerable strain on some services.  One agency expressed it as follows: ‘there are currently just too many people to meet the demand properly and there has not been enough invested in treatment to meet the demand. There should not be a waiting list.’
In addition to the cost-neutral context in which this report’s recommendations will be implemented, many agencies raised concerns about the future funding and viability of the alcohol and drug sector.  On a positive note: ‘our hope is that the framework of identifying core treatment elements will lead to better funding arrangements. Small grants result in part time employment and splinter concerted efforts to tackle the community’s drug and alcohol problems’. 

And concern about report recommendations that outline a case for the cheapest treatment: ‘We are sad to see neglected options that are not considered the cheapest. Case management has high transaction costs and is not recommended’’. 

Further specific comments made on this issue are provided under ‘cost neutral context of the report’ at Appendix A.
Narrow definition of ‘drug treatment’

One of the core concepts recommended by Turning Point is that a drug treatment service has, as its primary goal, reducing or ceasing drug use.  The rationale outlined is that the drug treatment service system should concentrate its efforts on the more complex drug dependent population to distinguish it from other health and welfare services or harm reduction interventions such as needle syringe programs, drug safety workers and other drug treatment services.  

In the overwhelming majority of views expressed to VAADA, this recommendation was considered to be unrealistic and simplistic.  
‘Despite these good intentions, the balance of the document appears to advocate for a move towards a model of treatment that excludes any content that is not specifically focused on drugs and addiction’.
Another large agency expressed some measure of confusion about a reduction in drug use being the goal when few agencies measured such outcomes and asked the rhetorical question:

‘Does this mean that agencies running drug free programs will automatically receive more funding given they are clearly reducing drug use?’
Agencies noted that the core part of any effective drug treatment program is the holistic case management of the wellbeing of the client.  Drug problems are not simply about the drug – they are mostly about the lives of people who have become addicted to drugs as a symptom of other problems and difficulties in their lives.  Most drug treatment service providers report that doing their job effectively involves a level of case management that addresses the range of fundamental needs of clients including housing, employment, children’s care, education etc.  
The narrowing of focus to address only the drug problem is likely to undermine the capacity of services to forge links with broader health and social support services thus creating greater ‘silos’ between services.  The separation of services is also inconsistent with best practice in terms of the client experience of treatment service systems (repeating their stories, separate case workers, multiple interventions, etc.) and in terms of reducing bureaucracy and inefficiency.
Treatment that involves only addressing the drug using problems is limited and fails to address the core reasons why people chose to use drugs in the first place, and the reasons why they go on to use drugs as a way of managing other aspects of their lives. 
Many agencies commented that it is difficult enough to get broader agencies to adopt AOD clients in the current climate and that to exclude consideration of clients broader needs will lead to a greater ‘revolving door syndrome’.  
As one provider noted, ‘I have concerns about the recommendation that AOD treatment should not encompass some welfare, given that we cannot get other agencies to take on these clients easily now, when we provide short term housing linkages etc. and if we didn’t they would revolve even more. It would be fine if the other services were available. This is moving from treating holistically to tunnel vision’.

Some agencies supported the concept of enhanced cross sectoral linkages, however, noted that such a program needs to be appropriately resourced and supported in order to be effective.  ‘Cross sectoral linkages are the most difficult area and they need a degree of investment.’

One large drug specific agency commented on the importance of contextual and local linkages:

‘Although the Rural/Regional review is yet to take place, the Framework document clearly acknowledges that drug and alcohol workers need to play a so called inter sectoral or more holistic role as well as provide secondary consultations and community development as needed according to the local need. Agency X is of the view that all D&A services need to be responsive to local needs and that context is the most important factor influencing the mix of activities. The mix of services and the need for inter sectoral and community development work may be as different for a service based in the inner city and one in the middle southern suburbs as the differences between the inner city service and one based in Swan Hill’. 

The agency goes on to note that the location of the linkage workers is similarly an important consideration in providing effective services: 

‘Agency X does not support the location of the proposed inter sectoral linkages workers solely at Community Health Services. This role (if implemented) would be better located within a treatment centre (physical or virtual). The arguments in the document around taking up drug related work or identifying as a drug worker apply equally to CHS’ at to D&A services and in any case are a matter for good management and sound structure. Indeed many CHS’ have D&A programs which suffer the reverse impact of lack of recognition or importance compared with the other services the CHS provides’. 

Brokerage or case management systems were also viewed as a way of reducing problems associated with continuity of care and access to services beyond the drug treatment area.  
‘The proposed incorporation and resourcing of case management is a positive proposal’.

One agency provided the following suggestion:   

‘Another approach is similar to the current Personal Support Program that exists for long term unemployed people who have some particular barriers to entering the employment market. The unemployed person has a worker who acts as a case manager/advocate/broker to help negotiate the system and seek appropriate assistance. This worker could have the continuous relationship with the person across the different treatment services and stages. They would help find treatment and other services, and advocate for, or negotiate, [on behalf of clients].
- Small drug specific treatment service
A number of respondents pointed out that the area of drug treatment is still evolving and effective treatment approaches being trailed.  Consequently they make the following arguments: 

‘There is a general concern that the elements that make up the service system should not be set in stone and that there be room for innovative treatment solutions to be developed’. 

- Large service provider network

‘A structure to deal with drug addiction and abuse must allow for the nature of the period we find ourselves in. It must allow for a degree of chaos and experimentation; it must nurture new approaches and allow new ones to supplant those that failed to deliver on early promise. 

An appropriate structure for the early stage of an endeavour would be a pluralistic, multi-faceted system, characterised by a wide variety of approaches. It would be a system that valued and promoted innovation, and the rapid and wide dissemination of results. Participants in such a system would see themselves as colleagues involved in a painstaking search for effectiveness in a sea of chaos. There would be much monitoring, evaluation and reporting. Many alternatives would be allowed for and promoted. There would be much flexibility in funding and systems accountability. There would be many different kinds of agencies. Agencies would vary greatly in size, character and management style.

The spirit of the recommendations is contrary to this. The system recommended is closely defined, restrictive and prescriptive. It is based on a false premise - that we have discovered how to deal with drug abuse. It will stifle innovation and diversity and rob us of the prospect that, in time, we may develop approaches to drug abuse that are now beyond our imagining’.

- Individual agency board member
And others:  

‘The clients with a diagnosis of severe drug dependence are often characterised as living a chaotic life with multiple life problems that need to be effectively addressed in order to combat drug addiction. The concern with the narrow focus of the definition and subsequent recommended treatment response suggests further fragmentation is likely for the client rather than assistance to increase stability and cohesion. Further, the definition does not consider quality of life or social engagement domains’.

‘[Network X] members are concerned that some elements of the Service System Review may actually result in worse outcomes by demanding the use of narrower and, therefore, less effective treatment approaches’. 
‘One of the recommendations made in the review (p77) is “that the specialist drug treatment service system is based on the understanding that drug treatment has the primary goal of reducing or ceasing drug use.”  Network X members already approach drug treatment with these goals in mind. However a large body of research literature in this field argues for the treatment of the whole person and their relationships as a means to the desired ends of abstinence or intake reduction’. 
‘Areas not covered by the SSR on page 8 conclude this report as being incomplete and not comprehensive. Non treatment activities which cover vital specific areas have been excluded’. 
- Worker in a service provider network
‘The thinking behind the desire to focus on treatment having the primary goal of reducing or ceasing drug use is appreciated.  However, there is a danger that this emphasis might lead to the exclusion of activities that agencies currently regard as an integral part of a treatment program, with particular reference to ensuring that the client develops a sustainable lifestyle compatible with either a controlled or drug free existence.  There should be no restrictions on the potential means of achieving that aim.

The Reference Group does not agree with the drug treatment service system being defined by the provision of treatment only and not including elements of support and harm reduction.  Again, there should be no restriction on the means used to achieve treatment goals. 

Drug education is also apparently not part of the remit of drug treatment services.  This would not be acceptable as this is an integral part of treatment’. 

- Large service provider network
‘We are sad to see neglected drug treatment goals or outcomes of reduced substance use; improved physical health; improved level of connectedness; reduced criminal activity and improved emotional wellbeing. The new single goal presumed to exist in isolation is “change drug use behaviour”’. 

- Small drug specific agency
‘As we all learn early in our drug treatment career, there are no drug problems only people problems.  If you cannot address the reasons people use drugs, how can you achieve a reduction in drug use?’
- Large drug specific treatment service
Inclusion of children and families in drug treatment service provision

This raises the important issue of ensuring that drug treatment services have the capacity to provide family friendly options.  These options involve not only the inclusion of family members in treatment, but also accountability for the children of drug users in treatment.  This effectively means that children’s needs have to be considered and responded to by treatment providers and that treatment providers are resourced to enable this to occur. 
As one treatment provider noted, ‘families are not included, yet the report acknowledges a significant reason for a person seeking treatment is due to family and access to an initial service is through family and peers. The focus of the report is on the individual and does not give due consideration to the individual as part of a dynamic family system (in all their diversity) or a community network’. 

‘The report does not address the distress and functioning of families affected by drug and alcohol abuse.  The family can be a crucial element, which if treated, can be preventative to a greater chaos that causes all family relationships to break down’. 
‘Family Support Services [were not] identified in the review’. 
‘The target group for AOD treatment services should not be too narrowly defined.  The families and significant others involved are not only deserving of attention but can also be pivotal in achieving successful treatment outcomes.  This is an area that has barely been developed at present’.
‘Children’s needs and issues should be addressed. Impact on children should be highlighted in longitudinal research’. 

‘It is well established that strong family relationships, especially for young people, constitute a protection against drug addiction’.

One of the author’s above cited research from Catalano & Hawkins, 1966, and Resnick, Harris & Blum, 1993 (see reference list). They further note that this is even recognised and acknowledged by the Turning Point report itself.   

Services for diverse or niche populations

A smaller number of agencies pointed to the exclusion of services from the review that fell outside of drug specific treatment or focused on particular target populations.  It was felt by some that this limited the scope and validity of the report’s findings.  One agency noted that:   

‘The report states that it excluded niche or specialist services from consideration. This marginalises sections of the community, for example, women’s services and women, being one big part of the community. It would be quite extraordinary if family could also be disregarded for the purposes of the report on this basis. This approach works against the inclusion of diversity, such as people of different cultural and linguistic backgrounds, including Kooris. Specialist approaches are appropriate to these members of our community and they must be included in government responses to drug and alcohol problems. Otherwise they are fragmented into other funding programs and disconnected from the mainstream responsibilities. Where is the commitment and program responsibility for other funding? Will other funding programs and government department’s resource these services?’
- Small drug specific agency
Evidence base of the report

Respondents to the Turning Point report expressed significant concerns about the basis of evidence used to make recommendations on the future drug treatment service system.  
VAADA acknowledges that Turning Point have utilised a number of sources of information in the development of the report including consultation via interviews and workshops with a range of service providers, policy makers and key informants; a review of the literature on treatment outcomes; epidemiological analyses of prevalence and demand estimates and; analysis of health and welfare treatment systems.  
It is what appears to be a stronger weighting given to international empirical scientific data that has influenced many of the recommendations and is of most concern to the sector.  This literature is inconsistent with the reality of Victorian drug treatment service provision and should be interpreted carefully in light of the context in which services are provided.  Many agencies felt that there were generalisations made about effectiveness and outcomes of drug treatment, and that these generalisations needed to be grounded in some real case studies of actual service provision in Victoria.
As pointed out in the report, it is often difficult to make conclusions about treatment cost effectiveness when comparing counselling (behaviour change treatments) to other treatments.  There are many caveats to the interpretation of this data, hence as the report itself highlights, ‘a reluctance on behalf of researchers to draw direct conclusions on the relative efficacy of different treatment modalities.’  Furthermore, invariably the authors of such reports ‘qualify any findings with statements regarding the fact that treatment works overall; or that different treatments work well for different client groups’ (Turning Point: 2003).  In reality, often the quality of experience rather than the program offered can be the most important predictor of prolonged engagement and better treatment outcomes.
The report goes on to note that notwithstanding this, opiate agonist treatments are of superior efficacy and cost-efficacy (for treatment of opiate dependence) compared to residential and non-residential behaviour change treatments.  Only cannabis and alcohol rated stronger for evidence of cost-effectiveness of counselling and brief intervention respectively.  The recommendation for pharmacological treatment to be increased on the basis of support in the literature raised numerous concerns by respondents such as the following: 

‘The medical approach of only recommending pharmacotherapy for treatment of problematic opioids is limited. The report states that there is “reasonable evidence that psychosocial therapy adds to the general effectiveness of methadone maintenance programs” (p32) but this aspect is excluded from treatment. Psychosocial interventions are recognised as an integral part of treatment when addressing lapse. It is common for lapse to occur. These present opportunities for the person to understand their behaviour and develop skills to deal with risk situations.  

- Small drug specific treatment service
‘In all forms of problematic drug and alcohol use, psychosocial interventions sustain recovery outcomes and are preventative in that they break the cycle of relapse. The physical aspects of the addiction cannot be treated in isolation from the mental and emotional health within the treatment process. They are integrated in relapse prevention. A bio-psychosocial approach is integral and all aspects need to be addressed concurrently. Counselling tackles the precedence and antecedence of the causal factors, such as, anxiety, depression, anger, suicidality, communicating difficulties and uncertainty of identity and loss of meaning’. 

- Small drug specific treatment service 
Perhaps the most notable caveats in the report in relation to cost-effectiveness are that there are other evidence bases; the literature is complex; and some areas of research receive far greater attention than others (it is arguable that this has been the case for research involvement in pharmacotherapies in Victoria as opposed to behaviour change therapies).  While the report authors state that the report incorporates the full range of data sources listed above, the findings are not consistent with the views and practices of the Victorian alcohol and drug specific sector - most of whom provide behaviour change or pharmacotherapies (where behaviour change is a significant component of treatment as opposed to the pharmacological reliance).  
Indeed, there is a significant body of evidence that demonstrates the extent to which pharmacological therapy must incorporate co-therapies in order to be effective at addressing underlying issues and problems informing drug dependence.  It is the latter that the report seems to provide least support for and does not reflect the significant experience of service providers that maintenance therapies are more effective if coupled with supporting co-therapies.  
It is true that pharmacological options, in the absence of co-therapies, are significantly cheaper options for government (and probably reflects the growing trend, particularly in Victoria towards providing these treatments at the expense of more intensive, expensive options).
VAADA’s members are of the collective view that the support and appropriate resourcing of intensive drug treatment specific services will ensure the most effective (and in the longer term cost-effective) way of addressing the needs of people with drug problems.  This is more than self interest.  It represents an extensive experience base of specialist knowledge grounded in dealing with the complexities of alcohol and drug dependence.  Such views should not be dismissed or ignored.
 A large network of service providers argued that, had a broader review of service systems beyond Victoria been undertaken, the recommendations are likely to have been different.   
‘While it is recognised that an all-encompassing review of every possible approach to service system structures was both beyond the brief given to Turning Point and would be a massive undertaking, there must nonetheless be some concern that solutions exist beyond that which applies in Victoria.  At a minimum, it would have been useful to consider what happens in other parts of Australia.  

There are considerable differences between other States and Victoria in terms of the composition of the various service types that make up the service system’. 

A large number of comments relating to this issue are outlined under the section on ‘evidence base of the report’ at Appendix A.

The establishment of Central Intake Units (CIUs) as a core component of the revamped service system

The establishment of Central Intake Units (CIU) appears to have some merit in managing the process of entry to the drug treatment service system and matching clients to services.  The literature notes that the engagement process can impact upon levels of treatment entry and access to services by the target population, all of which will have a beneficial impact on reducing treatment drop out rates and relapse and, therefore, ultimately improved treatment outcomes (Deakin University: 2003).  

However, the implementation of access models requires significant caution.  In Turning Point’s proposed CIU model, the selection of host agencies and protocols for their operation would be extremely important factors in their capacity to improve client management and access to services.  Examples of the CIU models in operation from the United States indicate that substantial differences in planning, development and implementation of models between sites can be a significant barrier to their efficacy (Deakin University: 2003). 
The Victorian NGO AOD sector highlighted four major flaws in the Turning Point CIU proposal: conflicting evidence and rationale for establishing CIU’s; the significant cost (and opportunity cost) implications; the practical impact of the establishment of this new model; and potential for multiple layers of assessment and entry to the treatment system.  

Conflicting evidence and rationale for establishing CIU’s

Some agency providers referred to other models and noted the importance of trialling any CIU system.  One service provider noted: 


‘Central intake units were implemented in New Zealand and I understand they were not considered effective - we should learn from that experience rather than repeat it.’  They went on to add, ‘I do know the Salvation Army have a similar system working and it has pro’s and con’s. I have some concerns about this proposal, but concede it could be trialled in a small way before going state-wide’ (NB Turning Point reported positively on local versions of centralised access systems).  

The Turning Point report acknowledges overseas research that has informed its views on this issue (Turning Point: 2003).  It notes that ‘there is no direct research evidence pertaining to the impact that a CIU has on the efficient use of existing places, improving access, and improving centralised data systems’ and furthermore that ‘the CIU made no difference to treatment outcomes, once baseline differences were considered’. It goes on to indicate that there is ‘no significant relationship between treatment entry route and treatment outcomes’.  Turning Point query other possible advantages of the model (but did not provide evidence) noting that ‘unfortunately there is no direct research evidence pertaining to the impact that a CIU has on the efficient use of exiting places, improving access, and improving centralised data systems’.   
While Turning Point outline conflicting evidence about the value of CIU’s they do point out that ‘clients who entered drug treatment services through a CIU in Iowa were less likely to show up for treatment and less likely to complete treatment than clients who presented directly at a service’. 

Despite these findings a major recommendation of the Turning Point document is the favoured establishment of CIU’s across Melbourne. While in principle some of the features of a local CIU model look very appealing, the evidence outlined in the Turning Point report suggest that there may be other ways to achieve these benefits.  Treatment providers have suggested alternatives such as the development of a common assessment tool and an enhanced uniformity in service delivery and good practice.

Cost of CIUs 

The cost of establishing a new intake and assessment model (that may or may not meet its intended objectives) and the obvious cost to service provision that this has in the context of cost neutral implementation was highlighted by respondents.  
The following comments represent the views of three different agencies in relation to the cost and likely duplication of service inherent in the CIU model. 

‘How can 25% investment of total investments in DTS be justified in going to CIU’s?’ 
- Large drug specific treatment service
‘Given the already limited funding available to the drug treatment sector, is the CIU model worth the financial cost and potential loss of existing models that to some degree already provide similar features in their current service operations?’  
- Large non-drug specific treatment service
‘It is of concern that this additional layer of intake, which currently would be assumed within current service delivery models, will be adding an additional layer of assessment and not actually providing any meaningful treatment at all but the episodic or single episode of service’. 

- Large drug specific treatment service
Practical issues

There are many practical realities that raise significant questions such as: 

· Where will the CIUs be located?  
· What implications will the chosen locations have on the clientele? Eg if hospital based, this is likely to deter a portion of the target population from access

· Will clients be able to access services close to where they live?

· Will they be attached to large agencies and, if so, which ones?

· Will larger service providers be selected as CIU providers given their infrastructure and capacity?

· Will CIUs have a negative impact on the relationship between services?

· How will CIU’s provide for assessment and follow up of rural clients? 
· How will CIU’s manage waiting times for rural clients? 
· How will they address transport issues?
VAADA’s member agencies have related a number of specific concerns about the selection and operation of CIUs within the service system.  They include:

· The need for all agencies to undertake their own assessment process and the inevitable doubling of effort that this will involve
· The advantage that CIU service providers will have in attracting clientele to their service 
· The advantage that CIU providers will have in selection of referral agencies and the disadvantage that this may result in for some, particularly smaller, service providers
· Given that maintaining people waiting for treatment has in itself become a treatment type that many agencies now provide (although largely ignored in the review and unfunded by government), why can’t the existing services be formalised rather than creating new services within a CIU?  

· The use of information technology to perform the role that CIU’s would in order not to undermine the important first contact with the provider
· The appropriateness of CIUs in conducting wait list services particularly for some clients eg. Culturally and Linguistically Diverse (CALD) and women’s groups who may not wish to disclose drug use problems
· The apparent movement away from holistic service delivery towards more specific services in the type of CIU model proposed.
Multiple client assessment and engagement with AOD services
A notable concern is the effectiveness of requiring multiple engagements from clients.  Most research suggests that the nature of first engagement is a significant factor in treatment outcomes (Deakin: 2003).  Having a service that engages but does not deliver is counter to the requirement to create seamless supportive treatment services.  The following comments provide an overview of these concerns.
‘For us as a service provider, the process of initial engagement with clients is central to the whole process of providing effective treatment.  If you take that initial engagement away from us and give it to others, how can we build the trust and commitment that grows over the period of initial engagement, assessment and treatment goal negotiation?’

‘It has been stipulated in the report that CIU’s would be responsible for a large proportion of the clients establishing rapport, supporting clients and providing some limited intervention. We believe that rapport is not as easily transferable as the report suggests. That is, clients who have multiple contacts with CIU’s may find it increasingly difficult to commence CBT work as it can often take clients a number of sessions to feel comfortable in counselling (therapy). These recommendations underestimate the importance of therapeutic relationships in the AOD sector and assume that they are easily transferable’.

And another: ‘[we have] concerns regarding a lack of advocacy for clients accessing the central intake service multiple times’.

Engaging stakeholders 

Lack of stakeholder support can be a major barrier to effective linkages, case management and client-service matching.  The sector echoed this sentiment.  As one agency aptly noted, ‘there would need to be close liaison with D&A agencies in developing protocols/procedures/policies for CIU’s’.  Another: ‘implementation detail will require attention to matters such as management of waiting lists, ensuring staff of Residential Units have necessary input into the client mix and admission criteria’.
General Feedback on CIU’s 

CIU’s generated significant feedback and debate.  A selection of views from the sector in relation to this are provided below.  The following agency quotes include the agency treatment type and size to put comments into a relevant context. 

Small agencies providing counselling, consultancy and continuing care services

‘If agencies are to be stereotyped [by the CIU host agencies] or compartmentalised by CIU’s, it has potential to inhibit expansion of services provided in a single agency’.

‘We are sad to see neglected family, friends and drug users themselves as the main network for referral to drug agencies. People rarely simply ask “how do I change my drug using behaviour?” 

‘What is the rationale for a one size fits all model of, and access to, assessment?’ 

‘Running waiting list support programs is good but couldn’t individual agencies be funded to provide this service as opposed to CIU’s?’

‘The development of CIU’s could take dollars from other agencies’. 

‘The proposed CIU’s are an attempt to overcome problems of access and locating a treatment place, but it is possible to use information technology to do this. All agencies could have access to this. Setting up another organisational layer works against the possibility of establishing a relationship from the first contact. This is particularly important with fragile and chaotic people’. 
‘We need to recognise consumer choice and the importance of relationship with the ‘customer’. The consumer could have the option of giving approval for the provision of information from the common intake to other agencies. This would relieve the person of having to repeat information and relive any trauma in expressing the issue that they want to deal with’. 

Agencies providing counselling, consultancy and continuing care services

‘It appears by implication that the central intake units are likely to be primarily located within the hospital medical system. Our concern is that this initiative will represent an increased medicalisation of drug treatment services and with it runs the serious risk that it will alienate a significant proportion of the target population who are likely to reject treatment services associated with hospitals’. 
‘Having one access/entry point is going ‘forward backwards’. Access issues were addressed with the current model whereby CCCC’s sit within various community health centres across the state, ensuring people can get there easily, and retain anonymity in the multi service setting.  The current CCCC model has eliminated some of the prejudice and stigma associated with going to a specific AOD service. This is particularly true for women and CALD groups’.

‘The notion of running wait list support groups at the CIU’s will be dependant on the prevailing socio-demographics and may indeed be inappropriate in some regions. For example, in the Western Metro Region, where this approach was trialled on many occasions it was not found to be successful. The main reason appears to be that a group model was avoided by clients as it failed to take into account cultural, ethnic and gender dilemmas and constraints faced by clients required to disclose substance abuse within a group setting’.
‘Whilst the report makes some mention of being consistent with the PCP approach, it doesn’t elaborate on this point. The correct adoption and utilisation of the service coordination tools will in fact allow referrals to be accepted, waiting lists to be monitored across all health and welfare services, and aid in referring clients to other services deemed appropriate as all access points regardless of service. While the service coordination movement recognises that all clients regardless of why they present to any treatment service should be viewed holistically, and correct steps made to link the client to appropriate services, the recommendations appear to move away from this current view’. 
Large, drug specific multi-service type agencies

One agency noted that it currently has a service model similar to the proposed CIU concept.  While the agency considers this model to be effective, it notes concerns about the application of the CIU model noting that the ‘the devil will be in the detail’:   

‘Agency X aims to provide integrated services across a continuum of interventions in the context of, and closely linked with, the local community and environment at the various community based [agency] centres. This is achieved to a greater or lesser degree at our sites and is an aspiration at all of them.  A key issue for us is the application of these principles-the devil will be in the detail- and raises a number of questions including how many treatment centres are envisaged and where located? Where and how many CIUs?’  

And from another:
‘We have concerns about the massive role of the CIU’s, their adequate resourcing and their impact on maintaining a system of choice for clients which meets the wide range of needs in the service system’.
Large, non-drug specific multi-service type agencies

‘A more innovative solution to issues such as: community confusion over where/how to get help; growing incidence of dual diagnosis in both low and high prevalence disorders; and increasing demands on hospital Emergency Departments from people with drug use problems, as well as people with mental health difficulties, would be to establish such units to accommodate the needs of both client groups’. 
If CIU’s come into being, doesn’t this then end the need for a 24 hr phone service, as presumably, the CIU would be the first point of entry and could facilitate more timely access to the service system’. 
‘The majority of service users are not interested in what services are available to them across the different LGA’s. Most people want to access services close to where they live and with minimal impact and disruption. The statement on page 82 [of the Turning Point report] ‘it should be noted that our use of the term ‘local’ may or may not coincide with regional boundaries’ may in some cases reduce a client’s capacity to engage with treatment services if too far from home’.  
‘It also raises the question of social equity. The majority of people in the community demand and receive local services that rightly or wrongly they feel entitled to. Is it reasonable for our clients to expect or tolerate anything less?’ 

A full list of issues raised by NGO AOD treatment providers on this issue is provided under ‘CIU’s’ at Appendix A. 

Medical focused model of drug treatment service delivery 

The report gives significant attention to the medical model of drug treatment service delivery.  To many service providers, this model is inconsistent and incompatible with the model of service delivery and philosophy that they subscribe to, as well as what they believe to be effective based on specific knowledge of alcohol and drug addiction and its treatment.  

That is not to discount the value or importance of medical interventions in the treatment of people with drug problems.  The use of pharmacological treatment in conjunction with other therapies is a highly successful treatment for many people.  However, it constitutes one of several effective treatments – all of which have an important place in meeting the needs of a range of people who will respond to a range of different treatment options.  

The concerns raised reflected the language in the report; the comparisons and contrast with health and medical models of service delivery; the focus on medical treatments, particularly pharmacotherapies and brief interventions; and the recommended drug treatment mix which favours medical treatments over social models of health. 
Feedback provided to VAADA highlighted these concerns as outlined below.

‘There seems to be a major philosophical shift away from a bio-psycho-social model towards a medical model in the thinking behind the recommendations.  The document has a distinctly medical flavour with the strong emphasis on pharmacotherapies as the treatment of choice, the implicit downgrading of the importance of counselling and non-medical therapies in the shift to ‘outpatient rehabilitation’ and the very use of the term ‘outpatient’.  
- Large service provider network

‘Whilst there are some theoretical and practical advantages to this, the model proposed appears to be heavily weighted towards a specific drug and alcohol clinical response rather than the holistic and integrated approach which [agency x] and many other non-government agencies use to ensure the best possible outcomes for the individual’. 

- Large drug specific treatment service
‘The narrow definition of drug treatment leads to the exclusion of other activities, which are critical to effective treatment. Treatment cannot occur in isolation to holistic approach to community problems. The report gives focus to some of the aspects of the treatment system, but is myopic in excluding other aspects. The result is that they are ignored and not necessarily picked up elsewhere within the system or other government programs. The report gives a very individualist approach resonant of a medical model of treating a sick person, as opposed to a social health model.’

- Small drug specific treatment service
‘[The report] neglected an analysis of iatrogenic illness-illness caused or produced by diagnosis or treatment by a physician. Over medication, inappropriate medication and medication mismanagement cause hundreds of deaths each year’. 

- Small drug specific treatment service

Counterbalancing these views, one agency highlighted a greater role in the area of withdrawal services: ‘If the recommendations state that specialist medical services are required in residential withdrawal management, one could argue that they would then better be served by being conducted in a medical service, i.e. hospital. This would also de-stigmatise AOD issues for the community and allows access to services right across Victoria, not just in specialised, centralised units’. 

- Large non-drug specific treatment service
There were also numerous concerns raised about the emphasis in the report on pharmacological treatments.  The concerns expressed are highlighted by the comments below.  

‘Clinicians need to understand the client’s environment and psychological state to effectively deliver [pharmacological] interventions.’
- Large service provider network

‘The treatment of heroin dependant people seems to be veering towards pharmacotherapy, whereas this group has just as much need for residential and other longer term service options as people who are alcohol dependant’.

- Medium drug specific treatment service
‘Many clients do not wish to stay on maintenance programs indefinitely, even if the prescriber or counsellor wishes it.  They will reduce too rapidly to get off, and relapse to heroin use to support pharmacotherapy withdrawal. These clients have a right to be appropriately managed and to be offered residential W/D as an option, as well as resumption of ‘Donne or Bup’ if necessary’. 

- Small drug specific treatment service

‘Where is the evidence to support increased investment in pharmacotherapies? Since the heroin glut is well and truly over, the numbers of heroin dependant clients appears to be reducing markedly in most rural/regional areas. The [Turning Point] document states “based on this analysis, the data indicate that the service provision for opioids is essentially sufficient” (p15), so why recommend an increase in services? Based on what evidence?’

- Large non-drug specific treatment service
‘The report clearly suggests pharmacological interventions as a primary response to drug treatment, while it is acknowledged that such interventions have value, it is well known that pharmacotherapies are most effective as adjunct therapies delivered alongside psychosocial interventions’. 
- Large service provider network


Focus on acute rather than chronic care of AOD clients

There was significant criticism amongst NGO AOD treatment providers that the report had neglected to acknowledge and provide appropriate support for longer term chronic care of people with drug problems.  

The literature documents the extent to which AOD dependence is a chronic relapsing condition that requires long term management and support.  Similarities are drawn between the course of AOD dependence and that of other chronic relapsing conditions such as diabetes and asthma (Deakin University: 2003).  There are usually significant social, economic, family and behavioural issues associated with the severity of drug problems and treatment outcomes.  These factors have an impact on the likelihood of relapse and associated medical implications.  Treatment services must have the capacity to treat what is typically the ongoing nature of drug dependence.  It is not generally an acute condition requiring episodic or short term management. 
As one small four c’s agency pointed out: ‘we are sad to see neglected solidarity with drug users in a chronic relapsing condition in favour of concentration on acute care patients’. 

Another large multi-service provider noted their concern about ‘the focus on short term interventions in terms of resourcing and practice (i.e. too high episodes of care in this service type)’.
A large service provider network expressed concern about the extent to which the report placed emphasis on dealing with the most complex end of the client spectrum and the possible implications for clients requiring less intensive drug specific services:

‘Individuals with complex and serious problems should, as recommended, be offered specialist alcohol and drug interventions to address their addiction. However, it would be difficult to justify turning away someone seeking assistance on the grounds that their problems were minor or had not yet developed into proportions warranting the attentions of the AOD sector.  While the focus should be on developing the expertise necessary to deal with the most complex clients, this should not lead to ignoring other clients with lesser problems’.
- Large service provider network


Harm minimisation as the philosophical approach 

Most respondents agreed that harm minimisation should remain the focus of drug treatment provision.  However, the relationship between harm minimisation and harm reduction was highlighted.  One agency noted the inconsistency of removing harm reduction activities from the service system.  

‘We are sad to see neglected the rationale for the removal of harm reduction and support practice from a harm minimisation treatment service system’.

- Small drug specific agency

Another commented on the apparent inconsistency of aiming to reduce or cease drug use with broader harm minimisation principles.

‘An understanding that the drug treatment system has the primary goal of reducing or ceasing drug use (page 77) does not take into account adolescent substance use and concurrent developmental issues. It also appears to be at odds with the broader government policy of harm minimisation which has as its primary aim the reduction and minimisation of harms associated with drug use, including the reduction or cessation of drug use’. 

‘The artificially constructed division of harm reduction and treatment measures or activities. Given [our] commitment to treatment/intervention matching, integrated services and the provision of a range of responses from outreach (in some cases a ‘harm reduction’ approach according to the definition in the document) through to residential rehabilitation (clearly a ‘specialist treatment’ response in the document) we oppose this dichotomy’.
- Large drug specific agency

Conflict of interest of the reviewers

The issue of conflict of interest of Turning Point in reviewing the service system was raised in both of VAADA’s consultation forums, other service provider’s forums and by several submission respondents.  The conflict for Turning Point as a service provider was noted.  There was also a stated perception that Turning Point may be compromised by being in receipt of significant funding from the Drugs Policy Services branch of DHS. 

One agency put it this way: 
‘A question [arises] regarding the efficacy of the report: is it possible for an agency to prepare a report without bias when that agency is a service provider within the system being reviewed?’ 

- Large service provider network

‘We are sad to see neglected a clear statement of any possible conflicts of interest, clinical bias or role confusion.  [Will] Pathways be reviewed by academics, service providers, policy makers, VAADA representatives, government advisers, and/or independent contractors? Who is accountable to monitor this process?’

- Small drug specific treatment service

‘Why not engage an outside expert organisation to conduct the review rather than relying on an agency that has a great deal to gain in certain recommendations, is already part of the service system it is reviewing, and is well and truly dependent on government approval to be a viable organisation?  How independent can this report be?’  

- Large drug specific treatment service

Consultation with the sector on the review

There were two key issues in relation to consultation on the review.  The first concerned the extent to which Turning Point adequately consulted the sector in the development of the review report.

‘Despite the report’s premise that clients and services were consulted, Agency X (one of the largest CCCC’s services) was not, other than through the census, which was more akin to a data collection exercise. This has been a major flaw in the report’. 

- Large non-drug specific treatment service
‘There seems to be a disparity between definitions of consultation. The members of alcohol and drug services tend to assume that consultation means that their ideas may be taken into account rather than their input providing background information’. 

- Small drug specific treatment service

The second issue related to the commitment on behalf of government to appropriately resource and support consultation with the sector on the review report and its recommendations.  The following comments provide a snapshot of this concern: 

‘Given the complexities of the client group and diverse needs of the varied communities across the state, it is crucial that any further actions pertaining to the report include a wider service sector and community discussion and contribution’.

- Large non-drug specific treatment service
‘The report comprises 164 pages with a further 470 briefing pages that are required reading if one is to understand the rationale for the recommendations. The expected response period by the service system of approximately 60 days and the limited distribution of the report provides limited capacity to critically and thoroughly appraise the recommendations’. 

- Large service provider network

‘We are sad to see neglected a review report that seeks above all to be intelligible and clear for all participants in the system, and a process of compiling it in which all can participate and contribute’. 

- Small drug specific treatment service

‘It is imperative that the broader health and welfare sector has an opportunity to provide feedback on the implications of the report’.

- Small drug specific treatment service


Rural issues

Most feedback acknowledged that issues of relevance to rural services will be identified in the current rural service system review currently underway.  However, some agencies noted the obvious implications of major system change for the rural sector. 

‘The review is very much skewed to a metro-centric paradigm, with scant regard to rural and regional issues which is clearly evidenced by the CIU option/recommendation. Much has, and will continue to be said about best practice and evidence - where is the evidence for such a proposal?’

- Large non-drug specific treatment service
 ‘It is difficult to foresee any current rural/regional service that can afford to set up a non-residential withdrawal service that also provides outpatient treatment and medium intensity residential rehab, or a therapeutic community’. 

- Large non-drug specific treatment service
‘There appears to be no mechanism for the interface of CIU’s to rural and regional services, this is critical for state wide, metropolitan based services to rural and regional areas. How will CIU’s provide for assessment and follow up of rural clients? How will CIU’s manage waiting times for rural clients? How will they address transport issues?’ 

- Large non-drug specific treatment service
‘[We have a] concern about transport and access issues for rural areas with central intake points’.

- Large non-drug specific treatment service
‘Evidence indicates fairly poor support for DACAS from rural/regional areas, there are many reasons for this, which need to be explored and defined prior to any expansion’. 

- Large non-drug specific treatment service

‘I believe much could be made of investing directly in the primary health care sector, especially in rural/regional Victoria where access to specialist withdrawal beds is very limited. With appropriate support, GP’s could be enlisted to conduct this medical intervention close to client’s families and supports, in their local hospitals. This system appears prevalent in both NSW and Qld and offers cost savings under Medicare’. 

- Large non-drug specific treatment service

Workforce development 

The importance of appropriately funded workforce development strategies and activities was highlighted by many respondents as one of the major considerations in any attempt to change the current service system. 

The cogent statements of two agencies demonstrate the issue: 

‘Workforce development is missing from the report. This is a necessary part of developing quality and progress in service delivery. A service system must include a commitment in policy and resources for workforce development’. 

- Small drug specific treatment service

‘There is a recommendation (p99) that calls for the establishment of a new service element (outpatient therapy) and goes on to state that this would allow for employment of a greater number of specialists. The A&OD sector currently has problems recruiting base grade staff due to funding model constraints, no career path/recognition: to find specialists would be nigh impossible for many services’. 

- Large non-drug specific treatment service


Positive comments on the Turning Point report

In addition to concerns outlined by respondents, a number of agencies welcomed recommendations of the Turning Point report.  

‘We look forward to the implementation of recommendations including: linking withdrawal services to other service types; strengthening cross sectoral referrals and care pathways; improving support to clients post withdrawal, and whilst on waiting lists; increasing service capacity for brief interventions; and enhancing access to medium intensity rehabilitation’. 
- Large non-drug specific treatment service
‘The report accurately identified the major issues where the current system falls down, those of continuity of care and waiting periods’.
- Small drug specific treatment service

‘The network was pleased at the prospect of having on assessment tool for all types of services as this may assist in streamlining treatment post withdrawal’.

- Large service provider network

‘Agency X strongly supports some of the broad principles articulated in the review particularly those around integrated and contextual service delivery via the proposed treatment centres and the elimination of ‘silos’ – all in fact are consistent with key parts of [our] current service delivery framework and future direction’.

- Large drug specific treatment service
‘I am in support of a number of recommendations of the report, including:

1) That withdrawal is  not a stand alone service

2) That services provide inter-sectoral case management as part of the service.
These do not, however, incorporate significant change to the service sector’.

- Large drug specific treatment service

Recommendations for drug specific treatments or service types
Some agencies pointed out the inconsistency between the assertion that certain treatment types are more suited to drug use type despite the research cited in the Turning Point report.   As one agency pointed out: 

‘The assertion that certain treatment types are more suited to drug use type seem rigid and limited despite the research cited’.
- Large non-drug specific treatment service
Cannabis

Feedback from the sector highlighted a number of concerns in relation to the management of cannabis treatment.  Clearly the reduction in episodes of care and focus on less intensive treatments such as brief interventions and counselling for people with cannabis problems was a contentious issue: 

‘We are sad to see neglected the reality of drug use and drug culture - one appointment for cannabis users being only one example of forgetting the micro realities at the coalface’. 

- Small drug specific treatment service

‘CIU’s providing single sessions for cannabis users could in many cases prove an inadequate intervention (i.e. will not address dependency)’. 

- Small drug specific treatment service

‘We acknowledge this area as contentious (Australia-wide), however the experience by service providers, as opposed to the existing studies and scientific evidence would disagree with the conclusions in this paper. Many clients withdraw from cannabis (as a primary and secondary drug of abuse) in residential and non residential settings. Many experience significant anxiety, depression and mood changes. GP’s frequently prescribe medication for these and other symptoms. If we do not proactively attempt to support those clients with cannabis abuse problems (especially young people), we are placing an increasing number of people at risk, and ignoring the needs of a growing number of people within the community’. 

- Large non-drug specific treatment service
‘CIU’s to do brief interventions for uncomplicated cannabis users? Is there such a thing as an uncomplicated A&OD user? Who makes the decision on who is complicated, based on what criteria? There are many in the A&OD field, and especially those in mental health services that would view cannabis users as a very complex and complicated client group. Anecdotal evidence suggest that cannabis use of a problematic nature is becoming more prolific with first time use mean ages getting to be prevalent at around 10-12 years of age. By 17 yrs, these young people have had 5 years of use!’
- Large non-drug specific treatment service
Withdrawal service providers were particularly critical of the directions in the Turning Point report relating to reduced episodes of care in withdrawal for cannabis users: 

‘[How will] counselling, short term or brief interventions address the cannabis dependant population who need withdrawal?  Over the last 6 years the numbers of clients who are heavy long term cannabis users and who require residential withdrawal, after multiple unsuccessful attempts to withdraw in the community with severe side effects whether medicated or not, have increased annually’.
- Small drug specific treatment service

‘As the population continues to have easy access to, and continuing use, of, cannabis I do not see this trend reversing. It is true that many weekly or sessional users will be able to address their dependence through brief interventions. They are not the population of users who enter residential detox units. They may well be the majority but the numbers of the minority are increasing as I have indicated. Look at the ADIS stats for evidence. These are not the clients who have developed psychoses and therefore are appropriate for inpatient psych referral; they are a legitimate residential detox clientele.  I do not believe this population has been factored into the numbers of detox beds required’.
- Small drug specific treatment service

‘The document states that “no treatment rates for cannabis were available” (p120) and that “studies conducted to date do not provide a strong evidence base to draw conclusions regarding the existence of a cannabis withdrawal syndrome” (p27) yet 20 % of all episodes of care provided (01/02) were for cannabis and 31% of all cannabis related EOC were for withdrawal services. Also in the data, it clearly states that a total of 2042 EOC of withdrawal were provided for cannabis for this same period (p42)’. 
- Large non-drug specific treatment service
‘The notion that there is no evidence base for cannabis withdrawal (p 93) is flawed, the evidence base may not exist in a textbook or in current research, but that is the fault of researchers, not clients presenting with cannabis withdrawal issues. Over 2000 withdrawal presentations/EOC per annum, (00/01) and I would suggest, growing in number’. 
- Large non-drug specific treatment service
‘A recommendation outlined on p94 [of the report] flies in the face of the review team’s own findings.  It states “cannabis treatment infrequently involves withdrawal as the primary service”.  This is patently not true.  Page 42 clearly shows that cannabis withdrawal accounts for approximately 25% of all cannabis presentations and approximately 20% of all drug withdrawal presentations’. 

- Large non-drug specific treatment service
Counselling and Four C’s services 
Agencies also commented on the extent to which the current four C’s model is effective.  Views were mixed about Turning Point’s conclusion that the model required more support.  
‘[Agency X] CCCC workers have consistently demonstrated a commitment to specialist counselling and consultancy and disagree that “the counselling and behaviour change components of the model appear to be substantially underdone”.
- Large non-drug specific treatment service
The same agency notes that the components of the 4cs model ‘rely on the use of a flexible and creative range of therapeutic interventions by appropriately qualified and experienced staff’.  Interventions and techniques include; relapse prevention; harm minimisation; CBT; motivational interviewing; solution focused systems theory and family therapy; and group work.  They go on to note that all of the above mentioned components are recommended as part of the new model.  They note that the criticisms of the 4 cs model relate to the skill of service providers in delivering continuing care without compromising specialty as a method of establishing and maintaining effective working relationships with clients throughout their treatment. 
‘We are concerned about the out-patient therapy which appears to be simply a medicalised version of CCCC’s’.
- Large non-drug specific treatment service
In relation to counselling services, a small number of agencies expressed disappointment by what they perceived to be a devaluing of this service.  One small drug specific agency noted the following: 

‘We are sad to see neglected the support of drug counselling, the immense value to health of talking and listening, speaking, expressing developing competencies, self confidence, communication and relationships’. 
And a large service provider network:      

‘[We have a] concern re measuring effectiveness of counselling on drug use alone not overall health indicators’.

‘Concerns were raised regarding the increase in crisis presentations as no longer term counselling will be available under the new model, only brief intervention’.

‘We are sad to see neglected true statements of the human and economic value funding for drug counselling provides relative to other treatment modalities’.

‘We are sad to see neglected the views of thousands of citizens that choose drug counselling each year’. 
‘We are sad to see neglected the value of the client in their own recovery-client directed drug counselling. Adequate rationale for the need to do extreme violence to drug counselling as a treatment modality’. 

‘We are sad to see neglected that client satisfaction and client outcomes from drug counselling are missing’. 

Others had the following to say:

‘Note in this connection that the proportion of Episodes of Care under the general category of CCCC/Central Intake Units/Outpatient Therapy has risen from 56% to 70%.  That must represent a substantial shift of funds’.
‘A review of Counselling in Community Health Discussion Paper was published by the Victorian Government in February 2002 and is one possible source of support for the cost benefits of counselling. [Agency X] would be pleased to contribute whatever it can for support of the service system, drug counselling and clients’. 

‘Group programs are good but individual counselling is an effective intervention either stand alone and in conjunction with group work’. 
Follow up services

There was broad support for strengthening current services by resourcing and supporting follow up.  Comments included: 

‘I would not consider the provision of one phone call or one letter to be classified as “assertive follow up” at best this can be described as proactive follow up’. 

‘We need to deal with clients through inter-sectoral case management, wait list support, assertive follow up’. 

‘[We have] concerns about the capacity for rural clients to link into post withdrawal services if the post withdrawal position is disbanded’.

Outpatient therapy 

Most agencies challenged the concept of the new outpatient therapy model.  These challenges related to the low intensity of this treatment and the way in which particular drug problems or the needs of specific clients would be addressed under this model.   The following quotes provide a flavour of the issues. 

‘We would challenge the presumptions from the cited research that outpatient treatment is highly effective for people with alcohol problems’. 

- Large drug specific treatment service
‘Outpatient therapy- is this outpatient treatment?’

- Large non-drug specific treatment service
‘Whilst it might be ideal to have current out patient therapy run on a group or day program basis, it shows poor recognition of rural/regional client needs and the problems associated with access, distance, confidentiality and transport. It totally ignores young people’s issues’. 

- Large non-drug specific treatment service
‘What is the rationale for episodes of care for out patient therapy being set at “a high level”? 
- Large non-drug specific treatment service
‘In reference to the new outpatient therapy, it appears from the recommendations that the staffing pool would be narrowed to a psychologist who works from a CBT model. This appears to be in contradiction to the DHS Workforce Development strategy initiatives, in particular the recent recognition of current competencies, and the current workforce recognition standard project’. 

- Large non-drug specific treatment service
Polydrug use 

A number of respondents commented that the Turning Point report presented drug treatment as a simplistic response to a single drug type.  Agencies noted that their clients are increasingly complex and are more often than not polydrug rather than single drug users.  The report’s focus on drug treatments for specific drug type problems appeared to be at odds with agency’s experience and responses. 

The following comments provide an overview of these comments: 

‘Drug users are (predominately) poly-drug users. ‘Pathways’ relates to drug users as single drug users’. 

- Small drug specific treatment service

‘The Review recommendations make impractical distinctions in treatment for people with alcohol, heroin and marijuana dependencies. Many people have poly drug issues, and these people don’t fit this model easily’. 

- Medium drug specific treatment service

‘There are a growing number of heavy poly drug users whose withdrawal may be primarily from opiates but who are also at risk from benzodiazepine, cannabis and alcohol withdrawal, or similar other combinations. While the review talks appropriately of the need to focus again on alcohol withdrawal, or similar other combinations, it does not make a great deal of multiple withdrawal and the complexity of managing that with the likely emergence of anxiety and depressive disorders as the drug dose decreases. The reports from across all treatment agencies and all types of facilities is that these complex clients are increasing exponentially and they cannot be managed in outpatient withdrawal’. 

- Small drug specific treatment service 

‘It is also worth noting that Discussion Paper No 2 relied exclusively on data and literature on individual drug types, alcohol, heroin, cannabis, and benzodiazepines. Most services have identified the high prevalence of poly drug use and most clients are frequently withdrawing from multiple substances. There is inadequate consideration and reference to this in the recommendations related to withdrawal services’.
- Large non-drug specific treatment service
‘There are various assumptions in the review about how alcohol, cannabis and heroin clients should be handled.  The type of service proposed is linked closely to the problem substance in question. Thus, because of the effectiveness of pharmacotherapy, outpatient therapy is considered suitable for heroin addicts in preference to residential rehabilitation. The focus is on the substance rather than the person. Implicit in this view is the assumption that substance abuse is a stand-alone problem.  It is logical to take into account the possibility that people with different dependencies will have differing needs but this should not take precedence over treating the whole person. Another concern is the very high prevalence of polydrug use, which makes it difficult to prescribe a course of treatment based on a single drug type’. 

‘Notable omissions from the review are amphetamines, benzodiazepines and party drugs. Families and friends of people with substance abuse and, particularly, dual diagnosis problems also seem to have been neglected’.

- Large service provider network

Residential rehabilitation

There were mixed reactions to the recommendations in the report concerning therapeutic communities or residential rehabilitation.  While some agencies welcomed the new form of medium intensity rehabilitation, others noted the importance of intensive therapy for the more complex end of the client spectrum and noted the 15% reduction to therapeutic community beds as a major concern.  The need for funding to make this model sustainable and effective featured as a prominent point. 

The following comments provide a sample of agency feedback on this issue:

‘New South Wales is the obvious State with which to compare Victoria as some of the other jurisdictions, such as the Northern Territory, differ too much in terms of characteristics such as ethnicity and geography.  The most notable difference is in residential rehabilitation where, according to the COTSA data for 2001, Victoria provides very little residential rehabilitation compared with other States (refer to Appendix C – diagram 1).  The question must be asked as to why other States (and particularly NSW as the most appropriate State with which to compare Victoria) need or believe they need so much more residential rehabilitation accommodation than Victoria’?  

- Large service provider network

‘It is assumed that the beds lost from supported accommodation have gone towards medium term residential rehabilitation. However, the overall category of residential rehabilitation (comprising long term TCs, medium term and supported accommodation) has only increased by 50 beds (4.5%) from 1100 to 1150 whereas the total Episodes of Care has increased by 37.5% (27,000 to 37,150). We would appreciate discussion on the relative neglect of residential rehabilitation’. 

- Large service provider network

‘Alcoholic users/abusers and dependant cannabis users can be effectively addressed in TC’s’. 
- Small drug specific treatment service

‘Whilst there is merit in the concept of shorter treatment periods based on intense individual rehabilitation it is imperative that these services are integrated with adequate supported accommodation, day programs and counselling services in the individuals local community so that recovery can be sustained’.
‘The intention to reduce longer term therapeutic community beds is of concern because of the effectiveness of this model of treatment for complex cases’. 

- Medium drug specific treatment service

‘According to the review, it is important to focus on the more demanding clients within the drug treatment spectrum.  It is also important for the goal of treatment to be about achieving a reduction in drug use. At the same time, residential rehabilitation, one of the few programs that have been shown to be effective in actually achieving the stated goal with the stated client group is not being increased and may be cut.  Why?  It is inconsistent and flies in the face of both the evidence and the overall focus of the review.

- Large drug specific treatment service
‘We welcome the introduction of new service elements such as non-residential withdrawal and medium intensity residential rehabilitation and therapeutic communities’. 
- Small drug specific treatment service

Supported accommodation
Few agencies specifically commented on recommendations relating to supported accommodation services.  However a large network of service providers expressed disappointment with the reduction in places: 
‘The greatest casualty, and one that does not seem adequately justified, is the very large reduction (both in raw numbers and percentage terms) in supported accommodation.  This is a 50% decrease from 700 to 350 beds. It seems some of that reduction goes towards medium term residential rehabilitation.  A more detailed explanation of the thinking behind this proposal would be appreciated’. 

- Large service provider network

‘Concern that there is not enough support in current supported accommodation model for post withdrawal accommodation’.

- Large service provider network

Withdrawal services
One of the more contentious areas of the report was the proposed changes to withdrawal services.  The reduced beds in this category prompted concern with most respondents defending the model while noting that lack of resources has led to ineffectiveness of this model to date. 

A number of withdrawal service providers queried the basis for reductions in this area.  A cross section of these views is provided below. 
‘I do not think that the numbers requiring residential W/D will be as low as the review suggests’.  
‘The assumption seems to be that if more maintenance pharmacotherapies were available more opioid dependent people would enter the programs thus requiring less residential withdrawal places. True more would go on programs, but more would want to transfer or withdraw, and there would still be a percentage who could not manage that in the community and under the care of the GP prescriber. It is often the GP’s who refer or encourage the opioid/opiate dependent patient to contact withdrawal units to reduce significantly as part of a staged withdrawal, or withdraw off the last stages of a pharmacotherapy reduction program’. 

- Small drug specific treatment service

‘I am opposed to reducing the numbers of withdrawal beds. I suggest it would be more appropriate to lengthen the episode of care a bit more, so that all adult units were given an average length of stay of 10 days (in line with the newer adult detoxes such as Geelong and Bendigo, where the specs say ‘7 to 14 days detox’) and the ability to admit (particularly entrenched alcohol) users for pre-emptive admission to avert relapse in the way that the newer units can, and to offer time out as the newer units can’. 

- Small drug specific treatment service

‘Only a brief mention is made of itinerant clients, and their need for a residential setting. This is in fact a very important group, and growing in number, an increasing number are under the age of 25 years’.
- Large non-drug specific treatment service
‘We think that the comment needs to be made that withdrawal is an important phase of the cycle of change that clients experience over time. Although it is rare for clients to remain permanently abstinent post withdrawal, we believe that over time regular periods of completed withdrawal contribute significantly to improved client health and well being. This is especially true for those who abuse alcohol, time out for the liver to heal, with booster doses of vitamin B reduces the negative health consequences from alcohol, on the brain and liver. Although we do not know of any studies to support this, this is the combined anecdotal experience of staff at Agency X’.

- Large non-drug specific treatment service
‘A second casualty under the proposed service mix is residential withdrawal services.  There is some concern that we may be reducing a service type rather than improving it so that it works better.  The proposal that residential withdrawal services be better linked into continuity of care is thoroughly endorsed but there are serious questions whether reducing the number of residential withdrawal beds is justified’.

- Large service provider network

And in relation to the consequences of reducing this service:

‘Recommendations for [reductions] in TC’s and supported accommodation without recommending the same for residential withdrawal does not reflect service experience and current performance data. Currently targets cannot be met at most residential units, and outpatient targets for non residential withdrawal are routinely impossible to meet’.
- Large non-drug specific treatment service
‘It is true that waiting lists have significantly decreased for all residential withdrawal units. However they do still have equivalent to a waiting period or waiting list, and if 500 episodes are removed from the system as recommended it is my opinion based on the above statement that reduction in clients will not match it.  Therefore waiting lists could increase again. If that happened the public and press would have a field day’.
- Small drug specific treatment service

‘Reducing beds in residential withdrawal is highly contentious. If all services report on average a minimum waiting period of approximately 3-5 days, then these will be extended even further. We would have thought that if the service system improves to the point where clients wish to access withdrawal more frequently, then we need more beds not less.   Consideration needs to be given to implementing change in ways that identifies impacts, especially unintended ones. So for example, reducing beds then finding we needed more would be inefficient’. 

- Large non-drug specific treatment service
The importance of withdrawal services for particular drug problems (eg methamphetamine or alcohol) was highlighted.  The most contentious issue was the apparent lack of support for withdrawal services for cannabis users (this issue is outlined in detail under the ‘cannabis’ section).  

In relation to methamphetamines:  

‘As the current increase in [methamphetamine] use grows so will soon the number of clients needing to withdraw under supervision in a safe environment. Bear in mind the mood swings and depression that follow the cessation of psycho-stimulant use, and need to be fed and rehydrated appropriately to make up for loss of body weight and fluids after long ‘runs’ of use. Usually they are so depleted in energy and weak at first that they are unable to do much for themselves. It is a good time to try and get agreement for a psych review from the client as there are often underlying and undiagnosed depressive conditions. Long term users are very unlikely to withdraw successfully out in the community. Has this small but significant population been assessed as needing residential withdrawal? I do not see any evidence of it in the review’. 

- Small drug specific treatment service

And in relation to alcohol and alcohol related brain injury (ARBI): 

‘Many ARBI clients are unable to stop drinking, but still need to detox on a regular basis in order to have some time out for things like preparation for surgery, liver or gastric damage recovery times, nutritional enhancement, etc. The evidence from case managers and the office of the Public Advocate and ARBIAS is that there are quite a lot of people in country Victoria especially, who are being identified and channelled towards detoxes when the community/family can no longer cope with their drinking and they can no longer function on their own. By that time, they have Korsakoff’s syndrome and then they are a placement problem post detox. As these numbers grow we need to make room for them. We have no idea how big the problem is at this stage’.
- Small drug specific treatment service

One agency indicated strong support for Turning Point’s comments in relation to the need for strengthening withdrawal services such as follow-up from treatment.  They pointed out:  ‘We agree that there should be more follow up partnerships pre, during and post withdrawal’. 


Conclusion 
In summary, it is important to note that there are significant concerns across the non-government AOD treatment sector about the Service System Review findings in relation to the future of the Victorian alcohol and drug treatment system.  

These concerns are not only focused on the perceived methodological flaws in the report, but relate to fundamental issues that require significant further consultation and development prior to the implementation of any new model of service delivery within the Victorian alcohol and drug treatment system.  

The most notable key issues and ways to address them are: 

· Funding for proposed service system changes

· Broadening the definition of drug treatment for holistic and effective client service provision

· Basing any future service system change on a broad range of evidence including the expertise and experience of Victorian alcohol and drug service providers

· Further consultation around the entry system model to identify adequate protocols, engage key stakeholders and determine the most appropriate locations

· Incorporation of a broader social model of health in considering recommendations for new drug treatment models and service mix

· Develop capacity within the treatment service system for long term and flexible care that recognises the chronic and relapsing nature of drug dependence 

Based on relatively consistent sector feedback in relation to a number of key issues, VAADA recommends further consultation with the sector in relation to service system redevelopment and implementation.   

Ultimately, the drug treatment service system in Victoria can only be improved if system change is informed by, and engages, those with expertise and experience of current service provision.  This is vital to the efficacy and quality of services provided to people with drug problems in Victoria well into the future.   
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Appendix A - drug treatment provider feedback not cited elsewhere (listed in alphabetical order)

C

Central Intake Units

Some agencies reported merit in the concept of the CIU model: 

‘The establishment of CIU’s has credibility in terms of agencies having ready access to a service that links clients to a range of different networks/services’.
- Small drug specific treatment service

Much of the concern expressed (and it was significant in the overall context of comments provided to VAADA) related to the way in which the model would be implemented.  Clearly, the CIU model posed most concern for smaller drug specific agencies as outlined in the key issues section of this report.  Comments not outlined in the report appear below.   

Small drug specific agencies commented as follows: 

One agency related a raft of issues:

· ‘We are sad to see neglected client’s choice of multiple access points to a variety of services over the extended period for the possibilities of harm minimisation at each point’. 

· ‘We are sad to see neglected weighting of the emulous value of having middle men or women in CIU’s and taking choice away from clients.  The risks and consequences (legal) of CIU’s under prescribing or over prescribing treatment.  Case law available’. 

· ‘We are sad to see neglected the rationale for destroying the diversity of the system and implementing a centralised command and control’. 

· ‘We are sad to see neglected [an explanation of] how CIU’s, by adding another queue, could increase efficiency or access, or is of service to people’.

Another referred to the current review of assessment and intake procedures being undertaken by DHS’ Mental Health Branch noting that ‘it is a shame that consideration has not been given to a joint approach to this common problem’.  

Large drug specific agencies reported the following:

‘Whilst there are some theoretical and practical advantages to this, the model proposed appears to be heavily weighted towards a specific drug and alcohol clinical response rather than the holistic and integrated approach which Agency X and many other non-government agencies use to ensure the best possible outcomes for the individual’. 

‘There is concern also about the massive role of the CIU’s, their adequate resourcing and their impact on maintaining a system of choice for clients which meets the wide range of needs in the service system’. 

One large service provider network provided significant input in relation to this issue as follows. 

‘There is a large question whether centralising the intake process is practical or will disadvantage prospective clients.  Take, for example, a prospective client from Yarra Junction having to travel to a hypothetical Box Hill CIU to then be told to attend outpatient therapy at Yarra Junction. 

Taking the same client again, is there any certainty that the Yarra Junction AOD workers will accept without question the assessment carried out by the Box Hill CIU.  It is much more likely that the Yarra Junction worker will repeat the assessment.  Part of this will be because he/she would like to be sure of the nature of the client and part will be because the information-gathering process is for many workers a relatively non-threatening way of establishing rapport with the client. Many people overlook the fact that this is a two way process and the client also uses the opportunity to assess the worker.

AOD clients frequently experience problems with transport.  (This is one reason why outpatient withdrawal is not a popular option).  For either financial or legal reasons they often do not have access to a motor vehicle and are thus dependent on public transport.  For cost reasons certain groups of AOD clients sometimes live in cheap housing areas where public transport is notable by its absence e.g. the Yarra Valley.  Accessing a CIU thus becomes a major obstacle to engaging in treatment, particularly if a client knows that there is a closer agency.

There is also the question of clients returning for a second or subsequent episode of care.  Will they again have to go to the CIU or can they simply get re-assessed at the agency with which they are familiar and whose services they know and want?  Going through another assessment loop to achieve the same end result is neither efficient nor therapeutic.

There is a strong belief that clients have a major problem with providing the same background information again and again.  If this is the question put to clients, usually as a leading question, the answer will invariably be that this is indeed the case.  However, if the need to confirm previous information is explained, in practice clients rarely complain.  They also, and not unexpectedly, frequently provide significantly different and often very important additional information on subsequent occasions.

Any assessment says as much about the assessor as it does about the person being assessed. That is also partly why it is commonly found that assessments are almost always repeated by a second worker to whom a client is referred.

The mental state of a client may differ wildly from one day to the next.  The original assessment may have revealed a client with only substance-related problems yet two days later the client may be in the midst of a floridly psychotic episode. This is particularly relevant to AOD clients as so many of them are dual diagnosis.

            There is a general concern that Central Intake Units might result in a service system that is large, impersonal and rather like a production line.  It is felt that one of the strengths of the current AOD service system sector is that it is on a human, non-institutional level.  It is further felt that this is one reason why clients overwhelmingly have favourable attitudes towards AOD agencies.  Compare this with the very negative client attitudes towards the mental health system.

An associated concern is that there are a number of smaller niche agencies that cater for a specific population.  A good example is Agency X program, which falls somewhere between a self-help organisation and a standard CCCC agency and offers a less confronting and more therapeutic experience than AA or NA.  Another example of a niche agency is Agency X, which has considerable expertise in the area of benzodiazepines and analgesics.  There is a concern that monolithic Central Intake Units might result in the disappearance of some of the smaller agencies.  This could occur both because a very large proportion of funding would have to go to Central Intake Units and also because being processed by a Central Intake Unit may be enough to deter clients from using the services of a niche agency more appropriate to their needs’.

Cost neutral context of the report 

‘It is clear that the report is attempting to reconfigure drug treatment service system based upon economic constraints. However it is disappointing there is no mention in the report of what would constitute an ideal cost effective system’. 

- Large service provider network

E

Evidence base of the report 

‘I believe that some of the assumptions underlying the rationale for the final shape of the suggested system are based on research that does not totally match the practice experience in Australia, or is not researched or tested’. 

- Small drug specific treatment service

‘As mentioned by the authors, “the vast majority of the research has been conducted on heroin withdrawal”, therefore these findings should not be applied to clients with alcohol and other drug abuse problems, however this seems to have occurred in the conclusions about treatment efficacy, and resulting recommendations’. 
‘Some sources were very old (1980’s) and from other countries, not necessarily reflecting the Australian experience’. 

- Large non-drug specific treatment service
‘The review is fundamentally flawed, it does not consider the broader issues of alcohol and other drug issues and the impact that this may have on alcohol and other drug services in the broader service sense eg. correctional, mental health and school systems. Are these systems supposed to continue in isolation from the rest of the service structure?’ 
- Large non-drug specific treatment service
‘Where is the evidence to support the effectiveness for pre-entry wait list support programs?’

- Large non-drug specific treatment service

’There is no specific mention or review of the DirectLine telephone service, is this an omission or is it not considered part of the service structure? Are there better ways to construct/organise such a service and is the service we have effective in terms of meeting public needs? Does the service reflect contemporary evidence based research practices? 

- Large non-drug specific treatment service
‘The entire review appears to be fundamentally flawed, with little consideration of many of the issues and some recommendations clearly in contrast to the presented research data. For example, cannabis, pharmacotherapies, etc’. 
‘Whilst much has been stated in terms of best practice and evidence base, the review team seem to be selective in their areas of application and negate the possibility of innovative practices being developed locally for local conditions. It should be vividly recalled, that Australia led the world in its response to the HIV pandemic and that this was without the foresight of best practice and supporting research. Let’s not stifle innovation and creativity in dealing with novel and emerging issues that are put forward in response to local issues’. 
- Large non-drug specific treatment service
‘While applauding the service review we feel that some of the research which informs the recommendations is open to too much interpretation. This is an important factor given the significance of the recommendations should they be implemented across the service sector’.

- Large non-drug specific treatment service
‘We are sad to see neglected the critique of the method used to quantify research data and grade different treatment modalities.  Such a critique could cause some grief to the conclusions’. 

‘We are sad to see neglected evidence that it would be more difficult to “manage change” than it will be to implement a new unknown and untried treatment modality’. 

F

[Inclusion of] Families and children in drug treatment service provision
In relation to the apparent exclusion of family sensitive practice in the recommendations of the Turning Point report, one agency responded that: 

‘There is now more evidence then ever, indicating that the inclusion of a client’s family member/s in treatment enhances the effectiveness of conventional drug treatment and in relation to young people family inclusive practice is reported to be superior to conventional treatment. In the sense it is used here ‘including the family member/s’ can mean:
A) Involving two or more family members (inclusive of the drug using person), in a counselling session. This may be working with two generations, or one generation for example, the person with the drug problem and their sibling partners etc.

B) Responding to family member/s at a separate time and place to the person with the drug use concern.

C) Responding to the person with the drug problem using a family systems approach.

Experiences working with families reveal the following:

A)Calls to telephone help-lines by families and face to face counselling with family members suggest that “including the family members” in the process of treatment is often the hinge for the success of a treatment plan for the recovering client. Such incidences of increased family involve in the testament and increased successful outcomes for the client are spoken of regularly to telephone Helpline Volunteers at a service like Agency X. 

B) The need for services that are family sensitive and family inclusive in the drug and alcohol treatment area is demonstrated in the content of calls received by volunteers at Agency X and professionals at Agency X member’s agencies.

C) Parents and family members “work” with their son or daughter more regularly than drug treatment services and are a more consistent influence. Family members are often the ones that have to pick up the pieces when a treatment experience fails’.

N
Narrow Definition of Drug Treatment 

The narrow focus of drug treatment was a point of significant concern to many.  The views expressed are outlined below.  Small drug specific agencies provided the following feedback:
‘We are sad to see neglected any concern for clients or community or therapeutic relationship when we leave out “social and welfare needs”.’
‘Seems fairly rigid in categorising clients and their treatment needs i.e. pharmacotherapy as the desired/best intervention for opiate users, minimal intervention for cannabis users/abusers etc’.

‘Treating the source of pain is essential’.

‘Client criteria for treatment needs to be flexible’. 
‘Could impact on client’s choices and consequent access to varied treatment options’. 
‘We consider that it is important to recognise a community base and to see each person as part of a community. This deals with community concerns, the safety of users and others in the community and the connection of the person to community. It develops a community that is supportive and necessary for integration of use’.
‘A holistic approach should be incorporated as part of service delivery to include various activities such as art therapy and sport programs’. 

‘Assessing clients needs in this way serves to minimise or negate the many and varied issues that may underpin drug/alcohol use’. 
‘Services who are currently taking a holistic approach to treatment run the risk of losing referrals if these are based on overly specific or rigid criteria’. 
‘Definition of treatment should take into account the holistic approach, not rule out the significance or place for all approaches in initiating/actioning/maintaining positive change. Some agencies currently provide multiple interventions and this should be taken into account from both a referral and funding basis’. 

‘Does not include youth, forensic, RAR and niche services eg Koori (although youth being addressed in separate review)’. 

Large drug specific agencies had the following to say:

‘Agency X is deeply concerned with the emphasis on specific drug and alcohol clinical (in particular, pharmacotherapy) approaches rather than a blend of holistic approaches including medical and non-medical treatment options, supported accommodation, ongoing counselling and services which work with the individual and the systems which support the person in the community context’. 
‘An approach to treatment where DTS concerns itself with core specialist drug treatment provision (page 92) rather than a capacity enhancement of the general health and welfare sector appears to exclude models of primary health care and health promotion, and ignores the complex needs of adolescent substance users seeking or engaged in treatment’. 

‘I thought the DTS was to primarily provide services to those individuals experiencing serious/complex and significant AOD problems, not necessarily just addictions’. 

‘We are concerned that these assumptions immediately channel the focus of treatment to the symptom rather that the underlying causes of substance misuse. In our experience whilst some clients wish to only focus on the drug issues, others focus on the underlying causes to combat the drug use. It is accepted that clients, when they present, want to change or quit their substance. However it is through experience of learning in counselling that they come to recognise that other work needs to occur in other parts of their lives in order to really make and maintain that change. Given the wide range of cognitive and intellectual skills level within the client group, the therapeutic relationship is a key foundation in order to make and sustain change’.

‘Further, while Agency X sees support as an important part of any therapeutic process, it does more than just provide supportive counselling. The service utilises aspects of many psychological models, including CBT, narrative, and psychodynamic frameworks.’
Many agencies commented on the need for drug treatment to include families as an integral part of the service and in order to ensure its efficacy.  

The exclusion of broader health and social welfare services elicited a number of responses.  Large non-drug specific agencies made the following comments:

‘The concept of a multi-pronged approach is applauded. However, it appears to be inconsistent with the general tone and theme of the report, which is to retract services back to purely drug treatment only and effectively the sector become divorced, by and large, from related services such as health, welfare, mental health, child protection, justice system, housing etc. The themes assumed in the report seem to ensure a somewhat myopic approach to drug treatment and it is difficult to see what intersectoral case management means, other than in the very narrow band of drug treatment services’.

‘The recommended definition of drug treatment has as its primary goal the reduction of cessation of drug use. We do not dispute this, however what we do dispute is the next assumption that this definition distinguishes it from the provision of either health or welfare services. We would maintain that attention to those services is critical to a holistic view of the client as a person and basic to the primary goal. The point is no better illustrated than to ask the question ‘why is a person abusing alcohol and drugs?’

‘ADCA, the peak AOD body in Australia, has a policy recommendation which clearly states that there should be a “continuity of care across health, welfare and criminal justice sectors”.  There is little mention of criminal justice, ATSI, educational and young person sectors’. 
‘There appears to be no mention in the review of ATSI services. Does this mean that these services will cease to exist? There appears to be no mention in the review of young people’s services. Does this then mean that these services will cease to exist?’ 

‘Any argument to distance drug treatment goals from focusing on, or including, wider social and community issues could be seen as short sightedness. Especially when we consider the still unknown long term impact of problematic substance use, including the relatively new designer drugs that have come to our attention in recent years’. 

And drug specific services noted the following in relation to the inclusion of broader health and social welfare considerations:

‘A good treatment service system should look after people with a range of addictions, provide a choice of treatments, not allow clients to get lost in the system and facilitate independent access to other health and welfare needs. Clients should experience a respectful, caring and therapeutic encounter with professional well trained staff. Treatment should offer long term care’. 

A board member of a small drug specific agency noted the difficulty of making recommendations that narrow the focus of drug treatment when effective approaches are still being trialled and developed.  He notes that the Turning Point report is based on a bureaucratic paradigm which doesn’t match the drug treatment system.  His comments follow.   

‘In a field where effectiveness is known and has been demonstrated, the bureaucratic paradigm has much to commend it. It ensures that services are delivered in consistent and fair manner, to a predetermined level of quality. Drug treatment is not such a field. In this field, a bureaucratic approach is inappropriate. 

The recommended structure is based on an assumption that we now know how to deal effectively with drug addiction and abuse. If this were so, a bureaucratic structure could be useful. In fact, despite much experience experimentation and knowledge, we do not know conclusively how to deal effectively with drug addiction and abuse.

In the area of drug services, no particular approach or approaches have been demonstrated to be consistently effective. Some therapies with initial promise have proven, in the long run, to be unreliable. Approaches that have been effective in one setting have failed in other, apparently similar, settings. Approaches that failed in one time and place have flourished in others. New approaches emerge from time to time. Some demonstrate effectiveness, other wither and die out. Some mutate into others. There are fashions in drug services, fashions that ebb and flow over time. All this is appropriate and to be expected, given that we are in the early stages of dealing with drugs.

This stage began in the 1950s and continues today. The early stage of any endeavour is characterised by a degree of chaos. It is a stage of experimentation, of some success and much failure. Theories and approaches emerge to be succeeded by more useful theories and approaches. There are many dead ends and false dawns. A considerable period may elapse before any ‘firm ground’ emerges.

‘A structure to deal with drug addiction and abuse must follow for the nature of the period we find ourselves in. It must allow for a degree of chaos and experimentation; it must nurture new approaches and allow new ones to supplant those that failed to deliver on early promise’. 

Some agencies pointed out the need for drug treatment clients with mental health issues to be better supported noting the limitation of the mental health system: ‘we are sad to see neglected the distinction between psychiatric clients and drug clients and understanding of the (failed) history of institutionalising drug users in the prescribed medical/psychiatric model’. 

- Small drug specific treatment service

One agency expressed concern about the interpretation of the reviews findings in relation to reducing funding to the dual diagnosis initiative.  

‘If this refers to ceasing funding to the Dual Diagnosis initiative, this would be alarming. Although the effectiveness of this initiative is yet to be fully evaluated, it has been an important recognition that systems need support to work better together and the lack of psychiatric resources provided for clients with substance use problems. When the service system changed about 10 years ago, one principle was to integrate services within existing health and welfare services where possible. To retract from this position, without an alternative solution would be a backward step. Who currently provides early intervention and prevention services for this group?’  
- Large, non-drug specific multi-service type agencies
O

Outreach

‘Regarding outreach, a CHS having a satellite office in another town and visiting weekly or fortnightly is a form of outreach, however, this type of service is very limiting in small rural communities where confidentiality is a prime concern (“people know each other in the bush”).  Outreach is better defined by “providing services to clients in their own environment having consideration for safety, treatment matching and access and equity issues”.
- Large non-drug specific treatment service

‘Outreach is particularly vulnerable –not only is it very much in the ‘holistic response’ category, but a centralised assessment /referral system actually works against access for young people.’
- Large drug specific treatment service
P

Pharmacotherapies

‘I do not think the Commonwealth or State Government will fund new places in Pharmacotherapy. And I do not think we will find the doctors to prescribe it’. 

- Small drug specific treatment service

‘If LAAM is more cost effective than methadone and buprenorphine, why is it not pursued to a greater extent?’

- Large non-drug specific treatment service
‘While supporting the efficacy of pharmacotherapies for many clients, we are also concerned at the somewhat circular argument in support of a greater investment and emphasis on pharmacotherapies. This seems to be that treatment should be evidence based, the greatest and easiest to obtain evidence is around pharmacotherapies, ipso facto we should increase episodes. We are also of the view that pharmacotherapies are much more likely to be impactful in the long term in conjunction with other treatment’. 

‘Table 5 in the review seems to imply that the majority of drug treatment is provided by pharmacists. To compare 5 minutes dispensing methadone with a 45 minute counselling session or an outreach visit where material aid, primary health care as well as counselling is provided is clearly nonsense’. 

- Large drug specific treatment service
‘Relapse prevention is considered an integral part of treatment with a view that lapse is a natural part of the process of change and lapses and relapse are viewed as opportunities for clients to understand their behaviour and develop new skills to deal with high risk situations.   Marlatt and colleagues (1985) model is a well-known framework used in drug treatment.  This model includes a variety of cognitive and behavioural approaches that targets the relapse process. The model uses specific strategies that focus upon the immediate determinants as well as global self-management strategies that focus upon covert antecedents of relapse. The strategies include skills training, cognitive restructuring and lifestyle balancing that involve the training of coping skills, challenging positive outcome expectancies’.

- Large service provider network

‘We will need more doctors to deliver pharmacotherapy prescribing opportunities seven days a week under bulk billing and more pharmacists to be enticed to participate in delivering methadone and buprenorphine [if the Turning Point recommendations are accepted]’.
‘Support the doctors and pharmacists by rewarding them in their excellent community effort (pay for their advertising in the local paper)’.  

- Individual representative of a service provider network
Y

Youth services 

‘There is no mention of youth services, arguably one of the most difficult client populations to engage and maintain through a treatment episode’.  

- Large drug specific treatment service


Appendix B - Service Providers Conference VAADA consultation on the service system review – workshop protocol
Friday 14 November 2003

Methodology 

Break into 4 groups – nominate a facilitator and scribe. 

Three major questions – 15 minutes each then report back from facilitators

Question 1 – what do think should be the core characteristics/elements of a quality drug treatment service system in Victoria?

Question 2 – what are the gaps between what you have identified as core elements of the service system and the current system?

Question 3 – what are the gaps between what you believe should be the core elements of the drug treatment service system and what you believe are outlined in the Turning Point report? 

Report Back between each question – 10 mins

Summary and Close 


Appendix C – ECADA response the Service System Review Report Recommendations

[image: image1]
February 2004

Definition of treatment

1. Recommendation: that harm minimisation continues to be the underlying

philosophical approach for Victorian drug treatment services.

This recommendation is fully supported.

2. Recommendation: that the drug treatment service system be defined by the provision

of ‘treatment’ and not include those services aimed at support and harm reduction. 

The main focus should be on treatment but not to the extent of total exclusion of support and harm reduction.

3. Recommendation: that the relationship between harm reduction support services and

the treatment services is clearly articulated, noting that the harm reduction services

function as an access point to drug treatment. 

Agree with this point and in particular with the observation that harm reduction services function as an access point to drug treatment, which makes the previous recommendation (2.) a little puzzling.

4. Recommendation: that the specialist drug treatment service system is based on the

understanding that drug treatment has the primary goal of reducing or ceasing drug

use. 

‘Primary’ is a key word here.  No artificial limits should be placed on the means by which these treatment goals might be achieved.

5. Recommendation: that the client group targeted by DTS constitutes individuals with

complex and serious problems, who require specialist alcohol and drug interventions

to address their addiction.  

See points 3.5 and 3.6 in covering position paper - the client group should not be too narrowly defined in terms of seriousness of addiction and nor should significant others be omitted from the treatment approach.

Access and entry

6. Recommendation: that local Centralised Intake Units (CIUs) be established across

Melbourne. 

See discussion of Central Intake Units  (point 2) in covering position paper.

7. Recommendation: that the CIUs adopt a common assessment form which is used for

all assessments and accompanies the client through the system. 


See discussion of Central Intake Units  (point 2) in covering position paper.

8. Recommendation: that the CIUs be responsible for all assessments of individuals

seeking entry to drug treatment.


See discussion of Central Intake Units  (point 2) in covering position paper.

9. Recommendation: that the CIUs provide single session interventions for cannabis

users. 

This would be a very small group as most cannabis users are either polydrug users or, by the time they come to a drug treatment agency, have such a habit that breaking it in a single session is no longer a feasible option.

10. Recommendation: that a single telephone helpline is available to clients, with core

functions of: providing a response 24 hours per day, 7 days per week; referring

clients to the CIU for a comprehensive assessment; diverting non-drug treatment

service clients to appropriate service systems, and organizing methadone/buprenorphine treatment access. 

Functions are fine with the exception that this presupposes establishment of CIUs as the sole intake point.

11. Recommendation: that CIUs run pre-entry wait list support programs for clients

waiting to enter withdrawal treatment.

 
Would this be better if withdrawal units were responsible?

12. Recommendation: that the CIUs are responsible for making a single contact attempt

for assessed clients who drop-out between referral from the CIU and presentation at

the withdrawal service. 

Would this be better if withdrawal units were responsible?  The principle of following up clients is fully supported.

13. Recommendation: that the CIUs will monitor local network waiting lists. 

Presupposes CIU have overarching responsibility.

14. Recommendation: that the impact of the CIUs be evaluated.

Of course.

Service elements: overview

15. Recommendation: that service elements are used as the building blocks for

specifying the purchased Victorian drug treatment service system.

Meaning?

16. Recommendation: that the seven DTS service elements be limited to: Residential

withdrawal; Non-residential withdrawal; Outpatient therapy (non-residential

rehabilitation); Medium intensity residential rehabilitation; Therapeutic Community;

Pharmacotherapies; and Supported accommodation. 

There should be no restriction on the number of service elements.  These service elements might be used to develop a new service system but there must be room for additional or innovative service elements.  Examples might be specialist dual diagnosis rehabilitation services, the greater use of relationship and/or family therapy, the greater use of support groups of a kind different to AA and NA , family supported accommodation programs etc.

Service elements by drug type

17. Recommendation: that alcohol dependence is more commonly treated in residential

withdrawal settings, heroin in non-residential withdrawal settings, and that cannabis

treatment infrequently involves withdrawal as the primary service.

There are a number of assumptions that we do not necessarily agree with.    The quarantine element offered by residential withdrawal is an essential component for many clients with heroin dependency as it constitutes a break from all those temptations that have previously led to failed attempts to detox.  It is not at all sure that cannabis will infrequently involve withdrawal as the primary service. Clients usually know best what they need to do in order to detox.

18. Recommendation: that outpatient therapy (non-residential rehabilitation) has a

proportionally greater focus on alcohol and cannabis than heroin (due to the greater

cost-effectiveness of pharmacotherapy treatment for heroin dependence).

Polydrug clients are very common so it may be difficult to separate clients out in this way.  We also do not accept that pharmacotherapies are likely to be a sufficient treatment modality for heroin-dependent clients.  Comments on treating the whole person apply, not just the addiction in isolation.

19. Recommendation: that TCs have a proportionally greater focus on illicit injecting

drugs rather than alcohol and cannabis.

The clients should be primarily responsible for selecting the treatment service that they want or need.  However, there is an argument for separating out injecting drug users from others with substance dependence such as alcohol and cannabis as the two groups do not mix well and may cross-contaminate.

Service elements: withdrawal

20. Recommendation: that both residential and non-residential withdrawal be retained as

core service elements.


No comment

21. Recommendation: that a greater proportion of resources is invested in residential

withdrawal in comparison with non-residential withdrawal.

Agree - note that the group considers outpatient withdrawal problematic and that it should be discontinued as a formal mode of service delivery.

22. Recommendation: that non-residential withdrawal models are amalgamated into a

new single service element (incorporating outpatient and home-based withdrawal).


Agree

23. Recommendation: that withdrawal is not a stand-alone service and that both

residential and non-residential withdrawal services must be run by a service that also

provides outpatient therapy, medium intensity residential rehabilitation and/or a

therapeutic community.

Agree with the continuity of care element in this argument. Not at all sure that a monolithic structure is the best way to achieve the desired outcome.  Regardless of where the services are physically located or who operates them, if there are no vacant beds when a client is about to shift to the next stage, then there will still be no vacant beds.  A re-examination of bed numbers needed and, in particular, what constitutes a working capacity for a residential unit, would be more to the point.  Current agencies are of course wondering what will happen to them under this model.

Service elements: outpatient therapy (non-residential rehabilitation)

24. Recommendation: that the CCCC service type be disbanded.

 
See covering position paper for concerns for non-medical elements of treatment.

25. Recommendation: that a new service element - outpatient therapy (non-residential

rehabilitation) is established.

We would welcome the opportunity to discuss the rationale for this in more detail.  Is this to be different from CCCC or is it really a matter of re-badging?

26. Recommendation: that outpatient therapy utilises models that have proven efficacy in

the treatment of alcohol and drug addiction.


Of course.

27. Recommendation: that service specifications for the new outpatient therapy (non-residential rehabilitation) service element are developed. It is envisaged that

outpatient therapy will cover individual and group counselling, relapse prevention,

motivational interviewing, and day programs. It would preferably concentrate on

group programs and day programs, where a greater number of clients can be seen

While the need for cost-effective programs is appreciated, these should be developed primarily on the basis of effectiveness rather than economics. The client group will mainly determine what is effective, in the first instance through their participation or non-participation. The program balance should be based on individual needs.

Service elements: residential rehabilitation

28. Recommendation; that the existing residential rehabilitation service type be replaced

with two new service elements: medium intensity residential rehabilitation; and

therapeutic community. 

Would like further discussion on the rationale for this - we do not necessarily disagree but feel that matters such as the duration of medium intensity residential rehabilitation are very important.

29. Recommendation: that the three reconfigured residential rehabilitation service

elements be evaluated. 


Of course

Service elements: pharmacotherapies

30. Recommendation: that DTS increases the investment in pharmacotherapy treatment,

through the establishment of a small number of specialist clinics (to complement

Specialist Pharmacotherapy Services [SPS] and community programs. 

This presupposes both a greater demand for pharmacotherapies (is that proven?) and the concomitant downgrading of other service types. We do not accept this as a given.

31. Recommendation: that further exploration is conducted to determine whether client

fees act as a barrier to treatment entry and a reason for treatment termination. 


No comment

Service elements: supported accommodation

32. Recommendation: that the supported accommodation service element be delivered

consistent with the current service specifications – as a minimum intensity program,

with concomitant restrictions on the client group.


Agree.

33. Recommendation: that consideration is given to the need for a legislative review to

address the concerns of services regarding access to clients, leasing arrangements,

and eviction conditions for clients of alcohol and drug supported accommodation

services that are in transitional housing.


Agree.

Continuity of care

34. Recommendation: that the current post-withdrawal linkage worker services are

disbanded. 

Do not agree with this under current service system arrangement.  Would need an adequate alternative.

35. Recommendation: that all withdrawal, rehabilitation and support services provide

intra-sectoral case management as part of usual service provision. 


This should happen as a matter of course.

36. Recommendation: that intra-sectoral case management comprises three elements:

individual treatment planning; appropriate referrals to the next drug service, and

assertive follow-up. 


Agree.

37. Recommendation: that CIUs provide wait list support programs for clients waiting for

a treatment place in a withdrawal program; and rehabilitation services provide wait

list support for their pre-entry clients.

Difficult to see why CIUs provide waitlists for the one service and not the other.  Withdrawal units should handle their own waitlists.

38. Recommendation: that funding allocations allow for the core client continuity and

support functions, namely intra-sectoral case management (incorporating assertive

follow-up) and wait list support. 


Agree.

Cross-sectoral linkages

39. Recommendation: that DTS not invest directly in capacity enhancement of the

general health and welfare sector, acute health nor mental health sectors.


Agree.

40. Recommendation: that the statewide specialist telephone consultancy service

(DACAS) be expanded to include all relevant professional groups and that a

marketing strategy be developed and implemented.


Agree.

41. Recommendation: that DTS not fund services to provide cross-sectoral case

management. 


Agree.  But who does?
42. Recommendation: that cross-sectoral linkage co-ordinators are established to

support the development of cross-sectoral protocols and agreements, and monitor

the successes and challenges of collaborative practices across sectors. 


To whom do they belong? Or is this a whole separate bureaucracy?

43. Recommendation: that cross-sectoral linkage co-ordinators are based at community

health services. 


Why?

Structural considerations

44. Recommendation: that the exact degree and nature of drug treatment services’

involvement in the PCP is decided at local level, through consideration of the client

group that is targeted by local PCPs. 

There is considerable concern about PCPs determining what may or may not be required in the drug treatment sector.  Who makes these decisions needs clarification.  PCPs have no expertise in this area.

45. Recommendation: that the concept of service networks is adopted as the unit for

developing implementation plans for the new service system.


Please explain - P.H.

46. Recommendation: that service networks are formed, taking into consideration local

conditions.


Please explain - P.H.

47. Recommendation: that planning considers the varying structural arrangements as

they impact on service delivery, deciding on the most appropriate arrangement taking into account the auspice, setting and focus. 


Please explain - P.H.

48. Recommendation: that clients can receive treatment from any metropolitan region

and that, at a bureaucratic level, regions conduct an annual reconciliation process to

accommodate potential resource implications. 

Agree.  If we understand correctly, this means that clients will receive treatment at an agency regardless of where they reside.

49. Recommendation: that statewide services do not operate under a region-based

distribution of treatment places.


Agree.

50. Recommendation: that the CIUs co-ordinate client access to statewide service

treatment places.


Disagree - presupposes acceptance of CIUs as an appropriate solution.

Rural and regional drug treatment service system

51. Recommendation: that the specialist drug treatment service system in rural and

regional Victoria is based on the understanding that drug treatment has the primary

goal of reducing or ceasing drug use, although the worker’s role should be

broadened as required in response to the rural context of limited service availability.


Agree.  See general comments on treatment goals.

52. Recommendation: that the client group targeted by DTS in rural and regional Victoria

constitutes individuals with complex and serious problems, who require specialist

drug intervention to address their addiction. Where appropriate, service activity may

be extended to include secondary interventions. c.f . Metro area 


Agree. See general comments on client target group.

53. Recommendation: that regional and rural DTS planning include a consideration of

early intervention and community development activities as part of the drug treatment services role, according to local community demand and the availability of other services.


NO - all DTS planning should have this focus, not just regional and rural.

54. Recommendation: that, in contrast with metropolitan services, the drug treatment

services in rural and regional Victoria concern themselves with core specialist drug

treatment service provision in addition to capacity enhancement of the general health

and welfare sector through secondary consultation. 

This should probably apply across the board.  Not sure why the distinction is being made.

55. Recommendation: that local Centralised Intake Units (CIUs) be considered as part of

regional and rural area planning. 


Is this really practical?

56. Recommendation: that the intake systems for rural Victoria adopt a common

assessment form which is used for all assessments.


Agree.

57. Recommendation: that DTS funding structures for rural and regional Victoria

incorporate resource allocation for cross-sectoral linkage development and

maintenance as a core part of the DTS treatment role. 


This should apply to all DTS.

58. Recommendation: that further planning endeavours for rural and regional Victoria

consider the appropriateness of the seven DTS service types for this setting:

residential withdrawal; non-residential withdrawal; non-residential rehabilitation (or

outpatient therapy); medium-intensity residential rehabilitation; therapeutic

community; pharmacotherapies, and supported accommodation. Modification, and/or

the creation of separate service types may occur through consideration of the

research evidence in combination with understandings of local need.

Same comments apply as for Metro area with particular reference to not creating artificial limits on new development.  However, this seems a bit more flexible.

59. Recommendation: that a central body is convened that will support alcohol and drug

service planning for rural Victoria. 

Does this mean a central body in Melbourne that makes decisions on behalf of the country?

Funding - investment mix

60. Recommendation: that unit costs are increased in service elements to incorporate

the case management and waiting list support functions, and that unit costs are

decreased with the change to assessment functions resulting in no change to unit

costs. 

Agree with the recommendation on increasing payment for case management and waiting list support functions (where this applies and constitutes an extra responsibility).  However, do not accept a decrease in payments due to the change in assessment functions as the assessment component carried out by agencies delivering specific services is very unlikely to change.  See earlier comments in the covering position paper on why re-assessments are the rule rather than the exception.

61. Recommendation: that the proportional investment in residential withdrawal is

reduced.

Do not agree.  The preference is for making residential withdrawal work better and improving continuity of care.

62. Recommendation: that the proportional investment in non-residential withdrawal is

reduced.


See earlier comments.

63. Recommendation: that the reduction in proportional investment in non-residential

withdrawal is greater than in residential withdrawal. 


See earlier comments

64. Recommendation: that the new outpatient therapy (non-residential rehabilitation)

service element receive a high proportion of investment (consistent with the

evidence-base).


See earlier comments.

65. Recommendation: that the new medium intensity residential rehabilitation service

element have proportional investment similar to the combined existing residential

rehabilitation and supported accommodation options. 


See earlier comments.

66. Recommendation: that the proportional investment in pharmacotherapies is

increased. 


See earlier comments.

67. Recommendation: that the proportional investment in the CIUs represents

approximately one quarter of the total investment. 


See earlier comments.

Episodes of care - investment mix

68. Recommendation: that overall Victorian episodes of care for withdrawal services be

reduced.


See earlier comments.

69. Recommendation: that overall Victorian episodes of care for therapeutic community

and supported accommodation be reduced.

See earlier comments - note that the overall increase for residential rehabilitation (medium intensity, TCs and Supported Accommodation) is very modest.

70. Recommendation: that overall Victorian episodes of care for pharmacotherapies be

increased. 


See earlier comments, particularly on demand for pharmacotherapies.

71. Recommendation: that overall Victorian episodes of care for outpatient therapy (non-residential rehabilitation) be set at a high level. 

See earlier general comments.

72. Recommendation: that overall Victorian episodes of care for medium intensity

residential rehabilitation be set at a moderate level. 


See earlier comments.

73. Recommendation: that overall Victorian episodes of care for the CIUs be set at a

minimum of 50% of total EOC. 

The minimum figure of 50% is noted with some concern.  The 50% level would give rise to concern for many smaller agencies and if the figure were higher then this would spell the end for many of them due to lack of funding.

74. Recommendation: that a risk assessment is conducted regarding Victoria’s reliance

upon the Commonwealth for the provision of the community pharmacotherapy

program. Residential services (residential rehabilitation and supported

accommodation) are, to a lesser extent, also reliant upon Commonwealth funding.


Fully support this recommendation.

Implementation

75. Recommendation: that DP&SB adopt the Recommendations within this Pathways

report and develop detailed implementation plans.

We certainly do not support this recommendation without further consultation with the sector.  We would also like to see the dollar implications of the recommendations in this review.

Diagram 1 –Clients of treatment service agencies: May 2001 Census Findings report, NDARC. 
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