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Executive Summary 
This paper is a report of the consultations undertaken in response to the Youth Service System Review that was completed by Turning Point in September 2004.  
The Drug Policy and Services Branch (DPSB) of the Department of Human Services (DHS) requested that VAADA consult with the sector on one specific component of the YSSR – that is, the recommendation to introduce ‘Indicated Prevention’ as core business of youth drug treatment services.  It provided VAADA with a project brief outlining the key areas on which it sought the sector’s perspective.  

DPSB stated that it wanted to ‘explore the concept of indicated prevention and ways to develop or enhance this aspect of youth drug treatment services through consultation with the drug treatment service sector’.

The consultations, therefore, focused on the following themes:  
· the level of support for including indicated prevention as core business of the youth drug treatment services

· activities appropriate for agencies to provide as indicated prevention

· strategies for facilitating or supporting the delivery of indicated prevention 

· the anticipated impact of providing more indicated prevention activities on the youth service system workforce

Emerging from the consultations was a general support for the concept of indicated prevention as a component of broader prevention strategies.  At the same time, however, there was concern about the definition of indicated prevention.  The general response from the sector in regard to the concept of indicated prevention is that it needs to be considered in the context of whole-of-government, cross-sectoral approaches – with linkages between sectors in relation to prevention strategies strengthened if success is to be achieved.  In particular, what capacities do these other sectors – such as health and education – have to participate in indicated prevention at a cross-sectoral level? 
The sector was strongly of the opinion, therefore, that clarification of the meaning of ‘Indicated Prevention’ is critical.  In particular, how exactly does ‘indicated prevention’ differ from ‘selective prevention’?  At the level of practice, how would a worker identify the risk of dependency and determine whether to employ ‘indicated prevention’ or ‘selective prevention’ strategies?  How would a worker determine whether a young person is dependent or simply ‘using heavily’?  And if a young person is not considered ‘at risk of dependency’ – should an indicated prevention strategy still apply?
Concern regarding the definition of the term was also raised in the context of the effectiveness of indicated prevention – what evidence exists that this is a worthwhile ‘treatment’ strategy to pursue?  What aspects of indicated prevention have been successful?  

Additional concerns were raised around the potential stigmatisation of young people targeted by indicated prevention – and whether this would have a positive or negative impact on prevention strategies.  This raises questions regarding assessment – what tool would be used to assess when a young person is engaging in risky drug use and potentially at risk of dependency.  The skills necessary for such assessments would also need to be determined.  The risks involved in stigmatising young people and the associated difficulties that could emerge through ineffective interventions need to be identified.  The potential impact of such stigmatization on a young person’s life should be considered in any development of indicated prevention models.   
Determining the nature of the ‘activities’ that might be incorporated into a model of indicated prevention is interdependent with assessment procedures and the extent of cross-sectoral cooperation anticipated.  Bearing this in mind, the sector identified a range of activities that could be components of indicated prevention – including, outreach and out-posting, range of education strategies, counselling, family support, and innovative youth activities.  

The sector identified a need to consider targeting children younger than the young people the sector generally works with – or at the very least, the need for flexibility to engage with young people under 16 years involved in risky drug use.  This also raised questions about the need for cross-sector collaboration.  Is it the role of the drug treatment service to be engaging with young people under 16 years?  

Some services identified that they already engage in innovative practices that could be considered in the context of models of indicated prevention.  While these services are exploring new and innovative practices, there are limits to their ability to carry these out in a systemic and planned way when there is no funding attached.  

Most importantly, therefore, the sector identified the need to be funded adequately if youth drug treatment services were expected to incorporate indicated prevention as part of their core business.  

There would be substantial implications for the drug treatment service system around program development and planning, identifying linkages with other sectors, undertaking skills audits, devising training and ensuring adequate supervision for workers.  Without additional resources, it is questionable how effective the development of the model would be.
It is important to note that the Youth Service System Review does not provide any convincing evidence-based studies that prove the effectiveness of indicated prevention as a strategy for preventing substance dependence.  This is critical to bear in mind when considering the recommendation in the YSSR regarding funding of indicated prevention:
· The YSSR recommends that ‘investment in residential withdrawal services is reduced by approximately 30%’ (p.155)

· The YSSR recommends ‘that the savings from withdrawal services be invested in indicated prevention, outreach services, and support for family interventions’ (p.156)

It is VAADA’s view that any major policy direction towards new and innovative practice models are based on strong evidence – particularly where funding cuts to another component of the drug treatment service system are proposed to resource the new model.

The following section outlines VAADA’s recommendations in relation to the introduction of indicated prevention – based on consultations responding to the Turning Point Youth Service System Review. 
Recommendations

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

Level of support for including indicated prevention as core business of the youth drug treatment service
Recommendations:

· That indicated prevention is introduced as core business of youth drug treatment services – but only with adequate additional funding attached to core targets.
· That if introduced as a component of core business, that indicated prevention does not replace already existing treatment services (ie, that indicated prevention is not introduced at the expense of withdrawal services).
· That indicated prevention be introduced as a component of an integrated, whole-of-government approach to prevention of the harms associated with drug use – that is, that additional resourcing for prevention be sought from other funding areas in government and that other sectors also assume responsibility for prevention in the context of prevention of a range of factors impacting on youth health.
· That indicated prevention is not artificially disconnected with other forms of prevention – ie, universal and selective prevention.  At the same time, however, the parameters of indicated prevention need to be clearly defined, distinguishing it from other prevention types and from harm minimisation.
· That the definition of indicated prevention be clarified – in particular, regarding how it relates to practice in the drug treatment sector.  The model also requires an outline of the types of activities associated with indicated prevention.
· That the name ‘indicated prevention’ be re-considered – indicated prevention is a potentially confusing concept made more confusing by its name. 

· That it be recognised that introducing indicated prevention as a model of practice cannot be successfully achieved without consideration of the other factors impacting on the sector – including the increasing complexity of issues for many people experiencing problems with their drug use (eg. mental health, family violence, isolation in rural areas, etc) 
· That indicated prevention is introduced as a sector-wide program as opposed to one restricted to one or two programs across the state.
· That indicated prevention is trialled prior to any extensive rollout (particularly in view of the lack of evidence).
Activities considered appropriate for agencies to provide as indicated prevention

Recommendations:
· That the issue of assessment is a primary consideration in any model of indicated prevention developed in Victoria.
· That the development of activities relating to a model of indicated prevention be evidence-based to determine their potential for success – these conceivably could include outreach & out-posting, education strategies, counselling, family support and innovative youth activities.
· That the activities in indicated prevention be further developed prior to any trial of indicated prevention.

· That the activities that become practice components of a model of indicated prevention be developed in consultation with young people who have engaged in risky drug-taking behaviour and have knowledge of what might prevent an escalation of drug use towards dependence.
· That the young people under the age of 16 who use drugs are considered as a target group in models of indicated prevention – thereby necessitating the engagement of professionals from other sectors (including youth sector, education and health sectors, juvenile justice and child protection).
· That activities connected with indicated prevention are not viewed in isolation from activities that can be considered in the context of universal and selective prevention.
· That it be recognised that the activities that some agencies identify as indicated prevention and incorporate into their practices are performed on an ad hoc, unfunded capacity.
Facilitating and supporting the delivery of indicated prevention

Recommendations:
· That indicated prevention is incorporated into existing youth drug treatment services (across Victoria) as an additional component of core business – that is, not replacing any other treatment services provided.
· That a whole-of-government approach to indicated prevention be developed – with strategies for co-case management and other integration methods informing the model (thereby enabling effective collaboration across sectors – for example, the development of working relationships between AOD providers and health and education professionals).
· That appropriate funding and targets be introduced to enable youth drug treatment services to effectively plan their program development in relation to indicated prevention.
· That the need for ongoing program evaluation is incorporated into the development of a model of indicated prevention.
· That the inter-relation between the three identified forms of prevention (universal, selective and indicated) is clarified – particularly in regard to the practice implications – before determining how youth drug treatment services and other professionals can engage in prevention activities to reduce the harms associated with drug use 

· That outreach services are increased and bolstered to enable young people to be identified for assistance – most will not be identified until they approach a treatment service to address issues of dependence or they have experienced some other problems (for example, contact with the corrections system).
Impact of providing more indicated prevention activities on the youth system workforce 

Recommendations:

· That the implications for training and workforce development are evaluated as part of the process of developing a model of indicated prevention – what competencies would be required, if any, in alcohol & drug training programs?

· That a skills audit be undertaken to determine what skills are needed to provide a practice of indicated prevention, what relevant skills workers in the sector possess and what skills development would be required across the drug treatment sector to engage in the practices associated with indicated prevention.
· That the implications for supervision needs within the sector are identified and considered in the development of the model of indicated prevention.
· That a trial or pilot of the indicated prevention model be undertaken to enable an evaluation of the impact of a clearly defined program of indicated prevention on the workforce.
· That capacity for coherent data collection is integrated into the model of indicated prevention to enable effective future evaluations and forward planning for programs.
Overview
‘Regardless of the prevention model which might be adopted or the definitions used; it is important that prevention programs be based on sound evidence; seek to enhance protective factors and reduce risk factors; be age specific, developmentally appropriate and culturally sensitive; be appropriate to the needs of the particular target group (‘one size fits all’ approaches are unlikely to be as successful); be resourced at sustainable levels to allow for long-term interventions with multiple opportunities for reinforcement rather than one-off interventions.’ (ADCA, 2003)
The report that follows is a more detailed outline of the responses by participants in the consultation process to the recommendation within the YSSR that indicated prevention is introduced as core business of youth drug treatment services.

The key messages of the responses from the consultations were:

· That the youth drug treatment service system has the potential to incorporate a new model of preventative treatment – as proposed with indicated prevention.  This potential, however, will be reliant upon clarity regarding the proposed model of ‘indicated prevention’ (and associated practices).

· That existing components of the youth DTS – including residential withdrawal treatment services – cannot be compromised in order to fund new models of preventative treatment.
· That indicated prevention would need to form part of a whole-of-government, integrated approach to the prevention of the harms associated with drug use – that is, the government needs to explore cross-sectoral approaches and cross-sector funding for prevention models.
· That the introduction of indicated prevention would have implications for services in program development, service planning, skills audits, training and supervision.
· That prior to introducing any innovative model of prevention – it is vital that the model has been piloted and that it can demonstrate (through an evidence base) that it has the capacity for addressing issues of prevention effectively.
The following report is structured around the four areas that recommendations have been made.  

The contents include:

1.
Overview

2.
Background & Policy Context

3.
Methodology

4.
Level of support for including indicated prevention
5.
Activities appropriate for indicated prevention
6.
Facilitating & supporting the delivery of indicated prevention

7.
Anticipated impact of providing more indicated prevention activities on the youth system workforce

8.
Conclusion

Background and Policy Context
In 2003, the Drugs Policy & Services Branch (DPSB) of the Department of Human Services (DHS) commissioned a review of the Drug Treatment Service (DTS) in Victoria.  This review, undertaken by Turning Point Alcohol and Drug Centre, raised a wide range of issues amongst service providers about its views on the future shape and direction of the Alcohol and Other Drugs (AOD) sector in Victoria.  The scope of the review was limited to discussing systems change in a cost neutral environment.  In May 2004, VAADA wrote a report (based on sector consultations) in response to the Service System Review and its recommendations.
Additional reports were commissioned by DPSB (and also conducted by Turning Point) to provide a more detailed investigation into specific components of the DTS – in particular, the Youth Service System and the Rural & Regional Service System.  

The final report of the Youth Service System Review (YSSR) is currently available on the DHS website at http://www.health.vic.gov.au/drugservices/pubs/yssr.htm 
A key point of discussion in the YSSR was the span of activity appropriate for youth drug treatment services. The review concluded that prevention activities should be a focus of the youth drug treatment service system – in particular, the prevention model of ‘Indicated Prevention’.  Essentially, this model defines activities that target young people who are already using drugs but have not developed drug dependence. The review described having indicated prevention and drug treatment as a key feature of the youth drug treatment service. 

In its process of determining the feasibility of changes to the youth dug treatment service system, DPSB sought to ascertain the views of the AOD sector.  DPSB requested the peak body for alcohol and drug services – the Victorian Alcohol and Drug Association (VAADA) – undertake sector consultations in regard to specific recommendations made in the Service System Reviews.  VAADA was provided with project briefs in relation to both the Youth Service System Review (YSSR) and the Rural & Regional Service System Review (RRSSR).

This report is in response to the YSSR.  DPSB asked VAADA to consult with the sector on a specific component of the YSSR – that is, the recommendation to introduce indicated prevention as core business of youth drug treatment services.  
This report is based on VAADA’s consultations with non-government alcohol and other drug treatment service providers. 
The timelines for the consultations were limited – which, in turn, had implications for the design of the consultations.  Furthermore, based on the DHS brief, these consultations needed to be carried out between November and February.  This is a busy period of the year when workers are often on leave and agencies are filling the gaps with locum workers and extra hours.  Bearing this in mind, the response rate was relatively high – with approximately 65 agencies and individuals engaging in the consultations undertaken in both metropolitan and rural Victoria.  VAADA is of the view that had the consultations occurred at a different time of the year and with less time constraints – there would have been a higher response rate.

What is ‘indicated prevention’

For the purpose of this report, clarification should be made about the definition of ‘indicated prevention’ provided by Turning Point and the understanding of the concept within the sector.  Secondly, the definition of indicated prevention needs to be understood in the context of prevention more broadly.  The three-tier definition of prevention is one way of distinguishing the different goals of prevention – those being universal, selected and indicated prevention.  Importantly, it needs to be noted that services in the sector cautioned against creating artificial barriers across the various forms of prevention.

In its report, Turning Point explores a range of definitions of prevention based on the public health sector model and the model defined by the US Institute of Medicine.  It outlines the primary health sector model:

· Primary prevention – involving the prevention of uptake of drug use among non-users.
· Secondary prevention – preventing problematic use and use progressing to dependency.
· Tertiary prevention – reducing harm amongst problem users and helping them to reduce or discontinue use.
The Youth Service System Review (pp.21-22) then goes on to outline the target groups the US Institute of Medicine distinguishes between:

· Universal prevention – targets a broad population that may be defined by a particular factor such as age (eg. young people in grade six). School programs and parenting programs are examples of interventions that target the general population.
· Selective prevention – targets at-risk groups that experience special challenges, including ‘academic problems, family dysfunction, poverty and family history of abuse. Programs at this level seek to reduce the influence of these risks, preventing substance use problems through the development of positive coping strategies and life skills.
· Indicated prevention – targets young people who are using drugs heavily but have not necessarily developed drug dependence. These targeted programs include strategies such as brief motivational approaches, and outreach. Family therapy may also be involved. Risks associated with substance use, such as overdose and the spread of sexually transmitted infection (STI), are targeted.
· Substance abuse treatment – targets the proportion of the population experiencing drug dependence.  Conventional treatment types for substance dependence are suggested at this level.

Alternative understandings of the three-tiered model of prevention have also been devised in the US – yet have not been incorporated into the Youth Service System Review.  It is VAADA’s opinion that in reviewing the three-tiered model of prevention, it is useful to examine the models outlined by the Centre for Substance Abuse Prevention (CSAP).  It identifies the following features:

· Universal prevention 
These strategies address the entire population (national, local community, school, neighbourhood), with messages and programs aimed at preventing or delaying the abuse of alcohol, tobacco, and other drugs. For example, it would include the general population and subgroups such as pregnant women, children, adolescents, and the elderly. 
The mission of universal prevention is to deter the onset of substance abuse by providing all individuals the information and skills necessary to prevent the problem. All members of the population share the same general risk for substance abuse, although the risk may vary greatly among individuals. 
Universal prevention programs are delivered to large groups without any prior screening for substance abuse risk. The entire population is assessed as at-risk for substance abuse and capable of benefiting from prevention programs.
· Selective prevention 
These strategies target subsets of the total population that are considered at risk for substance abuse by virtue of their circumstances – for example, children of adult alcoholics, young people who have disengaged, or students who are failing academically. 
Risk groups may be identified on the basis of biological, psychological, social, or environmental risk factors known to be associated with substance abuse (IOM 1994), and targeted subgroups may be defined by age, gender, family history, place of residence such as high drug-use or low-income neighbourhoods, and experience of physical and/or sexual abuse. 
Selective prevention targets the entire subgroup regardless of the degree of risk of any individual within the group. One individual in the subgroup may not be at personal risk for substance abuse, while another person in the same subgroup may be engaging in risky use of substances. 
The selective prevention program is presented to the entire subgroup because the subgroup as a whole is at higher risk for substance abuse than the general population. An individual's personal risk is not specifically assessed or identified and is based solely on a presumption given his or her membership in the at-risk subgroup.
· Indicated prevention 
These strategies are designed to prevent the onset of substance abuse in individuals who do not meet DSM-IV criteria for addiction, but who are showing early danger signs, such as falling grades and consumption of alcohol and other gateway drugs. 
The goal of indicated prevention is to identify individuals who are exhibiting early signs of risky substance use and other behaviours associated with heavy substance use and to target them with special programs. The individuals are demonstrating behaviour patterns commonly associated with drug use, but at a subclinical level (IOM 1994). Indicated prevention approaches are used for individuals who may or may not be drug dependent, but exhibit risk factors that increase their chances of developing a drug dependency problem. 
Indicated prevention programs address risk factors associated with the individual, such as conduct disorders, and alienation from parents, school, and positive peer groups. Less emphasis is placed on assessing or addressing environmental influences, such as community values. 
The aim of indicated prevention programs is not only the reduction in risky substance use, but also reduction in the length of time of associated behavioural or health concerns, delay of onset of substance dependency, and/or reduction in the harms associated with substance use. Individuals can be referred to indicated prevention programs by parents, teachers, school counsellors, school nurses, youth workers, friends, or the courts. Young people may volunteer to participate in indicated prevention programs.
Methodology
This VAADA report on the YSSR was undertaken through consultations with the AOD sector on a specific component of the Review – that is, to use savings from reductions in funding for residential withdrawal services to fund indicated prevention as core business of youth drug treatment services.

As the peak body representing Victorian alcohol and drug agencies, VAADA undertook consultation with the sector throughout Victoria to specifically explore the concept of indicated prevention, its incorporation into the service system and to determine the key issues for services presented by the Turning Point report. 

As part of this process, VAADA conducted three rural consultations in the Gippsland, Grampians and Loddon Mallee regions.  Approximately forty three representatives from the sector attended these consultations (the consultation questions used are provided in Appendix A). 

This was followed by five key informant interviews from both metropolitan and rural regions, with a focus on those regions that were not involved in the consultations (key informant questions are provided in Appendix B). 
VAADA further attended two established network meetings in the East (Eastern Metropolitan Region AOD Network), as well as the North West metropolitan areas (Yarra Drug and Health Forum) to briefly present the project, describe aims, and invite sector representatives to provide independent written submissions. Approximately fifty four sector representatives were present. 
Additionally, VAADA utilised its already existing ENEWS list-serv, to invite other sector representatives to provide written submissions. ENEWS has an approximate 600 direct and indirect reader base.  
It is important to note that due to time constraints and the time of year, not all sector representatives were able to provide their individual input into this report. However, regardless of the limitations this imposed, the sample group was of a substantial size, and the key issues collected remained fundamentally parallel across most regions. VAADA is therefore confident that the consultations reflect the breadth of opinion of the drug treatment service system.
The consultation process was carried out in the following stages:
	Stages
	Process

	Stage 1:

Appointment of Reference Group
	· This stage of the project was conducted from the 5th of November to the 19th November 2004. 

· The VAADA Board acted as a reference group for this project, provided guidance to the project officer & oversaw the process, ensuring it was carried out within the guidelines in the Project Brief.

	Stage 2:

Consultation Process
	This stage of the project was conducted from the 19th of November to the 24th of December 2004. 

VAADA undertook an extensive and inclusive consultation with a range of stakeholders involved in rural and regional AOD service delivery. 

VAADA noted that there would be limitations with the consultation process considering its close proximity to the holiday season which could exclude many sector representatives from participating during the process. 

Service types that VAADA targeted in undertaking its consultation included:

· Stand alone specific AOD services;

· Generalist and youth AOD services; and

· Rural & regional AOD service. 

VAADA facilitated processes that allowed for a wide dissemination of the project and invited feedback from any interested parties to help ensure that the views expressed in the report, reflected the broad views of the sector, regarding indicated prevention. 

The consultation process initially was intended to include:

· Key informant interviews X 5;

· Focus groups X 2;

· Invitation for written submissions through list serves; and

· The development and administration of a survey.




	Stages
	Process

	Stage 3:

Analysis of results
	This stage of the project was conducted from the 4th of January to the 17th of January 2005.

Primary tasks included:

· Summary of consultation  data;

· Results to be provided to the reference group to analyse and interpret consultation data; and

· The preparation of a draft report according to the reference group analysis and interpretation of consultation data and results. 



	Stage 4:

Draft report


	Draft report was delivered to the reference group, the sector and to DPSB for feedback and review by the 28th of January.



	Stage 5:

Review of report
	This stage of the project was conducted from the 28th of January to the 12th of February 2005. 

VAADA waited for comments provided by DPSB and made the report available for any final comment from the sector. Undertaking this step further ensured that the process continued to remain inclusive and transparent. 



	Stage 6:

Review of report


	This stage of the project was conducted from the 12th of February to the 28th of February 2005. 



Level of support for indicated prevention
Throughout the consultations, VAADA identified general support for the concept of a model of indicated prevention in the youth drug treatment service system.  Concern was expressed by participants, however, that any new models of prevention introduced as core business are not introduced at the expense of other programs.  AOD services strongly considered that indicated prevention needs to be one component of an entire system.  This included a concern to ensure that universal and selective prevention programs are not overlooked with the introduction of indicated prevention.  Furthermore, participants expressed that the introduction of a model of indicated prevention should not occur at the expense of existing drug treatment services – such as residential withdrawal services.
Rather, it was viewed by participants that if indicated prevention were introduced in the Victorian youth drug treatment service sector, additional funds would need to be injected into the service system.  Such funds are essential if the new program/model is be adequately piloted and then effectively rolled out with the greatest chance of success.  Furthermore, participants alluded to a concern regarding the AOD sector shouldering the burden for preventative measures – and indicated an interest in seeing a more cross-sectoral approach to prevention. 
The points raised in this section are highlighted with quotes from key informants.  It is important to note, however, that the general views outlined emerged from the broader consultations and submissions that were received by VAADA.  The recommendations in this section are based on the overall response from services in the sector.  This section is structured in the following way:
· Intervening early

· Other preventative methods

· Gaps in current system

· Indicated prevention as core business

· Lack of evidence

· Capacity to address specific needs

· Intervening early to address problematic drug use
Some services could see the potential benefits for indicated prevention to be undertaken by the drug treatment service sector.  For example, one respondent stated that:

We support indicated interventions in the youth AOD sector as it is particularly relevant to young people’s developmental stage. Young people may have problematic drug use and not necessarily a dependency or an addiction that requires treatment as such but rather an intervention to help prevent any escalation in drug use and to increase protective factors (key informant 2).

Another was of the view that:

I support this recommendation; in essence I feel that this level of prevention is in operation across several youth specific programs.  (key informant 4)
Again, similarly:

As it is already part of youth drug treatment services brief, why would you exclude it? The value of the strategies mentioned in the previous question is high and addresses service gaps with indicated interventions. We support indicated interventions in the youth AOD sector as it is particularly relevant to young people’s developmental stage. Young people may have problematic drug use and not necessarily a dependency or an addiction that requires treatment as such but rather an intervention to help prevent any escalation in drug use and to increase protective factors (key informant 2).
One respondent, however, was less supportive:
‘Indicative Prevention’ is a form of semantic categorisation that seeks to impose an artificial definition on the stages of drug use most young people will move through, that include episodic intensive drug use and higher risk taking during periods of adolescence and young adulthood. (key informant 1)
· Other preventative methods

Some participants were of the view that selective prevention (over indicated prevention) has greater potential for addressing issues of prevention – and that such measures ought to be targeted at a young age group (for example, school grades 3 to 5).  The feeling was that while indicated prevention may address some issues after they have developed, the need for earlier intervention was particularly important.  One participant described indicated prevention as ‘closing the gate after the horse has bolted’.

Participants in one regional consultation agreed that the indicated prevention model was worth pursuing.  Yet both universal and selective prevention were seen as necessary components of a prevention strategy, with some strongly favouring efforts towards selective prevention.  They felt that working in this manner could potentially save money in the long term.
· Gaps in current DTS system
The gaps in drug treatment and prevention currently provided raised concerns for many participants.  It was felt that these gaps couldn’t be addressed by simply coining the term indicative prevention and providing duplicate services provided by ‘non drug specific’ youth outreach.  
It was argued by participants that specialist drug services should be for those whose needs cannot be met by the other services (eg. employment, schooling, housing, community health, and family strengthening services).  
A notable reservation amongst participants for indicated prevention is that there is no real evidence to suggest it is an effective early intervention or prevention measure.  In particular, this raised concerns for the experience of clients in the service system and how we best target their needs:  

There is no evidence that adoption of indicative prevention will do anything more than increase funding to a select agency or two, with no real outcomes nor real impact on clients. The fact is that the number of marginalising factors we take into account ensures there is a high chance that any young person who is, for example, not employed and not at school will be considered an ideal subject for indicative drug prevention.  This is despite the obvious need for actual employment and education programs for such clients (key informant 1).

· Indicated prevention as core business of DTS system
Some concern was expressed by services abut the role of AOD services as the key providers of indicated prevention.  One participant in the consultation process, for example, stated that:

Youth specific drug treatment and prevention services should only be working with those young people (and I mean under 21 years of age) whose drug use is at a level that precludes any engagement in the many youth support, education, employment, housing, recreation, and other service systems that make a real difference in young people’s lives. (key informant 1)
I do not believe that because a young person engages in risk taking drug use that this necessitates a specialist form of drug service, or that a team of specialist people who can work with at risk drug users should be working in schools, employment programs, etc.  Specialist drug services should be for those whose needs cannot be met by the existing employment, schooling, housing, community health, family strengthening etc. services (key informant 1).

· Lack of evidence base for indicated prevention

Some concern was expressed that there is a lack of evidence to support indicated prevention as a form of practice with targets, and key outcome measures attached.  One comment regarding the lack of evidence base came with some scepticism – indicating the need to ensure that there is good evidence for introducing such a model if morale in the service system is to be sustained: 
More indicative prevention would result in increased numbers of people who lack the required skills working with clients who should actually be clients of the existing youth services, schools, employment programs and other support structures.  These support structures have been shown to make a difference.  Indicative prevention has no evidence base, no real rationale other than existing vested interests within the drug prevention and treatment system (and possibly within government), and continues the pattern of increasing government investment in programs that produce no outcomes for clients. (key informant 1)
· Capacity to address specific needs 

Some of the concerns raised related to the need to incorporate the diverse needs of those young people experiencing problematic drug use.  Questions were raised regarding how the indicated prevention model would take into account the diverse needs of populations such as Indigenous young people, people with disabilities, sexuality issues, mental health issues and specific issues relating to circumstances (such as housing, family breakdown and rural isolation).
IP prevention and other prevention activities I find do not relate to the Aboriginal community because there are so many other factors that apply e.g. social, employment, physical, mental and housing. (key informant 3)
No, I don’t support this recommendation until there are support and resources in the country, not e.g. Bendigo and Mildura, but in the areas of Shepparton, Echuca, Swan Hill, Robinvale and Horsham where there are large problems with underage drug use and prevention is needed” (key informant 3).
It was felt that if introduced, a model of indicated prevention needs to be developed that can enable cross-sectoral linkages, co-case management and secondary consultation.

Recommendations:

· That indicated prevention is introduced as core business of youth drug treatment services – but only with adequate additional funding attached to core targets.
· That if introduced as a component of core business, that indicated prevention does not replace already existing treatment services (ie, that indicated prevention is not introduced at the expense of withdrawal services).
· That indicated prevention be introduced as a component of an integrated, whole-of-government approach to prevention of the harms associated with drug use – that is, that additional resourcing for prevention be sought from other funding areas in government and that other sectors also assume responsibility for prevention in the context of prevention of a range of factors impacting on youth health.
· That indicated prevention is not artificially disconnected with other forms of prevention – ie, universal and selective prevention.  At the same time, however, the parameters of indicated prevention need to be clearly defined, distinguishing it from other prevention types and from harm minimisation.
· That the definition of indicated prevention be clarified – in particular, regarding how it relates to practice in the drug treatment sector.  The model also requires an outline of the types of activities associated with indicated prevention.
· That the name ‘indicated prevention’ be re-considered – indicated prevention is a potentially confusing concept made more confusing by its name. 

· That it be recognised that introducing indicated prevention as a model of practice cannot be successfully achieved without consideration of the other factors impacting on the sector – including the increasing complexity of issues for many people experiencing problems with their drug use (eg. mental health, family violence, isolation in rural areas, etc) 

· That indicated prevention is introduced as a sector-wide program as opposed to one restricted to one or two programs across the state.
· That indicated prevention is trialled prior to any extensive rollout (particularly in view of the lack of evidence).
Practices relevant to indicated prevention
A key issue relating to the proposed model of indicated prevention was questioning amongst services regarding what would actually constitute the activities considered to be indicated prevention.  This essentially came down to an issue of assessment.  How would services assess cases of ‘indicated prevention’?  How would an outreach worker, for example, determine whether a young person was engaging in risky drug use, yet had not yet developed a dependence?

In addition to this was concern about the evidence that demonstrates the effectiveness of the model of indicated prevention.  How could services engaging in a new model have some sense that the activities or practices they were implementing to address ‘heavy drug use prior to dependent drug use’ had the potential to prevent dependency?  Or would services themselves be engaging in a trial to determine what practices are effective practices for indicated prevention?
What assurances are there that young people themselves have contributed to the development of practices associated with the model of indicated prevention?

Again, the issue regarding artificial boundaries between universal, selective and indicated prevention was raised.  How can holistic practices be encouraged when one component of prevention is singled out in ways that could potentially see universal and selective prevention minimised as strategies for addressing the issue of harm associated with drug use?  Furthermore, exactly how would practices associated with indicated prevention differ from those considered selective prevention?
Inter-related with this concern was the issue of a whole-of-government, cross-sectoral approach to indicated prevention.  What scope might there be for linkages with other sectors?  The consultations undertaken by VAADA indicated strong support for the need to improve and foster these linkages.  
Integration and whole-of-government strategies

Service gaps in the Youth Service System (YSS) were a key concern for participants of the consultation process. The more prominent included:

· Linkages with programs that provide support for families of youth in prevention or treatment, and the capacity to involve the family in these processes;

· Linkages with the mental health sector and the need to understand dual diagnosis in the YSS; and 
· Linkages with the education sector – and the issues relating to drug prevention education in schools (in particular, the late age that this often occurs). 

In view of some of the gaps in the provision of effective youth services, participants felt that the introduction and implementation of IP strategies could be of great benefit – particularly for developing improved integration across service system.

· Linkages with programs that support the entire family

Initiatives involving the family can give both the individual and the family greater insight into the nature of the drug problem and, as a result, both are in a better position to cope with related problems that surface in their everyday interactions (ADCA, 2003). 
One comment made in the rural consultations was that:

As the system stands, there is little or no involvement of a youth’s family in AOD prevention and treatment options. This is partly due to limited funding and the difficulty faced in engaging families.
In order to change this, participants suggested that programs should be created that reach out to parents through a range of school based activities such as media and trivia nights. 

· Linkages with mental health services and addressing co-morbidity

Though a small range of strategies are slowly being implemented by some youth organisations, participants felt that dual diagnosis must be implemented into more youth programs:
Screening and recognition of young people with co-morbidity is grossly unrecognised (key informant 2).
Mental health has been noted as a motivating factor that is often discounted in helping young people. Early considerations of mental health issues were viewed by participants as important – with mental health a key determinant in the way drugs are use and the links with harmful drug use.  In particular, anxiety and depression are leading causes of drug use, and rates of substance use are high in patients diagnosed with mental illness (National Drug research Institute and the centre for Adolescent Health 2004), as shown in Table 1. 

Table 1 - Prevalence of substance use in people with psychotic disorder 

Substance use




Psychotic  
General Population


%
%
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Current tobacco 
60.0
23.0

Daily alcohol
21.5
15.0

Weekly Cannabis 
22.6
6.8

Psycho stimulants in last year
9.2
1.3

Opiates in past year
5.1
0.6


Table 1 shows that rates of every category of substance use were higher for those with a psychotic illness than for the general population (Degenhardt L. and Hall W. 2000)
One participant expanded on the link between mental health and drug use, and the implications for AOD services:
An example of this is youth dual diagnosis, young people with problematic drug use and any existing or emerging mental health issues. Existing evidence indicates than more than half of the population using AOD services also have mental health issues so this is a very real issue for AOD services. A person’s mental health will impact on their drug use and their drug use will impact on their mental health (key informant 2).

The need to ensure linkages with the mental health sector in any indicated prevention strategy was evident.
· Linkages with the education sector

In relation to education, the Grampians region consultation group indicated that ‘a lot of schools are not educating youth at an early age, and other services are failing youth in the same ways – thus the creation of a gap. Indicated prevention may address the issue after it has developed, but it would be more cost efficient and wiser to utilise an earlier intervention, one that addresses school children at grades 3 to 5, and instilling within them values and an understanding about the drugs they will face’.

Links with schools and pursuing prevention strategies in schools (particularly through school nurses) was identified by participants as an approach to identifying young people at risk, who may or may not be using drugs. Additionally, literature shows that under optimum conditions, school based programs can be an effective form of AOD prevention (Tobler 1999). 

The timing of school based education can also play a critical role in effective prevention provision. The consensus is that the optimal time for introducing youth preventive programs is late primary school or early secondary school, when experimentation often begins – though onset of use can vary in different populations and with different types of drugs, thus the need for adjustment (flexibility) based on prevalence data.  This may also help to capture higher-risk individuals who may leave school early (National Drug research Institute and the centre for Adolescent Health 2004).

In providing this form of prevention activity, it would be insufficient for a youth worker to attend schools on monthly basis. This would not be enough to develop and maintain any form of real preventative intervention. Rather, a school nurse or welfare officer in the school system may have the potential to provide ongoing general assistance and education to students. This could subsequently be followed by occasional ‘drop ins’ by youth service providers when specific information is needed, or a student requiring intensive assistance is recognised by the school nurse / welfare worker and reported to an AOD service provider.

Once the basic foundation of providing AOD education to students is developed through the school nurse or welfare worker, AOD workers can attend schools on a regular ‘drop in’ basis and undertaken more in-depth discussions and work groups with youth. 

The consultations revealed that young people find more comfort in speaking to their peers rather than adults in roles of authority. Agencies also stated that young people often disassociate from and build boundaries between themselves and their teachers. This means students will tend to avoid speaking to teachers about their own issues, but will talk to drug and alcohol workers who come into the school on an informal basis. 

It was further noted by a large AOD service provider that for school activities to be effective, ‘they should target youth possibly as low as grades 3 through to 7’.

Agencies in the Mildura region currently work with schools in their prevention strategies and have had some positive outcomes. Likewise, Loddon Mallee had similar outcomes from their youth project that visits schools during lunch breaks. 

It is important to note that even though youth access via schools is fundamentally an important activity that indicated prevention should undertake, it will not suffice as the only method of engaging young people, as not all young people attend school.  For some young people, influences outside the school system and at earlier ages may have led to their choices to use or experiment with drugs (hence the significance of also engaging the family).  
The issue of assessment – addressing stigma and selective prevention vs indicated prevention 
Two issues, in particular, revealed that assessment is a key issue for consideration in developing indicated prevention as a model.  Firstly, how would the process of identifying young people using drugs through indicated prevention deal with the issue of stigmatisation?  What tool/s would be used to assess when a young person is engaging in heavy drug use and potentially at risk of dependency?  How would the skills needed to undertake these assessments be determined?  

Concerns were raised around the potential stigmatisation of young people targeted by indicated prevention – and whether this would have a positive or negative impact on prevention strategies.  

The risks involved in stigmatising young people and the associated difficulties that could emerge through ineffective interventions need to be identified.  The potential impact on a young person’s life should be considered in any development of indicated prevention models.   

Secondly, how would the assessment process distinguish between indicated prevention and selective prevention?  Participants identified the need to ensure that the practices defined as ‘indicated prevention’ are clarified in order to distinguish them from practices considered components of ‘selective prevention’.   Is it possible that some of the practices classed as ‘selective prevention’ could potentially have similar outcomes?  Would two different practice models be necessary?  Or could practices associated with selective prevention and indicated prevention be considered within one service model? 
When it comes to the actual practices involved in delivering a model of indicated prevention, participants of the consultation process felt the concept was obscure.  Some of the comments included:

The distinction appeared to be very similar to the previously defined areas of early intervention. (consultation participant)
One of the difficulties that may be encountered within the AOD sector is distinguishing between what is selective and what is indicated prevention. Often the definitions focus on defining the population. At other times the strategy is used to define the intervention. Greater clarity is needed so that people understand the terminology. (key informant 2)
The phrase used in the YSSR ‘heavy use but not dependent’ raised further questions about the type of behaviour considered ‘heavy use’ and the stage at which that ‘heavy use’ would be classed as ‘dependence’.
The need for clear assessment procedures is essential to the development of an intervention strategy based on the indicated prevention model.

· Agencies engaging in indicated prevention activities 
Several participants from the rural and regional consultations suggested that activities potentially regarded as indicated prevention were already practiced in some youth drug treatment agencies.  These activities were not necessarily defined as indicated prevention.  
A large AOD service provider stated that:
AOD clinicians use indicated strategies intuitively without necessarily knowing the terminology. The value of the terminology and the distinction between the three is informed practice. More conscious decisions can be made by clinicians and organisations on what interventions to implement.
The concept of developing a new area, such as indicated prevention, with no additional resources was not well received.  Some services provide indicated prevention, but have been limited in what they can achieve in an ongoing capacity due to limited resources.

One of the major problems in the AOD services area is that there are numerous programs that have come out of tender processes over the years, each offering something unique (eg. home based withdrawal by one, counselling by another, and youth outreach by yet another) but none really fit all that well together – though in reality, with a little bit of work, they could. The reason for this comes simply comes down to linkages – and even though some organisations link with other organisations well, many do not. (consultation participant)
An example of this can be found in Barwon’s Youth Access Program (BAYSA Youth Services) that was developed in partnership with WRAD and the Barwon South West Youth Alliance, allowing outreach workers to be collocated at the Drug Treatment agency, thus enabling access to mainstream DTS (key informant 4). 

Examples of activities potentially embraced under indicated prevention
Agencies consulted by VAADA were of the opinion that any youth prevention program (crime, drug use, suicide, etc.) should engage young people in meaningful and fulfilling activities.  Other strategies focused on more therapeutic interventions to provide alternatives to potentially harmful drug using behaviour.  In order to do so, participants agreed that the proposed indicated prevention model should feature the following provisional characteristics:
· Counselling
Counselling would provide an opportunity to build youth’s emotional strength, flexibility and resilience during difficult periods in their lives and to work on avenues to develop productive lifestyles through improved relationships, self esteem and a range of inner resources which may impact in the areas of work, family and broader experiences.
In their study of best practice in alcohol and other drug interventions, Dale and March noted that:

While a significant advantage of one form of therapy over another is yet to be found, research has been able to demonstrate the fundamental importance of the therapeutic relationship. A sound therapeutic relationship provides an avenue to communicate respect, understanding, warmth, acceptance, commitment to change and a corrective interpersonal experience (Dale & Marsh – 2000)
Counselling would also be a potential means for identifying when a young person is engaging in heavy drug use and potentially at risk of dependency.

Issues of consent and privacy would need to be incorporated into any counselling practices interconnected with indicated prevention interventions.

· Outreach and out-posting

A key factor noted by participants was that young people generally don’t access AOD services until they are experiencing dependency.  On the other hand, however, sometimes young people will access drug treatment services when they link problems in their lives with their substance use (regardless of their level of dependence).
Importantly, however, to identify those young people who are at risk of dependence, outreach and out-posting need to be at the core of the indicated prevention model.    

By out-posting AOD workers at already established youth services, centres and other environments, workers have the opportunity to meet young people who are engaging in risk-taking behaviour.  Additionally, these workers could also provide assistance and education to other staff in identifying young people with such characteristics.  

One participant in the rural consultations stated that 
Youth workers who are placed in other services in an out posting capacity… through the development of better links and skill sharing, could provide better over all treatment options and services for clients.
It was also suggested in the consultations that outreach services would be equally useful in reaching young people who don’t attend other services. One example of outreach work is a mobile service developed in Sunshine in Melbourne that provides a range of youth outreach activities. The mobile service is made up of service providers from different sectors who work together and travel to various youth ‘hotspots’ to provide AOD, sexual and primary health education (amongst other things). 

The difficulty is the capacity to do outreach.  A number of programs only have a certain amount of funding for youth outreach therefore placing restrictions around the workers ability to work in a client-focussed manner. (key informant 4).

Such initiatives, however, are limited by lack of capacity and funding.  To be effectively incorporated into the service – adequate resourcing to enable program development is essential.  
· Education and training for young people

Participants felt that increased educational promotion through the community is needed, particularly directed at young people.  Ideally, indicated prevention would present a number of different educational opportunities for young people.  
Participants noted that awareness campaigns could be developed covering various issues including:

· What drugs are, how they work, effects on individuals, and other factors such as purity and mixtures; 
· Service education, that actively seeks to provide young people with knowledge about services in the community. This could possibly be achieved through the provision of information on websites, presenting drug information via posters at venues such as schools, or by the creation and broad distribution of information packs; 
· Life skills, communication, conflict management, stress management, relationship building and coping mechanisms; and
· Vocation studies and assistance to support young people struggling in school, or who have left school, to develop specific skills and improved employment prospects. 
· Peer support

One rural consultation participant stated that 
Identification of peers that speak the same language as young people and additionally assist them in seeking help is important – but equally important is the need for services to be available for when they are needed. 

Peer support is of significant importance in dealing with culturally diverse groups, particularly Indigenous young people. Evidence shows that these peer educators can be important when they model attitudes unfavourable to drug use. Peer leaders need to be selected carefully and well supported with management skills from professional teachers. Peer educators need to be credible with high-risk young people, have good communication skills and show responsible attitudes, but simultaneously be unconventional (National Drug research Institute and the centre for Adolescent Health 2004).

Approaches where drug users are assisted to influence their peers regarding safer use of injecting equipment are one example of indicated prevention initiatives. While there is strong support for the use of peer education with injecting drug users to prevent overdose and the transmission of blood borne viruses, there is very little discussion in the research literature as to why and how peer education works (ADCA 2003). That said, peer education and support have been shown to be effective, both overseas and in Australia, as risk reduction strategies to prevent infection with HIV in injecting drug user communities (Dowsett et al. 1999). Further, it has been asserted that peer education can be effective in increasing knowledge about hepatitis C, preventing further transmission of hepatitis C, and encouraging behaviour change (Sansom 2001).

· Health promotion for young people
Some participants in the consultations suggested that health promotion for young people could be incorporated into indicated prevention.  There are indications that social disconnection and disadvantage are increasingly modern drivers that underlie drug-related harm (National Drug research Institute and the Centre for Adolescent Health 2004). Developing community connections through youth based activities can assist in the development of pro-social skills and also promote self esteem (Stefan, Ratnam and Tsantefski 2004).  Research and programs undertaken within Victoria provide indications of the potential effectiveness of such programs (for example, Odyssey House’s ‘Nobody’s Clients Project’.)
A variety of resources could be developed in assisting young people to focus on positive aspects of life. These could include alcohol and drug free camps, joint activities for young people and their parents (eg. camps), and AOD free entertainment / concerts. It was suggested by a medium sized community health centre that ‘in more severe cases, youth should have access to “therapeutic farms”.’ 

The significance of the skills base for these activities needs to be taken into account.  Service providers need skilled workers or workers willing to undertake extensive training in working with young people in this context.  Forming new groups has been found in some cases to increase problem behaviours, including substance use. It has been suggested that members of these groups can sometimes approve and encourage each other’s anti-social behaviour (United Nations Office on Drugs and Crime, 2003). 

· Engaging families 

Some consultation participants felt that engaging parents acknowledges young people as part of the family structure.  Some form of education for parents was considered to be important. This would be of particular importance in working with parents who use drugs, to encourage their children to develop a healthy relationship with alcohol and other drugs.  Some research suggests that drug use tends to become an unintentional intergenerational transmission issue, where parental activities are mimicked by their children in later years (Stefan, Ratnam and Tsantefski 2004). 

Additionally, research has indicated that for many young people, their first association with drugs (often alcohol) is through their parents and relatives (AIHW 2002; Miller and Ware 1989).
A medium sized community health centre noted that ‘high risk drug using youth tend to be generational drug users – in that their parents are/ were users and they utilise drugs possibly as a means of escape’.
Age groups to target:
Robust discussion was had at every consultation regarding the age barriers for young people.  Agencies have different views regarding entrance and exit ages for young people in the general treatment system, which influenced their views on age groups to target for indicated prevention. 

For example, one large AOD agency stated it felt entrance and exit ages for youth services were irrelevant – what would remain important was the degree of flexibility for youth workers in deciding who they should provide indicated prevention services to.  This agency believes it isn’t practical to define an age group when the need for such prevention could be required at almost any age. Placing age limitations on indicated prevention would subsequently limit the appropriateness of assistance required. 
For indicated prevention to be effectively implemented, to remain functional, to be effective and to be perceived as a valuable tool, a degree of staff discretion was considered important by some participants.  Accordingly, this would require a high level of trained and skilled staff undertaking such activities to ensure that the discretion is properly utilised. 

VAADA believes integration and linkages with other sectors is vital when working with young people under 16 years of age – in particular, child protection, juvenile justice, education and health sectors.  Co-case management and provision of secondary consultation may be critical roles for drug treatment services who are working with those younger than 16.

· Entrance age

In developing an entrance age for youth in the service system, each service provided a different figure, but subsequently lower than in previous years. Agencies noted that young people experimenting with drugs is increasingly happening at earlier ages.
For indicated prevention to be effective, therefore, young people under 16 need to be targeted.  The Gippsland and Loddon Mallee consultation groups suggested 12 years of age was a good beginning that encompassed most young people requiring assistance, whilst the Grampians group suggested that the age could be even lower. The Grampians groups justified their response by pointing out that the ever increasing low age of drug use by young people made it difficult and impractical to pick a specific age.  It was also their view that young people tended only to access services once issues had developed or something was going wrong – thus the need to additionally engage them with other prevention types as early as possible.  

Again, strategies for working collaboratively with other sectors that provide case management for young people under 16 are critical in the development of the indicated prevention model.

· Exit age

The upper age limit for inclusion in youth specific services was generally agreed upon as 21 years, with some flexibility through to the age of 25.  One key informant felt that ‘youth services should never be defined above 21 years of age’ (key informant 1).  Flexibility was considered important – thus enabling an extension of the age group to about 25 years, in line with the United Nations definition of young people. 

Participants believed that if a youth service functions appropriately, it can work towards assisting young people with the necessary skills and knowledge to be able to undertake the transition from youth to adult systems fluidly and effectively. 

Figure 1 - Age group transition
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Categorisation in this group would be open to AOD worker discretion


A provision of flexibility should be incorporated into the system allowing for AOD workers to utilise their discretion in defining who requires indicated prevention.  
Recommendations:

· That the issue of assessment is a primary consideration in any model of indicated prevention developed in Victoria.
· That the development of activities relating to a model of indicated prevention be evidence-based to determine their potential for success – these conceivably could include outreach & out-posting, education strategies, counselling, family support and innovative youth activities.
· That the activities in indicated prevention be further developed prior to any trial of indicated prevention.

· That the activities that become practice components of a model of indicated prevention be developed in consultation with young people who have engaged in risky drug-taking behaviour and have knowledge of what might prevent an escalation of drug use towards dependence.
· That the young people under the age of 16 who use drugs are considered as a target group in models of indicated prevention – thereby necessitating the engagement of professionals from other sectors (including youth sector, education and health sectors, juvenile justice and child protection).

· That activities connected with indicated prevention are not viewed in isolation from activities that can be considered in the context of universal and selective prevention.
· That it be recognised that the activities that some agencies identify as indicated prevention and incorporate into their practices are performed on an ad hoc, unfunded capacity.

Supporting the delivery of indicated prevention
Some services identified that they already engage in innovative practices that could be considered in the context of models of indicated prevention.  While these services are exploring new and innovative practices, there are limits to their ability to carry these out in a systemic and planned way when there is no funding attached.  

Importantly, in order for indicated prevention to be an effective intervention strategy, consultations revealed that participants felt that the AOD sector shouldn’t be addressing the issues in isolation from other sectors, such as health, education, justice and child protection.  A cross-sectoral integrated approach was strongly favoured.  Support and learning across sectors was also felt to be important.

The needs identified by those consulted included:

· Flexibility

· Linkages and network development

· Service access and facilities

These are outlined below in greater depth.
· Flexibility 

The majority of those consulted agreed that flexibility should be featured throughout the indicated prevention model, from age groups as discussed earlier, right through to the specific activities that will be undertaken. 

A participant from one of the regional consultations pointed out that there is “the need for flexibility in implementing indicated prevention – so it can accommodate the special needs of each area, unlike dual diagnosis which was developed in metropolitan areas and needed to be adapted at a later date for rural areas.  

The participant went on to state that “there are currently 4 major agencies in the Gippsland area, and if indicated prevention is to be incorporated, it would require that it be implemented in 4 different ways, because problems are different across different parts of the region - unlike in metropolitan areas where issues tend to be similar”. 

· Linkages and network development 

Currently within the AOD field there is limited knowledge about who is doing what and where. In a study conducted by the Australian Drug Foundation in 2000, it was found that ‘there is poor understanding and communication between the treatment, prevention, education and research sectors’. (McClean 2000).

The development of cohesive links and co-ordination not only within the AOD field, but also across other service sectors (eg. mental health, juvenile justice) would ultimately lead to increased resources and allow for each group to work together, share data, resources and information. This would prove beneficial by reducing associated costs and time spent ‘re-inventing the wheel’. 

Such improvements can only be reached through policy and funding strategies (McClean 2000).  

Ideally, indicated prevention needs to not only be implemented into AOD services but a range of settings that may seek to address the same risk and protective factors and target many of the same population groups, including youth, community health and primary health. Instead ‘they largely operate in isolation of each other, leading to duplication of effort and failure to share important lessons, skills and resources’ (ADCA 2003).

· Service access and facilities 

Immediate access to services when needed (eg. withdrawal and rehabilitation units) with immediate responses, as well as child care for those young people who have children and want to access services is of vital importance. 

A large AOD service provider noted that “some youth who are also parents, do not wish to attended AOD clinics because they do not want to expose their children to such environments”.  Research does indicate, however, that while it might not be appropriate to expose children to the environment of the drug treatment service, the involvement of children at meetings can be beneficial.

Recommendations:

· That indicated prevention is incorporated into existing youth drug treatment services (across Victoria) as an additional component of core business – that is, not replacing any other treatment services provided.
· That a whole-of-government approach to indicated prevention be developed – with strategies for co-case management and other integration methods informing the model (thereby enabling effective collaboration across sectors – for example, the development of working relationships between AOD providers and health and education professionals).
· That appropriate funding and targets be introduced to enable youth drug treatment services to effectively plan their program development in relation to indicated prevention.
· That the need for ongoing program evaluation is incorporated into the development of a model of indicated prevention.
· That the inter-relation between the three identified forms of prevention (universal, selective and indicated) is clarified – particularly in regard to the practice implications – before determining how youth drug treatment services and other professionals can engage in prevention activities to reduce the harms associated with drug use 

· That outreach services are increased and bolstered to enable young people to be identified for assistance – most will not be identified until they approach a treatment service to address issues of dependence or they have experienced some other problems (for example, contact with the corrections system).
Impact of indicated prevention on youth system workforce
The sector identified the need to be funded adequately if youth drug treatment services were expected to incorporate indicated prevention as part of their core business.  

The introduction of indicated prevention will have substantial implications for the drug treatment service system around program development and planning, identifying linkages with other sectors, undertaking skills audits, devising training and ensuring adequate supervision for workers.

It was recommended to VAADA by consultation participants that as a general rule, implementation of indicated prevention would require that it be introduced across the entire AOD sector, not just a select few organisations, and that also be applied as ‘part of agency’s entire planning, philosophy, and strategic plan. It is also important that it is incorporated in a capacity building framework’. (key informant 2). 

To achieve these key goals in program development, it is essential that indicated prevention is funded as an additional program – not at the expense of other programs.  This section focuses on:
· Supervision and training for workers

· Funding

· Evaluation and measuring effectiveness

· Supervision and training for workers

In 2003, the Alcohol and other Drugs Council of Australia (ADCA) stated its view that:

Implementation of effective prevention initiatives requires a high level of technical and specialised skills as well as a cooperative and coordinated approach across sectors (which can be resource intensive). These two factors often act as barriers to the implementation of broad based prevention initiatives because There is a shortage of staff with an appropriate skill base and sufficient time to facilitate activities, as well as government funding is often ‘content-specific’; that is, it is allocated, for example, for drug interventions or mental health interventions. In these circumstances it can be difficult to argue that, say; an early childhood intervention which doesn’t even mention alcohol or other drugs is actually a drug prevention program (ADCA 2003).

Participants of VAADA’s consultation process acknowledged and stressed the need for ongoing supervision and training since workers need consistent and regular supervision.  This is particularly when introducing a new intervention that depends on specific skills.  The lack of suitable supervision and support programs currently available within services was highlighted as a major issue amongst participants.  Many noted that the availability of such programs was necessary, but that currently there tends to only be a handful of larger organisations that have the infrastructure for supervision and support programs.
Consultations revealed a belief that clinical supervision should be scheduled at least once a week, with a clinician that has qualified clinical and supervisory experience, plus additional sessions on an as-needs basis. Special attention should be paid to the supervision of part-time staff, who rely on the supervisory process to ensure continuity of services.
Additionally, staff development opportunities should be available as much as possible, allowing professional personal leave days to participate in workshops, training sessions, and other professional activities. The focus of professional development activities should be based on learning new information and skills that might lead to program enhancement and more broadly focused care and competency.

These types of initiatives require time and resources. For their implementation within an organisation’s structure, funding must be made available for not only the provision of a supervisor and training, but also for organisational capacity building.   
· Funding

Deciding what activities indicated prevention should provide, and how it will be implemented, is very dependent on the resources available. If resources don’t increase then this will limit activities, and ultimately the effectiveness of indicated prevention.

One participant in a regional consultation stated that ‘introducing indicated prevention within the current service system would require more funding in order to satisfy the need for higher levels of staff, especially counselling staff as there are only limited numbers available in certain regional areas. At the same time, being indicated prevention will require outreach services to be effective, additional resources will be required to facilitate such roles (eg. vehicles)”. 

It has been noted that a number of organisations are currently providing indicated prevention activities without the specific title, but at a limited capacity and at the expense of other activities normally undertaken. Recognition and resourcing of these interventions is critical if these prevention strategies are to continue. It was noted by a participant in a regional consultation that “some youth workers are not funded to run prevention programs at all”, and questioned how indicated prevention or any other prevention could be implemented whilst this was not addressed. 

Additionally, if indicated prevention involves the collaboration or coming together of services to provide over all assistance, this too would require additional funding.  This point was clearly noted in the Loddon Mallee region consultation that stated “if indicated prevention is to work – and if it involves the use of other services coming together to provide over all assistance, those other agencies will also require additional funding to be able to provide services to the best of their ability. Many services that will be called in to assist will not have enough funding to do their own work plus contribute to such a system”. 

Funding is without doubt, one of the fundamental issues in successfully planning and developing a new prevention strategy. The national peak body for alcohol and other drugs highlights this:

Prevention has long been the ‘poor relation’ in the health sector and needs to be better resourced and supported. The outcomes of successful prevention efforts are sometimes not evident for many years. Governments therefore need to make a commitment to invest funding over the long term in order to achieve sustainable change…. That said, it is essential that resources for prevention activities are not provided at the expense of existing strategies such as treatment (ADCA 2003)
Additionally, considering that indicated prevention will, in many cases deal with a variety of issues, not all associated to AOD specifically - seeking funding from external sources like juvenile justice, housing and mental health is an extremely viable idea that holds much merit. If funding was allocated from other sectors to support this, such a collaborative approach might have the potential for greater benefit than if undertaken by AOD services alone.  
· Evaluation and measuring effectiveness

It is vital that prevention activities are appropriately evaluated. Many prevention and community education programs claim to prevent alcohol and drug problems, but there is often little evidence to indicate whether or not the program has achieved significant change (Dietze 1998).

For this reason it is highly recommended that if implemented, and indicated prevention trial should be undertaken for a period of at least 12 to 36 month trial in a range of settings – with the appointment of an independent steering committee to monitor its activities and evaluate its outcomes. “That said, the evaluation of community based programs is often problematic. Governments and community based organisations need to be realistic about what can be properly evaluated in small populations and with limited resources. There also needs to be a common view on the objectives of the program; that is, whether it is seeking to prevent the use and uptake of drugs or to prevent harms arising from the misuse of drugs” (ADCA 2003)  

Furthermore, in undertaking to work with indicated prevention strategies, agencies should be resourced to collect data relating to client profiles, drug trends, outputs, broad outcome indicators and other relevant issues that can be utilised to inform future policy priorities. 

Conclusion

VAADA’s consultation process provided participants across Victoria the valuable opportunity to express their opinions and concerns relating to IP as discussed in the YSSR. 

A number of key issues were highlighted through the consultation process including:
· the need for clearer – more precise definitions; 
· the need to use all prevention types based on specific client needs; 
· the need to involve of families in prevention and treatment; 
· the need to develop cross-sectoral linkages; and 
· the need to evaluate and measure effectiveness for the implementation of future indicated prevention activities. 

Funding, in light of the AOD sector’s finite budget in contrast to other sectors such as mental health (which is at least 6 times larger than that of the AOD budget (DHS, 2004), IP activities undertaken involving cross sector issues, should receive cross sector funding, particularly in light of the fact that they also tend to be the most costly and broad ranging prevention techniques to develop and implement (United Nations Office on Drugs and Crime, 2003).
The consultation process has shown of those consulted, the majority were in favour of having IP as a core component of the service system in dealing with more serious substance use problems, as long as it did not eliminate other prevention types. It was agreed that it was best when a community has a combination of Universal, Selective and Indicated programmes available to work with young people, from those at low-risk to those at high-risk. It was also evident that further in-depth discussion specifically centring on definitions and clarification of activities to be undertaken is required before unanimous agreement could possibly be obtained. 
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Appendix A – Consultation group questions 
1. Do gaps exist in the current system that could be filled by having an indicated prevention approach? Would these gaps be adequately filled with the implementation of such an approach?

2. Should prevention activities be focused on indicated prevention (rather than universal or selective prevention activities)? Are there alternative ways to increase the level of indicated prevention being provided to young people? 

3. If indicated prevention is adopted in the service system, what activities should it provide?  

4. How can delivery of indicated prevention be implemented? Should it be a new area or supported as part of agencies current efforts? 

5. Which age groups should be targeted by these activities? 

6. What is the impact of providing more indicated prevention activities on the youth system (e.g. increased educational requirements and resources)?

7. What is the level of support for including indicated prevention as a core business of youth drug treatment services? Do agencies support this recommendation – why?

Appendix B – Key informant questions
1. How do you feel about the distinction between indicated prevention and other prevention activities? How is this interpreted in practice? 

2. Should prevention activities be focused on indicated prevention (rather than universal or selective prevention activities)? Are there alternative ways to increase the level of indicated prevention being provided to young people? 

3. Do gaps exist in the current system that could be filled by having an indicated prevention approach? Would these gaps be adequately filled with the implementation of such an approach? 

4. Are there examples of indicated prevention activities currently being provided by youth drug treatment services?

5. What should the service’s specifications be? What should the program aim to achieve (i.e. decreased school deviance, drug involvement or emotional distress)?

6. If indicated prevention is adopted in the service system, what activities should it provide?  

7. How can delivery of indicated prevention be implemented? Should it be a new area or supported as part of agencies current efforts? 

8. Which age groups should be targeted by these activities? 

9. What is the impact of providing more indicated prevention activities on the youth system (e.g. increased educational requirements and resources)?

10. What is the level of support for including indicated prevention as a core business of youth drug treatment services? Do you support this recommendation – why?


Appendix C – Organisations consulted by region

	Gippsland

· Bass Coast Community health Service

· DHS Gippsland

· Dual Diagnosis Program

· Gippsland Southern Health Service

· L.E.C.H
· Meerindoo Youth Accommodation Service

· Latrobe Community health Services

· Tanderra – Jumburra Alcohol and Drug Centre

· Y.S.A.S. Latrobe Valley

Grampians

· Ballarat Community health Centre

· DHS Grampians

· DHS Drug Policy (Melbourne)

· Grampians Community Health
· Grampians Community Health – Palm Lodge

· Hepburn Health Services 
· SUMITT

· UnitingCare Ballarat

Loddon Mallee

· Bendigo Community Health
· COBAW Community Health Services

· DHS Loddon mallee

· E.A.S.E.

· Maryborough District  Health Services

· Y.S.A.S.

* It should be noted that certain agencies had multiple individuals from different parts of the region attend the consultation process *


Appendix D – Key informants consulted by region
	
Region
	
Key Informant
	
Organisation

	Barwon 

Loddon Mallee

North West Metropolitan
State Wide 
	- Josie Taylor
- Robert Johnson

- Katherine Bakos

- David Crosbie
	BAYSA Youth Services
Swan Hill Salvation Army

Northern Nexus (Dual Diagnosis)

Odyssey House


Appendix E - drug treatment provider feedback not cited elsewhere (listed in alphabetical order)

Loddon Mallee Consultation Group

Bendigo, 12-12-2004

One of the issues raised regarding this model would be the necessary changes to “Insurance”. 

Appendix F – YSAS’ mental health pilot

The YSAS Central NW Outreach team are currently piloting a screening tool for assessing young people’s mental health. This screening tool will be administered to all young people referred to the service (A universal intervention for mental health). Depending on how people score on this screener they would be given an “either or intervention” The intervention has a focus on helping the young person better deal with their mental health issue which would also impact on their drug use. So hopefully their drug use would be less severe if their mental health issue was responded to. This would be an indicated intervention.
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