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Executive Summary 
 

Uniting Ballarat was the lead agency for the Ballarat Goldfields Alcohol and other Drug (AOD) Co-
Design project, undertaken between May and October 2018. The project was funded by the West Vic 
Primary Health Network (WV PHN) and formal project partners included Ballarat Community Health 
(BCH), Ballarat and District Aboriginal Cooperative (BADAC) and Hepburn Health Service (HHS). YSAS 
(Bendigo) joined the project team as an informal partner to represent clients from Maryborough.    
 

The project aimed to explore considerations for AOD treatment models for Commonwealth-funded 
AOD services in the Ballarat Goldfields sub-region (Ballarat, Pyrenees, Hepburn, Moorabool and 
Central Goldfields). Part of this project was to consult widely with many stakeholders about enablers 
and challenges for potential Commonwealth funded AOD treatment models in the region. 
Stakeholders included clients, families, AOD service providers, and other community service providers 
who work in a range of sectors e.g. homelessness, mental health, police, justice, legal services, youth, 
suicide prevention, general practice, family services.  
 

The WV PHN articulated that agencies give due consideration to ensuring any recommendations 
contained in the reports align with PHN commissioning priorities, specifically: 

- Include and leverage services already available 
- Encourage improved service integration 
- Identify service gaps 
- Ensure geographic and demographic equity 
- Bring attention to early intervention 
- Bring attention to cultural appropriateness 

 

The Ballarat Goldfields consultation process was undertaken with clients, AOD stakeholders and a 
range of other service providers. The information collected through this consultation process was then 
reviewed by the project partners and has been presented using a matrix (Table 1 in this report), 
incorporating a focus on the treatment continuum.  
 

There are some key themes that are relevant across all stages of the treatment continuum, and which 
do not ‘fit’ within the matrix model. These were identified during the co-design process with project 
partners, and included:  
 

Gaps in service: There are significant identified gaps in parts of the treatment continuum in the 
Ballarat Goldfields sub-region. Specifically, these include local adult detox services and post treatment 
support and relapse prevention. There are significant gaps in family support at all stages of treatment.  
 

Unfunded services currently provided: There are some services which are currently being delivered 
and which are not funded through the current State or Commonwealth AOD system. More specifically, 
these include assertive youth outreach models to Maryborough (provided through YSAS Bendigo) and 
some adult detox services (provided through health services). The challenge in providing informal local 
adult detox services is the quality of care provided which may not involve direct support from a 
dedicated addiction specialist. A further gap that is unfunded includes the lack of designated AOD 
prevention staff, with AOD prevention activities being absorbed across many roles.  
 

Services provided to the same cohort with similar presentations: The co-design process identified 
services provided to the same cohort with similar presentations funded through  Commonwealth and 
State funding streams e.g. Intensive Case Management (Commonwealth funded) and Care and 
Recovery Coordination (State funded), as well as non-residential withdrawal nursing service based in 
Grampians Community Health (Commonwealth funded) and at Ballarat Community Health (state 
funded). There needs to be collaborative effort between Commonwealth and State planners about 
how to best use available AOD resources for these specific services. Any change in resource allocation 
within these two streams will have significant impacts on clients currently receiving services, as well 
as an impact on demand (and waiting times) for other AOD programs. These services need to be 
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redistributed rather than removed e.g. if the non-residential withdrawal nursing service based at 
Grampians Community Health is removed (outside the Ballarat Goldfields region), it will have a 
significant impact on the State funded position at BCH to provide service across the Grampians region.  
 

Cultural appropriateness: Some vulnerable populations require specific strategies to be developed to 
ensure cultural appropriateness. These vulnerable populations include aboriginal clients, culturally 
and linguistically diverse (CALD), refugees and the LGBTI community. Culturally appropriate strategies 
include:  

- All agencies need to be trained to deliver culturally appropriate services 
- Encourage and support aboriginal clients and their families to access AOD services 

through the Aboriginal Community Controlled Organisation (ACCO) if this is the 
preference of the client and/or family.  

- All AOD staff to complete cultural awareness/sensitivity training 
- Ensure AOD treatment includes trauma informed care towards specialist populations 

 

Investment in the development of an AOD e-health strategy: This approach can support all clients 
across any part off the treatment continuum.  
 

Establish a rural allowance: This is relevant for all parts of the treatment continuum. There are 
current inequities through existing funding models where there is a ‘disincentive’ to engage with 
clients in more rural or remote areas. There is an opportunity to establish a rural allowance which 
includes pricing and targets.  
 

Workforce development and service coordination: The co-design process identified a need to invest 
in the establishment and development of partnerships. The Grampians region currently has GRAADA 
and GRIN, with the former being established to support service coordination and management, and 
the latter to support workforce development and capacity building. Neither of these structures are 
funded through either State or Commonwealth funding streams, and they provide key infrastructure 
to support workforce development and service coordination.  
 

Considerations for future work: The project partners identified several ‘recommendations’ for 
future work which were outside the scope of this AOD Co-design project. These included:  

1. Co-design project with mental health to progress work for dual diagnosis clients 
2. Strengthening the collaboration between health services and community-based service 

providers to improve systems and case coordination. This is a specific issue that is 
relevant in the treatment stage of the treatment continuum.  

3. Further collaboration with regional DHHS office to align work and create potential 
synergies where possible (alignment between State and Commonwealth funded 
services) 

4. Collaboration with Commerce sector to explore cost to the business sector e.g. 
workforce absenteeism and/or presenteeism and to develop specific workforce 
strategies e.g. incorporate AOD issues into Employee Assistance Programs (EAP)s.  

5. Explore opportunities with private sector for AOD treatment 
 

A high-level summary of the key co-design themes is presented in the matrix below. The matrix was 
developed as a tool for this AOD co-design project, with representatives from VAADA, the PHN, 
Grampians co-design consortia and the Ballarat Goldfields co-design consortia. It was developed to 
give agencies a consistent framework to guide the structure and content of final reports to the PHN. 
The headers in the matrix reflect key themes and logical groupings of information as determined 
through the collaborative design process. The columns represent the treatment continuum, and the 
rows represent the different stakeholder and systems perspectives considered at each stage of the 
treatment timeline. 
 

Detailed consultation findings and themes from the co-design process are included in a Technical 
Report. This report provides a summary and overview of themes only.  
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Table 1: Summary of Ballarat Goldfields Co-design outcomes  
 Prevention Intake/assessment Early Intervention Treatment Post Treatment Partnerships 

Client 
 

Challenges with 
perception of stigma 

Want to be able to self-
refer and access service ‘in 
the moment’ 
 

Lack of clarity about how 
to enter system e.g. rigid 
and/or inconsistent entry 
at times 
 

Access to detox is very 
important 
 

Support to access services 
is very important e.g. 
transport assistance, 
friendly staff, flexible 
support, access to mental 
health services 

Increasing uptake 
of BIP has occurred 
over time 
 

Challenges with 
perception of 
stigma 
 

Client support for 
flexibility of BIP 
program 
 

 

Challenge with length 
of waiting times to 
access services 
 

Some programs 
providing family 
support, but may be 
difficult to identify and 
link in 

Post support works 
well if clients can get 
connected 
 

Develop specific 
strategies for 
vulnerable population 
groups e.g. Aboriginal 
clients to ACCO 

Service 
Development 

(OFIs) 
 

Develop and 
coordinate consistent 
messaging for 
prevention/EI across 
the Ballarat Goldfields 
region 
 

Opportunity to 
leverage from 
stakeholders into many 
sectors e.g. schools, 
workplaces, trade 
schools, other 
education providers 

Develop and coordinate 
consistent messaging for 
prevention/EI across the 
Ballarat Goldfields region 
 

Consistent and shared 
information to reduce 
barriers to entry (e.g. 
NDIS, health services, 
Family Violence, GPs) 
 

Develop and 
coordinate 
consistent 
messaging for 
prevention/EI 
across the Ballarat 
Goldfields region 
 

Engage further 
with families 
 
 

Families to be able to 
access support, and to 
have knowledge about 
programs  
 

Identify clear 
pathways for 
admission and 
discharge with health 
services 

Information to be 
coordinated and 
provided about 
programs that are 
available  
 

Improve access to 
information for 
practitioners and 
clients 

Continue with support 
for GRAADA and GRIN 
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System 
(reform)  

 

Needs commitment to 
prevention structure 
and coordination role 
e.g. similar function to 
Drug Action Task Force, 
Integrated Health 
Promotion Plan (IHPP) 
 

Link GPs into 
prevention messages 
through effective 
communication 
channels 
 

Focus on specific 
priority groups/cohorts 
with identified needs 
e.g. vulnerable 
populations, middle 
aged women 
 

Develop education 
programs to influence 
workplace culture 
about AOD use 

Develop a consistent 
localised and standardised 
referral mechanism to 
address poor attrition 
from intake to treatment 
 

Work collaboratively with 
State and Commonwealth 
programs to develop a 
consistent intake 
mechanism, aiming to 
reduce the ‘work around’ 
towards ‘easier’ referral 
pathways 
 

Provide information to 
GPs about intake and 
referral options 
 

Develop a consistent and 
collaborative intake 
process for dual diagnosis 
clients 
 
 

Strengthen and 
build the BIP 
across the Ballarat 
Goldfields region 
 
Support families 
who remain within 
early intervention 
approach and who 
do not follow 
clients into 
treatment 
 
 

 

Collaboration 
between State and 
Commonwealth 
programs regarding 
services to the same 
cohort with similar 
presentation (e.g. 
ICM/CRC) and 
appropriate 
redistribution 
 

Strengthen 
coordination between 
AOD and MH services 
for dual diagnosis 
clients 
 

Rigidity of reporting 
and treatment does 
not allow for support 
for families  
 

Create strong links 
between community 
and residential detox 
and rehab programs 
 

Advocate for joint 
high-level strategic 
planning between 
health services and 
community based AOD 
services  
 

 

Significant lack of post 
treatment programs 
to support relapse 
prevention 
 
Advocate for a range 
of community-based 
peer-led programs 
that are not only 
abstinence based  
 
 

Include specific 
funding to create and 
support partnerships  
 

Explore implications of 
service redistribution 
e.g. ICM/CRC, non resi 
withdrawal nurse (at 
Grampians CH)  
 

Encourage equitable 
access to AOD 
programs across large 
geographic areas 
 

Consider implications 
of different 
boundaries for State/ 
Commonwealth 
services (e.g. 
Maryborough & BIP 
 

Standardise outcome 
measures for State/ 
Commonwealth  
 

Opportunity to 
improve links and 
services with justice 
and prison clients 
 

Advocate for AOD 
client outcomes to be 
included in Statement 
of Priorities for health 
services 
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Workforce  
 

No dedicated positions 
for AOD prevention 
 

Need investment in 
prevention programs 
and workforce to 
support this 

Provide consistent 
information to all 
stakeholders, including 
GPs, about referral and 
intake mechanisms 
 

Encourage GPs to 
access EI services 
 

Encourage GPs to 
consider AOD 
Mental Health Plan 
referrals  

Explore workforce 
needs and capacity 
building for 
pharmacists, GPs and 
dispensing agents 
regarding prescription 
addiction 
 

GP access to addiction 
specialists 
 
Regulate workforce 
and require 
registration for AOD 
workers (e.g. same as 
nursing requirements) 

Education about 
relapse prevention for 
GPs and other AOD 
staff  
 
Education for the 
sector about relapse 
prevention and links 
with prevention and EI 
to prevent relapse  

GRIN and other 
networks working well 
 

Support for access to 
an addiction specialist 
 

Advocate for formal 
training to work with 
dual diagnosis clients  
 

Invest in workforce 
development and 
training across all 
settings 
 

Support cultural 
sensitivity training to 
be implemented for 
vulnerable 
populations e.g. ATSI, 
CALD, LGBTI, refugees 

Stakeholder 
feedback 

 

Do have awareness of 
many prevention 
programs 
 

Link to AOD providers is 
through known local 
connections 

 BIP has low admin 
burden and easy 
reporting 
 

Link to AOD 
providers is 
through known  
(established) local 
connections 

High staff turnover 
and challenges with 
staff retention and 
skills 
 

Existing programs are 
successful 
 

 

Strong support for 
GRAADA platform for 
service integration 
 
Strong support for 
GRIN to develop 
workforce skills 
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The Ballarat Goldfields co-design process   
 

The five project partners worked as a high-level strategic group and met regularly during the project 
(generally fortnightly, sometimes monthly or more frequently as needed). An external consultant, Dr 
Lynne Gleeson (from Springtech Services) was appointed to undertake the project. The regular 
meetings were integral to the co-design process, where the project partners consistently identified 
questions and priorities and the external consultant was charged with collecting the evidence to 
support or challenge these ideas.  
 
In the planning phase, the project partners discussed the consultation questions and developed an 
approach that was based on the continuum of care (e.g. prevention, early intervention, treatment, 
post-treatment). In the consultation phase, the project partners identified key stakeholders and 
provided introductions where necessary. In the analysis and reporting phase, the project partners 
discussed findings, potential service development and system reform opportunities and identified 
workforce implications. The project partners also developed priorities as recommendations to the WV 
PHN. 
 
Regular meetings were also held with the Grampians AOD Catchment Planner (auspiced through BCH). 
These meetings aimed to align the consultation process so that duplication was minimised (where 
possible) between State and Commonwealth work e.g. consultation with clients. Consultation was 
also included to ensure Grampians regional issues were considered e.g. workforce capacity building 
priorities.  
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Summary of Consultation Methodology 
 

The consultation process involved a 3-stage approach, including individual interviews with key AOD 
and other sector representatives, an external stakeholder survey and a client/family survey.  
 

Stage 1 (AOD sector and others) involved individual phone interviews (or face to face meetings) with 
selected participants based on their relationship with the AOD sector. Two priority groups were 
identified, firstly program managers, team leaders and key planners within the AOD sector, and 
secondly, key stakeholders outside the AOD sector who interface directly with the AOD sector. The 
AOD representatives included AOD Managers/Team Leaders from Uniting Ballarat, Ballarat 
Community Health, Hepburn Health, Maryborough & District Health and YSAS. Other key participants 
from the AOD sector included representatives from ACSO, Windana, the Orticare Pharmacotherapy 
Network and AOD Catchment Planner. Other stakeholders invited to participated in interviews 
included representatives from General Practice, Mental Health, Dual Diagnosis clinicians, Ambulance 
Victoria, Ballarat Health Services Emergency Department, Health Promotion, Youth Justice, Victoria 
Police, Aboriginal Cooperatives (Ballarat and Bendigo), Multicultural Services, Headspace and Sports 
Assemblies.  
 

Stage 2 (external stakeholders) involved an online survey available from mid-July to the end of August. 
This online survey was widely distributed to many stakeholders, particularly in sectors that may 
interface with AOD services. The survey questions were structured to collect data along the 
prevention, early intervention, treatment and post-treatment continuum. The survey was also 
distributed via networks where possible, including the WV PHN network, the Pharmacotherapy 
network, Primary Care Partnerships (Central Highlands, Grampians Pyrenees), Go Goldfields and 
through the Highlands Local Learning and Employment Network. The survey was directly distributed 
to mental health clinicians, school nursing and school welfare officers, council staff (early years and 
aged & disability services), private psychologists, Lifeline, health services, police, primary care 
partnerships, housing/homeless services, legal services, multicultural, youth services. It was 
developed in an online format and could be easily forwarded to others.  
 

Stage 3 (clients, families) was developed as a paper-based survey available from the end of July to the 
end of August. The survey was distributed to AOD clients (both State and Commonwealth funded) in 
the Goldfields Region, through partner networks. This cohort included clients who were accessing 
services through Uniting Ballarat, Ballarat Community Health, Ballarat & District Aboriginal 
Cooperative, Hepburn Health Service and YSAS Bendigo (for Maryborough clients).  
 

Response rate (to end September 2018) 
- Stage 1 interviews (total of 25 participants) 

o 23 completed interviews 
o 2 other (‘snowball’) participants (one spontaneous additional phone call, one email 

response included) 
- External stakeholder survey (total of 44 participants) 

o 44 respondents representing 15 sectors and providing services to 7 local 
government areas (Ballarat Goldfields LGAs as well as Ararat, Golden Plains) 

- Clients and consumers (total of 36 participants) 
o 30 survey responses  
o 6 focus group participants 

 
Table 2 below presents a summary of current AOD services in the Ballarat Goldfields region.  
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Table 2: Summary of the current AOD services in the Ballarat Goldfields region: 

Funded services/program UB* BCH* HHS* BADAC* YSAS Bendigo* MDHS Windana ACSO Private 
Assessment  √ √     √ √  
AOD Counselling √ √ √ √  √   √ 
Care and recovery coordination  √ √        
Intensive Case Management √         
Brief Intervention Program (BIP) √  √     √  
Non–residential withdrawal √ √ √       
Grampians Residential Rehabilitation Facility        √   
Drink/drug drive behavioural change program √ √        
Therapeutic Day rehabilitation   √  √      
Forensic AOD services  √ √ √ √ √ √    
Dual Diagnosis √    √     
Overdose √         
Needle Syringe Program √ √ √       
Youth Outreach √ √ √  √     
Youth non–residential withdrawal   √        
Youth residential withdrawal (Tabor House) √         
Vulnerable Youth   √ √  √  √  √ 
Family Violence Advisors in AOD   √        
Family support/reunification  √ √  √ √  √  √ 
ADF grant for Local Drug Action Team   √       
Pharmacotherapy Network  √        
AOD catchment planning  √        

*Note: Project partners have confirmed services provided, others are estimated services to provide context.  
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A Snapshot of the Ballarat Goldfields sub-region 
 

In 2016, the WV PHN completed an AOD Needs Assessment, updated in 2017. Some of the key findings 
relevant to the Ballarat Goldfields included:  
 

Prevalence of AOD use  
- Alcohol is the most frequently used drug. 
- Alcohol is involved in 65% of incidents during high alcohol hours (8pm – 6am on Fri/Sat)  
- Cannabis and amphetamines are among the most frequently used drugs.  
- Amphetamine use has remained at similar levels but the use of crystal methamphetamines (ICE) 

compared to other forms of meth/amphetamines, has substantially increased. 
- High prevalence of smoking in certain local government areas, increasing in some localities. The 

highest smoking rates were in the Central Goldfields Shire (20.8%) and Hepburn Shire (19.8%).  
- 48.2% of ATSI population in the Western Victoria PHN aged 15+ years smoke daily, compared to 

41.6% across Australia. A high proportion of ATSI women in the Grampians Medicare region 
smoked during pregnancy – 34.7%.  

- Increased misuse of prescription medications – Maryborough/Pyrenees SA3 is ranked as the 
11th highest dispensing rate within Australia.  

- Nationally, young people (aged 20 – 29 years) are more likely to use illicit drugs, potentially 
needing support for other services e.g. housing, family relationships, education, employment.  

 

Social impacts of AOD use 
- The Grampians had the highest alcohol related family violence rates involving females, with the 

City of Ballarat (63.3 per 10,000 population) higher than the Victoria rate (32.9) (2012/13 data). 
 

Service Needs 
- Residential treatment is limited locally and can be challenging to access. The lack of residential 

rehabilitation/withdrawal facilities within the region was identified as one of the biggest issues 
for AOD treatment, resulting in clients having to travel and be away from their communities and 
families. Service mapping within the Western Victoria PHN in early 2016 identified one hospital 
with detox beds and seven residential rehabilitation/withdrawal facilities.  

- There are difficulties in navigating the AOD system, and challenges were identified for 
community and service providers in understanding the sector and knowing the AOD pathways.  

- There was a lack of co-ordination between services e.g. AOD treatment providers displayed a 
lack of knowledge about the support provided within general practice to manage AOD issues. A 
Victoria review found a disconnect/lack of co-ordination between AOD treatment services and 
the limited ability within current model to assist in co-ordination with other services e.g. 
housing support, justice and employment.  

- AOD treatment services not engaging with at risk populations i.e. there was insufficient focus on 
clients with multiple service needs, including CALD, ATSI and homeless clients. There was also a 
lack of a funding structure for dual diagnosis clients.  

- There were complexities in treating people with co-morbidity, despite the high prevalence of 
substance use disorders in people living with a psychotic illness, a small portion (12.9%) had 
accessed AOD services and programs in the previous year (2010). 

 

Maryborough  
- Maryborough presents a unique challenge in being integrated into the Ballarat Goldfields sub-

region. State funded AOD services are provided from Bendigo (through the Loddon Mallee 
DHHS region). The inclusion of Maryborough as part of the WV PHN area is not in alignment 
with other AOD state funded services. It is well recognised that this is ‘disconnect’ continues to 
create some additional challenges with service provision.  

- Maryborough has a low socio-economic ranking, (856 in 2016), ranked in the lowest decile.  
- There is a lack of breadth of services and limited access to services for clients and families. 
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Western Victoria context 
 

In 2016 and 2017, the WV PHN completed the Barwon AOD Catchment Plan 2015-2018 and KPMG 
also completed some AOD Modelling and Analysis in 2018. Some selected relevant findings included:   
 

Western Victoria context: Evidence across Victoria that suggested that some people are using drugs 
and alcohol less is contradicted using drugs and alcohol in a more harmful way. AOD use continued to 
be an issue in the Western Victorian community, highlighted by significant rates of opioid use 
compared to other Victorian regions. Residents within the Western Victoria PHN region most 
frequently reported alcohol as the primary drug, followed by amphetamines and cannabis. Through 
review processes and a needs assessment, several areas were identified as barriers to accessing the 
AOD system. These included:  
 

- Eligibility processes not allowing some people at lower levels of risk/early in their use to access 
AOD state-based treatment.  

- Lack of knowledge amongst the service system about what was available and limited integration 
within primary care.  

- Lack of co-ordination between services to support people with AOD issues.  
- Disconnect between General Practice and the AOD sector.  
- Interagency service and care co-ordination issues across primary care and AOD sectors.  
- Difficulty for Aboriginal clients to access services and transfer between Aboriginal and Torres 

Strait Islander Community Controlled Organisations and non-indigenous AOD services.  
 

System context: Within Western Victoria, the AOD sector is contributed to by a diverse range of 
organisations providing services to clients with AOD issues and/or issues related to AOD use, including: 

 State-based AOD treatment services (including residential rehabilitation and detox) 
 Commonwealth funded AOD services (NGOTP) 
 PHN funded services 
 Private AOD and co-morbid services 
 Primary Care providers (e.g. general practice, hospitals, private counselling)  
 Psychosocial/community services (e.g. housing support, family services, police and 

correctional services, justice services and mental health services) 
 

The range of services in the sector has resulted in multiple referral pathways into the AOD treatment 
system, often creating additional complexity for clients and causing a lack of care co-ordination and 
integration between AOD treatment services and community-based psychosocial services. The 
Western Victoria PHN clientele experiences further difficulty due to many of the services within the 
region being funded by both state and Commonwealth systems, with several pathways into their own 
service system and complexity in moving clients across programs. Because of this, reporting and 
collecting in-depth information on all parts of the system is difficult and often unachievable.  
 

System issues (identified in KPMG Modelling and Analysis) 
- Population/demographic changes: Victoria’s population is expanding at a higher rate than 

any other state or territory in the country. Victoria is expected to grow by 37% by t2036.  
- Complexity of clients: Many clients presenting at AOD services have co-occurring issues. 

Research indicates that approximately 50% of people with a mental illness have an AOD 
problem.  

- Changing drug profile: Despite the prevalence of alcohol use at harmful levels declining, 
alcohol remains the largest cause of AOD related harm. Additionally, the increased 
prevalence of ICE and pharmaceutical medicine misuse present a challenge for health service 
provision.  
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- Residential rehabilitation: The demand for residential rehabilitation is greater than is 
currently being provided. Of the 240 state-funded residential rehabilitation beds in Victoria, 
only 18 are located within rural/regional areas.  

Key issues (identified in the WV PHN AOD Catchment Plan 2015-2018) 
- AOD service knowledge:  

o Most health professionals and service providers across the region indicated that there 
needs to be better information available to health professionals and the community 
regarding the available AOD services, wait lists, eligibility and referral pathways.  

- Increased access to AOD specific continuing professional development (CPD):  
o Identified need for education and support for continuing professional development 

opportunities for GPs, primary care providers and community-based organisations.  
- Carer/support services:  

o Qualitative survey and interview data had a strong emphasis on the need for more 
accessible support services for family members/carers, particularly in relation to 
concerns for friends/family/partner using ICE.  

o Information re: support services and resources need promoting. An online navigation 
tool for AOD and community-based services. 

o Communication/networking: AOD service providers and community service 
organisations emphasised the current fragmentation of AOD and community services 
across the region and identified a need for improved communication between AOD 
services and the community sector. Identify networking opportunities for GPs, 
primary care providers, community-based organisations and AOD service providers to 
share knowledge and skills.  (networking events and opportunities) 

- Inequitable distribution of AOD services:  
o AOD services providers, community-based organisations, AOD consumers and service 

mapping identified significant gaps in AOD service provision outside of regional 
centres (possibly not relevant for Ballarat Goldfields). 

- Access to AOD data:  
o There is an identified need for improved collection of AOD data across the region to 

inform ongoing service planning. (Develop a minimum dataset for AOD service 
providers to collect and submit quarterly to support ongoing AOD catchment 
planning.) 

- Data for vulnerable clients:  
o There is limited up-to-date, localised, and high-quality health data available for 

Aboriginal and Torres Strait Islander peoples, persons from culturally and linguistically 
diverse backgrounds, and family and carers.  
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Summary of evidence-based treatment 
 

Selected AOD treatment models  
 

Residential (live in) rehabilitation: Residential rehabilitation is the most intensive option and requires 
a high level of commitment. Patients in residential rehabilitation spend much of the day in group or 
individual therapy or working in the facility and may reside there from a few weeks to a year or more. 
Residential rehabilitation can be a good option for people lacking a stable home situation or who need 
a complete break from their environment.  
 

Day rehabilitation (non- residential): This option allows a person to live at home but attend treatment 
typically 3-5 days a week for around 6-8 weeks. Day rehabilitation is an alternative to, as well as a step 
down from, the intensity of residential rehabilitation. It may be a good option for clients that have 
commitments that make it difficult to be away from home for long e.g. children/family commitments. 
 

Community-based (or outpatient) treatment: Common community-based (or outpatient) treatments 
include group and/or individual counselling and case management e.g. help to access other services 
such as housing/mental health and pharmacotherapy.  
 

Brief Intervention Program (BIP): The brief intervention model includes 1–5 sessions, with an AOD 
assessment and psychological and information-based support. Some clients use 1 - 2 sessions, others 
use all 5 sessions. The BIP model focuses on 5 interventions: Psycho-Education, Relapse Prevention, 
Motivational Interviewing, Early Intervention Strategies and Harm Minimisation Strategies/Education.  
 

Selected AOD Service models 
 

Given the increased understanding that AOD services are often delivered in isolation and that 
pathways through the treatment system can be fragmented, there has been growing interest in recent 
years into the development of models that address these limitations. While stepped care models, 
integrated care models and care co-ordination are generally regarded as best practice, the empirical 
evaluation of these models is lacking at this time.  
 

Stepped care model: This model is the least intrusive/costly treatment that is seen to be effective. It 
can be used initially, with progressively more intensive treatment if the approach is unsuccessful.  
 

Integrated care model: AOD services are co-ordinated horizontally i.e. between withdrawal services 
and residential rehabilitation and vertically, through different levels of care.  
 

Care co-ordination: The co-ordinated delivery of individual services across multiple sectors.  
 

Evidence - What we know that works 
Duration: An average of about three months of residential treatment can be effective. The ideal 
treatment time seems to be similar in non-residential treatment, suggesting a combination of both 
treatment options might be effective over that time.  
 

Completion rate: Among publicly funded services, the completion rate for all treatment types is about 
65%. The relapse rate after treatment (approximately 50%) is similar to that of other chronic health 
conditions, such as asthma and diabetes.  
 

Success: A ‘one-size-fits-all’ approach or overly punitive rules are less likely to be successful.  
 

Program content: Regular and consistent one-on-one counselling should be made available, even 
when the program is primarily based on group therapy. Individual counselling is associated with better 
retention. A small number of therapies have been well researched and have been shown to be 
effective in AOD treatment. These include cognitive behaviour therapy and motivational interviewing. 
These strategies have been repeatedly tested with different and diverse groups of people with good 
outcomes, allowing some confidence when a service uses these techniques that they will be effective.   
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Appendix: Glossary 
 

ACCO Aboriginal Community Controlled Organisation  
AOD Alcohol and Other Drugs 
ARIA Accessibility/Remoteness Index of Australia 
ATSI Aboriginal and Torres Strait Islander 
BADAC* Ballarat & District Aboriginal Co-operative 
BCH* Ballarat Community Health 
BDH&C Ballan District Health & Care 
BHS Ballarat Health Services  
BIP Brief Intervention Program 
CALD Culturally and Linguistically Diverse 
CPD Continuing Professional Development 
CRC Care and Recovery Coordination 
DD Dual Diagnosis 
DHHS Department of Health and Human Services 
EAP Employee Assistance Program 
ED Emergency Department 
EI Early Intervention 
FV Family Violence 
GP General Practitioners 
GRIN Grampians Region Interagency Network 
GRAADA Grampians Region Alcohol and other Drug Alliance 
HHS* Hepburn Health Service 
ICM Intensive Case Management 
IHP Integrated Health Promotion 
IHPP Integrated Health Promotion Plan 
IRSED Index of Relative Socio-Economic Disadvantage 
LGA Local Government Area 
MAC Make a Change program 
MDHS Maryborough and District Health Service 
MH Mental Health 
NSP Needle and Syringe Program 
PCP Primary Care Partnership 
PD Professional Development 
SEIFA Socio-Economic Indices for Areas 
SSMART ASSK Surviving Substance Misuse and Alcohol Risk Taking and Alcohol and Substance 

Survival Knowledge 
UB* Uniting Ballarat 
VAADA Victorian Alcohol and Drug Association  
WV PHN West Vic Primary Health Network 
YSAS* Youth Support and Advocacy Service 

*Project partners 




