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Background
The south eastern Melbourne (SEM) catchment is comprised of the Cities of Greater Dandenong and Casey, and the Shire of
Cardinia. It is geographically sparse with a landscape that is nearly as diverse as its population. The catchment has an assortment
of characteristics – from vast differences in demography and socio-cultural profiles, to disparities in access to universal services,
employment and education.
State funded Alcohol and Other Drug (AOD) services in south eastern Melbourne are provided by two consortiums - South Eastern
Consortia of Alcohol and Drug Agencies (SECADA), with Windana as the lead agency; and Substance Use and Recovery (SURe),
with EACH as the lead agency.
The South Eastern Melbourne Alcohol and Other Drug (AOD) Catchment-based plan (the plan) was prepared by SEHCP Inc.
(enliven) on behalf of SECADA and SURe and, following a rigorous data collection and stakeholder engagement processes, was
finalised in January 2019.
Six key priority areas were identified requiring action to address AOD-related harm:
•

Cross sector collaboration

•

Data accuracy, integrity and application

•

Service geography

•

The role of local government

•

Clients and community

•

Health promotion, prevention and community development

Working groups were formulated (see Appendix 4a for composition details) to address each of these priority areas, with broad
representation across agencies and sectors. enliven was commissioned to facilitate these Working Groups and to coordinate the
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implementation of Year 1 actions. Please note, enliven were commissioned for the implementation phase in April 2019, with Year 1
implementation being January to December 2019.
This report provides comprehensive detail of the progress of each of these Working Groups. Working groups have also considered
modifications and additions to Year 2 and 3 activity, based on the work conducted in this first year and any emerging priorities
identified. The Working Group updates are provided below.
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Status Report: Data accuracy, integrity and application
Discussion:
Data reports were provided to each of the Working Groups at the commencement of 2019 in relation to client demographics, Local
Government Area (LGA) profiles, life complexity factors and ambulance/hospital attendances in order to inform their discussions
and plans. Each of the Working Groups were asked to formulate a plan for their data collection needs and to consider where and
how such data could be collected. Each group determined that the data already provided was comprehensive enough for their
needs but the “Clients and Community” Working Group requested that clinicians capture “cultural background” in the
intake/assessment process where possible and the “Service Geography” group requested a map of current demand for services
(from clients currently accessing the services). The SECADA and SURe managers requested their teams to collect this client data
and enliven produced the requested map for the Service Geography Working Group (see Appendix 4c).
enliven also participated in the bimonthly Victorian Alcohol and Drugs Association (VAADA) Catchment Planners meetings which
predominantly focused on planners who are affected by boundary changes and charged with developing 2-year plans which were
due 1/12/19. The South Eastern Melbourne Alcohol and Other Drug (AOD) Catchment-based plan has been shared with this group
and discussed in order to assist others in the development of their plans. These meetings have been particularly useful from a data
perspective, with catchment-based planners and the Department of Health and Human Services (DHHS) agreeing that regular
provision of departmental data to planners would support the planning function. This recognises that a consistent data set at agreed
regular timelines to all planners will drive consistency and reduce waiting times for ad hoc requests to the Victorian Agency for
Health Information (VAHI). Reports are expected to be available in early 2020.
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Status Report: Data accuracy, integrity and application
DHHS has recently implemented the Victorian Alcohol and Drug Collection (VADC) process and is developing reports that will be
provided to the AOD sector, including planners, from the data collected. The VADC reporting project is led by VAHI and has
consulted with the AOD sector executives and clinicians.
The data sets requested by the AOD catchment-based planners have been considered for inclusion as part of the VADC reporting
project. This information was to be provided to planners on a quarterly basis from October 2019 but there have been delays. It is
important to note that due to transition to the VADC dataset, time will be required for the data collection to mature.
The following is the agreed list of data requested by the catchment-based planners through the VAADA Catchment Based Planning
Network:

Data request

Comment

Client wait times (at each of the key stages:
intake – assessment – allocation – first contact
with service)

Available. Please note that the way wait times are derived from the VADC is
dependent on accurate reporting at a local level, this may take some time to
mature.

Demand data

Information about service use only can be provided by VAHI and included
however this is not a true reflection of demand for services.

Intake and assessment data (client profiles/
trends and patterns)

Available.

Drug trend data

Available as below.

Primary drug of concern, secondary, amounts
used, method of use

Available.
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Data request

Comment

Supply and demand (ie heat mapping of where
services are and where the need is)

The VADC is not able to provide this level of detail, however the planners may
be able to create a heat map using various data sets.
The department may be able to provide suburb and postcode data of service
access to support this reporting aim.

A heat map of co-occurrence i.e. AOD and
family violence, mental health, disability, Child
Protection involvement etc. (again, both own
catchment and state-wide data preferred)

The VADC is not able to provide a heat map however can provide information
about co-occurrence of family violence, mental health, family reunification
orders and others. Please refer to the VADC specifications.

Priority population data if available

Available. Please refer to the VADC specifications for available priority
population data capture.

Comparisons of new clients versus returning
clients.

Available.

Workforce development needs/ workforce
profile data

The department’s workforce survey was completed in September and
requests for information from this survey can now be processed.
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Data accuracy, integrity and application: Action plan updates
Original Year 2 Action Plan
The activities detailed in Year 2 of the action plan were originally:
•

Develop and implement a capacity building strategy that highlights the value of accurate and complete data collection both
internally and external to the AOD sector

•

Launch data monitoring framework and associated material and ensure staff are equipped to optimise it

•

Implement qualitative data strategy

•

Communicate feedback to the sector

In anticipation of the VADC reports to be provided to catchment-planners, and in consultation with key stakeholders, Year 2 and 3
activities require some updating. In consultation with the three SEM local government areas, it has been agreed that a coordinated
and comprehensive approach to data collection and reporting will greatly benefit all parties and contribute positively to future
planning. It is anticipated the three SEM councils would bring together the data they generate, and have access to, alongside the
VADC data which enliven (as catchment-planners) will have access to.

Proposed Year 2 actions
•

Contribute to the VADC reporting project led by VAHI and distribute VADC quarterly by LGA when available

•

Generate and distribute life complexity factor and ambulance/hospital attendance data annually

•

Modify the remit and membership of the Data Integrity Working Grp to include coordination of all available data across the 3
councils and from VAADA. Group will determine format for reporting of data
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Data accuracy, integrity and application: Action plan updates
Proposed Year 3 actions
•

Launch data monitoring framework and associated material and ensure staff are equipped to optimise it

•

Gap analysis to be undertaken to identify areas for improvement in relation to data collection and reporting practices

•

Implement qualitative data strategy
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Status Report: Service geography
Discussion:
A service user ‘heat map’ was created using data from a six-month period (January – July 2019) and is included in Appendix 4c.
This demonstrated a demand for services well beyond the current concentration of services in Dandenong, with many clients
travelling from Cranbourne, Pakenham and beyond. Obviously, the map does not include clients who potentially would access
services if they were geographically more accessible. Throughout our initial consultation and in the first year of implementation,
stakeholder organisations have identified the need for further services across the catchment, particularly in outer Casey and in
Cardinia LGAs.
In exploring options to service this area, enliven engaged a Telehealth consultant to scope what a telehealth service could look
like, including establishment and sustainability of such a model. The draft submission incorporated the establishment of a pilot.
This proposal was submitted to the Executive Officer SECADA and Team Leader SURe for consideration. In the interim a request
for potential growth projects, which satisfy the interface council funding criteria, was flagged by Casey Council. In consultation with
enliven, the opportunity to increase AOD service provision via Telehealth was identified as a key project which meets all the criteria
for funding. A paragraph outlining the proposal was provided to “SOCOM” (agency working with Interface Councils group of the
Municipal Association of Victoria) as requested and meetings were held to discuss this potential initiative further. A proposal was
created by enliven in consultation with Casey Council and SECADA and SURe, based on the discussions held with SOCOM and
on the work conducted by the Telehealth consultant. This joint submission was submitted to SOCOM in August 2019 and the
outcome should be known by early 2020, with funding to be allocated by 30 June 2020. The submission is included in Appendix 4d
and is a 2-year project with a budget of approximately $800,000.
In addition, as part of the Year 1 implementation plan, the service catalogue has been further updated and is provided in Appendix
4e.
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Service geography: Action plan updates
Original Year 2/3 Action Plan
The activities detailed in Year 2 of the action plan were originally:
•

Monitor service utilisation data in the context of GIS mapping output to stay informed of geographic areas experiencing gaps
in service delivery

•

Develop and update communications material including social marketing, ensuring it is available in accessible formats

•

Scope opportunities for cross sector co-location, outreach and telehealth/eHealth options to enhance service availability,
including advocacy for funding if required

•

Review and make any required amendments to service catalogue

GIS mapping technology is not currently available in the south east within the 3 councils, however, if this becomes available
enliven will investigate its use to enhance catchment-based planning. As an alternative, enliven utilised Microsoft BI and the
postcode data from Episoft to create the service user heat map shown in Appendix 4c.
Predominantly Year 2, and potentially Year 3 activity will focus on implementation of Telehealth if we are successful with the current
submission to SOCOM. In the event we are unsuccessful, we will continue to advocate for funding or for a small pilot in the
Telehealth space. Options for co-location will also be explored if the submission is not successful. Year 2 actions therefore do not
require significant change.

Proposed Year 2 actions
•

Scope opportunities for cross sector co-location, outreach and telehealth/eHealth options to enhance service availability,
including advocacy for funding if required

•

Implement telehealth solution, if funding submission for interface councils is successful
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•

Review and make any required amendments to service catalogue

The originally planned “social marketing” action will be removed from the actions for the Service Geography Working Group and
placed within the newly combined “Health promotion and prevention” and “Role of local government” Working Group action plan for
Year 2 (please see page 18).
A review of Year 3 activity will depend upon whether the Telehealth initiative was funded as this would cover a two-year
implementation.
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Status Report: Health promotion and prevention
Discussion:
An electronic survey was completed by 22 local prevention practitioners which aimed to capture information about current
prevention initiatives, and perceptions of the barriers, enablers and opportunities to implementing local prevention initiatives. The
survey revealed the following:
•

68% of respondents felt not enough is being done in the primary prevention space

•

35% of respondents reported being ‘unsure’ or ‘unaware’ of other prevention activities happening in the south east

•

62% of respondents identified they would like to be undertaking more prevention activities, however highlighted a lack of
resourcing, organisational capacity, funding and competing priorities as key barriers to implementing these activities.

•

Sporting clubs, workplaces, refugees and Aboriginal and Torres Strait Islander communities were identified as settings and
population groups for effective prevention action and efforts to be concentrated

The key findings from this survey highlighted an engaged, informed and motivated local prevention workforce which can be
effectively mobilised if provided with sufficient leadership, resourcing and funding. Despite some strong initiatives currently being
undertaken, they are relatively small scale and fragmented in their efforts.
There is an absence of an information sharing mechanism or platform for prevention practitioners to share knowledge, evidence
and data relating to AOD prevention research and activity. Members of the Working Group identified the Prevention South
SharePoint as being an appropriate local platform for collaborative sharing. Positive preliminary discussions have taken place
between enliven and DHHS to determine the feasibility of the proposal, with further dialogue to take place in early 2020 to confirm
its utilisation going forward.
The AOD Prevention Mapping report can be found in Appendix 4f.
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Merging of Working Groups
Similarities were identified between the purpose and activities of both the Health promotion and prevention Working Group and the
Role of local government Working Group. Members of both groups identified potential benefits in merging these groups for Year 2
of implementation. As such a workshop was held in October 2019 to determine the future joint activities for this merged group,
which will also determine future representation on this group.

Original Year 2 Action Plan
The activities detailed in Year 2 of the action plan for the Health promotion and prevention Working Group were originally:
•

Gather baseline data on community understanding and attitudes towards AOD use and service access, with a particular
focus on people seeking asylum and refugee communities (this will be transferred to the Clients and community Working
Group)

•

Provide service data to agencies who are delivering prevention and health promotion activities, for example to local
governments whom are working with licensed venues and sporting clubs etc to prevent AOD harm in their settings (will be
transferred to Data accuracy, integrity and application Working Group)

For updated Year 2/3 actions for the combined Working Group, please see page 20.
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Status Report: Role of local government
Discussion:
Council plans, including health and wellbeing plans, safety plans and Local Drug Action Team (LDAT) plans were sourced from the
3 local councils and a mapping exercise undertaken to gain an understanding of all AOD related council activity. The results of the
mapping can be found in Appendix 4g. Preliminary observations from this mapping exercise were formulated and presented at the
Role of local government and Health promotion and prevention workshop on the 26th October 2019 to inform the development of
new combined activities for Year 2/3 implementation. Observations from this mapping exercise are included below.
The majority of mapped initiatives were:
•

place-based (e.g. sporting clubs and education settings)

•

secondary prevention focused

•

systems level (policy and strategy)

•

coordinated in partnership

•

focused on alcohol and its regulation and accessibility

Very few initiatives were:
•

community-led or owned (including mobilisation of volunteers)

•

consistent or coordinated across the entire catchment

•

primary prevention focused

•

focused on non-illegal drugs (non-medical use of prescription drugs)

•

focused/ tailored to priority groups (Aboriginal Torres Strait Islander, CALD, LGBTI, older people, regional communities)
.
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Original Year 2 Action Plan
The activities detailed in Year 2 of the action plan for the Role of local government Working Group were originally:
•

Conduct continuum service mapping identifying activities from primary prevention through to tertiary prevention

•

Share learnings between councils (via working group council representatives) and with catchment-based planning Working
Groups

•

Where appropriate facilitate regional advocacy efforts and prepare joint submissions on collectively identified issues e.g.
packaged liquor, sale hours, taxation etc

•

Assess priority areas and identify if, how and where collaboration between local government and AOD services is
appropriate
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Combined Role of Local Government and Health Promotion: Action plan updates
Proposed Year 2/3 actions for the combined Working Group
Facilitated by enliven, the members of both Working Groups attended a workshop in October 2019 and considered the Local
Government AOD activity mapping exercise, the Prevention Mapping report and the preliminary observations detailed above prior
to participating in a design sprint to develop a comprehensive combined workplan for Year 2 and 3.
This workplan is included below:
TITLE

DESCRIPTION

LEAD

STAKEHOLDERS

TIMEFRAME

1. Promotion of AOD
and tobacco policy
change via the
Achievements
Program

Under the Achievements Program, promote AOD and tobacco culture
and policy change in schools and early years centres.
Also consider promotion via Maternal and Child Health, including
Aboriginal Early Years Services under the First 1000 days Australia
banner

Monash
Health

City of Greater
Dandenong

Year 2

2. LDAT funding and
coordination across
the South East
catchment

Scoping and initial action required
Application for combined LDAT progressed (suggested with possible
focus on organised sport in schools, keeping young people busy, etc)

enliven

3 SEM Councils
ADF, Vic Health
Monash Health

Year 2/3

3. Develop an
evidence-base to
inform community
engagement,
capacity building
and advocacy to
reduce AOD harm
(Aspirational
initiative if additional
funding sourced)

This would be delivered in two phases but would require additional
funding/resourcing.
Seek funding for FV and AOD projects to support Year 2-3 actions
and resourcing below:
1. Undertake qualitative research into family violence (FV),
alcohol and other drugs (AOD), their links to each other and
social health determinants, and impacts in the community
Analyse available State and local data (eg, SHIP, Monash
Health) to support qualitative research, engagement, capacity
building and advocacy on FV and AOD.

enliven

3 SEM Councils
enliven
Monash Health
Others to be
identified

Year 2 – if
additional
funding
sourced
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TITLE

DESCRIPTION
LEAD
Support the SEMCA Project to continue evidence-base
development, and/or advocacy and awareness-raising with and
on behalf of the community on alcohol-related harms
2. Design and implement a Communications Plan, using a
population health approach to educate the community and/or
identified at-risk groups on FV and AOD
Advocate to governments and health promotion bodies to
address service gaps and further incorporate access and
inclusion of CALD, LGBTI, and other at-risk communities’ in FV
and AOD policy and resourcing

STAKEHOLDERS

TIMEFRAME

4. Champions and
social marketing
campaign to impact
alcohol culture
change
(Aspirational
initiative if additional
funding sourced)

Identify parents/families/friends as champions/activists for people who
are impacted from AOD related harm.
Focus on development of localised social marketing campaign with a
potential focus on CALD population as approximately 70% of the local
population. Work with local community to find local solutions. Explore
potential to work with young people to impact alcohol culture change.

enliven

To be determined

Year 2/3

5. Working with
practitioners to
reduce alcohol
related harm –
embedding brief
interventions in
Victorian general
practices

This is a VicHealth funded initiative and enliven is working in
partnership with lead agent - Southern Academic Primary Research
Unit to co-design a new approach to support GPs to screen and
intervene for alcohol-related harm with patients on low-incomes.
enliven’s role is the development of factsheets about alcohol which
are targeted at difference populations and provided in different
languages, and resources that outline locally available options for
support for alcohol use. Please note that working with GPs to reduce
alcohol related harm was identified as a priority by workshop
attendees – this is also an existing enliven project and is listed here
due to its links to the AOD identified priorities.

SAPCRU

enliven

Year 2/3

Year 3 – if
additional
funding
sourced
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TITLE

DESCRIPTION

LEAD

STAKEHOLDERS

TIMEFRAME

6. App development
for AOD educational
activities
(Aspirational
initiative if additional
funding sourced)

Seek funding for application development for AOD education
purposes. The following existing concepts to be considered in app
development: - Pokémon Go, Competing against suburbs / age
groups, Late night sports, Hunger games, Concept villages, Healthy
Sports

enliven

Council and
Monash Health
Health Promotion
Officers
AOD Services

Year 3 – if
funding
opportunities
available

Application development, codesigned with community youth groups
7. Regional
advocacy efforts

Where appropriate facilitate regional advocacy efforts and prepare
joint submissions on collectively identified issues eg. packaged liquor,
sale hours, taxation etc

The INNovation
Crowd
enliven

3 SEM Councils
enliven
Monash Health
AOD services
Others to be
identified

Year 2/3

Since the workshop, an opportunity has arisen to apply for a VicHealth Alcohol Culture Change grant with a focus on social
marketing. This fits with activity 4 as detailed above. A submission is currently being prepared by enliven.
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Status Report: Clients and community
Discussion:
The Working Group determined to focus on the South Sudanese communities at its first meeting in April 2019. Currently enliven is
engaging with South Sudanese communities via 2 ongoing initiatives and is active in linking AOD into these.
1. Suicide prevention. This project has a focus on South Sudanese communities and the links between suicide and both
mental health and AOD issues. enliven is working closely with these communities to understand barriers to engagement
with services, as well as creating resources for these communities and co-designing SafeTalk training. Resources developed
have been community tested and includes reference to AOD services (see Appendix 4h and Booklet_suicide_prevention)
2. Daughters of Jerusalem Pop-Up. Daughters of Jerusalem (DoJ) work closely with
VicPol and provide safety for young people at risk of danger or anti-social behaviour via
night patrolling and monitoring at train stations. They provide safe transport of young
people to their homes, from or to sporting events, youth centres or a safe place at night.
The DoJ expressed interest in learning more about services that could help and support
South Sudanese young people and their families. A Pop-Up session was held on 11th
Dec 2019 to link South Sudanese first responders, Daughters of Jerusalem (DoJ), with
14 different service providers across the south east and to distribute the resources
mentioned above. 20 participants attended and 16 of these made contact with AOD
services via SECADA and Taskforce representation. This provided some unique
insights into the needs of these communities and opportunities to consider some
different approaches to improve engagement. Scoping some of these approaches
further will form part of the Year 2 implementation plan detailed below.
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From a staff capacity building perspective, enliven provided “Health Literacy and Teach Back”
training to identified SECADA and SURe staff in Oct ‘19. Training included strategies to ensure
client consultations are well understood by all, including diverse and vulnerable community
members. Training also included strategies for managing client consultations with interpreters as
well as ensuring all client resources are converted to plain language and easy English.

Review of complaints and feedback forms was initially in the plan as a Year 1 activity. In the initial scoping of this activity it was
discovered that each organisation within the 2 consortia utilises their own complaints processes for AOD related feedback. It was
therefore determined that enliven’s Bicultural Worker Network would be utilised as a community reference group to advise on
diversity-friendly processes for providing feedback to services. Each organisation can then self-assess as to whether their
complaints processes are accessible to our diverse communities.
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Original Year 2 Action Plan
Year 2 action items originally included:
•

Review actions identified by the Culturally and Linguistically Diverse (CALD) Community focus group during initial
consultation phase in the development of the plan, and validate current relevance with client and community reference group
prior to implementation (continue via the work with the South Sudanese communities)

•

Monitor client demographics in comparison with baseline data captured during catchment-based planning efforts to assess
representativeness of client group

•

Support the delivery of community engagement and health education programs e.g. AOD and service system literacy
(completed in Year 1 but further training may be identified)

•

Deliver a multi-modal positive messaging campaign that includes real-life accounts from people with lived experience
(included in Year 2/3 plan for combined Role of local government and Health promotion and prevention)

•

Advocate and explore funding for community based quick responses and prevention and early intervention activities
(included in Year 2/3 plan for combined Role of local government and Health promotion and prevention)

•

Conduct ongoing client and community consultation to facilitate input into relevant planning and decision-making activities

Proposed Year 2 actions
•

Continuation of work with South Sudanese communities, in particular scoping the feasibility of implementing assertive
outreach services to support the DoJ in their quest to engage with the specific at risk young people in their communities and
targeting current resources in a way that improves access to the South Sudanese Community to AOD services. Additional
funding may be required

•

Staff capacity building with in-services to more effectively work with the South Sundanese communities
25 | P a g e

Clients and community: Action plan updates
•

Monitor client demographics in comparison with baseline data captured during catchment-based planning efforts to assess
representativeness of client group

•

Conduct ongoing client and community consultation to facilitate input into relevant planning and decision-making activities

•

Development of minimum standards for diversity-friendly feedback processes

Please note that the last item relating to feedback processes may need to be moved to Year 3 and a action plan for year 3 will be
developed at the next review based on year 2 progress and outcomes.
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Status Report: Cross sector collaboration
Discussion:
A baseline cross sector survey was conducted in April 2019, results of which can be found in Appendix 4i. A total of 41 respondents
from a variety of sectors participated in this survey. The aim of the survey was to determine the current level of awareness and
comfort with cross sectoral referral pathways and processes amongst front line staff. The results of the survey demonstrated little
confidence with navigation of the service system, the need for a service navigation tool and for cross sector networking
opportunities.
Year 1 implementation commenced with the administration of the survey and actions related to the findings of this survey. Service
navigation tools have been explored, including the development of a new service navigation and referral tool (quoted at $30,000
with a referral processing and reporting function) compared with the adoption of an existing navigation tool (Mental Health
Compass – service navigation tool only). Due to funding constraints, it was decided not to pursue the development of a new tool.
A Cross Sector Forum was held on 28th November 2019
(Southern Melbourne Area Family Violence Forum). This
Forum was organised in partnership with Monash Health
Mental Health Services and the Family Violence Area
Implementation Committee. Attendees included 133
representatives across Mental Health, AOD, Family Child
Protection, Housing, Child, Youth and Family Services and
Legal Services. The forum created an opportunity for
attendees to develop a shared understanding of improved
outcomes through collaboration and to contribute to an exploration of current issues through a World Café session.
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One of the World Café sessions focused on ERMHA’s Mental Health Compass cross sector service navigation tool mentioned
above, to identify potential uptake across sectors and identify recommendations for further enhancement of the tool. There was
unanimous support for the use of the tool, and enhancements to maximise uptake were recommended. These enhancements
included:
•

Need to see eligibility criteria for each service to save time. Good to know if a client would be eligible before making contact,
otherwise this wastes time

•

Need to separate out face to face from online/phone direct service delivery. The filters would include – face to face,
online/phone services, online information

•

Need detailed service descriptors, such as whether case management services are offered, brokerage/packages available,
breadth of services delivered

•

Links to online referral forms would save time

•

An easy way of identifying the crisis/24 hr services from search results and those that are more commonly used such as
SECADA and DirectLine for SE AOD services

•

Need to know where services are delivered – if whole of catchment then search should state this, if in a few suburbs then
these need to be listed

•

Create in App format (not required as tool is already compatible for mobile phone and tablet use)

•

Some search results did not have contact phone numbers – request that we search the websites and locate contact
numbers where possible

•

A way of identifying which services have long wait lists (difficult to keep this current)

•

Direct links to other directories and portals so that this can be a “one stop shop”. A link to ndis services portal would be
useful
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•

Add alternative therapies such as music therapy, remedial massage, etc under each of the service categories wherever
relevant (e.g. to appear under autism, depression, etc and not in a separate category

•

Include more clinicians who bulk bill (we did demonstrate that the tool already captures these but potentially we could do a
marketing drive to encourage private practitioners who bulk bill to be included in tool).

These suggested enhancements were provided to ERMHA (Mental Health Service provider) for consideration in December 2019.
The Forum also included World Café discussions regarding AOD and Family Violence co-morbidity. These discussions focussed
on the following:
•

General lack of understanding about referral pathways between different service types. Funding may also contribute to this
as the department funds activity and there is a pressure on AOD workers to meet their targets. Need to orientate the work to
outcomes; am I the best person to support the client; should I refer to a specialist family violence worker?

•

Collaborative practice should be promoted through the service agreement (if possible) or through a partnership agreement
authorised by CEO/ Director level.

•

Experience of some AOD clinicians was that some AOD clients were discriminated against if they are drug affected.

•

Collaboration should happen through existing mechanisms for example the MDC where L17s are discussed or RAMP.
Several AOD/ Mental Health services stated that they would welcome the opportunity to provide staff to sit at the MDC.

•

Support was given to the establishment of a Community of Practice; based on evidence-based practice and case study
presentations. The CoP would need to promote a better understanding of the roles each discipline plays in the family
violence space.

•

Collaborative practice training should be considered; to be clear about the intent and purpose of what collaboration means in
the context of supporting clients experiencing family violence.
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Status Report: Cross sector collaboration
•

Support was given at the clinician level to promote ‘shared-care’ models to support the client. There are a number of
examples currently running; Taskforce and Windermere, which could provide a model for other services to consider (sharing
EFT and co-location).

•

Co-location of different organisations/ sectors was broadly supported by both groups.

•

All services should consider how they can support cross-discipline learning. For example, WAYSS is going to present at a
team meeting at Monash; promote the ‘warm referrals’ when you know who you are referring to and the services the
organisation provides. This needs to be ‘systematised’ and not ad-hoc, for example a rolling program of shared learning
together.

•

AOD clients have a lack of understanding of family violence; intergenerational and accepted as the norm. What work is
happening in the prevention space?

•

Clinicians resistant to referring to a service if they have had a previous ‘poor’ experience. There is a need to challenge
misconceptions and to strengthen relationships between clinicians from different service types. There is a commitment to
work more collaboratively together to support the AOD client experiencing family violence.

There was great support at the forum for the establishment of a Community of Practice in 2020 to continue to focus on collaborative
practice, and for ongoing forums to be held annually. The evaluation demonstrated that the forum was of value to attendees,
enabled a better understanding of the service sector and of the importance of collaborative practice.
The full evaluation report from this co-facilitated forum can be found in Appendix 4i.
In addition, discussions with the representatives on the AOD Cross-sector collaboration Working Group revealed a significant
amount of duplication in the functions and membership of this group and the Area Implementation Committee (AIC) and its Working
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Status Report: Cross sector collaboration
Groups. Members were very keen to reduce duplication, and the number of meetings attended, and therefore voted to merge the
Working Groups and committees while ensuring that the needs of the AOD sector are maintained.
The plan for Year 2 is that enliven be represented on the AIC. enliven may also attend the following AIC working groups: WG1:
Agency Collaboration and System Coordination (for progression of the service navigation tool) and WG2: Professional Capacity
and Capability and System Development (for future cross sector forums or Communities of Practice) as required.

Original Year 2 Action Plan
The current Year 2 actions include:
•

Scope potential to monitor referrals data (referral source not currently collected)

•

Conduct brief literature review into cross sector collaboration methodology

•

Use literature review findings and other insights to develop a communications and engagement strategy that identifies
stakeholders and platforms for collaboration (e.g. task groups, forums, shared consumer groups, online base camp)

•

Deliver cross sector empathy and collaboration forums informed by literature review findings (completed 28 Nov 2019)

•

Build capacity of internal and external staff, including GPs and other health professionals, to enhance referral practices and
implement a “No wrong door” approach

Proposed Year 2 actions (to also be confirmed with the AIC and its Working Groups)
•

Contribute to the development of a Community of Practice cross sector group, led by the AIC

•

Continue to scope the enhancement of the Mental Health Compass Service Seeker tool and promote its use across
identified sectors

•

Contribute to scoping of shared care models between AOD and other service sector partners, with the AIC
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Data Update
AOD Needs Assessment and client demographic data
A mid-year data review was conducted by enliven (end June 2019) and included
-

a review of the AOD Needs Assessment (social determinants, justice system, ambulance and hospital attendances), and

-

the client demographic data from SECADA’s Episoft system.

The data extracted showed no significant change from that analysed in the development of the Catchment Based Plan and can
be found in Appendix 4b.

Data Summary - June 2019
In summary the following observations were made from the data collected in June 2019:
Life Complexity
City of Greater Dandenong has a population experiencing an extremely high level of life complexities including financial issues,
dependence on government assistance, accommodation issues, homelessness, poor self-assessed health, and high rates of family
violence and unemployment. Data for City of Casey and Cardinia Shire also demonstrates a high level of life complexity factors
which may influence mental health and substance misuse within a community. This range of factors can also influence the
outcomes of AOD treatment.
Justice System, offences and community impact
Drug usage offences were high in Greater Dandenong and Cardinia. Alcohol related assault rates were particularly high in Greater
Dandenong.
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Data Update

Admission rates / hospitalisation rates
These were higher for alcohol than for drug use. Data for combined alcohol and drug use was not available at the time of writing.
Hospitalisation rate for males remains significantly higher.
Hospitalisation rates for illicit drug use for males remains higher than females for all LGAs. Males in Cardinia Shire and Greater
Dandenong represent amongst the highest rates of hospitalisation in the southern region.
Further data of interest
Some additional data was provided by City of Greater Dandenong in December 2019, to supplement the June 2019 data snapshot.

% Increased lifetime risk of alcohol related harm
70

Victoria
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40
30
20
10
0
Risk
Cardinia

Casey

Greater Dandenong

Source: Victorian Population Health Survey 2017
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Data Update

Mental Health - Low or Medium general life
satisfaction

Unemployment 2019
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Source: Department of Employment and Workplace Relations
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Data Update
Affordability of Rental Properties: Victoria, 2000 to 2019
Percent of properties available for rent, which would be affordable to a family of two adults and children, on Centrelink benefits has
fallen dramatically since 2000.

Victoria

Source:
http://www.dhs.vic.gov.au/about-thedepartment/documents-andresources/research,-data-andstatistics/current-rental-report
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Data Update
Rate of Recorded, Alleged Drug Offences: 2004/5 to 2018/19
Drug related offences increased significantly in each municipality, with Casey and Cardinia showing % increases well above the
state average.

Source: From
current and
previous records of
offences by
category from
Victoria Police;
and from
Australian Bureau
of Statistics:
3218.0 - Regional
Population Growth,
Australia 2016-17
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Data Update
SECADA Episoft data
As VADC data will be available in early 2020, a further analysis of the SECADA data will be undertaken at this time. The data
extracted in June 2019 demonstrated no significant change in client demographic profiles or main drugs of concern. The data did
however highlight the need to better capture the cultural diversity of the clients entering our AOD services. A significant proportion
of clients did not have the following fields completed:
-

Language spoken at home

-

Ethnicity

-

Country of birth

Both SECADA and SURe services have committed to capturing “cultural background” from August 2019, as a result of this survey.
This is not a mandated VADC field, but separate analysis of data will be undertaken in early 2020 to monitor compliance. In order to
both ensure we are responding to the needs of our culturally diverse communities and to evaluate our engagement strategies, it is
vital that we are able to monitor service engagement with the cultural groups we are working with.

Conclusion
This report has been based on all available information and consultation with the working groups. It provides an overview of Year 1
achievements and proposals for future implementation for endorsement.
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Appendix 4a – Organisational representation

WORKING GROUP MEMBERS

WORKING GROUP MEMBERS

WORKING GROUP MEMBERS

•
•
•
•
•
•
•
•
•
•
•
•

•
•
•
•
•

•
•
•
•

Chair: enliven
SEMPHN
SECADA / Windana
Wellsprings for Women
WHISE
SURe / EACH
SMRC
Monash Health, mental health
Department of Health and Human Services
Victorian Legal Aid
WAYSS
Chisholm

Chair: SECADA / Windana
enliven
SECADA / Windana
EACH
SEMPHN

Chair: SURe/ EACH
enliven
SECADA / Windana
SEMPHN
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Appendix 4a – Organisational representation

WORKING GROUP MEMBERS

WORKING GROUP MEMBERS

•
•
•
•
•
•
•

•
•
•
•
•
•
•
•
•
•
•

Chair: enliven
SECADA / Windana
SURe/ EACH
SEMPHN
City of Greater Dandenong
Cardinia Shire Council
City of Casey

Chair: enliven
Taskforce
SURe/ EACH
SECADA / Windana
Monash Health
Afri-Aus Care
SMRC
Department of Health and Human Services
Wellsprings
SEMPHN
DDACL / VACCA (no representation)

1)

WORKING GROUP MEMBERS
•
•
•
•
•
•
•
•
•

Chair: enliven
Cardinia Shire Council
Department of Health and Human Services
City of Casey
City of Greater Dandenong
Monash Health
KRHS
Wellsprings for Women
Australian Drug Foundation
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Appendix 4b – SECADA Client Data Report Jan - Jun 2019
Data from Episoft was extracted for the period 1 Jan 2019 - 30 Jun 2019, analysed and compared to the
data utilised in the formulation of the SE AOD Catchment Based Plan 2019-21. The client profiles remain
consistent with initial data. Data for the full year (2019) will be extracted in early 2019, analysed and
provided to the Working Groups to confirm this profile or to identify and changes.

Gender Distribution

Male

Female

Other

Unknown

70% male, 30% female (unchanged from previous 12 months data)

Age Distribution
450
400
350
300
250
200
150
100
50
0

Unchanged from previous 12 months data
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Appendix 4b – SECADA Client Data Report Jan - Jun 2019

Aboriginal/Torres Strait Islander
80

3.5%

70

3.0%

60

2.5%
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2.0%

40

1.5%
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1.0%

10

0.5%

0

0.0%
Aboriginal

Aboriginal / Torres
Strait Islander
Client No.

Torres Strait
Islander

TOTAL

% of total client cohort

Proportion of Aboriginal or Torres Strait Islander clients remains unchanged from previous 12 months
data

No significant change noted from previous 12 months data
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Appendix 4b – SECADA Client Data Report Jan - Jun 2019
Country of Birth
Australia
Unknown
New Zealand
Sri Lanka
India
England
Afghanistan
Iran
Thailand
Mauritius
Sudan
Vietnam
Serbia
South Sudan
Cambodia
Pakistan
Ireland
South Africa
Cook Islands
Italy
Croatia
Fiji
Kenya
Philippines
Romania
Russian Federation
Scotland
Seychelles
Argentina
Bosnia and Herzegovina
China (excludes SARs and
Taiwan)
Ethiopia
Germany
Iraq
Laos
Lebanon
Malaysia
Myanmar
Poland
Singapore
Bahrain
Botswana
Bulgaria
Canada

Client No.
1116
815
27
25
20
16
10
10
9
8
8
8
7
7
6
6
5
5
4
4
3
3
3
3
3
3
3
3
2
2
2
2
2
2
2
2
2
2
2
2
1
1
1
1
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Appendix 4b – SECADA Client Data Report Jan - Jun 2019
Country of Birth
Chile
Colombia
Costa Rica
Denmark
Egypt
El Salvador
Greece
Hungary
Latvia
Lithuania
Nepal
Netherlands
Portugal
Sweden
Switzerland
Tanzania
Turkey
Ukraine
United Arab Emirates
Uzbekistan
Vanuatu
Western Sahara
Zimbabwe
TOTAL

Client No.
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
2191

No significant change from previous 12 months data
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Appendix 4b – SECADA Client Data Report Jan - Jun 2019
Language spoken at home
English
Unknown
Tamil
Arabic
Farsi
Hazaraghi
Vietnamese
Burmese
Dari
Dinka
Hindi
Italian
Persian (excluding Dari)
Punjabi
Sinhalese
Urdu
Burmese and Related, nec
French
Greek
Harari
Hungarian
Khmer
Mandarin
Mauritian Creole
Polish
Russian
Turkmen
TOTAL

Client No.
1292
851
5
4
4
3
3
2
2
2
2
2
2
2
2
2
1
1
1
1
1
1
1
1
1
1
1
2191

No significant change from previous 12 months data
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Appendix 4b – SECADA Client Data Report Jan - Jun 2019
Forensic Status

Forensic

Non-forensic

Unchanged from previous reporting period

Primary Drug of Concern
Inhalant
Hallucinogen
Cocaine
Synthetic Cannabis
GHB
Sedative
Amphetamine
Opioid
Cannabis
Methamphetamine
Alcohol
0

200

400

600

800

1000

1200

Top 5 drugs of concern remain unchanged from previous reporting period

Secondary Drug of Concern
Synthetic Cannabis
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Hallucinogen
GHB
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Cannabis
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0

50

100

150

200

250

300

350

47 | P a g e

Appendix 4b – AOD Needs Assessment Review June 2019
Priority Area

Life complexity
factors

Issues

LGA

Comments / data source

CGD

CoC

CSC

Vic

High rates of
unemployment
(%unemployed)

12.4%

8.0%

7.0%

5.9%

High rates of long-term
unemployment

5.7%

PHIDU – data for 2016 accessed 24 June 2019
http://phidu.torrens.edu.au/social-health-atlases/data#socialhealth-atlases-of-australia-local-government-areas

3.6%

3.4%

3.9%

PHIDU – data for 2017 (receiving benefits for longer than 180
days) accessed 24 June 2019
http://phidu.torrens.edu.au/social-health-atlases/data#socialhealth-atlases-of-australia-local-government-areas

Low income, welfare
dependent families

13.6%

10.3%

9.8%

8.4%

Public Health Information Development Unit (PHIDU). Social
Health Atlas of Australia. Data for 2016/2017 - accessed 24
June 2019
http://phidu.torrens.edu.au/social-health-atlases/data#socialhealth-atlases-of-australia-local-government-areas

Rate of homelessness
(per 10,000)

127.7

42.8

23.4

41.9
(24817)

Data presented is for 2016. CGD experienced an increase of
14% since the data was last reported in 2011, Cardinia Shire
rates increased by 20% and City of Casey saw an increase of
16%. In contrast, Victoria reported an increase of only 1%.
https://asdfresearch.com.au/wpcontent/uploads/2018/03/Homelessness-by-LGA-2016.xlsx
based on ABS statistics
https://www.abs.gov.au/AUSSTATS/abs@.nsf/Lookup/2049.0M
ain+Features12016?OpenDocument

High rates of family
violence (per 100,000)

1458.4

1284.4

990.4

1176.7

The data covers the period from 1 July 2017 to 30 June 2018.
This data was extracted from the Victoria Police Law
Enforcement Assistance Program on 26 July 2016
CGD and CoC are amongst the highest in the state.
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Appendix 4b – AOD Needs Assessment Review June 2019
Priority Area

Issues

LGA
CGD

Comments / data source
CoC

CSC

Vic
https://www.crimestatistics.vic.gov.au/family-violence-dataportal/family-violence-data-dashboard/victoria-police

High mortgage or rental
stress

30.8%

31.9%

29.5%

27.8%

Low income households (households in bottom 40% of income
distribution under financial stress from mortgage or rent)
PHIDU – data for 2016 accessed 24 June 2019
http://phidu.torrens.edu.au/social-health-atlases/data#socialhealth-atlases-of-australia-local-government-areas

Care givers providing
unpaid child care to own
child

18.5%

24.6%

25.5%

19.8%

Women are twice as likely to be caregivers as men. Women who
are full time carers of children may find it more difficult to access
and comply with treatment programs that are generally only
available during the day.
ABS Regional Summaries 2016

Relative socio-economic
disadvantage

896

1004

1021

1010

PHIDU June 2017.
Index score based on Australian score of 1000 - accessed 24
June 2019. Index for CGD is second lowest in the state.
http://phidu.torrens.edu.au/social-health-atlases/data#socialhealth-atlases-of-australia-local-government-areas

Gaming machines
expenditure per adult

$926.64

$527.88

$370.63

$532.94

Electronic gaming machine expenditure by LGA 2017/18.
Victorian Commission for Gambling and Liquor Regulation
https://www.vcglr.vic.gov.au/resources/data-andresearch/gambling-data/population-density-and-gamingexpenditure
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Appendix 4b – AOD Needs Assessment Review June 2019
Priority Area

Issues

Poor self-assessed health

LGA

Comments / data source

CGD

CoC

CSC

Vic

20.1

16.3

14.3

15.6

Estimated number of people aged 15 years and over with fair or
poor self-assessed health (modelled estimates) in 2014/15
financial year
PHIDU accessed 24 June 2019
http://phidu.torrens.edu.au/social-health-atlases/data#socialhealth-atlases-of-australia-local-government-areas

Levels of health literacy

20995

11615

695

14.8%

4.2%

0.8%

54.2%

31.1%

10.9%

People born overseas who speak English not well or not at all
% born overseas who speak English not well or not at all

22%

proportion of people born in predominantly non-English speaking
countries in 2016
PHIDU – data for 2016 accessed 24 June 2019
http://phidu.torrens.edu.au/social-health-atlases/data#socialhealth-atlases-of-australia-local-government-areas
A study in 2016 (Ophelia Project) across 10 metro Melbourne
LGAs highlighted that across all nine measures of health
literacy, Cardinia had higher proportions of people reporting
difficulty than overall sample and CGD had higher numbers for 5
of the measures

Early school leavers

38852

66264

23438

(32.9
ASR)

(30.7
ASR)

(33.8
ASR)

People who left school at Year 10 or below, or did not go to
school
26 ASR

ASR = indirectly age-standardised rate per 100
PHIDU – data for 2016 accessed 24 June 2019
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Appendix 4b – AOD Needs Assessment Review June 2019
Priority Area

Issues

LGA
CGD

Comments / data source
CoC

CSC

Vic
http://phidu.torrens.edu.au/social-health-atlases/data#socialhealth-atlases-of-australia-local-government-areas

Priority Area

Justice system,
offences and
community impact

Issues

LGA

Comments / data source

CGD

CoC

CSC

Vic

Definite or Possible
Alcohol related family
violence incidence
2016/17 per 10,000

18.6

14.9

14.6

18.6

Turning Point AOD stats 2016-17 at http://aodstats.org.au/
(accessed 24 June 2019)

Alcohol assault during
High Alcohol Hours
2016/17 per 10,000

12.8

10.4

8.2

10.3

High alcohol hour (HAH) assaults - Fridays or Saturdays
between 8 pm and 6 am.

Alcohol assault during
Medium Alcohol Hours
2016/17 per 10,000

25.4

Cannabis Offences 2016
per 100,000

232.2

Turning Point AOD stats 2016-17 at http://aodstats.org.au/
(accessed 24 June 2019)
13.9

11.3

13.1

Medium alcohol hour (MAH) assaults - Sunday through
Thursday, between 8 pm and 6 am.
Turning Point AOD stats 2016-17 at http://aodstats.org.au/
(accessed 24 June 2019)

100.6

138.1

132.7

https://www.crimestatistics.vic.gov.au/research-andevaluation/publications/drug-and-alcohol-use-and-crime/
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Appendix 4b – AOD Needs Assessment Review June 2019
Priority Area

Priority Area

Ambulance
attendance rates

Issues

LGA

Comments / data source

CGD

CoC

CSC

Vic

Heroin Offences 2016 per
100,000

44.3

4.3

2.1

15.6

https://www.crimestatistics.vic.gov.au/research-andevaluation/publications/drug-and-alcohol-use-and-crime/

Methamphetamines
Offences 2016 per
100,000

155.2

91.3

90.0

90.7

https://www.crimestatistics.vic.gov.au/research-andevaluation/publications/drug-and-alcohol-use-and-crime/

Amphetamine Offences
2016 per 100,000

26.9

13.7

35.6

20.7

https://www.crimestatistics.vic.gov.au/research-andevaluation/publications/drug-and-alcohol-use-and-crime/

Issues

LGA

Comments / data source

CGD

CoC

CSC

Vic

Ambulance attendance
rates (per 10,000
population) for alcohol

48.9

26.4

34.5

41.2

Ambulance attendance
rates for illicit drugs (per
10,000 of population)

30.5

Ambulance attendance
rates for
pharmaceuticals (per
10,000 of population)

17.4

Turning Point AOD Stats 2017/18. Rates remain fairly steady
from previous years. Accessed 26 June 2019
http://aodstats.org.au/VicLGA/

13.5

12.5

20.7

Turning Point AOD Ambulance Stats 2017/18. Accessed 26
June 2019
http://amboaodstats.org.au/VicLGA/

16.2

18.2

17.8

Turning Point AOD Ambulance Stats 2017/18. Accessed 26
June 2019
http://amboaodstats.org.au/VicLGA/
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Appendix 4b – AOD Needs Assessment Review June 2019
Hospitalisation rates

Hospitalisation rates for
illicit drugs (per 10,000
of population)

43.2

26.4

30.0

30.8

Turning Point AOD Stats 2017/18. Rates are steadily increasing
from previous years with CGD rates amongst the highest in the
southern region - Accessed 26 June 2019
http://aodstats.org.au/VicLGA/

Hospitalisation rate for
alcohol (per 10,000
population)

78.3

Hospitalisation rates for
cannabis (per 10,000
population)

17.3

51.7

58.1

59.8

Turning Point AOD Stats 2017/18. Accessed 26 June 2019
http://aodstats.org.au/VicLGA/

8.6

13.4

10.8

Turning Point AOD Stats 2017/18. Rates have increased
significantly from previous years (rates of 3.2 - 6.3 per 10,000
population were reported 3 years ago). Accessed 26 June 2019
http://aodstats.org.au/VicLGA/

Hospitalisation rates for
use of other stimulants
(per 10,000 population)

20.2

12.5

11

11.5

Turning Point AOD Stats 2017/18. Rates have increased
significantly from previous years (rates of 3 - 6.1 per 10,000
population were reported 3 years ago). Accessed 26 June 2019
http://aodstats.org.au/VicLGA/

Hospitalisation rate for
pharmaceuticals (per
10,000 population)

18.1

Hospitalisation rate for
opioids (per 10,000
population)

10.4

Hospitalisation rate for
heroine (per 10,000
population)

1.2

17.5

14.2

18.2

Turning Point AOD Stats 2017/18. Accessed 26 June 2019
http://aodstats.org.au/VicLGA/

5.8

5.5

7.6

Turning Point AOD Stats 2017/18. Accessed 26 June 2019
http://aodstats.org.au/VicLGA/

0.4

0.5

Turning Point AOD Stats 2017/18. Accessed 26 June 2019
http://aodstats.org.au/VicLGA/
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Appendix 4c - Service geography map
Suburbs with > 10 clients accessing services from Jan – Jun 2019
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All suburbs with clients accessing services from Jan – Jun 2019
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Appendix 4d – Draft Telehealth submission
A component of the AOD catchment-based planning consultation undertaken with service providers and stakeholders in the catchment focussed on the
geographic distribution of AOD services compared to data around AOD client postcode of residence.
This helped to create a picture about who is currently accessing service, the geographic distribution of expressed need, and where it is that there might be
AOD service needs that our treatment system in the south east is not currently meeting. This analysis showed a concentration of services in the
Dandenong area with some limited services provided in Casey and less in the Cardinia area.
An analysis of SECADA client data showed that a large proportion of current AOD clients live within the Pakenham postcode area (8%) but have to travel
large distances to access services. Very few clients from Cardinia Shire, beyond Pakenham, are currently accessing our services. The map below shows
a snapshot of origin of SECADA clients who were assessed within the last 6-month period Jan – Jun 2019. The majority of clients originate in the
postcode areas of Greater Dandenong where services are plentiful. A significant number live in the Berwick, Narre Warren, Pakenham and Cranbourne
areas where service access is limited.
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Of more concern is the unknown unmet need in these areas, namely clients who are not accessing services due to geographic constraints and limited
access to public transport. Participants of the consultation process commented that : - “AOD services are not geographically diverse” - “Cardinia is
potentially not receiving the service it needs” - “We need to improve access for clients in Cardinia” - “We need closer links with Casey and Cardinia’s
community services”
In order to improve our understanding of unmet need in Casey and Cardinia, data in relation to life complexity analysis as well as hospital and ambulance
attendances can be of value. Data analysis was conducted during the planning phase and further updated in July 2019.
Life complexity analysis shown below demonstrates that City of Casey has populations experiencing high levels of life complexities including financial
issues, dependence on government assistance, accommodation issues, homelessness, poor self-assessed health, and high rates of family violence and
unemployment. Data for Cardinia Shire also demonstrates a high level of life complexity factors which may influence mental health and substance misuse
within a community.
Priority Area

Life complexity
factors

Issues

LGA

Comments / data source

Casey

Cardinia

Vic

High rates of
unemployment
(%unemployed)

8.0%

7.0%

5.9%

Low income, welfare
dependent families

10.3%

PHIDU – data for 2016 accessed 24 June 2019
http://phidu.torrens.edu.au/social-health-atlases/data#social-healthatlases-of-australia-local-government-areas

9.8%

8.4%

Public Health Information Development Unit (PHIDU). Social Health
Atlas of Australia. Data for 2016/2017 - accessed 24 June 2019
http://phidu.torrens.edu.au/social-health-atlases/data#social-healthatlases-of-australia-local-government-areas

Rate of homelessness
(per 10,000)

42.8

23.4

41.9
(24817)

Data presented is for 2016. CGD experienced an increase of 14%
since the data was last reported in 2011, Cardinia Shire rates
increased by 20% and City of Casey saw an increase of 16%. In
contrast, Victoria reported an increase of only 1%.
https://asdfresearch.com.au/wpcontent/uploads/2018/03/Homelessness-by-LGA-2016.xlsx
based on ABS statistics
https://www.abs.gov.au/AUSSTATS/abs@.nsf/Lookup/2049.0Main+
Features12016?OpenDocument
57 | P a g e

Priority Area

Issues

High rates of family
violence (per 100,000)

LGA

Comments / data source

Casey

Cardinia

Vic

1284.4

990.4

1176.7

The data covers the period from 1 July 2017 to 30 June 2018.
This data was extracted from the Victoria Police Law Enforcement
Assistance Program on 26 July 2016
CGD and CoC are amongst the highest in the state.
https://www.crimestatistics.vic.gov.au/family-violence-dataportal/family-violence-data-dashboard/victoria-police

High mortgage or rental
stress

31.9%

29.5%

27.8%

Low income households (households in bottom 40% of income
distribution under financial stress from mortgage or rent)
PHIDU – data for 2016 accessed 24 June 2019
http://phidu.torrens.edu.au/social-health-atlases/data#social-healthatlases-of-australia-local-government-areas

Care givers providing
unpaid child care to
own child

24.6%

25.5%

19.8%

Women are twice as likely to be caregivers as men. Women who are
full time carers of children may find it more difficult to access and
comply with treatment programs that are generally only available
during the day.
ABS Regional Summaries 2016

Relative socioeconomic disadvantage

1004

1021

1010

PHIDU June 2017.
Index score based on Australian score of 1000 - accessed 24 June
2019. Index for CGD is second lowest in the state.
http://phidu.torrens.edu.au/social-health-atlases/data#social-healthatlases-of-australia-local-government-areas

Poor self-assessed
health

16.3

14.3

15.6

Estimated number of people aged 15 years and over with fair or poor
self-assessed health (modelled estimates) in 2014/15 financial year
PHIDU accessed 24 June 2019
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Priority Area

Issues

LGA
Casey

Comments / data source
Cardinia

Vic

http://phidu.torrens.edu.au/social-health-atlases/data#social-healthatlases-of-australia-local-government-areas
Early school leavers

66264

23438

(30.7
ASR)

(33.8
ASR)

People who left school at Year 10 or below, or did not go to school
26 ASR

ASR = indirectly age-standardised rate per 100
PHIDU – data for 2016 accessed 24 June 2019
http://phidu.torrens.edu.au/social-health-atlases/data#social-healthatlases-of-australia-local-government-areas

The following data also show high levels of alcohol, pharmaceutical, cannabis and illicit drug use requiring ambulance attendance and/or hospitalisation in
Casey and Cardinia.
Priority Area

Ambulance
attendance rates

Issues

LGA

Comments / data source

Casey

Cardinia

Vic

Ambulance attendance
rates (per 10,000
population) for alcohol

26.4

34.5

41.2

Ambulance attendance
rates for illicit drugs
(per 10,000 of
population)

13.5

Ambulance attendance
rates for
pharmaceuticals (per
10,000 of population)

16.2

Turning Point AOD Stats 2017/18. Rates remain fairly steady from
previous years. Accessed 26 June 2019
http://aodstats.org.au/VicLGA/

12.5

20.7

Turning Point AOD Ambulance Stats 2017/18. Accessed 26 June
2019
http://amboaodstats.org.au/VicLGA/

18.2

17.8

Turning Point AOD Ambulance Stats 2017/18. Accessed 26 June
2019
http://amboaodstats.org.au/VicLGA/
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Priority Area

Hospitalisation
rates

Issues

Hospitalisation rates
for illicit drugs (per
10,000 of population)

LGA

Comments / data source

Casey

Cardinia

Vic

26.4

30.0

30.8

Turning Point AOD Stats 2017/18. Rates are steadily increasing from
previous years with CGD rates amongst the highest in the southern
region - Accessed 26 June 2019
http://aodstats.org.au/VicLGA/

Hospitalisation rate for
alcohol (per 10,000
population)

51.7

Hospitalisation rates
for cannabis (per
10,000 population)

8.6

58.1

59.8

Turning Point AOD Stats 2017/18. Accessed 26 June 2019
http://aodstats.org.au/VicLGA/

13.4

10.8

Turning Point AOD Stats 2017/18. Rates have increased significantly
from previous years (rates of 3.2 - 6.3 per 10,000 population were
reported 3 years ago). Accessed 26 June 2019
http://aodstats.org.au/VicLGA/

Hospitalisation rates
for use of other
stimulants (per 10,000
population)

12.5

Hospitalisation rate for
pharmaceuticals (per
10,000 population)

17.5

Hospitalisation rate for
opioids (per 10,000
population)

5.8

Hospitalisation rate for
heroine (per 10,000
population)

0.4

11

11.5

Turning Point AOD Stats 2017/18. Rates have increased significantly
from previous years (rates of 3 - 6.1 per 10,000 population were
reported 3 years ago). Accessed 26 June 2019
http://aodstats.org.au/VicLGA/

14.2

18.2

Turning Point AOD Stats 2017/18. Accessed 26 June 2019
http://aodstats.org.au/VicLGA/

5.5

7.6

Turning Point AOD Stats 2017/18. Accessed 26 June 2019
http://aodstats.org.au/VicLGA/

-

0.5

Turning Point AOD Stats 2017/18. Accessed 26 June 2019
http://aodstats.org.au/VicLGA/
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As a result of the AOD Catchment Based Plan consultation and development, it was identified that there are areas of unmet need in the delivery of the
treatment streams of the AOD program, due to poor access to services, especially in the outer regions of the Casey/Cardinia catchment. Telehealth
technology was proposed as a solution to improve the service delivery reach for the AOD treatment streams and therefore client access within these
catchments. The table below outlines the local issues identified and how a Telehealth service can address these .
Purpose

Telehealth is proposed as a solution to improve consumer access to the current AOD treatment stream services.
The aim is to:
•
•
•

Develop the existing service capacity
Improve the efficiency of service delivery
Increase reach and client engagement

Aim

Issue

Telehealth Solution

Develop the
capacity of
existing
services

Difficultly in attaining sites evenly distributed across the
Greater Dandenong, Casey and Cardinia catchments.
Some outreach services are provided from centrally
located staff.

Enables senior or specialist clinicians, to be located centrally,
but to deliver consultation services located in the Casey /
Cardinia sites. It also allows for staff and peer worker
supervision to o be delivered remotely and therefore greater
team cohesion and efficiency.

Improve the
efficiency of
delivery

When clinicians travel to an outreach site (e.g once a
week) they have limited times they are available and
often this creates long wait times especially if a client
misses an appointment and must wait until the next visit.

Telehealth provides increased appointment timeliness and
flexibility. Can also consider providing access to after hours
appointments as a viable offering.

Travelling between sites to address access needs
reduces the time available for income producing service
delivery plus additional travel costs are incurred.

Clinicians can make better use of their capacity to meet
demand for the service, using the travel time for consultations /
paperwork/or follow up/care coordination.

There is a lack of existing sites or shortage of consulting
rooms in outer Casey and Cardinia for delivering face to
face services. Flexible appointment scheduling promotes
recovery by allowing clients to fit around work or other
commitments.

Telehealth provides flexible delivery options where client end
services can be delivered from clients’ homes or Telehealth
hubs located in GP clinics, community health sites or education
facilities such as TAFEs.

Often clients are unable to travel to appointments due to
cost resulting in higher DNA or discontinuing with the
service.

Generally, clients feel more comfortable in a familiar
environment. Family friends are more likely to attend. They do
not need to take as much time off work. Flexible appointment
scheduling to promote engagement.

Increase
reach and
client
engagement
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A pilot program will require investment in change management that includes public education, workforce education and role realignment, all things that are
not quickly achieved or easily reversed. Therefore, any commitment to pilot Telehealth as part of the AOD catchment-based service model will be
underpinned by the long term goal of introducing Telehealth into the service offerings of SECADA and SURe.
The following table details the critical success factors to consider when implementing Telehealth service
Critical success factors

Organisational Strategies

Strong leadership and
dedicated ongoing coordination

Strong leadership and executive support, including champions are essential to build an organisational
culture that has capacity for change and improvement.
Most services introduce a role of “Telehealth co-ordinator”. This role is mostly administrative and
involves help desk technical troubleshooting and pre-testing call quality prior to appointments. However, it
may also involve a clinical component of managing the transfer of health information, selection of suitable
clients, education of health providers, onboarding new sites, clinical governance, incident reporting,
quality improvement and providing general “go-to” expertise.

Key stakeholders and
consumers that recognise
the benefits and are engaged

Creating a clear and compelling narrative that describes the way Telehealth can help transform service
delivery.
Clinicians delivering services using Telehealth need to understand the benefits as the service will depend
on the clinician’s confidence in the technology, their belief that Telehealth will not add to their workload
and understanding that a Telehealth consult will provide the same or better value and quality service to a
consumer.
Ensuring consumer engagement during the project is also important.

Project planning and a
readiness assessment that
informs the implementation
process

Testing for readiness prior to implementation of a Telehealth service saves time, money and energy. It
can identify which clinicians, organisations and consumer groups are able to support successful
implementation.

Matching Technology and
clinical service needs

The technological products or services required can be broadly categorised as:
• Infrastructure: Broadband service quality in the service areas is important as its difficult to operate
if the image keeps freezing or pixilating
• Videoconferencing solutions e.g. Health direct videocall platform, provided by the Commonwealth
government, is currently offering free access licences via a PHN Pilot scheme. Early scoping
indicates this project would meet the requirements.
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Critical success factors

Organisational Strategies
•
•

Devices: generally, a plug-in camera and microphone and internet connection via ethernet (not
wireless) can be added to a fixed computer or laptop at a cost of about $600. Mobile phone and
tablet can be used by the client end service.
Support technologies: include software and record keeping integration and timely troubleshooting
support so consultations are not cancelled due to technology issues that can be fixed e.g. muted
microphones

A sustainable workforce
model

Underestimating the additional resourcing required to support implementation, particularly in the
establishment phase, has been identified as a common cause of Telehealth failure, in particular, the
under-estimation of personnel requirements.
Administrative and technical skills to support a dedicated clinical workforce delivering services via
Telehealth must be considered,
Another consideration is the support required by clients who are receiving care remotely. An appropriately
skilled workforce must be available at both ends of a Telehealth service.

A focus on change
management

The importance of continuing change management cannot be underestimated. Implementation of
Telehealth can confront staff with unfamiliar and unpredictable technologies and the need to develop new
skills, new protocols and workplace practices. Support for behavioural change and sustainable ongoing
training for current and new staff is required.

Clearly defining and
articulating clinical
responsibility and
governance protocols

Protocols that identify roles and responsibilities of different organisations and how interactions between
sites are managed are required to manage risk and reassure consumers and clinicians. Clinical risk and
escalating this to access support at the client end, in case of distress, also needs to be considered.

A sustainable funding model
is in place

Services interested in establishing Telehealth programs are encouraged to undertake a cost benefit
analysis to assist in understanding new costs and potential cost savings . Many Telehealth initiatives
require seed funding until a sufficient level of maturity for sustainability and integration is reached. We
believe that post establishment and pilot funding the model would be sustainable utilising existing activitybased funding.

Services are consumercentred, and consumers are
supported in adopting
Telehealth

Success will depend on the uptake and acceptance by the consumers who need to be reassured that the
use of technology enhances the ease of use, the service quality and the reliability. Different levels of IT
help desk support and education will need to be provided for different groups of consumers. In the pilot
phase, careful selection of eligible clients to receive this service would be required.
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Critical success factors

Organisational Strategies

There is ongoing review and
evaluation

Evaluation is required to assess the effectiveness, appropriateness and cost of a Telehealth service.
Success and failure of an initiative needs to consider the goals of the program over the short, medium
and long terms, including desired outcomes for clients.

Involvement and
Success of a Telehealth initiative hinges on collaboration and support across the local service sector to
collaboration across the
ensure Telehealth is seen as an acceptable alternative to, and enhancement of, the current service
sector
models.
Implementation would require a timeframe of at least 18 months. The first 6 months would focus on establishing the service, with activities for the project
lead and project officer to include:
-

Formation of Telehealth Working Group
developing training program for Telehealth clinicians and all staff and delivery of training
designing policies and procedures
outlining clinical governance framework
development of marketing campaigns
developing triage system for determining client’s eligibility for Telehealth
identifying client-end sites across the catchment at convenient locations (these would be telehealth hubs at GP practices, community health
services, TAFES, etc) for clients to access if they do not have the technology at home to access Telehealth.
purchase of infrastructure for Telehealth hubs and for service/clinician-end sites
establishing telehealth platform
confirm scheduling processes
develop evaluation framework
finalise process for claiming transportation costs for clients

Once service preparation tasks are complete, the clinicians would be recruited, and the service provision could commence across sites.
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Appendix 4e – Service Catalogue
AA Alcoholics Anonymous
http://www.aavictoria.org.au/
Phone: 1300 222 222
AA Helpline
Phone: 1300 224 673
ACA Australian Counselling Association
http://www.theaca.net.au
ADA Australia
http://www.adaaus.com
Phone: 1300 378 429
Al-Anon
https://www.al-anon.org.au/
Phone: 1300 252 666
Alateen
https://www.al-anon.org.au/alateen
Alcoholics Anonymous
http://www.aa.org.au
Phone: 1300 222 222
Australian Community Support Organisation ACSO
http://www.acso.org.au
Phone: 1300 022 760
Australian Drug Foundation
http://www.adf.org.au
Phone: (03) 9611 6100
Australian Drug Information Network
http://www.adin.com.au
Australian Vietnamese Women's Association
http://www.avwa.org.au
Phone: (03) 9396 1922
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Bunurung Health Services
http://ddacl.org.au
Phone: (03) 9794 5933
CALD Intensive Support Program
http://youthpositivepathways.com.au/youthdirectory/service/index/id/154
Phone: (03) 9767 8274
Cannabis Information and Helpline
https://www.healthdirect.gov.au/marijuana
Phone: 1800 304 050
CatholicCare Alcohol & other Drug Family Service
https://www.ccam.org.au/page/11/alcohol-other-drug-family-service
Phone: (03) 8417 1200
Change Life (bulk billing counselling support)
Phone: 0421 111 739
Counselling Online
https://www.counsellingonline.org.au/
Cyrene Centre – Noble Park
E: cyrenecentre@hotmail.com
Phone: (03) 9574 6355
Dandenong Hospital Addiction Medicine Unit – Casey and Dandenong
https://monashhealth.org/services/services-f-n/mental-health1/south-east-alcohol-and-drugservices1/south-east-alcohol-and-drug-service-seads/

Phone: (03) 9554 8201
DirectLine
http://www.directline.org.au
Phone: 1800 888 236
Drug and Alcohol Clinical Advisory Service DACAS
http://www.dacas.org.au/
Phone: 1800 812 804
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Drug and Alcohol information in other languages
http://www.directline.org.au
Phone: 1800 888 326
EACH
http://www.each.com.au
Phone: 1300 003 224
Family Drug Help
http://sharc.org.au/program/family-drug-help/
Phone: 1300 600 068
headspace Narre Warren and headspace Dandenong
https://headspace.org.au/headspace-centres/
Phone: 1800 367 968
Listening Ear Service -Family Drug Help
Phone: 1300 606 024
My Place
https://www.cardinia.vic.gov.au/info/20008/children_youth_and_seniors/98/youth_s...
Phone: (03) 5940 3100
Narconon
http://www.narconon.org
Narcotics Anonymous - Victorian Area Helpline
http://www.na.org.au
Phone: 1300 625 820
Neami Youth Residential Rehabilitation Services and Housing (Noble Park)
https://www.neaminational.org.au/find-services/neami-noble-park-yrrs/
Phone: (03) 8526 9304
Now and Me
http://www.nowandme.com
Odyssey House
http://www.odyssey.org.au
Phone: (03) 9420 7610
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On Track
http://www.ontrack.org.au/web/ontrack
Primary Health Clinic and Needle Syringe Program – Dandenong and Casey
https://monashhealth.org/services/services-f-n/mental-health1/south-east-alcoholand-drug-services1/south-east-alcohol-and-drug-service-seads/
Phone: (03) 9792 7630
Positive Pathways
http://youthpositivepathways.com.au/
Quit Coach
http://www.quitcoach.org.au
QUITline Support to Stop Smoking
Phone: 13 78 48
SANE
http://www.sane.org
Phone: 1801 187 263
Salvation Army – Positive Lifestyle Counselling Services Dandenong
https://www.salvationarmy.org.au/need-help/positive-lifestyle-program/
Phone: (03) 9794 3500
SECADA
https://www.secada.org.au
Phone: 1800 142 536
Self Help Addiction Resource Centre
http://www.sharc.org.au
Phone: 9573 1700
St John of God - Pinelodge Clinic Drug and Alcohol Recovery – Dandenong
https://www.sjog.org.au/pinelodge
Phone: (03) 8793 9444
SURe Substance Use Recovery - Narre Warren and Cranbourne
http://www.sureaod.org.au
Phone: 1300 007 873
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Southern Dual Diagnosis Service (SDDS)
https://monashhealth.org/services/services-f-n/mental-health1/south-east-alcoholand-drug-services1/south-east-alcohol-and-drug-service-seads/
Phone: (03) 9556 5255
Uniting Care Connections
http://www.connections.org.au
Phone: (03) 8792 8999
Windana Drug and Alcohol Recovery
http://www.windana.org.au
Phone: (03) 9529 7955
Windermere
http://windermere.org.au
Phone: 1300 946 337
YSAS Youth Support and Advocacy Service
http://www.ysas.org.au
Phone: 1800 458 685

Alcoholics Anonymous by postcode
City of Greater
Dandenong

City of Casey

Shire of Cardinia

3171 - 2
3175 - 7

3802 - 2
3806 - 3
3976 - 1

3810 - 2

Total - 9

Total - 6

Total - 2
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Organisation

Program name

Brief Description

SECADA
Service Locations: Cranbourne, Pakenham, Narre Warren, Springvale, Dandenong,
Withdrawal & Outreach Services

Windana
Service Location:
Dandenong
Contact Number:
9529 7955

Drug Withdrawal
House

The Windana adult withdrawal unit offers a homelike environment for supported withdrawal
from alcohol and other drugs. This may include medical and non medical withdrawal and
pharmaco-therapy. Length of stay is determined on the individual’s needs.

Windana Youth
Community
House

The youth withdrawal unit offers a homelike environment for supported withdrawal from
alcohol and other drugs. This may include medical and nonmedical withdrawal. Length of
stay is determined on the individuals needs but is generally between 10 - 15 days

Non Residential
Withdrawal

The Non Residential Withdrawal Service is a program offering home or clinic based support
for people wanting to safely undertake alcohol or other drug withdrawal

Care & Recovery
Coordination

Assists clients with complex needs through their treatment journey by providing
coordinated treatment planning, goal setting, supported referral and ongoing support
Rehabilitation Services

The Windana Therapeutic Community is a residential rehabilitation program delivered
through four different phases over a period of 6-12 months. Residents of all phases live
together in shared accommodation across five separate houses to support each other
through the program.
Slow-Stream Pharmacotherapy reduction from suboxone & methadone as part of
Pharmacotherapy
residential rehabilitation
Therapeutic
Community
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A house for clients who graduate from the residential rehabilitation program to transition to
Integration House community living. Clients can reside at the Integration House for a maximum of four
months.
Transition
Homelessness / Housing support offered to residential rehabilitation clients prior to exit
Support
Community Services
Peer Support

Peer Support is a group that aims to provide members with the chance to discuss the
things that affect them as they recover from harmful alcohol or drug use

Counselling

Counselling is an opportunity to meet with a professionally trained person who can listen to
your concerns and assist you to identify solutions or better manage issues that are causing
difficulties in your life

Street Project

In partnership with Sacred Heart Mission, this program provides information, support and
access to alcohol and drug treatment services for people who have a history of
homelessness

Family Program

A range of services are offered to Windana clients who are parents, their children and their
children's carers. Families and carers are connected to a range of support within the
community

Windana Health
& Healing

The Windana Health & Healing team offers naturopathy, acupuncture, reiki and
remedial massage to Windana clients as well as the general public. Nutritional
supplements, herbal remedies and natural hair & skin products are available from our
dispensary shop in St Kilda
Adult AOD Services

Taskforce
Service Location:
Dandenong,

Alcohol and Drug
Treatment

TaskForce offers counselling, outreach, case management and group programs to
individuals experiencing alcohol or other drug problems through a harm minimisation model
of care.
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Pakenham,
Cranbourne

Family Services

Through multiple family services, TaskForce works closely with individuals to improve
quality of lives with individuals and their families.

Contact Number:
9532 0811

Needle and
Syringe Program

The Needle and Syringe program is a public health measure which aims to reduce the
spread of infections amongst drug users

Stepping Up

Stepping up is a consortium of organization; Interact Australia Odyssey House, TaskForce
and Youth Projects. The consortium has significant experience working with marginialised
individuals with complex needs such as AOD, persons with; mental health issues,
intellectual disabilities, persons with acquired brain injuries. Families, job seekers and
prisioners and offenders pre-and-post release.
Youth AOD Services

Odyssey
House
1800 397 739

Youth Hub

The Community Youth Hub is available for youth aged 12 – 24 in Melbourne’s south-east
region. It provides young people a safe space to get help on accessing AOD support
services, local education and employment.

Schools

TaskForce is committed to community education and support extends to a range of
workshops and programs devised specifically for delivery to school groups.
Adaptable and tailored, these programs focus on harm reduction around alcohol and other
drugs through early

Residential
Rehabilitation

Residential rehabilitation at Odyssey House aims to assist people with drug and alcohol
problems by changing multiple factors that impact substance abuse
Community Services

Counselling and
Support

Odyssey House provides face-to-face, online and phone counselling for individual or group
counselling for individuals and families

Financial
Counselling

Financial counselling is offered to individuals who are experiencing financial hardship due
to alcohol and drug problems

Kids in Focus

This model of care is a family centered approach which focuses on the safety and wellbeing
of children in addition to parenting and family support
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Monash
Health
Service Location:
Dandenong,
Springvale,
Doveton,
Cranbourne,
Pakenham,
Berwick,
Cockatoo
Contact Number:
9792 7620

Youth + Family
Services

This program by Odyssey House aims to reduce a young person’s alcohol or other drug use
to minimize harm caused by use

Day
Rehabilitation

Odyssey House has a series of groups and activities to assist individuals to change their
behavior and gain skills to help reduce or cease problematic AOD use

Drink and Drug
Behaviour
Change Program

Odyssey House offers a VicRoads accredited program to individuals who have list their
license due to driving under the influence of drugs and alcohol.

The PHC operates within a harm minimisation framework and is a fixed base for the
Primary Health
disposal of used, and the provision of clean injecting equipment, condoms and lubricant. It
Clinic and Needle offers a confidential and anonymous service, and provides a range of health services,
Syringe Program information and referrals on various issues including HIV, viral hepatitis, sexually
transmitted infections, wounds, and other health related conditions
These positions operate as part of a suite of harm reduction services; responding to the
Mobile Drug
local needs of street based substance use and General Practice prescription of Opioid
Safely
Replacement Therapies. MORS works from a harm minimisation framework focusing on
Worker/Mobile
overdose response, prevention and education and MDSW provides health education,
Overdose Worker promotion and prevention on an individual and group level to their primary target group of
street based injecting drug users and those clients prescribed a pharmacotherapy.
In 2014 The South Eastern Consortium Alcohol and Drug Agencies (SECADA) formed to
Assessment,
provide alcohol and other drug (AOD) services in the South Eastern Catchment. The
Counselling &
consortium comprises South East Melbourne Primary Health Network as the lead agency in
Non-Residential
collaboration with Odyssey House Victoria, Taskforce Community Agency, YSAS Pty Ltd,
Withdrawal
Windana Drug & Alcohol Recovery and Monash Health (SEADS), connected through an
Services
MOU and a united commitment to providing opportunities for change and growth in the
(Secada)
catchment. SECADA will be providing Intake and Assessment, Counselling – standard and
complex, Care & Recovery Coordination and Non-residential Withdrawal Services.
Wattle Place is an “enhanced” Community Residential Withdrawal Unit (CRWU); in that it is
Community
affiliated with a hospital based addiction medicine service, and is under the clinical
Residential
governance of the Monash Health Drug & Alcohol Services Clinical Director. The service is
Withdrawal Unit
a 12 bed, short-stay alcohol, tobacco and other drug withdrawal unit that admits adult
clients who are withdrawing from a variety and often combination of substances.
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practical response to assist in addressing Aboriginal and Torres Strait Islander community
needs associated with problems arising from the use of methamphetamines in Metropolitan
Metropolitan
areas of Melbourne. The 18 month Pilot targets Aboriginal individuals and families impacted
Aboriginal ‘Ice’
on by the use of methamphetamines as well as alcohol and other drugs. The intention of
Partnership Pilot
the Pilot is to develop strong community linkages supported by Drug and Alcohol Specific
(This Pilot has
expertise to foster partnerships between Aboriginal services, ‘mainstream’ Drug and Alcohol
ended)
Services and those Aboriginal people and families impacted on by the use of
methamphetamines.
The team provides a comprehensive range of clinical interventions including quality
Addiction
advanced assessment, care and consultation to the full spectrum of ages for people
Medicine/Hospital
presenting through the Emergency Department and hospital wards of Monash Health
Liaison
Hospitals with substance misuse related presentations.
Southern Dual
Diagnosis
Service

YSAS
Service Location:
Dandenong
Contact Number:
9706 7255

Youth AOD
Outreach
Home Based
Withdrawal and
Primary Health
Outreach
Alcohol & Drug
Youth Consultant
(ADYC)
Youth AOD Day
Program
Assertive Youth
Outreach Service
Young Parents
Program

The Victorian Dual Diagnosis Initiative (VDDI) is designed to build the capacity of the
mental health and alcohol and other drug (AOD) workforces to deliver an improved service
response for people that experience both mental health and substance use issues
(12-21yo)

(12-21yo)

Specialist program for young people in Out of Home Care / Child Protection / Leaving Care
(SMR)
(14 – 21yo)
(Specialist CALD Program offering after hours programs and services – 15-25yo)
(12-25yo) provides AOD and parenting support to young parents whose children are, or are
likely to be, involved in the statutory Child Protection system

Services Connect Partner agencies providing a range of services as detailed in Figure below.
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SURe

Counselling

SURe
Service Location:
Cranbourne,
Narre Warren
Contact Number:
1300 007 873

UnitingCare
ReGen

Care & Recovery
Coordination

The SURe program offers AOD Assessment and therapeutic counselling in Narre Warren,
Cranbourne and Dandenong with adults who are either using a substance or are affected
by another’s use of substance. The service sees forensic and non-forensic clients. Non
forensic referrals are via the centralized intake process and forensic referrals are brokered
via ACSO.
The catchment-wide Care and Recovery (C&R) Coordination is offered to clients with
additional levels of complexity as they deal with their AOD issues. The C&R clinicians work
in tandem with the client and other professionals engaged with the client to achieve the
outcomes of their Individual Recovery Plan.

Overdose
Prevention and
Safety

The catchment-wide acute service offers Outreach, Brief Intervention and Quick Response
to educate clients regarding overdose and risks involved in substance use. Up to 15 hrs of
service is available per client and clients can refer directly to the service.

Family Peer
Support

The catchment wide service exists to support the family and friends of those who have a
loved one effected by substance use. Referrals are accepted through SURe’s intake
service.

CHOICES
Program

The CHOICES program is an AOD psychoeducational program available to forensic clients
only. All referrals to the program are via brokerage through ACSO.

South East
Catalyst

Therapeutic Day Rehabilitation Service based in Narre Warren, as part of the Victorian Ice
Action Plan.
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Alcohol and Other Drug (AOD) Prevention Mapping Report 2019

South Eastern Melbourne AOD Catchment-based Plan 2019-21
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Executive Summary
enliven’s mission is to facilitate the collaboration and partnership of its members and broader
stakeholders to improve the health and wellbeing of the community and reduce health
inequalities between different population groups. enliven provides a collaborative, multi-agency
platform focused on finding solutions to the health and health service needs of clients in south
eastern Melbourne. The platform maximises the use of multi-agency capacities, health
networks, and state government Primary Care Partnership structures to strengthen the delivery
of health services to clients.
enliven has been commissioned to facilitate the delivery of the 2019-21 South Eastern
Melbourne Alcohol and Other Drug Catchment Based Plan (the Plan) and the implementation of
Year One activities. A Governance Group has been established to provide oversight for the
Plan’s implementation, including the creation of six priority area Working Groups. Working
groups each have an action plan related priority area, as outlined in the Plan.
This report focuses specifically on the work and actions of the ‘Health Promotion, Prevention
and Community Development’ Working Group in collaboration with the ‘Role of Local
Government’ Working Group.

Aim
This report aimed to increase awareness and understanding of the relevant Working Groups
and stakeholders of the current opportunities, barriers and gaps in the prevention of AODrelated harm, and to identify areas of potential for prevention action. These recommendations
were based upon current local data, mapping surveys, online searches and a rapid review of
current literature. These recommendations will inform a joint workshop for the two Working
Groups to guide an Action Plan for Year Two.

Key Objectives
•

Increase awareness of gaps and opportunities in AOD harm prevention activities within
the South Eastern Melbourne region

•

Increase collective understanding of current prevention efforts and how these can be
enhanced, increased and/or better coordinated to maximise impact

•

Strengthen inter-sectorial collaboration within the catchment area in order to support
members of the community to reduce AOD related harm
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Background data
The South Eastern Melbourne Catchment includes three council areas including the City of
Greater Dandenong, City of Casey, and Cardinia Shire. As the demographic of the population is
so diverse, the development of AOD prevention and minimization techniques should remain
appropriate and specific. Factors relevant to the population such as socioeconomic status,
housing arrangements, gambling habits, health literacy, unemployment and family violence, act
as risk factors that increase the risk of AOD related harm. A primary prevention outlook, at a
community level, will aim to increase community ownership, provide sustainable and effective
AOD related minimization and improve the collaboration between system, structures and
environments within the catchment areas. Currently, the AOD prevention efforts that exist in the
South East of Melbourne lie at the tertiary end of the spectrum. With alcohol as the number one
most commonly used drug in Australia, that will be the focus of this report (Australian Institute of
Health and Welfare [AIHW], 2017).
Annotated bibliography
Key pieces of literature were identified and appraised to assist in understanding evidence-based
approaches to AOD harm prevention in an Australian context. Due to time and resource
constraints, an annotated bibliography was undertaken as part of the Year One action plan.
a. Alindogan, M. A., Ristevski, E., & Robinson, A. (2017). A cross- sectional analysis of
local government health and wellbeing plans and priorities in Victoria, Australia.
Australian Journal of Primary Health, 23,440-445. http://dx.doi.org/10.1071/PY17025
This cross- sectional study analysed and compared the local health and wellbeing plans of
various Victorian local governments. The key areas for comparison were local government
priority areas compared to the Victorian- state level plan, differences between regional and
metropolitan health priorities, and identifying any disparities between local governments with
high compared to low socioeconomic status’.
Upon analysis, 79 public health and wellbeing plans (PHWP) were reviewed in total, sourced
from various local government areas in Victoria. The top 7 priority areas that emerged across all
the plans concerned health, wellbeing, economic and environmental issues. This similarly
reflected the priority areas described in the Victorian PHWP 2011-15. Priority areas that were
included in local government plans but laid absent from the Victorian plan were community
connectedness, local employment, education and economic growth, environmental
sustainability and climate change. There was no significant difference in health and wellbeing
priorities amongst local government areas of high compared to low socioeconomic status. In
saying this, an emphasis on social determinants of health as priority areas were acknowledged.
Overall, 20% of local government plans did not specify measurable action to address health
priorities and 34% did not address how evaluation would be conducted. The ability to set
relevant objectives was however, well received. A focus on alcohol and other drugs, gambling,
and housing, occurred at a metropolitan local government level, whereas primary disease
prevention was prioritised at a more regional local government level. Currently, there is no
template for the development of local PHWP’s, and thus fulfilling specific and accurate
obligations within such a document, can prove challenging for local government.
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In conclusion, state- level plans should consider the potential for differences in health priorities
of individual local government areas. There is a need for local government plans to have a
stronger emphasis and commitment to specific actions and methods for evaluation. This is
essential in ensuring accountability and measures of success of those involved in implementing
such plans.
b. Beserra, M. A., Carlos. D. M., Leitao, M., & Ferriani, M. (2019). Prevalence of school
violence and use of alcohol and other drugs in adolescents. Revista latino- Americana de
enfermagem, 27, e3110. doi: 10.1590/1518-8345.2124.3110 11
Violence has been an ongoing priority area for prevention, as it occurs in several social spaces,
recently frequenting school environments. As adolescents are developing, new experiences and
behaviours including the use of psychoactive substances such as alcohol and illicit drugs
become enticing. As the use of such substances, poor impulse control, unhealthy family
relationships, economic stress and social inequities were found to be associated with violence,
the need for multifactorial primary prevention approaches are required more than ever before.
The cross- sectional study consisted of 643 students aged 12-18, enrolled in 6 different schools,
who answered 2 self- administered questionnaires: ‘’Global School- based Student Health
Survey’ and ‘Violence in School’ survey. The analysis reported that most (62.2%) of
adolescents had experienced aggression towards themselves by classmates or others in the
school environment, in the 2 weeks leading up to the survey. The analysis of the prevalence of
AOD use showed that 16.5% of adolescents consumed at least one alcohol- containing
beverage within the 30 days before the study, about half of these adolescents consuming the
drink in a bar/ restaurant/ supermarket. About one third of these students consumed alcohol
with friends, highlighting the need for a safer drinking culture and positive peer presence. A
trend of increased violence was seen in adolescents whose mother’s had a lower level of
education. This was a significant result for mothers who had less than 8 years of study.
These results reflect the need for an emphasis on effective public policy to prevent the sale of
alcohol among adolescents, aiding the reduction of violent behaviours within a school setting.
The influence of family members, educators and peers to project positive role- modelling is also
necessary here.
c. Seitz, C.M., Wyrick, D.L., Orsini, M.M., Jeffrey, J., & Fearnow-Kenney, M. (2013).
Coverage of adolescent substance use prevention in state frameworks for health
education: 10- year follow up. Journal of School Health, 83(1), 53-60. Doi: 10.1111/j.17461561.2012.00747.x
Alcohol, tobacco and other drugs (ATOD) has been listed as a large contributor to the decline of
health in adolescents according to the Centers for Disease Control and Prevention (CDC). The
Youth Risk Behaviour Survey reports around 42% of the United States’ high school students are
current alcohol users, 20% are current cigarette users and 21% are current marijuana users. A
way in which the United States government has aimed to combat this issue is by teaching high
school students about ATOD as part of the taught curriculum. The program is individualised to
each state, ensuring the foremost health topics are tailored to each area.
To construct a state- specific program, researchers performed a content analysis of curriculum
frameworks for all high schools within the 50 states. The program was found to not only provide
essential knowledge to students surrounding ATOD but equipping them with health- related
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skills and protective attitudes within the school health education curriculum. An acknowledged
limitation to the study, concluded the content analysis only reflected the contents of several
school curriculum frameworks for health education in the state. In saying this, the current
research of such a study has the potential to improve the health and wellness of high school
students world-wide; if such interventions were mirrored in various areas.
Mapping Prevention Efforts: Local, State and National AOD harm prevention programs

Program/
Initiative
Positive
Choices

Program Delivery

Aim

Setting

Online Portal

School Communities

Good Sports

ADF partners with
Australian sporting
clubs

Red Frogs

Organisation

Provide drug education
resources and prevention
programs
Promote positive club
culture including harm
minimization from AOD,
promote healthy eating,
establish smoke free
environments, discourage
doping, gambling and
aggressive behaviour
To combat Australian
drinking culture and other
drugs, by providing a
positive peer presence and
supervision in high alcohol
drinking environments
Safe partying
behaviour

Target
demographics
Adolescents

Sporting Clubs

Whole of
population

Social settings
Schoolies

Adolescents

-

Parties

-

Festivals

-

Nightclubs

Get Ready

Education Program

To increase AOD
knowledge and
communication between
parents and students
surrounding such issues
Administered by
teachers during
curriculum- based
lessons

School Communities

Adolescents

Drink Wise

NFP Organisation
National
information
Educational
campaigns
Practical
resources

To create generational
change for a healthier and
safer drinking culture in
Australia

N/A

Whole of
population
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Program/
Initiative
Dance Wize

Program Delivery

Aim

Setting

Peer- education
model

To encourage the
discussion of safe alcohol
and other drug use with
peers, receive or be
referred to different health
resources, and to receive
accurate and credible
information through faceto- face discussion

Social settings
Schoolies
Parties
Festivals
Nightclubs

Top Spin

Statewide
competition run by
VicHealth

Social marketing

Young people
(aged 18-29
years)

LDATs1

Evidence based
programs/
interventions to
reduce AOD harms
Health Promotion
Initiatives

To empower young
Victorians to voice their
concerns surrounding the
commonly overlooked
tactics employed by the
alcohol industry to promote
excessive drinking
To support the community
to work together in
preventing and minimising
AOD related harm
To create healthy places for
working, learning and living

Various

Various

Achievement
Program1

-

Schools
Early Years
Centres
Workplaces

Target
demographics
Adolescents

Various

*Initiatives were collected via enliven survey and research of grey literature

Local Government Data
Local government data was compiled to understand social determinants of health in the context
of AOD related harm.
Cardinia Shire

1

•

Resident Population= 107,120 in 2018

•

Population density of 0.84 persons per hectare

•

Higher proportions of younger people aged 0-19 compared with the Victoria benchmark:
vulnerable populations for AOD harm

•

5.5% unemployment rate

•

$800- $999 and $1000- $1249 highest brackets for weekly income with 9.9% of the
population falling into these ranges

•

Comparable general wellbeing to all Victorians (78.2/100 in Cardinia, and 77.3/100 for
Victorians)

•

59% of residents felt safe walking home alone in their local area after dark, compared to
the Victorian average of 55.1%

•

27.4% were at risk of short term alcohol harm each month

•

25.8% agree on alcohol culture compared to Victorian estimate of 27.9%

See ‘Mapping Alcohol and Other Drug Initiatives- Greater Dandenong, Cardinia and Casey’ table for further details
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City of Casey
•

Resident Population = 340,419 in 2018

•

Population density of 8.32 per hectare

•

Higher proportion of younger people than the Victorian benchmark, particularly in the 0-9
age bracket: young demographic

•

Higher average of 30-49 years olds as compared to Victorian benchmark

•

7.2% unemployment rate

•

12.4% of the population earn nil income per week (largest bracket), $800-$999 is the next
largest bracket with 10.1% of the population earnings per week.

•

General wellbeing 77.1/100, very close to Victorian average

•

48.1% residents felt safe walking home alone in the dark

•

21.3% at risk of short term alcohol harm

•

22.7% agree on alcohol culture compared to Vic estimate

City of Greater Dandenong
•

Resident Population = 166, 094 in 2018

•

16.73% of population is aged 20-29 (largest bracket)

•

7.7% unemployment rate

•

11.1% earn nil income, 8.65% earn $300- $399
Greater Dandenong- Largest age bracket is 25-64 year olds

•

Assaults during high and medium alcohol hours were 11.8% and 22.1% respectively,
compared to metro municipalities at 9.1% to 12.7%

•

Hospital admissions per 10,000 pop. Due to alcohol was 99.2% in Greater Dandenong,
compared to Metro Municipalities at 58.6% (2014/15)

•

AOD treatment episodes of care per 10,00 pop: 38.5% compared to 36.8% in metro
areas

•

Hospital admissions for pharmaceuticals per 10,000 pop. 21.8% for Greater Dandenong
compared with 16.6% for Metro areas

•

Slightly lower wellbeing than all Victorians (74.9/100, compared to Victorian average of
77.3/100)

•

Only 36.3% residents felt safe walking home alone in their local area after dark,
compared to the Victorian average of 55.1%

•

17.8% were at risk of short- term harm from alcohol in a given month, lower than the
Victorian estimate of 29.4%

•

21.5% Greater Dandenong Residents agree on alcohol culture, compared to Victorian
estimate of 27.9%
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VicHealth Indicators Survey Data: South Eastern Melbourne

VicHealth Indicators Survey
Crude Rates by %

100
80
60
40
20
0
Victorian average

Cardinia Shire

City of Casey

Greater Dandenong

General Wellbeing
Felt safe walking home alone in their local area after dark
At risk of short- term alcohol harm in a given month
Agree on alcohol culture

*Estimates have not been age standardised between LGAs
*Alcohol culture: ‘Getting drunk every now and then is okay’

Women’s Health Atlas Data: South Eastern Melbourne
•

Alcohol plays a significant role in men’s violence against women, with evidence
suggesting alcohol to contribute to the severity of violence and the injuries that may be
sustained

•

Women whose partners drink excessively are more than 2 x as likely to experience
physical abuse and 1.5 x more likely to experience psychological abuse than women
whose partners do not drink excessively.

•

Alcohol consumption increases the risk of breast cancer by 9%

Alcohol Related Harm by Local Government Area
% of Alcohol Related Harm

80.00%

72.20%

71.30%

70.00%
60.00%

52.40%

53.30%

50.00%
40.00%

29.60%

30.00%

21.30%

20.00%

24.10%
14.20%

10.00%
0.00%
State Average

Cardinia Shire
Female

City of Casey

Greater Dandenong

Male
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Stakeholder Survey Results
Twenty-two local prevention practitioners from 13 different organisations across South Eastern
Melbourne completed the survey.
Key findings are summarised below:
•

Majority of respondents (68%) believe there is not enough being done to prevent and/ or
minimise AOD related harm in South Eastern Melbourne, with 63% of these respondents
reporting that they would like their organisation to be undertaking additional AOD related
prevention initiatives

•

Seventy-two percent of respondents are currently involved in some level of AOD harm
prevention activities (LDATs, Neighbourhood Houses, Achievement Programs in schools,
Healthy Sports Clubs, Council Youth Services, Party Safe), with 60% of respondents
participating in partnerships/ networks that aim to minimise AOD related harm (LDATs,
Taskforce partnership, enliven, local councils)

•

Thirty-five percent of respondents were unaware of other organisations that are
undertaking AOD related prevention or harm minimisation in South Eastern Melbourne

•

The major barriers for organisations to implement effective AOD prevention and/ or harm
minimisation initiatives were resources, lack of funding, societal stigma (assumes the
community has a major problem with AOD)

•

Specific population groups that would benefit from targeted prevention are adolescents,
sporting clubs, refugee and people seeking asylum groups, homeless people, and older
persons

Recommendations
Based on the findings collated as part of this report, a series of recommendations have been
put forward to inform the ‘Health Promotion, Prevention and Community Development’ and
‘Role of Local Government’ Working Groups Year Two and Three prevention activities moving
forward.
•

Increase and promote awareness of current local initiatives between organisations and
LGAs for an enhanced and collaborative regional approach

•

Stronger advocacy for increased funding, staffing, resources and commitment to primary
prevention initiatives to overcome perceived barriers to implementing such work

•

Increase availability and dissemination of existing and new evidence- based AOD
prevention research and program evaluation

•

Identify opportunities to diversify and coordinate new primary prevention initiatives to
complement and add to the majority of current work being done in education and sports
club settings; including population-level approaches, localised social marketing, and
targeted approaches to at-risk groups in South Eastern Melbourne
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Conclusion
This report highlights an obvious need for action to address and prevent high rates of AOD
related harm, however current primary prevention efforts in the South Eastern Melbourne region
are limited. Sentiments collated from local prevention practitioners reflect an engaged, informed
and motivated workforce, yet limited funding, resources, staffing and a local evidence base
have been identified as significant barriers to engagement in implementing health promotion
and community development initiatives. The structure and function of the Plan’s two Working
Groups provides an effective platform to mobilise the enthusiasm and expertise of local
practitioners and organisations to collectively advocate for, and actively seek, opportunities to
overcome these barriers. Endeavours to fund, resource, implement and evaluate primary
prevention initiatives should be considered integral to the effectiveness of the broader
Catchment-based plan, and in its efforts to prevent AOD-related harm for the community in
South Eastern Melbourne.
enliven would also like to acknowledge the contribution of placement student Chloe Lim
(Monash University) for her assistance in researching and writing this report, and also thank the
22 practitioners who took the time to participate in our prevention mapping survey.
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CGD – City of Greater Dandenong
CoC – City of Casey
CS – Cardinia Shire

Appendix 4g – Local government AOD activity map

1. Supply
Monitoring
Program

Monitoring sale/supply of
Tobacco (T) and
Alcohol (A)
Quarterly testing of retailer
compliance of sales to underage
persons (CGD does not do
retailer compliance of alcohol
sales to underage persons…this is
not a Local Government
mandate)

Councils

Partners

CS

Lead

CoC

Summary

CGD

Initiative title

T

T

A

Target
demo.

Target
setting

Context and contact details

Underage
Youth

Alcohol and
tobacco
outlets

CGD Tobacco – Leanne Johnston,
Coordinator Public Health,
ljohns@cgd.vic.gov.au
CGD Alcohol – Dona Macik,
Community Advocacy Officer,
dmacik@cgd.vic.gov.au
COC Tobacco –
DOsborne@casey.vic.gov.au
CS Alcohol - Gineivra Lobo
03 5943 4244
g.lobo@cardinia.vic.gov.au

Quarterly retailer visits to
provide advocacy to increase
controls on Shisha smoking
2. 2Healthy
Sports Clubs
(HSC)/Good
Sports (GS)
------------------HSC/GS
Initiatives

GS -Promote positive club culture
and AOD harm minimisation
-

-

2

GS – RSA
HSC – Junior Programs
HSC Good Sports Programs
implementation in local sport
and recreation clubs
HSC – Upgrading of facilities
and clubs lease agreements
to ensure compliance with

CGD

Alcohol and
Drug
Foundation

Federal, State and
Local
Governments
Monash Health
Community
Health

Y

N

N

Y

Y

Y

Y
Y
Y

N
N
Y

N
N
Y

Y

Y

N

All

Shisha
outlets

CGD Shisha - Leanne Johnston,
Coordinator Public Health,
ljohns@cgd.vic.gov.au

Sports and
Recreation
settings

CGD RSA – Dona Macik, Community
Advocacy Officer,
dmacik@cgd.vic.gov.au
CGD HSC Junior – Dona Macik,
Community Advocacy Officer,
dmacik@cgd.vic.gov.au (until
further notice)
CGD Good Sports - Dona Macik,
Community Advocacy Officer,
dmacik@cgd.vic.gov.au (until
further notice)

Healthy sports clubs (HSC / Good Sports (GS) – State-wide program – Promote a positive club culture and AOD harm minimisation
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Partners

CS

Lead

CoC

Summary

CGD

Initiative title

Target
demo.

Target
setting

liquor licencing AOD harm
minimisation approaches

3.3 South East
Councils
Alcohol
Alliance –
Regional
Packaged
Liquor Project

3

7 council partnership to advocate
for and address the cumulative
impact of packaged liquor outlet
density and associated alcoholrelated harms

Context and contact details
CS Good Sports - Gineivra Lobo 03
5943 4244
g.lobo@cardinia.vic.gov.au
CGD – HSC Upgrading of facilities
and Clubs, lease agreements,
compliance - Dona Macik,
community Advocacy Officer,
dmacik@cgd.vic.gov.au (until
further notice)
CS – HSC Upgrading of facilities and
Clubs, lease agreements,
compliance
Gineivra Lobo 03 5943 4244
g.lobo@cardinia.vic.gov.au

City of
Casey

South East
Melbourne (SEM)
Council Group
1 City of Casey
2 City of Greater
Dandenong
3 City of Kingston
4 City of
Frankston
5 City of Knox
6 Shire of
Cardinia
7 Shire of
Mornington
Peninsula

Y

Y

Y

Whole of
Population

Liquor
Outlets

CGD - Dona Macik, Community
Advocacy Officer,
dmacik@cgd.vic.gov.au
CoC – Daniel Borton,
dborton@casey.vic.gov.au
CS – Diana D’Auria
d.dauria@cardinia.vic.gov.au
03 5943 4392

South East Councils Alliance, Regional Packaged Liquor Project – Letter received from the Minister for Planning to indicate the application was not successful
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Evidence based programs /
interventions to reduce AOD
harms

enliven

Cardinia
Shire
City of
Casey
Afri-Aus
Care

Partners
Other:
Victoria Police
Turning Point
Alcohol and Drug
Research Centre
Cardinia Shire
City of Greater
Dandenong
City of Casey
Monash Health
Community
DHHS
KRHS
ADF
Wellsprings for
Women
SEM PHN
Taskforce
Afri-Aus care
SMRC
SECADA
SURe
WAYYS
Chisholm

CS

5.4 LDAT
Programs

Developing catchment-based
plan for AOD

Lead

CoC

4. South East
Melbourne
Catchment
Based Plan
development

Summary

CGD

Initiative title

Y

Y

Y

Target
demo.

Target
setting

Whole of
Population

Context and contact details

CGD - Dona Macik, Community
Advocacy Officer,
dmacik@cgd.vic.gov.au
CS - Diana D’Auria
d.dauria@cardinia.vic.gov.au
03 5943 4392
COC -Nick Grant-Collins
NGCollins@casey.vic.gov.au

Y

Y

Y

Various

See below

4

LDAT Programs are run across all LGA’s
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CS

Partners

CoC

Summary

Lead

CGD

Initiative title

Target
demo.

Target
setting

Context and contact details

*Reclink
Football

Cardinia Tigers Reclink Football
Team (for socially disadvantaged
youth)

Cardinia
Shire

N

N

Y

Youth

Sporting
Clubs

CS Reclink – Gineivra Lobo
03 5943 4244
g.lobo@cardinia.vic.gov.au

* Parental
raising
awareness
project

Casey – Community parental
raising awareness project focussing on parents and
supporting parents on role
modelling alcohol and risky
drinking behaviours.

City of
Casey

N

Y

N

Families

* Youth Action
Plan peer
support
submitted

Casey Youth LDAT – in process of
submitting an action plan. In
partnership with Taskforce and
Headspace - working within the
peer support space

City of
Casey

N

Y

N

Youth

*Afri-Aus Care
looking at gaps
and barriers to
service
accessibility

Dandenong has been active for 1
year, auspice by Afri-Aus care.
They have been looking at the
gaps between different African
backgrounds and why they are
not accessing services, and what
can be done to break down the
barriers

Afri-AusCare

Y

N

N

African
Comm

5. LDAT
Initiatives

Taskforce
Headspace

CoC Parental Raising Awareness –
Lisa Innes, linnes@casey.vic.gov.au

CS Youth LDAT – Danny Alcock,
TaskForce,
dannya@taskforce.org.au
Gineivra Lobo
03 5943 4244
g.lobo@cardinia.vic.gov.au
CGD - Dona Macik, Community
Advocacy Officer,
dmacik@cgd.vic.gov.au
Afri-Aus Care – Verne Krastins,
Business and Corporate,
verne.krastins@afri-auscare.org
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CGD

CoC

CS

5

Initiative title

Summary

Lead

6.
Achievement
Programs

Health Promotion initiatives in
Schools, Early Years Centres,
Workplace

Monash
Health

7. 5Driving
Change

Where was your last drink
consumed?

Monash
Health

8.
Environmental
Health
Education law and policy
enforcement

No smoking and AOD
consumption in public places e.g.
council recreation reserves,
children’s play areas

9. Alcohol /
Liquor Accord

Supporting Vic Police to
implement local Accord by
bringing together licensees for
alcohol harm prevention and
legislative compliance

Partners

Target
demo.

Target
setting

Context and contact details

Y

Y

Y

Various

Schools,
Early Years
Centres,
Workplaces

CGD – Dona Macik, Community
Advocacy Officer,
dmacik@cgd.vic.gov.au (Youth and
Family Services staff are not to be
contacted about activities/requests
before a discussion is held to
determine their availability)
CoC – ??
CS - Diana D’Auria
d.dauria@cardinia.vic.gov.au
03 5943 4392

City of Greater
Dandenong
City of Casey

Y

Y

N

Whole of
population

Hospitals

Councils

various

Y

Y

N

Whole of
population

Various

City of
Casey

Police, local
Licensees

Y

Y

N

Whole of
population

Licenced
Alcohol
venues

CGD – Dona Macik, Community
Advocacy Officer,
dmacik@cgd.vic.gov.au
CoC – Lisa Innes,
linnes@casey.vic.gov.au
CGD Tobacco – Leanne Johnston,
Coordinator Public Health,
ljohns@cgd.vic.gov.au
CGD – Alcohol - Dona Macik,
Community Advocacy Officer,
dmacik@cgd.vic.gov.au
CoC – Daniel Osborne,
DOsborne@casey.vic.gov.au
CoC – Nik Filips,
nfilips@casey.vic.gov.au

Driving Change, “Last drink” - results showed a higher proportion of people had their last drink at home.
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on public health, amenity and
safety

City of
Greater
Dandenong

*Looking after your mates

City of
Casey

*Freeza program, AOD free
events focussing on music, dance
and other activities for young
people

City of
Greater
Dandenong

11. Family and
Youth Services

Family and Youth Services
providing therapeutic support,
case management and resilience
building services and programs to
reduce the impacts of alcohol
and other drugs amongst
vulnerable
at-risk youth

City of
Greater
Dandenong

Y

N

N

Youth

12. Mental
and Physical
Health AOD
Awareness
Raising

AOD awareness raising is
achieved through Councils….
- Youth focussed AOD services
and Programs
- Alcohol management and
liquor licencing harm
reduction objectives

City of
Greater
Dandenong

Y

?

?

Whole of
population

10. Party Safe

Partners

CS

Lead

CoC

Summary

CGD

Initiative title

Target
demo.

Target
setting

Context and contact details
CGD – Alcohol - Dona Macik,
Community Advocacy Officer,
dmacik@cgd.vic.gov.au

Partnership and
Community
Development
programs with
schools

N

Y

N

Y

N

N

Youth

Schools
Various
event venues

CoC – Veronica Stanley,
vstanley@casey.vic.gov.au
Kara Berll, School Liaison Officer
kbell@casey.vic.gov.au
CGD – Dona Macik, Community
Advocacy Officer,
dmacik@cgd.vic.gov.au (Youth and
Family Services staff are not to be
contacted about activities/requests
before a discussion is held to
determine their availability)
CGD – Dona Macik, Community
Advocacy Officer,
dmacik@cgd.vic.gov.au (Youth and
Family Services staff are not to be
contacted about activities/requests
before a discussion is held to
determine their availability)

CGD – Dona Macik, Community
Advocacy Officer,
dmacik@cgd.vic.gov.au
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Appendix 4g – Local government AOD activity map
Partners

CS

Target
demo.

Target
setting

Context and contact details

City of
Greater
Dandenong

Vic Police

Y

N

N

recidivist
public
drinkers

CGD – Dona Macik, Community
Advocacy Officer,
dmacik@cgd.vic.gov.au

Youth
Support and
Advocacy
Service

CGD

Y

N

N

Youth

CGD – Dona Macik, Community
Advocacy Officer,
dmacik@cgd.vic.gov.au

N

N

-

13. Southern
Metro Alcohol
Diversion
Program

14. Assertive
Youth
Outreach

15.
Environment
Health
Education
Social
Marketing
16. Integrated
Policy and
Strategic
Planning

Implementation of Comm
Safety Plan
- Participation in regional
advocacy to reduce density
and impacts from Packaged
liquor
Victoria Police referral project
targeting recidivist public
drinkers to support them through
the social justice system and
reduce AOD related crime and
anti-social behaviour
Youth Support and Advocacy
Service (YSAS) project, holistically
supporting young people with
complex needs and/or in the
justice system with AOD issues

Lead

CoC

Summary

CGD

Initiative title

Springvale, Dandenong, Noble
Park - Health Promotion and
Social Marketing with packaged
liquor outlets to reduce public
alcohol consumption

City of
Greater
Dandenong

Y

Focus on AOD harm reduction
objectives in Safety Plan 2015-22
Planning monitoring and
implementation and reporting on
AOD actions are overseen by
council’s Community Safety
Advisory Committee (CSAC)

City of
Greater
Dandenong
Community
Safety
Advisory
Committee
(CSAC)

Y

CGD – Dona Macik, Community
Advocacy Officer,
dmacik@cgd.vic.gov.au

Whole of
population

CGD – Dona Macik, Community
Advocacy Officer,
dmacik@cgd.vic.gov.au
Others?
CoC – AOD part of Community
Safety Strategy, Safer Casey
Partnership is an interagency group
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Appendix 4g – Local government AOD activity map

20. In school
programs,
education
sessions
21. Casey
Liquor
Licencing
Policy
22 Mental
Health

Partners

CS

18. Family
Violence
Prevention
Strategy
19. AOD
Community
Consultation

Lead

CoC

17. Alcohol
Management
Policy /Plan

Summary

CGD

Initiative title

Collaboration with Strategic
planners, other Council units and
key stakeholders to assess social
impacts of liquor licences
applications and the requirement
for an Alcohol Management Plan,
and to reduce alcohol harm
impacts in the City
AOD Prevention Strategies –
Family Violence

City of
Greater
Dandenong

Y

City of
Casey

N

Y

N

Community concerns re AOD
harms

City of
Casey
City of
Greater
Dandenong

Community
Members

N

Y

N

Youth and Road Trauma

City of
Casey

Schools

Targeting council recreation
reserves

Action Plans related to key AOD
Priorities

Target
demo.

Target
setting

Context and contact details
for information exchange and
collaborative efforts – Nik Filips
nfilips@casey.vic.gov.au
CGD – Dona Macik, Community
Advocacy Officer,
dmacik@cgd.vic.gov.au

Whole of
population

CoC – Nik Filips
nfilips@casey.vic.gov.au

Communit
y

N

Y

N

Youth

City of
Casey

N

Y

N

Whole of
population

Cardinia
Shire

N

N

Y

City of Casey

Schools

CoC – Ann Selby
ASelby@casey.vic.gov.au
CGD – Dona Macik, Community
Advocacy Officer,
dmacik@cgd.vic.gov.au
CoC – Nik Filips
nfilips@casey.vic.gov.au

CoC – Daniel Borton
dborton@casey.vic.gov.au

CS – I’m not sure about this one.
Just put us both down for now.
Diana D’Auria
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Appendix 4g – Local government AOD activity map
-

Mental Health Alliance and
Practitioners
Mental Health Leadership
group

Partners

CS

Providers
Education

Lead

CoC

Summary

CGD

Initiative title

Target
demo.

Target
setting

Context and contact details
d.dauria@cardinia.vic.gov.au
03 5943 4392
Gineivra Lobo
03 5943 4244
g.lobo@cardinia.vic.gov.au
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Appendices: Appendix 4h – Service brochure and wallet card- Taking care of someone
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Appendix 4i – Cross sector baseline survey report April 2019
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Appendix 4i – Cross sector survey baseline report April 2019

98 | P a g e

Appendix 4i – Cross sector survey baseline report April 2019
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Appendix 4i – Cross sector survey baseline report April 2019
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Appendix 4j – Evaluation of Cross Sector Forum Nov 2019
150 delegates had purchased tickets for the event with 17 not attending on the day. Of the 133 attendees, 83
completed the forum evaluation at the conclusion of the event (62.4% response rate).
The results of the survey are given below:
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Appendices: Appendix 4j – Evaluation of Cross Sector Forum Nov 2019

If unsatisfied, please explain why?
•
•
•
•
•
•
•
•
•
•
•

Not enough morning tea
Not many diabetic friendly options
Food not clearly labelled
Food ran out at morning tea
Better seats for long forum
Don’t start so early in morning
Start on time
Very professional and well organised but microphones didn’t work
Couldn’t contribute to World Cafe session
Choose own group for World Café
More time for speakers and MARAM needed
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Appendices: Appendix 4j – Evaluation of Cross Sector Forum Nov 2019

Free text responses were themed and ranged from
-

advocating for LE workers
committing to consulting with LE workers in service system design
speaking about the value of LE input at team meetings, with senior managers and with colleagues to keep this
at the forefront (keeping the conversation going)
commitment to actively encouraging feedback from clients about the services and their experience
learning from the LE presenter has helped to understand the client group better
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Appendices: Appendix 4j – Evaluation of Cross Sector Forum Nov 2019

Free text responses received and themed. Over half of respondents found the presentation by Jess Hill the most
informative, learning about coercive control, same and perpetrator profiles. 13% respondents reported learning,
and now appreciating, the value of collaborative work while over 18% reported a greater knowledge of other
services, sectors and referral pathways. Others reporting learning about FV generally, the importance of the LE
role, etc.
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Appendices: Appendix 4j – Evaluation of Cross Sector Forum Nov 2019

Free text responses received and themed. 35.8% of agencies reported that their interactions and empathy with
clients will be improved due to the learnings from the forum (including their ability to recognise FV and respond
appropriately). Many (20.9%) felt they were now better equipped to navigate service system and 13.4% felt that
they would collaborate better with other services and sectors. 6% felt more empowered to advocate on behalf of
their clients while 7.5% will ensure that lived experience will influence heir work into the future.
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Appendices: Appendix 4j – Evaluation of Cross Sector Forum Nov 2019

Free text responses received and themed. Suggestions for the next forum will be considered by the Working
Group.
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Appendices: Appendix 4j – Evaluation of Cross Sector Forum Nov 2019
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