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1 EXECUTIVE SUMMARY 
 
 
 
1.1 Introduction 
The Department of Health, Mental Health, Drugs and Regions Division has commissioned this 
evaluation of the Victorian Dual Diagnosis Initiative (VDDI).  The initiative was first formally funded in 
2001, which saw four VDDI teams established each with a rural component.  Since the inception of 
VDDI, some additional strategies have been added, including youth specific positions, additional 
psychiatric time, funding to support rotations between sectors and the establishment of an education 
and training unit.  A major policy document on Dual Diagnosis was released in 2007 by the Department 
of Health. 
 
The purpose of the initiative is to deliver an improved service response for people that experience dual 
diagnosis issues.   
 
 
1.2 Context 
Dual diagnosis in this instance refers to people who have concurrent mental health and substance use 
disorders.  There are a number of compelling reasons for focusing on building improved responses to 
people with dual diagnosis issues and these include: 
 The high prevalence of dual diagnosis issues; between one third and one half of clients of 

mental health and alcohol and other drug (AOD) services are affected 
 People with dual diagnosis are more likely to experience poorer health outcomes across a 

range of key indicators 
 Treatment of dual diagnosis is challenging because of the chronic, relapsing, and impairing 

nature of both issues 
 Traditionally people with dual diagnosis have been very poorly serviced, often being rejected by 

clinical mental health or AOD services because of the presence of the ‘other’ disorder  
 
It was in recognition of these major concerns that VDDI was funded by the Victorian Government.  
Three sectors are the target of the initiative, clinical mental health, Psychiatric Disability and 
Rehabilitation Support Services and Alcohol and Other Drug Services.  There is a total of approximately 
6,000 workers across the three sectors, of which around 4,500 are employed in clinical mental health.   
 
The three sectors provide quite diverse functions, use different frameworks for working with their client 
groups and employ staff with differing qualifications and/or professional backgrounds. 
 
The evidence on responding to dual diagnosis issues is still emerging and this makes the task more 
challenging.  Generally the acceptance is that responses that ensure that both disorders are identified 
and taken account of, is the best approach.  There is some consensus that integrated care offers the 
most options for treatment particularly when the range of required services are located in the one 
setting.     
 
There is some complexity in the service environment around responding to mental health issues.  
People with the most acute presentations of mental illness, and in particular those experiencing 
psychosis are the target group for clinical mental health services.  However the great majority of people 
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with dual diagnosis issues will have mental disorders such as anxiety, depression, trauma related 
conditions, and personality disorders.  This means that the majority of people being seen by AOD 
services will not be able to be assisted by clinical mental health and so the option for assistance with 
these types of mental health issues is via primary care, a relatively complex pathway. 
 
The Dual Diagnosis: Key Directions and Priorities for Service Provision policy document outlined dual 
diagnosis specific Service Development Outcomes (SDOs) to be achieved by organisations across the 
three sectors, and this has proven to be a significant lever for change.  The SDOs included expectations 
regarding screening, assessment and treating dual diagnosis issues. 
 
 
1.3 Methodology  
As indicated in the ‘Request for Quotation’ specifications, this evaluation has five specific purposes. 
They are: 

1. To review the goals and objectives of the VDDI and three sub projects (VDDI funded youth 
positions are not in scope) 

2. To measure the impact of the Victorian Dual Diagnosis Initiative on the screening, assessment, 
treatment and care of dual diagnosis clients in mental health and alcohol and drug treatment 
services  

3. To provide advice that will improve the effectiveness of the Victorian Dual Diagnosis Initiative 
within the context of the Dual Diagnosis Key Directions and Priorities for Service Provision  

4. To inform policy planning activities that will be undertaken by Mental Health, Drugs and Regions 
Division, the Dual Diagnosis Teams and Education and Training Unit     

5. Ascertain gaps in data collection mechanisms, reporting and identify further data analysis that 
may be required to accurately describe the activities of the Initiative  

 
The evaluation findings have largely rested on data gathered during the project from a number of 
sources, because the datasets collected by the three sectors were not able to contribute to an 
understanding of progress on responding to dual diagnosis issues.   
 
The primary source of quantitative data was provided by the VDDI Team Leaders, who were asked to 
complete a survey about the ‘target organisations’ that are in their catchment areas.  The same was 
asked of the Rural VDDI Clinicians.  These surveys were then cross referenced against a sample of 
thirty eight organisations that were interviewed by telephone and a further ten services that were visited 
for a series of face to face consultations.   
 
A range of other stakeholders were consulted from across the sectors, peak bodies and within the 
Department of Health (Victoria) and the Commonwealth Department of Health and Ageing.  
 
A literature review was also conducted, along with an examination of Department of Health files and 
relevant documents.   
 
The evaluation commenced in March 2010 and data collection was concluded by November 2010. 
 
 



1. Executive Summary  

 3  
 

1.4 Victorian Dual Diagnosis Initiative 
The initiative has entailed a number of major strategies, as follows: 
 VDDI teams 
 Rural Dual Diagnosis Clinicians 
 Education and Training Unit 
 Additional Psychiatrist Support 
 Reciprocal Rotations. 

 
There are four VDDI teams distributed across metropolitan Melbourne, one for each of the adult clinical 
mental health regions.  Attached to the teams are Rural Dual Diagnosis Clinicians that are distributed 
across the rural adult clinical mental health regions.  Their role is to facilitate change in the way that 
organisations respond to people with dual diagnosis issues through education and training, provision of 
primary and secondary consultation, assisting organisations to change policies and procedures, and a 
range of other activities as negotiated with organisations.   
 
An Education and Training Unit is charged with the coordination of statewide training activities, and 
building common approaches to education and training.   
 
Additional Psychiatrist Support is targeted particularly towards medical staff in psychiatric settings and 
entails Psychiatrists and Psychiatric Registrars with a specialisation in Addiction Medicine, providing 
primary, secondary and tertiary consultations.   
 
The Reciprocal Rotations project provides funding to an employing organisation to backfill staff who 
vacate their role for a three month period in order to undertake a placement in a different sector to the 
one in which they work (although it must be one of the three sectors).   
 
As a result of these strategies and the expectations placed on organisations by Key Directions, 
organisations are expected to screen all clients for dual diagnosis issues and either assess or arrange 
for an assessment of people who screen positively.  Those, for whom an assessment indicates the 
presence of dual diagnosis issues, should then have an integrated treatment plan developed which 
outlines how both substance use and mental health needs will be met.  If the treatment involves two 
organisations, then the expectation is that the two organisations, work to the one treatment plan.  Such 
arrangements are expected to be underpinned by changes to policies and procedures within 
organisations and formal agreements between sectors to work collaboratively in meeting people’s dual 
diagnosis needs.   
 
Further to this it is also expected that services will collect data on dual diagnosis and review it on a 
regular basis with consumer and carer input, to determine progress.    
 
A number of different governance arrangements for the initiative have been attempted in order to 
establish a consistent approach to the initiative across all regions, including VDDI teams and workers.  
The most consistent components have been the VDDI Leaders Group and the Rural Forum.   
 
 
1.5 Impact of VDDI 
The initiative has had a dramatic impact with regard to building recognition that dual diagnosis is 
everyone’s business.  This is significant given that some years earlier, the rigid demarcation between 
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AOD and clinical mental health services was a significant barrier and many people with dual diagnosis 
issues did not have their full range of needs met.  Key Directions has been central to the shift in practice 
through the Dual Diagnosis Action Plan and accompanying Service Development Outcomes (SDOs). 
 
The five SDOs apply to both mental health and AOD services and stipulate that: 

1. Dual diagnosis is systematically identified and responded to as core business  
2. Staff in mental health and alcohol and other drug services are ‘dual diagnosis capable’ 
3. Specialist mental health and alcohol and other drug services establish effective partnerships 

and agreed mechanisms that support integrated care and collaborative practice 
4. Outcomes and service quality for dual diagnosis clients are monitored and regularly reviewed 
5. Consumers and carers are involved in the planning and evaluation of service responses 

 
Of these, there is progress on the first three points, and the last, although the progress is variable.  At 
least half and probably many more organisations are screening all clients for the presence of dual 
diagnosis issues, with AOD being the most prominent sector in conducting screening.  It then decreases 
with somewhere between 35 – 60% of organisations assessing all of those requiring assessment, 
depending on the sector.   
 
Integrated treatment is an area where there is far less progress.  This is most likely because it requires 
a number of things to be in place such as screening, assessment, intersectoral partnerships and the 
capacity to develop appropriate treatment plans for someone with a dual diagnosis presentation.   
 
Whilst there is some progress on the development of partnerships, there is much work that still needs to 
be done.  Consumer and carer involvement is strongest in mental health organisations and is an area 
that AOD will need to focus on.  
 
The fourth SDO requires data collection tools that collect dual diagnosis specific data, which is not the 
case for the Alcohol and Drug Information System (ADIS), the AOD sector’s tool, and not readily the 
case with Redevelopment of Acute & Psychiatric Information Directions (RAPID, used by clinical mental 
health.  PDRSS meanwhile have a diversity of data collection tools.  
 
The VDDI strategies have largely provided a useful to very useful role as reported by key stakeholders 
and as evidenced through the shifts in practice that have occurred.  People reported the value of the 
consultations, training and other support provided by VDDI workers and through the online training 
facilitated by ETU, or consultations with psychiatrists.   
 
The variable progress is attributable to a number of key factors of which the major ones include: 
 Change has been very slow until the relatively recent release of the Key Directions policy 

initiative which has provided the much needed lever to drive reform 
 VDDI’s governance structure has not been effective in driving a statewide initiative that uses 

common approaches 
 Decision by the Department not to mandate specific screening and assessment tools 
 A lack of a clear definition of the scope of practice for each sector, the competencies required 

and the training that is necessary  
 A lack of willingness of some organisations to drive the reform in their own organisation, 

particularly in clinical mental health. 
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1.6 Completion of the Reform Process 
Whilst the reform process has made good progress, the establishment of quality responses to people 
with dual diagnosis issues, by clinical mental health, PDRSS and AOD services is not yet complete.  It is 
also important to note that substantial progress has only occurred since 2007 with the release of Key 
Directions.  Up until that point VDDI teams had struggled to engage the interest of organisations, and to 
some extent, define their roles. 
 
It is crucial to maintain the change momentum over the next three years, although with some significant 
refinement to the strategies employed, otherwise the gains will rapidly dissipate.  There is also a 
substantial body of work to be done to complete the reform process.   
 
With regard to the mental health sector, mental health nurses from the United Kingdom and New 
Zealand have commented with some surprise on the demarcation that still exists between intervening to 
support a person’s mental health and supporting them to address their substance use issues.  
Ultimately the endgame is that good quality care is inclusive of all aspects that impact on mental health 
which means that alcohol and other drug misuse cannot be excluded.   
 
The AOD sector needs to continue to build its capacity to respond to the full spectrum of mental health 
disorders through the development of clinical and supportive skills specific to different disorders as well 
as a greater awareness of online mental health interventions that can offer high quality assistance to 
people.  This includes ensuring that there is a sufficient level of highly qualified and skilled clinical 
capacity in each organisation to provide adequate supervision for staff working with these very complex 
presentations.  This may necessitate a review of current funding practices in relation to very small 
programs.   
 
Any remaining barriers between clinical mental health and AOD services need to be overcome so that 
people with psychotic and/or high acuity presentations can be readily identified and supportively 
referred by AOD services.  Similarly, effective pathways between AOD services and PDRSSs need to 
be established.    
 
There is a diversity of programs available across PDRSS, which will mean that the level of active 
involvement by workers with supporting a person’s recovery from dual diagnosis issues will be variable.   
However all should be able to engage with service users to assist them to identify the impact of 
substance use issues on their wellbeing and then support their engagement with AOD services.   
 
 
1.6.1 Recommendations 
The potential areas for enhancement of the reform process are discussed below under the following 
headings:   

1. Governance  
2. Systems Management 
3. Workforce development. 

 
 
The following recommendations are proposed in order to see the realisation of the long advocated for 
vision of dual diagnosis becoming everyday practice across mental health and AOD.  These 
recommendations are drafted in response to the three major areas listed above. 
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1. Governance recommendations 
It is proposed that the Department of Health adopt the following recommendations in relation to the 
governance of VDDI: 
 
 
1.1 Policy  

Recommendation 1.1  
A new framework document be developed that clearly specifies the vision for 
responding to people with dual diagnosis issues across mental health and 
alcohol and other drugs sectors. 

 
It is also recommended that the document: 
R.1.1.1 Specify worker competencies across clinical mental health, alcohol and other drugs and 

psychiatric disability rehabilitation and support services as well as a single workforce 
development plan. 

R.1.1.2 Include a commitment to a single set of screening and assessment tools. 
R.1.1.3 Include a commitment to the development of clinical and practice guidelines. 
R.1.1.4 Promote service integration through co-location and other strategies.  
 
 
1.2 Governance structures 

Recommendation 1.2 
That the governance structures of the initiative be addressed as outlined 
below to clarify relationships and roles as well as to ensure consistency of 
approach and content, in the implementation of the dual diagnosis reforms. 

 
R.1.2.1 The Department of Health develop a single VDDI Statewide Strategic Plan (VSSP) covering all 

of the VDDI strategies with specified KPIs for all teams and each component of the program. 
The VSSP would inform the development of local regional plans.  This process would best be 
supported by a Central Steering Committee appointed by the Department and local committees 
that include regional and central departmental staff representation to guide the development of 
regional plans. 

R.1.2.2 Rural practitioners to be brought under the direct auspice of their linked auspice organisation 
and be supported through the Rural Forum.  

R.1.2.3 The ETU be retained and lead and coordinate the development and delivery of statewide 
education and training and facilitate the sharing of resources across VDDI. 

R.1.2.4 Department to provide some additional resources in the short term to assist the ETU to become 
an RTO.  

 
 
1.3 Performance monitoring and screening and assessment tools  

Recommendation 1.3 
As a matter of priority, the Department move to support effective information 
sharing and appropriate data collection for monitoring of performance 
against dual diagnosis KPIs, by establishing an integrated electronic data 
collection and reporting system across the three sectors.   
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R.1.3.1 In the interim, clinical mental health teams to undertake a CAGE-AID screen with all clients, 
ASSIST with those that require further assessment and use CMI to complete ICD-10 and Z-
codes (refer Appendix F) to capture AOD information. 

R.1.3.2 In the interim AOD to complete a K-10 in hard copy and record findings from conducting a MSE 
in client files. 

R.1.3.3 In the interim PDRSS to complete CAGE-AID for all clients and ASSIST for those that require 
further assessment or refer to AOD for assessment. 

R.1.3.4 The Department appoint a working group under the aegis of the VSSP Central Steering Group 
to develop a set of dual diagnosis client outcomes for each of the three sectors. 

R.1.3.5 Over the next 2 years, organisations should be required to report against progress on an audit 
tool such as DDCAT or that developed by the North East Hume Dual Diagnosis worker on an 
annual basis (as determined by the Department), down to the level of each team.  Ideally 
reports to be provided to regional departmental staff, who collate the findings and then a forum 
of regional and central departmental staff could reflect on the progress by organisations against 
their audit, and what might be needed to assist the final progression to integrating dual 
diagnosis as core, everyday practice.  After two years organisations should be able to 
demonstrate how accountability measures have been put in place in an ongoing way as part of 
their standard quality improvement and accountability measures. 

 
 
 
2. Systems change management  
It is proposed that the Department of Health adopt the following recommendations in relation to systems 
change management in relation to VDDI: 
 
 
2.1 Capacity 

Recommendation 2.1  
The Department review the ability of organisations with small numbers of 
AOD and PDRSS staff to build and sustain the necessary workforce and 
supervisory capacity along with the required change in practice, policies and 
procedures. 

 
 
2.2 Establishing cross sectoral partnerships 

Recommendation 2.2  
The development of the VSSP and linked local plans to give careful 
consideration to the identification of existing network vehicles such as PCPs 
for the purpose of forming effective cross sectoral partnerships to drive the 
required dual diagnosis reforms. 

 
It is also recommended that these partnerships give priority to: 
R.2.2.1 Establishment of No Wrong Door agreements such as the No Wrong Door 2 Protocol. 
R.2.2.2 Investigate and support opportunities for co-location of AOD and mental health staff to afford 

better access for dual diagnosis clients and strengthened opportunities for the integration of 
care. 

 
It is also recommended that the Department: 
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R.2.2.3 Review the referral and information sharing arrangements between detoxification units and 
clinical mental health teams, particularly in relation to high risk clients. 

 
 
2.3 Change management roles 

Recommendation 2.3  
The Department include in any new framework document and other 
communication with the three sectors a description of the functions required 
by each change agent in relation to the implementation of the dual diagnosis 
reforms 

 
 
 
3. Workforce development recommendations 
It is proposed that the Department of Health adopt the following recommendations in relation to 
workforce development in relation to VDDI: 
 
 
3.1 Scope of practice and dual diagnosis capability 

Recommendation 3.1  
As a matter of priority,  the Department work closely with the ETU and the 
VDDI teams to conduct a process that defines the required scope and 
capability of dual diagnosis practice for each sector   

 
In addition it is proposed that: 
R.3.1.1 The scope for AOD include that appropriately qualified AOD clinicians1

R.3.1.2 The scope for appropriately qualified clinical MH

 should provide clinical 
interventions with dual diagnosis clients that have high prevalence disorders or be able to 
facilitate client participation in online support options such as Mood Gym, SHADE and Virtual 
Clinic. 

2

R.3.1.3 The scope for PDRSS should include the provision of AOD clinical interventions by 
appropriately qualified PDRSS workers

 should include the delivery of AOD 
interventions in clinical mental health settings as a core component of clinical work. 

3

R.3.1.4 A clinical subcommittee of the VSSP Central Steering Committee be established by the 
Department to identify and/or develop appropriate care models and treatment frameworks for 
people with substance use issues and high prevalence, trauma and personality disorders.  The 
subcommittee would ideally have significant VDDI Psychiatrist involvement along with 
representation by clinical psychologists experienced in high prevalence and other non-psychotic 
disorders and substance use issues as well as highly experienced and qualified AOD clinicians.  
The National Drug and Alcohol Research Centre could provide highly valuable input to such a 
process.  The subcommittee should also be well placed to provide guidance on the areas of 
training that will be required as well as informing development of treatment guidelines. 

 and non-clinical AOD support to clients by all workers. 

 
                                                      
1 Practitioners with Psychology, Social Work, Occupational Therapy, Mental Health Nursing qualification plus DD 
competencies, and recognised training in Motivational Interviewing and other evidence-based AOD interventions and who 
have been provided with specific training in CBT and other therapeutic interventions 
2 Clinicians with training in DD competencies, Motivational Interviewing and other evidence-based AOD interventions 
3 Practitioners with Psychology, Social Work, Occupational Therapy, Mental Health Nursing qualification plus DD 
competencies, and recognised training in Motivational Interviewing and other evidence-based AOD interventions 
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3.2 Workforce development strategy 

Recommendation 3.2  The Department of Health to undertake the development of a workforce 
development strategy which will form a significant component of the VSSP  

 
In addition it is also proposed that: 
R.3.2.1 The workforce development strategy gives careful consideration to the development of training 

packages for senior managers, team leaders/supervisors and clinicians and workers (that are 
relevant to individual sectors). 

R.3.2.2 The training programs use the most efficient means to deliver the program before the end of 
2012, which most likely will entail a combination of strategies and that new training be 
developed as units of competency under VET accreditation system, wherever possible. 

R.3.2.3 Funding for Reciprocal Rotations be reallocated to support the implementation of a substantial 
workforce development strategy, which may also include additional resources for some of the 
VDDI teams. 

R.3.2.4 A much stronger emphasis on the establishment of the capacity to deliver clinical and non-
clinical interventions to be included.  Hence appropriate training units of competency should be 
developed along with a set of clinical and non-clinical guidelines for guiding interventions by 
workers across the three sectors that are ideally consistent with existing national guidelines.  
This includes the need to provide clinical interventions for clients with high prevalence, 
personality and trauma-related disorders, that attend AOD services, as well as the need to 
intervene with AOD issues in mental health settings. 

R.3.2.5 The ETU to provide a leadership and coordination role in the implementation of the strategy. 
R.3.2.6 The Department engage the professional bodies and colleges in a round table dialogue around 

the incorporation of dual diagnosis specific units and the establishment of placements across 
both AOD and mental health settings as routine practice. 

R.3.2.7 The ongoing role in fostering dual diagnosis capability of the ‘soon to be established’ Victorian 
Institute of Mental Health Workforce Development and Innovation be clarified as a matter of 
priority in its establishment. 

 
 
3.3 VDDI teams and Psychiatric Support 

Recommendation 3.3  VDDI teams and Psychiatric Support continue to be funded for a further 3 
years, with the following modifications 

 
It is proposed that the VDDI teams’ core role become inclusive of the following: 
R.3.3.1 Supporting AOD organisations with implementing appropriate responses to high prevalence, as 

well as personality and trauma-related issues. 
R.3.3.2 Prioritising support to clinical and/or team leaders with the inclusion of dual diagnosis as a core 

part of their supervisory practice (training be undertaken by VDDI team members to build their 
capacity in this area). 

R.3.3.3 Being very well versed in online options for intervening with high prevalence disorders and work 
with AOD services to facilitate their promotion of these options to clients. 
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R.3.3.4 Primary consultations to occur only where it involves modelling particular aspects of practice 
and even this approach will need to be applied sparingly. 

And in addition it is proposed that: 
R.3.3.5 Allocation of funds to VDDI teams to be reviewed by the Department in order to redress any 

inequities. 
 
And in relation to Psychiatric Support, it is proposed that: 
R.3.3.6 The dedicated psychiatric support be pooled and made equally available to all regions via video 

and teleconference as well as face to face sessions where the travel time is not extensive. 
R.3.3.7 The Department of Health consider developing a role through the VSSP that sees the 

psychiatrists working in conjunction with the Chief Psychiatrist’s Office, Clinical Directors of 
Mental Health and the Royal Australian and New Zealand College of Psychiatry to build dual 
diagnosis capacity and focus. 

R.3.3.8 The Department of Health consider continued support for the Psychiatrists’ active involvement 
with the RACP’s Addiction Medicine Chapter 
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2 CONTEXT 
 
 
 

Comorbidity of mental disorders and substance use disorders is common. 
Furthermore, comorbidity is often associated with poor treatment outcome, severe illness course, 
and high service utilisation. This presents a significant challenge with respect to the identification, 
prevention and management of people with comorbid disorders. The unmet need for treatment 
within this group is considerable, the lack of research is unacceptable and the person with 
comorbid mental disorders and substance use disorders is often left to fall in the gap between the 
relevant services.  (Teesson and Proudfoot, 2003:1)4

 
 

 
2.1 Dual Diagnosis 
Dual diagnosis or comorbidity is a generic term referring to the co-occurrence of disorders suffered by 
an individual, although Dual Diagnosis is coming to be the term used specifically to refer to the 
comorbidity of mental illness and substance abuse5, 6

 
. 

Complex interdependencies occur between clients’ mental health and substance use disorders, 
although the causal linkage(s) between these disorders remains incompletely understood7.  Treatment 
of dual diagnosis is challenging because of the chronic, relapsing, and impairing natures of both issues.  
Many people with dual diagnosis disorders currently receive no treatment whatsoever for either 
disorder.  When they do receive care, individuals with dual diagnosis often face greater difficulties in 
treatment and recovery, and have difficulty in following a treatment regime.  They may display more 
challenging behaviours than people who have a mental illness without associated substance abuse.  As 
such, these clients are often not well served in traditional health care systems where specialist services 
are often segregated and clients are left to negotiate required treatment across both systems8

 
.  

Anecdotal and research evidence indicates that people with co-occurring disorders tend to ‘fall between 
the gaps’ – their co-occurring disorder going unrecognised and therefore failing to receive treatment 
from either service system.   
 
 
2.1.1 Prevalence 
Dual diagnosis disorder clients are very common in both mental health (MH) and alcohol and other drug 
(AOD) services.  The prevalence of dual diagnosis is, however, hard to assess in the broader population 

                                                      
4 Teesson, M & Proudfoot, H, 2003, Responding to comorbid mental disorders and substance use disorders, In M. Teesson 
and H. Proudfoot, eds., Comorbid mental disorders and substance use disorders: epidemiology, prevention and treatment, 
National Drug and Alcohol Research Centre, University of New South Wales, Sydney 
5 Drake, R., Mueser, K., Brunette, M, & McHugo, G. (2004) ‘A Review of Treatments for People with Severe Mental Illnesses 

and Co-Occurring Substance Use Disorders’ Psychiatric Rehabilitation Journal 27(4): 360-374. 
6 Andrews, G., Issakidis, C., & Slade, T. (2003) ‘How Common is Comorbidity?’ in Teeson, M., & Proudfoot, H. (eds) (2003) 

Comorbid Mental Disorders and Substance Use Disorders: Australian Bureau of Statistics (2005) Mental Illness in 
Australia: A Snapshot of 2004-2005 http://www.abs.gov.au/ausstats/abs@.nsf/mf/4824.0.55.001  

7 Corrigan, P. McCracken, S., & McNeilly, C. (2004) ‘Evidence Based Practices for People with Serious Mental Illness and 
Substance Abuse Disorders’ in Stout, C., & Hayes, R. (eds) (2004) The Evidence Based Practice: Methods, Models and 
Tools for Mental Health Professionals Wiley: Illinois. 

8 Department of Health & Ageing (2007) Barriers and Incentives to Treatment for Illicit Drug Users with Mental Health 
Comorbidities and Complex Vulnerabilities: Monograph Series No. 61 Commonwealth of Australia: Canberra. 

http://www.abs.gov.au/ausstats/abs@.nsf/mf/4824.0.55.001�
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because of its highly variable presentation across age groups and definitional difficulties related to the 
criteria for a ‘disorder’.  Nevertheless, it is estimated that dual diagnosis disorders have been found in 
between one third and one half of clients of mental health and AOD services9

  

.  They are a very common 
population, not only in addiction and mental health service systems, but also in the juvenile and criminal 
justice systems, welfare systems and amongst homeless.  

In 2006 the Australian Institute of Health and Wellbeing (AIHW) reported that ‘around one in five 
Australians aged 14 years and over consumed alcohol at “risky” or “high-risk” levels for short-term risk 
on at least one occasion in the last 12 months.  One in ten Australians consumed alcohol at levels that 
are considered “risky” or “high risk” for alcohol related harm in the long term’ (AIHW 2006:x)10

 

.  Also 
their survey found that ‘38% of Australians aged 14 years and over had used any illicit drug at least 
once in their lifetime, and 15% had used any illicit drug at least once in the last 12 months’ (AIHW 
2006:xi). 

The National Survey of Mental Health and Wellbeing classifies substance use disorders as a class of 
mental disorder.   The 2007 survey found that ‘nearly half (45.5%) of the Australian population aged 16-
85 years had experienced an anxiety, affective or substance use disorder at some stage in their lifetime’ 
(Slade et al 2009:5)11.  Substance use disorders were experienced at some stage in their lifetime by 
24.7% of the population12

 
.   

 
2.2 Prevalence of mental health issues in Alcohol and Other Drug service users 
The experience in Victoria is that at least 30% of public mental health service consumers also 
experience harmful drug and alcohol use13

 

 although the reliability of data collected is subject to 
significant variation across the sectors involved.   

Mills et al (2009:11)14

 

, in the national guidelines on managing comorbidity in AOD settings, identify 
mood, anxiety and personality disorders as the most common amongst people presenting to AOD 
services.  They also point to the high prevalence of Trauma and Post Traumatic Stress Disorder 
particularly for heroin users.    

Figure 2-1 seeks to illustrate the difference between the types of mental health issues present in AOD 
clients with co-morbid mental health issues, when compared with the range of mental health issues that 
clinical mental health services target.  Given the higher prevalence of anxiety, depression, personality 
disorders and trauma related conditions, let alone people presenting with symptoms of these, then the 
number of people with dual diagnosis in AOD services that can be supported by clinical mental health, 
will be far fewer than the total number requiring assistance with mental health issues.       
 

                                                      
9 Department of Health & Ageing (2003) Current practice in management of clients with comorbid mental health and 
substance use disorders in tertiary care National Comorbidity Project, Commonwealth of Australia: Canberra 
10 Australian Institute of Health and Welfare 2007. Statistics on drug use in Australia 2006. Drug Statistics Series No. 18. Cat. 
no. PHE 80. Canberra: AIHW. 
11 Slade, T, Johnston, A, Teesson, M, Whiteford, H, Burgess, P, Pirkis, J & Saw, S 2009, The Mental Health of Australians 2. 
Report on the 2007 National Survey of Mental Health and Wellbeing. Department of Health and Ageing, Canberra 
12 Ibid 
13 Data from RAPID database, collected by Department of Human Services 2008 as cited in Because Mental Health Matters 
– Victorian Mental Health Reform Strategy, 2009-19 
14 Mills, K L, Deady, M, Proudfoot, H, Sannibale, C, Teesson, M, Mattick, R & Burns, L. 2009. Guidelines on management of 
co-occurring alcohol and other drug and mental health conditions in Alcohol and Other Drug treatment settings. National 
Drug and Alcohol Research Centre, UNSW, Sydney 2009 
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Figure 2-1: Range of MH Disorders present in clients of Clinical MH and AOD services 

 
 
 
2.2.1 Impact 
People with dual diagnosis disorders are more likely to experience poorer health outcomes across a 
range of key indicators.  In 2003, Begg et al (2007, p. 59) reported that ‘mental disorders were 
responsible for 13.3% of the total burden of disease and injury in Australia15

 

.   With regard to the impact 
of substance use disorders, AIHW (2006:xi) reported that ‘8% of the burden of disease in Australia was 
attributable to tobacco use and 2% to illicit drug use’. 

Within drug and alcohol services people with dual diagnosis have poorer prognosis, higher relapse rates 
and greater problems of exclusion and marginalisation.  These poorer outcomes include: 
 increased rates of suicide 
 higher levels of mental health symptoms 
 increased relapses, number of hospitalisations and time spent in hospital 
 poorer general health, including increased rates of hepatitis C and HIV 
 increased risk of violence and offending & high rates incarceration by justice systems 
 unstable housing and homelessness 
 loss of family supports 
 financial problems 
 impaired general health status 
 high frequency of poor engagement with treatment 
 Non-compliance with medication  
 increased costs and usage of services. 

 
                                                      
15 Begg S, Vos T, Barker B, Stevenson C, Stanley L &  Lopez AD  2007, The burden of disease and injury in Australia 2003. 
PHE 82. Canberra: AIHW 
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In cases of dual diagnosis, mental health and substance abuse disorders often influence each other, 
leading to enhanced severity of both disorders, affect upon the treatment response and difficulties in 
diagnosing which problem arose first. 
 
Evidence indicates some population groups and individuals are more vulnerable than others.  High rates 
of dual diagnosis exist among Indigenous Australians, among young people who have been in foster 
care or other out of home care, and among the homeless. Young people with dual diagnosis are 
particularly at risk of poor outcomes because their age and stage of physical, neurological, 
psychological and social development makes them vulnerable.  Problematic drug and alcohol use is 
also a major contributor to the poor health of Indigenous people16

 
.  

 
2.3 Service landscape 
A wide range of mental health and alcohol and other drug services are available in Victoria.  Specialist 
mental health services predominately include clinical mental health and Psychiatric Disability 
Rehabilitation and Support Services (PDRSS) and provide treatment and care to those with the most 
severe and complex mental health problems and disorders.   
 
Alcohol and other drug treatment (AOD) services are available for those who are viewed primarily as 
having a drug and alcohol problem.   
 
Support for people with less severe episodes of mental illness is mostly available through primary 
mental health services which are provided by private psychiatric or psychological practitioners or 
through Divisions of General Practice.   
 
It is also important to note that Needle and Syringe Programs (NSP) are provided throughout Victoria, 
which play an important harm reduction and harm minimisation role.  These services have frequent 
contact with thousands of intravenous drug users, however very few receive any significant core 
funding.    
 
 
2.3.1 Clinical Mental Health Services 
Clinical mental health services are provided through 21 catchment areas within Victoria.  The services 
are segmented into teams that respond to three different age ranges, namely child and adolescent, 
adult and aged programs.  
 
The majority of clinical mental health services are provided in the community rather than in hospital 
settings.  These services include community clinics, crisis services, mobile support and treatment 
services, community residential placements, and sub-acute care.  These services operate in a 
catchment area with the purpose of providing people with better access to a range of services within 
their own communities.  
 
 
2.3.2 Psychiatric Disability Rehabilitation and Support Services 
Psychiatric disability rehabilitation and support services (PDRSS), provide support to people with a 
mental health problem and their carers throughout the recovery process and forms part of the broader 

                                                      
16 Department of Human Services. (2007) Dual Diagnosis. Key directions and priorities for service development. Victorian 
Government, Melbourne. 
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Victorian specialist mental health service sector.  PDRSS are commonly referred to as non-clinical 
services.  PDRSS are predominantly funded to provide services to the adult population (16-64 years).  
However, there are a number of limited programs offered to the aged population (65 years and over) in 
some catchment areas. 
 
Specific investments have been made in PDRSS to improve the responsiveness of services to dual 
diagnosis clients. 
 
2.3.3 Alcohol and Other Drug Services  
There is a range of alcohol and drug related services available in Victoria.  Access to most of these 
services is available in regional and metropolitan Victoria.  The Department funds mostly non-
government organisations to provide these services across the state.  
 
Services delivered include alcohol and drug prevention and education programs, voluntary treatment 
and rehabilitation services, forensic drug treatment services, and needle and syringe programs. Some 
services are targeted towards specific client groups, such as youth, families and Aboriginal and Torres 
Strait Islanders. 
 
 
2.3.4 Primary Care options for mental health support 
Those people with mental health issues that fall outside the client group for clinical mental health have 
the primary health system as their option for support.  Accessing the primary care pathway involves a 
number of steps as Figure 2-2 shows.  It also requires that a person with dual diagnosis issues is 
accepted as a referral at each step and if they are, the response provided is appropriate to their dual 
diagnosis issues.  If they are involved with an AOD service, there may or may not be communication 
back to the service depending on the relationship that the service has with the doctor, allied health, 
psychological or psychiatric practitioner.  There is also the issue of gap fees both on seeing the doctor 
and the therapist depending on whether or not the practitioners choose to bulkbill or the therapist is 
funded through the Access to Allied Psychological Services program, operated by Divisions of General 
Practice.   
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Figure 2-2: Process for referral and treatment of Mental Health issues through Primary Care:  
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2.4 Policy environment 
A number of policy documents across the mental health and AOD sectors provide the context for this 
initiative, including:  
 
Dual Diagnosis: Key Directions and Priorities for Service Provision17

This document outlines the priorities and directions for dual diagnosis service developments in Victoria.  
It highlights the issues associated with current service delivery and provides guidance for services 
leaders and managers to develop a greater focus on dual diagnosis within their service.  It articulates a 
vision for dual diagnosis to be seen as core business within both mental health and alcohol and other 
drug services, requiring high level commitment and leadership in both policy and service development. 

 

 
The document includes a dual diagnosis action plan 2007-2010, developed in consultation with the 
sector outlining five service development outcomes that need to be achieved for effective responses to 
dual diagnosis within mental health and alcohol and other drug services. 
 
Because Mental Health Matters – Victorian Mental Health Reform Strategy, 2009-1918

Developed through extensive consultation with those who live with a mental illness, their friend and 
families and the sector, this policy document represents the Victorian government’s  commitment to 
ensuring those living with a mental illness have access to high quality, timely care to support them to 
live successfully in the community. 

 

 
Because Mental Health Matters is a whole of Victorian government ten-year plan for mental health.  It is 
based on four core elements: 
 Prevention  
 Early Intervention  
 Recovery  
 Social inclusion  

 
Key directions promoted within the policy include promotion of positive mental health; early intervention, 
both early in life and early in the emergence of a mental health condition; and a greater emphasis on 
identifying and supporting children and young people at risk, with family involvement wherever possible.  
Because Mental Health Matters also supports new approaches to enable people to access mental 
health services at the ‘right time’ and in the ‘right place’. 
 
The document proposes a wide range of reforms requiring leadership, workforce capacity building, 
cultural change, and investment from a range of sources.  The Victorian Mental Health Reform Strategy 
may have implications for future dual diagnosis activity.  The re-organisation of mental health services 
around the servicing of newly configured age cohorts, and the emphasis on strengthening relationships 
with primary care, community health and other providers, will likely need to be accommodated by the 
VDDI.  There are some synergies, such as strengthening local planning with an emphasis on effective 
partnerships, which has in part been the focus of the VDDI across mental health and alcohol and drug 
services.   
 

                                                      
17 http://www.health.vic.gov.au/drugservices/downloads/dual_diagnosis_report.pdf 
18 http://www.health.vic.gov.au/mentalhealth/reformstrategy/index.htm 
 

http://www.health.vic.gov.au/drugservices/downloads/dual_diagnosis_report.pdf�
http://www.health.vic.gov.au/mentalhealth/reformstrategy/index.htm�
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A New Blueprint for Alcohol and other Drug Treatment Services 2009-2013 
A new blueprint for alcohol and other drug treatment services, 2009–2013, a client-centred and service-
focused framework outlines the Victorian Government’s reform priorities and investment decisions for 
alcohol and other drug services over the next five years.  
 
Reviews undertaken in 2003 and 2004 found existing AOD services to be fragmented and with variable 
connection to other health, welfare and employment systems required to support people with complex 
needs.  The blueprint establishes a client-centred and service-focused approach across the service 
system to deliver better treatment outcomes to better support people who have substance abuse 
problems, their families and communities.  It identifies six priority areas:  
 Prevention 
 Improving access 
 Excellence and quality 
 Clients 
 Children and families 
 Young people 

 
The blueprint promotes an integrated service system that delivers prevention, early intervention, 
treatment, harm reduction and recovery responses. It recognises that individuals require a range of 
interventions and clear pathways to other service systems to promote effective recovery.  It emphasises 
the need for strong collaborations and partnerships to help connect people to the wider range of health 
and welfare services they might need to successfully reintegrate into society. The blueprint therefore 
provides an important framework for reform that also supports future dual diagnosis activity. 
 
Shaping the Future: The Victorian Alcohol and other Drug Quality Framework  
This policy builds on the work of the previous quality plan within the overarching principles of the 
Department of Human Services (DHS) quality.  The framework comprises six core standards: Consumer 
Focus, Evidence-based Practice, Continuous Quality Improvement (CQI), Corporate and Clinical 
Governance, Workforce Development and Partnerships.  It requires AOD services to undertake a quality 
accreditation program through standards setting bodies, such as Quality Improvement Council (QIC), 
International Standards Organisation (ISO) or Australian Council on Healthcare Standards (ACHS). 
 
The emphasis on a consumer focus and the use of evidence-based practice is echoed in the New 
Blueprint for Alcohol and other Drug Treatment Services, Mental Health Reform Strategy and the 
Victorian Alcohol and other Drug Quality Framework.  
 
Shaping the Future: The Victorian Mental Health Workforce Strategy 
This document articulates the Victorian government’s commitment to developing a specialist mental 
health workforce and sits within the broader framework of workforce and mental health system reform 
provided by the Victorian Mental Health Reform Strategy. 
 
Workforce shortages will continue to lead to challenges in meeting demand and strategies such as the 
Victorian Mental Health Workforce Strategy will be important in ensuring a workforce for the future.  The 
strategy proposed that a Victorian Institute of Mental Health Workforce Development and Innovation be 
formed.  It is unclear at this stage what role the Institute will play in relation to building and sustaining 
dual diagnosis capability. 
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National Comorbidity Initiative – Commonwealth Department of Health and Ageing 
Aims to improve service co-ordination and treatment outcomes for people with coexisting mental health 
and substance use disorders.  The initiative focuses on the following priority areas: 
 Raising awareness of comorbidity among clinicians/health workers and promoting examples of 

good practice resources/models 
 Providing support to general practitioners and other health workers to improve treatment 

outcomes for comorbid clients 
 Facilitating resources and information for consumers 
 Improving data systems and collection methods within the mental health and alcohol and other 

drugs sectors to manage comorbidity more effectively. 
 
The Improved Services Initiative (ISI) builds on the National Comorbidity Initiative and specifically 
focuses on building the capacity of non-government drug and alcohol treatment services to provide 
best-practice services that effectively identify and treat coinciding mental illness and substance abuse. 
 
 
2.5 Prevailing literature  
There is a substantial amount of research showing that the occurrence of substance use problems in 
those who have a mental illness or mental health problems in those who have a substance use disorder 
is now the expectation not the exception19,20,21

 

.  This has led to the determination that in both mental 
health and AOD Services, dual diagnosis is everyone’s business. 

A review of the Australian and international dual diagnosis literature was undertaken by AHA to support 
the evaluation of the VDDI initiative (refer to Appendix C).  This review outlines the evidence regarding 
service delivery models for dual diagnosis.  
 
 
2.5.1 Issues to be addressed 
Dual Diagnosis presents challenges for people seeking treatment for drug dependence or mental health 
problems, and for health professionals in both the drug and alcohol and mental health sectors.   
Unsurprisingly, dual diagnosis conditions are more difficult to treat and manage than single drug or 
mental health conditions, and are associated with poorer treatment outcomes for consumers 22, 23, 24

                                                      
19 National Comorbidity Project. National Drug Strategy. National mental Health Strategy. (Eds Teeson M, Byrnes L). 
Commonwealth Department of Health and Aging. Canberra. 2001. 

.  . 
Care often involves parallel but separate mental health and substance abuse treatment systems and is 
frequently seen to be fragmented. In addition, alcohol and other drug treatment services and mental 
health services sometimes have different perspectives on how best to respond to the needs of dual 

20 Proudfoot, H., Teeson, M., Brewin, E., & Gournay, K. (2003) ‘Comorbidity and Delivery of Services’ in Teeson, M., & 
Proudfoot, H. (Eds) (2003) Comorbid Mental Disorders and Substance Use Disorders: Epidemiology, Prevention and 
Treatment Australian Government Department of Health and Ageing: Canberra. 
21 Todd, J., Green, G., Ikuesan, B., Self, C., Pevalin, D., & Baldacchino, A. (2004) ‘Social exclusion in clients with comorbid 
mental health and substance misuse problems’ Social Psychiatry and Psychiatric Epidemiology 39: 581-587 
22 A Guide for the Management of Dual Diagnosis for Prisons. Department of Health & Ministry of Justice. UK. 2009. Pub 
293983.London. 
23 Birkel RC, Hall LL, Lane T, Cohan K, Miller J: Consumers and families as partners in implementing evidence-based 
practice. Psychiatr Clin North Am 2003, 26:867-881. 
24 Todd, J., Green, G., Ikuesan, B., Self, C., Pevalin, D., & Baldacchino, A. (2004) 



2. Context  

 20  
 

diagnosis clients and vice versa.  As a result people with a history of illicit drug use and co-occurring 
anxiety or depression are still not well served by drug and alcohol or mental health services. 
 
Many health care organisations still fail to approach concurrent psychiatric disorders and addiction as 
disorders requiring concurrent treatment.25  Some estimates suggest that fewer than half of clients with 
recognised dual diagnosis disorders do not receive concurrent treatment for both disorders26

 

.  Where 
concurrent treatment is offered, those services are often not offered in an integrated manner, with health 
systems requiring that dual diagnosis clients navigate the separate mental health and AOD care 
systems and make sense of sometimes disparate messages about treatment and recovery.   

As usual care has too often seen dual diagnosis disorder clients fall through the cracks in contemporary 
healthcare systems, for over 20 years many clinicians, administrators, policy makers, researchers, 
family organisations and clients themselves have been calling for better cohesion of mental health and 
substance abuse services.  
 
A review27

 the adequacy of training in comorbidity 

 conducted by the Department of Health and Ageing identified a number of issues with the 
existing treatment of co-occurring drug and mental health problems: 

 the adequacy of support services for comorbid clients 
 problems with interagency support and communication 
 tensions between treatment philosophies and models of care 
 establishing effective therapeutic relationships with stigmatised and disorganised consumers. 

 
 
2.5.2 Recommended models 
The literature usually describes 4 principal models of care for clients with dual diagnosis disorders 
 Single model of care: The "primary" disease and treatment approach  
 Sequential model of care: Treating one disorder at a time  
 Parallel model of care: Concurrent treatment of both disorders (i.e., both disorders are treated 

at the same time but by different treatment teams in different places)  
 Integrated model of care: Treating both disorders (i.e., both disorders are treated at the same 

time and at the same place or using the one treatment plan; integration can occur at the 
individual clinician, the program, the agency, or at the system level)  

 
Early reviews suggested that integrated models of treatment which provide a range of therapeutic 
options for drug treatment, mental health support, and which treat co-occurring conditions 
simultaneously, were likely to be more effective in handling the challenges posed by co-occurring drug 

                                                      
25 Cleary M , Hunt G.E. , Matheson S. & Walter G. (2009) Psychosocial treatments for people with co-occurring severe 
mental illness and  substance misuse: systematic review. Journal of Advanced Nursing 65(2), 238–258. 
26 Wells, Kenneth B., Roland Sturm, and Audrey Burnam. National Survey of Alcohol, Drug, and Mental Health Problems 
[Healthcare For Communities], 1997-1998 [Computer file]. 2nd ICPSR version. Los Angeles, CA: University of California, Los 
Angeles, Health Services Research Center [producer], 2003. Ann Arbor, MI: Inter-university Consortium for Political and 
Social Research [distributor], 2003 
27 Department of Health & Ageing (2007) Barriers and Incentives to Treatment for Illicit Drug Users with Mental Health 
Comorbidities and Complex Vulnerabilities: Monograph Series No. 61 Commonwealth of Australia: Canberra. 
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and mental health problems.  It was suggested that the needs of dual diagnosis disorder clients would 
be better addressed by more integrated approaches to the provision of care than by less integrated 
approaches.   
 
This progressive accumulation of evidence supporting a range of integrated treatment models of 
interventions in the dual diagnosis population has convinced many observers that integrated treatment 
offers “best practice” care for patients and patients’ families.  Such ‘high quality’ integrated treatment 
programs are said to ensure coordination of substance abuse and mental health interventions, treat 
individual clients more effectively, improve client engagement, reduce substance abuse, improve mental 
health status, and reduce relapses for all age groups 28.  More recently other reviews have reported 
fewer advantages to recommend integrated care models29, 30, 31

 

, specifically in relation to serious mental 
illness and comorbid substance use disorders, where the most widely referenced meta-analysis of care 
for dual diagnosis disorders20 found no compelling evidence to support any one psychosocial treatment 
over another to reduce substance use (or improve mental state).     

In summary, there is growing consensus that effective care for the majority of clients with dual diagnosis 
disorders requires access to a variety of models of care and a range of skilled, professional carers.  The 
literature highlights that it is likely that integrated services are better suited to providing flexible 
treatment arrangements for consumers than separated drug and mental health services32

 
. 

 
2.6 Treatment guidelines and audit tools 
A number of different guidelines have been produced by different jurisdictions and targeting different 
sections of the workforce.  Five examples are provided below along with some of the audit tools that 
have been used. 
 
 
2.6.1 National guidelines on co-morbid mental health and AOD issues 
In 2007 the Australian Government Department of Health and Ageing funded the National Drug and 
Alcohol Research Centre (NDARC) to develop Guidelines on the management of co-occurring mental 
health conditions in alcohol and other drug (AOD) treatment settings33

 
.   

The Guidelines have been developed primarily for AOD workers working in AOD treatment settings 
such as those services providing inpatient or outpatient detoxification, residential rehabilitation, 
substitution therapies or outpatient counselling services. 
 
The Guidelines are based on a comprehensive review of the best available evidence and the 
experience of an expert panel of academic researchers, clinicians, consumers, and carers.  They aim to: 
 Increase AOD workers’ knowledge and awareness of mental health conditions  

                                                      
28 Kavanagh, D., Mueser, K., & Baker, A. (2003) ‘Management of Comorbidity’ in Teeson, M., & Proudfoot, H. (eds) (2003) 
Comorbid Mental Disorders and Substance Use Disorders: 
29 Centre for Substance Abuse Treatment (2007) Services Integration: COCE Overview Paper 6 Substance Abuse and 
Mental Health Services Administration: Rockville, MD. 
30 Graham H. Comorbidity towards evidence based practice in the ATOD sector. Comorbidity Improved Services Project, 
School of Sociology & Social Work, University of Tasmania. 2008. 
31 Greenhalgh T, Robert G, MacFarlane F, Bate P, Kyriakidou O: Diffusion of innovations in service organizations: systematic 
review and recommendations. Milbank Q 2004, 82:581-629. 
32 Greig, R. L., Baker, A., Lewin, T. J., Webster, R. A., & Carr, V. J. (2006). Long-term follow-up of people with co-existing 
psychiatric and substance use disorders: patterns of use and outcomes. Drug and Alcohol Review, 25, 249-258. 
33 http://www.med.unsw.edu.au/NDARCWeb.nsf/page/Comorbidity+Guidelines  

http://www.med.unsw.edu.au/NDARCWeb.nsf/page/Comorbidity+Guidelines�
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 Improve the confidence and skills of AOD workers working with clients with comorbid mental 
health conditions 

 Provide guiding principles for working with clients with comorbid mental health conditions 
 Improve AOD workers’ ability to identify mental health conditions 
 Provide practical information on the management of comorbid mental health conditions 
 Provide information regarding the treatment of comorbid mental health conditions 
 Provide information regarding referral processes. 

 
Prior to publication, the Guidelines were pilot tested in non-government AOD treatment services across 
Australia. 
 
 
2.6.2 NSW Department of Health guidelines on co-morbid mental health and AOD issues 
In 2009, the New South Wales (NSW) Department of Health developed the NSW Clinical Guidelines for 
the Care of Persons with Comorbid Mental Illness and Substance Use Disorders in Acute Care 
Settings34

 Acute 

.  The guidelines were developed for practitioners working in the AOD and/or mental health 
sectors who provide care for people with comorbid, mental health and substance use disorders and who 
work in the following environments: 

 Non acute 
 Community settings 
 Hospitals 
 Government 
 Non-government. 

 
Based on the premise that all clients should receive care that addresses the full spectrum of their 
illness(es), regardless of where they present (i.e. there is no wrong door), these guidelines articulate 
that responsibility for providing care that addresses the range of client needs is the responsibility of the 
care provider/service where the client presents.  These guidelines are intended to be a resource for 
practitioners and to be used in line with other clinical treatment guidelines. 
 
 
2.6.3 Victorian Dual Diagnosis guidelines35

In Victoria, the Victorian Dual Diagnosis Initiative and Turning Point Alcohol and Drug Centre have 
developed the Working with dual diagnoses: guidelines for alcohol and other drugs workers on behalf 
of the Drug Policy and Services Branch of the Department of Human Services.  These guidelines aim 
to support AOD workers and services in becoming dual diagnosis capable.  They also seek to assist 
AOD workers in a range of AOD treatment settings to respond effectively to clients’ comorbid mental 
health symptoms or problems when they arise.  

 

 
At this stage there are no specific guidelines for mental health workers working with clients with 
comorbidity.  The National Practice Standards for Mental Health Services (currently under revision) and 
                                                      
34 http://www.health.nsw.gov.au/pubs/2009/pdf/comorbidity_report.pdf  
35 http://www.dualdiagnosis.org.au/home/  

http://www.health.nsw.gov.au/pubs/2009/pdf/comorbidity_report.pdf�
http://www.dualdiagnosis.org.au/home/�
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the National Practice Standards for the Mental Health Workforce provide guidance to services and 
professionals working with people who have mental health conditions, although these do not specifically 
address dual diagnosis issues. 
 
 
2.6.4 New Zealand guidelines on co-morbid mental health and AOD issues 
New Zealand’s Ministry of Health has released two publications this year that are focused on 
responding to dual diagnosis issues.  Te Ariari o te Oranga The Assessment and Management of 
People with Co-existing Mental Health and Substance Use Problems36

 Cultural considerations:  

 provides a detailed framework 
for working with dual diagnosis issues.  The framework consists of seven key principles. 

 Well-being  
 Engagement 
 Motivation 
 Assessment 
 Management 
 Integrated care 

 
These principles are underpinned by the following set of assumptions: 
 CEP [Co-existing Mental Health and Addiction Problems] are heterogeneous - there are as 

many different types as there are combinations of mental health problems and psychoactive 
substances. 

 Care should be driven by the needs of tangata whaiora [Màori term for a person, or people, 
seeking health] rather than the needs of the system. 

 Well-being is a state linked to the processes of recovery, is a valid outcome goal, and is a 
construct understood by a range of systems, and therefore helps integration and is a powerful 
motivating factor. 

 Comprehensive or holistic understanding of the person is essential to develop care that 
enhances well-being. 

 Integrated care involves bringing together a full range of problem domains, not just alcohol and 
drug problems, driven by the needs of tangata whaiora and supported rather than dictated by 
service- and systems-level integration. 

 
Service Delivery for People with Co-existing Mental Health and Addiction Problems: Integrated 
Solutions, the companion publication to Te Ariari o te Oranga  targets service planners, providing 
information on client centred work, service development, integrated models of care and workforce 
development. 
 
 

                                                      
36 http://www.moh.govt.nz/moh.nsf/pagesmh/10055/$File/te-ariari-o-te-orang-teariari-13-04-10.pdf  

http://www.moh.govt.nz/moh.nsf/pagesmh/10055/$File/te-ariari-o-te-orang-teariari-13-04-10.pdf�
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2.6.5 United Kingdom, Department of Health Dual diagnosis in mental health inpatient and day 
hospital settings37

This guide, released in 2006, covers the assessment and clinical management of patients with mental 
illness, being cared for in psychiatric inpatient or day care settings, who also use or misuse alcohol 
and/or illicit or other drugs.  It also covers organisational and management issues to help mental health 
services manage these patients effectively.  

  

 
The key message is that the assessment and management of drug and alcohol use are core 
competences required by clinical staff in mental health services.   
 
 
2.6.6 Audit tools 
There are a number of audit tools (non-validated) that are being used to assist Victorian organisations 
with determining their dual diagnosis capability, and areas for improvement.  Some of these are pitched 
at the organisational level, with others for individual workers to undertake a self assessment of their 
capacity.  Examples of these include: 
 Dual Diagnosis Capability in Treatment (DDCAT) 
 Comorbidity Program Audit and Self-Survey for Behavioral Health Services (COMPASS) 
 Dual Diagnosis Capability Checklist – Agency/Service Level  
 Dual Diagnosis Capability Checklist – Alcohol, Tobacco and Other Drug Workers 
 Dual Diagnosis Capability Checklist – Clinical Mental Health Workers. 

 
 
 

                                                      
37 http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_062652.pdf  

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_062652.pdf�
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3 VICTORIAN DUAL DIAGNOSIS INITIATIVE 
 
 
 
3.1 History 
The first pilot dual diagnosis team, Substance Use and Mental Illness Treatment Team (SUMITT), was 
funded by the Department of Human Services, in 1998.  This led to the commencement of the Victorian 
Dual Diagnosis Initiative (VDDI) in mid 2001, which saw the ‘establishment of four Dual Diagnosis teams 
and linked rural workers in Victoria, jointly funded by the Mental Health Branch and Drugs Policy and 
Services Branch’ (Roberts, et al 2004:14)38

 
 of the Department of Human Services.   

The initiative has continued to evolve and grow since its establishment in 2001, with ‘eight new youth 
dual diagnosis positions focusing on 12–18 year olds’ added to the Dual Diagnosis teams and an 
‘additional 21 positions...funded in Mobile Support and Treatment Teams to enhance the 
responsiveness of services to dual diagnosis clients’ (DHS 2007:13)39

 

.  Neither of these developments 
is within the specific scope of this evaluation. 

In 2003 the Department provided a small amount of funds for the establishment of the VDDI Rural 
Forum, which brings together the rural practitioners.  This funding has continued through to the current 
financial year.   
 
New projects funded in 2005–06 included: 
 Reciprocal rotations between mental health and alcohol and other drug services 
 Expansion of consultant psychiatrist time  
 Establishment of the Education and Training Unit (ETU). 

 
The Department has also provided one off funding to the ETU for specific pieces of work. 
 
Key Directions was released in 2007 in order to clarify expectations of the three sectors in relation to 
service development and as described in the previous chapter, this included setting service 
development outcomes that were expected to be met. 
 
 
3.2 Major VDDI strategies  
This section provides an overview of the major VDDI strategies in scope of the evaluation as 
summarised in Figure 3-1.  This section does not comment on the effectiveness, achievements and 
impact of the strategies; this is addressed in the subsequent chapter concerning the Service Delivery 
Outcomes and also in Chapter 5. 
 
 
 
 

                                                      
38 Roberts, B, Berends, L, Ritter, A. 2004. Statewide Dual Diagnosis Initiative Evaluation: Final Report. Turning Point Alcohol 
and Drug Centre, Melbourne, October 2004. P 14 
39 Department of Human Services. 2007. Dual Diagnosis; Key directions and priorities for service development.  Victorian 
Government, Melbourne. P 13 
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Figure 3-1: Major VDDI Strategies 
 
 
 
   
 
 
 
 
 
 
 
3.2.1 Current Funding 
The total funding for VDDI funding is over $10 million of which around half is committed to work with 
adult related programs.  
 
 
3.2.2 VDDI teams 
The successful implementation of the VDDI is underpinned by the four metropolitan dual diagnosis 
teams.  The role of the teams is essentially one of supporting and developing the alcohol and drug, 
mental health and PDRSS provider’s capacity to manage dual diagnosis clients. This is achieved 
through the following activities:    
 Education and Training 
 Primary Clinical Consultations 
 Secondary Consultations 
 Tertiary consultations 
 Supervision and case reviews 
 Organisational change management 
 Network facilitation and partnership development. 

 
Priority activities for the Dual Diagnosis Teams include: 
 working to provide direct care across each sector and to assist with complex dual diagnosis 

presentations in collaboration with senior clinical staff or case managers 
 assisting individual services to plan how they will establish quality dual diagnosis practices 

within their services and meet the requirements of the statewide Dual Diagnosis Action Plan 
2007-2010 

 working with the ETU in the design and delivery of dual diagnosis education and training across 
both mental health and drug and alcohol workforces 

 managing projects that will promote service improvement, for example, the reciprocal rotations 
project  

 
A key function is the identification and promotion of collaborative service relationships between mental 
health and drug treatment services within the relevant regional catchment.  In particular the teams are to 
address issues of access, assessment and the development of effective treatment planning, with a 
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VDDI teams Rural DD 
Clinicians 

Education and 
Training Unit 

Psychiatric 
Support 

Reciprocal 
Rotations 

DH Policy 
 



3. Victorian Dual Diagnosis Initiative   

 27  
 

strong focus on building capacity within the services to respond more effectively to people with a dual 
diagnosis. 
 
Primary and secondary consultation services to alcohol and drug, mental health and PDRS service 
providers are for the purpose of providing assessments and making recommendations about the 
management of dual diagnosis clients, but responsibility for ongoing client management remains with 
the relevant mainstream service.  
 
The following map illustrates the geographical coverage of each of the four metropolitan teams as per 
the legend in Figure 3-2. 
 
Figure 3-2: Map of Metropolitan VDDI team coverage   
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Table 3-2 below, provides the following information in relation to each of the four metropolitan teams: 
 Name of team 
 Auspice organisation 
 Local Government Areas (LGAs)  
 Total area allocated 
 Total population 
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 Capacity of team 
 Number of: 

− PDRSS 
− Clinical Mental Health Teams 
− AOD organisations40

 
   

Table 3-1: Metropolitan VDDI teams 

Team name Auspice 
organisation 

LGAs covered Total area 
(km2) 

Total 
population 

Capacity of team 
(eft) 

SUMITT 
Dual 
Diagnosis 
Team 

Melbourne 
Health 
(NorthWestern 
Mental Health) 

Maribyrnong, Wyndham, 
Brimbank, Hobsons Bay, 
Melton, Moonee Valley, 
Moreland, Hume, Darebin, 
Melbourne City, and 
Whittlesea 

2,465 1,272,544 1.0 Team leader 
5.0 Adult 
2.0 Youth 

2.0 Children 
0.4 Consultant Psychiatrist 
0.6 Psychiatric Registrar 

Nexus Dual 
Diagnosis 
Service 

St Vincent’s 
Hospital 

Yarra, Boroondara, Banyule, 
Nillumbik 

576 416,082 1.0 Team leader 
2.0 Adult  
2.0 Youth 

0.4 Consultant Psychiatrist 
0.5 Psychiatric Registrar 

Eastern 
Dual 
Diagnosis 
Service 

Eastern Health Eastern Metropolitan Region 
(excluding Boroondara and 
parts of Monash) 

3,604 1,001,479 0.5 Team leader 
1.6 Adult  
0.8 Youth 

0.5 Consultant Psychiatrist 
0.5 Psychiatric Registrar 
(Commonwealth funds) 

Southern 
Dual 
Diagnosis 
Service 

Southern Health Port Phillip, Kingston, 
Bayside, Greater 
Dandenong, Casey, 
Cardinia, Mornington 
Peninsula, Frankston, Parts 
of Monash, Glen Eira, 
Stonnington 

2,187 1,053,530 1.0 Team leader 
3.4 Adult  
1.6 Youth 

0.2 Consultant Psychiatrist 

 
 
3.2.3 Rural Dual Diagnosis Clinicians 
Attached to each of the four dual diagnosis teams are nine rural dual diagnosis clinicians. The rural 
clinician program is a microcosm of the four dual diagnosis teams, operating within regional area mental 
health services in each of the five Department of Health, rural regions.  
 
Their activities involve: 
 Identification and promotion of collaborative service relationships between mental health and 

drug treatment services within the relevant regional catchment. This should particularly address 
issues of access, assessment and the development of effective treatment planning, with a 
strong focus on building capacity within the services to respond more effectively to people with 
a dual diagnosis 

                                                      
40 NB, this does not indicate the actual size of each team or organisation 
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 The provision of a direct service to clients with a serious mental illness and substance use 
problems with a focus on developing and modelling good practice.  This may be through 
providing a limited direct service and intensive support/consultation to case managers on 
specific cases 

 
The following table identifies the metropolitan team that the Rural Clinicians are attached to, area 
serviced and ‘host organisation’ (the area mental health service from which the clinician operates). 
 
Table 3-2: Rural Dual Diagnosis Clinicians 

Team name Linked  host 
organisation 

Area covered Total area 
(km2) 

Total 
population 

Capacity of 
team 
(eft) 

SUMITT Dual 
Diagnosis 
Team 

Grampians Psychiatric 
Services, Ballarat Health 
Service 

Grampians 48610 
 

214,733  
 

1 

Bellarine Mental Health 
Team, Barwon Health 

Barwon  6241 
 

252,678  
 

1 

South West Health Care  South West / 
Glenelg  

22865 
 

102,505  
 

1 

Goulburn Valley Health - 
Adult Community 
Psychiatry 

Goulburn Valley 16504 
 

143,300  
 

1 

Nexus Dual 
Diagnosis 
Service 

Bendigo Health Care 
Group 

Loddon 36874 
 

252,490  
 

1 

Mildura Base Hospital, 
Ramsay Health 

Northern Mallee 22087 
 

51,590  
 

1 

Eastern Dual 
Diagnosis 
Service 

Northeast Health, 
Wangaratta 

North East 
Hume 

23771 
 

117,146  
 

1 

Southern Dual 
Diagnosis 
Service 

Latrobe Regional Hospital Gippsland 41353 
 

247,693  
 

2 

 
The primary activities of the rural dual diagnosis clinicians largely emulate the work of the metropolitan 
teams.  Although the numbers of organisations supported by rural clinicians are smaller than the 
numbers of organisations supported in the metropolitan regions, the geographical area rural clinicians 
must cover is far greater, as shown on the following map.  
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Figure 3-3: Map of Adult Mental Health Services 

Metropolitan Melbourne

Bass Coast
South Gippsland

Greater Shepparton
Campaspe

Wangaratta
Indigo

Strathbogie

Macedon Ranges

MitchellMount Alexander

Yarriambiack

Greater Geelong

Queenscliffe

Colac-Otway

CorangamiteMoyne

West Wimmera
Northern Grampians

Mansfield

Ararat Ballarat

Benalla

Buloke

Central Goldfields

East Gippsland

Gannawarra

Glenelg Golden Plains

Greater Bendigo

Hepburn

Hindmarsh

Horsham

Latrobe

Loddon

Mildura

Moira

Moorabool

Pyrenees

Southern Grampians

Surf Coast

Swan Hill

Towong

Warrnambool

Wellington

Wodonga

Alpine

Murrindindi

Baw Baw

Original: Mental health areas metro.WOR
Produced by Paula Morrissey, Metro Health & Aged Care, 23/7/3

Areas derived from: Local Government Areas, Australian Standard Geographical Classification (ASGC) 2003

Mental Health Service Area
Rural Victoria

LEGEND
Barwon
Gippsland
Glenelg
Goulburn
Grampians
Loddon
North East Hume
Northern Mallee
Local Government Areas

with exceptions at Barwon's border with Glenelg & Grampians; Loddon/Northern Mallee borders;
Goulburn/North East Hume borders

UPDATED: 11/11/05  
 



3. Victorian Dual Diagnosis Initiative   

 31  
 

3.2.4 Education and Training Unit 
The ETU develops and delivers dual diagnosis education programs to Victorian AOD and mental health 
services.  The ETU comprises dual diagnosis clinicians and educational experts and is expected to work 
closely with the four VDDI teams and the rural VDDI clinicians.  Activities include: 
 Development/negotiation with relevant tertiary institutions of related undergraduate and post-

graduate education curriculum   
 Design of  training programs for mental health and AOD service providers to be implemented by 

specialist dual diagnosis practitioners at the local level 
 Practice development, including identification/implementation of models of best practice and 

facilitation of service innovation and practice research. 
 
The total number of staff employed in the unit is 2.5 eft.   
 
 
3.2.5 Additional Psychiatric Support 
The aim of increasing psychiatric support was to increase the availability of consultant psychiatrist 
advice and support for bio/psycho/social assessment, treatment and management of clients with 
complex needs.  
 
A priority focus was supporting psychiatrists, senior medical and other staff working within both sectors, 
with a strong focus on those in rural settings, in order to promote dual diagnosis leadership and uptake 
of mainstream practices at individual service levels. 
 
 
3.2.6 Reciprocal Rotations 
The reciprocal rotation project commenced in 2005.  The objectives of the reciprocal rotations were 
twofold: 
 Enhanced direct care capability of practitioners 

It was expected that clinicians would gain experience in a number of different services leading 
to a better understanding of how that service system may be better used for the benefit of the 
client by the clinicians. 

 Organisational capacity building 
Expected outcomes for organisations included: 

− An increasing pool of dual diagnosis capable staff in each sector  
− Staff in each participating service will gain a greater knowledge and understanding of 

the policies, procedures and practices of the reciprocal sector.  
− Staff will better understand the “culture” of the partner service sector.  
− Co-operation and collaboration leading to improved service pathways for referral and 

integrated care. 
− Increased direct service capacity of agencies to respond appropriately to dual diagnosis 

clients for the period of the placement/s.  
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Reciprocal Rotations was designed to enable clinicians to be placed into an organisation in the “other” 
sector for a period of 12 weeks.  Funding is provided to backfill clinicians’ positions in their parent 
organisation. 
 
Staff members from participating services are seconded for the duration of the placement, to the Dual 
Diagnosis Team that has responsibility for their area.  Staff that are selected are managed by one of the 
four VDDI services.  Each VDDI team designs an experiential program to suit the needs of each 
participant that maximises their exposure to the alternate services whilst allowing them to also engage 
as a practitioner in that service, consistent within their knowledge and skill levels.  The Dual Diagnosis 
Team provides supervision to the practitioner. 
 
 
3.3 Governance 
Governance of the initiative as a whole has been considered important because of the statewide focus.  
The intention has been to form a governance structure that can provide a base for driving comparable 
reform across the whole of Victoria.  However there is an inherent complexity to the establishment of a 
single governance framework, because of the way the funding arrangements have been structured, as 
is apparent from Figure 3-4 below. 
 
 
3.3.1 Governance structures 
A number of structures have been explored throughout the period of implementation of VDDI.  The 
structures have included an overarching group comprised of the four metropolitan auspice 
organisations, a statewide reference group, a leadership group and the rural forum.  Of these, two 
groups have met with some consistency: 
 VDDI Leadership Group 
The VDDI Leadership Group was established by the four dual diagnosis teams to actively 
participate and contribute to discussions and planning concerning future dual diagnosis planning 
and activity in Victoria. The Mental Health and Drugs Division have drawn on the Leadership Group 
to: 

- Provide clear leadership to develop and promote a shared vision for a robust, cohesive, 
consumer centred service for consumers with a dual diagnosis 

- Implement the shared vision by working in a coordinated and collaborative manner to 
identify common issues and solutions 

- Identify and utilise opportunities for workforce development in mental health and alcohol 
and other drug services 

- Build and progress working alliances in the interests of improved outcomes for dual 
diagnosis consumers within the context of the Victorian Dual Diagnosis Key Directions and 
Priorities Action Plan. 

The VDDI Leadership Group was established to monitor, develop and provide direction for existing 
VDDI projects and promote activities which will increase the Dual Diagnosis capacity of the 
stakeholders – Clinical MH, AOD & PDRSS. The VDDI Leadership Group consists of:  

- The four managers of the VDDI teams 
- The manager of the VDDI ETU 
- Representatives from the rural VDDI group  
- Representatives from the Department of Human Services. 
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 VDDI Rural Forum 
The Victorian Dual Diagnosis Initiative Rural Forum (VDDIRF) formally the Victorian Rural Dual 
Diagnosis Forum (VRDDF) was established in April 2001.  Initially specialists within the Western 
part of the state of Victoria participated, with the forum expanding to include all Rural VDDI 
Clinicians. 
The forum was granted financial support in 2004 from the Department of Human Services for 
accommodation and general costs.   Further funding from the mental health and drugs division, 
Department of Human Services Victoria has subsequently been granted.  The value of the rural 
forum was recognised in the 2004 Turning Point Victorian Dual Diagnosis Initiative Evaluation, with 
the recommendation that the rural dual diagnosis forum continue to be supported, with the main 
aims of improving the model and supporting the workforce. 

 
 
 



4. Service Development Outcomes  

 35  
 

4 SERVICE DEVELOPMENT OUTCOMES 
 
 
 
4.1 Dual Diagnosis Action Plan 2007–2010 
As described previously, Key Directions set out a plan for reform.  The plan specifies five performance 
indicators, called ‘service development outcomes’ (SDOs) to which performance levels are attached 
along with a timeframe for completion.   
 
This chapter explores the progress made against each of the SDOs and compares movement across 
the sectors.  The data that is provided is drawn from the survey that was distributed to the VDDI leaders 
as part of the evaluation.  The survey collected information about the combined total of 361 clinical 
mental health teams, AOD services and PDRSS.  There is a small but significant proportion of 
services/teams for whom the response was unknown in relation to one or more of the questions about 
their progress.  The results from the telephone interview with managers of individual teams or services 
are also used to indicate the extent to which the survey data accords with service provider perceptions.   
 
 
4.2 SDO 1 
Dual diagnosis is systematically identified and responded to in a timely evidence-based manner as core 
business in both mental health and alcohol and other drug services.  
 
A number of major changes in practice are required, including:   
 Everyone will be screened for possible dual diagnosis issues at triage/intake/entry 
 Those identified at risk of dual diagnosis, should undergo integrated assessment  
 An integrated treatment plan is developed for those identified as having dual diagnosis issues 
 Integrated treatment is provided.   

 
It is important to note that there was no single screening and/or assessment tool that was mandated in 
the Key Directions policy, rather it was specified that an ‘accepted screening approach’ is used.  It was 
then left to the VDDI teams to ‘encourage the use of common language, tools and standards’.  In 
response the Victorian Dual Diagnosis Screening Tools working group was formed, which led to the 
development of Screening for and assessment of co-occurring substance use and mental health 
disorders by Alcohol & Other Drug and Mental Health Services.  The paper recommended the following: 
 

Screens for mental health symptoms and disorders outlines four key tools available for use in 
screening for mental health symptoms and disorders and is aimed at clinicians currently working in 
the Victorian AOD sector. These include: 

– K10 
– PsyCheck 
– Modified Mini Screen 
– Mental Health Screening Form. 

Screens for substance use disorders introduces Victorian mental health clinicians to four key tools 
that may be used when screening for substance use disorders. These include: 

– Sensitive questioning 
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– AUDIT 
– ASSIST 
– Cage / CageAid.41

 
 

Whilst some of the services/teams have adopted one of these tools, there are still a significant number 
of hybrids of these or other tools that have emerged, although some effort has been made through 
network meetings either with a specific dual diagnosis focus or through the mental health Alliance 
groups, to try and align some of the information collected across sectors.   
 
Hence findings in relation to progress on screening and assessment need to be read with the 
understanding in mind, that whilst services are reporting that they are undertaking screening and/or 
assessment, exactly what information is collected and how, is highly variable. 
 
 
4.2.1 Screening 
There has been a strong focus on training workers in screening and assessment, which will be 
discussed further in Section 4.3.  So not surprisingly, the findings from the survey regarding screening, 
suggest that over half of the clinical mental health and AOD services are screening most clients for dual 
diagnosis issues.  The survey may even be an underestimate as the proportion of respondents to the 
telephone survey across the three sectors suggests that over three quarters of the sample are 
screening most clients.  PDRSS numbers are significantly lower than the other two, which is possibly 
due to less access to training and VDDI support in some localities, than the other two sectors.  
 
Figure 4-1: Proportion of clients provided with integrated screening 

0% 10% 20% 30% 40% 50% 60%

Most clients

Some clients

Very few clients

No clients

Unknown

PDRSS AOD Clin Mental Health
 

Source: VDDI Team Leaders’ Survey 2010 
 
It is worth noting that the outcomes for clinical mental health are not evenly distributed across aged, 
adult and CAMHS teams.  The VDDI leaders reported that this is because the initiative was initially set 
up around the adult teams, with youth being added later and the aged, much later.  This is consistent 
with reports from the aged teams that were consulted that dual diagnosis has not been a strong focus 
                                                      
41 Croton, G. 2007. Screening for and assessment of co-occurring substance use and mental health disorders by Alcohol & 
Other Drug and Mental Health Services, Victorian Dual Diagnosis Initiative Advisory Group, Victoria. P iii 
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for them so far.  CAMHS reported some focus on dual diagnosis but this in part was also affected by the 
age range that they cover and the frameworks that they use.   
 
 
4.2.2 Assessment 
The results in Figure 4-2 suggest a significant shift down in the proportion of clinical mental health 
services that are conducting assessments, in comparison with the screening results.  However, this was 
not reflected by the responses to the telephone survey findings.  Whilst the telephone based findings 
suggest a shift down, the likely reality is somewhere between 30-40% of clients being assessed in 
PDRSS, 35-45% for clinical mental health and 50-60% for AOD services.   
 
Figure 4-2: Proportion of clients provided with integrated assessment 
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Source: VDDI Team Leaders’ Survey 2010 
 
 
In relation to the type of assessment, it was reported by a small number of managers/team leaders of 
AOD services that their workers are now doing Mental State Examinations (MSE), not to provide clients 
with a diagnosis but to determine the most appropriate pathway and to facilitate better communication 
with clinical mental health.  This was confirmed by some of the VDDI teams who commented on the 
ability of the AOD workers that they were in contact with, to undertake a MSE.    
 
Of the clinical mental health organisations that were consulted, there were three that described a ‘whole 
of organisation’ reform process, where policies and procedures were modified, staff trained and 
expectations of staff increased.  One of these is included as a case study.  
 
CASE STUDY – ORGANISATIONAL CHANGE 

Dual Diagnosis is now mandated as core business and is included in the overall policy direction for NorthWestern 
Mental Health, the mental health arm of Melbourne Health.  This is a process that has been strongly supported by 
the Clinical Director and the wider senior executive group.     
A key element in the process was the establishment and ongoing role of the North West Dual Diagnosis 
Committee which oversees dual diagnosis implementation for the Area Mental Health Service.  The committee 
provides reports to the Executive and also reports to the quality processes within Melbourne Health.  An Action 
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Plan (2009-10) was developed through the committee that is aligned with the SDOs from Key Directions.   
The strategies that have been implemented to date include the following: 
 Development of a range of policies including one on Dual Diagnosis capability for mental health services 

that covers: 
- Training 
- Recruitment 
- Research and evaluation 
- AOD Screening and Assessment 
- Shared care with AOD services 
- Care planning and Treatment 
- Review, secondary consultation and discharge 
- Outcomes  
- Key performance indicators 

 Addition of AOD CAGEAID (Screen) and AOD Assessment template to the MH – Assessment form 
 Mandatory minimum Dual Diagnosis specific training for all staff via intranet 
 Collection and monitoring of data on Dual Diagnosis screening and assessment KPIs 
 Online staff survey 
 Dual Diagnosis organisational (COMPASS) and file audits 
 Development of an evaluation plan for the Dual Diagnosis project. 

Progress is monitored and reports are sent to managers of units/teams which identify who has been trained and 
where they are up to.  Screening of all clients has been mandated with a 100% target.  KPIs are attached to all 
teams, with tracking tools in place to measure progress.   
To assist in achieving these targets, screening is embedded into the CMI data collection via fields in the 
registration form.  Diagnostic, assessment/screening and intervention information is collected at Assessment, 
Clinical Review and Discharge.  Documentation of AOD related information at each of these points is through 
completion of ICD-10 and relevant Z-codes that cover screening, assessment and intervention type.   
NWMH is now moving towards sustainability of changes in practice through a six month plan to move all the DD 
monitoring processes into core business, for example, conducting regular Dual Diagnosis file audits as part of 
normal quality mechanisms.  Regular reports to the Executive on screening and assessment will also continue.  
 
 
4.2.3 Integrated Treatment Plans 
The proportion of clients provided with integrated treatment plans, shown in Figure 4-3 is not consistent 
with reports from the team leaders/managers of PDRSS and clinical mental health, who reported a 
much lower occurrence of integrated treatment planning, whilst AOD services indicated a higher level.   
 
Integrated treatment plans require treatment options for their development, which in turn is reliant on 
partnerships and referral pathways between sectors or the capacity to respond within the organisation 
to the dual diagnosis issues.  Planning is also contingent on the capacity to conduct dual diagnosis 
assessments, which as indicated in the previous section, is likely to be occurring in less than half of 
most organisations/teams.  It also needs to be acknowledged that some integrated treatment plans are 
being developed through informal but reasonably effective working relationships between organisations 
across different sectors.  This is based on a readiness to share information in order to better support the 
treatment of some of their clients with dual diagnosis issues.     
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Figure 4-3: Proportion of clients provided with integrated treatment plans 
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Source: VDDI Team Leaders’ Survey 2010 
 
 
4.2.4 Integrated treatment 
Integrated treatment for most situations requires two or more organisations across different sectors to 
work together to develop a single treatment plan for a person with dual diagnosis issues, which 
addresses both mental health and dual diagnosis issues.   
 
The extent of integrated treatment planning was generally described by most people interviewed as an 
area where much more needs to be done, particularly if it involved two or more sectors providing input 
to the one plan.  Barriers that interviewees referred to included time to see people in different settings 
other than their own, difficulty for the client to see different providers in different locations, and lack of 
formal agreements between sectors.  However examples were still provided of this occurring in a variety 
of settings.  In some instances these examples were greatly enhanced by the application of ISI funding 
to the AOD service that was involved in the treatment.   
 
In the Loddon Mallee region, work undertaken by VDDI through the local Primary Care Partnership, has 
seen an integrated model of treatment emerge around the needs of people undergoing detoxification, 
either at home or mental health patients with substance use issues, admitted to Mildura Base Hospital.  
The following case study provides some details of how the model operates. 
 
CASE STUDY – INTEGRATED MODEL OF CARE  

The Northern Mallee Dual Diagnosis Service worked with Sunraysia Community Health Services to develop a 
model for integrated dual diagnosis withdrawal.  Models were developed for Enhanced Home Based Withdrawal 
and Hospital Based Withdrawal. 
The Enhanced Home Based Withdrawal Model provides a supported withdrawal process which monitors the 
individual’s physical and mental health status.   Support is provided in the home by a support person or carer, and 
enhanced service support is provided from Alcohol and Other Drug Treatment Services (AODTS), mental health 
services (MHS), and other primary care agencies.  A General Practitioner (GP) or medical officer is also involved.  
This program provides a client-centred approach, which also addresses social issues of poverty, unemployment, 
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housing and social isolation.  The model addresses the changing needs of individuals during the pre-withdrawal, 
withdrawal and post withdrawal phase.  
People seeking assistance from both MHS and AODTS are screened for mental health and problematic 
substance use utilising accepted screening approaches.  Secondary consultations occur between MHS and 
AODTS key clinicians and agreed AODTS and MHS referral protocols are utilised. 
A combined assessment is conducted by both MHS and AODTS.  Acceptance into the program requires the 
agreed participation of both key agencies, and the agreed involvement of a GP or medical officer.  Patient rights 
information is provided both agencies, and participants are informed that each agency has ownership of their own 
client files and that consent is required for sharing of information regarding the withdrawal.  All clients are 
registered with both the mental health service and AODTS.   
A support plan is developed, with the case planning meeting attended by the participant, the carer, case 
manager/worker, the clinician from the AODTS and mental health service and any other relevant agencies.  The 
GP or medical officer must also be involved.   
During treatment, the AODTS is primarily responsible for the management of the withdrawal and MHS is primarily 
responsible for the management of the mental health status of the client.  Both services have a responsibility to 
maintain communication with the other.   
Both the AODTS and mental health service collate program monitoring data and statistics.  Staff must follow the 
policy and protocols of their agency of employment and staff supervision is the responsibility of the agency of 
employment.  Grievance processes are managed in accordance with the individual agencies’ policies and 
protocols.  
The dual diagnosis portfolio holder or consultant is responsible for contacting the consumer following completion 
of the withdrawal to monitor and obtain feedback from the consumer and carer.  The dual diagnosis service will 
obtain feedback from clinicians after each withdrawal.   
 
Barwon Health has focused on addressing the issue of integration by co-locating AOD and clinical 
mental health expertise together in the one team and the same sites.  This has facilitated the building of 
greater confidence and competence in responding to both issues across the whole of the team to the 
point where there is far less distinction made between workers with regard to the issues that they 
respond to.   
 
CASE STUDY – INTEGRATED MODEL OF CARE (Co-located service) 

Jigsaw is a service for young people aged15-25 years, operated by Barwon Health.  It was created approximately 
eight years ago by bringing together Barwon Health clinical mental health and AOD practitioners to form a single 
team.  This was done in recognition of the high prevalence of substance use issues in young people that present 
with mental health disorders.   The service is located in a precinct with the local headspace and other services.  
Jigsaw teams have recently been consolidated into two hubs in central Geelong and a location in Colac, resulting 
in more specialised resources in each team. 
There is a generic job description for all clinicians; clinicians are not identified as ‘AOD’ or ‘Mental Health’ 
clinicians. New clinicians are expected to have Mental Health and AOD knowledge.  If this is not the case, new 
clinicians are supported and encouraged to obtain new knowledge i.e. Mental Health Clinicians supported to do 
Certificate IV in AOD. 
Clients are screened for mental health, AOD, family history etc over the phone.  A decision is made in conjunction 
with the psychiatrist whether a person comes in for a full psychosocial assessment. 
Allocation of clients to case managers occurs daily at team meetings.  The intake team will consider the main 
reason for the young person’s presentation.  If the young person is looking at changing substance use, they will 
be allocated to a case manager with recognised experience in AOD, and similarly for young people whose 
primary presentation is mental health issues.  However, a clinician’s ability to pick up a client is determined by 
more factors than simply the case manager’s expertise.  No client has two case managers; two to three years ago 
this would not have been uncommon.  There is better continuity of care for the client to have one worker.  
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Gradually all clinicians are starting to do the same role and they are getting to be on par with each other.   
In addition, Jigsaw clinicians have very good access to medical staff, with four consultant psychiatrists and two 
registrars.  Psychiatrists are not treating AOD and mental health issues separately.  DACAS and Adult Mental 
Health workers are available for secondary consultations.   
It has been a slow transition since bringing AOD and MH together; the change process has been gradual and has 
developed and evolved.  Barwon Health has been supportive and everyone has found it exciting to do further 
study and have opportunities for PD. 
The challenges however have not been so great in youth mental health as they have been in adult mental health, 
where people have been used to treating one issue and ‘outsourcing’ treatment of other issues.  Jigsaw had 
recognised for a long time that clients were presented with comorbid issues. 
The model has seen a better use of resources and time with more EFT to go around to service young people.  
Overall there’s a strong focus on integrated treatment. 
 
 
4.3 SDO 2 
Staff in mental health and alcohol and other drug services are ‘dual diagnosis capable’, that is, have the 
knowledge and skills necessary to identify and respond appropriately to dual diagnosis clients and 
advanced practitioners are able to provide integrated assessment, treatment and recovery. 
 
This required: 
 All staff to be appropriately educated 
 Development of advanced practitioners (portfolio holders). 

 
 
4.3.1 Appropriate education  
As indicated in Figure 4-4, a significant level of training that has some connection to dual diagnosis has 
occurred, although interviewees suggest the level is somewhat more substantial than determined 
through the team leaders’ survey results.  Again the PDRSS result is lower, though as mentioned earlier 
under SDO 1, some PDRSSs in specific localities did not have ready access to VDDI support (as will be 
discussed chapter 5).  Also a statewide training program has been rolled out to PDRSS, much of it after 
the point in time when the VDDI team leaders’ survey was conducted. 
 
The disparity between team leader survey results and interviewees can be attributed to the diversity of 
training providers that have been used across the sectors, and so the VDDI team leaders will know 
about those organisations that they have provided training to, but not necessarily about training 
provided from elsewhere.   
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Figure 4-4: Proportion of staff provided with Dual Diagnosis related training 
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Source: VDDI Team Leaders’ Survey 2010 
 
Training in screening and assessment of dual diagnosis issues and the use of different screening tools, 
has been a major focus for the VDDI teams amongst other topics.  When the ETU commenced it 
developed a training package that focused on these two subjects for AOD services, along with 
audiovisual material and distributed the package to the VDDI teams and the materials to 100 AOD 
services. 
 
The breadth of topics covered across the three sectors has been substantial.  As an example of this 
diversity, the 27 AOD services that received ISI funding have undertaken training across: screening and 
assessment; understanding mental health; specific mental health disorders; models/strategies for 
therapeutic intervention (such as Cognitive Behavioural Therapy, Mindfulness -  Acceptance 
Commitment Therapy, Brief Intervention, Motivational Interviewing, Family Therapy); dual diagnosis 
competencies; AOD specific topics; medication; and supervision, amongst other topics.    
 
As discussed in the next section, much of the training undertaken across all sectors has not been 
constructed around a defined set of core competencies, and therefore it can only be said that dual 
diagnosis related training has occurred.  The content is highly variable and there has been little 
assessment of participants’ knowledge and skill gain.  However, there are stand out exceptions and 
these are the online units of competency developed by ETU and the statewide training, developed for 
and rolled out to the PDRSS sector (partnership between EDDS, VICSERV and ETU). 
 
Building dual diagnosis capability, hasn’t only been reliant on training, other strategies have been 
implemented such as VDDI clinicians and psychiatrists modelling dual diagnosis work, providing 
secondary consultations, conducting case reviews groups, providing supervision and other approaches.  
Also the Reciprocal Rotations strategy, described in the previous chapter, was seen as a potential way 
of building skills, knowledge and confidence by placing someone in the ‘opposite’ setting.      
 
The other factor impacting on training has been the consideration of cost.  The competencies delivered 
online through Gippsland TAFE cost around $1,000 per participant that has already attained a 
Certificate IV or higher qualification, which means that any mental health organisation would potentially 
need to pay this cost for any of their staff that undertake this training.  In order to reduce this barrier, the 
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Department of Health has provided some scholarship funds through ETU, for a small number of people 
to meet the training costs of the online course.  Consequently one of the mental health organisations 
has supported the VDDI team that they auspice to create an online training package for new staff, 
although the difference in time required to complete this version as compared to the ETU competencies 
is markedly different.  This package takes a person about two hours whereas the competencies involve 
many more hours of online time and reading.  Hence the debate between internal VDDI stakeholders 
has become focused on, as the next section describes, what constitutes dual diagnosis capability and 
what is required to achieve it.    
 
 
4.3.2 Dual diagnosis capability 
The difficulty in building ‘dual diagnosis capability’ across the three sectors has been the lack of clarity 
throughout VDDI, regarding the ‘end point’, that is what this actually entails in terms of specific 
knowledge and skills and the training curriculum and other strategies required to impart these.  For 
example the four VDDI teams and their rural practitioners have all developed and delivered training on 
screening and assessment, but the content of the training and method of delivery have varied, more so 
in the earlier days, and  significantly, there is no actual mechanism for assessing the growth in capability 
of participants that results.  In addition the training packages have primarily been developed by people 
whose core skill base is clinical rather than the development of training curriculum for this context.   
 
The ETU sought to address some of these issues through the development of units of competency 
which reflect at least some of the core competencies that are required for different sectors to progress 
towards being dual diagnosis capable.   
 
A partnership with Gippsland TAFE by ETU on the development of the curriculum meant that these units 
have been accredited at the Vocational Education and Training (VET) Certificate IV level.  They also 
provide a pathway to a Graduate Certificate/Diploma in Alcohol and Other Drug Studies, through 
Turning Point, where credit can be gained for one subject under Recognition of Prior Learning.  An 
online format, which involves live facilitation, was selected for delivering the content, meaning that a 
maximum of 30 can be trained during any single semester.  Given this, ETU has sought to increase 
access by providing the competencies curriculum, along with some support to Registered Training 
Organisations which resulted in around 1,000 people undertake this type of training in the period 2007-
2010.   
  
In order to define the end point of being ‘dual diagnosis capable’, the competencies and/or qualifications 
required by a PDRSS, AOD or clinical mental health worker need to be determined.  This in turn relates 
to the ‘scope of practice’ for workers in each of the sectors, that is, the full spread of role-related 
activities that a worker in each sector might be required to do.   
 
Consideration also needs to be given to a context where very little time is given to dual diagnosis issues 
as part of professional training for psychiatrists, doctors, psychologists and social workers.  In regard to 
nursing though, there is at least one educational institution that includes an AOD subject, developed by 
ETU, within their mental health major.   
 
There is also a wider context that has a bearing, which is the diverse skill base across PDRSS and 
AOD, with no minimum qualification required for PDRSS and Certificate IV in AOD being the base 
requirement for the AOD sector.  Debate is currently taking place across the AOD sector regarding 
whether or not the minimum qualification should in fact be raised from Certificate IV to a VET Diploma 
level.  The context includes the diversity in client work that occurs across the three sectors and the 
extent to which specialist knowledge in relation to working with dual diagnosis in a particular setting or 
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role, might be required, an example being a mental health inpatient unit undertaking detoxification of a 
patient.   
 
A further set of challenges identified by clinical mental health team leaders and the VDDI teams is what 
they term as the shift in culture and focus that is required in mental health, in order to adopt identifying 
and responding to dual diagnosis as core business.  The other concern raised by clinical mental health 
team leaders is the very high turnover in staff, with a continuous cycle of trained staff moving on and 
new recruits needing training.   
 
 
4.3.3 Advanced Practitioners 
Almost every organisation interviewed either has at least one dedicated portfolio holder, the term used 
to describe the advanced practitioner role, or had rebadged it as a dual diagnosis champion.  However 
people in this role did not necessarily have additional expertise in responding to dual diagnosis.  It had 
originally been anticipated that people would undertake a Reciprocal Rotation and then return to take up 
the advanced practitioner role with support from a VDDI worker, however as described previously, the 
number of organisations that have participated in a Reciprocal Rotation strategy is likely to be less than 
half.   
 
Some organisations have people in these roles that have completed the online dual diagnosis 
competencies or other training such as a post graduate diploma, and they turn to them during case 
planning and review sessions for their input.   
 
There has also been debate across the VDDI teams regarding what ‘higher’ level training for advanced 
practitioners should constitute and the method of delivery.  At this point it remains undefined.       
 
CASE STUDY – ADVANCED PRACTITIONERS 

Norwood is a non-profit organisation which provides community based mental health services to young people 
and adults (16 - 64 years of age) who reside within the communities of Brimbank, Melton and Sunbury.   Norwood 
operates from four sites across the region including co-locations with Community Health Services.   
Victorian state government funded services include home-based outreach; the Pathways program, which assists 
people who are at risk of homelessness at the point of discharge from an acute care facility into more stable and 
appropriate accommodation and establishing supports to sustain housing; and the Burnside Prevention and 
Recovery Care Services (PARCs).  The Burnside PARCs is a collaboration between North Western Mental 
Health, Mercy Mental Health, Norwood Association and Western Region Health Centre, a community Mental 
Health Service.  The service provides clinical and rehabilitation services in a supportive residential setting to 
clients (aged 16 to 64) in a sub-acute phase of mental illness.  Norwood is responsible for the recovery services 
for 10 beds and offers 24 hour a day supervised care. 
In 2007, two of Norwood’s staff members participated in reciprocal rotations, concurrently.  Once the two workers 
returned to Norwood, they then worked in the homeless program and were also indentified as advanced DD 
practitioners.  The workers started implementing dual diagnosis screening and assessment, and conducted an 
audit of staff knowledge of drug and alcohol issues.  A DD portfolio group was established, with the task of 
implementing Key Directions.  Executive management accepted the recommendations from the portfolio group 
regarding policy and procedural change.  Screening and assessment tools were then selected for use.  In-house 
training of staff in screening and assessment was conducted by the two advanced practitioners, using scenarios.  
In-house training was also conducted in brief interventions and about the services available.  Voyage, an AOD 
service, assisted in the development of training and co-facilitated some sessions.  An AOD resource manual has 
been developed.                
The two advanced practitioners provide secondary consults to the extent that time allows them.  The dual 
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diagnosis portfolio group regularly meets with the client reference group and carers group.  These meetings have 
informed the workplan for the portfolio group, for example planning for the formation of a carer support group for 
carers of clients trying not to use any substances. 
 
 
4.4 SDO 3 
Specialist mental health and alcohol and other drug services establish effective partnerships and agreed 
mechanisms that support integrated assessment, treatment and recovery. 
 
This required: 
 Formation and formalisation of partnerships with other sectors 
 Agreement on client care pathways 
 Development of policies and procedures covering integrated assessment, treatment and care 

 
 
4.4.1 Partnerships 
The VDDI teams have played an active role in establishing or having input into stakeholder groups 
regarding dual diagnosis.  In particular they have sought to facilitate stronger relationships and formal 
partnerships between sectors.  There is also a coordination project funded as part of the Mental Health 
Reform Strategy, called Alliances that is providing a similar partnership building function, initially 
between clinical mental health and PDRSS but some with the encouragement of the VDDI team, have 
broadened to include AOD.  There are examples of VDDI working through the local Primary Care 
Partnership arrangements to build partnerships whilst others have created independent steering groups 
or working parties.    
 
Interviewees described reaching formal agreements on screening tools, client pathways and sharing 
information, although not always just around dual diagnosis.  There are some specific examples of dual 
diagnosis agreements such as the No Wrong Door in the Hume Region (outlined in the next section).   
 
 
4.4.2 Client care pathways 
Client care pathways was seen as the way of meeting the needs of dual diagnosis clients, hence the 
emphasis on this being included as an SDO within the Dual Diagnosis Action Plan 2007-10.  The 
intention is that people with dual diagnosis issues are identified regardless of which sector they present 
in, and then there is an agreed process for them being connected to the organisations that will provide 
the various types of support, which might include all three sectors delivering the required care.     
 
The Hume Region services have taken this a step further using ISI funding to achieve a very significant 
region wide outcome.  Essentially they built on earlier work by Eastern Hume Dual Diagnosis Group and 
the Central Hume Primary Care Partnership to develop an integrated dual diagnosis protocol called No 
Wrong Door – Integrated Dual Diagnosis Protocol.  This is the clearest example across the state of a 
region-wide agreement.   
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CASE STUDY – REGION WIDE PROTOCOL 
Background 
The Eastern Hume Region has focused strongly on building relationships between sectors.  This has resulted in a 
shared ownership for the DD reform agenda, which has been further strengthened through funding from the 
Commonwealth Department of Health and Ageing’s Improved Services Initiative (ISI).  “No Wrong Door” provides 
a powerful example of how the state and commonwealth initiatives can complement and enhance each other.   
Ovens and King Community Health Service have been central to the Paving the Way - No Wrong Door project, 
having initiated it in 2005.  At the core of Paving the Way is an inter-agency protocol that was signed off and 
launched on 8 November 2006.  The protocol provided an endorsed platform upon which eleven participating 
organisations in the Eastern Hume region committed to embed a cultural shift.  In 2008 Ovens & King Community 
Health Service was provided with ISI funding to extend the project across the Hume Region and broaden its 
suitability for all agencies.  In December 2008, the original protocol was further adopted by agencies who are 
members of the Eastern Hume Dual Diagnosis Group.    
No Wrong Door Protocol - Integrated Dual Diagnosis Protocol 
The No Wrong Door – Integrated Dual Diagnosis Protocol 201042

The document was developed in consultation with partner agencies and evolved through significant consultation 
with regional consumer and carer groups and organisations that refer to or work within mental health and drug 
and alcohol services.  The project was overseen by a Steering Committee, comprised of representatives from the 
broader health and human services sector.  The protocol was also endorsed by the Department of Health as well 
as the Department of Health and Ageing. 

 was officially launched in July 2010.  This 
document is a guidebook to agencies and their staff in relation to how to deliver a No Wrong Door service and 
how to work with neighbouring agencies within an integrated service system. 

No Wrong Door is based on the principle that every door in the health care system should be the ‘right’ door and 
each provider within the system has a responsibility to identify needs and assist clients to gain the most 
appropriate care, wherever and whenever clients present for care.   No Wrong Door supports enhanced dual 
diagnosis capability and integrated assessment and care. 
 
The protocol addresses all stages of a client’s journey through service provision: 

- entry and referral 
- intake and initial needs identification 
- assessment and screening 
- care coordination  
- crisis management 
- interventions 
- communication and consent  
- discharge 
- secondary consultation. 

 
It also outlines how the service system in the Hume Region commits to: 

- workforce – capacity building, education and training 
- consumer and carer engagement 
- dispute resolution.  

 

                                                      
42 Ovens and King Community Health Service. 2010. No Wrong Door 2 -  Integrated Dual Diagnosis Protocol. Available from 
www.nowrongdoor.org.au 
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One of the factors described by a number of stakeholders that has influenced the establishment of client 
care pathways, is the communication between the sectors, particularly the language used to describe a 
person’s needs.  Several AOD team leaders described the impact of learning how to do Mental State 
Examinations (MSE) on referrals to clinical mental health.  They talked about the need to recognise that 
adopting the same approach and language as clinical mental health is necessary given they are talking 
about people’s mental health.  It has resulted in a much clearer and stronger dialogue between these 
AOD services and their local clinical mental health teams.        
 
There were also a number of examples of informal relationships that facilitated access by clients to 
services.  These relationships had come about in a number of ways, including Reciprocal Rotations, a 
worker changing sectors, or through inter-sectoral working groups facilitated by a VDDI team.   
 
Examples were also provided of contrary situations.  The first of these refers to access to acute mental 
health services by clients in detoxification units.  There were several instances reported by one 
detoxification unit, in which the mental health state of a person was such that the unit believed that 
clinical mental health needed to respond.  Further to this the unit reported that clinical mental health 
indicated that they would not respond because the client was deemed to be in a contained environment 
with some support.  The detoxification unit then felt that their only course of action was to discharge the 
person from the unit to the emergency department of the hospital, in order to gain a clinical mental 
health response.  This recurring scenario would appear to be completely at odds with the intention 
behind SDO 3.   
 
Other examples were provided of clients within an AOD service that appeared to be exhibiting 
symptoms of acute mental illness and/or risk to themselves.  The AOD service was unable to gain 
confirmation from the local mental health service, regarding whether or not the person was a client of 
theirs.  One instance was provided of such a scenario where the person committed suicide.  
 
 
4.5 SDO 4 
Outcomes and service responsiveness for dual diagnosis clients are monitored and regularly reviewed. 
 
This required: 
 Services to collect data on dual diagnosis 
 Use the data to inform service planning and development. 

 
 
4.5.1 Collection of Dual Diagnosis related data 
Generally this has not occurred because the main data collection systems mandated by the Department 
of Health, Australian Drug Information Service (ADIS) and Redevelopment of Acute & Psychiatric 
Information Directions (RAPID) are not specifically geared to readily capture and provide this 
information as reports.  The challenge in the PDRSS sector is that there is no single mandated tool and 
so a variety is used.  ADIS in particular only has one field allocated to the capture of mental health 
information, which is simply whether or not the person has a psychiatric diagnosis.   
 
However one mental health service has used the Client Management Interface (CMI) component of 
RAPID to monitor progress across mental health teams on numbers of clients screen and/or assessed 
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for dual diagnosis issues.  Team leaders are required by the service to report regularly on this 
information (see earlier case study on organisational change).  As indicated in the case study the 
service has been using ICD-10 and Z-codes, to record dual diagnosis information in CMI.  This is also 
being promoted across the clinical mental health services in the Eastern Hume Region. 
 
The other potential area for capturing AOD information by clinical mental health services is the HONOS 
and BASIS 32 data, which is expected to be collected as part of the National Outcomes and Casemix 
Collection (NOCC) (refer Appendix F), however this has not been utilised for reviewing dual diagnosis 
activity in any systematic way, and completion is reported to be variable.   
 
Those AOD services that received funding from ISI have been required to conduct an organisational 
audit of their dual diagnosis capacity using a tool called Dual Diagnosis Capability in Addiction 
Treatment (DDCAT) for each of the three years that they were funded for.  They also undertook 
snapshots of client data during short periods to try and assist with their knowledge of how they were 
progressing in this area.  This has enabled them to grow in their knowledge about the areas they 
needed to work on as well as their confidence as they have seen improvements on their DDCAT scores.  
It is worth noting though that there is no independent auditing of these processes, they are completely 
self assessed unless a service has chosen to involve another party in the process. 
 
 
4.6 SDO 5 
Consumers and carers are involved in the planning and evaluation of service responses. 
 
This required consumers and carers to be involved in: 
 Service review and improvements 
 Education and training activities. 

 
 
4.6.1 Consumer and Carer involvement in service improvement 
The involvement of consumers and carers as reported through the leaders’ survey indicated an 
unknown result for 40% of the PDRSSs so these findings haven’t been used.  Instead, the interviews 
suggest that overall, around 60% have formal mechanisms for consumer and carer involvement, with 
this strongest in mental health because of a strong history of consumer/carer consultants and other 
participation strategies, whilst it is an area of learning and growth for the AOD services.   
 
 
4.6.2 Consumer and Carer involvement in education and training 
Fewer organisations reported involving consumers and carers in training activities, although ETU has 
been active in trying to develop this as part of the online competency training.   
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5 IMPACT OF THE VDDI STRATEGIES 
 
 
 
The combined impact of policy and VDDI strategies has seen Victoria arrive at the stage where the 
great majority of workers across the three sectors have received training related to dual diagnosis and 
the majority of clients of AOD and clinical mental health services are screened for dual diagnosis issues.  
This is a major shift from the rigid demarcation that existed between each of the sectors not so long 
ago.  Added to this has been a growth in the assessment of clients and to a lesser extent, the 
development of integrated treatment plans.  In the latter area of integrated practice, there is still 
substantial work to be done, and therefore this is the focus for recommendations detailed in the next 
chapter.       
 
The critical turning point for change occurred in 2007 with the Victorian Government releasing the Key 
Directions policy.  This included a Dual Diagnosis Action Plan that specified five SDOs to be met by 
AOD, clinical mental health and PDRSS, within designated timeframes.  These requirements on 
organisations provided a significant impetus, particularly for AOD organisations, to engage with the 
VDDI strategies as well as undertaking their own, to build dual diagnosis capacity.  Changes also 
occurred across mental health but with less consistency.  Indeed, when speaking to services about their 
dual diagnosis work, most did not identify the existence of VDDI prior to Key Directions.  In effect, it is 
almost as if the initiative has largely been in place for two to three rather than nine years.  It is also 
important to bear in mind that change is continuing to occur, with the findings of this report likely to have 
been surpassed already, particularly as the wave of training rolled out to workers in the PDRSS sector 
has only recently been completed.   
 
The timeframes for change in practice outlined in Key Directions were ambitious and were hindered by a 
number of factors including: the need for a more clearly specified vision in terms of worker dual 
diagnosis competencies; lack of an overall workforce strategy; lack of mandated screening and/or 
assessment tools; and the limitations of the existing data tools to collect dual diagnosis data.  The 
prevailing beliefs and culture within mental health have also made it difficult for AOD issues to be seen 
as part of ‘core business’.  This can also be coupled to the lack of clarity regarding competencies and 
the lack of specific treatment guidelines that have been developed with Victorian mental health workers 
in mind.     
 
It also needs to be recognised that a Commonwealth comorbidity measure, targeting non-government 
AOD organisations, called the Improved Services Initiative, also commenced in 2007.  This saw funding 
go to 27 AOD organisations to assist them with building their capacity to respond to people with dual 
diagnosis issues in the period 2007-2010.  Up to $500,000 was provided to assist, mostly individual 
organisations, with this work.      
 
The final reflection on this significant reform process, is that the remaining window for change is 
narrowing as the change agenda for organisations becomes increasingly crowded, by seemingly 
competing interests.  
 
The impact of the five VDDI strategies as described in detail in Chapter 3, is explored in the following 
sections.  
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5.1 VDDI Teams and Rural Clinicians  
 
5.1.1 Professional training 
The professional background of clinicians is illustrated in Figure 5-1.   There are a similar number of 
mental health nurses and social work trained staff and together these make up 71% of the VDDI team 
members, including rural workers.  
 
Figure 5-1: Professional training 
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5.1.2 VDDI Worker Role 
The VDDI teams and their rural practitioners have generally been very well regarded by the 
organisations and teams to whom they have delivered a diversity of activities.  Through these activities, 
these organisations reported changes in their understanding and practice regarding dual diagnosis.   
 
The actual role has been described by VDDI leaders and team members as complex because of the 
skills that are required in addition to clinical expertise in both mental health and AOD.  Project 
management and change management skills have been found to be essential, along with the capacity 
to negotiate across and within sectors.  
 
A diversity of localised projects and specific activities have been undertaken in response to specific 
requests from local stakeholders or which VDDI workers have initiated.  In particular it has required 
workers and teams to be strategic in the way that they have impacted on existing processes or in the 
creation of new structures in order to drive the Dual Diagnosis reform agenda.  Examples of the work 
undertaken include: 
 Leading organisational change across mental health organisations, including revision of policies 

and procedures including screening and assessment of AOD issues, data collection, 
mandatory training as well as procedures for monitoring progress 

 Establishing clinical review partnerships between clinical mental health and medical 
practitioners in an AOD setting 

 Provision of primary and secondary consultations 
 Mentoring of people on Reciprocal Rotations as well as others 
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 Formal arrangements regarding use of AOD Detoxification workers in mental health inpatient 
units 

 Establishment of No Wrong Door agreements across a region 
 Development and implementation of different therapeutic approaches 
 Engaging organisations in reviewing their dual diagnosis capability through organisational and 

file audits 
 Establishment of regional and subregional dual diagnosis network meetings 
 Meeting with teams of AOD, PDRSS or clinical mental health workers on a regular basis to 

review cases or discuss common issues. 
 Organising and conducting training sessions. 

 
The following case study, whilst illustrating the work of one rural clinician, in some respects reflects work 
undertaken in part by most VDDI workers. 
 
CASE STUDY – VDDI RURAL CLINICIAN 

The Eastern Hume Dual Diagnosis Service has used a number of approaches to facilitate change 
including: 
 Establishment of Eastern Hume Dual Diagnosis Group 
 Establishment of Hume Dual Diagnosis Education Collaborative 
 Establishment of Eastern Hume Dual Diagnosis Portfolio Holders Group 
 Development of subregional Dual Diagnosis plans 
 Attracting additional funding 

An important element would also appear to be the high level of communication with the Hume Region 
Department of Health throughout the process and in return the Regional Office has provided a 
substantial level of funds to support local education and training.    
Screening and assessment 
Screening has been implemented across the whole region.  In 2010, clinical mental health, alcohol and 
other drug treatment services and PDRSS moved to a mostly common documentation suite.  This saw 
routine assessment of both substance use and mental health issues being conducted across the three 
sectors. 
Integrated Care Planning 
Integrated care planning is another area where significant change has occurred.  Integrated care 
planning is occurring routinely across the region in response to the work undertaken by the EHDDS and 
Ovens and King Community Health Service.   
Education and Training 
The Hume Education Collaborative (HEC) is an educational alliance which was formed to enable 
equitable and tailored education and training to be developed and delivered to all relevant agencies in 
the whole Hume region.  The Department of Human Services Regional Office has endorsed the HEC to 
oversee coordination and distribution of Postgraduate study scholarship funds to the sector.  
Expected outcomes of the collaborative include: 
 Training delivered to meet specific needs of each sector  
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 Training catered towards experience and skills  
 Cross sector delivery, increasing collaborative and networking opportunities 
 Development of resources 
 Dissemination of manuals and course material. 

Supervision groups  
Two supervision groups have been established. 
Subregional planning 
The Eastern Hume region has just completed its second subregional plan, which sets out goals, 
strategies, and timeframes with responsibility for the different strategies allocated appropriately.  The 
subregional plans have provided an effective vehicle for driving collaborative change processes.   
 
The service provider organisations that were consulted particularly valued being able to speak to a 
VDDI clinician for secondary consultation on a complex client or to confirm their mental state 
examination findings.  There was also appreciation of the opportunity to come together with other 
organisations (from within or across sectors) for case reviews with a VDDI psychiatrist or worker and 
they also found VDDI input around organisational change processes helpful.  The same organisations 
want continued access to this type of support.   
 
Some would prefer the teams to provide more of a specialist clinical service, with the VDDI team 
members providing the primary clinical support to people with dual diagnosis issues.  This is occurring 
with primary consultations being undertaken by some team members who carry a small caseload.  
There are however some difficulties with this approach, in that the number of teams and organisations 
to be serviced means that this type of support is not going to be available to everyone, and particularly 
when some organisations have had little or no support from VDDI yet.  The approach also has limited 
value in building capacity in the longer term unless it is applied strictly as a modelling exercise with a 
VDDI clinician undertaking a primary consultation in partnership with an AOD or mental health worker; 
although the focus needs to be on transitioning care to the worker as soon as possible, and then 
providing ongoing support to the worker via secondary consultation.     
 
An area that a few services commented on was the extent to which some of the VDDI clinicians had 
expertise in both AOD and mental health.  Figure 5-2Figure 5-2 below details the experience and 
training of the VDDI workers in relation to each of the sectors.  Almost 90% have experience with 
working in clinical mental health settings, and just over 60% also have worked in AOD service 
environments.  Very few had PDRSS specific experience.  However in relation to the concern that was 
raised, it would appear to be applicable to just over 30% of team members.  Even when AOD specific 
training is taken into consideration as well as experience, just short of 70% of workers have either 
background experience or knowledge of AOD.  
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Figure 5-2: VDDI workers’ experience and/or training related to the three target sectors 
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This lack of expertise in both is a little more pronounced in the metropolitan teams than rural clinicians, 
as Figure 5-3 shows, although the small number of rural clinicians means of course that one more or 
less could change the percentages by a factor of ten.   
 
Figure 5-3: Proportion of workers with MH training and/or experience in MH and AOD 
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The issue of relevant expertise needs to be viewed in the context that all of the team leaders described 
the challenge of filling vacant positions in part because the expectations in relation to the role are high 
(although the perspective of one service provider on this issue was that the teams should be actively 
grooming people to take on the roles, in the knowledge that there will be turnover).  Ultimately, VDDI 
workers need to have expertise in both AOD and mental health that has been built ideally on a practice 
base in both sectors as well as appropriate training in both areas.  
 
A further challenge again identified by some AOD service providers is the need for the teams to be able 
to support their organisations with responding to high prevalence. This of course, has not been a 
requirement of VDDI workers to date.   
 
 
5.1.3 Equitability of access and resourcing 
A matter to be immediately attended to is equitable sector access.  Whilst there are a substantial 
number of clinical mental health teams and non-government organisations to respond to and/or 
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distances to be covered by rural workers, the PDRSS sector has not had comparable access to VDDI 
team support, although more so in some regions than others.  This has been confirmed by both PDRSS 
and VDDI teams.  For example, one VDDI team was directed by its auspice organisation to prioritise the 
clinical mental health sector with a plan to progress to the other sectors in the future. 
 
As described in section 4.2.1 the VDDI teams reported that the adult clinical mental health teams were 
the focus for the teams initially, and that aged clinical mental health teams were added via the Key 
Directions document, without any communication with the teams regarding their inclusion.   
 
In regard to the distribution of VDDI resources, these are tabled in Table 5-1 and Table 5-2 along with 
the number of organisations/teams to be assisted and the areas and populations of the localities that 
they cover.      
 
Table 5-1: Number of services to be assisted vs capacity of metro VDDI teams 

Team name Total area 
(km2) 

Total 
population 

No. of 
PDRSS 

providers 

No. of Clinical 
Mental Health 

teams 

No. of AOD 
service 

providers 

Capacity of team 
(eft) 

SUMITT 
Dual 
Diagnosis 
Team 

2,465 1,272,544 8 44 10 1.0 Team leader 
5.0 Adult 
2.0 Youth 

2.0 Children 
0.4 Consultant Psychiatrist 
0.6 Psychiatric Registrar 

Nexus Dual 
Diagnosis 
Service 

576 416,082 16 17 14 1.0 Team leader 
2.0 Adult  
2.0 Youth 

0.4 Consultant Psychiatrist 
0.5 Psychiatric Registrar 

Eastern 
Dual 
Diagnosis 
Service 

3,604 1,001,479 17 29 16 0.5 Team leader 
1.6 Adult  
0.8 Youth 

0.5 Consultant Psychiatrist 
0.5 Psychiatric Registrar 
(Commonwealth funds) 

Southern 
Dual 
Diagnosis 
Service 

2,187 1,053,530 12 22 39 1.0 Team leader 
3.4 Adult  
1.6 Youth 

0.2 Consultant Psychiatrist 
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Table 5-2: Number of services to be assisted vs capacity of rural VDDI workers  

Linked auspice 
organisation 

Total area 
(km2) 

Total 
population 

No. of 
PDRSS 

providers 

No. of Clinical 
Mental Health 

teams 

No. of AOD 
service 

providers 

Capacity of 
team 
(eft) 

Grampians Psychiatric 
Services, Ballarat 
Health Service 

48,610 
 

214,733 
 

4 18 4 1 

Bellarine Mental 
Health Team, Barwon 
Health 

6,241 
 

252,678 
 

3 13 5 1 

South West Health 
Care  

22,865 
 

102,505 
 

1 21 2 1 

Goulburn Valley 
Health - Adult 
Community Psychiatry 

16,504 
 

143,300 
 

10 10 2 1 

Bendigo Health Care 
Group 

36,874 
 

252,490 
 

3 20 9 1 

Mildura Base Hospital, 
Ramsay Health 

22,087 
 

51,590 
 

1 7 1 1 

Northeast Health, 
Wangaratta 

23,771 
 

117,146 
 

3 8 2 1 

Latrobe Regional 
Hospital 

41,353 
 

247,693 
 

7 14 6 2 

 
The rural resources are slim in comparison to the metropolitan teams, though workers have generally 
been able to be effective in engaging local players because they are fewer in number and opportunities 
for collaboration are sometimes greater in rural areas.   
 
There is significant variability across the metropolitan teams in regard to the number of teams and 
organisations serviced and the number of VDDI workers, even between those with comparable areas 
and populations.  Rural distributions are more comparable, although Grampians is potentially a region 
that needs reconsideration of resources.  Overall there would seem to be a reasonable case for the 
review of the allocation of resources.   
 
 
5.2 Education and Training Unit 
To date, the ETU has been involved in a broad range of activities including:  
 Seminars and workshops within training calendars for the AOD and Mental Health sectors  
 Development of Dual Diagnosis Clinical Treatment Guidelines for the AOD sector, in 

partnership with Turning Point  
 Assisting in the development of Screening and Assessment Guidelines  
 Ongoing professional development for workers taking part in the Reciprocal Rotations Project  
 Development and delivery of Dual Diagnosis curricula for a range of health related accredited, 

undergraduate and postgraduate courses  
 Development and delivery of Screening and Assessment Training for AOD workers across the 

state  
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 Development and delivery of Dual Diagnosis training for indigenous health workers across the 
state  

 Development and maintenance of Dual Diagnosis Support Victoria website 
(http://dualdiagnosis.ning.com)  

 Development of training for PDRSS in partnership with EDDS and delivered in conjunction with 
VICSERV and VDDI teams. 

 
Curriculum development within accredited training, undergraduate and postgraduate frameworks, 
undertaken by the ETU include: 
 Accredited Training  

- Development of Dual Diagnosis Competencies in conjunction with GippsTAFE.  
Available online throughout Victoria (see Appendix D) 

- Competencies have also been offered by GippsTAFE, Odyssey House, Moreland Hall, 
Gordon TAFE, South West TAFE and Ballarat University TAFE.   

- Recognition can be gained within the Diploma in Alcohol and Other Drug Studies, 
Turning Point Alcohol and Drug Centre  

 Postgraduate subjects 
- Graduate Certificate/Diploma in Alcohol and Other Drug Studies, Turning Point Alcohol 

and Drug Centre – two subjects; Introduction to Mental Health and Dual Diagnosis: 
Context and Response 

- Bachelor of Nursing (Mental Health Major) – one subject; Mental Health Nursing 
Practice: Drug & Alcohol 

- Bachelor of Community Health (Mental Health and Alcohol and Drugs) Chisholm 
Institute –AOD and Dual Diagnosis subjects. 

 
Whilst the ETU has provided a level of leadership within the VDDI with regard to curriculum 
development and strengthening the focus on the development of statewide strategies, this has not 
overcome the differences in the approaches to training undertaken by individual teams.  Until more 
recently, teams continued to operate quite independently of the ETU on training development and 
delivery, leading to the proliferation of different training packages on building dual diagnosis capability.   
 
In addition the focus of the ETU on developing accredited training options and then delivering them in a 
relatively resource intensive manner has meant that some clinical mental health organisations have 
chosen not to access the online training because of the associated cost and the limited access, and 
instead have developed their own.  In response, the ETU has sought to extend the reach of the Dual 
Diagnosis competencies by providing the curriculum to a number of RTOs along with support to assist 
them with rolling out training.   
 
In spite of the challenges to date, the ETU function should continue because of the importance of 
having a statewide focus on training and also the need to build on the relationships that have been 
established with professional training providers.  With the movement of Turning Point to Eastern Health, 
it does raise the question of what formal partnerships need to be established to add value to the work of 
the ETU, either in a training or research capacity.  
 
A final point is in relation to the need to development age appropriate training packages on intervening 
with the aged, and young people.  To date the training has mostly been relevant to those dealing with 

http://dualdiagnosis.ning.com/�
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the adult group.  The needs of the adult group can be quite different to those who are older because of 
the prevalence of different substance use (eg prescription drugs and alcohol misuse).  Similarly young 
people’s issues can be quite different to the adult population and the models of service provision also 
need to be structure and delivered quite differently (cf headspace). 
 
 
5.3 Reciprocal Rotations 
As Figure 5-4 illustrates, more than half of the organisations interviewed by telephone, indicated that 
they did not have anyone currently on staff that had participated in a Reciprocal Rotation, so the reach 
has been very limited.  This in part was reported as being due to staff completing a rotation and then 
moving on at a later stage. 
 
Figure 5-4: Percentage of organisations/teams involved in Reciprocal Rotations  
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Source: Telephone interview sample of organisations/teams 2010 
 
Whilst the Reciprocal Rotations program has provided some workers with a unique opportunity to 
broaden their knowledge of another sector and build their skills, the impact for their employing 
organisation has been less significant overall.  A relatively substantial investment in excess of $1 million 
has been allocated for 2010-11 for funding backfill for the organisations whose staff participate in 
Reciprocal Rotations.  It is likely that greater value can be found from investing these funds in other 
workforce development activities.     
 
 
5.4 Additional Psychiatric Support 
Additional Psychiatric Support has meant that psychiatrists, psychiatric registrars, some general 
practitioners and other professional groups involved in the three sectors, have had access to psychiatric 
expertise.  However this has been confined in its sphere of delivery because of the metropolitan location 
and uneven distribution of the available psychiatric time (refer Table 5-1), even across the greater 
Melbourne area.  It has been strongly argued by different stakeholders that the medical profession 
within clinical mental health is the doorway to the adoption of dual diagnosis as core practice and hence 
need to be heavily targeted and supported.  In general they are likely to be more responsive to input 
from addiction specialists such as those psychiatrists and psychiatric registrars involved in the VDDI 
Psychiatric component.  Currently this happens in an ad hoc way and there is quite limited access for 
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rural practitioners to this input, so whilst the role should continue, it should be in line with the proposed 
changes detailed in the next chapter. 
 
 
5.5 Leadership Group and Rural Forum 
The Leadership Group and the Rural Forum emerged at different points and for different reasons.  The 
Leadership Group was established earlier in an attempt to provide a governance structure for the overall 
initiative and thus provide a statewide emphasis.  However the group has struggled in this regard, as 
each leader has been caught between the at times ‘conflicting’ pull between auspice, team and the 
other leaders.  The lower level of seniority of these positions within their auspice body also means that 
there is little authority to make decisions on their auspice organisation’s behalf.  The Department of 
Health has returned to the Chair role for the group and this has assisted some important shifts regarding 
a more collaborative approach.   
 
The Rural Forum has filled the vacuum of support for many of the rural practitioners, who felt quite 
isolated and unsupported until the development of this group.  There has however been some 
divergence between the two forums which has added to the governance difficulties.   
 
An important point to note is that no performance indicators have ever been set for the VDDI teams or 
ETU.  In the absence of set KPIs, the teams and the ETU have developed their own plans and work 
according to those.   
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6 COMPLETION OF THE REFORM PROCESS 
 
 
 
Whilst the reform process has made good progress, the establishment of quality responses to people 
with dual diagnosis issues, by clinical mental health, PDRSS and AOD services is not yet complete.  It is 
also important to note that substantial progress has only occurred since 2007 with the release of Key 
Directions.  Up until that point VDDI teams had struggled to engage the interest of organisations, and to 
some extent, define their roles. 
 
It is crucial to maintain the change momentum over the next three years, although with some significant 
refinement to the strategies employed, otherwise the gains will rapidly dissipate.  There is also a 
substantial body of work to be done to complete the reform process.   
 
With regard to the mental health sector, mental health nurses from the United Kingdom and New 
Zealand have commented with some surprise on the demarcation that still exists between intervening to 
support a person’s mental health and supporting them to address their substance use issues.  
Ultimately the endgame is that good quality care is inclusive of all aspects that impact on mental health 
which means that alcohol and other drug misuse cannot be excluded.   
 
The AOD sector needs to continue to build its capacity to respond to the full spectrum of mental health 
disorders through the development of clinical and supportive skills specific to different disorders as well 
as a greater awareness of online mental health interventions that can offer high quality assistance to 
people.  This includes ensuring that there is a sufficient level of highly qualified and skilled clinical 
capacity in each organisation to provide adequate supervision for staff working with these very complex 
presentations.  This may necessitate a review of current funding practices in relation to very small 
programs.   
 
Any remaining barriers between clinical mental health and AOD services need to be overcome so that 
people with psychotic and/or high acuity presentations can be readily identified and supportively 
referred by AOD services.  Similarly, effective pathways between AOD services and PDRSSs need to 
be established.    
 
There is a diversity of programs available across PDRSS, which will mean that the level of active 
involvement by workers with supporting a person’s recovery from dual diagnosis issues will be variable.   
However all should be able to engage with service users to assist them to identify the impact of 
substance use issues on their wellbeing and then support their engagement with AOD services.   
 
It is necessary to recognise that the Needle and Syringe Program has not been the focus of the VDDI 
and realistically should not be included in the realm of the VDDI teams because of the quite diverse 
workforce that is involved.  However given the high prevalence of dual diagnosis issues amongst the 
population that is serviced by NSP, it is an area that needs to be reviewed with regard to maximising 
opportunities for engaging these people with dual diagnosis capable responses.   
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The potential areas for enhancement of the reform process are discussed below under the following 
headings:   

1. Governance  
2. Systems Management 
3. Workforce development. 

 
 
6.1 Governance 
The discussion on governance includes the following aspects: 
 Policy environment  
 Contractual  arrangements and governance structures 
 Scope of practice for each sector 
 Performance monitoring. 

 
 
6.1.1 Policy environment 
Key Directions is a seminal policy document.  It has provided the necessary leverage for the 
commencement of the reform process across all three sectors.  The document attempted to set out the 
expectations of organisations and the accompanying performance indicators that organisations are 
required to report on, as well as a specified timeframe, albeit a little ambitious.  It is well regarded by all 
organisational stakeholder groups.   
 
However it fell short in a number of key areas identified by stakeholders consulted throughout the 
evaluation.  The vision actually required further detail, particularly regarding the following: 
 Describing dual diagnosis capability for each sector in terms of specific practitioner 

competencies and specifying a single workforce development framework 
 Mandating common screening/assessment tools 
 Treatment options including the development and mandating of clinical guidelines for each of 

the sectors 
 Promotion of integration through co-location.  

 
Without this further information it left services unclear about what the ultimate destination of dual 
diagnosis capability would look like for their service and sector.  It needs to be recognised though that in 
all likelihood this was not as possible then as it is now, because it is only with the experience to date 
that there is greater clarity regarding what might be appropriate for each sector, and this in turn will 
continue to evolve into the future.  Responsibility for the implementation of the change was left to the 
provider organisations and the VDDI teams to negotiate between them; this included the up-skilling of 
workers and implementing organisational reforms.  There was little involvement by the Department in 
the process of reform beyond the initial policy document.    
 
The document also placed a strong emphasis on partnerships between sectors as the solution to 
treating dual diagnosis issues, which is one of the most difficult solutions because of the need to move 
either clients or workers between services.  On the one hand it requires the capability of clients to be 
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sufficiently organised and able to readily transport themselves between appointments in different 
locations.  With regard to the other option of moving workers between services, the press of client 
throughput will generally impede the readiness to do so because time spent travelling between 
locations, is time spent not seeing clients.  This is of course not an issue for co-located models such as 
Barwon Health’s Jigsaw and headspace.  Little attention was given in the document to the greatly 
increased opportunities for integration that can flow from co-location.  In addition the capacity and 
willingness to share client information with appropriate consent is a critical component of integrated 
service planning and delivery.  Whilst there has been some progress in specific localities, it is an area 
that requires significant additional commitment of all stakeholders. 
 
A major complexity for AOD services is that they see people with mental health disorders across the 
spectrum from high prevalence disorders such as anxiety and depression, through personality disorders 
to low prevalence disorders, including schizophrenia and other psychotic disorders.  Key Directions 
promoted the referral of the latter types of presentations to clinical mental health, and those with high 
prevalence disorders, to primary care.  However it is particularly difficult for clients to be supported 
through the primary care pathway because of the number of steps that are required and possible cost 
implications (see section 2.3.4).  This mostly results in the AOD sector being left to manage these 
issues with little input from other sectors, including the VDDI teams.      
 
Subsequent policies such as Mental Health Matters recognised the need to respond to people with 
mental health issues right across the spectrum and also strongly endorsed the value of co-located 
models in addressing multiple and complex needs in an integrated way.  However the resources 
required to drive these major reforms did not flow and so little has changed in regard to the integration 
of mental health and AOD services as a result of the policy statement.  It has been a missed 
opportunity.   
 
Hence it would be appropriate for a new Victorian Mental Health and AOD framework document to be 
developed that sets out a clear vision for the future and which elaborates clearly the expectations of the 
different sectors.  There are a number of priority areas that are important to highlight in the framework 
document including:      
 Dual diagnosis objectives, performance indicators and timeframes for achieving these 
 Reform required within each team/organisation within each of the sectors and the expectations 

of senior executive teams and their organisations 
 Scope of dual diagnosis practice in each sector, required worker competencies and the 

implementation of a workforce development strategy 
 Expectations in relation to clinical and non-clinical interventions 
 Inter-sectoral partnerships across the three sectors that support No Wrong Door, the sharing of 

information and joint professional development opportunities 
 Sustainability measures. 

 
Progress has occurred on the State – Commonwealth partnership on comorbidity and this should 
continue.  To date it has seen joint conferences involving ISI and VDDI workers and the emergence of 
regional planning involving both initiatives.  The Department of Health is also an active member of the 
National Comorbidity Collaborative which has been established to advise the Australian Health 
Ministers’ Conference.  This relationship has the potential to ensure alignment between federal and 
state policy positions and workforce strategies and in particular on the definition of dual diagnosis 
capability.      
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6.1.2 Contractual arrangements and governance structures 
The VDDI governance arrangements as summarised in Figure 3-4 have provided a fundamental 
challenge to the implementation of a statewide initiative.  The various structures that have been 
developed at different points have all added some value but have failed to address the fundamental 
need to drive a strong statewide focus for the initiative and the decision by the Department of Health to 
not mandate specific screening and assessment tools has added significantly to the challenge.  
Individual contracts with four different organisations as well as the lack of a unifying structure and/or 
strategic plan with common KPIs, has meant that the initiative has been quite fragmented and this has 
led to inconsistency in training and to a diversity of screening and assessment tools.  It has also meant 
greater difficulty in promoting the initiative as a major reform across all three sectors given that some 
services are unaware of the initiative, although they may know the name of their local team.  The 
structural arrangements have also allowed the auspice organisations some capacity to determine which 
sectors they choose to service in their region, over and above others, which has seen PDRSS not 
provided with input in some cases and a lack of assistance to clinical mental health teams in another 
case.   
 
The VDDI team leaders, which were left with the responsibility of developing a memorandum of 
understanding between the four teams, including rural workers have been in a very difficult position.  On 
the one hand their auspice has wanted them to go in a particular direction, the department another and 
then each team has had its own view of what training should occur and so on.  The Department did not 
provide the necessary authorising environment for the leaders to form a single statewide VDDI plan or 
for the ETU in leading workforce development.   
 
Another consequence of the fragmentation has been significant duplication in resource development 
between the teams, although the rural practitioners have generally sought to share ideas, approaches 
and materials.     
 
The contractual arrangements for rural practitioners have not resulted in access to additional support for 
most of them.  Moreover, it has placed workers, rural host organisations and metro teams in a difficult 
position at times.   
 
It would also appear that the major drive for the initiative has come from within the AOD section of the 
Department and that this has not been carried as strongly through mental health and that gaining 
organisational commitment has been most difficult in clinical mental health.  The question of where 
within the department the carriage of VDDI should sit, given its focus across mental health, AOD, Sector 
Quality and Workforce Development, is one that will need careful consideration.   
 
Whilst Key Directions included the Dual Diagnosis Action Plan, there was no formal process following its 
release, which brought the activities undertaken through VDDI under the umbrella of a single plan.  In 
future it is proposed that a 3 year VDDI Statewide Strategic Plan (VSSP) that covers all aspects of the 
initiative and which includes KPIs, be developed through a Central Steering Group appointed by the 
Department of Health.  There are a number of areas that the VSSP could potentially address, including: 
 Finalisation of scope of practice and required competencies for each of the sectors 
 Workforce development priorities including an emphasis on Aged and CAMHS teams  and 

youth for AOD 
 Organisational change across clinical mental health 
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 Increased focus on building clinical and non-clinical intervention capacity including workforce 
development for AOD on responding to high prevalence, personality and trauma related 
disorders and/or symptoms 

 Strengthening the consumer/carer focus for AOD 
 Support for the development of dual diagnosis capability in PDRSS 
 Role of ETU, VDDI teams and Psychiatry Support. 

 
The VSSP and its KPIs which would bind all of the teams would then provide the basis for local level 
planning and monitoring.  Local Action Plans for implementing the VDDI Statewide Strategic Plan in 
each metropolitan and rural VDDI region and which include KPIs, would be developed through Local 
Steering Groups appointed in consultation with central and regional Department of Health.     

 
 
6.1.3 Performance monitoring and screening and assessment tools 
There are potentially a number of levels and avenues for performance measurement, only some of 
which have been utilised throughout VDDI.  This includes performance by organisations in relation to 
organisational change and the establishment of strategic partnerships.  It could also extend to 
performance by practitioners on screening, assessment, treatment planning and use of appropriate 
interventions, as well as changes that have been achieved by clients.   
 
As described in the previous chapter, there are some DD capacity assessment tools that have been 
used to assist in this process, such as DDCAT and the Dual Diagnosis Capability tools developed in the 
Eastern Hume region.   
 
Whilst the requirement to report against the SDOs has engaged the focus of organisations on dual 
diagnosis issues, in reality they are a relatively crude measure of progress and the total resources 
committed to monitoring progress and reporting back to organisations by the Department of Health has 
been minimal.  A further shortcoming is that whilst clinical mental health services report as a whole, they 
don’t report on the progress of each team and so it is difficult to really assess the extent of reform 
across these large organisations.  Surprisingly, no regional Department of Health staff have been 
involved in monitoring or providing feedback to each of the sectors and this would appear to be an 
oversight.  In the longer term performance by organisations on building and sustaining dual diagnosis 
capability needs to be monitored through its inclusion as a quality review requirement.  This would see it 
included as an aspect of file and other audits.  
 
In addition, the AOD sector has shown some ability to undertake mental state examinations in order to 
make more effective referrals to clinical mental health, as well as mental health screens such as 
Modified Mini Screen (MMS), but there is no means of recording this data in ADIS.  PDRSS have 
successfully screened for AOD usage, although there is no one data collection tool in use across the 
sector.  Clinical mental health teams have been able to screen and assess for AOD usage across a 
variety of teams and settings using ASSIST.  An option is available for capturing some dual diagnosis 
related information through CMI.      
 
Ultimately consistency between regions on screening and assessment tools, and integrated data 
collection systems that can capture this information, would allow the Department to more readily monitor 
progress on a statewide basis.  It would also assist organisations to review their own dual diagnosis 
work.  Ideally the three sectors should be using the one data collection system with access to the same 
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suite of screening, assessment and reporting tools as well as appropriate client treatment planning and 
care information.    
 
It is also necessary to bring client outcomes into the performance monitoring frame, as no specific client 
outcomes have been determined in relation to dual diagnosis clients, for any of the three sectors.  The 
governance forum, which was comprised of VDDI staff and auspice representatives as well as DH 
central and regional staff, suggested measurement is required at both a systemic and client level as well 
as agency and clinician level (DH 2010: 5)43

 

.  Hence it important that the Department appoint a working 
group which is linked to the VSSP Central Steering Group, to undertake the development of client 
specific outcomes to be achieved and monitored by each sector.  

Also as mentioned previously, no performance indicators have been specified for the VDDI teams.  This 
has meant that reporting is currently based on what activities they undertake and not around agreed 
targets or other performance indicators.      
 
 
6.1.4 Proposed governance structural solutions 
A number of options for addressing governance structural concerns have been canvassed by 
stakeholders including during the governance forum conducted by the Department of Health.  These 
include changes to current arrangements which would see rural workers formally placed under the 
auspice of their current ‘host’ organisation, as well as major changes such as the creation of a Dual 
Diagnosis Institute that would employ all VDDI workers.  Whilst there are some attractive aspects to the 
latter proposal, there is the risk that it could become a major distraction for teams as they sought to 
realign their reporting and other relationships and to establish a new organisation.  It may also send a 
counter signal to the message that dual diagnosis reform is about establishing new ways of working that 
are sustainable within each sector and organisation in the longer term.   
 
However the proposal to formally bring Rural Workers under the auspice of their local ‘host’ organisation 
rather than a metropolitan-based organisation is a sensible response to the unnecessary complexity 
that has emerged from the current arrangement.  The rural forum could continue to provide peer 
support, although in line with the specified direction of the initiative.   
 
Also the leadership provided by the ETU on workforce has been limited by the fact that the role was not 
accompanied by sufficient authorising power to establish a common curriculum.  Over the next three 
years the leadership function should be strengthened but any training development should be in 
consultation with the Department of Health and the VDDI teams and Rural Forum.  The leadership role 
should extend to coordinating the implementation of an overall workforce development strategy 
(discussed later in section 6.3).  Consideration could be given to whether the ETU becomes a 
Registered Training Organisation (RTO) in its own right, if it is deemed that this will assist its leadership 
role in the training area.  The alternative is to continue partnering with registered training providers in the 
development and delivery of accredited training to the three sectors.  Such partnerships to date have 
included providers from both VET and higher education sectors.  The longer term strategy must be to 
establishment a commitment by the professional training programs to the inclusion of dual diagnosis 
specific units and placements.  However the Department will need to lead these discussions as well as 
working through COAG  to drive reform across the professional training programs, whilst the ETU can 
back up the discussion with their practical expertise in developing units appropriate to the different 
training programs.  Depending on how quickly this area of activity develops, it may be necessary to look 
                                                      
43 Department of Health. 2010. Report on the Victorian Dual Diagnosis Governance Forum. Department of Health, Victoria, 
Melbourne. 2010 
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at some additional resources to enhance the capacity to work with the training programs on the 
development of units.   
 
 
6.2 Systems change management 
This section summarises some of the challenges in completing the reform.  The discussion then moves 
to a consideration of the roles and the progress on the processes for driving reform within and across 
sectors.  This includes approaches to fostering cross-sector partnerships that support the establishment 
and maintenance of strong referral pathways, co-location, information sharing, professional 
development and high quality evidence-based care.   
 
 
6.2.1 Systemic differences 
There are a number of differences between the three sectors that have a bearing on the implementation 
of the dual diagnosis reform.  The three work around different needs, using different approaches and a 
varied skill base.  Clinical mental health clinicians work with acute episodes of largely severe mental 
illnesses to diagnose illness type and reduce symptom impact over relatively short periods of 
intervention.  PDRSS on the other hand collect largely non-clinical information and work with people 
often over quite long timeframes, whilst AOD is somewhere in between these two sectors, although with 
greater similarity to PDRSS in regard to information collection than clinical mental health.  AOD is also 
interested in assessing people’s readiness for change and their involvement is over a much shorter 
timeframe than PDRSS, and may in many instances be shorter than clinical mental health. 
 
The range of activities that occur in each sector are highly varied, from day programs, residential care 
and outreach support in PDRSS, needle exchange, detoxification, education and counselling in AOD to 
inpatient, outreach and subacute clinical care across the full age range in clinical mental health.   
 
The skill base for PDRSS ranges from unqualified to people with related professional training, whilst in 
AOD there is a requirement that as a minimum staff have or are working towards completion of 
Certificate IV in Alcohol and Other Drugs.  In addition, around 65% of AOD practitioners have been 
reported by the ETU to have a health, social or behavioural science related tertiary qualification.      
 
A further difference between clinical mental health and the other two sectors is the number of 
organisations involved for the number of staff employed.  There are approximately: 
 25 clinical mental health organisations employing around 5,000 staff distributed amongst 201 

teams 
 At least 74 PDRSS organisations employing around 1,500 staff 
 At least 102 AOD organisations employing around 700 staff. 

 
Many of the AOD provider organisations have a broader focus than assistance with substance use 
issues.  Other areas of support include welfare, housing, homelessness support, family support, 
problem gambling, allied health, youth work and a range of community health services such as podiatry 
amongst others.   
 
The challenge for dual diagnosis service reform in this context is the extent to which organisations with 
small numbers of AOD or PDRSS staff and/or very small organisations can build and sustain the 
necessary workforce and supervisory capacity along with the change in practice, policies and 
procedures.  The converse is true of mental health organisations, where reform in this context requires 
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change on a large scale, but once it is appropriately embedded, it should be able to sustain itself 
relatively well.  A major challenge also with clinical mental health is the cultural shift required for some 
practitioners to accept that AOD issues cannot be seen as separate to mental health issues.   
 
 
6.2.2 Establishing cross sectoral partnerships 
The relationships across the sectors have been progressing slowly.  There have been some standout 
examples as described earlier, and there are still old themes being reported such as some AOD 
services feeling that they are not particularly well regarded by clinical mental health.  This can mean that 
AOD services either are not successful with making a referral or they have to rely on the intervention of 
a VDDI worker for a referral to be accepted by clinical mental health.  Also whilst there has been some 
movement on the sharing of client information (with consent), there is still some significant progress that 
needs to be made.   
 
A number of network vehicles have been utilised to drive the cross-sector reforms that have occurred to 
date, including specially created dual diagnosis working groups, mental health alliances and Primary 
Care Partnership (PCP) working groups amongst others.  Ideally the opportunity should be taken 
wherever possible to work within existing partnership development mechanisms such as PCPs so as 
not to create duplication in these activities and to increase the opportunity for dual diagnosis specific 
strategies to be incorporated into mainstream practice.   
 
The Hume No Wrong Door 2 Protocol provides a very useful example for other regions to consider in 
their cross sector planning.   
 
It is hoped that cross-sector planning can go further even than improving the flow of referrals and 
sharing of information, by genuinely exploring opportunities for co-location of AOD and mental health 
programs, to afford better access for dual diagnosis clients and strengthened opportunities for the 
integration of care.   
 
There are two higher order issues in regard to cross-sector relationships that will require a review by 
the Department and these relate to the following, both of which involve significant risk for the wellbeing 
of the clients involved: 
 Management of information sharing or other options between AOD, clinical mental health and 

PDRSS, for situations involving high risk clients, particularly in cases where there might not be 
informed consent but where a person is at risk of harm to themselves or others   

 Support to detoxification patients in a residential detoxification facility by clinical mental health 
teams. 

 
 
6.2.3 Change management roles 
It is hoped that the specification of the systemic reform roles/functions in Table 6-1 will assist all players 
in recognising the critical role that all levels play in the reform.  Clinicians and support people are not 
listed because it is presumed that they are in fact the people that deliver the reform in its realised state.   
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Table 6-1: Systems change management; roles 

Change agent Proposed role/functions 
Department of Health  Policy development 
Mental Health, Drugs & Regions Leadership on policy implementation 
 Modelling integration 
 Funding and other resources 
 Monitoring of policy implementation  
 Feedback to organisations and sectors on progress 
 Central and Regional leadership on policy implementation 
ETU Leadership and coordination  in development and delivery of curriculum 

and training & workforce development implementation 
Establishment of strategic relationships with educational institutions 
around participation in and development and delivery of training 
Facilitating sharing of resources across VDDI 

VDDI Teams and Rural Clinicians Support workers and teams/organisations to change practice 
 Provision of resources 
 Support statewide training and other workforce development strategies 
 Mentoring/Supervision/Secondary consultation  
 Network facilitation  
Psychiatric support Provide leadership for medical staff 
 Build the DD capability of medical staff 
 Secondary consultation, clinical review, primary consultation 
 Mentoring and training 
Senior managers; Clinical MH Driving organisational reform and practice change 
 Ensuring review of policies and development of DD specific policies 
 Supporting middle management to drive reforms 
 Establishment of monitoring and review mechanisms 
 Absorption of DD monitoring into quality review processes 
 Supporting staff participation in workforce development activities 
Clinical Directors/Medical staff Clinical leadership in DD practice 
 Support for staff in changes to screening, assessment, treatment planning 
 Incorporation of DD into clinical review processes and supervision 
 Supporting staff participation in workforce development activities 
 Supporting intersectoral partnerships 
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Change agent Proposed role/functions 

Senior management AOD Overseeing organisational reform and practice change 
 Ensuring review of policies and development of DD specific policies 
 Supporting middle management to drive reforms 
 Establishment of monitoring and review mechanisms 
 Absorption of DD monitoring into quality review processes 
 Supporting staff participation in workforce development activities 
 Ensuring clinical and non-clinical MH support leadership in DD practice 
Middle managers AOD Driving implementation of organisational reform and practice change 
 Driving implementation of DD monitoring and review 
 Providing clinical and non-clinical MH support leadership in DD practice 
 Support for staff in changes to screening, assessment, treatment planning 
 Incorporation of DD into clinical review processes and supervision 
Senior management PDRSS Overseeing organisational reform and practice change 
 Ensuring review of policies and development of DD specific policies 
 Supporting middle management to drive reforms 
 Establishment of monitoring and review mechanisms 
 Absorption of DD monitoring into quality review processes 
 Supporting staff participation in workforce development activities 
Middle managers PDRSS Driving implementation of organisational reform and practice change 
 Driving implementation of DD monitoring and review 
 Providing non-clinical MH and AOD support leadership in DD practice 
 Support for staff in changes to screening, assessment, care planning 
 Incorporation of DD into practice review processes and supervision 
 
   
Change management should ultimately culminate with Dual Diagnosis practice being firmly embedded 
as evidenced by the development and implementation of appropriate dual diagnosis treatment plans, 
clinical and other review processes, ongoing workforce development, supervision, and in core quality 
improvement exercises such as file and organisational audits.  However until this reform has been 
imbedded, there will need to be ongoing mechanisms for monitoring the performance of the change 
agents detailed in Table 6-1. 
 
 
6.3 Workforce development 
As discussed in Section 6.1, the definition of the skill base required by workers in each sector was not 
provided in sufficient detail within Key Directions.  The broad parameters were made clear; that is, 
screening, assessment and development of integrated treatment plans, but the training competencies 
were not detailed, nor were there specific training packages to be developed.  Rather the decision about 
the level and extent of training was left with the individual organisations to determine, possibly in 
consultation with the VDDI teams or others, along with the funding of such if required.  That is the 
approach to building capability across the workforce was not prescribed in terms of a single ‘workforce 
development strategy’.   
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The situation has been further complicated by the failure to prescribe the domains and content that 
screening and assessment should address, which in turn has made the development of training on 
screening and assessment more difficult.  
 
Training provided by the VDDI teams was cost free, however training in the online competencies has a  
cost attached for all staff with a greater than Certificate IV level qualification and this was reported as a 
major impediment by some large mental health organisations. 
 
Whilst the competency based curriculum developed by ETU provides a strong foundation and the 
facilitated mode of delivery has merit, it is time consuming and resource intensive.  Hence this approach 
is probably better dedicated to the delivery of a higher level set of competencies that are targeted at 
team leaders and others in supervisory roles.  Broad workforce development is probably better tackled 
in much the same way as the wave of training that has been provided to PDRSS staff.  That is providing 
it over two days, using the combined expertise of VDDI team members and other appropriate sector 
specific trainers, to deliver the content.  There is still the option with this mode of delivery for the training 
to be assessed so that those that have participated in training can gain recognition under the Vocational 
Education and Training accreditation system, for units completed.   
 
 
6.3.1 Scope of practice 
In response, the following ‘scope of practice’ for practitioners in each of the three sectors is proposed in 
order to facilitate the finalisation of the vexed issue of what constitutes dual diagnosis capability.  If 
adopted, these would inform the development of competency areas and competency based training. 
 

Clinical Mental Health  
 Rural workers to formally come under the auspice of their local ‘host’ organisation rather than a 

metro-based organisation 
 Conduct AOD screening and assessment of all presentations 
 Treat low prevalence disorders and high risk presentations, including accompanying AOD 

issues unless a complex detoxification and/or rehabilitation is involved  
 Provide detoxification as part of inpatient treatment where appropriate.  Commence some brief 

interventions regarding AOD issues and forge links with AOD services  
 Community MH teams should be able to treat both AOD and MH issues unless quite complex 

AOD issues, in which case, they should engage and work in collaboration with an AOD service. 
 

Alcohol and Other Drugs Sector 
 Mental health screening and/or mental state examination of all presentations by appropriately 

qualified practitioners44

 Engage and support person even if have low prevalence mental health disorder whilst making 
supported referral to clinical mental health 

  

 Appropriately qualified AOD staff to provide non-clinical mental health support 

                                                      
44 Practitioners with Psychology, Social Work, Occupational Therapy, Mental Health Nursing qualification plus DD 
competencies 
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 Appropriately qualified practitioners45

 Link clients with high prevalence mental health disorders to online options for support such as 
Mood Gym (Australian National University) and Virtual Clinic (St Vincent’s Hospital, Sydney and 
University of New South Wales) 

 to treat AOD issues and high prevalence mental health 
disorders, Personality Disorder issues and low level trauma symptoms and/or refer to GP for 
more complex mental health, or undertake secondary consultation with Primary Mental Health 
teams or VDDI team 

 Treat complex AOD issues in partnership with Community MH Teams for people with low 
prevalence disorders 

 Treat AOD issues in people with stabilised low prevalence disorders, in partnership with GP 
and/or PDRSS. 

 
Psychiatric Disability Rehabilitation Support Service 
 Screening and some assessment of AOD 
 Work with more straightforward AOD otherwise assist clients to engage with AOD services and 

monitor and support progress 
 Appropriately qualified practitioners46

 
 to provide AOD interventions. 

The implications of these changes are highly significant, particularly in relation to an increased clinical 
role for AOD practitioners in response to high prevalence, trauma and personality disorders.  This will 
require significant work both on the development of models of care/treatment models, as well as 
ensuring appropriate training through delivery of existing accredited training and/or development and 
delivery of new units.  A clinical working party, which is a subgroup of the VSSP Central Steering 
Committee could be appointed by the department to provide the necessary clinical leadership to scope 
the necessary reforms. 
 
 
6.3.2 Workforce development strategy 
Once the scope of practice is determined, then it is proposed that the Department of Health develop a 
Workforce Development Strategy, which includes training objectives and requirements for the following: 
 Practitioners in each sector 
 Senior clinicians, portfolio holders, supervisors, team leaders and managers in each sector who 

will become advanced dual diagnosis practitioners 
 Senior management in each sector that have responsibility for driving organisational change. 

 
The Workforce Development Strategy should form a significant component of the VSSP, and the ETU 
should play a key coordinating and leadership role in its implementation, particularly in relation to 
developing a training program for each of the three groups outlined above.  The starting point for the 
development of the training packages should be the online competencies developed by ETU and any 
new training packages, wherever possible, should be developed as units of competency within the 
Vocational Education and Training accreditation system.  However this is not always an option with 

                                                      
45 As per previous description plus recognised training in evidence-based therapies such as Cognitive Behavioural Therapy 
(CBT) 
46 Practitioners with Psychology, Social Work, Occupational Therapy, Mental Health Nursing qualification plus DD 
competencies, and recognised training in Motivational Interviewing and other evidence-based AOD interventions 
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quite specific content areas, such as the training for senior management, where the area of training 
does not readily lend itself to being developed as a unit of competency.  In this case, the main concern 
is that the same training package is delivered by appropriately skilled trainers across the state.  A 
proposed outline of a training program is included at Appendix E, which would see training completed 
by the end of 2012.  The training program is illustrative but could provide a basis for further planning.    
 
The training program should also include a strong emphasis on assisting practitioners with the provision 
of evidence-based clinical and non-clinical interventions.   
 
Once the training program is provided, there will then need to be consideration of the following with 
regard to developing and implementing training programs: 
 Process for scoping training needs (including recognition of prior learning) 
 Options for establishing pathways to higher qualifications 

 
The Workforce Development Strategy should also take advantage where possible, of the accredited 
mental health, alcohol and other drug and dual diagnosis courses throughout Australia that are 
accessible in a variety of ways as well as other approaches. 
 
The funding currently committed to the Reciprocal Rotations strategy should be reallocated in full to 
fund the statewide training program and other workforce development strategies.   
 
Training in and of itself is not sufficient to deliver the required reform as is apparent from the previous 
chapter on the SDOs.  As indicated in Table 6-1, all levels across the mental health and AOD systems 
need to play an active role in bring the reform to completion.   
 
Further, the issue of intervention was not really addressed through Key Directions other than to 
advocate for the establishment of effective referral pathways between AOD and mental health.  Whilst 
high prevalence disorders are acknowledged in the document, and referral to primary care as the 
proposed option, these disorders were not specifically addressed in the Dual Diagnosis Plan.  The plan 
called for the application of evidence based interventions but in the absence of mandated treatment 
guidelines, this is made more difficult for individual services.  It should be acknowledged though, that 
the Department did support the development of a set of clinical treatment guidelines for AOD workers by 
a VDDI working group in conjunction with Turning Point, although none of the services that were 
interviewed are using the document.  If a clinical working group is appointed to develop the expanded 
role for AOD clinicians around mental health, it would be necessary for them as part of their brief to 
inform the creation of appropriate clinical guidelines to accompany the expanded clinical role.  
 
Establishment of the Victorian Institute of Mental Health Workforce Development and Innovation over 
the next 12-18 months will necessitate the clarification of its role in relation to building the dual diagnosis 
capacity of the three workforces.  Shaping the future: The Victorian mental health workforce strategy, 
makes very little reference to the establishment of dual diagnosis capability within the clinical mental 
health workforce.   
 
The reform will not be complete however until the professional training courses recognise the significant 
co-occurrence and impact of AOD and mental health issues and/or are required to provide an adequate 
component of their courses that prepare different professionals for dual diagnosis work.  Ideally this 
would extend to training placements in both AOD and Mental Health settings for every person trained.   
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6.3.3 VDDI Teams and Psychiatric Support 
The strategies that have been implemented to assist organisations with their reform should largely 
continue for the next 3 years although with the clarification of their roles as detailed below.   
 

VDDI Teams 
 VDDI Teams to review the capacity of all of their staff and ensure that practitioners have 

expertise in both AOD and mental health 
 The scope of support for organisations around mental health should be broadened to include 

high prevalence disorders, personality disorders and post traumatic stress disorder.  
Accordingly training should be provided to VDDI workers on these areas as a matter of priority 

 The objectives for the involvement of a VDDI team member(s) with a target organisation need 
to be negotiated at the outset and the timeframe for active involvement confined ideally to no 
longer than six months 

 Over time the VDDI team’s role of supporting team leaders and supervisors in their roles should 
be strengthened.  This may require reviewing the level at which staff are appointed into at least 
some of the roles, to ensure that senior, experienced clinical practitioners with capability in dual 
diagnosis are engaged that can provide the necessary clinical input into sessions with 
supervisors  

 VDDI teams to be well versed in online options for intervening with high prevalence disorders, 
such as SHADE, Mood Gym and Virtual Clinic, and be able to support AOD services around the 
integration of these technological options into their practice with clients 

 Primary consultations to occur only where it involves modelling particular aspects of practice 
and even this approach will need to be applied sparingly  

 The teams should continue to provide: 
- secondary consultation  
- case reviews  
- support for organisational change  
- provision of activities in accordance with the workforce strategy and ETU coordination 
- support for implementation of screening and assessment 
- facilitation of partnerships  

o Establishment of No Wrong Door approach including overcoming issues around the 
sharing of information where informed consent is involved 

o Establishment of secondary consultation relationships between sectors 
o Establishment of cross sector client reviews and other professional development 

forums. 
 
If the Department of Health were to implement the separation of the VDDI Rural Workers from the 
metropolitan teams as proposed earlier, it also seems timely for the Department to consider 
reviewing the allocation of VDDI resources more generally across the metropolitan and rural 
regions.  It may be possible that there could be some funds from the reallocation of the Reciprocal 
Rotations stream that could be directed to addressing at least part of the inequity.   
 
VDDI Psychiatric Support 
 Clarifications to the role of VDDI Psychiatric Support to include: 
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- Pooling the dedicated psychiatric support and making it equally available to all regions via 
video and teleconference as well as face to face sessions where the travel time is not 
extensive.   This will potentially require establishing videoconferencing facilities in locations 
that can be readily accessed by each of the teams and training for the psychiatrists in how 
to use the technology.  Metropolitan VDDI teams and Rural Workers will need access to 
centralised calendars for the psychiatrists to book sessions for groups of their local 
stakeholders to consult with a psychiatrist 

- Role in developing dual diagnosis capability of medical officers in accordance with the 
VSSP  

- The Department of Health to consider developing a role through the VSSP that sees the 
psychiatrists working in conjunction with the Chief Psychiatrist’s Office, Clinical Directors of 
Mental Health and the Royal Australian and New Zealand College of Psychiatry to build 
dual diagnosis capacity and focus 

- The Department of Health to consider continued support for the Psychiatrists’ active 
involvement with the College’s Addiction Medicine Chapter. 

   Activities should continue to include: 
- Secondary and tertiary consultations  
- Clinical and medication reviews 
- Training sessions for psychiatric registrars, psychiatrists and medical staff as part of the 

VDDI workforce development strategy 
- Seminars on intervening with particular configurations of dual diagnosis (e.g. Opioid 

addiction and PTSD). 
 
 
6.4 Recommendations 
The following recommendations are proposed in order to see the realisation of the long advocated for 
vision of dual diagnosis becoming everyday practice across mental health and AOD.  These 
recommendations are drafted in response to the three major areas discussed above. 
 
 
1. Governance recommendations 
It is proposed that the Department of Health adopt the following recommendations in relation to the 
governance of VDDI: 
 
 
1.1 Policy  

Recommendation 1.1  
A new framework document be developed that clearly specifies the vision for 
responding to people with dual diagnosis issues across mental health and 
alcohol and other drugs sectors. 

 
It is also recommended that the document: 
R.1.1.1 Specify worker competencies across clinical mental health, alcohol and other drugs and 

psychiatric disability rehabilitation and support services as well as a single workforce 
development plan. 
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R.1.1.2 Include a commitment to a single set of screening and assessment tools. 
R.1.1.3 Include a commitment to the development of clinical and practice guidelines. 
R.1.1.4 Promote service integration through co-location and other strategies.  
 
 
1.2 Governance structures 

Recommendation 1.2 
That the governance structures of the initiative be addressed as outlined 
below to clarify relationships and roles as well as to ensure consistency of 
approach and content, in the implementation of the dual diagnosis reforms. 

 
R.1.2.1 The Department of Health develop a single VDDI Statewide Strategic Plan (VSSP) covering all 

of the VDDI strategies with specified KPIs for all teams and each component of the program. 
The VSSP would inform the development of local regional plans.  This process would best be 
supported by a Central Steering Committee appointed by the Department and local committees 
that include regional and central departmental staff representation to guide the development of 
regional plans. 

R.1.2.2 Rural practitioners to be brought under the direct auspice of their linked auspice organisation 
and be supported through the Rural Forum.  

R.1.2.3 The ETU be retained and lead and coordinate the development and delivery of statewide 
education and training and facilitate the sharing of resources across VDDI. 

R.1.2.4 Department to provide some additional resources in the short term to assist the ETU to become 
an RTO.  

 
 
1.3 Performance monitoring and screening and assessment tools  

Recommendation 1.3 
As a matter of priority, the Department move to support effective information 
sharing and appropriate data collection for monitoring of performance 
against dual diagnosis KPIs, by establishing an integrated electronic data 
collection and reporting system across the three sectors.   

R.1.3.1 In the interim, clinical mental health teams to undertake a CAGE-AID screen with all clients, 
ASSIST with those that require further assessment and use CMI to complete ICD-10 and Z-
codes (refer Appendix F) to capture AOD information. 

R.1.3.2 In the interim AOD to complete a K-10 in hard copy and record findings from conducting a MSE 
in client files. 

R.1.3.3 In the interim PDRSS to complete CAGE-AID for all clients and ASSIST for those that require 
further assessment or refer to AOD for assessment. 

R.1.3.4 The Department appoint a working group under the aegis of the VSSP Central Steering Group 
to develop a set of dual diagnosis client outcomes for each of the three sectors. 

R.1.3.5 Over the next 2 years, organisations should be required to report against progress on an audit 
tool such as DDCAT or that developed by the North East Hume Dual Diagnosis worker on an 
annual basis (as determined by the Department), down to the level of each team.  Ideally 
reports to be provided to regional departmental staff, who collate the findings and then a forum 
of regional and central departmental staff could reflect on the progress by organisations against 
their audit, and what might be needed to assist the final progression to integrating dual 
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diagnosis as core, everyday practice.  After two years organisations should be able to 
demonstrate how accountability measures have been put in place in an ongoing way as part of 
their standard quality improvement and accountability measures. 

 
 
 
2. Systems change management  
It is proposed that the Department of Health adopt the following recommendations in relation to systems 
change management in relation to VDDI: 
 
 
2.1 Capacity 

Recommendation 2.1  
The Department review the ability of organisations with small numbers of 
AOD and PDRSS staff to build and sustain the necessary workforce and 
supervisory capacity along with the required change in practice, policies and 
procedures. 

 
 
2.2 Establishing cross sectoral partnerships 

Recommendation 2.2  
The development of the VSSP and linked local plans to give careful 
consideration to the identification of existing network vehicles such as PCPs 
for the purpose of forming effective cross sectoral partnerships to drive the 
required dual diagnosis reforms. 

 
It is also recommended that these partnerships give priority to: 
R.2.2.1 Establishment of No Wrong Door agreements such as the No Wrong Door 2 Protocol. 
R.2.2.2 Investigate and support opportunities for co-location of AOD and mental health staff to afford 

better access for dual diagnosis clients and strengthened opportunities for the integration of 
care. 

 
It is also recommended that the Department: 
R.2.2.3 Review the referral and information sharing arrangements between detoxification units and 

clinical mental health teams, particularly in relation to high risk clients. 
 
 
2.3 Change management roles 

Recommendation 2.3  
The Department include in any new framework document and other 
communication with the three sectors a description of the functions required 
by each change agent in relation to the implementation of the dual diagnosis 
reforms 

 
 
 
3. Workforce development recommendations 
It is proposed that the Department of Health adopt the following recommendations in relation to 
workforce development in relation to VDDI: 
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3.1 Scope of practice and dual diagnosis capability 

Recommendation 3.1  
As a matter of priority,  the Department work closely with the ETU and the 
VDDI teams to conduct a process that defines the required scope and 
capability of dual diagnosis practice for each sector   

 
In addition it is proposed that: 
R.3.1.1 The scope for AOD include that appropriately qualified AOD clinicians47

R.3.1.2 The scope for appropriately qualified clinical MH

 should provide clinical 
interventions with dual diagnosis clients that have high prevalence disorders or be able to 
facilitate client participation in online support options such as Mood Gym, SHADE and Virtual 
Clinic. 

48

R.3.1.3 The scope for PDRSS should include the provision of AOD clinical interventions by 
appropriately qualified PDRSS workers

 should include the delivery of AOD 
interventions in clinical mental health settings as a core component of clinical work. 

49

R.3.1.4 A clinical subcommittee of the VSSP Central Steering Committee be established by the 
Department to identify and/or develop appropriate care models and treatment frameworks for 
people with substance use issues and high prevalence, trauma and personality disorders.  The 
subcommittee would ideally have significant VDDI Psychiatrist involvement along with 
representation by clinical psychologists experienced in high prevalence and other non-psychotic 
disorders and substance use issues as well as highly experienced and qualified AOD clinicians.  
The National Drug and Alcohol Research Centre could provide highly valuable input to such a 
process.  The subcommittee should also be well placed to provide guidance on the areas of 
training that will be required as well as informing development of treatment guidelines. 

 and non-clinical AOD support to clients by all workers. 

 
 
3.2 Workforce development strategy 

Recommendation 3.2  The Department of Health to undertake the development of a workforce 
development strategy which will form a significant component of the VSSP  

 
In addition it is also proposed that: 
R.3.2.1 The workforce development strategy gives careful consideration to the development of training 

packages for senior managers, team leaders/supervisors and clinicians and workers (that are 
relevant to individual sectors). 

R.3.2.2 The training programs use the most efficient means to deliver the program before the end of 
2012, which most likely will entail a combination of strategies and that new training be 
developed as units of competency under VET accreditation system, wherever possible. 

                                                      
47 Practitioners with Psychology, Social Work, Occupational Therapy, Mental Health Nursing qualification plus DD 
competencies, and recognised training in Motivational Interviewing and other evidence-based AOD interventions and who 
have been provided with specific training in CBT and other therapeutic interventions 
48 Clinicians with training in DD competencies, Motivational Interviewing and other evidence-based AOD interventions 
49 Practitioners with Psychology, Social Work, Occupational Therapy, Mental Health Nursing qualification plus DD 
competencies, and recognised training in Motivational Interviewing and other evidence-based AOD interventions 
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R.3.2.3 Funding for Reciprocal Rotations be reallocated to support the implementation of a substantial 
workforce development strategy, which may also include additional resources for some of the 
VDDI teams. 

R.3.2.4 A much stronger emphasis on the establishment of the capacity to deliver clinical and non-
clinical interventions to be included.  Hence appropriate training units of competency should be 
developed along with a set of clinical and non-clinical guidelines for guiding interventions by 
workers across the three sectors that are ideally consistent with existing national guidelines.  
This includes the need to provide clinical interventions for clients with high prevalence, 
personality and trauma-related disorders, that attend AOD services, as well as the need to 
intervene with AOD issues in mental health settings. 

R.3.2.5 The ETU to provide a leadership and coordination role in the implementation of the strategy. 
R.3.2.6 The Department engage the professional bodies and colleges in a round table dialogue around 

the incorporation of dual diagnosis specific units and the establishment of placements across 
both AOD and mental health settings as routine practice. 

R.3.2.7 The ongoing role in fostering dual diagnosis capability of the ‘soon to be established’ Victorian 
Institute of Mental Health Workforce Development and Innovation be clarified as a matter of 
priority in its establishment. 

 
 
3.3 VDDI teams and Psychiatric Support 

Recommendation 3.3  VDDI teams and Psychiatric Support continue to be funded for a further 3 
years, with the following modifications 

 
It is proposed that the VDDI teams’ core role become inclusive of the following: 
R.3.3.1 Supporting AOD organisations with implementing appropriate responses to high prevalence, as 

well as personality and trauma-related issues. 
R.3.3.2 Prioritising support to clinical and/or team leaders with the inclusion of dual diagnosis as a core 

part of their supervisory practice (training be undertaken by VDDI team members to build their 
capacity in this area). 

R.3.3.3 Being very well versed in online options for intervening with high prevalence disorders and work 
with AOD services to facilitate their promotion of these options to clients. 

R.3.3.4 Primary consultations to occur only where it involves modelling particular aspects of practice 
and even this approach will need to be applied sparingly. 

And in addition it is proposed that: 
R.3.3.5 Allocation of funds to VDDI teams to be reviewed by the Department in order to redress any 

inequities. 
 
And in relation to Psychiatric Support, it is proposed that: 
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R.3.3.6 The dedicated psychiatric support be pooled and made equally available to all regions via video 
and teleconference as well as face to face sessions where the travel time is not extensive. 

R.3.3.7 The Department of Health consider developing a role through the VSSP that sees the 
psychiatrists working in conjunction with the Chief Psychiatrist’s Office, Clinical Directors of 
Mental Health and the Royal Australian and New Zealand College of Psychiatry to build dual 
diagnosis capacity and focus. 

R.3.3.8 The Department of Health consider continued support for the Psychiatrists’ active involvement 
with the RACP’s Addiction Medicine Chapter 
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