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Executive Summary

Catchmentbased Planning forms part of the 2014 recommissioning of Victorian-&tateed mental
health community support services (MHCSS) and alcohol and other drug (AOD) séhaqaimary
purpose of theHume AODBCatchmentbased Planing function is to assist AQidoviders operating

in Hume to develop an agreed catchmdiatsed strateig plan which will identify critical service gaps
and pressures and cohesive strategies to improve responsiveness to people with a serious mental
illness and psychiatric disability, particularly those facing significant disadva@Gatsvay Healtls

the fund holder for the Hume AOD catchment planning furidss position is managed on a day

day basis by Gateway Health, who employs the catchment planning officer.

Catchmentbased Planning in Hume follows the Victorian DHHS guideline for Health Planning
Environmental surveys include consumer, carer, service provider and community engagement to
inform gakeholder perspectives on AQitical service gaps in Hume. Data analysis also includes
review of DHHS and other health functions information on memallth consumers in Hume

(DHHS, 2014)

Critical servicgaps and pressures for A@Bnsumers in Hume, although reflective of catchment
specific need, are indicative of broader stat@e issues. Emerging from evidence as priority areas
are; inproved physial health for AOBonsumers; social connectedness; service access; and
understanding the reformed AO&ystem.
Catchmentbased Planning in Hume provides a new strategic directioiémtifying and addressing
AODcritical service gaps and pressures. Huwatthmentbased planning will maintain relevance
and currency throughout the life of The Plan to ensure service gaps and pressures are met with the
most suitable and effective measures within the capacity of existing stakeholders. To ensure
relevance andurrency, it is recommended that the Hume CatchmbasedPlan(DHHS, 2014)

1 Implement strategic plan in agreed stages to maximise effectiveness of agreed actions

1 Maintain AOD consumer and carer consultation throughout the life of The Plan

1 Review trajectoy of The Plan at agreed intervals to ensure alignment with stakeholder

identified prioritisation of critical service gaps and pressures
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Limitations of the Plan

At the time of development, Catchmebtised Planning in Hume is cognisant of limitationshto t
planning process. Further consumer engagement is required to maintain currency and relevance
throughout the life of The Plan. Future significant social, political, economic and environment
changes in are not fully accounted for in The Plan. Data agadytainited by the availability of
accurate, réevant and current data on AQfdnsumers in Hume. At the time plan development,
such limitations extend to:

1 Limited availability of DHHS A@pecific service data for 2016

1 No awailability of DHHS data f&fODspecific service data for 2011%

1 New Hume catchment boundary does not align with current Hume data collection boundary

Section 1: Context

AODCatchment planning is directed at addressing critical service gaps in the sixteen catchments
across Victaa for consumers obtate funded Alcohol and Other Drug servicBEse identification of
catchmentbased critical service gaps informs the development of a catchmvatd strategic plan

to address these gaps within the scope of the planning function analcitstof existing

stakeholders. The planning process has involved several methods of investigation which are detailed
in relevant sections of this plan.

Section 1.1: Background

As a result of extensive consultation and review with clients, familiesyarel service providers,
the Victorian Government has introduced changes to the deliveAQID services across the state
(DHHS, 2014).

The Hume Catchment AGBenning function assists AQoviders to identify critical service gaps
and pressures and cobiwe strategies to improve responsiveness to people WDlD issues
particularly those facing significant disadvantage.

The plan will also provide the basis for improved cross service coordination at the catchment level
and by doing this achieve a moreaphed, joinedup approach to the needs of people wi#OD
issuesIn addition, it will support providersfAODin a catchment to efficiently participate in

relevant service coordination and planning platforms.

The Department of Health and Human ServiéadKIS) has allocated a total of $48,p@0

catchment to selected AOproviders for the delivery of this function
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Section 1.2: Purpose, scope and objectives of the plan

Catchment planning will inform AOD stakeholder collaboration and service deliveynie. The

plan will be an ongoing, living document which is responsive to relevant changing needs across the
catchment in the context of AOD service and delivery and issue more broadly. The primary purpose
of this plan, in accordance with the DHHS sjpeatiibns (2014) is to:

T

Assist AODroviders to identify critical service gaps and pressures and develop strategies to
improve responsiveness to people with a serious mental illness and psychiatric disability,
particularly those facing significant disadvage.

Provide the basis for improved cross service coordination at the catchment level and by
doing this achieve a more planned, joired approach to the needs of people with a
psychiatric disability in areas such as homelessness, housing, primary heakiation,
social participation, education and employment.

Facilitate better understanding of current mental health consumer needs and the
community mental health support landscape in Hume

Engage relevant stakeholders in coordination and planning to dpvaid commit to a
catchmentwide strategic plan which addresses identified needs

Meet the stated requirements of CatchmelRtanning as set out in the A@Btchment
Planning Function Service Specifications

The scope of the Hume catchmeBased Planning Ration includes myanisations funded to deliver
the following AOD programs and functionsHume, who are activeipvolved in the development,
implementation and review of # catchmemwide strategic plan

=4 =4 =8 =8 -8 -8 - -8 -9

Intake and Assessment providers
Counselling praders

Non-residential withdrawal providers

Care and Recovery Coordination providers
Residential AOD withdrawal providers
Residential rehabilitation providers
Aboriginal services

Youth and adult AOD providers

Other statefunded AOD program providers

The oljective of the catchmenbased AOIPlanning function is to:

T

Gather and analyse relevant health and population data to identify and understand the
distinct and diverse needs of adults (&6 years) with a psychiatric disability living in the
service catchmet, particularly those facing significant disadvantage.

Identify service gaps, needs and pressures and monitor and analyse trends in expressed
demand forAODin the catchment.

Develop cohesive strategies to improve responsiveness to community need and
population diversity in response to identified service gaps and demand pressures, taking
into account available resources in tA®Dprogram and the community more broadly.
Formulate and regularly review a catchmédrgsed strategic plan for implementatiory b
AODproviders and key stakeholders.

Engage with relevant agencies and plawgnstructures and support AQoviders to

participate in discussions and planning to:
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o Identify and develop shared strategies to address systemic barriers to access by
people wth a psychiatric disability, particularly primary health and community
services.

0 Achieve a more coordinated response to the full health and wellbeing needs of
people living with a psychiatric disability, taking into account the social
determinants of heah.

o Ensure the needs of people with a psychiatric disability living in the catchment
are taken into account in other local planning activity and service delivery.

1 Ensure the views of consumers and carers inform the development and review of the
catchmentbased strategic plan and are represented in other relevant planning forums.

Section 1.3: Key Features

TheAODPIanning function has the following key features:

9 A three year catchmerbased strategic plan developed in collaboration wahd on behalf
of, funded AODproviders in the catchment, specialist clinical mental health services,
consumers and carers and other key stakeholders.

1 The strategic plan will be based on analysis of relevant health and population data and
mental health (expressed) demanddta, and other secondary data sources, supplemented
by targeted consultation and qualitative analysis as required.

9 Active involvement and collaboration with relevant local planning structures and processes
to influence and jointly plan for the needs odgple with a psychiatric disability and their
carers and family at the catchment level.

Section 2: Hume Catchment Planning Governance Structure

The Hume and Goulburn Valley Alliance for Mental Health and Hopisingle governance for the
overall develoment and implementation of the Hume MHCSS catchment plan.

Mind Australia is the fund holder for the Hume MHCSS catchment planning funds. To maximize the
benefits of the funding, Mind has partnered with Gateway Health to develop a single AOD and
mental health planning position for the Hume catchment. This position is managed onta-day

basis by Gateway Health, who is the employer of the catchment planning officer.

The Hume and Goulburn Vall&jliance The Alliance) for Mental Health and Housingugently
reviewing its structure for short, mid and long term strategic planning purposes. The Hume
Catchmentbased Planning Function will continue to be overseen by The Alliance throughout the life
of the plan, with formal Alliance membership, structiamed working groups to be finalized in the

near future.
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Figurel: Hume AOD Catchmebtised Planning Process

Theprocess undertaken to develop tiitumeRegionAODCatchment Plareflects both the level of planning previouslgdertaken in the catchment and the process

undertaken to develop this plarAn outline of the major steps in the procasshown irthe diagrambelow.
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Section 3: Socio-demographic data for Hume

The wider Hume Region of Victoria is made up af fubregions; Upper Hume, Lower Hume,

Central Hume and Goulburn Valley. The Catchment Planning function refers to thegsurs of

/| SYGNI £ 1 dzYS FyR ! LIISNI |1 dzYSz 6KAOK I NB NBFSNNBR
Local Government areas sted within the Hume Catchment Planning Functidipine shire, Rural

city if Benalla, Indigo shire, Mansfield shire, Towong shire, rural city of Wangaratta and rural city of
Wodonga. Unless otherwise stated, all data in the Catchment Planning Funcipnesentative of

0KS +1020SYSYyiA2ySR [ D! Qazx O2tftSOGAOSte NBFSNNBR

Figure2: Mental Health Community Support Services catchmerRegional VictoriédDHHS, 2014)

Catchment 16-64 ye.ars
population

Barwon South-West

Barwon 168,691
I Great South Coast 62,793

ol Gippsland

Gippsland 160,275
Grampians

Grampians 141,743
Hume

Goulburn Valley 92,194

Hume 73,719
Loddon Mallee

Loddon Mallee 191,660
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Detailed descriptions of Local Government Areastimélcan be found in Appendix F of this report.

Tablel; Hume Catchment Localities
Alpinec Benalla Mansfield ¢ Towongg Wangaratta- \Wodonga

Abbeyard Barwidgee Bogong Bright Buckland
Buffalo Creek Buffalo River Cobungra Qoral Bank Dandongadale
Dargo Dederang Dinner Plain Eurobin Falls Creek
Freeburgh Gapsted Germantown Glen Creek Gundowring
Harrietville Havilah Hotham Heights Kancoona Kergunyah South
Merriang Mongans Bridge Mount Beauty Mount Buffalo Mount Hotham
Mudgeegonga Myrtleford Nug Nug Ovens Porepunkah
Rosewhite Running Creek Selwyn Smoko Tawonga
Tawonga South Upper Gundowring Wandiligong Wongungarra Wonnangatta
Archerton Baddaginnie Barjarg Benalla Boho South
Bonnie Doon Boweya Boxwood Bridge Creek BrokenCreek
Bungeet Bungeet West Chesney Vale Creek Junction Devenish
Glenrowan Glenrowan West Goomalibee Goorambat Greta West
Lake Mokoan Lima Lima East Lima South Lurg

Lurg Upper Major Plains Molyullah Moorngag Mount Bruno
Myrrhee Samaria Stewarton Strathbogie Swanpool
Taminick Tarnook Tatong Thoona Tolmie

Upper Ryans Creek Wangandary Warrenbayne Winton Winton North
Ancona Barjarg Barwite Bonnie Doon Boorolite
Bridge Creek Creek Junction Delatite Eildon Gaffneys Creek
Goughs Bay Howes Creek Howitt Plains Howqua Howqua Hills
Howqua Inlet Howqua Plains Jamieson Kanumbra Kevington

Lake Eildon Licola North Lima South Macs Coe Maindample
Mansfield Matlock Merrijig Merton Mirimbah
Mount Buller Mountain Bay Nillahcootie Piries Reynard
Sawmill Settlement Strathbogie Tolmie Woodfield Woods Point
Bellbridge Berringama Bethanga Biggara Bullioh

Bungil Burrowyne Colac Colac Corryong Cudgewa
Dartmouth Eskdale Georges Creek Granya Guys Forest
Huon Jarvis Creek Koetong Lucyvale Mitta Mitta
Mount Alfred Nariel Valley Old Tallangatta Pine Mountain Shelley
Talgarno Tallandoon Tallangatta Tallangatta East Tallangatta South
Tallangata Valley Thologolong Thowgla Valley Tintaldra Tom Groggin
Towong Towong Lower Walwa Archerton Bobinawarrah
Boorhaman Boorhaman East Boorhaman North Boralma Boweya
Bowmans Forest Bowser Byawatha Carboor Cheshunt
Cheshunt South Docker Dockers Plains Edi Edi Upper
Eldorado Everton Everton Upper Glenrowan Greta

Greta South Greta West Hansonville Killawarra King Valley
Laceby Londrigan Lurg Upper Markwood Meadow Creek
Milawa Moyhu Murmungee Myrrhee Oxley

Oxley Flats Peechelba Peechelba East Rose River Springhurst
Tarrawingee Tatong Tolmie Wabonga Waldara
Wangandary Wangaratta Wangaratta East Wangaratta North Wangaratta South
Whitfield Whitlands Whorouly Whorouly East Whorouly South
Yarrunga Bandiana Baranduda Barnawartha North Bonegilla
Castle Crek Ebden Gateway Island Hume Weir Huon Creek
Killara Leneva Staghorn Flat Wodonga Wodonga West
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Health, social and demographic indicatof¥ictorian Regional Health Planning Profile, 2012)

Planning for this catchment presents a challenge due to the dachptbetween the rapid growth of

the rural cities, its young population profile and its hinterland, which contrasts with an ageing,
dispersed and often declining population in the more remote areas of the catchment. However this
hinterland provides both awglity of living and accessibility that make these areas vital for
catchment growth. Parts of Hume have a significant Indigenous population living predominantly
along the Murray River corridor.

Population
Hume has experienced below average population ghogihce 2002 but growth is projected to
increase to just below the Victorian average through to 2022. The population skews older, with the
1544 age group underrepresented and the 45+ age group overrepresented.

Table2: Current andprojected resident population in Hume, 2011 and 2021

LGA 2011 2021 % Change
Alpine (S) 12,103 13,214 9.2%
Benalla (RC) 13,754 15,251 10.9%
Indigo (S) 15,376 17,187 11.8%
Mansfield (S) 8,031 9,015 12.3%
Towong (S) 5,958 6,437 8.0%
Wangaratta (RC) 27,110 30,295 11.7%
Wodonga (RC) 36,043 43,037 19.4%
Hume (total regionm 1 [ D! { 267,071 324,812 21.6%
Victoria 5,534,526 6, 500, 653 17.5%
IRSED

Figure3: Map of Index of Relative Soed@onomic Disadvantage (IRSD) 2011, distiteal area 1
(SA1) level, Eastern Hume region

~
WANGARATTA

BENALLA

uuuuu (by SA1)

g
MANSFIELD'
/
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Indigenouscommunities

Hume has a rich Indigenous history, with the rural city of Wodonga being a traditional meeting place
for the Aboriginal nations of Wiradjuri, Yorta Yorta, Waveroo and Ngurrajilldmch all converge at
the current location of WodongéDHHS, 2014)

Table3: Number of Aborighal and Torres Strait islander people in Hyr2@11l, Hume LGAs

LGA Aboriginal persons % of population
Alpine (S) 83 0.73%
Benalla (R) 166 1.27%
Indigo (S) 143 0.98%
Mansfield (S) 57 0.74%
Towong (S) 86 1.48%
Wangaratta (RC) 258 0.99%
Wodonga (RC) 706 2.05%
Hume (total regiommH [ D! Qa v 4,566 1.82%
Victoria 37,699 0.74%

Multiculturalism

History- After World War 11, over 300,@0migrants arrived in Bonegilla migrant centre (near

Wodonga). About half the refugees arriving in Australia immediately after WWII came through
Bonegillain 1998/99. Bandiana Army Barracks (near Wodonga) hosted several hundred displaced
Kosovar Albaniansho were offered Temporary Safe Haven Visas. Migrants came from over 50
countries including Germany, the Netherlands, Britain, Austria, Italy, Greece, Hungary and Germany,
Sweden, Norway, Finland, Spain, Yugoslavia and Czechoslovakia.

Today Hume is a keggion for the Federal Government resettlement process through Humanitarian
Settlement Service and Settlement Grants Fund providers operating in several locations in Hume.
Hume has a large skilled migrant and international student populaliorecent yeas, humanitarian
entrants have arrived in significant numbers from countries including; Bhutan and the Democratic
Republic of CongfVictorian Government, 2015)

Table4: Indicators of cultural diversity (immigration and ethni¢i801112, Hume LGAs
New settler Humanitarian arrivals¥e ~ Community

arrivals per of total arrivals acceptance of diverse

1000 cultures
Alpine (S) 107.41 30.8% 45.1%
Benalla (RC) 94.52 0.0% 36.8%
Indigo (S) 97.55 0.0% 51.0%
Mansfield (S) 49.81 0.0% 47.1%
Towong (S) 67.14 0.0% 40.8%
Wangaratta (RC) 81.15 0.0% 46.7%
Wodonga (RC) 241.38 27.6% 45.4%
Hume (totalregiommH [ D! Qa ( 24151 25.1% N/A
Victoria 656.28 12.3% 50.6%
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Housing

The demand for social housing, rental assistance andramodation service is a significant issue in
Hume. Other capccurring social issues present commonly among individuals and families who
experience housing difficulty. Issues such as mental illness, substance use, family violence and legal
problems are commonly seen as contributing factofidume profile, DHHS, 2012)

Table5: Economic and housing characteristics, Hume LGAs
Median % with food % with % with Median Median Social

household insecurity mortgage rental house pice  rentfor 3  housing as
income stress stress BR house % of total
dwellings
Alpine (S) $829 7.4% 14.9% 25.6%  $268,000 $230 1.6%
Benalla (RC) $827 8.4% 12.2% 32.0%  $198,500 $250 5.4%
Indigo (S) $1,066 8.4% 10.7% 25.4%  $259,500 $265 2.1%
Mansfield (S) $891 7.6% 16.0% 20.3%  $255,000 $275 1.5%
Towong (S) $850 3.1% 13.2% 20.3%  $160,002 $195 1.1%
Wangaratta $913 6.4% 12.3% 28.3%  $241,000 $245 4.9%
RC
$Nod)onga (RC) $1,075 6.4% 9.3% 25.9%  $265,000 $280 9.2%
Hume (total N/A 6.9% 12.7% 26.2% N/A $280 4.7%
region12
[ D! Q&0
Victoria $1,216 5.6% 11.4% 25.1%  $380,000 $320 3.8%

Hume has the highest rate of mortgage stress in the state at 12.7%.
Unemployment

PYSYLXE 28YSyld Ay Ay +AO002NXI Qx9.3%, with daoNk Sittthg\dDS NS I A 2
5.6% (Austratin Department of Employment, March 2016). An alarming figure howeWariith

Unemployment in Humewhich waganked among the ten worst locations in Austratidviarch

2015.

Geographic locatin

All LGAs in Hume have lower than average percentages of population near public transport. In Alpine
and Mansfield, only 3.1% of the population live near public transport. This is far lower than other
catchment areas, yet the number of persons requiegess services such as mental health and
substance use support is higher than in other ar@déume profile, DHHS, 2012)

Table6: Transport and accessibility

Persons with Passenger % howseholds with % pop. Near public

>2 hr. vehicles per no motor vehicle transport

commute 1000 pop.
Alpine (S) 8.3% 356.4 5.3% 3.1%
Benalla (RC) NA 373.2 7.8% 41.5%
Indigo (S) NA 358.2 4.1% 7.2%
Mansfield (S) 5.7% 353.2 3.9% 3.1%
Towong (S) 7.3% 381.4 4.7% 5.7%
Wangaratta (RC) NA 352.1 6.7% 46.8%
Wodonga (RC) NA 331.2 6.9% 53.4%
Hume (total regiormH [ D 4.7% 341.1 6.1% 34.5%
Victoria 11.6% 289.5 8.7% 74.3%
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Mental Health and AOD

AOD and mental health clients per 1000 populationgarerallyhigher in Hume thathe state
average. @ntributors to this include geographic isolation, lack of specialist services, service access
issues and factors associated with dual diagnosis (Regional Health Profile, 2012).

Table7: Utilisation of selected health services @e000 population, 201-12 Hume LGAS

HACC clients HACC clients Drug and alcohol Registered mental
aged 0669 per aged 70+ per clients per 1000 health clients per

1000 target pop. 1000 target pop. 1000 population
population

Alpine (S) 198.0 409.6 34 168
Benalla (RC) 177.6 407.3 7.7 21.3
Indigo (S) 166.5 392.6 4.1 15.9
Mansfield (S) 159.0 430.0 3.6 8.0

Towong (S) 246.9 527.0 2.9 11.2
Wangaratta (RC) 141.8 438.8 7.3 184
Wodonga (RC) 199.1 279.4 9.1 18.2
Hume (total regiomH [ D! Qa 198.7 387.3 6.7 16.4
Victoria 196.9 339.6 5.1 10.3
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Crosssector issues in Hume Family ViolenceDual diagnosignd suicide

Family violence

Hume faces significant challenges in respect to identifying, managing and preventing family violence.
In 2005, over 350,00&omen experienced physical violence and over 125,000 women experienced
sexual violencéAustralian Bureau of Statistics). The demand in Hume for family violence support
services greatly outweighs the current service capacity of providers. bagerting of incidents,
geographic and transport issues, and community perceptions of family violence present as additional
factors in this context.

As an arguable extension of family violence issues in Hume, among other social thetors,
percentage of childrewith emotional or behavioural problemsssme areas in Hume tise highest

in the state, as is the percentage of children who are vulnerable on two or more domains. The rate
of children in out of home care &sohighest in the statén some areas of Huepand child

protection orders and substantiated child abuse rates are both among the highest.

Dual diagnosis and suicide

Crosssector issues in Hume are reflective of broader societal issues in Victoria. In addition to mental
health support, there cuently exists high demand in Hume for services which provide AOD
treatment. The identified need for AOD services in Hume informs a need for continued dual
diagnosis approaches for-@zcurring issues. There also exists a need for collaborative and wide
reaching support for suicide prevention, which is known to be associated with both mental health,
AOD and dual diagnosis issues (MHFA Australia, 2015).

Figured: Suicide/seHnflicted avoidable mortality rates in Hume;7@ year, er 1000 population
(Regional Health Status Profile, DHHS, 2012)

Avoidable mortality- death rate per 100,000 aged O to 74 years
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Figure5: Registered Mental Health Clients per 1000 population in H{iRegional Health Status
Profile, DHHS, 2012)

Registered Mental Health clients per 1000 population
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Health system performance and utilisation

Hume fares poorlyn regard to number of health professionals such as specialist medical
practitioners. Combined with large geographical distances for access to treatment, and the lack of
public transport availability, consumers and service providers aredpeith various challenges to
effective support provision.

Figure6: Service accessservice locations
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Table8: Health professional workforce, Hume region, comparison with other regi®nactitioners
per 1,000 population (DHHS, 2012)

Region Specialist Nurses/midwives Pharmacies Physiotherapists
medical
practitioners
Eastern metropolitan 0.74 16.42 0.90 1.30
Barwon South Western 0.56 20.38 0.73 0.86
Gippsland 0.23 16.57 0.79 0.58
Grampians 0.45 2192 0.69 0.61
Loddon Mallee 0.32 19.79 0.76 0.74
North and West metropolitan ~ 0.89 12.82 0.99 0.79
Southern metropolitan 0.72 13.95 0.82 1.07
Hume (total regiomH [ D! 0.33 18.41 0.62 0.66
Victoria 0.69 15.47 0.86 0.93
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Section 4: Alcohol, Tobaccoand Other Drugs z Setting the scene

Section 4.1: Alcohol
National
(Druginfo, 2016)

Alcohol is the most widely used drug in Australia.

86.2% of Australians aged 14 years and over have drunk alcohol one or more times in their lives.

37.3% of Australians aged 14 years amdr consume alcohol on a weekly basis.

The age group with the greatest number of Australians who drink daily is 70+ years.

Around 1 in 5 (18.2%) Australians over 14 drink at levels that put them at risk of atetsted

harm over their lifetime.

1 Aroundlin 6 (15.6%) people aged 12 years or older had consumed 11 or more standard drinks
on a single drinking occasion in the past 12 months.

1 1in 4 women drink alcohol while, even though thestralian alcohol guidelines recommend not
drinking during this the.

$7bis generated by alcohatlated tax. But alcohol costs society $15.3b anntially

1 Alcohol caused more than twice as many deaths (3,494) than road accidents (1,600) in 2005.

f 1in 10 workers say they have experienced the negative effects ochmd@N &4 dzaS 2F | f O2

= =4 =4 =4

Victoria
(Druginfo, 2016)

1 On average, there were 34 alcolrelated ambulance attendances in metropolitan Melbourne
per day in 2013/14 (11% increase from 2011/12), and 11 per day in regional Victoria (8%
increase).

1 The average age ttiese patients was 40 years10.

1  Alcohol was the reason for the majority of dregJated ambulance attendances, with 12,482
attendances in 2013/14 compared to 3,021 for benzodiazepines, 1,869 for heroin, 1,714 for
non-opioid analgesics (such as paracetanaoll 1,237 focrystal methamphetamine (ice)

Hume

(Alcoholrelated harms & use across Victorian Local Government Areas, Vic Government,
1999/00¢ 2006/07)

Alcohotrelated assaultslUpward trend for the region, Alpine, BenallMansfield,Wangaratta,
Wodonga.

Alcohol related serious road injurytJpward trend for: Indigo, Towong.

Alcohd related courses of treatmenttJpward trend for: the region, Alpine, Benallagligo,
Wangaratta\Wodonga.

Alcoholrelated hospital admission rated;Jpward trend for the rgion, Alpine, Indigo, Wangaratta,
Wodonga.
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Alcohol consumption

The patterns of alcohol consumption were similar between the Region and Victoria for
both males and females. Females in the Region were more likely to abstain from alcohol
consumption (23.7%han their male counterparts (8.5%). A higher proportion of males
(82.7%) compared to females (71.8%) consumed alatHolv risklevels DHHS, 2010).

The following data, from ADISdicatesalcohol family violence ratgzer 10,000 population for each
LGA (where available) against the Victorian meagacgstats, 2015)

Figure7; Alcohol Family Violence Rate Total (definite Alcohol Family Violence Incidents per 1000
population) 2012/13

Alcohol Family Violence Rate Total (Definite Alcohol Family Violence
Incidents per 10000 population) (2012/13)
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Section 4.2: Tobacco
SourceyDruginfo, 2016)

National

=A =4 =4 =4 -4 4 =9

T

39.8% of Australians aged 14 years and over have used tobacco.

More males than females are daily smokers across all age groups.

People who smoke aged 12 years and over smoked on average 95.9 cigarettes per week.
Around 1 in 8 (12.8%) Australians adddyears and over smoke daily.

In 2012, 12.5% of all mothers reported that they had smoked while pregnant.

This is down from 13.2% in 2011 and 13.5% in 201030.

Teenage mothers accounted for 10.2% of all mothers who reported smoking during
pregnancy.

But of all teenage mothers, 34.9% reported smoking.

Victoria

T

The Loddon Mallee and Grampians regions had the highest rate of hospitalisations (108
and 107 per 10,000 populatiorespectively), whereas the overall state rate was 89 per
10,000 population.

This is further illustrated by the standardised morbidity ratio (SMR). The SMRs for the
Loddon Mallee (1.22) and Grampians (1.21) regions are greater than one, equating to 22%
and 21% more tobacerelated hospitalisations in these regions respectively coragdo

all Victoria combined (a statistically significant result given that the accompanying
confidence interval excludes one).

All nonrmetropolitan regions had tobaceelated hospitalisation rates higher than all
Victoria, whereas most metropolitan regis (Southern Metropolitan aside, equal to the
Victorian rate) had ras lower than the Victorian rate

Residentsn rural Victoria have higher rates of tobaeadated hospitalisations than
residents residing in metropolitan Melbourne.

Table9; Tobaccerelated hospitalisation rates by health region, Victoria, 2{%

Health regions Total Rate per Standardised 95% ClI
cases 10,000 morbidity ratio

Barwon South Western 3,506 99.9 1.12 (1.091.16)
Grampians 2,289 107.3 1.21 (1.161.26)
Hume 2,690 103.6 1.17 (1.121.21)
Loddon Mallee 3,262 108.0 1.22 (1.171.26)
Gippsland 2,547 103.5 1.17 (1.121.21)
Western Metropolitan 5,300 79.1 0.89 (0.87-0.91)
Northern Metropolitan 6,473 82.4 0.93 (0.900.95)
Eastern Metropolitan 6,816 70.1 0.79 (0.770.81)
Southern Metropolitan 10,371 88.5 1.00 (0.981.01)
Victoria 44,185 88.9

(Source: Victorian Admitted Episodes Database, Department of Human Services, analysis by Turning
Point Alcohol and Drug Centre Inc.)
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Hume

Smoking statusSoure (DHHS, 2010)

Current smokers are defined as those who smoke daily or occasionally. In 2010, 25.0% of males and
18.6% of females in the Region were current smokers, similar to all Victorian males and females
(17.8% and 15.8% respectivelyhe following dta highlights tobacco use by category across the

Hume region, and also by category across Hume Local Government Areas.

Hume Region is ranked second out of 8 regions for people who smoke (21%), compared to Victoria

(19.1%).

Tablel0; Smoking status, 2008, Hume LGAs

LGA % current smoker % exsmoker % nonrsmoker
Alpine (S) 19.7% 24.8% 55.3%
Benalla (RC) 17.4% 24.5% 58.0%
Indigo (S) 19.8% 25.3% 54.9%
Mansfield (S) 24.0% 29.7% 46.0%
Towong (S) 17.4% 23.8% 58.4%
Wangaratta (RC) 11.6% 24.0% 63.5%
Wodonga (RC) 20.2% 24.6% 54.9%
Hume (total regiomH [ D! Qa| 21.0% 25.4% 53.3%
Victoria 19.1% 23.8% 56.8%

Source (DHHS)

Blue = significantly below Victorian average; red = significantly above Victorian average.

Note that sum of percetages for current, exand nonsmokers may not add to 100 per cent due to a proportion of 'don't

know' or 'refused' responses.
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Section 4.3: Other Drugs

National

Sourceg(Australian Institute of Health and Welfare, 2013 survey)

Declines were seen in use of soiftegal drugsncluding ecstasy (from 3.0% to 2.5%), heroin (from
0.2% to 0.1%) and GHB (from 0.1% to less than 0.1%) in 2013 bnistee of
pharmaceuticalsncreased (from 4.2% in 2010 to 4.7% in 2013).

While there was no significant increasenieth/amphetamine usén 2013, there was a change in

the main form of meth/amphetamine used. Use of powder decreased significantly from 51% to 29%
while the use of ice (or crystal methamphetamine) more than doubled, from 22% in 2010 to 50% in
2013.

Victoria

Estimates based on the 200¢ational Drug StrategHousehold Surveshow about 82% of Victorians

aged over 14 reported recent alcohol consumption. Alcohol remains the most comnepolsted

drug used by Victoriangwentyone per cent (down from 25% in 2001) of Victorians over 14 years
reported recent us of tobacco, and 10% (down from 12% in 2001) reported recent cannabis use.
Reports of recent use of other drugs by Victorians over 14 years were considerably lower (analgesics
, ecstasy and amphetamines at 3% each; cocaine amdjtiillisers 1%; and the remainder of other

drugs under 1%).

Tablell; Overview of drug use, Victoria, 192004

1993 1995 1998 2001 2004

Alcohol 71 77 80 82 82
Tobacco 27 26 27 25 21
Marijuana 12 11 18 12 10
Analgesics n/a n/a 6 3 3
Ecstasy/designer drugs 0.6 0.6 3 3 3
Amphetamines 2 2 3 2 3
Cocaine/crack 0.2 0.6 1 1 1
Tranquillisers 1 0.9 4 1 1
Hallucinogens 1 1 4 0.9 0.7
Inhalants 0.4 0.2 0.8 0.3 0.4
Ketamine n/a n/a n/a n/a 0.3
Heroin 0.2 0.3 1 0.3 0.3
GHB n/a n/a n/a n/a 0.2
Barbiturates 0.4 0.4 0.3 0.2 0.2
Methadone n/a n/a 0.2 0.1 0.1
Steroids 0.2 0.3 0.2 0.3 0.1

(Vic Government, 2004)
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Hume

The following charts highlights the issues associated with illiciphadmaceutical drug use in
Hume. The data, from ADIS, indicates treatment episodes per 10,000 population for each LGA
(where availableqgainst the Victorian measufaodstats, 2015)

Figure8; Episodes of care for illicit drugsfume 2012/13

lllicit ADIS Rate Total (AOD treatment episodes of care per 10000
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Figure9; Episodes of care for pharmaceutical drugs in Hume 2012/13
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Section 5: Needs Analysis for AOD service gaps in Hume

In addition to a review of quantitative data aggey literature (which is summaed in Appendix G

of this report), semstructured interviews were conducted with stakeholders across Hume in order
to draw out existing and emerging issues. Key points from stakeholder engagement are provided
below, with further information on critical seice gaps being discussed in Appendix A of this report.

Findings fromAODservice provider engagement

AODservice providers were consultetliringthe initial stageof the stakeholder engagement
process in Hume. Key themes and issues emerging from thiesserotured interviewswith service
providersare discussed in more detail below.

Themes discussed by service providers reflect the ongoing need for holistic, recovery oriented
support provision, with education for workers (and clients) seen as a griorthis contextlt has
emerged via consultation that conscientious implementation of recoeeignted service delivery
YdzaG 0SS I F20dzad L&A&dSE I NRPdzyR WhHff 2F fATFS
with capacity building and egtation as suggestions for meeting these needs.

@)

Postreform service access and eligibilitse areas of some concern, as are dual diagnosis, trauma
informed care andvorkforce capacity and capability. Diverse groups and vulnerable groups present
opportunities for service improvement with cultural education, cultural assumptiand,

interpreter usage and service suitability being areas of interest.

Tablel2: AOD Service Provider Feedback on Critical Service Gaps in Hume
Feedback orAOD services illume

Need for improvement in service access and pathways for consumers of AOD and dual diagnosis suppeitriost
changes have impacted on service navigation and access pathways for consumers and service providers. More
understandingof the reformed system is needed. Flexibility in worker roles is an opportunity also; workers have limi
capacity to deliver holistic support aimed at early intervention. This can result in missed opportunities for addressing
substance use issues at earlier stage on the continuum of use.

Issues and opportunities identified include:

The need for an addiction medicine specialist for a wider esestion of AOD consumers in Hume

Education and promotion of existing AOD servigssrvicebased, commury-based and individual education and
promotion.

System and service flexibility to accommodate future system changes in, for example, intake and triage processes.
Data and reporting; need for improved systems for input, access and retrieval of valideledant data which shows
iNByR& YR AYFT2N¥YIGAZ2Y | ONR&aa OFGOKYSyd [D!'Qa | yR ¢
Residential detoxification and rehabilitation servicess refitted or purpose build facility combining sobgp, detox. and
rehab. services would be the best outne. Need to accommodate moderate acuity in AOD withdrawal and also
psychosocial support.

Dual diagnosig needs to be recognised and practiced at a medical/clinical level. Knowledgeootuaning disorders is
not always translated into practice. Duaagnosis reframed as emccurring issues across more than two domains; AOD
mental iliness, physical health, chronic disease etc.

Tiers of substance use for eligibility purpogeahere are missed opportunities for early intervention due to eligibility
criteria for AOD consumers.

Discrimination on AOD stigma, clinical fraternity views on AOD issues, moralistic views.

AOD consumer feedbackThere is limited consumer feedback processes for AOD consumers in Hume. Although
frameworks exist for AOD consumnfeedback, they have not been widely implemented in Hume.

Issues and opportunities identified included the lack of detoxification and rehabilitation services in Hume; current A(
service delivery capacity does not meet the detox and rehab needs in Hurakdiagnosis continues to be identified as .
area requiring more collaboration. Physical health needs for consumers with AOD issues was an identified priority ¢
need for more reliable and widespread transport services and day programs to fadlitzsial connectedness and
information sharing was also raised as an opportunity in Hume. Accommodation issues for AOD consumers were ri
also.

Pharmacotherapy nurses identified the need to provide holistic recewdagnted support for consumers. \tas identified

Hume Region AOD Catchmdiatsed Strategic Plan 2012018 FINAL June 20P&ge27 of 80



OKFG WHEE 2F fAFTSQ &dzZLLI2NL Ydzad oS 2FFSNBR G2 !'hs O
and spiritual support must be offered to AOD consumers to maximise the benefit of pharmacotherapy treatment anc
AOD support offered under the Catchment Planning Function.

A review of AOD service access and triage systems was identified as an opportunity in Hume. It was discussed tha
responsiveness to immediate need can be improved. There are opportititieollaborate with existing service provisiol
for more holistic recoverpriented services such as family drug support for early intervention, education and capacity
building.

There exists a need for day programs for people with AOD needs. Modellgden, established projects, a day progra
for Hume would assist in alleviating consumer, worker and systems stress of service wait times including the time l¢
between withdrawal and other treatment service. Day programs would contribute teeffedfagy, resilience and positive
social connections. Collaboration across services and sectors;bonates pathways, workforce development and service
access processes are also areas to explore in Hume.

Transportation in Hume is a current need in the AODisersector; outreach services are consistently identified as a
service delivery gap. Residential rehabilitation and detoxification services are needed. Dual diagnosis needs are ag
highlighted, with the need to align mental health and AOD service dglivere collaboratively in Hume.

Assessment processes for substance use issues and more capacity to offer holistic support for AOD and sexual int
issues were raised. The link between liver issues and AOD use in Hume is a concern, with eclemgggpeof overlap
across sexual health, HCV and AOD consumers.

Dual diagnosis support and petseatment support options are areas of need in Hume. Further capacity is needed for
structured support AOD consumers with-aocurring mental illness in ordéw meet consumer needs in a more holistic
way.

Community education and early intervention initiatives for AOD are opportunities in Hume, as are programs which
facilitate social connectedness and general wellbeing.

The willingness of consumers and warkéo learn, teach and set aside judgement was discussed. Holistic Indigenous
and mental health support in Hume is cited as an opportunity for improvement. Indigenous perspectives on AOD, nr
health and dual diagnosis do not always align to-frafigenous perspectives, with service provision, both psychosocial
and clinical, often not being accessed and delivered appropriately. Capacity building and education is required for;
understanding Indigenous and ndndigenous approaches to AOD, mental ilmasd dual diagnosis, importance of Elde
and community in AOD support for consumers and outreach requirements.
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Findings fromAODconsumer engagemer2015
Method

To ensure continuous improvementAOD servic@rovision, onsumer engagement in Huerhas

been undertaken across various locations in the catchment. It is envisaged that further ongoing
consultation with consumer and carer groups will continue throughout the life of the plan, thereby
ensuring relevance and currency with consuraad caremeeds and insigs on the mental health
system.

The Catchment Planning Function was explained to consumers at the beginning of group
engagement sessions. It was explained that the consumer feedback was an integral component of
the evidence for the plan, lich aimed to identify and address mental health sergitengths and
delivery gapsn the Hume catchmentPrivacy and confidentiality was discussed and it was made
clear that the information gathered was for the usecohtinuous service improveentincluding
development othe Catchment Planning Functiddo personal details were recorded from
consumers.

Participants had the opportunity to engage in dialogue about the curédethol and Other Drug
support service system from a variety of perspectiv@snversations were consumied with

feedback documented at the time of discussion. Conversations were held a variety of locations and
settings across Hne.

Tablel3: Consumer identifieddOD Service Strengths in Hume

Areas ofAODservice strength in Hume Discussion

Acknowledgement of need for improved dual diagnosis  Good foundations for dual diagnosis in Hume with ongoir

servicecollaboration dialogue about integratingervice provision

Focus on issues Media provides focus on@D issues

Awareness of professionals There is good awareness of most AOD professionals

Destigmatisation A level of community awareness of potential impacts of
AOD

Support networks Good supportive networks provided by people with lived
experience, suchs Alcoholics Anonymous and Narcotics
Anonymous

Community focus 61 NBySaa 2F &adzOK G KA yAded &
ice awarenessHeadspace

Awareness of limited AOD services available Many people needing AOD services are aware of where

go andwho to see.
Good services, nothing needs to change
Services are providing much needed support and distrac
from the habitual nature of drugse.
Having watched the service system, evolve, some
consumers say that things are very good and that there
nothing they would change.
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Table14: AOD Consumer Feedback on Critical Service gaps in Hume

Consumer identified AOBervice gapsn Hume

Discussion on identified service gaps

Service delivery is sufficient; howeveore support
and intervention via groups would be beneficial.
Too long for someone to wait when they are asking 1

help.

Too much red tape.

Collocation and integration of services
There needs to be ore advertising for the services

that are available.
Stigma and discrimation

Early intervention and education

Holistic recovery origted support for dual diagnosis

needs
Service system is confugi

Detox and rehab

Community education and awareness

Youth education

Support for families and friends
AOD accessibility

Outreach services

Drug driving
£t adzoadl yoSa
programs

NBE wOf dz

Out of hours support is flagged as a major service gap

/| 2yadzYSNE R2Yy Qi (y26 K2g
to be, and if theyshould come back again for help. When
LS2LX S INB d | LRAYyd 6KS
help, they need it there and then.

C2NJ SEI YL ST GKS ydzyo SNJ 2
some people from 4 to 1. People have to waitended
periods to see the GP about such issues as anxiety in the
YSIEYGiAYSd wSLRNIA&A 2F O2ya.
2T WYadz00SaaQ Aa yz2i oSAy3
treatment.

Services should belah one building

AOQOD service providers do not cast judgement, however t|
wider community still does not understand the complexiti
of AODissuesand havk S& | FFSOG LIS2L
families.

Education in primary and secondary schools is essential.
People with lived experience could provide structured
education, or assist with curriculum design.
[AYAGSR adzLJLR2 NI A& | @FAf
across the spectrum of use.

Access is difficult and the system is not culturally respon:
or holistic.

Need nore beds in the local region. Also;patientand
outpatient support options; residential and naesidential
options.

Increase awareness and reduce stigma by educating
community

Increased AOD educatimptions for youth

Increased support and education for families and friends
Substances are easily accessible in the community.
Transport issues and service limitations prevent vidbke
people from accessing services.

Lack of drug driving programs localyeople losing licence
Specific substances require specific interventiquse a
model of individual treanent pathways.
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Stakeholder engagement with service providansl consumers revealed critical service gdje
themes identified were then discusséather with service consumers, who reviewadd prioritised
the critical service gaps in HumerSumer prioritisation of need in Hume is represented in the
chart below.

FigurelO: Consumer prioritisation adritical service priority areas in Hume

Consumer prioritisation of support needs for AOD in Hume

Access to support out of hourg
Positive social connectednes

Comm. attitudes about AOD and M

Detox and withdrawal service

Education on AOD for individuals and communi
Understanding own recover

Understanding the AOD and MH support syst
Clearer Dual Diagnosis pathway

Service acces

Rehabilitation services

Suicide prevention and suppor
Employment and training

Outreach support

Worforce capacity
Clinical treatment for AOD

Worker attitudes about AOD and M
Positive social connectednes

Identified areas of need

Holistic support mechanism
Treatment and diagnosi
Financial needs
Accommodation

Physical Health

0.00% 2.00% 4.00% 6.00% 8.00% 10.00%12.00%

Percentage of respondents identifying particular needs areastal = 100% of
respondents
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Section 5.1: Mapping of Alcohol and Other Drug Services in the Hume catchment:

As part of the needs analysis, community mental health services in Hume were mapped for the purpose of identificatibngoingtigdives which are
meeting identified needs. The following table provides information on existing community ntexatkh programs and services in the Hume Catchment.
Tablel5; AOD service providers in Hume

A broad range of services are provided by Gateway Health rgfigim bulk billing medical practices, Allied Health, Alcohol and Drug Alll D! Qa
services includingon-residentialwithdrawal, counselling servicesare and recovery. Other services includg y Qa 6 SKI @A 2

Victims Assistance, Gamblers Help, Health PtampChronic Disease Management, Indigenous programs, Aged Care services includ

Assessment, Disability Services, mental health programs including headspace, youth services, young parenting prograrde&giuge

and Sexual Health.

Headspaceés the National Youth Mental Health Foundatiwhich facilitatesearly intervention services to 125 year olds. The service is 1ff [ D! Qa
designed to make it easy as possible for a young person and their family to get the help theymaedtlems affecting their wellbeing.

This covers four core areas: mental health, physical health, work and study support and alcobiblesiniug services.

ACSO offer innovative services responding to yslegment, mental illness, disability, homelessness, substance use and offending 1ff [ D! Qa
behaviour throughout metropolitan and regional Victoria.K S& S a4 SNIIA 0S& | NB RSt AGSNBR (i KNE dz

GKFG AyidS3aNI GSa lal difica dareFdzsathibtyaadint@ntalialth ¢aseEdordination, employment services and comi

enterprise divisions to achieve better outcomes for clients and the community.

G/ A NDdzA dShortNEh ReSidkhtial Rehkiaition. Theprogram provides a siweek, livein rehabilitation program in nortieast 1ff [ D! Q&
Victoria for people affected by alcohol and other drug addiction, and associated mental health issues. The program acasirbahtlts

and aims to help people endéhchaos associated with a substance dependant lifestyle. All participants are encouraged and supporte

confront the underlying issues that led to their addiction. This occurs within a safe and welcoming environment whereesuofviauist,

concern, rspect, honesty, and love are promoted.

AWAHS is a neprofit organisation that was developed and set up to cater for the primary health care needs of Aboriginal and Torres

Islander people rad their families. AWAHS offers mental health and substance use support under their social and emotional wellbein

programs, for people living in North East Victoria and Southern Riverina of NSW.

Providers of irpatient, nonresidentialhospital admission for mild to moderate alcohol withdraw@b not provide services forcomplex ! £ £ [ D! Qa
withdrawal and addiction needs.
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Emerging issues in Hume

Following the needs analysis in Hume, a gap analysis was conducted to highlight wétarg exi

service delivery initiatives are not providing sufficient support in the identified areas of need, and/or

where areas of need are not being addressed at all.

The Primary issues are drawn fr@amalyses ofonsumer and service provider feedback imi,
health data, and literature review including federal, state and local health planning priofities
priority areas were then crosgferenced with existing services and initiatives in Hume. The
following analysis highlights the critical service delivgaps in Hume which are not currently being
addressed sufficiently by existing service delivery programs

Tablel6; Emerging issues in AOD service delivery in Hume

Identified Primary issues in Humfor
AOD

AOD service access and
understanding

Social connectedness

System flexibiky and responsiveness

Detox and rehab services

Collaborative suicide prevention
strategy

Dual Diagnosis

Rationale

Stakeholder identification of issues
associated with service accessibility,
waiting lists and information provision
and accuracy. There is widely reporte
confusion about the posteform AOD
system.

Stakeholder idetification of
significant need for greater self
capacity of AOD consumers to acces:
and integrate with positive social
connections.

Consumer and service provider
identification of reduced holism
capacity in service delivery pest
reform. Early and immediate
intervention capacity does not meet
demand.

Stakeholder identification, key policy
review and data analysis reveal a
complete lack of Victorian state
funded residential withdrawal and
rehabilitation beds.

Environmental survey reveals good
work in this area, however, it is
fragmented and does not include all
relevant stakeholders in planning,
delivery and evaluation. A more
integrated and collaborative approact
is needed.

Stakeholder identification and key
policy priority identify the need for
increased dual diagnosis support and
more joirnup approach in service
deliver for mental health and AOD.

Critical aeas to address

Improved understanding of
eligibility criteria post

reform

Improved consistency and
quality of information about
service access pathways
Increased scope of service
delivery options

Improved collaboration
across services

Increased options for
positive social
connectedness

Increased education on
social and interpersonal skill
Increased provision of
service for immediate need
More holistt service delivery
options with current system,
postreform

Need residential
detox/withdrawal beds
Need residential rehab beds
Ideally; detox and rehab in
the same location

More sustainable suicide
prevention programs

More engagement with
community about suicide
prevention initiatives

More follow up support
following discharge from
acute mental health units
and/or residential
rehabilitation services
Increased options for holistic
support for ceoccurring
disorders

Better collaboration
between existing MH and
AOQOD service provisian
better case coordination
More information for
consumers on dual diagnosi




Transport Geographical factors and lack of
outreach service provision are
highlighted by stakeholders as issues
related to transport systems and
accessibility.

Improved Physical Health for AOD Stakeholders identify a need for

consumers regular health screening to address
concurrent and/or underlying health
issues for AOD consumers and their
carers.

=] =]

treatment options

More public transport
More affordable transport
options

Increased education on
transport acess options
Service collaboratioto
address transport issues
Improved chronic disease
management

Uptake of regular
appropriate exercise
Regular physical health
checks
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Emerging issues in Hume by LGA

The wider analysis of issues in Hume was narrowed down to identify issues in each LGA. The
information gathered athe LGA level was sourced from grey literature on comprehensive needs
assessments and health planning profiles.

Alpine shire

Alpine has the second highest proportion of smokers inHboene Catchmenaind the third highest
proportion of people with highlwlesterol. The highest proportion of people reporting psychological
distress is in Alpine Shire.

Service provider feedbaak AODproviders report a lack of referral pathways, service responsiveness
and an increase ioomplexdisorders as issues.

Consumefeedback- Weekend access to health professionals in Mt Beauty were reported

(HML comprehensive needs assessment, 208%

Area of LGA: 4,787 km2

Total population in 2012: 12,181

Distance to Melbourne; 286 km

The number of registered mental health clisper 1000 population is almost twice the

state measure

The number of registered AOD clients per 1000 population is below the state measure
Only 3.1% of the population live near public transport, compared with the Victorian average
of 74.2%, and the cammership rate is slightly higher than the Victorian averdgenie

profile, DHHS, 2012).

= =4 =4 =

= =4

City of Benalla

Benalla city socioeconomic profile is in the lowest fifth of the Nation. Services which could be

considered to be insufficient in Benalla includextapational therapy, dietetics, counselling and

care coordination.

Service provider feedbackAODproviders report a lack of access to local services, gaps in workforce

skills, no public funded psychology, funding, a lack of referral pathways and aasmanehigh

complex disorderas issues. In addition there is some concern about the coordination between local

services.

Consumer feedbackAccess to General Practice was the major issue identified

(HML comprehensive needs assessment, 208¢

Area of IGA: 2,352 km2

Total population in 2012: 13,731

Distance to Melbourne; 199 km

The number of registered mental health clients p80Q population isnore than twice the

state measure

The number of registered AOD clients per 1000 populatiabdvethe staie measure

Rates of family incidents and drug and alcohol offences are higher than average.

1 The percentage of children with emotional or behavioural problems is the highest in the
state, as is the percentage of children who are vulnerable on two or mareaghs. The rate
of children in out of home care is highest in the state, and child protection orders and
substantiated child abuse rates are both among the high{ekime profile, DHHS, 2012

= =4 =4 =

= =
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Indigo Shirglimited data available)
Indigo has the third higest proportion of people with hypertensive disease across the HML but the
lowest proportions of alcohol consumption, physical inactivity and high cholesterol. Indigo has the
third highest proportion of people with circulatory disease and the lowest priogas with arthritis
and type 2 diabetes. Health professional services with a potential gap in Indigo include occupational
therapy, dietetics, physiotherapy, counselling, psychology, podiatry, speech therapy, care
coordination and drug and alcohol coungeil.
(HML comprehensive needs assessment, 208%

i Area of LGA: km2

1 Total population in 2011: 15,376

1 Distance to Melbourne; km

City of Mansfield

The lowest proportion of preventable deaths is reported in Mansfield. The third highest
unemployment benefits reported in Mansfield, although it is lower than Australia and Victoria. The
highest proportion of smoking across the HML is in Mansfield.

Service provider feedbackAODproviders report a lack of referral pathways and a limited range of
treatment opions as issues.

Consumer feedbackNo public allied health access, fees and travel were reported

(HML comprehensive needs assessment, 2084

Area of LGA: 3,843 km2

Total population in 2012: 8,067

Distance to Melbourne; 188 km

The number of registered emtal health clients per 1000 population is above twice the state
measure.

The number of registered AOD clients per 1000 population is below the state measure

9 Individual and household incomes are below ave(bigene profile, DHHS, 2012

=A =4 =4 =4

=

Towong Shire

Towonghas the third highest proportion of chronic obstructive pulmonary disease and

musculoskeletal disease across the HML.

Service provider feedbackAODproviders report a lack of integrated planning, limited referral

pathways and services for school asase#or their area.

(HML comprehensive needs assessment, 208¢

Area of LGA: 6,674 km2

Total population in 2012: 5,941

Distance to Melbourne; 423 km

The number of registered mental health clients per 1000 population is above the state

measure.

The numberof registered AOD clients per 1000 population is below the state measure

The Aboriginal and Torres Strait Islander population is twice the Victorian average.

1 Cultural diversity is very low, with only 0.2% reporting low English proficiency, one of the
lowest percentages in the stat@ume profile, DHHS, 2012)

= =4 =4 =

= =

Hume Region AOD Catchmdiatsed Strategic Plan 2012018 FINAL June 20P&age36 of 80



City of Wangaratta

Wangaratta is in the third lowest percentile of t®untry for socieeconomic statusWangaratta

has the second highest proportion for you unemployment across the Hume CatgHower than
Australia and Victoria.

Service provider feedbackAODproviders report issues with addressing coexisting chronic disease, a
lack of referral pathways and a need for integrated planning.

Consumer feedbackAgeing and winter illnesses andgental health were the major health concerns.
(HML comprehensive needs assessment, 2084

Area of LGA: 3,644 km2

Total population in 2012: 27,236

Distance to Melbourne; 238 km

The rate of registered mental health clients per 1,000 target populatiahmiest twice the

state measure

The number of registered AOD clients per 1000 population is above the state measure
Cultural diversity is low, rates of family incidents and drug usage and possession offences are
above averagéHume profile, DHHS, 2012

= =4 =4 =4

= =

Cty of Wodonga

Wodonga has the highest proportion o4 year olds and the lowest proportion of elderly.
Wodonga is in the lowest third of the Country for seemnomic statusType 2 diabetes is second
highest in Wodonga across tiume Catchmerdnd Asthma, obesity, arthritis, psychological
distress and osteoarthritis are third highestproportion.

Service provider feedbackAODproviders report gaps in workforce skills, a lack of funding and
service responsiveness as issues.

Copsume,r feedbackAgeinAg, mental h“ealth, drug gnd alcohol use andlotgesity were repqrted as o
KSIfU0OK AdadzSad 9EI YL Sa 2F aeausSyY AaadzSa NIBLI2 NI S
Groups and support systems, not linked or gasyhtottﬁeda are so many §ejvicesoming Iipked, A )
AYF2NNEOGAZ2Y Y20 YIRS SltaAiAfeée | O0OSaaAofSod 2KSyYy I d
(HML comprehensive needs assessment, 208¢

91 Area of LGA: 433 km2

1 Total population in 2012: 36,626

9 Distance to Melbourne; 307 km

1 The numbeof registered mental health clients per 1000 population is well above the state
measure.
The number of registered AOD clients per 1000 population is well above the state measure
Family incidents are higher than average, as are drug offences.
1 More than 9%of dwellings in Wodonga are public housing, the second highest percentage in

the state.

= =4
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Section 6: Priority Areas for AOD catchment -Based Planning in Hume

The gap analysis yielded a number of priority areas. Following this process, the Hume/G¥ faltianc
Mental Health and Housing conducted further strategic planning to consolidate priority areas which
are considered by key stakeholders to be the most achievable, within the scope and objectives of the
catchment planning function, and deliverable witlthe capacity of key stakeholders and

consumers.

The priority areas for AOD in Hume are:

1. Withdrawal and rehabilitationservices in Hume
Statefunded residential withdrawadnd rehabilitation beds areurrently availablén Hume To
complement existingesvices and initiativeshe Hume catchmenBased Planning function will take
an evidence building approach to this priority area over the life the plan, with the view to provide
additionalevidencefor state-funded resources in Hume.

2. Service access anthderstanding
AOD service access in Hume is considered by stakeholders to be impersonal, disjointed and not
reflective of holistic or recovergriented service delivery frameworks. To address this issue in Hume,
the plan seeks to engage in a raft of mea&stargeted at waitlist management, consumer awareness
and information provision and service collaboration.

3. Dual diagnosis
Dual diagnosis support is raised by stakeholders at all levels of experience and expertise as an issues
requiring action in Hume.urther service collaboration and supported intake and referral processes
are pursued.

4. Social connectedness
Positive social connectedness as measure of wellbeing is identified at all levels of policy, and at
through all stakeholder engagement. Relapsevpraion supported by positive social networks and
early identification of social support stttures and needs araighlighted
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Section7: Implementation Plan - Strategic priorities and actions
Please note: Ongoing stakeholder consultation, literature rexdad data analysis will occur throughout the life of the plan. The strategic priorities and actions

identified herein will be subject to ongoing review, as discussed within the plan, to ensure currency and relevance tifiddidgtical service gaps Hume.

Strategic Priority 1: To address the reported need for Victorian State -funded AOD residential withdrawal and
rehabilitation facilities in Hume

Objective Action Responsibility Outcome(s) Timeline
Build information and evidence 1. Data collection on levels of Hume and Goulburn  Evidence to inform mposed To begin July 2016 and
base to support idenified need need for residential Valley Alliance for actions for increased provision continueover the life of
for state-funded residential withdrawal and Mental Health and of AOD residential withdrawal the plan
withdrawal and rehabilitation rehabilitation services Housing and rehdilitation facilities in
beds in Hume Hume.

2. Conduct regional Gateway Health Hume AOD catchment Plan To begin in September
stakeholder forum to remains current and relevant fo 2016 and be held up to
reviewrelevance and identified needs for 3 times per year over
currency ofplanning stakeholders. the life of the plan.

functions in Hume.




Strategic Priority 2: To improve outcomes in service access and understanding for AOD consumers in Hume

Objective Action Responsibility Outcome(s) Timeline
Increase awareness 1. Review povision of Collaborative approach between; Increased options for AOD consumers To be completed
for consumers and information to AOD Gateway HealthACSO and Hume to be better informed about service by December
carers on service consumers on suitable and Goulburn Valley Alliance for access and provision pathways 2016
access and systems support services Mental Health and Housing.

2. Review waiting list suppor Collaborative approach between; Increased options fatonsumers on To be completed
options to address interim Gateway HealthACSO and Hume waiting lists who have immediate by December
support needs from and Goulburn Valley Alliance for support needs are provided with 2016
referral to treatment Mental Health and Housing. interim service
Gather data on 3. Gather and review Gateway ldalth and ACSO Improved understanding of the nature To beginJuly
service utilisation relevant data on service and distribution of met and unmet 2016¢ ongoing
utilisation to support expressed and unexpressed demand 1 over the life of
planning in Hume AODsupport services across the the plan
catchment.
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Strategic Priority 3 : To improv e outcomes for AOD consumers experiencing AOD and Mental Health Dual
Diagnosis and suicide support needs in Hume

Objective Action Responsibility Outcome(s) Timeline
Improve service intake, 1. Review workforce capacity to worl Collaborative approach Identification d workforce To be completed
supported referral and effectively withconsumers with between; Gateway Health, developmentneedsin dual by December
treatment collaboration Dual Diagnosis and suicide suppc ACSO and Hume and diagnosis and suicide prevention 2016
for Dual Diagnosis needs Goulburn Valley Alliance for in Hume.
consumers Mental Health and Housing.

2. Gather and review relevant data ¢ Gateway Health and ACSO Improved understanding of the  To be initiated
service utilisation to support nature and distribution of met July2016¢
planning in Hume and unmet expressed and ongoing over the

unexpressed demand f@kOD life of the plan
support services across the
catchment.
3. Promote and strengthenross Hume and Goulburn Valley Increased options for To begin July
sector collaboration on service Alliance for Mental Health  collaborative treatment for dual 2016
delivery in dial diagnosis and and Housing diagnosis consumers and people
suicide prevention in need of suicide support.
To build regional 4. Participate in regional mental Mind Australia, Gaway Consolidation and leveraging of Once annually
capacity to support dual health forum to promote service  Health, Murray PHN resources to promote consumer throughout life of
diagnosis and suicide collaboration and health outcomes health outcomes plan.
prevention practice in for service userwiith dual
Hume diagnosis and suicide support

needs
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Strategic Priority 4 : To improve outcomes in positive social connectedness for consumers of AOD service in

Hume

Objective
To facilitate increased
capacity for AOD consumers
to identify and respond to
needs in social
connectedness

To build regional capacity to
positive social connectednes
for AOD consumers in Hume

Action

Reviewtools, processes and
proceduredor early
identification of social need
and/or vulneratility in AOD
consumers

Integrate tools forpositive
social connectedness into
new and existing relapse
prevention plans for AOD
consumers.

Conduct regional staketder
forum to review planning
functions in Hume.

Responsibility
Gateway Health in
collaboration with ACSO and
Hume and Goulburn Valley
Alliance for Mental Health
and Housing
Gateway Health in
collaboration with ACSO and
Hume and Goulburn Valley
Alliance for Mental Health
and Housing
Gateway Health

Outcome(s) Timeline

Consumers social needs are To be completed by
better understood at an July 2016

earlier stage in service

delivery

Identified consumer social
needs areaddressed using
initiatives which are
integrated into individual
treatment plans

Hume AOD catchment Plan To begin in Septembel
remains current and relevani 2016 and be held up tc
for identified needs for 3 times per year over
stakeholders. the life of the plan.

To begin December
2016 and progress
over the life of the
plan.
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8: Evaluation

Evaluation of the Hume AOD catchmdédsed Planning Function is undertaken using a structured
framework which allows for use of specific tools that best meet the needs for evaluation of
particular strategies.

The Plan, Do, Study, Act (PDSA)kcifijure 22) uses simple measurements to monitor the effects of
change over time. By staring with small changes, the process can be built into larger improvements
rapidly, through successive cycles of change. It is designed to begin with realistio goiald, iusing
reflection and building on learning. Suggestions for improvement can be tested quickly using the
PDSA model by using existing idaadresearch or through practical ideas that have been proven to
work elsewherdRACGP, 2015)

Figurell: Hume AOD Catchmef@ased Planning Function Evaluation Framework

Plan

What do you want to achieve
Responsibility and timeline
Required resources

Other stakeholders
Outcomes

Data informing outcome
Measurement of outcomes

=) =) =) =) =) =) =

Do

Implement plan

Test change via data collection

Short process if possible

Record unexpected events, problems, observations

Stud
Has there been improvement
Expectations vs. actual

What could be done differently?

ERE I I B |

Act

Make necessary changes/improvements

Acknowledge succes

Further data collection following review of what

worked/did not work

9 /I NNE 2dzi I YSYRSR OSNEAZ2Y
differences

=) =) =

Evaluation of the Hume catchmeBased Planning Function will be undertaken by the Hume
CatchmentBased Planning working group, overseen byHiene and Goulburn Valley Alliance for
Mental Health and Housing

Evaluation of particular strategies within the plan will occur at intervals which best suit specific
initiatives. Evaluation tools will be decided upon during the evaluation period and va#lbeted
for best suitability for evaluating particular strategies.

2 ¥



9: Next Steps

Formation of the Hume Catchment Planning Working Group will occur in December 2015. Hume
Catchment Plan strategies will be implemented, and ongoing stakeholder cdisdtavill be
undertaken to maintain currency and relevance of the Hume plan. This work will be undertaken
through the Hume Catchment Planning working group in the first instance, with final approval for
actions from The Hume and Goulburn Valley Alligocélental Health and Housing as the governing

group.

The Catchment Planning working group will carry the momentum of the plan and will seek to be the
driving force behind the implementation of the Hume catchment strategies. The Alliance will maintain
governance responsibility for the plan and will delegate to the working groups for addressing
actionable items. Approval from the Alliance will be sought on any significant changes from the
agreed plan.

Following this, the Hume Regi&®Dplan will form te basis of the project planning and

development work that will be undertaken f&ODin Hume. It is anticipated that the project

planning work will begin in January 2016. Mind Australia and The Hume and Goulburn Valley Alliance
for Mental Health and Hoirsg will take on key roles in establishing the project plan, which will be
underpinned by a recovesgriented philosophy.
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Appendix A: Additional information from stakeholder engagement

Tablel7: Themes from AOD Service ProviBeedback in Hume

Identified key themes Elaboration on key themes from service providers

Social connectedness

A Social engagement and rewarding connections

A Meaningful relationships

A Isolation

A Contributing to society

Dual Diagnosis

A Drug and alcohol services must run concurrently with
Mental Health serices

A Complex support needs

A Referral options and pathways

Detoxification and rehabthtion services

Suicide prevention

A No unified approach to suicide prevention acrosseag

A Fragmented approach at preseqbut good work being
done

Service access and eligibility

Centralised intake process

Postreform system

Education for clients and workers on system access

Communication

Worker roles and flexibility

oo o o o Do

Workforce skills
A Worker upskilling
A Professonal development

Marginalised groups

Indigenous Australians

Refugee community, Interpreters, cultural competence
and understanding

Youth

Elderly

o o

o 3>

Physical health

A Capacity building for consumers on physical wellbeing

A Physical health areas amongst A@Ints; Chronic
disease, Exercise, Diet, Sexuahlth, Lifestyle

Service providers discussed the need, ahdllenges, in
LINEGARAY3I WIHEf 2F tAFSQ &a:
participants was discussed in the context of what is
available and how to access such supports.

This continues to be raised as an issue. Support provisio
for Mental Health and Drug and alcohol issues concurren
was agreed to be required, although challenges exist in t
context. Access, igiibility, intake and holistic service
provision were identified as challenges in supporting
consumers with dual diagnosis. A review of service provi
capacity, workforce capability, and current access systen
was suggested.

Residential rehabilitation services remain a critical servici
delivery gap in the Hume region. Demand is greatly
outweighing supply in this context, with large waiting lists
the result. Norresidential rehabilitation guidance is offere
by existing AOD services in Hume, however, this is not
within the capacity of current poseform role descriptions
for AOD workers and thus places strain on existing servic
delivery.

Opportunities are identified to better use existing resourc
for catchmentwide suicide prevention initiatives.

Education for workers and consumers on the refornd€aD
andmental health system was discussed. The role of
workers, and consumer access were highlighted as area:
needing to be pursued. Worker capacity to deliver broad
holistic, recovery oriented support is flagged as a service
delivery restriction. Consumer access to services-post
reform is reported to be inconsistent.

Additional skills for workforce employees are discussed &
important. Accredited training and review of minimum
combination of formal qualifications and experience were
seen as ways to address skills shortages in the mental
health and dal diagnosis workforce.

An attitudinal shift was discussed in regard to cultural
difference. It is mentioned that culturatdining will be
largely ineffective if workers (and services) do not review
underlying assumptions about cultural differences. Cultur
understanding may be specific to geographic location ani
demographic composition. Training on culture should
reflect this contextual difference, whilst also acknowledgit
broader concepts and information. For example; training
Aboriginal culture in Hume should acknowledge the
complexities within the Aboriginal community, as
highlighted by the converging of four Aborigimeations in
Wodonga. The refugee community in Hume comprises o
various cultures with different traditions and world views.
An understanding of Whiténglo culture and the historic
and current human services sector is also discussed.
Education on; diet, lifestyle, substance use, medication
factors.

Review of physical health at regulatervals¢ BP, BGL,
cholesterol, BMI, questionnaire on smoking, substance u
sexual health, exercise regime.
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Aboriginal and Torres Strait Islander feedback

Aboriginal and Torres Strait Islander service providers offered the following insights inteefd{2
delivery for Aboriginal and Torres Strait Islander communities in Hume.

Service Access, equity and systeravigation

Mental health considerations within the Aboriginal and Torres Strait Islander communities in Hume
reflect community attitudes an@iroader systems issues. Access to mental health, drug and alcohol
and dual diagnosis support was raised as a concern in Hume. System bureaucracy, processes and a
lack of empathy toward Aboriginal and Torres Strait islander perceptions of the service system
highlighted. Reformed service access procedures, i.e. intake, are at times amplified for Aboriginal
and Torres Strait islander consumers because the pathway to service delivery has become less
personable, less considerate of outreach and communityagament requirements and thus lacks

wider cultural consideration.

Aboriginality

The topic of Aboriginality and thus Aboriginal and Torres Strait Islander specific service eligibility was
raised. Although there are no major issues with people falselyeptasy to services as Aboriginal or
Torres Strait Islander, there is a percentage of individuals who do so. This was discussed as a
complex albeit not significant issue. Proof of Aboriginality is not necessarily required for service
eligibility. Situationsvhere individuals have falsely presented as Aboriginal or Torres Strait islander
are often noticed, with individuals in most cases being identified as being of-Almamginal, non
Australian born culture.

Diversity

Much diversity exists within the Abiginal and Torres Strait islander communities in Hume. With

part of Hume being a traditional meeting place for Aboriginal nations, the area has become a diverse
location of Aboriginal history, culture, language and traditions. This diversity adds caiepléxi

support and service delivery for Aboriginal and Torres Strait islander people in Hume. Cultural
politics and at times a lack of clarity of nation boundaries can result in tensions among the
community. Aboriginal and Torres Strait Islander cultidgahtity in Hume is thus a complex and

often misunderstood factor for neindigenous people.

Worker acceptance irthe community

In addition to community diversity, there exists the important consideration of acceptance among

the Aboriginal and Torres &it Islander people. It is discussed that service providers, liaison offers
and support workers must take an active and acknowledged role in their community; that is, the
Aboriginal and Torres Strait Islander community if they are to be accepted withse tmmmunities

and thus effectively engage with the people. Acceptance in this context extends to clinical services
such as hospitals; with Aboriginal Liaison officers considered important yet not always acknowledged
or accepted in these roles within thébdriginal and Torres Strait islander community.
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Recognition of Aboriginal and Torres Strait Islander workers as skilled

It is discussed that Aboriginal and Torres Strait Islander workers are not consistently acknowledged
as being suitably skilled dfor qualified in their respective fields. Several considerations are
discussed in this context. These considerations include; community knowledge and familiarity,
cultural knowledge, community acceptance, experience, training and qualifications.

Fear,Trustand Rapport

Issues of fear and trust remain factors for Aboriginal and Torres Strait Islander consumers accessing
mental health and drug and alcohol services in Hume. For reasons already mentioned, the
connection between community and service providgeoften not smooth, and often does not exist

at all. It is discussed that a trusted, acknowledged, respected Aboriginal worker must make the link
between community and service provider if there is to be engagement and sustained service
delivery.

Colledivism and Individualism

White-Anglo Australia is traditionally an individualistic society. Aboriginal and Torres Strait Islander
communities are traditionally collectivist societies. There are major differences between individualist
and collectivist commuity approaches to issues such as mental health and substance use.
Collectivist cultures often seek support and guidance from community and Elders within their culture
rather than seeking support from service providers. Factors such as these influengaytlire which
services communicate and connect with Aboriginal and Torres Strait Islander communities. A
centralised intake system for mental health and drug and alcohol services, for example, does not
align to collectivist cultural values and norms. Thaifrt must be made to connect with Aboriginal

and Torres Strait Islander communities beyond the current service system restrictions if suitable
support is to be offered and provided.

Aboriginal and Torres Strait Islander consumers offered the folloinsights into AOD service
delivery for Aboriginal and Torres Strait Islander communities in Hume.

Tablel8: AOD issues and discussions with Aboriginal and Torres Strait Islander consumers

Points raised Discussion
Need for Indigenoa ! h5 62 NJ SNE 6 K2 Thisis vital for sensitive and culturally appropriate suppo
FyR 22YSyQa odzaAySaa in a diverse Indigenous community
Tolerance for AOD Need for greater understanding the nature of addiction
Racial issues Ongoing; cove and overt
Community acceptancef Indigenous workers Need for improved communication and community

engagement by Indigenous workers

The white middleclass system is currently being used The system is not culturally appropriate as a whole; spec

changes can improve current access issues.
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Appendix B: Partnership and collaboration in Hume

Hume is well placed to develop and implement strategic actions for short, mid and long term service
provision in AOD and mental health more broadly. Hume curydrdk established networks for
collaboration on AOD support across the catchment and into neighbouring catchments also. The
Hume and Goulburn Valley Alliance for Mental Health and Housingist of high level

representation and decisiemaking capabilityacross two catchment areas. The executive functions

of the Alliance include oversight of working groups for identified priority areas in mental health,
housing and substance use.

Wider community networks and focus groups in Hume contribute to the knayeldhse on best
practice recovenpriented support in AOD. Consumer and carer representation in AOD is in need of
bolstering in Hume however. Consumer representation on relevant planning and strategic
committees is currently low.

Key Stakeholders

Key stakbolders in the development, implementation and review of the Hume AOD Catchment
Based Planning Functions include:

Tablel9: Key Stakeholders in Hume
Stakeholder

Consumers oAODservices
Carers, family, friends and significarthers of consumers ohODservices
Wider communities of Hume
Hume and Goulburn Valley Alliance for Mental Health and Housing
Service providers:
0o Gateway Health
Albury Wodonga Health
Northeast Border Mental Health Service (NEBMHS)
ACSO
Mental llinesg=ellowship
Local GovernmenArea councils
Albury Wodonga Aboriginal Health Service
Odyssey House Molyullah
Headspace Albury Wodonga

=a = -8 A -8

O O OO OO0 OoOOo

Primary Care Partnerships

The Hume Catchmesiitased Planning Function will create and strengthen linkages across thre

t NAYFNE OFNB tFNIYSNAEKALI NBIAZ2Yyad ¢KS F2ff2gAy3
and future health planning will both inform and be informed by the Hume Catchinased

planning function.

Member Organisations Priority Areas
Upper Albury Wodonga Aboriginal Health  Upper Murray Health and 1  Aboriginal Health
Hume Service Community Services I Aged care
Albury Wodonga Health Vision Australia 9  Chronic care
Beechworth Health Service Westmont Aged Care 1  Health literacy
Disability Advocacy and Information Services Ltd  Hume Shared care-eare
Service Women's Health GNE planning project
Gateway Health 1 Integrated Health
Hume Medicare Local Promotion
Indigo North Health 1 Primay care e
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Indigo Shire Council communication initiative

Kirinari Community Services 9  Service integration and
Tallangatta Halth Service access

Central Alpine Health NESAY Inc.  Diabetes

Hume Alpine Shire Rural City of Wangaratta 1  Heart Disease
Benalla Health The Centre, Wangaratta 1 Healthy eating
Benalla Rural City Council Uniting Care, Goulburn f  Aboriginal and Taes Strait
Gateway Health Wangaratta North East Islander Health
(formerly Ovens & King Community 2 2 YSy Qa | St 1 Focus areas as identified
Health Service) Goulburn North East
Mansfield District Hospital Yooralla

Mansield Shire Council
Mind Australia
North East Health Wangaratta

Goulburn Berry Street Primary Care Connect 1 Aboriginal Health
Valley Cobram District Health Rumbalara Health Servic 1 Aged care

Connect Goulburn Valley Rural Housing Network 9 Chronic care

Ethnic ©uncil of Shepparton & Salvation Army Pathways 1 Integrated Health

District Shepparton Access Promotion

Euroa Health Shepparton Villages

Family Care Strathbogie Shire Council

Goulburn Valley Health The Bridge duth Service

Goulburn Valley Hospice Care Uniting Care Goulburn

GoulburnValley Medicare Local North East

Goulburn Valley Sports Assembly  Violet Town Bush Nursing

Greater Shepparton City Council Centre

Hume Reipnal Integrated Cancer Vision Australia

Service Wintringham Specialist

Kalona Uniting Care Aged Care

Mental lliness Fellowship Victoria ~ WomSy Q& | S|

MHA Care Ltd Goulburn North East

Mind Australia Word and Mouth

Moira Shire Council Yarrawonga Health

Murchison Community Care
Nagambie Health Care
Numurkah District Health Service
Odyssey House Victoria

Ottrey Homes
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Appendix C: Definitions

Alcohol and Other Drug UseThe spectrum of substance use ranges from 'no use' to dependent use
of one or more substances. A person can move along the spectrum or 'rest' at any point or move
backwards. One stage doestmecessarily lead to the nexthe 'one hit and you're hooked' belief is

a myth.

1 Experimental use A person 'tries out' a particular drug. Experimental use refers to 'once
off' or very shoriterm drug use.

1 Recreational use A person uses one or moreuds in a deliberate or controlled way.
Sometimes called social drug use, recreational use can occur very occasionally or every
weekend or several times a week.

{1 Situational use- A person uses drugs to cope with the demands of particular situations.

1 Intensive use- A person consumes a heavy amount of drugs over a short period of time, or
use iscontinuous over a number of days or weeks.

1 Dependentuse- With dependent use the person has little or no control over their drug use.
They feel compelled to use arder to feel normal or to cope. Often called addiction,
dependency is the result of prolonged, regular use of increasing amounts of the drug.

Detoxificatiory Withdrawal - Withdrawal or detoxification (also called detox) is the process of

cutting back, or atting out, the use of alcohol or other drugs. Withdrawal symptoms can range from

YAfR (G2 aSOSNBI YR RAFTFSNI RSWSYyRAYy3I 2y G(GKS RdzNI
and psychological characteristics and the method of withdrawal. A peasoid develop physical or
psychological dependence on a drug, or b@thuginfo, 2016)

Physical dependencePhysical dependence occurs when someone has taken a drug for
a period of time and comes to rely on it, because if it
sympt oms will appear (druginfo, 2016.

Psychological dependene®sychological dependence occurs when a person believes they need the
drug to function. This could be in certain situations, such as at a party, or it could be all the time
(druginfo, 2016)

Rehailitation - Rehabilitation programs take a long term approach to treatment to help you achieve
an AODfree lifestyle.Residential programs can last from a few weeks to a number of years
(druginfo, 2016)

Physical healtlt Relates to the efficient functiong of the body and its systems, and includes the
physical capacity to perform tasks and physical fitness (Victorian Government, 2015). .

Dual diagnosis Dual diagnosis describes the situation of a person experiencing two or more
pathological or diseaserpcesses at the same time. Other terms for this arepcourring disorders

or comorbidity. Dual diagnosis in the context of this plan refers to the coexisting presentations of
mental illness and substance use issues (Victorian Government, 2015). .

Mental Health¢ A state of wellbeing in which the individual realises his or her own abilities, can
cope with the normal stresses of daily life, can work productively and fruitfully, and is able to make a
contribution to his or her community (World Health Orgaation, 2007).
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Mental disorder and Mental llilnessAdiagnosable f f Yy S& a4 ¢ KA OKthinkiigF SOG & | LIS
emotional stateandbehaviour anddisruptsti KS LISNR2y Qa oAt AGe (2 62N]
and engage in satisfying relationshigesnercan Psychiatric Association, 2013).

Psychiatric disability Y S ya I 02y aSljdzSy0S 2F KIF@Ay3 | YSyidlft
to perform the tasks of everyday living and to develop and maintain effective personal and social
relationships aneéconomic participation (Victorian Government, 2015). .

Carer- Carers provide unpaid support to a family member or friend who needs assistance. They may
care for a frail aged person, someone with a disability, chronic illness or mental illness, or someone
recovering from an illness or accident.6 Carers help people to remain living at home. The caring
experience is a dynamic one with the level of support offered by carers changing in relation to the
dependency and health needs of the care recipient.

Hume Region AOD Catchmdiatsed Strategic Plan 2012018 FINAL June 20P&age51 of 80



Appendix D: Recovery-Oriented Practice

The concept of recovery was conceived by, and for, people with mental health issues to describe
their own experiences and journeys and to affirm personal identity beyond the constraints of
diagnosis.

The recovery movemetitegan in the 1970s primarily as a civil rights movement aimed at restoring

the human rights and full community inclusion ofgpée with mental health issues.

Recovery approaches are viewed by the consumer movement as an alternative to the medical model
with its emphasis on pathology, deficits and dependency. There is no single description or definition
of recovery because recovery is different for everyone. However, central to all recovery paradigms
are hope, setletermination, seimanagement, empowermgli I YR I R@2 0l O&d o ! f a2
right to full inclusion and to a meaningful life of their own choosing, free of stigma and
discrimination(National Mental Health Strategy, 2013)

Some characteristics of recovery commonly cited are that it is:

aunique and personal journey

a normal human process

an ongoing experience and not the same as an end point or cure

a journey rarely taken alone

Nonlinear frequently interspersed with both achievement and setbacks.

= =4 =4 4 A

Recovery is a struggle for many pemplrhe struggle might stem from severity of symptoms, side
effects of medication, current or past trauma and pain, difficult socioeconomic circumstances, or the
experience of using mental health services. Practitioners can also struggle as a result of the

constraints of their work environmentorwie 4 KSeé aSyasS | LISNER2YyQa RSaLl

Personal recovery isfined within this framework as:
WoSAy3 +tofS G2 ONBIGS YR tAGS I+ YSt
choice with or without the presenceof Sy i f KSI f 6K A & &dzS:
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Appendix E: Socio-demographic d ata for Hume

Regional Health Status Profil®HHS)

Data for Hume is gathered from various sources. The data represent the demographic and statistical
information available at the time of report delopment. Further in depth statistical information in
mental health and AOD for Hume is available in Appendix A.

Figurel2: Indigenous AOD service usage in Hume (Gateway Health, 2015)

Indigenous and norAndigenous AOD Service Usage in Hume 2014/15

100% -
99% -
98% -
97% -
96% -
95% -
94% -
93% -
92% -
91% -
90% -

m Aboriginal and Torres Strait
Islander

m Non Indigenous Australian
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Regional Health Status Prit¢ (DHHS2012)

Social engagement and crime

Hume has significantly higher rates of crime than the state measure across several domains. The
figures for crime relatedssues reflectervice provider concerns of service capacity to manage
demand, and anften disjointed transition from forensibased service provision to
voluntary/recoveryoriented support.

Table20: Rates of crime per 1,000 population, 2012, Hume LGAs

Family Drug offences Violent % feeling safe % feeling safe
violence crimes during day at night
Alpine (S) 5.1 2.8 5.4 36.1 99.2% 89.0%
Benalla (RC) 18.7 4.1 13.9 66.3 99.4% 71.6%
Indigo (S) 5.8 1.1 5.7 32.7 99.5% 93.4%
Mansfield (S) 3.2 2.8 6.7 49.9 97.8% 92.0%
Towong (S) 8.2 1.1 5.9 43.0 98.7% 95.%%
Wangaratta (RC) 14.0 6.9 135 73.3 99.4% 84.9%
Wodonga (RC) 14.8 3.0 11.3 83.4 98.7% 64.9%
Hume(total region  10.7 3.9 10.9 67.9 NA NA
MH YD! Qav
Victoria 9.1 3.4 9.8 70.6 97.0% 69.3%

Hume continues to engage well in community activities and repfetling valued by society at a

level above the state measure across all but one LGA. Data here reflects the reported culture among
stakeholders that although demand for social and health services is high, communities are
supportive of local initiativesral events which strive to address local needs.

Table21: Social wellbeing and connectedness indicators, Hume LGAs

% households % pop. Which % who participate % who dtend % who feel

with broadband volunteers in citizenship community valued by

internet engagement events society
Alpine (S) 65.2% 31.4% 63.4% 72.8% 61.1%
Benalla (RC) 61.7% 28.5% 64.4% 71.9% 51.6%
Indigo (S) 68.9% 33.2% 65.8% 73.0% 57.0%
Mansfield (S) 67.7% 31.8% 72.1% 74.5% 60.3%
Towong (S) 63.3% 40.5% 58.2% 76.1% 61.8%
Wangaratta (RC)  63.1% 26.9% 56.0% 71.8% 57.7%
Wodonga (RC) 69.9% 21.8% 53.0% 57.8% 55.7%
Hume(total 65.6% 25.8% NA 66.6% 53.9%
regionmH [ D!
Victoria 72.6% 19.3% 50.5% 52.9% 52.4%
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Health Behaviours

Hume scores poorly on a rangéhealth condition indicators, with asthma, type 2 diabetes,
overweight, obesity and poor dental health all reported for higher tRé&torian measure§DHHS,
2012)

Hume has a higher percentage of smokers than the Victorian measure across almosthelf o
catchment. & Y21 SNR Ay 1 dzYS IINB KAIKSNI GKIFIy GKS +£A0G2N
smokers reported to be lower than the state measure across almost half the catchment area (DHHS,

2008).

Table22: Smoking statu2008, Hume LGAS

LGA % current smoker % exsmoker % nonsmoker
Alpine (S) 19.7% 24.8% 55.3%
Benalla (RC) 17.4% 24.5% 58.0%
Indigo (S) 19.8% 25.3% 54.9%
Mansfield (S) 24.0% 29.7% 46.0%
Towong (S) 17.4% 23.8% 58.4%
Wangaratta (RC) 11.6% 24.0% 63.5%
Wodonga (RC) 20.2% 24.6% 54.9%
Hume (total regiomH [ D! Qa 21.0% 25.4% 53.3%
Victoria 19.1% 23.8% 56.8%

Blue = significantly below Victorian average; red = significantly above Victorian average.

Note that sum of percentages for current,-@nd nonsmolkers may not add to 100 per cent due to a proportion of 'don't
know' or 'refused’ responses.

Humeexperiences significant issues with short term risk of alcohol consumption and a lack of people
meeting guidelines for physical activity. Reflecting in dtakder feedback, Hume experiences issues
with dual diagnosis (Mental Health and Alcohol and Other Drugs) issues, and physical health issues,
especially amongst disadvantaged groups, such as those experiencing mental iliness.

Table23: Alcohol and soft drink consumption, Hume LGAs

% with short term risk %who purchased % who drink soft drink

from alcohol alcohol in last7 days every day

consumption
Alpine (S) 11.6% 43.3% 9.9%
Benalla (RC) 9.3% 31.7% 13.6%
Indigo (S) 19.7% 39.3% 11.2%
Mansfield (S) 17.1% 44.7% 7.2%
Towong (S) 11.6% 32.2% 9.9%
Wangaratta (RC) 10.5% 35.2% 11.9%
Wodonga (RC) 11.3% 40.8% 18.4%
Hume (total regiormH [ D! Q 13.6% 35.4% 14.6%
Victoria 10.2% 36.3% 12.4%

Red =above Victorian average.
* Estimatehas a relative standard error between 25 and 50 per cent and should be interpreted with caution.
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