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About this plan
This executive plan should be read in conjunction with its accompanying Technical Paper, which contains all data and 
information gathered and analysed to date by the catchment-based planning function. It provides the evidence base 
and describes the processes used to select the priority areas for action in 2016-2018 outlined in this document. 

The Eastern Metropolitan Region Mental Health and Alcohol and Drugs Planning Council is supported by the 
Victorian Governmentt.
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List of acronyms

ADIS Alcohol and drugs information system

AOD Alcohol and other drugs

CRAF Common Risk Assessment Framework

DHHS Department of Health and Human Services

DET Department of Education and Training

DJR Department of Justice and Regulation

ED Emergency department

EMML Eastern Melbourne Medicare Local (now part of EMPHN)

EMPHN Eastern Melbourne Primary Health Network

EMR Eastern Metropolitan Region

EMHSCA EMR Mental Health Service Coordination Alliance

EMR RFVP EMR Regional Family Violence Partnership

IEMML Inner Eastern Melbourne Medicare Local (now part of EMPHN)

LGA Local government area

MHCSS Mental health community support services

NDIS National Disability Insurance Scheme

OEHCSA Outer East Health and Community Support Alliance (primary care partnership)

RAJAC Regional Aboriginal Justice Advisory Committee

TFER Together for Equality and Respect
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Executive summary

Catchment-based planning was introduced as part of the 2014 reform and recommissioning processes for Victorian 
state-funded mental health community support services (MHCSS) and alcohol and other drugs (AOD) services. 
The primary purpose of catchment-based planning is to assist MHCSS and AOD service providers operating within 
the Eastern Metropolitan Region of Melbourne (EMR – encompassing both Inner East and Outer East catchments) 
to develop an agreed, catchment-based strategic plan that will aim to improve responsiveness to people with 
AOD issues and/or serious mental illness and psychiatric disability, particularly those at significant risk of greater 
disadvantage. 

EACH has been funded to carry out catchment planning for both MHCSS and AOD service providers across the entire 
Eastern Region, thus offering the opportunity to take an integrated, cross-sectoral and whole-of-region approach. 
Catchment planning is supported by recurrent funding from the Victorian Government Department of Health and 
Human Services, to support three-yearly cycles of strategic, region-wide planning. This work is supported at the 
regional level by Eastern Metro Health (EMH) through the EMR Alcohol and Drugs and Mental Health Planning 
Council and Catchment Planning Operations Group. 

Purpose of this plan
This plan details the work achieved to date by the EMR mental health and AOD catchment-based planning function 
since its inception in late 2014, and the understanding that has been gained thus far about the EMR’s mental health 
and AOD service systems, and the residing population’s need for services and support. 

It outlines the region’s roadmap to 2018 to improve outcomes for people living with mental illness 
and/or AOD concerns, under four priority areas for action. These areas were selected on the basis of the weight of 
evidence available both internationally and regionally that demonstrated their significant impact or connection with 
mental illness and/or AOD misuse, their alignment with broad national, state and regional policies and strategies, and 
opportunities to build on existing or upcoming regional work. They are:

1. Family violence;

2. Service users with dependent children;

3. Aboriginal and Torres Strait Islander people; and 

4. Young people. 
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Background

Reform of Victoria’s Community Mental Health Support Services and Drug Treatment Services 

In August and September 2014, the Victorian Government introduced significant reform to the delivery of state-
funded mental health community support services (MHCSS) and alcohol and other drugs (AOD) services. Changes 
stemmed from consumer feedback that previous systems were difficult for clients to access and navigate, didn’t take 
the needs of their whole family into account, did not provide pathways for client and their families to gain access other 
services and supports, and did not support flexible responses to the changing needs of those needing services. 

To create systems that are more responsive to the individual needs of people living with AOD concerns or persistent 
mental illness, key changes were introduced to both AOD and MHCSS sectors, including: 

• A change in funded  service providers;

• The establishment of a centralised intake and assessment point for each local catchment area; 

• The streamlining of programs models and service types; and

• The establishment of a new catchment-based planning function to assist service providers in identifying,   
 understanding and optimally responding to the needs of adults with AOD concerns or severe and    
 persistent mental illness, particularly those at risk of significant disadvantage. 

EACH has been funded to carry out catchment planning for both MHCSS and AOD service providers across the entire 
Eastern Metropolitan Region (EMR), thus offering the opportunity to take an integrated, cross-sectoral and whole-
of-region approach. The EMR encompasses two catchments (Figure 1): the Inner East (local government areas of 
Boroondara, Manningham, Monash and Whitehorse) and the Outer East (local government areas of Knox, Maroondah 
and Yarra Ranges). 

Figure 1: Map of the Eastern Metropolitan Region of Melbourne, Victoria, and its local government areas

 

Taking an integrated approach to mental health and AOD catchment planning therefore confirms and strengthens 
the region’s commitment to addressing the needs of people with dual diagnosis (i.e. co-occurring mental health and 
substance use concerns) in a holistic way. It further develops and expands on previous and ongoing work to build the 
dual diagnosis capability of the region’s workers and services. Examples of such work include the Reciprocal Rotations 
Project and the inter-sectoral yearly training calendar delivered by the Eastern Dual Diagnosis Service. 

Metropolitan Regions

Eastern Metropolitan Region 

Northern & Western Metropolitan Region 

Southern Metropolitan Region

Eastern Metropolitan Planning Areas

Eastern Metropolitan Region 

Northern & Western Metropolitan Region

Adapted from Department of Health, Victoria, Australia, 2014, 
http://www.health.vic.gov.au/regions/eastern/
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Aims and scope of this plan

Aims 
The primary purpose of the catchment-based planning function is to assist alcohol and other drugs (AOD) service 
providers and mental health service providers operating within the EMR to develop an agreed, catchment-based 
strategic plan that will aim to improve responsiveness to people with AOD issues and/or serious mental illness and 
psychiatric disability, particularly those at significant risk of greater disadvantage. 

Effective catchment planning relies heavily on understanding the needs of target populations that are at risk of signif-
icant disadvantage , as well as identifying service gaps, pressure points, trends and needs, and corresponding strate-
gies to ensure that the service system is inclusive, responsive, and efficient. Catchment-based planning is supported 
by recurrent funding from the Victorian Government Department of Health and Human Services (DHHS), to support 
three-yearly cycles of strategic, region-wide planning. This work is supported at the regional level by the Eastern Re-
gion Office through the EMR Alcohol and Drugs and Mental Health Planning Council and Catchment Planning Opera-
tions Group.

Scope
The initial primary scope of catchment planning targeted state-funded MHCSS and AOD service providers across the 
EMR, delivering services to the population aged 16 years and above. 

In order to gain a full understanding of the regional context, and maximise the catchment planning’s reach and impact 
on the service systems for AOD and mental health, service providers supported by other major funding sources (e.g. 
Commonwealth) or operating within the acute sector (e.g. Eastern Health) have been engaged to participate and 
contribute to catchment planning, alongside state-funded MHCSS and AOD service providers. Furthermore, in order 
to truly adopt a population health approach, sectors related to the various known co-morbidities and complexities 
associated with MHCSS and AOD (e.g. homelessness, gambling, family violence, disability, etc.) will also be engaged. 

Additionally, in late July 2015, the EMR Mental Health and Alcohol and Drugs Planning Council, which provides gover-
nance oversight for the region’s catchment planning, endorsed an expansion of the function to cover the full lifespan, 
from infancy to older age, thereby also bringing child, youth and older adult services into scope. 

Milestones to 2018
Several preliminary versions of this plan have already been prepared, to satisfy the funding requirements from the 
DHHS (Central office) for catchment-based planning:

• Draft MHCSS Catchment Plan, submitted on 29th May 2015;

• Final MHCSS Catchment Plan, submitted on 30th June 2015; and

• Draft AOD Catchment Plan, submitted on 29th July 2015.

1 Population groups who are at greater risk of disadvantage include people with any one, or a combination of the following risk factors: a forensic 
history, being on a Community Based Treatment Order, experiencing homelessness or who are at risk of homelessness, a co-existing intellectual 
disability, co-occurring AOD and mental health concerns, co-occurring trauma, being affected by family violence, living in a low socio-economic 
status (SES) area, being of Aboriginal and Torres Strait Islander background, being of culturally and linguistically diverse (CALD) background, and/or 
being of refugee background.
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These versions primarily focussed on describing the establishment of supportive governance structures, identifying 
and analysing diverse sources of information (including service mapping), and gaining an initial, broad understanding 
of the regional operational context. Work achieved since then, which is presented in this plan (and its accompanying 
Technical Paper), includes a small sample service provider survey, consultations with consumers and carers through 
focus groups and interviews, and targeted research and analysis of information available for various at-risk population 
groups. 

Strategic actions are presented in this plan for four new priority areas, each targeting a particular at-risk sub-set of the 
regional population. Given that each priority area will require the engagement of various stakeholders, in addition to 
those already connected to catchment planning, the roadmap and milestones to the end of this catchment planning 
cycle are as follows:

Table 1: Catchment planning milestones and timeframes until 2018

Milestone Timeframe

Submission of final integrated mental health and AOD catchment plan 23rd December 2015

Finalisation of detailed, organizational-level action plan for each priority area 27th May 2016

Yearly reviews May 2016, May 2017

Final evaluation April-May 2018

Preparation of next three-year catchment plan February-June 2018
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Governance, engagement and information strategies

Establishing solid governance and initiating wide-reaching stakeholder engagement were key tasks as part of the 
establishment phase of catchment planning.  

Governance structures

EMR Alcohol and Drugs and Mental Health Planning Council

The EMR Alcohol and Drugs and Mental Health Planning Council (commonly referred to as the Planning Council) 
was purposefully established in October 2014 to provide a platform for strategic guidance to catchment planning. 
It is co-chaired by the Chief Executive Officer (CEO) of EACH and the Regional Director of Eastern Metro Health 
(EMH), DHHS, and brings together key stakeholders (full list in Appendix A) to guide and shape the new service 
environment, in the context of the broader service system, to best respond to the current and emerging needs 
of the people in the EMR. The Planning Council will report on an annual basis to the EMR Regional Management 
Forum and the EMR Social Issues Council. Members of the Planning Council are expected to report back to their 
organisations and partnership groups after each meeting, as appropriate. 

Operations Group

An Operations Group informs and supports the work of the Planning Council. This smaller working group brings 
together representatives from DHHS, EACH, Eastern Health, Neami and the OEHCSA. Its purpose is to provide timely 
advice and guidance to the project team at key stages in the Plan’s development, and support the formation and work 
of any time-limited project groups of the Council.

EMR Mental Health Service Coordination Alliance (EMHSCA)

The EMR Mental Health Service Coordination Alliance (EMHSCA) is leading work in the region to improve service 
coordination for people living with mental illness and co-occurring concerns. Since its inception in 2007, the Alliance 
has expanded its membership, which now includes organisations from a diversity of sectors, including AOD, 
homelessness, primary health care providers, state and Commonwealth government, Primary Care Partnerships 
and Eastern Melbourne Primary Health Network (EM PHN). EMHSCA benefits from strong stakeholder buy-in. 

EMHSCA has played an important role in developing and implementing a range of strategic service coordination 
activities including shared individual care planning, shared care audits and introducing standardised physical health 
screening. EMHSCA has a range of sub-committees including workforce development, Dual Diagnosis, 
and collaborative care. The group is assisted in its work by the Dual Diagnosis Consumer and Carer Group. Given 
its well established nature and high reputation in the region it is anticipated that with support from the planning 
team it will have a key role in guiding and enabling collaborative implementation of actions to progress the catchment 
planning priorities. 
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Engagement strategies
Consumer and carer engagement

A key component of effective catchment planning is ensuring that the plan is responsive to the needs of consumers 
and carers. Activities and engagement which have taken place to date include:

 • A series of consumer and carer focus groups and individual interviews were held during October and November  
  2015, to gain initial insights into the experience of community members seeking to access and navigate the   
  mental health and AOD systems of the EMR. A brief summary of findings is presented in this report, with more  
  detailed data being presented in the Technical Paper. Salient quotes or short excerpts of de-identified consumer  
  and/or carer stories are also being featured in boxes throughout this plan. 

 • Seven questions regarding service system access and navigation have been incorporated into the EMHSCA   
  Shared Care Consumer and Carer Survey. This peer-based structured interview process occurred during   
  October - December 2015, with eight participating organisations . Findings will be available in February 2016.

In light of the strategic priority areas selected in November 2015 (and outlined in this document), the EMR’s 
catchment-based planning’s strategy to engage with consumers and carers needs to be revised and further 
developed. Engagement avenues which are likely to be put in place in early 2016 include:

 • Arrangements for ongoing membership of one consumer and one carer on the Planning Council;

 • Engagement with the EMR Peer Support Network (in partnership with the Self-Help Addiction Resource Centre,  
  Victorian Mental Illness Awareness Council and EMPHN) is planned. The EMR Peer Support Network was   
  established September 2015 and meets monthly. The Network provides support and professional development  
  opportunities to the AOD and MH peer workforce and peer consultants in the Region.

 • Targeted consumer and carer engagement and consultation activities under each priority area, in collaboration  
  with other agencies and networks, to ensure that the views of at-risk community groups genuinely inform our  
  assessment of the region’s service system, and the activities implemented to make improvements.

Stakeholder engagement

Beyond the range of stakeholders involved in the Planning Council and its Operations Group, a wider range 
of stakeholders will be engaged, including:

 • All local government authorities;

 • Service delivery organisations, peak bodies and regional structures of relevance, as identified under each   
  priority area below; and

 • General and specialist medical practitioners (via EMPHN). 

Engagement strategies will range from involvement in the Planning Council, Operations Group, leveraging existing 
meetings, stakeholder forums, purposeful surveys, and individual consultations, as appropriate.

Figure 2 illustrates the context and key stakeholder relationships for the EMR’s catchment planning. 

2 Anglicare, EACH, Eastern Health, Mental Illness Fellowship, Mind, Neami, Prahran Mission, Eastern Melbourne Primary Health Network.
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Figure 2: Overview of the EMR alcohol and drugs and mental health catchment planning context
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Information collation and management strategy
A multiplicity of information has been gathered and analysed to craft our emerging understanding of how well the 
regional service system meets service demand (expressed need) and service needs (includes unexpressed need). As 
illustrated in Figure 4, methods used for information gathering included:

 • Desktop reviews of publicly available information regarding population demographics, health profiles, and   
  statistics relating to the prevalence of AOD-related harms and mental health concerns;

 • Mental health data modelling for vulnerable groups;

 • Direct consultations with service providers, local government representatives and other stakeholders; and 

 • Liaison with Department of Health and Human Services and regional mental health service providers to obtain  
  service usage and demographic profiling information for the users of the region’s mental health and AOD   
  services. 

Figure 3: Types of information sought to understand the regional system's service supply, demand and need

 

It is anticipated that, over the next 12 months, a process for collating and regularly monitoring specific datasets to 
inform catchment and service planning will be developed and implemented, in close collaboration with partner 
organisations and DHHS. 

Detailed description and analysis of the data reviewed to date can be found in the Technical Paper accompanying this 
Catchment Plan. The section below provides an overview of the salient points which have implications for planning.
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Progress to date and broader context

The following sections will provide an overview of the understanding gained thus far about regional needs and how 
these are being met by the current service system. It must be kept in mind that our grasp of the regional reality 
is emerging and likely to change over time, and is unlikely to ever be exhaustive. The focus in 2014-2015 has been on 
establishing appropriate governance structures, and gaining a general understanding of the service system, and on 
gaining a broad, sweeping sense of where key gaps, pressures and needs may lie, using population health and equity 
lenses. Based on this, key regional priority areas were debated, selected and endorsed in mid-November 2015. In 
considering these, it is important to be cognisant of broader policy and strategic developments within both the AOD 
and mental health sectors.

Concurrent policy and strategic developments
MHCSS and AOD recommission review

The final report for an independent review (Aspex Consulting) of the 2014 recommissioning processes for MHCSS 
and adult non-residential drug treatment services was publicly released on 20th November 2015. It highlights 
a number of areas of both service systems which require significant improvement, including intake and assessment 
(particularly for AOD), service delivery, funding models (especially for AOD) and performance management and 
monitoring. While it remained unknown at the time of writing this catchment plan what the DHHS’s intended 
response and action plan will be to address the identified issues, it can be anticipated that state-wide changes may 
be implemented, which will significantly impact on MHCSS and AOD service system access processes in the EMR, 
particularly intake and assessment.

Australian Government response to the National Mental Health 
Commission’s review of Mental Health Programs

In late November 2015, the Australian Government released its response 
to the national review of mental health programs, and provided the broad 
lines of its commitment to system change, in order to enable a more 
person-centred, stepped care approach to the delivery of Commonwealth-
funded mental health services. In particular, it was announced that PHNs 
will play a critical role in leading mental health planning and integration 
at a regional level, through a service commissioning role. 

National Disability Insurance Scheme (NDIS) roll-out

The National Disability Insurance Scheme (NDIS) consists of customer- 
held individual funding packages to support the needs of people with 
a disability. It is currently being implemented in stages across Australia, 
and MHCSS are expected to come under the NDIS funding model. 
The NDIS is scheduled to be rolled out in both Inner Eastern and Outer 
Eastern Melbourne on November 1st 2017 . 

³ http://www.health.gov.au/internet/main/publishing.nsf/

Content/0DBEF2D78F7CB9E7CA257F07001ACC6D/$File/response.pdf. 

Accessed on 10/12/2015.

4 http://www.ndis.gov.au/about-us/our-sites/vic. Accessed on 21/12/2015. 

“There is an ongoing fear 
and uncertainty of system 

changes... Are services 
going to be withdrawn 
again with NDIS? Don’t 

they know that life 
is unpredictable and 

sporadic... You cannot 
sum your life up as a 

package.” 

Consumer, October 2015
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Australian Government response to National Ice Taskforce Report 

In early December 2015, the Australian Government announced an investment of nearly $300M over four years to 
improve treatment, after care, education, prevention, support and community engagement to tackle ice. A large part 
of this funding will be invested through PHNs . 

Other considerations

This catchment-based plan is therefore a reflection of where our understanding of the mental health and AOD 
systems are currently at, and is submitted at a time where the broader, state-level context is likely to change and 
influence short- to medium-term system design developments. Partly because of this shifting broader context, 
the EMR focused on taking an equity and population health approach to this 2016-2018 catchment plan, rather 
than a system redesign lens.

5 https://www.pm.gov.au/media/2015-12-06/new-action-plan-tackle-ice. Accessed on 10/12/2015.
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Overview of catchment needs and service system

What do we currently know about regional needs?
Key features of the catchment’s demographic and population health profile

The municipalities of the EMR are, compared to the state average, relatively advantaged. There are, however, pockets 
of disadvantage found in each local government area. In particular, the following suburbs were identified (through 
data analysis and local government consultations) as being their LGA’s most disadvantaged, based on their Index 
of Relative Socio-Economic Advantage and Disadvantage (IRSAD) ratings and other indicators of vulnerability 
(e.g. unemployment, high density of social housing):

 • Ashburton, Hawthorn and Hawthorn East (Boroondara);

 • Doncaster Hill and Bulleen (Manningham);

 • Clayton, Chadstone, Oakleigh South, Oakleigh East, Huntingdale and Hughesdale (Monash);

 • Box Hill and Burwood (Whitehorse);

 • Bayswater, Boronia, Ferntree Gully and The Basin (Knox);

 • Bayswater North, Croydon, Croydon North, Croydon South, Ringwood and Ringwood East (Maroondah);

 • Warburton and Surrounds, Healesville and Surrounds, and Yarra Junction/Millgrove/Wesburn (Yarra Ranges). 

The following observations were evident from a review of demographic and population health data, and initial 
consultations with LGA representatives: 

 • High levels of cultural diversity in the LGAs of Monash and Whitehorse;

 • Problem gambling is markedly more prevalent in the City of Monash;

 • Pockets of homelessness (both sleeping rough and hidden) are reported across all LGAs;

 • The areas of greatest need in the Yarra Ranges are also the most remote, indicating issues for these    
  communities to access services;

 • Maroondah welcomes the greatest proportion of humanitarian settlements of the EMR;

 • Rates of family incidents have steadily increased in every municipality between 2010 and 2014;

Mental health issues, mental illness and AOD-related harms in the EMR
Modelled prevalence estimates for mental illness and at-risk groups

Localised data about mental illness is currently unavailable, with the most recent and reliable estimates of the 
prevalence of various mental illnesses coming from the 2007 National Survey of Mental Health and Wellbeing. 
Modelling of data was therefore commissioned (Themba Consulting) in order to generate more relevant estimates 
of need, based on the specific population make-up of each catchment. Please refer to the Technical Report for full 
details on modelled mental illness estimates, data sources and explanation of calculations. 
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Furthermore, it is well known that the prevalence of mental illness varies among sub-groups of the population, 
with particular groups having higher prevalence of mental illness than the general population - . Indeed, Aboriginal 
and Torres Strait Islanders, refugees, people with community treatment orders, and who are homeless carry 
a proportionally greater burden of affective, anxiety and psychotic disorders than the general population aged 
16 years and over. People with a profound or severe disability are also more likely than the general population aged 
16 years and over to suffer from affective and anxiety disorders.  Based on their higher burden of disease compared 
to the general population, we should therefore expect to see these vulnerable community groups being over-
represented in those using mental health and/or AOD services, compared to their fraction of the total population. 

In addition to these modelled estimates of diagnosed mental illness, data from the most recent (2011-2012) Victorian 
Population Health Survey provides a picture of psychological distress and wellbeing across the EMR’s municipalities 
(Table 1). 

Significant issues in relation to alcohol and other drugs use and related harms in the EMR

Data relating to alcohol-related, illicit drug-related, and pharmaceutical drug-related harms (emergency presentations, 
hospital admissions, ambulance call-outs, etc.) was analysed for each of the EMR’s municipalities, to denote particular 
trends with regards to differences between local government areas, catchment, gender and age groups (15-24 
years of age compared to total population), as well as changes over the last 11 year period (2003-2014). Stand-out 
observations are summarised here: 

 • Whitehorse has the highest rates of alcohol-related emergency department (ED) presentations and    
  hospitalisations, following a significant increase in the last 10 years (2003-2013);

 • Compared to the Inner East, alcohol-related assaults and family violence incidents are much more prominent  
  issues in all LGAs of the Outer East;

6Spicer, B., et al., Mental illness and housing outcomes among a sample of homeless men in an Australian urban centre. Australian and New 

Zealand Journal of Psychiatry, 2015. 49(5): p. 471-480.

7Black, E.B., et al., A systematic review: Identifying the prevalence rates of psychiatric disorder in Australia's Indigenous populations. Aust N Z J 

Psychiatry, 2015. 49(5): p. 412-429.
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% who reported high of very high level 8.0 7.5 10.8 11.1 12.2 11.0 11.5
of psychological distress

% who reported 15 to 28 days where 1.7 2.6 1.1 - 2.1 3.7 10.2 
they had to cut down on work, study 
or day-to-day activities, as a result 
of psychological distress 

% who reported having visited a health 3.6 2.1 2.1 2.0 2.2 1.9 -
professional more than twice due to 
psychological distress

% of self-reported lifetime prevalence 14.4 14.7 14.6 16.5 23.6 20.5 26.4
of depression and anxiety

% who reported having sought 16.0 11.1 10.5 11.4 13.5 12.3 16.5
professional help for a mental 
health-related problem in 12 
months prior to the survey 

Indicators Boroondara Manningham Monash Whitehorse Knox Maroondah Yarra Ranges

Source: Department of Health, Victorian Population Health Survey 2011-12: Survey findings. 2014, State Government of Victoria: Melbourne.

Table 2: Indicators of self-reported psychological distress in the EMR's adult population, 2011-2012
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 • Rates of alcohol-related family violence incidents have increased greatly since 2003, indicating a need to engage  
  more closely with primary prevention and inter-sectoral collaboration;

 • Maroondah features the highest rates of both pharmaceutical drug-related and illicit drug-related ambulance  
  attendances and ED presentations of the whole EMR (2014);

 • Rates of ambulance attendance have increased in the last 10 years (2004-2014) across the entire EMR for alcohol,  
  illicit drugs and pharmaceutical drugs; 

 • While young people are more likely than the general population to present to ED, be attended to by an   
  ambulance, and to be involved in assaults, in serious road injuries and family violence incidents where alcohol  
  was recorded as a related factor, they are less likely to be hospitalized. This suggests that adults and older adults  
  are more likely to be hospitalized as a result of alcohol misuse; 

 • While males are generally more likely to experience harm as a result of alcohol and illicit drug misuse than   
  females, the latter are more at risk of experiencing alcohol-related family violence incidents and serious road  
  injuries, and pharmaceutical drug-related ED presentations, hospitalizations and ambulance attendances. 

 • Mirroring the upward trend happening across all of Victoria, rates of crystal methamphetamine-   
  related ambulance attendances (i.e. “ice”)  have increased in all LGAs between 2011/12 and 2013/14,   
  except Manningham. Rate increases were sharpest between 2011/12 and 2012/13, and for most LGAs have   
  slowed down between 2012/13 and 2013/14, with a decrease even being noticeable in Whitehorse and a   
  stabilisation in Boroondara. The rate increase has accelerated in the Yarra Ranges, with annual rates of ice-  
  related ambulance attendances growing from 1.2 attendances per 10,000 population in 2011/12, to    
  1.3 in 2012/13 and 2.4 in 2013/14.  

The various trends described above highlight the need for further investigation to understand the determinants of 
localised and catchment issues, which will then enable stakeholders across the region to collaboratively identify and 
implement targeted actions to prevent and curb the increase observed in many alcohol and other drugs-related 
harms. Such upward trends also highlight the need for catchment planning to link with organisations and groups 
working in prevention and health promotion across the EMR, at both region-wide and local levels.  

Service mapping – key features of our catchment’s service system
A desktop review was conducted to provide a snapshot description of the current state of the catchment’s mental 
health and AOD service systems, including types of services providers, types of services delivered, location and 
volume of supply. It should be noted that this service mapping exercise is potentially non-exhaustive and was subject 
to specific limits on available electronic service provider data, including service information currency and accuracy, and 
how providers describe the services they offer. 

A narrative summary of findings is presented here. Detailed data tables and analysis are available in the Technical 
Paper accompanying this plan, and full service mapping spreadsheets are available upon request.  Information was 
collected for 410 service organisations which identified as providing a combined total of 1,152 services or programs 
for AOD and/or mental health concerns. 

The following key themes are apparent with regards to the geographical distribution and availability of AOD and/or 
mental health services across the EMR: 
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 • There are many more providers of AOD and/or mental health-related services in the Inner East than in the   
  Outer East; 

 • Boroondara, in particular, has a very high number of private practitioners stating that they provide mental   
  health-related services; 

 • Based on this initial service mapping, Manningham and Knox have the lowest numbers of AOD-related services  
  of the EMR, while Knox and Yarra Ranges have the lowest number of mental health-related services; and

 • Through consultation with local government representatives, Manningham was perceived as a “service desert”:  
  while outreach to the various suburbs does happen, there are no publicly-funded, specialised AOD or mental  
  health services physically located within the municipality.

Furthermore, targeted consultations with management of the region’s 
AOD services highlighted that the Valley area of the Yarra Ranges (e.g. 
Healesville) is also considered a service desert. Furthermore, there is a 
perception that the limited offer of out-of-hours (i.e. beyond 9am to 5pm) 
services creates a barrier to access for community members in need. 

The most frequent mode of service delivery for both AOD (49%) and 
mental health (65%) is individual treatment or support provided in 
an outpatient or centre-based setting. The region’s supply in terms 
of pharmacotherapy prescribers is currently impossible to describe 
accurately, as many providers may not give consent to be listed on the 
DirectLine database. From information available on identified prescribers, 
there would be at least 14 known prescribers across the EMR: six in the 
Inner East (including none in Manningham) and eight in the Outer East 
(with half in the Yarra Ranges). 

The service mapping process raised a number of issues for consideration as part of planning:

 • Complex service systems: service system navigation is a complex process, which relies on the service navigator  
  having a good understanding of the mental health and AOD sectors. From a consumer perspective, this would  
  likely be a daunting and confusing activity. This highlights the vital role that GPs and other providers must play  
  as service linkers and referrers, which relies on them having a sound and up-to-date knowledge of available   
  AOD and mental health services. 

 • Limited profiling of sector integration and coordination: When examining organisational service information,  
  limited written acknowledgement was found of connections between key players and partners of AOD and/or  
  mental health services and programs (e.g. being part of a consortium). This sends a poor message around   
  efforts to integrate service delivery across providers. 

 • Presence of many large service providers: Many large organisations provide AOD and/or mental health-related  
  services across several LGAs of the EMR. 

 • Suspected under-representation of service supply: Only a limited number of psychologists and psychiatrists  
  publicly state that they consult with people who have AOD concerns. It is unknown at this stage how many   
  additional practitioners may have competencies in this area and would welcome clients with AOD concerns, but  
  without publicly stating it; and

“I’ve been mentally ill 
for most of my life and 
access to psychiatry is 

expensive... This means 
for a lot of people who 
are on low incomes end 

up seeing their GPs 
for their mental health 

concerns or get to a crisis 
state and end up in the 

acute system.”

Consumer, October 2015
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 • Collaboration between private and public providers: With a high proportion of private providers offering   
  services in the EMR (especially in the Inner East) and a sector desire to improve system responsiveness   
  for people with AOD issues and/ or serious mental health illness, increased collaboration across public   
  organisations and the private sector should be considered. 

Further work is required to determine the extent to which the distribution and location of service organisations 
(including outreach capacity) influence consumer access to AOD and/or mental health services. In particular, 
attention will be placed on examining whether services are located within public transport corridors, and how 
this relates to accessibility. To enable such detailed and visual data analysis, plans are currently in place to develop 
a geo-spatial mapping platform in 2016. Finally, the availability of online services will also be investigated.
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Access and navigation within the EMR’s mental health and 
AOD service systems

Our understanding of who accesses AOD and/or mental health services in the EMR is developing. Work is progressing 
to establish an information platform that will provide comprehensive, accurate, timely and readily available data to 
all relevant partners. Some progress has been made in starting to identify emerging trends and issues that require 
attention as part of catchment planning, through triangulation of findings from the following data collection methods:

 • Stakeholder and sector feedback;

 • Service provider survey;

 • Consumer and carer focus groups and interviews; 

 • Analysis of service usage data; and

 • Analysis of the demographic characteristics of mental health and AOD service users.

As with previous sections, only salient points are summarised here. Full details of the findings from the service 
provider survey, consumer and carer consultations, service usage data and full profiling of mental health and AOD 
clients across the region are available in the Technical Paper. 

Perceptions from the frontline – insights from service providers about service access and 
navigation
A catchment planning-specific service provider survey was implemented in October 2015, to gather perspectives 
from front-line service providers around the current strengths, gaps, pressures and needs for action in the regional 
AOD and MHCSS service system. The focus was on issue identification, rather than gaining a deep understanding 
of their determinants. Eleven provider organisations were invited to participate in an online survey, with 10 provider 
organisation  responding and 17 individual provider surveys  completed.  With such a low response rate and sample 
size, the findings provide only a snapshot indication of provider perceptions. Further details on methodology, 
respondent profile and complete results can be found in the Technical Report. A snapshot of key findings is presented 
here:

 • Across both the mental health and AOD sectors, shared care, communication, collaboration and access were  
  perceived as both strengths and limitations of the current service systems;

 • Key points during a person’s recovery when barriers are perceived to be more likely to occur included:

 • When a person is in a crisis situation;

 • Service access and waiting lists, and lack of early or brief intervention service response;

 • The provision (or lack thereof) of concurrent AOD and mental health services for dual diagnosis;

 • When a consumer is transition between services, due to ineffective communication and/or collaboration   
  between providers;

8 Anglicare, EACH, Eastern Health (including Turning Point), Eastern Melbourne Primary Health Network, Inspiro, Neami, Reconnexion, Prahran 

Mission. 

9 Participants= 10 Mental health, 3 AOD and 4 dual AOD and Mental health service providers



20

 • Service providers perceived that the current service systems were poorly responsive to the needs of people 
  who are homeless (or at risk), people at risk of/currently living in a family violence situation, parents or family 
  of a consumer, and people of CALD background;

 • Consumers’ low levels of knowledge about services available was frequently evoked by surveyed service   
  providers as being a barrier for several at-risk population groups to engage well with the service system. 
  Many other reasons specific to key population groups are described in the Technical report.

AOD service usage
This section contains a narrative summary of the data shared by DHHS for the 2013-14 and 2014-15 financial years, 
regarding service usage for all clients who were registered under the Alcohol and Drug Information System (ADIS). 
Comparisons across 2013-14 and 2014-15 provide some level of insight as to changes between the pre- and post-
reform situations. Considering past efforts to build the dual diagnosis capability of the region’s workforce, it is possible 
that a small volume of AOD issues might be dealt with through mental health services, by dual diagnosis capable 
workers. This would not be reflected in the ADIS data presented here, and therefore the figures below may slightly 
underestimate the true level of AOD service demand in the EMR. For further detail on data definitions and limitations, 
please refer to the Technical Paper. 

For the year 2014/15, the ratio of courses of treatment to the total number of clients was 1.6 in the Inner East, and 
1.8 in the Outer East. During that year (post-reform), a total of 4,043 individuals were registered as AOD clients (Inner 
East: 1,619; Outer East: 2,424). This represents a drop of over 700 individuals compared to the pre-reform situation 
in the 2013/14 financial year. 

Between 31.0% (Inner East) and 38.9% (Outer East) of AOD clients were using more than one drug. The top three 
primary drugs of concern identified were alcohol (approximately 40%), amphetamines (approximately 20%) and 
cannabinoids and related drugs (18.6%). Injecting drug use was relatively infrequent, with the percentage of AOD 
clients who had recently done so (i.e. in the previous three months) oscillating between 7.3% in Monash and 13.0% 
in Maroondah.

Consumer and carer insights – finding and accessing support for mental health and/or AOD in 
the EMR
During October and November 2015, a combination of semi-structured focus group discussions, and in-depth face-to-
face and telephone interviews were conducted with a total of 14 consumers and cares, to explore and elicit individual 
and collective lived experience and perspectives regarding service access and navigation in the EMR. Three quarters 
of the consumers and carers engaged had co-occurring issues, with all participants reporting they were accessing two 
or more services, including their GP. 

Ease of finding services in the EMR

Of the 14 consumers and carers consulted, 26%  found it “very easy” or “easy” to find services , while 50% found 
it “difficult” and “very difficult” when accessing services to meet their needs. Participants who were ‘not sure’ about 
finding or accessing services to meet their needs, commented that  they did not  feel in control of their situation at the 
time when being linked into services, hence where not able to articulate the level of difficulty. For those who perceived 
it was “very easy” or “easy” to find or access services to meet their needs, responded they had a GP or private 
provider who were knowledgeable of services.
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What makes it difficult to find and access mental health and/or AOD services

Those who had difficulty finding and accessing mental health and/or AOD support spoke of the following issues being 
contributing factors:

 • Own limited knowledge about appropriate and affordable services to meet their needs;

 • Health status impairing ability to search for services (e.g. being in crisis or cognitive status impaired due to   
  mental health and/or AOD issue);

 • Reliance on GP or other private providers being the key linker to   
  appropriate mental health and/or AOD services, and the strong   
  perception that GPs and private providers have limited or patchy   
  knowledge of services and supports available;

 • Situational opportunities not taken up by other service sectors (e.g.  
  medico-legal), professionals (e.g. teachers) or family members to link  
  consumers to early intervention support;

 • Perceived feelings of limited control and inflexibility in the services or  
  programs that consumers could connect with. For example, reluctance to  
  access much needed AOD residential rehabilitation due to it being perceived to be an unsafe environment for  
  dependent children, or fearing repercussions if they voice that an allocated service provider is not the right fit  
  for them;

 • Long waiting periods to access services, especially when the consumer and/or care finally made initial contact  
  once they had reached crisis point;

 • Perceived limited collaboration or communication between providers was thought to prolong access to   
  necessary services, and cause consumers and carers to have to repeat their stories multiple times.

 • Perceived fear of service re-entry. The concept and idea of being discharged from a service, and not having   
  support was a very scary situation for majority of consumers. They struggled with the idea of getting well and  
  fear of relapsing and not being able to link into services when they needed them.  

Some cynicism was felt with regards to access pathways into services: 
“There is inconsistency in how people enter and move between services. 
It’s about who you know – you need to know the right channels and 
the right people.”  That said, the majority of consumers commented 
that once they found and accessed a service, majority of the providers 
were great (with some better than others) and they felt they benefited 
from the service/program.  Community-based services were spoken 
most highly of when compared to acute sector. Most viewed the clinical 
services role as “treating your symptoms” whereas community-based 
services looked at the whole person, connecting them to the community 
and getting them back on track, living life. Consumers felt more socially 
connected when accessing community-based services, but recognised 
the importance of clinical services especially when in crisis.

“Navigation and referral 
to mental health services 

can be patchy and 
incidental”

Consumer, November 2015

“Access to the services 
that I needed was often 

compromised by the 
lack of collaboration, 

provider awareness of 
other services and the 
willingness to take a 

helicopter view on my 
individual case.”

Consumer, November 2015)



Demographic profiling of people who use AOD and mental health services in the EMR – how well is our service system reaching various 
population groups?

Table 3 provides an overview of selected demographic characteristics of the clients of AOD and mental health services, from the following various sources:

 • AOD: data is based on service users registered on ADIS (alcohol and drug information system) during the 2014-2015 financial year;

 • Clinical mental health: data provided by DHHS for the 2014-2015 financial year, and relating to the mental health-related services provided by Eastern Health,  
  including inpatient, emergency and community health;

 • Community-based mental health: pooled data provided by the major providers of community-based mental health services in the EMR, Neami, EACH and  
  Prahran Mission. It encompasses all types of program funding (of both state and Commonwealth origin), as well as intake and assessment, for the period of  
  September 2014 and March 2015. Numbers relate to service episodes, not clients. 

Indicators AOD - IE AOD - OE Clinical MH - IE Clinical MH - OE Community- Community  
     based MH - IE  -based MH - OE

Total number of clients 1,619 2,424 5,002 4,500 1,277 1,495

Aged 16-25 25.3 (410)* 26.9 (652)* 17.5 (874) 20.2 (910) 11.6 (148) 10.0 (149)

Aged 26-45 43.7 (707)* 48.8 (1,182)* 34.8 (1740) 38.1 (1,713) 43.1 (550) 45.0 (672)

Aged 46 to 64 22.2 (359)* 18.6 (450)* 20.3 (1,017) 18.4 (828) 43.8 (559) 40.7 (609)

Female 33.9 (549) 35.7 51.4 (2,571) 52.0 (2,361) 54.8 (700) 57.8 (864)

Aboriginal and/or Torres Strait Islander background 2.7 (44) 3.3 (79) 0.6 (28) 1.1 (50) 0.6 (7) 2.7 (40)

Born in Australia 78.9 (1,277) 88.0 (2,126) 70.5 (3,528) 83.6 (3,761) 77.1 (985) 85.2 (1,274)

English as a preferred language 92.8 (1,503) 95.2 (2,307) 90.7 (4,5380) 96.6 (4,348) 90.7 (1,158) 97.6 (1,459)

Has dependent children 24.8 (401) 34.9 (847) 12.9 (643) 18.8 (848) 17.2 (220) 30.0 (449)

Living with dependent children 13.0 (211) 18.8 (455) N/A N/A 9.4 (120) 17.7 (264)

Homeless 3.2 (52) 4.3 (105) N/A N/A 0.9 (11) 2.1 (31) 

Employed  26.5 (429) 29.5 (716) N/A N/A 6.4 (82) 5.2 (78)

Table 3: Key demographic characteristics of AOD and mental health service users, in percentages (total number)

*Age categories are slightly different due to the data outputs provided by agencies: 16-24 years, 25-44 years, and 45-64 years.
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By contrasting the profile of AOD and mental health service users with characteristics of the general population in 
each LGA, the following observations are of high significance to inform catchment planning:  

 • Alcohol and amphetamines were the two most common primary drugs used by AOD clients in 2014/15.   
  Amphetamines overtook cannabis-related drugs as the second most frequent primary drug of choice between  
  2013/14 and 2014/15 across the EMR, mirroring the trend observed in terms of an increase in amphetamine- 
  related ambulance attendances between 2011/12 and 2013/14; 

 • A greater proportion of people of Australian background is represented among AOD service users and   
  mental health service users, than would be expected based on the percentages of people born overseas within  
  each LGA of the EMR. This raises questions regarding how well current service provision may be reaching out to  
  CALD communities;   

 • Between 24.8% and 34.9% of AOD clients and between 15.5% and 30.1% of mental health clients have   
  dependent children. This highlights the need for this sector to have good linkages with children and family 
   support services; 

 • Co-occurrence of psychiatric illness was common among AOD clients of the 2014/15 financial year (Inner East:  
  35.0%; Outer East: 42.1%), which highlights the need for continued efforts to build co-occurring capacity   
  among the regional workforce and for the mental health and AOD sectors to work closely together to achieve  
  positive outcomes for clients with complex needs.   
 

Regional service need (as per population demographics) and expressed 
demand (as per ADIS-registered service user profiling) must be considered 
as part of workforce planning and professional development. In particular, 
this data highlights the ongoing need to support the work of existing 
platforms, such as EMHSCA, to further continue building the dual 
diagnosis capability of mental health and AOD service providers and 
support efforts to enhance service coordination across the region. 

“I’m convinced I would 
not have developed my 

ice addiction if I had been 
able to get mental health 

support sooner.”

Consumer, November 2015)
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Strategic catchment planning priority areas

Process for identifying priority areas 
In consideration of all evidence gathered to date which shapes our current understanding of regional mental health 
and AOD service needs, demand and offer, and in light of the broader policy and regional strategic context, a series 
of 10 proposed priority areas were put forward to the EMR Mental Health and Alcohol and Drugs Planning Council 
as part of an action planning workshop on November 17th 2015, to debate and shape the strategic direction for the 
EMR’s catchment-based planning for 2016-2018. Considering that profound service system design changes were out 
of reach, especially in the fluid context of the MHCSS and AOD reforms review process, focus has been purposefully 
placed on at-risk community groups or co-morbidities of mental health and/or AOD concerns. Priority areas were 
proposed based on the weight of evidence available both internationally and regionally that demonstrated their 
significant impact or connection with mental illness and/or AOD misuse, their alignment with broad national, state 
and regional policies and strategies, and opportunities to build on regional work. The 10 areas proposed were:

 1. Family violence;

 2. Vulnerable children and families;

 3. Homelessness;

 4. Cultural and linguistically diverse communities (including refugees and asylum seekers);

 5. Aboriginal and Torres Strait Islanders;

 6. Ice (crystal methamphetamines)

 7. Older persons aged 65+;

 8. Young people;

 9. Physical health; and

 10. System access and navigation.

Following a transparent and democratic voting process , consensus was reached and four priority areas were retained 
to guide targeted action over 2016-2018: family violence, vulnerable children and families (now labelled as ‘service 
users with dependent children’), Aboriginal and Torres Strait Islanders, and young people. It is recognised, however, 
that many of the 10 areas considered overlap significantly, and that selection of the final four does not exclude 
progress being made on the other six through different avenues. 

The action areas presented below broadly fit under a range of categories, including: workforce capacity, organisational 
systems and structures, mapping, building health literacy, community engagement, data and knowledge building, 
and cross-sector collaboration. They represent higher level, strategic actions which the Planning Council debated 
and endorsed in November and December 2015. During this process, it was recognised that a number of additional 
stakeholders and potential partners will need to be engaged under each priority action area, to ensure that efforts are 
not duplicated across the region, but rather shared and enhanced through alignment of objectives and resources 
to achieve common goals. 

10 Organisations represented were: DHHS, DET, DJR, EACH, Prahran Mission, Neami, Eastern Health, Eastern Melbourne Primary Health Network, 

Outer East Health and Community Support Alliance and Yarra Ranges Council.
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The next level of planning

The first quarter of 2016 will therefore see the catchment-based planning function undertake intensified and targeted 
cross-sectoral engagement, with a view of firming up a more detailed, shared and regionally-coherent action plan, 
underpinned by a robust monitoring and evaluation plan. This organisational-level action plan will clearly identify 
how each partner agency will contribute to improving the responsiveness of the regional service system, under each 
of the four priority areas, in a way that is congruent with their organisational priorities and capacity. It is recognised 
that not every agency will be able to contribute to every proposed action area, but organisational-level action and/or 
participation in regional collaborative action will be encouraged where appropriate and feasible. 

The need for further engagement and priority area leadership

Furthermore, as the range of stakeholders to be engaged will vary across the priority areas, additional, intermediate 
governance structures may need to be established, or formal arrangements may need to be put in place with existing 
networks, committees or structures to appropriately steer and oversee the implementation of actions under each 
priority area, in a way that will maximise the efficient use of regional resources. In particular, a ‘Priority Area Leader’ 
role will be allocated to key individuals within the Planning Council for each of the four selected priority area, by 
March 2016. This person will hold critical responsibility to ensure that the catchment-based planning function is linked 
in with the right stakeholders and regional initiatives, and is supported by an appropriate structure.  In particular, it will 
be their role to:

 • Provide overall strategic and operational leadership of their priority area’s implementation plan;

 • Assist in either identifying and linking in with an existing platform, or creating a new one (e.g. working group)  
  to appropriately coordinate and support the work outlined under each priority area;

 • Chair regular meetings of their designated Priority Area Working Group, or act as the formal link between the  
  identified existing platform supporting their priority area’s work and the Planning Council;

 • Facilitate agreement on key actions, deliverables and outcomes;

 • Be the spokesperson for the Council on matters relating to their designated priority area’s implementation plan;  
  and 

 • Facilitate sector and cross-sector collaboration and shared responsibilities. 
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Strategic priority area 1: Family violence
Why was this selected as a priority area for action in 2016-2018?

Across Australia, approximately one in three women aged 15 years or over have experienced physical assault, one 
in five women have experience sexual assault, and over half of all women have experienced at least one incident of 
physical or sexual violence in their lifetime . 

The links between family violence, mental health and AOD

Published evidence
 • Among Victorian women aged 15-44, violence against women is the leading contributor to death, disability and  
  ill-health. Poor mental health outcomes, including depression and anxiety, accounts for the majority of this   
  burden disease (62%)1. 

 • Intimate partner and sexual violence against women can lead to depression, post-traumatic stress disorder,   
  sleep difficulties, eating disorders, emotional distress and suicide attempts.

 • Women who have experienced intimate partner violence are almost twice as likely to experience depression  
  and problem drinking. 

 • Sexual violence, particularly in childhood, has been associated with an increased risk of smoking and drug and  
  alcohol misuse . 

 • Whilst not causal factors, evidence suggests that in individual cases of family violence, mental illness and   
  AOD use are risk markers for increased severity and frequency. In relation to alcohol, the evidence shows that  
  the severity and risk of injury is increased; women’s rehabilitation from drug and alcohol problems is directly  
  related to whether they are able to escape domestic violence; and that perpetrators use their substance use as  
  a ‘tactic of abuse’ to increase fear and control . 

What is the situation in the EMR?

Rates of reported family incidents have increased in every local government area of the EMR between 2010 and 2014. 
Reported rates across all LGAs of the Outer East are greater than those in the Inner East. All nonetheless remain 
below the state average of 1,165.8 incidents per 100,000 population. Table 1 details rates in each LGA for the year 
2014.

11 http://whe.org.au/tfer/about-us/why-develop-a-regional-strategy/  12 http://www.who.int/mediacentre/factsheets/fs239/en/ 
13 Family Violence Royal Commission Witness Statement. Humphries, C WIT.0006.002.0001,July 16, 2015 
14 Crime Statistics Agency, Data Tables – Family Incidents – Year ending 31 December 2014. 2015
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Boroondara 372.6

Manningham 594.3

Monash 629.7

Whitehorse 607.1

Knox 1,003.5

Maroondah 894.9

Yarra Ranges 915.6

Indicators Rate per 100,000 population

Table 4: Rates of reported family violence incidents in 2014, per 100,000 population14

In a small cross-sectional survey 
of front-line service providers’ 
perceptions of service system 
access in the EMR, 50% of 
respondents felt that it was either 
difficult or very difficult for people 
at risk of, or currently living in a 
family violence situation to seek 
services for mental health and/or 
AOD concerns.



Considering both what is known internationally and regionally on the frequency 
of violence against women, it is reasonable to assume that many of the women 
seeking mental health and/or AOD services in the EMR have experienced 
or are continuing to experience violence, including family violence. Despite 
the limitations we currently face with regional data on such co-presentations, 
research indicates that when women are presenting with mental health issues 
such as depression, anxiety, insomnia, suicidal ideation and post-traumatic stress 
disorder, it is likely that they may have underlying abuse and violence issues. 
Similarly, it can be anticipated that a number of employees of mental health and/
AOD services would be affected in some way by family violence. 

Alignment with policy, strategies and regional collaboration

Strong alignment is evident with:

 • Family Violence Royal Commission (state);

 • National Plan to Reduce Violence against Women and their Children  
  2010-2022 (national);

 • A Right to Safety and Justice: Strategic Framework to Guide Continuing  
  Family Violence Reform in Victoria 2010-2020 (state-wide);

 • Everyone has a Responsibility to Act: Victoria’s Action Plan to Address Violence against Women and Children  
  2012-2015 (state-wide);

 • EMR Regional Family Violence Partnership  (EMR RFVP);

How will we make a difference?

The overall aim for catchment planning under this priority area is to take an early intervention approach that supports 
safety and accountability, and is informed by current regional, state and national efforts. This will ensure that women 
presenting to mental health and/AOD services of the catchment are appropriately and respectfully provided with an 
opportunity to disclose their situation, and be linked in to the supports they may need. Part of the focus will also be 
on ensuring that appropriate processes and supports are in place for employees of mental health and AOD services 
across the EMR who may be experiencing family violence. Ultimately, the goal is to embed gender-responsive 
principles and strategies across program and service planning, service delivery and workplace culture and practice.  

“I was escorted from 
my home, due to family 

violence. I needed to 
seek help for myself 
and my kids, but my 

ex-husband is now not 
allowing me to see my 
children... I am fighting 
for my children in court, 

at the same time as 
getting help for myself. 
It is so exhausting trying 
to make all the different 

appointments.”

Consumer, November 2015

27



28

Category  Goal statement Outcome and process measurements Timeframes  Stakeholders to be involved

Workforce 
capacity

Enhance the capacity of the EMR’s 
mental health and AOD workforce to 
identify and support service users who 
are experiencing family violence

Apply a gender lens to the policies 
and procedures of all MH and AOD 
service provision agencies of the EMR

Apply a gender lens to program and 
service planning and service delivery

Enhance cross-sectoral collaboration 
through the incorporation and/or 
improved use of screening procedures 
and processes within MH and/or 
AOD services, and corresponding 
referral pathways and shared care 
practicesshared care practices

Organisational 
systems and 
structures

Cross-sectoral 
collaboration

Medium term

Long-term, with yearly 
monitoring

Medium term

Short term

Medium term

Long term

Long term

Short term

Long term, with yearly 
monitoring

Long term, with yearly 
monitoring

 • Yearly increase in the percentage of EMR MH  
  and AOD practitioners who have completed  
  CRAF training on Family Violence Risk   
  Assessment

 • Increase in the percentage of EMR MH and AOD  
  practitioners who feel confident in asking  
  screening questions about family violence

 • Increase in the percentage of EMR MH and  
  AOD practitioners’ awareness and knowledge  
  of available services and referral pathways for  
  consumers and carers disclosing family violence  
  issues

 • Staff of the MH and/or AOD service provision  
  agencies of the EMR participate in a gender  
  equity survey

 • MH and/or AOD service provision agencies of the  
  EMR participate in regular gender equity audits;

 • By 2018, MH and/or AOD service provision  
  agencies of the EMR have undertaken steps 
   towards developing and implementing a gender  
  equity plan (including gender equitable   
  organisational policies and procedures)  

 • A gender-sensitive approach is integrated as a  
  guiding principles across planning programs and  
  services

 • Family violence screening questions are   
  embedded in the procedures and screening tools  
  of all MH and/or AOD services of the EMR;

 • Yearly increase in the percentage of MH and/ 
  or AOD clients having been asked screening  
  questions on family violence;

 • Mental health and AOD screening questions are  
  embedded in the procedures and screening tools  
  of family violence-specific services of the EMR;

 • All MH and/or AOD service   
  providing agencies

 • EMR Regional Family Violence   
  Partnership

 • EMHSCA

 • Women’s Health East

 • Together for Equality and   
  Respect Leadership Group

 • EMR Regional Family Violence   
  Partnership

 • EMHSCA

 • Organisations providing family   
  violence-specific services

 • All MH and/or AOD service   
  provision agencies

 • EMR Regional Family Violence   
  Partnership

Regional goals for priority area 1: family violence  

15 Timeframes correspond to: short-term = by mid-2016; medium term = by mid-2017; long-term = by mid-2018 and beyond.
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Long term, with yearly 
monitoring

Long term, with yearly 
monitoring

Long term, with yearly 
monitoring

Long term

Short term

Medium term

 • Yearly increase in the percentage of family  
  violence services clients having been asked  
  screening questions on mental health and AOD;

 • Increase in the number of referrals occurring  
  between family violence-specific services, and MH  
  and/or AOD services;

 • Increase in the number of shared care plans  
  for mutual clients between MH, AOD and/or  
  family violence specific services.

 • Mutual clients who access MH, AOD and/or  
  family violence-specific services report   
  experiencing a coordinated approach to service  
  provision that upholds safety and accountability

 • Mental health and AOD services  participate  
  in Risk Assessment and Management Panels  
  (RAMPs) as required

 • Mental health and AOD services are included  
  in the Regional Information Sharing Protocol to  
  be developed by the EMR RFVP

Enhance data collection systems 
and processes to systematically 
gather data and evidence on the co-
occurrence of mental health issues, 
AOD concerns and family violence in 
the EMR

Data and 
knowledge 
building

Long term, with yearly 
monitoring

Long term, with yearly 
monitoring

Long term, with 
monitoring from 2017

Long term, with yearly 
monitoring

 • The co-occurrence of family violence in people  
  using MH and/or AOD services across the EMR is  
  tracked annually;

 • The co-occurrence of mental health and/AOD  
  concerns in people using family violence-specific  
  services is tracked annually;

 • Processes are established to track the   
  performance of the regional service system with  
  regards to shared care practices (including  
  referrals)   

 • Processes are established to ensure that all  
  service usage and service user demographic data  
  is available and analysed by gender

 • Organisations providing family   
  violence-specific services

 • All MH and/or AOD service   
  provision agencies

 • EMHSCA

 • EMR Regional Family Violence   
  Partnership 



Further engagement

To have a real and long-lasting impact on the lives of both users and providers of mental health and AOD services 
of the EMR, alignment will be sought with the existing work of two key existing initiatives of the region: the EMR 
Regional Family Violence Partnership and the Together for Equality and Respect (TFER) Strategy. Prior to any of the 
activities listed above taking place, the following steps will be undertaken to ensure that no duplication of efforts 
occur, and that resources and efforts of catchment planning meaningfully combine with other strategies and plans 
across the region to result in a collective impact of greater scale:

 • Official and ongoing liaison with Regional Coordinators of TFER and EMR Regional Family Violence Partnership;

 • Review of proposed actions for the EMR mental health and AOD catchment planning in light of existing TFER  
  and EMR RFVP activities and objectives, with a view of achieving alignment; 

 • Invitation to the RFVP Chair to become a member of the EMR Mental Health and Alcohol and Drugs Planning  
  Council, as a family violence representative; and

 • Invitation to a member of the Catchment Planning Team to be a sector representative on the RFVP Executive  
  Committee. 

It is therefore possible that some of the actions listed above may be amended in the first quarter of 2016, as further 
engagement is pursued with relevant bodies and expertise in the region. In addition to TFER and the RFVP, the 
following stakeholders will need to be engaged with more closely: 

 • Women’s Health East;

 • Family violence-related services, including (but not limited to) Eastern Centre Against Sexual Assault (ECASA)  
  and Eastern Domestic Violence Service (EDVOS);

 • Victoria Police;

 • Department of Justice and Regulation and the court system;

 • Eastern Community Legal Centre;

 • Deakin University (via the Eastern Metro Social Issues Council).
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Strategic priority area 2: Service users with dependent children
Why was this selected as a priority area for action in 2016-2018?
Children and young people can be vulnerable if the capacity of parents and family to effectively care, protect and 
provide for their long term development and wellbeing is limited. This can be the case when stressors such as 
homelessness, family violence, AOD misuse, and mental health problems in parents/guardians are present in the 
family environment. These factors can also contribute to a child’s under-participation in key universal services, such 
as early childhood services and school, thereby entrenching disadvantage and leading to poorer developmental and 
educational outcomes. 

The links between vulnerable children and families, mental health and AOD
Published evidence

The links between parental mental health and/or AOD concerns and childhood and youth vulnerability are multiple 
and well documented: 

 • Children of parents with a disability or mental illness may be at greater risk of abuse and neglect where the   
  parent (or parents) is not adequately supported through informal networks, family links or through formal   
  support ; 
 • Child abuse and neglect have immediate and long-term consequences for children, including behavioural and  
  learning problems, substance use, antisocial and criminal behaviour, and poor physical and mental health ; and
 • Of women who had experienced violence from an ex-partner, 61% had children in their care whilst the violence  
  occurred .

What is the situation in the EMR?
Table 5 provides an overview of the vulnerability of the EMR’s children, per LGA, on a range of different measures. 

 • Based on ADIS data (2014/15 financial year) for the whole EMR, close to a third of registered AOD clients (~31%)  
  have dependent children;

16 http://www.dhs.vic.gov.au/__data/assets/pdf_file/0010/764281/Victorias_vulnerable_children_strategy.pdf 
17 http://www.dhs.vic.gov.au/__data/assets/pdf_file/0010/764281/Victorias_vulnerable_children_strategy.pdf 
18 http://www.education.vic.gov.au/Documents/about/research/FINAL%20The%20State%20of%20Victoria%27s%20Children_2012%20v2.pdf 
19 http://www.easternfamilyviolencepartnership.org.au/content/what-family-violence 
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Boroondara 1.2 1.8 0.9 9.3% 

Manningham 1.6 3.0 1.7 13.9% 

Monash 3.6 5.2 2.5 17.8% 

Whitehorse 3.2 3.6 2.5 12.8% 

Knox 3.8 6.4 3.5 15.7% 

Maroondah 4.8 6.0 4.0 14.7% 

Yarra Ranges 4.2 5.3 4.6 16.8%

LGA Rate children on 
 child protection 
 orders (per 1,000 
 population)

Rate of substantiated 
child abuse (per 1,000 
population)

Rate children in out-of-
home care (per 1,000 
population)

% children assessed 
as developmentally 
vulnerable in one or 
more domains

Table 5: Selected indicators of childhood vulnerability for each LGA of the EMR



Anecdotally (based on one-on-one stakeholder discussions), there is a perceived 
increased in the number of AOD service users with dependent children, 
compared to a decade ago;

 • Consumer engagement workshops held by the Catchment Planning Team  
  have highlighted a critical gap for family and children support, especially  
  when parents with AOD concerns need to attend residential withdrawal  
  services for a period of time;

 • As part of an online survey in October 2015, 38% of a small sample of  
  regional front-line mental health and AOD practitioners also believed that  
  seeking to access services and support was difficult for children of mental  
  health and/or AOD consumers; 

 • Based on service user demographic data shared by Neami, Prahran  
  Mission and EACH for the period September 2014-March 2015, the current  
  situation with regards to consumers of community-based mental health  
  services having dependent children is as follows:

   o 9.4% of consumers in the Inner East catchment, and 17.7% of consumers in the Outer East catchment  
    have dependent children and are living together;

   o 7.8% of Inner East consumers, and 12.4% of Outer East consumers have dependent children, but are  
    not living together with them.

 • Demographic data on mental health-related consumers of Eastern Health inpatient, emergency and community  
  health services showed that 12.9% (643 individuals) of those who reside in the Inner East have dependent   
  children. This proportion in higher in the Outer East, at 18.8%  (equivalent to 848 individuals).

Alignment with policy, strategies and regional collaboration
Strong alignment is evident with:

 • National Framework for Protecting Australia’s children 2009-2020 (national); and

 • Victoria’s Vulnerable Children Strategy 2013-2022 – Our Shared Responsibility (state-wide).

How will we make a difference?

The primary focus under this priority area will be to build workforce capacity and strengthen cross-sectoral 
collaboration across the EMR, so that service users with dependent children are identified early and linked into the 
right services, in the event that they require additional support for either themselves as parents, or for their children 
if they are at risk of poorer outcomes. 
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“I had to put my children 
into foster care to be able 
to go into rehabilitation 
support. I didn’t feel this 
was a safe environment 

for them.”

Consumer, November 2015
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Category  Goal statement Outcome and process measurements Timeframes  Stakeholders to be involved

Cross-sectoral 
collaboration

Enhance the capacity of the EMR’s 
MH and/or AOD workforce to identify 
vulnerable children and link them into 
appropriate support

Enhance the capacity of the EMR’s 
MH and/or AOD workforce to im-
plement family-sensitive practice in 
service delivery

Enhance service sector understanding 
of the current relationship between 
the child and family and MH and AOD 
sectors

Enhance cross-sectoral collaboration 
through the incorporation or im-
proved use of screening processes 
for vulnerable children and families 
within MH and/or AOD services, and 
corresponding referral pathways and 

Mapping

Cross-sectoral 
collaboration

Long term, with yearly 
monitoring

Long term, with yearly 
monitoring

Long term, with yearly 
monitoring

Short term

Medium term

Short term

Short term

Long term

Long term, with yearly 
monitoring

Long term, with yearly 
monitoring

 • Yearly increase in the percentage of MH and/or  
  AOD practitioners who have undertaken “Let’s  
  talk about children” training;

 • Increase in the percentage of EMR MH and AOD  
  practitioners’ who know of available services and  
  referral pathways for vulnerable children.

 • Yearly increase in the percentage of MH and/or  
  AOD practitioners who have undertaken training  
  on family-centred practice;

 • Child Safety Standards have been used to  
  promote cross-sectoral sharing and learning and  
  highlight potential areas for collaboration;

 • MH and AOD services have knowledge of and  
  access to existing universal services that are  
  available for all children and young people;

 • Current pathways and relationships between  
  the children and family services sector and  
  the MH and AOD sectors are mapped, and gaps  
  for improved collaboration are identified.

 • Screening processes are reviewed and enhanced  
  to enable the timely identification of vulnerable  
  children and families within MH and/or AOD  
  services;

 • Priority of access protocols are in place within  
  MH and/AOD service providing agencies to  
  enable greater responsiveness to children and  
  families who are identified as vulnerable; 

 • Yearly increase in the percentage of MH and/  
  or AOD service users who have dependent  
  children and are asked additional screening /  
  vulnerability assessment questions;

 • Increase in the number of referrals made between  
  children and family-focussed services, MH and/or  
  AOD services;

 • All MH and/or AOD service   
  providing agencies

 • EMHSCA

 • All MH and/or AOD service   
  providing agencies

 • EMHSCA

 • Organisations providing family   
  violence-specific services

 • All MH and/or AOD service   
  providing agencies

 • EMHSCA

 • Outer East Child and Youth Area  
  Partnership

 • Organisations providing family   
  violence-specific services

 • All MH and/or AOD service   
  providing agencies

 • EMHSCA

Regional goals for priority area 2: service users with dependent children 



Enhance data collection systems and 
processes to regularly gather data 
and evidence on the presentation of 
potentially vulnerable family situations 
within MH and/or AOD services of the 
EMR

Enhance supports provided to schools 
in the EMR for attending children who 
have a parent with a mental illness 
and/or AOD issues

Long-term

Long term, with 
monitoring

Long term, with 
monitoring

Long term, with 
monitoring in 2017

Long term, with 
monitoring in 2017

Data and 
knowledge 
building

 • Shared care practices are evident between child  
  and family-focussed services and MH and/or AOD  
  services of the EMR

 • The percentage of MH and/or AOD service users  
  with dependent children is tracked annually;

 • Processes are established to track the   
  performance of the regional service system  
  with regards to shared care practices for   
  vulnerable children and families

 • Secondary consultation and support is offered  
  to primary and secondary school staff of the EMR,  
  in relation to students who have a parent with a  
  mental illness and/or AOD issues;

 • Referral pathways and priority of access protocols  
  from schools into MH and/or AOD services and  
  child and family services are in place.

 • All MH and/or AOD service   
  providing agencies

 • EMHSCA

 • Outer East Child and Youth Area  
  Partnership

 • Organisations providing family   
  violence-specific services

 • All MH and/or AOD service   
  providing agencies

 • EMHSCA

 • Outer East Child and Youth Area  
  Partnership

 • Primary and secondary schools   
  of the EMR

 • Department of Education and   
  Training

Further engagement

To ensure that all relevant parties are involved in the development and implementation of actions, and enable alignment with current work happening across the region, 
the following additional stakeholders will be engaged with: 

 • Connections UnitingCare;

 • The Bouverie Centre;

 • Primary and secondary schools of the EMR, and their principals;

 • Anglicare;

 • Outer East Child and Youth Area Partnership;

 • Services Connect;

 • Victoria Police;

 • Victorian Child Protection Service;

 • Local government organisations (particularly maternal and child health services).
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Strategic priority area 3: Aboriginal and Torres Strait Islanders
Why was this selected as a priority area for action in 2016-2018?

The links between Indigenous status, mental health and AOD

Published evidence

 • Compared to the non-Indigenous population, Aboriginal and Torres Strait Islander people have consistently  
  been found to have higher prevalence of psychological distress (anxiety and depression symptoms), particularly  
  among adults (between 50% to three times higher).

 • In 2013, Indigenous Australians were found to be more likely to abstain from drinking alcohol than non-  
  Indigenous Australians (28% and 22%, respectively). However, among those who did drink, a higher proportion  
  of Indigenous Australians drank at risky levels.

 • In 2013, Indigenous Australians were estimated to be 1.6 times more likely than non-Indigenous people to have  
  used any illicit drug during the previous 12 month-period . 

 • Across Australia, age-standardised rates of suicide are on average nearly twice as high for Aboriginal and Torres  
  Strait Islander people than for non-Aboriginal people . 

 • Indigenous Australians are also more likely than the non-Indigenous population to experience co-occurring life  
  stressors which are often linked to mental health and/or AOD concerns, including gambling problems,   
  involvement with the police, being a witness to or being a victim of abuse or violent crime, and family violence . 

What is the situation in the EMR?

Only 0.4% of the EMR’s total population identify as Aboriginal and/or Torres Strait Islander descent . While they are 
mostly dispersed across the area, a greater concentration of this community group is evident in particular suburbs, as 
identified in Table 6.

 • In both catchments, and as in the rest of Australia, the Aboriginal population tends to have a younger age   
  profile compared to the non-Aboriginal population . 

 • Aboriginal children are over-represented in the Eastern Region’s Child Protection system, making up   
  approximately 10% of open cases in early 2015. 

 • Aboriginal children and young people are also over-represented in substantiated cases of child abuse and   
  placements in out-of-home care in the EMR. Drivers for Aboriginal children coming into out-of-home care   
  include family violence, parental substance misuse, mental health issues (parent and/or child), and disability   
  (parent and/or child). 

≠ http://www.druginfo.adf.org.au/topics/aboriginal-and-torres-strait-islanders 

21 http://www.health.gov.au/internet/main/publishing.nsf/content/305B8A5E056763D6CA257BF0001A8DD3/$File/1.pdf 

22 http://www.healthinfonet.ecu.edu.au/uploads/resources/29415_29415.pdf 

23 Department of Health and Human Services, 2014. Eastern Metro Region profile. https://www2.health.vic.gov.au/getfile/?sc_itemid=%7b147E9B18-

A7E1-489A-92F6-E61DCB78D21C%7d&title=Eastern%20Metro%20Region 

24 ABS 2011 Census of Population and Housing.
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Table 6: number of people identifying as Aboriginal or Torres Strait Islanders who reside in the EMR

LGA Catchment total LGAs with greatest number of Aboriginal people 

Inner East 1,047 Glen Waverly, Mount Waverley, Mulgrave (all within Monash LGA)

Outer East 1,928 Healesville, Ferntree Gully, Boronia, Mooroolbark, Croydon

Whole EMR 2,975 (0.4%) -



 • Given their 0.4% of the EMR population and their anticipated higher burden of mental illness and AOD   
  concerns, Aboriginal and Torres Strait Islander people appear to be under-represented in the region’s   
  mainstream mental health and AOD services:
  
   o Of the 2,772 active community-based mental health clients from EACH, Neami and Prahran Mission in  
    the period September 2014-March 2015, only 0.6% (Inner East) and 2.7% (Outer East) identified being of  
    Aboriginal and/or Torres Strait Islander origin. Based on the data provided by Medicare Locals, only  
    2.7% of clients in the Outer East identified as such.
   o Approximately 3.4% of AOD clients (ADIS-registered) in 2013/14 identified as Australian Aboriginal   
    origin.  
   o Only 1.1% of Eastern Health mental health clients identified being of Aboriginal and/or Torres Strait  
    Islander background. 

 • In a small sample survey of front-line mental health and/or AOD practitioners, 25% of respondents felt that it  
  was difficult or very difficult for people of Aboriginal background to seek to access mental health and/or AOD  
  services; 

 • Mental health and AOD misuse have repeatedly been identified as priorities for action as part of regional   
  consultation processes with the Aboriginal and Torres Strait Islander community ;

 • With regards to the location of Aboriginal services across the entire EMR, there is a significant clustering of   
  services in the Outer East, which could potentially create difficulties in accessing services for    
  Aboriginal Australians living in the Inner East. 

Alignment with policy, strategies and regional collaboration

 • Indigenous Advancement Strategy (national);

 • National Aboriginal and Torres Strait Islander suicide prevention strategy (national);

 • Koolin Balit: Victorian Government strategic directions for Aboriginal Health 2012-2022 (state-wide);

 • Taskforce 1000;

 • Koolin Balit Regional Action Plan 2015-2017 (EMR); and

 • Regional Aboriginal Justice Advisory Committee (RAJAC).

How will we make a difference?
It is acknowledged that a lot of activity has already been happening under this priority area in recent years. Any 
further action needs to be cognisant of building on, rather than duplicating or repeating previous achievements and 
community engagement.

Unlike Priority areas 1 and 2, the key focus for this Priority 3 will not be on early identification and cross-sectoral 
collaboration, but rather on further building trust and engagement with regional Aboriginal and Torres Strait Islander 
community members, and building the capacity and competency of organisations to provide culturally safe and 
appropriate service models. 

25 DH, 2013. Report on the EMR Koolin Balit and Aboriginal Health Outer East Community Consultation Workshop (23 September 2013).
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Category  Goal statement Outcome and process measurements Timeframes  Stakeholders to be involved

Workforce 
capacity

Enhance the capacity of the EMR’s 
mental health and/or AOD workforce 
to work with people of Aboriginal 
and Torres Strait Islander descent in a 
culturally competent and safe way

Establish a trusting relationship 
between the community-based MH 
and/or AOD sectors and the regional 
Aboriginal and Torres Strait Islander 
community

Enhance engagement and collabora-
tion between Aboriginal-specific ser-
vices and mainstream mental health 
and/or AOD services

Further develop the EMR’s under-
standing of the regional Aboriginal 
and Torres Strait Islander community’s 
needs, desires and preferences for 
MH and/or AOD service delivery

Community 
engagement

Cross-sectoral 
collaboration

Long term, with yearly 
monitoring

Long term, with yearly 
monitoring

Long term, with yearly 
monitoring

Long term, with yearly 
monitoring

Long term

Long term

Short term

Short term

Short term

 • Yearly increase in the percentage of MH and/ 
  or AOD practitioners in the EMR who have  
  completed cultural competency training;

 • Yearly increase in the percentage of MH   
  and/or AOD practitioners in the EMR who have  
  completed training in trauma-informed practice  
  specifically for Aboriginal and Torres Strait  
  Islanders; 

 • Yearly increase in the total EFT of specialised  
  Aboriginal-specific MH and/or AOD practitioners  
  employed across the EMR.

 • Yearly increase in the number of people of  
  Aboriginal and Torres Strait Islander background  
  who engage with mainstream MH and/or AOD  
  services in the EMR;

 • Reduction in the yearly number of emergency  
  department presentations by Aboriginal and  
  Torres Strait Islander community members for  
  mental health and/or AOD reasons

 • Evidence of secondary consultation arrangements  
  being in place between Aboriginal-specific  
  services and MH and/or AOD services;

 • The outcomes of previous community   
  engagement and consultation activities are  
  reviewed and knowledge gaps are identified

 • Potential service models to trial are identified  
  following a literature search and community and  
  stakeholder consultations;

 • Mechanisms are in place that enable meaningful  
  input and co-design by Aboriginal and Torres  
  Strait Islander people into the EMR’s mental  
  health and/or AOD service models

 • All MH and/or AOD service   
  providing agencies

 • EMHSCA

 • Aboriginal-specific organisations  
  and services

 • All MH and/or AOD service   
  providing agencies

 • EMHSCA

 • Aboriginal-specific organisations  
  and services

 • All MH and/or AOD service   
  providing agencies

 • Aboriginal-specific organisations  
  and services

 • EMHSCA

 • DHHS

 • Aboriginal-specific organisations  
 and services

aa
Regional goals for priority area 3: Aboriginal and Torres Strait Islanders 



Further engagement

Meaningful community engagement is critical for actions under this priority area to be successful. Closer relationships 
will therefore need to be established with the following organisations and community groups:

 • Aboriginal-specific organisations and services and Aboriginal community-controlled health organisations   
  (ACCHOs) operating in the EMR, including Boorndawan Willam Healing Service, Mullum Mullum Gathering   
  Place, Coranderrk Aboriginal Housing Co-Op, Ngwala Willumbong Cooperative, Healesville Indigenous   
  Community Services Association, Healesville Aboriginal Health Service (Eastern Health), Worawa Aboriginal   
  College;

 • General Aboriginal and Torres Strait Islander community members (who are not necessarily tied to a particular  
  organisation);

 • Aboriginal clients of the region’s mental health and AOD services;

 • Victorian Aboriginal Child Care Agency (VACCA); 

 • Bunjilwarra Koori Youth Alcohol and Drug Healing Service;

 • Victorian Aboriginal Legal Service;

 • Victoria Police;

Building on previous work achieved both cross-regionally and within organisations will also be important, and as such, 
discussions and negotiations to share lessons learnt and from align efforts will need to occur with:

 • Koolin Balit Reference Group; and

 • Regional Aboriginal Justice Advisory Committee (RAJAC). 
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Strategic priority area 4: Young people 
Why was this selected as a priority area for action in 2016-2018?

The links between Indigenous status, mental health and AOD

Published evidence

Adolescence is a peak age of onset for many mental health disorders. Mental illness contributes to 45% of the global 
burden of disease for people aged between 10 and 24 years.

 • In 2014, one in five (20.0%) young people aged 15-17 had a level of  
  psychological distress (based on K6 scale) that indicated a probably  
  serious mental illness. This prevalence increased from 18.2% in 2012.  
  Young females surveyed by Mission Australia were almost twice as likely  
  to have a probably serious mental illness than young males (26.5% versus  
  13.9%, respectively);

 • In terms of help-seeking behaviour, young people with a probably serious  
  mental illness were most comfortable seeking support from friends  
  (80.9%), the internet (60.9%) and parents (57.1%). Community agencies  
  and telephone hotlines ranked low, with 12.7% and 11.9% respectively . 

 • As a group, young people leaving out-of-home care (around age 18) have  
  lower levels of education attainment and high rates of unemployment,  
  mobility, homelessness, financial difficulty, loneliness and physical and  
  mental health problems.

What is the situation in the EMR?

In 2012, young people aged 15-24 years made up 14.6% of the total population of the EMR. Young people’s 
proportional share of the population is expected to decrease slightly by 2022 (Table 7). 

 • Based on service user demographic data shared by Neami, Prahran Mission and EACH for the period   
  September 2014-March 2015, younger people aged 16-24 years represented 11.6% and 10.0% of community- 
  based mental health service users, in the Inner East and Outer East catchments, respectively. 

 • Young people aged 11 to 25 represented a quarter (25.2%) of mental health-related clients at Eastern Health  
  during 2013/14 and 2014/15. 

26 Mission Australia, 2015. Young people’s mental health over the years – Youth Survey 2012-2014. 

   https://www.missionaustralia.com.au/publications/research/young-people 

27 https://aifs.gov.au/publications/families-policy-and-law/15-children-out-home-care-system 

28 http://www.dtpli.vic.gov.au/data-and-research/population/census-2011/victoria-in-future-2014/vif-2014-data-tables 
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“I was having trouble 
at school, and I thought 
teachers and students 

saw me as ‘different’ or 
‘weird’. Due to this self 
and peer stigma... I did 
not open up and admit I 
had a problem and seek 
help... I was not asked if 
I needed help... Teachers 
could have helped me, 

but didn’t.”

Consumer, November 2015

Table 7: number of young people aged 15-24 years in the EMR, 2012 and 2022 28

Catchment         2012                  2022
 # young people  As % of total  # young people  As % of total
   population     population

Total Inner East 94,124  15.1%  95,604   14.7%

Total Outer East 57,120  13.9%  50,569   11.5%

Total EMR 151,244  14.6% 146,173  13.0%



 • In 2013-2014, young people aged 11 to 25 years made up 32.2% and 30.2% of AOD clients (ADIS-registered)  
  in the Inner East and the Outer East catchments, respectively.
 • Most alcohol-related harms, namely emergency presentations, ambulance attendances, assaults during   
  high alcohol hours and serious road injuries occur at higher rates in people aged 15-24 than in the general   
  population of all LGAs of the EMR, sometimes up to threefold;
 • Rates of harms (emergency presentations, hospital admissions and ambulance attendances) associated with  
  both illicit drug use and pharmaceutical drug misuse are also all higher in young people aged 15-24 years than  
  in the general population in all LGAs of the EMR . 
 • Consultations with key informants revealed that difficulties in finding youth-friendly General Practitioners (GPs),  
  and the concentration of many youth-specific mental health and/or AOD services within selected hubs (e.g. Box  
  Hill) of the catchment, can create barriers for young people to access mental health and/or AOD support within  
  the region. 

Alignment with policy, strategies and regional collaboration

 • Victoria’s upcoming 10-year Mental Health Plan is set to propose actions to address the specific mental health  
  needs of young people.   

How will we make a difference?
For the purposes of this priority area, young people are defined as those who are of secondary school age, 
i.e. between 12 to 18 years of age.

Under this priority, there will be less focus on trying to engage this community group into the existing mental health 
and/or AOD treatment system, and more on understanding the current interface between services, schools and young 
people. Furthermore, this priority area will also have an early intervention and health literacy component, not only for 
young people but also for some of the professionals they are likely to interact with in great numbers (e.g. secondary 
school teachers and other staff members). 

Additionally, stakeholders agreed that catchment planning needs to be cognisant of the needs of young people who 
are disengaged from the education system. Finally, it recognised that young people may prefer to engage with mental 
health and/or AOD support in ways that will differ from their parents and other adults. Therefore, efforts are needed 
to better understand the types of service models which work well and could be expanded across the region. 

29 http://www.aodstats.org.au/
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Category  Goal statement Outcome and process measurements Timeframes  Stakeholders to be involved

Mapping Increase our understanding of the cur-
rent interface between young people 
(both school and non-school attend-
ees) and the MH and/or AOD service 
sectors (both public and private)

Increase our understanding of the 
current level of secondary consulta-
tions being provided by MH and/or 
AOD services to secondary schools of 
the EMR

Enhance the provision of information 
about mental illness and AOD misuse 
to young people across the EMR, 
through various means such as:
 • Content built into the curriculum  
  of secondary schools; and
 • Delivery of evidence-based pro  
  grams.

Consider an appropriate strategy to 
enhance access to appropriate sup-
ports for young people with mental 
illness and/or AOD concerns in the 
EMR

Building health 
literacy

Short term

Short term

Short term

Short term

Long term, with yearly 
monitoring

Long term, with yearly 
monitoring

Medium term

 • Pathways for secondary school attendees to  
  engage with MH and/or AOD services in the EMR  
  are identified;

 • Pathways for non-school attendees to engage  
  with MH and/or AOD services in the EMR are  
  identified;

 • Barriers and enablers to young people engaging  
  with MH and/or AOD services (both public and  
  private) in the EMR are identified.

 • Regional extent and scope of mental health and/ 
  or AOD secondary consult to secondary schools is  
  audited and mapped;

 • Increase in the percentage of secondary schools  
  across the EMR which deliver information  
  specifically about mental health and/or AOD as  
  part of their regular curriculum;

 • Increase in the percentage of secondary schools  
  in the EMR which partner with MH and/or AOD  
  service provision organisations to enable the  
  delivery of health literacy programs

 • Scope state-wide and regional initiatives which  
  use social media and/or technology to promote  
  or support youth mental health and/or AOD  
  concerns, to identify ones to promote regionally

 • Department of Education and   
  Training

 • Secondary schools of the EMR

 • MH and/or AOD service   
  providing agencies

 • Youth-specific service agencies

 • TAFE institutions of the EMR   
  (Box Hill, Holmesglen,    
  Swinburne

 • Department of Education and   
  Training

 • Secondary schools of the EMR

 • MH and/or AOD service   
  providing agencies

 • Youth-specific service agencies

 • Department of Education and   
  Training

 • Secondary schools of the EMR

 • MH and/or AOD service   
  providing agencies

 • Department of Education and   
  Training

 • Secondary schools of the EMR

 • MH and/or AOD service   
  providing agencies

Regional goals for priority area 3: Aboriginal and Torres Strait Islanders 
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Enhance the offer and provision 
of secondary consult to secondary 
schools to better support young peo-
ple with mental health and/or AOD 
concerns

Long term • secondary consults are identified and an action  
  plan is implemented to address them;

 • Department of Education and   
  Training

 • Secondary schools of the EMR

 • MH and/or AOD service   
  providing agencies

 • Youth-specific service agencies

42

Cross-sectoral  
collaboration

Further engagement

A range of additional stakeholders will be necessary to engage, to ensure that the actions identified above are congruent with current regional efforts and achieve 
maximum impact. These include:

 • YSAS;

 • Headspace (Knox and Hawthorn);

 • Local government organisations (particularly school-focussed youth services);

 • Secondary schools and their principals;

 • TAFE institutions; and

 • Victoria Police.
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Other development areas
The following areas do not readily fit under a particular strategic priority area, but are outlined here as needing 
development over the course of the 2016-2018, to further strengthen the foundations of, and extend the reach of 
mental health and AOD catchment-based planning. 

Development, implementation and embedded use of a geo-spatial mapping platform
Context
Geo-spatial mapping is an approach increasingly used by private organisations and government departments across 
the world, to enable the visualisation of issues, needs, and services, and consequently support evidence-informed 
decision-making. Interest in establishing such a platform for the EMR has been expressed as part of mental health 
and alcohol and other drugs (AOD) catchment planning, and by other EMR departmental offices. This was endorsed 
as an extension project by the Planning Council on July 21st 2015, and additional funds have been earmarked to 
support this development, starting in early 2016. 

Aim
To work collaboratively with regional stakeholders to develop and implement a geo-spatial mapping platform, 
encompassing both national, state-wide and regional data, that will support evidence-informed decision-making 
as part of mental health and AOD catchment-based planning, and other planning mechanisms as relevant. 

Objectives

 a) In partnership with members of the Planning Council, agree on a list of indicators and data sources to be   
  incorporated as part of a regional platform;
 b) Develop a process for obtaining and updating the agreed data sources with regional partners, both initially and  
  on an ongoing basis; 
 c) Explore the possibility of using the AURIN platform to establish the desired geo-mapping functionality in a way  
  that would support input and management from various organisations; 
 d) Contract an individual or organisation with specialised skills and expertise in geo-spatial mapping, to develop  
  and implement the desired platform within AURIN;
 e) Build the capacity of key individuals within the region to utilise, update and extract information from the created  
  geo-spatial mapping system, with the aim of supporting mental health and AOD catchment planning, and other  
  planning functions.
 f) Based on lessons learnt from the initial set-up process, develop a Phase 2 project plan to ensure the continuous  
  use, maintenance and updating of the geo-spatial mapping platform, giving due consideration to appropriate  
  resourcing and governance requirements.  

Scope expansion to enable a lifespan approach to catchment planning
On July 21st 2015, the Planning Council proposed and endorsed an extension of the scope of mental health and 
AOD catchment planning in the EMR beyond the age-related eligibility criteria of MHCSS and AOD – i.e. individuals 
aged 16 to 65 years only for MHCSS, and individuals aged 16 years and above for AOD – to encompass the entire 
lifespan, from 0 to 100+ years of age.  This will enable more comprehensive and integrated planning, and also 
allow consideration for a broader range of services and approaches across the continuum, from prevention to early 
intervention and treatment.

While the children and youth aspects of this expansion will be covered under strategic priority areas 2 and 4, 
respectively, some specific attention will be required to ensure that catchment-based planning processes take into 
consideration the needs of the population aged 65 years and above. This will be developed in 2016, once additional 
resources are recruited to the Catchment Planning Team. 



44

Review cycle and evaluation framework

Preliminary outcome measures are suggested in the previous section for the work planned thus far under each priority 
area. 

A detailed monitoring, review and evaluation framework will be developed in the first half of 2016, which will consider 
and align (where appropriate and mutually beneficial) with other regional data gathering activities. Known examples 
of these could include organisational gender policy audits (via the Together for Equality and Respect strategy), and 
yearly audits of shared care practices (conducted by EMHSCA). 
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Appendix A: membership of the EMR Mental Health and Alcohol and 
Drugs Planning Council

Terms of Reference for the Planning Council were endorsed in March 2015. Current members are:

 • CEO, EACH (co-chair)

 • Victorian State Manager, Neami 

 • Regional Manager – Eastern Victoria, Neami

 • Executive Director, Continuing Care, Ambulatory, Mental Health and Statewide Services Eastern Health

 • Program Director Mental Health, Eastern Health 

 • Program Director Statewide Services, Eastern Health (Turning Point)

 • Chair, EMR HACC Alliance

 • CEO, Prahran Mission

 • Director Primary Care and Support, Eastern Melbourne Primary Health Network

 • Director, Outer Eastern Melbourne Area, Department of Health and Human Services 

 • Director, Inner Eastern Melbourne Area, Department of Health and Human Services 

 • Coordinator Community Strengthening, City of Boroondara (representing Inner Eastern Local Governments)

 • Director Social and Economic Development, Yarra Ranges Council (representing Outer Eastern Local   
  Governments)

 • Regional Director, Southern and Eastern Metro Health, Department of Health and Human Services (co-chair)

 • Regional Director, Department of Education and Training, North Eastern Region

 • Regional Director, Department of Justice and Regulation

 • General Manager, Regional Counselling, EACH

 • General Manager, Mental Health Recovery, EACH

 • Co-Chair, Eastern Metropolitan Mental Health Service Coordination Alliance

 • Consumer representative

 • Carer representative


