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Abstract 

 

Brief Dual Diagnosis Background:  There is a large body of literature going back over 30 years which 

explores “dual diagnosis”(Roberts,2013). Seminal texts in Australia include McDermott and Pyett 

(1993) ‘Not Welcome Anywhere: People who Have Both a Serious Psychiatric Disorder and 

Problematic Drug Or Alcohol Use’ which highlighted the negative impacts   of service design   on 

this consumer group.  International literature has explored the extent of co-morbidity experienced 

by people suffering from mental illness and using alcohol and other drugs, and the problems with 

parallel and sequential treatment approaches (Drake, Mercer-McFadden, Mueser, McHugo and 

Bond, 1998). Nexus Dual Diagnosis Consultation Service, where this candidate works is a 

component part of the Victorian Dual Diagnosis Initiative (VDDI) (Roberts, 2013; Allsop, 2008), 

which commenced in 2000. Similar initiatives were developed in other states in Australia (NSW 

Health 2000, Pennebaker, Robinson, Gomes, Quigley, Bennetts and Browton 2001; Groenkjaer et 

al 2017). More recently in Australia both the Royal Commission into Victorian Mental Health 

System Final Report 2021 and the Federal Government Productivity Commission into Mental 

Health 2020, strongly endorsed the need to address the co-occurrence of mental health and 

substance use. 

 Reasons For Use Package:  The Victorian State government policy document Dual Diagnosis Key 

Directions for Service Outcomes (Department of Human Services, 2007) called for staff in mental 

health and Alcohol and Other Drug services to develop their capacity to provide evidence-based 

dual diagnosis treatment. The Reasons For Use Package was designed by Simon Kroes and Kevan 

Myers (the candidate) to address this issue. It combines the Reasons for Use Scale with optional 

intervention strategies, training and mentoring. An initial pilot of the RFUP in 2012, which included 

staff from Neami National, led to a partnership between Nexus, Neami National and Monash 

University Department of Social Work to pursue this research project. 
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The research question was: What is the perceived efficacy of a dual diagnosis intervention 

strategies package, namely the Reasons For Use Package (RFUP)?  

A subsidiary research question was: What is the Consumer experience of using the RFUP with 

mental health support workers? 

Methods: A case-comparison trial was conducted with staff employed by Neami National in 

Victoria who received training and mentoring in the Reasons For Use Package compared to a 

matched sample of staff respondents from the same organisation in N.S.W. A mixed methods 

approach including staff and consumer surveys, focus groups and a case study was used to collect 

data for the study.  

Results:  Self-reported improvements in perceived knowledge and confidence for the group 

receiving the RFUP training and mentoring Victorian Cohort. Focus group feedback indicated staff 

benefitted from a package providing a framework for implementing strategies with service users 

where substance use relates to positive symptoms and medication side effects, social situations, 

peer pressure, managing unpleasant affect and enhancement. Consumer respondents also gave 

positive feedback on their experience of using the RFUP. 

Conclusions: The Reasons For Use Package shows promise as an aid to dual diagnosis capacity 

building and can have a positive impact for consumers.   
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Version 3 World. Health. Organisation 

https://www.who.int/publications/i/item/978924159938-2 

AOD   Alcohol and Other Drug 
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Collaborative Recovery Model 

(CRM)  
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Consumer and carer centred 

Practice                      

Provision of Service is tailored to meet the needs of the 

individual and their Carer 

Dual Diagnosis   The co-occurrence of a mental health and substance use issue 

IPS   Intentional Peer Support 

MHCSS Mental Health Community Support Service 

Mentor A person who provides mentoring 

Mentee A person who receives mentoring 

Motivational Interviewing   A Collaborative conversation approach Introduced by  

Dr William Miller and Dr Stephen Rollnick.  References 2012 

Neami National An Australian based mental health provider 

PDRSS Psychosocial Disability Rehabilitation Support Service  

RFUP Reasons For Use Package 
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RFUS Reasons For Use Scale survey questionnaire a component of 

the RFUP 

Recovery Focused              An approach which seeks to aid individual consumer recovery 

journeys see Rapp et al 2011 

Service user                   sometimes used in preference to consumer or client 

particularly in the Australian AOD sector 

Social work                      A profession engaged in Social Work practice 

Staff member                   A person employed by an agency to provide service to 

consumers 

Strengths Model  An approach that was popularised  as a counter position to 

deficit based approaches see references Rapp et al 2011 

Substance use           The use of any substance which effects the mind or body 
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Chapter 1 

Introduction to Thesis 

Thesis Outline 

This thesis inclusive of published works comprises of five chapters and includes five published 

works. The choice of thesis inclusive of published works was deliberate in that the research 

partnership, which is described below, supporting the project was keen to create a published and 

accessible evidence base in an mental health industry sector where,  practice based research was 

developing in earnest around 2013-15 when this candidature was first envisaged. With the 

changes brought in due to the National Disability Insurance Scheme (Foster, Henman, Tilse, 

Fleming, Allen, and Harrington, 2016.), community mental health providers were keenly aware of 

the need to capture what they did and what impact this had for service users. In part this was a 

reaction to the challenge presented by the NDIS model, which was built on the concept of 

enduring impairment as opposed to the recovery model which recognised the fluctuating nature 

of mental health.  This candidate, who is employed in a state-wide initiative, which aimed to 

improve outcomes for service users who experienced mental health and alcohol and other drug 

issues, also felt that published works could enhance cross sector capacity building. 

Outline of Chapters 

Chapter One 

The first chapter is the introduction, which gives a broad outline of the thesis including a 

background to the issues surrounding the mental health service sector’s response to consumers 

and carers who experience “dual diagnosis” co-occurring mental health and substance use. This 

chapter includes the first published work, which is a book chapter entitled ‘A Foundation for Dual 

Diagnosis Practice: Wisdom, Tools and Resources’.  The chapter is part of a Social Work textbook 

edited by Associate Professor Melissa Petrakis titled Social Work Practice in Health: An 

introduction to contexts, theories and skills.  The book’s editor “draws on the experience and 
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expertise of leading researchers and practitioners to provide a guide to the disparate settings in 

which social workers are engaged and the conceptual frameworks and skills needed for effective  

practice”(Petrakis, 2018 Back Cover). The dual diagnosis chapter begins by exploring the literature 

with respect to the context, prevalence and impacts of dual diagnosis and outlines a number of 

tools and approaches, which aim to enhance practice including the Reasons For Use Package. 

Chapter Two 

The second chapter explores the literature with respect to dual diagnosis. This chapter begins by 

exploring the literature with respect to the key conceptual models of mental health and substance 

use historically and then explores the case for an integrated treatment approach as opposed to 

sequential or parallel approaches to mental health and substance use.  The second part of the 

literature chapter, is primarily focussed, on exploring dual diagnosis capacity buil ding. The second 

published work in this thesis appears in this chapter which is a systematic literature review titled 

“Dual diagnosis competencies: A systematic review of staff training literature” which identified 

gaps in the literature. This chapter clearly establishes the link between the existing literature and 

the rationale for this study. 

Chapter Three 

The third chapter begins with a more detailed explanation of the RFUP with particular attention to 

how this package relates to previous methods of dual diagnosis capacity building. It then covers 

methodology and ontology and discusses the rationale and methods used to explore the research 

questions. This chapter also explains the intervention timelines for the two state comparison trial.  

Chapter Four 

The fourth chapter covers results and as well as including three published papers, also has two 

sections which reports on consumer feedback and focus group findings. The first published paper 

in the results chapter is titled “The Reasons for Use Package: deve lopment research and 

implementation: lessons for the field”. 
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This paper was presented at the TheMHS (The Mental Health Services) conference, Auckland, New 

Zealand in 2016.  

The second published works in the results chapter is titled “The Reasons For Use Package: how 

mentoring aids implementation of dual diagnosis practice.’  

 This paper was published in New Paradigm: The Australian Journal of Psychosocial Rehabilitation, 

which is produced by a coalition of Australian Mental Health Peak bodies including Vicserv the 

Victorian Peak Mental Health Service Body. This particular edition of New Paradigm, was 

dedicated to practice based research with the cover title “Research into Practice” and included 

two other papers, which have been included in a Monash University thesis inclusive of published 

works in the Medicine, Nursing and Health Sciences Faculty. 

The third results paper was published in a Q1 peer reviewed journal , Research on Social Work 

Practice and is titled “Reasons for Use Package: Outcomes From a Case Comparison Evaluation”. 

The paper reports on the quantitative data comparing results from the control cohort, New South 

Wales (NSW), with the intervention cohort of matched staff from Victoria.  

Chapter Five 

The fifth chapter integrates discussion of the results from this study with respect to the research 

questions, methodology and the unique knowledge claims that can be drawn with appropriate 

limitations. It explores implications for the State of Victoria, the Australian Nation and 

International jurisdictions. This includes discussion of implications for practice  and policy. The 

chapter discusses future areas for research including discussion of a current co designed and 

produced research aimed at delving deeper in the service user experience of the RFUP.  

Background to the study 

Stigma and Discrimination  

People who use drugs face both stigma and discrimination  (Livingston, Milne, Fang, and Amari, 

2012), which inhibits their ability to either ask for or receive treatment. Drug users are often 
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denied access or face early discharge from health services because of their substance use history.  

A systematic review by Van Boekel et al. (2015) showed how negative attitudes of health 

professionals decreases feelings of empowerment and subsequently treatment outcomes  for 

patients who have a substance use background. This in turn can lead to chronic health conditions 

such as diabetes and kidney disease being under treated. Furthermore as discussed below the lack 

of integrated health and welfare responses actually causes new issues as service users and their 

carers have to navigate several service systems. Although not the focus for this study it is worth 

noting that there has been consistent concern that separate data collection and storage systems in 

clinical mental health, community mental health and the alcohol and other drug sectors is 

inefficient and ultimately has a negative impact on service user outcomes (Coffey et al 2008).  

It is a sad reality that a large percentage of prison populations (Miller, and Najavits, 2012; Sung, 

Mellow, and Mahoney, 2010) have high levels of trauma, substance use and or mental health 

issues.  Furthermore people of colour are more likely to be incarcerated (Schoenfeld, 2012) for 

drug offences. 

One of the more obvious effects of stigma towards people who use drugs can be seen in the 

comparison between funding of law enforcement compared to drug treatment. In most 

jurisdictions, more is spent on drug law enforcement than treatment. A 2009 paper looking at 

Canadian Government Drug strategy funding found that despite the pro treatment language used 

in the strategy documentation, law enforcement continued to receive the most funding.  

“Specifically, law enforcement initiatives continue to receive the overwhelming majority of drug 

strategy funding (70%) while prevention (4%), treatment (17%) and harm reduction (2%) 

combined continue to receive less than a quarter of the overall funding (DeBeck et al 2009)”.  

 A notable exception to this approach is Portugal, which decriminalised substance use in 2001 with 

a deliberate policy of diverting enforcement budget towards treatment. The Portuguese have not 

found that this policy shift caused drug use harm to increase, rather that harm from use and the 
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related burden of care actually reduced as people with drug issues were steered towards 

treatment rather than prison (Cabral, 2017). 

With respect to mental health stigma and discrimination are common themes in the literature 

(Martin and Johnston, 2007) and are often related to particular diagnosis as well as particular 

cultural and historical settings (Ye, Chen, Paul, McCahon, Shankar, Rosen, and O’Reilly, 2016; 

Thornicroft, Mehta, Brohan, and Kassam, 2010). Whilst attitudes towards depression and suicidal 

ideation may have improved in places like Australia over the past twenty years since the 

introduction of bodies such as Beyond Blue (Corrigan, 2012), people with other diagnosis such as 

borderline personality disorder are still likely to face discrimination.  

 

Conceptual models of substance use. 

The historical discourse around alcohol and other drugs or substance use has shown how 

competing conceptual models impact on treatment and critically the individual’s role in treatment 

planning (Martin, Chung, and Langenbucher, 2016). To illustrate the issue it is necessary to explore 

some of the key models as they have bearing on the design of the Reasons For Use Package, the 

approach used in training and mentoring staff and the choice of research methods used in this 

thesis. 

 

 In an article on treatment for alcohol problems, Miller and Hestor (1995) looked at a number of 

different perspectives regarding the nature and aetiology, of alcohol problems.  

The Moral model according to Miller and Hestor emphasises personal choice , i.e, it is the 

individual, who makes the choice to drink to excess and in the process violates the norms of 

society. This in turn leads to the use of law enforcement and deterrent approaches aimed at 

steering the person back to acceptable social norms.  One of the direct results of this way of 

thinking is that whole groups of people who already don’t fit in with the said norms of a society 
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can end up over represented in prison populations. In this model though the person who uses a 

substance is seen as having control of their actions. 

Miller and Hestor argue that the Temperance model starts from the view of alcohol being such a 

powerful substance that no-one could maintain moderate drinking and that therefore there was 

an inevitable drift towards alcoholism. This is still a very pernicious view of substances generally. 

Heroin and methamphetamines for example are seen as having such a powerful effect on the user 

that the only reasonable course of action is to pressure them to be abstinent.  In this model, the 

user of the substance has limited capacity to make decisions in the face of the powerful substance. 

It is only when the person has sobered up or got “clean” that they can return to active choices.  

A related model here is the spiritual model, which is central to Alcoholics Anonymous (AA) where 

the individual is encouraged to appeal for help from their higher power rather than relying on 

their own agency. It is worth noting here that people find attending AA can be helpful in 

maintaining abstinence, whether this is a result of having a structured support system or by 

following a more spiritual path to recovery (Kaskutas, 2009; Humphreys, Blodgett, and Wagner, 

2014).  

Biological models as the title suggests focusses on a combination of the unique hereditary and 

changes to brain physiology of the substance user in the face of continued use of a substance.  In 

its earlier incantations this model, was prone to genetic determinism, i.e. Indigenous peoples 

couldn’t control their drinking.  Both Frank (2000) and Langton (1992) make the case that rather 

than being a result of genetics, problem drinking in many indigenous communities reflected both a  

lack developed social norms for alcohol use combined with the rapid destabilisation of indigenous 

society through colonisation. Another variant of this model suggests that alcoholism is impacted 

by genetic background (Edenberg and Foroud, 2006; Enoch, and Goldman, 2001).  Modern science 

of course with MRI scans for example gives us the ability to see how substance use effects people 

physically and show how a person can become physically dependent on a substance such as 
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heroin, with consequent changes to the brain.  Some addiction specialists see people who are 

substance dependent as suffering from a brain disease (Leshner, 2001). Service users therefore 

need to be actively treated for the disease until they have recovered, but even then, they would 

be vulnerable to the dependence if they returned to use. The design and funding of many 

withdrawal units are focussed primarily on dealing with the physical aspects of dependen ce. Thus 

bed stays of 5-7 days to assist people to deal with the physical symptoms of withdrawal are the 

norm (Sacks, and Ries, 2005). Although this approach does help people return to homeostasis, pre 

substance use state, it often means that the person leaves without building up the necessary skills 

and resources to deal with their underlying trauma or other reasons for use. Whilst there are 

longer term rehabilitation programs which can assist to build new skills, there has been  consistent 

complaints about demand out stripping supply (Lubman et al 2014). 

The Impact of Trauma  

One of the developing themes in the literature with respect to both mental health and substance 

use is the high degree of lifetime trauma (Ouimette, and Brown, 2003; Marsh, Coholic,  Cote-

Meek,  and Najavits,  2015). Furthermore there is evidence that ongoing Post Traumatic Stress 

Disorder has an impact on likely substance use relapse  (Read, Brown, and Kahler, 2004). It is a sad 

reality that a large percentage of prison populations (Mil ler, and Najavits, 2012; Sung, Mellow, and 

Mahoney, 2010)) have high levels trauma, substance use and or mental health issues.   

The push for trauma informed approaches (Butler, Critelli, and Rinfrette,  2011) to service users  

with mental health and substance use has gained momentum with a consequent call to redefine 

substance use as a health rather than a primarily law enforcement issue.  

Substance use and mental health interaction. 

  Substance use and mental health issues are bi-directional, that is changes in one has an impact 

on the other. This has a direct bearing on how service users need to be engaged in developing 

their own treatment plans to the largest extent possible. Only by engaging with the service user 
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and their significant supports can services truly develop effective treatment plans. Although it is 

tempting to try and short cut this process and develop treatment plans in isolation in practice the 

plans are likely to fail when some of the key contexts are missing. Shared decision making (Drake,  

and Deegan, 2009) is now gaining support even though at the time of writing the long term 

outcomes of this approach are yet to be established. It seems obvious as a basic starting point that 

like in other areas of health care, the service user has a human right to be involved in their own 

treatment. It is conceivable that a plan which is developed with a service user taking into account 

their own personal circumstances and intrinsic motivations (Miller and Rollnick , 2012), is much 

more likely to be effective compared to a treatment plan developed by the health professional 

alone.  

 

An Eclectic approach to substance use 

The move towards a more eclectic understanding of the eitology of substance use issues began to 

gain wider acceptance during the mid-1980’s and 90’s with ground breaking work by Prochaska 

and  Diclemente (1992), who developed the “transtheoretical model” better known as stages of 

change and Miller and Rollnick (1991) who developed Motivational Interviewing.  The central 

tenant of both these approaches was that understanding the perspective of the substance user 

and engaging with them when developing treatment interventions was a critical step. These 

developments should be seen against the prevailing back drop in the proceeding period, that the 

substance user couldn’t be trusted as they were generally seen as being in denial  (White, and 

Miller, 2007).   The movement towards a wider concept of addiction combines both an 

understanding of biological, genetic and social factors, physical changes to the brain and the ability 

of the person with an addiction to respond to intrinsic motivators for change (Satel and  Lilienfeld, 

2014; Ouzir and  Errami ,2016). 
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Lived and Living Experience 

Over the past thirty years there has been an increasingly influential peer movement of people with 

Lived and Living experience, which championed the perspectives of people experiencing mental 

health and substance use issues (Gagne, Finch, Myrick, and Davis, 2018). Although co design and 

co-production (Boyle and Harris, 2009) brings certain challenges it has been seen as the most 

effective way to develop policies and interventions that work. With respect to substance use it is 

generally accepted, that the major impetus for this was the A.I.D.S crisis in the mid 80’s to early 

90’s (Des Jarlais, 1993). This saw active collaboration between substance users, health providers 

and government agencies in developing harm reduction approaches (Wodak, 1995; Marlatt 1996). 

This also extended to the involvement of peers as active participants in treatment provision (Reif 

et al. 2014; Daniels et al., 2014). 

Although stigma and discrimination against people who use drugs has improved over all , this is not 

universal, but is dependent on the actual substance used. Crack and intravenous users (Kulesza, 

2013) are generally more likely to face stigma and discrimination compared to people who use 

cannabis. This extends into mental health treatment settings as well as the wide r health sector 

where attitudes can mirror that of the general public. Substance use, although recognised as 

having an impact on mental health symptoms (Volkow, 2001),  is often cited as a reason for 

withdrawing mental health support rather than the mental health issue being seen as a 

contributor to the substance use itself.  

As will be discussed further in the methodology chapter the RFUP was designed to reflect harm 

reduction (Rhodes,  2009.) which recognises that not all people who use substances have 

problems and that people who have mental health and substance use issues can and do recover if 

given the opportunity. Harm reduction sees abstinence as part of a continuum not as an 

alternative option. Suddenly stopping alcohol use for example could cause fatal seizures.  By 

considering harm reduction across both mental health and substance use staff provide a broader 
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threshold for treatment engagement compared to one which begins with abstinence as a starting 

point for treatment (Vakharia & Little, 2017. The latter approach is unrealistic because service 

users don’t always turn up ready for a change of this magnitude.  They may for example be 

admitted to hospital for another issue which may be related to substance use such as accident and 

emergency settings or acute mental health units. The act of offering harm reduction interventions 

in these situations can reduce risk to both the individual and the wider community.   In a study of 

chronically homeless individuals with mental health and substance use it was found that offering 

housing with a harm reduction approach rather than offering housing contingent on abstinence 

improved outcomes (Tsemberis et al., 2004). This was despite the fact that participants in the 

abstinence program used substance use treatment services more often.  

Where service users in mental health and or substance use treatment services are encouraged to 

play an active role in decision making regarding their own treatment, they are much more likely to 

successfully move towards recovery when compared to more paternalistic approaches  (Drake et al 

2009).  

The Reasons For Use Package which will be discussed further below was designed to enhance the 

capacity of staff to respond more effectively with service users.  The RFUP actively encourages the 

service user to consider the reasons for substance use and how this interacts with other aspects of 

their life including mental health issues. The staff member is encouraged to collaborate with the 

service user to develop a treatment plan with the aid of a brainstorming component with a menu 

of treatment options.   

The literature review chapter of this thesis will discuss the high prevalence of dual diagnosis and 

the consequent burden on service users and service providers who are still primarily orientated 

towards either mental health or substance use despite evidence which clearly shows that clients 

with both issues are in fact the majority. The chapter will also explore the case for integrated 

treatment models and dual diagnosis capacity building, to which the RFUP may contribute. The 
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perceived efficacy of this RFUP is therefore not a minor issue. Whether one looks at the burden of 

health for individuals or the wider society successful integrated treatment models are  a worthy 

area for research. If staff perceive that the RFUP helps to build their dual diagnosis capacity and at 

the same time it assists service users to develop treatment goals, it can also counter therapeutic 

nihilism which is often underscored by stigma. Whilst no one approach will guarantee improved 

outcomes for all service users, establishing whether there is an evidence base for the RFUP is a 

valuable pursuit. 
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Introduction 

Preamble to published paper 1 

Published Paper 1 

Title: Myers, K, Kroes, S and Petrakis, M 2018, ‘A Foundation for Dual Diagnosis Practice: Wisdom, 

Tools and Resources’ chapter 9, pp 135-152 In Petrakis, M. (Ed) Social Work Practice in Health: An 

Introduction to Contexts, Theories and Skills, Sydney: Allen & Unwin. 

 

Answering subsidiary research question:  

What is dual diagnosis, why does it matter, and are there models for approaching this issue? 

 

Background: The candidate had been a regular honorary lecturer at Monash University, Master of 

Social Work (MSW) since 2014 and is recognised as having expertise in this area. He is a member 

of the Victorian Dual Diagnosis Initiative Leadership Group which meets regularly with the 

Victorian Government Department of Health on a fortnightly basis. It was on the  basis of this 

reputation that he was invited to contribute to this textbook for Social Work students by Associate 

Professor Melissa Petrakis in 2017. 

 

This book is a core text for MSW students at both Monash University Melbourne, Victoria and 

Queensland University, Brisbane, Queensland. It can be found in over 100 libraries across Oceania, 

North America, Africa and Europe, including prestigious universities such as Cornell and Columbia.  

The book has been positively reviewed from New Zealand to the Czech Republic. A second edition 

of this book including the Dual Diagnosis chapter has been commissioned by Routledge which is 

expected to be published in 2022. 
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A Foundation for Dual Diagnosis Practice Chapter 9 

 This peer reviewed chapter explores the national and international literature including prevalence 

data and impact of dual diagnosis for consumers, carers and service provide rs. It also sets out the 

key dual diagnosis approaches and emerging evidence base for achieving better outcomes. The 

chapter also introduces the reader to tools and resources including those that have been 

developed by Simon Kroes and Kevan Myers such as the Reasons For Use Package (RFUP) which is 

the subject of this thesis. Since this book was published the evidence base for RFUP and other 

resources has expanded. This updated material will be added to the 2nd Edition.  
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Chapter 2 

Literature Review 

Mental health and substance use 

 The co-occurrence of mental health and substance use is the “expectation not the exception” ( 

Minkoff,  and Cline,  2004 p 734) for service users accessing care in mental health and substance 

use services. Despite this they have often been presented in the literature and in practice as two 

separate entities in much the same way as mental health is separated from physical health. In 

order to show why a “dual diagnosis” capacity building resource is a key area for research the 

background literature relating to mental health and substance use will be explored. This literature 

review will explore the context of attempts to build dual diagnosis capacity and the potential 

benefit of doing so. 

 

The first point is that both mental health and substance use are contested historically, culturally 

and depending on one’s position in relation to the issues.  

Zinberg (1984) created a model for understanding the effect of substances according to the Drug, 

Set and Setting. “Drug” includes the type of drug, purity, amount and particular method of use, 

what it is used in combination and whether it is licit or illicit. "Set" is the mental state a person 

brings to the experience, i.e thoughts, mood and expectations as well  as their biological and 

physical characteristics such as age, gender or existing health issue. "Setting" is the physical and 

social environment including cultural context and social supports. The purity and type of a 

particular substance will vary, i.e spirits compared to wine. The “set” will vary because of the age, 

gender, mood and expectations of the user, the Setting will also have an impact i.e smoking 

indoors rather than outside.  

Marijuana use for example, depending on the cultural and historical se tting you are in, might be 

seen as a medicine or an aid to religious practice rather than primarily a “problematic” substance.  
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Another example is Alcohol. Despite contributing to the burden of health care costs, family 

violence and suicide alcohol is actively subsidised by many governments around the world and is 

held up as a national icon.  Festivals such as Octoberfest in Germany centre on this substance.  

In a paper making the case for harm minimisation in 2004 Hamilton and Rumbold wrote  

“A combination of protective trade practices, ethnic prejudice, concern about negative 

consequences of use, fear and a desire for control at the level of both the individual and the group 

or community have produced increased efforts during the twentieth century to outlaw many 

different psychoactive drugs. Decisions about which drugs should be legal and which ones should 

be banned have rarely been based on any scientific determination of innate risk or danger of the 

particular substance (Hamilton and Rumbold 2004 pp131). 

A more recent study ranking drug harm in the United Kingdom used a multi-criteria decision 

analysis (MCDA) model and concluded that, 

     “MCDA modelling showed that heroin, crack cocaine, and methamphetamine were the most 

harmful drugs to individuals (part scores 34, 37, and 32, respectively), whereas alcohol, heroin, 

and crack cocaine were the most harmful to others (46, 21, and 17, respectively). Overall, alcohol 

was the most harmful drug (overall harm score 72), with heroin (55) and crack cocaine (54) in 

second and third places. Nutt, King, and Phillips, 2010.  

 

Mental Health 

The concept of mental illness or mental health, is contested area. The conceptual models that 

underpin the etiology of mental health conditions has followed a remarkably similar proce ss as 

that of substance use as discussed above.  

Historically mental health issues were framed along religious or spiritual themes. With people with 

a mental health issue being viewed as possessed by the devil or evil spirits (Mercer et al 2013) 

From this perspective the mental illness is often seen as a result of sin either by the person in 
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treatment or an ancestor. Deliverance from mental illness would therefore rely on spiritual 

healing. This perspective might be initially seen as a marginal, but from a historical and cultural 

perspective, this conception has an enduring impact and is still a major influencer in many parts of 

the world. A more nuanced understanding though tends not to endorse the concept of a mentally 

ill person being possessed and therefore needing deliverance. Rather that religious and spiritual 

approaches can have a positive impact for many people.  Indeed as discussed earlier in relation to 

A.A, the spiritual path to recovery is a major focus for people who hold spiritual beliefs, (Verghese 

2008). Whilst the dominant theme in Psychiatry in the western world had tended towards 

dismissing the role of religion, there is now acceptance that “spiritual health” plays a part in both 

the development and recovery from mental health problems for many people.  

For many centuries people suffering from mental health issues were often subjected to horrific 

interventions in an attempt to cure them of the condition.  

Around the early part of the 20th Century, two alternative theoretical approaches on mental illness 

began to emerge, Austrian neurologist Sigmund Freud’s’ (1856–1939) psychodynamic theory and 

the theory of behaviorism advanced by American psychologist John B. Watson (1878–1958). 

Freud’s theory of psychodynamics centred on the notion that mental illness was the product of 

the interplay of unresolved unconscious motives, and should be treated through various methods 

of dialogue with the patient. Behaviorism, on the other hand, suggested that psychopathology 

occurred due to the effects of behavioral conditioning, and that treatment should focus on 

methods of adaptive reconditioning.  Both these approaches had the common belie f that talking 

to the “patient” was a key element. Whilst these approaches were being developed, the majority 

of people suffering from a so called serious mental illness were still treated by and large in 

“asylums”. 
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 In some ways the original “Asylums” provided a more humane starting point with the notion that 

a quieter more supported environment would help people to recover.  Unfortunately large 

psychiatric hospitals soon became places which were by words for the wider community as people 

were carted off to the “mad house” or the original bedlam. In most cases the individual patient 

had little say over their own treatment and had little hope of discharge. In 1961 Erving Goffmans’ 

ground breaking essays on asylums (Mac Suibhne, 2011) had shown how being in this 

environment had an adverse impact on recovery for many patients.  

Despite Goffman, these institutions were the mainstay of psychiatric treatment in most of the 

developed world until the late 1990’s, but there was a steady campaign particularly from relatives 

and friends of people with a mental illness to look at alternatives.  De -institutionalisation (Novella, 

2010) which in Australia was well under way by the late 1990’s, was an attempt to reduce the 

impacts of being in an institution.  It is worth pointing out that many of the campaigners for 

community care approaches formed the early versions of the community mental heal th non-

government sector in places like Victoria. Organisations like Richmond Fellowship now Mi nd 

Australia and Schizophrenia Fellowship (now Wellways) had their origins in this period. The 

overwhelming ethos of these organisations was to humanise treatment rather than necessarily 

campaigning against psychiatry. It is also worth noting that the successful development of 

medicines that had a positive impact on mental health symptoms had increasingly began to offer 

hope for a variety of conditions. In Austral ia, the work of Dr John Cade who discovered that 

Lithium could be used to assist with mania in 1948 was a major step forward.  

A combination of advances in pharmacotherapy for mental health issue, demands for de -

institutionalisation and a burgeoning community mental health sector lay the groundwork for a 

major shift of focus during this period. Importantly it was during this period that the role of people 

with lived or living experience gained recognition as contributors to the design of services in 

jurisdictions such as Victoria. Consumer Consultants were employed in most Area Mental Health 
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Services with the specific remit of advising services. Over the next twenty or so years the voices of 

Lived and Living experience have increasingly found space to challenge the existing medical 

models (Byrne et al, 2016).   

As the service user voice expanded in influence there was a growth in new ways of approaching 

interventions. The “Strengths model” (Rapp and Goscha, 2011) argued strongly that the medical 

model approach was dominated by deficit thinking. This tends to think of mental health through a 

lens that considers mental illness as a lack of sanity, capacity etc. Rapp and Goscha set out a 

different way of working with service users which encompassed the following principles.  

 Consumers can recover, transform and reclaim their lives 

 The focus is on the individual strengths rather than deficits 

 The worker-consumer relationship is primary and essential  

 The consumer is the director of the helping process 

 The primary setting for our work is the community 

 The community is viewed as an oasis of resources (Rapp and Goscha, 2011) 

The impact of this approach was to enhance further the role of the service user in their own 

treatment particularly in mental health service provision.   

 

Dual Diagnosis or co-occurring mental health and substance use issues 

 The co-occurrence of substance use and mental health issues is well documented in both 

Australian and international literature using a variety of descriptors such as Dual Diagnosis. 

(Minkoff and Cline, 2004). Conceptual discussion around this phenomenon has been going on in 

various forums for at least 50 years.  Etiological explanations of dual diagnosis have ranged from 

the moral weakness position through to the concept that recognises that human beings regularly 

use substances for a variety of reasons including to change or cope with unpleasant mood, mania 

etc.  
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Sequential Parallel and Integrated treatment 

The problem with sequential and parallel service provision rather than i ntegrated treatment can 

be seen in the outcomes for service users (Woody, 1996). The bi-directional nature of dual 

diagnosis means that a treatment plan for one is likely to have an impact on the other. This in turn 

can lead to a breakdown in treatment or a lack of treatment taking into account both conditions  

(Kelly, and Daley., 2013). For service users their involvement in sequential or parallel treatment 

approaches are likely to bring with it a confusing array of philosophical perspectives.  

 

“One of the major problems with parallel or sequential treatment is the fact that psychiatric and 

substance abuse treatment programs frequently have different philosophical orientations. 

Psychiatric programs often downplay substance use, or see it as merely a secondary problem or as 

a form of “self-medication” that will resolve with treatment of the psychiatric disorder. In some 

psychiatric settings (particularly for patients with psychotic disorders), substance use disorders 

frequently go undiagnosed (Weiss et al , 1998 p 89). 

 

The case for an integrated approach 

One of the key tenants of “dual diagnosis” is the concept of integrated treatment, described by 

Webb-Robins as being,  

“..both psychiatric and substance use disorder treatment are provided by the same clinician or 

treatment team in a single agency” (Webb-Robins, 2004 p1). Others have argued that this can also 

be when two or more providers come together to provide integrated treatment ( Drake, Mercer-

McFadden,  Mueser,  McHugo,  and Bond,  1998, Deady et al 2014).  

The key point for integrated treatment is that it recognises and responds to both conditions. 

Rather than having to navigate and be aware of multiple different treatment modalities, service 

users benefit from bringing their various needs under an integrated plan. Integrated treatment has 
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been shown to improve outcomes in a range of studies compared to sequential or parallel 

treatment (George and Krystal 2000, Mangrum, Spence, and Lopez, 2006). 

 

 The burden for Service Users and Carers 

In most cases, it is the service user and their carer who carry the burden of negative interactions 

with disparate service systems particularly when a lack of skill in the other side of a dual diagnosis 

presentation leads to worse outcomes for the service user (Nicholas et al 2017). An example might 

be if a person stops using a substance abruptly and then goes into withdrawal ; this in turn may 

trigger an increased level of agitation. Staff in a mental health unit however may think that the 

increased level of agitation is a sign that the person has been using the substance and the person 

is then asked to leave the service.  

It is imperative therefore for all service providers to have a basic level of dual diagnosis capacity. 

At a minimum this should include the ability to recognise and respond to mental health and 

substance use issues in an integrated treatment plan (Department of Human Services, 2007).  
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Preamble Paper 2 Thesis inclusive of Published works 

Title: “Dual diagnosis competencies: A systematic review of staff training literature” 

Author(s): Petrakis, M, Robinson, R, Myers, K, Kroes, S and O'Connor, S. 

Journal: Addictive Behaviour Reports 

Publisher: Elsevier 

Status: Published 2018 

 

Subsidiary research question:  

With respect to dual diagnosis are there existing tools which assist in building dual diagnosis 

capacity? 

This journal article emerged from the thesis project designed and guided by the research project 

team, with Rebecca Robinson joining in 2015 as an honours student mentored by this candidate 

and Associate Professor Melissa Petrakis to undertake a systematic literature review and data 

collection for the first focus group – the latter enhanced the robustness of data collection as it was 

one step removed from the PhD candidate. The Journal is Q1 and the article itself has been 

regularly cited. 

 

How does it relate to the Research Question? 

This article is a systematic literature review aimed at exploring the literature on dual diagnosis 

“staff training, workforce development, staff productivity, workforce training, workforce 

implementation and staff implementation”. It identified gaps in the literature specifically around 

the lack of a dual diagnosis resource which aimed at enhancing staff knowledge and confidence as 

well as benefitting consumers. 

 



 
 

40 

 
 



 
 

41 

 

 

 



 
 

42 

 

 

 



 
 

43 

 

 

 



 
 

44 

 

 

  



 
 

45 

Chapter 3 

Methodology 

The Reasons For Use Package which was co-designed by Simon Kroes and this candidate. A 

research partnership was developed in collaboration with an Australian community mental health 

support agency, Neami National, with the specific aim of looking at the perceived efficacy of this 

resource with respect to building the knowledge and confidence of their staff in dual diagnosis 

interventions. A subsidiary aim of the research partnership was to seek feedback from service 

users as to their experience of using the RFUP with their worker.  

 The Victorian Dual Diagnosis Initiative 

In response to the growing acknowledgement of the problems associated with dual diagnosis a 

variety of jurisdictions have developed strategies to improve  outcomes. The Victorian Dual 

Diagnosis Initiative is one such endeavour developed by the Victorian state Government (Roberts, 

Maybery and Jones, 2013). It began in 2000 with four distinct metro Melbourne teams focussing 

activity in separate areas of Melbourne with remote and rural Dual Diagnosis clinicians spread 

across other parts of Victoria. The VDDI shares a core objective of improving outcomes however 

each team and individual rural and remote clinician is auspiced by a different agency and there 

have been a variety of methods developed and employed to improve capacity. These included 

primary, secondary and tertiary consultation, education, training and cross sector networking 

amongst others. The VDDI meets regularly as a VDDI Leadership Group to discuss common issues. 

Nexus Dual Diagnosis Consultation Service, one of the four metro Melbourne teams where this 

candidate is based, is aupiced by St Vincent’s Hospital Melbourne.  

The VDDI was evaluated in 2011 with the Final report indicating that,  

“The Initiative had had a dramatic impact with regard to building recognition that dual diagnosis is 

everyones business” (Australian Health Associates 2011 p 3). 



 
 

46 

The report noted however that “Integrated Treatment is an area where there is far less progress” 

(Australian Health Associates, 2011, p. 4). It noted that a key factor was: A lack of willingness of 

some organisations to drive the reform in their own organisation, particularly in clinical mental 

health (Australian Health Associates, 2011. p. 4).  

The report made a number of recommendations calling for a VDDI Statewide Strategic Plan (VSSP) 

to be established. Two of these recommendations are particularly related to the RFUP.  

Recommendation 3.2.1 “ The workforce development strategy gives careful consideration to the 

development of training packages for senior managers, team leaders/supervisors and clinicians 

and workers that are relevant to individual sectors” (p. 9) 

And  

Recommendation 3.2.4 “A much stronger emphasis on the establishment of the capacity to del iver 

clinical and non-clinical interventions to be included” (p. 9). 

 

The Development of the Reasons For Use Package 

The vexed question of the motivations for drug use amongst people who have mental health 

issues was discussed in a key paper by Spencer et al in 2002. The paper explores the motivations 

based on the domains of the Reasons For Use Scale (RFUS) which had modified the Drinking 

Motives Questionniare (Cooper 1984) by adding questions about symptoms related to psychosis. 

The results indicated that participants used substances for a variety of reasons rather than only to 

cope with unpleasant affect. This isn’t perhaps surprising given the large percentage of people 

who use substances for social or other reasons within the general population.  Service  users of 

course don’t live in a vacuum they live within a distinct cultural and social setting (Amodia, Cano, 

and Eliason, 2005). Khat, a stimulant, is mainly chewed by people from the Horn of Africa, Cava is 

mainly used within Pacific Islander communities and coffee was only relatively recently a drug of 

choice in the United Kingdom and Ireland.  
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The RFUS questionnaire opens up the possibility of a number of different reasons for use; which in 

turn raises the possibility of change, i.e. a person’s reasons for using alcohol may change over their 

lifetime. Increased awareness can then lead to curiosity about their current pattern of use and 

their current mental and physical health. In this way the RFUS doesn’t set up a pro or anti 

substance use discussion, but puts the servicer user at the centre of understanding why and what 

they might want to do in future. 

The RFUS had been offered to service users as part of an eight-session group program developed 

by the Mental Health Collaborative Therapy Unit.  The designers of the RFUP (Myers et al, 2017) 

had extensive experience of delivering this package in the period 2006-2011. Service users seemed 

to respond very well to the RFUS questionnaire.  In 2007 the Victorian government brought out a 

land mark dual diagnosis policy which explicitly set out key directions for service delivery.  One of 

the major changes that occurred through this policy was an increased level of screening for mental 

health and substance use issues (Australian Health Associates, 2011).  Staff in a number agencies 

began to seek support from Nexus saying that they had a lack of knowledge and confidence about 

what to do after screening. This was a major motivation for creating the larger RFUP which 

brought together the RFUS questionnaire and brainstorming treatment planning section and 

training and mentoring to support implementation. 

The RFUP was designed to augment common practice wisdom across mental health and Alcohol 

and other drug services. This means that the options for consideration cover a range of possible 

interventions but are neither prescribed nor set out as the only things to consider. For example 

although one option is “consider self-help groups”, the range of such groups will depend on the 

suitability and availability for a particular service user and locality.  In training and mentoring staff 

are encouraged to link the broad approach of the RFUP to their particular setting. It is also worth 

pointing out here, that a staff member can collaborate with a service user to develop new 

awareness and a treatment plan, without necessarily being the person who will implement the 
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plan. Indeed it may well be that a plan may bring together a number of services to enact the plan 

in an integrated manner for example as part of a discharge process.  

The reasons for use scale divides reasons for substance use into five domains. Social Use, 

Enhancement, Coping with Unpleasant Affect, Peer Pressure and Positive Symptoms and 

medication side effects. In the RFUP the last domain is separated into two sets of options for 

consideration one aimed at positive symptoms and the other medication side effects. This 

adaption was supported by Professor David Castle who had headed the RFU scale development 

team. Some options for consideration will appear in several domains such as developing 

assertiveness, as this might be useful for dealing with peer pressure or social situations. 

Throughout the RFUP staff and service users have the opportunity to add free text ideas to 

enhance and personalise the treatment plan.  

Between 2012 and 2014 a number pilots and discussions with service users, staff and carers 

further enhanced the RFUP. In 2013 Neami National whose staff had enthusiastically called for the 

RFUP to be supported, formed a research partnership with Nexus and Dr Melissa Petrakis of 

Monash University to look at developing a greater understanding of the perceived impact of the 

RFUP. In 2014 Myers was encouraged to apply to undertake a Ph.D. as it was felt that framing and 

supporting this process through a tertiary and industry lens was part of the Monash Universities 

strategic plan. Neami National and Nexus where also keen to build published material which 

would support evidence based practice.  
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Research Context 

In addition to the material described in the introduction to this Thesis it is worth exploring further 

the particular context within which this research was set as it occurred during a period of intense 

changes in service provision.  In Victoria Australia there are a number of services which provide a 

range of psycho-social support rather than clinical or statutory support for mental health 

consumers. For many years these services were called Psychiatric Disability Rehabilitation and 

Support Service (PDRSS) which had developed often through concerned individuals and later 

supported by a range of block funding by State government (Ronnau, Papakotsias, and Tobias, 

2008).  

 

A Victorian Mental Health reform agenda in 2014 changed the name to Mental Health Community 

Support Services. The reform agenda attempted to increase consumer choice and distribute 

services more evenly across the state. Whilst this was being implemented during the period from 

2014 to the time of writing there was an additional change to the sector with the staged roll out of 

the National Disability Insurance Scheme which was developed at a Federal level  (Brophy, Bruxner, 

and Wilson, 2014).  

 

The Victorian Government entered a bilateral agreement in 2015 that saw a shift of funding from 

MHCSS to the new NDIS based services. One of the major consequences of this change in policy 

was a focus on deficit-based eligibility criteria, which stressed enduring disability under NDIA 

(Williams, and Smith, 2014). This meant that many consumers with dual diagnosis struggled to 

maintain a service as mental health and substance use are often considered fluctuating conditions 

(Mental Health Australia, 2014). It also meant that many of the values, structures and services that 

had been the hallmark of the PDRSS/MHCCS sector for over 30 years were severely challenged; 

including concepts like strengths and recovery-orientated approaches. 



 
 

50 

 

The Training and mentoring of staff in the partner MHCSS organisation took place right in the 

middle of this period. At that point in time the organisation had a well -established and researched 

model of care based on the Collaborative Recovery Model (2007) which was supported through a 

strong coaching culture initially developed in Victoria but spread to a number of other states 

including NSW, SA and WA. This meant that both the participants and the organisation were 

philosophically and organisationally ready for the Reasons For Use Package. 

  

Research Question  

How do staff perceive the efficacy of a dual diagnosis intervention strategies package, namely the 

Reasons For Use Package (RFUP)? (This is a package that was specifically designed to assist mental 

health staff working with consumers with a dual diagnosis)  

A subsidiary research question was: What is the Consumer experience of using the RFUP with 

mental health support workers? 

 

Ontology and Epistemology 

 The Candidate’s Ontological Position: Interpretivist /social constructivist  

From this position, knowledge is a subjective interpretation rather than an objective reality. This 

concept of knowledge fits in very well with social work practice and dual diagnosis where meaning 

is different over time and will depend on the individual’s perspective of terms like ‘recovery’ and 

‘relapse’ (Worley, 2017). An example is the contested understanding of mental health/illness 

where the voice of consumers has increasingly challenged clinical knowledge (Byrne, Happell and 

Reid-Searl, 2015).  Furthermore this research takes into account the contested historical social 
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context of substance use and how this impacts on drug use activity and associated harms 

(Duff,2007; Room, 2005;Westermeyer, 2005). 

Epistemological Methodology: Pragmatism 

Mixed methods: pragmatic epistemology underpins the mixed method research design (Morgan 

2014). Dual diagnosis capacity building is a contested and multi -faceted term which is socially 

constructed and changes over time (Allsop, 2008; Roberts, 2012). Given the nature of the 

phenomenon being researched here, with multiple different sources of knowledge that can impact 

on each other a pragmatic approach is appropriate. 

Pragmatist researchers focus on the 'what' and 'how' of the research problem (Creswell, 2013, 

p.11). This research is based on inductive reasoning, clarifying meaning, and analysing and 

exploring phenomenon. The research takes place in a specific social context and is in turn affected 

by social interaction between researcher and participants. Pragmatic research accepts the 

‘situating of the researcher within the context under investigation’ (Maxcy, 2003, p. 82). Flynn and 

McDermott (2016) have explored the concept of emic (insider) and etic (outsider) researchers, and 

citing Kerstetter (2012, p. 12), note: ‘it is more often the case that insider/outsider positioning 

occurs on a continuum, with researchers rarely being either/or’. Pragmatic research is aimed at  

increasing understanding of the research problem utilising methods which aid this process, thus 

the test of whether method should be used is whether it actually increases understanding of the 

research problem (Mackenzie and Knipe, 2006). In this research the candidate was potentially 

seen as being an outsider to some participants and an insider to others depending on their 

position within the organisation and relationship with the candidate.  
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Methodological Design 

 Research design 

A national case-control comparison trial would be conducted with community mental health staff 

employed by Neami National in Victoria receiving training and mentoring in the Reasons For Use 

Package compared to a matched sample of staff respondents from the same organisation in NSW. 

A mixed methods approach including surveys, focus groups and a case study was used to collect 

data for the study. Consumers who participated in the study were offered the opportunity to give 

feedback on their experience of using the RFUP with their worker. 
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The Intervention 

 

Figure 4 Intervention Steps 

 

Step 1

•10 Lead practitioners in Victoria are trained and mentored in the RFUP with a view to 
them becoming mentors at a later stage.

•Feedback from this group lead to the development of a Mentor Guide and refinement of 
the Mentor notes form

Step 2
•Recruitment of staff at Victorian and NSW sites
•Time point 1 survey  of knowledge and confidence in both states

Step 3
•Victorian staff trained in RFUP
•Time point 2 survey  of knowledge and confidence in both states

Step4

•Victorian staff trial RFUP with two consumers and receive mentoring from the 10 
practice leads

•Time point 3 survey  of knowledge and confidence in both states

Step 5
•Victorian Consumers offered RFUP Feedback questionnaire

Step 6

• Victorian Mentee  only Focus group held
• Victorian Mentor and Mentee focus group  held to discuss staff and consumer 

quantitative  and qualitative data sets 

Step 7
•Case study written up with a staff participant

Step 8
•Traingulation of different data sets would then be used to address the Research 

Questions
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Study Sample 

 Description of Research Sample  

Mental Health Community Support Service (MHCSS) staff from the same agency, based in two 

Australian states, Victoria and New South Wales. Whilst staff had a range of backgrounds including 

many with Nursing, Occupational Therapy, and Social Work qualifications, others had been 

employed based on their Lived or other experiences. Neami National’s Annual Report 2015-16 

gave the following statistics relating to overall staff profile.  

“61.9% had a Bachelor degree or higher, 16.4% had a Diploma, 15.6% had a Certificate I -IV, 6.1% 

Secondary education, 69.2% identified as Female, 30.8% identified as Male, 4% identified as 

Aboriginal or Torres Strait Islander and 18% identified as being from Culturally Diverse 

Backgrounds (Neami National, 2016. P41) 

All staff in this agency receive training in a number of areas which may have a bearing on their 

ability to feel confident and knowledgeable about working with consumers with a dual diagnosis. 

The core training includes the Collaborative Recovery Model, Motivational Interviewing and the 

World Health Organisation Alcohol Smoking and Substance Involvement Screening Test  Version 3 

(WHO ASSIST) screening tool. It should be noted that this particular MHCSS has for many years 

also had a strong culture of coaching to support professional development. This meant that the 

mentoring component of the intervention was complimentary to the existing structures.  

 

Recruitment  

 Purposive sampling was employed in this research project, where the researcher deliberately 

chooses variables as opposed to for example random selection of participants  (Alston and Bowles 

2018).  The aim of was that the comparison between Victorian and NSW cohorts would be 

possible as they was a degree of homogeneity with respect to setting.  The intention being to 
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recruit from a similar group of staff in both states working with similar types of services users. For 

example as NSW did not have a dedicated youth team as compared to Victoria, Neami staff from 

these sites were not eligible to join the research. All the potential cohort had received standard 

Neami National training on the Collaborative Recovery Model, the World Health Organisation 

ASSIST screening tool and motivational interviewing which are recognised as contributing to dual 

diagnosis capability prior to being involved in the research study. 

 

Two groups of Neami National staff who had similar professional backgrounds and working with a 

similar consumer cohort were recruited for the research project. This was facilitated by Neami 

National all staff as the relevant sites were sent an expression of interest flyer.  A plain language 

statement explaining the research project and that their involvement was voluntary and that they 

could withdraw at any time with no impact on their current or future employment (see Appendix 

1). Staff who wished to be involved signed a consent form (Appendix 2). 

The NSW cohort was the control site. The Victorian cohort of Neami National staff was the 

intervention site. Participants from Victoria were additionally trained and received mentoring in 

their use of Reasons For Use Package with two consumers.   

 

Sample Size 

A total of 48 Victorian staff were recruited for the intervention site.  

A total of 44 NSW staff were recruited for the control site. 

 19 Consumers consented to give feedback on their experience of using the RFUP with their 

worker. 
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Training and mentoring in the RFUP 

The Victorian cohort received five hours of training in the RFUP. This included exploring the 

philosophical alignment of the RFUP, the recommended approach to using the RFUP with 

consumers including how to take into account the consumer’s individual context, when 

introducing the tool. This session also included an experiential pair exercise whereby participants 

took turns to facilitate their partner’s use of the RFUP to explore their substance use such as 

caffeine, nicotine or alcohol and develop a collaborative treatment plan. The experiential aspect of 

the training reinforced the desired approach i.e, a collaborative exploration rather than an 

interrogation of the participant as well as giving a valuable insight into how the questionnaire part 

of the RFUP can bring forth new insights which in turn can assist with both engagement and 

treatment planning. The session finished with an exploration of how the mentoring sessions would 

be ran as they used the RFUP with two consumers.  

Each participant was allocated a mentor who had already been trained and mentored in the RFUP. 

The mentors were practice leads within each Victorian Neami National site. There was 

approximately one mentor to four participants. Participants and mentors were encouraged to 

complete using the RFUP with two consumers with two separate mentor sessions over about a 4-6 

week period. 

 

Data Collection 

 Quantitative Methods 

In this study, the use of quantitative methods is justified by their role in deepening understanding 

of the phenomenon.  "Quantitative data may be utilised in a way, which supports or expands upon 

qualitative data and effectively deepens the description" (Mackenzie and Knipe, 2006, p. 1). Two 
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self-report instruments, one for staff and one for consumers (the latter included space for 

qualitative data alongside survey questions) were designed for this research. 

 

Staff Survey 

 The staff surveys (Appendix 3) captured the perceptions of participants in both N.S.Ws and 

Victoria at approximately the same time. The surveys occurred at three time points: coinciding 

with pre training, post training and post mentoring of the Victorian staff cohort. The survey 

questions looked at knowledge and confidence in dual diagnosis interventions related to the 

domains of the five reasons for use scale. Nb with the agreement of Professor Castle who had 

developed the Reasons for Use scale, domain one, substance use related to positive symptoms 

and medication side effects, had been split into two in the treatment planning section of the 

Reasons For Use Package. This meant there were 12 questions with a four point Likert scale; 

strongly agree, agree, disagree, strongly disagree.  

 

Consumer Survey 

 It would of course be unsound to explore the capacity building efficacy for staff participants in 

isolation from the consumer experience. Feedback from Consumers and Carer representatives 

following initial presentation of the RFUP at a Nexus Dual Diagnosis Forum in 2015 strongly 

indicated that the RFUP design appeared sound, but that this would be enhanced by direct 

gathering of the consumer experience of the RFUP. This was facilitated by Neami National staff via 

a consumer plain language statement explaining the research project (see Appendix 4). Consent 

was provided through a consent form (Appendix 5).  

 

A Consumer feedback survey was designed for this research (Appendix 6). 
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The consumer feedback added another layer of subjective meaning. Although each individual 

consumer is feeding back their subjective experience, triangulation of results with the staff 

surveys, focus groups and case study deepens understanding which can then offer new insights.   

 

Measures  

Consumers were surveyed using a 7-item questionnaire aimed at gathering consumer feedback 

about their experience using the RFUP with their worker. Responses were measured on a 5-point 

Likert Scale (strongly disagree, disagree, neutral, agree, and strongly agree).  

 

Procedure 

Workers offered the plain language statement and consent form feedback questionnaire to 

consumers after completing all the RFUP sessions from administration of the Reasons For Use 

Scale questionnaire, reflective discussion of the generated results and treatment planning.  In 

order to maintain privacy and confidentiality consumers were provided with a reply -paid envelope 

to submit the completed questionnaire, without identifying information and completed the survey 

in their own time away from the staff member. This method aimed to reduce any likelihood that 

the consumer may have felt that any negative feedback risked their relationship with the worker 

and wider program. As mentioned below in limitations the drawback with this is approach was 

that it would not be possible to track individual consumers with individual worker responses.  

 
Qualitative methods 

Focus Groups 

The utility of focus groups is well established in the literature  (Wilkinson, 2015).Focus groups can 

elicit new insights and be used to explain, expand and illuminate quantitative data (Sagoe, 2012).    

They have been described by Alston and Bowles (2018) as: 
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Focus groups are small, homogenous groups that are representative of the target 

population and of key informants brought together to discuss pertinent issues.  

 (p. 218) 

In this study it was felt that focus groups would be a suitable method to collect new data alongside 

the quantitative methods. Furthermore the self-reported perception of knowledge and 

confidence, gathered from the staff surveys were not able to capture the interactive components 

of mentors, mentees and their perception of how consumers responded to the use of the RFUP.  

 

Mentor Sessions  

Mentoring is seen as an integral component of the RFUP and is addressed below in a specific 

paper in the results section (Myers et al. 2018). Each Victorian participant received two mentor 

sessions with the mentors taking notes of various aspects of the conversation. The themes 

emerging from mentoring were explored in the Mentee and Mentor and Mentee Focus groups. 

 

Two focus groups were held to explore the subjective experience of staff participants in Victoria. 

The first group used semi-structured questions and was a sample group of staff who had been 

trained and mentored in the package. Thematic analysis was used for this research project in 

order to record notable findings and patterns from the experience of the Victorian cohort of 

mentees (Bryman, 2012).  

 

The second focus group which occurred around five months after initial training, involved both 

mentors and mentees who were shown the quantitative data from the surveys of staff and 

consumers. This session explored the participants’ thoughts about the data and how this fitted 

with their experience. Further questions explored their thoughts about how the RFUP related to 



 
 

60 

the Collaborative Recovery Model and the implementation process for this research. The session 

was recorded, and a thematic analysis was conducted.  

 

Case study exploration 

A de-identified case study (Alston and Bowles, 2018, Pan and Tan, 2011) would be used to explore 

staff and service user experience of using the RFUP was conducted. Whilst it is not possible to 

make universal claims based on one case study, there is merit in in-depth analysis of an exemplar 

case to illustrate the complex nature of how the RFUP might simultaneously assist the consumer 

whilst building new knowledge and confidence for the staff member.  

 

Triangulation 

Triangulation (Denzin, 1989) uses two or more methods to increase understanding of the topic. 

Furthermore, triangulation itself is likely to give greater validation to any findings from the 

research, as any one method may not uncover relevant perspectives (Olsen, 2004). 

 

Triangulation refers to a process whereby two or more methods of collecting data are used to 

increase understanding of the research topic (Alston and Bowles, 2018) It has been noted: 

Triangulation is not for the purpose of corroboration, as much as it is to deepen 

understanding of the nuances and complexities of the people, places, or events in the study 

through multiple accounts (Gringeri, Barusch and Cambron, 2013, p. 765) 

Furthermore, triangulation itself is likely to give greater validation to any findings from the 

research, as any one method may not uncover relevant perspectives (Olsen, 2004).  
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In this particular research it was a conscious decision to employ a number of methods due to the 

complex nature of the phenomenon and the likelihood of different socially constructed 

interpretations of service users and staff as mentors and mentees.  

 

 

Figure 5 Triangulation 

 

Research Ethics 

As the candidate was employed at St Vincent’s Hospital Melbourne, this research project was 

approved by the St Vincent’s Hospital, Human Research Ethics Committee (HREC-A) in 2015. It was 

also given clearance at the Monash University Human Research Ethics Committee (MUHREC). 

Neami National where the staff and consumers were recruited also approved this project through 

their research committee. 

The staff and consumers potentially recruited for this study already identified substance use issues 

through the use of the W.H.O ASSIST screener (Newcombe, Humeniuk, and Ali, 2005) and the 

MHCSS had existing policies outlining their ethical response to working with consumers around 

dual diagnosis.  Duty of care for consumers and staff well-being was maintained by the MHCSS 
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rather than the researcher.  The key ethical considerations in this research design fell into a 

number of categories. Firstly consumers who were invited to give feedback on their experience of 

using the RFUP with their worker needed to be assured that participating or not participating 

would have an adverse impact on care, secondly when consumers agreed to give their feedback 

they needed to be assured that there would be no adverse impact from negative comments about 

either the research, the RFUP or the relationship their worker. Each consumer was given a plain 

language statement (Appendix 4) that outlined the purpose of the research, potential risks and 

benefits and what their involvement would entail.  A consumer consent form was signed before 

giving feedback on their experience of using of the RFUP (Appendix 5).  

With respect to staff ethical issues covered a similar of issues. Staff needed to know that that 

participating or not in the research or negative comments about the RFUP would have no adverse 

impact on their employment. A staff plain Language Statement and Consent form was provided 

prior to commencement (Appendices 1 and 2). 

 

Reliability and Trustworthiness 

The concepts of reliability and trustworthiness are essentially asking whether other researchers 

looking at the same data would draw similar conclusions and secondly that if someone else 

followed the same research design for a subsequent study they would be able to compare results. 

There are a number of reasons why these are important issues, firstly any claims of new 

knowledge need to be stated from the standpoint of what was already known. The evidence base 

is thus built on the back of previous research. Secondly all research carries a risk of bias i.e that the 

researcher(s) are looking for data which supports their original hypothesis or interests.  

 

The research design in this study employed a number of methods to ensure reliability and 

trustworthiness. Staff and consumer participants were able to give their survey feedback 
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anonymously, Mentor notes did not identify either the staff or consumer participant. Attendees at 

the staff mentee focus group were not identified and this focus group was facilitated by a M.S.W 

student attached to the project via a placement with Neami National. The combined mentor and 

mentee focus group was held later in the research processes and was attended by the candidate 

and Simon Kroes RFUP designer. It was felt that having Kroes and Myers involved would deepen 

the dialogue around the data. This may have had some impact on the willingness of participants 

speak negatively about their views of the data. Whilst it is not possible to fully mitigate this risk, in 

order to reduce this possibility Sarah O’Connor research office and a senior staff member from 

Neami National facilitated the session. However as a further step the session was videoed and a 

thematic analysis was completed, including an additional sense checking step utilising a Masters of 

Public Health student who was on a different placement at Nexus.  

 

The Case study paper was co-written by a Neami National case worker who had was able to 

provide her own insights from the using the  RFUP with a service user, thus adding an additional 

level of reliability to the perceived impact of the RFUP. 

 

Limitations, Summary and Conclusion 

 All research by its very nature has limitations whether these are deliberate or unforeseen. These 

are factors which need to be understood in order to place the research results and conclusions in a 

particular set of parameters, essentially this should make it possible to compare results if a 

replication study occurred. A discussion about limitations is not about undermining the valid ity of 

the research under taken, it is about clarifying what can safely be drawn or built on in the future.  

Since this research was conducted with a particular cohort of staff and consumers in a specific 

time and context, there is a need to be careful of drawing universal conclusions. In this case Neami 

National was an organisation which already had a strong philosophical and operational alignment 
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with the RFUP. A repeat of this research methodology, with a separate organisation of staff and 

consumers, would therefore be an appropriate recommendation for future study.  

 

As mentioned, this research was designed to capture the experience of both staff and consumer 

participants. It is highly likely that favourable or negative consumer response to the RFUP would 

have an impact on the perceived efficacy of the RFUP of staff members.  However a conscious 

decision was made to collect de-identified responses including the demographics of the consumer 

and the nature of their dual diagnosis i.e substance and mental heal th issue as this would have 

made it more likely to be able to identify individual consumers. A limitation of this approach is that 

it was therefore not possible to match the individual staff responses with the consumer response. 

 

Another limitation of this research design is that the surveys and focus group data were collected 

over a relatively short time period of around five months. A longer study time with follow up at 6 

and 12 months may have picked up different trends for both staff and consumers.  

 

 Chapter Summary and Conclusion 

This methodology chapter has described and explained the research design for this study. A 

pragmatic methodology was employed with mixed methods of data collection including both 

qualitative and quantitative methods, surveys, focus groups and a case study. This design is 

consistent with a social constructivist ontological stance and is particul arly relevant to this 

phenomenon where interpretations of varied actors are present. Furthermore, the triangulation of 

different data sets combined together strengthen the validity of any conclusions drawn from this 

research. 
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Chapter 4 

Results 

This chapter covers results and as well as including three published papers, also has two sections 

which report on consumer feedback and focus group findings.  

The first published paper in the results chapter is titled “The Reasons for Use Package: 

development research and implementation: lessons for the field”.  

This paper was presented at the TheMHS (The Mental Health Services) conference, Auckland  New 

Zealand in 2016. TheMHS is an international learning network for improving mental health 

services in Australia and New Zealand. It brings together service users, carers and their respective 

peak bodies with service providers and government bodies and has long been recognised as a key 

industry influencer since   it began in 1991. It is worth noting that the Reasons For Use Package 

research was a nominee for a service innovation award that year. TheMHS conference awards, are 

funded by Australian and New Zealand governments. The first TheMHS conference awards in 

1992, were presented by the then Australian Deputy Prime Minister and Health Minister the 

Honourable Brian Howe. The prestige and influence of the conference was a decisive rationale for 

publishing a paper with TheMHS.  

The second published works in the results chapter is titled “The Reasons For Use Package: how 

mentoring aids implementation of dual diagnosis practice.’  

 This paper was published in New Paradigm The Australian Journal of Psychosocial 

Rehabilitation which is produced by a coalition of Australian Mental Health Peak bodies including 

Vicserv the Victorian Peak Mental Health Service Body. Vicserv is now called, Mental Health 

Victoria (MHVic), and at the time of writing has a major role in the implementation of 

recommendations from the Royal Commission into the Victorian Mental Health System. This 

particular edition of New Paradigm, was dedicated to practice based research with the cover title 
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“Research into Practice” and included two other papers, which have been included in Monash 

University thesis inclusive of published works in the Medicine, Nursing and Health Sciences 

Faculty. 

The paper focuses on the mentoring aspect of the RFUP and how the approach taken, needed to 

be congruent with the approach staff applied when using the RFUP with service users. The paper 

explicitly discusses the role of mentoring in sustaining dual diagnosis capacity rather than training 

alone. This was consistent with Neami National’s internal coaching support structures which had 

been used to build and maintain overall organisational capacity in other interventions and 

approaches such as the Collaborative Recovery Model (CRM) and motivational interviewing (Miller 

and Rollnick, 2012). 

The third results paper was published in a Q1 peer reviewed journal Research on Social Work 

Practice and is titled “Reasons for Use Package: Outcomes From a Case Comparison Evaluation”. 

The paper reports on the quantitative data comparing results from between the control cohort 

New South Wales (NSW) the intervention cohort of matched staff from Victoria.   
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Preamble Paper 3 for Thesis inclusive of Published works 

 

Title: ‘The reasons for use package: development research and implementation: lessons for the 

field’  

Authors: Myers, K., Kroes, S., O’Connor, S. and Petrakis, M. 

Journal: Conference proceedings e-book 

Publisher: TheMHS Learning Network 

Status: Published 2017 

This paper explores the background to the development of the Reasons For Use Package, the early 

pilots of the tool and the development of the research partnership. The paper outlines the 

research methodology and outlines early results. 

 

Addressing the subsidiary research question:  

How did the RFUP research partnership come about and are there lessons for the field?  

 

Conference presentation: 

This paper was co-presented with Ms Sarah O’Connor from Neami National who is also a co-author. 

 “People. Authenticity Starts in the Heart”. TheMHS Learning Network Conference, Auckland, New 

Zealand 23 - 26 August 2016. 

 

TheMHS (The Mental Health Services) conferences are attended by consumers, carers and service 

providers in the Oceania region. It has a well established reputation as an avenue for bringing 

research into practice. 
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Preamble Template for Thesis inclusive of Published works 

 

Preamble to Paper 4 

Title  

Myers, K., Kroes, S., O’Connor, S. and Petrakis, M., 2017. ‘The Reasons For Use Package: how 

mentoring aids implementation of dual diagnosis practice’ New Paradigm journal, pp.25-29. 

 

Answering subsidiary research question:  

How does the mentoring within the RFUP impact on building perceptions of confidence and 

knowledge? 

 

New Paradigm is the peer reviewed Australian Journal of Psychosocial Rehabilitation, jointly 

published by Psychiatric Disability Services of Victoria (Vicserv) the Victorian peak body for 

community mental health services and Community Mental Health Australia (CMHA) which is a 

coalition of peak community mental health and mental health organisations from each State and 

Territory.  

“CMHA provides a unified voice for over 700 community-based, non-government organisations 

who work with mental health consumers and carers across the nation and who are members of, or 

affiliated with, the various coalition members. 

CMHA advocates to improve all mental health and allied social services across Australia, with a 

strong focus on the value and contribution that not-for-profit, non-government community mental 

health services and people with lived experience bring to ensuring the economic and social  

inclusion, and the mental and emotional health and wellbeing of all.” (CHMA website  2018) 
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The Paper 

This particular edition of New Paradigm was subtitled Research into Practice and specifically called 

for papers which showed how research had contributed to practice. This paper explores how the 

training and mentoring approach used in the Reasons For Use Package was explicitly designed to 

be congruent with the desired approach staff were expected to employ when using the RFUP with 

consumers. The paper describes elements of the implementation at Neami National which may be 

a useful guide for other organisations wishing to implement the RFUP. Additionally the paper adds 

to the understanding of how the RFUP aids organisational practice change around dual diagnos is.  
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Subsidiary Results: Consumer Data 

The subsidiary research question answered in this chapter is: 

 What is the Consumer experience of using the RFUP with community mental health support 

workers? 

 

Although the main focus of this research was aimed at exploring the impact on staff, as explored in 

the introduction it was recognised that it wasn’t fitting to measure the impact on staff in isolation 

from the consumer experience. Secondly, staff understanding of how the consumer responde d to 

the RFUP and interacted with the package is likely to have a direct bearing on their perception of 

the efficacy of the RFUP. Indeed both focus groups and mentoring notes made regular mention of 

how well consumers appeared to engage with the RFUP and how this enabled staff to feel more 

confident.  

 

All consumers in the study settings where the research was being undertaken were offered the 

opportunity to complete a seven-question survey. This was returned via a stamped addressed 

envelope to ensure anonymity. 19 of 85 consumers consented to give feedback and completed the 

survey, which is around 25% of potential participants. A paper reporting on consumer results and 

a case study was published in cogent medicine (Kroes, S., Myers, K., Officer, S, O’Connor, S. and 

Petrakis, M., 2019). As this paper is being included in the body of Simon Kroes’ MPhil thesis it has 

been included in the appendices of this Thesis for reference  (Appendix 10). It is appropriate to 

report and discuss below some of the key consumer results as they intertwine with the staff 

perception particularly in relation to confidence. It is worth noting that the case study the 

exploring the process of using the RFUP illustrates the sometimes hidden nature of substance use. 

In the case study example the consumer was using nicotine gum. Prior to the use of the RFUP the 

worker, who had good rapport with the consumer, had not considered this as a potential problem 



 
 

86 

assuming that it was a harm reduction major. The RFUP revealed the consumer was using the 

nicotine gum to cope with anxiety at a dangerously large quantity, up to 40+ pieces of gum, which 

had caused choking at night on several occasions. Thus the use of the RFUP assisted in expl oring 

this issue and led to different methods to address the consumer’s anxiety. 

 

Consumer Survey Results 

Shared here is feedback from consumers regarding their experience using the RFUP (Kroes et al. 

2019, p. 4) 

 

Figure 9 Consumer Feedback 

78.9%

78.9%

68.4%

78.9%

73.7%

84.2%

73.7%
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The RFUP assisted in building rapport between myself and my
Neami National worker.

The RFUP process as a whole felt collaborative.

The RFUP helped me and my worker develop goals to work
on.

The RFUP helped me to explore areas of my life in relation to
substance use.

The RFUP helped me to explore my use of substances.

The process of feeding back the RFU scale results to me was
clear.

The process of completing the RFU scale questionnaire was 
straightforward and didn’t take too long.

Consumer Feedback

Agee

Neutral

Disagree
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Discussion 

RFUP process 

Consumers consistently felt the RFU scale was straight forward 73.7% and feedback on the results 

were clear 84.2%. It is worth noting here that if consumers don’t feel the process is relatively clear 

there is a possibility that this might impact on their engagement and in turn this would potentially 

impact staff confidence. 

 

Rapport and Collaboration 

Results from the consumer data indicated that the RFUP felt collaborative 78.9% and that it 

helped improve the consumers’ therapeutic relationship with the staff member also 78.9%.  These 

figures can be correlated with the comment from the staff focus groups “that the RFUP really 

helped develop rapport with the consumer” Focus Group One participant.  

 

Exploring mental health and substance use 

Furthermore 73.7% of Consumer respondents agreed that the RFUP helped the m explore their use 

of substances and 78.9% agreed that the RFUP helped them to explore areas of their life in 

relation to substance use.  Again this correlates with a staff focus group two participant’s  

feedback that the RFUP “is more interesting, going into other areas of conversation and allowing 

the client to talk about their own experience and clearly acknowledging it is a choice; shifts the 

dynamic” Staff focus group participant. One of the other main themes here is that rather than 

staff concentrating only on the substance use issue which is often perceived by the consumer as 

external pressure for change which can lead to discord (Miller and Rollnick, 2012) the RFUP allows 

wider discussion and thus draws out intrinsic motivators for change across numerous domains of a 

consumer’s life.  
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Goal planning 

Nearly 69% of participants said that they had goals to work on after completing the RFUP. At first 

glance this last result is not as impressive as the results for other questions however, it is in sharp 

contrast to the common experience of both staff and consumers that arriving at goals can often 

take a long time and is often hindered by non-integrated assessment tools (Rickards, 2003).  

 

One of the major differences with the RFUP that is worth noting is that by setting out overtly 

possible interventions based around, but not limited to the domains of the Reasons For Use Scale 

the consumer is actually empowered to make active choices. In many treatment settings the staff 

member suggests treatment options for the consumer to consider. This is a more passive and 

ultimately can be a disempowering approach and of course the consumer would not be aware of 

the plethora of choices available that the staff member didn’t offer.  So the RFUP approach 

appears not only to draw out the thoughts of the consumer about the interaction between their 

mental health and alcohol and other drug issues but also allows them to drive their own treatment 

plan. This is line with the principles of the Intentional Peer Support approach. 

 

IPS is unique from traditional human services because: 

 IPS relationships are viewed as partnerships that invite and inspire both parties to learn 

and grow, rather than as one person needing to ‘help’ another.  

 IPS doesn’t start with the assumption of a problem. With IPS, each of us pays attention to 

how we have learned to make sense of our experiences, then uses the relationship to 

create new ways of seeing, thinking, and doing. 

 IPS promotes a trauma-informed way of relating. Instead of asking “What’s wrong?” we 

learn to ask “What happened?” 
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 IPS examines our lives in the context of mutually accountable relationships and 

communities — looking beyond the mere notion of individual responsibility for change.  

 IPS encourages us to increasingly live and move towards what we want instead of 

focusing on what we need to stop or avoid doing. (Intentional Peer Support, 2018) 

Limitations 

The first limitation is that the consumer feedback survey captured the thoughts of the consumer 

after a relatively short time frame after using the RFUP. It is possible and even likely that that they 

may have deeper and different thoughts over a more extended period like two- six months. 

Secondly although there was the opportunity for consumers to add more thoughts through an 

open texts field this didn’t garner much material. Brief comments like “it was fine” or “I liked it” 

indicated overall approval for the tool but didn’t give much depth.  This suggests that the 

consumers may have benefitted from a more supported data collection methodology. Lastly, the 

deliberate choice to use anonymous data collection from consumers meant the link between 

individual consumers, the characteristics of their ‘dual diagnoses’ and their actual workers was not 

correlated.   Given the positive commentary from staff about their positive perception of how 

consumers responded to the RFUP and the limited size of quantitative data from consumers this is 

a potential area for future research.  The conclusion to this thesis will describe a study 

commenced by the research team with lived experience researchers in 2020. This study is aimed 

at expanding the understanding of the consumer experience through in-depth interviews. 
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Results: Focus Groups 

This chapter presents the research findings from the two focus groups de scribed in the 

methodology chapter. 

 

 Focus Group One 

This focus group occurred around four weeks after the completion of the mentoring stage of 

implementation. Individual staff completed mentoring at different times as this depended on 

when they had used the RFUP with consumers. Neami National staff members who had received 

training and mentoring were invited to join the group. Six staff attended with two participants 

working together on the same Neami National office. All participants shared the same job role as a 

Community and Rehabilitation Support Worker. There was a diverse range of professional 

qualifications within the sample including community care, psychology and social work with 

varying experience of working with dual diagnosis. Four participants identified as male with two 

identifying as female. They were broadly representative of the staff profile except for the 

expressed gender which is mainly female in the wider organization and with respect to time 

working at Neami National which was only six months for four participants and one year for two 

participants.  

  Semi structured interview questions were used. The responses provided by participants 

answer address the overarching research question:  

 

‘What was the experience of staff involved in the Neami National Evaluation of the RFUP 

(Reason For Use Package)?’ 

Major Emergent Themes 

Overall there were five emergent key themes from the data once analysis was undertaken. 
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Themes were: 

 Compatibility of RFUP with Assist and the Collaborative Recovery Model 

 Potential to increase knowledge of dual diagnosis practice  

 Centrality of mentoring and learning support 

 Enhancement of the engagement and relationship with the consumer 

 Issues of time and access 

Compatibility of RFUP with WHO ASSIST V3 and the Collaborative Recovery Model 

 

All participants provided the feedback that the RFUP includes easy to follow instructions, which 

staff, regardless of level of experience, can implement: 

“It’s collaborative. It is not up to the worker to be expert in everything.” Focus Group 1 

Participant 

 

All participants noted that the RFUP engenders a collaborative approach to viewing challenges 

faced by the consumer and a suitable series of interventions for substance use. Further the 

package is compatible with the principles of the Collaborative Recovery Model; which is the 

framework used at Neami National, the partner agency. All participant noted that the RFUP was a 

useful clinical instrument that consumers found useful as it target exploration of their reasons for 

use.  In comparison the Alcohol, Smoking and Substance Involvement Tool (ASSIST) , in use at the 

service, to screen for substance use, while useful, was noted to require the worker to have a 

thorough understanding of substance use. The RFUP was more user-friendly. 

 

The only “critical” feedback of the RFUP from this focus group was that further detail in the 

interventions section would be helpful to provide more information to consumers. I.e additional 
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material on nicotine cessation, assertiveness training etc.   

 

 

Potential to increase knowledge of dual diagnosis practice  

All participants noted that their knowledge regarding dual diagnosis had increased due to use of 

the RFUP through the implementation. Two participants stated that dual diagnosis was  new to 

them as a specialist clinical area. Following the RFUP training, and after using it with consumers 

exploring the interventions, the staff noted that they had developed greater insight into basic 

competencies in dual diagnosis practice.  Three participants spoke of how the RFUP questionnaire 

was useful to engage in conversation with consumers. The RFUP provided staff themselves and 

consumers with increased vocabulary and understanding regarding dual diagnosis and potential 

reasons for use. This enhanced worker and consumer rapport and learning together  

“Think about Dual Diagnosis, it is like the chicken or the egg, it is not simply answering the 

question instead it looks at the area in which it impacts your mental health.” Focus Group 1 

participant (Myers, Kroes, O'Connor and Petrakis, 2017 p 7) 

 

Furthermore, one participant described how, after completing the questionnaire on themselves in 

training, they found they became more self-aware and reflective in terms of their own addictions 

and behaviors; that workers might at times forget that consumers are like other people.  The 

participant reflected upon how this realization had made her more of an empathic worker: 

“Consumer’s use substances for the same reasons as we do” Focus Group 1 participant 

(Myers et al 2017 p 8) 

 

Centrality of mentoring and learning support 
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Implementation of this package included all participants being supported by a mentor these 

session took approximately an hour and occurred at least twice. Four participants had mentors on 

site and two visited mentors externally. Feedback was that having a mentor was beneficial during 

the implementation. All participants reported that a mentor session offered time to brainstorm 

and explore results from the RFUP prior to choice of an intervention. While the mentor may not 

have attended the visits with the participants, to have in-depth first-hand knowledge of the 

consumer, it was still useful to have space and time to discuss the visit.  

“A second set of eyes from the mentor would have been useful. It would have been good to 

get an opinion whilst out on the road” Focus group 1 Participant 

 

Participants reported the mentor needed to be more experienced in reasons for use and dual 

diagnosis practice, enabling the worker to use the mentor as an experienced guide to considering 

the most suitable intervention/s. While all six participants reported that they could gain some 

support from other colleagues or in professional development sessions, a focused space to 

develop skills was valued. For the two participants with mentors based externally, the participants 

had to arrange meetings to discuss the RFUP. One participant reported that not knowing the 

mentor resulted in having to more fully prepare for the mentor meeting, ensuring they could 

deliver a full case history and reasons for use.  The benefits were very explicit regarding an 

external mentor for this participant, allowing the worker to develop a very clear understanding of 

the consumer and the potential future intervention. For the second participant with an external 

mentor arranging to meet a mentor at an external location was reported as difficult, as were time 

constraints and the chance of a consumer cancelling a meeting or not discussing the RFUP in a 

given session. Challenges in scheduling and rearranging mentor sessions was an issue that 

resonated with all participants. 
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Issues of time and access 

Participants experience their role as very unpredictable as activities are varied according to the 

mental health of the consumer. All participants reported that scheduling the RFUP for a particular 

day may require it to be rescheduled.  

‘We work with people with all things happening, if they cancelled the RFUP wasn’t priority 

the welfare of the consumer was” Focus group 1 Participant 

 

Use of the tool in a designated time frame was a challenge for four of the participants. Participants 

were advised in training to try to deliver the questionnaire in one session, then discuss possible 

treatment options the in the next session.  In practice, the participants agreed that they needed to 

be flexible, to tailor the information and reflective process so it was not overwhelming for the 

consumer: 

“It was too much in one session. The consumers didn’t have a clear domain as to why they 

used. They scored highly in 2 or 3.” Focus group 1 Participant 

 

Enhancement of the engagement and relationship with the consumer  

All participants noted that the RFUP helped develop rapport with the consumer, allowing a 

conversation to be encouraged by the mentee to support the consumer such that the direction of 

the whole process became consumer-led:  

“RFUP allows us to step back and be comfortable with how little we know. The consumer is 

the expert in their own substance uses not us.” (Myers et al 2017 p 7) 

 

Participants reported that the consumer would complete the questionnaire themselves, with only 

minimal support from the worker as needed, providing consumer’s greater ownership of 

discussion regarding their reasons for use.  
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‘Consumers can have the answer themselves, not spinning it etc. one consumer took it in, 

looking completely at every angle, when stats came back he was totally in agreement.’  

Focus group 1 Participant 

 

Participants reported that having a previous working relationship with the consumer made it 

easier to explore substance use.  This contributed to therapeutic gains in using the tool, according 

to five of the six participants. This was especially pertinent in determining interventions, if workers 

had prior knowledge of what the consumers’ goals and values were. Regardless, one participant 

noted that completing the RFUP with one consumer they had not met before was successful ; the 

package alone allowing for a successful session independent of an established relationship with 

the consumer. 

 

Several of the participants reported difficulties in pinpointing which consumers might most benefit 

from the RFUP. Even though some consumers had a dual diagnosis and used substances, not all 

consumers potentially approachable were wanting to change their pattern of use.  Four 

participants stated that consumers with more severe drug addiction were experienced as more 

challenging to engage and, as first-time users of the RFUP, workers wanted to encourage 

concentrating on substance use that was more common in the community, such as smoking 

cigarettes.  
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Focus Group Two 

This focus group was held around 5 months after the mentoring stage of the intervention. Both 

mentors and mentees were invited to attend the session. Two mentors (one male and one female) 

and 16 mentees (seven males and nine females) attended the session which took place after the 

quantitative data from the staff and consumer surveys had been statistically analysed and after 

the mentee only staff group which had occurred around four weeks post mentoring. This was a 

deliberate strategy allowing participants with different perspectives to “check” whether the data 

aligned with their experience and to widen interpretation and themes. It is worth noting that this 

group of staff included a number of lived experience workers, all of whom like other participants 

had experienced the RFUP for themselves during training and mentoring. This session was 

facilitated by Sarah O’Connor who was the MHCCS Researcher assistant for this project. The 

session was recorded with informed consent. 

 

The format for this focus group began with participants being shown the data sets relating to the 

staff and consumer.  

The following questions were asked of participants: 

 What have you learnt about implementing this package? Barriers? Enablers? Logistics? 

Team/workplace culture? Workload? Skills? Etc. 

 How do you prepare the ground for the RFUP? 

 What are the challenges for maintaining fidelity of the package, training, mentoring? 

 What are the best ways of sharing experiences of the RFUP with other Neami National staff 

and other services? 

 How compatible is the RFUP with CRM model? 

 What do you think of the current implementation model? (training, trail the RFUP with two 

consumers, , two x mentoring sessions, etc.) 
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Results from Focus Group 2 

 

The major theme to emerge from the focus group was that the results from the staff and 

consumer survey data rang true and that trialling the package with two consumers with a 

supportive mentoring process was a useful approach.  Both mentors and mentees felt that their 

knowledge and confidence of dual diagnosis interventions had improved. Interestingly mentors 

felt that being a mentor gave them another level of understanding as to how the RFUP builds 

confidence as the mentors discussed results with a number of staff and thus were more able to 

see a pattern emerge. 

“Being a mentor provided a greater understanding of the RFUP” Mentor Participant Focus 

Group 2 

With respect to the perceived impact of their work with consumers mentees commented on their 

change of practice, with particular emphasis on putting the consumer in the driving seat. 

“Changes the way you speak to client; paves the way you work with people, more 

exploring and unpacking in various domains more confidently” Mentee participant Focus 

Group 2 

“RFUP is valuable, worth doing with clients as it contributes to a good conversation; 

provides a holistic scope” Mentee Participant Focus Group 2 

 

“More interesting, going into other areas of conversation and allowing the client to talk 

about their own experience and clearly acknowledging it is a choice; shifts the dynamic” 

Mentee Participant Focus Group 2 
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Reflecting on the current implementation approach mentors and mentees agreed that using the 

RFUP on themselves helped them to understand the tool , echoing the comments in the first focus 

group. Furthermore mentoring had allowed deeper understanding of the process and assisted in 

building confidence across sites. 

 

It is worth noting here that mentors were generally practice leads and that they had been through 

the same experience of being trained and mentored in the RFUP. This process quite rapidly built a 

new layer of mentors for further implementation.  

..Smooth transition to become a mentor; good to have clarification of mentoring aspect” 

Mentor Participant Focus Group 2 

With respect to other tools and approaches used at Neami National there was agreement that the 

RFUP was compatible to the Collaborative Recovery Model , ASSIST WHO screening tool and 

Motivational Interviewing. The degree of compatibility between an organisation’s existing tools 

and approaches is likely to have an influence on the implementation. This is discussed in Chapter 

5.  

 

Discussion 

 

Both focus groups indicated that the RFUP had impacted positively on the therapeutic relationship 

with the consumer by shifting the balance of the conversation towards the consumer voice. This in 

turn reduced the anxiety of staff regarding providing solutions. One of the philosophical 

underpinnings of the RFUP, motivational interviewing stresses the consumers intrinsic motivations 

for change being a key to successful change rather than extrinsic motivators for change (Miller and 

Rollnick, 2012). The RFUP appears to be operating in a similar fashion, that is as the consumer 
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feels confident about exploring their thoughts and ultimately having the choi ce as to what 

treatment plan they develop, the staff member becomes more a facilitator offering 

advice/information rather than the director of the treatment plan. This not only causes less 

discord but also means that if the consumer decides on making a change they are more likely to 

provide the positive energy for its enactment. 

 

The mentoring model described in paper 4 in this thesis makes the point that the mentoring 

sessions should be congruent with the staff /consumer interaction, i.e. the mentor facilitates 

discussion of the mentees experience of using the RFUP with a consumer and offers reflections 

and ideas to the mentee, rather than directly telling the mentee what they should do. This 

approach potentially reduces the pressure on both mentor and mentee with less chance of discord 

and more room for workforce development. In this study the Victorian cohort expressed support 

for mentoring as an aid to improving perceptions of knowledge and confidence. It is worth noting 

that a third comparison cohort involving a group of staff who only received training would be 

needed to see whether a lack of mentoring significantly impacted perception of changes to 

knowledge and confidence. 

Both focus groups reported increased levels of confidence and knowledge of dual diagnosis 

practice and interventions after the implementation, in line with the quantitative staff survey data. 

The second focus group also felt that the consumer survey results fitted with their perception of 

how consumer’s positively experienced the RFUP. 
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Preamble Paper 5 for Thesis inclusive of Published works 

 

Title: Reasons for Use Package: Outcomes From a Case Comparison Evaluation.  

Authors: Myers,K., Kroes,S., O’Connor,S. and Petrakis,M.  

 

Journal: Research on Social Work Practice 

Publisher: Sage 

Status: Published 2020 

 

The research question was: What is the perceived efficacy of a dual diagnosis intervention 

strategies package, namely the Reasons For Use Package (RFUP)?  

 

This article focusses on the quantitative data comparing the perceived shi fts in knowledge and 

confidence of the Victorian Cohort, who received training and mentoring in the RFUP with their 

NSW colleagues. It is worth noting that the Victorian staff maintained this perceived change in 

knowledge and confidence through mentoring which is discussed in more detail in Paper 4. 

 

Conference presentation 

This Paper was presented at the 9th International Social Work in Health and Mental Health 

Conference, York, United Kingdom. 
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Chapter 5 

Discussion and Conclusions 

This study was premised on the need to the build dual diagnosis capacity of mental health 

community staff. It was specifically focussed on the exploring the perceived efficacy of a particular 

dual diagnosis tool called the Reasons For Use Package. To understand the context of this study it 

was first necessary to explore the literature relating to substance use, mental health and the co -

occurrence of these two issues referred to in this study as dual diagnosis. These issues where 

explored in the introduction chapter, which include the first published work, addressing the 

subsidiary question “What is dual diagnosis, why does it matter, and are there models for 

approaching this issue?” 

The literature review chapter further explored the literature relating to the topic, which included a 

systematic review of dual diagnosis training approaches which was the second published work. 

The latter identified that there was a gap in the literature as to whether a dual diagnosis resource 

such as the RFUP could positively impact staff perception of improvements in knowledge and 

confidence addressing the subsidiary question With respect to dual diagnosis are there existing 

tools which assist in building dual diagnosis capacity? 

The overarching research question was: What is the perceived efficacy of a dual diagnosis 

intervention strategies package, namely the Reasons For Use Package (RFUP)?  

The discussion and conclusion of this thesis is timely as yet again the issue of dual diagnosis is 

being raised by Australian governmental agencies. 

In a submission to the Australian Government Productivity Commission Mental Health Inquiry by 

the Matilda Centre for Research in Mental Health and Substance Use, begins by exploring the issue 

of prevalence. KEY points highlighted 

The co-occurrence of substance use disorders and mental health disorders have a high 

prevalence in Australia and come with substantiated disability; 1 in 2 Australians will 
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develop a substance use, anxiety or mood disorder in their lifetime, and 1 in 5 Australian 

adults meet criteria for a substance use, anxiety or mood disorder annually. Furthermore, 

findings from the most recent Australian National Survey of Mental Health and Wellbeing 

(NSMHWB) show that these disorders frequently co-occur with 35% of individuals with a 

substance use disorder (31% of men and 44% of women) also meeting diagnostic criteria 

for at least one co-occurring mood or anxiety disorder. Prevalence is even higher among 

individuals entering alcohol and other drug (AOD) treatment programs, with estimates 

indicating between 50–76% of Australian clients of AOD treatment services meet diagnostic 

criteria for at least one comorbid mental disorder (Mills, Marel, , Madden, and Teeson,  

2019 p.1) .  

The submission cites estimates of the economic burden from early death related of people with 

mental health substance use and physical health issues to be a staggering $54 billion in Australia 

alone,  highlighted in a 2016 report commissioned by The Royal Australian and New Zealand 

College of Psychiatrists (RANZCP) and the Australian Health Policy Collaboration at Victoria 

University (AHPC).  

The recommendations from the Australian Productivity Commissions Mental health Inquiry Report 

makes the following statements with respect to improving outcomes for people with 

comorbidities.  

“Mental health services should be required to ensure treatment is provided for both mental illness 

and substance use disorder for people with both conditions. (Action 14.2) 

Mental health and alcohol and other drug services should jointly develop and implement 

operational guidelines covering screening, referral pathways, and training, guidelines and other 

education resources for mental health and alcohol and other drugs workers. (Action  14.2)” 

(Australian Government, 2020 pp 73). 
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 Service design and integrated treatment responses to co-occurring issues then is a key issue, this 

relates directly to the rationale for this research thesis. The RFUP was developed with a desire to 

both build staff knowledge and confidence in dual diagnosis interventions and approaches and to 

facilitate therapeutic conversations between staff and consumers who have co-occurring mental 

health and substance use issues. The existing literature on dual diagnosis prior to this study was 

dominated by descriptions of the phenomenon rather than whether such a resource enhances 

practice change.  Exploring the perception of staff around the efficacy of the RFUP and the 

consumer feedback on using the resource with their worker, was aimed at addressing the gap in 

the literature. It is hoped that any new knowledge discovered in this research will have a direct 

bearing on improving outcomes for consumers, their carers and service providers.  

 

This research was undertaken with the view that outcomes for consumers with mental health and 

substance use issues and their families had been a key theme in the literature for over 30 years  

(Staiger et al 2011). The major gap identified in the systematic literature review in chapter 2 was 

the lack of tools to assist staff to enhance their practice in this area. The Reasons For Use Package 

had shown promise in earlier pilots and there was considerable interest in exploring the perceived 

impact of this tool for both staff and consumers.  

 

How did the study address the Principle Research Question? 

What is the perceived efficacy of a dual diagnosis intervention strategies package, namely the 

Reasons For Use Package (RFUP)?  

 

The two state comparison trial involving staff from an Australian mental health community 

support service was used to explore the main research question. The control cohort received the 

standard training and coaching at Neami National which included CRM, motivational interviewing 
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and dual diagnosis generic training. The Victorian cohort   received the same basic traini ng and 

coaching with additional training and mentoring in the RFUP. 

The methodology for exploring the research was a mixed methods pragmatic approach.  This 

reflected the complexity of the phenomenon under investigation. Although the research question 

may look deceptively simple there are many variables which impact on the perceived efficacy of 

the RFUP. Staff have different understandings of dual diagnosis and have a variety of different 

perspectives with respect to how they might judge how the RFUP impacted on their practice. 

Nevertheless, by using a mixed methods approach with different methods including surveys and 

focus groups, through a process of triangulation to draw out a more generalizable conclusion.    

The research involved collecting quantitative data at three time points. The surveys of staff 

perception of their knowledge and confidence in their ability to provide interventions related to 

six different domains of dual diagnosis practice.  The surveys occurred for both cohorts to coincide 

with pre and post training in the RFUP and post mentoring undertaken by the Victorian cohort. 

Qualitative data was collected through two forms of focus groups. The first focus group was held 

approximately one month after the final mentoring session in Victoria with a purposive sample of 

mentees. The second focus group involving a purposive sample of  mentors and mentees. This 

focus group took place around six months after the last mentoring session and explored 

perception of staff with respect to the quantitative data from the surveys. 

 How did the study seek to address the subsidiary question? 

What is the Consumer experience of using the RFUP with mental health support workers?  

Consumers who participated in the study where given an anonymous seven question feedback 

survey with a five point Likert scale, with space for additional comments (see appendix 6). 
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Key Outcomes from the study 

The multiple two way repeated measures reported in paper 5  (Myers et al 2020) comparing 

broadly similar staff groups, showed a statistically significant p<.05, increase in the perceived 

knowledge and confidence in  Victorian cohort  post training which was maintained in 11 of 12 

questions at the post mentoring stages. The analysis of the results for the 12th question “I am 

confident about dual diagnosis strategies for coping with positive?” was approaching significance 

p= .058.   

 

These results where then triangulated with the qualitative feedback reported in the results 

chapter from the two different focus groups. One involving mentees only and one involving both 

mentors and mentees. Attendees at the first focus group felt that being trained and mentored in 

the RFUP had increased their knowledge and confidence in dual diagnosis.  Attendees at the 

second focus group commented that both the quantitative staff data and the consumer feedback 

data rang true from their perspective. As discussed in the results chapter, there was a strong 

correlation between staff perceptions and the views of consumers. i.e that both staff and 

consumers felt the RFUP improved the therapeutic relationship and assisted the consumer and 

staff member to explore the interaction between the consumers’ mental health and substance use 

issues.  

 

The study suggests that the Victorian staff perceived that being trained and mentored in the RFUP 

had indeed been effective in building their dual diagnosis capacity.  The Consumer data, as 

reported in the results chapter indicated positive support for the use of the RFUP.  
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RFUP Post study  

Since the research began the RFUP has been continuously used in a number of clinical and 

community mental health settings. This was despite the enormous changes that occurred with the 

introduction of the NDIS which changed the model of service provision in the Community Mental 

Health Support Services. The understanding gained through the study has informed 

implementation strategies. In addition over 30 organisations have been trained and mentored in 

the RFUP since the study began over seven years ago. Hundreds of staff across a range of 

organisations have now used the tool with service users to develop treatment plans.  

 

 

RFUP website 

The original version of the RFUP which was based on Powerpoint worked well, indeed has been 

embedded and continues to be used in this format within Neami National. However this version 

had more limited accessibility for a wider audience from a technical perspective. . Kroes and 

Myers successfully applied for the Catalyst Innovation Fund at St Vincent’s Hospital Melbourne in 

order to fund the design of a website version. The RFUP website (Rose, Myers, Kroes, Guglielmetti 

and Hwang, 2018) Reasons For Use Package Online was designed in collaboration with Monash 

Art, Design and Architecture. The website was launched to packed audience of consumers and 

staff from across Victoria in 2018 at the Melbourne Docklands Library. Since 2018 the website has 

been used by staff and consumers in Victoria, Western Australia and Queensland. Myers and Kroes 

were finalists in the St Vincent’s Health Australia national Innovation Awards in  Brisbane in 2019 

for their work on the RFUP. 
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National and International Interest in the RFUP 

Although this thesis has been conducted in the state of Victoria in Australia the implications 

discussed below are directly relevant to an international audience and delegates to the three 

International conferences where this research has been presented have shown strong interest.  

The RFUP research has also been show cased at Social Work Departments at the University of 

Sussex in 2016 and University of Swansea 2017. Also in 2016, this candidate was an invited 

speaker at a gathering of mental health and substance use practitioners from Copenhagen, hosted 

at the Gladaxe Drug and Alcohol Service in Denmark. In Victoria, Australia the RFUP has been used 

by people from a range of ethnic backgrounds and there has been early discussion around 

translation into Vietnamese.   

 

Implications for practice 

The major implications for practice is that implementation of the Reasons For Use Package could  

increase perceived knowledge and confidence of staff and that consumers found the use of the 

RFUP improved their rapport with workers and aided treatment planning. These two implications 

have to be seen against the stark figures of outcomes for consumers experiencing mental health 

and substance use issues across the literature. 

 

 As the Royal Commission into the Victorian Mental Health System (RCVMHS 2021) found;  

“people who access both mental health and alcohol and other drug services are  

 25 times more likely than the Victorian population overall to use an ambulance for a mental 

health related reasons, 48 times more likely to visit Victoria’s emergency departments for reasons 

relating to suicidal ideation or suicide attempt 40 times more likely to access ambulance and 

emergency departments for reasons relating to  self-harm (RCVMHS Final report Volume 3 2021 

p.303)”. 
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The impact of trauma and trauma informed care 

The CDC-Kaiser Permanente Adverse Childhood Experiences (ACE) Study is one of the 

largest investigations of childhood abuse and the impact on health outcomes (Dube et al., 2010).   

The original ACE study was conducted with over 17,000 members of a health insurance scheme 

from Southern California. They completed confidential surveys regarding their childhood 

experiences and current health status and behaviours.  The study’s participants were mostly white 

80%, black 10%, Asian 10%, middle and upper-middle class college-educated 74% with good jobs 

and great health care.  In other words, they were not people who might be, ste reotypically seen as 

likely to develop mental health or substance use issues.  

 

The study compared the risk of developing a range of different health and well-being concerns in 

relation to the ten Adverse Childhood Experiences (ACE), including neglect, sexual and verbal 

abuse, domestic violence and having a parent diagnosed with mental health or substance use 

issues.  The data set produced some startling results with respect to the increased risk of 

becoming an Injection Drug user with an ACE score of 4 being 1350%, compared to those without 

ACE’s. Furthermore, the increased risk of becoming an injection drug user with an ACE score of 6 

jumped to 4600%!  

 

Trauma informed care has increasingly been a focus for improving service provision for co-

occurring disorders (Horsfall, Cleary, Hunt, and Walter, 2009). This study didn’t directly look at 

whether being trained and mentored in the RFUP supported a trauma informed approach. 

Nevertheless staff did consistently report increased knowledge and confidence  in strategies to 

deal with substance use related to unpleasant affect.  
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Integrated Care 

Although numerous policy documents talk about the need to implement integrated treatment 

(Lowe, and Abou-Saleh, 2004 there has been a lack of consumer-friendly tools which actually help 

guide staff practice in this area (Sinha, Garg, and Prakash, 2018). Merely ramping up the rhetoric 

about improved responses without looking at the “how” to actually do it may in fact cause further 

pressure, indeed could impact negatively on staff morale and in turn reduce consumer confidence 

in raising this issue with service providers.  The RFUP by providing an alternative narrative i.e that 

consumers can respond well if approached in the right manner and that they are able to not only 

“help” create their own treatment plan, but actually drive the process also fits with the 

burgeoning peer workforce with Intentional peer support as the preferred approach (Intentional 

Peer Support, 2018).  

  

Like the IPS, the RFUP offers a different way to work in partnership, without the prescriptive 

assumption that there is a substance use problem or that the person needs to stop using 

substances. The focus group feedback as well as the mentor session notes talked about the RFUP 

bringing new energy as consumers first reflected on their situation, then made choices and move 

into action. Although not all consumers will react in this way, close to 70% indicated the RFUP 

gave them goals to work on according to the consumer feedback data as reported in the results 

chapter.  

 

Although this thesis explores the impact of the RFUP within Neami National , since the case 

comparison two state trial, other organisations have keenly embraced the same model with very 

similar improvements in perceived knowledge and confidence. This would suggest that the RFUP 

itself rather than necessarily the organisational context within which it is used is having a 

generalizable effect. 
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At the time of writing another large Victorian mental health service Wellways Inc is implementing 

the RFUP across their PARCs (Prevention and Recovery Centres) across the Northern, Western and 

Eastern regions of Melbourne with measures of perceived changes to knowledge and confidence  

data being collected, based on the two state comparison trial with Neami National. Thus far 

Wellway staff surveys of their perceived knowledge and confidence around dual diagnosis 

interventions show the same trend as the study reported in this thesis.  

 

Implications for policy 

Whilst both the Federal Productivity Commission and the RCVMHS explicitly call for integrated 

treatment and the need to develop and support innovations neither identifies particular evidence 

based tools.  Policy can effectively drive practice change as was seen in the period between 2008-

2011 in Victoria. The introduction of the “Dual Diagnosis Key Direction document” saw a 

concerted effort to improve service delivery (Roberts, 2015).  Whilst it remains unlikely, state or 

Federal Governments could endorse specific tools that can endorse the use of evidenced based 

tools rather than allowing service providers to utilise non evidenced based approaches.  The 

evidence from this research would suggest that the RFUP should be considered as an effective tool 

to translate policy objectives into practice.  

 

Ongoing Research  

Further research has already commenced to explore in more detail the consumer experience of 

the RFUP. Neami National a long-time research partner alongside Monash University Social Work 

Department collaborated with Myers and Kroes in a co-designed research project. A Neami 

National Youth residential service which has used the RFUP for the past five years was the setting 

for this research.  A qualitative research method using semi-structured interviews conducted by 

Lived Experience Researchers and MSW students collected the thoughts of consumers who had 
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used the RFUP whilst at the service.   The data collected is currently being thematically analysed by 

the research team and the aim is to submit a paper for publication in 2022. It is noteworthy that 

that Research team where invited to run a Research Masters session show casing co-design at 

Monash University in November 2020. 

 

 Future research  

There a number of future research options that could be undertaken following the two state 

comparison trial, four options are raised below. 

A repeat two state comparison trail with a different cohort of staff for example from a clinical 

mental health setting. Essentially a research of this nature could explore whether similar results 

are discovered despite potential differences in organisational roles and cultural setting and staff 

group profile. 

 

A longitudinal Consumer Outcome Study 

Whilst the study above enhances our understanding of the consumer experience of the RFUP it 

would also be useful to look at a more longitudinal consumer outcome study over at least 24-

month period. This is because consumer recovery journeys are often extended over a longer time 

scale. It would also be useful if outcomes measures such as HoNOS, Health of the Nation Outcome 

Scale (Rees, Richards, and Shapiro, 2004) or WHOQOL, World Health Organisation Quality of Life 

(Skevington, Lotfy, and O'Connell, 2004) were utilised.  

 

Potential impact of the RFUP on staff empathic distress 

Similarly, whilst the RFUP  appears to have an positive impact with respect to knowledge and 

potentially more importantly confidence, it would be useful to explore whether this is a protective 

factor with respect to reducing “burn out” or empathic distress fatigue (Ling, 2019) in health and 
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welfare workers.  This would necessarily be a longer-term study perhaps beginning with health 

undergraduates and or new graduates to see whether those who are trained and mentored in the 

RFUP develop a different approach to working more collaboratively with consumers with a dual 

diagnosis and whether this had any impact on their levels of empathic distress.   

 

Potential efficacy of the RFUP for Mental Health and Gambling 

After the two state comparison trial had concluded a number of staff from Neami National 

informed this candidate that they had used the RFUP with other service users to explore mental 

health and gambling. Anecdotal reports indicated that despite the RFUP being designed to explore 

mental health and substance use, service users found it useful with respect to gambling. It woul d 

therefore be worth pursuing further research to explore the perceived efficacy of the RFUP with 

this issue and whether further needs modifications would be beneficial for this context. 

 

Limitations 

The comparison trial results are specific to a particular organisation, with a strong culture of using 

a recovery, coaching and motivational interviewing approaches and  in a particular setting in 

Victoria where the state-wide Victorian Dual Diagnosis Initiative  had been operating for over 15 

years,  thus generalisability of these results need to be seen in this context. It is also worth noting 

that the consumer results are from a short time frame whilst in practice further impact might be 

seen over a longer timeframe. With respect to staff impacts the comparative data covered three 

times points over approximately two months with the second focus group occurring around six 

months later. Nevertheless, this is still a relatively short time frame for building and sustaining 

practice in this area.  
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Concluding Comment 

 

The RFUP does not operate in isolation from other change levers such as policy and funding 

however it is clear that it can play a role in creating a better way of working to address dual 

diagnosis. This candidate is confident that the reform agenda following the RCVMHS and the 

Australian National Productivity Commission into mental health will provide opportunities for 

building on the successful implementations thus far particularly in Victoria and other Australian 

states and territories.   

Australian implementation has now been extensive, and there are existing contacts who have 

expressed support for trials in overseas jurisdictions such as Professor Castle in Toronto.  To date 

the introduction of the RFUP across numerous agencies in Victoria and a number of Neami 

National sites in Western Australia and Queensland, since 2017 has mainly been provided by the 

designers of the RFUP. It is obvious therefore that scaling up the implementation of the RFUP 

Australia wide and internationally will require investment by governmental agencies and health 

service providers. The positive results of this research project provides evidence to justify doing so 

and furthermore the implementation process used during this research has created a framework 

that can be readily adapted by other similar organisations and workforces.  

 

The co-occurrence of mental health and substance use issues has been discussed in the literature 

for over many years. In Australia there have been numerous State and Federal service projects 

delivery aimed at improving outcomes for consumers and carers.  The two state comparison 

evaluation that is described in this thesis, and the subsequent national and international 

publications that have emerged, have established the Reasons For Use Package as an evidenced 

based tool which can directly impact on the perceived staff knowledge and confidence of dual 

diagnosis interventions and in turn successfully improve outcomes for service users.  
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Appendix 1 
 

                                              
 

Reasons for Use Package Evaluation Neami National (RFUPE) 

Staff Participant Information (Plain Language Statement) 

 

Please read this Participant Information carefully and discuss any questions with the investigator.  

Chief Investigators’ names – Nexus Dual 
Diagnosis Service: 
Simon Kroes Ph: 03 9231 3804  
simon.kroes@svhm.org.au 
Kevan Myers Ph: 03 9231 2375  
kevan.myers@svhm.org.au  
 

Associate Investigators’ names – Neami 
National: 
Adam Zimmermann, Kerry Stringer 
Phone : 03 9481 3277 
adam.zimmermann@neaminational.org.au  

Purpose and Background 

The aim of the study is to investigate staff participants’ knowledge and confidence in dual diagnosis 
interventions. 
Procedures 

If you agree to take part in this project you will be asked to:  

 Complete questionnaires at three times points which should take 30 minutes duration in total.  

 You may be asked to participate in training and mentoring around dual diagnosis interventions.  

Possible Benefits 

It is likely that you will benefit from an opportunity to evaluate confidence and knowledge in dual diagnosis 
work and to reflect on improvement and challenges in a supportive manner.  
Possible Risks 

There is no foreseen inconvenience and/or discomfort to the participant. 
This is a low risk research activity; inclusive of an opt-out clause should participants choose at any time to 
discontinue involvement.  
Privacy, Confidentiality and Disclosure of Information  

If you agree to participate in the project (by signing the Staff Participant Consent Form) any information 
you provide will remain confidential. In all reports or publications, responses by individuals will be de-
identified. During the project, and for seven years after, all related information will be kept in a secure 
office at Nexus Dual Diagnosis Service.  

Participation is Voluntary 

Participation in this research project is voluntary. If you decide to take part and later change your mind, you 
are free to withdraw at any stage. Your decision will not affect participant relationship with Neami National 
nor with Nexus Dual Diagnosis Service.  

Further Information or Any Problems 

If you require further information, or if you have any problems concerning this project, please contact the 
Nexus Dual Diagnosis Service Manager, Chris Hynan, on (03) 9288 2353.  

mailto:simon.kroes@svhm.org.au
mailto:kevan.myers@svhm.org.au
mailto:adam.zimmermann@neaminational.org.au
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Appendix 2 
 
 

                                              
 

 
Reasons for Use Package Evaluation Neami National (RFUPE) 

 STAFF PARTICIPANT CONSENT FORM 
 

Name of participant: 

 
1. I consent to participate in this evaluation project.  I have read the Plain Language Statement 

and the details have been explained to me 
 

2. I understand that after I sign and return this consent form it will be securely stored by the 
evaluation team 

 
3. I understand that my participation will involve me completing three questionnaires.  I agree 

that the evaluation team may use the results as described in the plain language statement.  
 
4. I acknowledge that: 
 

(a) The possible effects of participating in the research have been explained to my 
satisfaction; 
 
(b) I have been informed that I am free to withdraw from the project at any time.  I do not 
have to give an explanation and it will not affect ongoing care in any way.  I can also 
withdraw any unprocessed data that I have provided;  
 
(c) The project is for the purpose of service improvement; 
 
(d) I have been informed that the confidentiality of the information I provide will be 
safeguarded subject to any legal requirements; 
 
(e) I have been informed that all the information I have provided will be stored 
confidentially at Nexus Dual Diagnosis Service and will be destroyed after seven years;  
 
(f) In any publications arising from the quality assurance project the data will be de-
identified. 

 
 

I consent to provide data through completion of three questionnaires  □ yes   □ no 
             (Please tick)  

 
 
Participant signature:                        Date:      /        /2014 
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Appendix 3 
 

            
 
 

Staff Participant 
Reasons for Use Package Evaluation Neami National Questionnaire 
 

 
1. Please tick to indicate which state you’re based in:  
Victoria [    ]    NSW  [    ] 
 

2. Please tick to indicate at which time point this form is being completed. 
 
[    ] Baseline   [   ] 3 Months   [    ] 6 months  

 
3. I am confident about dual diagnosis strategies for coping with positive symptoms e.g. 
delusions, hallucinations 

 
[    ] Strongly agree 
[    ] Agree 

[    ] Disagree 
[    ] Strongly Disagree 
 
4. I am knowledgeable about dual diagnosis strategies for coping with positive symptoms e.g. 

delusions, hallucinations 
 
[    ] Strongly agree 

[    ] Agree 
[    ] Disagree 
[    ] Strongly Disagree 

 
5. I am confident about dual diagnosis strategies for how to manage medication side effects 
 

[    ] Strongly agree 
[    ] Agree 
[    ] Disagree 

[    ] Strongly Disagree 
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6. I am knowledgeable about dual diagnosis strategies for how to manage medication side 
effects 
 

[    ] Strongly agree 
[    ] Agree 
[    ] Disagree 

[    ] Strongly Disagree 
 
7. I am confident about dual diagnosis strategies for managing drug use related to social 

situations 
 
[    ] Strongly agree 

[    ] Agree 
[    ] Disagree 
[    ] Strongly Disagree 
 

8. I am knowledgeable about dual diagnosis strategies for managing drug use related to social 
situations 
 

[    ] Strongly agree 
[    ] Agree 
[    ] Disagree 

[    ] Strongly Disagree 
 
9. I am confident about dual diagnosis strategies for managing drug use related to peer pressure 

 
[    ] Strongly agree 
[    ] Agree 

[    ] Disagree 
[    ] Strongly Disagree 
 
10. I am knowledgeable about dual diagnosis strategies for managing drug use related to peer 

pressure 
 
[    ] Strongly agree 

[    ] Agree 
[    ] Disagree 
[    ] Strongly Disagree 

 
 
 

 
 
 
11. I am confident about dual diagnosis strategies for coping with unpleasant affect i.e. low 

mood, distress, anxiety 
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[    ] Strongly agree 
[    ] Agree 

[    ] Disagree 
[    ] Strongly Disagree 
 

 
12. I am knowledgeable about dual diagnosis strategies for coping with unpleasant affect i.e. 
low mood, distress, anxiety 

 
[    ] Strongly agree 
[    ] Agree 

[    ] Disagree 
[    ] Strongly Disagree 
 

13. I am confident about dual diagnosis strategies for managing drug use when it is perceived as 
a positive activity, e.g. enhancement 
 
[    ] Strongly agree 

[    ] Agree 
[    ] Disagree 
[    ] Strongly Disagree 

 
14. I am knowledgeable about dual diagnosis strategies for managing drug use when it is 
perceived as a positive activity, e.g. enhancement 

 
[    ] Strongly agree 
[    ] Agree 

[    ] Disagree 
[    ] Strongly Disagree 
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Appendix 4 
 

                                              
 

Reasons for Use Package Evaluation Neami National (RFUPE) 

Consumer Participant Information (Plain Language Statement) 

 

Please read this Participant Information carefully and discuss any questions with the investigator.  

Chief Investigators’ names – Nexus Dual 
Diagnosis Service: 
Simon Kroes Ph: 03 9231 3804  
simon.kroes@svhm.org.au 
Kevan Myers Ph: 03 9231 2375  
kevan.myers@svhm.org.au  
 

Associate Investigators’ names – Neami 
National: 
Adam Zimmermann, Kerry Stringer 
Phone : 03 9481 3277 
email: 
adam.zimmermann@neaminational.org.au  

Purpose and Background 

The aim of the study is to investigate staff participants’ knowledge and confidence in dual diagnosis 
interventions after training and mentoring in the Reasons for Use Package. As part of the evaluation of the 
package, consumers who have been involved are given the opportunity to give feedback following their 
experience of the Reasons for Use Package. 
Procedures 

If you agree to take part in this project you will be asked to:  

 Complete a questionnaire which should take 10 minutes duration. 

Possible Benefits 

It is likely that you will benefit from an opportunity to discuss dual diagnosis issues with your worker in a 
supportive manner which may lead to improved treatment planning.  
Possible Risks 

There is no foreseen inconvenience and/or discomfort to the participant.  
This is a low risk research activity; inclusive of an opt-out clause should participants choose at any time to 
discontinue involvement.  
Privacy, Confidentiality and Disclosure of Information 

If you agree to participate in the project (by signing the Consumer Participant Consent Form) any 
information you provide will remain confidential. In all reports or publications, responses by individuals will 
be de-identified. During the project, and for seven years after, all related information will be kept in a 
secure office at Nexus Dual Diagnosis Service.  

Participation is Voluntary 

Participation in this research project is voluntary. If you decide to take part and later change your mind, you 
are free to withdraw at any stage. Your decision will not affect participant relationship with Neami National 
nor with Nexus Dual Diagnosis Service.  

Further Information or Any Problems 

If you require further information, or if you have any problems concerning this project, please contact the 
Nexus Dual Diagnosis Service Manager, Chris Hynan, on (03) 9288 2353.   

mailto:simon.kroes@svhm.org.au
mailto:kevan.myers@svhm.org.au
mailto:adam.zimmermann@neaminational.org.au
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Appendix 5 
 
 

                                              
 

Reasons for Use Package Evaluation Neami National (RFUPE) 
PARTICIPANT CONSUMER CONSENT FORM 

 

Name of participant: 

 
5. I consent to participate in this evaluation project.  I have read the  Consumer Participant Plain 

Language Statement and the details have been explained to me 
 

6. I understand that after I sign and return this consent form it will be securely stored by the 
evaluation team 

 
7. I understand that my participation will involve me completing a questionnaire.  I agree that the 

evaluation team may use the results as described in the plain language statement.  
 
8. I acknowledge that: 
 

(a) The possible effects of participating in the research have been explained to my 
satisfaction; 
 
(b) I have been informed that I am free to withdraw from the project at any time.  I do not 
have to give an explanation and it will not affect ongoing care in any way.  I can also 
withdraw any unprocessed data that I have provided;  
 
(c) The project is for the purpose of service improvement; 
 
(d) I have been informed that the confidentiality of the information I provide will be 
safeguarded subject to any legal requirements; 
 
(e) I have been informed that all the information I have provided will be stored 
confidentially at Nexus Dual Diagnosis Service and will be destroyed after seven years;  
 
(f) In any publications arising from the quality assurance project the data will be de-
identified. 

 
 

I consent to provide data through completion of a questionnaire  □ yes   □ no 
             (Please tick)  

 
 
Participant signature:                        Date:      /        /2014 
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Appendix 6 

Consumer Participant Reasons for Use Package Evaluation Questionnaire  

 

You have recently been participated in using the Reasons for Use Package with your 

Neami National Worker. We would like to hear your views and experiences as part of the 

evaluation of this package. Your answers will be de-identified and will not impact on your 

current relationship with Neami National.  

Please read the following statements in 

relation to your experience of using the 

Reasons for Use Package (RFUP) with your 

worker. Please circle  one response per 

question on the right,   

St
ro

n
gl

y 
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gr
ee
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gr

ee
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al
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 The process of completing the RFU scale 

questionnaire was straightforward and didn’t 

take too long.  

     

The process of feeding back the RFU scale 

results to me was clear.  

     

 

The RFUP helped me to explore my use of 

substances.   

     

 

The RFUP helped me to explore areas of my 

life in relation to substance use.  

     

       
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The RFUP helped me and my worker develop 

goals to work on. 

  

The RFUP process as a whole felt collaborative. 

     

 

The RFUP assisted in building rapport between 

myself and my Neami National worker. 

     

Any additional Comments…. 

 

 

 

 

 

 

THANK YOU FOR TAKING THE TIME TO COMPLETE THIS QUESTIONNAIRE   
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Appendix 7 
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Appendix 8 
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Appendix 9 
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Appendix 10 
 
 

 

 

Abstract 

The objective of this research was to describe the use and utility of a dual diagnosis assessment 

scale and intervention strategies package for clinical and community mental health staff to better 

engage service users and explore reasons for use regarding dual diagnosis issues. A case study was 

developed, with the service user’s consent, to be used to train others in use of the Reasons for Use 

Package (RFUP). Findings were that the RFUP can enable staff to better tune in to servi ce users in 

terms of how they are managing symptoms, side effects, social situations, peer pressure, affect 

and ambivalence. The RFUP helped enable the service user to feel a sense of being listened to and 

respected with regard to their dual diagnosis experiences. Conclusions drawn were that service 

users can engage with dual diagnosis assessment more readily when workers use dual diagnosis 

tools and mentoring purpose-designed to enhance an understanding of motivations and reasons 

for use of substances. 

 

Keywords: mental health, dual diagnosis, substance use, case study, reasons for use scale, nicotine  

 

https://www.tandfonline.com/doi/full/10.1080/2331205X.2019.1630097 

  

https://www.tandfonline.com/doi/full/10.1080/2331205X.2019.1630097


 
 

157 

Appendix 11 
 
Rose, C., Myers, K., Kroes, S., Guglielmetti, M. and Hwang, I.D., 2018. Reasons For Use Package 

Online            https://reasonsforusepackage.com 
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