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Abstract

Brief Dual Diagnosis Background: Thereisa large body of literature goingback over30 years which
explores “dual diagnosis”(Roberts,2013). Seminal textsin Australiainclude McDermott and Pyett
(1993) ‘Not Welcome Anywhere: People who Have Both a Serious Psychiatric Disorderand
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 sufferingfrom 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 commencedin 2000. Similarinitiatives were developedin otherstatesin Australia (NSW
Health 2000, Pennebaker, Robinson, Gomes, Quigley, Bennetts and Browton 2001; Groenkjaer et
al 2017). More recentlyin 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 needto 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 combinesthe Reasons for Use Scale with optional
intervention strategies, trainingand 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.
iii



The research question was: What is the perceived efficacy of a dual diagnosisintervention
strategies package, namely the Reasons For Use Package (RFUP)?

A subsidiary research question was: What isthe Consumer experience of usingthe RFUP with
mental health support workers?

Methods: A case-comparison trial was conducted with staff employed by Neami National in
Victoriawho received trainingand mentoringin 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 usedto collect
data for the study.

Results: Self-reportedimprovementsin perceived knowledge and confidence forthe group
receivingthe RFUP training and mentoring Victorian Cohort. Focus group feedback indicated staff
benefitted from a package providinga framework for implementing strategies with service users
where substance use relatesto positive symptoms and medication side effects, social situations,
peerpressure, managing unpleasant affectand enhancement. Consumer respondents also gave
positive feedback ontheir experience of usingthe 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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Glossary including Acronyms

ASSIST.3W.H.O Alcohol Smokingand Substance Involvement Screening Test
Version 3 World. Health. Organisation
https://www.who.int/publications/i/item/978924159938-2

AOD Alcohol and Other Drug

AMHS Area Mental Health Service

Carer A person who has a care relationship witha consumer

Collaborative Recovery Model

(CRM)

A model of practice developed at Neami National with

Wollongong University

Consumer

Service user: sometimes referredto as a client of the service

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 useissue

IPS Intentional PeerSupport

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 Millerand 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 acomponent of

the RFUP

Recovery Focused

An approach which seeksto aid individual consumerrecovery

journeyssee Rapp et al 2011

Service user

sometimes usedin preference toconsumer 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 positionto

deficitbased approaches see references Rapp et al 2011

Substance use

The use of any substance which effectsthe mind or body
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Chapter 1

Introduction to Thesis

Thesis Outline

This thesisinclusive of published works comprises of five chapters and includes five published
works. The choice of thesisinclusive of published works was deliberate in that the research
partnership, which is described below, supporting the project was keento create a published and
accessible evidence base inan mental healthindustry sector where, practice based research was
developinginearnestaround 2013-15 whenthis 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 needto 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
enduringimpairmentas opposed to the recovery model which recognised the fluctuating nature
of mental health. This candidate, who is employed in a state-wide initiative, which aimedto
improve outcomes for service users who experienced mental health and alcohol and other drug
issues, alsofeltthat published works could enhance cross sector capacity building.

Outline of Chapters

Chapter One

The first chapteris the introduction, which gives a broad outline of the thesisincludinga
background to the issues surroundingthe mental health service sector’s response to consumers
and carers who experience “dual diagnosis” co-occurring mental health and substance use. This
chapterincludesthe first published work, which isa book chapter entitled ‘A Foundation for Dual
Diagnosis Practice: Wisdom, Tools and Resources’. The chapteris part of a Social Work textbook
edited by Associate Professor Melissa Petrakis titled Social Work Practice in Health: An

introductionto contexts, theories and skills. The book’s editor “draws on the experience and



expertise of leading researchersand practitioners to provide a guide to the disparate settingsin
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 exploringthe literature
with respect to the context, prevalence and impacts of dual diagnosis and outlinesa number of
tools and approaches, which aim to enhance practice includingthe 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 treatmentapproach as opposedto
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 workin this thesis appears in this chapter which isa systematicliterature review titled
“Dual diagnosis competencies: A systematicreview of staff training literature” which identified
gaps in the literature. This chapter clearly establishes the link between the existingliterature 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. Itthen covers
methodology and ontology and discusses the rationale and methods used to explore the research
guestions. This chapter also explainsthe intervention timelines for the two state comparison trial.
Chapter Four

The fourth chapter covers resultsand 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: developmentresearch and

implementation:lessons forthe field”.



This paper was presented at the TheMHS (The Mental Health Services) conference, Auckland, New
Zealandin 2016.

The second published worksinthe results chapter istitled “The Reasons For Use Package: how
mentoring aids implementation of dual diagnosis practice.’

This paper was publishedin New Paradigm: The Australian Journal of Psychosocial Rehabilitation,
which is produced by a coalition of Australian Mental Health Peak bodiesincluding Vicservthe
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 beenincludedin a Monash University thesisinclusive of published
works in the Medicine, Nursing and Health Sciences Faculty.

The third results paper was publishedina Q1 peerreviewed journal, Research on Social Work
Practice and istitled “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
guestions, methodology and the unique knowledge claims that can be drawn with appropriate
limitations. Itexploresimplications forthe State of Victoria, the Australian Nation and
International jurisdictions. Thisincludes discussion of implications for practice and policy. The
chapter discussesfuture areas for research includingdiscussion of a current co designed and
produced research aimed at delvingdeeperinthe 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 inhibitstheirability to eitherask for or receive treatment. Drug users are often



denied access or face early discharge from health services because of their substance use history.
A systematicreview by Van Boekel etal. (2015) showed how negative attitudes of health
professionals decreases feelings of empowermentand 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 undertreated. 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 itis 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
inefficientand ultimately has a negative impact on service user outcomes (Coffey et al 2008).

Itis 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 seenin the
comparison between funding of law enforcement compared to drug treatment. In most
jurisdictions, more is spenton drug law enforcementthan treatment. A 2009 paper lookingat
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 enforcementinitiatives continue toreceive 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 tothis approach is Portugal, which decriminalised substance usein 2001 with
a deliberate policy of divertingenforcement 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



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 themesin the literature
(Martin and Johnston, 2007) and are oftenrelatedto 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 attitudestowards depression and suicidal
ideation may have improvedin 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 disorderare 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 modelsimpact on treatment and critically the individual’srole in treatment
planning (Martin, Chung, and Langenbucher, 2016). To illustrate the issueitis necessaryto explore
some of the key models as they have bearing on the design of the Reasons For Use Package, the
approach usedin training and mentoring staff and the choice of research methods used in this

thesis.

In an article on treatment for alcohol problems, Millerand Hestor (1995) looked at a number of
different perspectives regardingthe nature and aetiology, of alcohol problems.

The Moral model according to Millerand Hestor emphasises personal choice, i.e, it isthe
individual, who makes the choice to drink to excessand in the processviolatesthe norms of
society. This in turn leadsto the use of law enforcementand deterrentapproaches aimed at
steeringthe person back to acceptable social norms. One of the direct results of this way of

thinkingis that whole groups of people who already don’t fitin with the said norms of a society



can end up overrepresentedinprison populations. Inthis model though the person whouses a
substance isseen as having control of theiractions.

Millerand Hestor argue that the Temperance model starts from the view of alcohol beingsuch 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 forexample are seen as having such a powerful effectonthe user
that the only reasonable course of action isto pressure them to be abstinent. In this model, the
user of the substance has limited capacity to make decisionsin the face of the powerful substance.
Itis only when the person has sobered up or got “clean” that they can return to active choices.

A related model here isthe spiritual model, whichis central to Alcoholics Anonymous (AA) where
the individual is encouragedto appeal for help from theirhigher powerrather than relyingon
theirown agency. It is worth noting here that people find attending AA can be helpful in
maintainingabstinence, whetherthisis a result of having a structured support system or by
following amore 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 earlierincantations this model, was prone to geneticdeterminism, i.e. Indigenous peoples
couldn’t control theirdrinking. Both Frank (2000) and Langton (1992) make the case that rather
than beinga result of genetics, problem drinkingin many indigenous communities reflected botha
lack developed social norms for alcohol use combined with the rapid destabilisation of indigenous
society through colonisation. Another variant of this model suggests that alcoholismis impacted
by geneticbackground (Edenbergand 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



heroin, with consequent changes to the brain. Some addiction specialists see people who are
substance dependentas suffering from a brain disease (Leshner, 2001). Service users therefore
needto be actively treated for the disease until they have recovered, but eventhen, they would
be vulnerable tothe dependence if theyreturnedto use. The design and funding of many
withdrawal units are focussed primarily on dealing with the physical aspects of dependence. 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 returnto homeostasis, pre
substance use state, it often means that the person leaves without building up the necessary skills
and resources to deal with their underlyingtrauma or other reasons for use. Whilstthere are
longerterm 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 developingthemesin the literature with respectto both mental health and substance
use isthe 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). Itis a sad
reality that a large percentage of prison populations (Miller, and Najavits, 2012; Sung, Mellow, and
Mahoney, 2010)) have highlevelstrauma, 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 consequentcall to redefine
substance use as a health rather than a primarily law enforcementissue.
Substance use and mental health interaction.

Substance use and mental healthissuesare bi-directional, thatis changes in one has an impact
on the other. This has a direct bearing on how service users need to be engagedin developing

theirown treatment plans to the largest extent possible. Only by engaging with the service user



and their significant supports can services truly develop effectivetreatment plans. Althoughitis
temptingto try and short cut this process and develop treatment plans inisolationin practice the
plans are likely to fail when some of the key contexts are missing. Shared decision making (Drake,
and Deegan, 2009) is now gainingsupport eventhough at the time of writingthe longterm
outcomes of thisapproach 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 involvedintheirown
treatment. It is conceivable that a plan whichis developed with a service usertaking into account
theirown personal circumstances and intrinsic motivations (Millerand Rollnick, 2012), is much
more likely to be effective comparedto 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 wideracceptance duringthe mid-1980’s and 90’s with ground breaking work by Prochaska
and Diclemente (1992), who developedthe “transtheoretical model” better known as stages of
change and Millerand Rollnick (1991) who developed Motivational Interviewing. The central
tenant of both these approaches was that understandingthe perspective of the substance user
and engaging withthem when developing treatmentinterventions was a critical step. These
developmentsshould be seen against the prevailingback drop in the proceeding period, that the
substance user couldn’t be trusted as they were generally seen as beingin denial (White, and
Miller, 2007). The movementtowards a widerconcept of addiction combines both an
understanding of biological, geneticand social factors, physical changes to the brain and the ability
of the personwith an addiction to respond to intrinsicmotivators for change (Satel and Lilienfeld,

2014; Ouzir and Errami ,2016).



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 designand
co-production (Boyle and Harris, 2009) brings certain challengesit has beenseen as the most
effective way to develop policiesandinterventions that work. With respectto substance useitis
generally accepted, that the major impetus for this was the A.I.D.S crisisin the mid 80’s to early
90’s (Des Jarlais, 1993). This saw active collaboration between substance users, health providers
and government agenciesin developing harmreduction approaches (Wodak, 1995; Marlatt 1996).
This also extended tothe involvement of peers as active participants in treatment provision (Reif
et al. 2014; Danielset al., 2014).

Although stigma and discrimination against people who use drugs has improved over all, this is not
universal, butis dependenton 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 extendsinto mental health treatment settings as well as the wider 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 oftencited as a reason for
withdrawing mental health support rather than the mental health issue beingseenas a
contributor to the substance use itself.

As will be discussed further inthe methodology chapter the RFUP was designed to reflectharm
reduction (Rhodes, 2009.) whichrecognisesthat not all people who use substances have
problemsand 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 continuumnot as an
alternative option. Suddenly stoppingalcohol use for example could cause fatal seizures. By

considering harm reduction across both mental health and substance use staff provide a broader
9



threshold for treatment engagement compared to one which begins with abstinence as a starting
point for treatment (Vakharia & Little, 2017. The latter approach is unrealisticbecause 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 offeringharm reductioninterventions
in these situations can reduce risk to both the individual and the wider community. In astudy of
chronically homelessindividuals with mental health and substance use it was found that offering
housing with a harm reduction approach rather than offering housing contingenton abstinence
improved outcomes (Tsemberis etal., 2004). This was despite the fact that participants inthe
abstinence program used substance use treatmentservices 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 paternalisticapproaches (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 encouragesthe
service user to consider the reasons for substance use and how thisinteracts with other aspects of
theirlife including mental healthissues. The staff member is encouraged to collaborate with the
service user to develop a treatment plan with the aid of a brainstorming component witha menu
of treatment options.

The literature review chapter of this thesis will discuss the high prevalence of dual diagnosisand
the consequentburdenon service usersand service providers who are still primarily orientated
towards either mental health or substance use despite evidence which clearly shows that clients
with both issuesare infact 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
10



perceived efficacy of this RFUP istherefore not a minorissue. Whetherone looks at the burden of
healthfor individuals orthe widersociety successful integrated treatment models are a worthy
area for research. If staff perceive that the RFUP helpsto build theirdual diagnosis capacity and at
the same time it assists service users to develop treatment goals, it can also counter therapeutic
nihilism whichis often underscored by stigma. Whilst no one approach will guarantee improved
outcomes for all service users, establishingwhetherthereis an evidence base for the RFUP is a

valuable pursuit.
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Introduction

Preamble to published paper1

Published Paper1

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.

Answeringsubsidiary research question:

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

Background: The candidate had beena regular honorary lecturerat Monash University, Master of
Social Work (MSW) since 2014 and is recognised as having expertise in thisarea. He isa member
of the Victorian Dual Diagnosis Initiative Leadership Group which meetsregularly 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 Petrakisin 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, Africaand Europe, including prestigious universities such as Cornell and Columbia.
The book has been positively reviewed from New Zealand to the Czech Republic. Asecond edition
of this book including the Dual Diagnosis chapter has been commissioned by Routledge which is

expectedto be publishedin 2022.
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A Foundation for Dual Diagnosis Practice Chapter 9

This peer reviewed chapterexploresthe national and international literature including prevalence
data and impact of dual diagnosis for consumers, carers and service providers. It also sets out the
key dual diagnosis approaches and emergingevidence 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 29 Edition.

] -

An introduction
1O contexts,
theories and skills
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A foundation for dual
diagnosis practice: wisdom,
tools and resources

Kevan Myers, Simon Kroes & Melissa Petrakis

Introduction

As a social worker a large percentage of the people you work with are likely to
have a dual diagnosis. Social workers entering practice need to develop knowl-
edge and skills in this area so that consumer (service user) and carer needs may be
adequately addressed. Many of the basic principles of a dual diagnosis approach
can be grasped early in practice. Some basic skills and knowledge can then build
on firm foundations. Dual diagnosis practice aligns with social work practice
principles. Social work practice engages with the most marginalised populations
within society. Substance use and mental health issues regularly occur within
populations who have faced degrees of trauma, social isolation and ¢conomic
disadvantage. There may be a level of complexity when working with people
with substance use and mental health issues, with stigma compounding both
areas. Dual diagnosis practice is therefore fundamental for all social workers.
The aim of this chaprer is to both outline a dual diagnosis approach and
give some examples based on practice wisdom from the field over many decades.

What is ‘dual diagnosis’?
\

1It’s easy to assume that dual diagnosis
only refers to consumers who have

severe mental health and substance use

issues. In practice, however, a range of
dual diagnosis presentations exist,

\. /
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Both nationally and internationally, a variety of terms, including ‘comorbid
mental health and substance use’ and ‘co-occurring mental health and
substance use’, have been used to describe the common scenario of a person
having both a mental health and substance use problem (Allsop 2008;
Minkoff & Cline 2004; Roberts 2013; Schulee et al. 2010). While recog-
nising cach of these terms brings a range of possible interpretations, this
chapter will predominately use the term ‘dual diagnosis’ to describe the
co-occurrence of mental health and substance use problems, as at the time
of writing this is the commonly used term by government-funded initia-
tives, such as the Victorian Dual Diagnosis Initiative where the authors are
currently employed.

It’s easy to assume that dual diagnosis only refers to consumers who have
severe mental health and substance use issues. In practice, however, a range of
dual diagnosis presentations exist. For example, some people may find thac:

*  affeine increases anxicry
*  alcohol reduces auditory hallucinations
*  opiates numb trauma.

Given these (and many other) all-too-common interactions, all consumers
should be individually assessed around the interaction between their mental
health and substance use to collaboratively determine the best way to improve
their quality of life.

Prevalence: why dual diagnosis is the expectation

The significance of dual diagnosis has had growing recognition over the past
twenty years, both internationally and within Australia. For example:

There is a high prevalence of substance use disorders (SUDs;
including alcohol and drug abuse and dependence) among people
with psychotic disorders and other scrious mental illnesses,
including schizophrenia, schizoaffective disorder, bipolar disorder,
and major depression. Although the lifetime prevalence of SUDs in
the general population is approximately 15%, about 50% of people
with a psychotic disorder develop a drug or alcohol use disorder at
some point in their lives.

(Mueser & Gingerich 2013: 424-39)

The US Epidemiological Catchment Area study . . . on comorbidity
(1980-84). Highest levels of comorbidity were found in those with

136 Health practice and practice contexts
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a lifetime history of any drug history other than alcohol; with 53%
with comorbid mental disorders and 47% with comorbid alcohol
disorders.

(Teeson & Proudfoor 2003: 1-2).

More recently, Hartz et al. (2014) found that:

*  The odds of smoking, alcohol and other substance use were dramatically
higher in severe mental illness than estimates in mild mental illness;

* 30 per cent of people with severe mental illness engaged in binge drinking,
compared to 8 per cent in the general population;

* 75 per cent of people with severe mental illness are regular smokers
compared to 33 per cent in a control group;

* 50 per cent of people with psychotic disorders used marijuana regularly,
compared to 18 per cent in the general population;

*  Half of those with mental illness also used other illicit drugs, versus 12 per
cent in the general population.

The carly mortality in people with severe mental illness (25 years carlier
than individuals in the general population) is largely attributable to medical
illnesses associated with substance use disorders.

Australia’s response

In the late 1990s the Nadonal Drug Strategy and National Mental Health
Strategy developed the National Comorbidity Project (Teeson & Burns
2001). These initatives were informed by international literature regarding
the extent of comorbidity experienced by people suffering from mental illness
and using alcohol and other drugs, and the problems with parallel treatment
systems (Drake er al. 1998), and have continued to note findings from over-
seas (Substance Abuse and Mental Health Services Administration 2002). The
Victorian Dual Diagnosis Initiative (VDDI), of which Nexus Dual Diagnosis
Service is a component, commenced in 2000. Similar initiatives were developed

in other states in Australia (NSW Healch 2000; Pennebaker et al. 2001).

Leadership in meeting the challenge: the Victorian
Dual Diagnosis Initiative

Across Australia and New Zecaland, in the late 1990s and carly 2000s, an
open door to working with comorbidities was not a reality. The state of
Victoria in Australia has shown considerable leadership in this arca. Indeed,
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Dual Diagnosis Australia and New Zealand is a project of Eastern Hume
Dual Diagnosis Service, Mental Health Services and Northeast Health,
Wangaratta, sharing a resource repository created by and for people with an
interest in co-occurring substance use-mental health concerns. (The web link
follows later in the chapter.)

In many services funded by the Victorian Department of Health, dual
diagnosis policy is stated as core business. The purpose of the VDDI (Allsop
2008), for example, is to promote development of a systematic and integrated
approach to service provision, so that people of any age experiencing dual
diagnosis have prompr access to quality treatment and support, focused
on recovery and optimising individual outcomes. VDDI services provide
a balance of direct care, and consultation and support to primary care and
other sectors working with people experiencing dual diagnosis (which would
include housing, employment, education and community organisations). The
priorities included that consumers and families/carers were to be involved in
policy and service development both centrally and locally to enable services to
be easier to use, and seen as useful and aligned with their needs.

In 2007 the state government released a seminal document: Key Directions
and Priorities for Service Development. There are five key directions/priorities
identified in this document:

1. Dual diagnosis is systematically identified and responded to in a
timely, evidence-based manner as core business in both mental
health and drug and alcohol services.

2. Staff in mental health and alcohol and other drug services are
‘dual diagnosis capable’ (DDC), that is, they have the knowledge
and skills necessary to identify and respond appropriately to dual
diagnosis consumers and advanced practitioners can provide inte-
grated treatment and care.

3. Specialist mental health and alcohol and other drug services estab-
lish effective partnerships and agreed mechanisms that support
integrated treatment and care. Working with dual diagnosis as core
business within cach scctor will ensure that people of all ages are
not excluded from a service. Their needs will be addressed within
the most appropriate service setting by suitably trained staff and
treatment and care that they receive is of high qualicy.

4. Ourcomes and service responsiveness for dual diagnosis consumers
are monitored and regularly reviewed.

5. Consumers and carers are involved in the planning and evaluation
of service responses to dual diagnosis.

(Department of Human Services 2007)
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A multilayered response

Achieving good dual diagnosis practice relies on seven key elements.

1. Core business

The prevalence of dual diagnosis is such that social workers should approach
all consumers as if dual diagnosis is core business no matter where you are
working. While you are likely to have a range of different capacities in terms of
interventions and roles depending on your position, you should consider dual
diagnosis as being ‘the expectation not the exception’ (Minkoff & Cline 2004).
In practical terms this means that when working with consumers, you should
be looking for emerging or existing mental health and substance use issues and
have at least a basic understanding of how to screen and assess for these issues
and interventions that may be offered.

An example from the field may be a young man who is secking assistance
from a housing agency who has a history of homelessness stemming from
childhood abuse is highly at risk of developing mental health and substance
usc issues. While the primary presenting need is around housing, unmet need
around substance use and mental health are likely to impact on the sustain-
ability of any housing options. Thus this provides an opportunity to explore
and where possible offer interventions or referral advice.

2. 'No wrong door’

The myriad and complex service systems that consumers with a dual diagnosis
could look to for assistance are difficult to navigate, for health and welfare
workers as well as individuals with issues. One of the major complaints for
service users and their carers (family members or other support people) is the
struggle to find appropriate and accepring services. The experience of being
rejected from service provision has been very common, often being couched in
terms of ‘we can’t help you undil you deal with the other issue’. At worst this can
mean that individuals dont receive treatment for long periods, which in turn
worsens their prognosis as they lose other social supports. The longer psychosis
is untreated, the harder it is to successfully treat. For the individual and their
families, reducing the gap between first symptoms and treatment thus becomes
vitally important. This is magnified in dual diagnosis where consumers may
experience being pushed from one service sector to another.

In response to this, the term ‘no wrong door’ has been popularised to
improve service responsiveness. At its core this approach recognises the reality
that consumers can and will appear in numerous service sectors, and services
have a responsibility to support and guide consumers to find services appro-
priate for their needs.
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3. Person- and family-centred

[t may seem a bit obvious to say that dual diagnosis practice should be person-
and family-centred, however, the history of service system response often
does not articulate how this can actually happen in our day-to-day pracrice.
Person- or consumer-centred means actively considering the person’s own
understanding of their issues as well as reflecting the reality that intrinsic
motivation for change is far more likely to be sustained compared to external
motivators. In general, most consumer—professional relationships should aim
at a therapeutic alliance that balances the lived experience of the consumer with
professional knowledge. The aim should be to have the consumer involved in
their own treatment planning. The degree to which this occurs will depend
on numerous factors. It is important o note that consumer-centred is not
the same as consumer-directed. While the latter may be optimal it would be
unfair to expect all consumers to develop and direct all treatment decisions in a
vacuum. A social worker has at their disposal a range of skills and information
that would not necessarily be available to consumers. Health professionals also
hold a duty of care to individuals, family and the wider community, which can
impinge on individual consumer decision-making.

4. Integrated treatment

What does integrated treatment mean in practice?

*  Recognition that mental health and substance use influence each other—
they are bi-directional at all times;

*  Menul health and substance use are both viewed as ‘primary issues’;

*  Treatment planning takes into account the needs of the person in
relation to both issues simultancously as opposed to parallel or sequential
treatment;

*  Consumers may require a number of specialist services; however, where
there is more than one service provider, regular communication using
cither one shared treatment plan or sharing of treatment plans maximises
continuity of care.

Integrated treatment starts from the obvious position that an individual cannot
be broken up into separate distinct treatment areas. They remain an integrated
person even when they have multiple treatment providers. Unfortunately this
obvious fact hasn't stopped service systems treating individuals according to
separate diagnoses. A 2013 national mental health audit reported that: ‘Despite
isolated examples of good practice, estimates show that only seven per cent of
people with a co-existing mental illness and substance use disorder will receive
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treatment for both problems’ (7hriving, not just surviving: Australia’s national
mental health report card, National Mental Health Commission, 2013: ch. 3).

5. Welcoming, responsiveness and hope
Minkoff and Cline (2004), US-based dual diagnosis experts, describe a key

starting point for dual diagnosis capability as how welcoming a service is when
first approached by consumers and their carers. Mental illness and substance
use are both areas with a strong history of judgemental thinking and stigma. It
is not surprising that consumers who often experience rejection are reluctant to
open up for fear of further rejection by services. In the case of consumers who
use illicit drugs there may be legal ramifications to consider also. Consumers
and carers sometimes learn by bitter experience that they need to carefully tell
their story in order to fit with service practice or in some cases prescribed eligi-
bility criteria. Unfortunately, this occurs despite legal and policy documents
that clearly state the opposite, such as the Vicrorian Mental Health Act 2014.

How consumers are welcomed into conversations around dual diagnosis
therefore becomes a critical issue. Our experience is that this is not as hard as it
may appear. The first step is to recognise that the main fear of consumers is that
you might be judgemental and stigmatising in your response. Second, the fear
is that you might ignore their views and try to force them into following your
prescriptions for change. Probably the best guide to welcoming is to consider
how you like to be treated. Although we all have different expectations stem-
ming from our own cultural bases there are some common factors (such as being
shown respect, characterised by being listened to, having our needs considered
when making plans, not assuming that there is a shared understanding of an
issue and being courteous).

Key resources to provide to consumers and their carers are Consumers can
ask (developed by Kroes in 2016) and Carers can ask (developed by Kroes in
2014). These resources, co-designed with consumers and carers, have many
of the questions someone who is contacting your service might wish to ask.
Providing them with the resource emphasises that they not only have permis-
sion, but are entitled, to ask those questions. The resource list at the end of this
chaprer gives further information on locating the resources.

6. Recovery orientated

The concept of recovery has been increasingly accepted in both mental
health and alcohol and other drug services (Best & Lubman 2012). Social
workers should be aware that ‘recovery’ may not be a phrase that sits well
with all consumers as it has connortations with a ‘disease’ model (Dahl 2014).
Nevertheless, we have found the concepr of recovery has been generally empow-
ering for consumers and carers. Although there are a number of definitions of

A foundation for dual diagnosis practice: wisdom, tools and resources 141

20



recovery, they generally overlap in particular areas. The national framework
for recovery-oriented mental health services defines personal recovery as being
able to create and live a meaningful and contributing life in a community of
choice with or without the presence of mental health issues (Australian Health
Ministers 2013). ‘Recovery-oriented approaches sit within the harm minimisa-
tion framework, acknowledging and building on people’s own resilience and
resources. Recovery-oriented approaches recognise that people come to treat-
ment through many different paths and that their goals and journey towards
recovery and wellbeing are individual and unique.’ (Reavley et al. 2013)

7. Harm minimisation

Harm minimisation is an approach that aims to reduce the adverse health,
social and economic consequences of misuse of alcohol and other drugs, by
minimising or limiting the harms and hazards of drug use for both the commu-
nity and the individual, without necessarily eliminating use. It has underpinned
Australia’s drug treatment strategy since 1985.

There are three elements to harm minimisartion:

1. Supply reduction—for instance, restricting sales, border control;

2. Demand reduction—for instance, reduce general population advertising,
instigate drink/drug driving laws;

3. Harm reduction—for example, needle and syringe programs, having
water available at dance venues.

Harm reduction is a great way to engage with consumers as it sends a
strong message that they are valued and empowers them to make decisions.
‘Harm reduction is often made an unnecessarily controversial issue as if there
was a contradiction between prevention and treatment on the one hand and
reducing the adverse health and social consequences of drug use on the other.
This is a false dichotomy. They are complementary’ (Antonio Maria Costa, UN
Office on Drugs and Crime, 2007).

4 A

Harm reduction in practice
A person who has been using heroin for
ten years may not give up heroin but may
learn to reduce the harm from the drug by
using clean needles, learning how to inject
properly; they may have their housing secured
and be engaged in meaningful activities.

\. /
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The parallels with social work

Australian Association of Social Workers Practice Standards for Mental Health
Social Workers (2014) provides the following definition:

Social work is a practice-based profession and an academic discipline

that promotes social change and development, social cohesion, and

the empowerment and liberation of people. Principles of social justice,

human rights, collective responsibility and respect for diversities

are central to social work. Underpinned by theories of social work,

social sciences, humanities and indigenous knowledge, social work

engages people and structures to address life challenges and enhance

wellbeing. The above definition may be amplified at national and/or
regional levels.

(referring to the International Federation of Social Workers

[TFSW], Global Definition of Social Work, approved by the

[FSW General Meeting and the International Association of

Schools of Social Work [IASSW] General Assembly in July 2014)

Social work practice is, by its very nature, holistic and multilayered. This
requires of the social worker a sense of working towards better outcomes for
consumers from numerous angles. This can encompass individual consumer
and family work, system-level engagement and advocating around cultural and
stigma issues. The dual diagnosis approach mirrors this approach.

Examples of systems approach in practice

As part of our Nexus role, we (the authors) attend numerous network meet-
ings with various stakeholders; for example, North East Dual Diagnosis
Youth (NEDDY) and the Yarra Drug and Health Forum (YDHF), which
both meet monthly.

NEDDY was set up in 2010 and aims to develop best practice in inte-
grated care, to improve outcomes for young people who have dual diagnosis
issues. Initial steps were to agree on ways to structure the group, schedule a
monthly meeting time, give it a name, and develop strategic and action plans
to get and keep people interested. NEDDY is now an established cross-sector
collaboration aligned with state and federal dual diagnosis policy directives.
Member agencies include clinical mental health, mental health community
support services (MHCSS) and alcohol and/or other drug services. It is a way
to bring many voices together, providing a locally based avenue for staff to
access peer support, to improve skills and knowledge, to foster links berween
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programs (resulting in improved referrals), to develop and share resources (such
as the Carers can ask resource) and run professional development opportunities,
such as cross-sector case reviews and training on topics of interest.

The YDHF is a community-based collaborative originally funded under
the Drug Hot Spots fund (State Government 2000). The broad membership—
which includes alcohol and other drug services, MHCSS and housing services
among others—facilitates submissions, research and advocacy that may not be
possible or appropriate for individuals or organisations. YDHF has supported
the roll-out of Naloxone training and distribution by Harm Reduction Victoria
and partnered research on public injecting with the Burnet Institute (Dwyer
etal. 2013).

Tools for dual diagnosis practice

Tools can be used in everyday practice to:
ryday p

*  hear a person’s dual diagnosis story

e discuss with them the interactions between their mental health and
substance use

* identify and reflect on their reasons for substance use

*  collaborate on treatment possibilities and encourage change.

Reasons for Use Package

Nexus has, over many years, conducted meetings with various agencies, and
engaged in discussions with staff, about the best ways to develop their capacity
to provide evidence-based dual diagnosis treatment. The insights gained were
that staff were asking for resources to assist them in developing treatment
options. Staff reported they did not know, or did nort feel confident in, how to
implement or decide on the next intervention to use with consumers after they
have completed initial screening to detect dual diagnosis issues. In light of these
discussions Nexus was particularly interested in user-friendly interventions that
could assist staff in opening up dual diagnosis conversations with consumers,
and in particular how to link mandatory screening with interventions in a
consumer-centred manner. To try to address this, Simon Kroes built a proto-
type dual diagnosis resource based on what he perceived to be a user-friendly
questionnaire or scale that was already in use that consumers engaged with: The
Reasons for Use (RFU) Scale.

The RFU Scale (Spencer et al. 2002) is a 26-item self-report instru-
ment. It includes items from the Drinking Motives Questionnaire (Cooper
et al. 1995) and additional motives specific to symptoms of mental illness.

1['[‘, Health practice and practice contexts
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Its reliability and validity has been demonstrated among individuals with
psychotic disorders (Spencer et al. 2002). It is administered to better under-
stand participants’ reasons for substance use and thus tailor the intervention
to meet an individual’s needs. The RFU Scale (Spencer et al. 2002) already
had a reputation as a simple and effective engagement tool in its use as a
component part of the eight-session managing mental health and substance
use collaborative therapy program.

Kroes wanted to build a tool that could be relatively easy to train staff in
and implement. A key question was, “What type of tool would assist staff to
quickly start to address dual diagnosis issues?”’

The RFU Package (RFUP) is a compilation of existing tools, interven-
tions and information that may be used following the administration of the
RFU Scale. The RFUP also includes training material and guides for mentors
and mentees. The package is very much built on strengths and recovery prin-
ciples. It explores consumer motivations in relation to their drug use and
mental health, and assists staff and consumers to consider possible treatments
or interventions.

The prototype was put out for consultation within Nexus. Colleague
Kevan Myers came on board and he and Kroes further developed the tool and
added a mentoring process to enhance implementation as they had found
that training alone did nort usually produce practice change. From the outset
the tool was based firmly on practice wisdom. They then sought to see if
this tool did what they thought it would do and this led to the research they
conducted in partnership with Neami National and Monash University in
2015. Through this process staff told them that the RFUP was easy to use
and effective in building staff and consumer confidence in working with dual
diagnosis issues, and was one of the simplest ways to build dual diagnosis into
core practice.

The approach to using the package is a fundamental aspect of it. How staff
use the package is as important as, if not more important than, the contents of
the package. We continually encourage staff to be curious and supportive and
to explore issues with the consumer in a non-judgemental manner.

How you use the package is as
importzmt as, {'fnot more importzmt
than, the contents of the package.

The aim of the package is to improve the quality of life of the consumers,
which may or may not include reducing or changing their drug use. Having
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a respectful conversation with the consumer that explores their mental health
and substance use, and then providing and negotiating potential strategies or
treatments, is the best way to begin to address the sometimes complex but
treatable issues that surround dual diagnosis issues (Myers et al. 2017).

Information gathered in the process of administering the package is used
by the consumer and staff member to collaboratively develop potential treat-
ments the consumer can explore. In this way the consumer is at the centre
of their own treatment but they get support, if they want it, from the staff
member who plays a facilitator or coaching-type role.

Carers and Consumers can ask resources

Carers can ask is a resource aiming to empower carers (family and friends
of those requiring treatment services) to have informed conversations with
services about treatment, discharge planning and post-discharge support.

Through NEDDY, Kroes consulted widely with carers, carer and
consumer consultants, mental health and alcohol and other drugs staff to
co-produce the resource. The resource provides questions that may help carers
to find out about treatment and discharge planning. Some of these questions
can take time to answer due to the often complex nature of mental health
and alcohol or other drug issues. The questions are suggestions only and not
intended as an exhaustive or prescriptive list.

The resource aligns with current strategic directions in mental health
services. The Fourth National Mental Health Plan (Australian Health
Ministers 2012: 13) states: ‘Families and carers should be informed to the
greatest extent consistent with the requirements of privacy and confidenti-
ality about the treatment and care provided to the consumer, the services
available and how to access those services. They need to know how to get
relevant information and necessary support.’

Consumers can ask

Once the Carers can ask resource had been completed and globally distributed,
the need emerged for a similar resource for consumers. Using the structure
of Carers can ask, Kroes undertook further consultations with consumers
and consumer consultants to develop the resource into one for consumers.
Though these resources are aimed at carers and consumers, other people
(such as health and welfare staff) could use them to assist in advocating for
consumers or finding out information relevant to the consumer with whom
they are working. These resources can be found at the Nexus website listed at

the end of this chapter.
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Motivational interviewing

Motivational interviewing (MI) is a form of collaborative conversation origi-
nally developed in the addictions arena but which now has an evidence base
in numerous settings, including mental health, corrections and physical health
(such as diabetes).

4 \

Key points in motivational interviewing

o Four key processes in MI are engaging, focusing, evoking and planning.

* Engaging is the process of establishing a helpful connection and working
relationship.

* Focusing is the process by which you develop and maintain a specific
direction in the conversation about change.

* The process of evoking involves eliciting the clients own motivations for
change and lies at the heart of M1.

* The planning process encompasses both developing commitment to change

and formulating a concrete plan of action.

Four key processes in M1 are:

1. Engaging—the process of establishing a helpful connection and working
relationship;

2. Focusing—the process by which you develop and maintain a specific
direction in the conversation about change;

3. Evoking—rthe process of eliciting the client’s own motivations for change,
which lies at the heart of MI;

4. Planning—the process encompassing both developing commitment to
change and formulating a concrete plan of action.

Miller and Rollnick (2013) define MI as a person-centred, collaborative,
goal-oriented style of communication that focuses particular attention on
the language of change. It is designed to strengthen personal motivation and
commitment to a specific goal by eliciting and exploring the person’s own reasons
for change within an atmosphere of acceptance and compassion. Learning M1
takes time and is best achieved through a range of activities, including training
and reflective practice. Core elements, such as the spirit of MI, are within reach
for those at the beginning of their practice. The spirit of MI is comprised of
four elements:
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partnership
compassion
evocation

acceptance.

Figure 9.1:The Readiness Ruler

This tool was originally designed by Stephen Rollnick as part of the motivational interviewing
approach. It is a useful tool for evoking and developing change talk using a scaling process.
The desire in people to make change is common, but making change depends on how
important it is as well as the degree of readiness and confidence the person has.
Once the consumer has identified a possible change behaviour, ask the following questions:
1. On ascale of 1-10 (where 1 is not at all important and 10 is extremely important) how
important is it for you to make this change?

1 2 3 B 5 6 7 8 9 10

2. On ascale of 1-10 (where 1 is not at all confident and 10 is extremely confident) how
confident are you in your ability to make this change?

1 2 3 4 5 6 7 8 9 10

3. Onascale of 1-10 (where 1 is not at all ready and 10 is extremely ready) how ready are
you to make this change?

1 2 3 4 5 6 7 8 9 10

In relation to the three scales above ask the following questions to evoke further change talk
and possible next steps:
1. Why are you at your current score and not lower on the scale?
2. What would it take for you to get to a higher score?
Source: Rollnick, S., Heather, N., Gold, R. & Hall, W. Development of a short ‘readiness to change’
questionnaire for use in brief, opportunistic interventions among excessive drinkers. British Journal
of Addiction. 1992, 87:743-54.

Decisional balance

Prochaska and DiClemente (1984) in their work in the ecighties looking at
change in addiction included the use of a decisional balance grid. The basic
concept is that by exploring both sides of ambivalence, the person struggling
with a change gains insight and potentially movement in their thinking on the
topic. This technique has been used in a wide variety of settings and is easy to
learn. A simple version of just looking at the good and not-so-good sides of
an issue can open up a lot of ground quite quickly. In MI, the disadvantages
of the status quo and the advantages of the change are stressed as they elicit

change talk.
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Figure 9.2: Decisional balance table

Status quo Change
Advantages 1. Good things about status quo 4. Good things about change

+
Disadvantages | 2. Less-good things about status quo& i i 3. Less-good things about change

=

Relapse prevention

When working to change any pattern of behaviour, lapse and relapse are
common events. This is particularly evident when consumers are trying to
change substance use. Understanding and learning to manage cravings and
relapse prevention are therefore key ingredients. ‘It is possible to understand
drug craving and to learn how to manage drug craving without returning
to drug use. A model that allows people to identify set-up behaviours (these
are ways of thinking, managing feelings and behaving that increase the
risk of having a relapse), trigger events and the cycle of drug craving itself,
and intervening upon this process has proven effective in reducing relapse’
(Gorski 2001).

Wellness recovery action plans (WRAPs) have also been found to be of
assistance in reducing the likelihood of relapse for consumers with a dual
diagnosis (St Vincents Mental Health 2014). The main aim of this type of
document is to build understanding of possible relapse triggers and plan
supports to mitigate them.

Conclusion

Social workers are very likely to come into contact with people who have or
are likely to develop a dual diagnosis. It is incumbent on all social workers that
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they should work towards having a basic dual diagnosis capacity so that rather
than being a barrier to recovery they can support individuals, carers and the
community to create an environment within which hope is maintained and
recovery becomes the expectation. There are a range of evidence-based tools and
resources that can be useful when working with a person who has a dual diag-
nosis. Social workers should look for opportunities to work for system change
through advocacy and networking, to reduce the negative impacts of stigma,
and to create environments that facilitate better outcomes for consumers with
a dual diagnosis and their carers.
The key points are:

*  Dual diagnosis may be complex but is treatable;

*  Dual diagnosis is any impact drug use has on mental health, and any
impact mental health has on drug use;

*  'The natural progression is for a person to trend towards recovery;

*  Understanding and talking through reasons for use can be empowering for
the consumer and create meaningful treatment pathways;

*  There are evidence-based interventions for dual diagnosis that can aid
individuals and carers on their recovery journeys.
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Key website resources
Alcohol and Drug Foundation (ADF):
huep://adf.org.au/drug-facts/.

Dual Diagnosis Australia and New Zealand:
htep://www.dualdiagnosis.org.au/home/.

National Drug and Alcohol Research Centre (NDARC):
hteps://ndarc.med.unsw.edu.au/.

National Drug Strategy (NDS):
htep:/fwww.nationaldrugstrategy.gov.au/.

Nexus:

hteps://svhm.org.au/home/our-services/departments-and-services/n/nexus.
(Where resources Carers can ask and Consumers can ask can be located.)
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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 thisthey have often been presentedinthe literature and in practice as two
separate entitiesin much the same way as mental health is separated from physical health.In
order to show why a “dual diagnosis” capacity buildingresource is a key area for research the
background literature relatingto mental health and substance use will be explored. Thisliterature
review will explore the context of attempts to build dual diagnosis capacity and the potential

benefit of doing so.

The first pointis that both mental health and substance use are contested historically, culturally
and dependingon one’s positioninrelation 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 itis usedin combinationand whetheritis licit or illicit. "Set" is the mental state a person
brings to the experience, i.e thoughts, mood and expectations as well as theirbiological and
physical characteristics such as age, genderor existing healthissue. "Setting" isthe physical and
social environmentincluding 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, dependingonthe cultural and historical settingyou are in, might be

seenas a medicine or an aid to religious practice rather than primarily a “problematic” substance.
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Anotherexampleis 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. Festivalssuchas Octoberfestin Germany centre on this substance.

In a paper makingthe case for harm minimisationin 2004 Hamiltonand Rumbold wrote

“A combination of protective trade practices, ethnicprejudice, 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 scientificdetermination of innate risk or danger of the
particular substance (Hamilton and Rumbold 2004 pp131).

A more recent study ranking drug harm inthe United Kingdom used a multi-criteriadecision
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), whereasalcohol, 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 modelsthat
underpin the etiology of mental health conditions has followed aremarkably similar proce ss as
that of substance use as discussed above.

Historically mental healthissues were framed along religious or spiritual themes. With people with
a mental healthissue beingviewed as possessed by the devil or evil spirits (Mercer et al 2013)

From this perspective the mentalillnessis oftenseenas aresult of sin eitherby the personin
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treatment or an ancestor. Deliverance from mental illness would therefore rely on spiritual
healing. This perspective might be initially seen asa marginal, but from a historical and cultural
perspective, this conception has an enduringimpact and isstill a major influencerin 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 needingdeliverance. Ratherthat religious and spiritual
approaches can have a positive impact for many people. Indeed as discussed earlierinrelationto
A.A, the spiritual path to recoveryis a major focus for people who hold spiritual beliefs, (Verghese
2008). Whilst the dominant theme in Psychiatryin the western world had tended towards
dismissingthe role of religion, there is now acceptance that “spiritual health” playsa part in both
the developmentand recovery from mental health problems for many people.

For many centuries people sufferingfrom mental health issues were often subjected to horrific
interventionsinan attempt to cure them of the condition.

Around the early part of the 20t Century, two alternative theoretical approaches on mentalillness
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 mentalillness 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. Boththese approaches had the common belie f that talking
to the “patient” was a key element. Whilstthese approaches were being developed, the majority
of people sufferingfroma 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 environmentwould help people torecover. 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 theirown treatment and had little hope of discharge. In 1961 Erving Goffmans’
ground breaking essays on asylums (Mac Suibhne, 2011) had shown how beinginthis
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 witha mental illness to look at alternatives. De-institutionalisation (Novella,
2010) which in Australiawas well underway by the late 1990’s, was an attempt to reduce the
impacts of beingin 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-
governmentsector in places like Victoria. Organisations like Richmond Fellowship now Mind
Australiaand Schizophrenia Fellowship (now Wellways) had theiroriginsin this period. The
overwhelmingethos 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 Australia, 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 healthissue, 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 servicesin

jurisdictions such as Victoria. Consumer Consultants were employedin most Area Mental Health
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Services with the specificremit 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 expandedininfluence there was a growth in new ways of approaching

III

interventions. The “Strengths model” (Rapp and Goscha, 2011) argued strongly that the medical
model approach was dominated by deficitthinking. This tends to think of mental health through a
lensthat considers mental illness as a lack of sanity, capacity etc. Rapp and Goscha setouta
different way of working with service users which encompassed the following principles.

e Consumerscan recover, transform and reclaim theirlives

e The focus is on the individual strengths ratherthan deficits

o The worker-consumerrelationshipis primary and essential

e The consumer is the director of the helping process

e The primary settingfor our work is the community

e The community isviewed as an oasis of resources (Rapp and Goscha, 2011)

The impact of this approach was to enhance furtherthe role of the service userin theirown

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 healthissues is well documentedin 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 onin
various forums for at least 50 years. Etiological explanations of dual diagnosis have ranged from
the moral weakness position through to the concept that re cognises that human beings regularly
use substancesfor 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 provisionrather than integrated treatment can
be seenin 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. Thisinturn
can leadto a breakdownin treatment or a lack of treatment takinginto account both conditions
(Kelly, and Daley., 2013). For service users theirinvolvementin 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 treatmentisthe fact that psychiatricand
substance abuse treatment programs frequently have different philosophical orientations.
Psychiatric programs often downplay substance use, or see itas merely a secondary problemor as
a form of “self-medication” that will resolve with treatment of the psychiatric disorder. In some
psychiatric settings (particularly for patients with psychoticdisorders), substance use disorders

frequently goundiagnosed (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 treatmentare provided by the same clinician or
treatment team in a single agency” (Webb-Robins, 2004 p1). Others have argued that this can also
be whentwo or more providers come togetherto provide integrated treatment ( Drake, Mercer-
McFadden, Mueser, McHugo, and Bond, 1998, Deady et al 2014).

The key pointforintegrated treatment is that it recognises and responds to both conditions.
Rather than havingto navigate and be aware of multiple different treatment modalities, service

users benefitfrom bringingtheir various needs under an integrated plan. Integrated treatment has
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beenshown 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, itis the service user and theircarer who carry the burden of negative interactions
with disparate service systems particularly when a lack of skill inthe otherside of a dual diagnosis
presentation leadsto 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 isa sign that the person has been using the substance and the person
is then asked to leave the service.

Itis imperative therefore forall service providersto have a basic level of dual diagnosis capacity.
At a minimum this should include the ability to recognise and respond to mental healthand

substance useissuesin an integrated treatment plan (Department of Human Services, 2007).
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Subsidiary research question:

With respect to dual diagnosis are there existingtools which assistin building dual diagnosis
capacity?

This journal article emerged from the thesis project designed and guided by the research project
team, with Rebecca Robinson joiningin 2015 as an honours student mentored by this candidate
and Associate Professor Melissa Petrakisto undertake a systematic literature review and data
collection for the first focus group — the latter enhanced the robustness of data collectionas it was
one step removed from the PhD candidate. The Journal isQ1 and the article itself has been

regularly cited.

How does it relate to the Research Question?

This articleis a systematicliterature review aimed at exploring the literature on dual diagnosis
“staff training, workforce development, staff productivity, workforce training, workforce
implementation and staffimplementation”. Itidentified gapsin the literature specifically around
the lack of a dual diagnosis resource which aimed at enhancing staff knowledge and confidence as

well as benefitting consumers.
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It is estimated that anywhere between 40 and 80% of service wsers
who experience mental illness in Victoria, Australin also have issues
with substance use. People who suffer from mental health disorders that
are complicated by alcohol and or other drug use disorders are defined
as having a dual diagnosis (Department of Human Services, 2010).

Living with a dual diagnosis can cause complex physical, psycho-
logical and social difficulties for a wide range of people (Roberts &
Jomes, 2012, p.664), Dual diagnosis is typically associated with nega-
tive consequences and widely affects many of life's domains. Research
suggests that those with a dual diagnosis compared to those with a
single disorder experience much higher rates of violent behaviour,
suicidal ideation, suicide and physical health problems (Thomitan et al,,
2012 p.429). In addition to these complications. there are compounding
impacts on a person’s social circumstance including loss of support

networks, stress on family and anti-social behaviour. This can lead w
possible homelessness and incarceration (Donald, Dower, & Kovanagh,
2005 p.1372). On a more positive note there is Hterature to suggest that
outcomes for service users with dual diagnosis can be enhanced when
services provide integrated evidence-based treatment (Drake et ol
2015).

There s little research on the role of supervision among those with
dual diagnosis training however the minimal evidence suggests that it is
necessary. Supervision led by qualified and competent staff n a helping
environment has found to support staff in difficult situations and allow
the opportunity to reflect on the process that is happening (Cookson,
Sloan, Dafters, & Jahoda, 2014),

The need for dual diagnosis training to be standardised within the
mental health and alcohol and other drug fields across agencies and
different discipline occupations has been raised in order to ensure that
care is more service-user-oriented (Hughes, 2011),
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1.1. Aims and objectives of the study

To investigate the extent and quality of staff training innovations in
the dual diagnosis field, aiming to enhance staff skills 1o work with
people experiencing severe and persistent mental illness (SPMI) co-
morbid with substance abuse.

2. Materials and methods

2.1. Systematic approach

A search for the relevant literature was conducted using 8 online
databases — Informit, Taylor & Francis, Springer, Proquest, Expand,
Sage, Psych info, Elsevier and Cinahl through the Monash library da-
tabase search. The database search was conducted of material between
year ranges of 2005 to the end of Apell 2015, An additional manual
search of articles from reference lists was conducted to ensure relevant
artides were not overlooked.

The keywords and National Library of Medicine, USA, Medical
Subject Headings (MeSH*) headings used in the search were: Severe
and persistent mental {llness, mental health®, schizophrenia®, bi-polar,
psych*®, substance use, substance misuse, alcohol abuse, alcoholism®,
Dual Diagnosis®, staff training, workforce development, staff pro-
ductivity, workforce training, workforce implementation and staff im-
plementation, Search terms were used in various combinations in order
to Include the maximum amount of relevant articles,

2.2 Inclusion criteria

‘This study was conducted in the state of Victoria In Australia, In thar
state the government Department of Human Services published the
review and planning document Dual Diggnods key directions and prio-
rities for strategic development in 2010, The authors of the current study
set out to canvas the international situation in dual diagnosis capacity
building in services at that time through a review of studies in the
Syears prior (what was going on?) and 5 years post (what is or is not
changing?). Studies were included in the current review if they were
published after 1st April 2005 through until the end of April 2015
(when the systematic review was conducted). Literature was only in-
cluded if participants were suffering from severe and persistent mental
ilness (SPMI) comorbid with substance abuse (of any kind), and also
discussed the role of staff training,

2.3. Exclsion criteria

Studies were excluded If they were published prior to 2005, in order
to canvas the most up to date literature. If the studies focused on service
users with other mental health conditions and did not have comorbidity
with substance abuse they were excluded because they did not meet the
criterfa of dual diagnosis. Studies were also excluded If they focused on
children or adolescents under 18 years of age. as the focus for services
in the current study setting was adult service users who would be re-
celving diagnosis and treatment. Articles were also excluded if they
were not in English language, or if the article lacked sufficient degail o
be clearly relevant.

3. Results
3.1. Database search results

Initially, 129 articles met the eriteria through electronic database
searching, with an additional 3 articles sourced through searching re-
ference lists of eligible articdles. The screening process was carried out
by removing 2 duplicate articles and examining 34 article abstracts w
remove further irelevant artickes. Following this process, 20 articles
met the eigibility eriteria, Of these articles, following a full review of
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the text of the articles, 11 were included in this review due to their
discussion on staff training with relation to dual diagnosis in adult
service users.

The articles included after the screening process ranged from be-
havioural studies, pllot studies and longitudinal studies with both
qualitative and quantitative results. Articles were studies from
Australia, the United Kingdom and the USA.

Themes that emerged from the articles were supervision, staff
training and education, training programs and tools, organisational
changes, and changes to policy and mission starement.

3.2, Supervision

Within the dual diagnosis training literature, there is little research
regarding the role of supervision. The minimal evidence however sug-
gests that It s necessary. Supervision led by qualified and competent
staff in a helping environment has been found to support staff in dif-
ficult situations, allowing the opportunity to reflect on the process that
is occurring (Cookson et al,, 2014),

The article by Brunette et al. (2008) employed a longitudinal ex-
ploratory study method. They researched 13 community agencies
within the USA over a 2-year period that had a new dual diagnosis
training treatment program. They applied both a quantitative and
qualitative approach to their research. Program data was collected
using a quantitative fidelity scale to see the degree to which the new
service adhered to established principles for integrated dual disorders
treatment. The qualitative approach involved interviews, meetings and
ethnographic observations to elicit responses regarding facilitators and
barriers to implantation of the training program (Brunefte et al., 2008,
p.990).

Barriers to implementation of the program were researched. A
major barrier to successful defivery was the lack of staff supervision, It
was found that supervision played a key role in the success of the in-
tegrated dual disorder treatment teams in other, successful, agencies,
The absence of high-quality clinical supervision was a common barrier
observed in organisations with moderate or low fidedity (Brunetie et al,,
2008, p.994).

Soacks et al (2013, p.489) produced similar findings to Brunette,
This research reported on the capability of New York State outpatient
programs o provide integrated services for dual diagnosis. They com-
pleted a longitudinal study over 3 years in which 447 ourpatient pro-
grams dealing with dual diagnosis service users were researched, using
the Dual Diagnosis Capability of Addiction Treatment {DDCAT) and
Dual Diagnosis Capability in Mental Health Treatment (DDCHMT)
tools.

One criterion in the DDCAT tool specifically looks at staff training,
This criterion includes the clement of staff supervision. Within these
programs supervisory sessions with staff were not routinely scheduled;
Instead, supervision was conducted peimarily on an as needed basis,
which tended to narrow its focus or concentrated on specific problems
that staff members were having. The 56% of staff who were surveyed
suggested that having routine supervision would make them feel more
capable in using the dual diagnosis training with service users (Socks
eral, 2013 p489). However the instrument validity in this study has to
be reviewed. It has been suggested that even though considerable effort
has been pat into developing both the DDCAT and DDXCHMT indices,
further study is needed to determine, among other things, the im-
portance and proper weighting of each of the dimensions included,
which in return may skew the findings in the study by Sacks and col-
leagues (Socks et al., 2013 p.492),

Schulte, Meier, Stirling, and Berry (2010) also found that clinical
supervision is a major element that needs to be in place to ensure
careful monitoring of staff who work with dual diagnosis service users,
Schulte et al, (2010) studied 124 service users with a dual diagnosis
through use of a semistructured interview and assessment, alongside
46 practitioners who were in charge of their treatment over six
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assessment centres in the UK. The staff expertise had been measured
against the retention rates of these service users in treatment over a
three-month period. The key finding of this study was that service users
who were treated by staff with lower levels of self-rated dual diagnosis
competency were significantly more likely to drop out of treatment.
Among extemal factors that were found to reduce dual diagnosis
competency in self-assessment included the chance to debrief in su-
pervision with a clinical leader (Schulte et al., 2010),

This study was limited due to the small sample size; a number of
staff self-assessments also remained incomplete despite numerous re-
minders. It has to be noted that this study was one of the few studies
that Interviewed dual diagnosis service users alongside the practl-
tioners. The inclusion of the service users in this research is likely to
enable a more accurate overview of practitioner competence,

2.3, Staff training and education

The way staff training is implemented into the organisation has also
been associated with successful dusl diagnosis competency by staff.
Martthews et al, (2011) completed a longitudinal qualitative study wsing
the DDCAT tool In 5 organisations that provide residential inpatient
programs In Australia. The DDCAT suggests that to be defined as
competent in dual diagnosis treatment, staff training should be a
priority, however most organisations found this to be a low prionity
within their organisation.

These findings closely correlate to the findings of Padwa and col-
leagues. Padwa, Larkins, Crevecoeur-MacPhail, and Grella (2013)
conducted @ study In California, USA, in which the research team
evaluated the ability of 30 organisations to support dual diagnosis
service users with use of the DDCAT. They found that the majority of
programs did not have staff members with competency to provide dual
diagnosis services other than to provide medication treatment on site.

Even though 80% of the programs in the study had care staff who
had been provided with basic training for dual diagnosis, only half of
the staff had more advanced training in specialised approaches for dual
diagnosis service users. The highest scoring sites for dual diagnosis
competency were found to have onsite staff with expertise in mental
health alongside staff who had advanced training in specialised treat-
ment approaches for dual diagnosis (Padwa et al, 2013 p.6), The need
to complete further training, and be able to put knowledge into prac-
tice, may help enhance competency. Both studies, however, are limited
in their sample size, and the use of the DDCAT scale as its validity has
not yet been established. It shows the need for suitably qualified staff to
ensure the best outcome for the service users.

A study conducted in Connecticut, USA (Hedregal, O'Connell, &
Davidson, 2006), with 169 practitioners in 9 different agencies that
worked with dual diagnosis service users, set out to determine knowl-
edge and attitudes of staff toward service user dual diagnosis recovery,
A quantitative tool, the Recovery Knowledge Inventory (RKI), was
created by Bedregal and colleagues, in which the staff responses were
ranked and used to assess the staff's views on recovery of a dual diag-
nosis service user (Bedregal e al, 2006). Even though specific to re-
covery, this study was incorporated as the findings have implications on
dual diagnosis training and the needs for tailoring staff training to
better prepare them to offer recovery-oriented care.

Bedregal et al. (2006) found that staff had least knowledge about
the nature of the recovery process, including its non-linear nature; the
idea that illness and symptom management can not only precede re-
covery but also be part of it (e.g ., a person does not necessarily need to
be free from iliness and symptoms). Implications could result in dual
diagnosis service users not receiving the best treatment. They de-
termined that further training was necessary to enhance service user
care (Bedregal et al,, 2006 p.7),

Limitations of this study were that the training undertaken was
specific to the Connecticut area, therefore data found may be specific to
the attributes of the area, and replication may not be possible.
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Instrument validity of the RKI is also not known; Bedregal and collea-
gues determined the use of a larger sample size was needed to re-
evaluate stability of components and reliability of the instrument
(Bedregal et al, 2006, p.101).

In another USA study, this time in Texas, Mangrum and Spence
(2008) focused on the education of staff and the implications this has
upon the competency of staff, Mangrum and Spence (2008) researched
co-occurring disorder (COPSD) programs in mental health (MH) set-
tings versus substance abuse (SA) settings to analyse if education made
a difference to staff dual diagnosis capability,

All respondents to the study had undergone 15h dual diagnosis
tralning independent of occupation In which they were employed. With
the use of a 5-point self-rating scale, ranging from Poor to Outstanding,
mental health and substance abuse workers rated their understanding
and ability to demonstrate each of the competencies described by the
items on the scale. It was hypothesised that SA staff would be the least
academically qualified, however, results indicated that 45% of SA staff
held a bachelor degree compared to only 25% of MH staff, MH staff had
more years of work experience (Mangrum & Spence, 2008),

It was concluded that both MH and SA staff needed further training,
which suited thelr area of expertise, irrespective of their qualification or
work experience. Results indicated a need for Increased training re-
garding documentation of psychiatric issues, to ensure integrated
treatment planning and service delivery (Mangrum & Spence, 2008
p.168),

Schulte et al. (2010) conducted a longitudinal study into the work
experience of staff at 6 treatment centres in the UK. The key findings
demonstrated that service users who were treated by staff with higher
levels of self-rated dual diagnosis competency were significantly less
likely to drop out of treatment. Those with seven years or more of work
experience in the dual diagnosis area ranked themselves highly and
retained service users in treatment longer than those who rated their
competency as lower (Schulte et al,, 2010 p.82). However while this
research is promising, it is also limited because it did not assess other
variables for the service user retention, such as increased staff training.
An additional limitation is that minimal numbers of participants were
included in this study due to time constraints of the practitioners.
Furthermore, the use of a self-rating scale could also hold social-de-
sirability bias as particdipants have a tendency to give soclally desirable
responses instead of choosing responses that are reflective of their true
feelings (Grimm. 2010, p. 2).

3.4. Training program and tools

Hughes explored the need for dual diagnosis training to be stan-
dardised across all agencies and occupations to ensure that care is more
service user oriented. Hughes (2011) undertook a scoping study for the
Natlonal Health Service in which an electronic survey was emailed to
all lead clinicians or service managers within the North West region of
England. Hughes (2011) explained that integration between mental
health and alcohol and drug workers through standardised assessments
would offer a better quality service for dual diagnosis service users,

The study was limited in its small sample size of only 12 individuals.
Sclection bias may also have been present as organisations that do not
have contact detalls for their management online were excluded and no
attempt to find contact details apart from via the internet was used,

Sacks and colleagues found, similar to Hughes, that standardised
assessments should be used. The Sacks et al. (2013) research showed
that even though a number of organisations had in place a standardised
questionnaire tool, alongside a bio-psychosocial assessment, satisfying
the criteria to meet a capable worker, it fell short of the state directive
as not all staff were using the questionnaire nor felt the need to use the
questionnaire, It was concluded that a standardised screening tool
should be administered in a separate procedure prior to, and distinct
from, the bio-psychosocial assessment to enrich dual diagnosis pro-
grams already in place (Sacks et al, 2013, p.491).
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On the other hand, standardised scales are not always the most
utilised tool of assessment for clinicians. McCabe, Staiger, Thomas,
Cross, and Ricclardelli (2011) found that a standardised scale presented
some challenges to dinicians who generally worked with a more open
style of assessment. McCabe et al. (2011) conducted research to view
the responses of staff to the screening tool used for dual diagnosis inan
emergency department.

Dual diagnosis service users were monitored over 4 weeks and 7
cliniclans undertook a focus group to discuss findings. The full two-part
screening that was used in the rescarch was thought to be cumbersome
or difficult for service users to understand. Clinicians also found using
the standardised scales in isolation created difficulties in recording
important contextual detall around the dual diagnosis problems
(McCabe et al, 2011). It should be noted that the study was spedific to
an emergency department of a hospital, where some questions may
need to be more succinct than in other departments. Service users were
also surveyed who had undertaken the questionnaire and found that it
was at times confusing to answer; therefore more user-friendly ques-
tions would be beneficial.

So research shows that a structured tool is important in gaining vital
information; the knowledge that every department is different and that
every dual diagnosis service user is different may make using a stan-
dardised questionnalre difficult to work with,

3.5, Organisational changes

The organisation itself plays a role in supporting staff to be com-
petent in dual dlagnosis work. Schulte et ab. (2010) founded that service
factors such as organisational functioning and the level of organization
readiness to implement a new dual diagnosis treatment program de-
termined success. Organisations that allowed for training to be in-
troduced and sought further learning were more successful than those
organisations that dida’t allow for change (Schulte et al, 2010).

Roberts and Jones (2012) conducted a qualitative study that used a

narrative approach. Participants were purposively sampled and from an
initial 60 participants enough data was available to reach saturation
after 19 interviews. It was found that there were three narratives that
were commonly seen, ‘radical, remedial and progressive’ (Roberts &
Junes, 2012, p.679), however all participants agreed that barrlers o
quality in relation to staff and duval diagnosis expertise include in-
adequate organisation models, including that the survival needs of or-
ganisations are often misaligned with the needs of potential service
users.
Being able to implement change toward being an organisation that
views the general wellbeing of service wsers to be of the upmost im-
portance is necessary, However, these narratives may be limited due to
their small sample size; and the narrative approach is dependent on
participants narrating their lives and experiences without being overly
guided. A strength of this study though is that they did include several
occupational groups who support dual diagnosis service users: service
user-rescarchers, nurses, occupational therapists, psychiatrists, psy-
chologlsts, and soclal workers. This allowed for perspectives from
several professional occupation groups, creating a more holistic view of
dual diagnosis service user care,

Brunette et al. (2008) found that organisation structure plays a
crucial factor in successful dual diagnosis treatment. Both chronic staff
tumover and employers not supporting employee’s time to train have
been found to be limiting factors. In addition, some of these teams were
short-staffed for long periods, resulting in high caseloads and over-
worked employees not being afforded time to train in dual diagnosis
competency (Brunette et al., 2008),

Hughes (2011) also suggested that an organisation being willing to
change is key to provide a successful dual diagnosis organisation.
Hughes' research displayed that those organisations that were willing to
implement change by improving attitudes and challenging stigma, as
well as joint training and more collaborative work with service users,
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had the highest rates of competency (Hughes, 2011 p.147), However,
only similar agencies were contacted in this research, Those contacted
were all part of the National Health Service, therefore findings are re-
stricted to this service and may not confer to other agencies in other
countries.

Furthermore Gotham, Claus, Selig, and Homer (2010) completed an
exploratory qualitative study in which semi-structured interviews were
undertaken, slongside staff capability being analysed with the use of
DDCAT and DDCMHT twools. A total of 66 staff were questioned in the
study, both in rural and urban settings, in the USA. Findings showed
that the size of an agency can denote competency of staff. Smaller
agency size was associated with greater change in capability, and
single-service agencies showed greater Improvement than multiple-
service agencles. Paradoxically, larger programs might therefore face
greater challenges In initating change despite the greater resources
they have at hand (Gotham et al,, 2010},

It may be that smaller agencies and agencies that have one main
treatment focus are more able to quickly implement significant program
change when they decide to do so, because there Is less bureaucracy.
However, limitations are present in implications from this research, as
it would be a generalisation to infer applicability across a range of or-
ganisations and training packages, especially these carrving out dif-
ferent functions in their work with service users.

3.6, Changes to policy and mission statement

Matthews, Kelly, and Deane (2011) suggest that changes to orga-
nisations' mission statements and policles 1o include dual diagnosis
service user care is necessary. Matthews and colleagues proposed that
for full capability as determined by the DDCAT, an organisation’s mis-
sion statement should indicate that services are provided for people
with co-occurring mental health problems. Incorporating the role of
dual diagnosis into the organisation’s mission statement is likely to have
positive implications for access and the identity of the unit itself,
alongside providing a sense of belonging to the service user (Matthews
et al, 2011, p.198).

Furthermore Manbews et al. (2011) suggested the Inclusion of
posters and Informational pamphlets in reception areas and waiting
rooms is needed In order to communicate thar the treamment program
provides services for those who have co-occurring mental health dis-
orders. It was found that the waiting room is an ideal place to leave
educational material. This improved service user-physician commu-
nication and enhanced shared decision making (Moerenhour er al,
2013, p.494). This could be very useful In helping remove the stigma
felt by some service users due to their mental (llness and substance
abuse.

Padwa and colleagoes’ study further determined the need to ac-
commodate the requirements of service users with dual diagnosis.
Padwa et al (2013) found that the programs that were rated less than
competent were more informal, there was no inclusion of dual diagnosis
protocols within mission statements or policy, and the availability of
service user education materials for both mental health and substance
use disorders was limited. Implications were that excluding this in-
formation could make the service user feel segregated and lonely.
Therefore to incdlude a role with dual diagnosis service users explicitly
in organisation literature is a necessity,

4. Discussion

While there is a body of research regarding severe mental illness and
substance abuse, the occurrence of studies including staff training is
profoundly limited, Having reviewed 10 years of studies, there were
only 11 articles that specifically addressed dual diagnosis staff training
alongside mental illness and substance abuse. It is surprising there is
not more published in this arca. In Victoria, Australia, where the cur-
rent researchers are based, It has been estimated that anywhere
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between 40 and 80% of service users who experience mental illness also
have issues with substance use (Department of Human Services, 2010).
‘This should be core business, and well researched and understood core
business for our sectors intemationally.

Hughes explored the need for dual diagnosis tralnlng o be stan-
dardised across all agencies and occupations to ensure that care is ef-
fective and more service user oriented (Hughes, 2011), The current
review endorses that position, and demonstrates a modest emerging
body of work to that effect, The current systematic literature review
teok place in the context of a developing research project based around
finding mechanisms to support staff o engage service users regarding
the reasons for use of substances (Myers, Kroes, O'Connor, & Petrakis,
2017). The project team has, for some years, engaged in tertlary con-
sultation with staff from health and welfare agencies. Staff in these
agencies have expressed concern that, despite training on the impact of
dual diagnosis and need to address service user identified dual diag-
nosis needs in an integrated manner, they did not an do not have tools
and practices thar would simultanecusly assist 1o build thelr dual di-
agnosis capacity and assist them in working with service users in a more
effective manner.

4.1, Limitations

This review is potentially limited by exclusion of articles that were
not in English. Another limiting factor is that articles were excluded if
they were published before 2005, which means that potentially relevant
seminal articdes might not have been Included due to age There are
concems around the power of the findings derived from the papers
reviewed due to limited studies, small sample sizes, selection bias in
some studies, and issues raised regarding the validity of the DDCAT tool
and RKI instrument. Furthermore only two studies used respanses from
the service users themselves; and even then interviewers only asked
service users questions in the presence of a practitioner, which may lead
to influence and thus bias. It would be beneficial to seck further clar-
ification from service users as to their views of supportive and com-
petent practices in staff approaches.

5, Conclusions

The limited literature exploring dual diagnosis capacity building
and tools so far has focused on either staff capability andit tools or
screening and assessment tools for use with service users, The current
review findings have provided the knowledge that supervision is ne-
cessary to ensure staff feel adequately prepared for the demands of
working with service users experiencing dual diagnosis. Furthermore
that staff training is often not to an optimal standard, and that com-
petent leaders are necessary to help support dual diagnosis competent
staff, It is also apparent that there are organisational barriers that exist
to staff competence including agency size, organisational willingness to
change, and the need to change policy to make for a more indusive
atmosphere. This review confirms a gap as to whether a dual diagnosis
resource which can be used in treatment with a service user can also
have an impact on dual diagnosis capacity,
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Chapter 3

Methodology

The Reasons For Use Package which was co-designed by Simon Kroes and this candidate. A
research partnership was developedin collaboration with an Australian community mental health
support agency, Neami National, with the specificaim of looking at the perceived efficacy of this
resource with respect to buildingthe 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 theirworker.

The Victorian Dual Diagnosis Initiative

In response to the growing acknowledgement of the problems associated with dual diagnosisa
variety of jurisdictions have developed strategies toimprove outcomes. The Victorian Dual
Diagnosis Initiative isone such endeavour developed by the Victorian state Government (Roberts,
Maybery and Jones, 2013). Itbegan 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 clinicianis auspiced by a differentagency and there
have been a variety of methods developed and employed toimprove 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, isaupiced by St Vincent’s Hospital Melbourne.

The VDDI was evaluatedin 2011 with the Final report indicating that,

“The Initiative had had a dramatic impact with regard to buildingrecognition thatdual diagnosisis

everyones business” (Australian Health Associates 2011 p 3).
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The report noted howeverthat “Integrated Treatment isan 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 theirown 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 relevantto individual sectors” (p. 9)

And

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

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
issueswas discussedin a key paper by Spenceret al in 2002. The paper exploresthe motivations
based on the domains of the Reasons For Use Scale (RFUS) which had modified the Drinking
Motives Questionniare (Cooper1984) by adding questions about symptoms related to psychosis.
The resultsindicated that participants used substances for a variety of reasons rather than only to
cope with unpleasant affect. This isn’t perhaps surprising giventhe large percentage of people
who use substancesfor social or other reasons within the general population. Service users of
course don’t live ina 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 s
mainly used within Pacificlslander communities and coffee was only relatively recently adrug of

choice inthe United Kingdomand Ireland.
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The RFUS questionnaire opens up the possibility of a number of differentreasons foruse; which in
turn raises the possibility of change, i.e. a person’sreasons for using alcohol may change over their
lifetime. Increased awareness can then lead to curiosity about their current pattern of use and
theircurrent mental and physical health. In this way the RFUS doesn’tset up a pro or anti
substance use discussion, but puts the serviceruser at the centre of understanding why and what
they might want to do in future.

The RFUS had been offeredto service users as part of an eight-session group program developed
by the Mental Health Collaborative Therapy Unit. The designersof the RFUP (Myers et al, 2017)
had extensive experience of delivering this package in the period 2006-2011. Service usersseemed
to respond very well to the RFUS questionnaire. In 2007 the Victorian governmentbrought 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). Staffin a numberagencies
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 sectionand
training and mentoringto 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 butare neither prescribed nor set out as the only thingsto consider. For example
although one option is “consider self-help groups”, the range of such groups will depend on the
suitability and availability fora 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 membercan collaborate with a service userto develop new

awareness and a treatment plan, without necessarily beingthe person whowillimplementthe
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plan. Indeeditmay well be that a plan may bring togethera 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 domainis separated intotwo sets of optionsfor
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 appearin several domainssuch 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 textideas 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 forthe
RFUP to be supported, formed a research partnership with Nexus and Dr Melissa Petrakis of
Monash University to look at developingagreater understanding of the perceived impact of the
RFUP. In 2014 Myers was encouraged to apply to undertake a Ph.D. as it was feltthat framingand
supportingthis process through a tertiary and industry lens was part of the Monash Universities
strategic plan. Neami National and Nexus where also keento build published material which

would support evidence based practice.
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Research Context

In addition to the material describedinthe introduction to this Thesisit is worth exploring further
the particular context within which this research was set as it occurred duringa 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 concernedindividualsand later
supported by a range of block funding by State government (Ronnau, Papakotsias, and Tobias,

2008).

A Victorian Mental Healthreform agenda in 2014 changed the name to Mental Health Community
Support Services. The reform agenda attempted to increase consumerchoice and distribute
services more evenly across the state. Whilst thiswas being implemented duringthe period from
2014 to the time of writingthere was an additional change to the sector with the staged roll out of
the National Disability Insurance Scheme which was developed ata Federal level (Brophy, Bruxner,

and Wilson, 2014).

The Victorian Government entered a bilateral agreementin 2015 that saw a shift of funding from
MHCSS to the new NDIS based services. One of the major conse quences of this change in policy
was a focus on deficit-based eligibility criteria, which stressed enduring disability under NDIA
(Williams, and Smith, 2014). This meantthat 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.
49



The Training and mentoring of staff in the partner MHCSS organisation took place right in the
middle of this period. At that pointin 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 developedin Victoriabut 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 diagnosisintervention strategies package, namely the
Reasons For Use Package (RFUP)? (Thisis a package that was specifically designed to assist mental
health staff working with consumers with a dual diagnosis)

A subsidiary research question was: What isthe 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 ratherthan an objective reality. This
concept of knowledge fitsin very well with social work practice and dual diagnosis where meaning
is different overtime and will depend on the individual’s perspective of terms like ‘recovery’ and
‘relapse’ (Worley, 2017). An example isthe 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 takesinto 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 buildingisa contested and multi-faceted term whichis socially
constructed and changes overtime (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 isappropriate.

Pragmatist researchers focus on the 'what' and 'how' of the research problem (Creswell, 2013,
p.11). Thisresearch is based on inductive reasoning, clarifying meaning, and analysingand
exploringphenomenon. The research takes place in a specificsocial contextand isin turn affected
by social interaction between researcherand participants. Pragmatic research accepts the
‘situating of the researcherwithinthe context under investigation’ (Maxcy, 2003, p. 82). Flynnand
McDermott (2016) have exploredthe concept of emic (insider) and etic(outsider) researchers, and
citing Kerstetter (2012, p. 12), note: ‘itis more often the case that insider/outsider positioning
occurs on a continuum, with researchers rarely being either/or’. Pragmatic research is aimed at
increasingunderstanding of the research problem utilising methods which aid this process, thus
the test of whether method should be usedis whetherit actually increases understanding of the
research problem (Mackenzie and Knipe, 2006). In this research the candidate was potentially
seenas beingan outsiderto some participants and an insiderto others dependingon 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 trainingand mentoringin the Reasons For Use
Package compared to a matched sample of staff respondentsfrom the same organisationin NSW.
A mixed methods approach including surveys, focus groups and a case study was used to collect

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

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

*10 Lead practitionersin Victoria are trained and mentored inthe RFUP with a view to
them becoming mentors ata later stage.

the Mentor notes form

eFeedback from this group leadto the development of a Mentor Guide and refinement of

Step 8

J
N
eRecruitment of staff at Victorian and NSW sites
eTime point1survey of knowledgeandconfidencein bothstates
J
N
eVictorian stafftrained in RFUP
eTime point2 survey of knowledgeandconfidencein bothstates
J
N
eVictorian stafftrial RFUP with two consumers and receive mentoring fromthe 10
practiceleads
*Timepoint3 survey of knowledge andconfidencein bothstates
J
N
eVictorian Consumers offered RFUP Feedback questionnaire
J
¢ VictorianMentee only Focus groupheld )
e Victorian Mentorand Mentee focus group held to discuss staffand consumer
quantitative and qualitative datasets
J
N
eCasestudywritten up with a staff participant
J
N
eTraingulation of different data sets would then be used to address the Research
Questions
J

S
S
v
3
S
g
Y,

Figure 4 Intervention Steps
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Study Sample

Description of Research Sample

Mental Health Community Support Service (MHCSS) staff from the same agency, based intwo
Australian states, Victoriaand New South Wales. Whilst staff had a range of backgrounds including
many with Nursing, Occupational Therapy, and Social Work qualifications, others had been
employed basedon theirLived or other experiences. Neami National’s Annual Report 2015-16

gave the followingstatistics relating to overall staff profile.

“61.9% had a Bachelor degree or higher, 16.4% had a Diploma, 15.6% had a Certificate I-1V, 6.1%
Secondary education, 69.2% identified as Female, 30.8% identified as Male, 4% identified as
Aboriginal or Torres Strait Islanderand 18% identified as being from Culturally Diverse

Backgrounds (Neami National, 2016. P41)

All staff inthis agency receive trainingin 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 Interviewingand the
World Health Organisation Alcohol Smoking and Substance Involvement Screening Test Version 3
(WHO ASSIST) screeningtool. 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 samplingwas employed inthis 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 Victorianand NSW cohorts would be

possible as they was a degree of homogeneity withrespectto setting. The intentionbeingto
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recruit from a similargroup of staff in both states working with similartypes 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 tojoin 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 beinginvolvedinthe research study.

Two groups of Neami National staff who had similar professional backgrounds and working with a
similarconsumer cohort were recruited for the research project. This was facilitated by Neami
National all staff as the relevantsites were sentan expression of interest flyer. Aplainlanguage
statementexplainingthe research project and that their involvement was voluntary and that they
could withdraw at any time with no impact on theircurrent or future employment (see Appendix
1). Staff who wishedto be involved signed aconsent form (Appendix 2).

The NSW cohort was the control site. The Victorian cohort of Neami National staff was the
interventionsite. Participants from Victoriawere additionally trained and received mentoringin

theiruse of Reasons For Use Package withtwo consumers.

Sample Size

A total of 48 Victorian staff were recruited for the interventionsite.

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

19 Consumers consented to give feedback on their experience of usingthe 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 usingthe RFUP with
consumers including how to take intoaccount the consumer’sindividual context, when
introducingthe tool. Thissessionalso included an experiential pairexercise whereby participants
took turns to facilitate their partner’s use of the RFUP to explore their substance use such as
caffeine, nicotine oralcohol and develop a collaborative treatment plan. The experiential aspect of
the trainingreinforced the desired approach i.e, a collaborative exploration ratherthan an
interrogation of the participant as well as giving a valuable insightinto how the questionnaire part
of the RFUP can bring forth new insights which in turn can assist with both engagementand

treatment planning. The sessionfinished 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 mentoredin the RFUP.
The mentors were practice leads within each Victorian Neami National site. There was
approximately one mentor to four participants. Participantsand mentors were encouragedto
complete usingthe RFUP with two consumers with two separate mentorsessionsover about a 4-6

week period.

Data Collection

Quantitative Methods

In this study, the use of quantitative methodsis justified by theirrole in deepeningunderstanding
of the phenomenon. "Quantitative data may be utilisedina way, which supports or expands upon

gualitative data and effectively deepensthe description"” (Mackenzie and Knipe, 2006, p. 1). Two
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self-reportinstruments, one for staff and one for consumers (the latter included space for

qualitative data alongside survey questions) were designed forthis research.

Staff Survey

The staff surveys (Appendix 3) captured the perceptions of participants in both N.S.Wsand
Victoriaat approximately the same time. The surveysoccurred at three time points: coinciding
with pre training, post training and post mentoring of the Victorian staff cohort. The survey
guestionslooked at knowledge and confidence in dual diagnosisinterventions 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 splitinto 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 unsoundto explore the capacity building efficacy for staff participants in
isolation from the consumer experience. Feedback from Consumers and Carer representatives
followinginitial 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 plainlanguage statement explainingthe 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 feedingback their subjective experience, triangulation of results with the staff

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

Measures
Consumers were surveyed usinga 7-item questionnaire aimed at gathering consumer feedback
about their experience usingthe RFUP with theirworker. Responses were measured on a 5-point

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

Procedure

Workers offered the plainlanguage statement and consent form feedback questionnaire to
consumers after completingall 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, withoutidentifyinginformation and completed the survey
in theirown time away from the staff member. This method aimed to reduce any likelihood that
the consumer may have feltthat any negative feedback risked their relationship with the worker
and wider program. As mentioned below in limitations the drawback with thisis approach was

that it would not be possible totrack individual consumers withindividual workerresponses.

Qualitative methods

Focus Groups
The utility of focus groups is well establishedinthe literature (Wilkinson, 2015).Focus groups can
elicitnewinsightsand be usedto 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 feltthat 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, menteesand their perception of how consumers responded to the use of the RFUP.

Mentor Sessions

Mentoring is seenas 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 withthe mentors taking notes of various aspects of the conversation. The themes

emerging from mentoringwere explored inthe Mentee and Mentor and Mentee Focus groups.

Two focus groups were held to explore the subjective experience of staff participantsin Victoria.
The first group used semi-structured questions and was a sample group of staff who had been
trained and mentoredin the package. Thematic analysis was used for this research projectin
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 theirthoughts about how the RFUP related to
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the Collaborative Recovery Model and the implementation process for this research. The session

was recorded, and a thematicanalysis was conducted.

Case study exploration

A de-identified case study (Alston and Bowles, 2018, Pan and Tan, 2011) would be usedto explore
staff and service user experience of usingthe RFUP was conducted. Whilst itis not possible to
make universal claims based on one case study, there is meritin 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, triangulationitselfis likely to give greater validation to any findings from the

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

Triangulationrefersto a process whereby two or more methods of collecting data are usedto

increase understanding of the research topic (Alston and Bowles, 2018) It has been noted:
Triangulation is not forthe 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, triangulationitselfislikely 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 decisionto employa numberof 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.

Qualitative data
collected via focus Quantitative
groups and Mentor Consumer data
notes

Case study explores
relationship Quantitative
between worker Victorian v NSW
and consumer use Interpretation of staff data.

of the REUP thesocially
constructed

knowledge of the

perceived efficacy

of the RFUP

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
theirresearch committee.

The staff and consumers potentially recruited forthis 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 considerationsin thisresearch designfellinto a
number of categories. Firstly consumers who were invited to give feedback on their experience of
using the RFUP with theirworker neededto be assured that participating or not participating
would have an adverse impact on care, secondly when consumers agreed to give theirfeedback
they neededto be assured that there would be no adverse impact from negative comments about
eitherthe research, the RFUP or the relationship theirworker. Each consumer was givena plain
language statement (Appendix 4) that outlined the purpose of the research, potential risks and
benefitsand what theirinvolvementwould entail. Aconsumer consentform was signed before
givingfeedback on their experience of using of the RFUP (Appendix5).

With respect to staff ethical issues covered a similarof issues. Staff needed to kn ow 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 1and 2).

Reliability and Trustworthiness

The concepts of reliability and trustworthiness are essentially askingwhether otherresearchers
looking at the same data would draw similar conclusions and secondly that if someone else
followed the same research design for a subsequentstudy they would be able to compare results.
There are a number of reasons why these are important issues, firstly any claims of new
knowledge needto be stated from the standpoint of what was already known. The evidence base
is thus builton the back of previousresearch. Secondlyall 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 designin this study employed a number of methods to ensure reliabilityand

trustworthiness. Staff and consumer participants were able to give their survey feedback
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anonymously, Mentor notes did not identify eitherthe 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 feltthat 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 theirviews of the data. Whilstit is not possible to fully mitigate thisrisk, in
order to reduce this possibility Sarah O’Connor research office and a senior staff member from
Neami National facilitated the session. Howeveras a further step the session was videoed and a
thematic analysis was completed, includingan additional sense checking step utilising a Masters of

PublicHealth student who was on a different placementat Nexus.

The Case study paper was co-written by a Neami National case worker who had was able to
provide her own insightsfrom the usingthe RFUP with a service user, thus addingan additional

level of reliability to the perceived impact of the RFUP.

Limitations, Summary and Conclusion

All research by its very nature has limitations whetherthese are deliberate or unforeseen. These
are factors which need to be understoodin order to place the research resultsand conclusionsin a
particular set of parameters, essentially this should make it possible to compare resultsif a
replication study occurred. A discussion about limitationsis not about underminingthe validity of
the research under taken, it is about clarifying what can safely be drawn or builton 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 needto be careful of drawing universal conclusions. In this case Neami

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

consumers, wouldtherefore 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. Howevera conscious
decision was made to collectde-identified responses includingthe demographics of the consumer
and the nature of theirdual diagnosisi.e substance and mental healthissue as this would have
made it more likely to be able to identifyindividual consumers. Alimitation of this approach is that

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

Anotherlimitation of this research designis that the surveysand focus group data were collected
over arelatively shorttime period of around five months. A longer study time with follow up at 6

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

Chapter Summary and Conclusion

This methodology chapter has described and explained the research design for thisstudy. A
pragmatic methodology was employed with mixed methods of data collectionincluding both
qualitative and quantitative methods, surveys, focus groups and a case study. This designis
consistent with a social constructivist ontological stance and is particularly relevantto this
phenomenonwhere 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 resultsand as well as including three published papers, also has two sections

which report on consumer feedback and focus group findings.

The first published paperinthe results chapter istitled “The Reasons for Use Package:

developmentresearchand implementation: lessons forthe field”.

This paper was presented at the TheMHS (The Mental Health Services) conference, Auckland New
Zealandin 2016. TheMHS is an international learning network for improving mental health
servicesin Australiaand New Zealand. It brings togetherservice users, carers and theirrespective
peak bodies with service providers and government bodies and has long been recognised as a key
industryinfluencersince itbeganin 1991. Itisworth notingthat the Reasons For Use Package
research was a nominee fora 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 Ministerthe
Honourable Brian Howe. The prestige and influence of the conference was a decisive rationale for

publishing a paper with TheMHS.

The second published worksinthe results chapter istitled “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 whichis produced by a coalition of Australian Mental Health Peak bodiesincluding
Vicservthe Victorian Peak Mental Health Service Body. Vicservis now called, Mental Health
Victoria (MHVic), and at the time of writing has a major role in the implementation of
recommendations from the Royal Commissioninto 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 beenincludedin Monash
University thesisinclusive of published works inthe Medicine, Nursingand Health Sciences

Faculty.

The paper focuses on the mentoring aspect of the RFUP and how the approach taken, neededto
be congruent with the approach staff applied when usingthe RFUP with service users. The paper
explicitly discussesthe role of mentoringin 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 publishedina Q1 peerreviewed journal Research on Social Work
Practice and istitled “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: developmentresearch and implementation: lessons forthe
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 exploresthe 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 outlinesthe

research methodology and outlines early results.

Addressing the subsidiary research question:

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

Conference presentation:
This paperwas co-presented with Ms Sarah O’Connorfrom Neami National whois alsoa 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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THE REASONS FOR USE PACKAGE: DEVELOPMENT RESEARCH AND
IMPLEMENTATION LESSONS FOR THE FIELD

Kevan Myers, VICTORIA, AUSTRALIA

Team Leader Nexus Dual Diagnosis Service, St Vincent's Hospttal (Melboume),
kevan.m svha.org.au

Simon Kroes, VICTORIA. AUSTRALIA

Senior Clinician. Nexus Dual Diagnosis Service,_ St Vincent's Hospital (Melbourne)
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r I Administrati mi i
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Melissa Petrakis, VICTORIA, AUSTRALIA

Senior Research Fellow & Senior Lecturer, St Vincent's Hospital (Melbourne), Mental Health
Service & Department of Social Work. Faculty of Medicine, Nursing and Health Sciences,

Monash University
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ABSTRACT

Background: The Reasons for Use Package (RFUP) was designed by Nexus Dual Diagnosis
Service, St Vincent's Hospital (Melbourne), to facilitate therapeutic conversations about dual
diagnosis issues. It assists in collaborative treatment planning between staff and consumers.,
It Includes the Reasons for Use scale, a menu of possible interventions and a staff
mentoring process.

Methods: From a 2012 Quality Improvement Pilot, Nexus, Neami National and Monash
University have collaborated to build the evidence base.
A national research comparison has taken place, with an intervention group of Neami
National Victorian staff compared with a matched cohort in NSW. Groups were surveyed at 3
time points: baseline, training and mentoring. Consumers involved in the research were
offered a feedback questionnaire, and further qualitative data was collected from focus
groups.

Results: Over 100 Neami National staff have participated, with findings that the RFUP
resource significantly increased staff confidence and dual diagnosis knowledge.
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REASONS FOR USE PACKAGE PARTNERSHIP

Simon Kroes and Kevan Myers designed the RFUP in response to a gap identified by the
field as to how to effectively follow up initial screening for dual diagnosis issues. Consumers,
carers and staff confirmed this through a needs analysis survey at the 2012 VIVSERV
conference. After the successful initial Victorian pilot in 2012, Nexus, Neami National and
Monash University agreed to collaborate in research partnership to evaluate and develop an
implementation model for the RFUP.

Nexus Dual Diagnosis Service

Nexus is auspiced by St Vincent's Hospital (Melbourne), Victoria. Established in 2000, as
part of the Victorian Dual Diagnosis Initiative (VDDI), Nexus works with more than 40
agencies to improve their dual diagnosis capacity via training, consultation and resource
development. In the Australian (Allsop 2008; Roberts 2013) and international service delivery
literature (Minkoff & Cline 2004), the need to resource and support services to focus on
comorbid or co-occurring mental health and substance use in an integrated manner is
important since it is so common that a person presents with both a mental health and
substance use problem or set of challenges (Teeson & Proudfoot, 2003).

Neami National

Neami National commenced in Victoria in 1986 as a community mental health service
supporting people living with mental illness to improve their health, live independently and
pursue a life based on their own strengths, values and goals. They now provide services in
diverse communities in Western Australia, Queensland, South Australia, Victoria and New
South Wales (Neami National Australia 2014). They currently support over 4,000 Australians
annually in their recovery.

Monash University

Monash University is ranked in the top one per cent of world universities according to the
Times Higher Education World University Rankings (2013-2014). The 2012-2013 rankings
noted Monash as one of only six Australian universities in the world's top 100, and the 34th
university in the world for Clinical, Pre-Clinical and Health. Monash is a member of the
Group of Eight, an alliance of leading Australian universities recognised for excellence in
teaching and research. The departments of Social Work and Art, Design and Architecture,
based at Caulfield Campus (Melbourne), actively engage with industry to support mutuaily
beneficial innovations for students the broader community.

THE REASONS FOR USE PACKAGE
What Is It?

The package is currently a Power Point file with links to other supporting documents. It can
be used in WORD format also. It is a user friendly, package that can be applied in a number
of circumstances to a wide range of consumers. It provides a framework for working with
consumers with dual diagnosis issues. A web based platform is being developed in
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partnership with Monash University Art Design and Architecture with the aim of increasing
availability.

Who Made It?

Designed by Simon Kroes and Kevan Myers from Nexus Dual Diagnosis Service at St
Vincent's Hospital Melbourne, building on the Reasons for Use Scale developed and
researched by Professor David Castle and colleagues (Spencer, Castle & Michie, 2002).

Why Did You Make It?

The Reasons for Use Package (RFUP) was designed in response to workers in the field
asking for resources to assist them after they have done initial screening for dual diagnosis
issues.

Is It User Friendly?

The RFUP has been built to align with common health and welfare skills that workers
already have. It provides a framework for applying these skills in a practical and user friendly
manner. Workers from a range of disciplines, including psychology, occupational therapy
and social work, who have used the RFUP found the package easy to use.

Quotes from workers that have used the RFU Package:
“Simple, meaningful and related to work practice”
“Good for building dual diagnosis into core practice”

“_..very personal approach to their (the consumer’s) situation”

A Significant Contribution to the Field of Mental Health on a Local, State or National
Level

The RFUP research and implementation developed in this collaborative research partnership
has added a new approach to building dual diagnosis capacity building. The RFUP assists
workers to successfully create an atmosphere where consumers can explore the interaction
between their mental health and substance use. This therapeutic conversation is in itself a
useful process for building rapport however it is also an essential pre cursor to collaborative
treatment when and if the consumer wishes to take the discussion to potential strategies.

Neami National staff in Victoria, have expressed strong support for its efficacy. Victorian
Neami National management have committed resources and funds to ensure that the RFUP
is rolled out across the organisation.

Thus far 19 Victorian sites including an aboriginal program and 4 youth residential services
have been trained in the RFUP. The next stage will be to train and mentor Neami National
staff across Australia
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Furthermore the implementation strategy that has been developed through this partnership
is now being used with St Vincent's Mental Health staff and CoHealth a Victorian community
health service.

Nexus are also in negotiation with Asia Australia Mental Health to develop trial sites in Asia
and have had preliminary discussions with 2 universities in the United Kingdom to do the
same.

Benefits Noted In the Evaluation
RFUP has several benefits, including but not limited to:

« Increases confidence and knowledge around dual diagnosis interventions in a
straight forward manner

Recovery based and consumer friendly

Staff friendly

Highly cost effective to train and use the resource

Can be used by a wide variety of services and professionals

Aligns with current State and National mental health and alcohol and other drugs
strategy

Innovation and recognised best practice

In Victoria, Australia, in 2007 the state government released a report: ‘Key directions and
priorities for service development’. There are five Key Service Development Outcomes
(SDO's)/priorities identified in this document:
1. Dual diagnosis is systematically identified and responded to in a timely, evidence-
based manner as core business in both mental health and drug and alcohol services.
2. Staff in mental health and alcohol and other drug services are ‘dual diagnosis
capable’, (DDC) that is, they have the knowledge and skills necessary to identify and
respond appropriately to dual diagnosis clients and advanced practitioners can
provide integrated treatment and care.
3. Specialist mental health and alcohol and other drug services establish effective
partnerships and agreed mechanisms that support integrated treatment and care.
Working with dual diagnosis as core business within each sector will ensure that
people of all ages are not excluded from a service. Their needs will be addressed
within the most appropriate service setting by suitably trained staff and treatment and
care that they receive is of high quality.
4. Outcomes and service responsiveness for dual diagnosis clients are monitored
and regularly reviewed.
5. Consumers and carers are involved in the planning and evaluation of service
responses to dual diagnosis.
(Department of Human Services 2007)

The RFUP offers an innovative approach to addressing these issues particularly SDO 2.
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The RFU scale was part of the Collaborative Therapy ‘Managing mental health and
substance use’ program. Nexus has a long history of involvement in the development,
training and use of this program. The RFUP is influenced by Motivational Interviewing
Strengths and Recovery frameworks.

A key innovative aspect of the RFUP is that it provides a framework for meaningful
engagement with the consumers’ lived experience of dual diagnosis in a collaborative
strengths based manner. Through RFUP training and mentoring the worker is able to
facilitate therapeutic conversations with a consumer. If the consumer wishes to, this can lead
to working collaboratively on treatment goals using a range of optional strategies.

How to Use the RFUP
The RFUP has a number of key steps as shown in the flow chart (Figure 1).

1) Consider the context for consumer, i.e. what is their current mental state, stage of
change for both mental heailth and substance use, literacy, cultural issues etc.? How
and when will the RFUP be introduced to the consumer?

2) Consumer completes the 26 item RFU questionnaire with support as required.

3) Scores are entered into Excel to create a graph based on the five reasons for use
domains.

4) Worker reviews graph and consults domain strategies and considers which strategies
might be offered as an initial menu of options.

5) The Consumer is given feedback based on graph results. This followed by a
collaborative exploration of the Consumers thoughts about the graph and optional
strategies from the RFUP. This may lead to a treatment plan.

6) In the event that a treatment plan is developed this would be trialled then reviewed as
appropriate. Other strategies may be trialled over time.

Figure 1

Another innovative aspect of the RFUP is the mentoring model which is an essential aid to
implementation and has been shown to maintain gains in confidence and knowledge.

Participation of Mental Health Consumers in Planning, Implementation and Evaluation

Nexus and Monash SW Department created a Needs Analysis Survey for the 2012 Vicserv
Conference Vicserv is the peak body for the Victorian community managed mental health
support sector. This survey gathered data at a workshop ran by Nexus on the RFUP which
included Consumers and Carers The results of the survey endorsed the need for the
development of a dual diagnosis resource to assist workers to successfully engage
consumers in therapeutic conversations.

Nexus held Stakeholder Forum's in 2013 and 2015 which included Consumer and Carer
representatives, Carer and consumer consultants from St Vincent's and Austin Hospital as
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well as Tandem, the Victorian peak mental health Carer body, gave positive feedback on the
RFUP and research design.

Direct consumer feedback on their experience of the RFUP was collected as part of the
National comparison trial involving Neami National staff from Victoria and NSW.

The data from the Consumer feedback questionnaire has added another level endorsement
of the programs efficacy. Consumers overwhelmingly felt that the RFUP helped them
explore areas of their life in relation to substance use helped them and their worker develop
goals to work on.

Partnerships and Linkages (Collaboration for Continuity between Organisations)

Nexus Dual Diagnosis Service, Neami National and Monash Social Work Department set up
a research partnership in 2013 to build on the successful pilot initially developed by Nexus in
consultation with Monash in 2012.

This partnership has since met on a monthly basis for over 4 years and has collaborated on
training, research design and evaluation, student placements (to support the research),
conference presentations, creating and sharing resources.

Staff from Neami National for example made up the largest contingent at the focus group
scoping exercises with MADA (Monash Art Design and Architecture) in the development of
an online version of the RFUP.

Building an Evidence Base

Three pilots with a range of health, welfare and housing staff in 2012, 2013 and 2014 have
overwhelmingly endorsed the RFUP for its utility in building staff confidence and knowledge
of dual diagnosis interventions. Indirect reports from consumers indicated that they found the
RFUP a useful way to explore their dual diagnosis issues. The first pilot in 2012 included 6
Neami National Staff in October 2012 who enthusiastically called on Neami National
management to support a wider roll out within their organisation.

The RFUP research partnership aimed to developing an evidence base, increase the
number of Neami National staff able to use the RFUP and developing an implementation
strategy which could be replicated for similar agencies. In 2014 due to the Victorian State
Govemment reform of the PDRSS sector, research design including ethics applications was
the main focus of activity

In April 2015 10 senior practice leaders from Neami National were trained and mentored in
the RFUP by Nexus. This group then went on to provided mentoring to their Victorian
colleagues who received training in June 2015 as part of a national comparison trial.

Research Design for National Comparison Evaluation 2015

e Two groups of 40+ Neami National staff from comparable sites. Similar consumer and
staff profiles matched by Neami National.

e Ethics Approval gained from St Vincent's Hospital HREC —A, Monash University Ethics
and Neami National Research Committee

e Control group: NSW sites.
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e |Intervention sites in Victoria received 5 hours training and 2 x one hour mentoring
sessions on how to use the RFUP.

e Neami National mentors in Victoria recorded de-identified notes from their mentoring
sessions using a Mentoring Template.

e Matched survey of both staff groups to coincide with 3 time points; Pre Training, Post
Training and Post Mentoring

e Staff Survey involved 12 Questions on knowledge and confidence in Dual Diagnosis
interventions. These were based on the domains of the RFU Scale.

e Focus groups of Mentors and Mentees were held in order to gain qualitative data

Consumers who consented to participate in the RFUP evaluation were offered a Feedback
Questionnaire.

The efficacy of the RFUP as a dual diagnosis capacity building resource has been verified
by both quantitative and qualitative data collected through the National comparison between
staff in NSW and Victoria. The gquantitative evidence from staff surveys showed that training
and mentoring in the RFUP significantly increases both confidence and knowledge of dual
diagnosis interventions across all domains.

Qualitative data from both focus groups and mentor session notes add weight to the
statistical data.

All participants agreed that their knowledge of Dual Diagnosis had increased since using the
RFUP. Since the RFUP training, and after using the RFUP with consumers and in particular
exploring the interventions, they had developed new insights into Dual Diagnosis:

“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.”

Participants found that the RFUP questionnaire was really useful to spark conversation with
consumers. Participants found that the RFUP provided both themselves and the consumers
with an increased vocabulary and understanding about Dual Diagnosis and their reasons for
use. This allowed both the worker and the consumer to leam and define the difficulties they
were having with appropriate understanding and terminology:

“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.”

Furthermore, one participant described how their knowledge of the term addiction had
developed. The participant stated that after completing the questionnaire themselves in
training, they found that they were more aware and reflective of their own addictions and that
sometimes workers forget that consumers are no different to anyone else. The participant
reflected how this had made her more of an empathic worker;
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"Consumer’s use substances for the same reasons as we do”

From the perspective of the worker, all were in agreement that the RFUP really helped
develop rapport with the consumer. The RFUP allowed a conversation to stem from mentee
to consumer in which the whole process was consumer led. Participants agreed that as the
consumer completed the questionnaire with only support from the worker if needed, the
RFUP provided consumers with full ownership of their own reasons for use.

Furthermore the evidence shows that mentoring assists to maintain gains made from
baseline. All participants agreed that the mentor session allowed time to brainstorm and
explore results prior to considering interventions.

Participants found that the mentor was normally more experienced and having someone
aware of reasons for use and Dual Diagnosis allowed the worker to use their mentors
experience as a guide to finding the most suitable intervention/s to offer to the consumer.

Summary

o The research partnership established in 2013 has successfully built an evidence
base for the RFUP

e The evidence collected demonstrates the usefuiness of the RFUP in increasing staff
knowledge and confidence about dual diagnosis interventions (see evidence section
below)

o Consumer feedback strongly endorsed the use of the RFUP as being beneficial

o 19 out of 23 Victorian Neami National sites have been involved in the roll out to date,
This includes Adult, Youth and Aboriginal Programs.

« Neami National management have committed to rolling out the RFUP nationally.

« Neami National staff continue to provide a valuable contribution to the development
of an online version of the RFUP and the dissemination of research resuits.

A St Vincent's Catalyst Innovation fund has been granted to build an online version of
the RFUP, This is through an extension of the current research partnership and
includes Monash Art Design and Architecture

CONCLUSION

Through its work with numerous stakeholders Nexus, in collaboration with Neami National
and Monash University, identified an opportunity to build dual diagnosis capacity through the
development and evaluation of an innovative and practical resource called the Reasons for
Use Package.
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The evidence collected thus far demonstrates that the Reasons for Use Package builds
confidence and knowledge about dual diagnosis interventions in a practical and user friendly
manner.

The strong partnership developed through this process will act as a springboard into the next
phase of translating the package into an online platform that also includes online leaming
and data collection possibilities.

The partnership is committed to collaborating with local and international services to further
promote evidence based practice in relation to addressing dual diagnosis issues gained
through the Reasons for Use Package Project.

Moving on from the successful completion of the research trial Nexus is now working with
Monash Art Design & Architecture (MADA) to develop an online version of the RFUP which
will increase its accessibility nationally and internationally,
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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.

Answeringsubsidiary research question:
How does the mentoring within the RFUP impact on building perceptions of confidence and

knowledge?

New Paradigm is the peerreviewed Australian Journal of Psychosocial Rehabilitation, jointly
published by Psychiatric Disability Services of Victoria (Vicserv) the Victorian peak body for
community mental health servicesand Community Mental Health Australia(CMHA) which is a
coalition of peak community mental health and mental health organisations from each State and
Territory.

“CMHA providesa unified voice forover 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, witha
strong focus on the value and contribution that not-for-profit, non-government community mental

health servicesand people with lived experience bringto 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 Researchinto Practice and specifically called
for papers which showed how research had contributed to practice. This paper explores how the
training and mentoring approach used inthe 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 forother organisations wishingto implement the RFUP. Additionally the paperadds

to the understanding of how the RFUP aids organisational practice change around dual diagnosis.
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The Reasons For Use Package:
how mentoring aids implementation
of dual diagnosis practice

Kevan Myers is Team Leader at Nexass Dual Diagnosis Service, 5t Vincent's Hospital (Melbourne) and PhD candidate,
Department of Social Work, Faculty of Medicine, Nursing and Health Sciences, Monash University

Simon Kroes is Senior Clinigan, Nexus Dual Diagnosts Senace, 5t Vincent's Hospital (Melbourne) and MPhi candidate,
Department of Social Work, Faculty of Madicine, Nursing and Health Sciences, Monash Uriversity

Sarah 0’Connor s Research Officar, Projects Admintstration, Nearmi National

Melissa Petrakds is Senior Research Fellow, St Vincent's Hospital (Melboume), Mental Health Service and Senior Lecturer,
Department of Social Woark, Faculty of Medicine, Nursing and Health Sciences, Monash Uriversity

Implementing a consumer-focussed dual diagnosis tool through
a mentoring process creates sustainable practice culture that

Is reflective of the consumer experi

A research collaboration betvezen Nexus, Neami National
and Monash University, commencing n 2013, has resulted

in a new approach to dual diagnosis capacty buikding. Dunng
2015, mora than 100 Neami National staff across New Scuth
Wales and Victonia particpatad in a case-comparison trial as to
the efficacy of trainng and mentaning to change dual dagnosis
practice in mentd health community support.

The Reasons for Use Pockage (RFUP) — a dual diagnosis package
with an embeddad mentoring component — assists workers

to successfully create an atmosphere where consumers can
explore the interaction between ther mental hedth and
substance use.

This therapeutic comversation i in itseF a useful process for
buldng rapport howeaver it is dso an essential precursor to
collaborative treatment when and if the corsumer wishes to
take the disassion to potential strateges.

This artide explores the RFUP mentonng model, which & an
nitegrd and evolving part of the RFUP and indesd, the pilot
suggests, is the key ingradient to embedding practice change.
Policy environment

Victonan and federal policies over the past decade (Department
of Human Services 2009; Coundl of Australian Govemments
2012) have stressed the need for improved senvice resporse
to consumers with dual diagnosts issues — one or more
diagnosed mental health problems ocourning at the same

time as problematic drug and acohal use.

This has led to senices engagng in 2 multitude of dud
diagnosis professiond development activities such as
corsultation, trainrg and resource development. Despita
the number and type of actvities beng urdartaken in this
area, there was still an apparent lack of knovdedge and
confidance in engagng consumers in ordar to structure
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appropriate intervantions in the Victonan Dual Diagnosis
Inttiatve evaluation (Australian Healthcare Associates 201 1)

and the Commanwealth Improved Services Iniathve evalustion
{McDonald 2015).

Pockets of confidert dual diagriosis practice exasted within
organisations, usually residing with indradua staff rather than
service wide, and organtational capacty fluchusted as aresult
{Mental Health Commissicn 2013). This had the potential

to urdermine consistent, hopaful, recovery crientated
practos and could lead to reduced growth of practice
wisdom, potentaly weakening future efforts to build

capaaty (Foberts 2013),

Background to Reasons for Use Package

The Reasons For Lise Package (RFUP), a dual diagnosis resource,

was developed by Meaus, a Melboume dud diagrosis service,
ir coreultation with corsumers, carers and staff. The RFUP
consists of the Reasons for Use Scale (Castle et al. 2008,

and a mumber of potential follow-up strategies to explora
with the consumer (Rgure 1.

The package indudes a speafic "sprit” guiding the desired
approach. This entalks a collaborative and supportive process
betwean staff and the consumer wsing the RPUP & a doorway
to camersation about dual diagnosis. Staff recenve traning and,
irmpartarly, mentonng in how to use the BFLP which
reinforces this "spirit.”

The consurmer & supparted to actively explore ther dual
diagnosis issues. This deliberately shifts the power balance to
the coreumer rather than the more passive approach whereby
the staff mermber "assesses” the consumer and decides on
treatment cptions. The consurmer and the staff mamber

gain a shared undarstanding and, importarly, the consumer

is actively irvoheed in negotisting their treatment plan.

Mentoring as a part of the RFUP
"Mentoring i a developmental relationshit and, Fke education and
trawning, the primary abjective & leaming. ™" (McDorad | 2002, p.1 1)
The RFUP mentoring process has a number of purpaoses.
Firstly to facilitate reflachon on ritial use of the RPUP Secandly,
to generate a potential source of new mentors who then
sustain the use of the RFUP practice, &= individua staff articulate
and disouss their thoughts around s use. Staff who are imaoheed

are than rmare able to fadltate mentoring of colesgues in their
own engagement with and wse of the packags.

Tha mentoning modsl is outlined in separate guides for the
organisation, mentorn, ard mentes. These have been developed
and refired in resporse to feedbadk from various inputs

and serve as a usaful starting point when implamentirg

RPJP rreritoring.

Tha rmodel was designed to mirror the spint of the RFUP

=0 that mentonng sessiore reflected the dasired collabarative
explorative ste of the consumer and staff nteraction. Indnadual
staff feel supported in exploring their practice and are thus

able to maove iInto mentonng their colleagues by followarg

a struchure based on facilation rather than the perceived

reed far expert knowledae.

Mentanng helps extamalise practice so it can be explorad
and change can occur (Seott & Spouse 2013}, The twao-part
mentanng process reflects the tweo-part consumer process.
Exploration prior to, or s part of, inkervention in an
emvaronment of trust means that f the corsumer or staff
member wishes to make a charge they do so with insights
and enangy from the process.

Fgure | Components of the Reasons For Use Package

Oiptions to

Reasens for Lisa _|_
consider

(RFL) Secale

_|_ Staff training
and rmentoring

Vi
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Staff need to feel that they can explore the use of the RFUP
at differant levels according to ther expenence. A staff
rmermber’s intia usa should not be judged based on the
consumer cutcome alone, as this will vary acoording to

the consumer's cincumstances,

In practice, staff corfidence in thair use of the RFLIP often
reflects the corsumer's expenence. Thus an crganisational
approach which agoregates vanouws experiences is more lkaky
1o build practice wisdam. Immplernertation appears to work
best when the RFLUIP pracess i completed within tzams and
organisations rather than 1o a group of dsparate attendess

from vanous serices coming togsther,

At the first meeting with the creators of the package, the
rrentonng model is explained so that the organsation gains
a clear understanding of the medel and s benefits and issues
to considar,

Importantly, at this stage, the organisation agress to fuly suppart

the process, which includes fresing up staff to attend mentzring
sessions. The creators of the RPUJP suggest the allocation of 2
coordinator type role to assist with this process. Management
ideritify staff whao they think would be effecthve mentors; usualy
these are experiencad staff who are seen & practice leaders.
This organisaticna endeorsament of engaging in the full RFUP
rather than just training alore contnbutes to apacty buldng
and culture change. Practice wisdom on both the wse and
irmpact of the RFUP for consumers is gven support and
comeyed through mentoring. Postive experiances can
rriutiply over time rather than beirg lost as one-off events,

Method

& czse companson evauation of the BFUP was commpleted
with Mearni Matioral, a large national mertd health commurity
support service, fwo groups of staff were recruttad in Mew
South Wales and Victona; control and intervertion groups
respactvaly, The groups were matdhed for similar servica
types and staff make-up. In the evaluation both control and
intervention groups had a 12 question survey of knowledge
and confidence of dual diagnasis intervention, based onithe
domans of the RFUP delverad at three tme points. The

intervention group recensed tranng ard mentonng in the BFUR

Results

The national evaluation trial held in 201 5 found that the RFJP
has several benefits mcluding that it

* increasad staff corfidence and knowledge arcund dud
dagnesis intervertions in a straghtforward manner

* aligned with current State and Mational mental health
and akechol ard other drugs strategies

.

-

_

* was recovery based and consurmer friendly, wser friendly for
arange of health and welfare staff, and highty cost effecve,

Diata consistently found that mentoring assisted in maintaining
gains in confidence and knowledge following tramirg

(522 Rgures I and 3 as examples). This evduation provided
vauable evdenca of the utlity of mentoring and informed
the Australiz-wade irmplementation across Meami Mational
that is currently cocurrng,

Frgure 2 shows that confidence and krowledge increased
during the mentonng stage.

Figure Z " am confident &nowiedgeable about dusl
diagnasis strategies for how to manage medication
side effects.”

I (5trongly DEagree) to & (Strongy Agree)
48—

431
40
ER: N

16

Tirme Poirt. |
Pr= Traning

Time Pairk 2
Pt Training

Time Poirt 3
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Figure 3: “l am confident/knowiedgeable about dual
diagnceis strategies for coping with unplessant efiects,
nchuding lowe micod, distress, aniety.”

| (Strongly Cizagree] to & (Strorgly Agree)
51
50
a3l
46
sl . VAR
41l .
38
3.6
Time Point | Time Foint 2 Time Poirk 3
Pra Trairing Post Trainirg Post Martoring
——  Mic Corriident —— NS Cormident
c Knoadedges - S Knowledge

Frgure 3 shiowes that confidence and knowdedge increased
durning the mentonng stags.

Evidence from staff feedback foous groups indicated that

the mentorng process is valuable in supporting a deeper
exploration of dud diagross esues than would have ocoumed
through frainrg alone. Addtiorally staff provided quaitatie
feadbadk that the mentoring process has helped them to
irtermalie the concepts of, and more effectvely Implement,
the RFUP at their workplace (Myers, O'Ceonnar, Petrakis &
Froes 201 7). Staff reported that they could draw on thoughts
and ideas in mentonng. This was similar to the disoussion
batwean staff and corsumer,

Feedback from werkers who have used the RFLIP:

"Simple, memningful and related to work proctice,”

"{Zaod for building dud diggnosis into core proctice,”

".. wery personal approach to thefr (the consumer's) situdtion.
Discussion

In less tham two years Mearm Matonal, a large nationa mental
health cammunity support senice (MHCSS), went from having
a handful of indmiduas wheo had been trained and mentored by
Mesus, 2 Melbourne dual dagnesis capacty building service, to
baing able to implement a natiormwade rollout reliant on intermal
MHCSS staff holdng ard developing their BFUP pracice
wisdom and being able to train and mentor ther colleagues,

Pexus developed and implemented a collaborative process
of corsulting to Meami Mational and buikdng on its existing
rifrastructurs to drive this capacty building praject.

This type of colaboration & a model for other crganisations

and i currently baing folkowad in 2 number of other settings.
That Meami Mational staff felt confidert in prosding mentonng
to colleagues without a large degree of extra training and
support & aiticd. This & possble because of the mentonng
structure that emphasises faaltation rather than being reliant
solely on expert knowladge.

Limitatiens

It is possible there could be some over-statement of the impact
of training, due to the salf-reported data measures used in this
study. The presant study indicates that further ressardh on the
roke of trainrg, and particulardy of mentonng, K implementing
dual diagnosis tocls is warranted, Crhveral however the gains
achieved by mentored staff through training and mentoring, and
reported banefits experienced by corsumers through erhanced
trust in the therapeutic relatiorship, sugesest this padage has
rmiuch to offer the fisld.

Conclusion

The authars have fourd the RFUP mertonng model to be a
crudal aspect N assiting the development of rdiadual staff and
organisaticna dual diagrods capactty. It & vital that mentorrg be
corgruent with the desired approach of the RFUP for sustained
practice change. Training in the RFUP & also greatly enhancad
when combired with this partiodar approadh to mentoring,

Fer a maderate investrment in ime, mentonng produces
the dinically and persorally meaningful results of enharced
knowledge and corfidence with which to engage in dual
diagnosis practice. Structured, supported and evidence-
ritormed mentonng should be considered an integral part
of relevant traming in the health and welfare fislds.

|
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Partners

Nexus

Auspiced by St Vincent's Hospital (Melbourne), Nexus is part of
the Victoran Dual Diagnoss Initatve (VD). It s one of four
Melboumne metropoftan teams with rural partners estabished
m 2001 to assist dual dagnoss apacty building in cinical mental
heaith, mental health commungy support services and alcohol and
other drug services. Nexus works across locl government areas
induding Banyule, Boroondara, Nilumbik, Yarra, Darebin, and
alongade rural VDX colleagues in regional Bendigo and Mildura.
Neami National

Neami Natonal = a communazy mental health service
supporting people Iiving with mental iliness to improve their
health, bve ndzpendantly and pursue 2 Ife based on therr own
strengths, values and goals, |t prowdes services from over 60
sites in dverse matropoltan, regonal and remote communmies
n Western Australa, Queensiand, South Australa, Victora and
New South Wales.

Monash University

Monash Unaversity is ranked in the top one per cent of world
universibes accarding to the Times Higher Education Worid
Universty Rankings (2013-2014). It s a mamber of the Group
of Eight, an gfiance of leading Australan universties recognised
for excellence n teaching and research.
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Subsidiary Results: Consumer Data
The subsidiary research question answered in this chapteris:
What is the Consumerexperience of usingthe RFUP with community mental health support

workers?

Although the main focus of thisresearch was aimed at exploring the impact on staff, as exploredin
the introduction it was recognised that it wasn’t fitting to measure the impact on staff inisolation
from the consumer experience. Secondly, staff understanding of how the consumer respondedto
the RFUP and interacted with the package is likely to have a direct bearingon 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 inthe study settings where the research was being undertaken were offered the
opportunity to complete a seven-question survey. This was returned viaa stamped addressed
envelope to ensure anonymity. 19 of 85 consumers consented to give feedbackand completed the
survey, which isaround 25% of potential participants. A paper reporting on consumer results and
a case study was publishedin cogent medicine (Kroes, S., Myers, K., Officer, S, 0’Connor, S. and
Petrakis, M., 2019). As this paperis beingincludedin the body of Simon Kroes’ MPhil thesisit has
beenincludedinthe 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 particularlyin relationto confidence. It is worth notingthat the case study the
exploring the process of usingthe RFUP illustratesthe 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 withthe consumer, had not considered this as a potential problem
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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 assistedin exploring

thisissue 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)

Consumer Feedback

Survey questions
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.

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.

0%

10% 20% 30% 40% 50% 60% 70% 80% 90%100%

B Agee
= Neutral

M Disagree

Figure 9 Consumer Feedback
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Discussion

RFUP process

Consumers consistently feltthe RFU scale was straight forward 73.7% and feedback on the results
were clear 84.2%. Itis worth noting here that if consumers don’tfeel the process isrelativelyclear
thereis 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 feltcollaborative 78.9% and that it
helpedimprove the consumers’ therapeuticrelationship with the staff memberalso 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 mexplore theiruse
of substances and 78.9% agreed that the RFUP helpedthemto explore areas of their lifein
relationto substance use. Againthis correlates with a staff focus group two participant’s
feedback that the RFUP “is more interesting, goinginto other areas of conversation and allowing
the clientto talk about their own experience and clearly acknowledgingit is a choice; shiftsthe
dynamic” Staff focus group participant. One of the other main themes here is that rather than
staff concentrating only on the substance useissue which is often perceived by the consumer as
external pressure for change which can lead to discord (Millerand Rollnick, 2012) the RFUP allows
widerdiscussion 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 completingthe RFUP. At first
glance thislast result isnot as impressive as the results for other questions however, itis in sharp
contrast to the common experience of both staff and consumers that arriving at goals can often

take along time and is often hindered by non-integrated assessment tools (Rickards, 2003).

One of the major differences with the RFUP that is worth notingis that by setting out overtly
possible interventions based around, but not limited to the domains of the Reasons For Use Scale
the consumer isactually empowered to make active choices. In many treatment settings the staff
membersuggests treatment options for the consumer to consider. This is a more passive and
ultimately can be a disempoweringapproach and of course the consumer would not be aware of
the plethoraof choices available that the staff memberdidn’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. Thisis line with the principles of the Intentional Peer Support approach.

IPSis unique fromtraditional human services because:

o |IPSrelationships are viewed as partnerships that invite and inspire both partiesto learn
and grow, rather than as one person needingto ‘help’ another.

e |PS doesn’t start with the assumption of a problem. With IPS, each of us pays attentionto
how we have learned to make sense of our experiences, then uses the relationship to
create new ways of seeing, thinking, and doing.

e |PS promotes a trauma-informed way of relating. Instead of asking “What’s wrong?” we

learn to ask “What happened?”
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e |PS examines our livesin the context of mutually accountable relationships and
communities — looking beyond the mere notion of individual responsibility for change.
e |IPS encourages us to increasingly live and move towards what we want instead of
focusingon what we need to stop or avoid doing. (Intentional Peer Support, 2018)
Limitations
The first limitationis that the consumer feedback survey captured the thoughts of the consumer
after a relatively shorttime frame afterusing the RFUP. It is possible and even likely that that they
may have deeperand 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 textsfield thisdidn’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 suggeststhat the
consumers may have benefitted froma 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 thisis
a potential area for future research. The conclusionto this thesis will describe a study
commenced by the research team with lived experience researchers in 2020. This study isaimed

at expandingthe understanding of the consumerexperience throughin-depthinterviews.
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Results: Focus Groups
This chapter presentsthe research findings from the two focus groups describedinthe

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
workingtogether 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
identifyingasfemale. They were broadly representative of the staff profile exceptforthe
expressed genderwhichis mainly female inthe widerorganization 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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Themeswere:

Compatibility of RFUP with Assistand the Collaborative Recovery Model

Potential to increase knowledge of dual diagnosis practice

Centrality of mentoringand learning support

Enhancement of the engagementand 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, canimplement:
“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 forsubstance use. Further the
package is compatible with the principles of the Collaborative Recovery Model; whichis 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 theirreasons 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 detailinthe

interventions section would be helpful to provide more information to consumers. |.e additional
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material on nicotine cessation, assertiveness trainingetc.

Potential to increase knowledge of dual diagnosis practice
All participants noted that theirknowledge 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 afterusing it with consumers
exploringthe interventions, the staff noted that they had developed greaterinsightinto basic
competenciesindual diagnosis practice. Three participants spoke of how the RFUP questionnaire
was useful to engage in conversation with consumers. The RFUP provided staff themselvesand
consumers withincreased vocabulary and understanding regarding dual diagnosis and potential
reasons for use. This enhanced workerand consumer rapport and learningtogether
“Think about Dual Diagnosis, it is like the chicken or the egg, it is not simply answeringthe
questioninsteadit 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 completingthe questionnaire onthemselvesin
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 empathicworker:
“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 inreasons 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 colleaguesorin professional development sessions, afocused 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 knowingthe
mentor resultedin having to more fully prepare for the mentor meeting, ensuring they could
delivera full case history and reasonsfor use. The benefits were very explicitregardingan
external mentorfor this participant, allowing the worker to develop a very clear understanding of
the consumer and the potential future intervention. Forthe second participant with an external
mentor arranging to meeta mentor at an external location was reported as difficult, aswere time
constraints and the chance of a consumer cancelling a meeting or not discussingthe RFUP in a
givensession. Challengesinschedulingand rearranging mentor sessions was an issue that

resonated with all participants.
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Issues of time and access
Participants experience theirrole 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 itto be rescheduled.

‘We work with people with all things happening, if they cancelled the RFUP wasn’t priority

the welfare of the consumerwas” Focus group 1 Participant

Use of the tool in a designated time frame was a challenge for four of the participants. Participants
were advisedin training to try to deliverthe questionnaire in one session, then discuss possible
treatment options the inthe nextsession. In practice, the participants agreed that they neededto
be flexible, totailorthe information and reflective process so it was not overwhelmingforthe
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, allowinga
conversationto 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 notus.” (Myers etal 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

discussionregarding theirreasons for use.
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‘Consumers can have the answer themselves, not spinning it etc. one consumertook it in,
looking completely at every angle, when stats came back he was totally in agreement.’

Focus group 1 Participant

Participants reported that havinga previous workingrelationship with the consumer made it
easierto explore substance use. This contributed to therapeuticgains in usingthe tool, according
to five of the six participants. This was especially pertinentin determininginterventions, if workers
had prior knowledge of what the consumers’ goals and values were. Regardless, one participant
noted that completingthe RFUP with one consumerthey had not met before was successful ; the
package alone allowingfora successful sessionindependent of an established relationship with

the consumer.

Several of the participants reported difficultiesin 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 wantingto change their pattern of use. Four
participants stated that consumers with more severe drug addiction were experienced as more
challengingto engage and, as first-time users of the RFUP, workers wanted to encourage
concentrating on substance use that was more common inthe 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 malesand nine females) attended the session which took place afterthe
guantitative 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” whetherthe data
aligned with their experience and to wideninterpretation 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 trainingand mentoring. This session was
facilitated by Sarah O’Connor who was the MHCCS Researcher assistant for this project. The

session was recorded withinformed consent.

The format for this focus group began with participants being shown the data setsrelatingto the
staff and consumer.
The following questions were asked of participants:
e What have youlearnt about implementingthis package? Barriers? Enablers? Logistics?
Team/workplace culture? Workload? Skills? Etc.
e How do you prepare the ground for the RFUP?
e What are the challenges for maintaining fidelity of the package, training, mentoring?
e What are the bestways of sharing experiences of the RFUP with other Neami National staff
and other services?
e How compatibleis the RFUP with CRM model?
e 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 witha
supportive mentoring process was a useful approach. Both mentorsand menteesfelt that their
knowledge and confidence of dual diagnosisinterventions had improved. Interestingly mentors
feltthat being a mentor gave them another level of understandingas 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 speakto client; paves the way you work with people, more
exploringand unpackingin various domains more confidently” Mentee participant Focus
Group 2
“RFUP is valuable, worth doing with clients as it contributesto a good conversation;

provides a holisticscope” Mentee Participant Focus Group 2

“More interesting, goinginto other areas of conversationand allowingthe clientto talk
about their own experience and clearly acknowledgingitis a choice; shiftsthe dynamic”

Mentee Participant Focus Group 2
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Reflectingonthe current implementation approach mentors and mentees agreed that usingthe
RFUP on themselves helped themto understand the tool, echoingthe comments in the first focus
group. Furthermore mentoring had allowed deeperunderstanding of the process and assistedin

building confidence across sites.

Itis worth noting here that mentors were generally practice leads and that they had been through
the same experience of beingtrained and mentoredin the RFUP. This process quite rapidly built a
new layer of mentors for furtherimplementation.

..Smooth transition to become a mentor; good to have clarification of mentoringaspect”

Mentor Participant Focus Group 2

With respect to other tools and approaches used at Neami National there was agreementthat the
RFUP was compatible to the Collaborative Recovery Model, ASSIST WHO screeningtool and
Motivational Interviewing. The degree of compatibility between an organisation’s existing tools

and approaches islikely to have an influence onthe implementation. Thisis discussed in Chapter

Discussion

Both focus groups indicated that the RFUP had impacted positively onthe therapeuticrelationship
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 consumersintrinsic motivations
for change being a keyto successful change rather than extrinsicmotivators for change (Millerand

Rollnick, 2012). The RFUP appears to be operatingin a similarfashion, that is as the consumer
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feels confidentabout exploring theirthoughts and ultimately having the choice as to what
treatment planthey develop, the staff member becomes more a facilitator offering
advice/information ratherthan the director of the treatment plan. This not only causes less
discord but also means that if the consumer decides on making a change theyare more likelyto

provide the positive energy forits enactment.

The mentoringmodel described in paper 4 in this thesis makes the pointthat the mentoring
sessions should be congruent with the staff /consumer interaction, i.e. the mentor facilitates
discussion of the mentees experience of usingthe RFUP with a consumer and offers reflections
and ideas to the mentee, ratherthan directly tellingthe mentee what they should do. This
approach potentially reduces the pressure on both mentorand mentee with less chance of discord
and more room for workforce development. In this study the Victorian cohort expressed support
for mentoringas an aid to improving perceptions of knowledge and confidence. Itis worth noting
that a third comparison cohort involvingagroup of staff who only received training would be
neededto see whethera lack of mentoringsignificantly impacted perception of changes to
knowledge and confidence.

Both focus groups reportedincreased 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 feltthat the consumer survey results fitted with their perception of

how consumer’s positively experienced the RFUP.
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Abstract

The objective was to explore the efficacy of a dual diagnosis resource—the Reasons For Use Package (RFUP)—to build se=ff
capacity to work with service users and explore service user experiences. A two-state case comparison evaluation was conducted
employing a mixed methods action research design, utilizing staff and service user surveys combined with focus groups involving
staff trained and mentored in use of the RFUP. Results were that both staff and service users responded positively to the RFUP.
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Service users who experience mental health issues frequently
also have substance use issues (Meque ot al, 2019). This is
likely to be the “expectation not the exception”™ (Mmnkoff &
Cline, 2005) and indeed is often associated with other complex
presentations such as physical health problems. There is not a
homogenous group but there are some common themes.

In this article, the term “dual diagnosis™ is used as two of the
authors are associated with the Victorian Dual Diagnosis Ini-
tiative (VDDI). This term, however, is neither the best nor the
only descriptor. Other phrases such as comorbid, co-occumng,
and 50 on, appear in the literature that is cited in this article,
This article specifically explores quantitative data collected
during a two-state case comparison evaluation of a dual diag-
nosis resource called the Reasons For Use Package (RFUP) and
its efficacy for building staf¥ knowledge and confidence in dual
dingnosis interventions. The expeniences of service users who
were involved in a national comparison trial have also been
gathered through mixed methods data collection (Myers,
Kroes, O'Connor, & Petrakis, 2018).

Background Literature

This article and rescarch s informed by international hiterature
regarding the extent of comorbidity expernienced by people
suffering from mental illness and using alcohol and other drugs
(AODs), and the problems with parallel treatment systems
(Drake et al., 1998), and findings from overseas (SAMHSA,
2002). There is a large body of literature going back over

30 years both in Australia and intemmationally, which explores
dual diagnosis. Seminal texts in Australia include McDermott
and Pyett (1993) “Not welcome anywhere,” which highlighted
the systemic issues relating to siloed service design which had a
negative impact on these service users who often fell through
the gaps. The report also argued that approaches which oper-
ated within the philosophy of harm minimization showed
promise. Australian and international literature is extensive in
terms of identifying the prevalence and problems associated
with service responses to service users with dual diagnosis
issues. A 2010 article looking at the global burden of discase
for mental bealth and substance use disorders in The Lancet
interpreted the data as follows:

Mental and substance use disorders are major coatnibutors 1o the
global burden of discase and thelr contribution is rising, especially
in developing countries. Cost-effective interventions are available
for most disorders but adequate financial and human resources are
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needed to deliver these interventions. Mental health policy and
services research is pecessary to identify more effective ways o
provide sustainable mental health services, especially in resource
cuonstrained envisomnonts, i the burden of mental mnd substance
use disorders is to be reduced. (Whiteford et a1 2013, p. 1583)

Systematic Literature Review

As part of this rescarch study, a systematic literature review
was conducted in 2015, which looked at literature regarding
approaches to staff training in dual diagnosis competencies.
Some of the key themes emerging included the following point,
“In particular there is limited literature regarding the efficacy
of dual diagnosis competency resources, and a gap as to use of
the mentoring in dual disgnosis capacity building™ (Petrakis
et al, 2018, p. 53).

Australian Dual Diagnosis Initiatives

At a national level in Australia, in the late 1990s, the National
Drug Strategy and National Mental Health Strategy developed
the “National Comorbidity Project” (Teesson & Burns, 2001).
The VDD, of which the capacity building service in the cur-
rent study is a component part, commenced in 2000. Similar
initiatives were developed in other states in Australia (New
South Wales Health, 2000; Penncbaker et al., 2001).

The purpose of the VDDI 1s to promote development of a
systematic and integrated approach to service provision, so that
people of any age experiencing dual diagnosis have prompt
access to quality treatment and support, focused on recovery
and optimizing individual outcomes. The intention has been to
provide a coordinated hicrarchy of client-centered service
responses that respond to varying levels and complexity of
need. Dual disgnosis should be managed carly in the most
appropriate service setting, with clear refermal pathways in
place. The emphasis has been that through the VDDI, services
provide a balance of direct care and consultation and support to
primary care and other sectors working with people experiencing
dual diagnosis (which would include housing, employment, edu-
cation, and community organizations). The priontics included
that service users and families/carers were to be involved in
policy and service development both centrally and locally to
enable services to be casier to use, seen as useful and aligned
with their needs.

Policy Directions to Address Dual Diagnosis in Victoria,
Australia

In Victoria, Australia, in 2007, the state government released a
report: “Key directions and priorities for service development.™
There are five key directions/priorities identified in this
document:

1. Dual diagnosis is systematically identified and
responded to in a timely, evidence-based manner as
core business in both mental health and drug and alco-
hol services.

[

Staff in mental health and AOD services are “dual diag-

nosis capable.” that is. they have the knowledge and

skills necessary to identify and respond appropriately
to dual diagnosis clicnts, and advanced practitioners can

3. Specualist mental health and AOD services estabhish
effective partnerships and agreed mechanisms that sup-
port integrated treatment and care.

4. Working with dual diagnosis as core business within
cach sector will ensure that people of all ages are not
excluded from a service. Their needs will be addressed
within the most appropriate service setting by suitably
trained staff, and treatment and care that they receive 1s
of high quality.

5. Outcomes and service responsiveness for dual diagnosis
chents are momitored and regularly reviewed.

6. Consumers and carers are involved in the planning and

cvaluation of scrvice responses to dual diagnosis

(Department of Human Services, 2007).

RFUP Research Partnership Service Descriptions

The capacity building clinical service. The current clinical capacity
building service is a dual diagnosis service based at an inner
urban public hospital in Melboume, Victoria. The service was
established 1 2000 as part of the VDDL The service works
with more than 40 agencies i urban, regional, rural, and
remote scttings. The service is o multidisciplinary tcam with
staff from nursing, socul work, and psychology backgrounds.
It is not a direct clinical service provider. The key role of the
service is to enhance dual diagnosis capability of staff in mental
health, AOD, and mental health community support services
(MHCSS). To do this, a mange of methods are employed,
ncluding training, facilitation, and consultation within the con-
text of a close working relationship with stakcholders, addres-
sing gaps and opportunities. It is worth noting that Nexus has a
consultation rather than a direct service user relationship. Thus,
the direct duty of care for service users is held by the treating
team at the clinical mental health service and MHCSS.

MHCSS

The MHCSS mvolved mn the current study 15 supporting people
living with mental illness to live independently in the
community,

Academic partner setting. The collaborating univernsity social
work department is partnering here to support evidence-based

practice implementation and rescarch engagement with the
field.

Rationale for Developing the RFUP

Screening for substance use and/or mental health. The litcrature
suggests at least two major issues with current screening. First,
screening tools tend to be single issue cither mental health or
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substance use in nature. The lack of duality of use of the wols,
of course, compounds the sepamtion of treatment modalities
rather than fostering integrated treatment and service
responses. Furthermore, while screeners may help to identify
issues, they do not necessarily assist in integrated treatment
planning for service users or staff. Thus, screening often leads
to the question: What next? One of the main drivers behind
designing the RFUP was to assist staff in developing next steps
with service users.

Asking about Reasons for Use

The capacity building service was particularly interested m
user-friendly interventions that assist staff in opening up dual
diagnosis conversations with clients, Using screens or other
tools can be useful in these processes (Byron, 2019). One such
tool is the Reasons for Use Scale (RFUS; Spencer et al, 2002).

The RFUS (Spencer et al., 2002) is a 26-item self-report
mstrument. It includes items from the Drinking Motives Ques-
tionnaire (Cooper et al, 1995) and additional items specific to
symptoms of mental illness. Its reliability and validity has been
demonstrated among individuals diagnosed with psychotic dis-
orders and substance use/cannabis use (Spencer et al., 2002), It
is used to explore service user reasons for substance use with
the hope that this will assist in interventions that are individu-
ally tatlored. The 26 stems relate to the five subscales (with
Doman | divided into two parts m the RFUP) that are believed
to reflect a participant s reasons for drug use. The RFUS assists
exploring the relationship between mental health and substance
use and impacts.

Myers and Kroes had extensive experience in the RFUS,
which was originally part of an cight-session Dual Diagnosis
Collaborative Therapy Group program. The rationale for this
study was staff observations that service users often showed a
high degree of engagement with this tool and that it could be
used separately as a brief intervention,

Reflective practice sessions, meetings with vanous agen-
cies, and discussions with staff about the best ways to develop
their capacity 1o provide evidence-based dual diagnosis treat-
ment indicated staff were asking for resources 1o assist them in
developing treatment options. Staff reported they did not know,
or did not feel confident in, how to implement or decide on the
next intervention to use with clients after they have done 1mtial
screening to detect dual diagnosis issucs. Kroes identified that
the RFUS could be used to address this gap and built a proto-
type RFUP and together with Myens further developed and
rescarched the efficacy of this resource. The RFUP was
designed and intended to act us 8 user-friendly tool to assist
workers from mental health, MHCSS, and AOD when they
develop treatment plans with service users expeniencing dual
diagnosis challenges. The capacity building service set out to
design a package that aligned with the broad skill base, philo-
sophics, and contextual settings of the sector. Elsewhere, the
authors have described some key elements of dual diagnosis
best practice (Myers, Kroes, & Petrakis, 2018). Key aspects

include welcoming, recovery focuszed, person and family
centered, harm minimization—integrated treatment

Ongce staff members have used the package across a number
of occasions, the longer term intention is that the staff will stant
to instinctively adopt the concepts, skills, and the overall
knowledge within the package. In practice traming and mentor-
ing cnable a reflective space that is encouraged, rather than
premature focus on solutions: this is an important aspect of the
RFUP and a point of difference to other tools that may rush to
solutions and therefore miss a valuable reflective space.

The RFUP is a dual diagnosis resource that was developed
as a tool, which would be simultancously useful 1o service users
as well as building dual diagnosis capacity for staff (Myers
ctal, 2017). The RFUP has three basic steps: a 26-item RFUS
questionnaire, which creates a graph of results, a reflective
consultation menu of options, and a treatment planming section.
Following numerous successful trials, Kroes and Myers
secured funding to develop the RFUP mto a stand-alone web-
site that was launched in May 2018,

Through use of the RFUP, the aim is to significantly change
the core pmctices of staff. It asaists to widen staff understand-
ing of the nature of dual diagnosis and change staff approach in
terms of opening up conversations based on lived expenience
wisdom of the service user in collaboration with staff practice
wisdom. Additionally, the aim is to impact the service user to
stafT power relationship, shiftmg it toward a more service user—
centered one. In the treatment planning process, the aim is that
potential options are openly discussed mather than being the
sole domain of the staff member. Building a reflective space
rather than rushing to solutions is the goal.

Piot initiatives. Three pilots with a range of health, welfare, and
housing staff in 2012, 2013, and 2014 have overwhelmingly
endorsed the RFUP for its utihity m building staff confidence
and knowledge of dual diagnosis interventions. Indirect reports
from service users indicated that they found the RFUP a useful
way to explore their dual diagnosis issues. The first pilot in
2012 included six staff in October 2012 who enthusiastically
called on management to support & wider rollout within their

e

The Two-State Case Comparison Evaluation

The successful pilots of the RFUP lead 1o an agreement
between the capacity building service, the community support
service, and the university to research the impact of training
and mentoring in the RFUP on staff knowledge and confidence
in dual diagnosis interventions. The cvaluation also aimed to
gather service user feedback on their experience of using the
RFUP with their worker (Myers et al,, 2017).

Method
Research Design for National Comparison Evaluation

Methodology. The methodology had to take mto account the
multiple roles and relationships to the phenomenon under

103



Research on Socal Work Proctice XX(X)

investigation. The designers of the RFUP. Kroes and Myers, also
have consultation roles with the community service around ther
response to dual diagnosis issues. Furthermore, the interaction
between quantitative and qualitative methods and any interpre-
tation of data is a collaborative process. This research has
adopted a pragmatic approach. Pragmatic rescarchers focus on
the “what” and “how" of the research problem (Creswell, 2014,
p. 11). This research is based on inductive reasoning, clanfying
takes place in a specific social context and is in turn affected by
social interaction between researcher and participants.

Pragmatic rescarch accepts the “situating of the rescarcher
within the context under mvestigation”™ (p. 82, Maxcy, cited in
Tashakkori & Teddlie, 2003). The rescarch will reflect the
subjective understanding of the participants rather than an
objective “truth.” Pragmatic rescarch 1s aimed towards increas-
ing understanding of the research problem utilizing methods
that aid this process; thus, the test of whether method should be
used is whether it actually increases understanding of the
research problem (Mackenzie & Knipe, 2006). The rescarch
partnership collaborated at all stages of design, recruitment,
running the evaluation mterpretation of dats, and dissermination
including conference presentations and writing articles for
publication.

A mixed methods approach was employed in order to gather
data including service user and staff questionnaires, focus
groups, mentor session notes, and a case study. As mentioned
above, this article focuses on the staff quantitative data, while
being aware that the service user expenence of using the RFUP
with their worker is likely to have a direct bearing on the
confidence of the said workers, We would also postulate that
mereased self-report of staff confidence 1s likely to be posi-
tively cormrelated with self-reported increases in knowledge.
The service user expenience has been discussed elsewhere
(Myers, Kroes, O'Connor, & Petrakis, 2018), illustrated
through a case study and aggregated service user feedback data.

Research Design for the Evaluation

A control and intervention group of staff from the community
support service, who worked with similar cohorts of service
users, were recruited in New South Wales (NSW) and Victona,
The NSW group were the control group. The Victorian group
received training and mentoring in the RFUP. Both groups
were surveyed at three time points coinciding with pretraining,
posttruining, and postmentoring of the Victonan participants.
Mentor notes and focus groups of mentors and mentees pro-
vided further qualitative data. Service users in Victoria who
experienced the RFUP were given the opportunity to provide
feedback via a questionnaire,

Ethics. An carlier Necds Analysis study was registered as a
quality improvement project at St. Vincent's Hospital (Mel-
boume) in May 2012, When the initiative became a research
study in 2015, full ethics clearance was sought and obtained
from both the clinical and MHCSS organizations involved.

Ethics approval was gained from the hospital Human Research
Ethics Commuttee, the university ethics, and the MHCSS
Research Commuttee.

Recruitment. In Phase 1, 10 existing lead practitioners from the
MHCSS were trained and mentored in the RFUP by the capac-
ity building service. These mentors then went on to provide
mentoring to their Victonan colleagues whe recetved truning
as part of a national comparison trial.

Two groups of over 40 MHCSS staff were recruited from
comparable sites. Similar service user and staff profiles were
matched by the service development officer in the community

SCIvice,

Intervention group: Victorion sites. Intervention sites in Victoria
received S hr trining and 2 x |-hr mentoring sessions on how
to use the RFUP. MHCSS mentors in Victonia had previously
been trained and mentored by the capacity building service in
carly 2015. These mentors also recorded de-identified notes
from their mentoring sessions using a mentoring template and
matched survey of both staff groups to comcide with three time

Staff survey mvolved |2 questions on knowledge and con-
fidence in dual diagnosis interventions. These were based on
the five domains of the RFUS. The first domain was divided
mnto two in the RFUP, to better reflect the possibility that pos-
itive symptoms and medication side cffects can be both linked
and/or scparate reasons for use; thus, there were 12 mther than
10 questions. Focus groups of mentors and mentees were held
in order to gamn qualitative data,

Service users who consented to participate in the RFUP
evaluation were offered a feedback questionnaire. The service
user experience has been discussed clsewhere (Myers, Kroes,
O'Connor, & Petrakis, 2018) with aggregated survey questions
and illuminated through a case study example.

Porticipants. A total of 92 support workers participated in this
study as well as a further 10 lead practitioners in Victoria who
acted as mentors. The intervention group consisted of 48 sup-
port workers from Victoria. The comparison group consisted of
44 support workers from New South Wales.

Meosures. Participants were surveyed using a questionnaire that
required them to respond to 12 self-report measures of knowl-
edge in using dual diagnosis strategics in their practice. Mea-
sures of knowledge and confidence in using dual diagnosis
strategies in their practice, which relate 10 responses, were
measured on a 6-point Likent-type scale (1 = strongly disagree,
2 = disagree, 3 = slightly disagree, 4 = slightly agree, 5 =
agree, 6 = strongly agree).

Procedure. The questionnaire was admumistered (o participants
in the intervention group at three time points: (1) pretraining,
(2) posttraining, and (3) postmentoring. The postmentoring
time point was defined as a worker having used the RFUP with
ut least one service user and having completed at least two

104



Myers et al.

| am knowledgeable about dual disgnasis strategies for
coping with positive symptoms

Pre training Post raining  Post mentoring
— VI NEW

Figure |. Saff knowledge about dual diagnosis strategles for coping
with drug use related to coping with positive symptoms.

sessions with 8 RFUP mentor. Participants in the comparison
group did not complete traiming or mentoring but completed the
survey at comparable time points,

Data analysis. Responses were analyzed utilizing the Survey
Methods software package to examine mw numbers, percen-
tages, and strength of agreement or disagreement to the pro-
posed package of strategics for interventions with service users.

Statistical analyses. Multiple two-way repeated measures analy-
sis of varances were run to determine the effect of training and
mentoring over three time points on confidence and knowledge
measures.

Results

The analysis demonstrated that the state that recerved the tramn-
ing (VIC) demonstrated u statistically significant increase in
confidence and knowledge on all aspects (the 12 questions)
from pretraining to posttraining, compared to the state that did
not receive the training/mentoring (NSW). This increase in
knowledge and confidence was maintained at the follow-up
time point postmentoring (all p < .05) for all aspects (12 ques-
tions) except Question 1, which was approaching significance
(p = 058).

| am knowledgeable about dual diagnosis
strategies for managing drug use related to social
situations

Pre training Pout training ~ Post mentoring
— VL NSW

Figure 2. Saff inowledge sbout dual dagnasis srategies for
managing drug use relfated to soclal situations.

Knowledge

Waorkers' scores for self-reported knowledge in the interven-
tion (VIC) group significantly increased from pretraining to
posttraining (p < .05; sec Figure 1) on all six measures of
knowledge. This increase in knowledge was maintained post-
mentoring as demonstrated by significant increases between
pretraining scores to ing scorcs on all six measures
of knowledge (p < .05; see Figures | and 2).

Confidence

There was a statistically significant main effect of training,
F2, 76) = 14.559, p < 001, partial n° = 381. There was a
statistically significant interaction between training and time
on “confidence measures,” F(2, 76) = 5513, p = 006, partial
n® = .127 (Table 1). This increase in confidence was main-
tuned postmentonng (see Figures 3 and 4).

Discussion and Applications to Practice

Stakcholders have consistently expressed the need to improve
their skills, knowledge, and confidence in having meaningful
conversations with clients about the interaction of their mental
bealth and AOD issues, The “Psychiatric Disability and
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Table I. Statistical Analysis.

Victora New South Wales p

Domain TmePoint (N=2)M + SD (N=I17)M + SD Value
| am confident about dual diagnosis strategies for coping with positive QI Pretraining 352 + LI12 382 + 095 -
SYmpLoms. QI Posttraining 465 + 071 406 + 109 003
QI Follow-up 439 + L12 412 + 1N 058

| am knowfedgeoble about dual dagnosis strategies for coping with positive Q2 Pretraining 336 + 095 400 + 057 —
symptoms, Q2 Postrraining 445 + 080 394 + 093 <0005
Q2 Follow-up 445 + 101 400 + 146 <0005

| am confident about dual diagnosis strategies for how to manage medication Q3 Pretraining 291 + 090 365 + 106 —
side effects. Q3 Postraining 452 + 085S 371 + 11 <0005
Q3 Follow-up 461 + 084 335 + 132 <0005

| am knowledgeable about dual diagnosis strategies for how to manage Q4 Precraining 286 + 0B3 362 + 103 —
medication side effects. Q4 Postrraining 441 + 091 363 + 120 <0005
Q4 Follow-up 454 + 073 369 + 140 <0005

| am confident about dual diagnosis strategies for managing drug use related QS Pretraining 322 + 098 406 + 093 -
1o social situations. QS Posturaining 496 + 07| 425 + 124 <0005
QS Follow-up 496 + 0.706 406 + 134 <0005

| am knowledgeable about dual diagnosis strategies for managing drug use Q6 Pretraining 330 + 102 406 + 085 —
related 1o social situations, Q6 Postrraining S00 + 067 419 + 122 <0005
Q6 Follow-up 4% + 073 419 + 142 <0005

| am confident about dual diagnosis strategies for managing drug use related Q7 Pretraining 352+ 112 413 1+ 106 —
10 PeEr pressure Q7 Postrraining 470 + 088 420 + LIS 004
Q7 Follow-up 491 + 067 427 + 110 001

I am knowledgeable about dual diagnosis strategies for managing drug use Q8 Precraining 343 + 099 394 + 103 -
related to peer pressure. Q8 Postrraining 474 + 0B6 388 + 122 <0005
Q8 Follow-up 487 + 082 400 + 137 <0005

| am confident about dual diagnosis strategies for coping with unpleasant Q9 Pretraining 378 + 095 440 + 051 —
affect Q9 Posttraining 483 + 089 440 + 043 003
Q9 Follow-up 509 + 073 420 + 1LIS  <0O00S

I am knowledgeable about dual diagnosis strategies for coping with Q10 Pretraining 364 + 100 3154 + 077 —
unpleasant affect. QIO Postraining 473 + 070 413 + 103 001
Q10 Follow-up 455 + 095 400 + 141 002

| am confident about dusl diagnosis strategles for managing drug use when it QI | Pretraining 335 + 103 388 1+ 089 —
Is perceived as a positive activity, QI | Posttraining 483 + 094 406 + 118 <0005
Qf | Follow-up 496 + 071 400 + 110 <0005

| am knowfedgeable about dual diagnosis strategies for managing drug use Q12 Pretraining 335 + 103 165 + 086 —_
when |t is perceived as a positive activity, Q2 Postraining 483 + 098 3% + 114 <0005
QI2 Follow-up 483 + 078 1% + 125 001

Rehabilitution and Support Services Reform Framework Con-
sultation Paper™ (Department of Health, 2012; the previous
name for MHCSS) states the need to develop and deliver
“training and professional development progmms to support
use of evidence-based recovery models and tailored training
and professional development to improve capability, capacity
and confidence” (p. 45). The MHCSS service wanted to clarify
how to fulfill this need within the sector.

Results show a greater staff awareness of how to apply
existing knowledge base of interventions from a dual diagnosis
perspective und develop new skills where required. This was
demonstrated in the staff self-reported knowledge and confi-
dence scores after using the RFUP in the field. We would
contend that there is a strong likelihood that there is a relation-
ship between the positive service user experience (Myers,
Kroes, O'Connor, & Petrakis, 2018) and sclf-rated staff sur-
veys oo their knowledge and confidence. As the study design
maintained the need for de-identified service user data, it is not

possible to definitively sddress this connection. This is worthy
of further study,

The limitations in this study are that the case comparison
study took place within a particular organization within a spe-
cific context. While the results are likely to be of interest to
similar organization staff and service users, the degree to which
these results could be replicated is worthy of further study as
cach individual organizational culture could impact on results.
It is worth noting that there were consistently higher bascline
ratings of staff knowledge und confidence pretruining for New
South Wales compared to Victoria. Explaining these differ-
ences between groups was not within the scope of the current
study.

In conclusion, the self-report measures of knowledge and
confidence of the Victorian-based staff who received training
and mentoring in the RFUP indicated statistically significant
increases in five out of six domains. Additionally, the sixth
domain showed murked improvement. Further exploration of
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Figure 3. Saff confidence about dual diagnosis strategies for
managing drug use related to peer pressure.

the use of this resource is therefore warmnted. In Victor, the
state government 2019-2020 Royal Commission into Victoria's
Mental Health System is specifically asking for solutions to
complex issues such as dual diagnomis presentations. Rather
than merely describing the problems assocuated with dual diag-
nosis, the evidence in the cumrent study strongly suggests that
the RFUP is both useful for service users and effectively
mcreases service capacity that can make a significant contri-
bution to better outcomes,

The wider implications of this study are that the success of
the RFUP trial described herein leads to a national rollout of the
RFUP with the MHCSS involved in the tnal and interest from
international observers from Denmark, United Kingdom,
China, and South Africa. A range of AODs, housing services,
and mental health services in Melboumne are now using the
RFUP.
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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 exploringthe perceived efficacy of a particular
dual diagnosistool 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 issuesreferredto inthis study as dual diagnosis. These issues where
exploredinthe introduction chapter, which include the first published work, addressing the
subsidiary question “What is dual diagnosis, why does it matter, and are there modelsfor
approaching this issue?”
The literature review chapter furtherexplored the literature relating to the topic, which included a
systematicreview of dual diagnosis trainingapproaches which was the second published work.
The latter identified that there was a gap in the literature as to whethera dual diagnosis resource
such as the RFUP could positively impact staff perception ofimprovementsinknowledge 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 isthe perceived efficacy of a dual diagnosis
intervention strategies package, namely the Reasons For Use Package (RFUP)?
The discussion and conclusion of this thesisis timely as yetagain the issue of dual diagnosisis
beingraised by Australian governmental agencies.
In a submissiontothe Australian Government Productivity Commission Mental Health Inquiry by
the Matilda Centre for Research in Mental Health and Substance Use, begins by exploringthe 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 healthissuesto be a staggering $54 billionin Australia
alone, highlightedina 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 requiredto ensure treatment is provided for both mentalillness
and substance use disorderfor people with both conditions. (Action 14.2)
Mental health and alcohol and other drug services should jointly develop andimplement
operational guidelines covering screening, referral pathways, and training, guidelines and other
educationresources 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 issuesthen isa keyissue, this
relates directly to the rationale for this research thesis. The RFUP was developed with adesire to
both build staff knowledge and confidence in dual diagnosisinterventionsand approaches and to
facilitate therapeuticconversations between staff and consumers who have co-occurring mental
health and substance use issues. The existingliterature on dual diagnosis prior to this study was
dominated by descriptions of the phenomenonrather than whethersuch a resource enhances
practice change. Exploringthe perception of staff around the efficacy of the RFUP and the
consumer feedback on using the resource with theirworker, was aimed at addressingthe gap in
the literature. It is hoped that any new knowledge discovered in thisresearch 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 useissuesand theirfamilies had beena keytheme in the literature for over 30 years
(Staigeret al 2011). The major gap identifiedinthe systematicliterature review in chapter 2 was
the lack of tools to assist staff to enhance theirpractice inthis area. The Reasons For Use Package
had shown promise in earlier pilots and there was considerable interestin exploring the perceived

impact of this tool for both staffand consumers.

How did the study address the Principle Research Question?

What is the perceived efficacy of a dual diagnosisintervention 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 trainingand coaching at Neami National whichincluded CRM, motivational interviewing
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and dual diagnosis generictraining. The Victorian cohort receivedthe same basic trainingand
coaching with additional trainingand mentoring in the RFUP.

The methodology for exploring the research was a mixed methods pragmatic approach. This
reflected the complexity of the phenomenon underinvestigation. 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 withrespectto how they might judge how the RFUP impacted on their practice.
Nevertheless, by using a mixed methods approach with different methodsincluding 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 theirknowledge and confidence intheirability to provide interventions related to
six different domains of dual diagnosis practice. The surveysoccurred for both cohorts to coincide
with pre and post trainingin 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 sessionin 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 afterthe last mentoringsessionand 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 usingthe RFUP with mental health support workers?
Consumers who participated inthe study where givenan anonymous seven question feedback

survey with a five point Likert scale, with space for additional comments (see appendix 6).

112



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 inthe perceived
knowledge and confidencein Victorian cohort post trainingwhich was maintainedin 11 of 12
questions at the post mentoring stages. The analysis of the results for the 12th question “l am
confident about dual diagnosis strategies for coping with positive ?” was approaching significance

p=.058.

These results where then triangulated with the qualitative feedback reportedin 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 feltthat beingtrained and mentoredin
the RFUP had increased theirknowledge and confidence in dual diagnosis. Attendeesat the
second focus group commented that both the quantitative staff data and the consumer feedback
data rang true from their perspective. Asdiscussedinthe results chapter, there was a strong
correlation between staff perceptions and the views of consumers. i.e that both staff and
consumers feltthe RFUP improved the therapeuticrelationship and assisted the consumer and
staff memberto 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 inthe RFUP

had indeed been effective in building their dual diagnosis capacity. The Consumer data, as

reportedin 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 usedin 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 provisionin the Community Mental
Health Support Services. The understanding gained through the study has informed
implementation strategies. In addition over 30 organisations have beentrained and mentoredin
the RFUP since the study began over sevenyears 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 Powerpointworked well, indeed has been
embedded and continuesto be usedin this format within Neami National. However this version
had more limited accessibility fora wideraudience from a technical perspective. . Kroes and
Myers successfully applied forthe Catalyst Innovation Fund at St Vincent’s Hospital Melbournein
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 Victoriain 2018 at the Melbourne Docklands Library. Since 2018 the website has
beenused by staff and consumers in Victoria, Western Australiaand Queensland. Myersand Kroes
were finalistsin 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 Australiathe implications
discussed below are directly relevantto 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
Sussexin 2016 and University of Swansea 2017. Alsoin 2016, this candidate was an invited
speakerat a gathering of mental health and substance use practitioners from Copenhagen, hosted
at the Gladaxe Drug and Alcohol Service in Denmark. In Victoria, Australiathe RFUP has beenused
by people from a range of ethnic backgrounds and there has been early discussion around

translationinto 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 theirrapport 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 Commissionintothe 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 tovisit Victoria’semergency departments for reasons
relatingto suicidal ideation or suicide attempt 40 times more likely to access ambulance and
emergency departmentsfor reasons relatingto 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 healthinsurance 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, stereotypically seenas

likely to develop mental health or substance use issues.

The study compared the risk of developingarange of different health and well-being concernsin
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 startlingresults with respect to the increased risk of
becomingan Injection Drug user with an ACE score of 4 being 1350%, compared to those without
ACE'’s. Furthermore, the increasedrisk of becomingan 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
whetherbeingtrained and mentoredin the RFUP supported a trauma informed approach.
Nevertheless staff did consistently reportincreased 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 needto implementintegrated treatment
(Lowe, and Abou-Saleh, 2004 there has been a lack of consumer-friendly tools which actually help
guide staff practice in thisarea (Sinha, Garg, and Prakash, 2018). Merely ramping up the rhetoric
about improved responses withoutlookingat 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 raisingthis issue with service providers. The RFUP by providingan alternative narrative i.e that
consumers can respond well if approached in the right manner and that theyare able to not only
“help” create theirown treatment plan, but actually drive the process also fits with the
burgeoning peer workforce with Intentional peersupportas the preferred approach (Intentional

PeerSupport, 2018).

Like the IPS, the RFUP offersa different way to work in partnership, withoutthe prescriptive
assumption that thereis a substance use problem or that the person needsto 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 reportedin 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
similarimprovementsin perceived knowledge and confidence. This would suggest that the RFUP
itself rather than necessarily the organisational context within whichit is usedis havinga

generalizable effect.
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At the time of writinganother large Victorian mental health service Wellways Incis implementing
the RFUP across their PARCs (Prevention and Recovery Centres) across the Northern, Western and
Eastern regions of Melbourne with measures of perceived changesto knowledge and confidence
data beingcollected, 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 reportedin this thesis.

Implications for policy

Whilst both the Federal Productivity Commission and the RCVMHS explicitly call forintegrated
treatment and the need to develop and support innovations neitheridentifies particularevidence
based tools. Policy can effectively drive practice change as was seenin the period between 2008-
2011 in Victoria. The introduction of the “Dual Diagnosis Key Direction document” saw a
concerted effortto improve service delivery (Roberts, 2015). Whilstit remains unlikely, state or
Federal Governments could endorse specifictools that can endorse the use of evidenced based
tools rather than allowing service providersto 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 objectivesinto 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 Researchersand MSW students collected the thoughts of consumers who had
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used the RFUP whilstat the service. The data collectedis currently beingthematically analysed by
the research team and the aim is to submita paper for publicationin 2022. It is noteworthy that
that Researchteam where invited torun a Research Masters session show casing co-design at

Monash Universityin November 2020.

Future research

There a number of future research options that could be undertaken followingthe two state
comparison trial, four options are raised below.

A repeat two state comparison trail with a different cohort of staff for example froma clinical
mental health setting. Essentially aresearch of this nature could explore whethersimilarresults
are discovered despite potential differencesin organisational roles and cultural setting and staff

group profile.

A longitudinal Consumer OQutcome Study

Whilstthe study above enhances our understanding of the consumer experience of the RFUP it
would also be useful to look at a more longitudinal consumeroutcome study over at least 24-
month period. This is because consumer recovery journeys are often extended overa longer time
scale. It would also be useful if outcomes measures such as HoNQOS, 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 whetherthisis 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 alonger-term study perhaps beginning with health
undergraduates and or new graduates to see whetherthose who are trained and mentoredin the
RFUP develop a differentapproachto working more collaboratively with consumers with a dual

diagnosis and whetherthis had any impact on theirlevels of empathic distress.

Potential efficacy of the RFUP for Mental Health and Gambling

Afterthe 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 pursuingfurther research to explore the perceived efficacy of the RFUP with

this issue and whetherfurther needs modifications would be beneficial forthis context.

Limitations

The comparison trial results are specificto a particular organisation, with a strong culture of using
a recovery, coaching and motivational interviewingapproachesand in a particular settingin
Victoriawhere the state-wide Victorian Dual Diagnosis Initiative had been operatingfor over 15
years, thus generalisability of these results needtobe seenin this context. It is alsoworth noting
that the consumer resultsare from a short time frame whilstin practice furtherimpact might be
seenover alonger timeframe. Withrespect to staff impacts the comparative data covered three
times points overapproximately two months with the second focus group occurring around six
months later. Nevertheless, thisisstill 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 leverssuch as policy and funding
howeveritisclear that it can playa rolein creating a better way of working to address dual
diagnosis. This candidate is confident that the reform agenda followingthe RCVMHS and the
Australian National Productivity Commissioninto mental health will provide opportunitiesfor
building onthe successful implementationsthus far particularly in Victoria and other Australian
states and territories.

Australianimplementation has now been extensive, and there are existing contacts who have
expressed supportfor trials in overseas jurisdictions such as Professor Castle in Toronto. To date
the introduction of the RFUP across numerous agenciesin Victoriaand a number of Neami
National sitesin Western Australiaand Queensland, since 2017 has mainly been provided by the
designers of the RFUP. Itis obvioustherefore that scalingup the implementation of the RFUP
Australiawide 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 discussedinthe literature
for over many years. In Australiathere have been numerous State and Federal service projects
deliveryaimed at improving outcomes for consumers and carers. The two state comparison
evaluationthat 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 directlyimpact on the perceived staff knowledge and confidence of dual

diagnosisinterventions andin turn successfullyimprove outcomes for service users.
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Aantal Moalth
Mental Healtt

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 Associate Investigators’ names — Neami
Diagnosis Service: National:

Simon Kroes Ph: 03 9231 3804 Adam Zimmermann, Kerry Stringer
simon.kroes@svhm.org.au Phone : 03 9481 3277

Kevan Myers Ph: 03 9231 2375 adam.zimmermann@ neaminational.org.au

kevan.myers@svhm.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 totake partin this project you will be asked to:
e Complete questionnaires at three times points which should take 30 minutes duration in total.
e You may be asked to participate in training and mentoring around dual diagnosis interventions.
Possible Benefits

Itis likely that you will benefit from an opportunity to evaluate confidence and knowledge in dual diagnosis
work and to reflect on improvement and challengesin 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 sighing 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

Participationin 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.
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Mental Healtt

and Wellbeing

Reasons for Use Package Evaluation Neami National (RFUPE)
STAFF PARTICIPANT CONSENT FORM

Name of participant:

1. | consent to participatein this evaluation project. | have readthe Plain Language Statement
and the details have been explained tome

2. lunderstand that after | sign and return this consent form it will be securely stored by the
evaluation team

3. lunderstand that my participation will involve me completing three questionnaires. | agree
that the evaluation team may use the results as described in the plain language statement.

4. | acknowledge that:

(a) The possible effects of participating in the research have been explained to my
satisfaction;

(b) I'have been informed that | am free to withdraw from the project at any time. | do not
have to give an explanation and it will not affect ongoing carein any way. | can also
withdraw any unprocessed data that | have provided;

(c) The project is for the purpose of service improvement;

(d) I'have been informed that the confidentiality of the information | provide will be
safeguarded subject to any legal requirements;

(e) I have been informed that all the information | have provided will be stored
confidentially at Nexus Dual Diagnosis Service and will be destroyed after seven years;

(f) Inany publications arising from the quality assurance project the data will be de-

identified.
| consent to provide data through completion of three questionnaires oyes Ono
(Please tick)
Participant signature: Date: / /2014
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Neami

NEXUS] ' rotonal  FMONASHUnersty

Coeouve= fmarsd Baem 5 Subooace Une Advhiomy Semdox

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 [ ]13 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. 1 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.  am knowledgeable about dual diagnosis strategies for how to manage medication side
effects

[ ]Strongly agree

[ ]Agree

[ ] Disagree

[ ]Strongly Disagree

7. | am confident about dual diagnosis strategies for managing drug use related to social
situations

[ ]Strongly agree

[ ]Agree

[ ]Disagree

[ ]Strongly Disagree

8. l am knowledgeable about dual diagnosis strategies for managing drug use related to social
situations

[ ]Strongly agree

[ ]Agree

[ ]Disagree

[ ]Strongly Disagree

9. | am confident about dual diagnosis strategies for managing drug use related to peer pressure

] Strongly agree

] Agree

] Disagree

] Strongly Disagree

f— p— f— p—

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 affecti.e. low
mood, distress, anxiety
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] Strongly agree

] Agree

] Disagree

] Strongly Disagree

f— p— p— —

12. 1 am knowledgeable about dual diagnosis strategies for coping with unpleasant affecti.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. | am knowledgeable about dual diagnosis strategies for managing drug use when itis
perceived as a positive activity, e.g. enhancement

] Strongly agree

] Agree

] Disagree

] Strongly Disagree

f— p— p— —
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Mental Healtt

and Wellbeint

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 Associate Investigators’ names — Neami
Diagnosis Service: National:

Simon Kroes Ph: 03 9231 3804 Adam Zimmermann, Kerry Stringer
simon.kroes@svhm.org.au Phone : 03 9481 3277

Kevan Myers Ph: 03 9231 2375 email:

kevan.myers@svhm.org.au 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 totake partin this project you will be asked to:

e Complete a questionnaire which should take 10 minutes duration.
Possible Benefits

Itis 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 atany 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

Participationin 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.
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and Wellbeint

Reasons for Use Package Evaluation Neami National (RFUPE)
PARTICIPANT CONSUMER CONSENT FORM

Name of participant:

5. | consent to participate in this evaluation project. | have readthe Consumer Participant Plain
Language Statement and the details have been explained tome

6. |understand thatafter| sign and return this consent form it will be securely stored by the
evaluation team

7. lunderstand that my participation will involve me completing a questionnaire. | agreethatthe
evaluation team may use theresults as described in the plain language statement.

8. lacknowledgethat:

(a) The possible effects of participating in the research have been explained to my
satisfaction;

(b) I'have been informed that| am free to withdraw from the project at any time. | do not
have to give an explanation and it will not affect ongoing carein any way. |can also
withdraw any unprocessed data that | have provided;

(c) The project is for the purpose of service improvement;

(d) I have been informed that the confidentiality of the information | provide will be
safeguarded subject to any legal requirements;

(e) I have been informed that all the information | have provided will be stored
confidentially at Nexus Dual Diagnosis Service and will be destroyed after seven years;

(f) Inany publications arising from the quality assurance project the data will be de-

identified.
| consent to provide data through completion of a questionnaire oyes Ono
(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 Reasonsfor Use Package with your

current relationship with Neami National.

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 notimpact on your

Please read the following statements in

relation to yourexperience of using the o D
Q —
é‘? o © o ?
Reasons for Use Package (RFUP) with your - @ b 7y a
& oo 0] s >
C < = 5 oo
worker. Please circle one response per g §
< &
question on the right,
The process of completingthe RFU scale @ @ ® @ ®
guestionnaire was straightforward and didn’t
take too long.
The process of feeding back the RFU scale @ @ ® @ ®
resultsto me was clear.
@ @ ©) @ ®
The RFUP helped me to explore my use of
substances.
@ @ ©) @ ®
The RFUP helped me to explore areas of my
lifeinrelationto substance use.
@® @ ©) @ ®
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The RFUP helped me and my workerdevelop

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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8 January 2014

Kevan Myers

Senior Clinician Nexus Dual Diagnosis Service
St Vincent's Hospital Melboumne

41 Victoria Parade

Fitzroy 3065

To whom it may concern,

Commencing March 2015 Neami National will undertake an evaluation in conjunction with Nexus, St
Vincent's Hospital and Monash University of the Reason for Use Package. As part of this process
Neami will share de-identified with Nexus as appropriate.

Yours sincerely,
v o
/4‘, L / &t 4
Merrilee Cox
Manager Service Development

neaminational.org.au
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Appendix 8

St Vincent's Hospital

ST VINCENT'S Bismsarn omtod

HOSPITAL i

MELBOURNE 41 Vicdoria Praradw Filzroy VIC 3066
PO Box 2000 Fizroy VIC 5065

APACILITY OF BT VINGENRT 'S SEALTH AUSTRALA
Telephone 03 9288 2211

Facalmile 03 9208 3399
Wvaw,EVhm.org au

16 March 2015

Kevan Myers

Nexus Dual Diagnosis Service

St Vincent's Hospital (Melbourne)
Dear Kevan Myers,

QA 013/15 - Reasons For Use Package Neami National Evaluation

Thank you for submitting your application for approval of Quality Assurance activity. The
Quality Assurance Sub-committee of Human Research Ethics Committee (HREC)-A has
approved the above mentioned project as a Quality Assurance activity at the following sites:

1. StVincent's rMospital (Melbourne)

This approval will be ratified by St Vincent’s Hospital (Melbourne) HREC-A at the next meeting.

The project complies with the principles of the National Statement on the Ethical Conduct of
Hurman Research (NHMRC; 2007),

Approved documents
The following documents have been reviewed and approved:

Document dizde) Version Dafé S e
Quality Assurance Activity Application 1 23 Feb 2015
Neami National Lettg_r 1 23 Feb 2015

Terms of approval

1. Itis the responsibility of the Principal Investigator to ensure that all Investigators are
aware of the terms of approval and to ensure the project is conducted as spacifiad in the
application,

2. Youshould netify the Research Governance Unit immediately of any serious or unexpected
adverse effects on participants or unforeseen events affecting the ethical acceptability of
the project.

3. Amendments to the approved project: Changes to any aspect of the project require the
submission of a Request for Amendment to the Quality Assurance Sub-committes and
must not begin without written approval. Substantial variations may require a new

application.
Facllitien
51 Vincont's Hospitad Meiboume
Cavitas Chrisil Hespice
51 George’s Heallh Senvico
UNDER THE STEWARDSHIP OF MARY AIKUNHEAD MINISTRIES Pregue House
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4. Future correspondence: Please quote the reference number and project title above in any
further correspondence.

5. Final report: A Final Report must be provided at the conclusicn of the project.

6. Monitoring: Projects may be subject to an audit or any other form of monltoring by the
Research Governance Unit at any time,

We wish you well with your project,
Yours sincerely,

i

Brenda Ly

Research Directorate Intern
Research Gavernance Unit

St Vincent's Hospital (Melbourne)
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% MONASH University

Monash University Human Research Ethics Committee (MUHREC)
Research Office

Human Ethics Certificate of Approval

This is to certify that the project below was considered by the Chair of the Monash University Human Research Ethics
Committee. The Chair was satisfied that the proposal meets the requirements of the National Statement on Ethical
Conduct in Human Research and has granted approval.

Project Number:  CF15/2948 - 2015001213
Project Title: Reasons for Use Evaluation
Chief Investigator: Dr Melissa Petrakis

Approved: From: 17 August 2015 To: 17 August 2020

Terms of approval - Failure to comply with the terms below is in breach of your approval and the Australian Code for the

Responsible Conduct of Research.

1. Approval is only valid whilst you hold 3 position at Monash University and approval at the primary HREC is current.

2. Future correspondence: Please quote the project number and project title above in any further correspondence.

3. Final report: A Final Report should be provided at the conciusion of the project. MUHREC should be notified i the projectis
discontinued before the expected date of completion.

4. Retention and storage of data: The Chief investigator is responsible for the storage and retention of original data pertaining
to a project for a3 minimum period of five years.

Professor Nip Thomson
Chair, MUHREC

cc: Ms Rebecca Robinson; Mr Kevan Myers

Monash University

Room 111, Chancellery Buiiding E

24 Sports Walk, Clayton Campus, Welington Rd, Clayton VIC 3800, Australia

Telephone +81 3 0205 5400 Facsmie +61 3 2005 3831

Email muhrecfd monash edu  http:/intranet monash edu. aulresearchadminhumaniindex.php
ABN 12377 814 012 CRICOS Provider #00008C
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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 usersand explore reasonsfor use regarding dual diagnosisissues. 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 into service usersin
terms of how they are managing symptomes, side effects, social situations, peer pressure, affect
and ambivalence. The RFUP helped enable the service user to feel a sense of beinglistenedtoand
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
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Appendix 11

Rose, C., Myers, K., Kroes, S., Guglielmetti, M. and Hwang, 1.D., 2018. Reasons For Use Package
Online https://reasonsforusepackage.com

Reasons
For Use

Package

A resource that facilitates therapeutic conversations
with consumers 10 explore issues relating to the
interaction between their mental health and alcohol
and/or other drug use

|

About the
Reasons For Use Package
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