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The Victorian Alcohol and Drug Association 
(VAADA) is the peak body for alcohol and 
other drug (AOD) services in Victoria. We . 
provide advocacy, leadership, information and 
representation on AOD issues both within and 
beyond the AOD sector. . 

As a state-wide peak organisation, VAADA has 
a broad constituency. Our membership,and 
stakeholders include 'drug specific' organisations, 
consumer advocacy organisations, hospitals, 
community health centres, primary health 
organisations, disability services, religious 
services, general youth services, local government 
and others, as well as interested individuals. 

VAAD~s purpose is to ensure that the issues for 
people experiencing the harms associated with . ' 

• . 1. 

alcohol and other drug use, and the organisations 
that support them, are well represented in policy, 
program development and public discussion. 

VAADA has been funded by the Victorian 
Department of Health to increase .our capaCity ¢ 

to support the work of the Victorian AOD sector. 
The Sector Development project has a spe9ifi9 
focus on key areas identified in the Victorian 
Government's A new blueprint for alcohol and 
other drug treatment services 2009-2013 (the 
Bluelilrint). 

The overarching aims of the project are to enhance 
the capacity of AOD services ~nd staff to: 

1. Strengthen client and family input into service 
planning and development; , 

2. Consider family functioning and the wellbeing 
of dependent children in assessment and 
treatment planning; 

3. ~nderstand their responsibilities within th,e • 
Children Yeutb and Families Act 2005 (CYFA); 
and . 

'. 4. Build stronger links between AOD treatment 
services and pharmaeotherapy and harm 
reduc,tior.l.programs. ~ 

,< 

VAADA has mapped cu'rrent practices across 
these areas and continue? to consult and build 
-relationships with individuals and relevant 
networks. ~ 

. the Familiar ~e~ds forums and'resource folcler are 

To ensure this project was relevant for the 
Victorian AOD sector, VAADA formed a 
Reference Group of key experts. We would 
like to thank these people for their valuable 
time, support and guidance: 

Stefan Gruenert (Odyssey House) 

Carolyn Lee-Smith (Eastern Drug and 
Alcohol Service - EDAS) 

Karen Scobell (Centre for Excellence in 
Child & Family Welfare) 

Maria Jolic (Womens Alcohol & Drug 
Service) 

Angela Ireland (Family Drug Help) 

Elena Tauridsky (The Bouverie Centre) 

Tracey Martin (YSAS) 

Ray Beacham (Ballarat Community 
Health Service) 

As part of a series of scoping exercises to 
inform the project, VAADA also developed a 
survey to identify current needs and issues 
for the AOD sector in considering families 
and the wellbeing of dependent children, 
and to determine the kind of resources that 
would promote understanding of the CYFA. 

We would like to thank all AOD managers 
and staff who completed the survey 
and who provided a range of insightful 
responses. 

We extend our thanks to Domenico 
Calabro, Robyn Hamilton and Suzanne 
Bettink from Victoria Legal Aid for their 
expertise and generous input into the 
resource material on the CYFA 2005. 

Finally, and importantly, we would like to 
thank all the speakers and presenters that 
have volunteered their time to support the 
Familiar needs professional development 
forums. 

We also wish to acknowledge the positive 
response from the Office of the Child Safety 
Commissioner, Child FIRST and Child 
Protection, and thank respresentatives of 
these agencies for their involvement in the 
forums. 
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; ;..,.. 

A survey conducted by VAADA in Marcl'! 2010 
indicated that services are at different points in 
the way they think about families and that not all 

" ': .",. , services have capacity or resources to engage !~/.:;~ 
:: It identifies th~' need to e~sure clients and families .: families in their deliv.ery of fund~,d activities. ", ,.: 'PJ 

" can access a range of information, advice, support . The surv~y also indicated that relationships with i~. ~ •• ' c"~ 
and treatment options; and that client and family ' i child and family service providers, including the \/; .~ 
involvement in service planning and development . <';'-. Child FIRST and Cl'liid Protection service systems, <;,. 

. is strengthened. Specifically, it also states that : "',' '. ." could be strengthened to more effectively meet :', 

. Inte;~ention; ~ust reduce th~ ."'. '.'t :" the needs of children and families of AOD service 

.' har.mful impaet of alcohol and other ' 
. drug use on children a; d families ' 

. Our sector is well placed to promote practices and 
'. ways of understanding substance use that reduce 
," stigma ana harm. Widening the lens to include 

~;' families as possible clients in their own right, as 
> well as potential sources of support for individuals 

with a substance use issue, are among these 
important practices. 

t-::r- ... ~;. 

a~ 
° vaada 

Victorian Alcohol 
& Drug Association 

211 Victoria Parade 
Collingwood 3066 
Victoria Australia 
Phone 03 9412 5600 
Facsimile 03 9416 2085 
www.vaada.org.au 
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This folder was developed to support 
VAADA's professional development forum 
series Familiar needs: working with children 
and families in Victorian alcohol and other 
drug services. 

Together, the Familiar needs forums and 
this resource folder aim to: 

Introduce and promote family 
inclusive practice 

Outline a basic level of 
understanding of family inclusive 
practice 

Strengthen confidence and 
capacity to respond to the needs of 
dependent children by developing 
stronger links between AOD and 
child and family services 

Build understanding of practitioner 
responsibilities under the Children 
Youth and Families Act 2005 

Provide opportunities to reflect on 
organisational enablers and barriers 
to family inclusive practice 

Collate and provide useful 
resources in an accessible format 
to support knowledge and practice, 
and provide directions and links to 

further resources 

J Take notes and record your thoughts on 
the forum presentations in Section 1 

J Add or take out material to suit the 
needs of you and your agency 

J Use the folder and plastic pockets to 
collate relevant service information, agency 
resources and contacts 

J Use the practice tips to prompt 
discussion and action on what is possible 
within your organisation 

P familiar needs If.~ourcefo/dufo(alcoho/ltYld otJ,en{'ua~1n Yictori~ 5 

There are already many excellent resources and 
sites of significant family inclusive practice across 
the AOD sector. Rather than reinventing the wheel, 
the purpose of this resource folder is to: 

J provide an orientation to key information and 
issues for family inclusive practice as well as a 
selection of supporting resources 

J offer a snapshot of evidence and resources 
available locally and internationally and links to 
further information 

J highlight practice tips to consider in your 
organisation and everyday work. 

Services and resources relevant to family inclusive 
practice can change with funding and staffing, and 
as evidence and practice evolve. As such, this kit 
is not comprehensive, and does not attempt to 
identify all resources and services available to the 
Victorian AOD sector. 

By signposting some of the key evidence, issues 
and resources for family inclusive practice, it aims 
to support services in pursuit o~ good practice, in 
the hOjDe that this will mean better outcomes for 
clients and greater confidence for staff in engaging 
and responding to families and children of service 
users. 

,. 
Red boxes highlight 

practice tips 

Yellow boxes 
summarise key themes 

and information. 
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How many children 
and families are 
affected? 
The hidden nature of substance use and its 
associated stigma, together with inadequate data 
collection, mean that evidence about the number 
and characteristics of children and families affected 
by substance use is patchy and limited. 

Studies indicate that 

every substance user may negatively affect at 
least two close family members 
(Velleman 2002) 

for both licit and illicit drug use, it is estimated 
that over 15 per cemt of children under 12 
years old (1 in 7 children nationally) are 
exposed to problem drinking and/or illicit 
substance use in their household (Dawe et al 
2007) 

In Victoria: 

7 per cent of people engaged with the AOD 
treatment service system in 2006-7 were 
spouses, parents, siblings, friends or children 
of a substance user (Department of Human 
Services 2008) 

the Family Drug Helpline receives over 6000 
contacts by concerned family members each 
year (Department of Human Services 2008). 

CO familiar needs A~oW'refo/dufo(a1coho/411dotJrudtua~lnrictoria 15 

Significant numbers of children and 
families are affected by a family member's 
problematic substance use 

What are the effects 
of problematic 
substance use on 
the family? 
Problematic substance use can affect families 
in different ways and across different domains. 
Importantly, not all families will experience a 
member's substance use as problematic. Some 
of the family structures and functions that may be 
disrupted include: 

Rituals - the ways families celebrate holidays, 
birthdays and special occasions 

Roles - as one family member develops problems 
associated with their substance use, others take 
over their roles, such as finances, disciplining, 
shopping and cleaning 

Routines - when behaviour becomes 
unpredictable it creates difficulties for the family 
in planning or committing to routines - Will she 
remember to collect her son from school? When 
will he come home, and in what state? 

Communication - alcohol and other drugs 
can have a major effect on the quality of 
communication between family members 

Social life - families tend to become increasingly 
socially isolated, owing to the difficulty of 
explaining to friends and neighbours that a 
family member has a substance use problem, 
or the social embarrassment or unpredictability 
associated with drinking and drugs 

Finances - a family's finances can be hugely 
affected by reduction in income (e.g. owing to 
job loss) and by spending of available income on 
alcohol or drugs instead of more vital items 

Relationships and interactions - for example 
both the user and their partner may become 
neglectful of other family members; aggression , 
violence and other abuse become more likely 
(Velleman & Templeton 2007). 

Substance use, including alcohol, can 
affect children and families in different ways 
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Children at risk 
The prevalence and effects of parental substance 
misuse on children is receiving increasing 
attention . This is particularly in relation to 
problematic parental alcohol or other drug use as a 
risk factor for neglect, and/or emotional or physical 
abuse. 

For example, the annual report of the Victorian 
Child Death Review Committee, which investigates 
the deaths of children known to Child Protection , 
found that parental substance misuse and 
domestic violence were risk factors in 62 per cent 
of cases in 2008-2009, with family mental illness 
and homelessness prese.nting in almost half of the 
deaths. 

Children and young people living with parental 
substance misuse may be subject to a range of 
negative experiences, including inconsistency; 
feeling shame, !;luilt, fear and anger; having to 
adopt responsible roles at an early age; and 
experiencing or witnessing violence, abuse and 
criminal activity. The possible neurodevelopmental 
impacts of alcohol and other drugs on a foetus 
during pregnancy are increasingly recognised 
(Velleman & Templeton 2007). 

There is little doubt that the effects of intoxication 
and withdrawal influence parenting practices and 
parenting capacity (Dawe, Harnett and Frye 2008). 
J.!owever, substance misuse and dependence 
frequently occur with other complex and 
challenging problems, and it is the combination of 
these problems that place children at heightened 
risk and have the greatest negative impact (Dawe, 
Harnett & Frye 2008; Scott 2009). 

AOD professionals are in a position to recognise 
children and complex families that may be at 
particular risk, and to have a role in responding to 
and supporting those children and families. 

r 
Use a broad incl~ive and sensli/ve 
deflnlilon of famili{ 
Think about and understand family in broad 
terms, as people who may be affected by 
or concerned about the substance use of 
someone close. 

Who are family? 
'Family' should be defined and 
understood broadly. Narrow definitions 
or understandings can limit and exclude. 
It is important to conceptualise family in 
ways that are inclusive and sensitive to 
diverse cultural, social, sexual and religious 
backgrounds and orientations. 

A broad definition will include parents, 
partners, children, grandparents, siblings, 
carers, friends, colleagues and significant 
others. Orford et al use the term 'concerned 
and affected others' (2005). 

It may also be useful to think about family 
members in terms of families of origin -
the family a person comes from including 
grandparents, parents and siblings, and/or 
their families of procreation - children and 
grandchildren. 

Information and discussion 
International 

Hidden Harm reports and responses 
Scotland, 2003-2006 

Access and download Hidden Harm 
publications from www.scotland.gov.uk or 
www.adfam .org .uk 

Australia 

Dawe, S., Frye , S., Best, D., Lynch , M., 
Atkinson, J., Evans, C. & Harnett, P. 
2007 Drug use in the family: Impacts and 
implications for children, Australian National 
Council on Drugs, Canberra 

Dawe, S., Harnett, P., and Frye, S. 2008 
'Improving outcomes for children living in 
families with parental substance misuse: 
What do we know and what should we 
do', Child Abuse Prevention Issues, 29 , 
Australian Institute of Family Studies 

, ~ 

dkYJ&f are the bed ju.~e! of who their fami~ Is and the edent to which their fami~ 
shou.ld be involved in 'treatment 
Family inclusive practice acknowledges that family includes any significant person in the client's life. Services 
should value whoever the client chooses to involve in their treatment (Patterson & Clapp 2004, p 7). 

~ ~ 
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Common barriers for 
families 
Families affected by someone else's substance 
use can often struggle to get information and 
support and may feel their needs are not 
recognised. 

Even where services are available, there may be 
a series of common barriers families face when 
trying to access support. These include: 

stigma, shame and fear of being identified by 
others in the community as ha~ing a problem 
in the family 

isolation due to the nature of illicit drug use 
and its legal status, potentially exacerbated 
by having to keep this secret from others 
(including their own families) 

language - this can relate to the language or 
jargon used by service providers, as well as to 
barriers in accessing information and support 
in migrant and cultural commwnity languages 

cultural views, norms and values 

uncertainties around how confidentiality 
policies operate and what information will be 
shared 

narrow and non-inclusive definitions of 
'family' used by services that may deter some 
family members or significant relations from 
accessing support 

limited choice and flexibility of services, in 
terms of the type of service offered and/or 
the opening hours and suitability of the venue 
(Adfam 2010). 

Further reading 

Scott, 0 . 2009 'Think child , think family ', 
Family Matters, No.81 , Australian Institute 
of Family Studies, p37-42 

See Resource 1 for a copy of this article 

P familiar needs 4tetourcefoldufortt/coholandoliiuJruesemadnYictor/.a 17 

There are many promising models and sites of 
AOO practice that are child and family inclusive. 
Alongside this though , the need to continue to 
provide more integrated responses to families with 
multiple and complex needs is growing. 

Organisational and individual professional factors 
can influence if and how a service is inclusive 
of children alild families. Individual practitioner 
attitudes and willingness will be shaped by 
personal experiences of family, personality, and 
beliefs about the ideals of service (Scott 2009). 
Organisational factors might include: 

size of caseloads 

proceduralisation of service delivery and 
narrow performance indicators 

agency culture, norms and philosophy 

levels of professional autonomy and discretion 
(Scott 2009~ . 

The legal and policy contexts that shape funding, 
resourcing and planning also playa powerful role 
in determining the AOO sector's capacity to work in 
particular ways. Momentum is growing to address 
challenges across all of these levels. 
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Famt tnc {)Stye 
practice 
Defi n itions 
and principles 
CommOR descriptors for treatment and service 
delivery models that seek to involve and address 
the needs of family members include child and 
family sensitive practice and family-centred or 
chile-centred practice. In Vietoria, a current, 
Gommon and useful term is 'family irlclusive 
practice' . 

Whatever the language used, family inclusive 
practices value families, recogRise that families 
have needs in their own right, and seek to include 
families in the soope of work even though the main 
focl!ls of the iRtervention may be on arol individual, 
within a family. 

Family illlclusive practices can be categorised 
into three broad types : 

Involving families 
and others in 

assessment and 
treatment plans 

(Oopello, Velleman & Templetcm 2005) 

Each of these 'types' has different aims and will 
bring a distinct focus to engagement with families. 
There are also obvious overlaps, but it is important 
for practitioners and services to determine how, 
why and to what end tMey are engaging families. 
The expectations and understandings of clients 
and family members themselves should also be 
clarified. 

Core assumptions and principles of family 
inclusive practice in alcohol and other drug 
services include: 

The impacts and harms of problematic 
substance use and dependence often 
extend beyond the individual 

Families, children and carers have 
needs in their own right, and have a 
right to have their needs acknowledged 

Involving, educating and supporting 
families is part of a comprehensive 
and holistic service and should be 
considered where possible, as early as 
possible 

Involving and supporting families 
contributes to the effectiveness of 
services 

Openness, respect, empathy and 
collaboration are essential to engaging 

and working with families 

While ~arying in langua!;je and emphasis, tlgere are 
S0llile c@m rmon principles and assumptions that 
inform family inclusive practice. Versions of these 
are anticulated irn various guidelines ang resources 
de~eloped over the last decade. Core assumptions 
and principles are outlimed above. 

It is important to make a clear distinction between 
family inclusive practice arid family, t tlerapy. 
Traditie(lally, family therapy in the AOD sector has 
been I!Jsed as a liI1eans of identifying and improvin!;j 
patterns of i l1lte ~actio rn that are associated wi~h 

an individual client's AOD use and behaviour. 
Family therapy reqwires specialised training . 11'1 
contrast, practice that is family, irnclusive does not 
necessarily ~equire specialist skill,s or trraining. It is 
an approach and way of thimking that recognises 
the role of families in clients' lives, and is sensitive 
to the meeds of children and families affected by a 
relative's substance use. 
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Evidence that supports the importance of family in 
alcohol and other drug assessment and treatment 
is growing. Comprehensive reviews of the literature 
indicate that AOD treatments that include a social 
component are among the most effective (see for 
example Miller & Wilbourne 2002). 

Key researchers in the field, Alex Copello and John 
Orford, found that an increased emphasis on the 
role of families and wider social networks in service 
provision can: 

i) assist in getting clients to treatment and 
maintaining engagement in treatment; 

ii) improve both substance-related outcomes and 
family functioning , and 

iii) lead to a reduction of impacts and harm for 
family members and others affected (Copello & 
Orford 2002). 

There is also a growing recognition of the need to 
offer support to family members in their own right, 
regardless of whether the user is in treatment. 
Evidence shows this can reduce potential harmful 
impacts on family members, especially cnildren 
(Copello & Orford 2002), and increase the capacity 
of family members to cope. 

In addition to demonstrating positive outcomes for 
individual clients and their families, some studies 
have examined the long-term cost-effectiveness 
of interventions that support and/or involve family 
members. For example, improved and earlier 
support for the children of substance-using parents 
presents an efficiency saving to public health 
services. 

Substance users are more likely to access 
treatment services, and rehabilitation and recovery 
are also more likely where there is family support, 
therefore providing better value for money and 
leading to additional savings across healthcare and 
criminal justice systems (Adfam 2010). 

P familiar needs Il tr40urce folderfo( aioohol4lld oIAer drua semce.o1 'ficto~ 19 

Evidence for the effectiveness of treatment 
models and approaches that include 
families is strong. 

There is also a growing body of excellent 
resources, guidelines and practice wisdom 
on the benefits and 'what works' in involving 
and supporting children and families in 
alcohol and other drug treatment and 
services. 

In terms of maximising outcomes for the 
individual client, families can be highly 
influential in 

helping initiate treatment 

affecting the course and outcomes of 
treatment 

influencing the likelihood of relapse and 
supporting long-term maintenance of 
change. 

In terms of benefits for families affected 
by a member's substance use, evidence 
shows support and/or treatment can 

improve family functioning 

improve identification and earlier 
intervention for parents or children who -
may be at risk 

reduce the impacts and harm for family 
members. 

(Copello & Orford 2002; 
Copello et al 2006) 

WIT.3005.001.0582_R



20 familiar needs Il te!O(}f($ fa/dufar a/caho/ ttnd ofited'll9 ~ In ftdodd 

A continuum of practice 

2. 

Assessment 
of family 

relationships 
and networks 
on entry into 

treatment 

Ideally, families affected by swbstance use should 
have access to a range of support and treatment 
responses. Mast common is a need for targeted 
information and referral. For services, the 
spectrum of responses that include families can 
range from being conscious of the presence and 
role of family in a client's life and strengthening 
referral pathways, through to provision of direct 
support for family members as clients of the 
service. 

At its most basic level, considering the needs of 
families means making services 'family friendly' 
environments; for example, by ensuring that 
families (including young children) can access the 
physical space of the service, at suitable times, 
and that appropriate toys are available. 

Widening the lens to consider both the client and 
their family entails a range of approaches and 
interventions. The intensity and level of resource 
commitment and specialised training required 
across this range varies greatly and capaoity 
and capability to deliver the more intensive 
interventions will differ across services. 

Some interventions require a higher level of 
training and supervision than may be relevant or 
achievable for a particular agency. It is important 
to remember that provision of flexible services of 
different intensities is necessary to meet the varied 
and complex needs of families (Copello, Templeton 
& Powell 2009). 

~ 

Examples of interventions 
Turning Point's Clinical Treatment Guidelines 
No.11 : Working with families (Patterson & 
Clapp 2004) provide examples of 12 types 
of intervention along a spectrum of family 
inclusive practices. 

(Copello et al 2009) 

There is no one intervention that should be 
made available to families; rather, as with 
drug treatment, a toolbox of interventions 
and services should be considered. Brief 
interventions for family members, self-
help approaches, support groups, online 
materials, treatments involving users, family 
members and others ... , as well as broader 
family oriented approaches all have their 
place. 

What seems to be clear from the evidence 
is tbat family members need and value the 
space to talk about their problems and to 
receive guided support to explore solutions 
(Copello et a12009, p39, emphasis added). 

Australian researchers have suggested that 
process may, be equally as important as 
content in effectively treating families with a 
substance using member (Dawe, Harnett & Frye 
2008). In other words, the particular treatment 
model adopted may be less important than the 
process of orienting organisational and clinical 
practices toward family needs and dynamics. 

Conceptualising family inclusive practice as a 
continuum of possible responses makes improving 
engagement with families, according to each 
service's capacity, both practical and feasible. 

What is most important is that individual clients are 
recognised as being part of a family system and 
social network; that those family members and 
significant others can be involved in assessment 
and treatment; and that they may have support 
needs in their own right. 

Famt~ tnc/udve pradtce t! a waq of t!,tnktn9' 1& can occu.r d/red~ or tnd/red~ 
Services operating on family inclusive principles may not directly provide services to families but 
services will consider the client's family when they are working with clients (Patterson & Clapp 2004, p7). 

~ ~ 
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np or amt 
inc ~iye pradtce 
Involving and supporting the families of clients 
accessing AOD treatment services can be complex 
and ohallenging work. 

Implementing and enhancing family inclusiv.e 
praotices requires individual and organisational 
commitment and resources, as well as structural 
and system-level support. 

Many individuals and organisations across tine 
sector already include family in their practice, 
whether to improve individual client outcomes or to 
identify and respond to the l"Ieeds of families and 
children in the their own right. 

It is important to remember there is no expectation 
that all AOD practitioners become family: therapists, 
nor should all agencies offer programs that are 
specifically targeted at families. 

Given the evidence for the ral"lge of benefits of 
assessment and treatment that includes families 
however, there is a growing recognition that 
considering the needs of families is effective 
practice. 

This section provides some pointers for 
organisations and individual practitioners moving 
toward implementing family inclusive practices in 
their programs and services. 

Some of the following tips hav.e beem adalilted 
from the Tools for Change: A new way of wor.king 
with families and carers toolkit (2009) developed 
by the Network of Alcohol & Other Drug Age/'ilcies 
(NAOA), New South Wales. 

, 
8du.cde dq(f about the role of 
faJni~ involvement 
Increase staff confidence and awareness of 
the role of family involvement in prevention, 
harm reduction, treatment, recovery and 
relapse. 

Best practice in alcohol and other drug 
treatment service delivery should include 

a) routinely assessing the strengths 
and needs of the substance user's 
current family and social networks, 
and then 

b) implementing an intervention that 
impacts either the substance misuse 
in the family/social context, or the 
affected family members 

or 

referring and collaborating with 
a service that provides suitable 
interventions and programs. 

(Copello et al 2006) 

Identt'flt w,hd's happenin9 in I{ou.r 
or9anKdton 
Many individuals and services consider 
families in their practice already. The 
terminology and approaches used may 
differ. 

Conducting an audit of your service is 
one means of determining the ways in 
which the needs of families and children 
are addressed, and identifying areas for 
improvement. 

A sample audit that could be adapted to the 
needs and context of your organisation is 
available on the CD ROM developed as part 
of the NADA Tools for Change: A new way of 
working with families and carers toolkit. 

NADA 2009 Tools for change: a new way of 
working with families and carers, NSW 

Download the audit at www.nada .org .au 
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~ 

Talk about and plan for famlile& and 
children 
Put family inclusive practice on the agenda 
for team meetings and in strategic planning. 

The Pyramid of Family Care 

The Pyramid of Family Care illustrates how 
agencies can work toward a minimum level 
of care for families. 

Based on Maslow's Hierarchy of Needs, 
this model emphasises the importance 
of orienting thinking toward families, and 
making connections. 

A minimum level of care focuses on 
engagement, assessment and education for 
families, with referral to agencies providing 
specialised family services as required. 

Many staff and agencies already provide 
this level of care. 

Ideally, all staff should feel confident and 
able to engage with and assess the needs 
of family members, and to provide an 

effective referral. 

Minimum level of care 

7rovlde informdlon to the children 
famille& and carer! of client!, 
Basic information and support is the most 
common need identified by families affected 
by a member's substance use. 

Connecting with families, and providing 
relevant information and education 
represent the first and second tiers in the 
Pyramid of Family Care. 

~ 

Develop oraanlsdlonal va(qer and 
pol/c~ that !Ufport familt{ incl/Kive 
pradtce.r 

Consultation 

Psychoeducation 

General Education 

Connection and Assessment 

The Pyramid of Family Care 

Mottaghipour, Y. & Bickerton, A. 2005 The 
Pyramid of Family Care: A framework 
for family involvement with adult mental 
health services, Australian e-Journal for the 
Advancement of Mental Health 4:3, 1-8 
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H,gke «our ~erY(ce a child and fam(~ 
mc/u.rt'fe fPace 
Think about providing : 

a safe, secure, spacious and flexible 

waiting area 

user-friendly, durable toys and play 

materials for a variety of ages 

baby change tables and easy access to 

toilets 

an outdoor area 

resources and material about families 

and parenting - posters and pamphlets, 

an information library, videos, handouts 

(both adult-focused and child-focused), 

including father-friendly material. 

A sample policy is available on the CD ROM 
developed by NADA as part of the Tools for 
Change: A new way of working with families 
and carers toolkit. 

NADA 2009 Tools for change: a new way of 
working with families and carers , NSW 

Download the audit at www.nada .org.au 

Understand your obligations and 

Always talk about confidentiality with 
your client. Any information should be 
provided only with the agreement of the 
client. 

If the client wants information given to 
significant others, it can be useful for this 
to occur in a session with the client present 
so they know what information is being 
disclosed. 

Confidentiality is discussed further below. 
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,. 

A widely used tool that has both 
assessment and therapeutic value is 
the genogram. Genograms are a visual 
representation of a family that can help you 
identify key members, patterns or themes 
within families. 

Many useful tools exist. A selection of 
clinical tools for assessment and treatment, 
collated by the Eastern Drug and Alcohol 
Service (EDAS) into a toolkit for ADD 
practitioners, is included in this folder. The 
Parenting Support Toolkit also includes a 
selection of tools and references. 

See Resource 2 - The Family Focus 
Toolkit: a resource for family work in the 

alcohol and other drugs sector 

,. 

\.. 

Con!/Jer the itiered! and needs of 
clleti/ children 
Make yourself and your organisation 
aware of key child developmental stages 
and relevant concepts such as the Best 
Interests principles. 

Family inclusive practices recognise 
children 's rights to protection, and to being 
involved where appropriate. 

~a(f need to be trained and r(!6ol1.rceJ to work wah famillR£ 
Working with families can involve different activities - from having knowledge about the importance 
of family through to undertaking complex family therapy. Staff need to be provided with training 
commensurate with the level of direct family work they are expected to do (Patterson & Clapp 2004, 

"""III 

~ 

\.. ~ 
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(j)ork cot/aborat/ve1t 
Have a policy that supports collaboration 

Develop partnerships, joint protocols 
and memorandums of understanding 
between relevant services. 

Highlight the need to provide 
collaborative care in staff position 
descriptions or statements of duty. For 
example, state explicitly that staff are 
expected to: 

"Be responsible for the provision of 
collaborative care, working collectively 
with other health professionals involved 
in the continuum of service delivery with 
a focus on the best outcomes for the 
client and their family" 

Collaborate with existing family-specific 
services providing substance related 
support in delivering interventions to 
families. 

See Resource 3 for a partnerships 
analysis tool 

!<nOli) li)hat !erY/ces are ava/lable 
loca/~ ddew/de and nat/ona/~ 
While there are many local services and 
programs that can assist you in working 
with children, families and carers, many 
clients don't attend a service in their local 
area. It's important to know what services 
and support are available for families 
locally, statewide and nationally. 

It may be useful for organisations to hold 
joint information sessions for staff on local 
and statewide services. 

Child FIRST in your area may be able 
to provide you with contacts for a range 
of local family services. 

See Section 3 for Child FIRST 
contact and referral numbers by 
local government area and region . 

Search www.serviceseeker.com.au for 
relevant services 

,p familiar needs fi. ~0<¥C8 folder for t1lcohol and other dtua rerricet In Yictorla 25 

r 

\.. 

r 

\.. 

Itt/Oli) time 
to engage, connect and consult with 
families 

to seek information and resources 
within your agency and community 

to review practice 

Underdand the core pdnc~/es of 
fam/~ LncllJ!/ve pradtce 
Consider including a provision in key 
selection criteria, staff position descriptions 
or statements of duty such as 

"Understand and apply the principles of 
family inclusive practice". 

}{gnt1ge eKpectd/on! 
Families and carers should be advised, 
at the earliest opportunity, about the type, 
level and nature of the support your service 
can provide. This may help ensure that 
everyone understands what is happening, 
and what they can expect. It can also reduce 
unreasonable requests on staff for support 
they cannot, or should not, deliver. 

It has been suggested that staff need: 

(a) sufficient knowledge of family 
interventions to discern when a family 
may benefit from this type of help; 

(b) the skill to introduce the idea to 
families ; and 

(c) knowledge of available, accessible 
services, and how to refer to those 
who will provide the intervention. 

This level of competence can be achieved 
through training, networking and joint 
professional developlT!ent opportunities 
with child and family practitioners, and 
accessing existing literature and resources. 

(Smith & Velleman 2007) 

" 

~ 
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A stronger policy and legislative focus on making 
'protecting children everyone's business' has 
rneant that AOD services are seen as ha~ing a 
key role to play in identifying and responding to 
children at risk (Council of Australian 
Governments 2009). 

While problematic swbstance use by parents is 
an importaFlt risk factor for abuse and ne~lect , 
substance use does not always affect parenting 
capacity and should not be liAked automatically 
to an assumption of abuse or neglect. SeGtion 3 
outlines further information on working with Child 
FIRST and Child Protection. 

In addition to identifying children at risk through 
assessment practices that are sensitive to children, 
agencies should also aim to identify young 
carers. In some situations, ehildren and young 
people provide support and take on sigrn ificant 
responsibility. These young people may require 
support themselves, and cowld be referre<il to 
suitable suppont services. 

Children's voices 
Children 's Voices: Experiences and percep
tions of European children on drug and alco
hol issues (European Monitoring Centre for 

Drugs and Drug Addiction 2010) 

A European paper that attempts to give 
meaning and insight into key alcohol and 
other drug issues that affect children from the 
perspectives of the children themselves. 

http://www.emcdda.europa.eu/publications/ 

thematic-papers/childrens-voices 

Some basic questions to prompt reflection 
and assess the different ways your 
organisation considers the wellbeing of 
dependent children could include: 

Intake 

Is it known and recorded whether 
clients are responsible for the care of 
children? 

Are the caregiving needs of parents 
considered during intake? 

Are the agency waiting room and 
appointment times child- and parent
friendly? 

Assessment 

Are parental roles considered as a 
potential stressor on clients? 

Are parental roles considered as a 
possible source of motivation? 

Are parental concerns about their 
children identified? 

Is parenting capacity assessed? 

Are the needs of clients' children 
directly considered? 

Intervention 

Is intervention individually tailored to 
family needs? 

Is strengthening parent-child 
relationships part of the intervention? 

In what ways are children "seen and 
heard" by the service? 

Is there regular and good collaboration 
with children's services? 

Outcomes 

Do service outcomes include parenting 
competence? 

Do service outcomes include the safety 
and wellbeing of children? 

(adapted from Scott 2009, p41) 
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Parenting can be enormously significant 
for clients attending alcohol and other drug 
treatment services. 

Having children can be a prime motivator 
for changing alcohol and other drug 
consumption patterns. 

The challenges of parenting can contribute 
to the maintenance of problematic substance 
use and can impact upon the likelihood and 
the severity of any relapse. 

Parenting issues can also impact on your 
client's engagement in treatment. You 
can minimise the risk of treatment goals 
not being met by identifying parenting 
issues and responsibilities early on in your 
work with clients, and then tailoring your 
interventions to suit. 

You may also need to provide clients with 
the appropriate information, support, or 
referrals to other professional services to 
ensure that clients are in the best position 
to work on their substance-related problems 
with you. 

(Parenting Support Toolkit 2004, pi) 
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Reading 

Working with clients who are parents 
can raise challenging issues around 
engagement, confidentiality and 
assessment. These articles discuss 
some of the dilemmas in working with 
clients who are parents: 

Cousins, C. 2005 'But the parent is trying ', 
Australian Institute of Family Studies, National 
Child Protection Clearinghouse (NCPC) 
Newsletter, 13: 1, 3-6 

Taylor, A. , Kroll , B., 2004 'Working with 
parental substance misuse: dilemmas for 
practice', British Journal of Social Work , 34, 

1115-1132 
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r 
d/eri! are part of mult~'e and l:nterconneded !qdeIrK 
Family inclusive practice recognises that clients and families operate within wider social and political 
systems and that these systems impact on them (Patterson & Clapp 2004, p8). 

~ ~ 

Sensitivity to the social , cultural and economic 
backgrounds of clients and their families is 
essential to good practice in ADD services. 

The particular histories, contexts and needs of 
individuals and their family networks require 
specific attention and sensitivity in relation to 
individual professional and organisational practices 
and procedures. 

This section provides some basic illlformation and 
links to resources on developing organisations and 
practices that are sensitive and inclusive of clients 
and families from all cultural communities and 
under-represented groups. 

Indigenous Australians, people from non-English 
speaking or cultural and linguistically diverse 
(CALD) backgrounds, gay, lesbian, bisexual , 
transgender and intersex (GLBTI) people and 
communities are among these groups. 

It is essential that recognising a diversity of 
needs, experiences and choices, and developing 
real Gultural competency are not seen as 'add
ons' te regular service provision. Essential tOG, 
is a recognition that individuals and families are 
influenced by culture, not defined by it. 

Many Indigenous clients access non-indigenous 
specific ADD and health services. This means that 
all services need to continue to work toward being 
responsive to the needs of Indigenous clients 

. and communities. Organisations should foster 
understanding and sensitivity to the impacts of 
colonisation and past trauma. 

In considering family inclusive practices, it is 
especially important to recognise that Indigenous 
definitions of 'family ' can be broader and more 
encompassing that those commonly used by non
Indigenous people. 

Links between Indigenous-specific and mainstream 
treatment providers, inter-agency collaboration , 
cross-referral ancd ongoing mentoring and oultural 
competence training will help to ensure that access 
to culturally appropriate services and treatment 
continues to grow. 

Local indigenous services and key bodies like the 
Victorian Aboriginal Child Care Agency (VACCA) 
are best placed to advise on indigenous family and 
child wellbeing and development issues. 

Indigenous kids and families 
Telkaya network of Koori ADD workers 

Victorian Aboriginal Child Care Agency 
www.vacca .org .au 

Victorian Aboriginal Community-Controlled 
Health Organisation 
www.vaccho.org .au 
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Strategies for engagement 
Strategies that apply to all families include: 

Providing a range of service options to 
choose from 

Being active in engagement (following 
up with phone calls and letters) 

Being persistent and not giving up easily 

Delivering flexible services that are not 
constrained by targets, funding and 
geographical areas 

Being flexible about where you see 
families (for example, homes, a public 
space or in other service settings) 

Acknowledging family members' 
expertise in their own lives and working 
in partnership with them 

Making sure that the family's highest 
need is the one addressed first 

Being responsive to crisis 

Ensuring that the resource or service 
offered is what the family wants 

Presenting clear information 

Ensuring that promises and 
commitments are met 

Promoting conversations and practices 
that identify and build on existing family 
strengths and capacities. 

(Adapted from Patterson & Clapp 2004, p15) 

Cultural competence 
The Australian Drug Foundation has recently 
published a series of fact sheets , research 
and resources, including : 

Making treatment and prevention services 
more accessible for culturally and linguistically 
diverse communities (J une 2010) 

Building cultural competency in the AOD 
sector (June 2010) 

A reading and resource list on AOD services 
and CALD communities. 

Download these from www.druginfo.adf.org .au 

OUf cultural and linguistic backgrounds can 
form an important part of our identity. Sensitivity 
to culture, faith and to the language needs of 
individuals and families from non-English speaking 
(NESB) underpins effective service delivery. 

Culture is o~ten a significant influence on how 
'family' is understood, on child-rearing expectations 
and norms, and how individuals within families 
relate to eacn other. 

AOD practitioners can increase their cultural 
awareness by tinding out about the languages, 
practices and experiences of groups in their area. 
These experiences may include recent migration, 
grief, loss, refugee experiences, and trauma. 

Cultural competency builds on cultural awareness, 
and demomstrates flexibility" sensitivity, and a 
fundamental understanding of how our values 
shape our practice. 

Developing partnerships with CALD organisations 
can be one of the best ways of meeting the needs 
of local communities. These partnerships may 
assist with staff training, ensure clear referral 
pathways and provide information and insight. 

Information about specific cultural groups 
and communities should be used to 
provide a context for interaction, not as a 
basis for assuming particular behaviours 
or attitudes. 
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Practical tips and suggestions to develop inclusive and 
sensitive practice for GLBTI people and their families 

Invite GLBTI 
organisations to 

come and ta lk at your 
monthly staff meetings 

Have a broad 
definition of family -

inclusive of same sex 
couples, parents and 
friends - and display it 

Offer information 
about drugs and 

alcohol that is 
relevant to the GLBTI 

community 

Create an open 
environment that 
enables GLBTI 

disclosure amongst 
service users, 

volunteers and staff 

Do not 'out' a client 
in front of other 

colleagues, services 
users or family 

members 

Understand the 
stereotypes and myths 

regarding GLBTI 
people 

Have an anti-bullying 
and harassment policy 

and be prepared to 
employ it 

Have a robust 
confidentiality pol icy 

and spaces for people 
to talk openly without 

being judged 

(Adapted from Adfam 2010) 
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~ 

fb.ml~ lnciu.dve pradLce acknoli)IeJ9~ the po~lble teYKlon~ reldm9 to con{Uentw.ICtI{ 
Services working with adults and adolescents with substance-related issues often face the dilemma 
of breaching client confidentiality. Client confidentiality should only be breached where there is a clear 
indication that clients pose a safety risk to themselves, others or the community. In family inclusive 
practice, clients need to give their consent about what information they would like family members to 
have (Patterson & Clapp 2004, p8). 

~ ~ 

Family inclusive practice ideally involves family 
or significant others in assessment, treatment 
planning and at other times during involvement 
with a client, for example, to receive or share 
important information. 

Given this, it is important to talk to clients from 
the outset about the benefits and importance 
of involving family or significant others, while 
reassuring them about confidentiality in relation to 
any contact you may have with family members or 
significant others. 

All organisations should have policies 
and procedures in place to address client 
confidentiality. When working with more than 
one family member, practitioners often face the 
dilemma of breaching client confidentiality. While 
families may seek information about a client for a 
range of reasons, family inclusive practice supports 
the right of all clients to a confidential service. 

It is the right of the client to determine to whom 
they or others disclose details of their treatment. 
No information regarding a person's treatment 
should be given without the client's explicit 
consent. 

Confidentiality should only be breached where 
there is a clear risk of harm to the client or to 
others. This may include circumstances where 
Glients are suicidal or where a beha\liour is 
potentially life threatening , where children or 
young people are at risk of harm, or where there 
are significant threats to harm others. Decisions 
to breach confidentiality should be made following 
consultation with a senior clinician in the service. 

Guidance on sharing information with child and 
family services (Child FIRST) and Child Protection 
is provided in Section 3. 

Organisations should outline their confidentiality 
policy to all clients attending the service, including 
information on the limits of confidentiality. 

(Patterson & Clapp 2004, p11-12) 

Organisations should ensure they: 

J have prior agreement with the client 
and informed consent before releasing any 
information regarding treatment 

J have a signed release of information 
form from the client 

J check after each consultation whether 
the client continues to agree to have 
information passed on 

J clarify with the client the purpose and 
types of case records and what happens to 
them 

J do not disclose to a family member 
details of a client's treatment without 
consent. One option is to give family 
members general information about the 
types of services offered to clients, without 
identifying that the client is a user of the 
service 

J do not tell family members whether the 
client is attending the service without prior 
client consent 

J establish clear confidentiality guidelines 
with all parties prior to commencing any joint 
work with clients and family members. 

Further discussion and advice 
on confidentiality and duty of care issues 
can be found in each of the guidelines listed 
on page 19. Also see 

http://www.strongbonds.jss.org .au/workers/ 
professional/confidential ity.pdf 
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Glossary of common terms 
r 

Cwnu/dive harm 
refers to harm experienced by a child as a result of a pattern of harmful events and/or experiences 
that may be ongoing , with the strong possibility of the risk factors being multiple, related and 
co-existing over critical developmental periods. 

Informdion holder 
a person authorised to share information with Child Protection and Child FIRST under certain 
circumstances. An information holder includes the person in charge of your AOD service (see 
Service Agency) at the time information is requested. 

f{anddorl{ reporter 
at the time of writing , the following professions have mandated responsibilities under the 
CYFA 2005: medical practitioners, nurses (including midwives), teachers, school principals and 
members of the police force. The legislation also has provisions for a range of other professions, 
including social , youth and welfare workers that may become gazetted as mandatory reporters in the 
future. There are no current plans to include any further professions as mandatory reporters. 

Protection order 
either an interim or final court order that is made when a child is in need of protection. This can 
range from a simple undertaking through to DHS taking guardianship of the child, depending on 
the extent of the family's needs. If DHS are to remain involved a Best Interests case plan will 
be developed, which will incorporate services for the family to promote the child's wellbeing and 
developmental needs. 

'Ke/evant informdion 
information is relevant if it relates directly to concerns about the child. For AOD practitioners, th is 
means that information about a parent's drug use and/or engagement in treatment is only relevant 
if you believe that it is having an adverse impact on the child's safety, stability and development, or 
if that is the assessment of Child FIRST or Child Protection. The Child FIRST or Child Protection 
worker must explain to you the concerns about the child before you share any information, so that 
you can determine what to disclose. 

'R.eferral 
a referral can be made to Child FIRST if you have a concern about a child 's wellbeing . Usually this 
would be in relation to issues of concern that have a low to moderate impact on the child and where 
the immediate safety of the child is not compromised. A referral to Child FIRST may be the best way 
of connecting children, young people and their families to the services they need, including families 
who are under pressure due to a family member's problematic substance use. 

'R.eport 
a report to Child Protection should be made if you have a reasonable belief that a child is in need 
of protection, where the factors you are concerned about are likely to have a serious impact on 
the child's immediate safety, stability or development. This includes a situation whereby persistent 
parental substance misuse is likely to result in significant harm to a child or negatively impact their 
stability and development. 

~erdce t<gencl{ 
an agency authorised by the CYFA 2005 to share relevant information with Child Protection or 
Child FIRST to help them determine the most appropriate response to a referral or report they have 
received. This includes bodies that receive funding from the Secretary under a State contract to 
provide drug or alcohol treatment services. For example, AOD services are service agencies, in 
which staff may be information holders but are not mandated to report. 
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children, 'loath 
and fimi'ie& /k& 2005 
Practitioners in organisations providing alcohol 
and other drug services to our community are 
often in a position to receive information that might 
impact on the safety and wellbeing of children. 
While some workers in AOD treatment services are 
required to report suspicions of child abuse and 
neglect (mandatory reporters) to the Department 
of Human Services, the majority are not. 
Organisations should have policies and procedures 
in place to assist practitioners in responding to 
perceived risk and swspectea neglect or abuse. 

This section provides a basic overview of the 
Victorian child and family service system for AOD 
practitioners. It summarises information available 
through the Department of Human Services 
Children, Youth and Families Division and on the 
everychild everychance website, lists current Child 
FIRST and Child Protection contact numbers, 
and provides links to ·additional information and 
resources. It includes a glossary and frequently 
asked questions developed for Victorian AOD 
workers. 

AOD practitioners and services have specialist 
knowledge about drug use and dependence, 
including effects and impacts, effective 
interventions, treatment and strategies to reduce or 
minimise harms for individuals and communities. 

Across the Victorian sector there are many 
examples of excellent practice, procedures 
and policy that promote knowledge sharing 
and effective collaboration between AOD, Child 
Protection and child and family services. There 
is a high level of commitment to quality service 
provision by staff. 

Often, the links between services are based on 
personal relationships and connections, and 
these connections work to integrate sensitivities 
around both substance and family issues into case 
practice. These connections work well where they 
e~ist but there are some gaps. One of the core 
aims of VAADA's Familiar needs forums and this 
resource is to build confidence and strengthen 
knowledge and relationships with the Child 
Protection and child and family service systems. 

Legislation and policy 
The CYFA is interpreted and applied through 
a range of policies and guidance for Child 
Protection, Child FIRST, child and family and 
related services. 

The Publications section of the Department 
of Human Service's everychild everychance 
website provides useful resources including 
conceptual overviews, case practice models, 
fact sheets and guidelines. Go to : 

www.cyf.vic.gov.au/every-chi Id-every-chance 

An electronic version of the legislation can be 
accessed at: 

www.legislation.vic.gov.au 

r ~ 

Note 

The information provided throughout this 
section is sourced from information and 
publications developed by the Department 
of Human Services and available via: 

www.dhs.vic.gov.au. and 

www.cyf.vic.gov.au 
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Fact sheets 
and explanatory notes on the CYFA 
can be accessed and downloaded 
from: 

http://www.cyf.vic.gov.au/every-ch ild-every
chance/library/publications/fact-sheets2 

The CYFA legislation is part of the every,child 
everychance reforms underway in Victoria since 
2005. The CYFA focuses on principles and 
systems for protecting and promoting the wellbeing 
of vulnerable children. The Child WeI/being and 
Safety Act, also passed by Parliament in 2005, 
provides an overarching framework for promotil7lg 
positive outcomes for all children. 

Both pieces of legislation aliglil with the Convention 
on the Rights of the Child (1989) that gives 
precedence to a child's right to safety and 
healthy developmelilt. The legislation is also 
informed by the ideq tt.lat while parents are tlrle 
primary nurturers, the wider community shares 
responsibility for children's wellbeing and safety. 

The enactment of the CYFA marked a shift in Child 
Protection and child and family services away 
from responses based on minimal interventiorn 
in family life, to assessment, planning and action 
that is driven by wnat a child needs to protect and 
promote their healthy development (DHS 2007). 

The CYFA reql.Jires: 

a constant focus on the best interests of the 
child 

that the safety ofr chiltl, the protection of their 
rights and promotion of their development must 
be paramount 

the stremgthening of families in culturally 
appropriate ways 

the inclusion of families and children in 
decision making process (DHS 2007). 

The CYFA recognises that protecting and 
promotimg the wellbeing of all children is 
dependernt on the support of services across the 
broader health, education and community sectors. 
Infol'mation sharililg and an understanding of the 
core concepts of best interests and cumulative 
harm are therefore promoted. 
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Best Interests 
The Best Interests principles underpin all decisions 
and actions taken in relation to v.ulnerable children 
or young people. The CYFA reCjuires that the 
best interests of title child must be the pa~amouflt 
consideration in amy action Qr decision taken by the 
Children's Court, Child Protection or Child FIRST/ 
cltlild and family services. 

When determiming whetl:1er a decision or action is 
in the child's best interests, there aFe a number of 
needs that must be considered: 

The need to protect the child fr:om harm 

The need to protect tine clilild's rights 

The need to promote the child's development 
(taking into account his or her age, stage of 
developmeflt, culture amd gender). 

In addition, the principles stipulate that the 
parent-chil€llUnit be protected and supported 
througltl interverntions and assistance; that family 
relationships be str~ngthened; that the child's 
views and wishes be acknowledged; and that 
a child should only be removed from his or her 
parents where tltlere is an unacceptable lev-el of 
risk or harm. 

\. 

The Best Interests principles include a 
specific requirement that the cultural 
and spiritual identity and development 
of Aboriginal children be promoted and 
protected. 

The Best Interest principles underpin 
all decisions and actions taken by the 
Children's Court, Child Protection and Child 
FIRST/family services. 

The need to protect the child from harm, to 
protect his or her rights, and to promote his 
or her development will be the priority and 
foremost consideration in any decision or 
action in relation to a child and their family. 
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child 

Child FIRST sites are central, community
based referral points to a range of family 
services and supports within sub-regional 
catchments. 

Child FIRST aims to ensure that vulnerable 
children, young people and their families are 
linked effectively with relevant services. 

This reflects one of the key objectives of the 
CYFA legislation to create a more integrated 
Child Protection and child and family service 
system. 

Child development 
A series of guides on typical stages of child 
development are available for download at: 

http://www.cyf.vic.gov.au/every-child
every-chancellibrary/publications/child
development-trauma-guide 

The guides offer advice and provide 
indicators for recognising trauma at specific 
ages and stages. 

DHS Region Local Government Area Child FIRST 

co 
s.... 
s.... 

~ 
Q) 

~ 
I
m 
~ 
u.. 
"'C 

..c 
o 
o s... .... 
CI) 

:E 

Eastern 
Metropolitan 

North and West 
Metropolitan 

Southern 
Metropolitan 

Yarra Ranges 
Knox 

Monash 
Whitehorse 

Nillumbik 
Whittlesea 
Banyule 

Brimbank 

Hume 

Hobson's Bay 
Maribyrnong 
Wyndham 

Casey 
Greater Dandenong 

Aboriginal children 
and families 

Frankston 

Kingston 
Stonnington 
Port Phill ip 

Referral Number 

Maroondah 1300369146 

Manningham 1300762125 
Boroondara 

Yarra 94500955 
Darebin 

Melton 1300138180 

Moreland 1300786433 

Melbourne 1300775160 
Moonee Valley 

Cardinia 97053939 

Casey 97945973 
Cardinia 
Greater Dandenong 

Mornington Peninsula 1300721 383 

Bayside 1300367441 
Glen Eira 
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DHS Region Local Government Area Child FIRST 

ro 
s..... 
s..... 

~ 
Q) 

c:: 

Barwon South 
Western 

Gippsland 

Greater Geelong 
Queenscliff 

Co lac-Otway 

Warrnambool 
Moyne 

East Gippsland 

Wellington 

La Trobe 

South Gippsland 

Referral 
Number 

Surf Coast 1300551948 

Corangamite 52325500 

Glenelg 1300889713 
Southern Grampians 

51520052 

51447777 

BawBaw 1800339100 

Bass Coast 56625150 

I-
00 c:: Grampians Northern Grampians Yarriambiak 1800195114 

U. 
"'C 

..c 
o -

Hume 

West Wimmera 

Ararat 
Pyrenees 
Hepburn 

Wodonga 
Towong 

Alpine 
Benalla 

Horsham 
Hindmarsh 

Ballarat 1300783341 
Golden Plains 
Moorabool 

Indigo 1800705211 

Mansfield 1800705211 
Wangaratta 

ns 
t: 
o Greater Shepparton Strathbogie 1300854944 -- Moira 

Mitchell Murrindindi 1800663107 

Loddon Mallee Greater Bendigo Loddon 1800230338 
Campaspe Macedon Ranges 
Central Goldfields Mount Alexander 

A referral to 
Child FIRST 

Buloke 
Gannawarra 

When you make a referral to Child FIRST, a 
decision is made about what to do with the 
information you have provided. This may include 
Child FiRST consulting with other professionals to 
find out more information about the child. 

Some families may be assisted by the provision 
of information and advice only, however for 
most families referred to Child FIRST, a cycle 
of assessment, planning and action will be 
undertaken. 

If Child FIRST decides that the child may 
benefit from support services, they may arrange 
appropriate services for the child and their family. 

If Child FIRST believes that the child is in need 
of protection, they must report the case to Child 
Protection. This is because Child FIRST does not 
have any statutory powers to protect a child. 

Swan Hill 1300325533 
Mildura (1300 MALLEE) 

When Child FIRST receives a referral and reports it 
to Child Protection, they will disclose the identity of 
the referrer to Child Protection, but Child Protection 
cannot then disclose the referrer's identity to 
anyone else without the referrer's written consent. 

If Child FIRST decides that no offer of service 
needs to be made, the family will be informed 
that a referral was made, including the concerns 
expressed in the referral. Your identity is protected 
in this instance, unless you consent to it being 
disclosed. 

Although not a legal requirement and keeping 
in mind that the CYFA 2005 limits the sharing of 
information, Child FIRST should inform you of 
the outcome of your referral and in many cases 
will invite you to be included in the assessment, 
planning and action to support the child and family. 
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child ?roted/on 
The Victorian Child Protection Service is 
specifically targeted to those children and 
young people at risk of significant harm 
whose families are unable or unwilling to 
protect them. 

Child Protection workers have statutory 
powers to intervene to protect a child . 

The main functions of Child Protection are 
to: 

investigate matters where it is alleged 
that a child is at risk of significant harm 

refer children and families to services 
that assist in providing the ongoing 
safety and wellbeing of children 

take matters before the Children's Court 
if the child 's safety cannot be ensured 
within the family 

supervise children on legal orders 
granted by the Children's Court 

provide and fund accommodation 
services, specialist support services, 
and adoption and permanent care to 
children and adolescents in need of 
protection. 

Substance use and 
Child Protection assessments 
Child Protection practitioners receive specific 
guidance on assessing for risk and harm 
related to parental substance use. 
Advice on alcohol and other drug 
assessments and screening from the Child 
Protection Practice Manual are included in this 
folder. 

See Resource 4 

Metropolitan 
Child Protection Services 

Eastern 
1300360391 

Southern 
1300655795 

Northern & Western 

1300664977 

Regional 
Child Protection Services 

Barwon South Western 
1800075599 

Gippsland 
1800020202 

Grampians 
1800000551 

Hume 
1800650227 

Loddon Mallee 
1800675598 

After Hours 

Child Protection Emergency Service 
131278 

WIT.3005.001.0601_R



~ ~ 

A report to 
Child Protection 
Upon receipt of a report containing 
information about factors that may have a 
serious impact on a child's immediate safety, 
stability or development, Child Protection will 
seek further information. 

In determining what action to take, Child 
Protection will also consider any previous 
concerns that may have been reported 
about the child or young person. See the 
box opposite for a summary of substantiation 
and risk assignment processes and 
decisions. 

If Child Protection believes that the child is in 
need of immediate protection, they can use 
their statutory powers to protect the child 
and make an application to the Children's 
Court. 

In most circumstances Child Protection will 
require consent from the client to disclose 
outcomes of the investigation to workers. 
This may be different if you have an ongoing 
role with the family. 

~ 
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~ 

.... 

Sharing information with 
Child Protection 
When conducting an investigation into 
alleged concerns about a child or young 
person, AOD practitioners should be aware 
that Child Protection workers 

may make wide-ranging enquiries to 
inform a risk assessment 

gather information through telephone 
calls, face-to-face visits, case 
conferences and case planning 
meetings 

will only provide details of their 
assessments to other professionals on a 
'need to know' basis 

cannot receive information 'off the 
record', and 

may use any information provided, if it 
contributes to the child's safety. 

Substantiation and risk 
assignment decisions 
After a protective investigation, where 
the alleged harm/risk of harm is not 
substantiated, the following actions may be 
determined: 

· No significant concerns - close 

· Significant concern for wellbeing - refer 
to Child FIRST/Family Services and 
close 

After a protective investigation where alleged 
harm/risk of harm is substantiated, the 
following actions may be determined: 

· Risk of significant harm - child in 
need of protection - issue Protection 
Application 

· No further risk of significant harm - refer 
(as necessary) and close 

· Risk assignment deferred - further 
protective intervention/assessment -
develop Best Interests Plan 

The outcome of a period of further 
intervention and assessment would be: 

· Risk of significant harm - child in 
need of protection - issue Protection 
Application 

· No further risks of significant harm -
refer and close. 

~ 
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, 
The following information is based on 
Department of Human Services information 
sharing guidelines (DHS 2007), and is 
intended to provide basic guidance on 
whether to refer a matter to Child FIRST or 
make a report to Child Protection. 

Referrals and reports are sometimes called 
'notifications' . 

~ ~ 

A referral to Child FIRST may be the best 
way of connecting children, young people 
and their families to the services they need. 

You should consider making a referral where 
families show any of the following that may 
impact upon a child's safety, stability or 
development: 

Significant parenting problems that may 
be affecting the child's development 

Serious family conflict, including family 
breakdown 

Families under pressure due to a 
family member's physical or mental 
illness, substance use, disability or 
bereavement 

Young, isolated and/or unsupported 
families 

Significant social or economic 
disadvantage that may adversely impact 

on a child's care or development. 

In deciding whether to make a referral to 
Child FIRST or a report to Child Protection, 
consider these factors: 

What specifically has happened to the 
child that has caused your concerns 
and what is the impact on their 
safety, stability, health, wellbeing and 
development? 

How vulnerable is the child? 

Is there a history or pattern of significant 
concerns with this child or other children 
in the family? 

Are the parents aware of the concerns, 
capable and willing to take action to 
ensure the child's safety and stability, 
and promote their health, wellbeing, and 
development? 

Are the parents able and willing to 
use support services to promote the 
child's safety, stability, wellbeing and 
development? 

You should consider making a referral to 
Child FIRST if the factors you are concerned 
about currently have a low to moderate 
impact on the child, where the immediate 
safety of the child is not compromised. 
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You should consider making a report to Child 
Protection if the factors you are concerned 
about currently have a serious impact 
on the child's immediate safety, stability 
or development, or are persistent and 
entrenched and likely to have a serious 

impact on the child 's development. 
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A report to Child Protection should be made 
in any of the following circumstances: 

Serious physical abuse of or non
accidental or unexplained injury to, a 
child 

A disclosure of sexual abuse by a child 
or witness, or a combination of factors 
that suggest the likelihood of sexual 
abuse - the child showing concerning 
behaviours, for example, after the child's 
mother takes on a new partner or where 
a known or suspected perpetrator has 
had unsupervised contact with the child 

Serious emotional abuse or ill-treatment 
of a child impacting on the child's 
development 

Persistent neglect, poor care or lack of 
appropriate supervision, where there is 
likelihood of significant harm to the child 
or the child's development 

Serious or persistent family violence 
or parental substance misuse, mental 
illness or intellectual disability - where 
there is likelihood of significant harm to 
the child or the child's development 

Where a child 's actions or behaviour 
may place them at risk of significant 
harm and the parents are unwilling or 
unable to protect the child 

Where a child appears to have been 
abandoned, or where the child's parents 
are dead or incapacitated, and no other 
person is caring properly for the child . 
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What am I required to do 
if I receive a request for 
information about a client 
from Child FIRST and/or 
Child Protection? 

The CYFA permits registered Child FIRST/ 
Family Services and Child Protection staff to 
consult (seek information and professional 
opinion) during the intake assessment 
for the purposes of assessing risk or 
determining the agency best able to provide 
assistance. This could include contacting 
information holders within service agencies 
to ascertain further details about a particular 
case. 

There are three relevant stages whereby 
a worker may be required to provide 
information: 

1. At the investigation stage information 
provision is completely voluntary. 
This applies whether it is Child FIRST 
or Child Protection requesting the 
information. 

2. At the court stage there might be a 
court order that requires parties to 
authorise the release of information. 
The content of the report is up to the 
worker, although deliberate omissions 
of important information may have a 
negative impact on the credibility of the 
worker. 

3. At the stage where a protection order 
is in force there can be a direction 
under Section 195 of the CYFA 2005 to 
disclose information. 

Information sharing 

See Resource 5 for a summary table of 
information you can share under the CYFA, 
with whom, and whether you are legally 
protected. 

r ~ 

What recourse do I have 
under the leg islation if I feel 
that the information shared 
is being misrepresented 
or used for purposes not 
explained to me? 

For example, what if 
information on illicit drug use 
is provided to police? 

When you share information with Child 
FIRST or Child Protection, you are allowed 
to disclose any information that you believe 
is relevant to the safety, stability and 
development of a child. 

Further, the information sharing process 
is a two-way exchange which requires the 
Child FIRST or Child Protection worker 
to explain to you the concerns about the 
child before you share any information, so 
that you can determine what information is 
relevant to disclose. 

Section 195 of the CYFA 2005 only 
allows information to be disclosed to the 
Secretary and used for the proteCtion 
and development of the child. There are 
general penalty provisions provided in the 
legislation, confirming that anything that 
is disclosed through this process can only 
be used in Child Protection proceedings. 
Therefore police are not legally able to use 
information related to illicit drug use for 
other purposes. 

\. ~ 
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How do the legal 
requirements differ with 
regard to my role as an AOD 
worker when a Children's 
Court Protection Order is in 
place as compared to when 
no such order exists? 

If you choose not to share information 
with Child Protection when they contact 
you about a child who is the subject of a 
Protection Order, as an Information Holder, 
you can be directed in writing by an officer 
of the Department of Human Services 
to provide relevant information about 
the child. The officer in this instance is 
personally authorised by the Secretary of the 
Department of Human Services. 

If you fail to disclose information when such a 
direction is properly made and do not have a 
reasonable excuse, you may be prosecuted. 
The information required must be relevant to 
the protection and development of the child 
and will be specified in the written direction. 

You may be required to provide a verbal or 
written opinion or information about the child, 
and/or relevant documents. 
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This list covers material referenced directly 
in this resource folder, but also includes 
articles and publications that may of interest 
to AOD workers and managers. 
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Bamberg, J.H., Toumbourou, J.w. , Marks, R 2008 
'Including the siblings of youth substance abusers 
in a parent-focused intervention: a pilot test of 
the BEST Plus program', Journal of Psychoactive 
Drugs, 40:3, 281-291 

Carroll , K., Libby, B., Sheehan, J., 2002 
'Connecticut partnership targets substance
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evidence?' , Addiction, 97, 1361-1363 
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Copello, A., Templeton , L., Velieman, R 2006 
'Family interventions for drug and alcohol misuse: 
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'Family interventions in the treatment of alcohol 
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State wide forum presentations 

(Note: the presentations delivered by local 

providers at each forum are not included) 

Fadnet: Family Inclusive Practice for the 

Alcohol & Other Drugs Sector 

Victoria Legal Aid: Children, Youth & Families 

Act and AOD worker responsibilities 

Parenting Support Toolkit for AOD workers 
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The Family Focus Toolkit has been developed by Eastern 
Drug & Alcohol Service (EDAS) as part of the Family 
Focus Project. This multi-faceted project has a number of 
objectives including: 

./ Increasing treatment opportunities and resources for 
families affected by alcohol and other drug issues 

./ Providing resources for Family Workers within the 
Alcohol & Other Drug (AOD) Sector 

./ Increasing knowledge of family inclusive practice 
within the AOD sector through resources and 
professional development 

./ Providing drug education to non-AOD Family & Youth 
Workers. 
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ABOUTEDAS 

Eastern Drug & Alcohol Service (EDAS) provides alcohol 
and other drug counselling and support to adults, young 
people, families and people with acquired brain injuries in 
the Eastern Metropolitan Region of Melbourne. 

The EDAS Family Program offers support to families, 
parents, grandparents, siblings, children, carers, friends 
and significant others of problematic substance users. 
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THE TOOLKIT 

The Toolkit for AOD Family Work is a collection 
of selected resources including screening tools, 
questionnaires, worksheets, and utility practice 
tools gathered from the sector, research and 
professional bodies. 

Each tool was chosen by the Family Focus 
Project Team for its relevance to both clinicians 
and clients of the EDAS Family Service. 

How to use the Toolkit 

The Toolkit is divided into five areas: 
o Family work framework and assessment 
o Families where there is problematic parental 

substance use 
o Coping Assessment 
o Concurrent Disorders 
o Family Violence 

Each tool has a prefacing page outlining the 
following: 
./ Author/s and references 
./ Origin of the tool/original developer 
./ Suggestions for use of the tool. 

A list of additional resources and references are 
found on the final pages of the Toolkit. 
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A SIMPLE GUIDE AND STANDARD SYMBOLS FOR GENOGRAMS 

Network of Alcohol & other Drugs Agencies, (2009) , Tools for Change: A new way of 
working with families and carers, Department of Health, NSW 
http://www.nada.org.au/i ndex. php ?option=co m content&task=view&id=96& Item id=25 

. 
These resources were accessed from the Tools for Change toolkit developed by the 
Network of Alcohol and other Drugs Agencies (NADA) as part of the Mental Health and 
Drug and Alcohol Family and Carer Project. 

A Simple Guide to Genograms 

A genogram or family tree is a useful tool to gather information about a client's family. (The 
'client' is defined as the person in counselling . This could be the substance user and/or family 
members.) This visual representation of a family can help to identify patterns or themes within 
families that may be influencing or driving the client's current behaviour. 

Many clients enjoy the opportunity to talk about their family history, and this can work as a good 
tool to build trust and rapport in a working relationship. However some clients may find seeing a 
visual representation/illustration of their relationships confronting, particularly if the majority of 
relationships in their life at present are conflictual or distant. Sensitive use of this tool will be 
useful to help promote healthy change and the development of more positive relationships in the 
client's life. 

This process is also used to identify key family members who can be Included in recovery plans, 
particularly those who are seen to be supportive. Also, family members who have displayed 
resilience in the face of addiction can be identified and acknowledged. (Kina Family and 
Addictions Trust, 2005) 

With the client 
• Aim to gather information about three generations: the client's generation, the parent, and 

the grandparents. 
Include significant others who lived with or cared for the family. 
Start with drawing the family structure; who is in the family; in which generations; how they 
are connected (birth , marriage, deaths etc) . 

• Ask them to tell you a bit about each person. 
• As the client talks about family members and relationships, make a note alongside the name. 
• Ask about relationships between family members 

o Who are you closest to? 
o What is/was your relationship like with ... ? 
o How often do you see ... ? 
o Where does ... Iive now? 
o Is there anyone here that you really don't get along with? 
o Is there anyone else who is very close in the family? Or who really don't get 

along? 
• Ask about characteristics or habits of family members: health issues, drug and alcohol use, 

physical and mental health, violence, crime/trouble with the law, employment, and education. 
These are then added to the diagram. The effect of this is to emphasise the pervasive impact 
of addiction and can stimulate a desire to halt the family cycle of drug and alcohol problems 
(Kina Family and Addictions Trust, 2005). It is important, however, not to assume that there 
are drug and alcohol and mental health problems within the family history. 

• Ask about family values, beliefs and traditions. 
• Try to explore patterns and themes. 

o Who are you most like? 
o What is ... like? Who else is like them? 
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The 
Mulbwltural 
Fami.~ Institu te Standard Symbols for Genograms 

Male Female Birth Dale Age Death Fami\y Seocm 
2- 1943.-2002 '41-

A D 0 D [EJ ~ 
Hetero!>~xual written on ~rI an X Ihtough Symbol 

lefiabove ' <IS,de; Age. ~ de3lh in box 
of symbol syri:oI De.31h cbte on right 

above symbol 

Gay/Lesbian Bisexual 
PeISOnwilo 

~@ © localiOll & 
Annual lncorne 

Signilicani 
InSlilu'!io<lal 
Connection 

has lived in Immigratim 

Transgeoder People 

o D 
BcIpon 

S (~.ooo 
'721 o '6"' 5 Pel 

o 
o 

Manto 
womJIn 

'No"""" 
loman writ!Ef\ abo\le; 

bi:rth & d~ date 

AA~ n 
T ,~;~P~b 

herapJ.St Therapisl 

CCMIj>I= 

[r~nmb 

I Rej~, Lt 971 I .. _ _ _ _ ___ __ __ .. ..J 

LT = Livi[)]J Togetiler 

SE<reI 
Afiair 

[J .Q 
l __ ~~~~ J 

Committed 
RetationslliP 

DiVOlte and Remamage 

Children: List in birth order beginn ing with the oldest on left 

QioIogicai F&St€r AoI!lpted 
Child Child Child 
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Symbols Denoting Addiction, and Physical or Mental Illness 

Physical or 
Psychological iOness 

AlC:OhoI or Orug abuse 

Suspected aloohol 
or drug abuse 

Physical or 
Psychological mMS5 

in ~mjs5ton 

In Recovery from 
alcohol or drug abuse 

D Ssmoker 

Do Obesity 

D Llanguage Problem 

In recovey from .:J 
substance abuse and _ 

Serious menl..~1 ",nd 
physic.>t problem s 
and substance abuse ment.al or Phys~ problems 

Symbols Denoting Interactional 
Patterns between People QwtMO D D 

"spirilual' ronnedion Close 

0 ------0 ()vszscO o---.a OF=====: 

Hostile 

Physical Anuse 

Annual income is written 
just above the 
bir1h & death date. 

Typically you would include 
the person's occupation 
and education near the 
name and the person's 
whereabouts at the lop 
of the tine connecting to 
the symbol. 

Fused-Hostile 

Emotional Anuse 

$100,000 
I 943-2D!t2 

Cutoff 

Sexual Abuse 

Symbol for Immigration = .df" 

lesbian couple 
whose daughter 
was oonceived 
with egg 
of one partner 
and 
spenndonOL 

Artificial Insemination 
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Gay Couple whose 
daughter was 
cooceived 
with sperm of 
Jomand 
an egg donor, and 
carried by surrogate 
mother till birth. 

Cutoff Rep",;red 

Caretaker 

526,000 
'(;3,. 

Jell ;, 
H.S.+2 

SecretaJY 
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Sibling& of Primary 
Genogram Members are written 
smaller and higher. Spouses are 

written smaller and lower: 

Household 

Foster Children 

Use an arrow to show 
family into Which child moved 

Househol:7 51'100"",n by i!ncircling m£'mDers living logether 
(Couple living with the;' dog alit"" 13unchinll ChI wen} 

Symbolfor~ 
Immigration 

Sam 
LH 'OD 

Siblings are written smalJer 
and higher than IP. 

c:::::J Spouses are written 
!lffi!lller and lower. 

Adopted Child 

I 
I 
I 
I 

~IW 

Use an arrOVi to show family 
il\to Which child moved Adopted ate 
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1 Husband, His Current Wife and his Ex-Wives (who are shown lower and smaller). 
Husband's w ives may go on left to be closest to him. Indicators "1 st: "2nd" etc. 
make clear the cader of his marriages. 

2 Wife, Her Current Husband and her Ex-Husbands (who aTe shown lower and smaller). 
Wife's previous relationships are shown on lefl10 keep chndren in birth order, s ince 
they remained in her custody. 

3 Couple with 3 year old, showilg their previous spouses (smaller) and those spouses' 
new partners (even smaller) 

' 01 D 0 
'--_-n~_-.l...-..,.~_ ...... -....,6o'--I'-----m .... '9iI~- - - -I 

4 
Couple living with their joint child and her child from a previous relationship. The other 
spouses of the partners are shown smaller and lower on either side of the present 
household, indicated by a dotted line. 

o 
m '€I C1 "8ii 

i ; · ~-- -- · · ··a ___ . •• -._ 
t '55-- ij5.. "' " 

f , 

: 50 40 .' 
I 

I , 

. 
• . 

, , 
I 

~---r~,,"-"' ; 
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A SIMPLE FRAMEWORK FOR WORKING WITH FAMILIES 

Proctor, K., Young, J. & Weir, S., (2006), Focus on Families: Building confidence to 
work with families and significant others, The Bouverie Centre 

The following three resources were accessed from The Bouverie Centre's Focus on 
Families continuing education course workbook and are part of a two-day training 
program. The resources are reproduced with the permission of Shane Weir, 
Community Services Team Manager. 

1. First Session Framework for Working with Families 

This framework follows the practice principles of Single Session Work and shows 
the broad stages of this work with families. The framework is helpful with preparing 
and managing the different stages of the family session. A family session can 
follow the structure of a meeting: 

The worker sets their agenda for the meeting. 
Time is then taken to make all the family members feel comfortable. 
Each family member is asked what they would like to discuss. 
The worker regularly checks in to ensure the agreed agenda is on target. 
Each family member is assisted to relate directly and respectfully to each other 
throughout the meeting. 

Expect 
different 
perspectives 

Ask what 
each 
person 
wants from 
meeting 

Prioritise. Take it 
in turns. 
Suggest a 
starting point 

Negotiate 
agenda 

Separate ~ 
tension too 
great 

___ ....J 

Manage 
difference 
and conflict 

. Acknowledge each 
view. Notice I discuss 
connecting patterns 

Check 
YOU'leon 
track 

Don't try to 
solve too 
quickly 

Feedback 
to 
everyone 

Simply ask 
each person 
how it's going 

~_....J 

2. Managing Subsequent Sessions: Ongoing Framework for Working with Families 

This framework again follows the Single Session Work and outlines the stages of 
subsequent family meetings. 

everyone 
about what's 
happened 

Elaborate 
changes & 
acknowledge 
problems 
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3. Conducting a Family Session Checklist 

The Family Session Checklist 

Welcome 

o . Welcome and thank the family for attending. 
O · State or re-state your agenda for the meeting. 
o Invite other agenda items 
o Identify any limitations - time, scope of possible outcomes. 

Make Comfortable 

o Communicate assumption that family members are doing the best they can. 
o Acknowledge their difficult situation. 
o Normalise their reactions and concerns. 
o Encourage each person to contribute . 
o Acknowledge family strengths. 

Be Curious 

o Approach the family with an open mind. 
o Maintain a position of 'not knowing ', i.e. be curious. 
o Try to understand the unique perspective of each person present (step into each person's shoes) 

Tolerate Difference / Predict Difference 

o Expect that each person will have a different point of view. 
o Accept each point of view rather than feel you have to decide the correct view. 
o Articulate and share different points of view. This simple action can be very helpful. 
o Facilitate productive interaction I interconnectedness. 
o Explore how different points of view inter-relate. 
o Point out similar concerns. 
o Identify unhelpful patterns (vicious cycles) . 

Check In 

o Check in to see if you are on course. 
o Ask if meeting is being helpful. 
o Ask if there is anything you should have asked about but haven't. 

Clarify Progress and Next Step 

o Clarify what is resolved and what is not. 
o State plans to address unresolved issues. 
o Emphasise positive outcomes. 
o Provide tentative advice and clear feedback. 
o Thanks family for attending and clarify next steps. 
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SINGLE SESSION WORK (SSW) - PRE & POST-SSW CLIENT QUESTIONNAIRES 

Young, J., Rycroft, P. & Weir, S., (2006), Single Session Work, The Bouverie 
Centre 

The following two questionnaires were accessed from The Bouverie Centre's 
Single Session Work continuing education course workbook and are part of a two
day training program. The resources are reproduced with the permission of 
Shane Weir, Community Services Team Manager. 

The Pre-Single Session Work (SSW) and Post-SSW Client Questionnaires are 
part of the Single Session Framework which follows a set process: 
i. Initial Letter to Client 
ii. Pre-SSW Client Questionnaire 
iii. Letter to Referrer 
iv. Take Aways 
v. SSW Summary 
vi. Post-SSW Client Questionnaire 
vii. SSW Phone Follow-Up Form 
viii. SSW Evaluation Letter 
ix. SSW Evaluation Form 
x. SSW Worker Questionnaire 

These questionnaires are useful tools to assist clients to focus on identifying goals 
they would like to explore / achieve in the session and to evaluate the efficacy of 
the work. 

Ideally the client fills out the Pre-SSW Client Questionnaire before the first 
session. 

The Post-SSW Client Questionnaire within the SSW Framework is completed 
during a follow-up phone consultation. 

Outside the Single Session Framework, the questionnaires are useful guides to 
address and review treatment goals during the course of therapy. 
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Pre-SSW Client Questionnaire 

Welcome. To assist us to maximise the effectiveness of the consultation, please complete the following 
questionnaire and bring it with you to your session. 

There are different ways to fill out the questionnaire; some families call a family meeting to fill it out, some 
families photocopy it and everyone fills out their own questionnaire and sometimes only the person who 
requested the consultation fills it out. Do what suits your family. 

Name of person(s) filling out the questionnaire: 

What are the main issues that bring you to this service? 
(a) Greatest problem: 

(b) Second greatest problem: 

How upset I worried are you about these problems? (Place a cross on the line) 

I I 
(1) Not at all As worried as I could possibly be (10) 

How often do these problems happen? 

I I 
(1) Not at all All the time (10) 

Are there other difficulties you are coping with now? Please outline below. 

How much is the problem (or problems) interfering in your life? 

I I 
(1) Not at all It is dominating my life completely (10) 

What made you decide that now was the right time to seek help? 
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Pre-SSW Client Questionnaire cont. 

How confident do you feel in dealing with the problem(s)? 

I I I I 
(1) Not at all Extremely (10) 

If casework I counselling was successful , what would you I you and your family be doing differently? 

Since you first contacted the centre , what have you noticed happening to you (and your relationships with 
others) that you would like to keep happening in the future? 

Often when people are in a stressful situation it is easy to forget to ask all of the questions you want to ask. 
Therefore we suggest you list the major questions you would like addressed below. 
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Post-SSW Client Questionnaire 

To be filled out at follow-up or review. (In the SSW Framework, this questionnaire would be filled out 
during a phone follow-up consultation, in association with the Follow-Up Form - not included here.) 

Name of person(s) responding to this questionnaire: 

You nominated: 

as the main problem which brought you to counselling , and 

as your second greatest problem. 

... How upset / worried are you about this problem (or these problems) at the present time? (Place a 
cross on the line) 

I I 
(1) Not at all As worried as I could possibly be (10) 

* How often do these problems happen? 

I I I I 
(1) Not at all All the time (10) 

.. How much is the problem (or problems) interfering in your life? 

I I I I I 
(1) Not at all It is dominating my life completely (10) 

In what ways? 
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® How confident do you feel in dealing with the problem(s)? 

I I I I I 
(1) Not at all Extremely confident(1 0) 

You nominated the following questions as those you would like addressed within the Single Session: 

To what extent do you feel these questions were addressed? 

Office use only: 

Pre-session Post-session Difference 

4t How upset / worried: 

~ Problem frequency: 

• Life interference: 

® Confidence: 

D Client willing to be sent Client Satisfaction Survey (tick if applicable) 
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THE FAMILY CAGE: AN ALCOHOLISM SCREENING TEST 

Price, A.W., & Emshoff, J.G. , (1997) , Breaking the Cycle of Addiction: Prevention 
and intervention with children of alcoholics, Alcohol Health & Research World 
Vol.21 , No.3, pp241-246. 

This tool was accessed from the Deakin University Library and is embedded in a 
research article by Price and Emshoff as referenced above. 

The original CAGE screening tool is a set of four questions regarding the substance 
user's concern about their own drinking behaviour. The Family CAGE follows the 
same principles but is specifically designed to screen for concerns about the 
drinking habits of a parent. 

The tool is useful particularly when working with children of substance users to 
gauge initial reflections, concerns and thoughts about parental substance use. It is 
a screening tool only and if the results are positive, it is recommended further 
assessment of the family situation occurs to assist with treatment planning. 

The Family CAGE 

1. Do you think your parent needs to C UT down on his/her drinking? 

2. Does your parent get A NNOVED at comments about his/her 
drinking? 

3. Does your parent ever feel G UlL TV about his/her drinking? 

4. Does your parent ever take a drink early in the morning as an E VE 
opener? 
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THE CIRCLES OF HARM AND SAFETY 

Department of Human Services, (2006) , Parenting Support Toolkit for Alcohol and Other 
Drug Workers, Victorian Government Publishing Service. Available at: 
http://www.health.vic.gov.au/drugservices/pubs/parenting-support.htm 

The 'Circles of Harm and Safety' template was accessed from the Parenting Support 
Toolkit for Alcohol and Other Drug Workers as referenced above. 

This tool can be used with parents who want to explore ways to minimise the potential 
impact of their substance use on their children. It can be used to highlight and 
document a parent's strengths and the things they are already doing to ensure this. The 
tool may be used in additional ways including : 
• As part of motivational interviewing 
• As a whiteboard exercise 
• As a homework activity. 

THE FAMILY PROBLEM COMMUNICATION INDEX 

Department of Human Services, (2006), Parenting Support Toolkit for Alcohol and Other 
Drug Workers, Victorian Government Publishing Service. Available at: 
http://www.health.vic.gov.au/drugservices/pubs/parenting-support.htm 

McCubbin, H. I. , Thompson, A. I. , & McCubbin, M. A. , (1996) , Family problem-solving 
communication (FPSC), in Family Assessment: Resiliency, Coping and Adaptation, 
Inventories for Research and Practice., 639-684, Edited by McCubbin HI , Thompson AI, 
McCubbin MA. Madison, University of Wisconsin Press. 

The Family Problem Communication Index was accessed from the Parenting Support 
Toolkit for Alcohol and Other Drug Workers as above. 

The Family Problem Solving Communication Index is a 10-item measure of family 
communication patterns. The measure explores two types of communication patterns: 
• inflammatory (incendiary) communications that exacerbate family stress; and 
• affirming communications that convey caring and support that exert a calming 

influence. 

This measure takes less than 5 minutes to complete and is a useful exploration of 
communication exchanges between parents and their children. 
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Circles of Harm and Safety 

In each circle : list 1 or 2 good things that you currently do to minimise the harm that your drug use has on 
your kids; list 1 or 2 things you currently do that are not-so-good for the well-being of your kids, and then 
list 1 or 2 things that you could do to make things safer for your kids. Remember to describe specific 
things that someone else could see you doing. 

Life Style 
Acquiring Drugs 

Good things : 

Not so good : 

Child safety: 

EDAS Family Focus Project Toolkit 2010 

Good things: 

Not so good: 

Child safety: 

Withdrawal 
Coming down from drugs 

Intoxication 
Using Drugs 

Good things: 

Not so good : 

Child safety: 
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Family Problem Solving Communication Index 

When our family struggles with problems or conflicts which upset us, I would describe my family in the 
following way: 

1. We yell and scream at each other. 

2. We are respectful of each others' feelings. 

3. We talk things through till we reach a solution. 

4. 
We work hard to be sure family members were not hurt, 
emotionally or physically. 

5. We walk away from conflicts without much satisfaction. 

6. We share with each other how much we care for one 
another. 

7. 
We make matters more difficult by fighting and bringing up 
old matters. 

8. We take the time to hear what each other has to say or feel. 

9. We work to be calm and talk things through. 

10. 
We get upset, but we try to end our conflicts on a positive 
note. 

To score this scale: 
Reverse score items 3 & 9. 
For Affirming Communication: sum items 2, 4, and 6,8,10. 
For Incendiary Communication: sum items 1, 3,5,7,9. 

0 2 

0 2 

0 2 

0 2 

0 2 

0 2 

0 2 

0 2 

0 2 

0 2 

3 

3 

3 

3 

3 

3 

3 

3 

3 

3 
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THE PARENT/CARE-GIVER DRUG ISSUES CHECKLIST - RISK ASSESSMENT WITH PARENTAL 
DRUG USE 

DrugNet (1997), Risk Assessment with Parental Drug Use, DrugNet Professional 
Drug Management for Clinicians & Educators 

This tool was accessed from the internet: 
http ://www.drugnet.bizland.com/assessment/checklis1.htm 

The Parent/Care-Giver Drug Issues Checklist outlines seven key domains which 
can be used as part of a risk assessment with parental substance use. These 
domains were developed by the Standing Conference on Drug Abuse (SCODA) 
and the Local Government Drugs Forum (LGDF) for use by non-specialist 
professionals in England, Scotland and Wales. 

The four scoring categories developed for the DrugNet site aim to broaden a 
'yes/no' response and to identify evidence of positive parenting as well as potential 
child safety issues. The numerical system is a general guide only. Higher scores 
indicate increased risk and concern. Standardised or validated assessment of the 
sum totals of this checklist has NOT been developed. The comments section 
should be used to summarise the assessment from each of the domains. 

This tool can be used as a guide towards exploring risk in the therapeutic 
conversation, where problematic parental substance use is a potential issue for the 
family. 
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Parent / Care-Giver Drug Issues Checklist 

Key to scoring 
Numbers are only intended to discriminate between protective factors, concerns and more serious issues 
which require immediate intervention. 
-1 = Positive (positive - congratulate) 
1 = Transitional (somewhat an issues) 
2 = Problematic (requires immediate attention) 
? = Unsure (further information required or not applicable) 

li/:le ~anern of Parental Drug Use 

Is there a drug-free parent, supportive partner or relative? -1 1 2 ? 

Is the drug use by the parent: Experimental? Recreational? Chaotic? 
-1 1 2 ? Dependent? 

Does the user move between categories at different times? Does the drug use 
-1 1 2 ? also involve alcohol or a combination of drugs? 

Are the levels of care different from when the parent is/was a non-user? -1 1 2 ? 

Is there any evidence of co-existence of mental health problems alongside the 
drug use? If there is, do the drugs cause these problems, or have these -1 1 2 ? 
problems led to the drug use? 
Comments: 

Accommodation and Home En~ironment 

Is the accommodation adequate for children? -1 1 2 ? 

Are parents ensuring that rent and bills are paid? -1 1 2 ? 

Does the family remain in one area or move frequently? If the latter, why? -1 1 2 ? 

Are other drug users sharing the accommodation? If they are, are relationships -1 1 2 ? with them harmonious, or is there conflict? 

Is the family living in a drug using community? -1 1 2 ? 

If parents are using drugs, do children witness the taking of the drugs, or other -1 1 2 ? substances? 
Could other aspects of the drug use constitute a risk to children (eg. conflict with 

-1 1 2 ? or between dealers, exposure to criminal activities related to drug use)? 

Does the alcohol or other drug use contribute to any domestic violence issues? -1 1 2 ? 

Comments: 

Provision of Basic Necessities 

Is there adequate food, clothing and warmth for the children? -1 1 2 ? 

Are the children attending school regularly? -1 1 2 ? 

Are children engaged in age-appropriate activities? -1 1 2 ? 

Are the children's emotional needs being adequately met? -1 1 2 ? 
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Are there any indications that any of the children are taking on a parenting role 
within the family (eg. caring for other children, excessive household -1 1 2 ? 
responsibilities, etc.)? 
Comments: 

Pr,0C!:tIFemeAt of Drugs 

Are the children being left alone while their parents are procuring drugs? -1 1 2 ? 

Because of their parent's drug use, are the children being taken to places where -1 1 2 ? 
they could be "at risk"? 

How much are the drugs costing? -1 1 2 ? 

How is the money obtained? -1 1 2 ? 

Is this causing financial problems? -1 1 2 ? 

Are the premises being used to sell drugs? -1 1 2 ? 

Are the parents allowing their premises to be used by other drug users? -1 1 2 ? 

Comments: 

flealtlil Risk'S 

If drugs and/or injecting equipment are kept on the premises, are they kept -1 1 2 ? 
securely? 

Are the children aware of where the drugs are kept? -1> 1 2 ? 

If the parents are intravenous drug users: 
* Do they share injecting equipment? 
* Do they use a needle exchange scheme? -1 1 2 ? 
* How do they dispose of syringes? 
* Are parents aware of the health risks of injectinq or usinq druqs? 
If parents are on a substitute prescribing program, such as methadone: 

. * Are parents aware of the dangers of children accessing this medication? -1 1 2 ? 
* Do they take adequate precautions to ensure this does not happen? 
Are parents aware of, and in touch with, local specialist agencies that can advise 
on issues such as needle exchanges, substitute prescribing programs, detox -1 1 2 ? 
and rehabilitation facilities? If they are in touch with agencies, how regular is the 
contact? 
Comments: 

family's soeial networks & support systems 

Do parents and children associate primarily with: 
* Other drug users? -1 1 2 ? 
* Non-users 
* Both? 
Are relatives aware of the drug use? -1 1 2 ? 
Are they supportive? 
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Will the parents accept help from the relatives? -1 1 2 ? 

Will the parents accept help from statutory/non-statutory agencies? -1 1 2 ? 

The degree of social isolation should be considered particularly for those parents living in remote areas 
where resources may not be available and they may experience social stigmatisation. 
Comments: 

Tbe parents' pereeptian at the situatio/il 

Do the parents see their drug use as harmful to themselves or to their children? -1 1 2 ? 

Do the parents place their own needs before the needs of their children? -1 1 2 ? 

Are the parents aware of the legislative and procedural context applying to their 
circumstances, (eg. child protection procedures, statutory powers, other legal -1 1 2 ? 
issues)? 
Comments: 

Other child safety issl!les 0tl:ier. positive li>arenti'ilg issues 

Overall summary of findings: 

Negotiated recommendations and goals: 

Source (ParenUCare-Giver, neighbour) : Dated : 

Case Worker Review Date: 
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COPING ASSESSMENT 
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THE COPING QUESTIONNAIRE - 30 ITEM FORM 

Orford, J., Templeton, L., Velleman , R. & Copello, A., (2005), Family Members of 
Relatives with Alcohol, Drug and Gambling Problems: A set of standardised 
questionnaires for assessing stress, coping and strain, Addiction, 100 (11) , pp 
1611-1624. 

Reproduced with the permission of Professor Jim Orford. Copyright: Alcohol, 
Drugs, Gambling and Addiction Research Group, School of Psychology, The 
University of Birmingham., 

The Coping Questionnaire is used to obtain information about how a family 
member is coping with their relative's alcohol or other drug use. The questionnaire 
has also been adapted for families where problem gambling is an issue. The 
questionnaire comes in two versions - relating to a male substance user and the 
other to a female. (The latter is the version found in this toolkit.) 

The Coping Questionnaire explores three main ways of coping: 
1. Engaged Coping - standing up to the problem 
2. Tolerant Inactive Coping - putting up with the problem 
3. Withdrawal Coping - withdrawing from the problem and gaining independence. 

This questionnaire is useful as a tool within a semi-structured family session and 
draws out: 

areas for treatment planning; 
information towards developing creative solutions to current issues; and 
self-care goals. 
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The Coping Questionnaire 

Have you recently (in the last 3 months) Please circle one answer 

Refused to lend her money or to help her out financial in other NO ONCE OR SOMETIMES OFTEN 
ways? TWICE 

2 Put the interests of other members of the family before hers? NO ONCE OR SOMETIMES OFTEN 
TWICE 

3 Put yourself out for her, for example by getting her to bed or by NO ONCE OR SOMETIMES OFTEN 
clearing up mess after her after she had been drinking? TWICE 

4 Given her money even when you thought it would be spent on NO ONCE OR SOMETIMES OFTEN 
drink? TWICE 

5 Sat down together with her and talked frankly about what could NO ONCE OR SOMETIMES OFTEN 
be done about her drinking? TWICE 

6 Started an argument with her about her drinking? NO ONCE OR SOMETIMES OFTEN 
TWICE 

7 Pleaded with her about her consumption of alcohol? NO ONCE OR SOMETIMES OFTEN 
TWICE 

8 When she was under the influence of drink, left her alone to look NO ONCE OR SOMETIMES OFTEN 
after herself or kept out of her way? TWICE 

9 Made it quite clear to her that her drinking was causing you NO ONCE OR SOMETIMES OFTEN 
upset and that it had got to change? TWICE 

10 Felt too frightened to do anything? NO ONCE OR SOMETIMES OFTEN 
TWICE 

11 Tried to limit her drinking by making some rule about it, for NO ONCE OR SOMETIMES OFTEN 
example forbidding drinking in the house, or stopping her TWICE 
bringing drinking friends home? 

12 Pursued your own interests or looked for new interests or NO ONCE OR SOMETIMES OFTEN 
occupation for yourself, or got more involved in a political, TWICE 
church, sports or other organisation? 

13 Encouraged her to take an oath or promise not to drink? NO ONCE OR SOMETIMES OFTEN 
TWICE 

14 Felt too hopeless to do anything? NO ONCE OR SOMETIMES OFTEN 
TWICE 

15 Avoided her as much as possible because of her drinking? NO ONCE OR SOMETIMES OFTEN 
TWICE 

16 Got moody or emotional with her? NO ONCE OR SOMETIMES OFTEN 
TWICE 

17 Watched her every move or checked up on her or kept a close NO ONCE OR SOMETIMES OFTEN 
eye on her? TWICE 

18 Got on with your own things or acted as if she wasn't there? NO ONCE OR SOMETIMES OFTEN 
TWICE 
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Have you recently (in the last 3 months) Please circle one answer 

19 Made it clear that you won't accept her reasons for drinking, or NO ONCE OR SOMETIMES OFTEN 
cover up for her? TWICE 

20 Made threats that you didn't really mean to carry out? NO ONCE OR SOMETIMES OFTEN 
TWICE 

21 Made clear to her your expectations of what she should do to NO ONCE OR SOMETIMES OFTEN 
contribute to the family? TWICE 

22 Stuck up for her or stood by her when others were criticising NO ONCE OR SOMETIMES OFTEN 
her? TWICE 

23 Got in a state where you didn't or couldn't make any decision? NO ONCE OR SOMETIMES OFTEN 
TWICE 

24 Accepted the situation as a part of life that couldn't be changed? NO ONCE OR SOMETIMES OFTEN 
TWICE 

25 Accused her of not loving you, or of letting you down? NO ONCE OR SOMETIMES OFTEN 
TWICE 

26 Sat down with her to help her sort out the financial situation? NO ONCE OR SOMETIMES OFTEN 
TWICE 

27 When things have happened as a result of her drinking, made NO ONCE OR SOMETIMES OFTEN 
excuses for her, covered up for her, or taken the blame TWICE 
yourself? 

28 Searched for her drink or hidden or disposed of it yourself? NO ONCE OR SOMETIMES OFTEN 
TWICE 

29 Sometimes put yburself first by looking after yourself or giving NO ONCE OR SOMETIMES OFTEN 
yourself treats? TWICE 

30 Tried to keep things looking normal, pretended all was well when NO ONCE OR SOMETIMES OFTEN 
it wasn't or hidden the extent of her drinking? TWICE 

S K cOring ey 
Score each item I NO =0 I ONCE OR TWICE = 1 I SOMETIMES = 2 I OFTEN = 3 

FOR TOTAL (CQ-TOT) COPING, sum all 30 items 

FOR ENGAGED COPING SUB-SCALE (CQ-E), sum score for items: 

1, 5, 6, 7,9, 11 , 13,16, 17, 19, 21 , 25, 26, 28 

FOR TOLERANT COPING SUB-SCALE (CQ-T) , sum scores for items: 

3,4, 10, 14, 20, 23, 24, 27,30 

FOR WITHDRAWAL COPING SUB-SCLAE (CQ-W) sum scores for items: 

2, 8, 12, 15, 18, 29 and subtract scores for items 5 and 22: 

and then add 6 (to ensure all values for CQ-W are positive) 

(N.B. -Item 5 contributes positively to CQ·TOT and CQ·E, but negatively to CQ·W) 
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CONCURRENT DISORDERS 

EDAS Family Focus Project Toolkit 2010 Page 32 

WIT.3005.001.0642_R



How CONCURRENT DISORDERS AFFECT FAMILY LIFE 

O'Grady, C.P. & Skinner, W.J., (2007), A Family Guide to Concurrent Disorders, 
Centre for Addiction and Mental Health 

Additional references: Kashner TM, Rader LE, Rodell DE, et ai , (1991) , Family 
characteristics, substance abuse, and hospitalization patterns of patients with 
schizophrenia, Hospital and Community Psychiatry 42:195-196. 

The tools were accessed from the Family Guide to Concurrent Disorders resource 
manual as referenced above. 

The following three tools assist families to gauge the impact of concurrent disorders 
of substance abuse and mental illness on the family. The tools can be self
administered within session or as homework tasks, or can be used as a method of 
exploration and discussion in session. 

1. The Personal Impact Log assists with exploring the effects of concurrent 
disorders on the family's physical, emotional , social and spiritual health. The 
log helps to break down the overall impact of the family member's life into 
smaller and more manageable areas of concern. This log is particularly useful 
when creating a self-care plan for family members. 

2. The Preoccupation and Impact Scale assists with exploring thoughts, fears 
and worries about the family member with the concurrent disorder. This scale 
has not been tested and therefore the score should not be interpreted. Rather it 
should be used as a tool to elicit how much the preoccupation effect has 
infiltrated the family's life. The scale can also elicit the family member's move 
from a constant state of preoccupation to an emotionally healthier, calmer and 
more balanced lifestyle. 

3. The Family Concurrent Index of Concerns Quiz assists with exploring and 
pinpointing areas of concern. The quiz may also help to: 

Identify personal areas of concern over which the family client may have 
little control ; 
Consider how the family client might learn to accept what they cannot 
change; and 
Identify opportunities for change. 
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1. The Personal Impact Log 

On the personal impact log, write down ways your life has been affected in the areas 
that apply to you. You may find that you fill in only some of the areas. You will use this 
information to help you to develop a self-care plan. 

An example of a personal impact log: 

PERSONAL IMPACT LOG 

Physical Health Emotional Health 

· Chest pain has returned - too worries · Constant worrying about my son 
about my son · Worrying about everything now 

· No time to go to my own doctor · Bad anxiety and sadness 
anymore · I'm always angry or frustrated or 

· No longer exercising depressed these days 

· Always tired · I snap at my other children and then 

· Can't sleep without talking sleeping feel guilty 
medication (never used to need · I'm angry with my husband - he gets to 
anything to sleep) leave for work all day and leaves me to 

· Joint stiffness and neck pain deal with all of our problems 

· Eat high-sugar foods, don't care about 
my diet anymore 

Social Life Spiritual Life 

· Never go out with husband or close · Don't know what this is anymore! 
friends anymore · Don't go to church 

· Never have guests over for dinner · No time for my daily meditation 

· Can't concentrate on reading readings 

· Spend all of our time in emergency · Don't feel like doing my yoga sessions 
rooms or visiting our son on psychiatric anymore 
wards · Bitter and resentful about my son's 

illness - why my family? 
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PERSONAL IMPACT LOG 

Physical Health Emotional Health 

Social Life Spiritual Life 
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2. The Preoccupation and Impact Scale 

How strongly do you agree or disagree with Strongly Agree Disagree Strongly Don't 

these statements? Agree Disagree Know 

I can't stop worrying about my family member's 1 2 3 4 9 illness. 

I am able to maintain a healthy balance in my life. 1 2 3 4 9 

I have trouble thinking about anything other than 
my family member's mental illness and substance 1 2 3 4 9 
use problems. 

I feel that I'm completely preoccupied with my 
family member's mental illness and substance 1 2 3 4 9 
use problems. 

My daily routine completely centres on my family 1 2 3 4 9 member's illness. 

I find myself a lot more anxious these days. 1 2 3 4 9 

I make sure I find time to do things for myself and 1 2 3 4 9 to have fun. 

I never feel that I am doing enough for my ill 1 2 3 4 9 family member. 

Sometimes I feel that I am drowning in my family 1 2 3 4 9 member's illness. 

I focus so my on my ill relative's problems that I 
have difficulty finding time to spend on other 1 2 3 4 9 
members of my family. 

I have very little time and energy to socialise with 1 2 3 4 9 my friends. 

My physical health (eg. nutrition, sleep and rest) 
has been negatively affected since I've been 1 2 3 4 9 dealing with my family member's mental health 
and substance use problems. 

I have had a hard time gaining a sense of 
emotional well-being since my family member 1 2 3 4 9 developed mental illness and substance use 
problems. 

I am able to cope with my loved one's mental 1 2 3 4 9 illness and substance use problems. 

I think it is OK for family members to feel angry 1 2 3 4 9 with, or resentful of, their ill loved one. 
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3. The Family Concurrent Disorders Index of Concerns Quiz 

For each item, circle the number that best corresponds with how you are feeling right now. 
Once you have completed all of the questions, add them up. The higher your total score, the 
more uneasy, worried or alarmed you are overall about your situation and the more you need to 
focus on your own emotional , social and physical health and wellbeing. 

How concerned am I about. .. 
Not Very .. ~ 

Concerned Concerned 
The immediate overall health and wellbeing 

0 1 2 3 4 5 6 7 8 9 10 of my ill family member? 
The immediate overall health and wellbeing 

0 1 2 3 4 5 6 7 8 9 10 of the other members of my family? 
My own immediate overall health and 

0 1 2 3 4 5 6 7 8 9 10 wellbeing? 
The long term overall health and wellbeing 

0 1 2 3 4 5 6 7 8 9 10 of my ill family member? 
The long term overall health and wellbeing 

0 1 2 3 4 5 6 7 8 9 10 of other members of my family? 
My own long term overall health and 

0 1 2 3 4 5 6 7 8 9 10 wellbeing? 
How much my ill family member is 

0 1 2 3 4 5 6 7 8 9 10 suffering? 
How much the other members of my family 

0 1 2 3 4 5 6 7 8 9 10 are suffering? 

How much I am suffering? 0 1 2 3 4 5 6 7 8 9 10 

My ill family member's ability to get through 
0 1 2 3 4 5 6 7 8 9 10 this? 

The ability of my other family members to 
0 1 2 3 4 5 6 7 8 9 10 get through this? 

My own ability to get through this? 0 1 2 3 4 5 6 7 8 9 10 

The emotional health of my ill family 
0 1 2 3 4 5 6 7 8 9 10 member? 

The emotional health of other members of 
0 1 2 3 4 5 6 7 8 9 10 my family? 

My own emotional health? 0 1 2 3 4 5 6 7 8 9 10 

Whether my ill family member is getting 
0 1 2 3 4 5 6 7 8 9 10 enough social support? 

Whether the other members of my family 
0 1 2 3 4 5 6 7 8 9 10 are getting enough social support? 

Whether I am getting enough social 
0 1 2 3 4 5 6 7 8 9 10 support? 

My ill family member's physical health? 0 1 2 3 4 5 6 7 8 9 10 

The physical health of the other members 
0 1 2 3 4 5 6 7 8 9 10 of my family? 

My own physical health? 0 1 2 3 4 5 6 7 8 9 10 

The spiritual health of my ill family 
0 1 2 3 4 5 6 7 8 9 10 member? 

The spiritual health of the other members of 
0 1 2 3 4 5 6 7 8 9 10 my family? 

My own spiritual health? 0 1 2 3 4 5 6 7 8 9 10 

My ill family member's financial situation? 0 1 2 3 4 5 6 7 8 9 10 

The financial situation of the other members 
0 1 2 3 4 5 6 7 8 9 10 of my family? 

My own financial situation? 0 1 2 3 4 5 6 7 8 9 10 

My ill family member's journey of recovery? 0 1 2 3 4 5 6 7 8 9 10 

The recovery journey of the other members 
0 1 2 3 4 5 6 7 8 9 10 of my family? 

My own journey of recovery? 0 1 2 3 4 5 6 7 8 9 10 
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FAMILY VIOLENCE 
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FAMIL Y VIOLENCE - PRELIMINARY ASSESSMENT 

Victorian Government, (2007) , Family Violence: Risk Assessment and Risk 
Management, Melbourne: Department of Victorian Communities. Available at: 
http://www.cyf.vic.gov.au/data/assets/pdf filel0018/69102/ifvs risk assessment 
and risk management framework. pdf 

The Preliminary Assessment Tool has been accessed from the Family Violence, 
Risk Assessment and Risk Management Manual as referenced above and is part of 
a one-day training program. 

Family violence is a complex area that is often not properly I adequately addressed 
in family work in the alcohol and other drug sector by virtue of a lack of 
understanding or knowledge of how to screen or assess for this issue. 

This complexity is also due to the fact that there are several forms of abuse, which 
can occur in a wide variety of family settings. 

Risk assessment for family violence should be holistic and take into account safety 
of all family members - both 'perpetrator' and 'victim'. 

The Preliminary Assessment Tool is a tool for professionals who work with victims 
of family violence but also for whom it is not their core business. 

This tool is a useful guide around areas of concern regarding family violence. The 
risk or vulnerability factor checklist should be explored through the course of the 
counselling conversation and not used as data collection. The tool has been 
developed specifically for women and children affected by violence. 
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Family Violence - Preliminary Assessment 

Memory Aide 

Note: these risk and vulnerability factors should be explored through the course of a conversation. Risk 
indicators are not intended to be asked as part of a data collection process and should not be used as 
such. 

mr HI . ;.-111\' 'III :Ii: - r~ . ~. ~ ; - ILmI!J1 
Yes No 

',wrn:mn '" 

,.,:~,\ ~:;~;2i{:~ ,,> ~:~~' ,{;i> :;;;;~}:ET ~ ',~ ",; -:"':'. 

Pregnancy/new birth' D D 

Depression/ mental health issue D D 

Drug and/or alcohol misuse/abuse D D 

Has ever verbalised or had suicidal ideas or tried to commit suicide D D 

Isolation D D 

,,': 

nAill- . Ir.H_lt >'J~"","; ~, ~i~~:';>~E:' ~·;,,;Lf~·{~!Y- ,,~,'t-,c,' jr£~~f~;;;~i,'··::;' :~w:,'::., S:Z},. I'.' ~:~:~ 
Use of weapon in most recent event' D D 

Access to weapons' D D 

Has ever harmed or threatened to harm victim D D 

Has ever tried to choke the victim' D D 

Has ever threatened to kill victim' D D 

Has ever harmed or threatened to harm or kill children' D D 

Has ever harmed or threatened to harm or kill other family members D D 

Has ever harmed or threatened to harm or kill pets or other animals' D D 

Has ever threatened or tried to commit suicide' D D 

Stalking of victim' D D 

Sexual assault of victim' D D 

Previous or current breach of intervention order D D 

Drug and/or alcohol misuse/abuse' D D 

Obsession/jealous behaviour toward victim' D D 

Controlling behaviour' D D 

Unemployed' D D 

Depression/mental health issue# D D 

History of violent behaviour (not family violence) D D 

• "' If:' • - :.", \.: X .·D~:l~~-1 ~Y~l~~ ... , J;::t~tf;/:' Et(J£Z~~2,::f ~:~tT:~fiN'.; ~';:i,_\,~;'~;~Xii\:< ',: 

Recent separation' D D 

Escalation - increase in severity and/or frequency of violence' D D 

Financial difficulties D D 

, May indicate an increased risk of the victim being killed or almost killed. 
# Mental health issues such as depression and paranoid psychosis, which focuses on the victim as 
hostile, are high risk factors when they are present in conjunction with other risk factors, particularly a 
previous history of violence . The presence of a mental health issue must be carefully considered in 
relation to the co-occurrence of other risk factors. 
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Victim's own assessment of safety 

Has a crime been committed? 
Criminal offences include physical abuse, sexual assault, threats, pet abuse, property damage, stalking 
and breaching intervention orders. (See Classification Code Table for reference) . 

o 

15 

16 

17 

18 

19 

20 

No o Yes If yes, provide details 

CASE CLASSIFCATION CODE TABLE * 
Instructions: Describe the most serious feature of the current case, and use this code number in the box above. 

ASSAULTS 

CRIMINAL ABUSE 

PROPERTY STALKING BREACHING 1/0 
Serious (Physical) 

Minor (Physical) 

Sexual 

Emotional 

Verbal 

Social 

Financial 

Spiritual 

Conflict 

Threals (non-physical) 

Pet Abuse 

Other types of assault 

Serious (Damage) 

Minor (Damage) 

Theft 

NON-CRIMINAL ABUSE 

10 Less than 2 weeks 13 Only 

11 Between 2 & 4 weeks 14 Plus Other Charges 

12 Greater than 4 weeks 

Manipulative or controlling behaviour, humiliating or intimidating behaviour. subjecting victim to reckless driving, continual c riticism, 
threatening to take children away or undermining the relationship between victim and children. Threatening to commit suicide. 

Swearing or making derogatory insults to Ihe victim. 

Keeping victim away from family and friends, not letting victim leave the house, insulting victim in public . 

Keeping victim totally dependent, not giving victim enough money to buy things fo r the household or for basic needs, th reatening that victim 
win lose all victim's property if the relationship ends. 

Ridiculing or insulting victim's most valued beliefs about religion, ethnic ity, socia-economic background or sexual preferences . 

NON-ABUSIVE AND NON-CRIMINAL BEHAVIOUR 

Non-violent, non-abusive, non-criminal dispute betwe_en family members characterised by the absence of controJling or coercive behaviour 

• Th is is consistent with the Classification Table used by the Victoria Police in the Family Violence Risk Assessment and Management Report 
(the L17) . 
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Preliminary assessment cont. 

Protective factors 

Risk Level 

Is risk present? o No DYes 

Is action required? o No DYes 

A c"es al ead "n 01 ed • 
Name of organisation ~~;~~: person and Type of involvement 

Safety plan 
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Preliminary assessment cont. 

Referrals made 

. 'iitL. ::IiI.' !!' Ilf-'t; mlliTOI • rl.'lill r:..iR' 'Ilif ~oJ[')1I1 ;.J[;J.t;1I '111 • '1:1II1~:H['l11 --- -- . - • 

Police 

Child protection 

Child FIRST 

24-hour state-wide crisis 
service 

Regional family violence 
service 

Counselling service 

Housing service 

Community Legal 
Centre/Legal Aid 

Centrelink 

Mental Health Service 

Drug and Alcohol 
Service 

Sexual Assault Service 

Consent 

I, 

consent for this practitioner to share the information I have provided in this assessment 
with other agencies to which 'l am being referred 

Signature : 

Date : 

Verbal consent obtained: DYes D No 
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RESOURCES & REFERENCES 
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RESOURCES 

Department of Human Services, (2006) , Parenting Support Toolkit for Alcohol 
and Other Drug Workers , Victorian Government Publishing Service 
http://www.health .vic.gov.au/drugservices/pubs/parenting-support.htm 
This resource kit is for all Victorian Alcohol and Other Drug Workers and helps to 
identify parenting needs by including parenting issues in the assessment 
process. The Toolkit helps workers respond to the identified parenting needs. It 
is divided into three books including: 

Exploring Parenting 
Information and Tools 
Services and Resource Guide 

Victorian Government, (2007) , Family Violence: Risk Assessment and Risk 
Management, Melbourne: Department of Victorian Communities 
hltp:llwww.cyf.vic.gov.au/ data/assets/pdf file/0018/69102lifvs risk assessme 
nt and risk management framework.pdf 
This resource kit forms part of a one-day training module and offers a framework 
for working with family violence issues. The framework has seven components 
including: 

Shared understanding of risk and family violence 
Standardised risk assessment 
Referral pathways and information sharing 
Risk management strategies 
Data collection and analysis 
Quality assurance 

Network of Alcohol & other Drugs Agencies, (2009), Tools for Change: A new 
way of working with families and carers, Department of Health, NSW 
hltp:llwww.nada.org.au/index .php ?option=com content& task=view&id=96& Itemi 
d=25 
The toolkit contains a range of interventions, practice tips , service models, 
resources and training organisations to assist services in working with families . 
A CD-Rom is also included which contains useful tools such as template policies 
for working with families, a family inclusive practice workplace audit tool, 
assessment tools, checklists and a list of family and carer support services. 

O'Grady, C.P. & Skinner, W.J ., (2007) , A Family Guide to Concurrent Disorders, 
Centre for Addiction and Mental Health 
hltp:l/www.camh.net/publications/resources for professionals/partnering with f 
amilies/partnering fami lies famguide.pdf 
This manual has been developed specifically for families as a self-help resource. 
It offers an overall understanding of the challenges and opportunities that are 
present when dealing with a family member who has concurrent disorders. The 
manual is divided into four parts including: 

What are concurrent disorders? 
The impact on families 
Treatment 
Recovery 

The Bouverie Centre Handbook 2010 
hltp:llwww.bouverie.org.au/handbook 
This handbook outlines a number of new initiatives as well as academic 
teaching, training and consultation options and specialist professional 
development workshops. The handbook is useful for professionals looking 
for opportunities to further their skills and education in family work. It is 
divided into five sections including: 

Welcome and general information 
Therapeutic and training resources 
Continuing education 
Academic award courses 
Clin ical information 
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Recent US research suggests that multiple foster placements 
in the first 18 months after a child enters state care led to an 
increase in behavioural problems, regardless of whether a 
child had behavioural problems on entering care (Rubin, 
O'Reilly, Luan, & Localio, 2007). A massive data linkage 
study by the National Bureau of Economic Research, involv
ing 45,000. children in IllinOiS, found that children on the 
margins of placement who were placed in foster care had 
higher arrest rates as adults than those at similar levels of 
risk who remained with their parents (Doyle, 2007). 

With the trajectory of numbers of children in state care 
increasing and the continuing problem of recruiting and 
retaining foster carers, out -of-home care systems in Australia 
are unsustainable. While demographic differences between 
jurisdictions make direct comparisons difficult, the very large 
gap in the proportions of children in state care across Aus
tralia, ranging from 4.2 per 1,000 children in Victoria to 8.4 
per 1,000 in New South Wales (AIHW, 2009), suggests that a 
lot more can be done to prevent children entering state care. 

Parental substance dependence, mental illness 
and domestic violence 
Analyses of substantiated child protection cases show very 
high levels of parental drug and alcohol abuse, mental health 
problems and domestic violence in this population, and that 
such problems are closely interrelated. In an analysis of Vic
torian substantiated child protection cases (Department of 
Human Services, 2002), 52% were found to involve domes
tic violence, 33% drug abuse, 31% alcohol abuse and 19% 
psychiatric disability. In other states, a similar pattern exists 
(Department of Community Services, 2007). 

Families struggling with problems such as substance 
dependence, mental health and domestic violence are not 
only concentrated in statutory child protection services but 
are much more likely to be involved in correctional services 
and emergency accommodation services. A picture thus 
emerges of families with complex and compounding prob
lems. For example, maternal depreSSion and substance 
abuse are closely correlated and it is the combination of 
these that has the greatest negative impact on children 
(Dawe, Harnett, & Frye, 2008). 

Children in the child protection system are the tip of the 
iceberg of a much larger number of "at-risk" children in 
the wider community. For example, in relation to alcohol 
abuse, Dawe et al. (2008) estimated that approximately 
13% of Australian children live in a household with at least 
one adult who is regularly binge drinking. While not all of 
these children will suffer from abuse and neglect, parental 
alcohol misuse greatly increases the risk of: 

• emotional abuse, for example, by witnessing domestic 
Violence; 

• neglect, for example, from haVing inadequate food, 
clothing and medical care; and 

• physical and sexual abuse, both directly as a result of 
the disinhibiting effects of alcohol on the perpetrator, 
and indirectly due to the reduced capacity of intoxi
cated parents to protect children from abuse by others . 

The scale of the problem of parental alcohol abuse alone is 
such that it cannot be solved solely by services. It requires 
population-based measures, such as taxing liquor accord
ing to its alcohol content, restricting alcohol advertising ! 

and proViding evidence-based social marketing campaigns. 
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A public health approach to child protection includes such 
population-level interventions, as well as reforming service 
systems so that primary, secondary and tertiary interven
tions are better integrated and more effective (O'Donnell, 
Scott, & Stanley, 2008). 

Building the capacity of children's services to be 
parent-child centred 
Increasing attention is being given to the prevention of 
child abuse and neglect and other poor developmental out
comes for children through universal maternal and child 
health services, early childhood education and care serv
ices, and schools . Universal children's services are seen as 
unstigmatised platforms from which to reach vulnerable 
families in holistic ways and reduce risk factors such as 
poor parent-child attachment and social isolation. 

"Joining up" such services so that they provide a more inte
grated response to families with multiple and complex needs 
is also receiving greater emphasis. A leading example of this 
policy direction is the UK Sure Start initiative, which began in 
1999, and which brings together early childhood education 
and care, health and family support services, with a focus on 
outreach and community development. It is offered to fami
lies with children under four years of age living in areas of 

social disadvantage. There is great diversity in Sure Start 
Local Programmes, but the following principles are common: 

• involving parents as well as children; 
• using non-stigmatising approaches; 
• transcending "education ", "health" or "parenting" 

through multifaceted interventions; 
• being locally driven and based on consultation with par

ents and communities; and 
• being culturally appropriate and sensitive to the needs 

of children and parents . 

Recent evaluations of Sure Start have raised concerns that 
the most disadvantaged families are not accessing these serv
ices. A variation between the outcomes for different services 
was also found and the possible reasons for this explored 
(Anning & National Evaluation of Sure Start Team, 2007). 

One of the key challenges in such integration strategies is 
how to shift the orientation of a child-focused workforce 
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towards the parent-child relationship being the primary 
unit of attention. The author was involved in a successful 
Australian example of this in the late 1970s and 1980s. 
Victorian maternal and child health nurses (then called 
infant welfare sisters) were concerned about the problem 
of post-natal depression, a problem for which their profes
sional education and the traditional paediatric sunreillance 
orientation of their service did not equip them to respond. 

A study was undertaken on the conditions under which the 
nurses' traditional child health focused role (weighing, 
measuring, immunising and monitoring infant health) 
could be broadened to encompass "maternal emotional 
and social well-being" (Scott, 11)92). Findings from this 
study suggested that there were several factors that facili
tated broader service provider roles. These included: 

• a low level of competition between the new role and , 
existing roles; 

• low levels of inter-professional conflict in relation to 
adopting the new role; 

• possessing the professional knowledge and skills to per
form a broader role; 

• time to perform a broader role; and 
• consumer acceptance of the service provider perform

ing a broader role. 

• 
- --- -------<--

By incorporating new content in qualifying and post-qualify
ing professional educational programs, broadening service 
objectives and developing performance indicators to reflect a 
psycho-social orientation , the role of the maternal and child 
health service in Victoria became more family-centred. The 
change in the name of this service reflected this shift. 

Building the capacity of adult services to be "child 
and parent sensitive" 
Far less attention has been paid to building the capacity of 
adult-focused services working with families with multiple 
and complex needs to be "child and parent sensitive" , yet 
there are encouraging signs in most of the key sectors that 
this is possible. One field in which significant work has been 
done is adult mental health. Broadening the unit of attention 
to the parent-child relationship initially emerged in the 
1970s in relation to women with serious post -partum psychi
atric disorders, following the introduction of joint admission 
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of mother and infant. This facilitated a shift from an exclusive 
focus on maternal mental state to one that also encompassed 
the mother-infant dyad (Main, 1968; Scott, 2008). 

Over the past decade, a few Australian mental health practi
tioner-researchers and advocates have made major 
contributions to enhanCing the capacity of adult mental 
health services to be more responsive to the needs of the chil
dren of adult mental health consumers (Cowling, 2004). This 
has resulted in the Australian Government-funded initiative, 
Children of Parents with a Mental Illness (COPMI), which is 
aimed at strengthening the capacity of adult mental health 
services to address the parental roles of their adult clients and 
to respond to the needs of their children (www.copmi.net.au). 
In South Australia, a pilot program involving placing a men
tal health liaison nurse in a statutory child protection service 
has shown encouraging results in engaging parents with a 
mental illness, and improving inter-professional and inter
sectoral collaboration (Arney, Zufferey, & Lange, 2006). 

In the field of drug and alcohol treatment services, there 
are several impressive Australian initiatives, including the 
Parents Under Pressure program in Queensland (Dawe & 
Harnett, 2007) and the Nobody's Clients Project in Victo
ria (Odyssey Institute of Studies , 2004) . Dawe et al. (2008) 
have recently argued, however, that such examples will 
remain isolated and ad hoc unless the needs of children are 
given salience in national drug and alcohol poliCies and 
that this leads to appropriate funding models. 

In fields such as domestic violence, there has also been 
increasing focus on the needs of children and the impact of 
domestic violence on the mother-child relationship 

(Humphreys, 2006). In the corrections field, the Victorian 
Association for the Care and Resettlement of Offenders 
(VACRO) has recently published a report that examines 
the unmet needs of children across the criminal justice 
continuum: when a parent is arrested, when a decision is 
made to grant bail, when a custodial sentence is given, 
while a parent is in prison, during pre-release planning, 
and post-release (Victorian Association for the Care and 
Resettlement of Offenders & Hannon, 2007). Their recom
mendations could provide a useful audit tool by which 
existing poliCies and practices can be assessed. There are 
few such tools of this nature in adult-focused sectors . 

Recent UK policy: Think Family 
Stimulated largely by a crime prevention agenda, in the UK 
a new emphasis is being placed on building the capacity of 
all services to reduce the negative impact on children of 
parents with problems such as substance misuse, anti-social 
behaViour, mental health problems and non-participation in 
the workforce . The Social Exclusion Taskforce in Cabinet 
Office led a cross-Whitehall review on families at risk in 
2007 and early 2008, which culminated in an initiative 
called Think Family (Social Exclusion Task Force, 2008a). 
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Through the Family Pathfinder programme launched in 
May 2008, fifteen local government areas are testing inno
vative ways of supporting vulnerable families. The Think 
Family initiative builds on the foundations of other major 
policy initiatives, such as Sure Start and Every Child Mat
ters (the government's response to the inquiry by Lord 
Laming into the child abuse death of Victoria Climbie), 
and has the following core principles: 

• there is no "wrong door"-contact with any service 
offers an open door to joined-up support; 

• look at the whole family-services take into account 
family circumstances, and adult services consider 
clients as parents; 

• build onfamily strengths-relationship and strength
based engagement; and 

• provide support tailored to need-no "one size fits all". 

Propositions relating to broadening roles 
If the potential of traditional child- and adult-focused serv
ices to become parent-child centred is to be enhanced, 
capacity-building strategies need to be based on the experi
ence of those who have succeeded in achieving this, sound 
organisational change principles, and empirical evidence. 
Given the paucity of evidence in this area, the Australian 
Centre for Child Protection has identified this as a priority 
area, with initial emphasis on two fields: emergency housing 
and drug and alcohol services. 

While there are promising models in a range of adult spe
cialist services sectors, as described above, there is no 
clear conceptual framework for such capacity-building ini
tiatives, nor sound empirical data on the conditions under 
which such changes can be achieved and sustained. In 
relation to possible adoption or adaptation of such models 
by other organisations, the body of knowledge on the dif
fusion of innovations may provide a useful framework 
(Salveron, Arney, & Scott, 2006). 

It can be hypothesised that the factors facilitating or 
inhibiting embedding "parent- and child-sensitive prac
tice" exist at several interrelated levels: the individual 
practitioner, the organisational setting, and the wider pol
icy context. 

If audit tools could be developed at each of these levels for 
key sectors, this would provide baseline measures for 
assessing change strategies. 

Individual practitioner 
It is possible to analyse service provider roles in terms of 
their "core" and "marginal" functions: 

Core responsibilities are defined by society's central institutions, and 
these institutions possess powerful sanctions to ensure that they are 
fulfilled ... beyond the core are marginal areas in which much more 
variation is possible. The occupant of the role may ... limit his work to 
his core responsibilities or extend his involvement with cl ients to include 
other aspects oftheir situation. (McCaughey et aI., 1977, p. 166) 

Factors relating to the individual service provider that may 
pre-dispose a practitioner to perform "marginal" role func
tions related to client wellbeing include their personality 
and beliefs regarding the ideals of service (McCaughey et 
aI., 1977). Role definition is also a function of occupational 
identity: 

As an occupational group seeks to establish itself as a profession, it 
focuses its role around the specialised areas for which its members have 
training and expertise; in the process marginal tasks are excluded as 
inappropriate. (McCaughey et aI., 1977, p.166) 

In response to technological advances and emerging com
munity needs, professional roles evolve and it can be 
hypothesised that tasks perceived as "higher status" mar
ginal roles will be more likely to be adopted than tasks 
perceived as "lower status" marginal roles. Roles also differ 
in the degree to which they are "normally diffuse" 
(McCaughey et aI., 1977, p. 196). 

Individual service providers within a particular occupational 
group or a service sector can probably be placed along a spec
trum of role performance from narrow to broad, similar to 
that suggested by McCaughey et a1. (1977): 

1. Narrow-core role only. ("It's not my concern.") 

2. Somewhat narrow-core role and assessment of "other 
needs", leading to referral for the latter. ("It's a concern 
but someone else's job-refer on.") 

- I 3 . Somewhat broad-clients' "other needs" are incidental 

Individual practition~r 

Qr(!Janisalional settiQg 

Figure 1 I levels of analysis lor service provider 
I role enhancement 
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I I but unavoidable. ("Not my core role but I have to do it.") 

! 4. Broad-"other needs" are an intrinsic part of core role . 
("It's part and parcel of my job.") 

I Further research at this level of analysis could help to iden
tify effective strategies to shift a critical mass of an 
occupational group along the spectrum from narrow to 
broad roles. 

Organisational setting 
In addition to individual practitioner factors affecting 
role performance, there are likely to be strong situational 
factors operating within the organisational context. These 
may not be uniform across an organisation, as there 
may be subcultures within a team or program that influ
ence whether broader roles are performed. Situational 
factors such as pressure of work may fluctuate and so the 
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breadth of role enactment may also vary markedly in the 
same setting. 

It can be hypothesised that the following organisational 
factors shape the degree to which the service delivered is 
more broadly "family-centred". 

• Size of caseload-higher pressure for "throughput" will 
reduce capacity for broader roles. 

• Holistic agency norms and philosophy will support 
broader roles. 

• Proceduralisation of service delivery will inhibit indi- I 

vidually tailored services. 
• Narrow performance indicators will limit broadened 

roles. 
• Risk-averse agency cultures will lead to "risk shifting" I 

and avoidance of complex cases. 
• Higher levels of professional autonomy and discretion 

can support broader roles . 
• Positive organisational culture and climate will enhance 

organisational change and facili tate broader role 
performance. 

It may be helpful for organisations seeking to provide a 
more family-centred service to develop audit tools that 
enable them to assess current functioning and measure 
changes. For example, in the more clinically oriented adult 
services in fields such as mental health or drug and alcohol 
treatment services, the following questions may be useful: 

Intake 

• Is it known and recorded whether clients are responsi
ble for the care of children? 

• Are the caregiving needs of parents considered during 
intake? 

• Are the agency waiting room and appointment times 
etc. child- and parent-friendly? 
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Assessment 

• Are parenting roles considered as a potential stressor on 
clients? 

• Are parental roles considered as a possible source of 
motivation? 

• Are parental concerns about their children identified? 
• Is parenting capacity assessed? 
• Are the needs of clients' children directly considered? 

Intervention 

• Is intervention individually tailored to family needs? 
• Is strengthening parent-child relationships part of the 

intervention? 
• In what ways are children "seen and heard" by service 

providers? 
• Is there regular and good collaboration with children's 

services? 

Outcomes 

• Do service outcomes include parenting competence? 
• Do service outcomes include the safety and wellbeing of 

children? 

Policy context 
The legal and policy context and the wider sociopolitical 
milieu in which an organisation exists can powerfully shape 
the degree to which a service is "child- and family-sensi
tive" . If a "whole-of-government" ethos is strong in a 
particular political and public sector environment, then it 
will be easier to promote more "joined-up" service delivery. 

For example, the potential to link the National Framework 
for Protecting Australia's Children with other current Aus
tralian Government priorities-such as those in early 
childhood education and care, Indigenous health and wel
fare, and homelessness-will be enhanced if they are well 
integrated under a coherent "social inclusion" structure. 

There are other contextual factors that may influence an 
organisation's capacity to provide a more family-centred 
service for vulnerable families: 

• legal requirements such as mandatory reporting of sus
pected child maltreatment that may inhibit a service 
provider from getting "too involved" in children's needs 
for fear of endangering a fragile therapeutic relationship 
with the parent; 

• privacy constraints on information sharing between 
organisations that may inhibit a holistic understanding 
of family needs·; 

• "single input services" based on categorical funding 
models that limit comprehensive responses to families 
with multiple and complex needs; 

• greater competition for scarce resourues that may lead 
to increased "gate-keeping" in relation to resource
intensive cases; 

• strong centralised reform drivers in government and 
budget pooling across sectors and portfolios that will 
support broader, family-centred service delivery; and 

• good cost-effectiveness data demonstrating the value 
of providing a broader service that will support such 
initiatives. 

Factors such as these could be developed into an audit tool 
for "joined-up" policy. The obstacles to "joined-up" policy 
and service delivery are significant but not insurmount
able . Graycar (2006) proposes that: jurisdiction/domain 
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disputes need to be addressed by elevating the ownership 
of the problem; unrealistic time scales for reform need to 
be adjusted so that there are interim performance meas
ures; and "silo budget processes" need to be replaced with 
multilateral budget bids, budget pooling, and outcome 
rather than output measures . 

To build the capacity of adult services to respond to the 
needs of vulnerable parents and their children will require 
strong and coherent policy frameworks, appropriate funding 
models and effective workforce development strategies. It 
would be unwise to "scale up" promising models until they 
have been rigorously evaluated in terms of reducing risk 
factors associated with child abuse and neglect, and improv
ing outcomes for children. 

Key questions to be addressed include: 

• Is it effective? 
• How is it effective? 
• Is it cost-effective? 
• Is it sustainable? 
• Is it transferable? 

It may not be possible, or deSirable, to replicate or "adopt" 
programs in their "pure" form across different contexts, 
but it may be possible to transfer the principles of success
ful programs to other contexts, with careful assessment of 
the effect of adapting original elements. 

Conclusion 
Child abuse and neglect is a major problem, with serious 
and long-term consequences for Australian society as well 
as potentially devastating consequences for individual chil
dren and families . Building the capacity of adult-focused 
services to be "child- and parent-sensitive" is as important 
as building the capacity of child-focused services to be 
"child- and parent-sensitive". Both are essential strategies 
in a national approach to protecting and enhanCing the 
wellbeing of Australia's most vulnerable children. 

Organisational history, professional boundaries, workforce 
skill limitations, and narrow "performance indicators" and 
funding models are among the factors that constrain the 
ability of adult services to respond to the needs of parents 
and their children. Despite this, a few organisations across 
a wide range of sectors have been able to pioneer family
centred approaches. 

To "scale up" promising models, there needs to be high 
level, centralised government commitment, as the range of 
adult services affecting children is large, cuts across all lev
els of government, and spans different portfolios and 
service sectors. This is not easy to do, but not to do so will 
be even harder, as Australian society will carry the human 
and financial burdens of child abuse and neglect for gener
ations to come. What a wise and good parent would wish 
for their own child, a wise and good nation must strive to 
achieve for all of its children. 
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• A network of professionals with an interest in 
family based solutions to d'rug and aJc,ohol 
problems. 

• Fadnet aims to: 
,/ increase & influence awareness of families & their 

needs, including wellbeing and safety for children 

,/ share practice wisdom 

,/ promote research on family inclusive policy and 
practice 
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Defining' Family Inclusive 
Practice 

• Acknowledges that individuals 
influence and impact the family 

• Recognises that interventions are 
more effective when family is 
included 

• Considers the family constellation 
behind the individual 

• Continuum of practices that 
involve families in accordance to 
needs of both the family & 
substance user 

Copello & Orford, 2002 
Mottaghipour & Bickerton, 2005 

~ 
'l:J VQQdQ 

• Family-centred - the family is 
the focus of the work 

• Family-sensitive - considers 
family as a broad concept 

• Family-inclusive - focussing 
on the individual and 
incorporating the family, both 
directly and indirectly 
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Family Inclusive Continuum 
for AO'D Workers 
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General Education 

Connection &~t 

Pyramid of Family Care 
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• Integrated Practice 
• Shared Care 
• Referral to AOD Familly Program 
• Primary consultation 
• Secondary consultation 
• Socratic questions 
. ' Genogram 
• I nformation of services 
• Recognition 
• Awareness & Openness 

Mottaghipour & Bickerton, 2005 

EDAS Family Focu.s Project, 2010 
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Why does including family 
m"a:t,te:r?" The'R"esearch ... -1/c~ ~~ 

0170 1 & oru'h 

• Assists with encouraging the substance user into treatment & 
improves prognosis 

• Improves substance-related outcomes & family functioning 

• Leads to the reduction & impacts of harm 

• Reduces substance use / mental health relapse rates & family 
distress levels 

• Changes in family behaviour/reactions creates opportunities for 
the substance user to recognise problematic behaviours 

• Family approaches are just as effective for co-existing issues 

• Enhances children's safety & wellbeing 

• Best practice 

~ 
ttlVQQdQ 

Copello & Orford, 2002 
Copello et ai, 2004 & 2006 

Mottaghipour & Bickerton, 2005 
Smith & Velleman, 2007 
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Statewid'e & National 
Activities ... A snapshot 

• Kids in Focus 
-early intervention program 

• Lighting the Beacon Project 
-workforce development 

• COPMI & FAPMI 
-initiatives in mental health 

• Think Family 

-from the UK targeted support 
for parents & families 

Q~ . 
°VOOcJO 

• AOD and Child Protection 
partnerships and protocols 

• Addressing the need for strategies 
to bridge gaps between child & 
family and AOD services 

• Australian Centre for Child 
Protection capacity building funding 

- for Mental Health, Violence and 
AOD sectors 

• Protecting Children is Ev~ryone's 
Business 

- National Framework 

WIT.3005.001.0668_R



-n 
0> 

~3dnet 

~ * ~. ~ 
"1- .:r 

-1/c ~~ 
01.,0/ & OfU'b 

Go.od Practice M'ode/s., .. 
another snapshot 

• The Bouverie Centre 
- Family Therapy 

- Single Session Therapy 

• Counting the Kids & 
Brokerage Fund 
- Support/resources/opportunities 

for children of substance users 

• EDAS- First Response 
- Information/discussion forum & 

resource kit for families affected 
by substance use 

V 
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. ' Family Drug Help 
- Help Line 

- Support for families & sliblings 

• pUP- Parents Under 
Pressure 

- Home-based 12 module 
program 

• Safe at Home 
- Focus on children's wellbeing 

and building resilience for 
positive parenting 

• Supported Play Groups 
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Fa·dniet's Ro·le 

• To support implementation ,of the Victorian Blueprint 
for the AOD Sector, particularly: 

- Client-Centred Principle 2: Interventions must reduce the harmful 
impact of alcohol and other drug use on children and families 

• To advocate for ongoing government reform: 
- Policy development and strategic planning to ensure accessibi'lity of 

service 
- New data collection plan - measuring family inclusive practice 
- Increased funding to support innovation and organisational 

development 

• To further family inclusive practice workforce 
development: 

- Minimum practice standards 
- Further definition & development of the practice continuum 

~ 
~Vaada www.fadnet.org.au 
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Victoria 
Legal Aid 
Lawyers And 
Lega I Services 

VAADA children and families forum 

Children, Youth & Families Act and AOO worker 
responsibilities 
Suzanne 8ettink - Youth Professional Support Lawyer, VLA 

www.legalaid.vic.gov.au 
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Clear outline of responsibilities 

Hal 

• no such thing as 'clear' 

• any attempt at clarity depends on the stage/phase of the 
case: 

- wellbeing assessment/no court 

- protective investigation/in court 

- final protection order 

o Victoria 
Legal Aid 
Lawyers And 
legal Services 
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But first. .. 

Before getting into responsibilities, let's think outside the square ... 

• AOD knowledge of the average protection worker is not as 
great as that of an AOD worker (they have to cover a much 
broader range of issues) 

• This might affect their ability to comprehend what you might 
tell them 

• They might have preconceived notions about drug issues that 
are not based on fact, eg 

- the only way to deal with AOD issues is to stop all AOD use 

- it is not possible to be AOD addicted and care for a child (tell 
that to doctors who are AOD addicted, including 30 in the UK who 
were allowed to continue to practice while on legal heroin) 

- a relapse means children must be removed because they must 
be unsafe 

• You have the opportunity to educate them to correct their 
misconceptions OVictori~ 

Legal AId 
Lawyers And 
legal Services 
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So, before providing any info to DHS/ChildFirst 

Try to make sure that they understand what you are saying: 

• don't assume that saying 'they only use once a week so we're 
only looking at harm minimization issues' means that the 
worker will accept that this means that they are capable of 
parenting the child if they are not impaired. 

• don't assume that saying 'they are doing really well on 
methadone/benzos' means that the worker will accept that this 
means that they are not incapable of caring for their child. 

• don't assume that saying 'they only used once on the 
weekend then contacted me straight away and didn't use again' 
means that the worker will accept that this is a good thing. 

QVictoria 
legal Aid 
Lawyers And 
l egal Services 
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So, back to child protection system involvement ... 

There are three stages/phases where there may be a request for 
information that are most relevant to AOD workers: 

• wellbeing assessment/no court (by ChildFirst and/or DHS) 

• protection investigation/court (by DHS) 

• final protection order (by DHS) 

o Victoria 
Legal Aid 
lawyers And 
Legal Services 
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Request for information - wellbeing assessment/no court 

Whether it is ChildFirst or DHS, the rules are the same 

• information may be requested, but the decision about 
provision is entirely up to each worker 

• the client may get a better result if you provide information (if 
it is helpful, orif there is at least something positive to say with 
a plan for improvement underway) 

• you don't have to obtain the client's permission to disclose 
information that is provided as a referral or disclosure: 
protection under sections 37 and 40, BUT 

• relationship with client would proba.bly be best served if their 
authority was obtained and there was discussion about the 
issues that could be included in the information provided to 
child protection 

Note: this stage may include 3 months, sometimes more, of 
'voluntary' involvement with DHS. o Victoria 

Legal Aid 
Lawyers And 
Legal Services 

WIT.3005.001.0676_R



Request for information - Protective investigation/Court 

If DHS is concerned that a child is need of protection, they may 
issue a protection application in the Children's Court; there are then 
two bases for them to request provision of information: 

• Section 192 - Secretary may request provision of information 
relevant to the protection or development of a child. 

·NOT compulsory to provide information, but if information is 
disclosed in good faith it is not a breach of 
ethics/unprofessional conduct even if you do not have authority 
from your client. 

• Court order - sometimes the court will make an order that a 
party attend DOA assessment and treatment and that reports 
(about attendance) be given to DHS. 

• If 'about attendance' is included in the order then this simply 
refers to the fact that the party attended, otherwise the 
information to be provided is more broad. QVictoria 

legal Aid 
Lawyers And 
Legal Services 
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Request for information - Final protection order 

If a child is in need of protection, the court makes a protection order 

• Examples include supervision order, custody to secretary of 
DHS, guardianship to secretary of DHS 

• This does NOT include interim orders (eg Interim 
Accommodation Order, Interim Protection Order) 

• Anyone 'authorised' by the Secretary can then give a direction 
under section 195 to provide information relevant to the 
protection or development of a child in respect of whom a 
protection order is in force. 

• Under section 196 this can include a direction that you 
provide oral or written information, documents and 'reasonable 
assistance' . 

• It is actually an offence to refuse or fail to comply: Section 197 

• It is an offence to give false or misleading information: s. 201 

QVictoria 
legal Aid 
Lawyers And 
legal Services 
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Disclosure of the identity of providers of information 

Again, there are three stages/phases to be considered in relation to 
the provision of information by ADD workers: 

• wellbeing assessment/no court (by ChildFirst and/or DHS) 

• protection investigation/court (by DHS) 

• final protection order (by DHS) 

QVictoria 
Legal Aid 
Lawyers And 
legal Services 
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Identification of info provider - wellbeing assessment/no court 

- Section 37 Disclosers protected (provided acting in good faith) 
- disclosing information to DHS and Child First is not unprofessional 
conduct 

- there can be no liability 

-The identity of a person who discloses information is not 
confidential 

-Section 40 'Reporters' and 'referrers' protected 
- disclosing concerns about the wellbeing of a child or unborn child is 
not unprofessional conduct 

- there can be no liability 

- Section 41 Identity of reporter or re·ferrer confidential 
- if you are a 'reporter' (to DHS) or 'referrer' (to ChildFirst) about 
wellbeing concerns, then your identity is protected QVictoria 

legal Aid 
Lawyers And 
Lega/Services 
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Identification of info provider - Protective investigation/in Court 

• Section 189 'Reporters' protected 
- a report of protective concerns to DHS is not unprofessional conduct 

- there can be no liability 

- The identity of 'reporters' is confidential (section 191), with rare 
exceptions in court proceedings (section 190) 

• Section 193 and 208 'Disclosers' and 'Givers of Information' 
protected 

- disclosing information to DHS is not unprofessional conduct 

- there can be no liability 

- the identity of a person who discloses information is not confidential 
unless you specifically state that you are providing the information in 
confidence: section 209 

- exception to confidentiality: if disclosure is necessary for the safety 
and well-being of the child 

BUT often the family will be able to work out from the allegations (that may 
be included in written reports) who it was that made the report. 

O~ictoria 
Legal Aid 
lawyers And 
Legal Services 
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Identification of info provider - Final protection order 

Presumably because information provided under section 195-196 
has been provided by force, the law does not include protections or 
confidentiality. 

So, if 

• a child is on a final protection order 

• DHS is of the view that you have information or documents 
relevant to the development or protection of that child 

• DHS gives you a written direction to provide information or 
documents 

Then the family can be told that you provided that information or 
documents - but you can say you had no choice. 

QVictoria 
Legal Aid 
Lawyers And 
legal Services 
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· Use of information you provide 

This information is only for use by the Secretary 

• the information may only be used 'for the purpose of 
assessing a risk to a child' or 'for a purpose relating to the 
protection or development of the child': 

- section 36 re ChildFirst investigation 

- Section 205 (2)(b) re DHS investigation and court 

- Section 196 (3A) re final orders 

• The information given or documents produced under s. 196 
can not be used in evidence in a legal proceeding other than 
protection proceedings: Section 202 

• This means it can not be given to the police and can not be 
used in a prosecution of criminal charges. 

• BUT there are no similar provisions to section 202 for 
information provided at the wellbeing assessment or protective 
investigation/ in court stages/phases. QVictoria 

legal Aid 
Lawyers And 
legal Services 
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Parenting Research Centre 
Yd;~;':§- c-h ildY(~,n w~11 

Odyssey House 
Victoria 

Institute Of Studies 

VAADA Children and 
Families Forums 

October 2010 

AOD Parenting Support Toolkit 

, Anne Parkes 
Dr. Stefan Gruenert 
Odyssey House Victoria 
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~ Victorian DHS (now DH) identified the need 

~ In 2005 DHS funded the development of the 
toolkit and some sector orientation to it 

~ Victorian Parenting Centre (now Parenting 
Research Centre) & Odyssey House Victoria 
partnership 

~ Consultations with the AOD sector & parents 

AOD Parenting Support Toolkit 2 
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~ Enhance clients' commitment to change 

~ Extend harm minimisation beyond the client 

~ Increase child wellbeing 

~ Provide an opportunity to 'break the cycle' 

~ Work in a holistic and family inclusive way 

~ Improve service integration 

AOD Parenting Support Toolkit 3 
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~ Parenting is: 
• an important aspect of clients' lives 

• a motivating factor and a barrier to treatment 

• both rewarding and stressful by nature 

~ Parenting and drug use often interact 

~ Some parenting = good drug treatment 

AOD Parenting Support Toolkit 4 
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~ Raising parenting issues (when it is not the 
primary/referral issue) 

~ Finding the resources (time, funding & skills) 

~ Involving other sectors and agencies/workers with 
different perspectives/approaches 

~ Confronting worker values and beliefs 

~ Notifying child protection and balancing the needs 
of all family members 

AOD Parenting Support Toolkit 5 
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~ 105 Victorian AOD 
workers 

~ Average 7 years in 
AOD sector 

~ 85% strongly agree 
or agree they always 
know whether their 
clients are parents 

~ Difference between 
stated and actual 
knowledge. 

Rank Importance 
of Issue 

1 Relationships 

2 Housing 

3 Health I 
Parenting 

4 Health I 
Parenting 

5 Training I 
Employment 

AOD Parenting Support Toolkit 

Frequency Confidence 
addressed in assisting 

Relationships Health 

Health Relationships 

Housing Housing 

Parenting Parenting 

Training I Training I 
Employment Employment 

6 
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~ The Parenting Support Toolkit: 

• helps AOO workers identify the needs of parents 
and their children when parents attend drug 
treatment 

• provides workers with resources and strategies to 
effectively respond to clients' parenting needs 

• contains 3 Booklets and a Quick Reference Card 

AOD Parenting Support Toolkit 7 

WIT.3005.001.0690_R



~ Booklet 1: Exploring Parenting Issues 
• how parenting is relevant to AOO work 

• the impact of drug use on children 

• a collaborative, strength-based approach to 
working with parents 

• a self reflection guide 

AOD Parenting Support Toolkit 8 
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~ Booklet 2: Information & Tools 
• background information, strategies, measures and 

guidelines on assessment and interventions with 
parents 

• ego Questionnaires and screening tools, sample 
interview questions, parent ... child observation 
guidelines, Ecomaps, Genograms, Treatment 
plans etc. 

AOD Parenting Support Toolkit 9 
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~ Booklet 3: Service & Resource Guide 

• a Service Guide 

• eg. Victorian child and parenting services, child 
care options, specialist AOD family programs, 
family benefits and entitlements 

• a Resource Bibliography 

• ego Tip sheets, websites, booklets, information 
links about parenting and children 

AOD Parenting Support Toolkit 10 
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~ Quick Reference Card: 

• 2 sided laminated card 

• summary of the self reflection guide about 
including parenting in AOD treatment 

• details of key referral service phone numbers and 
resources 

AOD Parenting Support Toolkit 11 
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~ The updated Toolkit is available on the DH 
website 

~ Odyssey House Victoria 

~ www.odyssey.org.au 

~ Parenting Research Centre 

~ www.parentingrc.org.au 

AOD Parenting Support Toolkit 12 
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~ In groups of three (client; worker; observer) 

~ Worker is to practice incorporating the client's 
parenting role and their children's needs into 
a discussion with the client about a relapse 
prevention plan 

AOD Parenting Support Toolkit 13 
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~ How can the Toolkit be incorporated into 
. your AOD work? 

~ What barriers (agency, client or personal) 
might prevent you from using the Toolkit? 

~ How can these barriers be overcome? 

AOD Parenting Support Toolkit 14 
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VAADA Familiar Needs forums: Resource Folder Tools 

Think child, think family 

Scott, D. 2009 'Think child, think family', 
Family Matters, No.81, Australian Institute of Family Studies, p37-42 

The Family Focus Toolkit 

The Family Focus Toolkit 2010 
Eastern Drug and Alcohol Service, Victoria 

Also available for download from www.edas.org .au 

VicHealth Partnerships Analysis Tool 

McLeod, J. 2004 The Partnerships Analysis Tool 
VicHealth, Melbourne 

Also available for download from www.vichealth.vic.gov.au 

Child Protection Practice advice 

1 

2 

3 

1. Drug and alcohol assessments (Advice no.1117) 4 
2. Use of drug screens in Child Protection assessments 

(Advice no.1504) 

Department of Human Services (DHS) 2007 Protecting Victoria's Children
Child Protection Practice Manual, Victorian Government Department of Human 
Services, Melbourne 

Also available from www.cyf.vic.gov.au 

Summary of information sharing guidelines 
and how they apply to you 

Department of Human Services (DHS) 2004 Providing support to vulnerable 
children and families: an information sharing guide for authorised Information 
Holders or professionals employed by Service Agencies in Victoria, Victorian 
Government Department of Human Services, Melbourne 

Also available for download from www.cyf.vic.gov.au 

5 
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Supporting partnerships 

Based on the evaluation of a range 
of initiatives undertaken to promote 
mental health and wellbeing , john 
McLeod, on behalf of VicHealth, 
produced The Partnerships Analysis 

Tool to facilitate partnerships across 
sectors. It is a resource which ial 
assists organisations to develop a 
clearer understanding of the range 
of purposes of collaborations, ibl 
reflects on the partnerships they 
have established and , lei focuses on 
ways to strengthen new and existing 
partnerships by engaging in discussion 
about issues and ways forward. 

Contents 
2 The aims of the tool 

How do you use the tool? 
The purpose of the partnership 

3-4 A map of the partnership 

5 A checklist for partnerships in 
health promotion 

6 Assessing the partnership 
checklist 

www.vicheaLth.vic.gov.au 

A resource for establishing, developing and maintaining 
productive partnerships 
The Victorian Health Promotion Foundation considers partnerships an important mechanism 
for building and sustaining capacity in mental health promotion. This emphasis is particularly 
relevant when working across diverse sectors and with a range of organisations. 

Partnerships are an important vehicle for bringing together a diversity of skills and 
resources for more effective health promotion outcomes. Partnerships can increase the 
efficiency of the health and community service system by making the best use of different 
but complementary resources. Collaborations, joint advocacy and action can also potentially 
make a bigger impact on policy-makers and government. 

If partnerships are to be successful, however, they must have a clear purpose, add value 
to the work of the partners and be carefully planned and monitored. 

The Partnerships Analysis Tool provides a tool for organisations entering into or working 
wit h a partnership to assess , monitor and maximise its ongoing effectiveness . VicHealth 
is pleased to offer this resource and welcomes your comments and feedback. 

Todd Harper 
Chief Executive Officer 
VicHealth 

"VicHealth 
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Activity 1 

Assessing the purpos~ of the partnership 

Activity 1: How to assess the purpose of the partnership 

Activity 1 is designed to explore and clarify the purpose of the partnership. In order to 
complete it we suggest you adopt the following approach: 

1. Have each participant write five answers to each of the following questions on a piece 
of paper and rank them in order of importance: 

- Why is the partnership necessary in this particular project? 

- What value is it trying to add to the project? 

2. Compare individual lists by starting with the reasons that are most important and 
following through to those that are least important. 

3. Look for the points of consensus, but also be aware of any differences. 

4. Do organisations have a clear understanding of what each one can contribute to the 
partnership? 

How to use the tool 
The tool is designed to provide a focus for discussion between agencies. Wherever 
possible, the activities should be completed by participating partners as a group. 
The discussion involved in working through the activit ies will help to strengthen the 
partnership by clarifying ideas and different perspectives. In some cases, it may 
indicate that the partnership is not working as intended. 

Where a lead agency has initiated or is coordinating the partnership they would 
normally assume responsibility for facilitating the three activities. 

Completing the activities will take a number of hours because there will be a variety 
of perspectives among the partners and different evidence will be cited as a way 
of substantiating the views people hold. The various stakeholders need time to 
reflect on the partnership and how it is working. The discussion that occurs around 
completing the tasks will contribute to the partnership because ideas, expectations 
and any tensions can be aired and clarified. 

The tool can be used at different times in the partnership. Early on, it will provide some 
information on how the partnership has been established and identify areas in which 
there is a need for further work. A year or so into the partnership, it provides a basis 
for structured reflection on how the partnership is developing and how inter-partner 
relationships are forming. Wi th longer-term partnerships, it may be worth revisiting 
the tool every 12 or 18 months as a method of continuing to monitor progress and the 
ways in which relationships are evolving. 

The tool may also be useful to a lead agency as a tool for reflection when forming and 
planning partnerships. 

2 The partnerships analysis tool 

What is the aim of the tool? 

The aim of this tool is to help 
organisations involved in health 
promotion projects to reflect on the 
partnerships they have established 
and monitor their effectiveness. 

The tool is divided into three 
activities: 

Activity 1 explores the reason 
for the partnership. Why is the 
partnership necessary in this 
particular proJect? 
What value does the partnership 
add to the project? 

Activity 2 involves designing a 
map which visually represents the 
nature of the relationships between 
agencies in the partnership. 

Activity 3 involves completing 
a checklist which defines the 
key features of a successful 
interdepartmental, interagency 
or intersectoral partnership. The 
checklist is designed to provide 
feedback on the current status of 
the partnership and to suggest 
areas that need further support 
and work. 
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Activity 2 

A map of the partnership 

Background 

The concept of partnerships used in this tool implies a level of mutuality and equality 
between agencies. There are different types of pa rtners hips in hea lth promot ion , rang ing 
on a cont inuum from networking through to collabo ration (see below]' 

A continuum of partnerships in health promotion 
A distinction can be made between the purposes and nature of partnerships. 
Partnerships in health promotion may usefully be seen to range on a continuum 
from networking through to collaboration. 

• Networking invo lves the exc hange of information for mutual benefit. This requires 
little t ime and trust between pa rtners. For example, youth se rvices within a local 
government area may meet mon thly to provide an upda te on their work and 
discuss issues that affec t young people. 

• Coordinat ing involves exchang ing information and a ltering activities for a common 
purpose. For example, the youth se rvices may meet and plan a coordi nated 
campaign to lo bby the council for more youth -s pecif ic se rvices. 

• Cooperating involves exc hangi ng information, altering activities a nd sha ring 
reso urces. It requires a s ign if icant amount of time, high level of trust between 
pa rtners and sharing the turf between age ncies. For example, a group of secondary 
schools may pool some resources with a youth welfare agency to run a 'Diversity 
Week ' as a way of combating vio le nce and disc rimination. 

• Collaborating. In addition to th e other activities described, co llabo ration includes 
enha ncing the capac ity of the other partner for mu tual benefi t and a com mon 
purpose. Collaborating requires the partner to give up a part of thei r turf to 
another agency to create a better or more seamless se rvice system. For example , 
a group of sc hools may fund a yo uth agency to estab lis h a full -time pos iti on to 
coordinate a Dive rsity Week, provide profess ional developmen t for teachers and 
trai n student peer mediators in co nflict resolution. 

Adapted from: Himmelma n A 2001. 'on coa li tions and the transfo rmati on of power relations: Collaborative 
betterment and co llaborat ive empowerment' . Ameri can journal of Community Psychology. vol. 29. no. 2. 

Not all partnersh ips wil l or should move to collaborat ion. In some cases , networki ng is 
the appropriate response. The natu re of the pa rtnership will depend on the need, purpose 
and willingness of participating agencies to engage in the partnersh ip . 

As a partnership moves towards collaboration, the more embedded it wi ll need to become 
in the core work of the agencies involved. Thi s has reso urce and structural impli cations. 
In particu lar, colla borat ive part ners hips require the support and involvement of sen ior 
agency personnel, si nce project wo rkers may be relatively junior or on short-term contracts. 
This can affect their capacity to mobi lise the agency resources required for collaboration. 

Working at partnerships 

Working collaboratively IS not 
always easy. Rae Walker, in her 
review on collaboration and 
alliances, ' acknowledges the 
challenges and tensions created 
by work ing collaboratively as well 
as the importance of deciding when 
partnership is not an appropriate 
or effective strategy. Walker also 
describes the critical factors 
for successful collaboration 
including the need for partners to 
establish a process ensuring that 
organisations develop a shared 
viSion and objectives. Ongoing 
monitoring and shared reflection 
of how the partnership is working 
is cr it ical to strengthening and 
sustaining relationships between 
organ isations and achieving 
effective outcomes. 

Available at 
www.vlchealth.vic.gov.au 

Wa lker R Sep 2000 Collabora tlOll 
& Alliances : A Review for VicHealth. 

The partnerships ana lysis tool 3 
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Activity 2 

A map of the partnership 

Activity 2: Completing the mapping exercise 

1. Look at the examples below then follow this suggested approach to complete the 
mapping exercise: 

2. List all the agencies involved in the partnership. The lead agency [if there is one] can 
be placed in the centre. 

3. Using the legend below, link the agencies in terms of the nature of the relationship 
between them. The lead agency is likely to have a relationship with all of the others; 
however, there may also be important links between partners that do not rely on the 
lead agency. 

4. The strength of the links between partners should be based on evidence of how the 
partners hip actually works rather than how people might like it to work or how it may 
work in the future. Where possible cite concrete examples as evidence of the strength 
of the coalition. 

Mapping example 
A project to increase participation for young people at risk. 

Legend 

Na ture of re la tion s hips 
between partners 

Networking 

Coordinat ing 

Cooperating 

Collaborating 

Nature of relationships 

Community Health Service 

• Local Government 
Youth Service 

--7 is the lead agency, coordinates fund s and project 
steering group. 

State Youth Department --7 provides funds for the project and requires report 
at completion of funding'. 

Sporting Clubs --7 provides sports facilities, equipment and a coach. 

Youth Housing Agency --7 provides office for project workers, coordinates and 
provides transport for young people to travel from 
school to the club. 

--7 provides training for vo lunteers , s ports coaches and 
generalist wo rkers about yo uth issues , in particular 
it promotes this project. 

Secondary College --7 refers young people to project. 

Local Government Youth Service --7 member of steering committee . 

4 The partnerships analysis tool 

The mapping exercise 

This mapping exercise is designed 
to place all of the partnprs in 
relation to each other. Lines 
are drawn between them to 
show the strength and nature 
of the relationship. Mapping the 
relationship is a way of clarifying 
roles and the level of commitment 
to the partnership. This is important 
as partners may have different 
understandings or expectations of 
what their involvement means. If 
done collectively, this exercise can 
help to strengthen a partnership 
because people are able to raise 
issues of concern. This provides 
an opportunity to address areas in 
which there is a lack of consensus. 

It is interesting to note patterns 
in the relat ionships and how 
these change over time. Many 
partnerships are strong on 
networking and coordinating 
but considerably weaker on 
collaborating. Completing the 
map provides an opportunity to 
look at ways in which relat ionships 
can be strengthened and made 
more effective. 
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Activity 3 

A checklist for partnership in health promotion 

Activity 3: Providing feedback using a checklist 

In this activity, partners rank themselves against each of the items in a checklist [pages 
6-71 describ ing the key features of a successful partnership_ The check list is designed to 
provide feedback on the curre nt sta tus of the partnership and suggest areas that need 
further support and work. 

The qu estions address the major issues of forming and sustain ing meani ngful partnerships. 

There are three ways to complete the checklist: 

• The lead agency can fill in the checklist and present the results to a meeting of the 
partnership. Canvassing the various partners' views at a meeting is a way of testing out 
the accuracy of the lead agency's perceptions. 

• Each partner can be given a copy to complete independently. They can compare and 
discuss the results at a meeting. Th is approach ensures the views of every partner are 
given equal we ight. 

• The checklist can be completed as a group activity. This approach will tend to 
emp hasise consensus among members. 

The checklist is a globa l measure tha t accept s there will be different perceptions. 
Consequently, there is some value in citi ng different examples that either confirm or test 
the global result. Fo r example, most partners may be working well but one or two may be 
seen to be less cooperative. The 'o utl ie rs' need to be considered but they should not skew 
the dominant response. Similarly, a partnership may rate well agai nst some of the key 
feat ures and not in others. 

To use the checklist on the following two pages follow the suggested approach: 

1. Make copies of the checkli st and , working as a group, consider each of the statements 
in relation to the partners hip as a whole. 

2. For each statement, rate the partnership on a sca le , with a rating of one indicating 
strong di sag reement with the statement and a rating of four indicati ng st rong 
ag reement. 

3. Look at the scores in each sect ion as this will show trends and illustrate a reas of good 
practice as well as helping to id ent ify aspects of the partnership in which further wo rk 
needs to be done. 

4. Consider aggregating the sco res across the sect ions and using the accompanying 
key to establish an indication of the overall strength of the partnership. This wi ll also 
provide a basis for monitoring aspects of the partne rs hip over time. Aggregations are 
a gross measure; but can be good starting points fo r discussions about the project and 
the partnership. 

What use is a checklist? 

Checklists act as summaries of 
complex actions and interactions 
between various stakeholders. 
They are valuable because 
they synthesise the factors 
that contribute to a successful 
partnership and direct attent ion to 
the range of issues to be considered 
in assessing effectiveness_ They 
point out the things to look for and 
consider. They can also guide future 
action as well as providing a focus 
for reflecting on the current state 
of affairs. 
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The checklist 
Rate you r level of agreement with each of t he statement s below, wit h 

o indicating st rong disagreement and 4 indi cat ing a strong agreement. 

0 1 2 3 4 
Strongly Strongly 

Rating disagree Disagree Not sure Agree agree 

1. Determining the need for the partnership 

There is a perceived need for the partnership in terms of areas of common interest 
and complementa ry capacity. 

There is a clear goal for the parlnership. 

There is a shared understa nding of, and commitment to, this goal among all 
potential partners. 

The partners are willing to share some of their ideas, resources, influence and power 
to fulfil the goal. 

The perceived benefits of the partnership outweigh the perceived costs. TOTAL 

TOTAL I 

2. Choosing partners 

The partners sha re common ideologies, interests and approaches. 

The partners see their core bu siness as partially interdependent. 

There is a history of good relations between the partners. 

The coalition brings added prestige to the partners individually as well as collectively. 

There is enough vari ety among members to have a comprehensive understanding of 
the issues being add ressed . TOTAL 

TOTAL I 

3. Making sure partnerships work 

The ma na gers in each organ isa tion support the partnershi p. 

Partners have the necessary skills for collaborat ive action. 

The re are st ra tegies to enhance the skills of the partnership through increasing the 
me mbership or workforce development. 

The roles, responsibil ities and expectat ions of partners are clearly defined and 
understood by a ll other partners. 

The administrative, communication and decision-making structure of the partnership 
is as simple as possible. TOTAL 

TOTAL I 

4. Planning collaborative action 

All partners are invo lved in planning and se tting priorities for collaborat ive act ion. 

Partners have the task of communicating and promoting the coa li tion in the ir own 
organ isa tions. 

Some staff have roles that cross the traditional boundaries that exist between 
agencies in the partnership . 

The lines of communicat ion. ro les and expectations of partners are clear. 

There is a participatory decision-making system that is accountable, responsive 
and inclusive. TOTAL 

TOTAL I 
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0 1 2 3 4 
Strongly Strong ly 

Ra t ing disagree Disagree Not sure Agree agree 

5. Implementing collaborative action 

Processes that are common across agencies su ch as referral protocols, service 
sta ndard s, data collecti on and repo rti ng mechanisms have been s tandardised. 

There is an inves tment in the partnership of time, personnel, materials or facilities . 

Collaborative action by staff and reciprocity between agencies is rewarded by management. 

The action is adding value [rather than duplicat ing servicesi for the comm uni ty, clients 
or the agencies involved in the partnership . 

There are regu lar opportunities for in formal and vo lu ntary contact between staff from 
the di fferent agencies and other members of the partnersh ip. TOTAL 

TOTAL I 

6. Minimising the barriers to partnerships 

Differences in organisat iona l priori ties, goals and tasks have been addressed. 

There is a core group of skilled and committed [in terms of th e partnershipi staff that 
has continued over the life of the partnersh ip. 

There are forma l structures fo r sharing informati on and resolving demarcation disputes. 

There are informal ways of achieving thi s. 

There are strategies to ensure alte rnative views are expressed wi th in the partnership. TOTAL 

TOTAL I 

7. Reflecting on and continuing the partnership 

There are processes for recognising and celebrating collective ach ievements and/or 
indi vi dua l contributions. 

The partnersh ip can demonstra te or document the outcomes of its collective work. 

There is a clear need and commitment to conti nu ing the collaboration in the medium term. 

There are resources availab le from either internal or external sources to cont in ue 
the partnershi p. 

There is a way of reviewing the range of partners and bringing in new members or 
removing some. TOTAL 

TOTAL I 

Aggregate score TOTAL 

Determining the need for a partnership 

Choosing partners 

Maki ng s ure partnerships work 

Pla nning co llaborative act ion 

Implement ing collabo rative action 

Minimi s ing the barriers to partn ersh ip s 

Reflecting on and conti nuing the partnership 

TOTAL 

Checklist score 

0- 49 The whole idea of a part nersh ip shou ld be ri go rou s ly qu esti oned . 

50-91 The partnership is moving in the right directio n but it will need more attention if it is going to be really successful. 

92-1 40 A pa rtnership ba sed on genuine collabora tion has been esta blished . The challenge is to main tain its impetus and bu ild on the current success. 
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