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Executive Summary 

The Central Australian context 
1. Central Australian Aboriginal Congress is a large Aboriginal community controlled 

health service (ACCHS) based in Alice Springs in the Northern Territory. Established 

in the 1970s, Congress has developed a comprehensive model of primary health care 

with an emphasis on evidence-based services built on a foundation of cultural safety.  

2. Almost thirty years ago the National Aboriginal Health Strategy (1989) and the Royal 

Commission into Aboriginal Deaths in Custody (1991) described the stress that 

Aboriginal families faced and identified alcohol use as being profoundly detrimental to 

the mental and physical health of individuals, families and communities. 

3. Although much has changed in the intervening years, intergenerational trauma, poor 

mental health and social and emotional wellbeing and high levels of AOD use remain 

widespread and part of the daily experience of Aboriginal people in Central Australia.  

A comprehensive approach to alcohol and other drugs 
4. Congress has developed a comprehensive model of PHC, founded on both addressing 

the determinants of health and wellbeing at a population level and treating poor 

health as it is expressed in the lives of individual Aboriginal community members. 

5. Congress' public health approach to AOD issues consists of: 

 primary prevention, focussing on early childhood development to reduce rates of 

alcohol and drug (AOD) use in future generations, 

 advocacy for healthy public policy, and 

 health planning and systems reform. 

An integrated model of care for individual clients 
6. The literature documents a high rate of co-morbidity of substance use disorders, 

other mental health / social and emotional wellbeing issues, and medical conditions, 

particularly chronic diseases. Those with co-occurring issues have more difficulty 

accessing treatment and poorer outcomes. 

7. Multidisciplinary approaches have been developed to better meet the needs of clients 

with these co-morbidities and have been shown to improve outcomes. 

8. A number of common features of successful such models have been identified, 

including 

 funding models that recognise and support integrated care, 

 a focus on team functioning and organisational culture, 

 training to foster team work and support integrated working, 

 case management approaches, 

 co-location of services, and 

 addressing information sharing / confidentiality issues. 

9. Prioritising working across Aboriginal and non-Aboriginal cultures is critical for 

success in Aboriginal contexts. 
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Congress' three streams of care for clients with AOD issues 
10. Congress has developed an integrated non-residential treatment model for Aboriginal 

clients with AOD issues, based on three streams of care: 

 Social and Cultural Support, delivered by Aboriginal workers with cultural 

knowledge, language skills and an in-depth knowledge of the Aboriginal 

community alongside social workers, and including case management and care 

coordination, advocacy on behalf of clients, social support, cultural support, 

access to medical care, and opportunistic AOD counselling and brief interventions, 

 Psychological therapy, carried out by qualified therapists delivering evidence-

based treatments including CBT and related therapies and access to 

neuropsychological assessment and treatment, and 

 Medical treatment, provided by Congress General Practitioners and other 

members of the PHC team, including medical assessment of AOD clients, 

management of chronic disease and prescription of pharmacotherapies where 

appropriate to assist with alcohol withdrawal. 

Clients 
11. The AOD program had 366 unique clients in 2016-17, providing an average of 9.1 

episodes of care for female clients and 7.2 episodes of care for male clients. 

12. Over half (57%) of Congress SEWB Service AOD clients are from Alice Springs town 

houses (suburbs), as well as from town camps (20%) and remote communities 

(18%). Access to the AOD service is higher for residents of the town areas of Alice 

Springs and particularly for town camp residents compared to the overall Congress 

client population. 

13. Alcohol is overwhelmingly the primary presenting problem, with 42% of AOD clients 

reporting drinking at high risk levels with a further third 30% assessed as being likely 

alcohol-dependent. Given likely under-reporting, these figures are almost certainly an 

underestimate. 

Client care pathway 
14. The provision of the integrated three streams of care follows five stages: 

 Referral from within Congress, by an external service, or by self or family, 

 Intake, including review and regular weekly intake and allocation meetings, 

 Assessment, including initial client contact, client SEWB assessment, and 

development of a SEWB Care Plan 

 Treatment and Support, including access to the three streams of care (see 

above), and regular case management review, 

 Case closure. 

Funding and costs 
15. Funding for the Congress AOD program within the SEWB Service for 2016-17 was 

$2M, translating to an annual cost per client of $5,500. This compares to the average 

annual cost of residential alcohol treatment for Aboriginal and Torres Strait Islander 

clients (2013) of $18,385. 
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Enablers and barriers 
16. The diversity of Aboriginal Australia means that no service model can be simply 

transferred from one place to another. Instead, the strength of Aboriginal 

community-controlled health services is their capacity to adapt successful models to 

the particular needs, strengths and histories of the communities they serve. Despite 

this qualification, this study has identified a number of key enablers and challenges 

which the Congress model has encountered and which are likely to impact on the 

transferability and adaptability of the model to other contexts. 

17. The model's key enablers include: 

 establishment and resourcing of a multidisciplinary team of Aboriginal Care 

Management Workers (ACMWs), psychologists, social workers and general 

practitioners using a case management approach that includes the social and 

cultural knowledge of local Aboriginal workers, 

 the provision of social and cultural support to address client's holistic needs and 

provide a pathway for initiating, developing and maintaining engagement in 

treatment, 

 employment of ACMWs to provide knowledge of local communities and cultural 

expertise through all stages of the care process, 

 addressing cultural safety on a foundation of Aboriginal community control, 

 information sharing across the care team, especially through common access to a  

Clinical Information System, 

 strong management and support systems supporting the sustainable employment 

of salaried staff, with common policies and procedures under which all staff 

operate, and 

 a reflective, evidence-based approach adapted to fit the local Aboriginal context 

as a basis for service establishment and evolution. 

18. The key barriers to successful implementation of the model include: 

 insecure, short-term funding and/or funding from multiple sources, making it 

more difficult to recruit and retain staff and leading to an increased administrative 

and reporting burden, 

 fostering multidisciplinary practice across different professional / cultural world 

views is inherently challenging, requiring particular attention to role delineation 

and relationships between Aboriginal workers, psychologists, social workers and 

general practitioners, 

 addressing cultural safety, including negotiating differing Aboriginal community 

and professional / funding expectations, with empowered local Aboriginal staff 

within the program key to dealing with this issue, 

 engaging the client, where effective care means having the time and resources to 

build trusting relationships with marginalised clients in a cross-cultural 

environment, and 

 staff recruitment and retention especially in remote areas, with the problem 

compounded by short term or insecure funding.  



 

FINAL REPORT 

January 2018 

Providing AOD Services through Comprehensive Primary Health Care 

in an Aboriginal Health Service: a model in Central Australia 

 

Page 7 Prepared for the Australian National Advisory Council on Alcohol and Drugs (ANACAD) 
by Edward Tilton Consulting 

 

1 Introduction 
The Australian National Advisory Council on Alcohol and Drugs (ANACAD) provides 

advice to the Australian Government, reporting directly to the Minister for Health on 

Alcohol and Other Drug issues.  

Following a presentation by Central Australian Aboriginal Congress (Congress) staff in 

October 2016, ANACAD endorsed the current project Characteristics for providing Alcohol 

and Other Drug Services (AOD) through Comprehensive Primary Health Care in 

Indigenous Health Services – a model in Central Australia – Phase 1. 

In June 2017, ANACAD contracted Edward Tilton Consulting to carry out the project. 

The aim is to inform the Australian Government through ANACAD on how an integrated 

comprehensive Primary Health Care (PHC) service delivery model can address AOD 

issues in Aboriginal communities, in particular through: 

 presenting an evidence-based case-study of the organisation's model of integrated 

approach to AOD within a comprehensive model of PHC under Aboriginal community 

control, and 

 identifying the enablers, limitations and barriers to the establishment and principles 

of such a model. 

The project does not seek to evaluate the model as this has been done previously [1, 2]. 

Instead, it seeks to provide a description of the current service model, and extract from 

this description some of its key features that may be useful to a wide-range of service-

delivery organisations and policy-makers.  

Accordingly, this case study has been developed in collaboration with Congress. The key 

data sources to inform it are: 

 interviews with key staff, including the CEO, managers, public health staff, and staff 

of the Social and Emotional Well Being (SEWB) Branch which delivers AOD services 

to individual clients (see Attachment A for details), 

 two forums with the SEWB Service staff (19 staff attended, including Aboriginal Care 

Management Workers, social workers, psychologists and administration staff),  

 internal data and reports, including data from Communicare, the Clinical Information 

System (CIS) used to support the integrated model of care at Congress, and 

 the two previous independent evaluations of the model [1, 2]. 

A brief survey of relevant peer-reviewed literature on integrated care for mental health, 

medical and AOD issues was completed to inform the case study. 

2 The Central Australian context 

2.1 About Congress 
Central Australian Aboriginal Congress is a large Aboriginal community controlled health 

service (ACCHS) based in Alice Springs in the Northern Territory. Established in the 

1970s, Congress has developed a comprehensive model of primary health care with an 
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emphasis on evidence-based services built on a foundation of cultural safety and 

community control.  

Today, Congress delivers a wide range of comprehensive PHC services to Aboriginal 

people1 living in and near Alice Springs, including five remote communities: Amoonguna, 

Ntaria (and Wallace Rockhole), Ltyentye Apurte (Santa Teresa), Utju (Areyonga) and 

Mutitjulu (Uluru or Ayers Rock). Congress is one of the largest ACCHSs in the country, 

with an operating budget of around $40M p.a. and employing almost 400 staff, half of 

whom (51%) are Aboriginal [3].   

2.2 Social and emotional well being and AOD use in Central Australia 
Recognition of the social and emotional wellbeing, mental health and substance misuse 

issues faced by Australia's First Peoples is not new. Almost thirty years ago the National 

Aboriginal Health Strategy concluded that: 

Mental distress is a common and crippling problem for many Aboriginal people ... 

[but] culturally appropriate services for Aboriginal people in the mental health 

area are virtually non-existent [4]. 

Similarly, the 1991 Royal Commission into Aboriginal Deaths in Custody's Northern 

Territory report, Too much sorry business, described the severe stress that Aboriginal 

families faced: 

Daily conditions in many communities and in most town camps seem unbearable 

sometimes. If it were not for Aboriginal culture and the access which Aboriginal 

people have to their land in the Northern Territory these problems might be 

overwhelming [5] 

Both of these landmark reports identified alcohol and other drug use as being profoundly 

detrimental to the mental and physical health of individuals, families and communities. 

Although much has changed in the intervening years, poor mental health and social and 

emotional wellbeing including high levels of AOD use remain widespread and part of the 

daily experience of Aboriginal people.  

For example, a quarter (24%) of Aboriginal adults in the Northern Territory in 2008 

reported high or very high levels of psychological distress (two-and-a-half times the rate 

for non-Indigenous people) [6]. Similarly, and in common with disadvantaged groups 

across the world, rates of addiction to alcohol, tobacco and other drugs are high [7]. In 

Central Australia alcohol is widely available and cheap and is therefore the drug of 

greatest concern: between 2000 and 2010 per capita consumption of alcohol in the 

region ranged between 1.25 and 1.76 times the national average [8], resulting in a wide 

range of harms. These included very high levels of alcohol-related hospital admissions, 

with Aboriginal people disproportionately represented in such admissions (between 9 and 

14 times the rate for non-Indigenous people) [9]. 

Just as described in the key reports of a generation ago, the linked factors of poor social 

and emotional wellbeing and AOD use occur within a context of poverty, overcrowding 

and unemployment: Aboriginal median income in Central Australia is $254 per week, a 

quarter (27%) of that for the non-Aboriginal population, and a third of Aboriginal houses 

in the region (32%) are overcrowded [10]. 

                                           
1 This paper uses the term ‘Aboriginal’ to refer to ‘Aboriginal and Torres Strait Islander’ and/or ‘Indigenous’ on 
the basis that this is the preferred term in Central Australia where Congress is based. 
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Additional to these issues which are common to many disadvantaged or marginalised 

groups are factors unique to the Aboriginal experience. The process of colonisation has 

included the disruption and suppression of traditional systems of authority and meaning; 

the forcible removal of children from families; and the continuing experience of racism. 

All of these contribute to the intergenerational trauma borne by many Aboriginal families 

and individuals, trauma which is at the heart of the social and emotional wellbeing and 

AOD issues faced by many Aboriginal people and communities today [11, 12].  

Nevertheless, against these negative influences of the experience of colonisation must be 

placed the protective effects of the diverse Central Australian Aboriginal cultures which 

support resilience, positive social and emotional well being, and a life free of addiction to 

alcohol and other drugs [13].  

3 A comprehensive approach to alcohol and other drugs 
It is in the context described above that Congress has developed a comprehensive model 

of PHC, founded on both addressing the determinants of health and wellbeing at a 

population level as well as treating poor health and wellbeing as it is expressed in the 

lives of individual Aboriginal community members. This comprehensive approach is 

mirrored in the organisation's approach to AOD issues in the region (Figure 1). 

Figure 1: Congress' approach to addressing SEWB/AOD issues  
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3.1 Public Health responses to alcohol use  

3.1.1 Primary prevention 
The experience of a child early in its life has a significant effect on health and wellbeing 

across the lifespan and adverse early childhood experiences are linked to a wide range of 

mental health and social and emotional wellbeing issues in adulthood including misuse of 

alcohol and drugs [14].  

Congress has developed a suite of child and family services to give children the best 

start in life possible as a way of offsetting the effects of poor early childhood experience 

suffered by many – though not all – Aboriginal children in Central Australia. These 

programs form a key primary prevention approach to the development of AOD, mental 

health, and social and emotional problems later in life [15, 16]. They include nurse home 

visiting through the Australian Nursing Family Partnership Program (ANFPP); the 

Preschool Readiness Program; the Healthy Kids Clinic; family support services including 

Targeted Family Support Services and Intensive Family Support; the Child Health 

Outreach Program; and the Ampe Kenhe Apmere Childcare Centre. Most recently, 

Congress has established Arrwekle akaltye-irretyeke apmere an Early Childhood Learning 

Centre for children from disadvantaged families, based on the international evidence-

based Abecedarian program, modified for the Central Australian cultural context.  

3.1.2 Advocacy for healthy public policy 
For many years Congress has advocated for healthy public policy in the Northern 

Territory, including action on AOD issues. This has included community development 

actions – for example, in the early 1990s Congress was instrumental in supporting the 

establishment of the Central Australian Aboriginal Alcohol Programs Unit (CAAAPU), a 

residential treatment centre in Alice Springs. 

Congress has also been active in advocating for key policy reforms to reduce the high 

level of alcohol-related harm in Central Australia, including: 

 increasing the price of alcohol including thorough the establishment of a floor price  

as to reduce alcohol consumption at a population level and hence alcohol related 

harm, with particular benefits for the heaviest drinkers and young people [17, 18], 

 reducing the supply of alcohol through reducing the density and numbers of licenses 

and restrictions on hours of sale and on quantities or types of alcohol to be sold [19], 

and 

 targeting the heaviest drinkers through programs such as the Northern Territory's 

Banned Drinkers register in conjunction with scanning of photo identification at point-

of-sale [20]. 

3.1.3 Health planning and systems reform 
Congress has been a leading participant in health planning and systems reform efforts in 

the Northern Territory, including through its membership of the Aboriginal Medical 

Services Alliance Northern Territory (AMSANT), the peak body for the community 

controlled health service sector in the jurisdiction. 

A key aim of such reform efforts to ensure that health systems meet the needs of 

Aboriginal communities has been to reorient those systems around a number of key 

principles, including: 
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 a holistic definition of health, such that: 

"Health" to Aboriginal peoples is a matter of determining all aspects of their life, 

including control over their physical environment, of dignity, of community self-

esteem, and of justice ... Health is not just the physical well-being of the 

individual, but the social, emotional and cultural well-being of the whole 

community [4], 

 a social determinants approach that recognises that there are many drivers of ill-

health that lie outside the direct responsibility of the health sector, and which 

therefore require a collaborative approach, 

 comprehensive primary health care as a model for providing integrated medical, 

social and community development services, consistent with the holistic definition of 

health and the social determinants approach, and 

 Aboriginal community control to ensure culturally appropriate and accessible health 

services for Aboriginal communities. 

Such principles, along with a commitment to evidence-based approaches and needs-

based funding, have informed Congress' participation in regional, Territory-wide and 

national planning processes. They have also been foundational for the development of an 

integrated model of care for individual Aboriginal clients with mental health / SEWB / 

AOD issues. 

4 An integrated model of care for individual clients 

4.1 What the literature says 
It is beyond the scope of this study to present a formal review of the literature on 

integrated care for mental health, AOD and medical issues. Nevertheless, before turning 

to a description of the Congress model, its history, processes and challenges, it is useful 

to look at some of the main points from that literature, especially where it has influenced 

the development of the Congress model. 

There is a well-known high rate of co-morbidity of substance use disorders, other mental 

health / social and emotional wellbeing issues, and medical conditions particularly 

chronic diseases. These issues tend to cluster in individuals and communities along with 

other markers of social, economic and intergenerational disadvantage  [21, 22]. 

Those with such co-morbidities have more difficulty accessing treatment and have poorer 

outcomes [21-24]. In part this is because of the complexity of the mental and physical 

health issues such clients bear, and in part because of the burden of multiple additional 

disadvantages (poverty, intergenerational disadvantage) that such clients carry which 

reduce their capacity to engage consistently and meaningfully in treatment.  

However, much of the difficulty lies in the fact that commonly care for clients' AOD, 

mental health, and other chronic health problems is provided in separate treatment 

systems. Poorly integrated health systems place the responsibility for managing multiple 

service providers and treatment streams largely upon the client, yet often it is precisely 

those clients with multiple complex needs who are least able to successfully and 

consistently do so. These issues are magnified in cross-cultural situations, such as for 

Aboriginal people in Central Australia, where poor cultural safety in some services, low 
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health literacy amongst clients, and profoundly different conceptions of health and 

wellbeing between client and provider remain common. 

In response to such systemic factors, multidisciplinary approaches have been developed 

to better meet the needs of clients with co-morbid conditions. While there is no universal 

definition or agreed understanding of the concept of integration in such cases [25], 

patients receiving integrated treatment have been shown to have improved outcomes 

[22, 24, 26]. 

Notwithstanding the diverse approaches to integrated care and the fact that much of the 

literature examines integration between different organisations rather than within a 

single health care organisation, there appear to be a number of common features of 

successful integrated care models, including: 

1. funding models that recognise and support integrated care [22, 26], 

2. a focus on team functioning and organisational culture, that includes clarity of roles 

between practitioners [27], overcoming professional boundaries [26], reducing status 

and power differentials between professions [27, 28], and promoting organisational 

cultures that value continuous learning, teamwork and innovation [21], 

3. training to foster team work and support integrated working [22, 26], 

4. case management approaches to plan and arrange care for the client and ensure 

their needs are being met [29], 

5. co-location of services to facilitate referrals and increase primary care providers' 

screening for AOD and other behavioural issues [22, 26], and 

6. addressing information sharing / confidentiality  issues, including use of IT systems 

and routine obtaining of informed consent from clients [22]. 

To these issues identified in a range of non-Aboriginal contexts must be added as a 

critical factor in the success of service delivery in Aboriginal Australia: 

7. prioritising working across Aboriginal and non-Aboriginal cultures [13, 30], noting 

that Aboriginal organisations’ delivery of health services is qualitatively different to 

their delivery by non-Indigenous health organisations, that cultural factors must be 

recognised in planning and delivery, and that evidence-based approaches need to be 

adapted to fit the local Aboriginal context.  

4.2 Congress' evolving model 
In attempting to respond in a culturally appropriate way to the complex needs of those 

in the Aboriginal community with AOD / mental health / medical issues, there was no 

established model for Congress to draw upon. While the development of the integrated 

model began with the community's needs, and with what the evidence suggested as an 

appropriate starting place to meet those needs, the Congress model has evolved over 

time.  

4.2.1 Grog Mob (2008 to 2009) 
For many years Congress along with many other Aboriginal organisations had been a 

strong advocate for population-level responses to reducing the harm caused by alcohol 

in Central Australia. While from the 1990s CAAAPU provided residential treatment 

services for Aboriginal drinkers wishing to stop drinking, there were increasing concerns 
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from the Aboriginal community about a major service gap, namely culturally-appropriate 

non-residential treatment options for individual Aboriginal people. In response, Congress 

applied for and was granted funding from the National Drug Research Institute (NDRI) to 

conduct a 12-month trial of evidence-based treatment based in a primary health care 

setting beginning in June 2008 [1].  

The project began with an evidence review of multi-disciplinary care coordination in the 

management of substance abuse and mental health issues in primary health care 

settings [31]. The review noted the lack of strong evidence for the effectiveness of 

multidisciplinary approaches in the Aboriginal and Torres Strait Islander context. 

However, it suggested that integrating psychological approaches with social support, 

case management and medical interventions including pharmacotherapies was likely to 

increase effectiveness: 

The literature supports the efficacy of the 3 streams of care as part of the holistic 

treatment of clients with alcohol and drug problems, especially people with 

alcohol dependency. These include the use of pharmacotherapies, the use of 

focused psychological therapy, especially Cognitive Behaviour Therapy and the 

social support services discussed earlier. 

For those with alcohol dependency – as per the  Diagnostic and Statistical Manual of 

Mental Disorders (DSM IV) in use at the time and equivalent to severe alcohol use 

disorder under the DSM V released May 2013 – the review recommended both the use of 

pharmacotherapies and a treatment goal of abstinence: 

It is also accepted that neuroadapative changes occur in the brains of alcohol 

dependent people and that this means that controlled drinking programs are very 

unlikely to work in this group – abstinence is the preferred goal for these clients2. 

Consequently, the Grog Mob program was established within the SEWB Service at 

Congress, with a AOD therapist and a language-speaking Aboriginal Liaison Officer 

(ALO), with access to medical support from Congress General Practitioners. The program 

ran for fifteen months.  

An evaluation of the trial concluded that it demonstrated "the viability of, and demand 

for, evidence-based non-residential treatment for Indigenous clients with alcohol 

problems" [1] and the program was well-received by stakeholders and clients. 

Nevertheless, the evaluation concluded that the difficulty of recruiting a registered 

psychologist to remote Australia, the demands placed on the program by it being only a 

trial with limited funding, and the relatively low usages of pharmacotherapies meant that 

results as measured by reduced drinking amongst clients were equivocal. 

4.2.2 Safe & Sober Support Service (2009 to 2014) 
Despite the challenges, there were enough positive results from the trial for the 

Australian Government Department of Health and Ageing to continue funding for the two 

Grog Mob positions in late 2009. These were integrated into the Safe and Sober Support 

Service (SSSS) based at Congress and funded by the Northern Territory Department of 

Health and Families through the Alice Springs Transformation Plan. 

                                           
2 The conclusions of the evidence review in terms of treatment goals for dependent drinkers mirrored that of 
many Aboriginal community members in Central Australia. For example, CAAAPU (established in the early 
1990s in Alice Springs by a group of community members) was based on an abstinence model on the basis of 
their community – and in some cases personal – experience that once dependent, drinkers were unlikely to be 
successfully use controlled-drinking techniques. 
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The SSSS comprised a team of Aboriginal AOD workers, therapists (counsellors, social 

workers, psychologists and clinical psychologists) and a dedicated general practitioner. 

The SSSS provided culturally appropriate counselling, therapeutic and support services 

for Aboriginal people with AOD issues and their families, based on the three streams of 

care: advocacy, social and cultural support; structured therapy; and medical care, 

including pharmacotherapy. The social support stream included bush trips, to develop 

relationships with clients in a supportive social environment, with opportunities for 

cultural support as well as health education and group therapy [2]. 

An evaluation by NDRI of the program in 2012 found that: 

The Safe and Sober Support Service has achieved [its] objective of improving the 

physical, psychological and social health and wellbeing of clients through the 

provision of a multi-disciplinary treatment program [2]. 

Over half (55%) of active clients in the program showed a decrease in their drinking 

over the course of their engagement with the program, with clients engaging over a 

longer period showing greater improvements, despite many bearing multiple markers of 

disadvantage.   

However, the program also continued to face a number of challenges. In particular, 

funding for the program flowed from the Northern Territory Government's Alice Springs 

Transformation Plan, to the Drug and Alcohol Services Association, to Congress through 

one year annual funding agreements. This complex and short-term funding process 

undermined staff recruitment and retention: while the Aboriginal AOD workers remained 

over the long-term and formed the core of the program, attracting and keeping 

therapists and medical officers remained problematic.  

Access to the medical stream was restricted, partly because of these staffing issues but 

also paradoxically because the location of a GP in the program – while bringing many 

other benefits – may have resulted in more clients with multiple co-morbidities than a 

single GP could adequately care for, and led to an assumption amongst other Congress 

medical staff that the SEWB GP would take over the management of all of the care needs 

for these clients. A number of process issues within the program, such as entry of data 

into Communicare (the Clinical Information System, or CIS), were also identified. 

4.2.3 Integrated approach across the SEWB Service (2014 to present) 
Congress conducted a review of the SEWB service in late 2014 to further improve the 

quality of the program as a whole. Using consolidated funding under the 

Commonwealth's Indigenous Advancement Strategy,  Congress integrated services to 

AOD clients across the whole SEWB Service: previously the Grog Mob and the Safe and 

Sober Support Service were located within the Branch, but dealt exclusively with AOD 

clients while the rest of the Branch dealt with other social and emotional well being / 

mental health issues. 

A key underlying assumption behind these changes has been that the treatment model 

for all clients, whether presenting primarily with alcohol use disorders or with other 

social and emotional well being / mental health issues such as anxiety and depression, is 

the same: the three streams of psychological therapy, social and cultural support, and 

medical treatment.  

It is this current iteration of the Congress model which is the subject of this case study, 

noting that Congress is in the process of designing the next step in integration by which 
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SEWB teams including treatment for AOD clients will be integrated into the operation of 

local community clinics. 

4.3 The three streams of care  
The basis of the Congress integrated model for clients with AOD issues are the three 

streams of care to address their holistic needs: social and cultural support; psychological 

therapy (also referred to as the therapeutic stream); and medical treatment. These 

three streams of care were initiated a decade ago under the Grog Mob program and 

have been developed and refined since under the Safe and Sober Support Service and 

current model. The three streams and the SEWB Service staffing structure supporting 

them are summarised in Figure 2 and Figure 3 below. 

Figure 2: Summary of Congress three streams of care 

Stream Provided by Support provided 

Social and 

Cultural 

Support 

Within SEWB Service by: 

 Aboriginal Care 

Management Workers 

(ACMWs) 

 Aboriginal Cultural 

Integration Practice Advisor 

 Social workers 

 Client advocacy 

 Cultural support 

 Social support 

 Access to medical care 

 AOD counselling, brief interventions 

 Case management 

Psychological 

Stream 

Within SEWB Service by: 

 Psychologists 

 Mental Health Accredited 

Social Workers 

 CBT and related therapies including 

Motivational Interviewing, Schema 

Therapy, Mindfulness Therapies  

 Brief Interventions  

 Neuropsychological assessment 

Medical 

Stream 

Congress General Practitioners  Pharmacotherapies 

 Chronic disease management 
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Figure 3: SEWB Service staffing (Social and Cultural / Psychological streams) 

 

4.3.1 Social and Cultural Support Stream 
The social and cultural support team is foundational to Congress' integrated approach to 

treatment, with three-quarters of SEWB Service clients with AOD issues receiving this 

support (see Treatment and Support on page 24). Delivered by a team of Aboriginal 

workers with cultural knowledge, language skills and an in-depth knowledge of the 

Aboriginal community, alongside qualified social workers, this stream provides a wide-

range of assistance to clients, including: 

 advocacy on behalf of clients to other services and/or agencies, on issues such as 

housing, welfare, children's services and the criminal justice system. The ACMWs and 

social workers are also able to provide advice to these agencies on a client's 

engagement with treatment, and about the social and cultural situation they face, 

 social support, including planned assistance with meeting the expectations of the 

agencies above (e.g. attending appointments, making payments) or with tasks such 

as shopping, 

 cultural support, including for community or family re-integration for clients who 

have lost these connections, organising cultural brokerage, or reconnection with 

Country, 

 access to medical care: the team plays an important role in helping maintain clients' 

engagement with medical care, particularly for the management of chronic disease, 
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by providing transport to and where necessary liaison with Congress medical staff as 

well as those in other services (e.g. Alice Springs Hospital), 

 case management and care coordination including through intake and care review 

processes, and  

 AOD counselling and brief interventions. All members of the social and cultural 

support team have at least a Certificate IV in Alcohol and Drugs and are able to 

provide opportunistic counselling or brief interventions where appropriate to help 

raise the client's awareness of the issues of alcohol or drugs in their lives. 

4.3.2 Psychological Stream 
Psychological therapy is carried out by qualified therapists and social workers, usually at 

the SEWB Service offices although sessions with clients in community settings are also 

available. The particular therapy varies depending on the assessed need of the client. All 

are evidence-based as approved under the Better Access Initiative / Access to Allied 

Psychological Services (ATAPS) programs and include CBT and related therapies (such as 

Motivational Interviewing, Schema Therapy, and Mindfulness Therapies, and ACT). 

Neuropsychological assessment and treatment is also currently available in this stream.  

4.3.3 Medical Stream 
The Medical Stream is provided by Congress General Practitioners and other members of 

the PHC team. These staff are principally located external to the SEWB Service although 

there is currently an AOD focussed GP registrar providing 3 sessions a week within the 

SEWB Service and providing medical services to CAAAPU and other non-Congress clients.  

The medical stream includes medical assessment of AOD clients, including the  screening 

and monitoring of chronic diseases. Ongoing collaboration with the medical stream – 

generally by email or through the Communicare system – ensures that the Social and 

Cultural Support and Psychological teams are up to date with any medical issues that 

may impact on mental health / AOD use and of any medications that may be prescribed. 

The Social and Cultural Support staff also work with medical services (for example the 

Diabetic Care Coordinator) to assist clients to manage health issues, including through 

providing transport to appointments. 

General Practitioners at Congress are expected to carry out an Audit-C screening for all 

clients as part of their annual adult health check, and offer a referral to the client if their 

drinking is assessed as being a problem. GPs are encouraged to refer clients to the 

SEWB Service with a Mental Health Treatment Plan where appropriate, to ensure that 

both the physical and AOD / mental health / social-emotional needs are addressed. This 

also bolsters funding for services through allowing access to Medicare rebates. Under the 

requirements of the Better Access Initiative / ATAPs, therapists are required to report 

back to the General Practitioner on progress with the client's therapy. 

General Practitioners may also assess and where appropriate prescribe 

pharmacotherapies to assist clients with alcohol withdrawal. However, this is still 

relatively rare, as it was previously under the Grog Mob and Safe and Sober iterations of 

the model. This may be due to a range of factors, including resistance by some clients to 

being on these medications; that they are not recommended for clients with some 

chronic diseases; and lack of familiarity amongst some GPs with treating alcohol 

dependence with pharmacotherapies. 
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4.3.4 Remote services 
Congress provides AOD services in the remote communities it services, through 

Aboriginal AOD workers located in Santa Teresa, Ntaria and Mutitjulu. Supported by 

outreach visits from the Alice Springs psychologists, the remote AOD teams provide brief 

intervention and group psycho-education to clients. However, delivering these services in 

remote areas remains a challenge: recruiting and retaining suitable local Aboriginal staff 

is difficult and local cultural and social dynamics (for example, kinship and gender) can 

affect the reach of these services into the community. 

4.4 The clients 
The Aboriginal peoples of Central Australia are highly diverse, ranging from people from 

traditional backgrounds who are highly knowledgeable about cultural issues and fluent in 

a number of Aboriginal languages but who may have few English language skills, 

through to highly educated residents of Alice Springs with established careers in the 

organisations and businesses of the town.  

This diversity is reflected in the place of usual residence for the AOD clients of the SEWB 

Service, with over half (57%) being from within Alice Springs town houses3, and large 

minorities from town camps (20%) and from remote communities (18%) (see Figure 4).  

During consultations, some SEWB staff reported that in recent years, the Branch has 

been seeing more people from the town areas of Alice Springs, and fewer from town 

camps. This observation is supported by Congress figures which show that the 

proportion of clients from Alice Springs town has increased from 47% to 57% over the 

last two years, while the proportion from town camps has fallen from 29% to 20%. 

Despite this, compared to the overall Congress client population, access to the AOD 

service remains higher for residents of the town house areas of Alice Springs and 

particularly for town camp residents (13% of total Congress clients but 20% of AOD 

clients). 

Figure 4: All Congress  / SEWB Service AOD clients, by usual residence, 2016-17 

 
Source: Congress Communicare 

                                           
3 The suburbs of Alice Springs are often locally referred to as 'town houses' to distinguish them from town 
camps that also lie within Alice Springs' boundaries. 
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However, notwithstanding this diversity, there are a number of commonalities amongst 

the AOD clients of the Congress SEWB Service.  

Alcohol is overwhelmingly the primary presenting problem, although sometimes gunja 

(marijuana) is the primary issue, and less commonly other drugs such as Ice. A high 

proportion (almost three-quarters, or 72%) of AOD clients are drinking at levels that 

place them at least at high risk, and almost a third (30%) are likely dependent.  

Figure 5: Congress SEWB Service AOD clients, by Audit-C Score, 2016-17 

 
Source: Congress Communicare 

It is common for people to under-report their levels of drinking [32], so these figures are 

certainly an underestimate of the levels of drinking amongst Congress' AOD clients. 

A large majority of these clients also bear a significant burden of disadvantage including 

numerous issues affecting social emotional wellbeing such as poverty, welfare-

dependency, removal of children, and homelessness or insecure housing.  Family 

violence is often present, with alcohol frequently a trigger of violence, but also used a 

way of avoiding conflict within a relationship or dealing with difficult or painful issues. 

A history of trauma is common, with its documented increased risk of addiction and 

decreased capacity to deal with its consequences and engage in treatment4.  

Last, many clients have complicating medical issues, including especially chronic disease. 

Clients are slightly more likely to be female (54%) than male (46%); with female clients 

more likely to engage in treatment (an average of 9.1 episodes of care) than male (7.2 

episodes of care) (see Figure 6). 

                                           
4 Neuropsychological issues may be present in some clients, originating in Foetal Alcohol Spectrum Disorder 
(FASD), childhood trauma, or from later head injuries. 
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Figure 6: Congress SEWB Service AOD clients, number and episodes of care, 2016-17 

 
Source: Congress Communicare 

4.5 Client care pathways 
The provision of the integrated three streams of care described above (section 4.3) 

follows five stages (Figure 8 on following page). 

4.5.1 Referral 
The Congress SEWB Service received 336 AOD referrals in 2015-16; the majority of 

these came from other areas of Congress (69 or 21%); from the Alice Springs Hospital 

(ASH – 68 or 20%); and from other Aboriginal organisations in Alice Springs (60 or 

18%, predominantly from CAAAPU – 46 referrals) (Figure 7). Overall the AOD clients 

make up just over a quarter (27%) of the referrals to the SEWB Service. 

Figure 7: Referrals of AOD clients to Congress SEWB Service, by source, 2016-17 

 
Source: Congress Communicare 
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Figure 8: Congress three streams of care: client care flow diagram 
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4.5.2 Intake 

Review 
The SEWB Manager reviews all referrals, allocating each to a particular program to allow 

for reporting and acquittal of government funding. The review process also allows the 

Manger to reject inappropriate referrals which are outside the scope of the services 

provided by the SEWB Service, and to follow up incomplete referrals. 

Intake 
Once a referral is accepted, it is examined at the regular weekly intake process at which 

senior staff (including at least a psychologist, a social worker, and an ACMW / Aboriginal 

Cultural Integration Practice Advisor) examine the referral and allocate a primary care 

giver taking into account the needs, cultural context, history  and risk assessment of the 

client; and the capacity and skill set of practitioners5.  

The Aboriginal workers are important participants in the multidisciplinary intake process 

as they are the ones that are able to provide a social and cultural perspective on the 

client's needs that may otherwise be largely invisible to non-Aboriginal practitioners. 

Primary care givers may be psychologists, Aboriginal workers, or social workers, 

depending on the client's needs (as one ACMW stated: we work it out as a team, who is 

best to provide assistance). The primary care giver then generally provides oversight of 

the case management for the client for the period they are receiving care6. 

A recent modification to the intake process has been introduced, such that Congress GPs 

may, with the agreement of their client, book them directly into a psychologist 

appointment with a Mental Health Treatment Plan (MHTP) using a Secure Message 

Delivery (SMD) function of Communicare. Such direct referrals bypass the intake and 

initial client contact processes (see below) although they are still reviewed by SEWB 

Manager to check appropriateness of referral and program coding. The advantage of this 

direct booking system is that clients wanting help immediately can leave the GP with a 

psychologist appointment booked in. Guidelines have been developed for GPs to ensure 

this facility is only used in appropriate cases. 

4.5.3 Assessment 

Initial Client Contact 
One of the challenges inherent in working with marginalized clients is their difficulty in 

attending appointments due to the many other demands in their lives, and a common 

initial reluctance to engage in care. To address this challenge, after the intake process 

initial client contact is made by one of the ACMWs or other Aboriginal staff where this is 

needed, usually for those clients who are marginalised and may have difficulty initiating 

contact themselves. The purpose of the contact is for the Aboriginal worker to either 

begin the process of social / cultural support or to encourage and support the client to 

attend therapy where that has been assessed as appropriate during the intake process. 

                                           
5 The main advantages of this process was that it guaranteed maximum input, especially from a range of 
Aboriginal staff who might have knowledge of the client and their circumstances, and it ensured that the 
primary care giver was present at the initial discussion of a client's needs. However, it was inefficient and 
costly in terms of staff time and was also felt to be an unnecessary  risk to a client's privacy as it involved 
many staff not subsequently involved in the clients care, and has been discontinued. 

6 While the Aboriginal workers generally provide the case management role, some clients only see a 
psychologist or may only require social and cultural support briefly during their care. In these cases, other 
members of the care team such as a psychologist may oversee the case management role. 
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The cultural and social knowledge of the Aboriginal workers is critical for the success of 

this initial engagement process. First, they are likely to know where a particular client 

might be found, in the context of a highly mobile population where merely locating 

clients presents a significant barrier to service delivery. Second, they are able to begin 

the process of building a relationship of trust with the client, upon which further 

treatment and care can be built. This is a process which can take time; as one worker 

stated, sometimes they don't tell you anything first up. 

The target for the program is to make initial contact with clients within one week of their 

allocation during the intake process; if no contact is able to established within 2 weeks, 

then the client's case is to be reviewed for closure (see below), although in practice in 

around 40% of cases first contact is made after that period. Just under a third of clients 

(31%) are contacted within one week, with a further quarter (27%) being contacted 

between one week and two weeks from allocation (see Figure 9). 

Figure 9: Time to initial client contact from allocation for AOD clients, 2016-17 

 
Source: Congress Communicare 

Client SEWB Assessment 
Following initial contact, a client assessment is carried out based around an assessment 

tool developed within Congress. This assessment tool is designed to be used by any of 

the multidisciplinary team including Aboriginal workers, and takes account of the social 

and cultural context in which Congress operates. Using a semi structured interview 

approach, the assessment gathers data on issues such as: 

 personal & family circumstances 

 current accommodation 

 history of education / work (past / current) 

 financial status 

 recreational / social interests 

 relationship history 

 developmental history 

 peri natal history (interviewer gender sensitive) 

 history of AOD use (past / current) 
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 history of violence / abuse 

 legal (forensic) history 

 psychiatry history (past / current) 

 medical history (past / current) & medications. 

The assessment also includes use of the K5 tool to provide a broad measure of people's 

social and emotional well-being, a suicide / self harm risk assessment, a violence 

assessment, and the Audit-C screen to identify alcohol use disorders. Client consent to 

treatment and for the appropriate sharing of information on a confidential basis amongst 

the SEWB team is also obtained at this time. The client assessment process can be over 

two sessions or more and involve further, more specialized (e.g. neuropsychological) 

assessments as needed. 

SEWB Care Plan 
A care plan is developed with the client by the Aboriginal Care Management Worker / 

psychologist, including goals, actions, responsibilities, and review dates. The plan 

extends the MHTP where there is one (as generally the MHTP will not include social and 

cultural needs) and operationalises the care of the client and the roles of the staff 

including any external agencies which are involved. Care Plans – as well as all other 

information on the client's treatment – are stored on Communicare. Access to this client 

information is only by Congress staff involved in caring for the client, and regular audits 

of Communicare are carried out that check for inappropriate access. In addition, the 

worker entering notes into Communicare can set access permissions to hide sensitive 

information (for example, neuropsychological data that needs expertise to interpret) 

although the use of such restrictions is balanced with the need to ensure all members of 

the care team have access to support multidisciplinary care. 

4.5.4 Treatment and Support 

Three streams of care 
Treatment and support is provided to clients on the basis of the three streams of care – 

social and cultural support, psychological and medical – which recognise the co-

morbidities that numerous clients carry and seeks to address these within a holistic 

approach (see 4.3 The three streams of care above). However, not all clients need all 

three streams of care – some may only need social support, or psychological therapy 

(e.g. to deal with stress or anxiety). Others may need one of these types of support, 

combined with medical treatment.  Of AOD clients seen in 20167-17 just over a quarter 

(28%) only received one stream of care; 59% received two-streams of care; and the 

remainder (13%) received all three streams of care (see Figure 10). 
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Figure 10: Number of SEWB Service AOD clients, by streams of care, 2016-17 

 
Source: Congress Communicare 

Additionally, clients are not distributed across the three streams of care equally. While 

three quarters (74%) of AOD clients in 2016-17 received medical care, just over half 

(54%) received social and cultural support, and a fifth (18%) received psychological 

therapy7.These figures demonstrate the importance of social and cultural support as a 

'doorway' into therapy, with additional treatment added as the client develops trust in 

the service through interaction with the ACMWs or social workers.  

During treatment, referrals to other Congress services, or to services outside Congress 

may also be made. Congress SEWB team members also participate in case meetings 

held with other agencies (such as the Community Mental Health Team, the Drug and 

Alcohol Services Association, Alice Springs Hospital, CAAAPU, and remote community 

clinics). 

Regular client review 
A key part of the case-management approach at the heart of the Congress integrated 

model are the regular client reviews to ensure proper clinical governance and coordinate 

care. These are carried out weekly, by one of four multidisciplinary teams, each including 

psychologists, Aboriginal workers and social workers to ensure as wide a perspective on 

the client's needs and progress as possible. The aim is to consider each client every 

three weeks, although high risk clients are prioritized. The review considers the client's 

care plan, whether it is being followed, what progress is being made, and whether it 

needs to modified. Cases for potential closure are also reviewed. 

4.5.5 Closure 
Ensuring an appropriate process for closing client treatment is important to manage risk 

and to ensure staff resources are able to be allocated to engaged clients requiring care. 

About one half (48%) of all cases are closed without treatment or support beginning, 

either due to the fact that the client cannot be contacted within two weeks of allocation 

(see Initial Client Contact above) or because they decline to engage in service following 

                                           
7 Figures sum to greater than 100% as some clients received more than one stream of care. 
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referral.  Of the remaining AOD clients (i.e. those who enter the program) approximately 

one third (32%) complete their treatment or otherwise get to a point where no further 

support is required; and a fifth (21%) move out of the service area (see Figure 11). 

Figure 11: Proportion of active SEWB Service AOD clients, by closure reason, 2016-

17 

 

4.6 Funding and costs  
Since the integrated model was developed at Congress in 2008, the program has been 

through several iterations with differing funding sources and amounts. This has included: 

 the Grog Mob trial (2008 to 2009) funded by the National Drug Research Institute 

(NDRI), and 

 the Safe & Sober Support Service (2009 to 2014) where existing positions were re-

funded by the Australian Government Department of Health And Ageing, with 

additional positions funded by the Northern Territory Department of Health and 

Families, through the Alice Springs Transformation Plan. 

Levels of funding for these programs were not included in their evaluations [1, 2] and 

are not available for this report. However, current funding for Congress' AOD program 

within the SEWB Service for 2016-17 totalling $2M (including $0.5M one off funding) is 

summarised in the following table. 
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Figure 12: Congress AOD program funding, 2016-17 

Department Program Amount 

Australian Government Department of Prime 

Minister and Cabinet 

AOD program (IAS) $979,281 

Australian Government Department of Prime 

Minister and Cabinet 

Rollover program 

(IAS)* 

$500,000 

Northern Territory Government Alcohol Aftercare 

Program 

$308,640 

Northern Territory Government AOD Worker Training 

Program 

$212,026 

  $ 1,999,947 

*One off funding to make up for previous gap in funding 

In addition, the program generated $21,000 in MBS funds in 2016-17 for treatment of 

AOD clients within the SEWB Service, through the Better Access Initiative and/or 

ATAPS8.  

Any assessment of costs must also take into account the numerous other supports such 

as management, administration and reporting: Congress’ large size means that many of 

these additional costs are distributed across the organisation, rather than met 

specifically through the funding for the AOD program and/or the SEWB Service. 

Overall, the annual cost per client within the SEWB Branch is approximately $5,500. 

While there are many other factors to be considered – such as differing client 

populations, the additional costs distributed across Congress, and of course outcomes – 

this compares to the average annual cost in 2013 of residential alcohol treatment for 

Aboriginal and Torres Strait Islander clients of $18,385 [33].  

5 Enablers and barriers  
Aboriginal people carry multiple overlapping burdens of disadvantage deriving from the 

history of colonisation and continuing processes of marginalisation and exclusion. These 

disadvantages are expressed in the lives of individual people as poverty, poor education, 

welfare-dependency, family histories marked by trauma and/or violence, substance 

abuse and other mental health / social and emotional well being issues. Accessing care 

or assistance with these multiple issues often means interacting with a complex, 

fragmented service system, each of which deals with only part of a person's holistic 

needs. 

The Congress 'three streams model' of care for AOD clients has been developed over 

many years (see section 4.2) to provide a single, integrated multidisciplinary service 

organised around social and cultural support; psychological therapy; and medical care. 

In doing so, it reduces demands on clients presenting with AOD issues to navigate 

                                           
8 These amounts, and those in the table above, are for the social / cultural support and psychological streams 
and are separate to medical care which is part Congress' core business and funding arrangements. 
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multiple health care providers, and attempts to address their holistic needs, including 

advocacy and support around the social determinants of health and well being including 

housing, welfare and employment, criminal justice, basic life needs.  

The model's evolution, while soundly based on the evidence, has been in response to the 

particular conditions and needs of the Aboriginal peoples of Central Australia. These 

conditions and needs are likely to be similar in many other parts of Aboriginal Australia, 

but nowhere will they be identical. The service model cannot be simply transferred from 

one place to another. Instead, the strength of Aboriginal community-controlled health 

services is their capacity to adapt evidence-based or successful models from elsewhere 

to the particular needs, strengths and histories of the communities they serve.  

Despite this qualification, this study has identified a number of key enablers and barriers 

which the Congress model has encountered and which are likely to impact on the 

transferability and adaptability of the model to other contexts. These enablers and 

barriers were identified through a thematic analysis of the coded qualitative data from 

the Congress staff interviews / forums. It is significant that a number of these enablers 

and barriers have been noted in reviews of alcohol treatment options for Aboriginal 

Australians [30] and elsewhere in the literature (see section 4.1). 

5.1 Enablers 

5.1.1 A multidisciplinary team using a case management approach 
At the core of the model is the establishment and resourcing of a multidisciplinary team 

approach whereby Aboriginal Care Management Workers, social workers, psychologists 

and general practitioners work collaboratively, using a case management approach to 

plan and arrange care for the client and ensure their needs are being met. 

Within the Congress SEWB Service, a team of Aboriginal Care Management Workers, 

social workers, and psychologists provide social cultural support and psychological 

therapy. The SEWB team informs, and is informed by, medical care provided by 

Congress GPs as well as broader health services across the organisation. Care is 

supported by referrals and collaboration with other Congress services such a chronic 

disease management, family support services, women's health, male health. 

The client care pathway begins with a multidisciplinary intake process that includes the 

social and cultural perspectives of Aboriginal workers, followed by a comprehensive 

needs assessment provides a good indication of client needs and leads to care plan 

negotiated with client. This is regularly reviewed by the team to ensure it is meeting the 

client's holistic needs, with additional service added as appropriate. 

5.1.2 Social and cultural support 
Providing culturally safe social and cultural support is a key gateway into the program as 

well as to deepening the care process to address all the client's needs. At Congress, 

many AOD clients have their first contact with SEWB services through the social and 

cultural support stream which supports them with advocacy, social support, cultural 

support, and transport. This support helps provide clients with relief from the multiple 

demands they face. At the same time, the SEWB staff – social workers and ACMWs – can 

use the opportunity of working with clients in an informal community environment to 

raise issues around AOD use, and suggest and facilitate access to therapy. The social 

and cultural support stream thus benefits clients directly and in addition, by building a 
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relationship of trust with the client, provides an important pathway for initiating, 

developing and maintaining engagement in treatment.  

5.1.3 Aboriginal Care Management Workers  
Local Aboriginal workers, with their experiential knowledge of local communities and 

cultures are foundational to the model. Recognising and rewarding their knowledge and 

expertise is a precondition for success. 

At Congress, Aboriginal Care Management Workers (including the Aboriginal Cultural 

Integration Practice Advisor) are "the glue that holds it all together". They have formed a 

stable core of staffing over many years including through the Grog Mob and Safe and 

Sober Support Service programs. 

All have at least a Certificate IV in AOD Studies and are able to use these skills 

opportunistically while providing social and cultural support to clients. However, their 

role is not just defined by the skills and role of an AOD worker. They have important 

community experience of many of the issues AOD clients are facing, often from within 

their own broad family groups ("you can identify that story straight away" as one 

stated), and they can play a social role in assisting clients that is only possible due to 

their position in the Aboriginal community (for example, as senior community members 

interacting "with the younger ones, sometimes you're growing them up a bit too"). 

The knowledge and experience of the ACMWs and Aboriginal Cultural Integration Practice 

Advisor is critical through all stages of the care process, from locating and engaging with 

AOD clients who have been referred to the program, to the intake and assessment 

processes, though treatment and case management to closure. They pay particularly 

important roles in engaging clients with treatment, for example by vouching for 

therapists and thereby assisting a client to overcome a common reluctance to move 

straight into psychological therapy. They have a key role in ensuring case management 

is provided to clients who would otherwise not effectively participate in  treatment. They 

also assist client engage with health services, as well as enhancing the quality of care by 

briefing GPs and therapists about the social and cultural needs and background of the 

client. They also play a central role in strengthening the cultural safety of the service 

(see below). 

The role of the ACMW is not easy. They are at the forefront of managing the tension 

between cultural and community expectations on the one hand, and the demands of 

service-delivery and organisational or funding requirements on the other. Further, as 

members of the community in which they work they face additional demand: as one of 

them stated, "as an Aboriginal person, this job doesn’t end when I go home”.  

5.1.4 Addressing cultural safety 
Addressing issues of cultural safety is central to increasing Aboriginal access to AOD / 

mental health and wellbeing services, and to improving outcomes.  

Such issues are a challenge to any organisation with Aboriginal clients operating in the 

AOD / mental health area, including even community controlled health services such as 

Congress. Within the ongoing nature of the challenge of making services culturally safe, 

Congress has a range of strategies to address the issue.  

Congress' structures of Aboriginal community control – including an elected Aboriginal 

Board supported by Aboriginal staff in senior positions throughout the organisation – are 

foundational for ensuring the that the SEWB Service's AOD program places these issues 
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at the heart of its work. Beneath this, there are a number of key strategies for 

maximising cultural safety of AOD clients including: 

 large numbers of local Aboriginal people employed long-term in different roles 

(including senior roles and administration) across the SEWB Service, 

 social and cultural support provided by Aboriginal staff, recognising the role of 

culture and links to family as a facilitator of healing ("it gives them hope, some sense 

of pride”), 

 Aboriginal staff involved at all key points of the care process including intake and 

regular case assessment, 

 an Aboriginal Cultural Integration Practice Advisor (a local Traditional Owner) 

employed within the SEWB Service to advise on shaping services to be culturally 

safe, 

 the development of a Congress Cultural Safety Framework that is accessible to all 

staff on the intranet along with other key policies and procedures, 

 cultural orientation, with all non-Aboriginal staff all staff required to undertake the 

Congress cultural safety training and further induction by the Aboriginal Cultural 

Integration Officer for SEWB staff on cultural competencies, and 

 cultural supervision, with non-Aboriginal staff encouraged to seek and act upon 

advice from Aboriginal staff in the program for advice. 

5.1.5 Information sharing 
The multidisciplinary approach to the care of AOD clients rest upon shared input into and 

access to client information across the care team.  

At Congress, all care is coordinated through the organisation's Clinical Information 

System, Communicare. This allows one record and care plan per client, shared by staff 

across the three streams of care, to give a holistic picture of the client's needs and to 

support multidisciplinary care. This shared information system enables a focus on good 

clinical governance, and a Continuous Quality Improvement (CQI) approach to 

monitoring, evaluating, and adapting the care system for AOD and other SEWB clients. 

5.1.6 Strong management and support systems 
Integration must be supported by well-developed management and support structures 

across the organisation with common policies and procedures under which all staff 

operate.  

Congress has built a solid reputation for the strength and reliability of its and 

management and clinical governance systems. This has allowed the organisation to 

attract and retain block funding in recent years that supports the sustainable 

employment of salaried staff. This means (for clients) no fees at point of service, and for 

the service a focus on integration and planning activities. There is also a strong record of 

employing and training staff (for example, all existing SEWB Service staff including non-

contact staff have attended trauma informed care training) and supporting Aboriginal 

staff in particular to gain formal qualifications. 
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5.1.7 An evidence-based approach 
A reflective, evidence-based approach, adapted to fit the local Aboriginal context, 

provides an ongoing basis for service establishment and evolution.   

At Congress, the origin of the three streams model was a literature review of evidence-

based approaches to non-residential alcohol treatment for Aboriginal people that 

informed the establishment of the Grog Mob program in 2008. Since then the program 

has continued to use this evidence-based model, adapting and updating it in response to 

the needs of the community that Congress serves. 

5.2  Barriers 
Despite the advantages and benefits associated of the integrated model, Congress has 

had to overcome a number of barriers in its development. These barriers may be 

expected to be faced by other organisations attempting to implement a similar model, 

and of course to require ongoing attention by Congress as it continues to evolve its 

model. Many of these barriers have been also identified in the literature around 

integrated or multidisciplinary care (see section 4.1 above). 

5.2.1 Funding and reporting 
Multiple funding sources lead to an increased administrative and reporting burden, and 

short term and/or uncertain funding makes it more difficult to recruit and retain staff. 

Past iterations of the Congress model were affected by short-term funding which under-

mined recruitment and retention, especially of therapists, social workers and (when 

located within the SEWB Service) GPs.  

Although, Commonwealth core funding has increased in recent years to be provided for 

two and a half years, $500 000 of the funds remain as a year to year grant. This is still 

insufficient compared to the five year block funding that Congress – in common with 

other ACCHSs – identify as being needed to provide certainty for staff and allow proper 

program planning. Another complexity is that funding comes from several sources, 

supplemented by Better Access Initiative / ATAPS funds. In common with the experience 

of many Aboriginal community-controlled health services [34], there is an administrative 

burden associated with these multiple funding streams with different reporting 

requirements, different KPI, the need for double entry of client data into different 

systems (e.g. ATAPS / Communicare).  

5.2.2 Teamwork within multidisciplinary practice 
There is an inherent difficulty in bringing together a number of different professional / 

cultural world views into an integrated model of care, especially in the context of cross-

cultural service delivery [22, 26]. The three streams model requires Aboriginal staff, 

psychologists and social workers to work together as a team within the SEWB Service, 

and with GPs and other health staff outside it. This requires bringing together three very 

different cultural and professional world views.  

This need for teamwork is underlined by the fact that not all Congress staff come to the 

SEWB service with experience working as part of a team rather than as stand-alone 

professionals. Issues of professional ethics or practice, for example, confidentiality and 

sharing of client information across the team, can also be difficult to resolve. As one staff 

member observed, "we need an appreciation of what each of the professions brings to 

the model of care, in the best interests of the client”.  
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Good teamwork also depends on no one stream dominating – or being perceived as 

dominating – the treatment model and its operation. Power relationships between 

workers particularly in cross-cultural situations can be powerful, while remaining hidden 

unless explicitly recognised and addressed [35]. Ensuring all members of the team – 

including Aboriginal workers – have a voice in the treatment decision-making and service 

design process requires continual attention. 

Related to this is the need for clear and agreed role delineation, so that each member of 

the team understands their own, and other team members, scope of practice, what it 

includes and what it does not.  

5.2.3 Cultural safety 
While Aboriginal community controlled health services have an inherent advantage in 

addressing issues of cultural safety, negotiating differing Aboriginal community and 

professional / funding expectations (especially in the context of highly diverse Aboriginal 

cultures) remains challenging.  

At Congress, the Cultural Safety Framework provides a clear outline of the need for 

culturally safe services, and states that it includes: 

1. health practitioners and other staff who are non-judgemental and open to 

learning, and who recognise that the historical experience of Aboriginal people, 

their contemporary experience of racism, and the continuing disparity in power 

between Aboriginal and non-Aboriginal Australia, all profoundly affect the health 

of Aboriginal communities, 

2. service delivery that takes into account cultural issues, and is founded on respect 

for Aboriginal people and cultures, 

3. a service environment that encourages Aboriginal clients to seek treatment and 

take responsibility for their own and their families' health, and 

4. organisational governance, policies and practice that affirms Aboriginal culture 

and rights and which supports Aboriginal decision-making. 

Cultural orientation and cultural competency training are important first steps, but the 

provision of culturally safe services requires continual sensitive attention, particularly in 

a context with a diversity of lived Aboriginal cultures. 

5.2.4 A marginalised client base 
There are also challenges inherent in working with marginalized clients, who are hard to 

engage in treatment: effective care means having time and resources to build trusting 

relationships with marginalised clients in a cross-cultural environment. 

At Congress, almost half (48%) of AOD referrals are either not contactable or decline the 

service (see Figure 11 above). Failure to attend appointments, often due to many other 

demands in their lives, and a reluctance to engage are common. Key to addressing these 

issues are the importance of building a trusting relationship with clients which takes 

time, and the fostering of a non-judgemental attitude to clients and the levels of 

disadvantage and the health and wellbeing burden they carry. 

5.2.5 Staffing and training 
Staff turnover and orientation, including management turnover is an especial challenge 

where an innovative model is being developed and staff may be unfamiliar with how it 
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operates. In this situation, much of the burden of training new staff in how the model 

operates falls to long-term staff. 

In addition, recruitment to remote areas – such as the remote communities that 

Congress serves – is particularly difficult because of the lack of skilled residents in those 

places, and local social and cultural (e.g. gender and kinship issues). Short term or 

insecure funding has a strong negative impact on the ability to recruit and retain skilled 

staff. 
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