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About the Australian Community Support Organisation (ACSO) 

 
Established in 1983, ACSO is one of Victoria‟s leading community support organisations with a 
reputation for helping some of the most marginalised clients; those not generally welcomed or able 
to be supported by other services due to their behaviour, complex needs and/or offending history. 
Through a diverse range of programs, provided throughout Melbourne metropolitan and regional 
Victoria locations, we strive to achieve our purpose of making a difference in the lives of 
disenfranchised people and enable them to create another chance. ACSO delivers more than 20 
programs to approximately 20,000 disadvantaged clients per annum. 
 
Currently ACSO provides programs in the areas of; transitional services and case management 
support to ex-prisoners, disability support services, employment services, homelessness support 
programs, forensic alcohol and other drug assessment and treatment planning, and outreach 
support to individuals with complex mental health concerns. ACSO operates these services via the 
following 3 divisions.  
 
ACSO‟s Intensive Housing Support services provides a "step up, step down, step out" model of 
support for our clients, which includes intensive forensic and specialist disability supported 
accommodation programs, and  community based outreach services which are all designed to 
address behaviour change, build residents resilience and confidence, adaptive living skills and 
independence. These services include the state wide Francis House program, a transitional Dual 
Disability service, and post release support housing programs for offenders re-entering the 
community from prison. 
 
ACSO‟s Clinical & Rehabilitation Services promotes a therapeutic and rehabilitative environment 
within all OF ACSO‟s programs, and specifically includes the following clinical services;  

 The Specialist State wide forensic intake, triage and Drug & Alcohol Assessment service – 
COATS program 

 Therapeutic, psychosocial treatment programs for residential and community based clients; 

 Specialist behaviour change programs for problematic sexual behaviour and clinical risk 
manageability. 

 
ACSO‟s Community Based Complex Care services provides support for clients living 
independently in the community and includes a number of specialist outreach, case co-ordination 
and case management programs for clients with multiple and complex needs, including: offenders, 
people with mental health, dual disability, forensic disability, intellectual disability, homelessness 
and long term unemployment. 
 
All ACSO services are based in Victoria. 
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Our work with People with an alcohol or drug problem 
 

For the past 14 years ACSO has provided the Community Offender Advice and Treatment Service 
(COATS), a state wide specialist assessment and brokerage service provided to offenders who 
have an Alcohol and Other Drugs (AOD) problem, and a treatment component to their court order 
or parole.  We have developed significant learning that ensures every client gets ready access to 
drug or alcohol treatment, without having to navigate the often complex system themselves. 
 
ACSO provides a centralised intake for 100% of referrals into the COATS program. These 
predominantly come from the 14 Prisons or 60 Community Corrections sites right across the state. 
In the past 12 months alone ACSO has received 17,175 referrals into the program a number that 
has steadily increased over the past 5 years.  

 All referrals into the COATS program come through a central intake and triage process 
based in Richmond, by phone, fax or email from the 14 Prisons and 60 Community 
Corrections sites across Victoria. 

 Every client referred into the program is assessed by our clinicians in person within 5 
working days of referral at numerous locations across the State. 

 ACSO then co-ordinates access to treatment within 5 working days for clients on a 
Community based order, with the treatment provider commencing the service within 5 days 

 ACSO co-ordinates access to treatment within 2 working days for clients exiting prison. This 
is to minimise the risk of fatal overdose.  

 In at least 95% of cases we meet these KPI‟s 

 ACSO has developed Signed Heads of Agreement with all Department of Health accredited 
Treatment Agencies to ensure that treatment timelines are met. ACSO has also joint 
protocols with the Department of Justice  

 
Scope of our submission 
 
Drawing on our unique expertise in the forensic drug treatment sector, our submission is focused 
specifically on a reformation of a forensic AOD treatment approach. An approach that focuses on 
those with multiple and complex needs, including mental health, housing, disability, offending 
behaviour, employment, and general health concerns, ensuring that those most at risk to 
themselves or the community are given priority into specialist drug treatment. 
 
Key Recommendations 

ACSO makes the following key recommendations for consideration as part of the Whole-of-

government Victorian alcohol and drug strategy  

1. The establishment of a central intake, triage and allocation service for all drug treatment 
across the State, where high risk forensic and voluntary clients are given priority access 
into the right treatment. 

2. Expanding on the assessment and triage services to include forensic clients at court (prior 
to sentencing) where the risk is considered to be high 

3. Increasing the scope of the central intake and triage to include mental health assessments 
and referrals for clients with a dual diagnosis into mental health services 

4. Reforming the brokerage model of forensic drug treatment and replacing it with the creation 
of Individual Support Packages (ISP‟s) attached to forensic drug treatment by either the 
courts or COATS where treatment can be individually tailored to the needs of the individual 
and the community, able to be responsive to the new sentencing reforms  

5. Specialist forensic treatment diversion programs as an alternative to prison, along with a 
range of forensic drug treatment types 
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Recommendation One: The establishment of a central intake, triage and allocation service 
for all drug treatment across the State, where high risk forensic and voluntary clients are 
given priority access into the right treatment. 
 

From the perspective of harm reduction and taking a more holistic approach on providing 
assessment, tailored treatment, appropriate and cohesive service delivery, determining funding 
allocation, and evaluation, we suggest the creation of a simple front door access point into drug 
treatment across the state. This could simply be achieved by expanding the COATS Central Intake 
and Allocation triage to include screening and referral for all voluntary clients.    
 
In evaluating our COATS program, ACSO has found that a sound access and entry system 
involves clearly visible entry points, an immediate and meaningful response, appropriate, 
standardised assessments, reduced waiting times, treatment matching, diversion to other 
providers as required when waiting lists are full, and allocation and prioritisation based on need 
(Vander Merwe & Dawes (2009).  This is backed up with international research where findings on 
Central Intake Units in US cities showed that clients benefited from reduced times to treatment 
entry, that units did not form a barrier to treatment, client satisfaction was not negatively impacted, 
and a standardised approach to assessment and referral was established (Scott & Fox, 2002).  
 
With a centralised management system it enables a greater ability to manage all the AOD 
agencies and treatment types, allows a smoother transition into appropriate services, to address 
the barriers clients and families have in accessing appropriate services, and allows a more 
cohesive approach in managing the same client through and amongst the different services for 
assessment, treatment, recovery and reintegration into the community.  
 
For example, in the COATS program, today there are 11 agencies whose intake is “closed” due to 
capacity. As COPATS provides the central intake point we are then able to navigate the treatment 
system rapidly ensuring the client receives treatment within 5 working days. 
 
Services need to be accountable, with clear KPI‟s and outcomes. As Claus and Kindleberger 
(2002) reported, individuals with a shorter wait time after assessment were more likely to attend an 
initial treatment appointment. Anecdotally, ACSO‟s complex care service staff reported extreme 
difficulty in linking clients into voluntary drug treatment.   
 
ACSO‟s research and Evaluation team wanted to test this and conducted a survey to test the 
responsiveness of drug treatment agencies and duration of waiting times. The results from 
randomly contacting different rural and metropolitan services were that around 40% of their calls 
resulted in an inability to speak to a „relevant person‟ at the time. When they were able to speak 
directly to an intake worker, reported waiting times to commence treatment ranged from 4 weeks 
for counselling, to 5 weeks for withdrawal, and to 7 weeks for detox in rural locations.  Further, 
wait times for treatment and assessment varied significantly between providers of the same 
treatment type right across the state.  
 
Compared to the exact same treatment service offered to a COATS client the wait is significantly 
longer we strongly believe this is because there is no central intake and triage service. As wait 
times for COATS for assessment, counselling, home detox/withdrawal, residential detox and 
residential rehab are all 2 - 5days, and as mentioned earlier, in at least 95% of the cases we meet 
these KPI‟s. 
 
In summary we recommend: 

 A central intake, triage and assessment (not regionalised) for all drug treatment clients for 
Victoria thus reducing waiting times, managing closed agencies and supporting rapid 
referral into services for those most at risk. 
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Recommendation Two: Expanding the assessment and triage services to include forensic 
clients at court (prior to sentencing) where the risk is considered to be high 
 

In order to ensure the appropriate treatment is provided in a timely manner to forensic high risk 
clients, as part of the assessment and triage services, we suggest that COATS workers be based 
in courts or nearby community hubs to provide specialist advise to Magistrates prior to sentencing 
via assessments and written reports. Such assessments from experienced and qualified staff 
would determine whether clients are considered high, medium or low risk of offending and 
substance use. (We strongly support the use of the model suggested in the Caraniche review of 
forensic drug treatment) This includes expediting treatment for the growing amount of referrals for 
clients presenting with an increasing cohort of Sex Offending, Criminal Offences and Drug and 
Alcohol issues. 
 
Similarly in NSW a report found that there was a need for appropriate workers to be available to 
courts for the assistance with assessment, identification, linking offenders to services, and 
preparing court reports and case plans where required. As a response, to the Mental Health 
Strategy, the NSW Justice Health placed Mental Health Court Liaison nurses to provide 
psychiatric assessments of any client referred to it by „police, corrective services, legal aid 
services and magistrate‟ and also make referrals to mental health services in custody or in the 
community (Intellectual Disability Services, 2008). Allowing persons with complex needs to be 
identified and diverted to appropriated services and address some of the underlying factors 
contributing to their offending. 
 
ACSO could easily expand on the developed Signed Heads of Agreement with all Department of 
Health accredited Treatment Agencies and joint protocols with the Department of Justice to ensure 
that those clients most in need of forensic drug treatment have rapid access to the right type of 
treatment, determined in our reports, and becoming part of their order.  
 
In a similar manner, those assessed as not requiring forensic drug treatment but mainstream 
treatment or short term interventions would be forwarded on to the central triage to receive 
treatment as a voluntary client within clear treatment timelines of 2-5 working days (as highlighted 
in the Caraniche report). An example of such a short-term intervention is the alcohol/drug drive 
accredited short course. We strongly recommend looking at other short term group interventions 
focusing on encouraging the utilisation of services and motivation to change that could be 
developed by drug treatment providers and ACSO, tailored specifically for low risk forensic clients 
delivered at locations such as Community Correction Service locations and ACSO community 
hubs.  
 
In summary we recommend: 

 Forensic Clinicians based in courts to provide specialist advice to Magistrates prior to 
sentencing via assessment and written reports as part of the COATS triage team 

 Assessments to consider high, medium and low risk of offending and substance use as 
outlined in the Caraniche report thus ensuring those most in need of forensic drug 
treatment get it rapidly and get the right type of treatment 

 Triage and screening of low risk clients will ensure a reduction in the number of referrals 
made to the program for those who do not need forensic drug treatment or who just need 
short term interventions in mainstream drug treatment 

 Creation of short courses such as drink drive for this population delivered at CCS locations 
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Recommendation Three: Increasing the scope of the central intake and triage to include 
mental health assessments and referrals for clients with a dual diagnosis into mental 
health services 
 
When a person presents with complex needs, including substance use, it is often hard to isolate 
the risk factors. Recognizing the high prevalence of co-morbid disorders, such as anxiety and 
mood disorders with alcohol and drug using populations, including mental health assessments 
adjunct to the AOD assessments, thorough structured diagnostic interviews will aid the efficacy of 
the person‟s overall treatment (Mills et al., 2009). In the 2007 National Survey of Mental Health 
and Wellbeing (NSMHWB) it was estimated that 35% of individuals with a substance use disorder 
have a least one co-occurring affective or anxiety disorder (Mills et al., 2009). This represents 
nearly 300,000 Australians. The Victorian Department of Human Services estimates that 45 per 
cent of services users who experience mental illness also have substance use issues and vice 
versa (DHS, 2008).  
 
Research findings have indicated that AOD services positively treat AOD use; however the 
behaviours or mental health needs associated with any co-morbid conditions remain after the 
treatment has finished. This can result in the person‟s risk being maintained even with treatment  
(Mills et al., 2009). Therefore, thorough assessments should address the person‟s holistic needs 
to effectively manage their risk and promote more sustainable outcomes for the individual and the 
community.   
 
Therefore within the scope of the centralised intake and triage where screening reveals the need 
for mental health involvement we recommend the COATS clinical team similarly provide access to 
the right service whether that be organising a mental health care plan for counselling, psychiatric 
review, or dual diagnosis outreach support.   
 
Mills and colleagues (2009) provided a case study that showed the importance of the involvement 
of the clinical team. Cheryl is a 40 year old woman who was referred by her GP drug and alcohol 
misuse. She also suffers from depression and anxiety. She was offered treatment for her drinking 
and following a psychiatric assessment, she commenced antidepressant medication and was 
offered cognitive behaviour therapy for anxiety. In the first three months of treatment, her drinking 
and depressive symptoms have improved, she felt less anxious and although still using drugs, she 
has reduced its intake (Mills et al, 2009). As Cheryl was referred to the right service, she was able 
to address both her AOD use and her mental health issues. 
 
In summary we recommend 

 The inclusion of clinical nurses to the COATS triage team who can conduct assessments 
where a mental health screen such as the DASS 21 has indicated an issue 

 Mental health nurses will write up mental health care plans for mental health support 

 COATS triage could also make referrals into mental health services in the same way as 
referrals are made into voluntary drug treatment services 

 The COATS central intake and triage team can then book this service or provide resources 
and supports back to Community Corrections Staff to make these appointments in private 
practice  
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Recommendation Four: Reforming the brokerage model of forensic drug treatment and 
replacing it with the creation of Individual Support Packages (ISP’s) attached to forensic 
drug treatment by either the courts or COATS where treatment can be individually tailored 
to the needs of the individual and the community, responding to the new sentencing 
reforms  
 
A review within ACSO of the COATS service between 1998 and 2011 identified that around 53% 
of clients have been re-referred to our agency for treatment by COATS, some over 40 times. 
There is evidence that short term interventions work for lower risk clients, but those with identified 
higher risks need a difference approach to reduce the “revolving door” (Martin, Dorken, Wamboldt, 
& Wootten, 2011). 
 
For example “Billy” is a 21 year old man who was serving a Community Based Order after being 
convicted of robbery and shop theft offences which were committed in the context of alcohol 
misuse.  His legal history consisted of multiple appearances in the Children's Courts for burglary, 
assault, theft and arson offences which were typically not related to substance use and which 
resulted in a period of incarceration at 17 years of age.  His substance use history consisted of 
binge alcohol and regular cannabis use, irregular benzodiazepine misuse from 19 years of age 
and the short term misuse of volatile substances also at 19 years of age.  His history of drug and 
alcohol treatment had consisted of community-based counseling. He confirmed that he was 
diagnosed with ongoing symptoms of both depression and anxiety and was not prescribed any 
medication and his case manager had not linked him into professional mental health support. He 
presented with no history of employment or strong familial or social supports. The associated 
costs incurred by COATS for their extensive assessment process is $300.00.  
 
Billy was referred for an Episode of Counseling, Consultancy and Continuing Care at a Community 
Drug and Alcohol agency. On exit from this treatment the client had attended 4 sessions where he 
was provided „education‟ on the effects of alcohol as opposed to therapeutic behavior change and 
„did not attend‟ an additional 5 appointment sessions. Of significance the further recommendations 
from the treatment agency were that the client would benefit from a referral to a Mental Health 
Service. The expected full payment by the agency for this intervention was $844.29.  Billy has 
subsequently been referred to the COATS program on more than 4 occasions. 
 
This case highlights the limitations of general drug and alcohol support for a high risk forensic 
treatment client. Reforming the system and removing a standard brokerage treatment episode (as 
above) and replacing it with an ISP which would allow the courts recommendations to be 
supported by a package designed to elicit both offending behavior change  and change in 
underpinning drug and alcohol use. From our experience, behavior change for Billy cannot occur 
in 4 sessions of counseling. 
 
An ISP for “Billy” could identify a range of treatment options and supports as part of a 
comprehensive support package to address his offending and drug and alcohol use, and the 
relationship between them. 
 
In summary we recommend 

 Removing the broad brush approach for treatment for all forensic clients instead to focus on 
individual support packages for the most at risk clients 

 Developing a range of ISP packages that can be allocated to clients (possibly as part of 
their order), allowing the COATS clinicians to define treatment and behaviour change to be 
purchased from the most appropriate forensic drug treatment provider 

 Diverting low risk clients into main stream voluntary treatment programs 
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Recommendation  Five: Specialist forensic treatment diversion programs as an alternative 
to prison along with a range of forensic drug treatment types 
 

In a previous ACSO submission on the National Drug Strategy 2010 -2015 in December 2010, we 
commended the Strategies focus on diversion from the criminal justice system. ACSO has been 
responsible for coordinating numerous drug diversion programs over a ten year period including: 
police cautioning, court-based integration programs, rural outreach and Indigenous programs. 
Diversion programs with an underlying harm minimisation framework have been proven to be 
effective and ACSO has received 32,088 referral cases over the ten year history of the programs 
and 56,382 treatment episodes have been brokered for these cases to reduce their substance use 
and criminal activity without becoming absorbed in the forensic system.  
  
ACSO would like to encourage the development of a new set of intensive therapeutic diversion 
program(s) for those with a forensic background and multiple and complex needs. We suggest 
these programs focus on drug treatment, behaviour change (including anger management, 
impulse control, sex offending and criminogenic behaviours), along with the development of 
psycho social skills in a clinical setting. 
 
ACSO‟s experience is that too many clients remain within the criminal justice system as they try to 
navigate the services with lengthy waiting times, lack of experienced and qualified staff, and 
appropriate support services and programs to tackle their complex issues. Once at court, there is 
a great window of opportunity for clients to be motivated to enter into such a diversion program. 
Our experience also finds that using funding to focus on delivering quality services rather than 
servicing a higher quantity of clients has greater outcomes for our clients, especially for serial 
repeat offenders. It referenced in the VAADA report (2010) that the funding models must enable, 
reflect and value the quality of care delivered.  
 
For example, “Max” is a 23 year old man with an ABI, substance abuse issues where his solvent 
use was in excess of that defined as “Chronic” by the „DHS Solvent Use Guidelines‟, is on the 
methadone program and has a long involvement with the criminal justice system. Within only one 
year Max has been convicted of 13 charges mainly comprising of theft, obtaining property by 
deception, and possession and use of heroin. He has been incarcerated several times, been on 
several CBO‟s with strict condition, has been placed on the Court Integrated Services Program 
(CISP), been released on bail numerous times, breached it numerous times, and rarely attends his 
appointments. After one court hearing Max was visibly upset and worried about not getting bail 
and going to Jail again, he advised his worker that he was willing to comply with suggestions and 
answered all questions. He was willing to attend programs required. 
 
With such a window of opportunity, we need to be able to focus on using our funding on specific 
high risk repeat offenders, and providing the services they need rapidly. Max had agreed to 
partake in detox, whilst in detox however, his case manager found that there was a two day gap 
between completing his detox and when he was able to move into his supported accommodation, 
knowing this, Max decided not to stay in detox for the extra two days, nor accept any other safe 
accommodation. Rather he knew he was getting paid that day and decided to go and spend his 
money on drugs and is currently a part of around 55% of prisoners with drug and alcohol related 
issues associated with their offences (Australian Institute of Health and Welfare, 2011).     
 
It can be seen that specialist forensic diversion programs need to be developed. Switzerland, U.S. 
and Sweden are some of the countries that practice involuntary treatment for drug users, and is 
known as „civil commitment‟ (Grichting, Uchtenhaen & Rehm, 2002; Olson, Mylan, Fletcher, 
Nugent, Lynch, & Willenbring, 1997). A majority of substance users react to involuntary treatment 
positively and only few respond negatively perceiving the experience depressing and seeing 
relationships harmed (Olson et al., 1997).There are several studies that found a successful 
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outcome of this type of drug treatment (Olson et al., 1997; “Coerced Treatment”, 2000, May). For 
example, Olson and the colleagues (1997) found that people who involuntary joined the treatment 
had positive outcomes. Miller and Flaherty (cited in “Coerced Treatment”, 2000, May) say there 
are no studies that found that compulsory or coerced drug treatment is ineffective or aversive. 
Vander Merwe and Dawes‟s (2009) study found that diversion programs need to have clearly 
articulated objectives, tailored specific to the offenders needs and address the factors directly 
associated with their offending behaviour, thus reducing recidivism. We therefore suggest an 
intensive 3 month live in program (in supported accommodation style programs) with a stronger 
focus on behaviour change, addressing criminogenic behaviours, and impulse control, followed by 
an intensive outpatient / outreach service providing support for this group to transition back into 
their community with post-linkages into relevant services, whether this be parenting classes, 
housing, employment, continual counselling or outreach support.  
 
We believe a diversion that creates the opportunity for long term sustainable outcomes needs to 
be practical and is the reason why a behaviour change program linked in with the development of 
skills for future employment and post linkages to the community are vital to developing positive 
relationships, esteem, purpose and ability which will assist in reducing the demand, supply and 
harm of alcohol and other drugs  
 
In summary we recommend 

 Creation of new diversion programs as an alternative to prison for recidivists where the 
influencing factor is alcohol or drug use 

 A range of forensic drug treatment types also needs to be considered and developed that 
focus on behaviour change rather than “main stream” drug and alcohol treatment 

 Interventions and treatment needs to have a much stronger focus on behaviour change 

 Creation of group programs and activities similar to drink drive for lower risk offenders 
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