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1. Executive Summary 
 
Infrastructure Victoria’s (IV) Draft 30 Year Infrastructure Strategy (the Strategy) focus on alcohol and 

other drug (AOD) treatment in regional Victoria is to be welcomed as there is a chronic lack of 

capacity to meet demand within the AOD treatment sector, particularly in rural and regional areas. 

Despite the recent uplift in residential rehabilitation capacity, Victoria still maintains the second 

lowest rate of beds per head of population when compared with other states and territories. COVID-

19 has exacerbated this issue, with the physical distancing measures necessitating a reduction 

capacity by approximately 20%. 

The evidence informing Recommendation 92 in the Strategy is sound. However, consideration of 

workforce needs, efficiency and broader demand for non-residential AOD services in regional 

Victoria should also be in focus. This includes opioid replacement therapy, with a number of areas in 

regional Victoria experiencing acute limitations in accessing this lifesaving service.  

The recommendation should also include specificity regarding an uplift in residential withdrawal 

services.  

IV should engage with AOD agencies as well as service users and their families in the nominated 

regions to finesse this recommendation and ensure that there is adequate capacity across all 

treatment types. 
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1.1. Recommendations 

 
1. To accommodate costs and the model of care, new residential rehabilitation services 

should not have less than 30 beds.  

 

2. Leverage existing practice wisdom from current residential rehabilitation providers in the 

design of new facilities and involve local AOD agencies and allied sectors in ascertaining 

local need. 

 

3. An industry plan must be developed to ensure that there is an adequately skilled 

workforce available to cater for future sector growth, including the development of new 

residential facilities. 

 

4. The Draft Strategy should reflect on equity of access across all AOD treatment service 

types, including opioid replacement therapy. Furthermore, additional residential 

withdrawal capacity should be developed to accommodate demand for existing and new 

residential rehabilitation facilities.  

 

5. An uplift in AOD treatment capacity and support for people presenting with AOD related 

issues including dependency to emergency departments should be progressed throughout 

the state. 

 

6. Current data systems are inadequate to provide an assurance of sector outcomes and 

provide limited value to policy development. Capturing outcome data must be prioritised 

to assist in identifying future social infrastructure needs across Victoria. 
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2. Introduction  
 
We commend Infrastructure Victoria (IV) on recognising the need for additional alcohol and other 

drug (AOD) residential rehabilitation capacity throughout regional Victoria. The focus on social 

equity expands the definition of infrastructure into more practical and pragmatic realms, providing 

voice to marginalised cohorts.  

The Victorian Alcohol and Drug Association’s (VAADA) submission will highlight the need for a 

sophisticated response to AOD dependency in Victoria. We will focus on regional communities in 

alignment with recommendation 92 but reflect on the community for all aspects of AOD treatment 

as well as harm reduction.  

The Victorian AOD treatment system supports over 30,000 people per year with another 15,000 

Victorians engaging opioid replacement therapy (ORT)1. There are a range of treatment types with 

only a small portion of the people engaging in residential services.  

Further, there are at least 200,000 Australians who are in need of treatment yet not engaging the 

system2. We hold significant concerns regarding the impact of COVID-19 on this unknown cohort 

which, reflecting on various crisis and disasters, are more likely to engage in a higher frequency of 

risky AOD use. It is probable that some of these people will encounter challenges due to 

unsupported AOD dependency, creating greater demand for emergency services together with 

significant ramifications with regard to unemployment, family breakdown and law and order issues.   

Infrastructure Victoria, in seeking to address social equity, has the opportunity to ensure that every 

Victorian in need of AOD treatment can access a suitable service in a timely manner. VAADA’s 

submission is premised on the need equity in access to AOD treatment services and will detail a 

number of related considerations below. 

 

2.1. About VAADA 
 
The Victorian Alcohol and Drug Association (VAADA) is the peak body for alcohol and other drug 
(AOD) services in Victoria. We provide advocacy, leadership, information and representation on AOD 
issues both within and beyond the AOD sector.  
 
As a state-wide peak organisation, VAADA has a broad constituency. Our membership and 
stakeholders include ‘drug specific’ organisations, consumer advocacy organisations, hospitals, 
community health centres, primary health organisations, disability services, religious services, 
general youth services, local government and others, as well as interested individuals.  
 

                                                           
1 AIHW 2020. Alcohol and other drug treatment services in Australia 2018–19.  
https://www.aihw.gov.au/getmedia/44dcd395-2eb4-472c-af6e-57580c7993c4/aihw-hse-
243.pdf.aspx?inline=true; AIHW 2020. National Opioid Pharmacotherapy Statistics Annual Data collection 2019 
https://www.aihw.gov.au/reports/alcohol-other-drug-treatment-services/national-opioid-pharmacotherapy-
statistics-2019/data 
2 Ritter et al 2014. New Horizons: The review of alcohol and other drug treatment services in Australia. NDARC. 
https://ndarc.med.unsw.edu.au/resource/new-horizons-review-alcohol-and-other-drug-treatment-services-
australia 

https://www.aihw.gov.au/getmedia/44dcd395-2eb4-472c-af6e-57580c7993c4/aihw-hse-243.pdf.aspx?inline=true
https://www.aihw.gov.au/getmedia/44dcd395-2eb4-472c-af6e-57580c7993c4/aihw-hse-243.pdf.aspx?inline=true
https://www.aihw.gov.au/reports/alcohol-other-drug-treatment-services/national-opioid-pharmacotherapy-statistics-2019/data
https://www.aihw.gov.au/reports/alcohol-other-drug-treatment-services/national-opioid-pharmacotherapy-statistics-2019/data
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VAADA’s Board is elected from the membership and comprises a range of expertise in the provision 
and management of AOD services and related services.  
 
As a peak organisation, VAADA’s purpose is to ensure that the issues for both people experiencing 

the harms associated with AOD use, and the organisations that support them, are well represented 

in policy, program development, and public discussion. 

 

3. The AOD treatment system 
 

The Victorian AOD treatment sector provides a number of treatment types to over 30,000 people 

per annum. These treatment types consist of residential and non residential services providing for a 

range of cohorts including voluntary clients, forensic clients (who have been directed by the justice 

system to attend treatment), youth and Aboriginal clients. The sector also supports approximately 

15,000 Victorians who are experiencing opioid dependence issues through opioid replacement 

therapy (ORT).  

The AOD sector workforce consists of approximately 1,800 people, including clinicians, managers, 

peer workers and administrative staff. There are concerns within the sector regarding recruitment 

and retention with these concerns exacerbated in rural and regional Victoria.  

As noted in the Strategy, despite the welcome uplift, Victoria maintains the second lowest number 

of residential beds per capita across the nation. Due to the scarcity of beds, we have heard of cases 

where people travelled interstate to access residential rehabilitation or engaged an unregulated for 

profit services. 

 

3.1. Residential rehabilitation & withdrawal – a matter of scale 
 

Recommendation 92 provides specificity in the number of beds for each of the selected regions 

based a on a measure of one bed per 10,000 head of population, which we proposed as an adequate 

state-wide ratio. The issue with applying this ratio to regions with smaller populations is a matter of 

scale and the feasibility of a smaller facility being able to maintain a suitable model of care.  

Through discussions with members, VAADA understands that the ideal minimum number of beds for 

a standard residential rehabilitation facility is 30. This figure aligns with basic economies of scale, 

within the current funding structure for residential rehabilitation. Due to the cost of a course of 

treatment for residential rehabilitation, there is a significant risk with smaller facilities in running a 

substantial loss. Additionally, the model of care applied in residential rehabilitation is communal in 

nature and therefore requires a number of participants to achieve an optimal treatment outcome.  

To address these concerns, consideration could be given to create an AOD or broader health hub, 

where staff capacity could be leveraged in other related roles. Co-locating residential rehabilitation 

with residential withdrawal should be actively considered in progressing this recommendation.  

Recommendation 1: To accommodate costs and the model of care, new residential rehabilitation 

services should not have less than 30 beds.  
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3.2. Capturing & responding to local issues 
 

VAADA is always cautious in making specific AOD related recommendations regarding a region 

without speaking to local agencies and consumer groups. There is often specific demographic 

nuance within the regions which needs to be unpacked to determine service needs and capacity.  

Local AOD agencies and their partners, including other not for profit community organisations and 

government bodies maintain an in-depth knowledge regarding the local needs and have often 

developed a sophisticated sense of what is needed to address these needs. To that end, engaging 

with these organisations, interrogating the data and more broadly consulting with the community is 

vital in determining need. Existing residential rehabilitation providers should be consulted on the 

design, workforce and model of care for new facilities. 

Engaging the community can also assist in debunking inaccurate myths relating to AOD treatment 

facilities, such as residential rehabilitation, and seek to minimise the application of adverse 

stereotypes and stigma within the community. Stigma remains a debilitating barrier to help seeking 

behaviour, impairing communication within families regarding AOD use and dependence, as well as 

accessing professional support. Providing the local community with accurate information regarding 

AOD facilities including residential rehabilitation should be encouraged. The experience of other 

facilities should be promoted, where they have been viewed as a mainstay within the local 

community with the benefits of generating local business and expanding the local economy with 

AOD clinicians and their families also living and contributing locally.  

Recommendation 2: Leverage existing practice wisdom from current residential rehabilitation 

providers in the design of new facilities and involve local AOD agencies and allied sectors in 

ascertaining local need. 

 

3.3. Sector growth must be linked with an industry plan 
 

The success of sector uplifts is integrally linked with ensuring that there is not a shortage of ‘skilled 

practitioners’ available to join the workforce. This is currently an issue in the AOD sector, particularly 

in rural and regional areas. 

AOD agencies have consistently highlighted the challenges in recruiting staff. Multiple surveys 

administered to the sector form VAADA over the past decade, coupled with rolling discussions with 

sector leaders, reveal workforce recruitment and retention to be an enduring challenge to the 

sector. Agencies report having to frequently re-advertise jobs and often when recruitment is 

successful, a program of unfunded training is necessary to upskill the worker. In many cases, after 

receiving training and building an experience base, workers are often tempted to seek employment 

in higher remunerated sectors. This greatly limits the development of a highly skilled workforce. 

These issues are more acute in rural and regional areas, with the additional burden of moving to and 

establishing the family in a new region.  

With the AOD sector significantly underfunded and overburdened, additional funding and capacity 

across the sector is always welcome. Similarly, uplifts to mental health and other related sectors is 
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also welcomed. However, bursts of sporadic growth within various sectors creates changes in the 

workforce composition and can gut certain regions of a viable workforce.  

Infrastructure Victoria should impress upon government to undertake a comprehensive planning 

process where forward planning is conducted to identify future sector uplifts. Accompanying this 

endeavour is the need to progress a workforce audit to ascertain the skills and capabilities of the 

current workforce, subsequent gaps and future needs. 

From this, Government should develop an Industry Plan from the community services sector. This 

document would highlight vital deficits in workforce, gaps in service delivery and illustrate the 

necessary training and skills required to ensure that each sector has a ready and capable workforce. 

This would include the AOD workforce needs to cater for future sector infrastructure growth amid 

growing demand. 

This plan is vital in ensuring that social and health infrastructure is strategically progressed in a 

manner which ensures equity in service access supported by a capable workforce. 

Recommendation 3: An industry plan must be developed to ensure that there is an adequately 

skilled workforce available to cater for future sector growth, including the development of new 

residential facilities. 

 

3.4. All AOD treatment services should be in scope 
 

Equity in access to AOD treatment services is a priority. Currently, the availability of service types, 

and the capacity of those services varies significantly from area to area. As the Strategy identifies in 

Recommendation 92, there are a number of regional areas of Victoria which are bereft of residential 

rehabilitation capacity. A greater in depth analysis of the AOD treatment system will also uncover a 

range of other inequities, across both the residential, non-residential, harm reduction and 

pharmacotherapy spaces. Of special note is the importance of ensuring that withdrawal/detox 

facilities are available in some regions with no or little capacity, better linked with residential 

rehabilitation services and the provision of requisite community treatment support is available to 

maximise the outcomes afforded by these interventions. 

While the government progressed the welcome uplift of residential rehabilitation services, especially 

in the regions, there should have been a commensurate uplift in residential withdrawal capacity. As 

noted earlier residential withdrawal is often a precursor to residential rehabilitation and within the 

current service configuration, there is a risk of bottlenecks forming due to mismatched capacity. 

Currently in some cases there is not a seamless transition between residential withdrawal and 

residential rehabilitation. Agencies have reported a gap of up to eight weeks creating a high risk for 

service users who may have diminished tolerance potentially relapsing, at great risk to themselves 

and needlessly risking their recovery.  

A number of regional areas also have a scarcity of general practitioners prescribing for opioid 

replacement therapy. The result of this limitation is that people either travel lengthy distances to 

obtain a prescription or opt not to engage, continuing to experience unsupported opioid 

dependency. Some regions have not had a general practitioner prescribing for over a decade. 
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Recently, following extensive consultation with the sector, we have found varying wait times for 

counselling services, ranging from a matter of days to over eight weeks. Metropolitan regions tend 

to have higher wait times for this service type.  Greater analysis of the drivers of demand and 

available capacity should be undertaken to ensure a level of consistency across wait times.  

Services which identify under a practice of harm reduction3 such as medically supervised injecting 

rooms and needle and syringe programs (NSP) and peer work are not equitably dispersed 

throughout the state. While it is understandable that the former is demand driven, there are varying 

models which could be applied to reduce harm in populations who inject drugs in areas with lower 

levels of demand. Separately, NSP demand is only measured through those opting to access these 

services so rural and regional areas may appear to have less demand due to the tyranny of distance, 

small town visibility associated with stigma and scarcity of services. Equity in access for NSP varies 

between Melbourne and regional Victoria, with the latter experiencing far less access. Consideration 

of models which favour anonymity such as delivery could be considered. 

Recommendation 4: The Draft Strategy should reflect on equity of access across all AOD treatment 

service types, including opioid replacement therapy. Furthermore, additional residential 

withdrawal capacity should be developed to accommodate demand for existing and new 

residential rehabilitation facilities.  

 

3.5. The need for innovation with emergency medicine 
 

Emergency Department (ED) engagement for people who use drugs is three times greater than the 

general community4. More broadly, in 2019, alcohol contributed to 13% and methamphetamine 

2.8% of all ED engagements in Australia5. AOD use, including dependency is related to repeat 

attendances and mounting preventable harms.  

The current practice in most EDs is to address the presenting issue prior to discharging the 

individual. There is little capacity to undertake any endeavour to address the underlying contributing 

issues. This practice is inefficient and presents a lost opportunity to support people at significant risk 

who may otherwise not have strong links into support networks. 

The Victorian Government has funded the development MH-AOD hubs in six major hospital 

departments to provide short stay support for people with the goal of reducing the frequency of 

repeat attendances. While this is to be encouraged, there is a need for expansion throughout the 

state. Greater work linking AOD related admissions to support services including AOD treatment and 

harm reduction as well as targeting rural and regional areas should be a priority.  

Recommendation 5: An uplift in AOD treatment capacity and support for people presenting with 

AOD related issues including dependency to emergency departments should be progressed 

throughout the state. 

                                                           
3 Harm reduction underpins policies, programs and practices that reduce the harm associated with drugs. It is premised on 
the notion that some people will always use drugs irrespective of the demand and supply reduction measures in place.  
4 Nambiar D 2018. Are People Who Inject Drugs Frequent Users of Emergency Department Services? 
A Cohort Study. Substance Use and Misuse. 53:3. PP. 457-465 
5 ACEM 2019. Alcohol and methamphetamine harm in Emergency Departments. Findings from the 2019 
Snapshot Survey.  
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3.6. Paucity of AOD data 
 

There are limitations in data related to AOD. This was evident during COVID-19, where the ability to 

‘count’ COVID-19 related AOD related harms was limited to anecdote and various surveys. Within 

the AOD space, most data sources involve counting various forms of harm well after they have 

occurred.  

There is no comprehensive data on treatment pathways and service user outcomes. Agency data has 

been limited through the ineffective implementation, oversight and planning of the Victorian Alcohol 

and Drug Collection (VADC) which sets the expectations on what agencies should report on. Despite 

being operational for several years, agencies report significant challenges including unfunded 

expense in adhering to the VADC expectations. As it stands, agencies are not supported to accurately 

capture outcomes or track client progress into recovery. 

Another example of a data failure is Victoria’s real time prescription monitoring system, Safescript. 

While this system has been focussed on raising a red flag to alert medical and pharmaceutical 

practitioners in the management of clients, it has a number of inherent shortfalls. This system, which 

provides real time alerts in cases where patients have met a specified quota of prescriptions for in 

scope prescription medication, provides no indication of the patient pathway for the thousands of 

Victorians who are identified by the system. To date, we have no assurance on what supporting 

activities, referrals or otherwise occur in cases where a patient has been identified by this system. 

Given that pharmaceuticals contribute to just under 80% of all fatal overdoses (405 fatal overdoses 

in Victoria during 20196) this significant oversight is an example of a lost opportunity to save lives. 

The collection of outcome data for Safescript would enable informed decision making and make a 

marked difference in reducing pharmaceutical related harms occurring in Victoria.  

Recommendation 6: Current data systems are inadequate to provide an assurance of sector 

outcomes and provide limited value to policy development. Capturing outcome data must be 

prioritised to assist in identifying future social infrastructure needs across Victoria. 

 

4. Conclusion 
 

VAADA supports recommendation 92 and commends Infrastructure Victoria for prioritising activity 

related to progressing equity in access to AOD treatment. People living in rural and regional Victoria 

have always had less access to AOD related supports which have been coupled with challenges 

including the tyranny of distance, the lack of anonymity, stigma and less capacity across primary 

health.  

Our submission highlights not only the issues facing rural and regional Victoria regarding residential 

services, their integral relationship with withdrawal facilities, but also highlights a range of other 

related limitations within the AOD sector which create an imbalance in equity across the state. There 

a gaps in the capacity of certain service types across the regions, which mean that the availability of 

certain treatment types is governed by postcode. 

                                                           
6 Coroners Prevention Unit. 2019. Overdose deaths, Victoria 2010-2019. Coroners Court of Victoria.  
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The submission also illustrates the deficits in workforce capacity, and how uplifts must be 

accompanied by long term workforce planning to accommodate new capacity. This is particularly 

salient in rural and regional Victoria, where workforce recruitment and retention are significant and 

entrenched challenges.  

The Strategy provides an ideal opportunity to ensure that all Victorians get the help they need for 

themselves and their families when facing AOD issues.  
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