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ABBREVIATIONS & KEY TERMS 

ADIS Alcohol Drug Information Service, refers to the data set reported to DoH 

Community Collectively refers to the RSS residents currently engaged with the 
service. 

DoH The Commonwealth Department of Health formally known as Department 
of Health and Ageing (DoHA). 

Emerging Adults Adults aged 18 to 25 years 

EOC Episode Of Care is a completed course of treatment which achieves 
significant treatment goals 

FDH Family Drug Help, a service of SHARC for family members impacted by 
their relative’s substance use 

Mutual aid The process of giving and receiving non-clinical, non-professional help 
from peers 

Mutual aid groups  Self-organising groups that provide mutual aid to their members to 
address a shared a health or social issue, also known as self-help groups 

NA Narcotics Anonymous, a 12-step mutual aid group for people wanting to 
stop using drugs and alcohol 

NIDS National Illicit Drug Strategy Diversion, a federally funded initiative 
through which DoH funds RSS 

Participants  Those residents who consented to participating in the RSS evaluation 

Peers People who share a similar lived experience.  

Peer-led Describes programs designed, managed and led by peers of the clients 
of a programs 

Problematic use Any substance use that causes problems for the individual and/or others 

Resident Refers to the clients of RSS. The term ‘client’ is avoided at SHARC. They 
are also informally referred to as ‘Ressies’ or ‘Sharcies’ 

RSS Recovery Support Service 

Self-help Synonymous with mutual-aid 

SHARC Self Help Addiction Resource Centre 

Young people Refers to the age range of the residents of RSS, namely 16 to 25 years.  
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EXECUTIVE SUMMARY  

Self Help Addiction Resource Centre (SHARC) and Recovery Support 

Service (RSS) 

SHARC is a community based, not-for-profit organization in Victoria that provides peer-led, 

mutual-aid focussed programs for individuals and families recovering from severe substance 

related issues. 

Recovery Support Service (RSS) is SHARC’s peer-led, abstinence-based, recovery-orientated 

supported accommodation and day program for young people (aged 16 – 25) with severe 

addiction related problems. The overall goal of RSS is to help young people stabilise and initiate 

long term recovery. This is achieved by providing secure, drug-free accommodation and a day 

program of meaningful activities with an emphasis on life skills, personal development and 

fostering enduring, healthy, peer-based social networks. 

The Evaluation 

SHARC engaged Turning Point to conduct an evaluation of its Recovery Support Service (RSS) 

from September 2012 to January 2015. The evaluation was funded by the federal Non-

Government Organisation Treatment Grants Program (NGO-TGP) as part of SHARC’s service 

development work. 

The aim of the evaluation was to evaluate whether RSS was delivered as described, to 

determine how well the program matches best practice and to assess outcomes for the RSS 

residents. It did this through an examination of literature to identity best practice for similar 

programs and assessed to what extent RSS program activities represent best practice; an 

assessment of fidelity of practice by comparing program goals with actual delivery; and the 

impact of the program through participant experience of the program and indicative outcomes. 

A mixed-methods evaluation design was employed in order to meet evaluation aims. This 

included:  
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 A review of key program documents and the academic literature was undertaken to 

examine implementation and delivery of RSS and its alignment with best practice. 

 Analysis of ADIS data, pre-post structured interviews, and qualitative interviews were 

undertaken to explore resident outcomes and experiences of RSS.  

 Qualitative interviews and a focus group with staff to understand staff perceptions and 

experiences of the RSS program. 

Key Messages from the Literature 

 Problematic substance use in young people often overlays other complex issues.  

 A holistic approached to recovery beyond addressing substance use is required.  

 Models developed for mature adults do not match the distinctive needs of young 

people. 

 The model of ‘emerging adulthood’ may prove valuable in developing and assessing 

treatment for young people. 

 Aftercare programs have been shown to help people consolidate in-patient treatment 

gains  

 Healthy social networks improve health outcomes whereas deviant or antisocial social 

networks can undermine outcomes. 

 The recovery model can be seen as a social therapy of helping people disengage from 

unhealthy social networks that promote addiction to those promoting recovery. 

 The most accessible social networks that promote recovery are mutual aid group of 

peers such as Narcotics Anonymous. 

 Engagement with such networks can be promoted and improves a wide range of 

outcomes. 

 Twelve-step mutual aid groups can be helpful in facilitating sustained recovery. 

 As discussed above the background culture of RSS is the 12-step model of recovery, 

especially that of Narcotics Anonymous (NA).  

Findings 

The RSS program successfully achieves each of its specific program objectives: 
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1. Deliver a residential recovery program that facilitates the achievement of positive 

change in key life areas by: 

a. Providing a daily structured education and activity program to promote the 

personal and social growth of residents 

b. Providing family support services (via FDH) that facilitate the healing of family 

relationships and better connect family members to the recovery process 

c. Giving opportunities for graduate residents to participate in program activities 

as a relapse prevention strategy and support to maintain strong recovery 

linkages 

Our evaluation underscores the importance of the day program as a means of 

promoting the personal and social growth of residents. RSS’s five-day a week day 

program is particularly unique in the world of Alcohol and Other Drug (AOD) supported 

accommodation and contributes to the cultivation of a sense of community and social 

connection amongst residents, who may be living in different locations. The 

development of an active alumni group, who are actively engaged in the program, 

provides current residents with additional support and inspiration. The fact that current 

residents reported maintaining connection with graduate residents outside of day 

program is testament to the depth of social connections that are forged in RSS. A 

companion report highlights the important work that FDH does in improving family 

relationships.      

2. Adopt an integrated approach to service delivery  

Resident and clinician experiences of the program indicate that RSS provides a holistic 

and integrated approach to care that focuses not only on maintaining abstinence but 

also on broader health, wellbeing and broader life goals that residents have. The 

existence of working relationships with a number of agencies and organisations 

supports the ability of RSS to deliver integrated care. 

3. Manage services within a Quality Improvement Framework  

One of the key findings to come from the evaluation is RSS’s commitment to continuous 

quality improvement and a quality improvement framework. Recent and ongoing 

reviews of processes such as how clients enter and exit RSS indicate a strong 

commitment to quality improvement, which is proactive and timely. Moreover, quality 
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improvement initiatives at RSS have involved consumers and have been informed by 

their input.   

4. Reduce use and harm  

As is indicated in ADIS and outcome data presented, RSS participants report a number 

of positive outcomes in relation to reduced use and harm. Many learnt relapse 

prevention strategies and reported successfully maintaining abstinence from their 

primary drug of concern, which is also borne out in the qualitative data. 

5. Improve health, well-being and connectedness  

One of the great strengths of the RSS program is in the gains participants report in a 

range of health, well-being and connectedness domains. The quantitative data shows 

that participants particularly report improvements in their quality of life, physical and 

psychological health, social relationships, the environment in which they live, 

social/communication skills, reduced offending, and increased self-efficacy and in the 

resolution of presenting crisis situations. The qualitative data also reinforces this but 

highlights an array of other positive impacts including the cultivation of supportive 

social networks and engagement in meaningful activity (employment, education, 

volunteering etc.), which have been considered integral for the maintenance of progress 

made while in RSS in the longer term.  

Next steps 

Challenges  

One of the major challenges that RSS faces relates to the insecure funding environment. With 

the reform of the youth AOD sector in Victoria not yet underway, services are uncertain about 

what the youth AOD service delivery landscape may look like. Given that the reform of the adult 

AOD treatment system in Victoria involved standardisation of service delivery types and a 

catchment-based system, the degree to which unique services like RSS will be accommodated in 

such systems is unclear. This makes it difficult to plan for the future and build on the successes 

that RSS has achieved to date, although staff are trying their best. 

The other important challenge for RSS is to communicate the achievements and evidence of 

effectiveness documented here. Without elaborate systems of data collection, evaluation and 

management this can be a difficult task. The small cohort that move through the program and 
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the lack of broader norms to make sense of quantitative data present limitations for evaluation 

design. However, we have demonstrated that appropriate, rich and insightful data can be 

gathered using existing quantitative data (e.g. ADIS) and qualitative methods. The triangulation 

of quantitative and qualitative data from both client and staff perspectives provides robust 

findings, which can be communicated more widely. The development of a simple yet robust 

ongoing evaluation framework would be helpful in this respect.   

Opportunities 

Given its uniqueness as a service delivery provider, RSS is well positioned to contribute to the 

evidence base in relation to interventions for young people’s recovery. Very few services exist 

for young people’s recovery and fewer still are adequately researched and disseminated. RSS 

could play a role in building this evidence base and building on its expertise as a recovery service 

for young people.  

Given that recovery has become more prominent in the reformed adult AOD treatment system, 

there may be growing demand for service delivery models that have a recovery focus. Another 

option for consideration would be to establish an adult equivalent program using the insights 

from the evaluation of RSS.         
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1. INTRODUCTION 

This report documents the evaluation of Recovery Support Service (RSS) at Self Help Addiction 

Resource Centre (SHARC) conducted by Turning Point from September 2012 to December 2014. 

This evaluation was funded by the federal Non-Government Organisation Treatment Grants 

Program (NGO-TGP) as part of SHARC’s service development work. This evaluation forms part of 

SHARC’s long term program of research and evaluation with external parties.    

This report describes the background and context of RSS including an overview of the RSS 

philosophy, and the aims, design and methods of the evaluation; identifies key messages from 

the literature; provides a description and analysis of the program based on evaluation activities; 

and presents and discusses key findings. 

This evaluation was conducted during a challenging time for SHARC. The CEO, in an initial 

interview, described how the RSS programs were in a state of flux with new management and 

program changes. This was occurring in an unusually unstable environment of funding 

uncertainty at both state and commonwealth level.  

We hope the information provided by this evaluation will help SHARC demonstrate the benefits 

of the RSS program and identify opportunities for improvement. 

Self Help Addiction Resource Centre (SHARC) 

SHARC is a Victorian community based, not-for-profit organization established to promote and 

provide peer-led, mutual-aid approaches to recovery from severe substance related issues for 

individuals and families.  

SHARC provides a range of services including Family Drug Help (FDH); Recovery Support Service 

(RSS) a therapeutic day program for young people aged between 16-25 years experiencing 

problems relating to their use of AOD; and the Association of Participating Service Users (APSU), 

a Victorian consumer representative body for AOD service users. 

SHARC’s Vision, Mission and Values statement provides an overview of the ethos of SHARC and 

its programs.  
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Vision 

“We envision a world where all people affected by the impact of addiction 

can proudly and openly seek help, help each other and demonstrate the 

living proof that recovery is possible.” 

Mission 

“To provide opportunities for individuals, families and communities affected 

by addiction and related problems to recover and achieve meaningful, 

satisfying and contributing lives.” 

Values 

 PEOPLE: People who ask for help have our respect and admiration. 

 INSIGHT: We believe that people are the experts in their own life. 

 SELF HELP: We believe in Self Help as mutual healing, passing on the knowledge and 

skills acquired as we give and receive help. 

 LEADERSHIP: We believe in Leadership that is born from direct experience and has the 

spirit to inspire and advance the wellbeing of all. 

 COMMUNITY: We believe in Community that includes all members as equal and 

necessary participants. 

 ADVOCACY: We believe in Advocacy as a means offered to people to take an essential 

and active role in a democratic community.  

 

Recovery Support Service (RSS)  

The RSS program is funded by the Commonwealth  Department of Health (DoH) through the 

Non-Government Organisation Treatment Grants Program (NGO-TGP). It has been described by 

SHARC as:  

...a comprehensive treatment program for young people (aged 16 – 25), 

with severe addiction related problems, based upon peer based therapeutic 

interventions.   

Residents are accommodated in supported community housing, and attend 

the centralised service daily to pursue personalised care co-ordination plans. 
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Residents are linked with community services and programs.  A structured 

education and activity program provides residents access to information, 

skills and experiences to support recovery and community reintegration.  

The healing of family relationships is facilitated through access to specialist 

family services, provided by Family Drug Help and appropriate referrals, 

families are included where appropriate in the care and support process.  

The overall goal of RSS is to help young people who develop problems with their substance use 

to stabilise and initiate long term recovery.  

This is achieved by providing safe, secure accommodation, supplied by Hanover Welfare 

Services and financed through their Centrelink payments. Currently there are five houses 

located in relative proximity to SHARC. 

Residents attend day program of meaningful activities with a strong emphasis on life skills, 

personal development and the fostering of enduring, healthy peer-based social networks 

predominantly by facilitating involvement with mutual-aid groups such as Narcotics 

Anonymous. 

Model and Philosophy 

Peer-based professionalism 

RSS is delivered by health professionals and community development workers with a personal 

or family experience of recovery from the impact of substance misuse. This approach 

categorises RSS as a peer-based recovery support service ( White, 2009, p36). Advocates of the 

peer-based model claim that encouraging staff to explicitly use and share their own lived 

experience as peers helps people seeking treatment feel more accepted and engaged than may 

be the case with more clinical professionalised services (White, 2009). 

While there is no universally accepted definition of peer support, Mead, Hilton & Curtis (2001) 

offer the following description which is endorsed by SHARC: 

 
"Peer support is a system of giving and receiving help founded on key 

principles of respect, shared responsibility, and mutual agreement of what is 

helpful. Peer support is not based on psychiatric models and diagnostic 
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criteria. It is about understanding another’s situation empathically through 

the shared experience of emotional and psychological pain. When people 

find affiliation with others they feel are 'like' them, they feel a connection. 

This connection, or affiliation, is a deep, holistic understanding based on 

mutual experience where people are able to 'be' with each other without 

the constraints of traditional (expert/patient) relationships."  

 
It should be noted that all RSS staff are trained health professionals and community 

development workers and SHARC does not believe lived experience can take the place of formal 

training and qualifications. 

Recovery orientation 

The underpinning concept of all SHARC’s programs including RSS is a recovery model, closely 

related to the peer-based model, which emphasises the wholeness, wellness and connectedness 

of the individual within their community (White, 2004). 

The recovery model contrasts itself with a clinical intervention model, which is seen as focusing 

on individualised diagnosis and treatment aimed at symptom stabilisation and management 

with little genuine attention paid to social context and relationships (White, 2004). 

RSS staff members are explicitly required to model recovery from addiction in their employed 

role. An implicit component of the RSS program is its orientation to the 12-step model of 

recovery, especially that of Narcotics Anonymous (NA). SHARC and RSS were founded by 12-step 

members and many, but not all, RSS staff are in recovery and active members of a 12-step 

fellowship.  

Attendance and involvement with 12-step programs is not mandatory for residents, and 

residents who prefer other recovery programs or recovery oriented activities can be negotiated 

with RSS staff to engage these activities as an alternative. Residents attend four 12-step 

meetings a week with their peers and they hold an in-house NA meeting at SHARC’s premises 

once a week without staff attendance. Residents are encouraged to continue participating in 12-

step fellowships after their time at RSS as part of their long-term recovery.  
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Residents participate in weekly recovery education workshops as part of their day program. 

These sessions are facilitated by support workers and explore the 12-step model and its 

concepts and help participants engage in the fellowships. These workshops are informally based 

on a modality known as Twelve-Step Facilitation (NIDA, 2000).  

Evidence Informed vs Evidence Based 

NGO-TPG funded programs are required to “be informed by evidence and good practice” as 

opposed to being “evidence based”. Evidence based practice refers to practice confirmed by 

scientific evidence such as clinical trials. Evidence-informed practice (EIP) allows room for 

clinical experience and judgements of practitioners in interaction and dialogue with each other 

and their clients, (Nevo & Slonim-Nevo, 2011). Under the EIP model, practitioners are required 

to be knowledgeable of a wide range of sources such as empirical studies, case studies and 

clinical insights and use these creatively in their practice. 

Peer-based recovery services have traditionally been developed based on personal experience 

of addiction and recovery. In the context of recovery-oriented peer-based services it is 

important to understand value placed on these different sources of evidence which includes 

addiction professionals’ lived experiences of addiction and recovery (Novotná et al, 2012).  

William White (2009) conducted an extensive review of the evidence for peer-based recovery 

support services and analysed their contrasting and complimentary relationship to professional 

services. 

Recovery Support Services Program Objectives  

All NGO-TGP funded programs must demonstrate that they:  

 Reduce and treat illicit drug use 

 Be informed by evidence and good practice 

 Improve mental health, physical health and social functioning 

For RSS, these requirements were negotiated as five specific program objectives:  

 Deliver a residential recovery program that facilitates the achievement of positive 

change in key life areas by: 
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o Providing a daily structured education and activity program to promote the 

personal and social growth of residents 

o Provide family support services (via FDH) that facilitate the healing of family 

relationships and better connect family members to the recovery process 

o Give opportunities for graduate residents to participate in program activities as 

relapse prevention strategy and support to maintain strong recovery linkages 

 Adopt an integrated approach to service delivery  

 Manage services within a Quality Improvement Framework  

 Reduce use and harm  

 Improve health, well-being and connectedness  
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2. EVALUATION DESIGN 

This chapter outlines the evaluation methodology and design and a description of the data sets 

used in the evaluation. 

Methodology   

Pragmatism is a worldview that is associated with mixed methods research and health service 

evaluation and places primary importance on the problem at hand and using “what works” 

rather than on rigid allegiance to methodology or discipline, (Creswell & Plano Clarke, 2008). 

Following this pragmatic approach, we chose a framework called Utilisation-Focused Evaluation 

that follows a stepped participatory process with the stakeholders to ensure the evaluation was 

a useful and valid exercise (Patton, 2008). This required initial consultation with program 

management and staff prior to finalisation and ethical review of the study design, as well as 

throughout the project.  

The programs are well established, thus an outcomes evaluation was the primary focus. 

However due to the changing political environment and the participatory nature of the 

evaluation, a process evaluation was also appropriate focusing on active engagement and 

participation with staff and management aimed at recommendations for program 

improvement, sustainability and ongoing program evaluation.  

Aim and scope 

The aim was to evaluate whether RSS was delivered as described; to determine how well the 

program matches best practice; and to assess the outcomes for the RSS residents. 

 An Advisory Committee met every six months to advise on design, monitor progress and 

provide feedback. This committee comprised the evaluation team, the CEO of SHARC, the 

Managers and Team Leaders of RSS and FDH and the CEO of an external community based 

service.  

Design  

The evaluation comprised:  

1. A desktop review of key documentation asked “What is RSS supposed to deliver?”  
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2. A literature review of the evidence base for similar programs asked “What is best 

practice for this kind of program?” 

3. A program review asked “Does RSS deliver what is it supposed to and does this 

represent best practice?”  

The program review was conducted by observing and interviewing staff and assessing clinical 

materials and documents to evaluate: 

 fidelity of practice by comparing program goals with actual delivery; and,  

 whether these activities represent best practice, as much as could be determined within 

the resource limitations of the study. 

Overall, the RSS program was evaluated in terms of how well the residents report that it helped 

them initiate and maintain their recovery.  The organisation and administrative structures 

examined include the process and procedures relating to screening, outreach, assessment, 

intake, program delivery, termination, referral follow-up and continuing care. 

The following data was collected and analysed: 

 Documentation, including: 

o NGO-TPG project plans  

o Policy and Procedures 

o Program materials  

o House Guidelines 

o Marketing material e.g. pamphlets and website 

 Secondary data, including participant ADIS data for RSS over the period 2012-14 

 Pre-post structured interview with residents to examine changes in outcome indicators 

(N=21)  

 Observations and informal discussions with residents, including: 

o Each component of weekly schedule 

o Observation of House meetings 

 Formal consultation, including: 

o Interviews with RSS staff (including manager and CEO; N=2) 

o A focus group with RSS staff (N=3) 
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o Interviews with residents to capture experience and impact of program more 

broadly (N=7) 

Recruitment  

Convenience sampling techniques were employed to recruit staff and current program 

participants for interviews.   

Staff interviews 

The two interviews with SHARC staff were conducted on site, and involved a semi-structured 

interview focusing on program structure, changes and effectiveness. 

Staff focus group 

The focus group with three staff involved in the RSS program was completed on-site at SHARC.  

All staff working on the RSS program voluntarily and enthusiastically participated in the focus 

group. 

Program participant interviews  

Structured interviews were undertaken with a baseline sample of 21 residents when they 

entered the program, and were repeated approximately six months later to ascertain the 

impacts of the program beyond those captured in ADIS. Residents recruited were engaged in 

the program from July to Dec 2013, at least two weeks into the program. Candidates were aged 

between the ages of 18 to 25 years old, assessed by the RSS Manager as being in sufficiently 

good health and who were able to read and understand the Participant Information and 

Consent form and provide written consent. In addition Social Identity Mapping data was 

captured as part of the piloting of a new method in a larger study.  The results of this pilot are 

outside the scope of this evaluation and will be reported separately. 

In addition, seven qualitative interviews were completed with program participants.  

Recruitment occurred on site on two occasions, with all participants advised of the program by 

the RSS Manager, and then approached by the researcher.  Interviews were conducted on-site 

or over the phone, as dictated by client preference.  Pseudonyms are used where participants 

are quoted. 



Recovery Support Service Evaluation 2015 

20 
 

Ethics approval 

The Eastern Health Human Research Ethics Committee Science approved this study as   “E47-

1213 - Evaluating the effectiveness of youth peer-based addiction recovery support program 

and its impact on each resident’s social networks and social identity” on 15 July 2013.  
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3. LITERATURE REVIEW  

Youth treatment  

Problematic substance use in young people is characterised by greater complexity than for 

adults and while problematic use may be a presenting issue, it is rarely the only target for 

intervention, (Crane, Buckley & Francis, 2012).  

Many young people, who develop problems with their substance use, come into conflict with 

their families and peers and others which affects their housing, employment and health. Often 

problematic using is the most obvious signal of trouble and distress. However drug use often 

overlays interrelated and complex issues of relationships, impaired access to education and 

employment, mental health concerns and exposure to the justice system, (Bruun & Mitchell, 

2012).  

Failure to address these attendant issues often leads to relapse. Indeed a return to using is not 

uncommon after treatment for adolescents and young adults with substance use disorders and 

they typically relapse five to fifteen times before fully abstaining, (Godley & Godley, 2011).  

Part of the problem is the application of models developed for mature adults to young people. 

Adult models are not designed to take into account either the normal developmental demands 

and vulnerabilities of young people or their distinctive patterns of using, addiction, treatment 

seeking and recovery (Godley & Godley, 2011). 

A recently proposed theory of ‘emerging adulthood’ conceptualizes five distinct developmental 

characteristics of young people between the ages of 18 and 25. The features of emerging 

adulthood are identity exploration, instability, possibilities, self-focus and feeling in-between 

(Arnett, 2004).  These features have been proposed as explaining the unique patterns and high 

rates of substance use in this age group, (Arnett, 2005). 

Thus the optimal response to vulnerable young people is a holistic approach which recognises 

the particular challenges of emerging adulthood and acknowledges the multiple influences that 

may facilitate or frustrate a young person’s opportunity for a healthy, fulfilling life. Any program 

for young substance users that does not address a wide range of needs (beyond drug use) risks 

being ineffective (Crane, Buckley & Francis, 2012). 
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The Social Nature of Recovery 

The recovery model for addiction can be seen as promoting a social therapy. A central claim of 

this model is that recovery from problematic substance use and addiction is fundamentally a 

social process and that the primary goal of treatment ought to be helping people disengage and 

transition from the cultures and social networks of addiction to those of recovery, (White, Kelly 

and Roth, 2012). 

In recent decades, peer-based addiction recovery support services, such as RSS, have evolved 

that seek to help residents engage networks that support recovery. These networks include 

supportive networks focussed on sport, recreation and education and training as well as 

recovery specific support such as mutual aid. 

Longabaugh and colleagues (2010) found that one of the strongest predictors of successfully 

overcoming an alcohol problem was changing from a social network supportive of drinking to 

one supportive of recovery. This is consistent with the findings from the Glasgow Recovery 

Study (Best et al, 2011) where the two strongest predictors of positive quality of life in recovery 

were meaningful activities and a network of peers in recovery. 

Litt and colleagues (2009) found that an intervention called Network Support that aimed to add 

at least one “clean and sober” person to the social network of a patient leaving detoxification 

resulted in a 27% increase in the likelihood of sustaining sobriety for the first year. These studies 

confirm that sober peer networks play a key role in supporting recovery and that initiation into 

such networks can be manipulated by both professionals and peers.  

Indeed peers may be more effective in achieving such change. Manning and colleagues (2012) 

randomised patients to active referral to 12-Step mutual-aid groups by doctors and 12-Step 

peers. Meeting attendance post-discharge was 64% when delivered by peers, 48% by doctors 

and 33% for those who did not receive the intervention. Those who attended meetings reported 

significantly higher abstinence rates (60.8% versus 39.2%, p < .05) at follow-up. Thus it seems 

peer referral to mutual aid is particularly effective in improving outcomes. 

To our current knowledge, relatively little attention has been paid to adolescents and young 

people’s perceptions and experiences of recovery. Indeed, this review was unable to identify 

any research that focused on adolescents’ and young people’s perspectives of recovery. This 

current research will help to fill this gap by investigating the social factors that underpin 
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recovery for young people and collecting qualitative data about young people’s experiences and 

perspectives of recovery.  

Supported Accommodation & Recovery Housing  

Homelessness and inadequate housing is strongly associated with problematic using and is a 

known barrier to recovery (Kertesz et el., 2009). Supported accommodation aims to address this 

by providing secure housing to people in need and at risk of homelessness (Kertesz, Crouch, 

Milby, Cusimano, & Schumacher, 2009). In an AOD recovery context, supported housing is 

typically offered as part of a ‘package’ of services that are designed to support recovery. These 

services can include mental health services, support for daily living skills (e.g., money 

management, food preparation etc.), and peer support (Sankey & Calzoni, 2012).   

One example of a peer-based recovery-oriented supported accommodation model that 

resembles RSS is Oxford House. Oxford Houses are democratically self-managed houses based 

on a philosophy of mutual aid and peer support which aim to provide an affordable, safe, drug-

free living environment that allows people in recovery to rebuild their lives and re-integrate 

with society. There is a considerable body of empirical evidence suggesting the effectiveness of 

supported housing for the recovery of individuals with AOD problems. However, the majority of 

that evidence focuses on adults in recovery and reducing the impact of homelessness on mental 

health, AOD use and wellbeing. For example, there is a substantial amount of research 

pertaining to the effectiveness of Housing First programs that originated in the US. These 

programs recognise the impact that homelessness has on wellbeing and service accessibility and 

focus on providing secure, supported accommodation before providing treatment (Padgett, 

Gulcur, & Tsemberis, 2006). These programs are in direct contrast to more traditional 

‘treatment first’ models, where temporary accommodation and services are provided until 

participants graduate from the program and are supported into independent housing (Padgett 

et al., 2006). 

Trials of housing first models have indicated that supported housing for homeless adults with 

co-occurring AOD problems can be associated with a variety of positive outcomes. For example, 

participants often report significantly lower rates of drug and/or alcohol use whilst engaged in 

these programs (e.g. Padgett et al., 2006; Padgett, Stanhope, Henwood, & Stefancic, 2011). It 

has also been reported that housing first programs can be associated with increased retention 

in treatment, where participants are significantly more likely to complete programs if they have 
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stable accommodation (Cheng, Lin, Kasprow, & Rosenheck, 2007; Tsemberis, Gulcur, & Nakae, 

2004). Finally, supported housing has been associated with increased access to AOD treatment 

services by residents (Kertesz et al., 2009). 

While there is evidence to suggest the effectiveness of supported accommodation for adults 

with substance abuse problems, evidence that this approach is effective for adolescents and 

young people is scarce. Indeed, this review only identified one project focussing on supported 

accommodation for young people in the literature. In this pilot project, Kisley and colleagues 

(2008) investigated the relationship between supportive accommodation and several measures 

of health and wellbeing (including alcohol use) for homeless and at risk young people (aged 16-

24 years). Supported accommodation for this study involved semi-independent living with 

residential supervision, in-home counselling and support; as well as case management, 

education, and employment programs. In this study, the young people in the supported 

accommodation program reported lower rates of substance use than did those young people 

receiving only outreach services.  

While the lower rates of substance use reported by young people in supported accommodation 

are encouraging, more research is needed to establish the effectiveness of supported 

accommodation for the recovery of young people with substance abuse problems.  

Day Programs  

In addition to supported accommodation and mutual aid, RSS also offers staff-led day programs. 

Day programs for the treatment of alcohol and drug abuse can be described as a collection of 

structured, planned and schedules activities that are aimed at helping clients to overcome their 

addiction (Turning Point Alcohol & Drug Centre, 2003). Although a definitive definition is difficult 

to provide (because of variation between programs), there are certain characteristics common 

to many day programs. Firstly, most day programs require attendance from clients between set 

times on weekdays (e.g., from 9-5, although there is variation between programs) and 

sometimes for shorter periods on the weekend (Turning Point Alcohol & Drug Centre, 2003). 

Secondly, while there is considerable variation between day programs, many apply a holistic 

approach to content. That is, many day programs tend to focus on four main content areas: life 

skills, vocation, education and recreation (Turning Point Alcohol & Drug Centre, 2003). Thirdly, 

most day programs have a pre-defined duration of treatment, although again there is 
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considerable variation between programs. For example, some programs run for as few as two 

weeks while others can run for up to a year (Turning Point Alcohol & Drug Centre, 2003). 

Evidence of the effectiveness of day programs for individuals with substance abuse problems is 

relatively sparse in the literature (Turning Point Alcohol & Drug Centre, 2003). The evidence that 

is available focuses primarily on adults and suggests that participation in these programs can be 

associated with some positive outcomes, including positive life changes and reduction in or 

cessation of AOD use (see for example: Champney-Smith et al., 2001).  

Research focussing on the effectiveness of day programs for adolescents and young people with 

substance abuse problems is even more limited, and somewhat dated. For example, Cornwall 

and Blood (1998) undertook a comparison of inpatient and day treatment programs for young 

people who were multiple drug users. That trial indicated that there was no significant 

difference in outcomes between the types of treatment. That is, day programs (or in this case 

outpatient treatment) was at least as effective as more traditional models of inpatient 

treatment for young people with significant drug use. However, the young people participating 

in this study were not randomly allocated to a treatment group, and participants receiving 

inpatient treatment had significantly more problematic backgrounds and more serious 

substance use problems than did participants receiving day program treatment. This means that 

these results should be interpreted with caution. The handful of other studies looking at the 

effectiveness of day programs for adolescents and young people (and not all of them focus on 

substance abuse) tentatively support the general efficacy of this approach, but most have 

methodological issues that make it difficult to draw definitive conclusions (e.g., no control 

groups etc.; Turning Point Alcohol & Drug Centre, 2003). This means that more research is 

required to establish the effectiveness of this approach for young people with substance abuse 

problems; and to identify what characteristics make them effective. 

Twelve-step mutual aid programs 

The background culture of RSS is centred on the 12-step model of recovery, which emphasises 

the importance of accepting alcohol and drug addiction as a disease, enhancing personal and 

spiritual growth, minimising self-centeredness and providing assistance to other members of the 

group ( Humphreys et al., 2004). Most 12-step/self-help groups are non-professional, peer-

operated organisations that are designed to help individuals with addiction problems; with 
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Alcoholics Anonymous (AA) and  Narcotics Anonymous (NA) being two of the most well known 

programs to implement the 12-step model (Humphreys et al., 2004).  

Twelve-step mutual-aid groups offer a ‘fellowship’ of peers and a ‘program’ of maintaining 

abstinence and continued personal growth. While much attention is focused on the distinctive 

12 steps of the program, its social function is arguably more relevant from a recovery 

perspective. For example, Moos (2008) identified the active ingredients that are thought to 

underpin the effectiveness of mutual aid groups to support the recovery of individuals with AOD 

addiction. Four domains were identified, and the factors within those domains are almost 

exclusively social processes. These are identified and briefly described in Table 1 below. 

Table 1. Active ingredients that underpin effective 12-step programs 

Domain ‘Active’ ingredients 

Social control Bonding or cohesion and social support 

Goal direction - from family, friends, work, 

religion 

Structure or monitoring 

Social learning Observation and imitation of others; including 

family, peers, community norms and models 

Expectations of positive and negative 

consequences 

Behavioural choice Involvement in protective activities 

Effective rewards from family, friends, work, 

religion and physical activity 

Stress and coping Identifying high-risk situations and stressors 

Building self efficacy and self-confidence 

Developing effective coping skills 

(Moos, 2008; p.389) 

In recent years, considerable evidence has found involvement in 12-step fellowships is 

associated with better outcomes for adults with AOD problems. For example, in a review of the 

effectiveness of 12-step programs for adults with substance abuse problems, Humphreys and 

colleagues (2004; p.154) commented that:  

 longitudinal results suggest a relationship between participation in AA and/or NA and 

greater likelihood of maintaining abstinence, improved social functioning and greater 

self-efficacy; 
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 twelve-step programs significantly reduce health care costs; 

 twelve-step programs seem to be broadly as effective as professional outpatient 

treatments such as CBT or motivational interviewing. The key difference between 

professional interventions and mutual aid is that the latter is virtually cost-free and 

accessible outside of business hours; and 

 referral to 12-step programs is an effective adjunct and aftercare for formal treatment 

for adults. 

There is also a growing evidence base that 12-step programs are effective when used to support 

adolescents and young people with AOD problems. Beginning with the evidence of short-term 

effectiveness, a review of adolescent substance abuse treatments found significantly higher 

rates of abstinence 6 months after young people completed a program, compared to those who 

had not (Muck et al., 2001). This review also found that 45% of young people who completed a 

12-step program were successfully functioning in education or employment, compared to 25% 

of young people who had not completed a program (Muck et al., 2001). 

Other groups have reported on the long-term effectiveness of 12-step programs for adolescents 

and young people. For example, data arising from tracking 12-step attendance trajectories over 

a seven year period suggested that adolescents who continued to attend these groups achieved 

significantly better outcomes than those young people who did not attend or ceased to attend 

(Chi, Campbell, Sterling, & Weisner, 2012). Specifically, those who continued attending a 12-step 

program were significantly more likely to be abstinent from both alcohol and drugs at the seven 

year follow-up. The same group found a similar pattern of improvement when examining 

outcomes for young people with co-occurring substance abuse problems and mental health 

disorders (Chi, Sterling, Campbell, & Weisner, 2012). In this case, it was reported that long-term 

participation in 12-step programs could be associated with more positive outcomes for young 

people with and without co-morbid mental health disorders (Chi, Sterling, et al., 2012). 

However, while there is evidence for the short-and long-term effectiveness of 12-step programs 

for adolescents and young people, it is a growing area with a modest number of studies 

(Passetti, Godley, & Godley, 2012). What research does exist is primarily observational, limiting 

the ability to draw causal conclusions about the effectiveness of these programs. More research 

is required, particularly randomised controlled trials, to establish both the short- and long-term 
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effectiveness of 12-step programs for adolescents and young people, and the key features that 

make them effective (Passetti et al., 2012).  

Summary and implications 

While there is evidence of the general effectiveness of supported accommodation, day 

programs, and 12-step programs, the amount of research pertaining to adolescents and young 

people is modest at best, and some of it must be considered in light of methodological concerns 

(e.g., no control groups etc.).  More research is required to establish if this treatment approach 

is effective for adolescents and young people and, if shown to be so, the characteristics that 

make it effective. Qualitative research is likely to be important in generating information rich 

and nuanced perspectives about how young people perceive and experience the components of 

RSS, and how these could be improved. 
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4. RESULTS AND DISCUSSION 

Recovery from addiction, especially for young people, is characterised by multiple relapses and 

treatment episodes. An important factor that undermines treatment gains is the return of the 

young person to a social and home environment where AOD use is endemic.  

The RSS provided by SHARC aims to deliver a residential and day recovery program focused on 

reducing and ceasing AOD use and harm and improving health, well-being and connectedness 

including the healing of family relationships. RSS aims to achieve these outcomes by providing a 

home-like environment that is safe, supportive and drug free and a daily structured education 

and activity program to promote the personal and social growth of residents. 

The ultimate goal of RSS is to provide a foundation and pathway for residents to (re)integrate 

into the community and families without the problematic use of drugs by helping them accept 

responsibility and accountability for their recovery.  

RSS Program Overview 

RSS includes a day program of meaningful activities with an emphasis on life skills, personal 

development and fostering enduring, healthy, peer-based social networks. 

Group Meetings  

The residents met several times a week in the afternoons as a community and weekly as each 

household. The week starts with a Community Group every Monday morning where all staff and 

residents of RSS meet at SHARC. The agenda is mainly administrative, and residents check in, air 

and resolve disputes and discuss the program for the week.  

There were complaints from residents about the content of group meetings. Some residents 

that had come from more intensive residential settings, such as Therapeutic Communities or 

Rehabilitation centres, thought that there was missed opportunity for traditional recovery group 

work in the RSS program.  

Community Lunch  

Twice a week resident’s take turns to shop and cook lunch for the community. The function of 

these events is to help residents learn and consolidate life skills as well as provide an 

opportunity for socialising over a meal with staff and other residents. The evaluator attended 
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several of these events and residents reported enjoying them and appreciating the value of 

them more than perhaps any other part of the day program. 

Personal Development Workshop 

The Personal Development Workshops are held weekly. These are facilitated by the family 

therapist from Family Drug Help and no RSS staff members are present. The content varies each 

week and at the start of the evaluation the content had just been reviewed based on a survey of 

the residents.  

The schedule comprises of a repeating six week course addressing themes such as making 

changes, anxiety and stress, thought processes, self-esteem and values, boundaries, anger 

management and assertiveness.  

The evaluator attended one workshop titled ‘Reflection Exercise’ where participants were asked 

to write down answers to questions as such “List 10 things you like about yourself” and discuss 

these in group. The facilitator kept these sheets and gave out for review at a later time so 

residents and the facilitator could see how they may have changed over time. The sheets were 

locked away and only accessed by the facilitator.  

Most of the residents seemed to find the process difficult and some struggled to engage with 

the process. “I don’t like writing stuff about myself on paper.” “All these question look the 

same”. When residents asked what the point was, the facilitator suggested that it was 

important to be able to list your good qualities for life situations like attending a job interview. 

The facilitator stated afterwards, “It helps them gain a lot of clarity for themselves and realize 

they have a lot to offer.” 

However, most participants acknowledged the sessions as worthwhile.  

Food for Thought  

These weekly sessions focussed on pragmatic life skills such as budgeting, healthy eating and 

engaging with mutual aid. 

The evaluator observed a session on budgeting and managing money.  The staff member who 

facilitated the session described how residents tend to have poor skills at managing money, and 
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typically spend their money on coffee, tobacco, fast food, eating out and taxis and then run out 

of money for groceries and clothes. 

With the use of an online budgeting tool, residents became more aware of how they spend their 

money, which encouraged them tomake better choices.  For example, it became apparent to 

the residents that some of them spend up to 40% of their disposable income on tobacco. They 

also tended to spend a lot of money socialising in cafes before and after 12-step meetings. The 

facilitator coached them on how they could engage in social activities without spending money 

(e.g. that it was OK to sit in a café with other people without ordering anything). 

They were also coached on how to access services such as welfare and credit consolidation 

services as needed.  

Other observed sessions were a workshop based on Twelve-Step Facilitation (TSF) by a 

volunteer from NA and a session by staff on how to manage social anxiety that may interfere 

with engaging with other people.  

Recreation activities 

Between formal activities residents are expected to stay on premises and engage in social and 

recreational activities such as ping pong and pool.   There were set times for formal recreational 

activities including a Friday afternoon outing.  The evaluator observed an outing to a fun park. 

The Outdoor Experience (TOE) 

Once a year, residents and some staff go on a Bush Adventure Therapy venture run by The 

Outdoor Experience (TOE), a program of Jesuit Social Services.  The TOE Program takes small 

groups of young people affected by substance use on extended wilderness ventures to remote 

places in Victoria. In 2013, the RSS community went on a 65km trek between Womboyn, NSW 

and Malacoota, VIC through the Nadgee Nature Reserve. 

The aim of TOE is to provide significant opportunities for participants to develop healthy 

relationships with self, others and the environment. The program includes setting personal goals 

for the trip, learning teamwork, appreciating self-care and safety in a challenging environment, 

acquiring living and social skills and enjoying a sense of health and well-being. Part of the 

program is communal activities to reflect and deal with the difficult life circumstances that 

brought them to where they are.  
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With the exception of one, all residents who had been on TOE greatly enjoyed the experience 

and reported gaining considerable self-awareness from the trip. One resident stated he was 

inspired to run such programs as a career. 

As part of the fundraising for TOE, SHARC held a trivia night which was attended by residents, 

staff, the SHARC  community and many members of the recovery community in Melbourne.  The 

evaluator attended and found it a good example of RSS and SHARC’s ability to foster a recovery 

community.  

Twelve-step meetings 

A primary goal of RSS is to facilitate residents’ engagement and long term involvement with 12-

step groups such as Narcotics Anonymous (NA) and Alcoholics Anonymous (AA).  Residents 

attend 12-step meetings four times a week. They are driven by a staff in the community bus to 

lunchtime 12-step meetings on Monday, Tuesday and Wednesday and are expected to get 

themselves to evening meetings during the week. If they have a negotiated an alternate 

recovery activity they are required to attend these. No participants in this evaluation had 

negotiated such alternative activities. 

Overall resident’s reported positive experiences of 12-step meetings. In particular they valued 

the in-house meeting they ran themselves on Wednesday nights. The benefits they described 

tended to focus on the social factors of mutual aid such as the chance to meet and spend time 

with other young people in their situation who shared their goals for recovery. Several residents 

who had been at RSS for some time and were well established in NA spoke of the sense of  

belonging and well-being they gained from being part of NA and how they valued being able to 

help newer residents find their way in to the fellowship.  Other residents struggled with the 

experience.  One described feeling out of place as he could not accept some of the beliefs, such 

as the need for life-long attendance. Others complained that it was boring and repetitive and 

they found it frustrating to always be talking about recovery. 

On the whole, there seems to be a strong association between accepting and engaging in 12-

step groups and doing well in RSS.  
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The RSS model 

To clarify the distinctive supported accommodation service that RSS provides, it is useful to 

compare and contrast RSS with long-term residential Therapeutic Communities and self-

managed recovery housing providers such as Oxford Houses.  Residents of Therapeutic 

Communities are engaged in a full-time program seven days a week in isolation from the 

community and family and friends. Oxford Houses are self-managed, self-funded recovery 

houses in the community where residents are expected to work or study. 

RSS can be described as a half-way model that lies between these two other models. Residents 

live in houses in the community provided by Hanover and funded by their Centrelink benefits 

and managed by RSS staff. Residents are required to attend the day program and not work or 

study, although they are assisted to work towards achieving these goals. Once a resident is 

ready for work or study they are considered ready to leave the RSS program and are helped to 

find alternative accommodation such as Oxford Houses. 

Emerging Adult Focus vs. Mature Adult Focus  

RSS was originally founded and designed to serve mature adults seeking recovery and safe 

housing. The CEO described how prospective residents largely came from the recovery 

community such as NA and were usually highly self-motivated for recovery and well socialised to 

the culture of 12-step recovery. More recently, RSS was offered funding for young people with 

comorbid mental health issues. These young people were less likely to have entrenched 

addictions, more likely to have comorbid mental health issues, less familiar with or motivated 

for traditional 12-step recovery and more likely to be seeking treatment due to coercion from 

family or the justice system. Thus RSS was required to serve a very different client base. 

As described above, the application of models developed for mature adults applied to young 

people risk being ineffective if they do not take into account the normal developmental 

demands and vulnerabilities of young people and their distinctive patterns of using, addiction, 

treatment seeking and recovery. An ongoing challenge for SHARC and RSS has been to redesign 

and adapt their original model into one that recognises and meets the distinctive needs of 

emerging adulthood. 

Peer-based vs. Professional 
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RSS, like the other SHARC programs, is a peer-based model which relies, to a large extent, on 

engaging and supporting participants through the sharing of lived experience. Support workers 

are encouraged to use their own history of recovery as both a resource of information as well a 

means of engagement with the residents. It is noted that all SHARC staff have qualifications in 

AOD as well as being a peer. 

In contrast, traditional professional models of supported accommodation are delivered by 

trained health professionals and it would not generally be considered good practice for a worker 

to disclose any personal information such as a personal history of substance misuse. This 

practice maintains a clear boundary between helper and helpee and preserves a sense of 

distance and objectivity, qualities that are highly valued by professional human services (White, 

2009). This practise prevents any worker that does have a history of recovery from addiction 

from role modelling recovery or engaging as a peer.  

Service utilisation and resident characteristics 

While it has been widely noted that ADIS is cumbersome and far from ideal, ADIS data provides 

an indication of the client group accessing the RSS program, and is described below. 

Between July 2012 and June 2014, 90 residents were admitted to the RSS Program.  Referrals 

predominantly came from other AOD treatment services (n=43; 48%) or from residential alcohol 

and other drug (AOD) services (n=25; 28%). Other referral sources included self (n=5; 6%), family 

or friends (n=3; 3%) or non-residential AOD services (n=10; 11%). ACSO-COATS, homelessness 

service, juvenile justice and community mental health services each referred a single person in 

that time. 

The majority of residents were aged between 20 and 24 years (n=74; 82%), with a small number 

aged 25-29 (n=11; 12%), and 15-19 (n=3; 3%).  One resident was aged 30-34. 

There was minimal data available relating to the cultural backgrounds of residents, however 

ADIS data indicates that one resident identified as Aboriginal but not Torres Strait Islander, 12 

residents declined to answer and the remainder did not identify as Aboriginal or Torres Strait 

Islander.  Further, data indicates that seven residents (8%) were born in Afghanistan, and that 

the remainder (92%) were born in Australia.  
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Primary drug of concern for residents was reported as alcohol (n=21; 23%), cannabis (n=20; 

22%) and amphetamines (n=32; 36%).  A small proportion identified heroin as their primary 

drug of concern (n=13; 14%).  Caffeine, psychostimulants, opioid analgesics and stimulants and 

hallucinogens were each reported by one person as their primary drug of concern.  

Alcohol, amphetamines and cannabis were similarly reported as the main ‘other drugs of 

concern’, with 76% (n=68) of all residents reporting alcohol as a concern, 60% (n=54) reporting 

amphetamines and 66% (n=59) reporting cannabis as other drugs of concern.  Benzodiazepines 

were also a concern for 48% (n=53) of residents.  Heroin was reported as a secondary concern 

by 18% (n=16); psychostimulants by 10% (n=9); stimulants and hallucinogens by 7% (n=6); LSD 

by 8% (n=7); cocaine 6% (n=5); ecstasy 4% (n=4); volatile substances 3% (n=3); methadone 1% 

(n=1) and nicotine 1% (n=1). 

Outcomes 

A range of treatment goals are captured in the ADIS reporting system for RSS residents (n=90), 

from a focus on reducing substance use, improving physical health, improving physical health, 

improving level of connectedness, reducing crime and improving emotional and psychological 

wellbeing. Residents generally reported achieving their goals and attaining positive outcomes. 

The ten most commonly reported outcomes on ADIS between July 2012 and June 2014, 

included: 

1. Learning relapse prevention strategies  

2. Achieved positive change in physical health  

3. Improved social//communication skills 

4. Successful linkage to a GP or other health services 

5. Reduced offending 

6. Resolution of presenting crisis situation 

7. Increased self-efficacy 

8. Reduced risk-taking behaviours 

9. Successful linkage to other meaningful regular activity     

10. Improved management of problematic emotional states 

While ADIS is limited in terms of monitoring outcomes, it does provide an indication of the 

range and breadth of positive outcomes achieved by RSS residents. 
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Participant experience of the program 

In order to obtain a more in-depth understanding of participants’ experiences of the program 

and it’s impacts a pre-post structured interview was undertaken with a subsample of residents 

(n=21) along with in-depth qualitative telephone interviews with a further 7 residents.   

The structured interview was first conducted when residents entered the program (baseline) 

and was conducted again approximately six months later (follow-up) to ascertain whether 

changes on key outcomes that were not included in ADIS had occurred. The interview included 

standardised and established measures, including the Kessler 10 (K10) psychological distress 

scale (Kessler et al., 2002), which results in a score between 10 and 50 (with higher scores 

indicating higher psychological distress). In addition quality of life, which is increasingly viewed 

as the most appropriate outcome indicator for AOD treatment and recovery (Laudet, 2011), was 

measured using the WHOQOL-BREF (Skevington et al., 2004). The WHOQOL-BREF measures 

psychological health, physical health, social relationships and environment (which refers to a 

person’s satisfaction with their living circumstances and the environment in which they live). A 

score between 0 and 100 was calculated for each area, with higher scores indicating better 

quality of life. 

Of the 21 participants who were interviewed at baseline, 29% were women and 71% male. The 

median age was 23 years and 8 months, ranging from 19 to 25 years. The majority were born in 

Australia (85%) and none identified as being of Aboriginal or Torres Strait Islander origin. Half 

described themselves as homeless and most (76%) were living with relatives in the month prior 

to admission. All, except one who had just finished employment, were unemployed and were 

receiving Centrelink benefits. A third had pending legal matters at the time of entering the 

program, and the majority (55%) had used AOD treatment in the past. The most common 

problem substances for residents when they entered the program were methamphetamine 

(76%), cannabis (47%), alcohol (29%) and benzodiazepines (24%). 

Data analysis was limited by the small sample size and follow-up rate (52% of people who were 

interviewed at baseline completed a follow-up interview). Encouragingly however, the sample 

of residents demonstrated improvements in all outcome indicator areas between baseline and 

follow-up (please see Table 2). In particular psychological distress decreased, while self-rated 

psychological health, physical health, the quality and adequacy of social relationships, and 

residents’ perceptions of their satisfaction with the environment in which they live all increased 
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between baseline and follow-up. When interpreted in the context of the qualitative data, which 

will be presented later in the report, this suggests that the program was having a positive 

impact for many residents.         

Table 2. Client outcomes for a subsample of residents (n=21) 

Outcome indicator Baseline Follow-up 

Psychological distress (K10)  Mean=32 (SD=11) Mean=21 (SD=7) 

Psychological health (WHOQOL-

BREF) 

Mean=45 Mean=56 

Physical health (WHOQOL-BREF) Mean=62 Mean=71 

Social relationships (WHOQOL-

BREF) 

Mean=52 Mean=56 

Environment (WHOQOL-BREF) Mean=58 Mean=72 

 

Qualitative interviews were conducted with current (n=5) and former (n=2) participants in the 

RSS program to explore their experience of the program and its impacts on their lives. Their 

characteristics are provided in Table 3. Pseudonyms are used where participants are quoted. 

Table 3. Participant characteristics 

Variable Statistic 

Age Average = 24 years 

Gender Female: 3 (43%) 

Male: 4 (57%) 

Primary drug of concern Methamphetamines: 5 (71%) 

Opioids: 1 (14%) 

Average length of time in program for current 

participants 

7 months 

Length of time since completing the program 

for former participants 

Less than a year: 1  

More than a year: 1 
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Audio-recorded data was then transcribed and analysed using thematic analysis. Three key 

themes were identified: positive aspects of the program, challenging aspects of the program, 

and impacts of the program. Pseudonyms are used where participants are quoted. 

Positive aspects of the program 

People were overwhelmingly positive about their experiences in the program. The main positive 

aspects of the program mentioned included staff, autonomy, peer-support, the day program, 

going to 12 step meetings and good quality housing. 

Staff 

All participants highlighted their interactions with staff as a positive aspect of the program. Not 

only were they non-judgemental, friendly and empathetic but many participants particularly 

valued the fact that they had lived experience of addiction and recovery:    

...the staff have walked the same path, so could share their experiences and seeing 

where they are at in their life gave you a little bit more hope as well. (Rhiannon) 

As Rhiannon indicates, not only did this lived experience mean that she could share with staff 

easily but the example set by staff gave her hope for what her life could be. Others talked about 

the lived experience of staff as giving them credibility over and above ‘”textbook” workers, and 

an ability to really empathise with their experiences and needs.  

Rhiannon, who had completed the RSS program and is now working in a new job, also valued 

the fact that staff were still available to her: 

Really good to have someone for when you don’t know what to do, you can go to your 

key worker.  I still go in there, if I have a day off I still go in and say hello which is an 

optional thing. 

Rather than being cut off from the service, Rhiannon and others could avail themselves of 

aftercare if they wanted it – something that can be neglected in AOD services. 

Others commented on the respect staff showed for participants and their preferences: 
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The staff understand where we come from and they were there themselves, and they 

want to help people like us. If you are open and honest with them they will treat us with 

the same respect.  (Geoff) 

 

I like that they help us get into counselling and set up our goals later in life, but it’s not 

intense, what you may want to achieve. They don’t push you, you can take the 

information on board on not. (Leah)   

 

As Leah’s comments in particular suggest, staff were not paternalistic in their approach but 

respected the autonomy, agency and capacity of participants to make choices and decisions – 

something which was refreshing and empowering to many. 

Autonomy 

Similarly, many participants liked that the program structure itself, as well as the staff, treated 

them as capable and autonomous human beings. Often participants contrasted RSS with 

residential rehabilitation environments that they had experienced in the past:  

Rehab we got locked in, told what to do it, what to eat, when to go to bed. At SHARC you 

are on your own, you go back to your home and are completely independent.  I was 

ready to learn how to live as an independent person.  You go back in the morning and 

discuss your past 24 hours and what struggles you had, what you found hard. 

(Rhiannon) 

Rhiannon and others valued the independence they were granted at RSS, especially as they 

progressed throughout the program into seniors. They viewed this as setting themselves up for 

independent living after completing RSS. 

Peer-support  

All participants commented on the value of peer-support and how much this had helped them: 

I used to like to isolate and not be with people but slowly having people around becomes 

easier. The place I live is awesome because you don’t go home and sit by yourself, you 

have others to talk to, they give you their experiences which help you.  Maybe this is 

normal the way I’m feeling because you felt it too. (Leah) 
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Leah’s comments illustrate how with time in the program she got used to being around people 

rather than isolating herself. They also illustrate how the exchange of experiences can normalise 

challenging feelings, as peers may have been feeling the same thing. The other important 

observation to make about is that unlike, the time-limited support that staff provide, peer-

support extends beyond the formal activities of the program and into the home. 

Many people discussed the group of peers as a community, and it was to the community, as 

well as themselves, that they felt accountable: 

We have an opportunity to change things we don’t like or make it better, so things 

aren’t set in stone.  We come together as a community to have our say. We are able to 

sit down and call upon members of the community to help us. (Geoff) 

 

Geoff’s comments also reiterate the program’s receptiveness to change brought about by 

community consensus. This kind of openness to change and consumer driven quality 

improvement is predicated on the idea of the community as well as individuals, being self-

determining. 

However staff, and other peers in the RSS program were only one source of peer-support. Most 

participants also discussed their attendance at 12-step meetings as another helpful source of 

peer-support, as well as their continued connection with participants who had completed the 

program. 

Day program 

Participants discussed the importance of the day program in terms of their personal 

development and growth, as well as social connection. Geoff for instance thought that the day 

program was well-rounded and had enough variety to keep people engaged: 

We have groups which help us as we have to do it together through RSS, I think it’s well 

rounded. We have one day where we get to have a bit of fun with sports and activities, 

and a community lunch which is like a big happy family, I can’t really flaw it. (Geoff) 

But as Leah intimates, the day program also helps prevent boredom:   
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I come here to do groups on personal development, it’s good for me because I have 

others I can debrief with or if I want to use I can have the staff I can go to.  Sometimes 

you want to use because you don’t know how to cope with things or you are bored. 

(Leah) 

For Leah, boredom is thought to increases the risk of relapse, and the antidote for boredom is 

the day program. 

Quality housing 

The supported accommodation element of the program was considered essential and 

instrumental in participants’ recovery, as Geoff suggests: 

The housing is amazing, a beautiful place, a five bedroom house, I think it’s amazing that 

they help with the housing, I definitely wouldn’t be clean without it. (Geoff) 

Rhiannon’s comments highlight the safe and supportive environment that the supported 

accommodation afforded:  

It’s been absolutely amazing, they provide you with a safe environment like a home 

really, you’re in there with other people which is the best part of it.  One of the best parts 

is you’ve been given a house at a smaller rate than other rent, so you’re financially able 

to build yourself up to what you should be. (Rhiannon) 

Part of this is not so much the physical space, but the supportive emotional space that Rhiannon 

attributes to living with her peers. 

Challenging aspects of the program  

There were very few negative experiences of the program reported and virtually no suggestions 

for improvement elicited. However, participants did reflect on some of the challenges they 

faced in their RSS journey, including starting the program, drug testing and low days. 

Starting the program 

Participants discussed the first few weeks of starting the program as being particularly 

confronting and challenging, as Leah’s comments indicate: 
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It was so overwhelming coming in. It’s a bit of touch and go, I didn’t think this is where I 

wanted to be, I felt kind of lost, you didn’t know if you wanted to use or want this life.  I 

wasn’t good at talking as I was only 2 months clean but I just listened to people who had 

a year up and are still here.  (Leah) 

In this period participants are faced with a new environment, new people and the prospect of a 

different kind of life, and as with any major life change, this can take some time to get used too. 

As Leah suggests, the support of peers who are nearing the end of the program, can be really 

important in this initial period. However, depending on their experiences prior to RSS, some 

people may acclimatise to RSS more quickly than others:  

At the start I remember being very scared and very fragile but within a matter of weeks 

it was like I found what I was meant to be doing with my life. (Rhiannon) 

Drug testing 

For some participants, the routine drug-testing was also quite confronting: 

At the beginning I hated it, but it means you can’t use because I’ve got to get a drug test. 

(Leah) 

While some initially saw this as paternalistic or heavy handed, all participants reported getting 

used to it as just another component of the program. 

Low days 

Others also talked about “low” days where the community isn’t operating as well as it could or 

there is conflict in the community, or someone has relapsed. If residents questioned their 

motivation or ability to complete the program and maintain their recovery at all, it was on these 

low days that people reported doing so. However, this is where the support of peers and staff 

was particularly useful, and had got people through to the next day. Indeed, many participants 

talked about a one day at a time philosophy, which enabled them to focus on the present 

without being overwhelmed by the future.    

Impacts of the program 
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All participants reported a number of positive impacts as a result of being in the program, 

including in relation to their substance use and broader wellbeing. For instance, participants 

reported that the program helped people to keep sober/prevent-relapse, helped maintain 

motivation for recovery, improved wellbeing, enabled them to cultivate better relationships 

with family and friends, development of new supportive friendships with other young people 

from the program and 12-step groups, life and social skill development, boosted confidence, 

helped people to figure out what to do with life, enabled people to obtain employment or start 

an education course, and helped to obtain stable housing. 

Many participants talked about impacts by comparing their current situation with their 

“chaotic” and “messy” life before entering RSS, and these narratives are powerful reminders of 

the transformative nature of the program. For instance, Rhiannon who had completed the 

program said:   

My life was extremely chaotic, extremely messy all over the shop, had no confidence had 

no idea how to live, how to be around people and no idea what to do next, told about 

this program. I work now, I have a bunch of friends, I can be myself, I’m not afraid to be 

around people, I used to cry a lot and I don’t.  I need to continue remaining abstinent 

and continue to keep working on myself.  

For others, too, RSS was a turning point that enabled them to improve their life, as Leah 

suggests: 

My life was quite hectic, I’d lost my job, began to sell drugs, I began to lose my family, 

home, car and became depressed and felt there was no way out, felt it was the end of 

the line, suicidal really. Shown me that I can grow as a person, it’s getting my family 

back, helped with my finances, helped build friendships and relationships with others, it’s 

completely changed me, made me happy.  I just wanted to be happy from the day of my 

first assessment. My goal is to go back to Uni to study family welfare, so it’s doable now. 

(Leah) 

Geoff displays a similar sense of hope, growth and understanding, but also gratitude:  

It’s given me a safe place to get clean.  I learnt there are other ways to do things, other 

ways to live life.  I don’t have to worry about substances to get through life or enjoy a 
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day. I can be a contribution to society today and not just a waste of space. I’ve got a lot 

to be grateful for, it’s given me a good place to get clean and with good people. Given 

me a lot of understanding about my parents, something that used to bother my mind, 

though the support of the program I’ve learnt that they have an illness and aren’t well, 

so I can deal with them and deal with myself. We learn how to love again, learn how to 

love our families, learn how to live again. Deep gratitude of thanks for this place, I’d be 

on the side of the road with nowhere to sleep, I’ve been given a place where I’ve found 

recovery, I’m clean, heartfelt gratitude.  
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Staffing  

The RSS program is supported by five staff, including the manager (total of 3.8 FTE). Table 4 

below provides an overview of staff roles.   

Table 4. Staffing profile 

Staff title Role Years working at SHARC 

Manager Manages RSS and other 
SHARC programs. Involved in 
strategic networking, 
managing risk, and quality 
improvement, as well as 
practical role in program. 
Supervises the team leader. 

2.5 

Team leader Facilitates day to day running 
of program, leads team and 
direct care review meetings 
(where staff discuss clients), 
and developing and mentoring 
staff in relation to the new 
direction of the program. 
Supervises drug support 
workers. 

1 

Drug support worker Involved in day to day 
program activity, running 
therapeutic groups, 
transporting clients, intake 
and assessment, and working 
with clients. 

2.5 

 

RSS staff members are trained professionals with a lived experience of addiction.  Most RSS 

residents reported appreciating having staff with lived experience rather than primarily a 

professional or theoretical knowledge of addiction. Several contrasted their sense of acceptance 

and belonging with their experience of professional AOD services.   

Staff perspectives on the program 

A focus group was conducted with RSS staff in order to examine staff perspectives on the 

program and how well it was running. The focus group took an hour to complete and was audio 

recorded. Three staff participated in the focus group and their characteristics are outlined in 

Table 5 (above). 
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Transcribed data was analysed using thematic analysis and three key themes were identified: 

the program’s active ingredients, quality of care, and constraints and how the program could be 

improved. 

Active ingredients 

Discussion with staff reinforced the positive impacts of the RSS program in terms of client 

wellbeing and recovery that have been demonstrated in this report. Specifically they mentioned 

impacts that they had noticed including maintaining recovery, obtaining safe housing, 

reconnecting with family and repairing relationships, gaining employment, re-engaging with 

study, improving living skills and self-confidence and achieving goals and dreams.  

Staff also talked about the ‘active ingredients’ of the program – the therapeutic elements which 

contributed to the successful outcomes noted. These included the stages of the program 

(including aftercare), peer based model, recovery orientation, and the supported 

accommodation and day program.  

Program stages  

Staff discussed the stages of the program as being important to how people grow in the 

program. As the team leader suggested, the first stage was about immersion in the RSS 

community: 

Initially it’s about making connections in the community here... 

However, as people progress through the program their autonomy grows: 

Once they get to a certain stage in the program they can apply to become a senior. They 

can work or study part time, or they can spend overnight or weekend leave with family. 

(Team leader) 

As indicated in the above quote, the focus shifts more and more to the community beyond RSS, 

in which people   

...learn to take that knowledge (which they acquired through participation in the RSS 

community) out into the wider community and re-engage in school or employmen.. 

(Team leader) 
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The danger with any therapeutic model in which immersion in a community of peers occurs, is 

that people may be overly immersed in the safe and supportive space cultivated by the 

therapeutic community, without attempting to engage with the wider community in which they 

are expected to live after they’ve completed the program. The manager suggested that the 

average length of stay in the program had dropped to around 6 months, but discussed some 

rare instances in the past where people had stayed for two years: 

My personal opinion is that some of those that were here for two years were just here 

too long. They actually started to be too comfortable. And finally staff realised and 

started having conversations about “I think you’re just comfortable. I know that that 

step to move out is scary” but then they worked with them and did that quite 

successfully.  

In light of these instances, the emphasis on the outside world and what happens after the 

program appeared to have been strengthened, and additional measures had been put in place 

to facilitate the transition from RSS to living in the wider community:  

I think something that we do differently now, is that a few weeks in, we are doing 

recovery plans, we’re setting goals. We’re really working with them from day dot to 

implement those strategies so that they will move on faster than two years. So that a 

few months down the track they may re-engage in study and what we’re finding is that 

a lot of them are ready to move on (Drug support worker) 

Another critical component of facilitating people’s recovery journeys once they finished the 

program was aftercare – a therapeutic component that is often missing or neglected in AOD 

services.  The Manager discussed the development of RSS alumni as a way of ensuring that 

people had an opportunity to maintain connections and be availed of support from RSS as 

desired:  

Two years ago now, we developed an RSS alumni. RSS alumni allows people who have 

left the program in a planned way to still have some connection so if they do require 

some support they can phone-up or drop-in... We still encourage them to be in contact 

with the current resis (residents). Going over to the current resis place for community 

dinner and supporting them. It helps to keep connected but also adds a role model that 
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they can look at and say “you were in our situation six months ago and now look at you. 

Maybe there is a chance for me”. It does work well. (Manager) 

As is evident in the above quote, RSS alumni, like most components of the RSS program has a 

strong peer-based philosophy, which means that the RSS alumni serves both people who have 

completed RSS as well as those who are currently in the program.       

Peer based model 

The emphasis on peers as sources of support and inspiration permeated almost every element 

of the RSS program, and was considered integral to its success. Staff discussed how young 

people in the program were accountable to their community of peers as well as themselves. 

This egalitarian approach meant that the community had to be responsible for organising 

events, supporting others, and enforce the guidelines for acceptable behaviour that all young 

people sign up to before starting the program. For instance, the Manager discussed how this 

played out in relation to a regular event the residents organised:  

On a Friday night they have community dinner. So staff aren’t there. It’s after hours. So 

as a community they ensure that if they are not going to be there, they’ll put an apology 

in. And if people aren’t there they will talk to them about “why didn’t you turn up”. They 

do support people after hours and if someone is not doing the right thing, they will speak 

to them. (Manager) 

As staff discussed the emphasis on peers and the community means that the dynamic and 

morale of the community is influential to outcomes: 

Like any community – doesn’t matter what you are looking at – there’s always going to 

be ups and downs and the community of our resis here does the same and you will have 

times when it’s very low. The morale’s low and people are really rough. That tends to be 

the time when you get people using again and there can be a few exits at the same time. 

And then you have other times when it’s so high and everyone’s doing great and moving 

forward. (Manager)  

However, staff indicated that there had been fewer unplanned exits since the implementation 

of some program changes (discussed in subsequent pages). The emphasis on peers and their 

therapeutic value also extended to staff, who while professionally trained, also had lived 
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experience of AOD use and recovery. As staff discussed, this was something that residents loved 

and which meant staff were all the more credible, understanding and inspiring in the eyes of 

residents:  

Staff are able to work as an AOD worker with the clients in the program but they are 

also able to take a peer approach, which allows for more of that empathy and 

understanding at a deeper level of what the current resis are going through. This also 

enables staff to offer some sound advice and guidance based on what they personally 

went through. So unlike some services that frown upon sharing some personal 

information with the resis, where the staff think it’s appropriate and actually helps the 

situation, we would actually encourage it. (Manager) 

Another staff member discussed other benefits that this peer approach enabled: 

We also get an opportunity to role model and lead by example. So it’s about being that 

person that they can look towards and say “that’s how I might want to be doing things 

in time”. Give them hope. (Drug support worker) 

Recovery orientation 

Like the peer-based approach, RSS’s recovery orientation was influential in how the program 

was delivered and in positive client outcomes according to staff. Staff had a nuanced view of 

recovery, and what kind of recovery the program specialised in: 

We acknowledge there are other versions of recovery, but we are experts in abstinence 

based recovery. Just stopping drugs isn’t necessarily the only version of recovery. 

Recovery is also back and forth – abstinence, relapse. Hopefully there are organisations 

out there that are good at the different types of recovery. (Manager) 

Along with abstinence, one of the other key requirements of the program is that residents 

attend a minimum of four 12-step (typically NA) meetings a week. This was seen as an 

important therapeutic component of the program, which also enabled residents to begin to 

make supportive connections with people outside of RSS that could be maintained after 

completing the program: 
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We use NA as a therapeutic component. SHARC isn’t NA. That’s one of the tools we use, 

and we do find it quite effective, especially when we combine it with the other activities. 

SHARC as an organisation acknowledges there are different types of recovery. 

(Manager)    

In this way 12-step meetings were viewed as one tool that is complemented by other 

therapeutic components of the RSS program including relapse prevention, life skills, professional 

development, and counselling. 

However, RSS does not force people to do NA if they are strongly opposed to it and tries to 

accommodate residents’ preferences: 

 If people don’t want to do NA, we won’t force that on someone. There would need to be 

another therapeutic component that was added that was sufficient to cover off that 

aspect... But it rarely comes up. (Manager) 

This demonstrates a flexible and client-centred approach, which is also manifests in other ways 

throughout the program. However, as the Manager and others mentioned, the expectations of 

the program are discussed with potential clients prior to entering the program, many of whom 

are explicitly seeking the kind of recovery-oriented program that RSS provides. 

While the recovery orientation of RSS is a strong component, the program is pragmatic and 

provides residents with harm minimisation and relapse prevention skills as well: 

We acknowledge there are other services out there and we work with clients to link 

them in if there is something else more appropriate. We also ensure we give them the 

skills needed for recovery because we know not everyone that comes here is going to be 

abstinent for life, so relapse prevention and harm minimisation are really important 

skills for them to learn. (Manager) 

Supported accommodation and day program 

Both the supported accommodation and day program components of RSS were considered 

integral to the program’s success. Staff discussed how safe and stable housing provided the 

foundation on which stability and growth in other areas of their life could occur. It was also 
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considered important in providing clients with practical living skills, of which some residents 

hadn’t had the opportunity to develop due to unstable and dysfunctional family environments. 

Decisions around which houses to place new residents in were not arbitrary but were the 

product of careful consideration about where and with whom are people most likely to thrive: 

Compared to when I first started 2.5 years ago, that wasn’t really looked at that much 

but over time we’ve realised that we need to look at that. Staff usually bring resis back 

to the direct care reviews and we (staff) as a group would also discuss where it might be 

appropriate for them to go. (Manager) 

Staff also discussed house meetings and other processes in place for rare instances where 

residents were unhappy with their living arrangements. 

The five-day a week day program aspect of RSS was considered to be a feature of the program 

which differed from most other AOD supported accommodation services:  

One of the most important things to mention is how we do differ from all other drug and 

alcohol services, is that I’m not aware of any drug and alcohol service that is funded to 

do supported accommodation drug and alcohol that actually runs a five-day a week 

program. If we didn’t do that we would not be getting great outcomes, not compared to 

what we get. We get outcomes because we put in so much work with the resis and their 

families. We see them five days a week and that really helps in building a community. If 

we didn’t have a day program, they wouldn’t know each other. So that actually is a huge 

asset to the program, and again that sense of community is somewhat different to a lot 

of other services, and it’s amazing how much impact that has on their progress here. 

(Manager)  

Without the day program it will be difficult to utilise the peer model and cultivate a sense of 

community amongst residents living in different houses and locations.    

Quality of care 

SHARC has accredited governance practices, protocols and systems in place for all its programs. 

Each SHARC program has an advisory group made up of people with lived experience. The 
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Resident Advisory Group meets monthly to advise on issues of program development, consumer 

feedback, and this is fed up to the leadership team to inform priorities. 

As well as the active ingredients that contributed to successful outcomes, staff also discussed 

the factors that made RSS a high quality program. These included respect for young people, 

embracing diversity, reflexivity and continuous quality improvement, consumer participation in 

quality improvement, and integration. 

Respect for young people 

The approach that staff took in the way they worked with young people appeared to be one in 

which young people were respected as having agency and autonomy. The fact that young 

people were trusted to organise events without staff and support each other as a community 

are examples of this, along with respect for young people’s preferences around NA.  

At the same time young people were expected to follow the guidelines were established, and 

the manager discussed how boundaries and autonomy co-existed at RSS:  

We have people where it’s generational drug use. We also have people who come in to 

the program with a toxic relationship with their parents. They are using drugs and their 

parents are trying to help, but nothing’s worked. They are typically missing basic living 

skills when they get here. This is the most important time in their life to develop some of 

those skills. So things like the boundaries and rules will be in place because they’re 

actually things they haven’t learnt. But it’s a different aspect. It’s treating them as a 

person and saying “if you do this there will be consequences” but we’re not saying as a 

parent “do this or do that”. We’re trying to treat them fairly but say “if you choose to do 

the wrong thing, like anything in life, there will be consequences” (Manager) 

Embracing diversity 

Staff reported that the program was able to cater to the needs of a diverse range of groups, and 

make people feel welcome irrespective of their cultural background, gender and sexuality. 

Embracing diversity was enshrined in the program guidelines that all residents sign before 

entering the program: 
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We’re a general program, so we don’t necessarily go out seeking diverse groups but we 

definitely encourage it and there’s nothing stopping it from happening. Part of the 

guidelines include if you are racist, sexist or any of those sorts of areas that can be an 

automatic exit from the program so we try and put things in place to prevent that from 

happening. I know when I first started we had someone who was very homophobic and I 

think over time staff and the community were able to work with that person to turn that 

around because there is always a risk that if someone is openly gay in the community 

and you have someone else who is extremely homophobic there is a real safety issue, so 

we would need to put things in place. (Manager)  

Others ways in which RSS tried to be inclusive were mentioned: 

We want to make the community quite inclusive and I think the other thing that helps 

out with that is that we have diverse staff with extensive lived experiences that they 

bring in a very non-judgemental way. So it can actually be quite a good environment to 

allow people here to be accepted. So I’ve never seen anyone from a diverse background 

who’s felt uncomfortable in the program. (Manager) 

Staff discussed how the ratio of males to females in the program in recent times had also 

become more balanced, suggesting that gender wasn’t a barrier to accessing the program: 

We actually never had too many females. We were always struggling to get females in 

so we only had small numbers. But over the last year we’ve had an influx of females 

coming in that we’re at the stage we’re its almost 50-50 if not more. (Manager) 

One of the challenges has been in engaging people with limited ability to speak English: 

Resis from a CALD background have been alright if they are able to speak English to a 

certain degree. We’ve found from past experience that if the English is limited they are 

not getting as much from that therapeutic side and interacting with the community 

becomes more limited and they don’t necessarily get the full benefit from the program. 

(Manager) 

The program however has used interpreters in the past to aid in conducting assessments for 

example, but one of the challenges around interpreters is a lack of funding of interpreter 

services in general: 
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We can’t get funding for an interpreter. The only way that organisations like ours could 

get access to money for interpreters was when we fell under Department of Human 

Services, and Department of Health (Vic) haven’t created a pool for interpreter services. 

(Manager) 

Reflexivity and continuous quality improvement 

The focus group highlighted that critical reflection on practice and continuous quality 

improvement was core business. Driven by the Manager and others, SHARC were proactive in 

reviewing their processes, and discussed a recent quality improvement initiative they had 

embarked on: 

We looked at some of our processes as a quality improvement initiative and we realised 

there was some areas lacking. There were some areas that weren’t clear and some room 

for improvement with the way things were developing. So things like our pre-entry 

component and our exiting component in particular were two main areas we looked at. 

There are guidelines. And what we used to do when a new person arrived they would 

turn up here. We would then take them to Hanover to sign the lease for the property, 

come back, and give them the guidelines for them to sign to say they are going to 

adhere to. And that’s not right, because they can choose not to sign the guidelines. So 

what we were doing is signing them up for everything, getting them in the program, and 

then showing them the guidelines so they didn’t have a choice. That’s changed our 

whole process. (Manager) 

Similar quality improvement processes were instigated around unplanned exits and breaches of 

guidelines, as the manager explained: 

We’ve tightened up that process. We’ve introduced a support person throughout the 

process. So they have a family member or friend – someone who can come in from 

assessment and be involved throughout their treatment. We also have accommodation 

options as needed if they exit unplanned. After we implemented that process all the staff 

sat down and we felt a sense of relief, because it’s quite concerning when you have no 

choice and you have to exit them and you’re worried about where they are going to end 

up.  
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All of these quality improvement initiatives were instigated and implemented because they 

were seen as being intrinsically valuable to the program and the residents’ experiences rather 

than because they were expected or imposed from external stakeholders:  

We haven’t been told to make improvements to the program by the funder. We don’t 

have to do it but it’s that added bonus of seeing things run smoothly. I think program 

wise we’ve developed a lot over the last year and a half and I think that will continue to 

evolve as the clients evolve and change. (Manager) 

Consumer participation in quality improvement 

What is particularly commendable about the quality improvement initiatives that have been 

implemented to date at RSS, is that residents themselves were consulted and were able to 

inform these: 

We’re very consumer driven and quality improvement processes involve the current 

resis.  We wanted their feedback about what should be a part of the guidelines, and they 

also reviewed and signed them. They’d already signed them when they came in but we 

held a workshop with them where they went over them and ask questions if they had 

them and also to sign them. So those guidelines are for the whole program, and it also 

refers to the urine drug screen process as well as  what our breaching and exit process is. 

So they are fully aware about what is acceptable and not acceptable within the program 

but they actually contributed to that document, which is terrific. And we’ve changed the 

exit process  as well by working out with them what would be helpful and what would 

actually work. (Manager) 

While consumer participation can be tokenistic in some services, it appears that consumers 

were involved in the quality improvement process at all stages: 

We were in the recreation room and the CEO came down as well, and we gave them 

(residents) an opportunity to discuss their concerns about the processes and also what 

they felt would be a good idea to include. We then we went away and wrote it up and 

then were able to give it back to them to look at and to have any other final comments. 

(Manager) 

Staff commented that residents confirmed what staff had considered issues. 
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The proactive approach to quality improvement identified was also evident in relation to the 

modification of screening and assessment tools.  As there is no common youth screening and 

assessment tool available in Victoria as yet, RSS staff have actively sought to improve their own 

tool in light of the needs of the client group:  

A lot of our assessment is based on the one we originally had here that was developed 

specifically for RSS and over time you realise that particular areas haven’t been included 

or that it isn’t up to date enough and we’ve gone out to seek additional content. Our 

senior clinician went out to Eating Disorders Victoria to find out what would be a good 

question that could be added to our assessment to indicate if we need to do the screen 

for eating disorders – same for gambling. And the reason behind that was that at one 

particular time we had quite a few resis coming through that had eating disorders, and 

for staff that aren’t around eating disorders all the time, it can be a difficult question. 

We didn’t want to have to do a whole screen for eating disorders with everyone, so it 

was finding the appropriate ways of wording it, so we’ve actually got the expert 

agencies to help us in doing that. (Manager) 

Integration 

As is suggested in the quote above the program has cultivated great working relationships with 

other agencies (including local GPs, mental health service providers, TAFE, and specialist health 

service providers) to enable them to provide integrated and holistic responses to meeting the 

needs of residents: 

We have a great relationship with a local GP and all of our resis go there on their first 

day. He comes to the annual general meeting and he bulk bills our residents as well, 

which is terrific as most won’t. We’ve done a lot of work to develop relationships. So 

now we have got a good relationship, for example, with Headspace because we were 

having issues getting psychologists and psychiatrists for our resis. We also use Youth 

Connect and Swinburne for psychologists as well. We also access The Outdoor 

Experience – they have camps and day recreational activities. Eating Disorders Victoria 

have come out a few times and have taken on some of our clients for counselling. We’ve 

had Gamblers Help come out and work with some of our clients as well. We’ve done a lot 

of work as a group down here. For example, we’re meeting with Medicare Local this 
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afternoon as well about making sure all of our details are in the new youth resource they 

are providing and for them to get to know us, so that networking is valuable. When 

issues arose, especially when they are new, we developing those relationships straight 

away, which then turned out to be quite helpful for our clients. We are not going to be 

able to develop relationships with every type of service but we’re very good at 

developing them for what we actually need in the community. (Manager) 

As the quote suggests, the development of these relationships were driven by priorities in terms 

of areas of need that were being identified in the current group of residents.   

 

Constraints and improving the program 

While staff were actively involved in continuous improvement initiatives one area that was 

flagged as a potential area of improvement included disability, and one of the major constraints 

that potentially limited RSS’s work was funding. 

Disability  

While staff suggested that there hadn’t been any clients with a disability in the RSS program to 

date, houses might not be physically appropriate for someone with a disability in their current 

form:  

One thing that is lacking in terms of catering to the needs of diverse groups, potentially 

could be around people with a disability. The houses aren’t ours so if anything needed to 

be done to the properties to make them more appropriate for people with disabilities, 

that would need to be negotiated with Hanover. We haven’t had any resis with mobility 

issues for example, so we haven’t needed to have that discussion with Hanover. But I 

wouldn’t say all of our properties are accessible for people with disabilities. But if that 

happened we would be advocating on behalf of the potential client, and having those 

conversations with Hanover to ensure that the property was appropriate for them to 

move in to. And Hanover – we have a great relationship with them – I would imagine, 

they would look for another property they can swap for a period of time that may be 

more suitable. (Manager)   
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As is evident here, RSS could draw on their good relationship with the housing service provider 

in order to ensure that houses were appropriate for people with a disability. 

Funding 

Staff discussed threats to funding, and how these contributed to an environment of uncertainty: 

Funding is an issue because we are a part of the Victorian youth reform, which hasn’t 

gone ahead. So half of our funding is from State and the other half is from Federal. That, 

like all drug and alcohol programs is causing issues with certainties with jobs and also 

knowing what is going on. So at the moment we know that we have funding until the 

end of June, and that’s it for the program. (Manager) 

Planning for the future in this environment was very difficult, although staff were doing their 

best to do this and maintain morale. The open communication between the CEO and other staff 

about developments in this respect has enabled staff to be as informed as possible. 
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5. CONCLUSIONS 

SHARC delivers RSS as negotiated in the Project Plans and can claim to be informed by evidence 

and good practice.  

The RSS program successfully achieves each of its specific program objectives: 

1. Deliver a residential recovery program that facilitates the achievement of positive 

change in key life areas by: 

a. Providing a daily structured education and activity program to promote the 

personal and social growth of residents 

b. Providing family support services (via FDH) that facilitate the healing of family 

relationships and better connect family members to the recovery process 

c. Giving opportunities for graduate residents to participate in program activities 

as a relapse prevention strategy and support to maintain strong recovery 

linkages 

Our evaluation underscores the importance of the day program as a means of 

promoting the personal and social growth of residents. RSS’s five-day a week day 

program is particularly unique in the world of AOD supported accommodation and 

contributes to the cultivation of a sense of community and social connection amongst 

residents, who may be living in different locations. The development of an active alumni 

group, who are actively engaged in the program, provides current residents with 

additional support and inspiration. The fact that current residents reported maintaining 

connection with graduate residents outside of day program is testament to the depth of 

social connections that are forged in RSS. A companion report highlights the important 

work that FDH does in improving family relationships.      

2. Adopt an integrated approach to service delivery  

Resident and clinician experiences of the program indicate that RSS provides a holistic 

and integrated approach to care that focuses not only on maintaining abstinence but 

also on broader health, wellbeing and broader life goals that residents have. The 

existence of working relationships with a number of agencies and organisations 

supports the ability of RSS to deliver integrated care. 

3. Manage services within a Quality Improvement Framework  
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One of the key findings to come from the evaluation is RSS’s commitment to continuous 

quality improvement and a quality improvement framework. Recent and ongoing 

reviews of processes such as how clients enter and exit RSS indicate a strong 

commitment to quality improvement, which is proactive and timely. Moreover, quality 

improvement initiatives at RSS have involved consumers and have been informed by 

their input.   

4. Reduce use and harm  

As is indicated in ADIS and outcome data presented, RSS participants report a number 

of positive outcomes in relation to reduced use and harm. Many learnt relapse 

prevention strategies and reported successfully maintaining abstinence from their 

primary drug of concern, which is also borne out in the qualitative data. 

5. Improve health, well-being and connectedness  

One of the great strengths of the RSS program is in the gains participants report in a 

range of health, well-being and connectedness domains. The quantitative data shows 

that participants particularly report improvements in their quality of life, physical and 

psychological health, social relationships, the environment in which they live, 

social/communication skills, reduced offending, and increased self-efficacy and in the 

resolution of presenting crisis situations. The qualitative data also reinforces this but 

highlights an array of other positive impacts including the cultivation of supportive 

social networks and engagement in meaningful activity (employment, education, 

volunteering etc.), which have been considered integral for the maintenance of progress 

made while in RSS in the longer term.  

Next steps 

Challenges  

One of the major challenges that RSS faces relates to the insecure funding environment. With 

the reform of the youth AOD sector in Victoria not yet underway, services are uncertain about 

what the youth AOD service delivery landscape may look like. Given that the reform of the adult 

AOD treatment system in Victoria involved standardisation of service delivery types and a 

catchment-based system, the degree to which unique services like RSS will be accommodated in 

such systems is unclear. This makes it difficult to plan for the future and build on the successes 

that RSS have achieved to date, although staff are trying their best. 
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The other important challenge for RSS is to communicate the achievements and evidence of 

effectiveness documented here. Without elaborate systems of data collection, evaluation and 

management this can be a difficult task. The small cohort that move through the program and 

the lack of broader norms to make sense of quantitative data present limitations for evaluation 

design. However, we have demonstrated that appropriate, rich and insightful data can be 

gathered using existing quantitative data (e.g. ADIS) and qualitative methods. The triangulation 

of quantitative and qualitative data from both client and staff perspectives provides robust 

findings, which can be communicated more widely. The development of a simple yet robust 

ongoing evaluation framework would be helpful in this respect.   

Opportunities 

Given its uniqueness as a service delivery provider, RSS is well positioned to contribute to the 

evidence base in relation to interventions for young people’s recovery. Very few services exist 

for young people’s recovery and fewer still are adequately researched and disseminated. RSS 

could play a role in building this evidence base and building on its expertise as a recovery service 

for young people.  

Given that recovery has become more prominent in the reformed adult AOD treatment system, 

there may be growing demand for service delivery models that have a recovery focus. Another 

option for consideration would be to establish an adult equivalent program using the insights 

from the evaluation of RSS.     
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