
VOLUME 19    EDITION 6

T
H

E

VOLUME 19    EDITION 6

B U L L E T I NB U L L E T I N

FRONTLINE
PROFILES 
EDITION

T H E
INTERVIEWS WITH WORKERS IN

PHARMACOTHERAPY
April*, opioid agonist treatment specialist

INTEGRATED CARE
Tess Mungovan, Therapeutic Team Leader at QuIHN

RESIDENTIAL REHAB
Catherine Coles, Case Worker at CAAPS Aboriginal Corp



4

A MESSAGE  
FROM THE CEO

A report released in November by KPMG and Rethink 
Addiction estimated that Australia lost upwards of $80 
billion to addiction in 2021. It’s not an encouraging note 
to end the year on, but it’s a good reminder that the 
consequences of our failure to manage drug use extend far 
beyond the people who use them.

This edition of The Bulletin marks not only the end of 2022 
but also of the magazine’s six-month contract extension. 

Consequently, we will be taking a (hopefully brief) break 
while we explore funding options. My sincere thanks to the 
Department of Health for their support and to the members 
of our advisory groups, who have provided invaluable 
guidance on the direction of The Bulletin. Thanks also to our 
readers, whose feedback has helped shape the magazine 
and kept it tethered to the real needs of the workforce. 
Finally, thanks to the team at Penington Institute who create 
The Bulletin.

For this edition we explore personal experiences of the drug 
treatment system. Inside you will find interviews with three 
people working in three different (though often overlapping) 
areas of drug treatment across Australia: integrated care, 
residential rehab, and pharmacotherapy. For the Q&A we 
spoke with a young woman whose living experience of drug 
use and residential rehabilitation offers a perspective from 
the other side of drug treatment.

Speaking of sector-relevant information, I’d be remiss not 
to mention a couple of things around the holiday season. 
We always see a spike in drug-related harms at this time of 
year, especially harms related to alcohol, so take special care 
of yourselves and your communities. For those working in 
NSPs and other frontline services, please communicate with 
your clients in advance if you are planning to close over this 
period, and that includes the importance of stocking up on 
injecting equipment.

That’s it from us for 2022. Enjoy this edition, enjoy the break, 
and we look forward to seeing you next year.

DISCLAIMER. The Bulletin is published by Penington Institute 
and funded by the Australian Government. The views expressed 
in this  publication are not necessarily those of the Australian 
Government or Penington Institute. 

Penington Institute takes no responsibility for loss or damage 
that may result from any actions taken based on materials within 
the Bulletin and does not indemnify readers against any damage 
incurred.  

Penington Institute connects lived experience and research to 
improve the management of drugs through community engagement 
and knowledge sharing. A not-for-profit organisation, our focus is 
supporting cost-effective approaches that maximise community 
health and safety in relation to drugs including pharmaceuticals 
and alcohol. 

Copyright © 2022. All rights reserved. All written material in 
this  publication may be reproduced with the following citation: 
“Reprinted from vol. 19, ed. 6 of The Bulletin, published by 
Penington Institute, with credit to the author(s).” 

www.penington.org.au  

John Ryan
CEO Penington Institute
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appointments because they don’t want anything to interrupt 

access to their medication. We’ve got another group whose 

limited capacity for self-management makes that much 

more challenging.

 What are the main challenges of your role? 

The drug and alcohol treatment system and policy 

framework is… it works really well for the people it works for, 

but there’s a whole other group that it doesn’t work for.

I think our opioid agonist treatment system is as far removed 

from harm reduction or low-barrier accessibility as it’s 

possible to be. We have such huge barriers to entry, and 

especially with the problems with Medicare now, like doctors 

not bulk billing, that’s created a whole lot of new barriers.

There’s a lot of complex people that I think the community 

would probably like to be on opioid agonist treatment, but 

it’s too hard: it’s too expensive; they have to dose every day; 

they need ID to dose; and they now need to pay GPs money 

to get on the program.

April* is a Team Leader at a substance-use and 
mental-health clinic in one of Australia’s major cities. 
She specialises in the delivery of opioid agonist 
treatment using methadone and buprenorphine.

 How did you get into this work? 

I’m in recovery. I ended up working in drug and alcohol 

after my own misspent youth. I’m not in a declared lived 

experience role: I’m a lived experience person in a non-

lived-experience role.

 Can you tell us about your main daily tasks? 

We have a hospital-based addiction team and our 

community-based addiction team, so a bit of the day is 

coordinating with my hospital colleagues to work out if any 

of our people have ended up in hospital.

There’s some admin work, some clinical work, and some 

strategic development stuff [like] working on state 

government submissions, reforms, and trying to improve 

addiction [treatment] across the range of hospital programs. 

 What are your main types of interactions with clients? 

Our brief is to work with people who are too complex for 

mainstream drug and alcohol treatment services. That 

means people with more than one diagnosis, like unstable 

psych issues and substance use or unstable chronic health 

issues and substance use.

I have a couple of different types of client interactions. 

Some are working with people that are coming to see me 

because they want to make changes to their substance use, 

and some are with people who don’t really want to see me 

and I’m providing some opportunistic, brief interventions to 

them to try to reduce the harm and hopefully build a bit of 

capacity to make other changes. 

Those are the guys that are on a [pharmacotherapy] 

program because they want to negate some of the worst 

effects of heavy, daily substance use. They’re just not 

wanting to withdraw all the time.

They can be more difficult to even get to the appointment. 

Some people know that they’re on a prescribed drug 

that they’re addicted to and they need to come to their 

I THINK OUR OPIOID AGONIST TREATMENT SYSTEM 

 IS AS FAR REMOVED FROM HARM REDUCTION

  OR LOW-BARRIER ACCESSIBILITY  

   AS IT’S POSSIBLE TO BE. 

  WE HAVE SUCH

HUGE BARRIERS 
   TO ENTRY, 
AND ESPECIALLY WITH THE PROBLEMS

 WITH MEDICARE NOW,

  LIKE DOCTORS NOT BULK BILLING,

THAT’S CREATED A WHOLE LOT OF NEW BARRIERS.

“

“
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 What have you learned in your work that you wish more  

 people understood?

That there’s no one explanatory model for addiction. I 

really struggle when people start talking to me about 

[a series of famous clinical studies into addiction] Rat 

Park and that kind of thing. It’s not all trauma, it’s not all 

relationships, it’s not all Rat Park, you know? I think that’s 

one of the problems with this area, is that people just want 

to oversimplify it.

Something else I wish other people knew… We have 

medicinal cannabis, which means that if you have enough 

money, you can get weed legally. If you don’t – it’s like 300 

bucks or something – you have to keep using illicit street 

weed, which means you get busted. You get fined, you go to 

court, maybe go to jail.

Same with stimulants. If you’ve got the money, you go to a 

private psychiatrist who prescribes dexamphetamine… Same 

with opioids, right? So we’ve got this two-speed drug system, 

and it doesn’t mean to be classist, but it is classist.

WE’VE GOT THIS TWO-SPEED DRUG SYSTEM

 AND IT DOESN’T MEAN TO BE CLASSIST, 

  BUT IT IS 
 CLASSIST.

“

“

 How do you practice harm reduction in your role? 

It’s interesting because I don’t think that my program 

is technically harm reduction. It’s not funded as a harm 

reduction program; it’s funded as a treatment program.

Because I work with a whole lot of people who are refusing 

drug treatment, a lot of the work that I do is opportunistic 

interventions for people who are using substances in a way 

that’s pretty dangerous. And because they’re people that are 

not walking into drug treatment services, it’s really gritty 

harm reduction.

It’s encouraging people to wash their hands before they 

inject. Drink more water so you wee clear, drink more water 

so your veins are fatter. Go wild, try a new needle – don’t 

keep using the same one, even though it’s lucky.



Q&A

ZOE*
* Name changed to protect privacy
* Name of treatment facility has been changed



Q&A
Most of the case workers were fairly competent and actually 

provided pretty good insight into what I was struggling with.  

I think their main strong point was that they had lived experience. 

 You’d had problems with party drugs prior to alcohol.  

 Could you talk a bit about that and how it changed?

My drug use started off with psychedelics. I thought I was, 

you know, ‘awakening my mind,’ I was really into that when I 

was quite young, from like the ages of 15 to 19. I was really 

into mushrooms and acid and DMT. 

Then I started taking MDMA, and that became regular pretty 

quickly. Then I got really, really into ketamine. I would hit 

the town with at least seven grams of ketamine for myself, 

and I would have dozens more to sell and would end up 

taking a lot of that as well. But the worst drug problem of 

my life began when my drag mother introduced me to GBL.

 Where was that? And can you explain the concept of a drag   

 mother for some of our readers who might not be familiar? 

Within the first couple of days of moving to Berlin [on study 

exchange], this person that I met, who was a Romanian drag 

queen, basically took me under her wing. A drag mother 

is someone who encourages you to create your own drag 

persona or personas or to get into the performing arts 

aspect of that scene. 

A lot of people in the drag scene were into GBL. The first time  

I took it, I was at this club… it was beyond intoxicating. I felt like 

I was reborn. I didn’t know that the combination of GBL and 

ketamine is incredibly lethal, and I started mixing everything.

A couple of weeks later, my drag mother suddenly stopped 

talking to me. I contacted her and said ‘what’s going on?’ 

and she said, ‘I’m not having anything to do with someone 

who collapses all the time at parties.’

I said, ‘what on earth do you mean?’ I had no idea that I 

was overdosing up to five times a night. Because when you 

overdose on GBL, you get total amnesia in the moments 

leading up to it. It can be momentary, or it can be up to an 

hour; two hours or more on GHB.

I lived in Berlin for two and a half years, and then I moved 

to Paris for a few months, and then I went to Dublin. I was 

still sporadically taking [GBL] but trying really hard to stop. 

Escaping the confines of a strict religious upbringing, 
Zoe* left home at fifteen. A passion for learning 
languages and a hunger for novel experiences 
carried her through university and to Germany on 
academic exchange, but she also developed an 
appetite for excess. In March of 2022 she sought 
treatment at a residential drug rehabilitation facility. 
She spoke with us about her experience.

 You spent a couple of months at a residential rehab earlier    

 this year. Maybe you could just summarise briefly why you  

 were there, how you wound up at that one, and a bit of the  

 background leading up to it.

I had probably about a decade of very heavy party-drug 

use, which got increasingly sinister. And then when I no 

longer had access to those substances, I turned to alcohol, 

especially due to chronic insomnia and crippling anxiety. I 

then had a quite severe drinking problem from the ages of 

25 to 29.

My mother called me one night and suggested that I go to 

a residential rehab and told me about The Community*. She 

said that it was really good and that you can pay for it using 

Centrelink, so that was the main reason I went there.

 Was that your first stay in a rehab? 

Yeah, first ever stay in a rehab. I’ve done one detox before, 

that was only for four days. That was in Germany. 

 How did you find the staff at The Community compared to   

 your experience in Germany?

In Germany they were nothing short of brutal. They had 

total disregard for the inpatients. When I said that I had 

a diagnosis of PTSD [post-traumatic stress disorder], they 

scoffed at that and said, ‘PTSD isn’t a real thing.’ At The 

Community, they were a lot more sensitive to people’s 

mental health, but nobody there had any qualifications 

beyond a Cert Four in community health, except one case 

worker who had a degree in pharmacology and psychology.

 Was that a concern for you? Were you expecting or hoping  

 that they would have more, say, academic expertise? 

Absolutely. I was quite shocked and a little bit concerned. 



And then I had to, for financial and visa and health reasons, 

come back to Australia.

 Have you come across people who use GHB or GBL in Australia? 

I haven’t really been involved in the kind of crowds that use 

it, but I have come in contact with that cohort and seen that 

it’s absolutely rampant at the moment.

In Berlin it was very mainstream to take GBL and it was very 

much in the queer and performing arts scene. In Australia 

it’s got more of a bad rep and the people who are involved 

in it are typically more dangerous than the people that were 

distributing it in Berlin.

 Back to rehab, The Community – was it a 12-step  

 program there? 

AA and NA is what they operate under. You have program 

from Monday to Saturday, and Sunday’s sort of a day off, 

even though you still have to do chores. Then three or four 

nights a week you have a choice of going to AA or NA. Most 

people preferred NA because – this was my experience and 

the experience of the other people at the rehab – it’s a lot 

more inclusive. 

The people were more interesting, a lot more open about 

themselves, more bubbly. It had, like, almost an evangelical 

vibe going on. Lots of standing and clapping and people 

revving each other up and being really keen to make 

connections. At AA it was a much older, much more male 

demographic. NA ended up working a lot better for me.

 Since leaving rehab several months ago you’ve abstained from  

 drugs other than nicotine. Something about the experience  

 clearly worked for you. What do you think that was? 

I think it was the being part of [a group with] an intense, 

uniform desire to get well and do better for ourselves. 

There were some key aspects to the literature that I really 

identified with, like [the idea] that addiction so often stems 

from isolation: ‘the opposite of connection is addiction.’ 

At the NA and AA meetings, [there was] zero judgment. 

People from all walks of life were having a laugh and 

sharing stories and sharing their pain. They encourage you 

to play a role as a mentor to other people, and that sense 

of responsibility and the opportunity to care deeply about 

someone else and help them through their addiction makes 

 THAT SENSE OF RESPONSIBILITY AND 

  THE OPPORTUNITY TO CARE DEEPLY 

    ABOUT SOMEONE ELSE AND

 HELP 
  THEM 
   THROUGH
  THEIR ADDICTION 

   MAKES YOU FEEL GOOD 

    ABOUT YOURSELF.

“

“



 IN BERLIN IT WAS VERY MAINSTREAM 

 TO TAKE GBL AND IT WAS VERY MUCH IN  

  THE QUEER AND PERFORMING 

ARTS SCENE. IN AUSTRALIA IT’S GOT MORE OF A

  BAD REP
 AND THE PEOPLE WHO ARE INVOLVED  

 IN IT ARE TYPICALLY MORE DANGEROUS  

  THAN THE PEOPLE THAT WERE  

 DISTRIBUTING IT IN BERLIN. 

“

“
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probably the main reason [for people leaving] was just how 

unrelenting it was. It was very much like 1984, or for those 

who haven’t read 1984, it was like being on Big Brother.

 Should the staff be doing more to try to curb those  

 negative aspects of the experience or pull people up on 

their behaviour?

The idea is that the community regulates itself. You have 

facilitators called case workers, and they are supposedly 

never meant to step in and stop anything from happening, 

but they basically force people to dob on each other.

There are cardinal rules that you can get kicked out for, like 

[taking] drugs, smoking, having sex…but apart from that, pretty 

much anything can happen in there. It’s like Mean Girls on 

steroids. It’s the craziest bullying I’ve ever seen in my life, and 

I’ve experienced [bullying] first hand, severely, since a very 

young age. So I came out of the residential rehab going, ‘why 

did they let that happen? Why did they put us through that? 

Like, what does that even have to do with getting sober?’ 

But on the other hand, you have private rehabs where it’s 

essentially just a medical detox and they don’t really give 

you any counselling. So I see what they’re trying to do, but I 

think the model could be improved.

 What were some ways that you think the experience could  

 have been improved? 

I think the concept of the therapeutic community is great 

in most ways. I just think that the abusive tendencies that 

you feel good about yourself. It makes you feel like a useful 

member of society again. The work program was great, that gave 

me a sense of purpose, and the physical activity was fantastic 

after being sedentary for so long. They did make a big effort 

to help us with financial planning, which was really positive.

 How long were you in there for? 

Just two months. I left a month early. 

 And the people that you were in there with, a few of them  

 ended up leaving early as well? 

Basically everyone leaves early. They only have about two to 

four people graduate the program per year.

 Why do you think so few people end up graduating? Are  

 they all there by choice, or do people end up there through  

 sort of prison diversion programs? 

Everyone’s there by choice, but there is a program called 

MERIT [Magistrate’s Early Referral Into Treatment] and that’s 

what you just referred to. They have a limited amount of 

MERIT spots available each intake. I think about 20 per cent 

of people there are on MERIT.

The social dynamic in the therapeutic community is 

absolutely brutal because you have people in there with 

very, very severe social issues. Most people had been to jail 

or had suspended sentences. And super rough upbringings; 

a lot of them had really bad family dynamics. A lot of people 

wanted to get out for a kid’s birthday or a parent dying, but 

 I BELIEVE YOU CAN GET SOBER WITHOUT   

CLAIMING THAT YOU ARE POWERLESS OVER YOUR

UNMANAGEABLE 
   LIFE
 UNLESS YOU HAVE A RELATIONSHIP

  WITH A HIGHER POWER

“

“



come out when people are in early recovery shouldn’t be 

tolerated. The case workers won’t tolerate some things, like 

people having romantic or ‘exclusive’ relationships, so why is 

the abusive stuff tolerated?

The other main thing that I had a problem with was that it was 

absolutely mandatory to be spiritual, so you’d get in trouble if 

you weren’t praying to your higher power several times a day.  

I was raised in a religious sect. I believe you can get sober 

without claiming that you are powerless over your unmanage-

able life unless you have a relationship with a higher power. 

 You left home pretty early, right? 

I left home when I was 15. The sect formed my mother’s 

ideas of what was right and wrong for me as a child. I was 

never allowed to socialise with anyone. I was very sheltered, 

very isolated deep in the countryside. All I wanted was to 

meet people from abroad and expand my horizons, and I 

wasn’t able to do any of that.

I knew from a young age that I wasn’t straight, so that was 

another big one. There are a lot of queer people in recovery, 

[also] a lot of people that have been homeless, people with 

autoimmune diseases, chronic pain, injuries, and quite a few 

people from deeply religious backgrounds as well.

 

 Of the people that you were in rehab with, have a lot of  

 them managed to maintain sobriety? 

As far as I know, all of them have lapsed and most of them 

have relapsed. They [The Community] claim – based on what 

stats, I have no idea – that their success rate is about 30 per 

cent for those who graduate the program. Most rehabs say 

it’s about five per cent or less that stay sober.

 

 I didn’t realize that the success rates were that low.  

 I wonder how it compares to going it on your own, whether  

 it’s cold turkey or with some kind of pharmacotherapy. 

I’ve been researching that since leaving. In Nordic countries, 

their typical rehab is all medical staff, a medically 

supervised detox and rehabilitation, and they’re really big 

on Naltrexone for alcoholics. There are even similar drugs 

that can block the effects of methamphetamine. It’s not a 

therapeutic community. It’s basically cognitive behavioural 

therapy, sometimes dialectical behavioural therapy.

 

 What would you suggest to someone who was in a similar  

 position to where you were six months ago and was  

 thinking of going to rehab?

Uh, this is difficult. The therapeutic community model can 

be good for someone who has a strong constitution when 

it comes to difficult social dynamics, but for someone 

who’s struggling with trauma and social problems, I would 

recommend a more medically focused [model]. Like a medically 

supervised detox with cognitive behavioural therapy.

But I also think that the two biggest takeaways that I got 

were that it’s vital that you have social and professional 

connections to just keep you connected, and if the person 

is able bodied, to gear themselves toward returning to the 

workforce and trying to be a functioning member of society.

 THE SOCIAL DYNAMIC 

 IN THE THERAPEUTIC COMMUNITY IS    
 ABSOLUTELY 
  BRUTAL
 BECAUSE YOU HAVE PEOPLE IN THERE 

WITH VERY, VERY SEVERE SOCIAL ISSUES.   

“

“
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 I’d like to start with a quick overview of QuIHN and what the    

 organisation does. Could you describe the organisation and  

 your role within it? 

QuIHN is a drug and alcohol and mental health service, and we 
run on what they call a harm reduction or harm minimisation 
framework. We take people on at all different stages of their 
substance use. 

We have all sorts of services that range from needle and 
syringe programs to point of care testing – so hep C testing 
and treatment. We provide take-home naloxone, which helps 
reduce the impact of opioid overdose.  We provide take-home 
naloxone, which helps reduce the impact of opioid overdose. 
We also have an outpatient community withdrawal program. 

On my team, the therapeutic team, we have counsellors, social 
workers, people from different disciplines. I’m the therapeutic 
team leader, I manage a team of eight people. 

 Managing a team of eight means you must be quite good  

 with people. What got you interested in your current line of work?

I value working in a team. I see the impacts of connection and 
wraparound support, coming together and working on things 
together. I started out in mental health but always had quite 
a keen interest around drugs and alcohol. Specific to QuIHN, 
the fact that they are harm reduction [focused] and live and 
breathe that, that is an approach that made sense to me.

 What does a typical day look like for you? Is it very much  

 informed by the people you see on the day? 

Every day is different. It’s definitely case by case, depending 
on where [the client] is at and what kind of changes they 
want to make. We work on the ‘stages of change’ model: 
some people are pre-contemplative for change, some are 
contemplating it, and some are ready for it. QuIHN is very 
client focused. We ask the person what they’re after, what they 
want to change or what they want support with.

Tess Mungovan began her career in psychology and 

mental health, but she has always had an interest in drug-

related issues. Two and a half years ago, she joined QuIHN 

(Queensland Injectors Health Network) as therapeutic team 

leader. She spoke with The Bulletin about the role of harm 

reduction, self-care, and human connection in her work.

THERE’S A LOT OF CHECKING IN ON EACH 

OTHER, MAKING SURE, IF THERE IS A REALLY 

TOUGH SITUATION WE’VE BEEN IN,  

TO DEBRIEF ON THAT. 

FOR ME [SELF-CARE IS] VERY MUCH AROUND 

MOVEMENT: EXERCISE, MUSIC, AND TAKING 

TIMEOUT WHEN I NEED TO.

“

“



 Did you know from a young age you wanted to get into  

 psychology? When did that sort of fall into place for you? 

I was in year 12 and I was not great at school academically. 
But I picked up psychology and I just loved it. 

I found it really fascinating. Learning about substance use and 
neuroscience, that really fascinated me. I had some personal 
exposure to the impacts [of drugs] and the limitations around 
accessing alcohol and drug services.

I hope that we can keep learning more about substance use, 
what it’s really about, and advocating for the substance use 
community, hopefully changing some laws and legislation in 
Australia to support them.

 I HOPE THAT WE CAN KEEP LEARNING MORE ABOUT SUBSTANCE USE, WHAT IT’S 

REALLY ABOUT, AND ADVOCATING FOR THE SUBSTANCE USE COMMUNITY,  HOPEFULLY 

CHANGING SOME LAWS AND LEGISLATION IN AUSTRALIA TO SUPPORT THEM.

“

“
 When you speak about goals, is that a formal, long-term plan  

 that you document and work on with the patient, or more of   

 a rolling, fluid thing?

Every session that we have on the therapeutic team, as a legal 
requirement, does need to be documented. We use a strength-
based, person-centred approach in our therapeutic models as 
well as that trauma-informed lens.

Usually it’s a really gentle process, making sure that they’re 
ready, and it’s up to them what they want to bring to the 
session. [We emphasise] self-determination, that they’ve got 
the power to make changes or live life as they want to.

 I imagine the work can be a lot for your mental health at times.    

 What do you do in terms of support for staff and wellbeing? 

When you first start working here, you fill out a self-care plan 
that you share with your manager, which is something quite 
unique. I haven’t experienced that before in a workplace.

 There’s a lot of checking in on each other, making sure, if 
there is a really tough situation we’ve been in, to debrief on 
that. For me it’s very much around movement. Exercise, music, 
and taking time out when I need to, whether that’s planning a 
holiday or just a day to recoup.

 Is there any particular challenge that you wish people knew  

 about your work?

[The challenge] I think would be educating people that nice 
people use drugs, people from different walks of life use them, 
and some people can use them and continue to function in 
their day-to-day lives.

There’s a great journalist called Johann Hari, he wrote a book 
called Chasing the Scream [about] the war on drugs. He 
interviews a lot of people, and he has this saying that the 
opposite of addiction isn’t sobriety, it’s connection. 

The biggest message is that every human wants connection 
in some form, whether it’s to someone else or their purpose or 
themselves. That connection is what is going to help people 
the most.

  NICE PEOPLE USE DRUGS,

 PEOPLE FROM DIFFERENT WALKS

   OF LIFE USE THEM

  AND SOME PEOPLE CAN USE THEM 

   AND CONTINUE TO

   FUNCTION 
  IN THEIR
 DAY-TO-DAY
    LIVES

“

“



 Where can people find out more about your work? 

We have a website called Hi-Ground that talks about the 
work we do and provides education and information on 
drugs and alcohol. 

We have a presence on social media which shares with 
the community the work we do and education on harm 
minimisation around alcohol and other drug use.

STAGES OF
CHANGE

is unaware of or unconcerned with their drug use,  

not intending to change;

The Stages of Change model is a framework used to 

understand how people recover from problematic patterns of 

behaviour, including drug use. It identifies five distinct stages, 

in which the person...

PRECONTEMPLATION

acknowledges their drug use is problematic, open to the 

possibility of change but not yet ready to act;

CONTEMPLATION

has an intention to change and has started planning and 

putting strategies in place;

PREPARATION

earnestly attempts to change or cease drug use;

ACTION

continues developing strategies and working to sustain recovery;

MAINTENANCE

resumes drug use. This is seen as a temporary  

setback, a normal part of the recovery process and  

an opportunity to learn.

RELAPSE

CLICK ABOVE TO LEARN MORE ABOUT QuIHN
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Turning people away is extremely challenging, and I often 

wonder if we’ve made the right decision. Once the client 

gets accepted into the program, we create a family-centred 

case plan to help them work towards their goals and 

ensure services are tailored to best address the family’s 

strengths and needs. It might look like going to Centrelink 

together to help the client set up their payments and rent 

reduction, enrolling their children in school, going fishing 

on a Friday with all the families, etc. 

 What are your main types of interactions with clients? 

From supporting some adults under corrections in court, to 

conducting milestones checks with the kids, I interact with 

the family as a whole in many different ways. What I enjoy 

the most is to simply sit with them and talk about what 

they’ve been through and where they want to go.

I have this client, a young dad, who’s been through so many 

withdrawal symptoms and sometimes gets very frustrated. 

He doesn’t talk to anyone but me, so I just sit next to 

him and listen, even when he’s angry. We’ve built such a 

trusting relationship.

 What are the main challenges of your job? 

One minute you get abused by a client and the next you’re 

sitting with them chatting like nothing happened. Those 

moments can be tough, but it’s important to try not to take 

it personally.

Catherine Coles is a Children and Adult Case 
Worker at CAAPS Aboriginal Corporation, a 
community-based service that supports Aboriginal 
and Torres Strait Islander families in the Northern 
Territory. Catherine runs the 12-week AOD 
residential program Healthy Families, where 
parents can receive support for substance use and 
not be separated from their children.

 How did you get into this work? 

I was a teachers’ aide before joining CAAPS as a Children’s 

Case Worker six years ago; the transition from working in 

a school to a rehab was rough and emotional. I remember 

one of the case workers saying to me “You can cry, you can 

walk out the door, or you can toughen up and start getting 

prepared for what you are about to see,” so I toughened up. 

I don’t think you ever get used to it though, you become 

better equipped at dealing with each and every situation 

and experience. 

 What are your main daily tasks? 

A considerable part of my job is to conduct assessments 

to decide which referral is most suitable for our program 

— we ask the client questions about their drug and alcohol 

use, their family history, their mental health, if there are 

any domestic violence or offences involved, if they are 

under corrections… 

  I DON’T THINK YOU EVER  

 GET USED TO IT, YOU BECOME   
   BETTER 
  EQUIPPED

“

“



and back then, we had no support or knowledge around 

AOD. We just did not know what to do, it was ‘our normal’. 

I wish more people understood that what they consider 

‘normal’ is not a given for everyone due to their history and 

background.

 How do you practice harm reduction in your role? 

That’s a tricky one because our program focuses on harm 

reduction — clients are not allowed to use on site, but we 

provide harm reduction supplies, education and link them 

with outreach programs at the end of their stay at CAAPS 

— but a lot of our clients don’t really believe in the harm 

reduction model.

They often feel that harm reduction doesn’t work for 

them because only [using] once could potentially bring 

them back to where they were. Some clients prefer total 

abstinence: they believe they would not be able to use 

safely if they were around drugs or alcohol.

Personally, I am on the fence. I’d like my brother to stop 

using altogether, but I am also aware that recovery is not a 

one-size-fits-all process. 

It’s a huge change for a whole family to spend three 

months in a new place with strict rules, and sometimes 

people get frustrated because we can’t provide everything 

they need or want. We know what we sign up for when 

entering this type of work.

 What does a satisfying workday look like for you? 

Every evening, regardless of what happened at work that 

day, I go home feeling proud of what we do. To be able to 

work with people with addiction, but also to support their 

family through the recovery process, whether it’s enrolling 

their children in school or educating their partner about 

drug and alcohol use, is incredibly rewarding. 

I’ll always remember one of my first cases as an adult 

case worker. Both parents used cannabis, Mum was under 

corrections with very strict conditions, and their children 

were barely going to school. The family attended our 12-

week program and now both parents are off drugs and 

have a job, and the kids go to school full time. Any of our 

clients’ achievements, big or small, are extremely satisfying 

to witness and be part of.

 What have you learned in your work you wish more people 

understood? 

This job changed my whole perspective on life. My brother 

had an addiction to drugs and my dad was an alcoholic, 
 TURNING PEOPLE AWAY IS 

  EXTREMELY 
 CHALLENGING
  AND I OFTEN WONDER IF WE’VE

   MADE THE RIGHT DECISION. 

“

“



THE NT HAS THE HIGHEST ALCOHOL 

CONSUMPTION PER CAPITA 

AND THE HIGHEST RATES OF 

HOSPITALISATION AND DEATH DUE 

TO ALCOHOL MISUSE IN AUSTRALIA. 

APPROXIMATELY

THESE CONSUMPTION RATES ARE 

OF ADULTS IN THE NT EXCEED  

THE NATIONAL HEALTH AND MEDICAL  

RESEARCH COUNCIL GUIDELINES  

RELATED TO ALCOHOL CONSUMPTION

GREATER THAN THE NATIONAL AVERAGE 

48%

173%



  EVERY EVENING,

 REGARDLESS OF WHAT HAPPENED

   AT WORK THAT DAY,

  I GO HOME

   FEELING 
  PROUD OF
WHAT WE DO.

“

“
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ATDC
RAMMs Plus. Presentations  
from across the ATOD sector 
and beyond

Global Scientific Forum
International Conference on 
Addiction Medicine, Behavioral 
Health and Psychiatry

World AIDS Day
UNAIDS

International  
Medicine in Addiction  
Conference 

SHARC 
Peer Worker Training

YSAS
Youth Focussed AOD Practices: 
Adolescents who use alcohol 
and other drugs (Youth AOD  
1-4 combined)

ICDMA 2023
International Conference on 
Drug Misuse and Addiction
Organiser: World Academy of Science, 
Engineering and Technology

ATDC
Examining Tasmanian Drug Trends 
with Associate Professor Raimondo 
Bruno (UTAS)

ICANH 2023
World Academy. International 
Conference on Addictions Nursing  
and Healthcare

Beyond the C 
Hepatitis C Case Finding  
for General Practice.  
This workshop will assist  
primary care staff in undertaking 
case finding for hepatitis C.

The Centre for Women’s 
Safety and Wellbeing
Exploring the complex interplay of 
DFV,  AOD use and mental health. 
Exploring the complex interplay 
of DFV, AOD use & mental health 
and service responses to victim-
survivors.

In Person: Carlton, VIC 

Click here for event info 

Online

Click here for event info

Online

Click here for event info 

Sydney

Click here for event info

Melbourne 

Click here for event info

Online

Click here for event info 

Hybrid Event: Onsite Camperdown 

Click here for event info 

City West Lotteries House, West Perth 

Click here for event info 

Online 

Click here for event info

Online

Click here for event info 

The Bulletin’s bimonthly event 

calendar features events from 

across Australia relevant to the 

NSP workforce. 

 

We would love to include your 

organisation’s event in the next 

edition. Please click here to submit 

the details for consideration.
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