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Abstract 

Introduction and aims: Aboriginal residential rehabilitation services provide drug and alcohol healing 
for Aboriginal people. There is limited available research that empirically describes the client 
characteristics of these services. This study examined five years of client data of a remote Aboriginal 
residential rehabilitation service.  

Design and methods: Retrospective analysis of 329 client admissions to Orana Haven Aboriginal 
Residential Rehabilitation Service from 2011-2016. Multinomial and binary logistic regressions were 
conducted to identify trends in the data. 

Results: There were 66 admissions recorded annually, most identifying as Aboriginal (85%). Mean 
length of stay was 56 days, with 1 in 3 (36%) leaving within the first month. A third (32%) completed 
the program; 47% self-discharged and 20% house-discharged before program completion. The age of 
clients significantly increased over time (p=0.03), with most aged from 26-35. Older clients were more 
likely readmit (p<0.002) and stay longer than 90 days (p=0.02). The majority were criminal justice 
referrals, significantly increasing from 79% in 2011 to 96% in 2016 (p<0.001). Clients referred from 
criminal justice were also significantly more likely to self-discharge (p<0.001). Among a subset of 
clients, three quarters (71%) reported polysubstance use. 

Discussion and conclusions: This is the first empirical description of the client and service 
characteristics of a remote Aboriginal residential rehabilitation service in Australia. This data can be 
used to better tailor the service to the client’s needs. Standardised data collection and incorporating 
the perceptions of staff and clients to improve service delivery is recommended. 

Introduction 

Aboriginal health disadvantage in Australia is a consequence of the complex legacy of 
intergenerational trauma, the etiology of which includes colonisation, racism, and social exclusion (1-
4). One manifestation of this harmful legacy is the disproportionately higher burden of substance-
related harm experienced by Aboriginal people, compared to their non-Aboriginal counterparts (5-7). 
Substance-related harm impacts negatively on the physical, psychological, and spiritual wellbeing of 
Aboriginal people, and extends beyond individuals to families and communities (8). 

There is no simple way to reduce the burden of substance-related harm experienced by Aboriginal 
Australians (9), and as such a range of effective and culturally safe interventions are required. Gray et 
al (10) identify a range of suitable strategies including: acute interventions (sobering-up centres, 
detoxification) (11); counselling and residential treatment (12-15); support services (health services, 
accommodation, crisis care); and prevention (health promotion, cultural initiatives, supply reduction) 
(5, 16, 17). Regardless of the overall approach, Aboriginal people prefer to seek treatment at 
Aboriginal-specific or culturally safe services, with the option to access Aboriginal community-
controlled health services (ACCHOs) vital to an Aboriginal person’s right to self-determine (14, 18).  
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Aboriginal residential rehabilitation services have a long history of service provision in Australia, 
spanning over five decades. The first independent Aboriginal-led residential program, Benelong’s 
Haven, opened in 1974 with other similar community-controlled facilities subsequently established in 
regional and metropolitan centres across Australia (14, 19). Residential rehabilitation treatment offers 
a multi-component approach for individuals with complex social, economic, housing and legal 
difficulties (18). Multi-component programs are important given the strong relationship between 
factors such as substance misuse and family breakdown or violence (20, 21), homelessness, mental 
illness, and recidivism (22-25). The length of time people remain in residential rehabilitation treatment 
has been consistently found to be associated with improvements in post-treatment outcomes (26-30). 
Similarly, fewer episodes of care that are longer in duration or a prior residential rehabilitation program 
completion is associated with better outcomes compared to multiple, shorter episodes of care (26). A 
period of three months has been identified as a minimum time or ‘dose’ required to achieve improved 
treatment outcomes (31). Older age has been found to be associated with increased length of stay 
(32-34). 

Aboriginal-specific residential rehabilitation settings can incorporate cultural dimensions into treatment 
to enhance healing from substance misuse (35, 36). The degree to which a program embeds culture 
has been found to increase client wellbeing and reduce substance misuse (18, 37, 38) A meta-
analysis of 65 experimental and quasi-experimental studies involving 8,620 participants from a variety 
of cultural backgrounds found the most effective mental health treatments targeted specific cultural 
groups (39). There is a need for well-designed studies to address how culture improves treatment 
outcomes for specific population groups seeking residential rehabilitation treatment (36).  

Recommended best practice for Aboriginal residential rehabilitation includes: good governance, 
qualified staff, and partnerships with additional services and researchers (14, 40). Even modest 
changes to a program, such as increased focus on client engagement, culturally-adapted assessment 
tools and enhanced data collection processes, can improve outcomes in Aboriginal treatment services 
(9, 10). However, these resources will be optimally beneficial if they are tailored to the specific 
characteristics of clients admitted to Aboriginal residential rehabilitation services (26, 31, 34, 41). 
Despite the clinical importance of understanding client characteristics, a systematic review of 
Aboriginal residential treatment services from New Zealand, Canada, America and Australia, 
published between 1 January 2000 and 28 March 2016, identified only eight studies that 
systematically described their clients (11, 42-48), of which only three (11, 42, 43) were Australian 
(James et al, in press, 2017).  

In order to build upon this limited international evidence, a critical first step is to collect and interpret 
accurate descriptive data from Aboriginal residential rehabilitation services to better target 
interventions to clients and enable ongoing monitoring of trends over time. To undertake this, a three-
year collaborative research partnership between academics and a remote Aboriginal residential 
rehabilitation service was developed. Specifically, this paper has three aims: 

1. Empirically describe the demographic, referral type, and service utilisation characteristics of 
all recorded presentations to, and clients of, a remote Aboriginal residential rehabilitation 
service over a five year period; 

2. Examine the differences between the characteristics of single and multiple admission clients; 
and 

3. Identify the client characteristics that predict length of stay and self-discharge. 
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Methods 

Ethics 
Ethical approval was granted by the Human Research Ethics Committee’s of the Aboriginal Health 
and Medical Research Council and the University of New South Wales. 

Setting and treatment program 
Orana Haven Drug and Alcohol Rehabilitation Centre (OH) is an Aboriginal residential rehabilitation 
service located in Western NSW, approximately 700 kilometres northwest of Sydney. Operating since 
1982, OH offers a three-month voluntary rehabilitation program for Aboriginal males. OH is situated 
on 10 hectares of traditional country of the Ngemba people (Figure 1).  

Figure 1 Location of Orana Haven Residential Rehabilitation Service in NSW 

  

As of April 2016, OH employed 12 staff: a Chief Executive Officer (CEO), two senior drug and alcohol 
workers, five residential care workers, a cultural worker, a labourer, a cook, and an office 
administrator, of which 75% (n=9) identified as Aboriginal. A Board comprising the CEO and seven 
Elders or leaders with relevant employment, volunteering or governance skills from across the Orana 
region (two non-Aboriginal and five Aboriginal), oversee the service’s operations. According to OH’s 
2015-2017 Strategic Plan, the service’s broad objective is to “provide a culturally safe drug and 
alcohol healing centre that maximises the strengths of Aboriginal people and communities.” OH’s 
client eligibility criteria, an outline of the referral process and key stages of the program are 
summarised in Figure 2. 

Orana Haven 
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Figure 2 Description of client eligibility and the six stages of Orana Haven Drug and Alcohol 
Rehabilitation Service program 

 

Sample 
All recorded OH client admissions over a five-year period from 1 May 2011 to 30 April 2016. 

Measures 
Client data routinely collected by OH were: demographics (age, date of birth, Aboriginality); referral 
type (criminal justice referred); and service utilisation characteristics (days in treatment and discharge 
type). These data were collected using two methods. First, on arrival at, and exit from OH, clients’ 
details were hand-written into a service admission book. Second, after recommendation from 
researchers to obtain additional client information to inform service delivery, a service-developed 
phone assessment form was implemented from 1 July 2015 to 30 April 2016. 

Client Eligibility 
 

• Male 
• Identify as Aboriginal 

(preferred) 
• Minimum age 18 years 
• Current / previous 

substance misuse issues 
• No current acute mental 

health episodes 
• Criminal history does not 

indicate client is currently 
violent / pose a threat to 
staff / other clients or has a 
history of arson  

• Has undergone or will 
agree to undergo 
withdrawal (excluding 
tobacco and methadone) 
prior to arriving 

• Able to pay board  

Stage 2: Client arrival / intake (N=329, May 2011-April 2016) 
• Client arrives (either on bus, dropped off or picked up by staff and shown to room, 

introduce staff / clients gradually with a focus on building trust and rapport 
• Program rules / mandatory urine screen / Centrelink / intake forms completed  
• Individual client measures administered within the first week and entered into 

Communicare 

Stage 1: Service referral 
• Client or representative/family member contacts OH 
• Client phone assessment completed and additional information sought (e.g. court reports) 
• OH manager / senior staff determine clients’ suitability based on the needs, presentation 

and demographics 
• Client required to attend withdrawal service prior to arriving 

Stage 3: Month 1 (Days 1-30) (N= 119, May 2011-April 2016) 
• Client attend groups – 8am morning group and 5 topic based groups per fortnight 
• Regular cultural activities– wood work, bush hunting, campfire time etc. 
• Enrols and commenced current TAFE course / literacy program 
• Not permitted to go shopping into town  
• Medical, dental and psychological reviews at AMS 
• Urine screens are conducted ad-hoc – clients are house-discharged if test is positive 

Stage 4: Client leave – 5 days (from day 60) 
• Client goes on leave for 5 days to test knowledge learned while in OH program 
• OH staff call clients to check in and provide support 

Stage 5: Month 3 (Days 60-90) (N= 131 May 2011-April 2016) 
• Client undertakes post-leave urine screen, discusses experience with worker 
• OH staff refer/links up client to local services prior to program completion 
• Client offered opportunity to voluntarily stay for extra 3 months, if needed 
• Individual client measures administered prior to program completion 

Stage 6: Post-treatment support 
• Referrals to community services 
• OH worker / client maintain phone contact with option for client re-admission 6 weeks after 

discharge  

Stage 4: Month 2 (Days 31-59) (N=54 May 2011-April 2016) 
• Continues program outlined in Stage 3 
• Permitted to go shopping into town 
• Preparation for 5-day client leave from day 60 
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Procedure 
Data for this study were extracted into an excel file by the first author from the handwritten service 
book or the phone assessment form. As summarised in Table 1, data were categorised as follows: 

• Year. The first complete month of data available was May 2011. In order to maximise data, year 
categories were defined as 1 May to 30 April each year.  

• Age. Categories were classified to reflect clinically relevant information sought by the Board, such 
as the perception that younger people were less likely to stay in the program. 

• Aboriginality. Categorised into Yes/No. 

• Referral type. Clients were categorised as referred from criminal justice or not. A criminal justice 
referral was allocated to clients who were on parole from incarceration or on bail. 

• Length of stay. Constructed to reflect key stages of the program (Figure 2). Clients who remained 
in treatment for 1-30 days were defined as ‘short stay’ (inadequate time in treatment). Clients who 
remained in treatment from 31 to 59 days were defined as ‘medium stay.’ Clients who remained at 
OH for 60 to 90 days, or program completion, were defined as ‘long stay.’ The 60-day lower limit 
was selected as clients become eligible for a 5-day leave to return to community to practice the 
skills they have developed. Clients who stayed more than 90 days were classified as ‘Extended 
long stay.’ 

• Discharge type. Three categories were applied: completed program—clients who completed 90 
days or more in the program; self-discharge—clients who chose to discharge from the program 
without the consent of OH staff; and house-discharge—clients who were discharged from the 
program for not abiding by program rules.  

The phone assessment form were categorised into five domains (Table 2):  

• previous rehabilitation service experience (location, reason for referral) 

• previous and current legal history (bail or parole conditions, legal representative contact details, 
pending court dates);  

• drug and alcohol history (details of last use, frequency of use, current substances being used, 
smoking history, and details of any current opioid treatment program);  

• current government payments (type of benefit, current health care card information); and  

• current health status (mental health status, other medical conditions or disabilities) 

Statistical methods 
Descriptive data for all client admissions from 2011-2016, and a subset of data from 1 July 2015 to 30 
April 2016, are presented as means for continuous variables and percentages for categorical 
variables. Examinations across the five-year timeframe report the F- or χ2-statistic and probability 
value (p). Data for single and multiple admission clients were identified using date of birth and client 
initials (Table 3). Tests for statistical differences were conducted and report F- or χ2-statistic and 
probability value (p). 

Two regression models were estimated to identify client characteristics that predict length of stay at 
OH and self-discharge. For these models, only single client admissions were used to ensure the 
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independence of the sample (n=246, 75% of the total sample). Predictors of length of stay were 
examined using a multinomial logistic regression model. Outcomes used the four categories of short, 
medium, long and extended stay. Medium stay was used as the reference category because 
identifying which types of clients were likely to stay for short periods or longer periods were 
considered clinically relevant by OH staff. There was adequate distribution of the sample in each 
outcome category (Table 4). Self-discharge was analysed using a binary logistic regression model 
(Table 5). Self-discharge was selected for analysis because almost half (47%) of the sample self 
discharged from the program. The predictors for both regression models were: age, Aboriginality, and 
type of referral and were selected as these variables were collected from 2011-2016. Results of the 
regressions are presented as odds ratios (OR) with exact p-values (due to small sample sizes). All 
analyses were conducted using SPSS Version 23. 

Results 

Sample 
The number of OH client admissions and demographic characteristics are summarised in Tables 1 
and 2. Data from 329 client admissions were obtained for the period 1 May 2011 to 30 April 2016 
(Table 1). 

Table 1 Demographic, referral type and service utilisation characteristics of Orana Haven client 
admissions over 5 years: 1 May 2011 – 30 April 2016 

Characteristics 
Year 1 
2011-12 

Year 2 
2012-13 

Year 3 
2013-14 

Year 4 
2014-15 

Year 5 
2015-16 

Total 
N (%) F or X2 (df); p-value 

   N (%)    
Total admissions 72 (22) 58 (18) 62 (19) 67(20) 70 (21) 329 (100)  
Demographics  
Age a (Mean, years) 32 32 33 36 35 34 F(4)= 2.39, p= 0.05 

 % 
18-25 years 29 31 32 21 12 81 (25) χ2(4)= 11.10, p= 0.03 
26-35 years 36 35 29 27 51 118 (36) χ2(4)= 11.03, p= 0.03 
36-45 years  29 26 19 36 20 86 (26) χ2(4)= 6.44, p= 0.17 
46>years 6 9 16 16 17 42 (13) χ2(4)= 6.89, p= 0.14 
        
Aboriginality 94 83 79 85 80 278 (85) χ2(4)= 8.08, p= 0.09 

Referral type        
Criminal justice referral 79 69 47 88 96 252 (77) χ2(4)= 52.09, p= 0.001 

Service utilisation  
Length of stay (Mean)  49 57 58 56 62 56  F(4)= 0.93, p= 0.44 

 % 
1-30 days 40 33 36 37 34 119 (36) χ2(4)= 0.98, p= 0.91 
31-59 days 20 19 13 16 14 54 (16) χ2(4)= 1.55, p= 0.82 
60-90 days 40 43 44 37 36 131 (40) χ2(4)= 1.30, p= 0.86 
91> days 0 5 8 9 14 25 (7) χ2(4)= 11.44, p= 0.02 
  
Discharge type b  
Completed  29 36 31 27 39 106 (32) χ2(4)= 2.97, p= 0.56 
Self-discharge 46 52 50 51 37 154 (47) χ2(4)= 3.89, p= 0.42 
House-discharge 18 12 19 22  24 64 (20) χ2(4)= 3.52, p= 0.48 

 

Notes:  
a N=327 – 2 client ages missing in Year 3 
b N=324 – 5 client discharge types missing in Year 1 
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Demographics 
OH recorded 66 client admissions each year (range 58-72 admissions), which remained stable over 
time. Although there was a significant increase in mean age of clients (p=0.05), the range from 32 to 
36 years suggests this increase was of marginal clinical importance. Examination of specific age 
categories over time indicated that the proportion of clients admitted aged 18-25 years had 
significantly declined, from 32% in 2013/14 to 12% in 2015/16 (p=0.03), while the proportion of clients 
aged 26-35 had significantly increased from 27% in 2014/15 to 51% in 2015/16 (p=0.03). Most clients 
identified as Aboriginal (mean 85%, range 79%-94%), which remained stable over time.  

Referral type 
The majority of clients (77%) were referred from the criminal justice system and the proportion 
significantly increased over time from 79% in 2011 to 96% in 2016 (p<0.001). Most clients were 
referred from criminal justice across all years (range of 69% to 96%), except in 2013/2014 (47%). 

Service utilisation characteristics 
Mean length of stay was 56 days (range 49–62 days). Over half of clients (52%) remained in the 
program for less than 60 days. In 2011/12, 60% of clients left before 60 days, however in 2015/16, 
48% of clients left before 60 days, a reduction of 12%. The percentage of clients staying longer than 
90 days significantly increased over the study period (p=0.02), from no clients in 2011/12 to 7% of 
clients in 2015/16. A third of all clients (32%) completed the program (range 27%-39%). Self-
discharge proportions ranged from 37%-52%, with an average of 47% across the 5-years. The 
proportion of house-discharge doubled (not significant) from 12% in 2012/13 to 24% in 2015/16, with 
an average of 20% house-discharging across the 5-years. OH recorded more clients who completed 
(39%) and fewer clients who self-discharged (37%) from the program in 2015/16 compared to all other 
years, however this was not significant. 

Characteristics of subset of OH clients assessed in 2015-2016 (n=51) 
Additional data obtained from the phone assessments found that almost three quarters (71%) of 
clients self-reported polysubstance use (Table 2). The most common reported substances were 
methamphetamines (63%), alcohol (61%) and cannabis (57%). Prior to OH admission most clients 
resided in rural or remote NSW (59%); 22% were in custody or a mental health institution; 12% were 
from metropolitan NSW; and 8% were homeless. Most clients (94%) received government payments: 
59% on unemployment benefits; 27% on disability benefits; 8% received a carer or parenting benefit; 
one client reported being employed. Half (51%) reported having a current mental health diagnosis or 
co-occurring diagnoses, with 16% reporting a diagnosis of schizophrenia, bipolar disorder or both. 
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Table 2 Characteristics of Orana Haven clients (N=51) from 2015-2016 
 
Characteristics 

2015-16  
N (%) 

Total admissions 51 (16) 
Demographics  
Age (Mean, years) 35  
Aboriginality 40 (78) 
Referral type  
Criminal justice referral 49 (96) 
Service utilisation  
Length of stay (Mean) 62  
Discharge type  

Completed 20 (39) 
Self-discharge 19 (37) 
House-discharge 12 (24) 

Current substance(s) of concern  
Polysubstance use 36 (71) 
Alcohol 8 (16) 
Methamphetamines 4 (8) 
Cannabis 2 (4) 
Methadone 1 (2) 
Client location prior to OH admission  
Currently in custody / institution 11 (22) 
Metropolitan NSW 6 (12) 
Rural / remote NSW  30 (59) 
Homeless  4 (8) 
Main source of income  
Unemployment benefit 30 (59) 
Disability benefit 14 (27) 
Carer / parenting benefit 4 (8) 
Currently employed 1 (2) 
Not specified  2 (4) 
Current mental health status  
Co-occurring mental health diagnoses 5 (10) 
Depression 12 (24) 
Anxiety disorder 2 (4) 
Bipolar disorder 2 (4) 
Schizophrenia 5 (10) 
Not specified 25 (49) 
 

Differences between the characteristics of single admission clients and multiple admission 
clients  
There was a statistically significant difference in age between single and multiple admission clients 
(p<0.002), indicating that older clients who were more likely to readmit to OH. 
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Table 3 Differences between the characteristics of single admission clients and multiple admission 
clients to OH from 2011-2016 

Characteristics at first 
admission 

Single admission clients 
n=246 

Multiple admission clients 
n= 37 

Statistical difference? 
 F or X2 (df), p-value 

Mean or % (Std. Deviation)  
Age (years) a 33 (9.36) 36 (10.15) F(2)= 6.61, p= 0.002 
ATSI Status  84 (0.37)  84 (0.37)  χ2(2)= 0.88, p= 0.65 
Criminal justice  77 (0.42)  68 (0.48)  χ2(2)= 2.12, p= 0.35 
Length of stay  55 (38.83) 58 (44.75) F(2)= 0.30, p= 0.74 
Type of discharge b   

Completed 33 (0.47) 30 (0.46) χ2(2)=0.58, p= 0.75 
Self-discharge 47 (0.50) 43 (0.50) χ2(2)=0.38, p= 0.82 
House-discharge 18 (0.39) 27 (0.45) χ2(2) 1.55, p= 0.46 

Notes:  
a 2 client ages missing in Year 3 
b 5 client discharge types missing in Year 1 

Predictors of short, medium and long stay in treatment 
A multinomial logistical regression indicated that Aboriginal status, age or criminal justice referral did 
not predict length of stay in the program. Clients who were older were significantly more likely to 
complete an extended stay (p=0.02).  

Table 4 Predictors of short stay (1-30 days), medium stay (31-59 days) and long stay (60 days or 
more) of single client admissions (N=283) to OH from 2011-2016 

Predictors 

Multivariate Odds Ratios (OR) for length of stay a 
Short stay (1-30 days) 

n=119 
Long stay (60-90 days) 

n=131 
Extended stay (91+ days) 

n=25 
OR (95% CI) p-value OR (95% CI) p-value OR (95% CI) p-value 

ATSI Status 0.70 (0.26, 1.91) p=0.49 0.68 (0.26, 1.80) p=0.44 0.29 (0.08, 1.07) p=0.06 
Age 1.00 (0.97, 1.04) p=0.99 1.02 (0.98, 1.05) p=0.32 1.06 (1.01, 1.12) p=0.02 
Criminal justice 0.50 (0.22, 1.10) p=0.08 0.93 (0.42, 2.08)  p=0.93 1.31 (0.31, 5.62) p=0.08 
Notes:  
a The reference category is: Medium stay: 31-59 days (n=54) 

Predictors of self-discharge 
A multivariate binary logistical regression for self-discharge indicated that clients referred from a 
criminal justice setting were significantly more likely to self-discharge (p<0.001). Age and Aboriginality 
were not found to predict the likelihood of self-discharge.  

Table 5 Predictors of self-discharge of single client admissions (N=283) to OH from 2011-2016 
Predictors Multivariate Odds Ratios (OR) for self-discharge 
 OR (95% CI) p-value 
ATSI Status 0.86 (0.46, 1.59) p=0.62 
Age 1.01 (0.98, 1.03) p=0.66 
Criminal justice 2.66 (1.56, 4.54) p=0.001 
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Discussion 

This is the first Australian study to empirically describe the characteristics of a remote Aboriginal 
residential rehabilitation service. This research found that the mean age of OH clients significantly 
increased over time. The marginal extent of this increase is reflected in the significant fall in the 
proportion of clients aged 18-25 (12% in 2015/26), which was largely offset by the significant increase 
in the proportion of clients aged 26-35 (51% in 2015/16). Older clients were more likely readmit 
(p<0.002) and stay longer than 90 days (p=0.03). The majority of referrals were from the criminal 
justice system, the proportion of which significantly fluctuated from 79% in 2011/12 to 96% in 2015/16. 
Clients referred from criminal justice were significantly more likely to self-discharge (p<0.001). The 
average length of stay was 56 days, with 1 in 3 leaving within the first month. A third of clients 
completed the program, 47% self-discharged and 20% house-discharged. A large percentage of a 
subset of clients reported polysubstance use, with methamphetamines identified as being the most 
prevalent substance of concern. 

The fall in proportion of younger clients admitted to OH can be explained in two ways. First, there has 
been an overall decline in the proportion of 20–29 year olds treated for drug and alcohol misuse (from 
33% to 27% of treatment episodes) in Australia between 2005-2015 (50). The median age of clients 
seeking treatment increased from 31 to 33 years (50). Second, over time OH staff observed younger 
clients tended to disengage from treatment earlier and as a result, OH may have given preference to 
older over younger clients. However, findings in this study did not this support this clinical observation, 
as age was not found to be a statistically significant predictor for discharge within the first 30 days. 
Nevertheless, given both the results of this paper and the general trends in Australia, the decrease in 
young people accessing treatment highlights a salient point about the applicability of residential 
rehabilitation for young people. 

Older clients were more likely to have extended stays during the study period, which is consistent with 
Australian research that found older residential rehabilitation clients had significantly longer treatment 
episodes than younger clients (32). Lastly, we identified that older clients typically had multiple 
admissions. While no follow-up data was available to ascertain if older clients with multiple admissions 
have better or worse outcomes, previous research has shown that fewer episodes of care that are 
longer in duration is associated with better outcomes compared to multiple, shorter episodes of care 
(26). Therefore, OH could provide additional support to older clients who re-admit.  

The significant increase in clients referred from the criminal justice system is consistent with the over-
representation of Aboriginal people in custody, with a 77 percent increase between 2000-2015 for 
adult Aboriginal imprisonment (51). Numerous reports advocate for culturally responsive diversionary 
programs from prison to residential treatment settings (52-55). OH is well placed to have a role in 
providing more effective treatment to Aboriginal people cycling in and out of the criminal justice 
system. Criminal justice referrals were found to be more likely to self-discharge over the study period, 
highlighting the need for exploration of appropriate treatment retention strategies for these clients. For 
instance, sequential program strategies has been found to have a positive impact on client outcomes 
and retention (56). Thus, carefully designed strategies during critical points in the program may better 
engage at-risk clients before self-discharging from the program.  

OH service data compares favorably to the available evidence, however comparison with other 
Aboriginal residential rehabilitation settings would be preferable. OH’s average length of stay was 56 
days, higher than averages reported in other residential rehabilitation descriptive studies: 25.8 days 
(32), 32.1 days (34) and 37 days (26). Secondly, 36% of clients left treatment after the first month, a 
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better outcome than research investigating predictors of residential treatment for dual diagnosis 
clients, of which 56.3% left the program in the first month (34). However, OH’s completion rate of 32% 
falls below that of other residential rehabilitation studies: 62.2% (57) and 34% (26).  

From the additional client subset, a large proportion of clients reported polysubstance use, with 
methamphetamine identified as being the most prevalent substance of concern, followed by alcohol 
and cannabis. This is consistent with research indicating an increase in methamphetamine use in 
Australia, with a disproportionately larger increase in rural compared to metropolitan locations (58). 
Furthermore, reported use in the previous 12 months of methamphetamine among offenders of all 
ages has increased, from 37% in 2012 to 50% in 2015 (59). Lastly, treatment for the use of 
methamphetamine has increased between 2009-10 to 2014–15, from 9% of closed treatment 
episodes to 20% (50). Available evidence indicates that people who use methamphetamine and 
undergo residential rehabilitation will have significantly improved outcomes at three-months and one-
year post-treatment, compared to those who underwent detoxification only. These outcomes, 
however, diminished three years post-treatment, highlighting the risk of relapse and the need for 
effective treatment approaches for longer-term reductions in methamphetamine use (60).  

The following limitations merit discussion. First, while evidence suggests length of time in treatment is 
a good predictor of outcomes, a weakness of the research was that follow-up outcome measures 
were not collected. For instance follow-up data would help to identify at-risk clients on return to 
community to provide more targeted support to prevent re-admission to OH (61, 62). Second, there 
was limited staff uptake of the electronic client management system and a reliance on handwritten 
intake and client files and ad hoc screening processes. This contributed to the increased potential for 
error and reduced access to meaningful clinical data, such as substance of concern information for 
the full study period. Data collection and routine program monitoring contribute to significant gaps in 
service provision across the ACCHO sector (18, 63), especially in remote services where there is less 
support. Third, this study was conducted in a single setting, making the research less robust as we 
are unable to compare results across facilities or combine datasets to increase statistical power. 

Implications for research, clinical practice and policy 

Services are more effective if they are tailored to the characteristics of clients (41). The results 
outlined in this paper will inform OH’s decision-making by identifying and targeting clients who might 
be at-risk of disengaging from treatment, understanding which clients remain in treatment and 
monitoring trends over time. A critical element in this process was the community-researcher 
partnership that developed over the study period. Aboriginal community-researcher partnerships 
should be a priority given Recommendation 69 of The Royal Commission into Aboriginal Deaths in 
Custody, which over 25 years ago articulated the “need to assist Aboriginal organisations…[to] 
develop effective programs aimed at minimising the harm…from alcohol and other drug use, priority 
be given by research funding bodies to research… the causal relationships between alcohol and other 
drugs… their availability, and the consequences on community wellbeing and criminal activity” (64). 
Therefore, community-researcher partnerships with Aboriginal residential rehabilitation services are a 
key component to ensure people transition from prison to rehabilitation to their community and family 
more effectively. 

Quantitative data alone cannot tell the complete story about Aboriginal residential rehabilitation 
services (65). Aboriginal health research must also incorporate the personal experiences of those who 
misuse substances and staff. To complement this research, qualitative data needs to be collected to 
combine with the descriptive data to inform the model of care, which will include standardising data 
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collection processes. This would initially be done for OH to demonstrate how this model could be 
developed and applied to other Aboriginal residential rehabilitation services.  

Conclusion 

The current study makes a unique contribution to the literature by providing an empirical description of 
the client and service characteristics of a remote Aboriginal residential rehabilitation service to more 
accurately tailor the service to the clients’ needs. Key recommendations include incorporating the 
perceptions of staff and clients in service delivery and a focus on community-researcher partnerships 
to better standardise data collection. 
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