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Executive Summary  

 

 

The Review team was provided with six key Terms of Reference for the Review of Turning 

Point Centre (TPC) . This summary provides our principal findings and recommendations 

against these Terms of Reference.  

 

TOR 1 : Identify changes in TPCôs operating environment and assess the 

relevance of TPCôs existing charter; 

 

While there has been change in the operating environment of TPC, the most significant 

factors impacting on TPC, its role and future, reflect the gradual evolution of features  that 

have been present throughout TPCôs life.  

 

These factors include:  

Å The ever -changing patterns of drug use, such as a significant decline in heroin 

supply and overdoses in the early years of this decade, an incr easing prevalence of 

psycho -stimulants and a re -emergence of heroin supply.  

Å An increase in funding, from the Commonwealth  and Victorian  Government, for non -

government organisations (NGOs) working in the illicit drugs field, with a growth 

and maturation of the sector across Australia partly resulting from this.  

Å On the other hand, the decentralisation of public sector infrastructure in the 

Victorian alcohol and other drug (AOD) sector at the same time TPC was 

established, resulti ng in relatively less develope d specialist medical services and a 

greater reliance on GPs and non -medical NGOs than other State jurisdictions.  

Å A weakness in networking, coordination and planning of alcohol and other drug 

services across Victoria, with uncertain referral pathways, repor ting and support 

roles within the sector, exacerbated by the emphasis on competition in Victorian 

health funding since the early 1990s.  

Å Lack of clarity and a perception of contradictions and tensions in TPCôs roles from 

the outset, for example as leader a nd advocate for the sector, as a competitor for 

training and research funds and as the agency responsible to evaluate other NGOs 

for Government.  

Å The Victorian Government has recently responded to some of these issues through 

the development of a new Bluep rint for AOD treatment services.  

Å The apparent lack of benefits and other tangible outcomes from the original 

partnerships with St Vincentôs Hospital and the University of Melbourne. 
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Å An increase in interest by Governments in issues of dual diagnosis and co -morbidity 

between the mental health and alcohol and other drugs field and some additional 

funding available in this area.  

Å A waxing and waning of Government interest in alcohol as a significant public health 

and social issue, with signs again of interest in  policy - related research in this field.  

Å A growing interest by Government in the research evidence linking effective inter -

sectoral action in maternal and child health and wellbeing to preventive outcomes 

across a whole range of health and social outcomes, including alcohol and other 

drug use.  

Å Workforce shortages and skills deficits across the AOD field, partly exacerbated by 

this funding growth.  

Å Greater competitiveness in the research world in general, with a trend to 

centralisation of resources in larger i nstitutions and collaborations and, in the AOD 

sector, with the growth of the national research centres and the greater presence of 

other institut ions , such as the Burnet  Institute.  

 

TOR 2 : Identify opportunities to redefine the charter and mandate of TPC in 

the light of changes and assess the capacity of TPC to deliver on its new role;  

 

There are opportunities for TPC in this range of developments. Before TPC exploits these 

opportunities, however, the overwhelmingly immediate priority is to address the 

organisationôs current structural and  operational situation. There are parts of TPC (notably 

the Trainin g and Development and telephone -based services) that have demonstrated an 

ongoing ability to identify and consolidate business opportunities.  

 

However, for  the organisation as a whole, it is possible to identify a number of missed 

opportunities over the life of TPC, for example , to become the premier clinical research 

centre in the alcohol and other drug field before the national research centres built their  

capacity and activity in this area. Recent examples include the failure, with St Vincentôs 

Hospital , to appoint a shared clinical Director position and the failure to maintain a key 

epidemiological research role with the loss of the IDRS (Illicit Drug Rep orting System) 

surveillance program to the Burnet  Institute.  

 

These lost opportunities reflect a lack of sufficient attention at a number of key junctures to 

organisational identity, health and development issues. The TPC clinic is in difficulty with a 

loss of key senior clinical personnel, a loss of clarity in scope and a strong sense of 
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alienation from management and TPC as a whole. The research unit has also lost a critically 

high number of senior people, revenue and roles.  

 

There are many important issu es that arose during the course of this Review. The first set 

of  strategic recommendations address the most crucial decisions requiring immediate 

attention. Following these urgent recommendations is a range of others all of which can be 

considered as impor tant, if not of the same level of urgency.  

 

TOR 3, Recommend changes in strategic direction and priorities which will 

strengthen its sector leadership role  

 

The first issue is the question of TPCôs identity and business model, the vision of the 

organisatio n in the Victorian AOD sector and whether the component parts of the 

organisation should be kept together . The originally ascribed role of TPC to provide clinical 

and policy leadership in a substantially decentralised sector in Victoria is sound, in fact 

essential. The vision of TPC as an organisation that offers its unique contribution from the 

synergy of clinical, research and training activity is also sound.  

 

The synergy between the three sides  of the TPC ótriangle ô (clinical, research and training 

activ ity) is, however, misrepresented when the three sides  are presented as equal. TPC is 

more usefully described as a specialist clinical service, with research and training arms. The 

research and training arms are an essential part of the organisationôs vision and mandate 

but can only offer their potentially unique contribution when the clinical service is 

functioning at full capacity. Given this, the current weakened state of the clinical service is 

of fundamental concern to the whole model (and therefore the  future of TPC) and is the 

highest priority to rectify.  

 

The Review Team does not, therefore, recommend any fundamental change in the TPC 

vision or business model, although there are important evolutionary developments that are 

proposed in the course of th is report. Rather the Review Team supports a consolidation of 

the model based on a rebuilding of weakened components and a resolution of key long 

term structural weaknesses.  

 

Recommendation 1) That DHS and the TPC Board endorse a model of TPC as a 

speciali st/tertiary referral AOD clinical service with  integrated research and training arms, 

with a mission in the Victorian alcohol and other drugs field to:  

Å Provide  leadership to the sector;  
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Å Develop, provide and disseminate specialist treatment services;  

Å Unde rtake high quality commissioned and competitive research across clinical and 

public health domains;  

Å Provide training and development services to the sector in Victoria; and  

Å Provide policy advice to Government.  

Thus the TPC Board and DHS would reject furth er consideration of closing or breaking up 

the current TPC, transferring parts of its budget to other institutions or setting individual 

units up as stand -alone businesses.  

 

TOR 4 Recommended changes to external relationships  

 

A foundational decision that needs to be considered early in the rebuilding  process arises 

from one of the long term structural problems that has always confronted TPC. This is 

whether to continue with TPC being an independent corporate entity (but with a stronger 

integration with oth er NGOs and renegotiated  key partnership relationships )  or whether 

TPC should become a relatively autonomous part of a larger organisation, a university, 

research institute or a major teaching hospital.  

 

Submissions were received from a number of entities  either interested in further discussion, 

keen to avoid TPC folding and happy to ólend a handô or offering to take TPC over as part of 

an alternative corporate structure. These included the Victorian Addiction medicine 

Interhospital Liason Association ( VAI LA)  hospital liaison group, the Victorian Division of the 

Chapter of Addiction Medicine of the College of Physicians, St Vincentôs Hospital, 

Neurosciences Victoria (NSV), the University of Melbourne, through the Faculty of Medicine, 

Dentistry and Health Sc iences and representatives of the NGO sector arguing that a 

number of the problems that have faced TPC have been based in a lack of sufficient 

community ownership. This decision is complex. It is, however, the right time to consider 

such a change if it mig ht be of assistance.  

 

There are theoretically four options, as follows:  

 Status Quo, c ontinuing as an independent NGO with a Board appointed by the 

Minister;  

 Continuing as an independent NGO but with a change in corporate structure so that 

the Board includ es representatives  of the AOD sector, possibly even based on a 

membership structure from within the sector;  

 Merging with a university or research institute; or  

 Merging with a major teaching hospital.  
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A table summarising possible advantages and disadvantag es of each option is included at 

Appendix B.   

 

Timing is a critical consideration. The options set out above  might take some time to 

process. It is a crucial decision and given the history of less than satisfactory partnership 

experiences some form of comp etitive tendering might be required. A prolonged period of 

uncertainty would , however,  very likely be a serious disincentive to quality applicants for 

positions that TPC needs to fill urgently. For this reason the Review Team suggests that the 

TPC Board an d the Victorian Government, in consultation with the Commonwealth, make 

an  in -principle decision on the structural future for TPC, which it then take some time to 

consult and implement with stakeholders and partners.  Key vacant leadership positions 

could t hen be immediately advertised with a clear indication about the reform path to 

rebuild TPC and the future affiliations offered to incoming senior staff.  

 

Recommendation 2) That the Board of TPC and the Victorian Government, in consultation 

with the Common wealth, make an in -principle decision about the future structure for TPC 

between two options:  

 Option 1 being a reconstituted NGO structure with a Board which includes 

representative s of the AOD sector in Victoria, and possibly a membership structure 

to sup port this (and with renegotiated relationships with St Vincentôs Hospital and 

the University of Melbourne); and  

 Option 2 being a merger with a major teaching hospital, based on TPCôs continued 

identity and operation as a community based service with three  interrelated arms 

and a high degree of autonomy and budget integrity guaranteed both by an ongoing 

Advisory Board and specific requirements from funders.  

 

Recommendation 3) That the preferred option from Recommendation 2 be discussed and 

developed in cons ultation with all stakeholders and implemented progressively over the 

next one to two  years.  

 

In summary, the two options represent two different developmental pathways for TPC, both 

of which are legitimate responses to the needs of the Victorian AOD sect or. With 

appropriate appointments to clinical and organisational leadership positions, Option 1 would 

support the rebuilding of a centre that can provide clinical excellence, sectoral development 

services and an applied research / outsourced policy develop ment role for DHS. Given the 

challenges facing the AOD sector in Victoria this is a worthwhile role . Such a centre may  
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also attract relationships with researchers keen to use both data gathered at TPC and its 

clinical services as a site for research if TPC is able to attract senior clinical staff 

sympathetic to research and training. The Review Teamôs view, however, is that Option 1 is 

unlikely to sustain an in -house research capacity that will be competitive in the research 

sector or researchers capable of  attracting major competitive research grants.  It may also 

be less attractive to leading clinicians and leave TPC clinical services (and clinicians) still at 

armôs length from the hospital sector. 

 

Option 2 embraces a more ambitious vision, including great er in -house clinical and research 

capacity, especially the ability to sustain senior clinicians engaged in competitive research 

and researchers capable of winning competitive research funding.  This is closer to the 

original TPC vision and might also sustai n more effectively specialist clinical training 

capacity. The viability of option 2, however, requires effective guarantees , protections and 

synergies for a number of important aspects of the TPC model, as outlined in the 

recommendation.   

 

Once  the future structural direction of TPC has been determined, and in any case within a 

short period of time, there are a number of steps that need to be taken to commence the 

rebuilding process.  

 

Recommendation 4) That the Board of TPC should appoint three key senior s taff including a 

new Director of TPC, a Deputy Director (with no other responsibilities) and a Director of 

Clinical Services, as a matter of urgency.   

Å The Director needs to be of the highest credibility in the AOD field. He or she should 

ideally be a seni or AOD clinician or public health practitioner with a research track 

record and international standing within the field. However, equally crucial is that he 

or she will need exemplary leadership and management skills; the skills to rebuild 

trust in Governm ent, among partners, stakeholders, staff and clients, to drive 

service integration and provide overall vision for TPC;  

Å The Deputy Director should have a proven track record in management in a complex 

health service environment and to be recruited unencumbe red by other 

responsibilities; and  

Å The Director of Clinical Services should be medically qualified specialist in Addiction 

Medicine, with a track record in clinical leadership and experience in a clinical 

research environment.  
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Recommendation 5) That a key  first step in rebuilding the clinical service is for DHS and the 

TPC Board to provide a clear direction and scope for its services. This sho uld be as the 

leading community -based, specialist, tertiary referral clinical AOD service in Victoria, 

working to s upport, jointly manage and take referrals from GPs and other  frontline service 

providers . 

 

Recom mendation 6 ) That TPC recruit a full complement of senior clinical staff in order to 

provide a specialist referral AOD service, to maintain the capacity to trai n addiction 

medicine specialists and to support research activity based in the clinical services.  

 

Recommendation 7 ) That DHS and TPC Board endorse the urgent need for a plan to rebuild 

and sustain a core clinical research function that is linked to the pa tient population that it 

serves (thr ough both its clinic and Health Link) and to wider public health research. Noting 

that the scope of this plan will be set to some extent by the decision on TPCôs structural 

future in response to Recommendation 2, t he new TPC Executive Team recommended 

below at Recommendation 1 3 should prepare a paper for the TPC Board on a strategy to 

rebuild and sustain its core research function.  

 

Other important directions  

 

There are also a number of important issues , relating to extern al relationships, which  need 

to b e identified beyond the immediately urgent issues outlined above.   

 

The funding model for AOD clinical services in Victoria, which requires medical services to 

be funded through claims against the Medicare Benefits Schedule  (MBS), appears to have 

exacerbated a number of internal problems together causing a significant part of the 

structural budgetary problems within TPC. These flow on to the organisationôs ability to 

resource its integration functions and could impact on rec ruitment .  

 

Similarly the proportion of TPC funding that is tied to projects or clinic al  Episodes of Care 

(EoCs) and the lack of funding for sufficient management depth was identified in both the 

2000 and 2001 reviews, with both recommending DHS separately  fund (or allow diversion 

of funds for) a Deputy Director position. This will be necessary both to provide internal 

management coherence and to drive synergies from the three arms of TPCôs activity. 

 

It should be noted that the Review Team has not been in a position to examine if the 

overall level of the TPC budget is correct or if it is all being used at optimum efficiency. This 
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was neither within our terms of reference nor would it have been possible within the time 

available. Justifying an absolute incre ase in funding level would require further work  and 

might be seen as órewarding failure ô. TPC does, however, need to have the flexibility 

internally to resource its management and coordination functions without prejudicing its 

delivery of funded outputs.  

 

Recommendation 8) That DHS consider allowing TPC flexibility sufficient to employ from 

core funding a Deputy Director position (as recommended by the internal and external 

Reviews in 2000 and 2001) and a Clinic Director position, not tied to specific proj ects or 

services.  

 

It would be worth DHS involving the Commonwealth Department of Health and Ageing in 

this discussion, as DOHA might also be able to untie some of its regular funding also to 

support a model from which it has sourced considerable work ove r the years.  

 

Recommendation 9) That DHS review its strategy for the funding exclusively via the MBS 

for community -based AOD medical positions, noting that this is a very longstanding policy 

position in Victoria.   

 

A similar set of issues affects the Rese arch Unit, at least while it is rebuilt. In principle, 

once operating, most of the Research Unitôs revenue would come from commissioned or 

competitive project related grants. However, while capacity is rebuilt and consolidated a 

more direct and assured sou rce of support is worth DHS considering.  

 

Recommendation 1 0) T hat t he capacity to produce recurrent and ad hoc commissioned 

reports on AOD usage, consequences and service delivery is essential and should be 

maintained. As such DHS should consider, for a t ime limited  rebuilding phase, investing a 

guaranteed component of State AOD research funding in TPC to redevelop its capacity.  

 

There are also a number of other key relationships identified in the review process to which 

attention is needed.  

 

Recommendati on 11)  That TPC management liaise regularly with local residents and 

businesses to ensure effective management of any public space issues adjacent to TPC 

facilities and community awareness of strategies being implemented in this regard.  
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Recommen dation 1 2)  That Advisory Panels  in Clinical Services, Research and Training 

( including external members )  be established (in the case of research re -established) to 

report to the TPC Board, to engage key stakeholders and provide strategic advice and 

direction.  

 

TOR 5 : Recommended changes to internal governance arrangements  

 

The following recommendations are intended to indicate the priority reforms identified by 

the Review Team to consolidate the urgent directions set out in Recommendations 1 to 7 . 

The first set of re commendations is directed to consolidating the leadership structure 

needed to rebuild TPC.  

 

Recommendation 1 3) That TPC reform its Executive Team immediately as smaller group 

with the Director, Deputy Director, senior representation from the clinical, rese arch and 

training arms, and a consolidated corporate management representation. The current Chief 

Operating Officer should continue on the Executive for the duration of his tenure.  

 

Recommendation 14 ) That the Terms of Reference for the reformed TPC Execu tive Team 

include responsibility for business planning, priority setting and making decisions whether 

to apply for new funding, including project based funding.  

 

Recommendation 1 5) That the TPC Executive Team put a high priority on initiatives to 

break do wn the ósilosô within TPC, including ensuring that all projects are run by teams with 

cross unit representation.  

 

It is then recommended that, as a preparatory phase for the next round of business 

planning, that the new TPC Executive Team prepare a set of papers, in addition to the one 

recommended at Recommendation 7 regarding a strategy to rebuild and sustain TPCôs core 

research function. These papers provide a substantive work plan for the new Executive 

Team addressing the issues of greatest importance id entified in the review process. It is 

crucial that the new Executive Team address these priority issues and be seen by TPC staff 

and partners to do so.  

 

Recommendation 1 6) That the TPC Executive Team prepare a paper for the TPC Board 

considering transfer a t least service review component of the evaluation section of the 

Research Unit to a re - focused Training and Development Unit, with health service and 

program outcome research still a focus within the Research Unit.  
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Recommendation 1 7) That the TPC Executi ve Team prepare a paper on options to develop 

stronger coordination of the TPC clinic and telephone services, including such options as 

joint Executive Team management representation and coordinated staff management, 

rostering, training and development.  

 

Recommendation 18 ) T hat t he TPC Executive Team should prepare a paper on priorities for 

TPC clinical services, addressing  the following issues:  

Å Maintenance of core services including opioid substitution pharmacotherapy with 

return to full time pharmacy disp ensing service for IDUs referred by GPs or other 

clinicians who have ñcomplex specialist needsò strictly according to the definition 

of the clinicôs scope and the needle syringe program; 

Å Opportunities to host specialist clinics in Infectious Diseases (Heal thy Liver/Hep 

C Clinic, immunisation of óat  risk ô clients), Dual Diagnosis and Chronic Pain 

Management and Antenatal/Reproductive/Sexual Health (entering óshared careô 

arrangements with GPs where appropriate) provided by appropriately qualified 

multidiscip linary teams;  

Å Exploring feasibility of providing ñoutreach specialist clinicsò in community-

based/primary health care settings as a way to better partner with these 

agencies, thereby also ensuring appropriate referrals to TPC;  

Å Opportunities to assume pri mary responsibility for accreditation of 

pharmacotherapy prescribers in Victoria i.e. conduct training courses (using 

medically trained staff) and offer clinical placements;  

Å Opportunities to make a contribution and seek funding in the two high priority 

are as of alcohol and co -morbidities, for example in the use of pharmacotherapies 

for alcohol treatment;  

Å The need for a more complete range of specialist services, including sexual 

health, prevention of all the hepatitides , including through immunisation of at  

risk clients; and  

Å Providing comprehensive clinical activity data including both Episodes of Care (as 

already required by DHS) and Occasions of Service according to clinical discipline 

for planning and internal management purposes.  

 

 

TPC must also  respond to the demands  of service users for a more structured consultation 

mechanism between clients and the organisation.  
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Recommendation 19 ) That TPC develop a structured complaints mechanism, a deliberate 

strategy for communication with clients about decisions that affect them and a forum for 

ongoing engagement with service users  through which client input is actively sought and 

considered by management across each of the arms of TPC and its Executive Team  as a 

whole, as well as being fed back to the Board .  

 

TO R 6 , Recommended implementation plan and timeline  

 

The Review Team has proposed that a prior step to pursuing the opportunities that 

undoubtedly present themselves for TPCôs future is the rebuilding of the organisation. 

There are a number of steps that are  both urgent and important. Without progress on 

Recommendations 1 to 7 above, there is a significant danger that, despite the desires of 

Government and key partners and stakeholders, the future of TPC cannot be assured.  

 

Implicit in this strategy is that t he TPC Board and the Victorian Government, in consultation 

with the Commonwealth, make a decision more quickly than might otherwise be the case 

as to the future structure for TPC. The implementation of this structural direction, coupled 

with the urgent Rec ommendations 4 to 7 and then the remaining recommendations, will 

require clear and cohesive leadership at a number of levels. The Review Team suggests 

that a number of actions be taken to facilitate this process.  

 

Recommendation 2 0) That DHS initiate disc ussions with the Commonwealth DOHA about 

the important role DOHA can play at a number of levels in assuring the future role and 

contribution of TPC, an organisation in which various agencies of the Commonwealth have 

seen fit to invest repeatedly over the y ears. This could include discussion about funding 

flexibility, support for organisational reform and restructuring.  

 

Recommendation 2 1) That DHS and the TPC Board decide on the best governance of this 

rebuilding process. This conside ration might usefully i nclude the appointment of an interim 

Transition Board to oversee the implementation process, including if that decision is taken 

the merger of TPC with a major teaching hospital.  

 

Recommendation 22) That an interim Transition Board be formed through a numb er of 

Board members agreeing to make way for a number of new members appointed from a 

wider range of backgrounds, including greater depth in clinical service management, 

including in AOD, while allowing for some continuity from the existing Board.  

 



 14  

1.  Backgr ound  

 

1.1  The Turning Point vision  

 

The restructuring of the Victorian drug treatment services sector commenced in the early 

1990s. This involved the devolution of the State -operated service system (Drug Services 

Victoria), with the non -government sector being  contracted for drug and alcohol treatment 

service delivery. Two government services were closed to meet budget savings targets 

before reform started.  Two others were closed and new services established also in the 

context of re - tendering much of the non -government sector. This restructuring had a 

number of acknowledged benefits, including a number of improved and/or new withdrawal 

and specialist methadone services, the establishment of the Youth Substance Abuse Service 

(YSAS) and a well regarded set of jus tice system interventions.  

 

As a result  however , even more heavily than elsewhere, Victoria has relied on general 

practitioners (GPs), community pharmacies and a large number of small non -government 

organisations (NGOs) to provide its alcohol and other dr ug (AOD) services. The Victorian 

Department of Human Services (DHS) views the Commonwealth as financially responsible 

for all but inpatient medical services, through the Medicare Benefits Scheme (MBS ).  The GP 

sector actively involved in AOD treatment is, h owever, very concentrated and  involves a 

quite a small number of GPs some of whom have extremely heavy caseloads . This is a 

brittle and fairly high risk situation for Victoria.  Other investments over the course of 

reform of the sector included the injectio n of additional funding so that DHS funding of the 

AOD sector has increased from $24 million at the time the devolution reform process began 

to over $100 million now. This funding does not, however, include direct funding of 

specialist addiction medicine o r pharmacotherapy prescribing in the community.  

 

As part of the redevelopment process, it was envisaged that a specialist drug and alcohol 

centre would be established to ñprovide vision and leadership in therapeutic innovation, 

research, education, trainin g and evaluation to the alcohol and drug sector in Victoriaò. The 

Victorian Government document, New Directions in Alcohol and Drug Services  (1994) 

presented the notion of a ñCentre for Leadershipò in the sector, proposing that the core 

activities of the c entre would be:  

 

Å Specialist clinical services;  

Å Telephone services;  

Å Primary care programs;  
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Å Education and training;  

Å Research; and  

Å Information and epidemiology.  

 

Turning Point Centre (TPC) was established as a result  by a network of key individuals 

working in  the sector and in DHS at the time. The ir vision inclu ded the following :  

 

Å Provid ing  leadership to a vulnerable and decentralised sector, both from clinical and 

advocacy perspectives;  

Å Provid ing  training and develop ing  a workforce with low level base skills;   

Å Nurtur ing  the development of the embryonic Addictions Medicine speciality in 

Victoria;  

Å Creat ing  a more effective clinical research environment;  

Å Deliver ing  quality specialist clinical services;  

Å Being  an outsource for DHS activities ( e.g.  policy developmen t, public health 

surveillance); and  

Å Develop ing  a significant national and international profile.  

 

The service model proposed for TPC was one based on a high degree of linkage and 

synergy between the three principal activity streams of the centre:  

 

Å Clinica l service provision (including telephone services);  

Å Education and training; and  

Å Research and development (including epidemiological monitoring and analysis).  

 

1.2  Turning Point history and previous Reviews  

 

The model of the three sides of TPCôs activity interacting with synergy to produce more 

than the sum of the parts has always been seen as a ñunique aspectò and ñkey strengthò of 

the TPC model. For the first half of its life TPC is widely acknowledged as having gone from 

strength to strength. Budgets grew, tr aining progressed to produce a number of key 

researchers and clinicians in the Victorian AOD sector, papers from TPC staff dominated 

national conferences and the training operation and telephone service won new contracts. 

The model of the Turning Point tri angle became iconic , at least within TPC,  and the 

foundation Director was well - respected  and indeed sought out for national and international 

committee work and other engagements.  
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Two substantial reviews of TPC took place in the early 2000s. The first was  an internal 

review undertaken in 2000 by Farrell, Adams and Alberti while the second was 

commissioned by DHS and undertaken in 2001 by Health Outcomes International. There 

were similarities in a number of findings, although perhaps a difference in the emp hasis of 

the recommendations.  Both reviews  noted that TPC had made, in a relatively short time 

since its creation, significant advances in meeting the original DHS expectations.  

 

However, both reports also raised a set of issues and made a number of recomm endations, 

a number of which were not addressed in the immediate years following the reviews. Most 

of th ose issues remain pertinent today. I ndeed, many of the earlier review reportsô 

observations are now of greater urgency. These i ssues included the follow ing.  

 

First , the  constitution and skills base of the Board was not wholly reflective of the 

organisati onôs business and relationships and its lack of a membership constituency (being 

appointed by the Minister) was felt by many to be problematic for a secto ral lead agency . 

The Directorôs national role, while important, was viewed as a risk for the internal 

management of the organisation. Senior management was too thinly resourced for such a 

complex organisation and separate funding for a Deputy Director posi tion was urgently 

required.  

 

Second , affiliation agreements with its key partners, the University of Melbourne and St 

Vincentôs Hospital, had not produced the outcomes needed to sustain TPC.  There were 

always questions about the viability of the organisat ion given its mid -size, and  the need to 

compete with larger clinical and research organisations for funds, profile and personnel. 

While the research record was impressive it appeared tenuous given the lack of a 

successful alliance with the academic researc h sector.  

 

It was therefore essential to secure consensus on a precise definition of the organisationôs 

business model (and the scope of operations of its three arms) and to broker a set of 

strategic partnerships on this basis in order to ensure the futur e viability of the 

organisation. This was essential but had always proved elusive. There were potentially 

conflicts between some of TPCôs prescribed responsibilities. For example,  on the one hand it 

was to be a  leader and a n advocate for the sector and, on  the other hand, a 

service/program evaluator for DHS .    
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Third, TPC had a tendency to evolve into three separate ôsilosó.  As argued by Farrell, 

Adams and Alberti, ñthe three main strands of activity involve substantial focus and 

investment of time and en ergy and the focus on one area of activity can detract from 

achievements in other areaséThere is a danger that the different strands of activity run in 

competition with each other, resulting in conflict, stress and differential status for different 

streams  of activityò. 1 

 

A third review of TPC was undertaken by Growth Solutions Group in 2005, during the time 

of the then new Director. While this re view ostensibly examined Health Link it also made a 

number of comments and recommendations that were more generi c to the larger 

organisation. While noting the TPC was one of the largest and best -connected alcohol and 

drug services in Victoria it concluded that TPC had not met some of the ñlofty expectations 

set when it was established over decade agoò. 2 

 

It assesse d that  the viability of a small stand -alone organisation like TPC with its large span 

of activities was problematic given the changing funding landscape, the increasing service 

competition and a research sectorôs increasing consolidation in bigger institut ions. As such 

it foresaw that each of TPCôs key areas of operation faced major strategic challenges to 

survive.  

 

The GSG Review concluded that each of TPCôs silos had the potential to play a leading role 

in the future, provided that the organisation was p repared to set a more focused direction 

and proactively seek out the right strategic partners. They noted that in the past the 

organisation had under -managed some of its stakeholder relations, a recurring theme 

through all three reviews. Finally, and most concerning, it reported that , ñTurning Pointôs 

internal culture and systems may not yet be well aligned to meet the next generation of 

demandsò. 3 While matters appear to have deteriorated since 2005, the GSG Review was a 

clear er  warning sign still that th ere had always been some tensions in the TPC model and 

that all was certainly not well by this stage.     

 

During the last three years the organisation has seen a number of developments as 

important problems become critical, including the following list.  

Å A very high turnover of senior staff. Based on information provided to the review 

team, five senior staff left the organisation in the three years prior to the retirement 

                                                 
1
 Farrell, Adams and Alberti (200 0), An Internal Review , p. 23.  

2
 Growth Solutions Group (200 5), Strategy Review , p. 5.  

3
 Growth Solutions Group (200 5), Strategy Review , p. 5.  
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of CEO Margaret Hamiltonin August 2004 while 28 senior staff departed in the three 

year s after her leaving.  

Å The departure of key research personnel (and some of their current grants and 

programs), with significant research credibility and grant pulling power.  

Å The departure of senior clinical staff; a lack of clarity on the clinicôs service role and 

the (further) alienation of the clinical service and its remaining clinicians from the 

rest of the organisation.  

Å Remaining personnel losing faith in the centreôs purpose and direction. This has 

resulted in staff retreating inwards and, while they h ave (quite heroically in some 

cases) kept TPC going, some have also exhibited symptoms of disaffection and 

mistrust in management and being overly critical of the other strands of the 

organisation.  

Å Notwithstanding the personal commitment and efforts of th e Chair, the Board also 

appears to be somewhat disconnected from the organisation .   

Å A number of high profile misadventures. For instance, the failure to appoint a joint 

clinical head with St Vincentôs Hospital, the apparently mishandled reduction in 

pharm acy hours (now partly reversed) and the doubts staff have about the future of 

the Liver Clinic.  

Å The alienation of not just existing clients but also user groups, who have felt 

devalued and not listened to with respect to service changes.   

Å A heightened amb ivalence by the NGO, clinical and academic sectors towards TPC.  

 

In summary, the Review Teamôs assessment is that the TPC, in terms of organisational 

health, is at a critical juncture. The resignation of one or two more senior or longstanding 

staff would make it virtually impossible to maintain the centre in its current form and would 

force the need to consider breaking up the various strands of the organisation and merging 

them into larger academic and service networks. This is the context for this Review .  

  

 

1.3  Turning  Point Centre finances and staffing  

 

In addition to the core funding from DHS via its Funding and Service Agreement (FaSA), 

TPC receives funding from a number of other sources, including other parts of DHS, other 

Victorian Government Departmen ts, Commonwealth and other State/Territory 

Governments for a range of separately tendered projects, fee for service activities and 

commissioned grants.   
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The following two tables summarise both FaSA and non -FaSA income and expenditure over 

the last four y ears.  

 

Summary table of income & expenditure for last 4 years 

Income stream 2004/05 
($actual) 

2005/06 
($actual) 

2006/07 
($actual) 

2007/08 
($budget) 

FaSA recurrent 4,168,578 4,274,068 4,296,125 4,334,772 

FaSA non-
recurrent 

734,437 150,145 222,388 422,390 

Other grants 
 

3,626,866 4,229,216 4,304,025 5,692,789 

Clinic fees 
 

229,889 315,588 398,913 635,000 

Other income 
 

457,158 381,173 406,378 431,600 

Total income 
 

9,216,928 9,365,693 9,627,829 11,377,741 

Total expenses 8,998,342 9,642,776 9,783,820 11,300,113 

Operating 
surplus/deficit 

218,586 (277,084) (155,990) 216,438 

 
Summary table of non-FaSA grant details for last 3 financial years 

Service area 2005/06 ($,000) 2006/07 ($,000) 2007/08 ($,000) 

B/f year total B/f year total B/f year Total 

Training 
 

905 971 1906 673 1006 1969 1476 301 1836 

Clinical research ï 
medical 

336 513 850 0 197 197 814 0 814 

Clinical research ï 
other 

383 705 1087 702 1110 1812 1460 80 1540 

Evaluation 
 

316 113 429 239 294 533 239 0 239 

Epidemiology 
 

923 940 1863 1553 515 2068 1125 (31) 1092 

HealthLink 
 

1943 762 2706 1865 654 2519 333 4004 4337 

Total 
 

6594 6810 13435 7218 4764 12072 7154 5014 12226 

% HealthLink of 
Total 

 11%   14%   80%  

 
There are a number of points of interest that arise from th ese data. The annual incre ases in 

the recurrent FaSA income appear predictable although there does appear to have been 

some injection of funds in the FaSA non - recurrent stream in 2007/08, which  is itself less 

predictable. There was a significant cost pressure against revenue experi enced in 2005/06, 

some of the consequences of which are discussed later in the report. There has clearly b een 

a big effort to improve fee -based revenue in the clinic but this is still insufficient to fund a 

clinic of this size and mission.  

 



 20  

The non -FaSA in come data demonstrate a decline in research revenue, which will be more 

apparent again in 2008/08 with the full implications of the loss of the IDRS  and significant 

parts of the surveillance function to the Burnet  Institute. This decline is being offset by  a 

big increase in the absolute and proportional contributio n of revenue obtained by 

Health Link, the TPC telephone -based service. This shows up in the first table as the 

significant increase in other grants.  

 

The following table summarises the current staf fing profile of TPC. As discussed later in the 

report these numbers are, in the clinic and research units, significantly below previous 

operating levels.  

 

Service area 
 

Total number of 
people, some part 
time 

Full Time 
Equivalent 

Corporate 22 16.37 

Clinic 43 23.56 

HealthLink 59 28.4 

Education & Training 23 14.0 

Research 24 18.51 

TOTAL 171 100.84 

 
 

1.4  Terms of Reference  

 

During the second half of 2007 the Board of TPC and DHS agreed that a review of the 

strategic direction of TPC was required. The Boardôs deliberations on the need for a review 

coincided with DHSôs development of a new blueprint for alcohol and drug services, which  

would afford a context for defining strategic priorities for TPC into the future.  

 

A steering committee was established to ove rsee an independent review. The role of the 

committee was to assist in the selection of a consultant to undertake the review, ensure 

the reviewôs terms of reference are implemented and the review findings are actioned. The 

membership of the committee inclu ded representation from the TPC and DHS and an 

independent  member.  
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Steering Committee members: 

Chair  Paul Shannon, TPC Board Chair  

Ray Judd, TPC Board member 

Professor Terry Nolan, TPC Board member 

Paul Smith, Director Drugs Policy and Services, DHS 

Sue Brennan, Mental Health Branch DHS 

Jane Fenton, Chair VicHealth, independent member 

 
The following objectives formed the Terms of Reference for the review, which guided the 

focus and content of background reading, consultation interviews and information re quests.  

 

Å Identify changes in TPCôs operating environment and assess the relevance of TPCôs 

existing charter as a centre of excellence in  alcohol and other drugs research; 

training and development; and prevention and clinical practice leadership, in this 

context;  

Å Identify opportunities to redefine the charter and mandate of TPC in the light of 

changes in the Victorian and national AOD policy, research, addiction prevention and 

service delivery landscape and assess the capacity of TPC to deliver on its new r ole;  

Å Recommend changes in strategic direction and priorities which will strengthen its 

sector leadership role;  

Å Recommend changes in external organisational arrangements which will strengthen 

its capacity to deliver on its new role and to partner with exter nal stakeholders;  

Å Recommend changes in internal governance arrangements which will strengthen its 

capacity to deliver on its charter;  

Å Recommend an implementation strategy and timeline (including transitional 

arrangements) to facilitate the execution of any  organisational or strategic changes 

arising from the review.   

 

  

1.5  Methodology  

 

To undertake this assignment Robert Griew Consulting (RGC) engaged a five person team, 

led by RGC Managing Director, Associate Professor Robert Griew. Other team members 

includ ed Dr Hugh Burke, public health physician and RGC Consultant ;  Dr Ingrid van Beek, 

public health physician and specialist in addiction medicine who directs the Kirketon Road 

Centre and the Medically Supervised Injecting Service in Sydney ; Professor John Kal dor, 
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Deputy Director of the National Centre for HIV Epidemiology and Clinical Research; and Ms 

Nicole Skeltys, independent consultant in Melbourne.   

 

The Review Teamôs approach to the task of reviewing Turning Point Centre involved four 

stages. These incl uded:  

 

1.  Initial meetings and discussions with the Steering Committee and DHS officers and 

review of background documentation;  

2.  Wide consultation with key stakeholders, including TPC Board members, TPC 

management and staff  and some ex -staff , TPC partners and NGOs in the AOD field, 

service users and drug user representatives, researchers and clinicians in the AOD 

field, Commonwealth and Victorian officials, local business and resident 

representatives, and others. A number of submissions were also received by th e 

Review Team. A list of those consulted and submissions received is at Appendix A.  

3.  Preparation of a draft report, the ideas in which were then discussed with the 

Steering Committee and groups of key informants from the first round of 

consultation.  

4.  Prepara tion of a final report.   

 

Timing was a challenge for this assignment. RGC was engaged late in 2007, at a point 

where issues at Turning Point Centre had become quite acute and the Steering Committee 

was conscious of the need for a report as quickly as poss ible. It was agreed to provide the 

final report by early February 2008. This did present some challenges in accessing people 

for consultation. It was for this reason that RGC engaged Ms Skeltys, to undertake some 

consultations locally in Melbourne when peo ple were not available at times the rest of the 

team could visit Melbourne. The Sydney and Canberra based members of the Review Team 

spent 13 consulting days in Melbourne and, with Ms Skeltysô assistance, were able to 

consult over 60 people.  

 

The Review Te am supported the Steering Committeeôs urgency to receive the final report 

and, while it would have been ideal in one sense to consult more people or spend more 

time on the review, we are confident in the recommendations we have made  and in the 

priority tha t needs now to be given to moving forward . 

 

The Review Teamôs analysis and our report is organised against the Terms of Reference for 

the review.  

 



 23  

In Chapter 2 we start by examining changes in the operational environment of TPC before 

turning to the main o perational arms ï clinical, research and training, as well as Health Link. 

In relation to these four business units we have looked separately at their history and 

operating model, results and pressure points and issues.  

 

In relation to these four business units we have looked separately at their history and 

operating model, results and pressure points and issues. Lastly in Chapter 2 we turn to the 

overarching issue of governance, leadership and management.  

 

In Chapter 3 we present our recommendations for fu ture strategic directions and priorities, 

against Terms of Reference 3 to 6.    
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2. Overview of issues  

 

As noted in the previous section, this Chapter addresses the first two Terms of Reference 

for the TPC Review. These Terms of Reference direct the Revie wôs attention respectively to 

changes in TPCôs operating environment , the continuing relevance of TPCôs charter  and 

opportunities to redefine that charter .  

 

2.1  Turning Point Centre in its changing environment  

 

TPC was reviewed twice, in 2000 and 2001, both  at the instigation of its Board and DHS. A s 

noted above a  number of the issues raised in these reviews are still relevant and a number 

of the recommendations made are still germane. The earlier Reviews highlighted a 

credibility problem faced by TPC with  the AOD sector in Victoria.  

 

TPC was established, in the context of the decentralisation of public funded AOD services, 

to provide clinical and policy leadership to the sector in Victoria. This has inflated TPCôs 

perceived close connection to DHS and cla ims of an unlevel playing field. Some had the 

view that TPC was established by government and not the sector and therefore has a 

conflicted leadership or advocacy role. This was compounded by a feeling that TPC has 

maintained a degree of isolation from the  rest of the sector, which in many cases is seen as 

elitism and entrepreneurialism (in a sector predominately marked by an anti -elitist view of 

the world) .  

 

The compulsory competitive tendering environment, introduced in Victoria at the same time 

as the d ecentralisation process , is believed by many to have heightened suspicion and 

competitiveness between NGO services, at the very time when TPC was being asked to 

establish a leadership role in the sector.  TPC was being asked to compete for  resources  

with th e same services it was being asked to lead and which it was also required to  

evaluate as a separate service to DHS.   

 

While TPC was relatively successful in attracting funding , these funds are tied to  projects 

that use at least all of the funds  provided . They do not allow of sufficient  contribution to the 

TPC organisationôs wider role. For its sector wide role as a clinical and developmental leader 

it is in fact not well funded, has like other services struggled sometimes to appoint key staff 

and has not al ways, therefore, been able to fulfil its leadership charter. TPC was being 

asked to play this elitist role in a sector with a culture that includes elements of anti -elitism 

and a tendency to a hypercritical, even somewhat nihilistic attitude toward notions  of 
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excellence . Being legitimately vulnerable to critique has led to particularly harsh criticism in 

such an environment.  

 

As noted earlier, the size and sophistication of the Victorian AOD sector has also grown 

substantially over the years since TPCôs establishment. Thus the sophistication and quality 

of leadership that the sector expects from TPC has changed over time, a potent driver of 

dissatisfaction when TPC is also a competitor. In such an environment TPCôs shortfalls will 

inevitably be very visible and draw comment.  

 

As one manager from another NGO, himself quite critical of TPC over the years, put it, 

ñThere is an extent to which Turning Point just canôt take a trick. Some of that is their own 

doing. Much of it is our attitude to the whole idea  of l eadership and our own negativity as a 

sector.ò 

 

More than once  people we consulted  suggested carving  up TPC and diverting the funding to 

other services or sectors, only then to seek a further meeting with the Review Team to 

recant . The follow up view from these participants in the consultation process was to 

recognise that without TPC the Victorian AOD sector would be worse off . Yet  they badly 

wanted TPC to perform more strongly and to fulfil its leadership charter, notwithstanding 

some having a kind of cul tural discomfort with the notion.   

 

A more  useful way to explore the question of TPCôs future role within the AOD sector in 

Victoria is to examine  the sectorôs needs and how TPC might relate to these . There are a 

number of specific features of the AOD sect or in Victoria that give rise to a clear role for an 

organisation such as TPC. These features differentiate the Victorian AOD sector from other 

States. Since the decentralisation process in the early 1990s, Victoria has had an unusually 

high level of relia nce on the GP sector to manage pharmacotherapy for AOD clients, 

supported by a less developed and resourced specialist addiction medicine sector than in 

other States. Addiction medicine specialists do not have the same level of access to training 

positions , especially in community settings , public clinical posts or  career structures. GPs 

not only manage a higher proportion of the caseload, they are relatively less supported by 

specialist referral services in doing so. This high caseload on GPS is also share d among a 

relatively small number of GPs.  

 

The AOD sector is very decentralised, with over 100 NGO services in the AOD program, and 

relatively less coherent planning, networking and support from specialist public sector 

services. Like NGO AOD sectors in ot her States, there has been a relatively low level of 




