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ABSTRACT
Implementing alcohol misuse interventions in the Northern Territory is challenging
and the role of evaluation in this process ill defined. Indigenous Australians are at
higher-risk of premature death and disability from alcohol misuse than the general
population. The aim of this study is to investigate the dissemination of alcohol harmreduction research into practice settings.

This program of research was designed to provide important new information on the
quality and direction of dissemination studies with a view to improving future
implementation efforts in this field. Implementation science models and frameworks
offer the potential to bridge current knowledge gaps. The primary objectives were to
determine: (a) the scope and nature of the evidence that underpins implementation
within the literature; (b) detail of the implementation contexts; and (c), methods for
facilitating implementation and improving outcomes.

A combination of research approaches were employed including a systematic review
using a validated appraisal tool and narrative synthesis. Two mixed methods case
studies were also conducted. Both explored in detail the process of implementing
alcohol interventions; one in a tertiary care setting, the other in the context of a
holistic community-action approach. The Promoting Action on Research
Implementation in Health Services (PARIHS) framework provided an overarching
conceptual framework and post hoc reference guide.

Key findings are that there is a lack of quality research that is culturally inclusive,
and inconsistencies in the evaluation and reporting of implementation outcomes. In

v

addition, the role of facilitator and the facilitators’ ability to rectify contextual
impediments to implementation, particularly at the macro level, is generally
undervalued. There is a need for both funding bodies and researchers to prioritise the
conduct of robust implementation research studies. Maximal contextual support and
demonstrated Indigenous involvement needs to be tied into funding allocation.
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CHAPTER ONE—
INTRODUCTION

1

1.1 Introduction
Health inequalities between Indigenous1 and non-Indigenous people in contemporary
Australian society are well documented (Australian Indigenous HealthInfoNet). One
of the most pervasive and persistent examples of this disparity is the harm caused by
alcohol. The health and social costs of harmful alcohol are substantial in the
Northern Territory (NT), particularly among some Indigenous communities. This
program of work explores local efforts to disseminate alcohol-related harm reduction
strategies in northern Australia using the (integrated) Promoting Action on Research
Implementation in Health Services (i-PARIHS) framework as a theoretical guide
(Hall & Scgnudnast 2009) and also as a post hoc checklist to evaluate the key
mechanisms for implementation in practice via two case studies. Therefore, the aim
of this program of research is to investigate in what way an improved understanding
of implementation science and use of implementation frameworks can tackle the
disproportionate and devastating impact of alcohol-related harm on Indigenous
people in the NT.

After presenting the background to the study (Chapter One), and reviewing the
research methodology (Chapter Two) and relevant literature (Chapter Three), two
case studies will be used to understand key implementation challenges at both a
practice (Chapter Four) and policy level (Chapter Five), followed by a discussion of
the main findings (Chapter Six) and primary research conclusions (Chapter Seven).
A preface introduces any included publications. Details of the specific context and
intervention are outlined prior to each case study and a discussion of how the case

1

For the purpose of this thesis ‘Indigenous refers to Australia’s Aboriginal and Torres Strait Islander
peoples and acknowledges their rich diversity of language and culture.

2

study findings are relevant to the broader program of research concludes these
sections. Common to all included publications and chapters is the theme of
understanding the role of implementation with a view to improving the impact of
initiatives to address alcohol-related harm effecting Indigenous people in the NT.

This introduction provides an overview of the background to this body of work,
followed by an outline of the research setting, and brief discussion of NT legislation
and current Indigenous-specific strategies to address alcohol-related harm. A
description of the research problem, the purpose of the research and the research
objectives is then provided. The rationale and significance of the research is also
addressed. The chapter concludes with a discussion of the assumptions and role of
the researcher, and finally, a list of brief definitions of key terms used throughout this
dissertation.

1.2 Background and context

1.2.1 Alcohol—no ordinary commodity
Ethanol (EtOH), commonly known as ‘alcohol’, is a dependence-producing
substance with many expressions and functions.2 Its simple molecular structure
belies the Oxford dictionary definition of alcohol as: a colourless, volatile,
flammable liquid, a neurotoxic, psychoactive drug, the intoxicating constituent of
wine, beer, spirits, and other drinks, extracurricular uses include acting as an
antiseptic, an industrial solvent and fuel, in addition to being the active fluid found in
many thermometers (Oxford English Dictionary Online). Despite being classified by

2

Babor, T., 2010. Alcohol: no ordinary commodity: research and public policy. Oxford University
Press.

3

the World Health Organisation (WHO) as a Class 1 carcinogen, alcohol is a readily
available, widely consumed and economically embedded product. Its ability to
generate enormous financial return (e.g. tax revenue for governments) and cause
medical, psychological and social harm (e.g. physical toxicity, dependence) make it
no ordinary commodity (Babor 2010).

Lifestyle-related behaviours such as excessive drinking, smoking and obesity
represent a significant proportion of preventable causes of death and hospitalisation
globally. Harmful alcohol use3 is a substantial global public health problem
connected with individual health conditions, such as liver disease, diabetes,
cardiovascular disease and some cancers. Alcohol misuse is also associated with
rates of suicide and self-harm, road traffic accidents and injury, domestic violence,
homicide and other crime such as property damage (Council et al. 2009). Alcohol
misuse is also a key risk factor for premature mortality. According to statistics
released by the WHO in 2014, preventable alcohol-related disorders contribute to
5.9% of all deaths worldwide (approximately 3.3 million people). The WHO also
reported that 5.1% of the global burden of disease and injury is attributable to
alcohol consumption and, alarmingly, that mental and substance use disorders will
surpass all physical diseases by 2020 (WHO et al. 2004).
Alcohol-related harms are also associated with a variety of individual and
environmental determinants of health including: a person’s physical environment,
their socio-economic environment, and their individual characteristics and
behaviours (Babor 2010). The harmful consumption of alcohol therefore represents a

3

“Harmful alcohol use” is defined as; (a) the patterns of drinking that are associated with increased
risk of adverse health outcomes, and (b) drinking that causes detrimental health and social
consequences for the individual, those around the individual, and the wider society (WHO 2014).
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multilevel health care and social challenge, and demands complex multilevel
prevention and treatment responses. This is reflected in international policy
guidelines, such as the WHO’s Global Drug Strategy to reduce the harmful use of
alcohol (WHO 2010).

International alcohol policy has been gaining momentum since the launch of the
European Alcohol Action Plan in 1992 (López and Robledo de Dios 1995). An
example of this in an implementation setting is the recently developed Policy in
action tool for measuring alcohol policy implementation has been designed to assess
the extent to which Member States of the WHO European Region have adopted the
recommended policy standards (WHO 2017). The European action plan to reduce the
harmful use of alcohol 2012−2020 (EAPA) involves a set of composite indicators
designed to measure the range of alcohol policies and compliance with
recommended standards. The EAPA composite indicators also monitoring trends
over time and could potentially be adapted to other regions, provid(ing) a valuable
framework for developing countries to review their policy response and take steps
toward curtailing the proliferation of alcohol (WHO 2017). The existence of the
EAPA and the emphasis placed upon its function highlight the importance of
implementation, monitoring and evaluation efforts in this field occurring on the
international stage.

1.2.2 Disparate burden
International research indicates that low- and middle-income countries are
disproportionately affected by premature mortality and disability linked to alcohol
consumption (Medina-Mora et al. 2016). Within developed countries, particular
subset groups are more likely to consume alcohol at higher levels of risk and in
5

larger quantities per drinking occasion, despite there being more people who abstain
compared to the mainstream society (Room 2013). In general, younger people, lower
socioeconomic neighbourhoods, minority ethnic groups, marginalised people and
Aboriginal4 populations suffer worse health outcomes compared to the wider society
(Gracey et al. 2009). Although many other possible influences contribute to this
disparity (including location, poverty, access to health facilities, and other social
determinants) the negative impact of alcohol misuse is also identified as a key
causative factor (King and Gracey 2009; Hudson and Hudson 2011). A greater
understanding of the reasons of the higher rates of alcohol misuse can be found
through examination of the history of Aboriginal peoples.
Indigenous people of Australia, New Zealand, the United Stated and Canada were
first introduced to the recreational use of alcohol through European colonisation
(Brady 2007; Frank et al. 2000; Gootenberg 2005). In the present day, Aboriginal
populations within the aforementioned nations experience higher rates of mortality
and morbidity related to aclohol use than their non-Indigenous counterparts
(Anderson 2006; Frohlich et al. 2006; Health et al. 2013). This has been connected to
the historical trauma and disruption that accompanied colonisation (Duran et al.
1998; Sotero 2006; Pihama et al. 2014) In Australia, as with elsewhere;
Colonisation alienated Aboriginal people from their land and resources
[and] challenged the very foundations of the traditional family…
contributing enormously to the restlessness, melancholy, and depression
experienced by Aboriginal people. (Taylor et al. 2003)
The degradation of the historic family unit, and a myriad of other concequences of
4

Inhabiting or existing in a land from the earliest times or from before the arrival of colonists;
indigenous. [URL:https://en.oxforddictionaries.com/definition/aboriginal]
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colonisation, are identified in the literature as antecedent causes of alcohol and other
drugs (AOD) misuse among some Indigenous Australians today (Saggers et al. 1998;
NIDAC 2014). This link is also generally recognised within Indigenous
communities, as Brady points out;
Harmful AOD use is said by many Aboriginal and Torres Strait Islander
peoples to have arisen from or been exacerbated by the deprivation and
erosion of their cultural integrity as a result of colonisation and
dispossession (Brady 1995).
The dispossession of Indigenous peoples’ lands and liberties was formally
acknowledged as part of the ‘reconciliation’ movement in Australia. On February
13th 2008, then Prime Minister Kevin Rudd, speaking on behalf of the Parliament of
Australia, made a public apology to Australia’s Aboriginal and Torres Strait Islander
people, resolving that the injustices of the past will not be repeated. Within the
address Mr. Rudd laid claim to building a future that would be inclusive, and for all
Australians.
A future where we embrace the possibility of new solutions to enduring
problems where old approaches have failed” (Rudd 2008)5
This sentence is particularly relevant to the present study in two important ways.
First, it recognises the inability of previous strategies to make headway on key
Indigenous issues, and second, in its determination and commitment to implementing
innovative interventions within such areas. Alcohol-related harm among Australia’s
Indigenous people is a key health concern in need of new solutions.

5

For full transcript see Appendix C
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1.3 Overview of the research setting

1.3.1 Alcohol-related harm in Australia
Alcohol misuse represents a national public health issue for both Indigenous and
non-Indigenous Australians and is estimated to be responsible for 2.7% of the total
burden of disease and injury in 2010 (Claydon et al. 2014). Excessive alcohol use
continues to be the drug which causes the most concern to the general community
(Claydon et al. 2014). The Foundation for Alcohol Research and Education’s
(FARE) 2015 Annual Alcohol Poll revealed 79% of Australian adults drink alcohol.
Most believe Australia, as a whole, has a problem with drinking (Annual Alcohol
Poll: Attitudes and Behaviours 2013). Almost 5 million Australians (>14 years) had
been a victim of an alcohol-related incident in 2013, and 1 in 5 consume alcohol at a
level that puts them at risk of harm from alcohol-related disease or injury during their
lifetime (Claydon et al. 2014). Indigenous Australians make up approximately 3% of
the national population, and are disproportionally effected in many areas of ill health,
particularly around the issue of alcohol misuse and related harms (AGDHA 2007;
NIDAC 2014; Boffa et al. 2015; Lee et al. 2015).

The National Health and Medical Research Council’s (NHMRC) 2012-13 Health
Survey reported Indigenous people aged 15 and over abstained from alcohol at 1.6
times their non-Indigenous counterparts (Zhao et al. 2009; Wilson et al. 2010).
Despite this higher rate of abstention, the immediate and lasting effects of harmful
alcohol use in the Indigenous population is approximately 39% and 23%
respectively, compared to 21% and 10% for non-Indigenous Australians (Australian
Bureau of Statistics (2013) 2006). Misuse of alcohol is therefore one of the major
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risk factors affecting the wellbeing of Indigenous Australians (COAG 2012), with
harmful alcohol consumption being responsible for a substantial burden of death,
disease, violence and injury within this population (AIHW 2012; NHMRC 2009).

The Aboriginal and Torres Strait Islander Health Performance Framework 2014
Report provides a snapshot of the impact alcohol misuse was having on Australia’s
Indigenous population at the time both case studies for this research took place.
Nationally in 2014-2015, the alcohol-related hospitalisation rate for Indigenous
people was 727.8 per 100,000 population, an increase from the preceding year when
Indigenous people were hospitalised with a principal diagnosis related to alcohol
9,995 times within a 2-year period, representing 2% of all hospitalisations (excluding
dialysis) (ABS 2016). Between 2004-2005 and 2014-2015, composite data reveal the
most common reason for alcohol-related hospital admission for Indigenous people
was acute intoxication (56%), increasing from 5.7 to 11.4 times the rate for other
Australians, followed by dependence syndrome (13%), alcohol-induced liver disease
(11%), and withdrawal (11%) (Steering Committee for the Review of Government
Service Provision 2016). Mortality rates for mental and behavioural disorders due to
alcohol misuse were again at 6 times the rate of non-Indigenous people.

Patterns of alcohol consumption and expressions of alcohol-related harm differ
markedly across Australia’s states and territories, reflecting regional variations in the
concentration and characteristics of the Indigenous populaces.

1.3.2 Alcohol-related harm in the Territory
The NT comprises 1.346 million square kilometres, occupying approximately 17%
of the Australian landmass. Aside from a few population hubs, much of the Territory
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is sparsely populated. The Australian Bureau of Statistics (ABS) estimated a June
2015 resident population of 244,300 people, only 1% of the total population of
Australia. The NT government is an autonomous regional administration within the
Australian Federal system, and is located in central and central northern Australia.
The Territory has the highest level of alcohol consumption per capita in Australia
and the greatest proportion of adults exceeding the NHMRC guidelines for safe
drinking (ABS 2015). A survey of drinking patterns in urban centres found harmful
levels of consumption to be twice as prevalent in the NT as in the rest of Australia.
This is also reflected in statistics of household expenditure on alcohol, and correlates
with high levels of assaults and public order offences (Household Expenditure
Survey, Australia: Summary of Results, 2009-10). Every few years such figures
prompt a spate of news articles and media attention on the ramification of excessive
drinking in the Territory, with headlines such as; “My name is Northern Territory
and I am an alcoholic” (Gosford 2013); and, “Northern Territory tops statistics
nationally for deaths from alcohol consumption” (La Canna 2014). Rarely does this
discourse manage to reflect the nuanced reality of drinking norms in the NT. It often
instead, ends up either defending the non-Indigenous, heavy-drinking culture as ‘just
the Territory way’, and/or levelling the issues of public drunkenness, ‘problemdrinkers’ and antisocial behaviour squarely at the Indigenous population—the
majority of whom abstain (see d’Abbs 2015).

1.3.3 Alcohol-related harm among Indigenous Territorians
Based on the 2011 census, 73,396 Indigenous people lived in the NT in 2015,
representing 30% of the NT population and 10% of Australia’s total Indigenous
population (ABS 2011). Despite the higher rates of abstinence mentioned above,
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risky alcohol consumption in the NT, as with Australia in general, is more frequently
associated with the Indigenous than the non-Indigenous population (Hudson and
Hudson 2011). Alcohol misuse causes both direct and indirect harm. The direct
health effects are reflected in rates of particular cancers and cardiovascular disease of
a particular population, whereas the indirect effects can be seen in the rates of
alcohol-related road accidents, interpersonal violence, imprisonment and/or other
family stressors associated with alcohol problems (Rehm et al. 2003; Grönbaek
2009).

Alcohol misuse contributes to, and reinforces, social disadvantage through its impact
on families, child development, educational outcomes, economic loss, etc. Often
referred to as a cause and a symptom of persistent Indigenous disadvantage in this
country, alcohol misuse is certainly a primary factor.
Grog was at the heart of things: it was a consequence of disruption, and
it was a cause. Binge drinking patterns learned in station camps became
routine, rather than rare. One language worker…described the cycle:
“… people would go up to Katherine, get a car and ferry grog in. you’d
be aware of the car coming in and within 20 minutes the town would be
in an uproar”. (Rothwell 2016)
Measured by assault rates, the NT is by far the most violent jurisdiction in Australia.
In 2014-2015, the rate of recorded offenders with a principal offence of assault per
100,000 people was 1,404.4 in the NT. As Figure 1 shows, this is more than four
times the national level of 326.0 offenders per 100,000 people and more than three
times the next highest jurisdiction—South Australia.
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Figure 1. Assault offenders per 100,000 population, 2014-2015
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Source: Australian Bureau of Statistics, 4519.0 - Recorded Crime - Offenders, 2014-15 6

The accumulating evidence of alcohol-related harm, nationally and globally, has led
to a range of public health responses including regular monitoring, publication of
health guidelines, and policy and legislative frameworks.

1.4 Policy context

The perception, that public health responses to the prevention of alcohol-related
problems in Australia should encompass ‘extraordinary measures’ (Babor et al.
2003), has been informed by increasing recognition of the sheer scale and
6

These rates refer to the number of individual offenders whose principal recorded offence was
assault. Where an offender committed several assaults and or other non-principal offences, these other
offences are not included in these statistics. For purposes of calculating the rate, the Estimated
Resident Population aged 10 years and above was used by the Australian Bureau of Statistics.
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intergenerational nature of the problem. Several entities exist to monitor the extent of
the problem and inform policy responses. The National Drug Strategy Household
Survey (NDSHS) has collected data on patterns of AOD use in the Australian
population through regular national surveys since 1985. The NHMRC is responsible
for

periodically

producing

guidelines

that

detail

alcohol

consumption

recommendations for Australians. Australia’s first overarching drug policy
framework was completed in 1989 in the form of the National Drug Strategy (NDS).

Australia’s policy and program initiatives can be grouped into three types of
activities: control of supply, reduction of consumption, and services for treatment. In
2011 the Ministerial Council on Drug Strategy (MCDS) put forward a three-fold
model, still currently in place, to address the negative impact of alcohol misuse, as
follows: demand reduction strategies to prevent the uptake of harmful drinking;
supply reduction strategies to control and manage the supply of alcohol; and harm
reduction strategies for individuals, families and communities (MCDS 2011). This
program of research will focus on the implementation of the latter—harm reduction
strategies—specifically at two of the three levels of intervention identified (Patel et
al. 2016); first health care platform interventions (Chapter Four); and second,
community platform interventions (Chapter Five) because of their relevance to the
NT setting, and the upward trend in government allocation of funds to prevention
and non-residential treatment projects.

1.4.1 Harm reduction
Strategies to reduce the negative impact of alcohol misuse focus on direct harm such
as an individual’s physical and emotional wellbeing, as well as the indirect socioeconomic consequences of alcohol misuse on the wider community, such as crime
13

statistics and levels of domestic and public violence (Smith 2013; Indigenous Justice
Clearinghouse, NDS 2010–2015). The principle of harm reduction has formed the
basis of the NDS since 1985.

The current NDS 2010–2015 describes Australian government priority areas,
outlines a nationally agreed harm minimisation approach, and summarises effective
demand, supply and harm reduction strategies. Of particular emphasis is that:
The three pillars of the National Drug Strategy 2010–2015 are
underpinned by the development of a qualified workforce, maintaining
and improving the evidence base, monitoring performance and
enhancing governance (NDS 2010-2015 et al. 2011).
In addition to the national alcohol policy framework, legislation regarding alcohol is
also developed at a jurisdictional level and all states and territories have developed
their own response to alcohol-related harm. Actions by state and territory
governments complement Commonwealth activities with respect to policy and
program development. They focus on regulating the consumption and availability of
alcohol, drink driving prevention, educating and informing the public, providing
treatment, training the workforce, and monitoring and reporting on outcomes.

1.4.2 NT specific policies
As outlined in the preceding section, alcohol-related harm is higher in the NT than
elsewhere in Australia. The importance of addressing alcohol-related harm is well
recognised by the NT government. There have been numerous policy approaches and
an extensive range of regulations relating to alcohol supply and consumption that
have been rolled out across the NT in recent years. Historically, the main legislative
14

actions that have occurred in the NT can be summarised as: the Liquor Act 7 (1978),
The Living with Alcohol Program (1991-2002), the Northern Territory Alcohol
Framework (2003), the Northern Territory Emergency Response Act (2007), the
"Enough is Enough” and “Stronger Futures” alcohol reforms which included
community-based alcohol management initiatives such as permit systems, supply
plans and Alcohol Management Plans (AMPs), and alcohol reform initiatives
targeting individual drinkers such as police administered and court imposed bans
(e.g. Banned Drinker Register (2011), treatment orders and other conditions such as
income management; community safety and anti-social behaviour initiatives,
including integrated case management for transient remote community members,
sobering up shelters, night patrols and return to country programs; the Alcohol
Mandatory Treatment Act & Alcohol Protection Orders Act (2013); and a wide range
of demand and harm reduction measures such as residential rehabilitation,
withdrawal management, education and counselling, interventions in emergency
departments, hospitals and prisons.

In Australia, across all jurisdictions, an array of strategies and policies seek to
specifically address the socioeconomic disadvantages experienced by Indigenous
communities and to close the gap in key socioeconomic indicators between the
Indigenous the and non-Indigenous population (Council of Australian Governments,
2009; Putt et al. 2015). For example, many of the policies discussed above have been
specifically designed to address Indigenous alcohol misuse.

7

An Act to provide for the regulation of the sale, provision, promotion and consumption of liquor,
and for related purposes
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1.4.3 Indigenous-specific strategies
There is substantial evidence to indicate that Indigenous Australians experience
significantly higher levels of alcohol-related harm (Australian Institute of Health and
Welfare (2008); Wilson et al. 2010). Indigenous Australians are aware of the
devastating impact of alcohol misuse on individuals and their communities (Wilson
et al. 2010). Given the negative health, social and economic impacts of overconsumption of alcohol within the Indigenous population, it is not surprising that
various interventions to address alcohol misuse and related harm have been initiated
by Indigenous people, communities and organisations (Stockwell et al. 2001), for
Indigenous people, families and communities (Steering Committee for the Review of
Government Service Provision et al. 2016).

Formal strategies developed specifically to minimise Indigenous alcohol-related
harm have existed since original prohibition was rescinded in 1964. In 1977 the
Australian Parliamentary report Alcohol problems of Aboriginals was published and
in 1989 the Parliamentary Committee on Alcohol Problems was established (House
of Representatives Standing Committee on Aboriginal Affairs, 1977). A variety of
government legislative and policy initiatives have been applied and implemented
since (listed above), including the development of the innovative Remote Alcohol
and Other Drugs Workforce Program which delivers culturally appropriate AOD
services to remote Indigenous communities across the NT. Also a number of
Indigenous-led community level initiatives have taken place in the NT.

Some prominent examples of community-driven alcohol supply restrictions include
the General Restricted Areas and Public Restricted Areas introduced under the NT
16

Liquor

Act

1979,

and

campaigning

by

the

Ngaanyatjarra

Pitjantjatjara

Yankunytjatjara Women’s Council (NPY) and the Pitjantjatjara Council for
restrictions on roadhouse alcohol sales in the 1980s (d’Abbs et al. 1999, 2013). In
1991, an Alice Springs based Aboriginal community-controlled health service
(Central Australian Aboriginal Congress) undertook a campaign to reduce takeaway
alcohol supply, involving the purchase of a takeaway liquor licence and public
disposal of the alcohol (they also let the licence lapse—valued at $150,000). A few
years later in 1993, a group of 50 women from Hermannsburg (a community west of
Alice Springs) protesting the exploitation of Aboriginal drinkers by ‘grog shops’,
picketed the NT Liquor Commission (d’Abbs et al. 2013). A short time later, a much
larger group of women (approx. 300) from 16 communities marched in protest
against alcohol abuse and petitioned for the closure of takeaway outlets (d’Abbs et
al. 2013). More recently, the People’s Alcohol Action Coalition successfully lobbied
for a number of purchasing restrictions (Senior et al. 2009). While there have been
limited formal evaluations of such supply-reduction initiatives, they are important to
note because they represent evidence of successful self-determination in this area
(Chikritzhs et al. 2007).

Similar examples of local restrictions to immediately address high levels of alcohol
misuse and violence (Robertson 2017) can be found in Western Australia (Midford et
al. 1995) throughout the 1990’s. However, continuing to examine central Australian
efforts to reduce community harm caused by alcohol, the focus of early expressions
of supply restriction extended to include trialing effective treatment options for
Indigenous clients. Since the Central Australian Aboriginal Congress received
funding from the National Drug Research Institute in 2007, research has been
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conducted over a range of projects into tailoring primary healthcare-based treatment
and other effective mainstream interventions directed towards Indigenous
populations.

Extensive national and international evidence exists for effective alcohol
interventions in the overall population and, although limited, the evidence from
Indigenous-specific studies is consistent with these wider results (Fisher et al. 2009;
Gray, Wilkes, et al. 2010). For example, recommended harm reduction strategies in
this setting include brief intervention, and coordinated community initiatives
including night patrols and sobering-up shelters. Factors that have been identified as
facilitating the implementation of services directed at Indigenous people include
Indigenous community control, adequate resourcing and support, and planned
comprehensive interventions (Gray, Saggers, et al. 2010).

Despite the constraints imposed by a limited evidence base, investment has been
made into the development of Indigenous-specific alcohol treatment guidelines to
address the high levels of alcohol-related harm experienced by Indigenous people
(Gray, Stearne, et al. 2010). The MCDS endorsed a National Drug Strategy
Aboriginal and Torres Strait Islander Peoples Contemporary Action Plan in 2003,
which was designed to complement the corresponding NDS. It provides a
comprehensive framework for the provision of alcohol interventions. It outlines a
commitment to introduce ‘a range of holistic approaches from prevention through to
treatment and continuing care that is locally available and accessible’ (MCDS
2006). It recommended, among other strategies, the use of screening and brief
intervention in primary and tertiary care settings and that services should be targeted
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for at-risk groups, and be culturally appropriate.

The National Strategic Framework for Aboriginal and Torres Strait Islander Health:
Australian Government Implementation Plan 2007-2013 was developed by the
Department of Health and Ageing in consultation with all relevant Australian
Government agencies and the National Aboriginal and Torres Strait Islander Health
Council (Australian Health Ministers’ Conference 2007). Consistent with the goals
and objectives of the current NDS, its objective was to improve the management of
alcohol-related problems for Indigenous people through an integrated set of
strategies and recommendations.
At least two other relevant resources have been produced by the government to
improve outcomes in the management of alcohol-related problems among
Indigenous Australians: (1) Enhancing the management of alcohol-related problems
among Indigenous Australians—Implementation Plan (NDRI) 2013; and (2) A
framework for supporting the implementation of community-based alcohol primary
prevention and early intervention (Selden & Lyle 2009). Activities suggested within
these strategies include: providing cultural awareness training; promoting ‘culturally
appropriate services’; and the development of close working partnerships with
ACCHS to promote interaction between mainstream services and Aboriginal
community controlled organisations (Priority Area 3). Despite all of the planning, the
implementation evidence of the dissemination and use of the above documents has
not been evaluated.

1.4.4 Dissemination challenges
In Australia, disseminating national alcohol policies for Indigenous people has been
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a challenging task for governments (Brady, 2007; d’Abbs, 2015a). There is little
evidence available that indicates previous governments have been successful in
supporting Indigenous efforts to ‘stem the sheer scale of the enormous problems
associated with the flow and harm’ from alcohol (Wright, 1997). Despite the many
top down and bottom up initiatives implemented over the decades, evidence of
positive outcomes remains scarce. While visible and effective policies to reduce
other behavioural risk factors like those associated with smoking (Sandford, 2003)
and obesity have been implemented (Gortmaker et al., 2011), this has not been the
case with alcohol, which is widely considered to be more culturally entrenched, more
of a taboo topic, and one that becomes highly politicised when discussed in an
Indigenous context.

Able to claim only mild successes in the decades that followed its introduction,
Australia’s alcohol policy has received criticisms from various angles. Ring and
Brown, for example, claim that the limited progress in improving Indigenous health
is because “Australia is locked into a cycle of endless consultation, policy and
strategy formulation and measurement… there is a lack of commitment to, and
implementation of, already existing policies” (Ring et al., 2002).
While [government guidelines etc.] provide the basis for a coherent and
legitimate national approach to alcohol there has been poor followthrough on implementation (‘Australia and alcohol’, 2005).
In principal, even effective strategies cannot achieve results if they are not
implemented as intended (or not implemented at all). The NDS is developed by the
MCDS and responsibility for its implementation lies with the Intergovernmental
Committee on Drugs. Jurisdictions also have local strategies and action plans in
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place to address alcohol (discussed in more detail in Chapter 4). There is an increase
in responding to local needs, for example, through alcohol management plans and
accords between police and local health authorities. These will be discussed in more
detail later in the case studies presented in Chapters Four and Five.
Until relatively recently there had been limited examination of the dissemination and
influence of Indigenous health and alcohol policy developments over time (Brady
2004; Lewis 1998/1992; Room 1985b: Saggers and Gray 1991/1998). Barriers to
implementation in the past have included:
Structural barriers to change from within government and Aboriginal
alcohol services alike… At the level of government there was no single
department or agency leading the way on Aboriginal alcohol issues.
(Brady 2004, p.69)
Factors that have been identified as facilitating the implementation of services
directed at Indigenous people include Indigenous community control, adequate
resourcing and support, and planned comprehensive interventions (Gray 2010).

The National Drug Strategy 2016-2025 is still in draft form but it is available on line.
Two key priorities particularly relevant to this series of studies are, the importance of
evidence informed responses, taken up and explored via Case Study One (Chapter
Four), and (b) jurisdictional implementation, examined in detail via Case Study Two
(Chapter Five). The NT Department of Health’s Health Promotion Strategic
Framework 2011-2015 also supports ‘a consistent approach to the description and
implementation of health promoting services and programs across the NT’ (Health
Promotion Strategic Framework 2013).
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1.5 Justification for the Research

1.5.1 Problem statement
To summarise, the severity of alcohol-related harm experienced by some Indigenous
communities is plainly reflected in Australia’s national statistics via health and
police data. There is a reasonably sound evidence base for the efficacy of a range of
alcohol intervention strategies. However, there is no evidence of improved outcomes
within the Indigenous setting. Furthermore, efficacy depends crucially upon
implementation (as well as resourcing), and factors which either facilitate or create
barriers to effective implementation of an intervention, have been consistently
identified in the literature (Gray et al. 2005, 2014; Desy et al. 2008; Clifford et al.
2009; Strauss et al. 2012; MacLean et al. 2012).
Gaps in our knowledge of the key impediments to the development of effective
interventions and successful implementation persist.
What is needed now is not so much an understanding of what works, but
an appreciation of how to make it work in the various contexts in which it
is implemented (Luoto et al. 2014)
This program of research addresses the need to understand ‘how to make it work’.
Effective interventions alone cannot lead to positive change unless they are
implemented successfully. The two case studies investigate the process of
implementation within a tertiary and a community setting. This in depth view is
juxtaposed against a broad review of the related implementation literature and the
quality of research translation within this field.
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1.5.2 Statement of Purpose and Research Objectives
This program of research aims to evaluate the quality of dissemination studies on
alcohol misuse interventions for Indigenous Australians, with specific exploration of
the quality of implementation processes within two studies in the Top End, NT. It is
hypothesised that the two case studies will enhance understanding of the challenges
and lessons learned to date from dissemination studies, as well as highlight more
detailed information about the process of implementation. This in turn will help align
both health-sector and community-action responses to alcohol misuse.

This research program aims to explore effective dissemination strategies for
Indigenous-specific interventions through evaluating implementation efforts across
the broader literature and contextualised within relevant settings (case studies). In
terms of methodology and theory; the Mixed Methods Appraisal Tool (MMAT) was
used to examine the quality of the research itself (Appendix D), whereas the iPARIHS framework was applied to examine the quality/likely success of
implementation. Two harm reduction strategies were assessed with reference to the
framework which proposes that successful implementation of research in practice is
a function of the relation between the nature of the evidence, the context in which the
proposed change is to be implemented, and the mechanisms by which the change is
facilitated.
The objectives of this research program were as follows:
1.5.3 Primary objective:
To (a) explore the current state of knowledge of implementation of alcohol harm
reduction strategies for Indigenous people in Australia via a systematic literature
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review, and (b) provide greater direction for developing evidence-based informed
solutions through the conduct and presentation of two illustrative case studies.

1.5.4 Secondary objectives:
To examine the nature and quality of published dissemination research and
the usefulness of the Mixed Methods Appraisal Tool (MMAT) and narrative
synthesis approaches in this context.
To contribute to the evidence-base for implementation of alcohol harm
reduction strategies for Indigenous people in two settings: hospital and
community.
To investigate (a) the applicability of the i-PARIHS framework as a
theoretical model for understanding implementation in the context of
Indigenous Australian health research, and (b) the utility of its reference
guide elements as an evaluation tool.

1.5.5 Rationale and significance
It has been suggested that researchers in this field review and interrogate their own
current practices (Gray 2010). Implementation and evaluation studies provide the
most valuable evidence on the effects of policy/government recommendations,
although they are quite setting-specific and therefore have limited generalisability.
The case studies chosen within this program of research allow insight into two key
recommendations: clinical Alcohol Screening and Brief Intervention (ASBI) and
community Alcohol Management Planning (AMP). The role of the case study is to
give insight into the two settings, add meaning to the literature review and detail the
types of challenges researchers face in the field. The research objectives outlined
above, can be used to model new, or improve existing, strategies to implement
24

alcohol harm reduction interventions, to inform future research, to further strengthen
theories of knowledge translation in the field of alcohol intervention research.

1.5.6 The Candidate
The candidate converted from Masters by Research to a doctoral candidature, at the
encouragement of her supervisory panel. She has an undergraduate degree in
Anthropology, with Honours from Melbourne University and an interest in program
evaluation, behavioural addiction and substance misuse research. Her experiences
bring to this research an understanding of behaviour change theory, alcohol issues,
program management, and qualitative research methods. However, the candidate was
not familiar with hospital hierarchies or community initiatives before becoming
involved in this research. This lack of exposure left the candidate with few
preconceived notions or biases about the context in which the research was being
conducted. The credibility of this research was further strengthened by close
collaboration with experts in the field and peer-review of study findings.
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1.6 Definition of key terms

Table 2. Definition of key terms
Modifications of the intervention itself or the necessary
Adaptation
alterations in the supporting infrastructure
Adoption

Uptake of the desired intervention into the target population or
uptake by the implementers.

Appropriateness

How an intervention relates to the context in which care is
given.

Context
[as per i-PARIHS
framework]

The environment or setting in which people receive healthcare
services, but in this thesis the term has been broadened to refer
to the context of getting research evidence into practice or the
environment or setting in which the proposed change is to be
implemented.

Dissemination

Targeted distribution of information and intervention materials
to a specific public health or clinical practice audience.

Evidence [as per iPARIHS framework]

The form of knowledge that is made implementable through
services and programs, and includes knowledge from research,
clinical experience, and/or local knowledge from clients.

Efficacy

An intervention’s ability to do more good than harm among the
target population in an ideal setting.

Evidence-based

An intervention has undergone sufficient scientific evaluation to
be proven to be efficacious or effective (e.g., intervention is
considered valid because it is strongly linked to desirable
outcome).

Facilitation [as per iPARIHS framework]

Kitson et al describe facilitation as "a technique by which one
person makes things easier for others.” In the context of the
PARIHS framework, it refers to the process of enabling (making
easier) the implementation of evidence into practice.

Feasibility

Whether or not an intervention is physically, culturally or
financially practical or possible within a given context;

Harm-reduction

Strategies and actions that primarily reduce the adverse health,
social and economic consequences of the use of alcohol or other
drugs (NDS 2010–2015).

Implementation

The use of strategies to adopt and integrate evidence-based
health interventions and change practice patterns within specific
settings. Or “a specific set of activities designed to put into
practice an activity or program of known dimensions” (Fixsen et
al. 2005).

Implementation
framework

A coherent set of interlinked strategies that together constitute a
generic structure for describing, understanding or guiding
implementation processes.

Implementation
research

The systematic study of how a specific set of activities and
designed strategies are used to successfully integrate an
evidence-based public health intervention within specific
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settings (e.g., primary care clinic, community center, school).
Implementation
strategy

A single method or technique ‘used to enhance the adoption,
implementation and sustainability of a clinical program or
practice’. (Proctor, Powell & McMillen, 2013, p 2).

Inner context

The intra-organisational context into which the implementation
of a practice, program or policy is embedded. It may include the
staff, structures, resources, culture and climate of an
organisation.

Innovation [as per iPARIHS framework]

The focus or content of the implementation effort. It has been
extended to encompass what we know about innovation theory
and how individuals react to characteristics of new knowledge in
addition to its evidence base.

Intervention

An intentional action designed for an individual, community, or
region that reduces risk, modifies a harmful behavior, or
improves outcome.

Integration

The informed combination of local contextual knowledge and
evidence-based knowledge into community applications.

Intervention

A practice, program or policy being implemented by an
organisation.

Outer context

The external environment of an organisation that is
implementing an intervention. It may include external
stakeholders, and the political, legislative, fiscal and social
environment in which the organisation works.

Sustainability

The degree of stability and maintenance after an implementation
process is finalised and a practice, program or policy is
transferred into routine practice.
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CHAPTER TWO—
METHODOLOGY
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2.1 Introduction

This chapter clearly sets out the methods used to conduct and interpret this program
of research. It presents an overview of the key problems being addressed, outlines
the theoretical framework identified and how it was incorporated in the research
methodology. Reasons and justifications for the study design and research methods
are given. Assumptions underpinning qualitative data collection principles and
analytical techniques are also explained. The methods specific to each of the separate
sections are clearly articulated within the publications, and therefore it was not
necessary to replicate them here.

2.1.1 Overview of the approach
A multimethod design was adopted to evaluate the success, or otherwise, of
implementation strategies with a key focus on the elements of evidence, context, and
facilitation. The PARIHS framework was used both as an overarching theoretical
paradigm and as an evaluation tool. A systematic review of the existing literature
was undertaken and the methodological quality of included studies was tested,
through use of the Mixed Methods Appraisal Tool (MMAT). A narrative synthesis of
dissemination literature was also conducted as part of the review. Concurrent with
the above exploration, detailed case study examination of implementation
approaches within two specific settings was carried out, the results of which are
comprehensively bought together and outlined in Chapter Six—Discussion. Chapter
Seven—Conclusion, summarises the reoccurring themes and synthesises the
evidence with a view to distilling recommendations for future research.
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2.2 Background: the research/practice gap

2.2.1 Knowledge Translation—in brief
The conventional strategy for transferring evidence-based interventions into policy
and practice has been to first test efficacy, prove effectiveness and then offer it for
use within the applicable setting. However, the uptake of guidelines and
recommendations is not necessarily linear or spontaneous, particularly with regard to
certain interventions and settings. Following the persistent underutilisation of
empirical research, it has been acknowledged that passive dissemination is
ineffective, and researchers must go beyond proving an intervention is effective in
the desired setting and be able to communicate why an intervention works, how, for
whom and in which contexts (Edwards et al. 2014). Furthermore, focused efforts and
deliberate strategies are required during the implementation phase. Establishing
intervention appropriateness and ensuring that it is implemented as intended, is now
a fundamental consideration for empirical knowledge translation (KT). KT is a
dynamic and iterative process that includes synthesis, dissemination, exchange and
the ethically-sound application of knowledge (Graham et al. 2006). There are many
definitional challenges for understanding, and proposed frameworks and theories for
achieving KT. The following research is primarily concerned with exploring how a
diagnostic and evaluative framework (i- PARIHS) can be used to navigate the KT
process.
Arising from practice-based evaluations in the 1960s and 1970s, several interrelated
disciplines are now dedicated to aiding the spread of interventions for mental and
physical

health

concerns.

As

attempts

to

understand

what

influences

implementation’s success (or failure) have multiplied, and about 40 theories, models
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and frameworks have been developed—borrowing from disciplines such as
psychology, sociology and organisational theory—to guide the design, evaluation
and interpretation of implementation studies (Nilsen 2015). Dissemination and
implementation research is moving toward the status of an emerging field
characterised as Implementation Science (IS) (Landsverk et al. 2011). It
encompasses the study of influences on healthcare professionals and organisational
behaviour, and provides an appropriate lens through which the findings of this
program of research can be viewed and analysed.

2.2.2 Principles of dissemination
The theoretical framework for developing dissemination and implementation
strategies, presented in Figure 2., was used to provide context for analysis of the
findings across the different elements of this program of work. It incorporates several
broad theories on the dissemination and implementation of interventions in the
context of AOD research.
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Figure 2: Model of dissemination incorporating theoretical concepts and constructs

8

8

Adapted from Ashford, J., Eccles, M., Bond, S., Hall, J.A. and Bond, J., 1999. Improving health care
through professional behaviour change: introducing a framework for identifying behaviour change
strategies. British Journal of Clinical Governance, 4(1), pp.14-23.
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While the process of change is not always sequential, this model identifies important
elements that need to be considered, and proposes a multilevel approach to
implementing change. It also embeds procedures for monitoring and evaluating the
effectiveness of a dissemination strategy into the overall structure; an important
component that is often overlooked in practice. Just as systems need to be in place to
educate service providers on available evidence-based interventions, and multilayer
support available to achieve the implementation of new recommendations,
mechanisms for monitoring and ongoing evaluation must also be established.

2.3 Implementation Science

Implementation research examines the active and planned efforts to mainstream an
intervention within specific environments (organisational etc.) (Greenhalgh et al.
2004). IS is defined by Eccles et al. (2006) as ‘…the scientific study of methods to
promote the systematic uptake of research findings and other evidence based
practices into routine practice, and hence, to improve the quality and effectiveness of
health services and care’ (Eccles et al. 2009). IS concentrates on how interventions
are transferred into real-world settings. Factors affecting implementation, processes
of implementation, the promotion of sustainability etc., are also a focus of attention
in IS (BPharm 2016). Among other assumptions, it is based on an appreciation that
context specific implementation strategies are essential for the successful adoption of
any new interventions (Edwards et al. 2014).

Community-based and participatory action research methods have been shown to
offer effective strategies to promote implantation of research findings in community
and clinical care settings, enhancing the relevance of public health interventions
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(Glasgow and Emmons 2007). Participatory research methodologies are also;
‘generally identified as being compatible with the goals of the emerging agenda for
reform of research involving Indigenous peoples in Australia and internationally’
(Henry et al. 2002, Pg.7). In terms of strategies to reduce alcohol-related harm, the
implementation story is a crucial one. Generic lessons about implementation need to
be tempered with research into what increases the probability of implementation
success for programs or initiatives involving Indigenous people or communities.
There is a growing body of evidence on Indigenous programs and services. However,
critical implementation issues impact on Indigenous programs and policies across the
board, including unrealistic expectations, short funding timeframes, unclear theory of
change and lack of program logic, limited skills and capacity at the local level, and a
lack of attention to governance (Putt et al. 2015). This research is dedicated to
understanding the implementation issues specific to alcohol harm-reduction
initiatives. The basis from which it intends to achieve this understanding is described
below.

2.4 Theoretical framework

Mindful of the criticism levelled at implementation science for operating from a
somewhat disjointed theoretical base, this research uses the i-PARIHS framework as
a foundation, giving conceptual meaning and structure to the following exploration
into implementation processes in different settings. The aim of employing a
theoretical framework in this instance was threefold: (1) to help describe the process
of translating research into practice; (2) to understand what influences
implementation outcomes; and (3), to assist with evaluating the implementation
process (Nilsen, 2015). Concepts and models relevant to the development of
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dissemination strategies were critically examined to establish the assumptions and
approaches that underpin the following body of research. The framework and
research design considered most appropriate for this work are outlined in detail
below.

2.4.1 i-PARIHS framework
The PARIHS framework has been applied in a variety of ways since its inception
two decades ago (Kitson et al. 1998). Developed to structure the implementation of
research into practice, the PARIHS framework proposes that successful
implementation is based on three key elements: the quality of evidence, multi-level
contextual factors and related facilitation efforts (Kitson et al. 2008). Each of these
elements is made up of sub-elements. Evidence is characterised by research
evidence, (clinical/patient experience, local data/information); context by culture,
leadership, and evaluation; and facilitation by role, purpose, skills and attributes.

The use of PARIHS as an explanatory framework and evaluation tool has evolved,
and its way of conceptualising the core elements thought to be influential in
successful implementation have been recently refined. After a critical synthesis of
the literature, investigation of the theoretical underpinning of the framework, and a
revision of the key terms/concepts, facilitation has been repositioned as the active
ingredient of implementation (Harvey et al. 2016). The integrated framework (iPARIHS) is now more coherent and comprehensive, expressed as: SI=Fac
(I+R+C).9 Put simply, the core constructs of the i-PARIHS framework are
facilitation (F), innovation (I), recipients (R) and context (C), with facilitation

9

Key for the i-PARIHS framework. SI=successful implementation, Facη = Facilitation, I =
innovation, R = recipients (individual and collective), C = context (inner and outer)
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represented as the active element assessing, aligning, and integrating the other three
constructs (Harvey et al., 2016). The framework proposes that successful
implementation is most likely to occur when:
1.

Scientific evidence is viewed as sound and fitting with professional and
patient beliefs.

2.

The context is receptive to implementation in terms of supportive
leadership, culture and evaluative systems.

3.

Appropriate mechanisms to facilitate implementation are in place.

The i-PHARIS framework is still based on understanding the relationship between
these three broad interactive factors (evidence, context and facilitation) but it has
extended this understanding to include several important sub-elements (innovation,
recipient and inner/outer context) previously overlooked. Innovation is defined as the
process of aligning external evidence with local priorities and practice; recipient
refers to the actors involved in, affected by and influencing implementation
individually and collectively; context, is redefined as the meso and macro settings in
which the proposed change is to be implemented, including the local, organisational
and external health system level (McMaster 2011). Therefore, the core constructs of
the i-PARIHS framework are facilitation, innovation, recipients and context,
whereby facilitation represents the active element assessing, aligning and integrating
the

other

three

constructs

(Harvey

36

and

Kitson

2016).
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Kitson, A., and Harvey, G., 2016. Methods to succeed in effective knowledge translation in clinical practice. Journal of Nursing Scholarship, 48(3), pp.294-302.

Figure 3. The Promoting Action on Research Implementation in Health Services integrated framework: levels of context.10

Figure 3 summarises the key considerations of the facilitator, and the new dimensions that
have been added to the i-PARIHS framework. These principles, in addition to the elements
underpinning the original framework, have been applied to the research that follows.

2.4.2 Rationale for the use of i-PARIHS framework
The principal reasons for selecting the i-PARIHS framework to this research are threefold:
first, because of its proven capacity to assist with predicting/explaining barriers to
implementation (Ullrich et al., 2014); second, the relevance of its primary elements to the
description of factors important to successful implementation; and third, its flexibility and
capacity to be applied across diverse implementation projects, practices and settings.
Although there has been some theoretical conceptualisation of implementation relevant to
Indigenous Australian health settings, thus far these have been limited to program specific
models (McCalman et al. 2016). The flexibility of the i-PARIHS framework to encompass
diversity rendered it most appropriate to the research objectives. The ad hoc way in which
findings from the different elements of this body of work (CS.1 & CS.2 and the systematic
review) could be reviewed against the i-PARIHS reference guide elements and subelements
was also identified as an advantage for using the framework.

2.4.3 Application of i-PARIHS framework
According to Stetler and colleagues there are two main types of implementation situations:
one that is task-oriented (involving a specific intervention being implemented) and one with a
broader “organisational” purpose (involving implementation strategies geared towards more
substantial, transformational change within an institution (Stetler et al. 2011). It is important
to note that both Case Studies are examples of task-oriented situations, where implementation
efforts are directed at introducing specific elements, those that can realistically be modified in
a relatively short period of time. The revised PARIHS framework was therefore used
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selectively, in a way that is sensitive to this type of implementation situation. The framework
was pragmatically applied to each of the case studies in order to determine the strengths and
weaknesses of both implementation settings, and to inform a diagnostic assessment of the
factors impacting on the implementation process. The framework was used to systematically
assess case study data which detailed the implementation setting and the perceptions/attitudes
of participants. The i-PARIHS framework assisted in the drawing of parallels and
conclusions across the case studies and literature review, and, in later chapters, by providing
a structured approach to identifying and discussing implementation mechanisms.

The next two subsections cover the study design and theoretical assumptions in turn. Both
provide an explanatory context for the study process and interpretation of results, through
outlining the theoretical assumptions that support the study design, and the methods of data
collection and analysis.

2.5 Overview of the study design

2.5.1 Case Study Theory
Case study is a popular cross-disciplinary, quasi-experimental research design and an
increasingly common, if somewhat ill-defined, approach to qualitative research. Stake (1995)
defines case study research as an investigation into, and analysis of, a single or collective
example in order to explore the complexity of the entity being studied (Stake 1995). Case
studies in the literature vary (Hyett 2014) revealing significant inconsistencies in studies’
designs and confusion around case study as a definitive methodology (Gerring 2006). One
reason supporting this is its flexibility, site specific nature, and intuitive selection of data
collection methods, e.g. those based on naturally occurring sources of knowledge (Gomm et
al. 2000).
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The philosophical underpinnings of the case study approach derive largely from ethnography
and constructivism. The constructivist paradigm prefaces the essential relativity of truth and
its importance to conducting qualitative and case study research (Nightingale et al. 1999;
Denzin et al. 2011). Constructivists recognise that central to the creation of meaning is
subjective human experience; however, this recognition should not necessarily displace some
degree of objectivity (Nightingale et al. 1999). An interpretive or social constructivist
approach to qualitative case study research enacts a transactional manner of inquiry, where
the researcher has a personal interaction with the case and vice versa.
Considering the frequency with which implementations of innovations are now
taking place in healthcare settings and how well the case study approach lends
itself to in-depth, complex health service research, we believe this approach
should be more widely considered by researchers. (Crowe et al. 2011)
Basically, a case study approach to research enables in-depth investigation of a phenomenon
within its context, using multiple data sources. The case study approach offers a means of
investigating complex social units consisting of multiple variables of potential importance in
understanding the phenomenon (Merriam et al. 2015). It allows for multifaceted
examinations of complex issues in their real-life settings (Crowe et al. 2011), and often
involves the collection of multiple sources of data, via quantitative and qualitative methods. It
is a useful approach for health science research when developing theories, evaluating
programs, and considering appropriate interventions because of its flexibility and rigour (Yin
1999).
By definition, case study research is an investigation and analysis of a single or collective
case, intended to capture the complexity of the object of study.
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This qualitative approach “explores a real-life, contemporary bounded system (a
case) or multiple bounded systems (cases) over time, through detailed, in-depth
data collection involving multiple sources of information …and reports a case
description and case themes” (Creswell 2013b, p. 97). (Emphasis added)
Case study research has been defined by the unit of analysis, the process of study,
and the outcome or end product, all essentially the case (Merriam 2009).
Similar to the application of the i-PARIHS framework, this program of research adopted a
case study approach because of its methodological flexibility, affording an opportunity for
more detailed exploration of the complexity of the implementation processes (Hyett 2014).
An exploratory case study approach was chosen to investigate the contextual conditions
believed to be relevant to the phenomenon under study and the real-life context in which it
was occurring; the key aim being to link program implementation with program effects
(Baxter et al. 2008). The case study design therefore, allowed for one phenomenon
(implementation of alcohol-related harm reduction interventions) to be critically analysed in
two different settings (clinical and community).

It is also considered an appropriate method as the intervention being evaluated has no clear,
single set of outcomes (Yin 2003). Further to that, the collective case study involves
conducting multiple studies simultaneously or sequentially in order to generate a still broader
appreciation of a particular issue (Crowe et al. 2011); however, each case is a focused, single
investigation, studied holistically in its own entirety (Hyett 2014; Stake 1995, 1998). Case
study methodology also allows for the inclusion of historical background, physical setting,
and other contextual factors (cultural, political etc.), including researcher reflexivity. All
these reasons amounted to case study methods being the best fit to achieve the aims of this
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research.

2.6 Summary of Methods and Tools
The chosen multimethod11 design (Morse 2003) evaluates implementation strategies through:
a systematic review and narrative synthesis of the existing literature; use of the Mixed
Methods Appraisal Tool (MMAT) and the i-PARIHS framework; and detailed case study
examination of implementation approaches within two specific settings. Therefore, a range of
methods was used to gain both a broad and a specific view of implementation. The mixed
methods employed within the discreet components of this research are outlined below.

2.6.1 The Systematic Review
Methods and tools appropriate to conducting a mixed methods systematic review were used.
The search strategy, identification and inclusion of journal articles followed a traditional
systematic review format. Included articles were then subjected to a methodical quality
appraisal using a validated tool. A narrative synthesis was carried out involving the extraction
and analysis of textual information relevant to the research questions of intervention need,
implementation, feasibility, acceptability, and appropriateness. Finally a cross-study synthesis
brought the above findings together.

2.6.2 Mixed Methods Appraisal Tool
The Mixed Methods Appraisal Tool (MMAT) is a critical assessment tool developed to
assess the methodological quality of a broad range of common study types, including mixed
methods. The reliability and efficiency of the MMAT has been pilot tested (Pace et al. 2012)
and recently updated (Souto et al. 2015). It is a validated tool chosen for its utility when
11

A multimethod design involves qualitative and quantitative elements which are then combined to form
essential components of one research program. Thus, each study is planned and conducted to address a
particular sub-question, and the research is triangulated to form a comprehensive whole (Morse 2003).
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conducting a systematic review including studies with diverse designs. Given the lack of
standardised reporting for qualitative and mixed methods research, the MMAT tool will assist
in gauging the quality of all included studies in a systematic and consistent way. This is
necessary to rigorously examine the quality of published dissemination research, a
component of the primary objective of this body of work. In addition, the i-PARIHS
framework, discussed below, will examine the quality and the likely success of dissemination
practices.

2.6.3 Narrative Synthesis
Due to the embedded nature of implementation data it was necessary to undertake a thorough
textual analysis of papers identified for review. Reporting on evaluation or implementation
processes is not typically the primary focus of papers published in peer-reviewed journals
where attention is more often given to exploring intervention effectiveness (Arai et al. 2007).
However, this information can often be found in ‘narrative observations’ in text (Arai et al.
2007). A structured data extraction form was developed with this in mind and designed
specifically to capture qualitative data relating to implementation, in addition to recording
study purpose, design, participant sample, service setting, location, type of alcohol
intervention, focus and approach of the study, evidence of ethics approval, and levels of
Indigenous involvement (Appendix E). Methods of data collection and analysis, key findings
and processes identified as impacting on implementation were also extracted and
summarised. Information extracted across all studies was synthesised using narrative
synthesis (NS) techniques. This approach was also used to inform the thematic analysis of the
evidence.
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2.6.4 The Case Studies
Qualitative Methods - Sampling, Data collection and Analysis Techniques
Case Studies One and Two both used qualitative methods which provided rich descriptions of
implementation processes, and in combination with the accompanying quantitative data
allowed a better understanding of the issue. Common to both case studies was the use of
purposive sampling to identify and select participants (i.e. chosen according to pre specified
criteria). In both instances interview questions were semistructured and emphasis was placed
on drawing out concepts initiated by the interviewee rather than being dictated or
presupposed by the researcher. Interviews were audio recorded and transcribed by the
researcher. In the analysis phase several coding techniques were used to develop concepts,
test assumptions and shape on-going data collection. Details about sampling and data
collection techniques for each of the case studies can be found in the corresponding chapters.
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Figure 4. Basic structure of the research and chapter layout

2.6.5 Data triangulation
In broad terms triangulation is defined as the use of multiple methods (mainly qualitative and
quantitative) in studying the same phenomenon (Denzin, 1978). Within this program of
research, triangulation refers to the practical process by which the data—collected using the
methods and tools outlined above—was combined and synthesised. Data triangulation
occurred in the analysis phase of this research process and was assisted by the application of
the i-PARIHS framework reference elements. Data triangulation was a useful and fruitful
strategy for distilling themes and evidence from the different sources of information, ensuring
a rich and comprehensive account of implementation processes. It also increased researcher
confidence in making the overall conclusions.
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2.7 Conclusion

The section above introduced the methodology and positioned this program of research in
relation to current and past discussions of IS and dissemination theory. It described how the
key considerations of the i-PARIHS framework (evidence, context and facilitation), have
been applied to frame, interpret and answer the research objectives presented in Chapter One.
Justification was given for the use of a case study approach and the application of
constructivist-grounded theory as a suitable methodological premise. It also discussed in
detail how the research models of grounded theory and action research, influenced this work
presented here.

This program of research is interested in the broader health care system and community in
which individual service providers and organisations are embedded; particularly—how
implementation can be improved in both clinical health care and the community sector. Two
evaluations, presented in Chapters Four and Five, serve as separate case studies. Both of
these explore the relationships between implementation contexts, methods and outcomes in
two distinct practice settings. The next chapter, Chapter Three, presents findings from a
systematic review of relevant dissemination publications, and discusses in detail the literary
premise upon which the current program of research rests.
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CHAPTER THREE—
LITERATURE REVIEW
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3.1 Preface for Systematic Review Paper

3.1.1 Statement of authorship
I certify that the work presented in this chapter has been performed and interpreted by myself
and named co-author. I confirm that the manuscript has also been submitted and is currently
under consideration for publication in Drug and Alcohol Review12. Written approval
regarding co-author contributions towards the manuscript and the inclusion of the manuscript
in this dissertation have been obtained via email from the relevant party.

3.1.2 Author contributions
Co-author contributions are outlined in the Contributions to Chapters Table and detailed here:
MW conceptualised the review paper. AC designed the search strategy and oversaw the
systematic database search. Article inclusion and categorisation was decided via consensus.
MW developed the methodology and conducted the data collection, performed overall
analysis, interpreted the data, conducted the narrative synthesis, wrote the manuscript and
acted as corresponding author. AC supervised development of the review, helped in data
interpretation and manuscript evaluation. Both authors read and approved the final
manuscript (See Appendix F).

12

© Australasian Professional Society on Alcohol and other Drugs (APSAD)
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3.2 Overview

After a brief introduction, this chapter presents the manuscript of a systematic review paper.
The primary aim of the systematic review is to identify, classify, and describe the published
literature

relevant

to

the

dissemination

of

alcohol

interventions,

and

provide

recommendations from the findings to improve and inform alcohol interventions for
Indigenous Australians. This investigation into national trends in dissemination in this field
will provide background for, and underpin, the subsequent case study chapters that explore
implementation efforts in one tertiary care setting and one community setting in the Top End.
Therefore, this review of the literature will contextualise the sections to come, but also
contribute to the overall discussion of findings and research conclusions drawn together in
the final chapters.

3.2.1 Background
The importance of promoting and implementing culturally appropriate prevention and harmreduction interventions, tools and resources, is widely recognised in the research literature.
The efficacy of strategies to reduce alcohol-related harm affecting Indigenous Australians has
been established (Gowing et al. 2001; Shand et al. 2003; Snow et al. 2004; Stockwell et al.
2005; Chikritzhs et al. 2007; Babor 2010; Calabria et al. 2014) and several reviews have
identified key factors contributing to the effective provision of alcohol-related interventions
(d’Abbs 1990; Gray et al. 2000; Sobell et al. 2000; Clifford et al. 2009; Gray, Saggers et al.
2010; Calabria et al. 2012; Moskowitz 2015; McCalman et al. 2016). However, the number
of comprehensive evaluations specific to the Indigenous context remains limited and as in
other areas, implementation strategies are not well documented. While health promotion
theory and models for change lie outside the scope of this chapter, it is important to note here
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that improving implementation is repeatedly identified as a key stratagem for improving
service delivery for Indigenous clients. This involves improving the implementation and
‘accessibility of quality alcohol prevention and treatment approaches that are respectful of
Aboriginal culture’ (Conigrave et al. 2012). A systematic literature review and narrative
synthesis was conducted to address this gap.

51

Title

The dissemination of alcohol interventions for Indigenous Australians: A mixed studies
review using narrative synthesis

Megan Whitty,1,2
Anton Clifford,3

1

Menzies School of Health Research, Darwin, NT, 2Charles Darwin University, Darwin, NT.
3

School of Public Health, University of Queensland, Brisbane, QLD.

Correspondence:
Megan Whitty, Menzies School of Health Research,
PO Box 4066, Alice Springs NT 0871, Australia
Email: megan.whitty@menzies.edu.au
Mobile: +61 (0)410 132 659

52

Abstract

Issues Indigenous Australians experience disproportionately high rates of alcohol related
harms. The implementation of best evidence alcohol interventions to reduce these harms is
therefore a priority. This review synthesises evidence from the peer reviewed literature on
factors influencing implementation. Approach A systematic appraisal of journal articles
based on alcohol-related harm reduction interventions for Indigenous Australians with scope
for dissemination. This involved a systematic database search, categorisation, data extraction,
quality appraisal, and preliminary analysis. A thorough textual analysis of identified papers
was carried out using narrative synthesis. Key Findings Thirteen publications met the
inclusion criteria. Included studies assessed either: (a) acceptability/feasibility of alcohol
interventions for implementation in Indigenous-specific healthcare settings and/or delivery to
Indigenous Australians (n=7); (b) the effectiveness of strategies designed to improve the
uptake/delivery of an alcohol intervention (n=4); or (c) the process of implementing an
alcohol intervention with Indigenous Australians (n=2). Implications Flexibility in study
implementation, an emphasis on capacity building and prioritising the reporting of
implementation evidence is needed. Conclusion Overall, the number of dissemination studies
focusing on alcohol interventions for Indigenous peoples is low, and their quality varied.
Evidence detailing the circumstances for optimal implementation of such interventions is
thin, despite the value of this information to future research. This review presents knowledge
gained to date on the alcohol interventions considered appropriate and practicable for
Indigenous people. Future efforts should reflect greater implementation transparency, and
extend measurement of outcomes to health considerations determined to be meaningful by
the affected Indigenous people themselves.
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Introduction

Alcohol misuse is a major public health issue in Australia.(1) Alcohol harms represent a
persistent and disproportionately high health burden for some sections of the Aboriginal and
Torres Strait Islander population.(2) One important strategy for reducing alcohol harms in
Indigenous Australian communities is the dissemination of cost-effective alcohol
interventions in Indigenous-specific health-care services and programs.(3,4) Dissemination
has been broadly defined as the extent of uptake of evidence-based interventions by healthcare providers.(5)

The need for research evidence on the acceptability, feasibility and long-term effectiveness of
strategies for disseminating alcohol interventions in Indigenous-specific health-care services
and programs is considerable for at least three key reasons. First, although Indigenousspecific alcohol treatment guidelines(6–9) and resources(10–13) are currently available, their
uptake by healthcare providers delivering healthcare to Indigenous Australians is less than
optimal.(14,15) Second, a lack of methodologically rigorous alcohol intervention trials in
Indigenous settings limits the amount and quality of evidence available to inform the
implementation of alcohol interventions in Indigenous communities.(15–17) Third, there is
an inevitable delay between intervention research effort and the dissemination of costeffective strategies.(18)

A first step in articulating promising strategies for disseminating cost-effective alcohol
interventions in Indigenous Australian communities is to systematically identify and examine
those implemented to date. Although there is some evidence from published reviews(19–21)
and intervention studies(10) on the effectiveness(11,21) of strategies for improving the
uptake of alcohol interventions in Indigenous-specific health care settings and programs, a
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systematic review is timely for at least three reasons. Firstly, the most recent systematic
review examining strategies for disseminating alcohol interventions in Indigenous specific
healthcare settings and programs was published in 2009. This review only identified thirteen
alcohol interventions and included those that examined the effectiveness of strategies.(15)
The extent to which an alcohol intervention is successfully disseminated in Indigenous
healthcare settings and programs is not only influenced by the effectiveness of strategies
designed to increase its uptake by healthcare professionals, but also its acceptability and
feasibility for routine delivery to Indigenous Australians,(22–24) and process of
implementation.(25–27) Secondly, in 2010 the (then) Australian Government Department of
Health and Ageing funded the National Drug Research Institute (NDRI) to undertake a
research program to enhance the management and treatment of alcohol-related problems
among Indigenous Australians.(24) A major outcome of this funding was five research
projects examining the dissemination of alcohol interventions in Indigenous health care
settings across Australia.(24) The results of these research projects are now published,(24)
offering an opportunity to extend the scope and update the findings of the 2009 review.
Finally, McCalman et al., (2016) recent overview of the effectiveness of implementation
within the Indigenous Australian health literature emphasises the importance of Indigenous
leadership, governance and involvement in implementing health interventions to enhance
implementation and empower Indigenous communities to lead ongoing implementation
efforts.(28) An examination of Indigenous input and involvement in the implementation
process was therefore incorporated into this review.

The aims of this review are to: (a) systematically identify studies related to the dissemination
of alcohol interventions and Indigenous Australians; (b) classify relevant studies according to
their focus on the process of disseminating healthcare interventions (i.e. acceptability,
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feasibility, implementation and evaluation;(10,14,29) (c) describe the characteristics of
studies and assess their methodological quality using standardised criteria; and (d), synthesise
narrative data extracted from the included studies.

Methods

The methods undertaken in this review were adapted from and conducted in accordance with
The Cochrane Collaboration’s ‘Preferred Reporting Items for Systematic Reviews and MetaAnalyses’ (PRISMA)(30) and ‘Guidance on the Conduct of Narrative Synthesis in
Systematic Reviews’.(31)

Search strategy
Studies relating to Indigenous Australians and alcohol were identified from the search results
of a broader bibliometric review of drug and alcohol publications that focused on
international Indigenous populations. The initial systematic database search was conducted
for the period 1993-2014 (inclusive) using methods detailed in the Cochrane Collaboration
Handbook on Systematic Reviews of Health Promotion and Public Health Intervention.(32)
The database search strategy is summarised in Figure 1 and reported in detail elsewhere.(33)
The abstracts of studies classified as data-based as part of the bibliometric review
classification process(33) were examined by the second author (AC) for those relating to
Indigenous Australians and alcohol only. Forty-five studies were identified.
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Indigenous OR Aborigin*

Acceptability OR feasibility OR implementation OR
evaluation OR dissemination

Alcohol harm reduction AND outcome measures

2.

3.

4.

‐ non Australian Indigenous related
‐ not exclusively alcohol focused

EXCLUDED (n=48)
Reasons for exclusion:
‐ not journal articles (e.g. book, report, conference proceedings)
‐ not based on original research (discussion, review papers etc.)

Search 3 = 8 records (after electronic removal of duplicates)

Alcohol OR substance misuse

1.

Step 3: Manual search of selected databases and journals
conducted to identify any outlying publications that fit the
inclusion criteria published post 2014 using keywords or text words
for the following search groups:

Step 5: Included studies classified into categories: acceptability/
feasibility (n=7), implementation (n=3), and evaluation (n=3).

Search 4 = Publications included in review n= 13

Step 4: Full‐text of articles assessed for eligibility (n=33)

Total number of publications identified from searches 1,
2, and 3 combined (n= 33)

398 titles/abstracts screened for data‐based publications
that fit the review inclusion criteria

Search 2 = 14 records (5 were excluded – 9 were further

Step 2: Additional hand search of reference lists from relevant
review citations.

*Searches on all electronic databases (APAIS‐ATSIS, ATSIHealth, Campbell Library, CINAHL, Cochrane Database of Systematic Reviews, DRUG,
Embase, Global Health, Medline, NDARC Library, Project Cork, PsycINFO and PubMed) were limited to publications during the period 1993 –
2014 inclusive, with the additional limiters: ‘Humans’ and English language publications only, see Clifford and Shakeshaft (2017).

Search 1 = 376 records found (after electronic removal of duplicates), 360 were excluded – 16 studies were assessed further

Step 1: The combined systematic database search* and manual search conducted as part of the bibliometric review identified a total of 2687
records, resulting in 1046 studies being retained for classification. Papers were categorised by study design and research type, those found to be
either ‘acceptability/feasibility’, ‘implementation’, or ‘evaluation’ were considered relevant to this review.

Figure 1(5). PRISMA flow diagram of the article selection process

Identification

Screening

Eligibility

Included
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Selection of Studies
Studies related to the dissemination of alcohol interventions in Indigenous communities
and/or settings were identified from the abstracts of the 45 studies using a five-step process.

Step 1: Titles and abstracts were independently assessed for eligibility and relevance by two
authors (MW and AC). Studies were included if they (i) were full, peer-reviewed papers
published in English between 1994 - 2014, and based on original data (i.e. not reviews or
opinion papers); and (ii) assessed the acceptability and/or feasibility of alcohol intervention
delivery to Australian Indigenous people; or (iii) reported on the implementation strategy, or
(iv) focused on approaches for improving the uptake or delivery of Indigenous specific
alcohol interventions in Australia. This included studies that evaluated the impact of training
and education on improving the cultural competency of health professionals working with
Indigenous people. Step 1 identified sixteen studies.

Step 2: To maximise search coverage, reference lists of reviews of alcohol interventions
targeting Indigenous Australians,(19,27,34,35) identified by the initial electronic database
search were hand-searched for studies not identified in step 1. Fourteen additional studies
were identified.

Step 3: To identify studies published post 2014 (the end time point of the initial database
search) the Journal of Implementation Science, the National Drug Research Institute (NDRI)
and Indigenous HealthInfoNet bibliographic databases were selectively searched on 03.07.15
and again on 21.01.2016 respectively, using relevant terms indexed in each database. Eight
additional studies were identified.
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Step 4: The full text of studies (n=33) identified in steps one to three were independently
examined by the first (MW) and second authors (AC). As detailed in Figure One, studies
were excluded if they were not journal articles or original research, or Indigenous Australians
and alcohol were not their primary focus. Decisions concerning the final inclusion of the
studies after retrieval of the full texts of the papers were then validated by the second
reviewer (AC). Any disagreement between reviewers were resolved by discussion. Twenty
studies were excluded leaving 13 studies for review.

Step 5: The thirteen studies were classified into categories consistent with the dissemination
process,(5) including acceptability and/or feasibility, implementation, and evaluation.

Review Criteria and Format

Data extraction
The characteristics of studies were described using criteria set out in the Cochrane
Collaboration’s Handbook(36) including: objectives, intervention, methods, setting and
participants. To reflect the aims of this review, further information was also specified, such as
– ethics approval, study limitations and level of Indigenous involvement. If the reporting of
ethics or Indigenous involvement was absent or unclear, the first author of the respective
study was contacted for clarification.

Quality appraisal
The methodological quality of included studies (Table 2) was appraised using the Mixed
Methods Appraisal Tool (MMAT) - Version 2011(37) which is designed for systematic
reviews of qualitative, quantitative, and mixed methods studies.(37) MMAT contains 19
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methodological quality criteria scored on a nominal scale (Yes/No/Can’t tell). An overall
score is calculated using the criteria that corresponds with the appropriate methodological
domain (mixed, qualitative and quantitative). Since there are only a few criteria for each
domain, the score is presented using descriptors *, **, ***, and ****. For qualitative and
quantitative studies, the score is the number of criteria met divided by four (scores varying
from 25% (*) -one criterion met- to 100% (****) -all criteria met-). For mixed methods
research studies, the premise is that the overall quality of a combination cannot exceed the
quality of its weakest component. (37) In this review, MMAT criteria was applied to included
studies by MW and by an independent assessor familiar with the tool and trained in the three
relevant methodological domains and sub-domains (randomised controlled, non- randomised,
and descriptive). Agreement was high to perfect for MMAT criterion and overall scores.
Consistent with MMAT guidelines, the overall quality rating of a study was calculated by
dividing the number of positive responses by the number of applicable criteria for an overall
percentage score.(38)

Data synthesis and analysis
The heterogeneity in methods and outcomes between studies meant a meta-analyses was not
appropriate. Mixed methods systematic reviews are relatively new and consensus is lacking
with regards to how such reviews should be carried out.(39) A narrative synthesis was
therefore undertaken (MW). Narrative synthesis is an approach used in systematic reviews to
bring together key findings, relying primarily on the use of words and text to summarise and
explain the findings of the synthesis. It is an appropriate analytic method when the goal is to
synthesise information from a diverse range of studies related to a specific topic
area.(31,40,41) The narrative synthesis was undertaken using a four-step process presented in
Figure 2. First, information on the implementation and conclusions from individual studies
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was tabulated; second, thematic summaries based on the categories of dissemination focus
were presented using interpretative synthesis methods; third, relationships between studies
were explored through subgroup analysis and triangulation; and fourth, the strength of the
evidence presented was assessed via a process of best evidence synthesis and critical
reflection. Emphasis was placed on the textual discussion found in the publications that
offered explanatory insights into the factors involved in disseminating targeted alcohol
interventions.

Figure 2(6). Synthesis process ‐ Narrative Synthesis tools, techniques and phases

Adapted from Clarke, M., & Oxman, A. (2000). Cochrane reviewers' handbook. Data Extraction and
Assessment Form – template. Version and date: V2, January 2013.
www.cochrane.org/sites/default...eviews%20for%20RCTs%20only.doc

61

Results

Characteristics of studies - preliminary synthesis
Focus area
Thirteen studies related to the dissemination of alcohol interventions and Indigenous
Australians were identified, seven studies focused on the acceptability/feasibility of alcohol
interventions for delivery to Indigenous Australians; three on the effectiveness of strategies
for improving an alcohol intervention in Australian Indigenous settings; and three on the
process of implementing alcohol interventions for delivery to Indigenous Australians
(summarised in Tables 1 and 2).

Interventions type
Nine studies targeted an aspect of disseminating alcohol brief intervention (BI) practices. The
types of alcohol intervention targeted by the remaining four studies included family-based
interventions,(42,43) community outreach,(44) case management,(45) and residential
rehabilitation.(46)

Design and methods
Seven studies employed a pre–post study design without a control group. The remaining six
papers reported on a cross-sectional study, a controlled pilot study, or the strictly quantitative
(n=2) or qualitative (n=2) component of a larger study.

The majority of studies employed mixed methods. Three papers reported quantitative results
from related mixed methods studies using clinical audit data and recorded contacts. All
studies included a qualitative component. Qualitative data were collected using the following
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methods; individual (n=6) and group (n=3) semi-structured interviews; participant
observation (n=2); focus groups (n=2); descriptive surveys (n=3); and questionnaires (n=3).

Setting and participants
Studies were conducted in: urban(22,42,47) and rural(43,44) (and both)(10,11,29)
geographical regions across Australia, including in New South Wales(10,11,21,22,42–44,47)
the Australian Capital Territory,(45) Western Australia,(48) and the Northern Territory
(NT).(13,14) One study was conducted in various urban, rural and remote locations across
Australian states and territories.(29) The majority of studies were conducted in primary
health care settings (PHC),(10,11,21,22,43) followed by community settings(42,44,47,48)
and tertiary care(13,14). One study was conducted over multiple settings.(29)

Study participants were recruited from Indigenous PHC, mainstream PHC and the broader
community, and included: health care providers (i.e. clinical and allied health staff, GP's,
etc.), Aboriginal Health Workers (AHW), and/or Indigenous people who were not part of the
health care system. Acceptability studies were primarily interested in the perspectives of
health-care practitioners (Indigenous and non-Indigenous) and Indigenous community
members. Only one study targeted Indigenous people who had personal or family experience
of alcohol intervention programs, in this case, residential rehabilitation.(48)
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Acceptability

Calabria et
al. (2013)
Nichols
(2010)
Conigrave
et
al.
(2012)

Acceptability/
Feasibility/
Implementation

Implementation/
Evaluation

Clifford
and
Shakeshaft
(2011)
Lovett et
al. (2014)

Implementation

SBI,
MI
and
reference
to Country
SBIRT

Acceptability
/Feasibility

Allan and
Campbell
(2011)

Whitty et
al. (2015)

SBI

Acceptability/
Feasibility

Brady et
al. (2002)

BI,
MI,
outreach
services

SBI, MI

Acceptability

Alcohol
interventi
on
CRA/
CRAFT
Residential
Rehab
Communit
y
based
education,
BI
SBI

Clifford et
al. (2012)

Acceptability

Acceptability

Dissemination
Focus

Author/
year

Tertiary
care; urban,
NT

Primary
care;
urban/rural,
NSW
Primary
care; ACT

Community;
rural, NSW

Primary
care;
urban/rural,
NSW
Primary
care; urban,
NSW

Community;
rural, NSW
Community;
rural, WA
Community;
urban, NSW

Setting,
location

Health
providers
68)

care
(n=

ACCHS health
staff (n=34)

AOD/ACCHS
heath
staff,
Indigenous
people (n=21)
ACCHS health
staff, Indigenous
clients (n=32)

GP's and AHW
(n=14)

ACCHS health
staff, (n=37)

Indigenous
people (n=116)
Indigenous
people (n=22)
Indigenous
people (n=58)

Participants
type (n=?)

Table 1(4). Characteristics of included studies

Mixed methods

Quantitative

Mixed methods

Mixed methods

Qualitative

Qualitative

Mixed methods,
controlled pilot

Quantitative,
cross-sectional
Qualitative

Study type

Semi-structured
interviews,
post-

Interviews,
focus groups,
clinical audit
(n=298)
Prepost
survey,
group
interviews,
Participant
observation,
pre- test survey

Participant
observation,
interviews

Descriptive
survey
Semi-structured
interviews
Questionnaire,
participant
observation of
focus groups
Semi-structured
group
interviews

Methods

Levels of health-care practitioners’
confidence
and knowledge in SBIRT after training,

Health-care practitioners’ (a) confidence
and (b) experiences in providing alcohol
SBI, (c) SBI frequency, and (d)
acceptability to clients.
ACCHS staff confidence levels in SBIRT,
participant numbers in culturally mediated
case management training and seminars.

Acceptability of SBI/MI to GPs for use
with Indigenous clients; feasibility of
SBI/MI in an urban Indigenous primary
care setting.
Participants experiences in soft entry
approaches to accessing AOD services and
number of recorded contacts.

Health-care practitioners’ perceptions of,
and practice in, SBI in ACCHS.

Acceptability of two cognitive behavioral
interventions to Indigenous people.
Indigenous people’s perceptions of
residential AOD intervention programs.
Alcohol awareness and treatment options
after community-based group education.
Barriers to accessing mainstream treatment.

Primary measures
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Evaluation,
Uptake/delivery

Evaluation,
Uptake/delivery

Evaluation,
Uptake/delivery

Hunter et
al. (2004)

Clifford et
al. (2013)

Whitty et
al. (2015)

SBIRT

SBI

SBI

CRA/
CRAFT

Primary
care;
urban/rural,
NSW
Tertiary
care; urban,
NT

Primary
care;
national

Primary/sec
ondary care;
rural, NSW
care
(n=

ACCHS health
care
providers
(n-?)

Health
providers
749)

Health
care
providers (n=7)

Quantitative

Mixed methods
(Pre- post)

Qualitative
(Pre- post)

Clinical audit,
training/outreac
h

Questionnaire,
focus groups

Participant
observation,
interviews
Perceptions
and
experiences
of
participating health care providers in
tailored CRA/CRAFT, and CRA/CRAFT
counsellor certification #
Impact of an implementation strategy on
(a) clinical practice, and (b) clinicians’
willingness to engage with Indigenous
clients re alcohol.
Proportion of eligible clients (a) screened,
(b) screened at-risk, and (c) BI provided.

number of workshop participants.

Health
care Mixed methods Interviews,
Effect of education on the delivery of
providers
(Pre- post)
clinical audit
SBIRT, and number of SBIRT contacts
(n=17), patient
post training.
records
Community Controlled Health Services (primary health-care services planned and managed by local Indigenous communities or organisations)
AOD – Alcohol and Other Drugs
CRA/CRAFT – Community Reinforcement Approach/Community Reinforcement Approach and Family Training
BI – Brief Intervention
MI – Motivational Interviewing
SBI/SBIRT – Screening and Brief Intervention/Screening, Brief Intervention and Referral to Treatment

Implementation,
Uptake/delivery

Calabria et
al. (2014)

questionnaire
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Acro
nym
s:
AC
CHS
–
Abo
rigin
al

List
of

Indigenous involvement
All included studies involved Indigenous people, to some degree, however the level of their
reported involvement varied. The degree of Indigenous researcher involvement and
participation was assessed by reference to it in the publications and contact with
corresponding authors when necessary to clarify. As summarised in Table 2, Indigenous
involvement was generalised into five categories to help identify the various ways in which
Indigenous people participated in the various research projects, namely as either: Chief
Investigator (CI); research officer; in their professional role as an Aboriginal Health Workers
or Indigenous Liaison Officers; as part of an Indigenous Reference Group; or as a research
participant. Degree of Indigenous involvement as primary investigators and research officers
on the included studies was difficult to gauge. Of the included studies, one reported
employing Indigenous research officers(47), and one specifically mentioned a capacity
building component for ACCHS staff and for an Indigenous PhD scholar.(45) Two studies
stated that they were local Indigenous initiatives.

Consultation with ACCHSs or an Indigenous reference group (IRG) was the most common
form of involvement, reported in all but one study (92%).(22) Six studies reported study
methods being designed in direct consultation with representatives from ACCHS or an
established Aboriginal Medical Service committees. Six studies involved AHW or
Indigenous Liaison Officers as research assistants or participants, and Seven (54%) studies
either

trained

or

engaged

AHW

as

part

of

the

research

process.
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Yes

Clifford**
(2012)
Brady (2002)

Yes

Yes

Yes

Yes

Clifford**
(2011)

Lovett (2014)

Whitty** (2015)

Calabria**
(2014)

Allan** (2011)

Not
stated
Yes

Not
stated
Yes

Nichols (2010)

Conigrave
(2012)

Yes

Ethics

Calabria (2013)

Reference

Ethics Committee of the Aboriginal Health and Medical Research Council, NSW,
the board of the participating ACCHS, and a steering committee, including
Aboriginal health workers and researchers who live in the participating
communities, oversaw the overarching project of which this study is a part. AHW’s
involved in recruitment etc.
Part of a larger study instigated at a local Indigenous level.

Details

Study methods were designed in consultation with representative of the Aboriginal
Medical Service Co-op Ltd Redfern, and of the Aboriginal Drug and Alcohol
Network of NSW. Half the authors are Aboriginal and the project involved
Aboriginal facilitators.
3. Aboriginal Health Workers
Sixty-five per cent (24/37) of participants were Indigenous health staff from five
4. Consultation with ACCHS
ACCHSs.
3. Aboriginal Health Workers
Involved training of AHW in screening patients using the AUDIT tool as part of the
5. Indigenous study participants
study.
4. Consultation with ACCHS
Engagement with Aboriginal controlled health and other services in the community
5. Indigenous study participants
and the provision of non-Aboriginal drug and alcohol counseling within their
activities.
3. Aboriginal Health Workers
Two ACCHSs participated, within them: Clinical AHW (n = 3) (AHW with a
4. Consultation with ACCHS
defined clinical role, e.g. patient triage, basic medical care), and Indigenous D&A
Worker (n = 4).
3. Aboriginal Health Workers
Project reference group consisted of Winnunga management, clinicians and allied
4. Consultation with IRG/ACCHS
health staff. Capacity building for Winnunga staff and an Indigenous PhD scholar
5. Indigenous Study Participants
were integral in maintaining momentum for the project.
4. Consultation with IRG
Consultation with the multidisciplinary research team, an expert reference group
and an Indigenous reference group.
4. Consultation with IRG/ACCHS
The research team worked in partnership with AHWs, consulted with a steering
5. Indigenous study participants
group, Indigenous health care providers from participating services. An Indigenous
(Note: all interview participants were researcher/project manager, based at a participating health care service, was
non-Aboriginal)
involved for part of the project. Indigenous authorship.

4. Consultation with IRG/ACCHS
5. Indigenous study participants
2. Indigenous Research Officers
4. Consultation with IRG/ACCHS
5. Indigenous study participants

3. Aboriginal Health Workers
4. Consultation with IRG/ACCHS
5. Indigenous study participants

Indigenous involvement

Table 2(5). Ethics approval reported and level of Indigenous involvement in the research
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Yes

Whitty** (2015)

4. Consultation with IRG

4. Consultation with IRG/ACCHS
5. Indigenous study participants
3. Aboriginal Health Workers
4. Consultation with ACCHS
Consultation with an established Indigenous reference group.

Estimated that between a quarter and a third of workshop participants were
Indigenous.
ACCHS health-care practitioners from 4 centres.

1. Research project was Indigenous led (e.g. Chief Investigator - the individual named as responsible for overseeing the entire research project on Ethics application etc.)
2. Involved Indigenous Research Officer(s)
3. Involved Aboriginal Health Workers (Indigenous Liaison Officers etc.)
4. Consulted with an Indigenous Reference Group or ACCHS directly
5. Recruited Indigenous study participants

Key

**Author contacted and provided additional details via email.

Clifford**
(2013)

Not
stated
Yes

Hunter** (2004)
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Eight studies (62%) recruited Indigenous participants. In many cases, it was difficult to
determine how representative the study sample was of the population targeted by the
interventions being evaluated. Where convenience sampling was used in qualitative studies,
this is not so much of an issue because the purpose of these studies is exploratory. However,
for others it can be problematic in that the Indigenous participants did not necessarily reflect
the demographic and diagnostic profile of the population targeted by the interventions (e.g.
people drinking at harmful levels). No papers reported on the subjective perspectives of
Indigenous people with alcohol misuse problems concerning the acceptability of potential
interventions. Probably because issues recruiting ‘at-risk’ Indigenous participants is
challenging and can often lead to inadequate sample sizes. Indigenous people with alcohol
misuse problems are generally considered to be resistant to services and difficult to engage.
Funding and time constraints can mean consultations with Indigenous clients is deemed
implausible,

despite

being

central

to

the

subject

under

study.
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*

No limitations evident.
No limitations evident.
No critical reflection of how findings relate to researchers' influence (perspective, role, participant interaction)

Small sample size. Unclear if qualitative analysing was relevant to address the research question presented.

**

****
****
***

Convenience sampling: primary outcomes of interest were gathered by self-report. Lack of post training survey.
Potentially inadequate quantitative measures and less than optimal data quality limiting the range of analyses.
Small sample size and unacceptable response rate (only 59% from initial staff survey).

Notes on study limitations using mixed methods appraisal tool (MMAT) criteria

***
***
***

MMAT
score
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Quantitative data are weak. Limited consideration given to appropriateness of data collection methods. Sampling
strategy and measurements not relevant to address research question. Response rate unclear.
Clifford and Shakeshaft (2011)
***
Small sample sizes and largely based on self-reported data. Limited consideration given to researcher reflexivity.
Conigrave et al. (2012)
*
Qualitative data methods not well described. No post-session questionnaire carried out on acceptability and limited
integration of data sauces.
Hunter et al. (2004)
***
Limited consideration given to researcher reflexivity. Response rate unclear in write up or results.
Whitty et al. (2015) AJRH
**
Limited consideration given to researcher reflexivity. Lack of a pre-workshop assessment to allow pre- post
comparison, and quantitative data collection possibly inappropriate to test outcome measures.
Whitty et al. (2015) ANZJPH
***
Inter-rater reliability of audit data, not independently validated.
Scores vary from * (25%)—one criterion met, to **** (100%)—all criteria met

Calibria et al. (2014)
Clifford et al. (2012)
Nichols (2010)
Mixed methods studies
Allan and Campbell (2011)

Quantitative studies
Calibria et al. (2013)
Clifford et al. (2013)
Lovett et al. (2014)
Qualitative studies
Brady et al. (2002)

Reference

Table 3(6). Methodological quality review of papers

Methodological quality and assessment

Table 3 summarises the methodological quality of studies. Nine out of the 13 studies were
methodologically adequate according to MMAT criteria (>75%), indicating the design and
research conduct was generally appropriate. There were, however, differences in scores
related to specific criterion across studies, including the suitability of quantitative measures
used, and the extent to which the impact of methodological limitations on study outcomes
were considered.

Common strengths of studies were the use of appropriate methods to collect data and the
clear reporting of changes to study methods and/or protocols. Another common strength was
consideration of the influence of context on findings. Quantitative studies (n=3) were
methodologically stronger than qualitative or mixed method studies, despite the latter having
some strong components. Methodological weaknesses in either the qualitative or quantitative
component was the primary reason for mixed methods studies being rated methodologically
inadequate.

Common limitations of studies included a lack of consideration of the influence of
researchers on the research process; less than optimal recruitment of study participants; and,
poor reporting of recruitment methods and attrition rates. The key methodological limitations
of studies with a MMAT score <75% (n= 6 studies) included less than optimal sample sizes
and response rates, reliance on self-report data, and poor generalisabiliy of study findings.
Notably, three of these six studies met < 50% of applicable MMAT criteria.
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Narrative Synthesis
Relationships between studies by dissemination focus
In terms of knowledge translation, ‘dissemination’ is an active process involving the use of
strategies and networks to encourage the target audience to adopt a new intervention.(49)
Well designed dissemination studies take into account the type of evidence, end-users
need(s), and the organisational culture and climate of the setting in which dissemination is
taking place.(34,51) The papers included in this review span the breath of dissemination
studies being published on this specific topic, however, none managed to incorporate all of
the above elements.

Acceptability/feasibility
The seven acceptability/feasibility studies were conducted in rural and/or urban primary care
or community based health settings. Four studies examined the acceptability/feasibility of
implementing alcohol screening and brief intervention (ASBI),(11,21,22,44) and one each
community education,(47) residential rehabilitation(48) and an individual and family focused
psychosocial intervention(42). Studies examined the acceptability/feasibility of an alcohol
intervention from the perspective/s of Indigenous peoples’(42,47,48) health care staff(11,22)
or both Indigenous peoples and healthcare staff.(21,44) The sample size of participant groups
ranged from 14 to 116. Three studies employed qualitative methods only, three mixed
methods,

and

one

quantitative

methods

only.

The

methodological

quality

of

acceptability/feasibility studies varied, with those employing mixed methods being the
weakest overall.

Consultation with an established Indigenous reference group and/or ACCHS and Indigenous
study participants were the most common types of Indigenous involvement in
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feasibility/acceptability studies.

Implementation studies
Three studies examined the process of implementing an alcohol intervention for delivery to
Indigenous Australian, including two implementing ASBI in primary care and one an
individual and family focused psychosocial intervention in an ACCHS. Health care staff were
the target of implementation strategies, which included training and/or education to facilitate
delivery of a culturally tailored alcohol intervention.

Studies examined the process of

implementation using qualitative,(43) quantitative(45) or mixed methods.(13) The
methodological quality of implementation studies was moderate to strong according to
MMAT criteria. Better reporting of researcher involvement in the implementation processes
and the appropriateness of outcome measures would have improved the overall quality of
implementation studies. Key strengths included data sources and analyses relevant for
addressing the research questions. Small sample size, low response rates and less than
optimal outcome data were the main limitations of implementation studies employing
quantitative methods.

All three implementation studies reported consulting with an established Indigenous
reference group or ACCHS as part of the research process. Two studies also included
Indigenous participants and one targeted Aboriginal Health Workers.

Evaluation/up take, and delivery
Three papers evaluated strategies designed to improve the delivery of best evidence alcohol
interventions to Indigenous Australians. Strategies evaluated included a community
reinforcement (and family training) approach(43), ASBI(10), and Indigenous specific
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guidelines for the management of alcohol related problems in primary care.(29)

Participants were exclusively health care staff. Quantitative(10) and mixed methods(14,29)
were used to explore the process of tailoring ASBI for implementation and health care staff
perceptions of ASBI delivery, and assess the impact of strategies on best evidence alcohol
delivery. All evaluation studies employed a pre- post- test research design. The
methodological quality of evaluation studies was consistently high based on MMAT criteria
assessment.

Authors commonly reported the need for flexibility in study implementation, and an almost
ongoing negotiation between researcher and care practice processes in order to ensure project
goals were achieved within the ‘real-world’ primary care setting. There is, however, a lack of
reporting on the impact of researchers’ influence, perspectives, and researcher–participant
interactions within the three included evaluation papers. Evaluation studies reported the least
amount of Indigenous participation in the research process.

Discussion

This narrative review examined the characteristics and methodological quality of studies
focused on the dissemination of alcohol interventions that target Indigenous Australians.
Only 13 peer-reviewed studies across a 21-year search period were identified. The relatively
small number of dissemination studies is consistent with that of previous reviews of
dissemination research in the Indigenous health field.(15,33) This indicates that, as with
dissemination research in the Indigenous health field generally, the development of
dissemination research in the Indigenous alcohol field is progressing slowly. It might also
suggest that the results of dissemination research are not being consistently published in the
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peer review literature. There are two likely main negative outcomes associated with the lack
of published dissemination research in the alcohol-related Indigenous health field in
Australia: limited evidence available to inform policies and programs implemented to
improve the delivery of alcohol interventions to Indigenous Australians; and Indigenous
Australians’ disproportionately low levels of access to evidence-based interventions relative
to the alcohol-related burden of harm they experience.

Seven of the 13 dissemination studies focused on the acceptability or feasibility of alcohol
interventions from the perspectives of Indigenous Australians and healthcare providers.
While

only

three

studies

each

examined

the

implementation

of

alcohol

interventions(13,43,45) and evaluated the effectiveness of strategies designed to improve
their uptake and delivery.(10,14,29) Although establishing the likely suitability of alcohol
interventions for Indigenous Australians and healthcare providers involved in their delivery is
an important step in their dissemination, it is also crucial to examine the process of
implementing alcohol interventions for Indigenous Australians in healthcare settings and
evaluate the effectiveness of strategies designed to improve their uptake and delivery, in
order to determine if they can be reasonably and cost-effectively integrated into health care
settings for routine delivery to Indigenous Australians.(4)

Encouragingly, three dissemination studies(10,14,29) included in this review provide some
evidence of researchers progressing from exploring the suitability of alcohol interventions for
Indigenous Australians, to examining their implementation and evaluating strategies to
improve their uptake and delivery. In the evaluation study conducted by Clifford (2013) et al.
the selection of strategies for improving the uptake and delivery of ASBI in Indigenous
community controlled health care services(10) as informed by qualitative research exploring

75

the acceptability of ASBI to Indigenous patients(21) and barriers to ASBI delivery for
healthcare providers.(11) Similarly, in research undertaken by Calabria and colleagues, the
implementation of a family-based intervention in a drug and alcohol treatment service for
delivery to Indigenous Australians was informed by the findings of a survey examining the
acceptability of the intervention and its core components among a sample of Indigenous
Australians,(42) and healthcare providers’ experiences of tailoring and implementing the
intervention for delivery in routine health care.(43) Whitty and colleagues two related
publications examine the process of implementing ASBI in a hospital setting(13) and
evaluate strategies for improving its routine delivery by health care providers.(14)

Nine out of the thirteen studies targeted the dissemination of alcohol BI in a range of health
care settings delivering alcohol treatment to Indigenous Australians. Encouragingly, the
findings of these studies suggests that alcohol BI is acceptable to Indigenous Australians and
feasible for routine delivery in a range of healthcare settings. Even more encouraging, the
findings of those studies (n=3) targeting improvements in the uptake and delivery of alcohol
BI to Indigenous Australians, provide some evidence on the effectiveness of evidence-based
strategies for achieving this. Specifically, interactive, supportive and reinforcing
dissemination strategies to enhance health-care providers’ knowledge and skills in ASBI
delivery and integrate ASBI into routine clinical processes and locally available systems offer
considerable promise.(14,21,29) Such Indigenous-specific evidence related to the
dissemination of alcohol BI is important given the high strength of the evidence-base for
alcohol BI delivered in non-Indigenous clinical settings,(52) and its relatively low rates of
delivery to Indigenous Australians in primary health care.(10) That only four studies targeted
more intensive alcohol treatment interventions offers considerable scope for strengthening
future dissemination research in the Indigenous alcohol field by broadening the range of

76

evidence-based alcohol interventions targeted for dissemination.

Almost 70% (9 out of 13) of studies were rated methodologically adequate according to
MMAT criteria. Of four studies rated inadequate, there were three acceptability/feasibility
and one implementation study/ies. Less than optimal collection of qualitative data and poor
reporting of qualitative results were the primary reasons acceptability/feasibility studies were
rated methodologically inadequate. Encouragingly, all three evaluation studies were rated
methodologically adequate. No evaluation studies however employed randomisation or a
control group, a finding consistent with a recent review of drug and alcohol interventions
targeting Indigenous Australian peoples.(33) There was limited standardisation evident in the
included evaluation approaches, but data sets were triangulated well and qualitative data were
often used to strengthen the validity of conclusions.

Appropriate consideration was also given to the limitations associated with integrating mixed
methods. It is important to note here, however, that the quality of evaluation studies related to
the dissemination of alcohol interventions for Indigenous Australians may not necessarily be
improved by the use of more experimental study designs, such as Randomised Controlled
Trials (RCT) or the Multiple Baseline design (MBD). Research methods need to be
appropriate to, not only the type intervention and programme objectives, but also to the
cultural setting and practical environment within which the research is taking place. RCTs for
example, are not always considered the most appropriate in Aboriginal health care settings
because of the cultural and ethical issues inflexible research practices can generate (Glasgow
et al. 2005). Further investigation into culturally competent and methodologically rigorous
alternatives is warranted in this and other fields.
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The process of implementing methodologically rigorous study designs is likely to require
substantially greater levels of Indigenous involvement than reported in the three evaluation
studies identified in this review(10,14,29). Consultation with an Indigenous reference group
was the primary type of Indigenous involvement reported. Despite the lack of Indigenous
participation at an executive level (i.e. in the supervision and conduct of the research project
itself), at a minimum, the majority of dissemination studies had input from appropriate
Indigenous sources at project establishment, potentially receiving interim feedback from such
groups over project lifespan. This is reflected in the popularity of IRG and ACCHS
consultation as the primary method of enlisting Indigenous engagement in the research
process in the included studies.

The process of implementing methodologically rigorous study designs to evaluate the
dissemination of alcohol interventions is also likely to require greater involvement from
Indigenous researchers and healthcare workers across all stages of the research process, to
enable Indigenous and non-Indigenous researchers’ methodological skills and expertise to be
combined with Indigenous and non-Indigenous health professionals’ local knowledge and
experience in designing and implementing services and programs.(33)

Limitations
Grey literature publications were not included as they have not been subject to peer review.
The exclusion of papers using the term ‘substance misuse’ instead of ‘alcohol’ reduced the
pool of potential papers in cross over literature and the variability of terms used in the field
means it is possible that all suitable articles were not located. The potential for relevant
papers being overlooked was moderated by a comprehensive search strategy and high level of
agreement between blinded authors classifying the studies. Publications may have been
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misclassified, although good agreement (kappa = 0.62) between blinded coders suggests
not.(33) Another limitation is that only the first author extracted and synthesised data from
studies. As such cross-checking of data extracted independently by at least two people was
not possible. Data was however extracted from studies using well established and
standardised criteria,(54) thereby standardising data extraction across studies. Close
collaboration throughout the process also mitigated the limitation of a single reviewer
scenario and improved rigour. There may be disagreement over the criteria used to extract
data and assess the methodological quality of studies. The criteria have, however, been used
in previous research reviews.(38,53,54)

Conclusion

This review contributes to the literature by identifying and summarising the knowledge
gained to date of what alcohol interventions are considered appropriate and practicable for
Indigenous people. From an academic perspective, this review comments on the utility of the
MMAT tool and extends the application of narrative synthesis techniques for presenting data
extracted from mixed methods systematic reviews.

In sum, interventions targeted for dissemination are: Indigenous informed approaches to
residential rehabilitation and case management, community-based alcohol prevention
strategies, outreach, and primary intervention programs. Secondary prevention activities such
as incorporating routine screening and BI for high-risk alcohol use continue to be a major
focus. This review shows that there remains a lack of reporting on processes of
implementation in the literature and limited well-designed and executed evaluations of
alcohol related interventions for Indigenous Australians exist. While developing systems to
facilitate partnership management is apparent (particularly in multicentre studies),
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preparations for sustained Indigenous engagement in the collection and interpretation of
empirical knowledge in this area is not.

The difficulty of conducting ‘neat’ and rigorous, prescribed research in Indigenous
communities, and the complexity of health and social problems relating to alcohol-misuse
among Indigenous people, are directly reflected in the limited number of research
publications available. It may be that there is a degree of reluctance on the part of researchers
to submit (or journals to accept and publish) studies with inconclusive or negative results,
despite the relevance of such experiences when considering future implementation
approaches. It can also be viewed as an indication that Australian government policy
continues to fail at instigating developed frameworks that support and encourage the routine
use of systematic design, reporting and evaluation of implementation strategies for
Indigenous specific alcohol misuse interventions.

A key recommendation to arise from the research literature and national guidelines is the
importance of collaborative and supportive strategies to optimally disseminate alcohol
interventions in Indigenous settings. Indigenous involvement in not only the design and
direction of the intervention but also its implementation is an increasing trend and more
recent studies exhibit greater levels of Indigenous involvement and specific capacity building
considerations. However, the participation of AHW, referred to in the literature as - the
cornerstone of interventions to improve Aboriginal health,(22) remains somewhat
understated considering their perceived importance. Authors reported a key factor that may
inhibit AHW participation, which also exemplifies their utility to researchers, is their multiple
social and professional responsibilities.
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Recommendations
It is recommended that barriers to effective implementation, as well as strategies for
overcoming such barriers, are identified at the outset, and documented in funding and ethics
applications. This will encourage the development of early implementation planning, which
increases the likelihood of program success. In turn, the reporting of such protocols, at
project conclusion, will inform culturally adapted alcohol interventions and aid in future
efforts to implement and disseminate them. The introduction of such practices could also
reduce the potential for funding/ethics approval being granted without important
implementation considerations in place.

Robust investigation into the acceptability of culturally targeted interventions for ‘high-risk’
groups would fill a gap in current knowledge. Given the complexity of implementing alcohol
interventions, particularly among Indigenous populations, it is crucial that future research
addresses the context and cultural setting in which programs are operating, so that multipart
needs can be effectively met.(3,8,24,26,27,55)

The mandated reporting of implementation practices would help improve a lack of clear,
evidence based recommendations in the field. While systematising implementation practices
may not be the correct way to go because of the need to adapt to different Indigenous health
service settings(4), some degree of standardised evaluative practices is necessary to provide
meaningful feedback on implementation findings to stakeholders, the wider research
community and Indigenous people themselves. The utility of embedding implementation
strategies and Indigenous involvement in the design and execution of programs aimed
specifically at reducing alcohol-related harm among Indigenous populations is obvious and
overdue.
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3.3 Discussion

Efforts have been made over the last few decades within the field of Indigenous
health research to establish ways of conducting research that are culturally acceptable
and robust. This has been in response to persistent methodological, reporting and
practice issues, as well as inconsistencies in monitoring, implementation and
evaluation processes.
The cultural distinctiveness and complexity of Indigenous Australia create
profound conceptual and methodological difficulties with the potential to
distort the research process and outcomes, as well as policy solutions.
The current lack of understanding also impacts on the cultural relevance
and effectiveness of service provision for Indigenous gamblers, their
families and communities. (Millen and Donnelly 2008, Pg. 180)
The literature reveals a (somewhat inherent) tension between maintaining rigorous
research practice and conducting ethical research in Indigenous communities. It has
been established that flexibility in methods, attitudes and timeframes are critical
components in a ‘de-colonising approach’ to research in this area (Bartlett et al. 2007;
Pyett et al. 2008). This issue is returned to in the concluding chapter.

3.4 Conclusion

Exploring the discourse as presented in the published research literature in this field is
an important step towards understanding what constitutes successful dissemination at
present and where future research is needed. A number of papers have succeeded in
distilling lessons learned from Indigenous-specific alcohol-related harm intervention

studies (Gray et al. 2005); however, there is still limited evidence on effectiveness of
alcohol-related interventions in this context. Several factors contribute to a critical
knowledge gap in the area of Indigenous-specific alcohol interventions and their
implementation. In Australia, these include: the absence of a coherent framework for
the evaluation of Indigenous policies and programs; the lack of quality evaluations of
smaller self-directed Indigenous-specific programs; the limited availability of
information about existing programs across all levels; and, the high level of
aggregation of data, difficulty accessing data at program or community level, and
small and/or non representative samples (Gray, Wilkes, et al. 2010; McCalman et al.,
2016).

This review chapter aimed to find and present the published dissemination literature
available on alcohol interventions, and offer considered response to the current state
of evidence. There has been relatively limited attention paid to implementing alcohol
interventions for Indigenous Australians within the broader alcohol and other drugrelated literature as evident in the lack of publically available outcomes or impact
evaluations. This absence of research persists despite the recognised need within the
field to develop more systematic evaluation processes. While findings suggest
systematic implementation efforts across different practice and community settings
are not recommended, the systematic evaluation of efforts to transfer research-based
interventions into real world settings are. Such an evaluation process operating across
program levels could contribute to a greater understanding of what works, i.e. the
likely effectiveness of strategies to overcome implementation barriers in different
settings. Given the lack of published studies on disseminating alcohol interventions in
Indigenous Australian communities and settings, an examination of these, and other
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relevant studies, is warranted to update and complement emerging research literature
dedicated to the implementation of health services and programs targeting Indigenous
people.
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CHAPTER FOUR—
CASE STUDY 1
PREVENTION OF ALCOHOL-RELATED CRIME AND TRAUMA (PACT):
RESULTS FROM A PILOT STUDY
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4.1 Preface for PACT Papers

4.1.1 Statement of authorship
Three published journal articles are presented in this chapter—I am named as first
author (and corresponding author) on the two original research papers. I certify that I
performed and interpreted the majority of work presented in these latter two papers
and contributed significantly to the protocol paper. Evidence of acceptance and
permission to reproduce was obtained from the relevant journals via a signed
copyright transfer agreement (including licence details) provided by John Wiley and
Sons Publishing Copyright Clearance Center (Appendix G and Appendix H).

4.1.2 Author contributions
Co-author contributions are outlined in the Contributions to Chapters Table (preface
page x). Written approval regarding co-author contributions and the inclusion of these
articles in this dissertation have been obtained via email from the relevant parties.
This chapter contains three published articles listed below in chronological order.
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Publication A
Jayaraj, R., Whitty, M., Thomas, M., Kavangh, D., Palmer, D., Thomson, V., &
Nagel, T. (2013). Prevention of Alcohol-Related Crime and Trauma (PACT): brief
interventions in routine care pathway–a study protocol. BMC public health, 13(1), 49.

Publication B
Whitty, M., Nagel, T., Jayaraj, R., & Kavanagh, D. (2015). Development and
evaluation of training in culturally specific screening and brief intervention for
hospital patients with alcohol‐related injuries. Australian journal of rural health.

Publication C
Whitty, M., Nagel, T., Ward, L., Jayaraj, R., & Kavanagh, D. (2015). Evaluation of
an intervention for patients with alcohol‐related injuries: results of a mixed methods
study. Australian and New Zealand journal of public health, 39(3), 216-221.
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4.2 Introduction

Interdisciplinary research has shown that alcohol, violence and physical trauma
represent a significant and interrelated problem for Indigenous communities in
Canada (Adelson 2005), Greenland (Thorn et al. 1986), New Zealand (Connor et al.
2005), the United States (Les Whitbeck et al. 2004) and Australia (Shore & Spicer
2004). As discussed in Chapter One, harmful alcohol use is strongly associated with
the leading causes of Indigenous mortality and health problems, making tertiary care
and other medical settings important sites for addressing alcohol use within these
populations. Over the past decade a large and robust evidence base has developed
supporting the use of preventative strategies, such as brief interventions, in various
medical settings. Such strategies have the potential to prevent considerable alcoholrelated harm and reduce problematic drinking in the general population (Babor &
Higgins-Biddle 2001). Chapter Three revealed that research into the feasibility and
applicability of using culturally adapted brief intervention strategies in Australian
Indigenous settings has begun. The following chapter presents three publications that
contribute to this local literature, including; the study protocol, training evaluation,
mixed methods results and study outcomes for the Prevention of Alcohol-related
Crime and Trauma (PACT) project. A concluding section will summarise the key
findings from the included papers and the specific implementation lessons learned
from the PACT project.

4.3 Background

4.3.1 Alcohol, violence and facial injury
The association between violence, injury and harmful drinking is well recognised in
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the alcohol misuse literature (Stockwell et al. 1993; Macdonald et al. 2005; Room et
al. 2005; Graham et al. 2006; Cherpitel et al. 2007), particularly as a major
contributor to the burden of disease among Indigenous Australians (Vos et al. 2007;
Calabria et al. 2010; Wundersitz et al. 2010). The most common way of sustaining an
injury attributed to alcohol is related to a single occasion of acute alcohol
consumption (Taylor et al. 2010). Despite this universal recognition of a direct
correlation between alcohol and injury (Room et al. 2005; Rehm et al. 2010), clinical
assessment procedures are principally concerned with the physical injuries or issues
caused by excessive alcohol consumption and do not systematically involve
addressing concurrent alcohol problems directly (Truncali et al. 2011).

The prevalence of alcohol misuse in intentional maxillofacial injuries is also well
established (Warburton et al. 2002; Smith et al. 2003; Laski et al. 2004; Laverick et
al. 2008; Lee et al. 2008; Lee 2009; McHugh et al. 2009; Chrcanovic, 2012). It has
been suggested that collaboration between surgeons and other specialists through an
integrated treatment plan that comprehensively addresses not only the physical, but
also the psychosocial needs of facial injury patients is the ideal care model (Shepherd;
Warburton et al. 2002; Perry et al. 2005).

Themes emerging from recent studies indicate that, although patients with facial
trauma have complex presentations with comorbid health and psychosocial concerns,
they are willing to access support if it is made available to them (Wong et al. 2007;
Chandra et al. 2008). Such support can promote recovery and potentially limit further
injuries and trauma. The integration of relevant services into trauma settings is
increasingly considered to be a necessary move in order to: (1) target undiagnosed
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issues making treatment offered more comprehensive and relevant to the injury; (2)
improve post-surgical care; and (3), possibly reduce hospital re-attendance and
associated injuries (Gentilello et al. 1999; Warburton et al. 2002; McHugh et al.
2009). One such recommended service is the provision of Alcohol Screening and
Brief Interventions (ASBI) (Oakey et al., 2008).

4.3.2 The Intervention
Screening is the use of a tool or procedure to systematically identify people who
exhibit symptoms, in this case, of alcohol misuse. Recently, a number of alcohol
screening tools have been adapted to facilitate brief clinical assessment (Marshall,
2010). A positive screen indicates that the patient could potentially benefit from a
brief intervention ‘appropriate to the level of risk associated with their drinking
behaviour’ (Anderson, 2007). At its most general, the term ‘brief intervention’ (BI)
has come to describe ‘a range of activities delivered in health care settings’. However,
the duration of a brief intervention, the number of sessions and the elements and
techniques used can vary significantly (Clifford et al., 2010). For the purpose of this
study the term ‘brief intervention’ refers to a time-limited consultation (between 5-20
minutes) or a technique used to initiate change for an unhealthy or risky behaviour.
Brief interventions are most often associated with motivational interviewing
techniques but can be conducted using a variety of therapeutic methods and cover a
number of key elements (brief advice, personalized feedback and referral to specialist
services) (Miller et al., 2013). As an alcohol intervention BI typically targets nondependent drinkers whose drinking may still be harmful.

4.3.3 What does the evidence say?
The evidence of effectiveness for ASBI can be summarised as follows; substantial
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when delivered in primary care; mixed when applied in general hospital settings and
ED; and thin or non-existent when used in other health care and non-health care
settings (e.g. outpatient units—criminal justice system). Despite recent concerns
around the efficacy of ASBI within certain spheres13, in the broader field of alcohol
intervention research, evidence has consistently pointed towards the value and utility
of adapting ASBI to new settings.

It has been recommended that foundational research into the development and testing
of new applications of alcohol BI, intended for different populations should begin
with preliminary studies. One of the settings in which there is limited evidence is that
of Indigenous people hospitalised with facial injury—this is the setting of the first
case study.

4.3.4 The Setting
Darwin is the capital city of the Northern Territory (NT) and the main service centre
for a wide range of people, activities and industries in Australia’s Top End (Darwin,
n.d.). Darwin’s community profile is diverse. Traditionally occupied by the Larrakia
Nation, its population today is made up of people from more than 60 nationalities, 70
different ethnic backgrounds and includes members of the largest number of
Indigenous communities in the country (Darwin, n.d.). Darwin’s reputation as a
laidback frontier town, where alcohol plays a central part, is reflected in its popular
activities, events and number of licensed venues (About Darwin, n.d.). Located in
Darwin’s northern suburbs, the Royal Darwin Hospital (RDH) services the city’s
urban population and acts as a referral centre to the Top End (a population of

13

See Heather, N., 2014. The efficacy-effectiveness distinction in trials of alcohol brief intervention.
Addiction science & clinical practice, 9(1), p.13.

97

approximately 140,000) (Royal Darwin Hospital 2016). RDH is a large public
hospital and is recognised as Australia's National Critical Care and Trauma Response
Centre (Royal Darwin Hospital 2016).

A high proportion of RDH patients are recorded as being under the influence of
alcohol at the time they sustained their presenting injury (You et al. 2005). In general,
trends in alcohol-related ED presentations saw a significant increase over the period
from 1995 to 2010 (Cherpitel et al. 2007). Deliberate facial injuries, in particular,
often result from an antecedent event involving substance abuse (Laski et al. 2007;
Laverick et al. 2008; Lee 2009; Chrcanovic 2012). Sixty percent of patients seen by
surgeons of the maxillofacial unit (MFU) at RDH, for example, were intoxicated at
the time of injury and were and either victims or perpetrators of alcohol-related
assault, interpersonal, or intimate-partner violence (Thomas et al. 2007). On average,
over 12 months, the MFU treats approximately 350 people for head injuries—almost
one person every day (Thomas et al. 2007; Jayaraj et al. 2012). To put this figure
further into perspective, if all the facial trauma patients for one year were admitted to
hospital at the same time they would occupy almost all of the 363 beds available at
RDH. As outlined earlier in this chapter, empirical evidence indicates that the
systematic screening and provision of targeted brief interventions for trauma patients
and high-risk drinkers can potentially reduce this number. A pilot project was devised
to address this research-practice gap.

4.3.5 Project overview
The Prevention of Alcohol-related Crime and Trauma (PACT) project was conducted
within the Wellbeing and Preventable Chronic Diseases Division of Menzies School

98

of Health in collaboration with the Northern Territory Department of Health and the
Maxillofacial Surgical Unit at Royal Darwin Hospital. This 18-month project was
funded by the Australian Government through the Attorney-General’s Department
under the Proceeds of Crime Act. The absence of protocols and practices that attend
to the AOD treatment needs of Maxillofacial patients at RDH was identified by
members of the medical staff. The objective of the PACT project was, therefore, to
introduce ASBI for trauma patients admitted to hospital with facial injuries and
evaluate the implementation of the accompanying care pathway. A treatment pathway
suited to the setting of the maxillofacial unit was developed through ongoing
consultation with and feedback from staff. It included clear guidelines for screening,
assessment, intervention and referral using a culturally sensitive approach, plain
English, and pictorial information about alcohol-related risks and available services.

Harm reduction techniques range from prevention to intervention to maintenance.
Therefore, projects that aim to pilot or introduce a comprehensive care pathway –one
which incorporates blanket education, screening, training in BI practices and referral
to ongoing treatment –would be particularly illustrative of harm reductions broad
brush. Furthermore, health practitioners’ belief in the acceptability of harm reduction
strategies (in this case ASBI), and their confidence in incorporating such practices
into their routine, is a crucial determinant of its use in clinical practice (Logan &
Marlatt 2010). Meaning, a case study that incorporates both the introduction of a
pathway, and the evaluation of training outcomes in that pathway, could shed much
needed light on the factors involved in implementing alcohol interventions in clinical
settings. PACT is such a case study, with the added complexity of trying to engage
non-treatment seeking Indigenous patients and a wide range of health practitioners in
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culturally appropriate health care.

The study protocol for the PACT project is outlined below followed by an evaluation
of the training intervention, and finally an analysis of the implementation process.
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4.5 PACT Publication A
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4.6 PACT Publication B
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4.7 PACT Publication C
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4.8 Summary

The following summarises the conclusions in the preceding publications:
•

Strong links exist between risky drinking and assault-related injuries.

•

A series of educational workshops improved awareness of AOD and wellbeing
post training and successfully introduced culturally adapted resources.

•

90% of responses to the training and resources were positive, but only 44% of
workshop attendees indicated that the training would change their practice.

•

Staff trained to use culturally adapted tools to address drinking and promote the
wellbeing of inpatients with injuries showed increased self-reported knowledge
and confidence in their use, and greater motivation to conduct brief
interventions.

•

Screening for alcohol concerns increased from 9% of admitted facial injury
patients at baseline to 71.4%, and for wellbeing concerns increased from 6.6%
at baseline to 15 % at follow up.

•

There was limited evidence of brief interventions being performed post training.

•

Implementing culturally adapted tools for brief alcohol screening and
intervention was inhibited by the absence of supporting clinical procedures.

•

Training and adherence checks were perceived by interviewees to be key factors
potentially influencing successful implementation.
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4.9 Discussion

The three papers included in this chapter describe in detail the findings of the
Prevention of Alcohol-related Crime and Trauma (PACT) project. The case for frontline services to screen facial trauma patients for underlying substance misuse or
psychological disorders and offer appropriate brief interventions is well made in the
study protocol and pre-existing literature (Smith et al. 2003; Laski et al. 2004;
Laverick et al. 2008; Oakey et al. 2008; Lee et al. 2009). The journey to integration of
recommended practices into hospital systems was the key consideration in the two
follow up original research publications.
The PARIHS framework hypothesizes that implementation of an intervention is likely
to occur when the following key indicators are present: (i) there is strong supporting
evidence-based research; (ii) the environment is positive; (iii) feedback is given to
users; and (iv) skilled facilitators are present to help users learn how to implement
new knowledge (Estabrookset al. 2006). These four factors were all present in Case
Study One however only small to moderate effects were reported. Why?

The PACT project was specifically designed to incorporate recommended training
techniques and multifaceted strategies including: interactive training formats,
participant consultation and sustained collaboration, consensus for change and
feedback about progress (Bero et al. 1998; Sholomskas et al. 2005). However, there
was still a disconnect between the researcher’s and the service providers’ priorities
and implementation approaches. This is evident in two changes that occurred within
the MFU.
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First was the introduction of an automated prompt system, independent of the PACT
project. Screening (AUDIT-c) and wellbeing (PTSD) tools were programmed into a
computerised assessment instrument prompting an automatic reminder to screen at the
initial clinical/patient consultation. The project audited paper-based patient records
and therefore this newly introduced computerisation of screening procedure was not
captured. In addition it did not include a recording option or the ability to run any data
summary checks and hence did not provide data for analysis within the study. The
introduction of this new system was prompted by the objectives of the project but was
not part of the project’s design, activities or analysis. It represents another real-world
example of challenges of reporting on, and assessing, implementation efforts and
successes.

The second was the incorporation of screening duties into the role of the MFU
registrar—a directive from the head of the unit. While the project brought about an
increase in awareness of AOD and wellbeing concerns among trauma patients across
the board, it was intended to go beyond this by upskilling all participating staff in
many different rolls to undertake ASBI activities themselves. The training targeted
staff in the MFU and four other wards including ED. Confining screening to the MFU
registrar therefore contradicted project aims and can be seen as insufficient to address
the overall patient need identified. It also confounded the findings as the increase in
screening was, to a large degree, attributable to the change in duties of this one staff
member. Although both of these changes were potentially effective, in and of
themselves, each also lacked key elements of sustainability. The first change was
problematic because recording options and thus reporting feedback to staff was not
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available—an established element of successful implementation (Baillie et al.
ABCDE CQI)—and the second because of the absence of supporting protocols to
sustain change beyond inevitable staff turnover.

The findings revealed that PACT—a one off educational intervention—increased
enthusiasm for AOD and wellbeing screening, but it did not boost the delivery of brief
interventions by general medical staff. Clinical staff training and education is a
standard approach to updating best practice in hospital settings; however it does not
automatically result in changes to service provider behaviour (Oxman et al. 1995;
Sholomskas et al. 2005).

Almost all reported responses to the training and resources were positive (90%),
however less than half of workshop attendees indicated that the training would
actually change their clinical routine (44%). This finding is consistent with other
research that suggests it is difficult for people to incorporate new knowledge into their
daily work practice once it has been decontextualised (from the workshop setting, for
example) (Wierdsma 2004; Choi & Price 2005). Even when health professionals
respond well to particular training and see the benefit of incorporating new methods
into practice the commitment to do so is often tempered by the implicit and
established know-how of routines (Choi & Price 2005; Kothari et al. 2012). Creating
behavioral compliance with new guidelines, for example, has been shown to require
the continuous involvement of all staff in establishing new routines to utilise the
guidelines (Bahtsevani et al. 2010). When no such guidelines are in place, but instead
there is a relatively informal initiative such as the PACT training, such interventions
may solely raise awareness of the issues addressed in the workshops over encouraging
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actionable changes in the practice of participants (Kristensen et al. 2015).

It is widely recognised that successful implementation of a new intervention is also
related to the degree to which the organisation itself is prepared to accommodate
change (Kauth et al. 2011). This could be in the form of providing management
support, designing and rolling out a stepped implementation plan, targeting key
service providers and monitoring feedback and system changes (Kauth et al. 2011;
Schierhout et al. 2013). Additional factors affecting implementation include service
system variables and clinician/client characteristics (Schoenwald et al. 2001). The
latter certainly played a role in this setting, in that (a) health professionals continued
to identify the provision of BI as a specialist AOD activity, and (b) patients often had
a range of competing health issues, and/or suffered from co-morbid conditions, all
further compounded by the complexities of cross-cultural communication.

Consultation with hospital administration led to the suggestion that the most reliable
direction for sustainability (and further development of the implementation to other
areas of hospital care) was the promotion of a clinical champion working at an
individual level to engage interest and commitment. This suggests limited
understanding of implementation principles and a fairly tenuous future for the
pathway. On the other hand, positive outcomes of the project include additional
resources, namely the PACT protocol manual (Appendix I), and service relationships
with which to continue to address these challenges. Further organisational support and
more direct measures for translating guidelines into specialist practice—with embed
quality improvement markers, and which utilise existing clinical hierarchies, would
greatly benefit further implementation efforts in the field.
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4.10 Conclusion

The implementation of evidence-informed practice is mediated by an interplay
between the individuals, the new knowledge and the actual context in which the
evidence is to be operationalised. Having a grasp of these dynamics from the outset is
key. This case study was, to use PARIHS terminology, an example of task oriented
implementation. It had a short-term implementation goal –the introduction of a new
care pathway- and was not directed at broad structural changes within the hospital.
However, it is still important to consider long-term sustainability, and recognise that
when a research study ends, so do the resources needed to implement the programme.
If key programme implementation tasks and intentions are not communicated or
negotiated successfully with service provider participants, any project impact could be
relatively short-lived. Be it non-compliance with newly introduced guidelines or the
failure of a one off educational intervention to increase BI, the challenges of getting
research evidence into practice are similar and persistent across settings and subjects.
Using implementation frameworks from the outset (such as PARIHS), in this and
other cases, would contribute to understanding core elements for specific
consideration prior to the research exercise, leading to improved implementation
outcomes.

The PARIHS framework recognises personal experiences to be a type of evidencebased knowledge, it also examines the inner and outer context within which the
proposed intervention is to take place, and focuses on action through purposeful
planning, facilitation and peer learning. These are the key factors that can help
improve the implementation and sustainability of AOD programmes directed at
Indigenous people in the NT. The lessons learned through the introduction of a best125

practice care pathway at a systems level are relevant to future implementation
research in this and other settings. Findings further strengthen theories of knowledge
translation in the field of alcohol intervention research by advocating further
commitment to the use of Indigenous specific research and practice guidelines
(cultural competency etc.), informed, dedicated implementation strategies, and
extended programme timeframes to address common barriers within the research
process that impede the translation of knowledge in an accessible manner for
professionals and organisations working with this population.
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CHAPTER FIVE—
CASE STUDY 2
EVALUATION OF THE REVISED KATHERINE ALCOHOL MANAGEMENT
PLAN: QUALITATIVE DATA

127

5.1 Preface for the Evaluation of the KAMP Menzies Report

5.1.1 Statement of authorship
This chapter contains an extract from the Menzies report titled: Implementation and
outcomes of the revised Katherine Alcohol Management Plan: an evaluation (160628
Amended KAMP Evaluation report). The report was written and prepared for the
Katherine Region Action Group by Peter d’Abbs and Megan Whitty of the Menzies
School of Health Research (Darwin, July 2016) and can be found in its entirety at the
following URL: http://katherineamp.com. The co-author of this report has provided
permission for the inclusion of the nominated section (Section 7 [7.1 to 7.4]) in this
dissertation. The co-author has reviewed the content of the following chapter and
given written approval for its submission as is.

5.1.2 Author contributions
Author contributions are as follows; Pd’A designed and implemented the evaluation
framework, compiled the quantitative data and completed the statistical analysis.
Pd’A wrote the majority of the Menzies Report and presented it to the Katherine
Region Action Group and wider community at a public forum held at the Katherine
Town Council chambers on the 6th July 2016. MW designed the program logic model
(Appendix J) depicting the evaluation components, contributed to Chapters 1, 5 and 7,
and revised the entire document. MW made significant contribution to Chapter 5, the
content of which is based on a content analysis of documentary sources. MW was also
responsible for the design, data collection and analysis of the qualitative component
of the report presented in Chapter 7. MW wrote and revised this section with input
and assistance from Pd’A.
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5.2 Introduction

The Katherine Alcohol Management Plan (KAMP) evaluation was based on a
combination of routinely collected quantitative data and the qualitative data presented
here. The chapter is divided into three parts; (1) a preparatory section describing the
study setting, the evaluation framework and brief methodology, data collection and
analysis relevant to the incorporated report section; (2) Chapter 7 of the Menzies
report (this section retains its original formatting to distinguish it and preserve the
intellectual copyright of Menzies); (3) a summary of key findings and discussion of
primary conclusions as they relate to the overall research questions posed in Chapter
One.

Whereas Case Study One focused on engagement of staff directly with high-risk
drinkers to change their behaviour, community focused harm reduction strategies,
(explored in CS.2), do the opposite and instead focus on effecting change at a local
alcohol policy and service agencies level. Community action is a widely accepted
strategy to moderate risky alcohol consumption and harms, and is recommended
across international, national (Australian Government) and local (community) levels
(Shakeshaft et al. 2014). In 2010, the World Health Organisation (WHO) global
strategy to reduce the harmful use of alcohol emphasised the importance of
community action – ‘a process in which a community defined its own need and
determines the actions that are required to meet these needs’ (Shakeshaft et al. 2014).
The WHO advocated community action to reduce risky alcohol consumption and
harm, arguing that the burden and negative impact of alcohol is shared across multiple
settings including health services, police services, public spaces, private homes and
workplaces (Shakeshaft et al. 2014). Some examples of the various community and
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population based responses to the widespread alcohol issues in the NT include:
Community driven supply restrictions such as the General Restricted Areas and
Public Restricted Areas introduced under the NT Liquor Act 1979;
Community-based alcohol management initiatives such as permit systems,
supply plans and AMPs;
Community safety and anti-social behaviour initiatives, including integrated
case management for transient remote community members, sobering up
shelters, night patrols and return to country programs;
Alcohol reform initiatives targeting individual drinkers, such as police
administered and court imposed alcohol bans, treatment orders, and other
conditions such as income management; and
A wide range of demand and harm reduction measures such as residential
rehabilitation,

withdrawal

management,

education

and

counselling,

interventions in emergency department, hospitals and prisons, and
development of the innovative Remote Alcohol and Other Drugs Workforce
Program which delivers culturally appropriate alcohol and other drugs services
to remote Indigenous communities across the NT. (Hoge et al. 2013)

AMPs are arguably the most succinct example of a community-action approach to
alcohol-related harm in Australia (Smith et al. 2014; Clough et al. 2014). Envisaged
as a whole-of-community response to alcohol-related harm in a particular place, they
also represent a tool that can be used to galvanise action around risky alcohol
consumption and its effects on a community. Predicated on high levels of community
engagement, AMPs illustrate not only the mobilisation of key stakeholders, but also
avenues for the broader involvement of community members, in the design and
130

implementation of strategies to reduce the impact of risky alcohol consumption and
harm (Clough et al. 2017). Evaluating their implementation is highly relevant because
AMP’s evolve directly from the locality in which they are created and reflect the
power balances and politics of the area, providing insight into key barriers and
enablers to implementation processes in a community setting (d’Abbs 2015).

Although the AMP strategies ostensibly target all of the community, the revised
KAMP is included as a case study within this program of work because the vast
majority of the 16 ‘actions’ specified in the plan either explicitly or implicitly target
Indigenous people in the region. Furthermore, the most predominant harm reduction
measures implemented in communities with AMPs have been night patrols and
sobering-up shelters (Smith 2013), which are strategies that focus on addressing
(Indigenous) public drunkenness. Therefore, in the absence of established Indigenousspecific interventions, it was thought appropriate to report on those mainstream
approaches that (albeit in practice if not by design) attempt to address Indigenous
alcohol-related harm.

5.2.1 The setting
Katherine is a town located 312 kilometers south-east of Darwin on the Stuart
Highway. It is the administrative and service center of the Katherine Region, covering
336,674 sq. km. Katherine’s population is approximately 24,000, of whom 60% are
Indigenous (Katherine Town Council 2010). The estimated resident population of
Katherine Town was 10,928, in 2013, 25.5% of which identify as Indigenous (ABS).
Apart from the permanent residents, Indigenous people come to town for a variety of
reasons; for shopping and events, to access services and to visit family etc. (Merlan
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1998). A small portion of these visitors come on ‘grog runs’ (to transport alcohol back
to home communities) and/or to consume alcohol prohibited in surrounding ‘dry’
communities (Wright 1997; Toohey 2008). This is one contributing factor but by no
means the singular factor contributing to the high rate of alcohol consumption in the
township of Katherine (d’Abbs 2015).

There is significant evidence linking interpersonal violence with excessive alcohol
consumption (Macdonald et al. 2005; Foran & O'Leary 2008; Lee 2009;). Over half
(53.9%) of all assaults recorded in the NT were associated with alcohol in the 20152016 calendar year, and almost 60% of domestic violence assaults were associated
with alcohol (NT Gov. Dept. of the Attorney-General and Justice 2016). The
proportions were even higher in Katherine with more than 76.6% and 72.4% assaults
and domestic violence offences associated with alcohol, respectively (NT Gov. Dept.
of the Attorney-General and Justice 2016). Significantly, Katherine also recorded a
higher rate of assaults per 100,000 population than the NT as a whole, (38.3% higher
in fact) see Figure 5. It is therefore not surprising that there is considerable
community support generated by local leaders and organisations to address the
negative impact of alcohol in the town and immediate surrounds.
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Figure 7. Trends in assaults in Katherine, by alcohol involvement, 2006-2015
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5.2.2 The intervention
An alcohol management plan (AMP) is a summary of strategies put forward to
address the harm caused by alcohol misuse in a particular community. The majority
of AMPs are based on the principle of harm minimisation, and are usually developed
collaboratively with the community and support from local organisations and
government staff. AMPs arose from an acknowledgement that alcohol problems, like
other substance misuse issues, are not experienced in the same way across all regions,
and that different communities may have different priorities, and therefore different
solutions to address local AOD issues. The aim of all AMPs however is identical; to
minimise the nature and extent of harm caused by the excessive consumption of
alcohol.
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AMPs commonly follow an integrated approach that covers ‘supply’, ‘demand’ and
‘harm’ reduction measures – ideally with strategies being tailored to meet local
conditions and circumstances (Smith et al. 2013). AMPs can also act as a device to
mobilise support and negotiations with external agencies, such as police and
healthcare providers (d’Abbs 2010). Evaluations are central to monitoring outcomes
and improving policies and programs over time. Considering their potential
significance to understanding the role of AMPs and the impact of specific strategies
they contain, there have been relatively few formal evaluations of AMPs.
As more AMP’s are implemented across Australia, particularly in the
northern jurisdictions, it is clear there is a greater need for further
research to better understand the process of implementation of how
communities can work together with governments to design, implement
and evaluate AMPs (Smith 2013).
In any event, evaluations of the impact of specific AMPs on a range of key indicators
associated with alcohol-related harm have found varied results (Clough 2017) and the
effectiveness of AMPs as a harm minimisation tool remains somewhat inconclusive
and difficult to generalise (d’Abbs & Whitty 2016; Clough 2017). It is important to
distinguish AMPs formulated under NT Government policies (in Alice Springs,
Tennant Creek, Katherine, Groote Eylandt and the Gove Peninsula) from AMPs in
remote Indigenous communities in the NT, which have their own, separate legislative
framework in the Federal Government’s Stronger Futures in the Northern Territory
Act 2012 and the Stronger Futures in the Northern Territory (Alcohol Management
Plans) Rule 2013.
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5.2.3 Katherine Alcohol Management Plan
The original Katherine Alcohol Management Plan (KAMP) was drafted in 2007, and
subsequently revised and endorsed by the NT Government in 2013. The revised
Katherine AMP 2013-2016 (Appendix K) is the latest in a succession of responses to
alcohol harm in the area dating back to the early 1960s (d’Abbs et al. 2010).
Throughout the 1990s a number of committees and sub-committees were formed in
Katherine with the aim of combatting ‘anti-social behavior’, decoded to simply relate
almost exclusively to Aboriginal public drinking and drunkenness (d’Abbs et al.
2010). These groups deliberated on, and occasionally called for, a variety of measures
including designated out-of-town drinking areas, mandatory treatment, educational
programs and increased policing. Noticeably absent, however, was any advocacy of
measures to understand or address the social determinants of alcohol misuse, or the
persistence of Indigenous disadvantage and homelessness.
The main objective of the KAMP is to reduce the impact of alcohol related harm in
Katherine. The Katherine Region Alcohol Group (KRAG), in its present form, grew
out of a public meeting held in the chambers of Katherine Town Council on 16
February 2011, attended by 73 people (d’Abbs et al. 2010). Spearheading the revision
and implementation of the KAMP, KRAG is a collection of strategic stakeholders and
informed members of the Katherine Community, which since that first meeting,
convenes monthly to work towards reducing the negative effects of alcohol in the
town. The group was formed to collaborate on, review and oversee the
implementation of the updated and revised KAMP. This local alcohol group is also
primarily concerned with monitoring and evaluating KAMP (2013 – 2016). KRAG
enlisted the support and expertise of Menzies researchers to conduct an evaluation of
the original KAMP in 2011 – 2012 and subsequent revised KAMP in 2013 – 2014.
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The following chapter presents findings related to the review period from May 2013
to December 2015.

5.2.4 Memorandum of Understanding
A Memorandum of Understanding (MOU) was developed as part of KRAG
reengaging the Menzies evaluation team. It was drafted by the Candidate and signed
on the 29th of January, 2014 by the head of the Menzies evaluation team and the
presiding KRAG Chair on behalf of the collective. The document represented an
agreed framework outlining the working relationships and guidelines of collaboration
between Menzies and KRAG in the evaluation of the revised KAMP. The roles and
responsibilities of both parties were clarified including the establishment of an
Evaluation Steering Committee. It was hoped that this steering committee would
assist in the establishment of internal procedures for implementing the Katherine
AMP, monitoring outcomes (evaluating individual components using identified
indicators of alcohol-related harm) and report relevant data at quarterly intervals. It
also stipulated the contracting period between Menzies and KRAG, and relevant
confidentiality and intellectual property policies. The MOU was a declaration of
understanding, not intending to create binding or legal obligations on either party,
instead, constituting a statement of the mutual intentions of the parties with respect to
its contents.

5.2.6 The evaluation framework
The evaluation framework comprises two parts: a procedure for monitoring
implementation of the revised KAMP, and indicators for monitoring outcomes
associated with the revised KAMP. Implementation was monitored throughout the
period with reference to an Implementation Plan prepared by the Evaluation Steering
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Committee with support from NT Government Senior Alcohol Management Project
Officer Ms. Moira McCreesh. The Implementation Plan links each ‘initiative’ in the
KAMP with one or more ‘actions’ and one or more performance indicators. Outcomes
were monitored by examining trends in alcohol use and alcohol-related problems in
Katherine, using two sets of indicators, namely:
1. apparent consumption, as measured by the wholesale supply of alcohol to
outlets in and around Katherine;
2. trends in alcohol-related assaults and public order offences;

In addition to the initiatives, actions, and performance indicators for each of the four
objectives that make up the KAMP, and incorporating the most recent revisions to the
Implementation Plan, the evaluation tried also to assess the extent to which the
KAMP was implemented as envisaged; and to gauge the degree to which changes
observed could be attributed to its implementation. A program logic model was
designed to reflect the components of the evaluation framework outlined above, and
to map and identify the resources (inputs), activities (outputs), data collection points
and expected short-term and longer term outcomes.

5.3 Qualitative data collection

In terms of evaluating a community-focused alcohol prevention initiative, such as the
KAMP, a mixed methods approach is appropriate because it offers the opportunity to
complement quantitative data with qualitative data to support relevant contextual data
collection and potentially improve interpretation of findings. While access to relevant
time series data is important to facilitate monitoring and evaluation efforts, collecting
qualitative data is also important as it provides a richness and additional layer of
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detail to our understanding of the local variables and broader context within which
implementation efforts are accomplished, or thwarted.

To complement the statistical information collected from relevant administrative data
sets, a qualitative component was included as part of the evaluation. This was to gain
an understanding of issues involved in implementing the KAMP from key actors and
stakeholders. Therefore, monitoring implementation of the KAMP was carried out via
two main qualitative methods: (1) a thorough content analysis of documentary sources
such as KRAG minutes, Implementation Plan and Action Plan documents,
correspondence material and media reports; and (2) semi-structured interviews with
KRAG members and other community stakeholders. In both cases, the objectives
were: to identify and describe actions taken to implement components of the KAMP,
any barriers or obstacles encountered, and evidence of outcomes achieved along the
way (although the focus for this part of the evaluation was on processes rather than
outcomes).

5.3.1 Confidentiality and de-identifying the data
The MOU between Menzies and KRAG (mentioned above) stipulated that KRAG
members participating in the evaluation would not have their personal data accessed
or any identifying information included in reports. Only aggregated data would be
used when reporting findings publically. Identity protection and maintaining
participant anonymity can be a challenge in rural communities, especially with small
sample sizes. Confidentiality was upheld via the following process; at the point of
coding the qualitative data, a table was developed containing each participants name,
role, affiliation, interview and transcription date, consent status, and allocated
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identification number. Members of the evaluation team used this table to attribute
statements with interviewees, weigh and assess the potential for any organisational
bias present and further interpret the qualitative data, however ID numbers were the
only references used beyond this point. The privacy of KRAG as an organisation, and
its individual members, was further protected via the following data handling
processes: paper documents containing data were stored in a locked filing cabinet at
Menzies; electronic data were stored in a secure folder; access to this folder was only
available to the research team via a password.

5.3.2 Participant selection and setting
As part of the evaluation, people associated with implementing components of the
KAMP were asked to participate in informal interviews. Key stakeholders were
initially identified through their involvement with KRAG and approached via existing
networks. A purposive/snowball sampling method was used whereby key
stakeholders were given the opportunity to recommend further people who could
provide insights into the evaluation. No explicit inclusion or exclusion criteria was
used to select interviewees other than their direct experience or knowledge of
implementing the KAMP. The final sample of people interviewed is summarised
below in Table 3.

Table 3. Key stakeholders interviewed
Organization and position

KRAG member
(Y/N)

Kalano Community Association (CEO)

Y

Kalano Community Association (Treasurer), KRAG Chair

Y

Sunrise Health Service (CEO)

Y
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Katherine Town Council (Mayor)

Y

Senior Compliance Officer, Gambling and Licensing Services

N

Katherine West Health Board, Alcohol and Other Drug practitioner

Y

Katherine Hospital (Manager)

Y

Katherine Hospital (Director of Nursing)

N

Senior Alcohol Management Project Officer, Alcohol Policy &
Strategy, Department of Business

N

Katherine Country Club Licensee (Manager)

N

NT Police (OIC Katherine Police Station)

Y

5.3.3 Key stakeholder Interviews
Interviews were conducted in Katherine between October and December 2014.
Eleven individuals were interviewed in semi-structured face-to-face interviews. At the
beginning of each interview, individuals were asked to sign a written consent form,
granting permission for the following session to be audio recorded, transcribed and
used to inform the qualitative component of the Revised KAMP evaluation.
Indigenous status was not recorded on the form.

The interviewer was guided by broad questions about the individuals’ perceptions of
the implementation of KAMP initiatives. Interviewees were encouraged to talk about
barriers and enablers encountered regarding implementation efforts with a focus on
the preceding 12-month period. Each interview averaged between 30 - 45 minutes.
Responses to open ended questions were recorded and transcribed. Informed written
consent was obtained from all participants. Audio recordings and interview notes
were transcribed by the evaluation team.
The following questions were used as guiding topics.
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1. What are current stakeholder attitudes towards progress around
implementing KAMP initiatives?
2. To what extent have KAMP initiatives been implemented to date?
3. What external factors affect KAMP implementation?
4. Is KRAG on its way to achieving KAMP objectives?

5.4 Analysis

Data analysis was conducted concurrently during data collection in accordance with
grounded theory procedure and coding was done according to the types of themes and
issues that emerge from the data (Charmaz, 2014). While not assuming to generate
new theory with such a small sample size, analysis of the data was based on the
models applicable for exploring participant perspectives on implementation activities
and processes outlined in Chapter Two.

Interview transcripts were subjected to content analysis, with preliminary concepts
being documented and response codes grouped into emerging themes. Transcripts
were then manually coded with the assistance of a Macro [‘Extract Comments to New
Document’] to analyse qualitative data in Word. Standard data analysis procedures for
qualitative data were used and a codebook developed to aid thematic analysis of
transcriptions of interviews. Frequencies of codes were tallied and codes with limited
representation across the data were disregarded. Remaining codes were arranged
thematically and categorised according to themes. To enhance the analytical
framework and ensure rigor, interpretation of the data and emergent themes was
discussed with members of the research team.
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Chapter 7 of the Menzies Evaluation Report presents and analyses the qualitative data
that emerged. The following section has been adapted from the original Menzies
evaluation report Chapter 7. Reflections on KRAG’s role as a community alcohol
action group. It focuses on stakeholder experiences and views regarding KRAG’s role
as a community-based group addressing alcohol-related issues, and its ability to
implement KAMP and monitor outcomes.

Background information and insights relevant to the body of research being
conducted as part of this PhD, that were not contained in the original Menzies report,
have been inserted under the Discussion subheading of this case study chapter. These
additions provide important context, further examine and explain the findings of this
case study using the constructs of the i-PARHIS framework, and demonstrate broader
developments that impacted on KRAG’s ability to implement KAMP, and the
Menzies evaluation team aims of encouraging internal evaluation mechanisms.
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5.5 Summary

The perceptions and experiences expressed above, when considered in the context of
the findings of the broader evaluation report, have implications for ongoing efforts to
reduce alcohol-related harm in Katherine, and also for the wider utility of community
advocacy groups in implementing local harm reduction strategies.
First to summarise the key points;
KRAG’s standing as an independent, community-based body representing
a wide cross-section of agencies was considered both a strength and a
limitation.
KRAG’s inability to realise several key implementation goals led to a
strong sense of frustration among members.
Implementation challenges were identified that can be attributed to
factors both internal and external to KRAG:
o Internal—The diverse and sometimes competing range of interests
embodied by KRAG membership; variable attendance; lack of
overarching authority to dictate to those agencies directly involved in
implementing components of the KAMP; need for quorum before
KRAG could act.
o External—Inadequate support from governments and a lack of timely
access to relevant data to facilitate monitoring implementation and
impact.
The following sections incorporate the above key findings into a discussion
involving the secondary research objective – evaluate key challenges and enablers to
implementing alcohol harm-reduction strategies within a community context.
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5.6 Discussion

KRAG represents a collective of local experience and expertise from a variety of
organisational perspectives and provides a forum within which non-governmental
and governmental agencies may cooperate. However, KRAG does not necessarily
speak for the whole of the Katherine community. With an established system for
convening the views and interests of different local agencies and community sector
stakeholders, KRAG provides a mechanism for enabling represented agencies to
commit resources of their own to further the strategies and objectives of KAMP. It
also offers a forum for providing feedback about the KAMP to the wider community.

KRAG itself operates under three significant contextual constraints: the first being
that it has no formal political standing; second, limited economic resources; and
finally, the entities over which it presides have no legislative base14. Without any
enabling legislation the implementation of any new intervention or policy directive is
haphazard and difficult. In this example the limited government support, in effect,
nullified the impact this community-based alcohol initiative (AMP) could have. It
also distorted the local response, from a holistic one (embodied in the objectives and
outcome measures of the revised KAMP), to a policing-based one – targeting
individual ‘problem drinkers’ (represented in the policies of previous and present NT
Governments).

Instead of discussing lessons learned, it might be more productive to talk about
lessons that have not yet been absorbed and acknowledged in this arena. There

14

AMPs and Liquor Supply Plans – a significant component of the former – are not formally
recognised in any legislation
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remains a more encompassing need to reframe the questions and look at the way
alcohol is regulated and sold by the powers that be (Wright 1997; d’Abbs 2004).
This would go some way towards explaining why locally devised initiatives such as
AMPs continue to be ‘theoretical’ in nature.

The importance inherent in framing the question, beyond even setting out to find the
answer, is one of the key factors that continues to have an impact on the
implementation and uptake of strategies to address alcohol-related harm, particularly
among Indigenous peoples. The theme running through the collective research
presented here is closely tied to exploring harm-reduction as the position from which
to address alcohol issues. This is very different to, but operates in the same space as,
strategies designed to combat public drunkenness and ‘antisocial behaviour’ which
define alcohol problems almost exclusively in terms of Aboriginal drinking and
drunkenness in urban spaces (d’Abbs & Whitty 2016). Which in turn means the
strategies to combat such issues are largely being dictated by non-Indigenous people
and organisations and imposed overwhelmingly on the Indigenous community. They
also fail to address the much broader range of alcohol-related harm experienced by
both Indigenous and non-Indigenous drinkers, their families and communities.

Strategies recommended to address these broader issues associated with alcohol
misuse include: strengthening community action, tackling stigma, and building
awareness and community support for change. When it comes to improving
Indigenous health and wellbeing the literature indicates research projects that involve
the whole of, or significant/strategic elements within, a community are more
effective than those that don’t (Chilisa 2011). Community-based approaches to
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address behavioural addictions and improve health and social outcomes, have been
popular for more than thirty years (Minkler and Wallerstein 2011) with government
and communities both agreeing that community action is likely to reduce risky
alcohol consumption and harm (Shakeshaft et al. 2014). However, community action
groups can find true collaboration a challenge for a number of reasons and at times
do not manage to enlist equal representation across relevant sectors.

Despite genuine attempts in formulating the KAMP to be inclusive, and despite the
participation in KRAG by some Indigenous organisations and individuals (e.g.
Sunrise Health Service Aboriginal Corporation), true collaboration across these
settings is not currently in place. While local Indigenous organisations are
encouraged to take part in the KAMP and other community-action initiatives to
address alcohol-related issues in the town and some do, significant factions do not
(e.g. Wurli-Wurlinjang Health Service).

To a degree this can be attributed to the historical underpinnings of the KAMP and
the internal politics of separate organisations. That aside, the full participation of
Indigenous groups and people needs to be actively and assertively enlisted in setting,
as well as in implementing a local alcohol management agenda (d’Abbs & Whitty
2016). Indigenous perspectives on the causes, impact and manifestations of alcohol
related harm are essential to informing culturally relevant solutions. Having a voice
in community action groups, such as KRAG, is an important step in that direction. A
recent cluster RCT on the effectiveness of community action in reducing risky
alcohol consumption and harm by Shakeshaft et al. however, found that community
action, in and of itself, may not be the most effective way to reduce alcohol-related
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harm – alcohol taxation and availability restrictions may also be required (Shakeshaft
et al. 2014). This is reflected in the broader literature which indicates that strategies
to intervene and address issues that impact on the social and emotional wellbeing of
Indigenous communities should be wide in scope, have community-based and
legislative components, and include consideration of underlying causes such as
disadvantage, discrimination, access to services, and integration (Brady 2007;
Calabria et al. 2010; Blignault et al 2016; Canuto et al 2017).

Another important aspect of the Menzies evaluation framework was to not only
identify a procedure for monitoring implementation of the revised KAMP, but also to
attempt to embed this protocol within KRAG making subsequent internal evaluations
possible. This primarily involved establishing internal processes and structures to
access relevant government data. However, the procedures themselves, and KRAG
ownership of ongoing monitoring and evaluation activities were not properly realised
within the evaluation timeframe. This was due to a number of factors outlined in
detail below.

In carrying out the previous KAMP evaluation, Menzies researchers obtained health
data from NT Health, and police data and wholesale liquor supplies data from the
then Department of Justice. Within the evaluation period for the revised KAMP the
context for gathering data changed. An Alcohol Data Unit (ADU) was established
within the Department of Business, to act as custodians for all alcohol-related data
across NT government departments. All outcome data generated by NTG
departments was now expected to come via the ADU. The Menzies evaluation team
liaised with ADU to facilitate ongoing access to relevant data for the KAMP
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evaluation in the form of a MOU between the Dept. and KRAG. Meanwhile, the
Health Gains Planning Unit in NT Health developed a set of indicators for
monitoring alcohol-related health impacts. This set included, but was broader in
scope than, the indicators utilised in the earlier KAMP evaluation.

A number of factors inhibited the establishment of ongoing collection and data
management mechanisms despite multiple discussions between the Menzies
evaluation team, KRAG and NT Health. These included: KRAG not having the
resources needed to comply with Government data handling protocols (e.g. data
request and custodial protocols, secure storage, disposal etc.); KRAG not having,
within its membership, the time, skills or resources necessary to interpret this
alcohol-related incident-data. These time and administrative constraints meant that
the drafted MOU was never signed. Other challenges that impacted on the group’s
ability to carry out ongoing KAMP monitoring and evaluation activities were
protracted decision-making processes and lack of continuity in KRAG membership.

5.7 Conclusion

Given the Federal Government’s inclination to overlook the recommendations and
submissions of KRAG, it is not surprising that many members were left feeling
frustrated, if not completely discouraged. The Menzies evaluation found that KRAG
is not functioning so much as an ‘implementation’ group but rather as an advocacy
group, and its main recommendation was that, in order to become more effective,
KRAG needs to modify its role and adapt to the current political atmosphere. It could
do this by developing a model of community action and representation that takes into
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account the strengths, aspirations and limitations of the local community, and
abandons any remnants of the prejudiced rhetoric that has, in the past, tainted
discourse around alcohol misuse in Katherine. An important further consideration is
that evaluations of AMPs have found that the full complement of demand, harm and
supply reduction measures are rarely all implemented (Smith 2013). This can be due
to many factors and, in this instance, the most significant is the lack of access to
resources and government backing.

General conclusions about the implementation of the KAMP, and the role of KRAG,
must be made with caution because of the small number of key informants
interviewed. However, in terms of the overall objectives of this research (that is, to
offer informed solutions and strategies relevant to the implementation of alcohol
harm reduction strategies, based on the case studies presented), the findings highlight
that in order for community-based harm reduction efforts to have impact they need to
first, be realistic, and second, be firmly grounded in an awareness of the
sociopolitical factors influencing their implementation. Theoretical models, such as
the i-PARIHS framework, can assist in bringing to light implementation facilitators
and barriers, such as level of Indigenous involvement, and presence or lack of
political support. A more holistic understanding of the implementation context prior
to, or as part of actioning and evaluating community-based initiatives can only
increase the impact of harm reduction efforts.
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CHAPTER SIX—
KEY FINDINGS AND
DISCUSSION
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6.1 Introduction

This chapter brings together the key findings from the review and case studies, and
identifies the main themes that have emerged from the research as a whole. The
findings are presented in three stages. The first section restates the research
objectives and the theoretical framework as outlined in Chapter One. The second
section applies the implementation criteria set out in the i-PARIHS framework to
distil key case study findings, then summarises the four main themes that have
emerged with examples linking program implementation with program effect. The
third section discusses the significance of these main themes in relation to the aims
of the research. Finally, the contributions this entire program of research has made to
the alcohol and implementation literature, and implications for future research and
theory are discussed.

6.1.1 Research aims and objectives
This program of research explored opportunities for contributing to evidenceinformed solutions for knowledge translation in this field, and to understand the
implementation issues that impact on the dissemination of alcohol harm reduction
strategies for Indigenous Australians. The primary objectives were: (a) to review,
evaluate and synthesize the quality of implementation of interventions that seek to
reduce alcohol-related harm effecting Indigenous people in the NT; (b) to contribute
to the evidence base; and (c) to investigate acceptability and applicability of the iPARIHS framework as a theoretical model and implementation evaluation tool. The
following section presents the key findings from the case studies in relation to the
primary elements and sub-elements of the i-PARIHS framework.
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6.2 Key case study findings

Table 4 presents the scores of Case Studies One and Two against the relevant
subelements of the i-PARIHS framework. Each of the elements is on a continuum of
low to high, with high ratings being more likely to produce successful
implementation results (Kitson et al. 1998, 2008; Rycroft-Malone et al. 2004). If the
elements and their subelements are judged to be closer to high overall then: evidence
is robust; aligns with professional consensus, patient needs/experience and includes
relevant local data (high evidence); context has a culture conducive to change, strong
leadership, and appropriate evaluative systems (high context); and, facilitation is
appropriate and expert (high facilitation) (Rycroft-Malone et al. 2004). This checklist
can be used to predetermine the likelihood of successful implementation, and/or
interpret areas of weakness and identify opportunities for improvement.

Table 7. Applying the Promoting Action on Research Implementation in Health Systems
(PARIHS) framework key elements (adapted from Rycroft-Malone 2004)

Case Study One - PACT
Elements

Case Study Two - KAMP
Sub-elements

EVIDENCE
- Research

Well-conceived, designed, and
executed research, appropriate to
the research question (H)

Well-conceived, designed, and
executed research, appropriate to
the research question (H)

- Clinical
experience

Judged as relevant (H)

Lack of consensus within similar
groups (L)

- Participant
experience

Patients not involved (L)

Patients not involved (L)

- Local data/
information

Collected and analysed
systematically and rigorously (H)
Evaluated and reflected upon (H)
Conclusions drawn (H)

Collected and analysed
systematically and rigorously (H)
Evaluated and reflected upon (H)
Conclusions drawn (H)

CONTEXT
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Case Study One - PACT

Case Study Two - KAMP

- Culture

Unclear values and beliefs (L)
Task-driven organisation (L)
Lack of consistency (L)
Resources not allocated (L)
Initiative fits with strategic goals
and is a key practice/patient issue
(H)

Unclear values and beliefs (L)
Values individual staff and clients
(H)
Resources not allocated (L)
Initiative fits with strategic goals
and is a key practice/patient issue
(H) (but not wider policy context)

- Leadership

Traditional, command, and control
leadership (L)
Lack of role clarity/teamwork (L)
Autocratic decision-making
processes (L)
Enabling/empowering approach to
teaching/learning/managing (H)

Transformational leadership (H)
Democratic-inclusive decisionmaking processes (H)
Lack of role clarity (L)
Effective teamwork (H)

- Evaluation

Narrow use of performance
information sources (L)
Feedback on (individual, team,
system performance) (H)
Use of multiple methods (clinical,
performance, experience
evaluations) (H)

Use of multiple sources of
information on performance (H)
Feedback on (individual, team,
system) performance (H)
Use of multiple methods (clinical,
performance, experience
evaluations) (H)

- Purpose

Task (L)

Holistic (H)

- Role

Sustained partnerships (H)
High intensity – limited coverage
(H)
Internal/external agents (H)
Adult learning approach to
teaching (H)

Sustained partnerships (H)
Low intensity – extensive coverage
(L)
Internal/external agents (H)
Practical/technical help (L)

- Skills and
attributes

Project management skills (L)
Cocounseling (H)
Critical reflection (H)
Doing for others: technical skills
(L)
Realness/authenticity (H)

Critical reflection (H)
Doing for others: technical skills (L)
Giving meaning (H)
Realness/authenticity (H)

FACILITATION

Key: L=Low, H=High
*Only includes subelements relevant to the two case studies
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To summarise, both case studies scored high overall in Evidence, PACT (5/6) and
KAMP (4/6) respectively (however, neither directly involved ‘end-users’).
Facilitation was also judged to be relatively high for both studies; PACT (7/10) and
KAMP (6/9), although both scored low with regards to ‘doing for others’ as opposed
to ‘enabling others’. Context is where the studies scored the lowest against relevant
subelement; PACT (4/12) and KAMP (8/11), particularly around culture and
leadership.

The i-PARIHS tool is used to establish likely contributors to success or otherwise
and does not allow for a conclusion with regard to the scores. Both case studies
scored lowest in context implying that this element is difficult to control across a
variety of implementation settings. It could also suggest however, that sensitivity to
context was lacking, necessary adaptation to important contextual elements were not
made, or that these components were simply not included appropriately in the
research process. The various qualitative and quantitative outcome measures from
the two case studies suggest that neither succeeded in implementing important
components. The implications of this are discussed in more detail in the next section.
First, case study specific illustrations are explored to help understand the practical
application of implementation strategies and associated real-world influences.

The recently reformed i-PARIHS framework introduced a number of important subelements that were missing from the original, including consideration of the
characteristics of the proposed ‘innovation’ and its intended ‘recipients’. The new iPARIHS framework also further developed and refined the evidence base around
facilitation and extended the concept of context:
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Contextual factors include local characteristics such as leadership style,
culture, past experience of change, mechanisms used to embed change,
and routine methods of providing feedback on performance. By contrast,
the characteristics at the organizational level of context include
consideration of organizational priorities and the amount of alignment to
the new [knowledge translation] KT initiative, leadership and senior
manager understanding and support of the initiative, history of
successful innovation and improvement, and the amount of capacity the
organization has to cope with innovation. [Also] the outer context… the
wider policy drivers and proprieties that might influence the KT initiative
locally, incentives and mandatory requirements, regulatory frameworks,
and interorganizational networks and relationships (Harvey et al. 2016).
The findings from the two case studies support this further development in
understanding of internal and external contextual factors and the impact on the
process of implementation. Case Study One illustrated one way in which actors at the
local level can influence the course of implementation, as one of the challenges
encountered was the divergence between formal and informal leadership support. For
example, full support for PACT objectives and processes was obtained prior to
project initiation; however, the mechanisms for embedding change ended up being
informal, internal to the unit rather than linked with hospital-wide protocols, and
independent to the research implementation process (discussed in the conclusion of
Chapter Four). Implementation, evaluation and feedback processes were therefore
compromised.
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Case Study One also demonstrates how organisational level influences can impact on
implementation despite having strong evidence and strong facilitation processes.
From the outset, this pilot study aligned with organisational priorities, enlisted senior
leadership and management support and tapped into available learning networks.
However, the implementation of evidence-based recommendations for the
identification and management of high-risk drinkers was compromised by
overarching organisational structures and systems that were not flexible enough to
accommodate new processes easily (limited ‘absorptive capacity’). A number of key
recommendations from PACT attempted to address the above, including: more
stringent endorsement from upper management; a focus on working within local
leadership hierarchies and monitoring mechanisms; and, addressing inconsistencies
in inter-ward patient management and referral pathways (to facilitate the introduction
of coordinated care practices).

Meanwhile, Case Study Two illustrates one way in which the external political
context (namely the political landscape) can have a substantial impact on
implementation, and how the absence of supporting policies and networks can
undermine community-action initiatives. The qualitative component of the Menzies
evaluation revealed a high level of commitment from the Katherine Region Action
Group (KRAG) towards working collaboratively to reducing alcohol-related harms
in the community. It also revealed an equally high level of frustration and awareness
that this commitment did not translate into implementation success without external
assistance from government. KRAG did not have the capacity or political clout to
achieve its implementation goals alone, and the NT Government failed to provide
timely support or adequate resources to meet KAMP objectives.

163

In practice, legislative controls are required to set the general alcohol
framework at a national or jurisdictional level, while community-action
approaches allow targeting of specific problem drinking patterns and
harms within defined populations (Midford et al. 2017).
The key is to strike a balance between these two approaches that is complementary,
optimally effective, acceptable to communities and coherent within the wider
political context (Midford et al. 2017). The importance of aligning the role of the
facilitator with facilitator capacity, in this case a community-action group, is
exemplified in Case Study Two. The absence of sufficient administrative and
financial support from government meant that, in spite of strong facilitator
characteristics

(such

as

inter-organisational

networks

and

relationships),

implementation efforts were hamstrung. Therefore, another key finding is the need
for future studies to thoroughly investigate the legislative arena and the current
climate to determine foreseeable shifts in the short and medium term, and the level of
local and political support available.

Researcher reflexivity
Before outlining the key themes identified by this research, a brief note on
reflexivity. The notion of reflexivity is conceived of differently depending on
methodological tradition (Caelli et al. 2003). In this case, the researcher primarily
employed qualitative descriptive methods based on the ethical assumptions and
technical approaches associated with a disciplinary background in Anthropology.
The researcher critically examined how the findings relate to their perspective, role,
and interactions with participants, both in their own reflections, through discussions
with other members of the research team, and in consultation with experienced
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Supervisors. Appropriate consideration was given to how the findings relate to
researcher influence.

6.3 Identified themes

The next section outlines the four main themes that have been brought to light by the
key findings from the literature review and illustrated by examples from the case
studies. These four themes are also used to structure the discussion that follows, and
are reflected in the primary conclusions and recommendations.

1. The Evidence Gap
The majority of dissemination papers included in the systematic review were based
on acceptability studies, demonstrating recognition of the need to better understand
how to engage with target groups in culturally appropriate ways. However, only a
few papers were classified as implementation/evaluation studies. This is further
evidence of the knowledge gap that has already been identified in the broader
literature. Another key finding of the systematic review was that: (a) the range of
interventions being targeted for dissemination is limited; and (b), there is a lack of
consistent evaluation and implementation reporting. This corresponds with broader
deficiencies in research dissemination in the Indigenous health field specifically, and
also with a lack of reporting on the outcomes of implementation studies in general
(Clifford et al. 2009). The small number of dissemination papers overall and lack of
evidence of how to introduce and embed Indigenous-specific alcohol interventions
into various settings, demonstrates the persistence of a critical knowledge gap. Case
Study One (an implementation study) and Case Study Two (an independent
evaluation), are examples of attempts to address this gap.
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2. Methodological quality of dissemination studies
In terms of the current quality of dissemination studies, the case studies and review
studies revealed inconsistencies in methodological rigour. The use of a coherent
framework for evaluating Indigenous programs is absent, and the research evidence
remains largely based on uncontrolled or observational designs (Clifford et al. 2009;
Chilisa 2011; Smith 2013; Boffa et al. 2015).

Case Study One (PACT), for example, used a mixed methods design, and although
this is appropriate for implementation studies and studies that extend to
understanding the ‘why’ of a research question as well as how, the quality of the
design was poor. The major limitation of the study design in this case, as in other
cases documented in the systematic review, is its post-test only design with no
equivalent control group. This increases the level of uncertainty as to the extent to
which changes can be attributed to the intervention or other factors. File audit data
was collected at baseline (pre intervention); however, this quantitative method
proved to be a flawed choice (reasons outlined in Chapter Four). Methodological
rigour of the PACT study was further reduced by the absence of control measures
and the independent validation of inter-rate reliability of data, shortcomings that are
also common to other similar studies. Furthermore, in this case study and a number
of review studies, the sample sizes were determined based on feasibility (i.e. taking
into consideration time and resources constraints) and not a target number based on
achieving statistical power. However, the key element that would most successfully
address all the other shortcomings in study design would be greater attention to
obtaining multilevel commitment.
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The systematic review concluded, and Case Study One illustrates, that studies
relating to the dissemination of alcohol interventions and Indigenous Australians
would benefit from the use of more methodologically rigorous study designs. Many
pilot studies such as PACT, and other studies found in the review, used design and
tools related to practicality and funding limitations—without attention to the science
of implementation. Also many have noted (and PACT researchers certainly agree
with) the importance of flexibility in program implementation and ‘adapting to
conditions on the ground’. d’Abbs points out this is often ‘at the expense of fidelity
to original research objectives, program design,’ and, as discussed, methodological
rigour (d’Abbs et al. 2013). It is a dilemma that requires sensitive navigation, but one
that could be relieved by possibly reassessing traditional research methods, as well as
their application and reporting. As discussed in Chapter Three, significant attention
has been paid, in recent years, to investigating modes of research that are both
culturally acceptable and robust. The friction that can arise when researchers attempt
to ensure rigorous methods are used while also maintaining a de-colonising approach
does not mean the two are mutually exclusive but rather, greater attention to the
planning and execution of such research is needed (Bartlett et al. 2007; Millen and
Donnelly 2008). In particular, around appropriate consideration of the resources
required to achieve satisfactory levels of involvement from Indigenous communities
and organisations, which will be discussed in more detail in the following chapter.

That being said, Case Study One illustrates several reasons for a lack of rigour in
methodological design: (1) the funding and hospital collaboration was more focused
on delivery of service than robust research; (2) the funding amount limited the
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activity and therefore impact; and (3), the design was not informed by
implementation science.

Another key finding, linking the impact of methodological quality with research
dissemination in this field, is that challenges arise from limited standardised
evaluation tools and/or a coherent framework for evaluating programs. These issues
were identified in the systematic review and are further exemplified in Case Study
Two in two ways: first, in relation to the lack of consistency of evaluation tools when
reviewing AMPs specifically; and second, relating to the broader problems
associated with evaluating community-action approaches in general. The literature
indicates that it is important to consider which community strategies are compatible
with the targeted outcome and population, and that local ownership is important to
community change (Brady 2007; Conigrave et al. 2012; Midford et al. 2017).
However, there are limitations to this emphasis on community-focused strategies.

One of the limitations of AMPs for example, is that they currently operate under
limited legislative guidelines leading to inconsistency across programs, their
implementation and the methods used to evaluate them. The differences in the
design, outcome measures and evaluation tools used in AMPs make crosscomparisons and an overall assessment of this community-action approach
problematic. A set of best practice guidelines for evaluating AMPs (evidence-based
and developed independently), and legislated adherence to such guidelines, would
help address the above issues. Also taking into account levels of legislative support,
policy priorities and the capacity of community-action groups (such as KRAG) prior
to undertaking implementation are necessary considerations.
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Interestingly, other published evaluations of AMPs have struggled to clearly
demonstrate a link between program strategies and implementation successes across
the array of alcohol management approaches, with the exception of supply
restrictions. This indicates a need to include implementation outcomes and not just
individual outcomes in evaluations.

There is a considerable amount of literature focused on investigating and overcoming
the methodological challenges health service researchers face when studying the
evaluation of AOD interventions and addiction treatment models (such as measuring
the effectiveness of long-term recovery management strategies, an important –and
yet difficult to actualise –component of AMPs) (Dennis et al. 2000; McLellan 2002;
McLellan et al. 2005; Sobell et al. 2013). Problems of rigor and fidelity arise when
evaluation tools are inconsistent with program methods and implementation
approaches. Efforts to facilitate AOD evaluation methods have taken different forms.
The research by McLellan and colleagues, for example, draws from, and builds upon,
established methods of evaluation developed for assessing the treatment of chronic
illnesses, suggesting a parallel evaluation system for ‘continuing-care’ forms of
addiction treatment (McLellan et al. 2005).

The understanding that rigour in application and implementation needs to be
matched by rigour in assessing and attributing outcomes is recognised in other fields
also (Putt et al. 2015). When discussing implementation strategies specific to
Indigenous crime and justice programs, Putt and Yamaguchi propose that;
One way forward is to have hubs of implementation expertise and
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experience which can be called up to; assist, promote, mentor and guide
the expansion or trialling of programs; and to facilitate communication
and agreement between and within both the local implementation level
and the program centre. (Putt et al. 2015)
In this way, robust implementation methodology can be used alongside community
ideas for data collection and feedback, and practical linkages between project stages
including long-term evaluation processes. Ultimately, having an integrated and
coordinated project methodology, one that is informed by community-level priorities
and interests would greatly improve the implementation efforts and the evaluation,
and dissemination of research findings in Indigenous settings. This is one key reason
why research should go hand in hand with community capacity building.

Using implementation expertise to guide and support partnerships between
communities and programmes is clearly important, but establishing ongoing
monitoring and evaluation practices is equally so. Developing these internal
mechanisms was central to the Menzies evaluation framework of the revised KAMP.
Implicit in this approach is a view of monitoring and evaluation as
ongoing activities rather than a one-off exercise. At the same time, the
approach is not intended to generate a comprehensive dataset that tracks
trends in every conceivable kind of alcohol-related problem in Katherine,
but rather to provide a basic set of valid, reliable indicators that can be
used by KRAG to assess the extent to which the KAMP is achieving
desired outcomes and/or generating unintended consequences (d’Abbs &
Whitty 2016).
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Unfortunately, as was discussed in Chapter Five, formalised pathways for accessing
the relevant aggregate data collected by government departments and other
organisations for the purposes of monitoring outcomes associated with the revised
KAMP were not established. Study Two illustrated how limited resources (i.e.
administrative support) and access to standardised frameworks restricts the ability of
community-action groups, such as KRAG, to undertake their own monitoring and
evaluation. The purpose, and process, of evaluating community-action initiatives
should be to generate and use locally relevant data in order to inform action.
Therefore, the emphasis should be on supporting and upskilling such groups to
conduct their own internal evaluations, providing tools and resources that extend to
this very important phase of the implementation process.

3. Indigenous engagement in the research process
The importance of Australian Indigenous engagement in research has been
acknowledged for a long time, and been accompanied by significant moves towards
strength-based and resilience focused approaches to reducing health inequalities
(Durie 2004; Sherwood and Edwards 2006; Bartlett et al. 2007; Brady 2007;
Blignault et al. 2016). Speaking generally, in terms of health promotion, there is
recognition that researchers should focus on what is possible through a process of
self-determination over facilitating the imposition of external research agendas on
Indigenous communities and peoples. This has included the call for research to:
involve Indigenous people in fundamental ways; building capacity; transform service
delivery systems if necessary; and improve the way mainstream programs interact
with Indigenous clients and organisations.
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Past health promotion activities in Indigenous communities, however, have been
criticised for overlooking the importance of local context and being largely
unsuccessful in terms of capacity building and strengthening communities (Demaio
et al. 2012). When it comes to improving Indigenous health and wellbeing the
literature tells us research projects that involve the whole of, or significant/strategic
elements within, a community are more effective than those that don’t (Chilisa 2011;
Blignault et al. 2014; Canuto et al. 2017; Midford and Shakeshaft 2017).

This brings us to another key implementation issue uncovered by the narrative
synthesis, and further illustrated in both case studies, was the inconsistent
engagement of Indigenous people at various levels of the research process. To
clarify, Indigenous people/groups relevant to the research discussed here fall roughly
into four categories (with potential overlap): (1) researchers; (2) health workers; (3)
organisations; and (4), clients (end-users of alcohol treatment services). The direct
participation of Aboriginal Community Controlled Health Organisations and/or other
relevant Indigenous organisations, and Aboriginal Health Workers was well
established in the dissemination studies. However, with a few stand-out exceptions
(Nichols 2010; Calabria et al. 2013, 2014; Lovett et al. 2014), the involvement of
Indigenous researchers (particularly at upper levels of project coordination) was not
embedded in the study design of the majority of studies included in the systematic
review. Reasons for limited Indigenous involvement in the different levels of
research specific to Case Study One are returned to later in this chapter.

There was an absence of Indigenous people with alcohol misuse problems reporting
on their subjective experiences and perspectives towards appropriate interventions.
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Successful, and systematically documented, attempts to understand the acceptability
or feasibility of potential interventions via engagement with the target group were
scarce. The challenges associated with recruiting this hard-to-reach population to
research studies have been well documented. Funding and time constraints can mean
engagement and consultation with Indigenous clients is deemed implausible even if
warranted. Case Study One indicated some of the reasons that engagement with
Indigenous participants with alcohol issues may be limited. For example, the time
and cost involved in enlisting interpreters to ensure successful communication was
beyond the resources of the study. This highlights an issue that would not arise if
funders placed greater emphasis on this element of study design when assessing
research applications.

Another key finding relevant to this theme of Indigenous engagement is exemplified
in Case Study Two via the difficulties in collaborating with Indigenous
organisations—complicated by funding structures and past experiences of racism—
Aboriginal organisations are invited to take part in implementing a response to the
problem thus defined, but in doing so, they are placed in the uncomfortable position
of implementing an agenda over which they have little control. It was partly in
response to this predicament that members of Katherine Region Aboriginal and
Health Related Services (KRAHRS) in 2010 expressed their concerns with the way
in which the earlier KAMP was being implemented and evaluated. In a submission to
the evaluation team, they declared:
The very strong feeling among these organisations was that the KAMP
was misdirected, and had achieved little other than to normalise—even
legitimise—a punitive approach to alcohol abuse, rather than to seek
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long term pathways towards lessening the impact of alcohol abuse in the
Katherine region (Wurli Wurlinjang Health Service & KRAHRS 2010).
This critique was, however, levelled at the original KAMP rather than the revised
version which was being evaluated, and it may or may not reflect an ongoing view.
The ‘punitive approach to alcohol abuse’ (Lander et al. 2015) and the targeting of
Aboriginal drinkers have both intensified in Katherine since 2010. These
developments, such as the Alcohol Mandatory Treatment Act 2013, have been driven
by the NT Government rather than KRAG. But the underlying logic remains intact:
alcohol problems that are defined exclusively by those who hold power lead to the
imposition of chosen interventions on those who lack it (see d’Abbs 2012). This in
turn impacts on the implementation success of such interventions. Case Study Two
exemplifies how (a) continuing to define alcohol problems in terms of an Indigenous
issue alone, and (b) being unable to inform discourse at the policy level inevitably
leads to a sustained resistance from, and lack of engagement with Indigenous people
and organisations. The bourgeoning research into the acceptability of new (and
existing) alcohol interventions in Indigenous settings—summarised in the systematic
review—reflects a challenge to this pattern and the persistent power imbalance it
represents.

A reflective process is a critical part of any research project, especially those
requiring cultural safety. Despite a clear understanding of, and commitment to the
principles of ethical research in this context, the limited degree of direct Indigenous
involvement apparent in both case studies is important to note. As explained in the
earlier chapters, the reasons this occurred lay largely outside the parameters of the
research projects, which focused specifically on task-oriented implementation and
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evaluation activities and did not involve strong Indigenous engagement strategies.
Taken together, the two case studies demonstrate how challenging (and yet crucial)
attempts to elicit Indigenous involvement can be. Research in this area is consistently
hindered by methodological, reporting and practice issues, as well as inconsistencies
in implementation and evaluation processes. Continuing to address such barriers is
key for future research which needs to begin with Indigenous engagement and not
end when individual research projects conclude.

4. Inadequate support for implementation
Contextual factors, such as the characteristics and circumstances of the settings
where Indigenous-specific alcohol intervention programs are being implemented are
important. There are two key factors that appear to affect the facilitation of
implementation in this field: 1) the availability and accessibility of service data to
inform monitoring and evaluation of the intervention; and 2), funding and system
level support to assist in the implementation process. These two factors are explored
below using evidence from both case studies.

Case Study One
Results from Case Study One provided evidence of the enablers and barriers to
hospital staff integrating ASBI for substance misuse patients in a tertiary care setting.
PACT reflects key findings in the literature. The lessons learnt from this case study
about the challenges in implementing and sustaining changes in health care
providers’ practice, are discussed below with reference to Shakeshaft and colleagues’
(2010) three broad categories: (1) factors associated with individual health
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professionals; (2) factors associated with the organisation; and (3), factors associated
with the client (Grol et al. 1999; Shakeshaft et al. 2010).

PACT examples relating to Shakeshaft et al.’s summary above are:
(1) Individual health professionals (department heads and senior clinicians)
championed the introduction of ASBI but the strategies chosen did not necessarily
support sustainability or the integrated approach recommended. For example, despite
requests by the research team for all staff to engage in ASBI activities and for all
such activities to be recorded in patient files, this task was placed solely with the
maxillofacial surgical registrar and recording was not consistent. The reporting of
AOD episodes in maxillofacial patient notes post-training indicates a detectable
change in practice by the unit’s registrar. However, no evidence could be obtained as
to the sustainability of such practices, i.e. we don’t know if ASBI was embedded in
training new staff to the position. A change in practice among staff within the
broader context of the hospital was difficult to quantify because the design of the
study did not allow measurement of change in behaviour elsewhere in the hospital.

(2) Support from key players in the organisation did not translate from paper into
practice and system level support was limited. With PACT, the surgical unit was
supportive but it needed a whole of system approach for sustainability. This lack of
systems support also directly impacted on the availability of relevant data for
monitoring and evaluation purposes. Further to the above, access to service data was
compromised for a number of identified reasons occurring at the systems level,
including: a) the introduction of the automated prompt system that did not record
ASBI activities; b) the fact that recording ASBI lay outside the record keeping norms
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of the system; and c), that despite being encouraged to record even informal
discussions involving ASBI, medical staff either did not record such encounters or
recorded it elsewhere (i.e. not in the files audited as part of the PACT project). File
audits could only reveal what was recorded, not what had actually occurred,
qualitative data confirmed that even if ASBI were delivered, it/they were not likely
to be recorded.

(3) Indigenous client experiences were not explored. This provides insight into one
of the key findings from the review; limited engagement with Indigenous people.
The study did consult with an Indigenous reference group; however, direct
Indigenous involvement in the research was minimal for a number of reasons.
Firstly, employing Indigenous research officers was restricted by limited funding.15
Secondly, there were no Indigenous service providers engaged with the research
team or available in the hospital setting (i.e. no Indigenous doctors or nurses working
in the MFU) and Indigenous Liaison Officers were not involved. Thirdly, it may
reflect the subconscious persistence of ‘colonialist’ behaviours within the research
setting. That is, ethnocentric paradigms remain present (if largely unacknowledged)
in the spheres of research and academia, and they continue to influence how research
is actualised, limiting and subverting the development of Indigenous research agenda
by Indigenous peoples (Smith 2013).

15

PACT was an extension of a larger RCT called the Screening and Treatment for Alcohol Related
Trauma (START) study. The START research team included two Indigenous Project Officers and a
senior Indigenous Research Officer (see Appendix L). There was some overlap in terms of
stakeholder engagement and combined PACT/START activities however PACT did not have the
budget to employ additional staff beyond the Chief Investigator, a project manager and one research
officer, all of whom were non-Indigenous.
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Furthermore, the client engagement component designed to gather end-user
perspectives did not eventuate, deemed unfeasible due to constraints in project
timeline in the context of challenges of literacy, language and cultural difference.
Despite the multilevel barriers to implementation outlined above (points 1, 2 and 3),
the authors of the PACT papers echo Shakeshaft et al.’s assertion that even in the
face of such barriers, efforts to implement Indigenous-specific interventions such as
ASBI should be encouraged and not abandoned.

Case Study Two
Results from Case Study Two provide insights into some of the challenges associated
with attempts to evaluate community-focused alcohol intervention strategies in
general (and AMPs in particular). The i-PARIHS framework holds that three key
elements (evidence, context and facilitation) and subelements (innovation, recipient
and context) directly effect implementation success. Of these three subelements –
context, particularly outer context, was the most pertinent factor in Case Study Two.
Evaluation and feedback processes, and formal and informal leadership support,
were particularly lacking (see Figure 3 for more detail on the levels of context)
which translated into two main issues: 1) accessibility of service data; and 2), system
level support. Examples form Case Study Two that support these two assertions are
summarised below.

(1) The importance of access to regular and relevant service data was a key finding
from the qualitative data. Addressing the lack of availability to timely data was
regarded as key to monitoring the impact of the KAMP in that it offered a crucial
lobbying tool and also sustained interest and investment in the process. Facilitating
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access to relevant administrative data was a primary component of the evaluation
overall. However, embedding these protocols so KRAG did not have to continue to
engage an external evaluator (Menzies) and could become self-monitoring, did not
eventuate. This is primarily because an information request pathway between KRAG
and the Alcohol Data Unit was never fully established (despite an MOU being
drafted). One of the reasons for this is that a project called Developing a Place-based
Alcohol Indicators Framework to Monitor and Evaluate AMPs and Other Alcohol
Initiatives in the Northern Territory began in 2015 and it was assumed that this
framework would address KRAGs data access issues. This project is discussed in
more detail below.

(2) The context in which actions were initiated at a community level to address the
management of alcohol in Katherine was influenced by a series of NT-wide policies
introduced by the NT Government. Therefore the lack of system level support to
assist in the implementation process is obvious in this example as the majority of
decisions regarding alcohol in Katherine came from the NT Government, and not the
group established to revise and implement the KAMP. During the review period
efforts to promote KRAG priorities received apparently limited consideration from
government and the initiatives captured in the Plan went largely unsupported.
However others were applied from ‘above’, in a top-down approach, after little (if
any) consultation with KRAG.

6.4 Discussion

The following section is structured thematically and discusses the significance of
overall research findings as they relate to the research objectives, and the main
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themes identified in the preceding section. The application of the theoretical
framework overall is also taken into consideration and the implications of this body
of research on future policy and practice is discussed. Recommended strategies for
addressing implementation challenges are detailed in the next section, Chapter Seven
—Conclusion.

The Evidence Gap
As discussed, there is currently a lack of evaluation/implementation research and
reporting. This could simply reflect the difficulties in reliably capturing
implementation evidence and reporting it in peer-reviewed journals (i.e. the format is
not very accommodating in that it is based on a predominantly biomedical/science
model). Gaps in the dissemination literature in this field perhaps reflect a lack of
prioritising by funders and policy makers but do not necessarily indicate a lack of
research interest in the area. However, they reveal the need for innovative
approaches to recording and reporting on implementation evidence.
The conceptual framework guiding this program of work, the i-PARIHS framework,
regards facilitation and facilitators as crucial to the dissemination of evidence into
practice (Rycroft-Malone et al. 2004). The facilitator’s role involves managing
stakeholder relationships, identifying and negotiating barriers to implementation, and
adapting strategies to achieve implementation success. The evidence indicates that
there is a growing need to transform practice environments so that the
implementation context is more conducive to change. It has been suggested in the
literature, and this body of work supports the idea, that the research context could
also benefit from a similar shift, a shift involving the development of more reflective
scholarship and reporting norms that embrace understanding implementation
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processes.
If we take facilitation to be the active ingredient of implementation, as defined in the
i-PARIHS framework, and (in this context) the researcher to be the primary
facilitating agent, then how researchers align the intervention and the implementation
processes at the various systems levels (local, organisational, etc.) is important
evidence and worthy of investigation and reporting (Harvey et al. 2016). Insight into
implementation processes in real-world settings and reliable evidence of researcher
practices in the role of facilitator will ultimately address the knowledge gap
identified above. The overlapping fields of Knowledge Translation and
Implementation Science have both explored the interactive process of knowledge
interchange that occurs between research producers, decision makers, other
stakeholders, and research users (Mitton et al 2007; Lavis et al. 2003b).
“The nature of innovation is that it will arise on the periphery where it
can afford to become prevalent enough to establish its usefulness without
being overwhelmed by the inertia of the orthodox system” (Kevin Kelly).
Case study and review findings help articulate the knowledge gap which has been
optimistically restated in the literature as an opportunity for future investigators:
There is the possibility that such Indigenous-specific health services
research will lead the dissemination field in demonstrating how the
implementation process can be successfully tailored to specific and
defined clinical settings (Shakeshaft et al. 2010).
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There is evidence that this opportunity for Australian Indigenous research to lead the
way, in establishing the mechanisms by which culturally specific interventions can
be effectively embedded in practice, is being taken up (Shakeshaft et al. 2010).

Methodological quality of dissemination studies
There has been debate as to what a strong implementation study design might look
like and (particularly in the evaluation of community-action approaches) RCTs and
other experimental/controlled designs are not necessarily the only answer to
achieving the best results. This debate and the unfolding review of design element
issues in the emerging field of SI has focused on the appropriateness and feasibility
of employing control conditions and other techniques relevant to randomised trials
for studies evaluating implementation strategies. Glasgow et al. (2005) suggest that:
In many clinical and community settings, and especially in studies with
underserved populations and low resource settings, randomization may
not be feasible or acceptable (Glasgow et al. 2005).
Nevertheless, this review agrees with Landsverk and colleagues who argue there is a
need for continued – extensive and critical discussion and development of design
options (that address the tension between internal and external validity) in the field
of implementation science in general, and Indigenous research evaluation in
particular (Landsverk et al. 2011).

Methodological choices are particularly important in the context of Indigenous
evaluations as there is a lack of robust evidence for effectiveness of Indigenous
programs. No specific method has been identified as being inherently best suited to
evaluating the outcomes of Indigenous programs. Given the heterogeneity of
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Indigenous communities, it is context that should dictate the most appropriate
methods. Uncontrollable environments do not lend well to study by experimentation.
For example, service provision and whole of community interventions are often too
complicated for evaluators to factor in all the relevant variables and design a study
accordingly (Kelly 2010). Perhaps mixing quantitative methods with participatory
action approaches, or rich qualitative explorations of context, are appropriate
alternatives when RCTs are deemed unfeasible. If fact, adhering to all i-PARIHS
recommendations requires a multi-method approach, in order to understand both the
how and the why of knowledge transfer, community development, and improved
outcomes (Nagel et al. 2009; Palinkas et al. 2011).

In addition to study design issues, inconsistency in the application of implementation
strategies and evaluation methods was also identified as a key finding from this body
of work. In reference to Case Study Two, this compromised the ability to make
comparisons across similar studies in this relatively small field. However, there is
evidence that this inconsistent use of evaluation tools or a coherent framework is
currently being addressed. Alcohol Management Plans, for example, have been
notoriously difficult to compare and draw cross-conclusions based on available data.
Two large scale research programs have emerged recently that demonstrate a
concerted effort to address this gap in evaluation evidence. First is the recently
completed cross-sectional study evaluating Queensland’s AMPs (Clough et al. 2014,
2017). Second the Northern Territory Government recently engaged Menzies
researchers in an independent project to develop and trial a set of indicators suitable
for monitoring implementation and outcomes of AMPs (and other alcohol initiatives)
in remote communities across the NT (Buckley et al. 2015). For KRAG, while the
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contexts of regional towns such as Katherine and remote communities are not the
same (e.g. the lack of services such as Emergency Departments and/or Police
Stations), it would be useful to ensure that data collection systems put in place for
evaluating the KAMP are compatible with those being developed for remote
community AMPs.

The Place-based Framework for Monitoring and Evaluation Alcohol Management
Plans and other Alcohol Initiatives in the Northern Territory plans to provide a
sustainable model for collecting, analysing and reporting data at the community,
regional and jurisdictional level. This will enable AMPs and other alcohol initiatives
to be monitored and evaluated on a regular basis. It has been designed to include
sustainable systems and protocols for the collection, maintenance, analysis and
reporting of agreed alcohol-related data drawn from both centrally held
administrative data sources and community level indicators of alcohol-related harm.
Both projects are highly relevant to this theme and tie in with the recommendations
for a consistent evaluation framework and the use of outcome measures with
demonstrated reliability and validity.

Indigenous engagement in the research process
The case study findings highlight reasons why there is a lack of multi-level
engagement with Indigenous people at the various levels of research process and
with the target group. The PACT study, operating within the hospital setting, had
access to few Indigenous service providers, and the small size of the study limited
engagement with Indigenous researchers at various levels and Indigenous clients.
What can be taken from this real-life example is that one obvious reason for this lack
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of engagement was the fact that it was not an identified priority of the funding body.
In this instance, the funding was allocated for the addition of new services and did
not target implementation which is an important component of any new service.
The Guidelines for Ethical Research in Australian Indigenous Studies state that;
Indigenous people have the right to full participation appropriate to their skills and
experiences in research projects and processes (Values and Ethics_NHMRC 2003).
It is universally understood that research on Indigenous issues should incorporate
Indigenous perspectives and that this is most effectively achieved by facilitating
direct involvement in the research from the start of a project. In applying Principle
10: Participation, collaboration and partnership of the Guidelines it is
recommended that researchers encourage and support community members,
Traditional Owners and other appropriate members of the Indigenous community to
be involved in the research as collaborators, advisors or assistants (Values and
Ethics_NHMRC 2003). Having applications render explicit how the research design
will meet each of the key principles and having a separate Indigenous committee
oversee all grant applications related to Indigenous health are robust processes. The
challenge for some appears to be in actualising the above with the resources
available. It is not just about funding however, it is also about attitudes, and about
identifying the ways in which the NHMRC manages to operationalise its Indigenous
research guidelines.

Further to this, a key conclusion from Case Study Two was that there needs to be full
participation by Indigenous groups and people in defining alcohol problems as well
as solutions, and in setting—as well as implementing—the local alcohol
management agenda.
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This would entail some major shifts, both on the part of the dominant,
non-Aboriginal society that would be called upon to share power and
possibly accept some curtailment of entitlements, and also perhaps on
the part of Aboriginal organisations, who would have to provide
leadership, commitment and ideas, rather than simply lobbying
governments for more resources (d’Abbs et al. 2016).
There

has

been

significant

investigation

into

the

social

system

of

privilege/oppression and growing awareness of how power is conceptualised and
distributed within this dialectical relationship (Paradies 2006), an in depth discussion
of this not permitted here suffice it to say—actualising the above would directly
address the below.

Limited system support for implementation
Key PACT (CS.1) findings are consistent with other similar studies communicated in
the literature, and highlight how the introduction of ASBI, despite a strong evidence
base, is confounded by a number of implementation challenges (Brady et al. 2002;
Smith et al. 2003; Desy and Perhats 2008). PACT illustrated key issues contributing
to dissemination difficulties in this area, specifically around a lack of systems level
support, adaptation to internal leadership structures, and limited access to service
data.

In summary, both case studies scored high in evidence and had experienced/expert
facilitators but had an implementation context that, despite appearances, was not
conducive to the proposed intervention. Case Study One encountered internal push
back (at the systems/organisation level), whereas Case Study Two had to contend
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with external (legislative/political) ambivalence, both having an enormous impact on
implementation abilities in the two contexts. This exemplifies the importance of
formally considering internal and external influences on implementation efforts prior
to investing time and funds into an implementation program. This body of research
supports the extension of our understanding of context in this way and how it
influences the movement of knowledge from research into practice. However, in
light of the evidence presented here, it goes further and suggests that the emphasis
placed on facilitation be reconsidered. While there is still some conceptual clarity to
be gained around what defines and constitutes the implementation environment, the
importance of context should not be suppressed by other framework elements
(Damschroder et al. 2009)

6.4.5 Implications
The two case studies presented in Chapters Four and Five sit within essentially
different areas of alcohol intervention research, but are brought together here to
explore the myriad of challenges and enablers in the area of implementing
Indigenous-specific alcohol related harm reduction interventions. When findings
from the systematic review and the two case studies are synthesised they provide an
overview of knowledge in this field and highlight enduring gaps in the evidence
base. The findings suggest that case study methodology is a fruitful approach to
better understanding the challenges of implementation in this context because it
offers contextually specific information and the potential to find practical means of
addressing barriers. It does however, have its limitations and these are discussed in
the concluding chapter.
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…for policy and practice
As discussed in Chapter One, the global strategy to reduce the harmful use of alcohol
is set within a public health framework. Similarly, AOD policies in Australia have
been based on a philosophy of harm minimisation since the launch of the National
Campaign against Drug Abuse in 1985. Harm reduction, a blanket term for
interventions aiming to reduce the problematic effects of behaviours (such as those
examined here) has therefore, been a central principle of Australian governments’
approach to AOD use for several decades. Implementation of the National Health
Policy on Alcohol lies with state government jurisdictions and relies on collaboration
between government and non-government sectors and the alcohol industry. It has
been noted this creates considerable variation in policy throughout Australia
(Howard et al. 2014). There have been few comprehensive attempts to review
Australia’s complex and multi-faceted alcohol policy environment (Loxley et al.
2005; Doran et al. 2010; Miller et al. 2010). Recently Howard and colleagues (2014)
set out to assess the effectiveness and research support of national and state alcohol
policies from 2001 – 2013, finding that although there is a requirement under a
federal system to have a degree of flexibility in alcohol policy development, the
current landscape does not optimise public health interests (Howard et al. 2014).

The lack of national coordination, accountability, and strategic governance in
relation to alcohol policy has several implications that lead beyond the margins of
this discussion. In the NT, d’Abbs and others (Gray et al. 2000; d’Abbs 2004, 2015;
Chikritzhs et al. 2005) have provided detailed analysis specific to policy aimed at
addressing Indigenous substance misuse. d’Abbs highlights two features that
distinguish the Territory’s unique AOD policy context: 1) the high local level of
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alcohol consumption and associated harm, and 2) the comparatively small-scale
nature of NT politics (d’Abbs 2004). Noting that the political, bureaucratic and
industrial spheres are somewhat confined, with much less (social) space between
them compared to other political systems. This can sometimes inhibit forms of
informal intersectoral collaboration but, d’Abbs concludes, it means alcohol policies
can have an impact, especially when government is willing to take bold initiatives
(d’Abbs 2004).

The case studies presented were designed to offer qualitatively and empirically
grounded insights into factors that impact on the practice of harm reduction
interventions and disseminating policy directives in an Australian Indigenous
context. While case studies of this nature do not permit one to advance cause-andeffect statements, this program of research contributes to a critical reflection on the
history and practice of harm reduction research in this field. The case studies
demonstrate how, in practice, the precision and rigour of implementation and
evaluation methods can be tempered by factors independent to the research program
such as resource availability, the personal experiences of participants, levels of
intercultural understanding/engagement, and community or organisational capacity.

This is why policy directives such as the NHMRC Road Map II: a Strategic
Framework for Improving the Health of Aboriginal and Torres Strait Islander
People through Research should be followed more closely. Developed and
periodically revised, the NHMRC Road Map seeks to promote participation by
Indigenous researchers in health and medical research generally, build linkages and
support research endeavours that generate accessible and effective public health
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initiatives in partnership with the Aboriginal community-controlled health sector
(Road Map II). The NHMRC Road Map also advocates publication development
activities for completed evaluations of health interventions in health service delivery
settings. This should include the reporting of implementation and evaluation
challenges as well as examples of success. Identifying factors that have inhibited
implementation and evaluation efforts can help prevent similar pitfalls in future.
Whereas positive models can be used to inform such things as funding applications,
this is discussed in more detail in the concluding chapter.

Overall, the primary implications emerging from this research program, and
validated in the literature is that (a) there is a need to develop rigorous methods of
evaluation more appropriate to Indigenous cultural and service provision settings
(Gray 2010), and (b) the need for consideration of cultural issues in the evaluation of
interventions (Taylor 2010). Policy needs to be informed by evidence and the
evidence base needs to be expanded through thoughtful investment in culturally
appropriate research that is empowering and robust. The importance of functional
partnerships in the provision of services and implementation of interventions and
strategies between Indigenous and non-Indigenous entities working in this space (as
highlighted in the Contemporary Action Plan) should be understood and possibly
mandated.

…for theory
This program of research applied Kitson et al.’s theoretical model and
multidimensional framework – Promoting Action on Research Implementation in
Health Services (i-PARIHS). The framework was developed in response to the
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‘complexity of the change processes involved in implementing research-based
practice’ (Rycroft-Malone et al. 2004). The i-PARIHS framework proved to be
useful as a practical and conceptual model for framing this program of research. It
was applied pragmatically to help assess the primary implementation elements of
both case studies, decode the multi-dimensional nature of both contexts, and interpret
and present the key findings, in a coherent and comprehensive way. This series of
studies provides the wider implementation science community with an example of
the i-PARIHS frameworks applicability to the particular research area of Indigenousspecific interventions and strategies. The findings also have significant implications
for harm reduction theory which has typically viewed the topic of implementation as
of comparatively minor importance.

6.5 Summary of Discussion

The three sections of this discussion chapter covered; first, the synthesis of new
knowledge presented in this body of work; second, the implications of this research
on theory and practice; and third, demonstrated the utility of the i-PARIHS
framework. In summary this chapter shows that statements about dissemination
processes continue to be difficult to locate in the literature, are largely based on
location-specific evidence, and are often speculative rather than being underpinned
by detailed analysis or theory. The next chapter is the conclusion, it will state the
recommendation and limitations of the research presented and finish with the
primary research conclusion.
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CHAPTER SEVEN—
CONCLUSION
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7.1 Introduction

This chapter begins with a brief overview of the contributions this entire program of
research, has made to the alcohol and implementation literature. It then provides a
summary of key research conclusions, primary recommendations and the limitations
of this research program, and finally the concluding statement.

7.1.1 Overview
The persistence of postcolonial disadvantage further confounds the already
challenging process of implementing alcohol interventions in the context of
Indigenous populations. It is therefore important to review implementation strategies
and effectiveness. This program of research was designed and undertaken to uncover
and address key knowledge gaps in the area of implementing Indigenous specific
alcohol harm reduction strategies. It had two main aims. The first was to summarise
and interpret the peer-reviewed literature on the dissemination of Indigenous specific
alcohol harm reduction interventions in Australia. The systematic review provided a
synthesis of this dissemination evidence. It identified, classified and analysed all
available published research on the acceptability, feasibility, implementation and
evaluation of interventions aimed at reducing alcohol-related harm among
Indigenous populations in Australia.

The second aim was to investigate the factors effecting implementation in two
practice settings in the Northern Territory. The achievement of the first aim informed
the discussion of case study findings and interpretation of overall results. Main
conclusions from this body of research are summarised below.
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1. More quality implementation research to bridge the evidence gap
Implementation research is a priority because without such research there will not be
effective and sustained improvement in outcomes. At present the field is not
characterised by robust research design, and reliable measures. There is a need for
more evaluation data of intervention implementation in Indigenous settings.
Dissemination studies, like efficacy and effectiveness studies, need to be rigorously
designed and executed. Moving beyond observational studies, pre-post evaluations,
and pilot studies to well-controlled research is necessary to obtain valid and
generalisable results (Evensen et al. 2010). This does not mean conforming to
research methods that are not necessarily compatible with the objectives of such
studies. What is needed is more ‘flexible iterative intervention testing and
optimisation approaches’ (Riley et al. 2013) which embrace mixed methods designs
and research approaches adapted to suit the context and objectives. Such a method is
likely to produce a more comprehensive understanding of the phenomena being
investigated.

2.

Importance of Indigenous involvement at various levels of research.

Indigenous involvement in Indigenous health research is paramount for many
reasons, important among them are; to ensure Indigenous concepts of health and
perspectives are understood and respected/reflected; to facilitate empowerment; to
ethically navigate the research process; and to promote successful collaborative
research practices. Community consultation and participation are essential
components in the design, data collection and reporting of research projects focusing
on Indigenous people and families (Muir and Dean 2017). Consultation and
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participation can include Indigenous community members and/or community
researchers (e.g. program staff, program participants or community stakeholders).
Community consultation and relationship building are essential components of
implementation activities and program evaluations for Indigenous people, but they
can stretch program time frames and budgets. This needs to be acknowledged and
integrated into evaluation planning and resourcing.

MacLean et al. identified statistically significant associations between successful
project implementation and: community enthusiasm for the project and for the
organisation conducting it; employment of skilled staff; and target group
involvement in development of resources and approaches (e.g. consumer feedback)
(MacLean et al. 2012). The breakdown of relationships with external agencies over
the course of the project was the one factor found to be significantly associated with
failure to meet all project objectives. This empirical evidence of the importance of
engagement/partnership and the implications of low engagement/partnership on
programme success is also reflected in the case study findings.

When encouraging Indigenous participation in research, both scientific rigour and
Indigenous engagement need to be taken into account (Gray et al. 2014). This ideally
should encompass (a) defining the research topic and agenda; (b) growing
Indigenous researcher capacity to implement results; and (c) analysis and
dissemination via Indigenous co-authorship (McCalman et al. 2016). Demonstrated
attempts are emerging that reveal a conscious effort to move away from programs
that are formulated and controlled from outside the Indigenous world (Nichols 2010;
Calabria et al. 2014; Lovett et al. 2014). Prime Minister Rudd’s statement quoted in
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Chapter One, about embracing new solutions for persistent problems effecting
Indigenous Australians, is being reassuringly reflected in the literature. Investigation
into Indigenous people’s understanding of the elements that comprise effective
implementation within a cultural context, as well as the local setting, would further
strengthen implementation efforts in this field (particularly in relation to the value of
community control) (McCalman et al. 2016).

3. Maximal system support established prior to the allocation of funding.
Taken together, the case studies demonstrate how successful implementation can be
hampered by inadequate contextual support. An examination of potential
impediments to such support, and thorough investigation of how to combat the
specific factors/local obstacles, prior to commencing implementation can address this
issue. Program funders primarily seek evidence of effectiveness or cost-benefit but
such evaluation questions do not necessarily inform the research objectives of
program managers, participants or the wider community (Muir and Dean 2017), and
often overlook the very important components involved in program implementation
and sustainability. This and other research (MacLean) indicates that there is a place
for pre-implementation strategies to lay the groundwork so that funding is not
misspent in futile pursuits.
Funding bodies could use (our) framework to design funding application
forms, requiring agencies to report on how projects will avoid barriers
and optimise factors associated with successful implementation and to
develop project performance indicators. Particular attention should be
given by both funding bodies and agencies to project partnerships,
staffing and planning. (MacLean et al. 2012, Pg. 67)
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We know that the early identification of suitable implementation and evaluation
strategies greatly strengthens the degree to which projects are subsequently
successful. Establishing implementation and evaluation practices as a funding
objective for projects, and requiring funding agencies to report on
implementation/evaluation performance indicators, would improve individual project
quality and potentially improve research and reporting practices overall (MacLean et
al. 2011). Researchers are currently encouraged to include research translation
activities in ethics applications. Funding bodies also need to ensure that they set
standards of research design that incorporate best practice in implementation
execution and evaluation as well as Indigenous engagement and capacity building in
line with NHMRC research guidelines. It is recommended that research funders
adhere to the standards for Indigenous participation set out in the NHMRC
guidelines and be prescriptive where appropriate (i.e. not allocating funds without
demonstrated engagement strategies and articulated methods for involving
Indigenous researchers, participants and organisations).

The findings of this research support recommendations that key elements of iPARIHS are taken into account in the planning phase and that context is expanded to
include organisational culture and the political/legislative arena. This would greatly
benefit further implementation efforts in the field. It would also help ensure an
alignment with policy and legislation, plus other systemic elements, which is
currently missing. For example, in a tertiary setting a key mechanism for facilitating
contextual support would be establishing more direct measures for translating
guidelines into specialist practice via choosing key collaborators including educators,
clinicians, management and policy makers, and via strategies which effectively
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utilise existing clinical hierarchies and educators. In the community it would be
ensuring whole of community, as well as local territory government and overall
policy support as a prerequisite for funding.

4. The i-PARIHS framework underestimates Context over Facilitation.
In the absence of a context conducive to implementation even strong
facilitators/facilitation practices will result in limited implementation success, so
therefore, context should not be a secondary consideration to facilitation. The current
i-PARIHS framework posits the facilitator, as the agent of change in the
implementation process, responsible for taking contextual matters into consideration.
This research demonstrates how critically important organisational (CS.1) and
legislative (CS.2) factors are in determining the success or otherwise of
implementation efforts and suggests that they be addressed thoroughly in the preimplementation phase. For example, Case Study One demonstrates that even though
the element of facilitation was strong, uptake was inhibited by an inability to resolve
contextual challenges to implementation. If these challenges had been identified in
the pre-implementation phase, they could have been confronted directly, or the
implementation project aborted all together in favour of one with more likelihood of
success.

The qualitative findings of Case Study Two found that KRAG’s perception of itself
as an implementation group with significant facilitator attributes did not accurately
represent its capabilities in the broader sense, because it was operating within an
unsupportive political atmosphere. This posed the most significant challenge to
successful implementation. Therefore in order to become more effective as a group,
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it was recommended that KRAG develop a model of community action and
representation that takes into account the strengths, aspirations and limitations of the
local (external) context.

These two case study examples inform the use of i-PARIHS by proving that
evaluation frameworks, especially those designed to contribute to the overall
development and testing of theory in the field of implementation, need to take into
consideration: the complexity of organisational systems; the extent of policy
influences; and, the multiple realities of stakeholders active in the implementation
process. A comprehensive account of the broader political context needs to occur
formally and prior to the commencement of implementation efforts in any given
setting. This represents one of the most challenging aspects of this field, considering
the constantly changing political landscape and highly politicised nature of policies
aimed at addressing Indigenous alcohol misuse in the NT. However, efforts to
improve in these areas will result in a greater understanding of where implementation
responsibilities lie and how to ensure a degree of policy accountability. Partnerships
with policy makers and funding bodies will assist in addressing the macro political,
social and economic factors that impact on implementation.

7.1.2 Summary
Despite national guidelines and policy frameworks, the successful development and
uptake of targeted interventions for Indigenous alcohol misuse remain limited.
Furthermore, research into the provision of appropriate treatment options for
Indigenous people remains confounded by methodological and entrenched reporting
issues. The practical and contextual variables that influence the introduction of
Indigenous-specific alcohol intervention, and the extent to which they are addressed
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in the implementation processes, were explored via two distinct case studies. The
rationale for choosing these specific cases for in depth study was that they are
representative of AOD interventions presently occurring in the NT. Both the PACT
project and the KAMP evaluation are also examples of task oriented implementation
programs, with clearly defined parameters and aims. This allowed the researcher to
focus on a limited number of events or conditions influencing implementation
activities and attribute outcomes. The opportunity each offered, in terms of a
contextual analysis of implementation/evaluation efforts within two distinct settings,
also influenced their choice as case studies

Findings from the case studies, framed as they are by a number of limitations,
illustrate that little implementation progress can be made without external support
and strong internal structures, even if the programmes themselves are well planned
and executed. The i-PARIHS framework was found to be ﬂexible, adaptive to
various settings and encompassing of the reality that implementation and evaluation
are complex processes operating in unpredictable environments (Helfrich et al.
2010). The framework could have been more useful if prospectively and
comprehensively employed to enhance successful implementation, rather than
understanding barriers to it retrospectively. That being said, the i-PARIHS elements
and subelements did provide an effective means of interpreting the implementation
settings and generating insightful case-study conclusions. The i-PARIHS assessment
suggests that even when circumstances such as context are less than ideal a degree of
implementation success can be achieved. Despite a context having limited or no
leadership support, limited available resources and limited Indigenous engagement, a
strong facilitator role can still have a positive (if somewhat transitory) impact. The
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facilitators in both case studies exhibited characteristics of credibility and respect
(e.g. viewed as local experts), but challenges encountered by these facilitators may
not have fully been accounted for using PARIHS.

7.2 Recommendations

Mitigating challenges to good implementation and evaluation requires careful
planning. It can also require additional resources or support from funders and the
research community. Listed in order of importance and achievability are the key
recommendations arising from this program of research, proposed here to improve
implementation outcomes in the field of Indigenous health, particularly around
alcohol interventions.

Quality research and research prioritising implementation
More quality research in this area is needed using robust designs, and feasible
monitoring and evaluation frameworks. This requires action from both the funding
bodies and the research community. It will generate more evaluation data and
rigorous evidence on the subject of intervention implementation in Indigenous
settings. Therefore, further research should focus on refining methods to improve
uptake of culturally specific alcohol-related interventions and standardising ways of
evaluating and reporting implementation outcomes. Evaluating implementation
strategies and reporting results in this way is important so that study
outcomes/effectiveness can be clearly identified/measured and then compared.

Research in this area would benefit from more theoretically motivated and
empirically supported accounts of dissemination processes and implementation
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outcomes. There is a need to continue to critically review our current research and
reporting practices in order to develop more effective evidence based programs and
strategies to implement them. The criteria for implementation science need to be
applied more widely (Luoto et al. 2014) and claims about the nature of
implementation in the field need to be theoretically grounded. Most importantly,
such an approach would allow a clearer picture to be drawn of implementation
barriers which preliminary research indicates as being of particular significance in
Indigenous contexts (Gray et al. 2000; Brady et al. 2002; McCalman et al. 2016).

Use of standardised evaluation frameworks
This body of work shows that the application of the i-PARIHS framework can assist
in providing a greater understanding of the factors that influence successful
implementation. It represents a standard evaluation framework and method of
reporting on implementation outcomes that could provide structure, not only to
implementation efforts, but also to the planning/pre-implementation phase. While
there is still some conceptual clarity to be gained around how the framework can be
applied to implementation efforts outside the health setting, the findings here suggest
it provides a useful structure and can act as a post hoc evaluation tool. It offers a
standard evaluation framework and could provide a consistent method for assessing
and reporting on implementation outcomes. Therefore, this research program
recommends that key elements of i-PARIHS are taken into account in the
planning/pre-implementation phase of all dissemination efforts in the field.

Greater appreciation of context as barrier and facilitator
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While context remains a core construct within the revised i-PARIHS framework,
extending to formally incorporate the different layers of context (micro and macro
levels) that can act to enable or constrain implementation – this body of research
recommends that context is positioned more prominently within future adaptations of
the framework. For example, specifying in the framework the levels of macro
political, social and organisational support necessary before implementation should
commence, i.e. the extent to which: managers and other stakeholders including
appointed politicians back the implementation and concede a level of involvement
appropriate to their role; internal facilitation resources are available; necessary level
of authority accessible; a commitment to partnership and collaboration has been
established; communication channels and networks are deemed functional; and,
Indigenous stakeholders are consulted to ascertain the perceived usefulness of the
proposed changes (McCalman et al. 2016).

Indigenous engagement and capacity building
Sustained Indigenous involvement would greatly improve the credibility and
generalisability of the overall research evidence in this and other fields. Future
research must strive to incorporate strategies that address both Indigenous and nonIndigenous engagement issues and organisational roadblocks to implementation,
ensuring Indigenous involvement in high quality research at various levels.

7.3 Limitations

This program of research is subject to several limitations. First, the use of case study
methodology presents potential challenges of reliability, validity, and generalisability
(Baxter et al. 2008; Crowe et al. 2011; Yin 2011; Hyett et al. 2014). The empirical
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case studies presented here only investigated two locations/settings in depth
therefore, the findings can only be applied confidently to that particular context.
Another limitation is that the theoretical framework applied (i-PARIHS) contains a
degree of conceptual confusion, in terms of overlapping elements and subelements,
and lacks guidance across application steps. Furthermore, the absence of validated
measurement tools creates issues at the level of project application, impacting on its
usability as an evaluation instrument (Ullrich et al. 2014).
At the level of conceptual generalisability, small sample sizes and selection
techniques (snowball and convenience sampling) relevant to each of the cases
studied do not allow for transferability to other settings (Kitto et al. 2008). Though
credible, the qualitative data captures region-specific themes and neglects crosscontextual factors that are no doubt important for providing a holistic perspective on
implementation issues in general. However, the aim of the qualitative research was to
gain an improved understanding of complex implementation issues, deemed more
important in this instance than the generalisability of results.

Finally, the ability to draw conclusions about the effectiveness of implementation
strategies is limited, not only by the scarcity of relevant research, but also by a
fundamental issue of research methods: implementation activities in this area have
not been the subject of any longitudinal research projects nor subjected to the
systematic testing of randomised controlled trials; observational epidemiologic
research methods are limited in what they can conclude.
In spite of the limitations of the methodology, a number of design features of the
study added to the reliability of the data and hence give the research findings
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credibility. These include the duration (18 months) and intensity of the researcher’s
immersion in each case study setting, the use of multimethods in the overall design
to address the shortcomings in any one approach. Both case studies were also built
on pre-existing networks and utilised relevant stakeholder experiences to understand
how alcohol-related harm is addressed in each specific context.

7.4 Concluding Statements

Many efforts to address alcohol misuse, across clinical and community settings, have
been made to date, the research contained herein included. There is no simple
solution to the harms associated with alcohol misuse, nor is there a single answer to
the persistent implementation challenges that come with disseminating intervention
into Indigenous settings. This work identified theoretical principles along with
practical factors relevant for policymakers and researchers. Consisting of a
systematic review and two case studies, presented in separate chapters with selfcontained sub-themes, the research as a whole contributes to a deeper understanding
of the primary research finding: there is insufficient implementation research and
that the overall quality of such research remains lacking for a number of reasons.
There is a general need for more direct and prescriptive measures for translating
alcohol interventions and strategies into real world settings. To ensure success in
future, measures need to: prioritise implementation research techniques; embed
monitoring and evaluation mechanisms; have a greater appreciation and awareness of
context factors at the macro level; and, involve partnerships between Indigenous and
non-Indigenous entities working within this space.

Improving the uptake of Indigenous-specific alcohol interventions requires
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systematic attention to the evidence from the research community in order to offer
tangible strategies and provide realistic and informed recommendations that will in
turn improve outcomes for those at high-risk. The wide-ranging negative impact of
alcohol misuse on some Indigenous individuals and communities also demands a
concerted effort on the part of policymakers to allocate resources and realign
attitudes based on effective, collaborative and culturally appropriate implementation
mechanisms.
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Mr RUDD (Griffith—Prime Minister) (9.00 am)—I move:
That today we honour the Indigenous peoples of this land, the oldest continuing cultures in human history.
We reflect on their past mistreatment.
We reflect in particular on the mistreatment of those who were Stolen Generations—this blemished chapter in our nation’s
history.
The time has now come for the nation to turn a new page in Australia’s history by righting the wrongs of the past and
so moving forward with confidence to the future.
We apologise for the laws and policies of successive Parliaments and governments that have inflicted profound grief,
suffering and loss on these our fellow Australians.
We apologise especially for the removal of Aboriginal and Torres Strait Islander children from their families, their
communities and their country.
For the pain, suffering and hurt of these Stolen Generations, their descendants and for their families left behind, we say
sorry.
To the mothers and the fathers, the brothers and the sisters, for the breaking up of families and communities, we say sorry.
And for the indignity and degradation thus inflicted on a proud people and a proud culture, we say sorry.
We the Parliament of Australia respectfully request that this apology be received in the spirit in which it is offered as
part of the healing of the nation.
For the future we take heart; resolving that this new page in the history of our great continent can now be written.
We today take this first step by acknowledging the past and laying claim to a future that embraces all Australians.
A future where this Parliament resolves that the injustices of the past must never, never happen again.
A future where we harness the determination of all Australians, Indigenous and non-Indigenous, to close the gap that lies
between us in life expectancy, educational achievement and economic opportunity.
A future where we embrace the possibility of new solutions to enduring problems where old approaches have failed.
A future based on mutual respect, mutual resolve and mutual responsibility.
A future where all Australians, whatever their origins, are truly equal partners, with equal opportunities and with an equal
stake in shaping the next chapter in the history of this great country, Australia.

Mr Speaker, there comes a time in the history of nations when their peoples must become fully reconciled to
their past if they are to go forward with confidence to embrace their future. Our nation, Australia, has reached
such a time. That is why the parliament is today here assembled: to deal with this unfinished business of the
nation, to remove a great stain from the nation’s soul and, in a true spirit of reconciliation, to open a new chapter
in the history of this great land, Australia.
Last year I made a commitment to the Australian people that if we formed the next government of the
Commonwealth we would in parliament say sorry to the stolen generations. Today I honour that commitment. I
said we would do so early in the life of the new parliament. Again, today I honour that commitment by doing so
at the commencement of this the 42nd Parliament of the Commonwealth. Because the time has come, well and
truly come, for all peoples of our great country, for all citizens of our great Commonwealth, for all Australians
—those who are Indigenous and those who are not—to come together to reconcile and together build a new
future for our nation.
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Some have asked, ‘Why apologise?’ Let me begin to answer by telling the parliament just a little of one
person’s story—an elegant, eloquent and wonderful woman in her 80s, full of life, full of funny stories, despite
what has happened in her life’s journey, a woman who has travelled a long way to be with us today, a member of
the stolen generation who shared some of her story with me when I called around to see her just a few days ago.
Nanna Nungala Fejo, as she prefers to be called, was born in the late 1920s. She remembers her earliest childhood
days living with her family and her community in a bush camp just outside Tennant Creek. She remembers the
love and the warmth and the kinship of those days long ago, including traditional dancing around the camp fire at
night. She loved the dancing. She remembers once getting into strife when, as a four-year-old girl, she insisted on
dancing with the male tribal elders rather than just sitting and watching the men, as the girls were supposed to do.
But then, sometime around 1932, when she was about four, she remembers the coming of the welfare men. Her
family had feared that day and had dug holes in the creek bank where the children could run and hide. What they
had not expected was that the white welfare men did not come alone. They brought a truck, two white men and
an Aboriginal stockman on horseback cracking his stockwhip. The kids were found; they ran for their mothers,
screaming, but they could not get away. They were herded and piled onto the back of the truck. Tears flowing,
her mum tried clinging to the sides of the truck as her children were taken away to the Bungalow in Alice, all
in the name of protection.
A few years later, government policy changed. Now the children would be handed over to the missions to be
cared for by the churches. But which church would care for them? The kids were simply told to line up in three
lines. Nanna Fejo and her sisters stood in the middle line, her older brother and cousin on her left. Those on the
left were told that they had become Catholics, those in the middle Methodists and those on the right Church of
England. That is how the complex questions of post-reformation theology were resolved in the Australian outback
in the 1930s. It was as crude as that. She and her sister were sent to a Methodist mission on Goulburn Island and
then Croker Island. Her Catholic brother was sent to work at a cattle station and her cousin to a Catholic mission.
Nanna Fejo’s family had been broken up for a second time. She stayed at the mission until after the war, when
she was allowed to leave for a prearranged job as a domestic in Darwin. She was 16. Nanna Fejo never saw her
mum again. After she left the mission, her brother let her know that her mum had died years before, a broken
woman fretting for the children that had literally been ripped away from her.
I asked Nanna Fejo what she would have me say today about her story. She thought for a few moments then
said that what I should say today was that all mothers are important. And she added: ‘Families—keeping them
together is very important. It’s a good thing that you are surrounded by love and that love is passed down the
generations. That’s what gives you happiness.’ As I left, later on, Nanna Fejo took one of my staff aside, wanting
to make sure that I was not too hard on the Aboriginal stockman who had hunted those kids down all those
years ago. The stockman had found her again decades later, this time himself to say, ‘Sorry.’ And remarkably,
extraordinarily, she had forgiven him.
Nanna Fejo’s is just one story. There are thousands, tens of thousands, of them: stories of forced separation
of Aboriginal and Torres Strait Islander children from their mums and dads over the better part of a century.
Some of these stories are graphically told in Bringing them home, the report commissioned in 1995 by Prime
Minister Keating and received in 1997 by Prime Minister Howard. There is something terribly primal about these
firsthand accounts. The pain is searing; it screams from the pages. The hurt, the humiliation, the degradation and
the sheer brutality of the act of physically separating a mother from her children is a deep assault on our senses
and on our most elemental humanity.
These stories cry out to be heard; they cry out for an apology. Instead, from the nation’s parliament there has
been a stony and stubborn and deafening silence for more than a decade; a view that somehow we, the parliament,
should suspend our most basic instincts of what is right and what is wrong; a view that, instead, we should look
for any pretext to push this great wrong to one side, to leave it languishing with the historians, the academics
and the cultural warriors, as if the stolen generations are little more than an interesting sociological phenomenon.
But the stolen generations are not intellectual curiosities. They are human beings; human beings who have been
damaged deeply by the decisions of parliaments and governments. But, as of today, the time for denial, the time
for delay, has at last come to an end.
The nation is demanding of its political leadership to take us forward. Decency, human decency, universal
human decency, demands that the nation now step forward to right a historical wrong. That is what we are doing
in this place today. But should there still be doubts as to why we must now act, let the parliament reflect for a
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moment on the following facts: that, between 1910 and 1970, between 10 and 30 per cent of Indigenous children
were forcibly taken from their mothers and fathers; that, as a result, up to 50,000 children were forcibly taken
from their families; that this was the product of the deliberate, calculated policies of the state as reflected in the
explicit powers given to them under statute; that this policy was taken to such extremes by some in administrative
authority that the forced extractions of children of so-called ‘mixed lineage’ were seen as part of a broader policy
of dealing with ‘the problem of the Aboriginal population’.
One of the most notorious examples of this approach was from the Northern Territory Protector of Natives,
who stated:
Generally by the fifth and invariably by the sixth generation, all native characteristics of the Australian aborigine are
eradicated. The problem of our half-castes—

to quote the Protector—
will quickly be eliminated by the complete disappearance of the black race, and the swift submergence of their progeny
in the white ...

The Western Australian Protector of Natives expressed not dissimilar views, expounding them at length in
Canberra in 1937 at the first national conference on Indigenous affairs that brought together the Commonwealth
and state protectors of natives. These are uncomfortable things to be brought out into the light. They are not
pleasant. They are profoundly disturbing. But we must acknowledge these facts if we are to deal once and for
all with the argument that the policy of generic forced separation was somehow well motivated, justified by its
historical context and, as a result, unworthy of any apology today.
Then we come to the argument of intergenerational responsibility, also used by some to argue against giving
an apology today. But let us remember the fact that the forced removal of Aboriginal children was happening as
late as the early 1970s. The 1970s is not exactly a point in remote antiquity. There are still serving members of
this parliament who were first elected to this place in the early 1970s. It is well within the adult memory span of
many of us. The uncomfortable truth for us all is that the parliaments of the nation, individually and collectively,
enacted statutes and delegated authority under those statutes that made the forced removal of children on racial
grounds fully lawful.
There is a further reason for an apology as well: it is that reconciliation is in fact an expression of a core value
of our nation—and that value is a fair go for all. There is a deep and abiding belief in the Australian community
that, for the stolen generations, there was no fair go at all. There is a pretty basic Aussie belief that says it is time to
put right this most outrageous of wrongs. It is for these reasons, quite apart from concerns of fundamental human
decency, that the governments and parliaments of this nation must make this apology—because, put simply, the
laws that our parliaments enacted made the stolen generations possible. We, the parliaments of the nation, are
ultimately responsible, not those who gave effect to our laws. The problem lay with the laws themselves. As has
been said of settler societies elsewhere, we are the bearers of many blessings from our ancestors and therefore
we must also be the bearer of their burdens as well.
Therefore, for our nation, the course of action is clear, and therefore, for our people, the course of action is
clear: that is, to deal now with what has become one of the darkest chapters in Australia’s history. In doing so,
we are doing more than contending with the facts, the evidence and the often rancorous public debate. In doing
so, we are also wrestling with our own soul. This is not, as some would argue, a black-armband view of history;
it is just the truth: the cold, confronting, uncomfortable truth—facing it, dealing with it, moving on from it. Until
we fully confront that truth, there will always be a shadow hanging over us and our future as a fully united and
fully reconciled people. It is time to reconcile. It is time to recognise the injustices of the past. It is time to say
sorry. It is time to move forward together.
To the stolen generations, I say the following: as Prime Minister of Australia, I am sorry. On behalf of the
government of Australia, I am sorry. On behalf of the parliament of Australia, I am sorry. I offer you this apology
without qualification. We apologise for the hurt, the pain and suffering that we, the parliament, have caused
you by the laws that previous parliaments have enacted. We apologise for the indignity, the degradation and
the humiliation these laws embodied. We offer this apology to the mothers, the fathers, the brothers, the sisters,
the families and the communities whose lives were ripped apart by the actions of successive governments under
successive parliaments. In making this apology, I would also like to speak personally to the members of the stolen
generations and their families: to those here today, so many of you; to those listening across the nation—from
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Yuendumu, in the central west of the Northern Territory, to Yabara, in North Queensland, and to Pitjantjatjara
in South Australia.
I know that, in offering this apology on behalf of the government and the parliament, there is nothing I can say
today that can take away the pain you have suffered personally. Whatever words I speak today, I cannot undo
that. Words alone are not that powerful; grief is a very personal thing. I ask those non-Indigenous Australians
listening today who may not fully understand why what we are doing is so important to imagine for a moment that
this had happened to you. I say to honourable members here present: imagine if this had happened to us. Imagine
the crippling effect. Imagine how hard it would be to forgive. My proposal is this: if the apology we extend today
is accepted in the spirit of reconciliation in which it is offered, we can today resolve together that there be a new
beginning for Australia. And it is to such a new beginning that I believe the nation is now calling us.
Australians are a passionate lot. We are also a very practical lot. For us, symbolism is important but, unless the
great symbolism of reconciliation is accompanied by an even greater substance, it is little more than a clanging
gong. It is not sentiment that makes history; it is our actions that make history. Today’s apology, however
inadequate, is aimed at righting past wrongs. It is also aimed at building a bridge between Indigenous and nonIndigenous Australians—a bridge based on a real respect rather than a thinly veiled contempt. Our challenge for
the future is to now cross that bridge and, in so doing, to embrace a new partnership between Indigenous and nonIndigenous Australians—embracing, as part of that partnership, expanded Link-Up and other critical services to
help the stolen generations to trace their families if at all possible and to provide dignity to their lives. But the core
of this partnership for the future is the closing of the gap between Indigenous and non-Indigenous Australians
on life expectancy, educational achievement and employment opportunities. This new partnership on closing the
gap will set concrete targets for the future: within a decade to halve the widening gap in literacy, numeracy and
employment outcomes and opportunities for Indigenous Australians, within a decade to halve the appalling gap
in infant mortality rates between Indigenous and non-Indigenous children and, within a generation, to close the
equally appalling 17-year life gap between Indigenous and non-Indigenous in overall life expectancy.
The truth is, a business as usual approach towards Indigenous Australians is not working. Most old approaches
are not working. We need a new beginning—a new beginning which contains real measures of policy success or
policy failure; a new beginning, a new partnership, on closing the gap with sufficient flexibility not to insist on
a one-size-fits-all approach for each of the hundreds of remote and regional Indigenous communities across the
country but instead allowing flexible, tailored, local approaches to achieve commonly agreed national objectives
that lie at the core of our proposed new partnership; a new beginning that draws intelligently on the experiences
of new policy settings across the nation. However, unless we as a parliament set a destination for the nation, we
have no clear point to guide our policy, our programs or our purpose; we have no centralised organising principle.
Let us resolve today to begin with the little children—a fitting place to start on this day of apology for the
stolen generations. Let us resolve over the next five years to have every Indigenous four-year-old in a remote
Aboriginal community enrolled in and attending a proper early childhood education centre or opportunity and
engaged in proper preliteracy and prenumeracy programs. Let us resolve to build new educational opportunities
for these little ones, year by year, step by step, following the completion of their crucial preschool year. Let us
resolve to use this systematic approach to building future educational opportunities for Indigenous children and
providing proper primary and preventive health care for the same children, to beginning the task of rolling back
the obscenity that we find today in infant mortality rates in remote Indigenous communities—up to four times
higher than in other communities.
None of this will be easy. Most of it will be hard, very hard. But none of it is impossible, and all of it is
achievable with clear goals, clear thinking and by placing an absolute premium on respect, cooperation and
mutual responsibility as the guiding principles of this new partnership on closing the gap. The mood of the
nation is for reconciliation now, between Indigenous and non-Indigenous Australians. The mood of the nation
on Indigenous policy and politics is now very simple. The nation is calling on us, the politicians, to move beyond
our infantile bickering, our point-scoring and our mindlessly partisan politics and elevate this one core area of
national responsibility to a rare position beyond the partisan divide. Surely this is the unfulfilled spirit of the
1967 referendum. Surely, at least from this day forward, we should give it a go.
Let me take this one step further, and take what some may see as a piece of political posturing and make a
practical proposal to the opposition on this day, the first full sitting day of the new parliament. I said before the
election that the nation needed a kind of war cabinet on parts of Indigenous policy, because the challenges are
too great and the consequences too great to allow it all to become a political football, as it has been so often in
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the past. I therefore propose a joint policy commission, to be led by the Leader of the Opposition and me, with
a mandate to develop and implement—to begin with—an effective housing strategy for remote communities
over the next five years. It will be consistent with the government’s policy framework, a new partnership for
closing the gap. If this commission operates well, I then propose that it work on the further task of constitutional
recognition of the first Australians, consistent with the longstanding platform commitments of my party and the
pre-election position of the opposition. This would probably be desirable in any event because unless such a
proposition were absolutely bipartisan it would fail at a referendum. As I have said before, the time has come
for new approaches to enduring problems. Working constructively together on such defined projects I believe
would meet with the support of the nation. It is time for fresh ideas to fashion the nation’s future.
Today the parliament has come together to right a great wrong. We have come together to deal with the past
so that we might fully embrace the future. We have had sufficient audacity of faith to advance a pathway to
that future, with arms extended rather than with fists still clenched. So let us seize the day. Let it not become a
moment of mere sentimental reflection. Let us take it with both hands and allow this day, this day of national
reconciliation, to become one of those rare moments in which we might just be able to transform the way in
which the nation thinks about itself, whereby the injustice administered to the stolen generations in the name
of these our parliaments causes all of us to reappraise, at the deepest level of our beliefs, the real possibility of
reconciliation writ large: reconciliation across all Indigenous Australia; reconciliation across the entire history
of the often bloody encounter between those who emerged from the Dreamtime a thousand generations ago and
those who, like me, came across the seas only yesterday; reconciliation which opens up whole new possibilities
for the future.
It is for the nation to bring the first two centuries of our settled history to a close, as we begin a new chapter. We
embrace with pride, admiration and awe these great and ancient cultures we are truly blessed to have among us—
cultures that provide a unique, uninterrupted human thread linking our Australian continent to the most ancient
prehistory of our planet. Growing from this new respect, we see our Indigenous brothers and sisters with fresh
eyes, with new eyes, and we have our minds wide open as to how we might tackle, together, the great practical
challenges that Indigenous Australia faces in the future.
Let us turn this page together, Indigenous and non-Indigenous Australians, government and opposition,
Commonwealth and state, and write this new chapter in our nation’s story together. First Australians, First
Fleeters and those who first took the oath of allegiance just a few weeks ago—let us grasp this opportunity to
craft a new future for this great land, Australia. Mr Speaker, I commend the motion to the House.
Honourable members applauding—
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Responses
Yes No Can’t
tell

Do the collected data allow address the research question (objective)? E.g., consider whether the follow-up period is long enough for the
outcome to occur (for longitudinal studies or study components).
Further appraisal may be not feasible or appropriate when the answer is ‘No’ or ‘Can’t tell’ to one or both screening questions.
1.1. Are the sources of qualitative data (archives, documents, informants, observations) relevant to address the research question
(objective)?
1.2. Is the process for analyzing qualitative data relevant to address the research question (objective)?
1.3. Is appropriate consideration given to how findings relate to the context, e.g., the setting, in which the data were collected?
1.4. Is appropriate consideration given to how findings relate to researchers’ influence, e.g., through their interactions with participants?

Are there clear qualitative and quantitative research questions (or objectives*), or a clear mixed methods question (or objective*)?

Methodological quality criteria (see tutorial for definitions and examples)

Comments

2. Quantitative
randomized controlled
(trials)
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2.1. Is there a clear description of the randomization (or an appropriate sequence generation)?
2.2. Is there a clear description of the allocation concealment (or blinding when applicable)?
2.3. Are there complete outcome data (80% or above)?
2.4. Is there low withdrawal/drop-out (below 20%)?
3.1. Are participants (organizations) recruited in a way that minimizes selection bias?
3. Quantitative nonrandomized
3.2. Are measurements appropriate (clear origin, or validity known, or standard instrument; and absence of contamination between groups
when appropriate) regarding the exposure/intervention and outcomes?
3.3. In the groups being compared (exposed vs. non-exposed; with intervention vs. without; cases vs. controls), are the participants
comparable, or do researchers take into account (control for) the difference between these groups?
3.4. Are there complete outcome data (80% or above), and, when applicable, an acceptable response rate (60% or above), or an acceptable
follow-up rate for cohort studies (depending on the duration of follow-up)?
4.1. Is the sampling strategy relevant to address the quantitative research question (quantitative aspect of the mixed methods question)?
4. Quantitative
descriptive
4.2. Is the sample representative of the population understudy?
4.3. Are measurements appropriate (clear origin, or validity known, or standard instrument)?
4.4. Is there an acceptable response rate (60% or above)?
5.1. Is the mixed methods research design relevant to address the qualitative and quantitative research questions (or objectives), or the
5. Mixed methods
qualitative and quantitative aspects of the mixed methods question (or objective)?
5.2. Is the integration of qualitative and quantitative data (or results*) relevant to address the research question (objective)?
5.3. Is appropriate consideration given to the limitations associated with this integration, e.g., the divergence of qualitative and quantitative
data (or results*) in a triangulation design?
Criteria for the qualitative component (1.1 to 1.4), and appropriate criteria for the quantitative component (2.1 to 2.4, or 3.1 to 3.4, or 4.1 to 4.4), must be also applied.
*These two items are not considered as double-barreled items since in mixed methods research, (1) there may be research questions (quantitative research) or research objectives (qualitative research), and (2) data
may be integrated, and/or qualitative findings and quantitative results can be integrated.

1. Qualitative

Types of mixed methods
study components or
primary studies
Screening questions
(for all types)

PART I. MMAT criteria & one-page template (to be included in appraisal forms)

1.3. Is appropriate consideration given to how findings relate to the context, e.g., the setting, in which the data were collected?

C. Narrative
The study analyzes life experiences of an individual or a group.

The notion of reflexivity may be conceived in different ways depending on the approach (methodology) tradition. E.g., “at a minimum,
researchers employing a generic approach [qualitative description] must explicitly identify their disciplinary affiliation, what brought
them to the question, and the assumptions they make about the topic of interest” (Caelli, Ray & Mill, 2003, p. 5).

E.g., consider whether (a) researchers critically explain how findings relate to their perspective, role, and interactions with participants
(how the research process is influenced by or influences the researcher); (b) researcher’s role is influential at all stages (formulation of a
research question, data collection, data analysis and interpretation of findings); and (c) researchers explain their reaction to critical events
that occurred during the study.

1.4. Is appropriate consideration given to how findings relate to researchers’ influence, e.g., through their interactions with
participants?

The notion of context may be conceived in different ways depending on the approach (methodology) tradition.
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Key references: Creswell, 1998; Schwandt, 2001; Sandelowski, 2010.

F. Qualitative description
There is no specific methodology, but a qualitative data collection
and analysis, e.g., in-depth interviews or focus groups, and hybrid
thematic analysis (inductive and deductive).

E. Case study
In-depth exploration and/or explanation of issues intrinsic to a
particular case. A case can be anything from a decision-making
process, to a person, an organization, or a country.

E.g., consider whether the study context and how findings relate to the context or characteristics of the context are explained (how
findings are influenced by or influence the context). “For example, a researcher wishing to observe care in an acute hospital around the
clock may not be able to study more than one hospital. (…) Here, it is essential to take care to describe the context and particulars of the
case [the hospital] and to flag up for the reader the similarities and differences between the case and other settings of the same type”
(Mays & Pope, 1995).

E.g., consider whether (a) the method of data collection is clear (in depth interviews and/or group interviews, and/or observations and/or
documentary sources); (b) the form of the data is clear (tape recording, video material, and/or field notes for instance); (c) changes are
explained when methods are altered during the study; and (d) the qualitative data analysis addresses the question.

B. Phenomenology
The study focuses on the subjective experiences and interpretations
of a phenomenon encountered by individuals.

D. Grounded theory
Generation of theory from data in the process of conducting
research (data collection occurs first).

1.2. Is the process for analyzing qualitative data relevant to address the research question (objective)?

E.g., consider whether (a) the selection of the participants is clear, and appropriate to collect relevant and rich data; and (b) reasons why
certain potential participants chose not to participate are explained.

1.1. Are the sources of qualitative data (archives, documents, informants, observations) relevant to address the research question
(objective)?

Methodological quality criteria

A. Ethnography
The aim of the study is to describe and interpret the shared cultural
behaviour of a group of individuals.

Common types of qualitative research methodology include:

Types of mixed methods study components
or primary studies
1. Qualitative

PART II. MMAT tutorial

Key references: Higgins & Green, 2008; Porta,
2008; Oxford Center for Evidence based medicine,
2009.

Randomized controlled clinical trial: A clinical
study in which individual participants are allocated
to intervention or control groups by randomization
(intervention assigned by researchers).

Types of mixed methods study components
or primary studies
2. Quantitative randomized controlled (trials)

E.g., almost all the participants completed the study.

2.4. Is there low withdrawal/drop-out (below 20%)?

E.g., almost all the participants contributed to almost all measures.

2.3. Are there complete outcome data (80% or above)?

The blinding protects assignment sequence after allocation. E.g., researchers and/or participants are unaware of the group a participant is allocated to during
the course of the study.

The allocation concealment protects assignment sequence until allocation. E.g., researchers and participants are unaware of the assignment sequence up to
the point of allocation. E.g., group assignment is concealed in opaque envelops until allocation.

2.2. Is there a clear description of the allocation concealment (or blinding when applicable)?
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Sequence generation: “The rule for allocating interventions to participants must be specified, based on some chance (random) process”. Researchers provide
sufficient detail to allow a readers’ appraisal of whether it produces comparable groups. E.g., blocked randomization (to ensure particular allocation ratios to
the intervention groups), or stratified randomization (randomization performed separately within strata), or minimization (to make small groups closely
similar with respect to several characteristics).

Simple randomization: Allocation of participants to groups by chance by following a predetermined plan/sequence. “Usually it is achieved by referring to a
published list of random numbers, or to a list of random assignments generated by a computer”.

In a randomized controlled trial, the allocation of a participant (or a data collection unit, e.g., a school) into the intervention or control group is based solely
on chance, and researchers describe how the randomization schedule is generated. “A simple statement such as ‘we randomly allocated’ or ‘using a
randomized design’ is insufficient”.

2.1. Is there a clear description of the randomization (or an appropriate sequence generation)?

Methodological quality criteria

Key references for observational analytic studies: Higgins & Green, 2008; Wells, Shea,
O'Connell, Peterson, et al., 2009.

D. Cross-sectional analytic study
At one particular time, the relationship between health-related characteristics
(outcome) and other factors (intervention/exposure) is examined. E.g., the frequency
of outcomes is compared in different population sub-groups according to the
presence/absence (or level) of the intervention/exposure.

C. Case-control study
Cases, e.g., patients, associated with a certain outcome are selected, alongside a
corresponding group of controls. Data is collected on whether cases and controls were
exposed to the factor under study (retrospective).

B. Cohort study
Subsets of a defined population are assessed as exposed, not exposed, or exposed at
different degrees to factors of interest. Participants are followed over time to
determine if an outcome occurs (prospective longitudinal).

A. Non-randomized controlled trials
The intervention is assigned by researchers, but there is no randomization, e.g., a
pseudo-randomization. A non-random method of allocation is not reliable in producing
alone similar groups.

Common types of design include (A) non-randomized controlled trials, and (B-C-D)
observational analytic study or component where the intervention/exposure is
defined/assessed, but not assigned by researchers.

Types of mixed methods study components
or primary studies
3. Quantitative non-randomized
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3.4. Are there complete outcome data (80% or above), and, when applicable, an acceptable response rate (60%
or above), or an acceptable follow-up rate for cohort studies (depending on the duration of follow-up)?

For cohort, case-control and cross-sectional, e.g., consider whether (a) the most important factors are taken into
account in the analysis; (b) a table lists key demographic information comparing both groups, and there are no
obvious dissimilarities between groups that may account for any differences in outcomes, or dissimilarities are taken
into account in the analysis.

At data analysis stage:

3.3. In the groups being compared (exposed vs. non-exposed; with intervention vs. without; cases vs. controls),
are the participants comparable, or do researchers take into account (control for) the difference between these
groups?

For non-randomized controlled trials, the intervention is assigned by researchers, and so consider whether there was
absence/presence of a contamination. E.g., the control group may be indirectly exposed to the intervention through
family or community relationships.

E.g., consider whether (a) the variables are clearly defined and accurately measured; (b) the measurements are
justified and appropriate for answering the research question; and (c) the measurements reflect what they are
supposed to measure.

At data collection stage:

3.2. Are measurements appropriate (clear origin, or validity known, or standard instrument; and absence of
contamination between groups when appropriate) regarding the exposure/intervention and outcomes?

For cross-sectional analytic studies, e.g., consider whether the sample is representative of the population.

For case-control studies, e.g., consider whether same inclusion and exclusion criteria were applied to cases and
controls, and whether recruitment was done independently of the intervention or exposure status.

For cohort studies, e.g., consider whether the exposed (or with intervention) and non-exposed (or without
intervention) groups are recruited from the same population.

At recruitment stage:

3.1. Are participants (organizations) recruited in a way that minimizes selection bias?

Methodological quality criteria

Key references: Critical Appraisal Skills Programme, 2009; Draugalis, Coons & Plaza,
2008.

C. Case report
An individual or a group with a unique/unusual outcome is described in details.

B. Case series
A collection of individuals with similar characteristics are used to describe an
outcome.

A. Incidence or prevalence study without comparison group
In a defined population at one particular time, what is happening in a population, e.g.,
frequencies of factors (importance of problems), is described (portrayed).

Common types of design include single-group studies:

Types of mixed methods study components
or primary studies
4. Quantitative descriptive studies
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The response rate is not pertinent for case series and case report. E.g., there is no expectation that a case series would
include all patients in a similar situation.

4.4. Is there an acceptable response rate (60% or above)?

E.g., consider whether (a) the variables are clearly defined and accurately measured; (b) measurements are justified
and appropriate for answering the research question; and (c) the measurements reflect what they are supposed to
measure.

4.3. Are measurements appropriate (clear origin, or validity known, or standard instrument)?

E.g., consider whether (a) inclusion and exclusion criteria are explained; and (b) reasons why certain eligible
individuals chose not to participate are explained.

4.2. Is the sample representative of the population understudy?

E.g., consider whether (a) the source of sample is relevant to the population under study; (b) when appropriate, there
is a standard procedure for sampling, and the sample size is justified (using power calculation for instance).

4.1. Is the sampling strategy relevant to address the quantitative research question (quantitative aspect of the
mixed methods question)?

Methodological quality criteria

Key references: Creswell & Plano Clark, 2007; O’Cathain, 2010.

D. Embedded design
The qualitative and quantitative components are concomitant. The purpose is to support a
qualitative study with a quantitative sub-study (measures), or to better understand a specific
issue of a quantitative study using a qualitative sub-study, e.g., the efficacy or the
implementation of an intervention based on the views of participants.

C. Triangulation design
The qualitative and quantitative components are concomitant. The purpose is to examine the
same phenomenon by interpreting qualitative and quantitative results (bringing data analysis
together at the interpretation stage), or by integrating qualitative and quantitative datasets
(e.g., data on same cases), or by transforming data (e.g., quantization of qualitative data).

B. Sequential exploratory design
The qualitative component is followed by the quantitative. The purpose is to explore, develop
and test an instrument (or taxonomy), or a conceptual framework (or theoretical model). E.g.,
the qualitative findings inform the quantitative data collection, and the quantitative results
allow a generalization of the qualitative findings.

A. Sequential explanatory design
The quantitative component is followed by the qualitative. The purpose is to explain
quantitative results using qualitative findings. E.g., the quantitative results guide the selection
of qualitative data sources and data collection, and the qualitative findings contribute to the
interpretation of quantitative results.

Common types of design include:

5. Mixed methods

Types of mixed methods study components
or primary studies

5.3. Is appropriate consideration given to the limitations associated with this integration, e.g., the
divergence of qualitative and quantitative data (or results)?

E.g., there is evidence that data gathered by both research methods was brought together to form a complete
picture, and answer the research question; authors explain when integration occurred (during the data
collection-analysis or/and during the interpretation of qualitative and quantitative results); they explain how
integration occurred and who participated in this integration.

5.2. Is the integration of qualitative and quantitative data (or results) relevant to address the research
question (objective)?

E.g., the rationale for integrating qualitative and quantitative methods to answer the research question is
explained.

5.1. Is the mixed methods research design relevant to address the qualitative and quantitative research
questions (or objectives), or the qualitative and quantitative aspects of the mixed methods question (or
objective)?

Methodological quality criteria
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Section One - Data Extraction Form for IDENTIFIED Studies

Study ID (surname of first author and year published e.g. Smith 2001)

Study #

Title

Study Characteristics

In text

Paper classification (acceptability/
feasibility, evaluation, implementation)
Typology (primary research...)
Setting/location (geographical, service
setting)
Participants (demographics, sample
size) and sub participants
Purpose of the study (brief summary as
stated in the abstract)
Intervention details (type and level of
intervention)
Approach (participatory action
research)
Study design (descriptive, intervention,
review, discussion etc.)
Ethics (stated in text?)
Research methods
Outcome measures
Key findings/conclusions
Does the study directly address the
review question?
Correspondence required for further
study information

INCLUDE

EXCLUDE

Reason for exclusion:

2

Section Two - Methodological Quality Appraisal

Mixed Methods Appraisal Tool (MMAT) (Pace et al, 2012; Pluye et al, 2009)1
Were qualitative/quantitative or mixed methods used?

Quantitative
Qualitative
Mixed

MMAT Score:
Eligibility criteria for Synthesis Phase (criteria for identifying ‘thin’ and ‘thick’ studies)2
Description of the intervention/consideration of the context is limited OR detailed…

L/D

Description of how the intervention was carried out is limited OR detailed…

L/D

Description of the factors affecting implementation is limited OR detailed…

L/D

Statements on the kind of processes/features a successful intervention might involve are
present…

Y/N

Discussion of the discrepancy between design & orientation of intervention and

Y/N

implementation in a real-life setting are present…

Sufficient discussion of the implementation process in text?

Yes - INCLUDE
No - EXCLUDE

Section Three –Key Implementation Issues

1. Pluye, P., Robert, E., Cargo, M., Bartlett, G., O’Cathain, A., Griffiths, F., Boardman, F., Gagnon, M.P., &
Rousseau, M.C. (2011). Proposal: A mixed methods appraisal tool for systematic mixed studies reviews.
Retrieved on [date] from http://mixedmethodsappraisaltoolpublic.pbworks.com. Archived by WebCite® at
http://www.webcitation.org/5tTRTc9yJ
2. Denzin, N.K. and Lincoln, Y.S. (1994) Handbook of qualitative research, London: Sage Publications.
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Abstract
Issues: Indigenous Australians experience disproportionately high rates of alcohol related harms. The
implementation of best evidence alcohol interventions to reduce these harms is therefore a priority. This review
synthesises evidence from the peer reviewed literature on factors influencing implementation.
Approach: A systematic appraisal of journal articles based on alcohol-related harm reduction interventions for
Indigenous Australians with scope for dissemination. This involved a systematic database search, categorisation,
data extraction, quality appraisal, and preliminary analysis. A thorough textual analysis of identified papers was
carried out using narrative synthesis.
Key findings: Thirteen publications met the inclusion criteria. Included studies assessed either: (a) Acceptability/
feasibility of alcohol interventions for implementation in Indigenous-specific healthcare settings and/or delivery to
Indigenous Australians (n=7); (b) The effectiveness of strategies designed to improve the uptake/delivery of an
alcohol intervention (n=4); or (c) The process of implementing an alcohol intervention with Indigenous Australians
(n=2).
Implications: Flexibility in study implementation, an emphasis on capacity building and prioritising the reporting
of implementation evidence is needed.
Conclusion: Overall, the number of dissemination studies focusing on alcohol interventions for Indigenous
peoples is low, and their quality varied. Evidence detailing the circumstances for optimal implementation of such
interventions is thin, despite the value of this information to future research. This review presents knowledge gained
to date on the alcohol interventions considered appropriate and practicable for Indigenous people. Future efforts
should reflect greater researcher reflexivity and implementation transparency, and extend measurement of outcomes
to health considerations determined to be meaningful by the affected Indigenous people themselves.

Keywords: Alcohol; Indigenous Australians; Health care

Introduction
Alcohol misuse is a major public health issue in Australia [1].
Alcohol harms represent a persistent and disproportionately high
health burden for some sections of the Aboriginal and Torres Strait
Islander population [2]. One important strategy for reducing alcohol
harms in Indigenous Australian communities is the dissemination of
cost-effective alcohol interventions in Indigenous-specific health-care
services and programs [3,4]. Dissemination has been broadly defined
as the extent of uptake of evidence-based interventions by health-care
providers [5].
The need for research evidence on the acceptability, feasibility and
long-term effectiveness of strategies for disseminating alcohol
interventions in Indigenous-specific health-care services and programs
is considerable for at least three key reasons. First, although
Indigenous-specific alcohol treatment guidelines [6-9] and resources
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[10-13] are currently available, their uptake by healthcare providers
delivering healthcare to Indigenous Australians is less than optimal
[14,15]. Second, a lack of methodologically rigorous alcohol
intervention trials in Indigenous settings limits the amount and quality
of evidence available to inform the implementation of alcohol
interventions in Indigenous communities [15-17]. Third, there is an
inevitable delay between intervention research effort and the
dissemination of cost-effective strategies [18].
A first step in articulating promising strategies for disseminating
cost-effective alcohol interventions in Indigenous Australian
communities is to systematically identify and examine those
implemented to date. Although there is some evidence from published
reviews [19-21] and intervention studies [10] on the effectiveness
[11,21] of strategies for improving the uptake of alcohol interventions
in Indigenous-specific health care settings and programs, a systematic
review is timely for at least three reasons. Firstly, the most recent
systematic review examining strategies for disseminating alcohol
interventions in Indigenous specific healthcare settings and programs

Volume 5 • Issue 4 • 1000276

Citation:

Whitty M, Clifford A (2017) The Dissemination of Alcohol Interventions for Indigenous Australians: A Mixed Studies Review Using
Narrative Synthesis. J Alcohol Drug Depend 5: 276. doi:10.4172/2329-6488.1000276

Page 2 of 11
was published in 2009. This review only identified thirteen alcohol
interventions and included those that examined the effectiveness of
strategies [15]. The extent to which an alcohol intervention is
successfully disseminated in Indigenous healthcare settings and
programs is not only influenced by the effectiveness of strategies
designed to increase its uptake by healthcare professionals, but also its
acceptability and feasibility for routine delivery to Indigenous
Australians [22-24], and process of implementation [25-27]. Secondly,
in 2010 the (then) Australian Government Department of Health and
Ageing funded the National Drug Research Institute (NDRI) to
undertake a research program to enhance the management and
treatment of alcohol-related problems among Indigenous Australians
[24]. A major outcome of this funding was five research projects
examining the dissemination of alcohol interventions in Indigenous
health care settings across Australia [24]. The results of these research
projects are now published [24], offering an opportunity to extend the
scope and update the findings of the 2009 review. Finally, McCalman et
al. [28] recent overview of the effectiveness of implementation within
the Indigenous Australian health literature emphasises the importance
of Indigenous leadership, governance and involvement in
implementing health interventions to enhance implementation and
empower Indigenous communities to lead ongoing implementation
efforts [28]. An examination of Indigenous input and involvement in
the implementation process was therefore incorporated into this
review.
The aims of this review are to: (a) Systematically identify studies
related to the dissemination of alcohol interventions and Indigenous
Australians; (b) Classify relevant studies according to their focus on

the process of disseminating healthcare interventions (i.e. acceptability,
feasibility, implementation and evaluation [10,14,29]; (c) Describe the
characteristics of studies and assess their methodological quality using
standardised criteria; and, (d) Synthesise narrative data extracted from
the included studies.

Methods
The methods undertaken in this review were adapted from and
conducted in accordance with The Cochrane Collaboration’s ‘Preferred
Reporting Items for Systematic Reviews and Meta-Analyses’ (PRISMA)
[30] and ‘Guidance on the Conduct of Narrative Synthesis in
Systematic Reviews’ [31].

Search strategy
Studies relating to Indigenous Australians and alcohol were
identified from a systematic database search for drug and alcohol
publications focused on Indigenous peoples of Australia, New Zealand,
Canada and the United States undertaken as a component of a
bibliometric review. The initial database search was conducted for the
period 1993-2014 (inclusive) using methods detailed in the Cochrane
Collaboration Handbook on Systematic Reviews of Health Promotion
and Public Health Intervention [32]. The database search strategy is
summarised in Figure 1 and reported in detail elsewhere [33]. The
abstracts of studies classified as data-based as part of the bibliometric
review classification process [33] were examined by the second author
(AC) for those relating to Indigenous Australians and alcohol only.
Forty-five studies were identified.

Figure 1: PRISMA flow diagram of the article selection process.
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Selection of studies
Studies related to the dissemination of alcohol interventions in
Indigenous communities and/or settings were identified from the
abstracts of the 45 studies using a five-step process.
Step 1: Titles and abstracts were independently assessed for
eligibility and relevance by two authors (MW and AC). Studies were
included if they: (i) Were full, peer-reviewed papers published in
English between 1994-2015, and based on original data (i.e. not
reviews or opinion papers); and (ii) Assessed the acceptability and/or
feasibility of alcohol intervention delivery to Australian Indigenous
people; or (iii) Reported on the implementation strategy, or (iv)
focused on approaches for improving the uptake or delivery of
Indigenous specific alcohol interventions in Australia. This included
studies that evaluated the impact of training and education on
improving the cultural competency of health professionals working
with Indigenous people. Step 1 identified sixteen studies.
Step 2: To maximise search coverage, reference lists of reviews of
alcohol interventions targeting Indigenous Australians, [19,25,27,34]
identified by the initial electronic database search, were hand-searched
for studies not identified in step 1. Fourteen additional studies were
identified.
Step 3: To identify studies published post 2014 (the end time point
of the initial database search) the Journal of Implementation Science,
the National Drug Research Institute (NDRI) and Indigenous Health
Infonet bibliographic databases were selectively searched on 03.07.15
and again on 21.01.2016 respectively, using relevant terms indexed in
each database. Eight additional studies were identified [35].
Step 4: The full text of studies (n=33) identified in steps one to three
was independently examined by the first (MW) and second authors
(AC). As detailed in Figure 1, studies were excluded if they were not
journal articles or original research, or Indigenous Australians and
alcohol were not their primary focus. Decisions concerning the final
inclusion of the studies after retrieval of the full texts of the papers
were then validated by the second reviewer (AC). Any disagreements
between reviewers were resolved by discussion. Twenty studies were
excluded leaving 13 studies for review.
Step 5: The thirteen studies were classified into categories consistent
with the dissemination process [5], including acceptability and/or
feasibility, implementation, and evaluation.

Review Criteria and Format
Data extraction
The characteristics of studies were described using criteria set out in
the Cochrane Collaboration’s Handbook [36] including: objectives,
intervention, methods, setting and participants. To reflect the aims of
this review, further information was also specified, such as -ethics
approval, study limitations and level of Indigenous involvement. If the
reporting of ethics or Indigenous involvement was absent or unclear,
the first author of the respective study was contacted for clarification.

Quality appraisal
The methodological quality of included studies was appraised using
the Mixed Methods Appraisal Tool (MMAT)-Version 2011 [37] which
is designed for systematic reviews of qualitative, quantitative, and
mixed methods studies [37]. MMAT contains 19 methodological
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quality criteria scored on a nominal scale (Yes/No/Can’t tell). Two
authors (MW and TN) independently applied MMAT criteria to
studies. Agreement was high to perfect for MMAT criterion and
overall scores. Consistent with MMAT guidelines, the overall quality
rating of a study was calculated by dividing the number of positive
responses by the number of applicable criteria for an overall percentage
score [38].

Data synthesis and analysis
The heterogeneity in methods and outcomes between studies meant
a meta-analyses was not appropriate. Mixed methods systematic
reviews are relatively new and consensus is lacking with regards to how
such reviews should be carried out [39]. A narrative synthesis was
therefore undertaken (MW). Narrative synthesis is an approach used
in systematic reviews to bring together key findings, relying primarily
on the use of words and text to summarise and explain the findings of
the synthesis. It is an appropriate analytic method when the goal is to
synthesise information from a diverse range of studies related to a
specific topic area [31,40,41]. The narrative synthesis was undertaken
using a four-step process. First, information on the implementation
and conclusions from individual studies were tabulated; second,
thematic summaries based on the categories of dissemination focus
ware presented using interpretative synthesis methods; third,
relationships between studies were explored through subgroup analysis
and triangulation; and fourth, the strength of the evidence presented
was assessed via a process of best evidence synthesis and critical
reflection. Emphasis was placed on the textual discussion found in the
publications that offered explanatory insights into the factors involved
in disseminating targeted alcohol interventions.

Results
Characteristics of studies-preliminary synthesis
Focus area: As summarised in Tables 1 and 2, thirteen studies
related to the dissemination of alcohol interventions and Indigenous
Australians were identified. Seven studies focused on the acceptability/
feasibility of alcohol interventions for delivery to Indigenous
Australians; three on the effectiveness of strategies for improving an
alcohol intervention in Australian Indigenous settings; and three on
the process of implementing alcohol interventions for delivery to
Indigenous Australians.

Interventions type
Nine studies targeted an aspect of disseminating alcohol brief
intervention practices. The types of alcohol intervention targeted by
the remaining four studies included family-based interventions
[42,43], community outreach [44], case management [45], and
residential rehabilitation [46].
Design and methods: Seven studies employed a pre–post study
design without a control group. The remaining six papers reported on a
cross-sectional study, a controlled pilot study, or the strictly
quantitative (n=2) or qualitative (n=2) component of a larger study.
The majority of studies employed mixed methods. Three papers
reported quantitative results from related mixed methods studies using
clinical audit data and recorded contacts. All studies included a
qualitative component. Qualitative data were collected using the
following methods; individual (n=6) and group (n=3) semi-structured
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interviews; participant observation (n=2); focus groups (n=2);
descriptive surveys (n=3); and questionnaires (n=3).

Author/year

Dissemination Focus

Calabria et al.
(2013)
Acceptability

Nichols (2010)

Acceptability

Conigrave et al.
(2012)
Acceptability

Clifford
(2012)

Brady
(2002)

et

Allan
Campbell
(2011)

al. Acceptability/
Feasibility

Whitty
(2015)

et

et

Residential
Rehab

Community
based
education, BI

Setting, location

Acceptability
Feasibility

al. Implementation/
Evaluation

Community;
NSW

Community;
WA

Indigenous
rural, people
(n=22)

Community;
NSW

SBI, MI

SBI

CRA/CRAFT

Descriptive survey

Acceptability of two
cognitive
behavioral
interventions
to
Indigenous people.

Semi-structured
interviews

Indigenous
people’s
perceptions
of
residential
AOD
intervention programs.

Alcohol
awareness
and treatment options
Questionnaire,
after community-based
group
education.
participant
Mixed
methods, observation
of Barriers to accessing
controlled pilot
focus groups
mainstream treatment.

Semi-structured
group interviews

Health-care
practitioners’
perceptions of, and
practice in, SBI in
ACCHS.

Participant
observation,
interviews

Acceptability of SBI/MI
to GPs for use with
Indigenous
clients;
feasibility of SBI/MI in
an urban Indigenous
primary care setting.

ACCHS
health staff,
Indigenous
Primary care; urban/ clients
rural, NSW
(n=32)
Mixed methods

Health-care
practitioners’
(a)
confidence and (b)
experiences
in
providing alcohol SBI,
(c) SBI frequency, and
Pre- post survey, (d) acceptability to
group interviews
clients.

and
to

SBIRT

Primary measures

Participants
experiences in soft
entry approaches to
Interviews, focus accessing
AOD
groups,
clinical services and number
audit (n=298)
of recorded contacts.

/ BI, MI, outreach Community;
services
NSW
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Qualitative

Methods

AOD/ACCHS
heath staff,
Indigenous
rural, people
(n=21)
Mixed methods

Primary care; ACT

ACCHS
health staff
(n=34)
Quantitative

Participant
observation,
test survey

Health care
Tertiary care; urban, providers
NT
(n=68)
Mixed methods

Implementation,
Uptake/delivery
Calabria et al.
(2014)

Quantitative,
cross-sectional

Primary care; urban, GP's
and
NSW
AHW (n=14) Qualitative

al.
Implementation

Indigenous
urban, people
(n=58)

Study type

ACCHS
Primary care; urban/ health staff,
rural, NSW
(n=37)
Qualitative

SBI

SBI, MI
reference
Country

Participants
type (n=?)

Indigenous
rural, people
(n=116)

and

Clifford
and Acceptability/
Shakeshaft
Feasibility/
(2011)
Implementation

Lovett
(2014)

CRA/CRAFT

al.
Acceptability

et

Alcohol
intervention

Primary/secondary
care; rural, NSW

Health care
providers
Qualitative
(n=7)
post)

ACCHS
staff
confidence levels in
SBIRT,
participant
numbers in culturally
mediated
case
pre- management training
and seminars.

Levels of health-care
practitioners’
confidence
and
knowledge in SBIRT
Semi-structured
after training, number
interviews, post- of
workshop
questionnaire
participants.

Participant
(Pre- observation,
interviews

Perceptions
and
experiences
of
participating
health
care
providers
in
tailored CRA/CRAFT,
and
CRA/CRAFT
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counsellor certification
#

Hunter
(2004)

Clifford
(2013)

Whitty
(2015)

et

et

et

al. Evaluation,
delivery

al. Evaluation,
delivery

al. Evaluation,
delivery

Uptake/

Health care
care; providers
Mixed
methods Questionnaire,
(n=749)
(Pre- post)
focus groups

SBI

Primary
national

SBI

ACCHS
health care
Primary care; urban/ providers
rural, NSW
(n-?)
Quantitative

SBIRT

Health care
providers
Effect of education on
the delivery of SBIRT,
(n=17),
Mixed
methods Interviews, clinical and number of SBIRT
Tertiary care; urban, patient
NT
records
(Pre- post)
audit
contacts post training.

Uptake/

Uptake/

Table 1: Characteristics of included studies. *ACCHS-Aboriginal
Community Controlled Health Services are primary health-care
services planned and managed by local Indigenous Australian
communities or organisations (Clifford).
Setting and participants: Studies were conducted in: urban
[22,42,47] and rural [43,44] (and both) [10,11,29] geographical regions
across Australia, including in New South Wales [10,11,21,22,42-44,47]
the Australian Capital Territory [45], Western Australia [48], and the
Northern Territory (NT) [13,14]. One study was conducted in various
urban, rural and remote locations across Australian states and
territories [29]. The majority of studies were conducted in Primary
Health Care settings (PHC) [10,11,21,22,43,49], followed by
community settings [42,44,47,48] and tertiary care [13,14]. One study
was conducted over multiple settings [29].
Study participants were recruited from Indigenous PHC,
mainstream PHC and the broader community, and included: health
care providers (i.e. clinical and allied health staff, GP's, etc.), Aboriginal
Reference/Year

Impact
of
an
implementation
strategy on (a) clinical
practice,
and
(b)
clinicians’ willingness
to
engage
with
Indigenous clients re
alcohol.

Proportion of eligible
clients (a) screened,
Clinical
audit, (b) screened at-risk,
training/outreach
and (c) BI provided.

Health Workers (AHW), and/or Indigenous people who were not part
of the healthcare system. Acceptability studies were primarily
interested in the perspectives of health-care practitioners (Indigenous
and non-Indigenous) and Indigenous community members. Only one
study targeted Indigenous people who had personal or family
experience of alcohol intervention programs, in this case, residential
rehabilitation [48].
Indigenous involvement: All included studies involved Indigenous
people, to some degree, however the level of their reported
involvement varied. As summarised in Table 2, five types of Indigenous
involvement were identified at various stages of the research process.
Two studies stated that they were local Indigenous initiatives. However,
an Indigenous person as chief investigator (CI) was not named on any
of the research projects and only one study reported employing
Indigenous research officers [47]. One study specifically mentioned a
capacity building component for ACCHS staff and for an Indigenous
PhD scholar as part of the research process [45].

Ethics

Indigenous involvement

Details

Yes

3. Aboriginal Health Workers
4. Consultation with IRG/
ACCHS
5.
Indigenous
study
participants

Ethics Committee of the Aboriginal Health and Medical Research Council, NSW, the board of the
participating ACCHS, and a steering committee, including Aboriginal health workers and
researchers who live in the participating communities, oversaw the overarching project of which
this study is a part. AHW’s involved in recruitment etc.

Not stated

4. Consultation with IRG/
ACCHS
5.
Indigenous
study
participants
Part of a larger study instigated at a local Indigenous level.

Yes

2.
Indigenous
Research
Officers
4. Consultation with IRG/
ACCHS
Study methods were designed in consultation with representative of the Aboriginal Medical Service
5.
Indigenous
study Co-op Ltd Redfern, and of the Aboriginal Drug and Alcohol Network of NSW. Half the authors are
participants
Aboriginal and the project involved Aboriginal facilitators.

Clifford** (2012)

Yes

3. Aboriginal Health Workers
4. Consultation with ACCHS

Sixty-five per cent (24/37) of participants were Indigenous health staff from five ACCHSs

Brady (2002)

Not stated

3. Aboriginal Health Workers

Involved training of AHW in screening patients using the AUDIT tool as part of the study

Calabria (2013)

Nichols (2010)

Conigrave (2012)
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5.
Indigenous
participants

study

Allan** (2011)

Yes

4. Consultation with ACCHS
5.
Indigenous
study Engagement with Aboriginal controlled health and other services in the community and the
participants
provision of non-Aboriginal drug and alcohol counseling within their activities.

Clifford** (2011)

Yes

3. Aboriginal Health Workers
4. Consultation with ACCHS

Lovett (2014)

Yes

3. Aboriginal Health Workers
4. Consultation with IRG/
Project reference group consisted of Winnunga management, clinicians and allied health staff.
ACCHS
5.
Indigenous
Study Capacity building for Winnunga staff and an Indigenous PhD scholar were integral in maintaining
Participants
momentum for the project.

Whitty** (2015)

Yes

4. Consultation with IRG

Consultation with the multidisciplinary research team, an expert reference group and an
Indigenous reference group.

Yes

4. Consultation with IRG/
ACCHS
5.
Indigenous
study
participants
(Note: all interview participants
were non-Aboriginal)

The research team worked in partnership with AHWs, consulted with a steering group, Indigenous
health care providers from participating services. An Indigenous researcher/project manager,
based at a participating health care service, was involved for part of the project. Indigenous
authorship.

Hunter** (2004)

Not stated

4. Consultation with IRG/
ACCHS
5.
Indigenous
study
participants
Estimated that between a quarter and a third of workshop participants were Indigenous.

Clifford** (2013)

Yes

3. Aboriginal Health Workers
4. Consultation with ACCHS

ACCHS health-care practitioners from 4 centres.

Whitty** (2015)

Yes

4. Consultation with IRG

Consultation with an established Indigenous reference group.

Calabria** (2014)

Two ACCHSs participated, within them: Clinical AHW (n=3) (AHW with a defined clinical role, e.g.
patient triage, basic medical care), and Indigenous D&A Worker (n=4).

Table 2: Ethics approval reported and level of Indigenous involvement in the research. **Author contacted and provided additional details via
email.
Consultation with ACCHSs or an Indigenous reference group (IRG)
was the most common form of involvement, reported in all but one
study (92%) [22]. This indicates that despite the lack of Indigenous
participation at an executive level (i.e. in the supervision and conduct
of the research project itself), at a minimum, the majority of
dissemination studies had input from appropriate Indigenous sources
at project establishment, potentially receiving interim feedback from
such groups over its lifespan. Six studies reported study methods being
designed in direct consultation with representatives from ACCHS or
an established Aboriginal Medical Service committee. Six studies
involved AHW or Indigenous Liaison Officers as research assistants or
participants, and seven (54%) studies either trained or engaged AHW
as part of the research process.
Eight studies (62%) recruited Indigenous participants. In many
cases, it was difficult to determine how representative the study sample
was of the population targeted by the interventions being evaluated.
Where convenience sampling was used in qualitative studies, this is not
so much of an issue because the purpose of these studies is exploratory.
However, for others it can be problematic in that the Indigenous
participants did not necessarily reflect the demographic and diagnostic
profile of the population targeted by the interventions (e.g. people
drinking at harmful levels). No papers reported on the subjective
perspectives of Indigenous people with alcohol misuse problems
concerning the acceptability of potential interventions. Probably
because issues recruiting ‘at-risk’ Indigenous participants are
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challenging and can often lead to inadequate sample sizes. Indigenous
people with alcohol misuse problems are generally considered to be
resistant to services and difficult to engage. Funding and time
constraints can mean consultations with Indigenous clients are deemed
implausible, despite being central to the subject under study.

Methodological quality and assessment
Table 3 summarizes the methodological quality of studies. Nine out
of the 13 studies were methodologically adequate according to MMAT
criteria (>75%), indicating the design and research conduct was
generally appropriate. There were, however, differences in scores
related to specific criterion across studies, including the suitability of
quantitative measures used, and the extent to which the impact of
methodological limitations on study outcomes were considered.
Common strengths of studies were the use of appropriate methods
to collect data and the clear reporting of changes to study methods
and/or protocols. Another common strength was consideration of the
influence of context on findings. Quantitative studies (n=3) were
methodologically stronger than qualitative or mixed method studies,
despite the latter having some strong components. Methodological
weaknesses in either the qualitative or quantitative component was the
primary reason for mixed methods studies being rated
methodologically inadequate.
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Reference/Year

MMAT score

Notes on study limitations using mixed methods appraisal tool (MMAT) criteria

Calibria et al. (2013)

***

• Convenience sampling: primary outcomes of interest were gathered by self-report. Lack of post training
survey.

Clifford et al. (2013)

***

• Potentially inadequate quantitative measures and less than optimal data quality limiting the range of
analyses.

Lovett et al. (2014)

***

• Small sample size and unacceptable response rate (only 59% from initial staff survey).

Brady et al. (2002)

**

• Small sample size. Unclear if qualitative analysing was relevant to address the research question
presented.

Calibria et al. (2014)

****

• No limitations evident.

Clifford et al. (2012)

****

• No limitations evident.

Nichols (2010)

***

• No critical reflection of how findings relate to researchers' influence (perspective, role, participant
interaction)

Allan and Campbell (2011)

*

• Quantitative data are weak. Limited consideration given to appropriateness of data collection methods.
Sampling strategy and measurements not relevant to address research question. Response rate unclear.

Clifford
(2011)

***

• Small sample sizes and largely based on self-reported data. Limited consideration given to researcher
reflexivity.

Conigrave et al. (2012)

*

• Qualitative data methods not well described. No post-session questionnaire carried out on acceptability and
limited integration of data sauces.

Hunter et al. (2004)

***

• Limited consideration given to researcher reflexivity. Response rate unclear in write up or results.

Whitty et al. (2015) AJRH

**

• Limited consideration given to researcher reflexivity. Lack of a pre-workshop assessment to allow pre- post
comparison, and quantitative data collection possibly inappropriate to test outcome measures.

Whitty et al. (2015) ANZJPH

***

• Inter-rater reliability of audit data, not independently validated.

Quantitative studies

Qualitative studies

Mixed methods studies

and

Shakeshaft

Table 3: Methodological quality review of papers. Scores vary from * (25%)-one criterion met, to **** (100%)-all criteria met.
Common limitations of studies included a lack of consideration of
the influence of researchers on the research process; less than optimal
recruitment of study participants; and, poor reporting of recruitment
methods and attrition rates. The key methodological limitations of
studies with a MMAT score <75% (n=6 studies) included less than
optimal sample sizes and response rates, reliance on self-report data,
and poor generalizability of study findings. Notably, three of these six
studies met <50% of applicable MMAT criteria.

Narrative Synthesis
Relationships between studies by dissemination focus
In terms of knowledge translation, ‘dissemination’ is an active
process involving the use of strategies and networks to encourage the
target audience to adopt a new intervention [50]. Well-designed
dissemination studies take into account the type of evidence, end-users
need(s), and the organisational culture and climate of the setting in
which dissemination is taking place [34,51]. The papers included in
this review span the breath of dissemination studies being published
on this specific topic, however, none managed to incorporate all of the
above elements.

J Alcohol Drug Depend, an open access journal
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Acceptability/feasibility
The seven acceptability/feasibility studies were conducted in rural
and/or urban primary care or community based health settings. Four
studies examined the acceptability/feasibility of implementing alcohol
screening and brief intervention (ASBI) [11,21,22,44], and one each
community education [47], residential rehabilitation [48] and an
individual and family focused psychosocial intervention [42]. Studies
examined the acceptability/feasibility of an alcohol intervention from
the perspective/s of Indigenous peoples’ [42,47,48] health care staff
[11,22] or both Indigenous peoples and healthcare staff [21,44]. The
sample size of participant groups ranged from 14 to 116. Three studies
employed qualitative methods only, three mixed methods, and one
quantitative method only. The methodological quality of acceptability/
feasibility studies varied, with those employing mixed methods being
the weakest overall.
Consultation with an established Indigenous reference group and/or
ACCHS and Indigenous study participants were the most common
types of Indigenous involvement in feasibility/acceptability studies.
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Implementation studies
Three studies examined the process of implementing an alcohol
intervention for delivery to Indigenous Australian, including two
implementing ASBI in primary care and one an individual and family
focused psychosocial intervention in an ACCHS. Health care staffs
were the target of implementation strategies, which included training
and/or education to facilitate delivery of a culturally tailored alcohol
intervention. Studies examined the process of implementation using
qualitative [43], quantitative [45] or mixed methods [13]. The
methodological quality of implementation studies was moderate to
strong according to MMAT criteria. Better reporting of researcher
involvement in the implementation processes and the appropriateness
of outcome measures would have improved the overall quality of
implementation studies. Key strengths included data sources and
analyses relevant for addressing the research questions. Small sample
size, low response rates and less than optimal outcome data were the
main limitations of implementation studies employing quantitative
methods.
All three implementation studies reported consulting with an
established Indigenous reference group or ACCHS as part of the
research process. Two studies also included Indigenous participants
and one targeted Aboriginal Health Workers.

Evaluation/up take, and delivery
Three papers evaluated strategies designed to improve the delivery
of best evidence alcohol interventions to Indigenous Australians.
Strategies evaluated included a community reinforcement (and family
training) approach [43], ASBI [10], and Indigenous specific guidelines
for the management of alcohol related problems in primary care [29].
Participants were exclusively health care staff. Quantitative [10] and
mixed methods [14,29] were used to explore the process of tailoring
ASBI for implementation and health care staff perceptions of ASBI
delivery, and assess the impact of strategies on best evidence alcohol
delivery. All evaluation studies employed a pre-post-test research
design. The methodological quality of evaluation studies was
consistently high based on MMAT criteria assessment.
Authors commonly reported the need for flexibility in study
implementation, and an almost ongoing negotiation between
researcher and care practice processes in order to ensure project goals
were achieved within the ‘real-world’ primary care setting. There is,
however, a lack of reporting on the impact of researchers’ influence,
perspectives, and researcher-participant interactions within the three
included evaluation papers. Evaluation studies reported the least
amount of Indigenous participation in the research process.

Discussion
This narrative review examined the characteristics and
methodological quality of studies related to the dissemination of
alcohol interventions and Indigenous Australians. Only 13 peerreviewed studies across a 21-year search period were identified. The
relatively small number of dissemination studies is consistent with that
of previous reviews of dissemination research in the Indigenous health
field [15,33]. This indicates that, as with dissemination research in the
Indigenous health field generally, the development of dissemination
research in the Indigenous alcohol field is progressing slowly. It might
also suggest that the results of dissemination research are not being
consistently published in the peer review literature. There are two likely
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main negative outcomes associated with the lack of published
dissemination research in the alcohol-related Indigenous health field in
Australia: limited evidence available to inform policies and programs
implemented to improve the delivery of alcohol interventions to
Indigenous
Australians;
and
Indigenous
Australians’
disproportionately low levels of access to evidence-based interventions
relative to the alcohol-related burden of harm they experience.
Seven of the 13 dissemination studies focused on the acceptability
or feasibility of alcohol interventions from the perspectives of
Indigenous Australians and healthcare providers. While only three
studies each examined the implementation of alcohol interventions
and evaluated the effectiveness of strategies designed to improve their
uptake and delivery. Although establishing the likely suitability of
alcohol interventions for Indigenous Australians and healthcare
providers involved in their delivery is an important step in their
dissemination, it is also crucial to examine the process of
implementing alcohol interventions for Indigenous Australians in
healthcare settings and evaluate the effectiveness of strategies designed
to improve their uptake and delivery, in order to determine if they can
be reasonably and cost-effectively integrated into health care settings
for routine delivery to Indigenous Australians [4].
Encouragingly, three dissemination studies included in this review
provide some evidence of researchers progressing from exploring the
suitability of alcohol interventions for Indigenous Australians, to
examining their implementation and evaluating strategies to improve
their uptake and delivery. In the evaluation study conducted by
Clifford et al., the selection of strategies for improving the uptake and
delivery of ASBI in Indigenous community controlled health care
services [10] as informed by qualitative research exploring the
acceptability of ASBI to Indigenous patients [21] and barriers to ASBI
delivery for healthcare providers [11]. Similarly, in research
undertaken by Calabria and colleagues, the implementation of a
family-based intervention in a drug and alcohol treatment service for
delivery to Indigenous Australians was informed by the findings of a
survey examining the acceptability of the intervention and its core
components among a sample of Indigenous Australians, [42] and
healthcare providers’ experiences of tailoring and implementing the
intervention for delivery in routine health care [43]. Whitty et al. two
related publications examine the process of implementing ASBI in a
hospital setting [13] and evaluate strategies for improving its routine
delivery by health care providers [14].
Nine out of the thirteen studies targeted the dissemination of
alcohol brief intervention in a range of health care settings delivering
alcohol treatment to Indigenous Australians. Encouragingly, the
finding of these studies suggests that ASBI is acceptable to Indigenous
Australians and feasible for routine delivery in a range of healthcare
settings. Even more encouraging, the findings of those studies (n=3)
targeting improvements in the uptake and delivery of alcohol BI to
Indigenous Australians, provide some evidence on the effectiveness of
evidence-based strategies for achieving this. Specifically, interactive,
supportive and reinforcing dissemination strategies to enhance healthcare providers’ knowledge and skills in ASBI delivery and integrate
ASBI into routine clinical processes and locally available systems offer
considerable promise [14,21,29]. Such Indigenous-specific evidence
related to the dissemination of alcohol ASBI is important given the
high strength of the evidence-base for alcohol ASBI delivered in nonIndigenous clinical settings [52,53], and its relatively low rates of
delivery to Indigenous Australians in primary health care [10]. That
only four studies targeted more intensive alcohol treatment
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interventions offers considerable scope for strengthening future
dissemination research in the Indigenous alcohol field by broadening
the range of evidence-based alcohol interventions targeted for
dissemination.

disagreement over the criteria used to extract data and assess the
methodological quality of studies. The criteria have, however, been
used in previous research reviews [38,55,56].

Almost 70% (9 out of 13) of studies were rated methodologically
adequate according to MMAT criteria. Of four studies rated
inadequate, there were three acceptability/feasibility and one
implementation study/ies. Less than optimal collection of qualitative
data and poor reporting of qualitative results was the primary reasons
acceptability/feasibility studies were rated methodologically
inadequate. Encouragingly, all three evaluation studies were rated
methodologically adequate. No evaluation studies however employed
randomisation or a control group, a finding consistent with a recent
review of drug and alcohol interventions targeting Indigenous
Australian peoples [33]. There was limited standardisation evident in
the included evaluation approaches, but data sets were triangulated
well and qualitative data were often used to strengthen the validity of
conclusions. Appropriate consideration was also given to the
limitations associated with integrating mixed methods, however the
quality of evaluation studies related to the dissemination of alcohol
interventions and Indigenous Australians could be improved through
the implementation of more methodologically sound study designs,
such as for example, the Randomised Controlled Trial (RCT), or
rigorous alternatives such as the Multiple Baseline design (MBD).

Conclusion

The process of implementing methodologically rigorous study
designs is likely to require substantially greater levels of Indigenous
involvement than reported in the three evaluation studies identified in
this review [10,14,29]: No study was Indigenous led or involved
Indigenous researchers and consultation with an Indigenous reference
group was the primary type of Indigenous involvement reported. The
process of implementing methodologically rigorous study designs to
evaluate the dissemination of alcohol interventions is also likely to
require greater involvement from Indigenous researchers and
healthcare workers across all stages of the research process, to enable
Indigenous and non-Indigenous researchers’ methodological skills and
expertise to be combined with Indigenous and non-Indigenous health
professionals’ local knowledge and experience in designing and
implementing services and programs [33].

Limitations
Grey literature publications were not included as they have not been
subject to peer review. As well-designed studies are likely to be
published in peer-reviewed journals, [54] it seems unlikely that
rigorous studies would have been under-represented. The exclusion of
papers using the term ‘substance misuse’ instead of ‘alcohol’ reduced
the pool of potential papers in cross over literature and the variability
of terms used in the field means it is possible that all suitable articles
were not located. The potential for relevant papers being overlooked
was moderated by a comprehensive search strategy and high level of
agreement between blinded authors classifying the studies.
Publications may have been misclassified, although good agreement
(kappa=0.62) between blinded coders suggests not [33]. Another
limitation is that only the first author extracted and synthesised data
from studies. As such cross-checking of data extracted independently
by at least two people was not possible. Data was however extracted
from studies using well established and standardised criteria [55],
thereby standardising data extraction across studies. Close
collaboration throughout the process also mitigated the limitation of a
single reviewer scenario and improved rigour. There may be
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This review contributes to the literature by identifying and
summarising the knowledge gained to date of what alcohol
interventions are considered appropriate and practicable for
Indigenous people. From an academic perspective, this review
comments on the utility of the MMAT tool and extends the application
of narrative synthesis techniques for presenting data extracted from
mixed methods systematic reviews.
In sum, interventions targeted for dissemination are: Indigenous
informed approaches to residential rehabilitation and case
management, community-based alcohol prevention strategies,
outreach, and primary intervention programs. Secondary prevention
activities such as incorporating routine screening and brief
interventions for high-risk alcohol use continue to be a major focus.
This review shows that there remains a lack of reporting on processes
of implementation in the literature and limited well-designed and
executed evaluations of alcohol related interventions for Indigenous
Australians exist. For one, Indigenous involvement in research isn’t
where it should be. While developing systems to facilitate partnership
management in multicentre studies is common, preparing for
Indigenous leadership turnover is still missing.
The difficulty of conducting ‘neat’ and rigorous, prescribed research
in Indigenous communities, and the complexity of health and social
problems relating to alcohol-misuse among Indigenous people, are
directly reflected in the limited number of research publications
available. It can also be viewed as an indication that Australian
government policy continues to fail at instigating developed
frameworks that support and encourage the routine use of systematic
design, reporting and evaluation of implementation strategies for
Indigenous specific alcohol misuse interventions.
A key recommendation to arise from the research literature and
national guidelines is the importance of collaborative and supportive
strategies to optimally disseminate alcohol interventions in Indigenous
settings. Although it is beyond the scope of this review it is relevant to
comment on the extent to which researchers in this field are mindful of
the need (and policy directive) to include a capacity building
component in their research projects, particularly in an attempt to
address the difficulties in implementing alcohol interventions for
Indigenous people. Indigenous involvement in not only the design and
direction of the intervention but also its implementation is an
increasing trend and more recent studies exhibit greater levels of
Indigenous involvement and specific capacity building considerations.
However, the participation of AHW, referred to in the literature as the
cornerstone of interventions to improve Aboriginal health [22],
remains somewhat understated considering their importance. Authors
reported a key factor that may inhibit AHW participation, which also
exemplifies their utility to researchers, is their multiple social and
professional responsibilities.

Recommendations
It is recommended that barriers to effective implementation, as well
as strategies for overcoming such barriers, are identified at the outset,
and documented in funding and ethics applications. This will improve
and inform culturally adapted alcohol interventions and aid in future
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efforts to implement and disseminate them. Robust investigation into
the acceptability of culturally targeted interventions for ‘high-risk’
groups would fill a gap in current knowledge. Given the complexity of
implementing alcohol interventions, particularly among Indigenous
populations, it is crucial that future research addresses the context and
cultural setting in which programs are operating, so that multipart
needs can be effectively met [3,8,24,26,27,57].
The mandated reporting of implementation practices would help
improve a lack of clear, evidence based recommendations in the field.
While systematising implementation practices may not be the correct
way to go because of the need to adapt to different Indigenous health
service settings [4] it is still necessary to provide meaningful feedback
on implementation findings to stakeholders, the wider research
community and Indigenous people them. The utility of embedding
implementation strategies and Indigenous involvement in the design
and execution of programs aimed specifically at reducing alcoholrelated harm among Indigenous populations is obvious and overdue.
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Manual

Produced by the Prevention of Alcohol related Crime and Trauma (PACT) Pathways
to Care Project conducted within the Wellbeing and Preventable Chronic Diseases
Division of Menzies School of Health in collaboration with the Maxillofacial Surgical
Unit at Royal Darwin Hospital.
This manual has been developed by the Menzies Aboriginal and Islander Mental
Health Initiative.
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FOREWORD
This protocol manual is designed to help provide care for people with wellbeing concerns who have
been admitted to hospital with injury.

PURPOSE
This resource will guide hospital staff in:
•

identification of injured patients with substance use problems and/or wellbeing concerns

•

provision of information and brief interventions that can assist patients and minimise the impact of
substance use problems and/or wellbeing concerns on their physical and/or mental health

•

recognition of patients in need of further treatment for substance use problems and/or wellbeing
concerns

•

appropriate referral of patients who wish to stop or reduce their substance use and/or seek external
psychological support

CONTACT INFORMATION
For more information about the project:
w: AIMhi website www.menzies.edu.au/AIMHI
e: info@menzies.edu.au
Or contact
Associate Professor Tricia Nagel, Menzies School of Health Research
p: (08 89228196)
Or contact
The Tobacco Alcohol and Other Drugs Service
e: tads.ths@nt.gov.au

design:
Yvonne Coleman
LayedOut
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INTRODUCTION
Prevention of Alcohol related Crime And Trauma Project

How this manual was developed

Project background:

Evaluation of project activities:

This manual is one of the products of an 18 month
project conducted by the Menzies School of Health
Research in partnership with the Northern Territory
Department of Health and funded by the Australian
Government through the Attorney-General’s
Department under the Proceeds of Crime Act.

Post workshop questionnaires assessed
participant’s knowledge and confidence.
File audits over 6 months at baseline (2010, n=76)
and 9 months (2012, n=77) assessed changes to
service provider practice.

Objective:
To introduce screening and brief interventions for
high risk drinkers admitted to hospital with facial
trauma and evaluate the implementation of a best
practice pathway to care.

Development of a best practice pathway:
A treatment pathway suited to the setting of
the maxillofacial unit was developed through
consultation with staff. It included clear guidelines
for screening, assessment, intervention and referral
and plain English pictorial information about alcoholrelated risks. The brief intervention is based on
resources developed through the Aboriginal and
Islander Mental health initiative (AIMhi) in the NT
(Nagel et al., 2009).

Implementation of best practice pathway:
A series of six one hour training workshops
introduced the new resources to the hospital staff.

6.

Key informant interviews explored experience of the
practice best practice pathway.

Findings
•
•
•
•
•
•
•
•
•

Strong links exist between risky drinking and
assault related injuries
The project increased awareness of and
screening for alcohol and wellbeing concerns
AOD screening rates were 9% at base line and
71.4% at follow up
Wellbeing screening rates were 6.6% at base
line and 15 % at follow up
Staff reported positive responses to the training
and newly developed resources
90% of workshop attendees indicated that the
training would change their practice
Brief interventions within the hospital were still a
challenge – few delivered
There were limited referrals to services inside
and outside of the hospital
Staff reported that sustainability is linked with
ongoing availability of training and resources

BEST PRACTICE PATHWAY
There are four important actions which can uncover wellbeing concerns of people who have been admitted
to hospital with injury.

1.
2.
3.
4.

Screening
Information
Intervention
Referral

Four important actions

Four ways to help uncover wellbeing concerns are: through checking for common problems like alcohol
and other drug use, depression, or post traumatic stress disorder (screening), through giving more
information, through talking about changes a person wants to make (a brief intervention) and through
organising a referral to other services.

1.
2.
3.
4.

Admission
Ward
Discharge
Outpatient review

Four opportunities to act

Four opportunities during the hospital journey for uncovering wellbeing concerns are at admission, during
ward care, at discharge or at outpatient review.

T P ACT C PAT
A

•
•

A ACT

T

All patients screened for AOD and well being concerns
All at risk patients offered information pack

A
At time of admission
Nurse/Doctor/AOD
Worker/Allied health

•
•

All at risk patients offered brief intervention
Intervention includes advice about relevant services

Within 48 hours of
admission Nurse/Doctor/
AOD Worker/Allied health

•
•

All at risk patients offered information pack
Referrals to relevant services completed

At time of discharge
Nurse/Doctor/AOD
Worker/Allied health

•
•

All at risk patients offered brief intervention
Intervention includes advice about relevant services
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P

P

At appointment
Nurse/Doctor/AOD
Worker/Allied health

STEP 1 SCREENING FOR ALCOHOL AND
WELLBEING
The first step toward uncovering wellbeing concerns and offering help is to have a conversation. Gaining
trust is an important way of learning more about people.

TIPS

for good engagement – especially with Indigenous people:
•
•
•
•
•
•
•
•

Talk about yourself, what you do and where you are from
Link yourself with the client through place, relationship, activities, hobbies, preferences
Give choices about where you will talk, avoid face to face
Use plain English, pictorial tools, local language, slow clear speech
Talk about how family can link with our wellbeing
Avoid direct questions
Explore detail using ‘tell me about it’ or other open questions
Explore strengths and worries using a metaphor to discuss wellbeing and what we can do to
maintain wellbeing

OR
A
A
A

The RDH admission assessment
form
T C Alcohol use Disorder Identification
Tool (Appendix 1)
Severity of Dependence Scale
(Appendix 2)

•
•
•

It looks like drinking or other substance use
might be causing you problems is that right?
Do you worry about your use of alcohol
(other substance)?
Have you ever thought about cutting down
or stopping?

Checking for mental health concerns

OR
P

Screen for emotional distress
(Appendix 3)
Patient Health Questionnaire
(Appendix 4)
Trauma Screening
Questionnaire
(Appendix 5)

P

T
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Step 1:

A
•
•

Sounds like worries or stress might
be getting you down and causing your
problems – is that right?
Is that something you would like help
with?

INFORMATION

STEP 2

It can be helpful to share information about risks linked with drinking such as:

Safe drinking:
Safe drinking is no more than 2 standard drinks
per day or 4 standard drinks in one session (a full
strength can of beer is 1.3 standard drinks)

General problems with drinking are:
•
•
•
•
•
•

Trouble concentrating/feeling on edge
Missing work because of hangovers
Problems with your relationships
Disturbing thoughts and paranoia
Aggression and violence
Increased risk of having an accident/causing
injury

Other health concerns are:
•
•
•
•
•
•
•

Brain damage
Chest infection
Liver troubles
Poor control of diabetes
Heart troubles
Stomach troubles
Pancreatitis

Mental illnesses linked with drinking are:
•
•
•
•

Depression
Anxiety
Post traumatic stress disorder
Self harm and suicide

Different types of treatment available are:
•
•
•
•
•

Counselling
Alcoholics Anonymous (12 step programs)
Medicated withdrawal
Community based rehabilitation
Pharmacotherapies

9.

Step 2:

TIP
Any time you are alone with a patient might
offer an opportunity for an intervention such
as:
• Changing a dressing
• Changing IV fluids
• Filling out routine paperwork

STEP 3

INTERVENTION

If you think that a person is ready to consider making changes you can talk to them about what they might
do.

Use a resource such as
• Yarning about Alcohol
• Brief Yarning about Wellbeing pamphlet
• AIMhi stay strong plan
(click on links above to open)

TIP
A
•

Promoting motivation
•

•

•

Explore current worries: use a metaphor to
explain how worries link with our wellbeing and
confirm that although substance use can appear
to help it becomes a part of the problem not the
solution
Build confidence in goal setting through review
of the person’s own changes from the past,
(or use other resources to prompt ideas and
confidence)
Review family strengths and worries and
reasons for change

•

It looks like alcohol (other substance)
might be causing you problems. Thinking
about your strengths and worries and how
your substance use impacts on these,
is there something you want to do about
your substance abuse?
What would be the most important thing to
change first?

Goal setting
•
•

Aim to choose a goal for change they can work
on right now.
Sample questions:
• Thinking about your strengths and worries
and how your substance use impacts
on these, is there something you want to do
about your substance use?
• What would be the most important thing to
change first?
• What is the very first thing that needs to be
done to make that change?
• How might you go about it? When? Who
might help?
• Now that you've got some plans for change
who would you like to see to follow up with
those plans and let’s put in an appointment
time before you go (GP/AOD service/myself)

10.

Step 3:

TIP
•
•
•
•

Aim to set the simplest goal possible
Allow the person to choose their own
goals and steps to change
Help the person to choose practical goals
and steps that use resources and support
that they already have.
Have reasonable time frames that do not
expect too much too soon

STEP 4

REFERRAL

There are a range of services in the hospital and outside of hospital that may meet the needs of these
clients such as:

•
•
•
•
•

AOD services in the hospital (TADS –
89228399, tads.ths@nt.gov.au)
General Practitioner or local health centre
Youth – Headspace 89315999
Mental health Crisis Assessment 1800 682 288
Domestic Violence Worker
Aboriginal Liaison Officer

Treatment services available (see services
pamphlet)
•
•
•
•
•
•
•
•
•
•
•

TIP
•
•
•

Make the appointment with the client
before they leave
Allow the person to choose when and
where they will have follow up
Remember your priority may not be theirs

Aboriginal and Torres Strait Islander Social and
Emotional Well Being
Community living support
Psychological Support Services
Crisis contacts/telephone help lines
Drug and Alcohol, Family or Mental Illness
Support Groups
Withdrawal services
Sobering up Shelters
Residential rehabilitation
Trauma treatment and counselling
Young People’s Social and Emotional Well
Being

See services pamphlet
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Yarning about

Services

•

A guide to services for people seeking help with

alcohol and wellbeing concerns

Click here to download
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Step 4:

RESOURCES
APP

A

Never (0)

1 or 2

Never (0)

T C

Monthly (1)

Weekly (2)

3 or 4

5 or 6

Monthly (1)

Weekly (2)

A

T

Some days each
week (3)

7-9

Some days each
week (3)

Most days each
week (4)

More than 10

Most days each
week (4)

C

In
a score of 4 or more (and women a score of 3 or more) indicates hazardous
drinking
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Resources: A

APP

T

T

P

C

CA

A screen for identifying individuals with symptoms of substance use dependence

During the past year...
1. Did you think your use of (substance) was out of control?
never/almost never (0)

sometimes (1)

often (2)

always/nearly always (3)

2. Did the prospect of missing a dose of (substance) make you anxious or worried?
never/almost never (0)

sometimes (1)

often (2)

always/nearly always (3)

often (2)

always/nearly always (3)

often (2)

always/nearly always (3)

3. Did you worry about your use of (substance)?
never/almost never (0)

sometimes (1)

4. Did you wish you could stop the use of (substance)?
never/almost never (0)

sometimes (1)

5. How difficult did you find it to stop, or go without (substance)?
not difficult (0)

quite difficult (1)

very difficult (2)

impossible (3)

The cut-off point varies between 2 and 4 across different studies
From: Gossop M, Darke S, Griffith P, Hando J, Powis B, Hall W, Strang J in Addiction 1995,
90(5), 607 – 614.
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Resources: A

T

APP

T

C

T

Source: Kessler R. Professor of Health Care
Policy, Harvard Medical School, Boston, USA.

A

T

How to administer the questionnaire
As a general rule, patients who rate most commonly
“Some of the time” or “All of the time” categories are
in need of a more detailed assessment. Referral
information should be provided to these
individuals. Patients who rate most commonly “A
little of the time” or “None of the time” may also
benefit from early intervention and promotional
information to assist raising awareness of the
conditions of depression and anxiety as well as
strategies to prevent future mental
health issues.

This is a 10-item questionnaire intended to yield
a global measure of distress based on questions
about anxiety and depressive symptoms
that a person has experienced in the most recent 4
week period.

Why use the K10
The use of a consumer self-report measure is a
desirable method of assessment because it is a
genuine attempt on the part of the clinician
to collect information on the patient’s current
condition and to establish a productive dialogue.
When completing the K10 the consumer should be
provided with privacy.

(Information sourced from the NSW Mental Health
Outcomes and Assessment Training (MH-OAT)
Facilitator’s Manual, NSW Health Department 2001)

(Information sourced from the NSW Mental Health
Outcomes and Assessment Training (MH-OAT)
Facilitator’s Manual, NSW Health Department 2001)

K10 Test
The following questions concern how you have been feeling over the past 30 days. Tick a box below each
question that best represents how you have been.

1. None of the time

2. A little of the time

3. Some of the time

4. Most of the time

5. All of the time

1. None of the time

2. A little of the time

3. Some of the time

4. Most of the time

5. All of the time

1. None of the time

2. A little of the time

3. Some of the time

4. Most of the time

5. All of the time
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Resources: A

T

APP

T

1. None of the time

2. A little of the time

3. Some of the time

4. Most of the time

5. All of the time

1. None of the time

2. A little of the time

3. Some of the time

4. Most of the time

5. All of the time

1. None of the time

2. A little of the time

3. Some of the time

4. Most of the time

5. All of the time

1. None of the time

2. A little of the time

3. Some of the time

4. Most of the time

5. All of the time

1. None of the time

2. A little of the time

3. Some of the time

4. Most of the time

5. All of the time

1. None of the time

2. A little of the time

3. Some of the time

4. Most of the time

5. All of the time

1. None of the time

2. A little of the time

3. Some of the time

4. Most of the time

5. All of the time
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Resources: A

T

APP

T

C
FOR DOCTOR'S EYES ONLY
This is a questionnaire for patients to complete. It is a measure of psychological distress. The numbers
attached to the patients 10 responses are added up and the total score is the score on the Kessler
Psychological Distress Scale (K10). Scores will range from 10 to 50. People seen in primary care who
* score under 20 are likely to be well
* score 20-24 are likely to have a mild mental disorder
* score 25-29 are likely to have moderate mental disorder
* score 30 and over are likely to have a severe mental disorder
13% of the adult population will score 20 and over and about 1 in 4 patients seen in primary care will score
20 and over. This is a screening instrument and practitioners should make a clinical judgement as to whether
a person needs treatment. Scores usually decline with effective treatment. Patients whose scores remain
above 24 after treatment should be reviewed and specialist referral considered.
REFERENCES:
Kessler, R.C., Andrews, G., Colpe, .et al (2002) Short screening scales to monitor population prevalences
and trends in non-specific psychological distress. P
, 32, 959-956.
Andrews, G., Slade, T (2001). Interpreting scores on the Kessler Psychological Distress Scale (k10).
A
P
, 25, 494-497.
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Resources: A

T

APP

P
PAT

T

PAT

T

A T
P

A T
T

T

A

A

(Use “✔” to indicate your answer)

P

Little interest or pleasure in doing things

0

1

2

3

Feeling down, depressed, or hopeless

0

1

2

3

Trouble falling or staying asleep, or sleeping too much

0

1

2

3

C

none
Feeling tired or having little energy

0

1

2

3

Poor appetite or overeating

0

1

2

3

Feeling bad about yourself — or that you are a failure or
have let yourself or your family down

0

1

2

3

Trouble concentrating on things, such as reading the
newspaper or watching television

0

1

2

3

Moving or speaking so slowly that other people could have
noticed? Or the opposite — being so fidgety or restless
that you have been moving around a lot more than usual

0

1

2

3

Thoughts that you would be better off dead or of hurting
yourself in some way

0

1

2

3

C C

mild
Depression
moderate
depression
moderately
severe
depression
severe
depression

0

______

______
T

______
______

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from Pfizer Inc. No permission
required to reproduce, translate, display or distribute.
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Resources: A

APP

T A

A C
T A

A C

T
–

A
T A
AT

T

A

A
AT

AT C

T
T

T CT
: Please consider the following reactions that sometimes occur after a traumatic
event. This questionnaire is concerned with your personal reactions to the traumatic event. Please
indicate whether or not you have experienced any of the following AT LEAST TWICE IN THE PAST
WEEK:
T
1. Upsetting thoughts or memories about the event
that have come into your mind against your will.
2. Upsetting dreams about the event.
3. Acting or feeling as though the event were
happening again.
4. Feeling upset by reminders of the event.
5. Bodily reactions (such as fast heartbeat,
stomach churning, sweatiness, dizziness) when
reminded of the event.
6. Difficulty falling or staying asleep.
7. Irritability or outbursts of anger.
8. Difficulty concentrating.
9. Heightened awareness of potential dangers to
yourself and others.
10. Being jumpy or being startled at something
unexpected.
Brewin et al. (2002) considered the screen "positive" when at least 6 items were endorsed. The authors
recommended that screening be conducted 3-4 weeks post-trauma to allow for normal recovery processes
to take place. Those screening positive should then be assessed with a structured interview for PTSD.

From Brewin, C. R. et.al. (2002). Brief screening instrument for post traumatic stress
disorder. British Journal of Psychiatry, 181, 158 – 162.
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Resources: A

...... Monthly

....... Weekly

...... Some days each week

...... Most days each week
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more than

Score more than

:

Resources: A

STRONG

NG

S N

1 points
males

1 2 points
females

points
males

points
females

points

«
«
«
«
«
«
«
«
«
«

I now know that I
WANT TO CHANGE.

Role Model for kids

Connect with culture

etter relationships

xercise, sport, get fit

Work opportunities

amily Harmony

Reasons to change

amily and riends

My family drink more when I drink
Causes family to worry
More anger and ghting
No one looking after kids
No money for food
nsafe se
Causes sadness
amily humbug
Damages body and brain
Can t live without it

« Hangovers

Common problems with drinking

Too much alcohol
causes trouble

ow isk

Medium isk

High isk

Severe isk

12
points

dance

other

?

hunting

teach kids

work

EUROA

support

know about
illness

Who to see

Step 2:

Step 1:

Goal:

Step 2:

What else could you do to make that change?

Step 1:

What would be your first step for making that change?

Goal:

to see how your plan is going.

Check with

What will they do to help?

Who will help?

Helping you change

What do you need
to do to take your
first steps?

Make healthy choices, keep busy, spend time with family,
play sport, get involved in cultural activities, go hunting, talk
to someone you respect andtrust, drink more slowly and
drink more water.

Tips for making change

Doing more of what keeps us
strong helps us make change

What keeps us STRONG?

What is the most important thing for you to work on changing right now?

think positive

family

music

MENTAL and
EMOTIONAL

FAMILY, SOCIAL
and WORK

What keeps us STRONG?

exercise

good tucker

medication

health centre

SPIRITUAL and
CULTURAL

Plan for change

go to country

art and
craft

spiritual belief

This pamphlet has been developed in collaboration with the Menzies Aboriginal and Islander
Mental Health Initiative, Images supplied by ICT Team NT Department of Health.

trust:............................... and..................................... to give advice about my treatment.

YOU

Who are the family and friends that help to keep you strong?

keeps us ST

TOG THG R W C N ST

If you said S to any of these,
you may have a drinking problem

o you wish you could stop?

o you feel stressed out without alcohol?

oes your family worry about your drinking?

re you worried about your drinking?

o you think you drink too much alcohol?

o you think you have a problem?

s it a problem?

:

PHYSICAL

A

WH

T TA SC

.... Most days each week

in total

...Some days a week

SC

The Health isks

A

dd the number for each uestion to get your total score 12

High risk

... ess than monthly

...Monthly

..........................

Never

.................... or

or more standard drinks on one occassion

......... or

How often do you have

or

How many alcoholic drinks do you typically have when you are drinking

Never

How often do you have a drink containing alcohol

Thinking about drinking alcohol
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Name:

Name: ...............................................................................................................................................................................................................................

Health Centre: ......................................................................................................................................................................................................

Contact Person: .................................................................................................................................................................................................

Contact Number: ..............................................................................................................................................................................................

Next Visit: ............................................................................................................... Time: ................................................................................

www.healthynt.nt.gov.au
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4. Referral

Wellbeing

• Sounds like worries and stress might be getting
you down and causing you problems- is that right?

Brief Yarning about
Staying Well

A
P: (08) 8922 8399 F: (08) 8922 8403
E: tads@nt.gov.au

4 Steps

P: (08) 8922 8888 (via switch)

• Is that something you would like help with?
• What would be good reasons for getting help?
• If you were going to make any changes what would
be the first thing you would do?

P: (08) 8924 8344

you can take for help with alcohol and
other drug worries

A
P: (08) 8922 8888 (via switch)

• So thinking about the first thing you would do ....

T

How would you go about that? What would you
do? Who could help? When would you do it?

What?_________________
Who?__________________
When? _________________

or ore infor ation see these pa phlets or visit
www.mhfa.com.au/cms/ or www.menzies.edu.au/AIMHI

Services

Yarning about

Who?__________________
When?_________________
Where? ________________

ere are so e services that can be useful
for people that are seeking help with
alcohol and wellbeing concerns

1. Wellbeing

2. Information

igh isk rinking

• It looks like drinking (or other substance

use) might be causing you problems - is that right?

• Are you worried about it?
• Have you ever thought about drinking/using less?
• What would be a good reason for drinking/using less?

eason ____________________

easons other people
ha e gi en are
less family worry
better health
fewer hangovers
better concentration
less anger and fighting
more money for food
kids better looked after
and feel happier

21.

is more than four standard drinks on one
occasion and/or drinking most days each week
T

Tips for hange

Spend a few moments with hospital
staff planning for a change - to help
you get started.
Take the opportunity to be linked
with hospital or outside services for
help with staying well.

This pamphlet is for
you to keep

Brief Yarning about
3. Motivation

• If you were going to make any changes/drink less
what would be the first thing you would do?

• So thinking about the first thing you would do ....
How would you go about that? What would you do?
Who could help? When would you do it?

What?_____________________
Who?______________________
When? _____________________
Now that you have a plan for change who would you like
to see for a follow up appointment (GP/AOD service/
other)?

Who?______________________
When here? _________________

that others ha e talke about are
•
•
•
•
•
•

Resources: A

delay/start later in the day
avoid triggers such as people and places and 'gear'
do other things/hang out with other people
get help from friends and family
do other things: sport, exercise, going out bush
hang out with other people, go different places

afe drinking

•
•
•
•
•
•
•
•

Say yes to information about
alcohol and other drug health risks
so you can know the facts.

AIMhi NT

Now that you have a plan for change who would you like
to see to follow up with those plans and lets put in an
appointment time before you go (GP/AOD service/other)

Brief Yarning about

Getting help for alcohol
and other drug worries
while you are in hospital
makes good sense

Share your alcohol or other drug
worries with doctors or nurses while
you are in hospital.

re

is e c

re

is

a full strength
beer has the
al ohol ontent
of one an a half
stan ar rinks
e sessi
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STAY STRONG PLAN

DATE......./......../........

Name ..................................................................................

STEP 1

Client No...................

a il and riends

YOU

I trust

and

STEP 2

to give advice about my treatment.

hat ee s us strong
FAMILY AND SOCIAL
AND WORK

PHYSICAL

MENTAL AND
EMOTIONAL

SPIRITUAL AND
CULTURAL

Spiri
tual Belief

Ar t and Craft

Health entre
C

Medication

Go to Countr y

Exercise
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Resources: A

GROW
STRONG
TREE

Support

Music

Other

Good Tucker

Dance

Kno
w About Illness

Work

Teach Kids

Family

Hunting

Think sitive
Po
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Yarning
about

Sadness

what causes depression or sadness?
We all have things that take our strength away. Worries
from now and worries from the past. Too many worries
and troubles can take balance away. When we are out of
balance we can get depression or sadness.
Aboriginal and Torres Strait Islander people can feel
out of balance as modern life takes them away from
what makes them strong:
• Country
• Family
• Culture
• Language
These things can cause depression and sadness:
• Poor physical health
• Loss or bereavement
• Stress
• Too much alcohol or gunja or other drugs
• Family history of mental illness
• Stopping usual treatment for mental illness

getting out of balance
People with depression or sadness can think
differently, feel differently and behave differently.
Sad thoughts might be:
• I can’t do anything right
• It’s all my fault
• No-one cares
• Things will never be better.
Sad feelings might be:
• Feeling nervous and worrying all the time
• Feeling guilty and worthless
• Crying and feeling sad

There are four things to do to treat depression
and to get back in balance again:
• Talk to someone - family or friends
• Do more things that keep you strong
• Do less of the things that take your
strength away… and if that’s not working
• Try talking with a health professional

When we have too many worries we may get out of balance:
• Can’t sleep
• Change of appetite (eat more or less than usual)
• Lose interest (nothing is fun)
• Cry for no reason
• Sit down alone
• Negative thoughts and feelings
If we don’t talk to someone it can lead to other problems:
• Violence
• Self harm
• Trouble parenting
• Family worry
• Substance misuse

Growing strong again
There can be many treatments to help people to
grow their spirit back to strength
• Education can help change how a person
feels and help them make good choices
that make their spirit stronger.
• Medications can help improve the
symptoms of depression and sadness
so people can focus on growing stronger
• Knowing early warning signs of stress can
help us be prepared

Where to get help or information
Talk to someone you trust, friend, family member, senior elder,

worries which can take away our strength

traditional healer or visit your local Aboriginal and/or Torres Strait
Islander Health Service or local health centre
Lifeline 131114 or www.lifeline.org.au

Family and Social
and work

Physical

Beyondblue 1300224636 or www.beyondblue.org.au
Tamarind Centre NT 89224988

Mental and
Emotional

Spiritual
cultural

Top End Mental Health Services 08 8999 4988

and

www.menzies.edu.au/AIMHI

depression or sadness
Our people have strong culture. We are artists and storytellers, we are
sporting legends and skilled hunters, we are musicians and dancers
and uncles and aunties and grandmothers and grandfathers.
Most of all we are teachers, and we are teaching our children to find
their way in a modern world. Our kids need a guide to find their way in
the modern world … they need to take our culture with them… to bring
both worlds into one.
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Resources: A

Anxious

Work Worry

No
f
t Caring for Sel

Phy
sical Illness

Too
Much Energy

Gambling

Mi
s
xed up Thought

Gunja, Grog

Violent

ion
king Medicat

Sad

Self-Harm

Fami
ly Worry

Hea
ring Voices

En Don’t Know ss
ough
e
About Illn

We often cover up how we are feeling and sometimes it’s hard for others to know there is anything wrong

MENTAL AND
EMOTIONAL

L

SPI

Alone

Side Effects

Mem
ory Worry

FAMILY AND SOCIAL
AND WORK

PHYSICAL

SPIRITUAL
AND CULTURAL

Sleep Worry

No
Good Tucker

What is mental health?
Mental health and wellbeing is like a tree with four branches which
needs to be looked after. When the tree is well balanced a person’s
mental health is strong. What’s around us, what we do, what we think
and what we feel helps to keep us strong.

Cult
ure Worry

Not
Exercising

Not Hunting

T

USEFUL LINKS

Standard Drinks Guide
w: http://www.health.gov.au/internet/alcohol/publishing.nsf/Content/drinksguide-cnt

Stay Strong Plan And Other Resources
w: www.menzies.edu.au/AIMHI

Information About Alcohol-Related Health Issues
w: http://www.alcohol.gov.au/
Drug And Alcohol Clinical Advisory Service (DACAS)
w: http://www.dacas.org.au
t: 1800 111 092

Alcohol And Drug Information Service (ADIS)
24/7 Counselling and Referral service
w: http://www.yourroom.com.au
t: 1800 131 350

Top End Mental Health Services
w: http://www.teamhealth.asn.au
t: (08) 8999 4988

For bulk billing options see:
Darwin Directory Of Psychological Services
w: http://www.gpnnt.org.au/client_images/341052.pdf

Remote Central Australian Health Services Directory (GPNNT)
w: http://www.gpnnt.org.au/client_images/330069.pdf
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Useful Links

Monitor outcomes via
alcohol-related harm
indicators

Evaluation Steering
Committee

Funds

Identify barriers and
enablers to
implementation

Objectives

Menzies Evaluation
Team

KRAG

Inputs

Monitor
outcomes

Monitor
implementation

Activities

Establish monitoring
database

NT Dept. Health stats
(Tables.4&5)

NT Police PROMIS
(Table.6)

Incidents of alcoholrelated assault,
apprehensions etc.

NT Alcohol Data Unit
(Table.3)

Regular reports
to KRAG filed

Regular report to
KRAG (table.1)

Community support
survey (?)

Data Collection Points

Alcohol-related ED
presentations &
separations

Trends in
alcohol sales

# of referrals,
assessments, client
engagement, etc.

Healing Pathways
(CMS) evaluation?

Set up regular data
collection procedures

KAMP components
checked against
current progress

Key stakeholder
interviews

Outcome Indicators

Program Logic Model - Evaluation Framework for the revised Katherine Alcohol Management Plan

If necessary
modify revised AMP

Menzies Report

KAMP self-monitoring
and evaluating
system in place

Goals

Endorsed by KRAG 9 May 2013

2013 - 2016

Alcohol
Management Plan

Katherine

Front cover photos, L – R:
Southern Rockhole, Nitmiluk Gorge (© Maria & Garry Enright)
Knott’s Crossing, Katherine River (© Maria & Garry Enright
Sabu Sing and horse, Katherine
Cutta Cutta Caves, Katherine
Low Level Reserve, Katherine

Endorsed by KRAG 9 May 2013

The Territory’s average consumption is 14 litres of pure alcohol per person, per year. This is the highest
state/territory consumption in Australia. Katherine’s consumption is even higher than the NT average – 21.1 litres of
pure alcohol per person per year. This is especially shocking when you take into account that approximately 50% of
the population (Indigenous and non-Indigenous) don’t drink at all and many of those who do drink, drink responsibly.

1

Katherine has been a ‘dry’ town since 2007, meaning that the consumption of alcohol in public areas within the town’s
boundaries is banned. In September 2011 the CBD was declared a Designated Area under the Liquor Act (NT),
meaning that the Police have extended powers to target alcohol-related violence and anti-social behaviour in that
area. All Aboriginal Living Areas (previously known as ‘town camps’) within the Katherine municipal area are alcohol
protected areas under the Stronger Futures NT Act (Commonwealth), meaning that it is illegal to bring, control,
possess, supply or consume alcohol in these areas. In spite of all these measures, Katherine still seems to be awash
with alcohol, as the following figures show:

The issue of alcohol misuse and all the problems it contributes to has been tackled by many individuals and
organisations in Katherine over the years. Solutions have been explored at both the individual and the community
level. Abstinence, responsible drinking, supply plans, legislation, bans, rehabilitation, Liquor Accords, Dry Zones,
punishment, treatment – everyone has different ideas on how to approach the problems related to alcohol. In 2007
the Katherine Region Harmony Group developed the first Katherine Alcohol Management Plan. An Alcohol
Reference Group was appointed by the then NTG to implement that plan. It had mixed success in doing so, with
several measures not, or only partially, implemented. This was documented in a Menzies School of Health Research
evaluation completed in late 2010. The results were presented at a public meeting in Katherine and the decision was
made to set up a new group to review and update the ‘old’ AMP. This group became KRAG – Katherine Region
Action Group. This AMP, and its accompanying Implementation Plan, is the result of almost two year’s work.

Introduction

Endorsed by KRAG 9 May 2013

Based on the price of beer bought in a 30 pack on special for $50, Katherine’s population over the age of 15
years spends $62,800 on grog every day. However, the real cost of this excessive drinking is in the lives
ruined through sickness and accidents and in the families broken by violence and fear and in our wonderful
community being less than it might be.

You would need 74 triple trailer road trains to carry that amount of grog to Katherine each year – that’s more
than 1 road train per week full of ‘heavy’ beer driving into town.

2

Katherine region communities drink the equivalent of 13.5 pallets of ‘heavy’ (full strength) beer each day. This
is the same as 13,500 litres or 67.5 x 44 gallon drums of ‘heavy’ beer a day. Drinking this much every day for a
year would be enough to fill the Katherine Town Pool 3.7 times.

If all the grog sold in Katherine in was converted into full strength beer cans and these were laid down on the
ground, end to end, the cans drunk in one week could reach Nitmiluk (Katherine Gorge - approximately 30 km)
or the cans drunk in 67 days could reach Darwin ( approximately 315 km).

Binjari Health Service staff worked out the following information to help people get a real feeling for the amount of
alcohol that is being consumed in Katherine. These figures are worked out based on the part of Katherine town’s
population that is over the age of 15:

Endorsed by KRAG 9 May 2013

Katherine has a reasonable range of services for a community of its size, however, its distance from Darwin, the
nearest large town and the capital of the NT, results in higher expectations for Katherine than would be experienced
by a similar sized regional community in most southern states. Katherine has an excellent, 60 bed hospital. There
are two GP clinics in town, three Aboriginal Community Controlled Health Services (two of which deliver health
services to the region, not the town), a residential rehabilitation facility (40 beds) and a transitional after care
unit (20 beds). Katherine has a Women’s Safe House (25 beds operating 24 hrs a day) and a Sobering Up Shelter
3

Katherine town is set on the Katherine River, approximately 314 km south-east of Darwin. It sits at the cross roads of
the Stuart and Victoria Highways, connecting the south, west and north of Australia. A significant number of people
from the Kimberley in Western Australia access services from Katherine town. Approximately 250,000 tourists pass
through the town every year, mostly during the Dry Season months of April – September. RAAF Base Tindal is
located approximately 16 km south of Katherine and is the focus for military exercises which occasionally bring large
numbers of Australian and international serving members into the area for varying periods of time.

Katherine town is the service hub for an NT region of approximately 336,000 sq kilometres. The Katherine region
stretches from the Western Australia to the Queensland borders and covers a range of different land forms including
semi-arid, grasslands, river plains, mangroves, coastal areas and islands. The geography, history and Indigenous
cultures of the region support the main economic bases of pastoralism, horticulture, tourism and mining. Katherine
town provides services to the residents of many smaller towns, Indigenous communities, Indigenous homelands,
pastoral properties, mines and roadhouses throughout the region. Katherine’s resident population of 9,187 (ABS
2011 census) makes it the fourth largest town in the NT. The surrounding region has another approximately 8,700
people. Approximately 52% of the combined town and regional population identifies as Indigenous Australian.
Cultural commitments and the need to access services that are not available in remote communities result in many
people moving around the region. A large number of regional people, both Indigenous and non-Indigenous, visit
Katherine town many times in the year to shop, access services, attend meetings and community events. A smaller
group of visitors from the region come into Katherine to access alcohol and some of these drink to excess, cause
trouble for themselves and others and show disrespect for the Katherine Traditional Owners’ Social Protocols.

Context

Endorsed by KRAG 9 May 2013

We have come a long way and explored many possibilities for reducing alcohol-related harm in our community. We
would like to have discovered some new and quick solution to some of these problems but there is no such quick fix.
All levels of government and the people in our community must work together to improve our future. This new,
improved Alcohol Management Plan is our first step towards the new partnership. However, the AMP on its own is
not enough – we will need significant support and collaboration between the people, government, private and public
sectors to get this plan off the paper and onto the streets of our community. Only then can we hope for some real
improvements that will help us build our community into the best that it can become.

4

(18 beds operating 1600 – 0800 hrs, Monday – Saturday). Several Non-Government Organisations provide a range
of different services dealing with alcohol-related issues. The lack of appropriate short-term accommodation for
visitors to town is an acute problem that results in many people living rough and being exposed to harm. Lack of long
term follow up and support services for those who have been through alcohol rehabilitation and who then return to the
same set of circumstances that encouraged them to drink to excess is a major issue. The need for significant
resources and practical long term initiatives to support the aims of the Katherine Alcohol Management Plan remains
constant, regardless of high level changes in the direction of alcohol policy.

Endorsed by KRAG 9 May 2013

4. To effectively implement, monitor and evaluate the Katherine Alcohol Management Plan

3. To encourage the growth of a responsible drinking culture in Katherine

2. To reduce the impact of alcohol misuse in Katherine

1. To create and maintain an effective, accessible and well-resourced alcohol treatment pathway

Summary of Objectives

The Katherine AMP covers all the area within the Katherine town council boundaries. In some parts of the AMP regional communities
are mentioned. The Katherine AMP intends to support and work in partnership with people in remote communities who are tackling
alcohol related harm, not to take over alcohol management planning for them.

Geographical area covered by this AMP

2013 – 2016

Time frame

A reduced level of alcohol related harm for both individuals and the Katherine community.

Mission of the AMP

A community where people respect each other, their environment and their diverse cultural heritage whilst promoting equal
opportunity for a good quality of life for all.

The Katherine Alcohol Management Plan is designed to contribute towards achieving this vision:

Vision

Katherine Alcohol Management Plan
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An Implementation Plan has been developed to support the KAMP. The Implementation Plan will be monitored on an ongoing basis and
reviewed and updated annually. KRAG will seek resources to support a formal evaluation of the KAMP.

The KAMP is managed by the Katherine Region Action Group. This group was formed in 2011 to revise and update the 2007 Katherine
Alcohol Management Plan. KRAG consists of representatives from some of the major NGOs and government departments in Katherine
plus the Mayor of Katherine.

Governance

4. The KAMP achieves its objectives and mission.

3. Most people drinking in Katherine drink at a responsible level most of the time.

2b. Police and health statistics show reductions in key areas of alcohol-related harm.

2a. The public places of Katherine are safer and more pleasant for all residents and visitors.

1. All who need it have access to appropriate alcohol treatment services.

Achieving the four objectives of this plan should result in the outcomes listed below (the number in front of each outcome indicates which
objective it is linked to). Delivering these outcomes will accomplish the mission of this AMP and set us on the path towards our vision for
Katherine:

Outcomes

The initiatives that are planned to achieve each of these objectives are listed on pages 9 - 12. Planning details that may change over
time, such as responsibilities and target dates, are recorded separately in the AMP Implementation Plan.

Endorsed by KRAG 9 May 2013

1.2 Improve access to and communication between alcohol treatment services.

1.1 Capture more funding and resources for alcohol treatment and rehabilitation services for Katherine town
and Katherine region.

Initiatives supporting Objective 1:

Objective 1: To create and maintain an effective, accessible and
well-resourced alcohol treatment pathway
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2.6 Reduce litter around Katherine town.

2.5 Work towards consistent liquor supply plans across Katherine region.

2.4 Develop more safe short-term accommodation for Katherine region people visiting Katherine town.

2.3 Work together with other communities in the region to reduce alcohol-related harm in town and in the bush.

2.2 Implement and strengthen Katherine Liquor Accord.

2.1 Effective coordination between patrol services in Katherine.

Initiatives supporting Objective 2:

Objective 2: To reduce the impact of alcohol misuse in Katherine
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3.2 Actively promote employment for young people, especially young Indigenous people, in Katherine.

3.1 Encourage the growth of knowledge about and commitment to responsible drinking.

Initiatives supporting Objective 3:

Objective 3: To encourage the growth of a responsible drinking culture in
Katherine
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4.3 Evaluate the outcomes achieved by the revised Katherine Alcohol Management Plan.

4.2 Monitor the progress of the revised Katherine Alcohol Management Plan.

4.1 Effectively implement the revised Katherine Alcohol Management Plan.

Initiatives supporting Objective 4:

Objective 4: To effectively implement, monitor and evaluate the Katherine
Alcohol Management Plan
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The following photographs are included to provide visual context for the two case studies.
1.
2.
3.
4.
5.

The Prevention of Alcohol-related Crime and Trauma (PACT) Research Team1
The Royal Darwin Hospital main entrance, Darwin NT
PACT training workshop with Tricia Nagel presenting
Evaluation of the Katherine Alcohol Management Plan (KAMP)
Katherine Council Chambers, Katherine NT

Megan Whitty, Luke Mayo, Valerie Thompson, Caroline Griffin, Tricia Nagel
Menzies School of Health Research, RDH campus, Tiwi, Darwin, NT (2012)

1

PACT was an extension of a larger randomised controlled trial called the Screening and Treatment for Alcohol
Related Trauma (START) study. The START research team included two Indigenous Project Officers and a senior
Indigenous Research Officer (see Appendix L). There was some overlap in terms of stakeholder engagement
and combined PACT/START activities however PACT did not have the budget to employ additional staff beyond
the Chief Investigator, a project manager and one research officer, all of whom were non-Indigenous.

Royal Darwin Hospital, Rocklands Drive, Tiwi, Darwin, Northern Territory, Australia

Rapid Admissions Planning Unit (RAPU) training room, Royal Darwin Hospital (2012)

Katherine Region Action Group (KRAG) meeting, Katherine Council board room (2013)

Katherine Council Chambers, Katherine, Northern Territory, Australia (2011)

