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The Importance of Culture in Alcohol Care: Listening to First Nations 
Staff in Australian Aboriginal Community Controlled Health Services 
 

Abstract 
Integration of cultural knowledges and healing practices with Western medical approaches to alcohol care has been 
reported for residential and community settings. However, there is little evidence on how culture features in alcohol 
care in primary health settings. We analysed data from semi-structured interviews (from a broader study) with 17 
First Nations Australian staff (n=8 men, n=9 women) from 11 Aboriginal and Torres Strait Islander Community 
Controlled Health Services. We used grounded theory and the 8-ways Aboriginal pedagogy in analysis. We describe 
three key themes: 1) interpersonal processes; 2) a both-ways approach to healing and alcohol care; and 3) service-
wide strategies to achieving both-ways healing. We discuss policy implications of facilitating bicultural alcohol care 
in primary health settings. 
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The Importance of Culture in Alcohol Care: Listening to First Nations staff in Australian 
Aboriginal Community Controlled Health Services 

While alcohol harms are a universal concern (World Health Organisation, 2018), they 
disproportionately affect colonised Indigenous Peoples worldwide (Australian Institute of Health 
and Welfare, 2015; Health Canada, 2014; Health Promotion Agency, 2017). In Australia, a higher 
proportion (29.3%) of Indigenous Peoples (Aboriginal and Torres Strait Islander) are non-drinkers 
compared with non-Indigenous Australians (23.8%) (Australian Institute of Health and Welfare, 
2020). Despite this, at a population level, Indigenous Australians experience twice as many alcohol-
related hospitalisations as their non-Indigenous counterparts (Australian Institute of Health and 
Welfare, 2011; Gray et al., 2018). Similar patterns are seen with Indigenous Peoples in New Zealand 
(Health Promotion Agency, 2017), the United States of America (USA) (Substance Abuse and 
Mental Health Services Administration, 2019) and Canada (Health Canada, 2015).  

Disproportionate rates of harm are in part due to episodic heavy drinking (Australian Institute of 
Health and Welfare, 2020; Shore et al., 2006; Zheng et al., 2022). This drinking pattern is linked to a 
colonial legacy of dispossession (Gracey & King, 2009), where Indigenous Peoples continue to be 
socially and economically marginalised, experience intergenerational trauma, racism and have 
poorer opportunities for sharing traditional cultural values and practices with younger generations 
(Dudgeon et al., 2016; King et al., 2009; Wynne-Jones et al., 2016).  Indigenous Australians have 
used their culture, including traditional healing techniques, to maintain wellbeing for over 60,000 
years. This cultural knowledge has been suppressed due to colonisation during the last 230 years. 
Reconnection to culture is an essential part of healing. Therefore, supporting services to reinstitute 
Indigenous knowledges and healing traditions in health care is needed to promote good health and 
wellbeing post-colonisation (Department of the Prime Minister and Cabinet, 2020). 

Primary care is a critical setting for incorporating culture into care for unhealthy alcohol use 
(including hazardous use through to dependence). This setting is crucial to engage clients as it is the 
gateway to the broader healthcare system. There can be cultural, financial, institutional, and stigma-
related barriers with referral to specialist alcohol treatment services. The primary care setting allows 
for a range of treatment across the spectrum of unhealthy alcohol use. For example, brief 
interventions for hazardous and harmful use, motivational interviewing, home detoxification (for 
carefully selected clients), and relapse prevention medicines are available for clients with alcohol 
dependence (Rombouts et al., 2020). Primary care is especially important for rural and remote 
communities that are less likely to have access to specialist care. 

In Australia, there are more than 140 Aboriginal and Torres Strait Islander Community Controlled 
Health Services (ACCHSs). ACCHSs are primary care services controlled by the local Indigenous 
community via elected boards of management (National Aboriginal Community Controlled Health 
Organisation, 2020). Volunteers initially developed these services to provide free, holistic healthcare 
to under-served Indigenous communities.  Today these services have government funding and often 
employ local Indigenous staff, provide community transport, home visits and (generally) flexible 
consultation practices compared to mainstream services (Australian Institute of Health and Welfare, 
2016). Culturally appropriate and safe care has been shown to increase access by Indigenous 
Australians (Campbell et al., 2018).  
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Literature Review 

Peer-reviewed literature on alcohol care in primary healthcare settings for Indigenous communities 
is scarce. A recent systematic review of literature on alcohol treatment approaches suited to primary 
care from Australia, New Zealand, the USA, and Canada identified just 28 studies published between 
1968 and 2018 (Purcell-Khodr et al., 2020). Of all the studies, over half (n=16) were set in primary 
care services. The remaining studies (n=12) featured various forms of ambulatory treatment 
(outpatient programs) or care in settings feasible for primary care delivery (e.g., at home or 
community-based).    

Of the studies in primary care settings, all but one (n=14/16) featured treatment approaches set in 
or facilitated by Australian ACCHSs. These studies almost exclusively focused on assessing staff and 
client perceptions of Western treatments (n=13). They often they investigated the accessibility and 
acceptability of brief interventions or counselling techniques. One study trailed a model of 
ambulatory detoxification (‘home detox’) facilitated by an ACCHS with at-home care and clinical 
supports (e.g., dispensing of relapse prevention medicines at home or at the service). Only two of the 
Australian studies in this setting were classified as bicultural (Indigenous and Western). However, 
neither discussed the cultural treatment elements in detail. For example, the study ‘Walan Giri’ 
described a culturally-influenced form of brief intervention—introduced by questions on traditional 
homelands and kinship connections. Details of the development or implementation were not 
provided. The one study set in a primary care setting outside Australia, was based in the USA 
(Hirchak et al., 2018). This study documented the acceptability and cultural tailoring of contingency 
management (‘reinforcers’ to support and promote abstinence) with Elders and Indigenous 
community members. 

The other 12 studies featuring ambulatory treatment (n=12/28) were most frequently based in 
residential services with outpatient programs and supports. Community-based settings also featured 
in several studies. Almost half of the studies in ambulatory care settings (n=5/13) documented 
bicultural treatment approaches and another three studies documented a solely cultural 
(Indigenous) approach to treatment. Sweat-lodge use was widespread in the USA and Canada, 
facilitated by residential services with outpatient and general community access. Numerous other 
healing techniques were also documented (e.g., pipe ceremonies, fasting camps, sacred chanting, 
group prayer, and administration of traditional medicines). While approaches varied by location and 
country, core themes were reiterated several times, including in survey responses from clients and 
service providers in New Zealand (Huriwai et al., 2000a; Robertson et al., 2001). Common themes 
were the importance of employing local Indigenous staff, incorporating Indigenous languages and 
language speakers; practicing traditional medicine, healing ceremonies and traditional arts; following 
cultural protocols; instilling pride in client heritage; and providing access to genealogical services 
(e.g., to reconnect families and understand the impact of colonisation on family displacement). 
Western treatment approaches included three US trials of alcohol relapse prevention medicines, and 
two Australian studies on counselling approaches.  

Among the peer-reviewed literature in this field, there are clues to the rich nature of cultural and 
bicultural alcohol care in publications going back 50 years. Given the limited evidence on integrating 
these approaches in primary care, we examine how Indigenous staff incorporate culture into the 
delivery of alcohol care in ACCHSs. In particular, we explore the strengths and challenges involved 
in doing so. 
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Methods 

Overview 

This qualitative data was collected at baseline in a large cluster randomised, wait-control trial1 
(Conigrave et al., 2021). That trial was designed to test the effectiveness of tailored support for 
ACCHSs to enhance the uptake of alcohol screening, brief intervention, and treatment approaches. 
The primary aim of the qualitative interviews conducted with Indigenous and non-Indigenous staff 
(collected by Kristie Harrison [KHH] and Kaylie Harrison [KBH]) was to inform the development 
of the multipronged model of training and support (Harrison et al., 2019). The resulting support 
model has been published (Dzidowska et al., 2021) and included a national workshop, on-site 
training, regular data feedback, practice software assistance, a private online platform with resources 
and financial support for purchasing alcohol education tools. This paper draws on the Indigenous 
participant interviews and presents a deeper analysis of the meta-theme of culture (identified in that 
work), and how it informs alcohol care in ACCHSs.   

Ethics 

Ethical approval was obtained from eight ethics committees: the Aboriginal Health and Medical 
Research Council of New South Wales (NSW; 1217/16); Central Australian Human Research 
Ethics Committee (CA-17-2842); Northern Territory Department of Health and Menzies School of 
Health Research (2017- 2737); Central Queensland Hospital and Health Service (17/QCQ/9); Far 
North Queensland Human Research Ethics Committee (17/QCH/45-1143); Aboriginal Health 
Research Ethics Committee, South Australia (SA; 04-16-694); St Vincent’s Hospital (Melbourne) 
Human Research Ethics Committee (LRR 036/17); and Western Australian Aboriginal Health 
Ethics Committee (779).  

Indigenous contributions and community participation  

The overarching trial has significant contributions by Australian Indigenous researchers, services, 
and communities (Conigrave et al., 2021). Indigenous staff of two state-wide umbrella agencies for 
ACCHSs (in SA and NSW) were involved in formulating the research question and design of that 
study. KHH is a Wiradjuri woman who played a key role in recruiting services, conducting face-to-
face training, and interviews with service staff. The present study is led by a Gundungurra author 
Gemma Purcell-Khodr (GK).  

Setting 

Participants were comprised of staff from 11 ACCHSs across four states and territories of Australia 
(New South Wales [NSW], South Australia [SA], Queensland [QLD], and Northern Territory 
[NT]). 

 

 
1 Registration number: ACTRN12618001892202 
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Recruitment 

Services were eligible for inclusion in the trial if they were an ACCHS, serviced at least 1000 unique 
clients per year and used Communicare patient software (Harrison et al., 2019). A total of 132 
services were assessed for eligibility, and the first 22 services who agreed to participate were 
recruited. Services were then stratified into one of three remoteness categories (urban, regional, 
remote) using the Australian Statistical Geography Standard Remoteness Structure (Australian 
Bureau of Statistics, 2016). The services were then randomly assigned by stratum into a trial arm 
(early support [‘intervention’] or late support [waiting-list control]). Interview participants were 
nominated by the participating services in the early support trial arm. At each service, these included 
two nominated service ‘champions’ for the project and up to three other staff members (n=44). 
Services were encouraged to include Indigenous staff members in the study. Only data from the 
n=17 Indigenous participants have been included in this analysis.  

Data collection 

Semi-structured phone interviews were conducted with 17 Indigenous (Aboriginal) Australian staff. 
Interviews were conducted by two Wiradjuri (Indigenous) Aboriginal health professionals (KHH 
and KBH) with past work experience in the ACCHS sector and conducting research interviews. 
KHH and KBH were aware of the potential sensitivities around discussion of alcohol, and cultural 
protocols which may impact on interactions.  

KHH interviewed the majority of participants, with KBH acting as the live transcriber. The 
transcription was typed near verbatim, with any gaps filled in immediately after the interview. At 
other times these roles were reversed. In addition to the transcript the interviewer made a memo 
immediately after the interview concluded. KHH and KBH cross-checked both documents after 
each interview.  

Informed written consent was provided prior to the interviews. Interviews were conducted between 
July and December 2017 (approximate duration: 40-90 minutes). The majority of interviews (65%; 
n=11/17) occurred before the two-day national workshop that marked the start of the first service 
support phase (intervention) of the project (August 29, 2017). The workshop included training for 
service champions on screening, brief intervention and treatment for the range of unhealthy alcohol 
use. There were opportunities for small group discussion where staff who had already been 
interviewed may have talked with those who were yet to be interviewed. The remaining six 
interviews were held after the workshop. The model of training and support was refined after all 
interviews were completed.  

Interview framework 

Interviews employed a strengths-based approach in asking about alcohol care (Gibson et al., 2020). 
Staff were asked about: approaches that they or their service use to make it easier to talk to clients 
about their drinking; ways that more people could be asked about alcohol; what their service offers 
regarding alcohol care; what skills and knowledge were needed for themselves and other staff to 
provide the best alcohol care at their services; innovative ways they or their services may have 
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worked out to help people who may be at risk because of their alcohol use; other successful programs 
which may give insight on how best to help with alcohol; and any other ideas staff may have to 
improve the way their services work with clients around alcohol. 

As the interviews were conducted to inform a model of support for the trial, participants were not 
explicitly asked about culture in care and probing questions were not posed. This study analyses the 
content on culture that was raised spontaneously by Indigenous staff during interviews. 

Theoretical perspective underpinning analysis 

The analysis was informed by the pluralistic notion that both ‘Western’ scientific knowledge and 
Indigenous knowledge systems co-exist. Each have unique beliefs (ontology), value systems 
(axiology) and ways of knowing what truth is (epistemology) that guide study methodology and 
ultimately knowledge validation (Gone, 2012; Teffo, 2011). In acknowledging these divergent 
knowledge systems, value is given to the experiential, therapeutic approaches rooted in Indigenous 
cultural knowledge. This approach was chosen to capture conceptual nuances which may be 
overlooked using only Western-based analysis methods (Webster et al., 2017). 

From a Western lens, grounded theory (Corbin & Strauss, 2014) and inductive coding techniques 
(open, axial, and selective) were applied to synthesise the data. Theoretical sampling was not 
applied, as the lead researcher (GK) entered the project after the data had been collected. That 
approach also may not have been desirable or feasible due to the busy health care settings in which 
staff worked. Grounded theory methods were selected to provide a structured process to aid the 
construction of a theory based on participants’ views and practices. This was necessary because an 
Australian perspective on this topic has not yet documented in the literature. 

The analysis was underpinned by 8-ways Aboriginal pedagogy, a unique Indigenous Australian lens 
(Yunkaporta, 2009). The 8-ways pedagogy resulted from collective cultural knowledge built over 
tens of thousands of years and passed on by Aboriginal Elders. The 8-ways provide a framework for 
learning which focuses on the culturally acceptable processes or ways of doing. Using this framework 
as a lens to analyse data does two things. Firstly, it ensures processes described by participants 
(consciously or unconsciously) are respected and considered whilst systematically engaging with all 
data. Secondly, the framework provides a unique Aboriginal Australian method to identify, examine 
and interpret patterns and themes in the data. A summary of the results and penultimate versions of 
the diagrams were shown for feedback and ratification to two Aboriginal educators who were part of 
the original team who had constructed the 8-ways pedagogy. The educators hold respected positions 
within Aboriginal communities of Western New South Wales, and as such their opinion rates highly 
in the Indigenous knowledge system of this area. 

Data analysis  

Grounded theory analytic techniques and Aboriginal pedagogical processes were applied in cycles of 
coding and theme refinement using the process of constant comparison. Discrepancies were 
highlighted for further reflection. 

Transcripts and memos were first printed, read several times, and inductively open coded. Data were 
then imported into NVivo, and a final set of open codes were assigned. GK then applied the 8-ways 
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Aboriginal pedagogical processes to construct a sense of the ‘whole’ or conceptual understanding of 
a cultural approach to alcohol care described by participants. Perceived core elements of the whole 
were written on paper cards and grouped on a cork board (these cards were then referred back to in 
the axial and selective rounds of coding). A visual learning map (composed of three figures) was 
drafted to represent the macro-level emergent concepts. NVivo coding resumed and as data were 
recategorized and simplified, codes were assigned to different levels of processes represented in the 
diagrams. The final stage of analysis, informed by the Aboriginal pedagogy, involved the visual 
representation of the emergent meta-themes, themes and sub-themes in symbolic form.  

All transcripts were analysed by GK. One-third of transcripts (n=5/17) were analysed independently 
(by EW), then discussed with GK. No major discrepancies were identified, although nuances 
resulting from an Indigenous and Western perspective were discussed. A larger group then discussed 
findings from all 17 transcripts (all authors except KHH). Kylie Lee (KL) reviewed all drafts of the 
diagrams and final versions of diagrams were discussed with all authors. 

Results 

Summary 

Of the 17 staff interviewed, most (n=15/17) were aged 35 years or over, with almost equal male and 
female participants (males n=8/17). Staff held a range of professions, including a doctor, patient 
transport driver, frontline workers, managers, and a research coordinator. All participants had a 
clinical background regardless of their current role. There was an almost even spread of staff across 
geographical remoteness (Table 1). 
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Table 1. Aboriginal Community Controlled Health Service Interview Participant 
Characteristics (n=17) 
 

Remoteness Gender Age Role* 

Urban (n=6)    

 Female <35 Other 

 Female >35 Other 

 Male >35 AoD** 

 Male >35 General clinical*** 

 Male >35 General clinical  

 Female <35 General clinical 

Regional (n=6)    

 Male >35 General clinical 

 Female >35 General clinical 

 Female >35 General clinical 

 Male >35 AoD 

 Female >35 AoD 

 Male >35 Other 

Remote (n=5)    

 Female >35 AoD 

 Male >35 AoD 

 Female >35 Other 

 Male >35 AoD 

 Female >35 General clinical 

 
*We have used broad occupation categories to disguise the identity of participants. All participants, regardless of role 
titles, were providing or had experience in providing frontline clinical care. A number of staff with clinical duties were 
also listed as managers or team leaders. 
**AoD = Alcohol and other drug worker. 
***The ‘general clinical’ category included staff such as a doctor, Aboriginal health workers, and other frontline workers 
providing alcohol care in the service and or community setting 
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Three themes encompassed the participants’ perspectives on how alcohol care was delivered in a 
culturally safe and respectful way: 1) interpersonal processes; 2) a both-ways approach to healing 
and alcohol care; and 3) service-wide strategies to achieving both-ways healing. Each is described in 
detail below. 
 
Interpersonal processes 

Five interpersonal processes were identified as being central to establishing a connection with 
clients, making clients comfortable, and building a trusting therapeutic partnership to work on 
alcohol care and wellbeing goals. These processes were yarning (conversations), humour, making 
time to connect, establishing a comfortable common ground, and sharing lived experiences. The 
dynamic between the five elements is depicted in Figure 1.  

 

Figure 1. Interpersonal processes used by Aboriginal staff to build therapeutic partnerships for 
alcohol care and wellbeing with Aboriginal clients in ACCHS settings 

 
*Any personal story could be used to connect with clients. Some health professionals may choose to share their own 
healing journey, where applicable. This was seen as sharing ‘authentic knowledge’ and helped clients feel comfortable 
and understood 
 
This diagram is adapted from 8-ways Aboriginal pedagogy, originally developed with knowledges 
from Traditional Owners across western New South Wales, Australia (Yunkaporta & McGinty, 
2009). The returning boomerang diagram illustrates the process of a health professional and a client, 
sharing information two-ways. Together they build a relationship and ultimately a therapeutic 
partnership to discuss the client’s alcohol care and wellbeing goals. To do this, both parties have 
yarns (conversations) while following cultural protocols and try to go from low to high knowledge of 
one another.  
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Yarning 
 
Yarning was mentioned by nearly all participants as a friendly and relaxed way to talk with clients 
about alcohol and to build rapport: 

It’s gotta be a friendly approach. I’ve seen people do an assessment, they are so abrupt and 
straight forward and it’s not on. (male, remote, AoD) 

Two-way sharing between clients and staff was an essential element of yarning: 

They do need to get to know me. They haven’t seen me around here before, so I suppose I 
am learning from them as much as they are giving back to me. We share a lot of information. 
I give them as much as I can and friendships are starting to build up. It’s just easing your way 
in. You need to speak to them and gain trust. If they don’t know you, they don’t trust you. 
But once they get to know you, that’s good. (male, urban, AoD) 

All participants described the importance of following cultural (gender) protocols when yarning 
about alcohol or taking on a new client: 

[If] I’m showing them respect and speaking to an older lady I will step back and ask if I can 
speak to her, not just walk right up to her. And I’ll say that I can put this forth to a female 
worker if they want. (male, remote, AoD) 

 
Humour 
 
Participants found humour a useful and natural way to put their clients at ease: 

 At first I sorta joke about it, it helps drop their guard. (male, regional, other) 

While humour felt intuitive to most staff, there appeared to be tension between what is considered 
“professional” communication and a cultural approach to communicating and connection building: 

If I was doing it with a friend or something I would probably lighten things with humour and 
approach it softly. It’s bit different at work; you’re meant to be a health professional – but 
you can always bring a bit of humour into it – they feel more comfortable. (female, regional, 
general clinical) 

 
Making time to connect  
 
Making time to work with clients and community in the ‘right way’ (e.g., yarning to get to know one 
another and taking clients outside clinic) was perceived as a cultural obligation. It was also seen as 
best practice when engaging with Indigenous clients. This sometimes was at odds with 
management’s expectations on time management: 

One thing I found working in [state/territory], they [management] don’t have really good 
understanding of time…you have to be careful about amount of work you can do with a 
client. (male, remote, AoD) 
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Developing a comfortable common ground 
 
Developing a mutual sense of comfort was perceived as a necessary step in building rapport. This 
sense of comfort was related to the health professional or other staff member “being on the same 
level” as the client: 

They are more relaxed when in the car, they are more comfortable, feel like we’re on the 
same level. I’m not some trained-up person sitting in front of them. I think that helps. (male, 
regional, other)  

This theme was strongly intertwined with yarning: 

Start a general conversation is easiest. So, you’re at their level, so they don’t think you’re 
intimidating them. (female, regional, general clinical) 

Having the service flexibility to take clients out of the clinic (or meet them outside, planned or by 
chance), sit at the park or river or other culturally appropriate location was also helpful in relaxing 
clients and staff (i.e., helping health professionals to feel comfortable to do their best work). This was 
seen as creating a relaxed, culturally safe dynamic: 

we go sit down with them and discuss where we want to meet, doesn’t have to be at service, 
can be outside, at the beach, wherever community feel safe. (female, remote, other) 

Participants from one remote service mentioned a trial of community-based workers, who also 
described delivering health promotion and support outside the clinic in a natural environment: 

The ladies and the men like to walk around communities and some of our community-based 
workers go pick people up and take them fishing and we take flipcharts and information to 
talk to people. (male, remote, AoD) 

One participant described facing structural constraints within their service when conducting ‘meet-
n-greets’ in the community (i.e., outreach and or initial consultation with new clients): 

 I had a bit of a disagreement with management, I was going out to meet someone for the 
first time and they wanted me to take paperwork out with me and I said that wasn’t going to, 
it was gonna turn them off right away. (male, remote, AoD) 

To navigate around these service requirements that same participant took mental notes and 
transcribed them post-consultation.  

instead of going out with lots of paperwork, we have to sign confidentiality report and that, 
but I go out and make notes in my head and I come back and write them down later. (male, 
remote AoD)  

 
Sharing lived experiences 
 
Several participants described using their lived experiences with alcohol use disorders to connect 
with clients. For some, this meant sharing their own journey, and for others it was being known in 
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the community to have moved past this issue in their lives. These participants described being 
perceived as having credibility and authentic knowledge in community: 

 Talking to clients is the easiest part for us coz [because] it just comes naturally coz we’ve 
been there. Drug and alcohol clients don’t value you if you haven’t lived a life… you don’t 
know. They don’t find them credible. (male, regional, AoD) 

 Everyone knows what I used to do, I can’t hide it, it’s a positive for people coming to talk to 
me. (male, regional, general clinical) 

A Both-Ways Approach to Healing and Alcohol Care  

The philosophy 
 
All participants described practices and treatment approaches which involved bicultural elements. 
This was described as blending scientific (Western) medical knowledge with local Indigenous 
(cultural) knowledges, healing techniques or delivery according to local cultural protocols: 

 I think [our service] have got it right. Management have put trust into local Indigenous staff 
to run with it, and know we know our people and they acknowledge we know what’s best for 
our people, because it’s both-ways. We acknowledge strength of mainstream ways and [the 
local Aboriginal people’s] ways and bringing them together. (female, remote, other) 

To deliver bicultural care, it was considered important to have strong foundations in both spheres of 
knowledge. For cultural aspects, this was seen as involving strong links with the local community and 
Elders. Strong relationships with non-Indigenous clinicians gave Indigenous frontline workers 
confidence in their clinical knowledge of alcohol and related harms. This enabled staff to translate 
their knowledge of a Western treatment approach into a cultural program, or deliver health 
information in a culturally appropriate manner: 

We do cultural training. It is very important, need to have an understanding of how culture 
works here in [state] if they don’t understand they won’t be able to work with community. 
(male, remote, AoD) 

the Aboriginal Health Workers are the middle person between client and [non-Indigenous] 
doctor … if you miss this opportunity…you won’t see them again. (female, urban, general 
clinical) 

Urban, regional, and remote service participants described bicultural care in similar language. A 
universal experience was described in navigating ‘two-ways’, though contextualising (tailor to local 
‘ways’) your approach was emphasised: 

if you get the right validated scientific tools and as well as a cultural view, our patients listen 
to us. (male, urban, general clinical) 

You need to get stuff but adapt it locally…with us we integrate with mainstream. It’s tough 
but I think you just have to get that one standard model and everyone from their own area 
[cultural perspective] can add to it. (male, regional, other) 
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Overall, participants described seeing their clients not as individuals, but part of a family and 
community: 

You are not just working with one person you are working with the family. (male, remote, 
AoD) 

 
Finding balance and the space for cultural care 
 
One participant described the struggles their service had in retaining Indigenous health workers due 
to how dominant the Western approach was in providing care:  

the lady [Aboriginal health professional] I started with, she ended up leaving because CBT 
[cognitive behavioural therapy] was pushed so much. She was narrative, sit in the dirt with 
our Mob. But now it’s like they have to have an appointment to come see us and that is 
frustrating. (female, remote, AoD) 

Culturally-informed approaches to healing  
 
Four main therapeutic approaches were discussed by participants in working with clients. These are 
gendered group activities; cultural days and barbeques; camps; and culture as treatment. A graphic 
summary of both the care philosophy and the four specific therapeutic approaches is presented in 
Figure 2.  
 

Figure 2. A both-ways approach to healing and alcohol care 
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Figure 2 depicts the bicultural philosophy implemented at some ACCHSs as described by 
participants. The two concentric lines represent the two knowledge bases working side-by-side, with 
dots intersecting at varying points (First Nations, FN; western culture). The treatment or healing 
approaches in black type had a strong bicultural focus, whilst those in grey are examples of 
predominantly Western approaches that can be delivered in a culturally inclusive model. The 
interpersonal processes, represented by the returning boomerang at the centre, facilitate delivery of 
these Western treatments in a trusting partnership. Similarly, the therapeutic partnerships developed 
(in the inner layer) may be impacted by what treatments staff can offer clients. 
  
Gendered groups 
 
Gendered group activities were talked about by almost all participants. Men’s and women’s groups 
were the most common. This was followed by culturally-modified SMART Recovery (Dale et al., 
2021), ‘Mums and Bubs’ groups, and a Men’s Shed (domestic violence-focused yarning circles with 
alcohol focus):  

If you can engage a small group, cousins and sisters they can support each other. (female, 
remote, AoD) 
 

Gender segregation in groups was seen positively: 

we try keep it culturally appropriate, so women with women [separately]…I work with some 
partners, but mostly keep separate. (female, remote, AoD)  
 

Groups were run at the service and off-site for daytrips, and longer overnight camps: 

We had a ‘walk-the-talk’ program, go out bush and walk around and the old fulla’s [men] 
would start pointing out trees or plants and we yarn up about anything and everything and 
sometimes it brings back memories. Especially the lads that know about it, but don’t want to 
talk about… We never talk about negative stuff, always positive stuff, to keep our spirit 
strong and our mind healthy. (male, urban, AoD) 

 
Cultural days and barbeques (for staff and clients) 
 
These therapeutic activities were described as popular events, giving clinicians or health workers an 
opportunity to present a short talk on a health issue followed by a barbeque and yarn:  

Sometimes we might go have an all-men’s things barbeque, we’ll put on movies about 
dialysis, chronic liver disease, domestic violence and how drinking impacts on it, and then we 
talk about all of it. (male, remote, AoD) 

Cultural days and barbeques were also used to prevent worker burnout while bonding with clients 
and celebrating culture: 

We used to go on Cultural Days and go hunting for half a day...they love it.  It works out 
both-ways, we don’t want to lose it [the culture]. (male, urban, AoD) 
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Cultural days for women were described by one participant as a positive group activity, but offering 
these was hindered by a lack of car seats for children: 

We used to do cultural days with women. It would be hard coz [because] you say “You can’t 
bring the kids”, but we’d say “No, it’s a break for you” and we didn’t have car seats, so it’s a 
safety thing… but I’d like to see more work with family. (female, remote, AoD) 
 

Camps on country 
 
This approach was mentioned exclusively by participants from remote services. Camps for men and 
women were typically held in the bush, away from the distractions of day-to-day worries: 

We go out camping where mobile phones don’t work. (male, remote, AoD)  
 
could be on homelands or somewhere local. (female, remote, AoD) 

When organising camps, staff would screen interested clients with tools such as IRIS (Indigenous 
Risk Impact Screen) (Schlesinger et al., 2007) and a general health check:  

Before people come to camps (men’s, women’s) they have to go and do a full screen and 
health check...Most of our questions on alcohol come from communities themselves. We go 
yarn and they choose the topics that they want to talk about. It’s usually grog [alcohol], 
gunja [cannabis], and DV [domestic violence]. It works way better than us trying to jam 
things down their throat. (male, remote, AoD) 

Camps were typically run for existing social support groups by the ACCHS:  

Our team identifies a target group for camp, a lot of time the group has issues with alcohol 
and other drugs, we meet with them and invite to attend. (female, remote, AoD) 

The health goals for camps varied but all involved bicultural approaches. Cultural elements such as 
reconnecting to country were intertwined with health promotion messages, positive reinforcement 
of healthy behaviours, counselling, and health education:  

There’s group discussions and opportunities to sit around fire, share what’s going on with 
them and their communities, we can invite other stakeholders to attend, chat about effects of 
alcohol etc. and there’s hunting and fishing and allowing guys to connect to land, cultural 
activities, education and re-connecting to country is definitely a big one. (female, remote, 
AoD) 

Two interviewees emphasised the direct healing (therapeutic) benefits of connecting to country:  

My higher power are my people and my country, getting back to culture, that’s what saved 
me. (male, regional, AoD) 
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Culture as treatment (and ceremony in the healing process)  
 
One participant described a smoking healing ceremony conducted at their ACCHS and at a local 
festival (facilitated by staff and an Elder): 

a man doing traditional song with clapsticks, they go under the sheet and inhale the steam 
and can bite on bark…it depends on what they want to get out of it, it’s a time to reflect on 
any wrong doings, find respect for self or community or for people suffering illness. Done in 
complete silence, apart from song and clapsticks. They are under there for probably 2-3 
minutes then go on their way and continue journey as cleansed. We talk before about 
ceremony, what it is about, time to reflect on life, where they want to go, what person you 
want to be.  (female, remote, other)  

Western treatment approaches perceived as culturally appropriate  
 
A range of standard treatment approaches were perceived as culturally acceptable and effective in 
alcohol care. Prominent approaches discussed by participants included narrative therapy and CBT. 
Culturally appropriate residential rehabilitation services were seen as highly desirable to clients (in 
their treatment approach and being located on country) but difficult to access or not available:  

people what to go to rehab, but people don’t want to leave [local area or country]. We did 
have facility here, it got shut down. (female, remote, other) 

We support 1-2 options for detox/dry out and they can go to AA [Alcoholics Anonymous] 
which is mainstream. 1 or 2 rehabs for Blackfulla’s, there is nothing apart from that. (male, 
urban, general clinical) 

There was a shared interest (between staff across service remoteness) in alcohol relapse-prevention 
medicines and desire to implement ‘home-detox’ (ambulatory withdrawal) more frequently: 

I haven’t referred anyone [to in-patient detox at hospital] for over 2 years, first of all it’s seen 
as part of Health Department, and a lot of stigma and distrust. They [clients] would trust us 
to help them detox at home. I believe, we could have good system to support them, GPs, 
Health Workers, nurses, they would trust us.  (male, urban, general clinical) 

Service-wide strategies to achieving both-ways to healing  

Participants discussed three broad approaches which they perceived their services have used to 
satisfy the bicultural expectations of staff and community members. These are: employing local 
Indigenous staff, home visits, and ‘social advocacy’ as a cultural responsibility (Figure 3).  
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Figure 3. Service-wide strategies to achieving both-ways healing 

 

Figure 3 depicts the service-wide strategies employed by ACHHSs to meet the bicultural expectations of 
staff and community. All factors in the outer layer can impact on the specific therapeutic approaches 
available at the service, as well as the interpersonal relationships between staff and their clients.  
 
Employing local Indigenous staff 
 
The benefits of employing local Indigenous staff were mentioned by several participants for the 
reasons set out below. 
 
Increasing client comfort 
 
Generally, having local people employed at the ACCHS was seen to make clients more comfortable. 
The ability to talk with clients outside work hours in the community (chance meetings) was also 
perceived as a positive, putting people at ease to yarn honestly: 

They feel more comfortable with Aboriginal staff, they really open up and are honest, even 
after hours, a lot of them want to talk then, I don’t know if they feel more comfortable with 
us out of uniform. At work, coz [because] they know us they come in. (male, regional, 
general clinical) 

Although there was overwhelming recognition for the positives associated with employing locals 
with family connections to the area, issues around shame and privacy were raised:  
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when they come in, they walk into the AMS and think they don’t want to talk here, there’s 
too many people or too much family work there, they get shy. (male, urban, AoD) 

Kinship (family ties) 
 
In remote sites when kinship ties were mentioned, the ability to talk frankly with clients, knowing the 
context of all that was going on for clients in their lives was perceived positively, particularly at a 
point of crisis (e.g., where justice system may be involved with alcohol-related issues): 

Also, at times we are family… that’s the benefit, local people working with community and 
being family, we can have a strong talk with them. (female, remote, other) 

Connecting the right people (cultural practice) 
 
Connection to the local area allowed workers to identify the right family or community members to 
be involved in supporting a client’s care. Family ties to the area were not a prerequisite for strong 
connections with clients, though were seen as very helpful: 

[after receiving referral] …decide who is most appropriate to sit down with that person, 
consider authority of clan, someone [related] through kinship, will identify the best person 
to sit with them and initiate discussion. (female, remote, AoD)  

For workers in remote services, communication with Elders and other appropriate people when the 
client was away from their home country was essential. This involved staff contacting with the right 
people in the homeland and getting the ‘OK’ for someone to be transported home; it included 
negotiating an agreement as to who would support the client once back. The role of local Indigenous 
workers is vital as these conversations can only be conducted with the right people, at the right time, 
in culturally appropriately terms, and potentially in the traditional language: 

Furthest homeland from here is three hours there and back. Big deal to be able to offer them 
that option, to head back out. Wouldn’t just be transport, it would be contacting Elders: 
“This person wants to come back would you support them?” (female, remote, other) 

The cultural practice of connecting people was also expressed by staff in regional and urban services: 

It’s about finding someone in the area that has networks in their area, connecting people. 
(male, regional, AoD) 

 One staff member discussed supporting non-Indigenous colleagues to make these connections: 

 We can do the introductions so that the [non-Indigenous] workers can see there is so much 
more behind the scenes… (male, urban, AoD) 

Language and cultural interpreters 
 
In remote sites, locals who are bilingual (English and Indigenous languages) were seen as an 
essential asset to the team. They were able to act as translators, as well as being culturally appropriate 
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workers for specific clan groups. Barriers to their recruitment and retention (in remote sites) 
included social pressures and responsibilities to large extended families: 

to get someone good and with language they probably have lots going on at home, lots of 
people going on. We need Aboriginal people, local people with language. (female, remote, 
AoD) 

Home visits 
 
Offering home visits was seen as important to several participants. Home visits reduced clients’ 
worry over shame and privacy associated with coming into the clinic: 

it’s important that their business is their business, so they don’t think the whole service is 
going to be judging them; that’s for the privacy of the client, make them feel comfortable. 
(female, regional, general clinical) 

Social support and advocacy as a cultural responsibility 
 
Staff understood that clients can have a lot going on in their lives. Providing social supports (e.g., 
assistance with housing and food) and advocacy (e.g., with child welfare services) was perceived as a 
cultural responsibility. In one instance a doctor described supporting family of a client as part of 
culturally appropriate caring: 

I pick up kids and take them to school in the van and that’s not formalised and other parts of 
the service may not know we do that but if you are doing holistic care, this is why I signed 
up…we need to be better at getting out, being in the community, we are part of the 
community. (male, urban, general clinical) 

At times this balance between attending to social needs and focusing on alcohol use can be difficult 
for health workers to navigate. Setting personal boundaries was also important to strike the right 
balance between meeting community and service management expectations: 

my boundaries need to get a bit tighter; I feel like I’m not getting into the alcohol stuff as I’m 
dealing a lot with the social stuff and trying to build rapport but trying to be a boss and that 
scares people away. Sometimes I feel like taxi driver and I’m not empowering them. (female, 
remote, AoD) 

Drawing the three themes together 

The findings of staff interviews cover three interconnected levels of alcohol care: interpersonal 
processes, a both-ways approach to healing (philosophy and treatments), and service-wide strategies 
to achieving both-ways to healing (Figures 1-3). If one considers all three figures as a whole, they 
form a meta-theme, a comprehensive model of alcohol care as described by participants. An 
overview of that model of care is depicted in Figure 4. 
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Figure 4. Comprehensive bicultural model of alcohol care described by ACCHS staff 

 
Discussion 

This is the first study to comprehensively examine the importance of culture in alcohol treatment in 
primary care settings for Indigenous Peoples of either Australia, New Zealand, the USA, or Canada. 
The study gives insight into culturally-influenced care, routinely delivered by Indigenous Australian 
clinical and other staff from 11 independent community-controlled services. These service locations 
represent a range of geographical areas, from urban to remote, in four Australian states and 
territories. We identified common themes and described approaches of care which were consistent 
across service remoteness, with local cultural nuances also noted. 

Building partnerships to address alcohol care 

Key to delivering alcohol care on the frontline are interpersonal relationships between the health 
professional or other staff members and their client. Yarning is a core part of these relationships. This 
narrative style communication philosophy is common throughout Australia’s Indigenous 
communities (Fredericks et al., 2011). The best-known aspect of yarning is the social yarn (Bessarab 
& Ng'andu, 2010). Social yarning serves as the introduction to a conversation and is an important 
way to build common ground. Between Australian Indigenous peoples social yarning commonly 
involves a conversation about ‘country’ (traditional homelands) and ‘mob’ (what family you come 
from, and possible shared connections) (Lin et al., 2016; Lovett et al., 2014). However common 
ground could be established through discussion of any topic, for example, family, sports, or local 
community matters (Bessarab & Ng'andu, 2010). The ability to establish meaningful connections 
through yarning has been recognised in the broader health literature (Bacon, 2007; Lin et al., 2016). 
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In this study, Indigenous staff used the two-way sharing principle of yarning to build rapport and 
ultimately a therapeutic partnership with their clients. This contrasts with communication 
techniques taught in Western medicine, which stem from a biomedical model of care and 
paternalistic culture (Kaba & Sooriakumaran, 2007). In that model, information is elicited from the 
client by the clinician using probing and direct questioning (Kaba & Sooriakumaran, 2007). The 
lack of sharing by the clinician can result in them appearing aloof. Research suggests personal and 
interactive communication, like that described by participants, is important to peoples of all ethnic 
backgrounds, and relational processes are central to improved client outcomes (Rocque & Leanza, 
2015).  

The interpersonal processes described by study participants share many similarities with Western 
models of patient-centred care (Australian College of Nursing, 2020; Barry & Edgman-Levitan, 
2012; Epstein & Street, 2011; Pelzang, 2010; Stewart, 2001). What sets the present findings apart is 
the depth of two-way sharing, and the elements of cultural humility, such as the process of self-
reflection and openness to learn about other cultures (for staff not from the local community). For 
non-Indigenous health professionals working with Indigenous clients this two-way sharing and 
cultural humility may be even more important given racism experienced by many Indigenous people 
in healthcare settings (Awofeso, 2011; Taylor & Guerin, 2019). In this study the connectedness of 
client, staff, and the whole service to family and community was also seen as central. 

A bicultural philosophy in alcohol care  
 
At the core of participants' approaches to alcohol care was a bicultural treatment philosophy. The 
philosophy takes into account Western and local Indigenous ways of knowing (including cultural 
protocols and healing techniques, both traditional and contemporary). A bicultural approach (often 
termed ‘two-ways’ or ‘both-ways’ by participants) has not previously been investigated in the 
Australian or international literature on alcohol care in primary healthcare settings (Purcell-Khodr et 
al., 2020). Indeed, descriptions of any cultural elements of care in these settings have been minimal 
(D'Abbs et al., 2013; Lovett et al., 2014) despite widespread use in other addiction treatment 
settings (Berry, 2013; Brady, 1995; Gone, 2011; Huriwai et al., 2000b; James et al., 2018; Legha & 
Novins, 2012; Munro et al., 2017). While international studies suggest a desire of Indigenous 
communities to incorporate Indigenous knowledges and healing alongside Western medicine, there 
has sometimes been opposition by mainstream providers, where institutional racism and scepticism 
can remain challenging (Bourke et al., 2019; DeVerteuil & Wilson, 2010). 

Gendered groups and cultural reclamation  
 
In this study, the most common therapeutic approach facilitated by the ‘both-ways’ (bicultural) 
philosophy were gendered groups (e.g., men’s and women’s groups). While gender-specific roles 
often have a negative association in modern Western societies, they still play an important part in 
many Australian Indigenous communities and have been associated with the movement to reclaim 
cultural practices and traditional identities (Fredericks et al., 2017).  The presence of cultural 
protocols and content described in gendered groups in this study differentiate these from peer-to-
peer models in mainstream services. Sharing of personal stories of addiction is also part of Western 
approaches to mutual support groups (e.g., Alcoholics Anonymous, SMART Recovery). However, 
the group dynamic described in this study was typically freer in nature rather than following a set 
structure, and settings were flexible. This was illustrated in the discussion of informal barbeques with 
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staff and clients and camping trips on country. Such activities were also noted as a time for staff to 
connect to culture and reduce stress. As alcohol and other drug worker burnout rates for Indigenous 
staff have been described as an issue (Deroy & Schütze, 2019; Roche, Duraisingam, Trifonoff, 
Battams, et al., 2013; Roche, Duraisingam, Trifonoff, & Tovell, 2013) such initiatives may also aid in 
the retention of the Indigenous AoD workforce.  

Service strategies  

A key element at this macro level was creating a culturally safe work environment. This allowed staff 
to have open conversations about client needs and communities’ cultural expectations and 
preferences. This environment facilitated the formation of partnerships within the clinic (e.g., 
between management and staff, between clinicians and other frontline staff) which contributed to 
delivering a pragmatic bicultural service and treatment philosophy. A tension was seen between 
satisfying management whilst upholding the staff member’s obligations to clients and community. 
Thus, factors at the macro level have the ability to help or hinder frontline staff in delivering care 
according to their sense of best practice (Roche, Duraisingam, Trifonoff, Battams, et al., 2013). 
Ongoing tensions are likely to damage trust in relationships between the service and community, 
and further strain workers who have responsibilities to both parties.  

A bicultural model of alcohol care in the ACCHS sector 
 
Considering the three major themes discussed by ACCHS staff, a comprehensive model of alcohol 
care emerged (Figure 4). Each level of care is connected and somewhat interdependent. For 
example, to abandon or devalue Indigenous staff members’ cultural duty of care at Level 1 
(interpersonal processes) or 3 (service strategies) would jeopardise client and community 
relationships. Meanwhile insensitive or inflexible service practices (Level 3) could inhibit staff from 
delivering cultural and bicultural treatments (Level 2). Likewise, from a Western medical 
perspective, failing to uphold principles of evidence-based practice would not be in the best interests 
of clients, nor would it meet community expectations.  

Policy Implications 

The principle of merging Indigenous and Western knowledges in a healthcare setting is in line with 
the World Health Organization’s (WHO) policy directives going back almost twenty years (Zhang 
& World Health Organization, 2002). WHO advocates for the integration of traditional healing 
practices with national health care systems, particularly in primary care settings (World Health 
Organization, 2013). Indigenous traditional knowledges from Australia, New Zealand, Canada, or 
the USA have not been a major focus in this WHO strategy compared to better known systems such 
as Chinese medicine, naturopathy or Ayurveda medicine. Future research into Australian 
Indigenous cultural approaches to healing should focus on a bicultural framework, given the existing 
global support for pluralism in primary care settings.  

The principles of care described by staff can be incorporated into policy and practice in a clinical 
setting where staff and management wish to optimise their engagement with Australian Indigenous 
clients. The findings on interpersonal processes and the associated model of partnership building 
identified in this research may be relevant to clients of any ethnic and cultural background, but 
especially for other minority groups. In applying these principles of care, it is important to consider 
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all levels of care, including structural and system-level, service-wide factors, and broader policy and 
funding. Without attention to these factors undue strain may be placed on frontline workers (Roche, 
Duraisingam, Trifonoff, Battams, et al., 2013), and ultimately on retention of staff.  

Government funding for ACCHSs into siloed areas of need (e.g., drug and alcohol, mental health, 
diabetes, kidneys) (Commonwealth of Australia Department of Health, 2020) may be a barrier to 
services in tailoring of holistic treatments to local needs. Similarly, key performance indicators for 
services are typically focused on individual elements of mainstream Western practice (Australian 
Institute of Health and Welfare, 2019). 

More research is needed on the full scope of alcohol care discussed in this paper. A culturally focused 
qualitative study could further investigate the role of culture and bicultural treatment philosophies 
and therapies being practised. Effectiveness studies would also be valuable. Positive findings would 
encourage such cultural approaches to be incorporated into national alcohol treatment guidelines 
and may enhance funding for such approaches.  

These findings are likely to be relevant to primary care service providers in New Zealand, Canada, 
and the USA where similar bicultural models are being called for. Future research could also 
investigate the model of care and theories described in this study to see if they hold in other 
treatment areas and mainstream healthcare settings.  

Limitations 

Interviewees were not asked specifically about culture in alcohol care. However, this study is in 
keeping with the original goal of the service interviews, which was to document the strengths of the 
services in alcohol care. As probing questions were not asked when cultural elements were discussed 
it is possible that culturally relevant information could have been missed in this study. Additionally, 
although interviewees were selected by services, their views may not be representative of the whole 
service, or of all ACCHSs. However, they give valuable insights into a broad picture of alcohol care 
provided by frontline staff in a range of independent services.  

Conclusion 

This study describes a holistic system of bicultural alcohol care delivered by Indigenous staff in 
Australian ACCHS primary care settings. Core principles of the approach are mirrored in addiction 
treatment models in residential and community settings internationally. The few existing studies of 
bicultural approaches in primary care also hint at similar themes, however this is the first study to 
present an in-depth analysis. Extension of bicultural models from residential and community settings 
into primary care is logical as barriers to alcohol treatment are enduring despite government and 
service efforts. Integrating a bicultural model of care may increase treatment accessibility and 
acceptability to Indigenous clients, and in turn may increase treatment effectiveness. However, 
implementing such a model may require some restructuring of clinical consultation times, settings, 
treatment options, and hiring of Indigenous staff, where these are not already in place. Widespread 
adoption of a bicultural model of care would be facilitated by policy changes at national and state 
levels to afford service flexibility. The framework described here could potentially be tailored to 
mainstream as well as Indigenous health services and to other health conditions. Consultation with 
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health professionals and community members would be required implement this framework 
effectively. 
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