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Abstract

Introduction: Alcohol screening among Indigenous Australians is important to
identify individuals needing support to reduce their drinking. Understanding
clinical contexts in which clients are screened, and which clients are more or less
likely to be screened, could help identify areas of services and communities that
might benefit from increased screening.

Methods: We analysed routinely collected data from 22 Aboriginal Community
Controlled Health Organisations Australia-wide. Data collected between February
2016 and February 2021 were analysed using R, and aggregated to describe
screening activity per client, within 2-monthly extraction periods. Descriptive ana-
lyses were performed to identify contexts in which clients received an Alcohol

Use Disorders Identification Test consumption (AUDIT-C) screen. Multi-level
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ALCOHOL SCREENING IN 22 AUSTRALIAN ACCHO
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1 | INTRODUCTION

Globally, harms from alcohol use impact individuals,
families and their communities [1, 2]. Alcohol causes 1 in
20 deaths (5.3%; in 2016) and 1 in 20 individuals live with
an alcohol use disorder (5.1%; aged 15+; in 2016) [3]. In
Australia, more than three out of four individuals con-
sumed alcohol in the past 12-months (78.8%; aged 18+;
from July 2017 to June 2018) [4]. Among Aboriginal
and Torres Strait Islander (hereafter, ‘Indigenous’)
Australians, the harms of alcohol are recognised [5, 6].
Indigenous Australians had their land stolen from them,
endured government policies aimed to systematically
remove their language and culture, and had their children
taken from them—The Stolen Generations [5, 7-10]. There-
fore, alcohol use needs to be understood within the histori-
cal context of colonisation as Indigenous Australians may
turn to alcohol to numb their pain and ongoing trauma
[5, 11]. The ongoing impacts of colonisation can increase
the risk of short-term and long-term harms to individuals
in Indigenous communities.

Screening for alcohol use is important to identify
individuals who may need help to reduce their con-
sumption [1, 12]. For example, screening can help to
identify individuals whose drinking may put them at
greater risk of short-term or long-term harm, including
individuals who might have an alcohol use disorder [1].
Indigenous Australians can be better supported when
clinicians use structured screening tools, not just
unstructured assessments [13]. In particular, using
short screening tools, such as the Alcohol Use Disor-
ders Identification Test consumption (AUDIT-C) [14],
has shown to be acceptable, at least in comparison to

REVIEW

logistic regression determined demographic factors associated with receiving an
AUDIT-C screen. Three models are presented to examine if screening was
predicted by: (i) age; (ii) age and gender; (iii) age, gender and service remoteness.
Results: We observed 83,931 occasions where AUDIT-C was performed at least
once during a 2-monthly extraction period. Most common contexts were adult
health check (55.0%), followed by pre-consult examination (18.4%) and standalone
item (9.9%). For every 10 years’ increase in client age, odds of being screened with
AUDIT-C slightly decreased (odds ratio 0.98; 95% confidence interval [CI] 0.98,
0.99). Women were less likely to be screened with AUDIT-C (odds ratio 0.95; 95%
CI 0.93, 0.96) than men.

Discussion and Conclusions: This study identified areas where alcohol screen-
ing can be increased (e.g., among women). Increasing AUDIT-C screening across
entire communities could help reduce or prevent alcohol-related harms. Future
Indigenous-led research could help identify strategies to increase screening rates.

Aboriginal and Torres Strait Islander, alcohol, alcohol screen, AUDIT-C, Indigenous Australians

the full AUDIT, for Indigenous communities (urban
and remote) [15, 16]. Therefore, using appropriate
structured screening tools to detect unhealthy drinking
is important to better support Indigenous Australians
through early screening and brief intervention.

Throughout Australia, there are currently over 140
Aboriginal Community Controlled Health Organisations
(ACCHO) [17]. They have been in existence since the
1970s, are community-led, cater to the needs of the local
community and are therefore in a unique position
to help Indigenous Australians reduce impacts from
alcohol [15, 18]. Many ACCHOs are already working to
address alcohol and other drug-related issues in their
communities [18]. Thus, it is important to identify strategies
to support efforts by ACCHOs to address alcohol-related
harm, and to support individuals and communities who
may be consuming alcohol at unhealthy levels.

In Australia, AUDIT-C is recommended for use in
ACCHOs [12]. At the time of the study, ACCHOs were
required to report rates of AUDIT-C screening as part of
their national Key Performance Indicators to their funding
body, the Australian Government Department of
Health [19]. ACCHOs can be supported to increase screen-
ing [20-22]. However, efforts to increase screening should
be mindful of those clients who may be less likely to be
screened regularly and may not receive support when
needed [23]. For example, clients in some demographic
groups (e.g., those women who do not need to present for
antenatal, postnatal or contraception-related health needs)
might be less likely to be screened, and therefore not
receive support when needed. Thus, it is important that
ACCHOs receive support to ensure that individual
community members are screened appropriately.
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It is also useful to understand the contexts where
screening is taking place [13]. Such contexts could
include during Adult Health Checks, chronic condition
management consultations or opportunistically. This can
identify potential areas of work within ACCHOs where
support might help increase rates of alcohol screening.

In this paper, we aimed to: (i) identify in what clinical
settings or contexts Indigenous Australian clients are
being screened with AUDIT-C (e.g., during chronic con-
dition management or opportunistically); and (ii) identify
participant demographics (e.g., age, gender, remoteness)
associated with greater likelihood of being screened with
AUDIT-C. We examined a large dataset, provided by
22 ACCHOs, of clinical interactions with Indigenous
Australian clients, over a 5-year period. We performed a
descriptive analysis to identify the clinical circumstances
associated with clients being screened with AUDIT-C.
We used multi-level logistic regression to explore whether
demographic factors (age, gender and remoteness) influ-
ence AUDIT-C screening rates.

2 | METHODS

2.1 | Aboriginal leadership

This study was designed by a study investigator (Katherine
M. Conigrave) in consultation with the Aboriginal Health
Council of South Australia. The methods were refined in
association with the Aboriginal Health and Medical
Research Council of New South Wales and the 22 ACCHOs
who were enrolled in the study. The lead author (Teagan
J. Weatherall) is an Aboriginal Australian of the Kamilaroi
and Anaiwan nations.

2.2 | Ethical approval

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

2.3 | Setting

Data were collected as part of a cluster-randomised con-
trolled trial. The overall aim of the trial was to determine
whether training and support provided to ACCHOs can
increase rates of AUDIT-C screening. The main results of
this study have been published previously [13, 22-24]. In
this paper we report on the contexts in which screening
occurred, pooling data across all phases of the trial. A
total of 22 ACCHOs participated in the study. ACCHOs
were recruited if they saw at least 1000 clients annually
and used Communicare as their practice management
software. The recruitment process has been described in
detail elsewhere [25]. Only data from Indigenous
Australian clients who were at least 15 years of age or
older were included.

2.4 | Data collection

De-identified, routinely collected Communicare data
were extracted every 2 months from the 22 ACCHOs
from 28 February 2016 to 28 February 2021. The data
summarised client attendance within each 2-monthly
extraction period. Each observation described when a
client attended a given service during a 2-monthly data
extraction period. We examined all instances where
people were screened at least once during a 2-month
period. In uncommon cases where people were screened
more than once during a 2-month data extraction period,
we used the most recent context.

2.5 | Variables

2.51 | Demographics

Demographic data included age and gender. Remoteness
was based on service location and the Australian Bureau
of Statistics Remoteness Structure. Service remoteness
was classified as: ‘urban and inner regional’, ‘outer
regional and remote’ or ‘very remote’ [26].

2.5.2 | Alcohol Use Disorders Identification

Test-C

AUDIT-C is comprised of the three consumption items
from the 10-item Alcohol Use Disorders Identification
Test (AUDIT) [14]. The first item of AUDIT-C asks:
‘How often did you have a drink containing alcohol in
the past year?’. Responses range from: ‘never’ to ‘four or
more times a week’. The second item asks: ‘How many
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drinks did you have on a typical day when you were drink-
ing in the past year?’. Responses range from: ‘none, I do
not drink’ to ‘10 or more’. The third item asks: ‘How often
did you have six or more drinks on one occasion in the past
year?’. Responses range from: ‘never’ to ‘daily or almost
daily’. The three AUDIT-C items are each scored 0-4 with
a possible total score ranging from 0 to 12. A score of 0 indi-
cates no alcohol use. A score of 4 or more for men, and 3 or
more for women, is considered indicative of an individual
at risk of alcohol-related harm [27].

2.6 | Analysis

Analyses were conducted using R, version 4.2.0 [28].
The ‘targets’ R package was used to cache results and
to organise analysis into a sequential computational
pipeline [29]. We created a binary variable which described
whether (1) or not (0) clients were screened with AUDIT-C
during an extraction period.

2.6.1 | Frequency analysis

All unique clinical contexts in which AUDIT-C was per-
formed were extracted. The contexts ranged from either
completion of an online clinical template such as an
Adult Health Check, to simply asking AUDIT-C on its
own during a client consultation. Two researchers (James
H. Conigrave and Katherine M. Conigrave) coded all the
unique clinical contexts into 14 categories. For example:
the category ‘Adult Health Check’ includes the clinical
items ‘Check up; Aboriginal & TSI adult’, ‘Check up;
Aboriginal & TSI over 50s’, ‘Health Check; Aboriginal &
TSI Teenager’; and ‘Lifestyle Screen’ includes the clinical
items ‘Smoking & Alcohol Assessment’ and ‘Review;
Lifestyle; Brief Interventions’ (for a full list see Table S1,
Supporting Information).

2.6.2 | Exploring demographic associations
of screening

Data were clustered, with multiple observations for clients
who themselves are nested within ACCHOs. General linear
models assume that data points are independent and such
dependencies can result in invalid results. To manage this
clustering, we used multi-level logistic regression models fit
with the ‘Ime4’ package [30]. These models simultaneously
estimate population parameters of interest (fixed effects),
while estimating deviations from these fixed effects due to
data belonging to clusters (random effects). Including indi-
vidual random effects allows us to understand to what

.'Drug‘and WR E vr EW Wl LEYJE

TABLE 1 Characteristics of clients and services.

Variable
Clients
Mean age in years (SD) 36.86 (16.27)
Female % 54.24
N 105,831
Mean AUDIT-C score (SD) 3.07 (3.26)
Services
Remoteness
Urban and inner regional 10
Outer regional and remote 5
Very remote 7

Note: AUDIT-C score: scored on a scale of 0-12. A score of 4 or more for
men, and 3 or more for women, is considered indicative of an individual at
risk of alcohol-related harm.

Abbreviations: AUDIT-C, Alcohol Use Disorders Identification Test
consumption; SD: standard deviation.

extent screening is due to a fixed-effects predictor of interest
(e.g., client age). Only random intercepts for services were
included, as random intercepts for clients resulted in
models failing to converge (indicating that the models were
too complicated for the data). Three models are presented:
(i) screening predicted by age; (ii) screening predicted by
age and gender; and (iii) screening predicted by age, gender
and service remoteness. Likelihood ratio tests were used to
indicate whether model fit was improved by the inclusion
of each additional predictor.

3 | RESULTS

3.1 | Demographic characteristics

The demographic characteristics of clients and ACCHOs
are presented in Table 1. A total of 105,831 Indigenous
Australian clients attended the 22 ACCHOs over the
5Syears. There were 718,186 instances where clients
attended a participating service during 2-monthly extrac-
tion periods. The mean age of clients was 36.86 years
(16.27 SD) and just over half of the clients were women
(54.24%; Table 1). Clients who were screened had a mean
AUDIT-C score of 3.07 (3.26 SD).

3.2 | Clinical context in which clients
are being screened with AUDIT-C

We examined in what clinical context clients were
being screened with AUDIT-C (Table 2). In the 5-year
study period, we detected 83,931 occasions when
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TABLE 2 Clinical context in which clients were screened with
AUDIT-C.

REVIEW

Context of AUDIT-C Observations %

Adult health check 46,197 55.0
Pre-consult exam 15,410 18.4
AUDIT-C separately 8276 9.9
Chronic condition management 3862 4.6
AHP/AHW 3126 3.7
Antenatal check 2415 2.9
Miscellaneous 2190 2.6
Lifestyle screen 568 0.7
NA 517 0.6
Mental health screen 442 0.5
AUDIT 389 0.5
Postnatal check 279 0.3
Alcohol and other drugs consult 147 0.2
Alcohol screen and AUDIT 72 0.1
Alcohol and other drugs assessment 41 0.0
Total 83,931 100.0

Note: Adult health check refers to any proactive health check for Aboriginal
and Torres Strait Islander, including outreach services; Pre-exam consult
could be completed by a nurse, AHP or AHW; Antenatal check: includes
preconception checks; AUDIT: full 10 item form.

Abbreviations: AHP, Aboriginal Health Practitioner; AHW, Aboriginal
Health Worker; AUDIT-C, Alcohol Use Disorders Identification Test
consumption.

AUDIT-C was delivered. Overall, the most common
context in which clients were screened with AUDIT-C
was during an Adult Health Check (55.0% of screening
occasions). This is a free annual health check that is
available to Aboriginal and Torres Strait Islander indi-
viduals. The next most common context was as part of
a pre-consult examination, which is conducted before
a client sees a doctor (18.4%). The third most common
use of AUDIT-C was as an additional clinical item
(9.9%; Table 2). This item can be selected by a doctor
or other health working during a consultation for
any reason.

3.3 | Demographic predictors of being
screened with AUDIT-C

We used multi-level logistic regressions to determine if
demographic factors, such as age, gender or service
remoteness, can explain the differences in AUDIT-C
screening rates. The models are presented in Table 3. We
included random intercepts for ACCHOs in the models.
Odds ratios above one indicate that the predictor

increases the odds of being screened with AUDIT-C.
Odds ratios below one indicate that the predictor reduces
the odds of being screened with AUDIT-C.

In Model 1, we identified a significant relationship,
that as clients’ age increases by 10 years (a decade), the
odds of being screened with AUDIT-C slightly decreased
(odds ratio 0.98; 95% confidence interval 0.98, 0.99). In
Model 2, we included gender and this improved model
fit (y%(1) = 50.23; p <0.001). We found that women, com-
pared to men, were less likely to be screened with
AUDIT-C (odds ratio 0.95; 95% confidence interval 0.93,
0.96). In Model 3 when we included remoteness this did
not improve model fit (y*(2) = 0.55; p = 0.76). This find-
ing suggests that the remoteness of ACCHOs was not
useful in explaining the likelihood of clients being
screened with AUDIT-C (Table 3).

4 | DISCUSSION

This study aimed to identify in what clinical contexts Indige-
nous Australian clients are being screened with AUDIT-C,
and what patient characteristics are associated with a
greater likelihood of being screened. Overall, the most com-
mon contexts were during an Adult Health Check, followed
by a pre-consult examination, then AUDIT-C being asked
as a separate item within a consultation. Also, older clients
and female clients were less likely to be screened with
AUDIT-C. Identifying which clients are being screened, and
in what context, can help ACCHOs plan strategies to
increase alcohol screening and detect risky drinking earlier
for Indigenous Australians.

4.1 | Clinical context in which clients
are being screened with AUDIT-C

Overall, from the 22 ACCHOs, the most common context
where AUDIT-C was conducted was during an Adult
Health Check. The Adult Health Checks offered to clients
of ACCHOs are designed specifically for Indigenous
Australians and are funded through the Australian
Government’s Medicare program [31, 32]. These checks
are used to detect health conditions or health risk factors,
including hazardous patterns of alcohol use [7, 33].
Alcohol screening is a mandatory component of the Adult
Health Checks. Also, given the stigma associated with
Indigenous Australians and alcohol, ACCHO staff may
feel more comfortable screening for alcohol use in the
broader context of general health screening [34, 35]. When
this study commenced, AUDIT-C was not routinely
included in ACCHOs’ Communicare (service software)
template for the Adult Health Check. Some ACCHOs
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TABLE 3 Hierarchical multi-level logistic regression predicting the odds of being screened with AUDIT-C by client demographics.

WILEY] =

Predictors OR [95% CI] InOR SE P ICC Likelihood ratio test
Model 1 12.21
(Intercept) 0.11 [0.09, 0.14] —2.20 0.10 <0.001
Age (decade) 0.98 [0.98, 0.99] —0.02 0.00 <0.001
Model 2 12.22 7%(1) = 50.23;
p <0.001
(Intercept) 0.12 [0.09, 0.14] -2.16 0.12 <0.001
Age (decade) 0.98 [0.98, 0.99] —0.02 0.00 <0.001
Female 0.95[0.93, 0.96] —0.05 0.01 <0.001
Model 3 11.91 x%(2)=0.55p=0.76
(Intercept) 0.12 [0.09, 0.17] —2.11 0.17 <0.001
Age (decade) 0.98 [0.98, 0.99] —0.02 0.00 <0.001
Female 0.95[0.93, 0.96] —0.05 0.01 <0.001
Remoteness: outer regional and remote 1.07 [0.62, 1.84] 0.07 0.28 0.81
Remoteness: very remote 0.82[0.47, 1.42] -0.20 0.28 0.48

Note: InOR, the natural logarithm of the odds ratio (logits); SE, standard error (of InOR); Likelihood ratio tests evaluate whether model fit improves when
predictors are added to a nested model. % of variance on the InOR scale described by clustering by service.

Abbreviations: CI, confidence interval; ICC, intra-class correlation; OR, odds ratio.

individually introduced AUDIT-C into the template early
in the project, but during the course of this study it
became routine in later versions of Communicare.

4.2 | Demographic predictors of being
screened with AUDIT-C

In this study, we found that overall, older clients and
women were less likely to be screened with AUDIT-C. The
finding that men are more likely to be screened with
AUDIT-C could be because Indigenous men tend to drink
more frequently, and greater quantities of alcohol compared
to women [36-38]. It could be that staff are consciously or
unconsciously targeting screening to those whom they con-
sider are at greater risk from alcohol. By observation, higher
screening rates among men may also be due to existing
efforts to increase health screening among young men.
Screening may be occurring either at ACCHOs, or at other
settings, such as youth groups or men’s groups [39]. While
women may be less likely to be risky drinkers, compared to
men, it is important that any risky drinking among women
is detected. This would reduce the woman’s risk of harms
linked to alcohol, including breast cancer. It would also
reduce the risk of fetal alcohol spectrum disorder if alcohol
were consumed during pregnancy [40]. Therefore, ACCHOs
should aim to regularly screen the entire community. This
could include offering outreach services to women’s, men’s
or Elders’ groups.

Another factor to consider is that there may be youn-
ger Aboriginal ACCHO staff who may feel uncomfortable,

embarrassed or ‘shame’ to ask older clients about their
drinking or any alcohol-related problems [34, 41]. In
Indigenous communities, Elders are very respected by
the younger generations, which could include younger
Aboriginal ACCHO staff. To address this, ACCHO staff
can work together to increase alcohol screening. ACCHOs
could also target alcohol-related health promotion mate-
rials to all community members, using a range of language
and imagery to appeal to everyone [42, 43].

4.3 | Implications for policy, practice
and research

Currently in Australia, there is no specific funding from
the Australian Government’s Medicare program that is
attached to AUDIT-C screening or alcohol brief interven-
tions. Given the harms from alcohol to individuals and
impacts on communities [5], it may be beneficial for
ACCHOs to receive government funding specifically for
alcohol screening and brief interventions. For example, a
new specific Medicare Benefits Schedule item could be cre-
ated for delivering advice about alcohol. Government fund-
ing will help ACCHOs address alcohol-related issues in
communities and will benefit clients by providing those
who need it with support to help them rethink their
drinking [44].

We acknowledge that a common way for health
professionals to deliver alcohol screening for Indige-
nous Australians is through the Adult Health Check
and ACCHOs receive reimbursement for these
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checks through the Medicare Benefits Schedule.
While this check includes alcohol screening, it does not
specify a validated screening tool. Previous research by
J. Conigrave et al. showed that the use of AUDIT-C more
than triples the number of individuals detected as having
unhealthy drinking, compared to an unstructured item [13].

Local alcohol-related policies that are led by Indige-
nous communities have been shown to be effective to
improve health outcomes for Indigenous Peoples [45]. By
observation, local ACCHOs have been successful in
increasing alcohol screening through the use of incentives,
such as Indigenous-designed shirts for clients who have an
Adult Health Check. Also, by observation, some ACCHOs
have effectively engaged with the board, community and
clinicians to further increase screening. Future research is
needed to work with ACCHOs to develop and implement
approaches to increase AUDIT-C screening and to mea-
sure the impact of different strategies [22]. For example,
screening programs that are supported by delivering brief
interventions, and where necessary, by referral to alcohol
and other drug teams within ACCHOs, addiction medi-
cine specialists, and to detoxification and residential reha-
bilitation services. This research should be led by and
implemented by Indigenous communities.

44 | Limitations

This study has a number of limitations. First, the same
individuals could have attended multiple ACCHOs and
had AUDIT-C recorded at each service. Second, in this
study the range of the 22 participating ACCHOs were
recruited from most—but not all—states and territories
in Australia (except Tasmania and Australian Capital
Territory). However, this is unlikely to impact the study
findings. Finally, AUDIT-C or other alcohol screening
could have occurred during outreach visits around the
community, such as during men’s or women’s groups or
secondary school visits. Informal communication from
service staff suggests outreach screening visits may not
have been recorded because staff did not have the
technology or time to record the events in the practice
software. Future research would benefit from working
with ACCHOs to identify potential barriers and enablers
of collecting health screening data.

5 | CONCLUSION

Alcohol screening using structured tools, such as
AUDIT-C, is important to identify individuals who may
need support in reducing their consumption. Overall,
older clients and women were less likely to be screened

using AUDIT-C. Increasing screening rates within the
entire community, including through outreach services,
can be achieved by working with ACCHOs. Future
research that is led by Indigenous communities can pro-
vide effective strategies to increase alcohol screening
among Indigenous Australians.

AUTHOR CONTRIBUTIONS

Each author certifies that their contribution to this work
meets the standards of the International Committee of
Medical Journal Editors.

ACKNOWLEDGEMENTS

The authors would like to acknowledge the 22 ACCHOs
that took part in this study. The authors would like to
acknowledge the support of the Australian National
Health and Medical Research Council funding through a
Project Grant (#1105339), the Centre of Research Excel-
lence in Indigenous Health and Alcohol (#1117198) and
a Practitioner Fellowship for K. Conigrave (#1117582).
The authors would also like to acknowledge the help of
Kristie Harrison (Wiradjuri nation), Taleah Reynolds
(Anaiwan nation) and Dr Monika Dzidowska of the Uni-
versity of Sydney; and of Beth Hummerston who was
employed at the Aboriginal Health Council of South Aus-
tralia at the time of the study. Open access publishing
facilitated by The University of Sydney, as part of the
Wiley - The University of Sydney agreement via the
Council of Australian University Librarians.

CONFLICT OF INTEREST STATEMENT
The authors have none to declare.

ORCID

Teagan J. Weatherall ® https://orcid.org/0000-0002-3224-
5761

James H. Conigrave ‘ https://orcid.org/0000-0002-8816-
6229

K S. Kylie Lee
Katherine M. Conigrave
6428-1441

https://orcid.org/0000-0001-5410-9464
https://orcid.org/0000-0002-

REFERENCES

1. National Health and Medical Research Council. Australian
guidelines to reduce health risks from drinking alcohol. Com-
monwealth of Australia, Canberra: National Health and Medi-
cal Research Council, Australian Research Council and
Universities Australia; 2020.

2. Stearne AE, Allsop S, Shakeshaft A, Symons M, Wright M.
Identifying how the principles of self-determination could be
applied to create effective alcohol policy for First Nations
Australians: Synthesising the lessons from the development of
general public policy. Int J Drug Policy. 2021;93:103260.

85U0|7 SUOWWIOD dARea.D 8|qedl|dde aus Aq peusenob ae sajone VO 8sn Jo Sa|nJ 10} ArIqIT8UIUQO AB[IA\ UO (SUOTIPUOD-PpUR-SWBI W0 A8 |IM ARe.q 1 [eut|uoy/Sdny) SUORIPUOD pue swie | 8u1 88S *[20z/20/LT] uo Ariqiaulluo A1 ‘AsBAIUN UemoD WP Aq TSEET Bp/TTTT OT/I0p/W0d A 1M Akeiqijeul|uoy/Sdny wolj pepeojumod ‘S vZ0z ‘29EESarT


https://orcid.org/0000-0002-3224-5761
https://orcid.org/0000-0002-3224-5761
https://orcid.org/0000-0002-3224-5761
https://orcid.org/0000-0002-8816-6229
https://orcid.org/0000-0002-8816-6229
https://orcid.org/0000-0002-8816-6229
https://orcid.org/0000-0001-5410-9464
https://orcid.org/0000-0001-5410-9464
https://orcid.org/0000-0002-6428-1441
https://orcid.org/0000-0002-6428-1441
https://orcid.org/0000-0002-6428-1441

ALCOHOL SCREENING IN 22 AUSTRALIAN ACCHO

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

World Health Organization. Global status report on alcohol
and health 2018. Geneva: World Health Organization; 2018.
Australian Bureau of Statistics. Alcohol Consumption 2018.
Available from: https://www.abs.gov.au/statistics/health/
health-conditions-and-risks/alcohol-consumption/2017-18
Wilson A, Stearne A, Gray D, Saggers S. The harmful use of
alcohol amongst Indigenous Australians. Australian Indige-
nous HealthInfoNet 2010. 10.

Wilkes E. Aboriginal autonomy and the reduction of alcohol-
related harm. Drug Alcohol Rev. 2015;34:469-70.

Gray D, Cartwright K, Stearne A, Saggers S, Wilkes E,
Wilson M. Review of the harmful use of alcohol among aborig-
inal and Torres Strait islander people. Australian Indigenous
HealthInfoNet. 2017;19:42.

Gracey M, King M. Indigenous health part 1: determinants
and disease patterns. Lancet. 2009;374:65-75.

Harradine S. My version—The Stolen Generation 1945-1952.
Ngoonjook J Australian Indigenous Issues. 1993;9:1-4.
HealingFoundation. Stolen Generations. Available from:
https://healingfoundation.org.au/stolen-generations/
Wilkinson R, Marmot M, World Health Organization. Social
determinants of health: the solid facts: World Health Organi-
zation. Geneva: World Health Organization; 2003.

Haber P, Riordan B. Guidelines for the Treatment of Alcohol
Problems. Sydney: Specialty of Addiction Medicine, Faculty of
Medicine and Health. Sydney: The University of Sydney; 2021.
p. 304.

Conigrave JH, Lee K, Haber PS, Vnuk J, Doyle MF,
Conigrave KM. More than three times as many indigenous
Australian clients at risk from drinking could be supported if
clinicians used AUDIT-C instead of unstructured assessments.
Addict Sci Clin Pract. 2022;17:23.

Babor TF, Higgins-Biddle JC, Saunders JB, Monteiro MG. The
alcohol use disorders identification test. Geneva: World Health
Organization; 1992.

Clifford A, Shakeshaft A. Evidence-based alcohol screening
and brief intervention in Aboriginal community controlled
health services: experiences of health-care providers. Drug
Alcohol Rev. 2011;30:55-62.

Conigrave JH, Conigrave KM, Wilson S, Lee KK. Indigenous
Australian drinking risk: comparing risk categorisations based
on recall of recent drinking occasions to AUDIT-C screening
in a representative sample. Drug Alcohol Rev. 2022;41:616-24.
National Aboriginal Community Controlled Health Organisa-
tion. Investing in healthy futures for generational change.
Canberra: NACCHO. 2013.

Pearson O, Schwartzkopff K, Dawson A, Hagger C, Karagi A,
Davy C, et al. Aboriginal community controlled health organi-
sations address health equity through action on the social
determinants of health of Aboriginal and Torres Strait Islander
peoples in Australia. BMC Public Health. 2020;20:1859.
Australian Institute of Health and Welfare. AIHW national
key performance indicators data collection: user guide for June
2022. Canberra: AIHW; 2022.

Panaretto K, Coutts J, Johnson L, Morgan A, Leon D,
Hayman N. Evaluating performance of and organisational
capacity to deliver brief interventions in Aboriginal and Torres
Strait Islander medical services. Aust N Z J Public Health.
2010;34:38-44.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

.Drug)and Wl LEYJE

Clifford A, Shakeshaft A, Deans C. Training and tailored out-
reach support to improve alcohol screening and brief interven-
tion in Aboriginal Community Controlled Health Services.
Drug Alcohol Rev. 2013;32:72-9.

Dzidowska M, Lee KK, Conigrave JH, Dobbins TA,
Hummerston B, Wilson S, et al. Support for Aboriginal health
services in reducing harms from alcohol: 2-year service provi-
sion outcomes in a cluster randomized trial. Addiction. 2021;
117:796-803.

Dzidowska M, Raubenheimer JE, Dobbins TA, Lee K,
Hayman N, Vnuk J, et al. Effects of service-wide support on
regularity of alcohol screening of clients in Australian Aborigi-
nal and Torres Strait Islander Community Controlled Health
Services: a cluster randomised trial. Addict Sci Clin Pract.
2022;17:13.

Conigrave JH, Harrison KH, Lee KSK, Dobbins TA,
Hummerston B, Hayman N, et al. Support can increase use of
the AUDIT-C in Australian Aboriginal Community Controlled
Health Services: a cluster randomized trial. Addiction. 2021;
116:2304-15.

Harrison KH, Lee KK, Dobbins T, Wilson S, Hayman N,
Ivers R, et al. Supporting Aboriginal Community Controlled
Health Services to deliver alcohol care: protocol for a cluster
randomised controlled trial. BMJ Open. 2019;9:e030909.
Australian Bureau of Statistics. Australian Statistical Geogra-
phy Standard (ASGS): Volume 5—Remoteness Structure. Can-
berra: Australian Bureau of Statistics; 2016.

Australian Institute of Health Welfare. Aboriginal and Torres
Strait Islander specific primary health care: results from the
nKPI and OSR collections. Canberra: ATHW; 2022.

R Core Team. R: a language and environment for statistical
computing. Vienna, Austria: Foundation for Statistical
Computing; 2021.

Landau WM. The targets R package: a dynamic make-like
function-oriented pipeline toolkit for reproducibility and high-
performance computing. J Open Source Softw. 2021;6:2959.
Bates D, Maechler M, Bolker B, Walker S. Fitting linear
mixed-effects models using Ime4. J Stat Softw. 2015;67:1-48.
Department of Health and Aged Care. Annual health checks for
Aboriginal and Torres Strait Islander people. Canberra: Depart-
ment of Health and Aged Care, Australian Government; 2022.
Australian Institute of Health and Welfare. Indigenous health
checks and follow-ups. Canberra: AIHW. Australian Govern-
ment; 2022. Available from: https://www.aihw.gov.au/reports/
indigenous-australians/indigenous-health-checks-follow-ups/
contents/about

Spurling GKP, Hayman NE, Cooney AL. Adult health checks
for Indigenous Australians: the first year’s experience from the
Inala Indigenous Health Service. Med J Aust. 2009;190:562-4.
Gray R. Shame, labeling and stigma: challenges to counseling
clients in alcohol and other drug settings. Contemp Drug
Probl. 2010;37:685-703.

Weatherall TJ, Conigrave KM, Conigrave JH, Lee KSK. What
is the prevalence of current alcohol dependence and how is it
measured for Indigenous people in Australia, New Zealand,
Canada and The United States of America? A systematic
review. Addict Sci Clin Pract. 2020;15:32.

Lee KSK, Conigrave JH, Wilson S, Perry J, Hayman N, Zheng C,
et al. Patterns of drinking in Aboriginal and Torres Strait Islander

85U0|7 SUOWWIOD dARea.D 8|qedl|dde aus Aq peusenob ae sajone VO 8sn Jo Sa|nJ 10} ArIqIT8UIUQO AB[IA\ UO (SUOTIPUOD-PpUR-SWBI W0 A8 |IM ARe.q 1 [eut|uoy/Sdny) SUORIPUOD pue swie | 8u1 88S *[20z/20/LT] uo Ariqiaulluo A1 ‘AsBAIUN UemoD WP Aq TSEET Bp/TTTT OT/I0p/W0d A 1M Akeiqijeul|uoy/Sdny wolj pepeojumod ‘S vZ0z ‘29EESarT


https://www.abs.gov.au/statistics/health/health-conditions-and-risks/alcohol-consumption/2017-18
https://www.abs.gov.au/statistics/health/health-conditions-and-risks/alcohol-consumption/2017-18
https://healingfoundation.org.au/stolen-generations/
https://www.aihw.gov.au/reports/indigenous-australians/indigenous-health-checks-follow-ups/contents/about
https://www.aihw.gov.au/reports/indigenous-australians/indigenous-health-checks-follow-ups/contents/about
https://www.aihw.gov.au/reports/indigenous-australians/indigenous-health-checks-follow-ups/contents/about

= | wWiLEY_[Breeaae

37.

38.

39.
40.

41.

42.

REVIEW

WEATHERALL ET AL.

peoples as self-reported on the Grog Survey App: a stratified sam-
ple. BMC Med Inform Decis Mak. 2019;19:180.

Conigrave JH, Lee KSK, Zheng C, Wilson S, Perry J,
Chikritzhs T, et al. Drinking risk varies within and between
Australian Aboriginal and Torres Strait Islander samples: a
meta-analysis to identify sources of heterogeneity. Addiction.
2020;115:1817-30.

Zheng C, Conigrave JH, Conigrave KM, Wilson S, Perry J,
Chikritzhs TN, et al. Patterns of drinking in Aboriginal and
Torres Strait Islander peoples as self-reported on the Grog Sur-
vey App: a representative urban and remote sample. Drug
Alcohol Rev. 2021;41:114-24.

Su J-Y, Belton S, Ryder N. Why are men less tested for sexually
transmitted infections in remote Australian Indigenous communi-
ties? A mixed-methods study. Cult Health Sex. 2016;18:1150-64.
Popova S, Charness ME, Burd L, Crawford A, Hoyme HE,
Mukherjee RAS, et al. Fetal alcohol spectrum disorders. Nat
Rev Dis Primers. 2023;9:11.

Islam MM, Oni HT, Lee KSK, Hayman N, Wilson S,
Harrison K, et al. Standardised alcohol screening in primary
health care services targeting Aboriginal and Torres Strait
Islander peoples in Australia. Addict Sci Clin Pract. 2018;13:5.
Conigrave K, Freeman B, Caroll T, Simpson L, Lee KSK,
Wade V, et al. The Alcohol Awareness project: community
education and brief intervention in an urban Aboriginal set-
ting. Health Promot J Austr. 2012;23:219-25.

43.

44,

45.

Durie M. An Indigenous model of health promotion. Health
Promot J Austr. 2004;15:181-5.

Lee KSK, Freeburn B, Ella S, Miller W, Perry J, Conigrave KM.
Handbook for Aboriginal alcohol and drug work. Australia: The
University of Sydney; 2012. p. 464.

Muhunthan J, Angell B, Hackett ML, Wilson A, Latimer J,
Eades A-M, et al. Global systematic review of Indigenous
community-led legal interventions to control alcohol. BMJ
Open. 2017;7:e013932.

SUPPORTING INFORMATION

Additional supporting information can be found online
in the Supporting Information section at the end of this
article.

How to cite this article: Weatherall TJ,
Conigrave JH, Lee KSK, Vnuk J, Ivers R,
Hayman N, et al. Alcohol screening in 22
Australian Aboriginal Community Controlled
Health Organisations: Clinical context and who is
screened. Drug Alcohol Rev. 2024;43(5):1226-34.
https://doi.org/10.1111/dar.13851

85U0 | SUOLLLOD SISO 3|qedl|dde au) Aq pauiaA0B 818 s3I VO ‘B8N JO 3N J0J ARIq 1T 8UIIUO AB]IM UO (SUORIPUOD-PUB-SLLLBIALIOY A8 |IMAReIq 1 BUIIUO//SAIY) SUORIPUOD PUe SWS L 8U} 885 *[7202/20/2T] U0 ArigiaulluO AB|IM ‘ASRAIN UeMoD WIPT A TSBET BP/TTTT 0T/I0p/w0d &3] 1 ARelq i fou|uo//Sdny wouy papeojumod ‘G ‘¥202 ‘ZIEESorT


https://doi.org/10.1111/dar.13851

	Alcohol screening in 22 Australian Aboriginal Community Controlled Health Organisations: Clinical context and who is screened
	1  INTRODUCTION
	2  METHODS
	2.1  Aboriginal leadership
	2.2  Ethical approval
	2.3  Setting
	2.4  Data collection
	2.5  Variables
	2.5.1  Demographics
	2.5.2  Alcohol Use Disorders Identification Test-C

	2.6  Analysis
	2.6.1  Frequency analysis
	2.6.2  Exploring demographic associations of screening


	3  RESULTS
	3.1  Demographic characteristics
	3.2  Clinical context in which clients are being screened with AUDIT-C
	3.3  Demographic predictors of being screened with AUDIT-C

	4  DISCUSSION
	4.1  Clinical context in which clients are being screened with AUDIT-C
	4.2  Demographic predictors of being screened with AUDIT-C
	4.3  Implications for policy, practice and research
	4.4  Limitations

	5  CONCLUSION
	AUTHOR CONTRIBUTIONS
	ACKNOWLEDGEMENTS
	CONFLICT OF INTEREST STATEMENT
	REFERENCES


