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Abstract 

Objectives: Review the evidence for the effectiveness of chronic condition self-management 

programs applied to Aboriginal and Torres Strait Islander Peoples. 

Methods: A rapid review methodology was followed to develop an evidence summary from 

peer-reviewed and grey literature.  

Results: Only six peer-reviewed studies were identified. The evidence indicated that group 

programs, particularly the Stanford Program, and structured individual chronic condition self-

management programs were of good quality for Aboriginal and Torres Strait Islander 

Peoples, although these need to be integrated into practice in order to see the greatest 

benefits. The Flinders Program showed promise as a standardised program with content 

designed specifically with and for these populations. Numerous grey literature sources were 

identified, many using strong participatory approaches developed locally within Aboriginal 

and Torres Strait Islander Peoples. However, few of these programs have been subject to 

rigorous evaluation. 

Discussion: Despite the significant focus on chronic condition self-management programs to 

help address the burden of disease for Aboriginal and Torres Strait Islander Peoples, few 

studies exist that have been properly evaluated. The Closing the Gap Principles developed by 

the Australian Institute of Health and Welfare offer important guidance for how to proceed to 

maximise engagement, cultural appropriateness and ownership of program initiatives. 
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Introduction  

Chronic physical and mental health conditions are those that persist for months or years and 

require the person to adjust their day-to-day life in order to manage and cope with the 

physical, social and emotional effects of the condition on themselves and those around them 

[1]. Chronic conditions are ‘lived with’ rather than cured and often have a significant 

negative effect on the person’s quality of life. Many chronic conditions are preventable or are 

ameliorated with improvements in lifestyle risk factors such as smoking, exercise, diet, 

alcohol and stress [2]. Chronic conditions pose significant personal and social costs to 

individuals, families, and communities, and significant economic costs to health systems and 

funders of those systems. In Australia, chronic conditions are “the leading cause of illness, 

disability and death…accounting for 90% of all deaths in 2011” [3, p.94].  

 

Certain populations are at greater risk of poor health outcomes from chronic conditions [4], 

including Aboriginal and Torres Strait Islander Peoples [3]. Chronic conditions affect 

Aboriginal and Torres Strait Islander Peoples at a disproportionately higher level than non-

Aboriginal and Torres Strait Islander Australians, accounting for two thirds of the gap in 

mortality with particularly high rates of diabetes, cardiac and respiratory conditions [5]. For 

example, Aboriginal and Torres Strait Islander Peoples are three times more likely to suffer 

from diabetes and over seven times as likely to receive treatment for end-stage kidney failure 

[2]. As a consequence of this significant burden of disease, the Australian government has 

invested heavily in a national program of ‘Closing the Gap’ to improve Aboriginal and Torres 

Strait Islander Peoples’ health outcomes [6,7]. 

 

Chronic condition self-management programs in Australia are at a relatively early stage of 

evolution. Their application in Australia’s Aboriginal and Torres Strait Islander communities 

is an enormous challenge in the context of numerous health and social problems [8]. The 

challenge is not only to identify and manage emerging chronic conditions but also to 

intervene at the social, economic, and environmental levels to prevent illness at its source 

through population-based approaches [9,10]. 

 

Definitions of self-management of chronic conditions vary. A widely used definition is that 

self-management involves the person with the chronic condition “engaging in activities that 

protect and promote health, monitoring and managing symptoms and signs of illness, 

managing the impacts of illness on functioning, emotions and interpersonal relationships, and 



adhering to treatment regimes” [11, p.1]. Important elements of any self-management 

program are therefore the ability to support the person’s knowledge, self-efficacy, 

confidence, and behaviour change towards more health enhancing behaviours. To achieve 

this, self-management programs need to be person-centred, matching the person’s needs, 

expectations, and preferences, as well as their ability to understand (their literacy and health 

literacy). They need to be effective in drawing on and building upon any available internal 

and external resources that the person may have, and deliver tangible rewards for their self-

management efforts. Failure of any element may affect the ability of the program to succeed. 

It is assumed that patients have access to housing, electricity, food, clothing, transport, and 

money to buy medications to achieve self-management. Their families are also assumed to 

play a positive role in their ongoing care. Patients are assumed to perceive their own 

condition as an important priority over other needs. Unfortunately, few of these conditions 

are met in many Aboriginal and Torres Strait Islander communities [8]. 

 

Important elements also include the program’s ability to instil trust in others who may 

provide services, and support the person’s engagement with the program and its contents. 

This is of particular importance for populations who may experience marginalisation or 

discrimination within mainstream, Western bio-medical models of healthcare. In Australia, 

these concerns have been written about extensively and relate to cultural differences in health 

belief systems and the collective trauma experienced by Aboriginal and Torres Strait Islander 

Peoples as a consequence of colonisation [12]. 

 

The current review arose from concern for the high rates of chronic conditions and 

complexity of chronic condition management and self-management in Aboriginal and Torres 

Strait Islander Peoples and the need, therefore, to explore and understand what self-

management programs might be more or less effective with these populations.  

 

Methods  

The purpose of this review was to summarise the evidence for the effectiveness of chronic 

condition self-management (CCSM) programs applied to Aboriginal and Torres Strait 

Islander Peoples. The review included peer-reviewed and grey literature in recognition that 

the grey literature likely contained evidence that may not meet the rigorous standards 

expected in conventional reviews, but that this evidence is ethically justified for inclusion 

because it often contains strong community participation from Aboriginal and Torres Strait 



Islander communities [13]. This review was part of a larger rapid review to determine which 

CCSM programs have been demonstrated to lead to improved outcomes. Aboriginal and 

Torres Strait Islander Peoples was one of four sub-population foci for this review (others 

were low socio-economic status, culturally and linguistically diverse, refugee populations), 

commissioned by an Australian Primary Health Network, COORDINARE [14]. The rapid 

review methodology outlined by Khangura et al. [15] was followed in order to develop an 

evidence summary from the review of peer-reviewed and grey literature that would meet 

COORDINAIRE’s needs. This type of review emphasises ‘Knowledge to Action’ steps, 

driven by the needs of policy makers and services. This involves eight steps: needs 

assessment; question development and refinement, proposal development and approval, 

systematic literature search, screening and selection of studies, narrative synthesis, report 

production, and ongoing follow-up and dialogue with knowledge users. The review sought to 

address the following question: 

• What chronic condition self-management programs have been evaluated for their 

effectiveness among Aboriginal and Torres Strait Islander Peoples with chronic 

conditions? 

 

Peer-Reviewed Literature Search Strategy 

The international literature on chronic condition self-management is vast. Therefore, for the 

peer-reviewed literature, the authors restricted the search to include only literature published 

within the past decade (2007-2016). The search was performed from December 2016 to 

January 2017 using Pubmed, Embase, PsychInfo, CINAHL, Web of Science and Cochrane 

Collaboration Reviews. Search terms included: (chronic disease OR chronic condition OR 

chronic illness) AND (self-management OR self-management OR patient activation) AND 

(program OR programme). Inclusion and exclusion criteria are outlined in Table 1. 

[Table 1] 

The database search for the larger review retrieved 2336 citations. After removing duplicates, 

two authors reviewed the articles by title and abstract and excluded further citations. For the 

remaining articles, full-text papers were reviewed for eligibility, after which a total of 145 

papers were included in the larger review [14]. Agreement was reached for all potentially 

included and excluded articles, with any discrepancy resolved through discussion. Key 

information was extracted from the articles and compiled into a table. Due to the short 



timeframe for the review and volume of included articles, a further check of reference lists 

was not done. As part of reviewing the larger body of literature, we separated out those 

articles investigating CCSM interventions with a clear focus on Aboriginal and Torres Strait 

Islander populations, not those that may have had individuals from these populations among 

their sample.  

 

CCSM program types identified for this review were: Stanford/modified Stanford; Complete 

Health Improvement Program (CHIP); health-professional led group program; peer led group 

program; eHealth/mHealth; structured self-management; Flinders Program; individual 

coaching; and education programs (see Table 2).  

[Table 2] 

 

Peer-reviewed literature was evaluated using the National Health and Medical Research 

Council (NHMRC) Levels of Evidence [16]. The quality of each study was assessed using 

the assessment tool developed by the UK National Heart, Lung and Blood Institute 

(NHLBI)[17] for before-after studies and the Critical Appraisal Skills Programme (CASP) 

checklist for qualitative study designs [18]. One study reporting on baseline measures from a 

randomised controlled study was not assessed for quality. 

 

Box 1: Levels of Evidence of the Peer-Reviewed Literature 

Level of Evidence Study Design 
I A systematic review of Level II studies 
II A randomised controlled trial 
III-1 A pseudo-randomised controlled trial (i.e., alternate allocation 

or some other method) 
III-2 A comparative study with concurrent controls (i.e., non-

randomised experimental trials, cohort studies, case-control 
studies, interrupted time series studies with a control group) 

III-3 A comparative study without concurrent controls (i.e., historical 
control study, two or more single arm studies, interrupted time 
series studies without a parallel control group) 

IV Case series with either post-test or pre-test/post-test outcomes 
 
Grey Literature Search Strategy 

The grey literature on CCSM programs is also vast and was therefore limited to non-peer-

reviewed resources and documents from key websites of relevant organisations known to 

serve the chronic condition practice and research community in Australia (see Box 2). The 



search was not exhaustive; however, it included key repositories for studies relating to 

Aboriginal and Torres Strait Islander Peoples, as recommended by Gomersal et al. [13].  

 

Box 2: Internet sources/sites for review of the grey literature 

Internet – Google  
Clearing houses: 

− Australian Disease Management Australia (ADMA) 
− Sax Institute 
− Australian Indigenous HealthInfonet (HealthInfonet) 
− Primary Health Care Research and Information Service (PHCRIS) 
− Chronic Illness Alliance (CIA) 
− Australian Institute of Health and Welfare (AIHW) 

Health websites of federal, state and territory government departments  
 

For consistency, and to target the search parameters, the search terms ‘chronic disease self-

management program’ and ‘chronic condition self-management program’ were used across 

each website of interest.  The term ‘Australia’ was added to this search when applied to 

clearing houses. A further search for the population groups of interest in the review was then 

applied; in this case, ‘Indigenous’ and ‘Aboriginal and Torres Strait Islander’.  

The populations and programs of interest were the same as those defined by the search of 

peer-reviewed literature. The grey literature search included evaluations of specific CCSM 

programs (where summary outcomes and/or full reports were available), unpublished 

reviews, reports of qualitative consultations with people with chronic conditions, and health 

service and government reports. The search excluded: clinical guidelines; advertising for 

forums or conferences; clinical tools and scales; general reports on CCM; epidemiological 

data on certain conditions; needs assessment reports; and publications already identified 

during the search of peer-reviewed literature. Of note, the clearing houses contained links to 

hundreds of past conference presentations/posters via links to conference websites. These 

were not included due to their limited detail for assessment, their volume and time 

constraints.  

 

Results 

Five peer-reviewed papers were identified through the peer-reviewed literature search 

[9,10,19-21]; an additional two peer-reviewed papers were identified through the grey 

literature search [22,23]. Twenty-eight sources (including self-management programs and 



resources) were identified in the grey literature [26-30; see full list in Table 4]. Some of these 

programs had an established evidence base, whereas others were developed locally, with 

many using strong participatory approaches within communities. 

 

Peer-reviewed literature  

A limited range of programs was applied to Aboriginal and Torres Strait Islander Peoples. 

Studies provided low level evidence, with the majority being case series with either post-test 

or pre-test/post-test outcomes, and one being a qualitative study. The majority (n=5) were of 

moderate quality with one study being low quality and one reporting on the baseline 

measures from a randomised controlled trial that was not assessed for quality. All studies 

were in a clinical setting and involved leadership by health professionals or partnership with 

health professionals. The Flinders Program was the predominant program type used in three 

of the seven studies [9,10,19], with use of the Partners in Health Scale from that program 

used in one further study [20]. Two studies included elements of peer-led group programs 

(Stanford Program) [9,19], one study used the volunteer-led Complete Health Improvement 

Program (CHIP) [23], and one study used a structured self-management program specifically 

developed for application in a particular setting [19]. Four studies focused on chronic 

conditions in general [9,19,21,22]; two studies focused on diabetes [10, 23] and one study 

focused on mental health [19]. Five studies were integrated into routine care [9,10,19,21,22]. 

A Cochrane Collaboration systematic review supports the need for integration, noting that 

outcomes appear greater when CCSM programs are “more comprehensive, more intensive, 

and better integrated into routine care” [24, p.3]. See Table 3 for a more detailed summary of 

the peer-reviewed literature and its research quality, the summary of which has been 

informed by the Taxonomy for Disease Management developed by Krumholz et al. [25]. 

[Table 3] 

 

Structured self-management, assessment and goal setting 

One study reporting on the baseline measures from a randomised controlled trial proposed a 

structured self-management, assessment, and goal setting CCSM program approach to 

treating Aboriginal and Torres Strait Islander Peoples with mental health conditions including 

schizophrenia, depression, and bipolar affective disorder [20]. The brief intervention 

combined the principles of motivational interviewing, problem-solving therapy and CCSM 

with traditional storytelling. The aim of the approach was to assist in understanding of 

symptoms and signs of mental illness, problem solving, developing strategies to manage 



relapse, and pursue lifestyle goals. The research involved a small sample of 49 Aboriginal 

and Torres Strait Islander Peoples and 37 carers who live in two communities in the Northern 

Territory. The intervention involved a one-hour session including two 5-minute videos shown 

specifically for that community, with content covering local views and a brief motivational 

interview with a focus on change in the context of the family rather than the individual. 

Overall, the approach and its components were well received by participants and their carers.  
 

Health Professional-led program 

A small, exploratory qualitative study of moderate quality from Queensland [21] of the 

‘Work it Out’ Program for urban Aboriginal and Torres Strait Islander Peoples involved a 

health professional-led group program with 28 participants. The aim of the program was to 

improve quality of life, increase confidence and ability to cope, improve fitness and provide a 

better understanding of how to live a healthy and active life. The study involved a 12-week 

program including two to four sessions each week of an hour of exercise and a 45-minute 

education session. The study also monitored health indicators including blood pressure, blood 

glucose level, and social and emotional wellbeing. Participants and staff perceived the 

program to be effective based on self-reported improvements in lifestyle and social and 

emotional wellbeing, and positive changes in clinical health indicators.  

 

Another health professional-led group program was the Home-based Outreach Case 

Management of chronic disease Exploratory (HOME) study which aimed to implement a 

home-based, case management model of patient-centred multidisciplinary care for Aboriginal 

and Torres Strait Islander Peoples with complex chronic conditions, and included an 

evaluation of changes in several clinical biomarkers [22]. The program was conducted in 

Inala, a south-western suburb of Brisbane, Queensland and involved 41 participants. The 

CCSM approach involved a comprehensive needs assessment that aimed to identify what 

each participant needed to be healthy and to facilitate a process for them to identify their 

health and wellbeing goals. Results of this moderate quality study showed acceptance of the 

intervention and significant improvements in type 2 diabetes control, as measured by HbA1c, 

systolic and diastolic blood pressure, rates of moderate to severe depression and self-rated 

health status, but no change in measured body mass index (BMI). 

 

Volunteer-led group program 



The Complete Health Improvement Program (CHIP) group intervention was implemented in 

a pre-test/post-test moderate quality study in two rural locations (Port Augusta, South 

Australia and Drouin, Victoria) [23]. Twenty-five Aboriginal and Torres Strait Islander 

people participated in the intervention, which involved 11 group sessions over four weeks 

focused on nutrition and physical activity. Volunteers who had previously trained in CHIP 

facilitated the sessions. Outcomes included body weight, blood pressure (BP), fasting plasma 

glucose (FPG), total cholesterol (TC), high-density lipoprotein (HDL) cholesterol, low-

density lipoprotein cholesterol (LDL) and triglycerides (TG). After four weeks mean body 

weight decreased by 3.1 kg, representing a 3.5% reduction from baseline (p<0.001). FPG 

decreased on average by 16.1% (p=0.001). There was no change in lipid profile or BP.  

 

The Flinders Program 

All three studies using the Flinders Program [9,10,19] were based in South Australia. One 

was of low quality [9] with the other two being of moderate quality [10,19]. All three 

involved a pre/post-test design [9,10,19]. Two of these studies were applied to rural 

Aboriginal and Torres Strait Islander Peoples [9,10], and one study focused on both rural and 

urban Aboriginal and Torres Strait Islander Peoples with a range of chronic conditions [19]; 

though all three studies focused predominantly on diabetes. The first study involved 60 

participants and reported on the outcomes of the Aboriginal and Torres Strait Islander 

diabetes CCSM pilot project on the Eyre Peninsula [10]. The project tested whether a 

modified form of self-management assessment, goal setting and care planning delivered by 

Aboriginal and Torres Strait Islander Health Workers is acceptable to Aboriginal and Torres 

Strait Islander Peoples, and whether such an approach can lead to improved patient self-

management behaviours. The study found a significant reduction in HbA1c levels and 

provided preliminary evidence of improved patient self-management and other clinical 

outcomes. 

 

The second Flinders Program study aimed to evaluate the Sharing Health Care SA (SHC SA) 

chronic disease self-management (CDSM) project in three rural South Australian sites, 

including Whyalla, Port Augusta, and Port Lincoln, and involved 175 participants [9]. The 

SHC SA initiative was based on the initial work of the Eyre Peninsula study [10]. Both 

Aboriginal and Torres Strait Islander patients and non-Aboriginal and Torres Strait Islander 

patients with a range of chronic conditions including diabetes, cardiovascular disease (CVD), 



chronic obstructive pulmonary disease (COPD), depression, and arthritis were offered the 

Flinders Program and modified Stanford Program to assess changes in health status, service 

access and levels of self-management skill. The study found significant improvements in self-

rated self-management skills and improvements in health service utilisation visits to GPs, 

specialists, and hospitals (differentiating increases in planned visits as an indication of active 

involvement and decreases in unplanned hospitalisations as a positive sign), the impact of 

pain, worry about illness, frustration with illness and fear about the future. 

 

The third Flinders Program study reported the outcomes of longitudinal pre/post-test clinical 

outcomes (up to 10 years of clinical data) using a range of clinical indicators for diabetes 

(type 1 and 2) and related chronic conditions. Participants included a small sample of 

Aboriginal and Torres Strait Islander clients (n=36) across three communities in South 

Australia including the Port Lincoln Aboriginal and Torres Strait Islander Health Service, the 

Riverland community, and Nunkuwarrin Yunti Aboriginal and Torres Strait Islander Health 

Service in the Adelaide metropolitan area [19]. The researchers concluded that where 

Flinders CCSM care planning had been in place for a long time (up to 10 years) there were 

significant improvements in virtually all diabetes-related clinical measures. They stressed the 

importance of persistence when embedding CCSM programs into systems of care. 

 

Results based on grey literature  

While evidence from the peer-reviewed literature is limited for this population, the grey 

literature is extensive although, in general, it lacks rigorous evaluation. The grey literature is 

summarised according to Internet source in Table 4.  

[Table 4] 

 

The grey literature search found most program types identified in this review (see Table 2) 

had been applied to Aboriginal and Torres Strait Islander Peoples. Many programs were 

developed and applied locally, with a significant focus on health promotion, holistic needs, 

community participation, engagement and ownership, and participatory approaches to 

development and delivery of programs. Few programs had been delivered more broadly. 

Exceptions to this were the LIFE program [26] (an adaptation of the Stanford Program) 

delivered across several sites in Western Australia, and the adaptation of the Flinders 

Program – My Health Story [27] in Aboriginal and Torres Strait Islander Health Services 



across most states and territories. Many CCSM programs described in the grey literature used 

a combination of different CCSM approaches (for example: combining individual and group 

components; offering CCSM care planning and peer support). This was no doubt done to 

enhance engagement in the programs and to broaden the range of options for program users 

within ‘real world’ community and clinical contexts. This, however, made analysis of the 

quality and impact of each intervention by program type difficult. 

 

Few locally developed programs had been subject to rigorous evaluation; most program 

evaluations were either absent/unavailable in the public domain or used more superficial 

qualitative methods of participant satisfaction with the program. Exceptions were Aunty 

Jean’s Good Health Team Program in New South Wales (NSW) [28] and The Australian 

Integrated Mental Health Initiative [29] in the Northern Territory. 

 

Community-driven program 

Aunty Jean’s Good Health Team Program provided a strong and detailed evaluation of a 

holistic community-driven program [28]. The aim of the program was to develop a combined 

model of health promotion, education, and self-management that could support and sustain 

the development of good health behaviours and strategies for Aboriginal and Torres Strait 

Islander Peoples with chronic and complex care needs. The program was piloted in the 

Illawarra and Shoalhaven Aboriginal and Torres Strait Islander communities of NSW, 

underpinned by a strong and supportive relationship between local Elders and Aboriginal and 

Torres Strait Islander Health Workers in the community. The program has been rolled out 

across the Great Southern Area Health Service, NSW. The program involved an individual 

health and wellbeing check (blood sugar levels (BSLs), blood pressure (BP), levels of 

concern), warm-up (line dancing, seated line dancing), stretching, exercise session, lunch, 

talk-time and awards for individual achievement, an information/learning session, and finally, 

an evaluation feedback session for mutual shaping of the program and its activities. The study 

reported improved wellbeing and health measures including BSLs and BP. 

 

The Flinders Program 

The Australian Integrated Mental Health Initiative (AIMHi), which adapted its Stay Strong 

Programs and the Flinders Program – My Health Story, aimed to provide relapse prevention 

support for Aboriginal and Torres Strait Islander Peoples with severe mental illness [29]. A 



randomised control trial compared the intervention (including an assessment, psycho-

education, and care-planning resources developed with local Aboriginal and Torres Strait 

Islander mental health workers) with ‘treatment as usual’. Participants showed significant 

reductions in emotional distress and substance use and statistically significant improvements 

in quality of life, confidence and ability to cope, fitness, and understanding of how to live a 

healthy and active life. 

 

Finally, the grey literature search identified a collection of Australian Institute of Health and 

Welfare (AIHW) national ‘Closing the Gap’ Clearinghouse resources providing detailed 

information and evidence for what works and what does not work when implementing CCSM 

programs for Aboriginal and Torres Strait Islander Peoples [30]. These principles are 

applicable to CCSM programs targeting both physical and mental health and wellbeing and 

are outlined in the discussion.  

 

Discussion 

This rapid review evaluated chronic condition self-management programs for their 

effectiveness among Aboriginal and Torres Strait Islander Peoples with chronic conditions in 

both the peer-reviewed and grey literature. It found limited peer-reviewed literature and 

extensive grey literature. Although, in general, the grey literature lacked rigorous evaluation, 

it demonstrated a wealth of approaches demonstrating culturally appropriate CCSM programs 

for Aboriginal and Torres Strait Islander Peoples. These, in turn, provide important building 

blocks for the development of more rigorously evaluated programs in future. 

 

The peer-reviewed literature suggested evidence for particular types of CCSM programs that 

are likely to be more successful in supporting self-management for Aboriginal and Torres 

Strait Islander Peoples. The evidence for group programs, particularly the Stanford Program, 

is of good quality and shows suitability to Aboriginal and Torres Strait Islander Peoples. The 

evidence for structured, individual programs developed locally with Aboriginal and Torres 

Strait Islander communities, to meet local needs, is also of good quality, although these need 

to be integrated into practice in order to see the greatest benefits. The Flinders Program 

showed promise because it is a standardised program with content designed specifically with 

and for these populations. 

 



From the grey literature, Aunty Jean’s Good Health Team Program [28] appeared to provide 

a comprehensive report, sound evaluation design and positive outcomes. The program had a 

strong community participatory design. However, many grassroots programs that were 

identified in the grey literature were not evaluated using sound measures; most relied on 

weaker evidence based on patients’ perceptions of and satisfaction with the program. Many 

of these initiatives did not produce evaluation reports of sufficient quality to determine the 

value of the programs they delivered. Many did not have reports available. 

 

The grey literature also identified useful guidance outlined by the AIHW Closing the Gap 

resources of best practice principles for overcoming Aboriginal and Torres Strait Islander 

disadvantage for any CCSM programs being proposed with Aboriginal and Torres Strait 

Islander Peoples with chronic conditions [30]. These principles align well with the 

recommendations of Gomersal et al. [13] who argue for ethical standards for conducting 

research with Aboriginal and Torres Strait Islander Peoples that account for ways of 

constructing knowledge that value community partnership and similar principles. Such 

studies should not therefore be seen as more biased and less rigorous in their quality than 

studies that are more conventional, with rigor determined by more bio-medically focused 

outcomes alone [8]. Furthermore, this guidance is likely to be relevant to CCSM programs 

being proposed for other populations that experience marginalisation, discrimination, or 

exclusion [14] because of its strong focus on end-user consultation and participation in the 

identification of CCSM needs.  

 

According to the AIHW guidance [30], the principles for what works are: 

• Community involvement and engagement. 

• Adequate resourcing and planned and comprehensive interventions. 

• Respect for language and culture. 

• Working together through partnerships, networks, and shared leadership. 

• Development of social capital. 

• Recognising underlying social determinants. 

• Commitment to doing projects with, not for, Aboriginal and Torres Strait Islander 

Peoples. 

• Creative collaboration that builds bridges between agencies and the community. 

• Understanding that issues are complex and contextual. 

 



The principles for what does not work are: 

• ‘One size fits all’ approaches. 

• Lack of collaboration and poor access to services. 

• External authorities imposing change and reporting requirements. 

• Interventions without local Aboriginal and Torres Strait Islander community control 

and culturally appropriate adaptation. 

• Short-term, one-off funding, piecemeal interventions, provision of services in 

isolation and failure to develop Aboriginal and Torres Strait Islander Peoples’ 

capacity to provide services. 

 

The results of this rapid review are limited to the Australian context, although several of the 

issues discussed have been shown as relevant to the experience of indigenous populations 

elsewhere [31-33].  

 

Conclusion 

Despite the significant focus on chronic condition self-management programs to help address 

the burden of disease for Aboriginal and Torres Strait Islander Peoples, this review confirms 

that few studies exist that have been evaluated from a conventional research perspective. The 

available grey literature offers a rich source of arguably more culturally connected, and 

therefore more ethically conducted, research evidence [13]. However, more support is needed 

to ensure that the richness of these studies is reported to the wider community so that the 

lessons they contain are sustained and built upon, to benefit this complex area of health. 
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Table 1: Inclusion and exclusion criteria for peer-reviewed literature 

Inclusion Criteria  Exclusion Criteria 
1) Self-management programs for 
a chronic condition 
2) ‘Patients’, ‘clients’ or 
‘consumers’ 
3) Chronic conditions in general 
or one or more of the following 
chronic conditions: diabetes, heart 
disease, cancer, mental illness, 
respiratory conditions and 
arthritis/musculoskeletal diseases 
4) OECD country 
5) Published in English 
6) Published between 2007 and 
2016 
7) Reporting an actual 
intervention 

1) Population level (mass education) programs 
2) Not focused on self-management program 
interventions 
3) Focused exclusively on education about a 
chronic condition (not involving a self-
management component) 
4) Grey literature or non-peer reviewed literature 
5) Published in a language other than English 
6) Published prior to 2007 
7) Not from OECD countries 
8) Focused on patients with chronic conditions 
other than diabetes, heart disease, cancer, mental 
illness, respiratory conditions or arthritis/ 
musculoskeletal diseases 
9) Protocol papers, program development or 
feasibility studies (with no self-management 
outcomes measures), non-peer-reviewed and 
unpublished literature reviews, opinion articles or 
editorials 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Table 2:  Types of chronic condition self-management programs 

Group programs: CCSM programs delivered in a group setting and led by health 
professionals, peers or both. They are usually underpinned by information exchange 
and peer support principles that acknowledge lived experience expertise is as 
important as health professional expertise for CCSM. 
Stanford (CDSMP) or modified Stanford programs 
- Standardised, structured program (generic CCSM) 
- Disease-specific modifications available 
- Six-week, group-based course for 10–15 participants  
- Uses two leaders (a health professional and a peer leader) 
- Requires a three-day training program for leaders to deliver the course. 

(http://patienteducation.stanford.edu) 
Complete Health Improvement Program (CHIP): 
- Standardised, structured program (generic CCSM) 
- Disease-specific modifications available 
- 18 group sessions delivered over 6 to 12 weeks 
- Presented by a health professional or trained volunteer 
- Requires a one-day training program for leaders to deliver the course. 

(http://www.chiphealth.com) 
Health professional-led group programs 
- Group programs led by health professionals as part of their formal paid role 
- Non-standardised (designed specifically for the study/patient group/context) 
- Multiple program designs 
- Generic or disease-specific. 

Peer support/lay-led programs 
- Group programs led by peers (lay-led, those with personal experience of the 

health conditions) 
- Non-standardised (designed specifically for the study/patient group/context) 
- Multiple program designs 
- Generic or disease-specific. 

eHealth/mHealth: CCSM programs where the main focus is on evaluating an 
eHealth or mHealth self-management intervention used by the person, usually to 
remind/prompt, monitor, communicate information, record daily activities, etc. 
These programs are non-standardised and designed specifically for the study/patient 
group/context under investigation. 
eHealth: CCSM supported by electronic processes and communication, such as 
telemedicine and online websites 
mHealth: CCSM supported by mobile devices (mobile phones, tablets, personal 
digital assistants (PDSAs/PDAs)), including text messaging and comprehensive 
mHealth CCSM interventions. 
Individual programs: CCSM interventions delivered to an individual rather than 
provided in a group setting, and designed to enhance patients’ motivation for 
change, usually underpinned by cognitive behavioural principles of change. 



Structured self-management, assessment and goal setting 
- Structured, individual CCSM programs that include self-management 

assessment, goal setting and care planning in their design and implementation 
- Non-standardised (designed specifically for the study/patient group/context). 

 
The Flinders Program 

- Standardised program underpinned by full patient collaboration and patient-
centredness to identify needs, priorities and goals 

- Generic and applicable to multiple conditions and multimorbidity  
- Comprehensive one-to-one self-management, assessment and care planning 

process 
- Uses standardised tools/forms: the Partners in Health Scale, Cue and Response 

Questionnaire, Problem and Goals Assessment and Care Plan 
- Includes the above tools adapted and designed for Aboriginal and Torres Strait 

Islander populations 
- Requires a two-day training/licensing program with feedback provided on care 

plans for clinicians. (http://flindersprogram.com/) 
Individual coaching 
- CCSM programs that are developed with a focus on using one-to-one sessions 

to support self-management 
- Can include a group element but a key feature is one-to-one coaching using 

techniques such as motivational interviewing and psychological therapies. 
 
Education programs 
- CCSM education that does not include other elements of CCSM support such 

as assessment, goal setting or coaching 
- General and condition-specific. 

 



Table 3: Summary of peer-reviewed literature 

Source 
(Author, 

year, location 
of study) 

Study type / 
NHMRC 

Evidence Level 
/ Quality of 

evidence 

Chronic 
disease 

population & 
Environment 

Participants 
 N 
 

Intervention: Content, 
Delivery Personnel, Method 

of Communication 

Intensity & Complexity Main findings / Clinical outcomes 

Askew et al., 
2016 [22] 
(Queensland) 

Case series with 
pre-test/post-test 
outcomes; 
Level IV 
Moderate 

Any chronic 
physical and/or 
mental health 
condition 
(Complex) 
Recruited from 
General Practice 

41 
Mean age: 59.5 
years 
Exclusions: 
unable to provide 
informed consent,  
alcohol abuse, IV 
drug abuse, 
significant 
cognitive 
impairment, 
terminal illness, 
pregnant, residing 
in aged care 
facility, 
incarcerated 

The Home-based, Outreach 
case Management of chronic 
disease Exploratory (HOME) 
Study provided holistic, 
patient-centred multi-
disciplinary care coordination 
Intensive case management 
support provided by a non-
Aboriginal nurse and 
Aboriginal nurse who 
performed  initial needs 
assessment, followed by a 
series of home visits and case 
conferences to coordinate care 
Face-to-face communication 

Baseline: chart audit of 
clinical biomarkers and 
needs assessment 
(healthcare utilization 
over previous 12 months, 
hospitalizations over 
previous 24 months) 
Further chart audits and 
home assessments at 3 
and 6 months, and case 
conference at 6 months 

All participants (patients and health 
service staff) were very positive 
about the model of care. Patient 
participants became more involved in 
their health care, depression rates 
(PHQ-9) significantly decreased (p = 
0.03), and significant improvements 
in systolic blood pressure (p < 0.001) 
and diabetes control (p = 0.05) were 
achieved. 

Battersby et 
al., 2008 [10] 
(South 
Australia) 

Case series with 
pre-test/post-test 
outcomes; 
Level IV 
Moderate 

Diabetes 
Recruited from 
two rural 
Communities  

60 
Mean age: 46 
years 
Exclusions: 
unable to provide 
informed consent,  
significant 
distress, 
significant 
cognitive 
impairment 

Flinders Program (self-
management care plan 
developed from collaboration 
between patient and 
Aboriginal health worker) vs. 
usual care (ad hoc attendance 
at community clinics) 
Personnel located in 
community-based Aboriginal  
Health Services, in 
collaboration with General 
Practices to finalize care plans 
Face-to-face communication 

Diabetes self-
management assessment, 
goal achievement, 
quality of life (SF-12) 
and clinical measures 
(HbA1C, BP) at baseline 
and 12 months. 

Using the Problems and Goals 
measure (by which patient and health 
professional determine the patient’s 
problems and set realistic goals based 
on measurable outcomes), problems 
improved by 12% and goals by 26%, 
while quality of life scores showed no 
significant change. Self-management 
scores improved in five of six 
domains. Mean HbA1c reduced from 
8.74-8.09 and mean blood pressure 
was unchanged. 
 

Harvey et al., 
2008 [9] 

Case series with 
pre-test/post-test 
outcomes; 

Any chronic 
physical and/or 

175 Stanford peer-led 6 week 
group program + CCSM care 

Patient self-reported data 
using the Partners in 
Health Scale collected at 

Both mean patient self-reported 
Partners in Health Scale (PIH; 
measure of patient knowledge and 



(South 
Australia) 

Level IV 
Low 

mental health 
condition 
Recruited from 
three rural 
communities  

Mean age:  68.2 
years for females / 
68.48 for males 
Exclusions: nil 
stated 
 
 

plans with GPs + patient 
support and empowerment  
Personnel located in 
community-based Aboriginal  
Health Services, in 
collaboration with General 
Practices to finalize care plans 
Face-to-face communication 

baseline and 6-monthly 
intervals up to 18 
months, including 
modified Stanford 2000 
Health Survey (general 
health; impact of fatigue, 
shortness of breath and 
pain on wellbeing; 
physical activity; GP, 
specialist, other health 
professionals, outpatient 
contact and hospital 
admissions in previous 6 
months) 

self-management skills) scores and 
mean health provider PIH scores for 
patients improved significantly over 
time, indicating that patients 
demonstrated improved 
understanding of their condition and 
improved their ability to manage and 
deal with their symptoms. Peer-led 
programs had positive effect on 
skills, confidence and health-related 
behavior. 
 

Harvey et al., 
2013 [19] 
(South 
Australia) 

Case series with 
pre-test/post-test 
outcomes; 
Level IV; 
Moderate 
 

Any chronic 
physical and/or 
mental health 
condition 
Recruited from 
Aboriginal 
health services 
in two rural 
communities 
and one 
metropolitan 
centre. 

36  
Mean age: 60.6 
years 
Exclusions: nil 
stated 
 

Longitudinal record () of 
health status / clinical 
indicators (HbA1C, lipids, 
BMI) in context of delivery of 
the Flinders Program and 
Stanford groups across the 
region over several years, 
delivered by Aboriginal health 
workers located in Aboriginal 
health services. 

Repeated measure 
clinical data was 
collected 
Analysis of clinical 
records data up to 
previous 10 years 
Random effects 
modelling at individual 
and group level 

Where care planning has been in 
place longer than in other sites 
overall improvements were noted in 
BMI, cholesterol (high density and 
low density lipids) and HbA1c.  

Nagel et al., 
2008 [20] 
(Northern 
Territory) 

Case series 
reporting 
baseline 
outcomes 
- 
- 
 

Chronic Mental 
Illness 
Recruited from 
2 remote 
communities by 
mental health 
staff in  local 
health centre & 
regional mental 
health team  

49 patients (and 
37 carers) 
Mean age: 33 
years 
Exclusions: nil 
stated 
 

Structured program 
incorporating Motivational 
Interviewing, problem-
solving, CCSM and 
storytelling (within the multi-
site AIMHi initiative) 
Participants randomized to 
either 2-session motivational 
care planning including goal 
setting (2-6 weeks apart)  or 
treatment as usual (local 
mental health service case 
management) 

18-month repeated 
measures with delayed 
treatment group design, 
with data collected at 6, 
12 and 18 months 
HONOS, Life Skills 
Profile and Kessler 10 
scales 
 

96% of patients and 77% of carers 
had medium to high risk of anxiety 
and/or depression. High rates of 
substance misuse (82%) with goals to 
address this as most popular because 
most linked to family worry and 
domestic violence 
The results show evidence of interest 
and engagement in goal setting and 
collaborative care planning. These 
findings suggest that the intervention 
is acceptable, and may offer a 



Stories and videos developed 
in collaboration with the 
community then used within 
face-to-face intervention 
sessions (with carers and 
Aboriginal mental health 
workers present where 
possible) 
 

strategy for approaching treatment of 
comorbid illness in remote settings 

Nelson et al., 
2016 [21] 
(Queensland) 

Mixed methods 
- 
Moderate 

Any chronic 
physical and/or 
mental health 
condition 
Recruited from 
13 urban 
communities 

22 patients / 6 
staff 
Mean age: no 
stated (patients: 
21-77 years) 
Exclusions: 
involved in 
program for less 
than 6 months 

Work It out Program, a 
chronic disease rehabilitation 
and self-management group 
program (45 minutes 
education session = 1-hour 
tailored exercise program and 
healthy snack) across 24 
sessions 
6 female allied health staff of 
the program (3 Aboriginal) 
delivered the education 
program, and interviewed 
participants across 4 locations 
Face-to-face communication 

In-depth interviews + 
surveys and clinical 
assessment (not reported 
here) 

Thematic analysis of interview data 
revealed six main themes; physical 
changes, lifestyle improvements, 
social and emotional well-being, 
perceptions about the successful 
features of the program, perceived 
barriers to the program and changes 
for the future. This exploratory study 
found that clients and staff involved 
in the Work It out Program perceived 
it as an effective self-management 
and rehabilitation program for urban 
Aboriginal and Torres Strait Islander 
Australians 

 
Rankin et al., 
2016 [23] 
(South 
Australia & 
Victoria) 

 
Pre-test/post-
test cohort study 
Level IV 
Moderate 

 
Diabetes 
Recruited from 
two rural 
communities 

 
25 
Mean age:  44.4 
years 
Exclusions: under 
18 years, unable 
to commit to at 
least 60% of 
group sessions 

 
The Complete Health 
Improvement Program 
(CHIP), a group program (11 
X 1.5 hour sessions over 4 
weeks - $199 cost to 
participants)  
Pre-recorded lecture by health 
expert, cooking 
demonstrations and group 
activities promoting low-fat 
plant-based diet and physical 
activity (pedometer supplied 
to each participant) 
Interventions provided by 
volunteers who had 

 
Baseline & end of 4 
weeks –collection of 
clinical measures 
(weight, BMI, BP, 
fasting blood glucose, 
lipids) 

 
Over the 4-week intervention 
significant improvement occurred for 
mean body weight (decreased by 3.1 
kg, 95% CI 2.26 to 4.06) representing 
a 3.5% reduction from baseline, 
p<0.001), and fasting plasma glucose 
which decreased on average by 
16.1% (6.15 mmol/L to 5.16 mmol/L, 
p=0.001). There was no change in BP 
or lipid profile. Analyses of the 11 
participants who had FPG levels > 
5.5 mmol/L at baseline showed a 
23.6% reduction in mean FPG (7.82 
mmol/L to 5.97 mmol/L, p=0.005) 
and a 4.12% reduction in body 



undertaken 2-day CHIP 
training course 
Face-to-face communication 

weight (98.85 kg to 94.78 kg, 
p<0.001). Lifestyle intervention 
promoting a low-fat eating pattern 
combined with physical activity 
reduced risk factors associated with 
type II diabetes when conducted in 
their usual living environment. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Table 4: Self-management programs for Indigenous Australians with chronic conditions: Results of grey literature search 

Results from Grey Literature - Clearinghouses 
Source Title Details of CCSM Program Population 

and Status 
Evaluation 
Status  

Australian 
Indigenous 
HealthInfonet  
http://www.healthi
nfonet.ecu.edu.au/  
 

Work it Out! - Chronic Disease Self-
management Program 
http://www.healthinfonet.ecu.edu.au/key
-resources/programs-projects?pid=2005  
 
 

Aims: A holistic view of Indigenous health and utilises an inter-professional 
health partnership approach to aid in chronic disease self-management to: 
• Improve participant's quality of life 
• Increase participant's confidence and ability to cope 
• Improve participant's fitness 
• Provide a better understanding of how to live a healthy and active life 
CCSM Approach: The 12-week group program includes two to four 
sessions each week, which usually involve an hour of exercise and a 45 
minute education session. Each participant's exercise program is individually 
tailored to them by an exercise physiologist and delivered within a 
supportive group session. 
The program also has a research component which monitors both qualitative 
and quantitative health indicators including  blood pressure, blood glucose 
and social and emotional wellbeing.  
Results: Since its inception in 2011, the program has shown statistically 
significant improvements for these indicators.  

 
Mills KM (2015) 'Work it out': evaluation of a chronic condition self-
management program for urban Aboriginal and Torres Strait Islander people 
with or at risk of cardiovascular disease. 
Masters by Research thesis, Queensland University of Technology: 
Brisbane. 

QLD 
Current 
 
Indigenous 
Population 

Masters thesis 
completed 

Chronic Condition Management 
Strategies in Aboriginal Communities in 
SA 
http://www.healthinfonet.ecu.edu.au/key
-resources/programs-projects?pid=1335  
 

Aim: To evaluate the effectiveness of tailoring mainstream chronic care 
management strategies to suit Aboriginal clients and settings.  
CCSM Approach:The Flinders Program (optional participation in the LIFE 
Program – culturally adapted Stanford group program) 
Helps Y., Kowanko I. (2011) Riverland Aboriginal chronic disease support 
group community storybook 2011. Melbourne: Aboriginal Health Council of 
South Australia 

SA 
Completed 
 
Indigenous 
Population 

2 evaluation 
reports 
available 

http://www.healthinfonet.ecu.edu.au/
http://www.healthinfonet.ecu.edu.au/
http://www.healthinfonet.ecu.edu.au/key-resources/programs-projects?pid=2005
http://www.healthinfonet.ecu.edu.au/key-resources/programs-projects?pid=2005
http://www.healthinfonet.ecu.edu.au/key-resources/programs-projects?pid=2005
http://www.healthinfonet.ecu.edu.au/key-resources/programs-projects?pid=2005
http://www.healthinfonet.ecu.edu.au/key-resources/programs-projects?pid=1335
http://www.healthinfonet.ecu.edu.au/key-resources/programs-projects?pid=1335
http://www.healthinfonet.ecu.edu.au/key-resources/programs-projects?pid=1335
http://www.healthinfonet.ecu.edu.au/key-resources/programs-projects?pid=1335


Community storybook showcasing the Riverland Aboriginal Chronic 
Disease Support Group (RACDSG), demonstrates how, in partnership with 
health professionals, Aboriginal people are taking an active part in managing 
their chronic conditions. The storybook tells how and why RACDSG was 
formed, and how the Riverland Community Health Service is involved with 
RACDSG. 
http://www.lowitja.org.au/sites/default/files/docs/Riverland_Chronic_Diseas
e_Book2011.pdf  
Evaluation Report: Kowanko I, Helps Y, Harvey P, Battersby M, McCurry 
B, Carbine R, Boyd J, Abdulla O (2012) Chronic condition management 
strategies in Aboriginal communities: final report 2011. Adelaide: Flinders 
University and the Aboriginal Health Council of South Australia. 
http://www.lowitja.org.au/sites/default/files/docs/CCM_Aboriginal_Commu
nities_Report2011.pdf  
Longitudinal clinical data from health service records of 36 clients, and 
qualitative interviews (18 clients/12 staff) 
Benefits of Flinders Program CCSM care planning: 
• New knowledge about chronic conditions and how to manage them 
• Empowerment and taking control of their own health 
• Setting and achieving personal goals 
• Reassurance and keeping track of progress 
• Feeling better and avoiding complications of chronic conditions 
Also contains links to 5 posters designed to encourage self-management. 

Willora Diabetes Self-Management 
Project 
http://healthinfonet.ecu.edu.au/key-resou
rces/programs-projects?pid=1967  
 

CCSM Approach: Various 
A six month pilot program was conducted which involved: 
• A whole-of-community approach including engagement of community 

women for support as a key aspect of disease management 
• Fortnightly visits by a health team consisting of a diabetes educator, 

health promotion officer and nutritionist 
• Collaboration with an Aboriginal Health Worker, community based 

worker and remote area nurse 
• Nutrition/exercise educational sessions conducted by the health team in 

response to the needs assessed by the women of the community 

NT 
Completed 
 
Indigenous 
Population 

No evaluation 
report 
available 

http://www.lowitja.org.au/sites/default/files/docs/Riverland_Chronic_Disease_Book2011.pdf
http://www.lowitja.org.au/sites/default/files/docs/Riverland_Chronic_Disease_Book2011.pdf
http://www.lowitja.org.au/sites/default/files/docs/CCM_Aboriginal_Communities_Report2011.pdf
http://www.lowitja.org.au/sites/default/files/docs/CCM_Aboriginal_Communities_Report2011.pdf
http://healthinfonet.ecu.edu.au/key-resources/programs-projects?pid=1967
http://healthinfonet.ecu.edu.au/key-resources/programs-projects?pid=1967


• Health checks and advocacy for improved infrastructure in the community 
houses and facilities 

Results: An analysis of the program found that limited infrastructure for 
physical activity, and difficulty in accessing fresh, healthy, affordable food, 
were key barriers to the implementation of an effective self management 
system for chronic disease. 

Living Improvement for Everyone 
(LIFE) 
http://www.healthinfonet.ecu.edu.au/key
-resources/programs-projects?pid=2365  
 

CCSM Approach: A culturally appropriate 6-week CCSM program 
adapted from Stanford CCSM group program. 

WA 
Current 
 
Indigenous 
Population 

No evaluation 
report 
available 

Sharing solutions: Indigenous 
communities tackling chronic disease 
http://www.healthinfonet.ecu.edu.au/key
-resources/promotion-
resources?lid=18182 

Aim: To help health professionals respond in more effective ways to the 
health and wellbeing needs of Indigenous adults.  
CCSM Approach: This DVD resource looks at successful community-
based primary healthcare programs that focus on prevention and health 
promotion. It also examines community-based plans that have been 
successful in reducing Indigenous health disadvantage.The program 
discusses projects that are making a difference: The Family wellbeing 
program at Yarrabah in Queensland; a diabetes self-management program 
developed by the Far North Queensland Rural Division of General Practice 
and currently run by Apunipima Cape York Health Council; and the Chronic 
care program developed by Dharah Gibinj Aboriginal Medical Service in 
Casino, NSW. 
Rural Health Education Foundation ceased operations in 2014. The resource 
can now be viewed on YouTube. 
https://www.youtube.com/watch?v=SnNUM8BXAaE 

ACT, QLD, 
NSW 
Completed 
 
Indigenous 
Population 

No Evaluation 
Report 
available 
 
YouTube 
resource 

Systematic review of effective chronic 
kidney disease programs. The Centre of 
Research Excellence in Aboriginal 
Chronic Disease Knowledge Translation 
and Exchange (CREATE). Menzies 
University, NT. 

Context: Systematic Review  
Aims: To provide a better understanding of how positive clinical outcomes 
can be obtained and what components of chronic kidney disease (CKD) 
management programs influence or enhance acceptability for patients and 
result in cost-effective care for Indigenous Australians. 
• What are the elements of effective CKD programs that attain positive 

clinical outcomes? 

National 
Completed 
 
Indigenous 
Population 

Report not yet 
available 
(protocol 
paper only) 
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http://www.healthinfonet.ecu.edu.au/key-resources/programs-projects?pid=2365
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http://www.healthinfonet.ecu.edu.au/key
-resources/programs-projects?pid=2475 

• What components of CKD management programs lead to enhanced 
Indigenous engagement/participation with health services, increased 
confidence in self-management and demonstrate improved acceptability, 
including patient satisfaction? 

Aunty Jean's Good Health Team 
Program  

http://www.healthinfonet.ecu.edu.au/key
-resources/programs-projects?pid=28  
 
 

Aim: To develop a combined model of health promotion, education and 
self-management that could support and sustain the development of good 
health behaviours and strategies for Indigenous people with chronic and 
complex care needs.  
Program community capacity-building objectives included: 
• Improved self-management by Indigenous people, with chronic and 

complex care health problems 
• Appropriate and effective partnership arrangements 
• Culturally appropriate information-sharing, activity and self-management 

strategies 
• Co-creating of an environment supportive of good health. 
Context: Community partnership and capacity building 
Piloted in the Illawara district of NSW, underpinned by strong and 
supportive relationship between local Elders and Aboriginal Health 
Workers. The program has been rolled out across Great Southern Area 
Health Service (NSW), including the towns of Albury, Tumut, Griffith, 
Darlington Point, Moama, Goulburn, Queanbeyan, Bega, Eden and Moruya. 
Results: Improved wellbeing and health measures: eg. blood pressure and 
blood glucose levels. Evaluated using a strong range of measures. The 
essential factors in the success of this Program proved to be (p.9): 
• Leadership and commitment of Elders  
• Strength and valuing of existing relationships within the Community and 

between the Community and Allied Health and Health professionals 
• Commitment of specialists to developing more culturally appropriate and 

effective health promotion strategies and behaviours 
• Motivational power of community aspirations for better health in the 

Aboriginal Community 
• Demonstrated achievements by Elders in their physical activity programs 
• Location of the Program within a safe Community space. 

NSW 
Current 
 
Indigenous 
Population 

Detailed 2004 
report 

http://www.healthinfonet.ecu.edu.au/key-resources/programs-projects?pid=2475
http://www.healthinfonet.ecu.edu.au/key-resources/programs-projects?pid=2475
http://www.healthinfonet.ecu.edu.au/key-resources/programs-projects?pid=28
http://www.healthinfonet.ecu.edu.au/key-resources/programs-projects?pid=28


Report - Curtis, S., Pegg, D. (2004) Aunty Jean's good health team: listening 
to the voices of the elders to create an Aboriginal chronic and complex care 
program. Unaderra, NSW: Illawarra Health. 

The Aboriginal Chronic Care Program 
(ACCP): Murr-roo-ma Dhun-Barn 
http://www.healthinfonet.ecu.edu.au/key
-resources/programs-projects?pid=1006  
 

Aim: To close the gap in chronic conditions for Aboriginal and Torres Strait 
Islander people who come into contact with the criminal justice system in 
New South Wales (NSW). ACCP aims to address chronic conditions and 
their risk factors among Aboriginal prisoners, including: cardiovascular 
disease, cancer, kidney disease, diabetes, chronic respiratory disease. 
Context: Began in 2001 with pilot sites. Operational in 16 correctional 
facilities (including 15 adult facilities and one juvenile facility) throughout 
NSW.  
CCSM Approach: Justice Health nursing professionals and Aboriginal 
Health Workers from partnering Aboriginal community controlled health 
services provide CCSM support.  
Interventions are listed but there is not further detail about the detail of SM 
strategies: 

1. Systematic screening for a chronic condition 
2. Include the Chronic Disease Screening assessment and the Ministry 

of Health Spread sheet 
3. Referral to Care Navigation Support Program for follow up, whilst 

in custody 
4. Health education  
5. Health promotion, especially related to tobacco control 
6. Strategies for chronic condition self –management. 

NSW  
Current 
 
Indigenous 
Population 

No evaluation 
report 
available 

Australian Integrated Mental Health Initi
ative (AIMHi-NT) 
http://www.healthinfonet.ecu.edu.au/key
-resources/programs-projects?pid=144  
 

Aim: To provide relapse prevention support in Indigenous people with 
chronic mental illness.  
Context: Assessment, psychoeducation, and care-planning resources were 
developed with local AMHWs in the two communities.  A randomised trial 
of the intervention compared with 'treatment as usual' with 22 Indigenous 
participants across 7 services, over 18 months. Evaluation of acceptability 
and feasibility of the tools via 41 Interviews with workers and client 
participants. 

NT 
Completed 
 
Indigenous 
Population 

Several 
publications 
including PhD 
2008 Thesis 
by T. Nagel 
and 
Evaluation 
Report 

http://www.healthinfonet.ecu.edu.au/key-resources/programs-projects?pid=1006
http://www.healthinfonet.ecu.edu.au/key-resources/programs-projects?pid=1006
http://www.healthinfonet.ecu.edu.au/key-resources/programs-projects?pid=144
http://www.healthinfonet.ecu.edu.au/key-resources/programs-projects?pid=144


CCSM Approach: Flinders Program and the AIMHi Stay Strong Programs 
were integrated into a new set of culturally appropriate tools known as ‘My 
Health Story’.  
Results: Participants showed significant reductions in emotional distress an
d substance use and significant improvements in self-management.  

The Northern Territory (NT) heart failure 
initiative project  
http://www.healthinfonet.ecu.edu.au/key
-resources/programs-projects?pid=2349  
 

Aim: To review the quality of care and performance of current congestive 
heart failure (CHF) services and explore measures to improve the services 
for Indigenous clients in the NT. The project comprises two sub-studies: 
• NT health failure initiative - clinical audit - a prospective clinical audit 

assessing key performance indicators on admission with worsening CHF 
and for 12 months after discharge 

• The AUStralian Indigenous chronic disease optimisation study - 
reviewing the strengths and weaknesses of the Flinders program of 
chronic disease self-management with 20 Indigenous clients. This project 
will also provide information to establish an Indigenous-focused CDSMP. 

NT  
Current 
 
Indigenous 
Population 

No evaluation 
report 
available 
(Protocol 
published 
BMJ Open) 

Healthy Lifestyle and Weight Manageme
nt Program 
http://www.healthinfonet.ecu.edu.au/key
-resources/programs-projects?pid=603  
 
 

CCSM Approach: Various community programs 
The 10 out of 10 deadly health stories - nutrition and physical activity 
booklet presents 10 successful nutrition and physical activity programs from 
NSW Aboriginal Community Controlled Health Services (ACCHSs). 
Programs ranged from cooking classes (Cooking Classes for Diabetes 
Program) and teaching of life skills (Healthy Lifestyle and Weight 
Management Program), to community based activities (Fruit and Vegetable 
Program and Market Garden and Building Healthy Communities Project).  
Programs shared several features: all were developed and tailored to meet 
needs identified by the Aboriginal communities in which the ACCHSs are 
located, and a 'holistic' approach.  
Results: Predominantly qualitative feedback. Well received in the 
communities. 
Aboriginal Health and Medical Research Council of NSW (2009) 10 out of 
10 deadly health stories: nutrition and physical activity. Surry Hills, NSW: 
Aboriginal Health and Medical Research Council of NSW. 
Report: http://www.ahmrc.org.au/media/resources/public-health/chronic-
disease-program/299-10-out-of-10-deadly-health-stories/file.html 

NSW 
Completed 
 
Indigenous 
Population 

Brief 
evaluation 
report 
available 
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Family Well Being (FWB) 
www.healthinfonet.ecu.edu.au/uploads/r
esources/548_548.pdf 
 

Context: Incorporated into a range of health interventions 
across: mental health, schools health promotion, alcohol 
and prevention and rehabilitation, workforce empowerment, diversionary 
and rehabilitation for men entering the criminal justice system as alternative 
to imprisonment, rehabilitation 
within prison, reducing family violence, leadership and governance, Job 
Preparedness and Welfare Reform, and Self-care in Chronic Disease 
management. 
Tsey K, Gibson T, Pearson L. (2006) Family Well Being: Final Evaluation 
Report. Chapter Four: Apunipima Family WellBeing Empowerment 
Program. pp.26-33. 
 

NT 
Completed 
 
Indigenous 
population 

Brief 
evaluation 
report 
available in 
the form of an 
electronic 
book with 
chapters 
describing a 
range of 
community 
activities 

The Building on Aboriginal skills 
(BOAS) program 
http://www.healthinfonet.ecu.edu.au/key
-resources/programs-projects?pid=1233  
 

Context: Designed for Indigenous prisoners who want to reconnect with 
their land and culture while learning cognitive skills and positive behaviour.  
CCSM Approach: A 20-hour group program run over 2 weeks. The 
program uses 'social learning theory' - combining cognitive skills and 
emotional intelligence training. Key focus areas include: life review, 
personal learning, self-management, social awareness, ongoing learning.  
 

WA 
Current 
 
Indigenous 
Population 

No Evaluation 
Report 
available 
 

Diabetes 
http://www.healthinfonet.ecu.edu.au/chr
onic-conditions/chronic-disease-
workforce-
portal/diabetes/resources/health-
promotion-resources  
 
Workforce resources 
http://www.healthinfonet.ecu.edu.au/heal
th-infrastructure/health-
workers/resources/health-promotion-
resources  
 

These health promotion links contain many factsheets, booklets, audio-
visual resources, pamphlets and other products on CCSM. They are not 
programs with evaluation information but are materials developed for 
workers to use in partnership with Indigenous patients with chronic disease 
or as self-help for patients to use. 

National 
Completed 
 
Indigenous 
population 

No Evaluation 
Reports 
available 
 
Multiple 
Resources 
available for 
download and 
use 
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Obesity 
http://www.healthinfonet.ecu.edu.au/heal
th-risks/overweight-
obesity/resources/health-promotion-
resources  
 
Physical Activity 
http://www.healthinfonet.ecu.edu.au/heal
th-risks/physical-
activity/resources/health-promotion-
resources 

 
Primary Health 
Care Research 
and Information 
Service (PHCRIS)  
http://www.phcris.
org.au/ 
 

Askew DA, Togni SJ, Schluter PJ, 
Rogers L, Egert S, Potter N, Hayman 
NE, Cass A & Brown A. (2015) 
Investigating the feasibility, acceptability 
and appropriateness of outreach case 
management in an urban Aboriginal and 
Torres Strait Islander primary health 
care service. Kanyini Vascular 
Collaboration and Southern Queensland 
Centre of Excellence in Aboriginal and 
Torres Strait Islander Primary Health 
Care. Report prepared for the Australian 
Primary Health Care Research Institute, 
Canberra. 
http://www.phcris.org.au/researcheviden
ce/item.php?id=8133&spindex=18  
 

The Home-based, Outreach case Management of chronic disease 
Exploratory (HOME) Study 
Aim:  To implement a home-based, case management model of patient-
centred multidisciplinary care for Aboriginal and Torres Strait Islander 
people with complex chronic disease.  
Context: 
• Conducted in Inala, a south-western suburb of Brisbane 
• Integrated within a primary health care service 
• Delivered by registered nurse case managers (CMs)  
• Evaluation determined feasibility, acceptability and appropriateness of this 

model of care 
• 37 baseline participants, 31 at 6 months 
• Feedback via interviews (9 patients and 15 staff) 
• No set SM measures used  
CCSM Approach: Two distinct phases: a comprehensive needs assessment 
that aimed to identify what each patient participant needed to be healthy and 
facilitated a process for them to identify their health and wellbeing goals; 
ensuring that the health and social care systems met participants’ identified 
needs and supported them to achieve their goals. 
Results: 

QLD 
 
Indigenous 
Population 

Evaluation 
Report 
available 
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• Most participants reported self-assessed health status of ‘Poor’ or ‘Fair’, 
with less than 10% rating their health as ‘Very good’ or ‘Excellent’. 

• The model of care was uniformly acceptable to all interviewees (patients 
and staff)  

• “Participants appreciated the CM visiting them in their own homes, being 
interested in them and their lives, providing holistic care and removing 
many of the everyday stressors and worries associated with living with 
complex chronic diseases for them and their family members” (p.14) 

• CM feedback indicated that participants became more involved in 
managing their health during the six months of the study. 

• Significant improvements in T2D control, as measured by HbA1c, systolic 
and diastolic blood pressure, rates of moderate to severe depression and 
self-rated health status, but no change in measured BMI (p=0.57). 

 
Results from Grey Literature – Internet (Google) 
Source Title Details of CCSM Program Population 

and Status 
Evaluation 
Status  

Internet (Google) Brady et al. (2011) Sorting through the 
evidence for the Arthritis Self-
Management Program and the Chronic 
Disease Self-Management Program: 
Executive summary of ASMP/CDSMP 
meta-analyses, May, 2011.Department of 
Health and Human Services, USA / 
Centers for Disease Control and 
Prevention. 
https://www.cdc.gov/arthritis/docs/asmp-
executive-summary.pdf  

Context: International Systematic review 
24 ASMP studies – significant heterogeneity in effect by study design, 6,812 
participants, 82% were women, most were 65 or younger. 23 CDSMP studies 
– no heterogeneity in effects by study design, 8,688 participants, > 50% were 
65 or younger. 
Results for ASMP: 
Self-efficacy increased moderately (statistically significant) in the short term and 
persisted longer term (9–12 months). Psychological Health Status (health 
distress, depression, and anxiety) showed consistent small to moderate 
improvements. Physical Health Status changes (fatigue, pain, and functional 
disability) less consistent than in psychological health status outcomes. 
Health Behaviours (exercise, cognitive symptom management, and 
communication with physician) showed statistically significant moderate 
improvements at 4–6 months that persisted at 9–12 months for all but 
exercise behaviours. Self-Rated Health and Social/Role Limitations did not 
change significantly. Health Care Utilization (Physician visits) did not 

International 
Completed 
 
General 
Population 
with chronic 
conditions 
 
Indigenous 
Populations 
 
CALD 
Populations 

Large 
evaluation 
report 
available 

https://www.cdc.gov/arthritis/docs/asmp-executive-summary.pdf
https://www.cdc.gov/arthritis/docs/asmp-executive-summary.pdf


decrease significantly at 4- to 6-months/ small and significant for the 
longitudinal studies. 
Results for CDSMP: 
Self-Efficacy showed moderate and significant increases in the 4-6-
month and 9-12-month analyses. Psychological Health Status showed 
consistent small to moderate improvements in both the 4-6-month and 9-
12-month follow-up. Physical Health Status changes (energy, fatigue, 
pain, functional disability, and shortness of breath) less consistent than in 
the psychological health status variables. Health Behaviours (aerobic 
exercise, cognitive symptom management, communication with 
physician, etc), three showed small to moderate significant improvements 
in the overall analysis at 4–6 months. Self-Rated Health improved 
modestly but significantly at 4–6 months but not at 9–12 months. 
Social/Role Limitations showed a small but significant effect at 4–6 
months that persisted at 9–12 months. Health Care Utilization changes 
were minimal - days in the hospital showed small but significant effect at 
4–6 months that did not persist at 9–12 months. 

Across both SSMP and CDSMP, effects varied according to participants’ 
age, race, ethnicity, education and diagnosis. 
Effects varied (or not) according to mode of delivery. 

Ermel S, Crombie A, Ham J. (2006) 
Chronic disease self-management 
education: what is the evidence? 
Bendigo Health Care Group 
https://ruralhealth.org.au/9thNRHC/9thnr
hc.ruralhealth.org.au/program/docs/paper
s/ermel_D4.pdf   
 

Aim: To identify and analyse evidence for the implementation of CCSM 
programs into rural and regional clinical practice. 
Context: Exploratory literature review (2000-2005).  
Databases and internet searches (70 000 international and 5500 Australian 
potential sites were identified respectively and this method of identifying 
potential publications was abandoned as too time consuming for the research 
team and not a viable option for replication) 
• 46 reports of 45 studies of CDSM programs or models, and 13 systematic 

and five descriptive reviews were identified. 
• CDSM group education interventions (eg. Stanford) accounted for 21 of 

the 46 reports.  
• CCSM support interventions (eg. Flinders program, coaching) accounted 

for 16 of the 46 reports. 

National  
Completed 
 
General 
Population 
with chronic 
conditions 
 
Indigenous 
Populations 
 
CALD 
Populations 

Summary 
report 
available 

https://ruralhealth.org.au/9thNRHC/9thnrhc.ruralhealth.org.au/program/docs/papers/ermel_D4.pdf
https://ruralhealth.org.au/9thNRHC/9thnrhc.ruralhealth.org.au/program/docs/papers/ermel_D4.pdf
https://ruralhealth.org.au/9thNRHC/9thnrhc.ruralhealth.org.au/program/docs/papers/ermel_D4.pdf


Results: No one approach was more or less effective; a variety of 
approaches are needed to suit different contexts. 

 
Results from Grey Literature – Commonwealth, State & Territory Government Health Department Websites 
Source Title Details of CCSM Program Population 

and Status 
Evaluation 
Status  

NSW Department 
of Health 

NSW Department of Health, 2010. 
Chronic Care for Aboriginal People 
Model of Care. Clinical Services 
Redesign Program. 
https://www.aci.health.nsw.gov.au/resour
ces/aboriginal-
health/chronic_care_for_aboriginal_peop
le/CCAP-moc.pdf 
 

Aim: Highlighted the need to move to a model that considers Aboriginal 
people have very different needs to improve their health. 
Context: Investigation of the challenge of managing chronic disease in 
Aboriginal families. 
Results: Has case studies throughout and project planning included. 

 

NSW 
Completed 
 
Indigenous 
Populations 
 

No evaluation 
report 
available 

 
Northern Territory 
Department of 
Health 

Northern Territory Government, 
Department of Health, 2012 Cardiac 
Rehabilitation and Secondary 
Prevention: A framework for the 
Northern Territory  
http://digitallibrary.health.nt.gov.au/prod
jspui/bitstream/10137/610/9/NT%20Car
diac%20Secondary%20Prevention%20Fr
amework.pdf 
 

Aim: Cardiac rehabilitation works to shorten the required period of recovery 
following an acute event and to promote strategies to enable the patient to 
develop skills in self management for long-term prevention behaviour 
change, thus preventing repeated cardiac events in the future 
Context: A cardiac rehabilitation program for all people with cardiovascular 
disease living within the NT, including those living in urban, regional and 
remote centres from of both Indigenous and non-Indigenous backgrounds 
Results: Although there is limited evidence on increasing the participation 
of Aboriginal and Torres Strait Islander populations, the NHMRC have 
published a guide on Strengthening Cardiac rehabilitation and Secondary 
Prevention for Aboriginal and Torres Strait Islander Peoples [16], 
highlighting key barriers that need to be addressed. 
One key factor in having success of a cardiac rehabilitation program is to 
have a key facilitator in this process to lead the program. The National Heart 
Foundation recommends that cardiac rehabilitation is provided by a 
multidisciplinary team lead by a cardiac rehabilitation coordinator. The team 
is recommended to include an Aboriginal Health Practitioner and for the 

NT 
Completed  
 
All people 
with CVD in 
NT 
Indigenous 
and non-
Indigenous 
populations 

Report 
available 
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rehabilitation service to work with the cardiologist and primary health care 
service. 

 
Victoria The Victorian Health Independence 

Program (HIP) (formerly known as the 
Hospital Avoidance Risk Program 
(HARP)) 
https://www2.health.vic.gov.au/hospitals
-and-health-services/patient-
care/rehabilitation-complex-care/health-
independence-program/psychosocial-
self-management  

Context: ‘Psychosocial management and consumer education and support’ 
is one of the 6 program areas within the HIP, which has been rolled out at 
multiple locations across Victoria. The program is based on the Kaiser 
Permanente Chronic Care framework (serving the needs of patients in 
Levels 1 and 2 – Intensive Care Coordination) and the Wagner Chronic Care 
Model. The program provides care coordination to people who have 
complex medical conditions as well as psychosocial needs. Clients who 
require psychosocial management include those who are homeless, have 
mental health issues, or drug and alcohol issues. 
CCSM Approach: Health professionals work with clients on client-focused 
goals to build confidence and capacity to self-manage their condition 
through various strategies (Flinders Program, Health Coaching, motivational 
support, assertive case management). 
Results: Report pending – The Commonwealth Fund, High Needs High 
Costs. Evidence for Effective Models of Care: Case Study, Bendigo Health 
"Hospital Avoidance Risk Program" (HARP) (using the Flinders Program). 
Demonstrated improvements across SM domains and significant reductions 
in re-admissions to hospital. 
 

VIC 
Current 
 
Complexity 
(Low SES, 
Indigenous, 
CALD, multi-
morbid 
populations) 

Report 
pending 

Department of Health & Human 
Services, 2011. Effective Population 
Health Interventions for the Primary 
Prevention of Musculoskeletal 
Conditions 
file:///C:/Users/more0012/AppData/Loca
l/Downloads/FINAL%20Musculoskeleta
l%20Review%2022%20Dec%202010%2
0-%20PDF%20(2).pdf 
 

Parkinson L, Harris M 2010. Effective population health interventions for 
the primary prevention of musculoskeletal conditions: An Evidence Check 
Review brokered by the Sax Institute for the Victorian Department of 
Health, 2010 
Summary: The review was commissioned to consider the evidence for 
health promotion and prevention programs for primary prevention of 
musculoskeletal conditions, particularly osteoarthritis and osteoporosis. The 
focus was on at-risk groups including older people (65 years or older), 
socioeconomically disadvantaged people, Aboriginal or Torres Strait 
Islanders, children and young people, and people at-risk of vitamin D 
deficiency due to ethnicity or cultural reasons. 

VIC 
Completed 
 
At-risk groups 
(LSE, 
Indigenous) 

Report 
available  
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Department of Health & Human 
Services, 2014. Closing the gap in 
Aboriginal health outcomes evaluation: 
Final Report (January 2014) 
https://www2.health.vic.gov.au/getfile//?
sc_itemid=%7B65547190-96DF-4507-
85B5-F93BEE8B14E4%7D 
 
Department of Health & Human 
Services, 2014. Closing the gap in 
Aboriginal health outcomes evaluation: 
Case Studies 
https://www2.health.vic.gov.au/about/pu
blications/researchandreports/Closing%2
0the%20gap%20in%20Aboriginal%20he
alth%20outcomes%20evaluation%20Cas
e%20Studies 

Summary: The Department of Health engaged Urbis Pty Ltd to conduct a 
comprehensive evaluation of Victoria's approach to Closing the Health Gap. 
This is the final report. A set of case studies is associated with this report. 
 
 
 
 
 
Summary: The Department of Health engaged Urbis Pty Ltd to conduct a 
comprehensive evaluation of Victoria's approach to Closing the Health Gap. 
The final report included comprehensive case studies. 
 
The Reports explored eight examples of CtHG investment in Victoria, 
exploring the benefits that have been derived from each and the key enablers 
for success. Many of the approaches documented in the case studies are 
facilitating change in how Aboriginal people access services, and breaking 
down barriers associated with mainstream service systems. 

VIC 
Completed 
 
Indigenous  
  

Report 
available 
 

 
Results from Grey Literature – Australian Institute of Health and Welfare (AIHW) 
Source Title  

 
Details of CCSM Program Population 

and Status 
Evaluation 
Status  

AIHW 
http://www.aihw.g
ov.au/  
 

Closing the Gap Clearinghouse (AIHW, 
AIFS) (2011) What works to overcome 
Indigenous disadvantage: key learnings 
and gaps in the evidence. Produced for 
the Closing the Gap Clearinghouse. 
Canberra: Australian Institute of Health 
and Welfare & Melbourne: Australian 
Institute of Family Studies. 
www.aihw.gov.au/uploadedFiles/Closing
TheGap/Content/Publications/2011/what

Broad document outlining key messages. 
What works:  
• Community involvement and engagement 
• Adequate resourcing and planned and comprehensive interventions 
• Respect for language and culture 
• Working together through partnerships, networks and shared leadership 
• Development of social capital 
• Recognising underlying social determinants 
• Commitment to doing projects with, not for, Indigenous people 
• Creative collaboration that builds bridges between agencies and the 

community  
• Understanding that issues are complex and contextual 

National  
Completed 
 
Indigenous 
Populations 
 

 

https://www2.health.vic.gov.au/getfile/?sc_itemid=%7B65547190-96DF-4507-85B5-F93BEE8B14E4%7D
https://www2.health.vic.gov.au/getfile/?sc_itemid=%7B65547190-96DF-4507-85B5-F93BEE8B14E4%7D
https://www2.health.vic.gov.au/getfile/?sc_itemid=%7B65547190-96DF-4507-85B5-F93BEE8B14E4%7D
https://www2.health.vic.gov.au/about/publications/researchandreports/Closing%20the%20gap%20in%20Aboriginal%20health%20outcomes%20evaluation%20Case%20Studies
https://www2.health.vic.gov.au/about/publications/researchandreports/Closing%20the%20gap%20in%20Aboriginal%20health%20outcomes%20evaluation%20Case%20Studies
https://www2.health.vic.gov.au/about/publications/researchandreports/Closing%20the%20gap%20in%20Aboriginal%20health%20outcomes%20evaluation%20Case%20Studies
https://www2.health.vic.gov.au/about/publications/researchandreports/Closing%20the%20gap%20in%20Aboriginal%20health%20outcomes%20evaluation%20Case%20Studies
https://www2.health.vic.gov.au/about/publications/researchandreports/Closing%20the%20gap%20in%20Aboriginal%20health%20outcomes%20evaluation%20Case%20Studies
http://www.aihw.gov.au/
http://www.aihw.gov.au/
http://www.aihw.gov.au/uploadedFiles/ClosingTheGap/Content/Publications/2011/what_works_to_overcome_disadvantage_2009-10.pdf
http://www.aihw.gov.au/uploadedFiles/ClosingTheGap/Content/Publications/2011/what_works_to_overcome_disadvantage_2009-10.pdf


_works_to_overcome_disadvantage_200
9-10.pdf 

 

What doesn’t work:  
• ‘One size fits all’ approaches 
• Lack of collaboration and poor access to services 
• External authorities imposing change and reporting requirements 
• Interventions without local Indigenous community control and culturally 

appropriate adaptation 
• Short-term, one-off funding, piecemeal interventions, provision of services 

in isolation and failure to develop Indigenous capacity to provide services. 
Closing the Gap Clearinghouse (AIHW, 
AIFS) (2013) What works to overcome 
Indigenous disadvantage: key learnings 
and gaps in the evidence 2011-12. 
Produced for the Closing the Gap 
Clearinghouse. Canberra: Australian 
Institute of Health and Welfare & 
Melbourne: Australian Institute of 
Family Studies. 
www.aihw.gov.au/uploadedFiles/Closing
TheGap/Content/Publications/2013/1516
1.pdf 

This report and its appendices summarise the findings of the Clearinghouse 
on what works in relation to the three COAG building blocks that were the 
focus of the Clearinghouse in Year 3: ‘early childhood’, ‘health’ and ‘safe 
communities’.  
Community-initiated and managed healthy lifestyle programs in remote 
Indigenous communities have improved coronary heart disease risk factors 
related to diet. Programs have been implemented in a number of 
communities, but long-term effectiveness has been demonstrated in only 
one:  
• CtGC 2012 Healthy lifestyle programs for physical activity and 

nutrition. 
The following were promising programs designed to improve mental health 

and wellbeing:  
• CtGC 2013a. Strategies and practices for promoting the social and 

emotional wellbeing of Aboriginal and Torres Strait Islander people.  
• CtGC 2013b. Strategies to minimise the incidence of suicide and 

suicidal behaviour. 

National  
Completed 
 
Indigenous 
Populations 
 

 

Closing the Gap Clearinghouse (AIHW, 
AIFS) (2012) Healthy lifestyle programs 
for physical activity and nutrition. 
Resource sheet no. 9 produced by the 
Closing the Gap Clearinghouse January 
2012. 
www.aihw.gov.au/uploadedFiles/Closing

What works:  
• Community managed and initiated programs  
• Individual, family-based and group-based Indigenous lifestyle programs  
• Intensive lifestyle programs effective in reducing the incidence of diabetes  
What doesn’t work: 
• Programs that do not have a high level of community ownership and 

support 

National  
Completed 
 
Indigenous 
Populations 
 

 

http://www.aihw.gov.au/uploadedFiles/ClosingTheGap/Content/Publications/2011/what_works_to_overcome_disadvantage_2009-10.pdf
http://www.aihw.gov.au/uploadedFiles/ClosingTheGap/Content/Publications/2011/what_works_to_overcome_disadvantage_2009-10.pdf
http://www.aihw.gov.au/uploadedFiles/ClosingTheGap/Content/Publications/2013/15161.pdf
http://www.aihw.gov.au/uploadedFiles/ClosingTheGap/Content/Publications/2013/15161.pdf
http://www.aihw.gov.au/uploadedFiles/ClosingTheGap/Content/Publications/2013/15161.pdf
http://www.aihw.gov.au/uploadedFiles/ClosingTheGap/Content/Publications/2012/ctgc-rs09.pdf


TheGap/Content/Publications/2012/ctgc-
rs09.pdf 
 

• Programs that operate in isolation from, or do not address, broader 
structural issues, such as poverty and lack of access to a healthy food 
supply. 

Ware V. (2013) Improving the 
accessibility of health services in urban 
and regional settings for Indigenous 
people. Resource sheet no. 27 produced 
for the Closing the Gap Clearinghouse 
December 2013. 
www.aihw.gov.au/uploadedFiles/Closing
TheGap/Content/Publications/2013/ctgc-
rs27.pdf 
 

What works: 
• Addressing physical and economic barriers through strategies such as: 

providing services locally, providing transport to health services, 
flexibility, home visitation  

• Addressing cultural competence, acceptability and appropriateness through 
strategies such as: developing services around the holistic model of health 
and wellbeing, building relationships based on trust and mutual respect, 
employing Indigenous health workers to promote culturally safe service 
delivery, working through community Elders and kinship networks, 
providing services in non-traditional settings 

What doesn’t work:  
• Short consultation times  
• Highly structured programs  
• A purely biomedical approach to health promotion and treatment  
• Ignoring the importance of kin and kinship systems. 

National  
Completed 
 
Indigenous 
Populations 
 

 

Osborne K, Baum F, Brown L. (2013) 
What works? A review of actions 
addressing the social and economic 
determinants of Indigenous health Issues. 
Paper no. 7 produced for the Closing the 
Gap Clearinghouse December 2013 
www.aihw.gov.au/uploadedFiles/Closing
TheGap/Content/Publications/2013/ctgc-
ip07.pdf 
 

What works:  
• Holistic approaches that take into account the full cultural, social, 

emotional and economic context of their lives, including an awareness of 
the ongoing legacy of trauma, grief and loss associated with colonisation 

• Active involvement of Indigenous communities in every stage of program 
development and delivery, to build genuine, collaborative and sustainable 
partnerships, and build capacity 
within Indigenous communities 

• Valuing Indigenous knowledge and cultural beliefs and practices  
• Clear leadership and governance for programs, initiatives and interventions  
• Employing Indigenous staff and involving them fully in program design, 

delivery and evaluation, and providing adequate training, where necessary, 
to build capacity of Indigenous staff 

What doesn’t work:  

National  
Completed 
 
Indigenous 
Populations 
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http://www.aihw.gov.au/uploadedFiles/ClosingTheGap/Content/Publications/2013/ctgc-ip07.pdf


• Not involving Indigenous communities in design, delivery and evaluation 
of programs, and limited consultation with, and opportunities for the 
participation of Indigenous representatives  

• Not training and employing Indigenous staff to contribute towards program 
implementation and delivery  

• No clear leadership or governance  
• Not having plans for built-in research, evaluation and monitoring. 

Closing the Gap Clearinghouse (AIHW, 
AIFS) (2013) Strategies and practices for 
promoting the social and emotional 
wellbeing of Aboriginal and Torres Strait 
Islander people Resource sheet no. 19 
produced for the Closing the Gap 
Clearinghouse February 2013. 
www.aihw.gov.au/uploadedFiles/Closing
TheGap/Content/Publications/2013/ctgc-
rs19.pdf 
 

What works:  
• The cultural healing programs Family Wellbeing, We Al-li and Marumali 

were effective in helping individuals exert greater control over their own 
social and emotional wellbeing  

• The Social and Emotional Wellbeing Program (previously the Bringing 
Them Home Program), but the quality of the service varied across 
locations 

• Motivational care planning improved the mental health and decreased the 
substance dependence of Indigenous people with a mental illness in remote 
communities 

• A culturally appropriate model of mental health service provision was 
successful in engaging Indigenous young people  

• Indigenous hip hop programs increased young people’s self-esteem, their 
preparedness to talk to family and friends about their own mental health 
issues and their ability to identify signs of depression in others  

• Adaptations of effective mainstream programs—the Triple P-Positive 
Parenting Program, the Resourceful Adolescent Program and MindMatters 

What doesn’t work: 
• Programs that are not culturally competent and do not have a high level of 

Indigenous ownership and community support. 

National  
Completed 
 
Indigenous 
Populations 
 

 

Dudgeon P, Walker R, Scrine C, 
Shepherd C, Calma T, Ring I. (2014) 
Effective strategies to strengthen the 
mental health and wellbeing of 
Aboriginal and Torres Strait Islander 
people Issues paper no. 12 produced for 

What works:  
• Programs that are developed or implemented in accordance with the 9 

guiding principles underpinning the National Strategic Framework for 
Aboriginal and Torres Straits Islander Peoples’ Mental Health and Social 
and Emotional Well Being 2004–2009  

National  
Completed 
 
Indigenous 
Populations 
 

 

http://www.aihw.gov.au/uploadedFiles/ClosingTheGap/Content/Publications/2013/ctgc-rs19.pdf
http://www.aihw.gov.au/uploadedFiles/ClosingTheGap/Content/Publications/2013/ctgc-rs19.pdf
http://www.aihw.gov.au/uploadedFiles/ClosingTheGap/Content/Publications/2013/ctgc-rs19.pdf


the Closing the Gap Clearinghouse, 
November 2014. 
www.aihw.gov.au/uploadedFiles/Closing
TheGap/Content/Our_publications/2014/
ctgc_ip12.pdf 
 

• Programs that encourage self-determination and community governance, 
reconnection and community life, and restoration and community 
resilience  

• Important program features include: a holistic approach, a focus on 
recovery and healing from stress and trauma, empowering people to regain 
a sense of control and mastery over their lives, strategies that are 
Indigenous-led, family focused, culturally responsive, and context specific, 
partnerships with the Aboriginal Community Controlled Health Services 
sector and local communities 

• ‘Participatory action research’ approaches for involving Indigenous 
families and communities in developing, implementing and evaluating 
programs. 
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