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There is significant concern from within 

Aboriginal and Torres Strait Islander 

communities about the harms associated 

with alcohol consumption. Although 

more Aboriginal and Torres Strait Islander 

peoples abstain from alcohol, compared 

with non-indigenous Australians, those 

who do drink are twice as likely to have 

consumed alcohol at levels that place 

them at risk of harm.1 In keeping with 

this, Aboriginal and Torres Strait Islander 

peoples experience alcohol-related harms 

at 2–3 times the rate of that for non-

Indigenous Australians.2 Factors that 

contribute to this situation include stress, 

disadvantage and ongoing trauma. Despite 

this increased risk, however, reportedly 

there is a significant gap between service 

need and its provision and accessibility.3 

This means that many Aboriginal and 

Torres Strait Islander peoples who are 

alcohol-dependent are unlikely to receive 

treatment. 

Withdrawal management can be an essential step 
on the path to abstinence but may also help to 
interrupt a pattern of heavy and dependent use, 
and facilitate engagement in further treatment. 
Medical management of withdrawal involves 
assessing the severity of alcohol dependence, 
other drug use, medical and mental health 
problems and social problems, and determining the 
appropriate environment for withdrawal to occur. 
Management of withdrawal includes prescribing 
short-course diazepam where indicated to reduce 
withdrawal severity, and thiamine to reduce 
the risk of the Wernicke-Korsakoff syndrome. 
This approach reduces the risk of serious 
complications such as withdrawal seizures and 

severe, complicated withdrawal including alcohol 
withdrawal delirium (delirium tremens).

Outpatient alcohol withdrawal is a treatment 
approach used around the world. It is included 
in Australian national treatment guidelines4 and 
Alcohol Treatment Guidelines for Indigenous 
Australians.5 Criteria must be met to be eligible 
for this (Table 1). At conferences, clinicians have 
expressed concerns about the safety of outpatient 
withdrawal management for Aboriginal and 
Torres Strait Islanders who consume alcohol. 
These concerns are likely to have arisen from 
observations of disadvantaged areas with large, 
crowded households containing multiple drinkers. 
However, Aboriginal community members in 
one urban region have expressed an interest 
in outpatient withdrawal management6 and a 
number of urban and regional services anecdotally 
occasionally provide this service to Aboriginal 
patients with successful outcomes. Here we 
discuss the potential role of outpatient withdrawal 
management services for Aboriginal and Torres 
Strait Islander peoples. Mainstream models of 
outpatient withdrawal management services are 
examined. We then describe selected services 
with experience in providing outpatient alcohol 
withdrawal for Aboriginal and Torres Strait Islander 
peoples, and highlight elements perceived by 
service providers as important for success. 

Alcohol withdrawal 
management: current 
services and barriers 
At present, alcohol withdrawal management often 
occurs in a residential setting (in a general hospital 
or a specialist withdrawal management facility). 
These expensive beds are in high demand,7 leading 
to long waiting lists. Some people who are alcohol-
dependent may prefer residential care as a ‘time 
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provided outpatient withdrawal safely and 
effectively for carefully selected Aboriginal and 
Torres Strait Islander peoples. To our knowledge, 
however, there are no formal outpatient withdrawal 
management programs specific for Aboriginal and 
Torres Strait Islander peoples. The aim of this paper 
is to determine the successful components of a 
selection of urban and regional services that provide 
outpatient alcohol withdrawal management to 
Aboriginal and Torres Strait Islander peoples on an 
ad hoc basis. 

Methods

Service providers’ experiences

As part of the consultation to inform the design 
of an outpatient withdrawal management 
service specific for Aboriginal and Torres Strait 
Islander peoples, one author (JB) contacted five 
services that had been identified by colleagues as 
sporadically providing outpatient alcohol withdrawal 
management to Aboriginal and Torres Strait 
Islander peoples. These services, which are urban 
or regional, include Illawarra Aboriginal Medical 
Service (AMS), La Perouse Aboriginal Community 
Health Centre, Bowral Community Health Centre, 
Wyong Hospital and Canterbury Hospital. The 
Aboriginal Health & Medical Research Council 
(AH&MRC) ethics committee granted approval for 
this project (Approval number 965/13). 

Semi-structured interviews were performed in 
person or by telephone with 1–3 key staff members 
involved with delivering outpatient withdrawal 
management (doctors, nurses and Aboriginal alcohol 
and/or drug workers) at each site. Participants were 
asked how their service was delivered, about any 
problems they had encountered and features they 
considered important for successful delivery. Notes 
were taken during the consultations and thematic 
analysis of these notes was conducted by one 
investigator (JB). Resulting themes were checked 
by two other authors (KC and LL), one of whom is an 
Aboriginal health professional. 

Results

Several key themes were 
identified 

Initial individual engagement

Staff of all services stressed the importance 
of patient engagement. Staff described the 

Current mainstream literature supports 
many individuals being suitable for outpatient 
management.11 Australian guidelines provide clear 
selection criteria for this pathway.4 Individuals 
meeting these criteria include those who are 
alcohol-dependent, have a predicted mild-to-
moderate withdrawal, a safe, alcohol-free ‘home’ 
environment and a reliable support person. In 
Aboriginal and Torres Strait Islander communities, 
relatives can often provide such a safe environment 
even if a person’s primary residence is overcrowded 
or contains drinkers. However, significant medical 
or psychiatric comorbidities and unstable social 
environments may exclude some Aboriginal and 
Torres Strait Islander peoples from outpatient 
management. 

Not all Aboriginal and Torres Strait Islander 
peoples will experience withdrawal symptoms 
when they stop consuming alcohol. The episodic 
drinking patterns observed in Aboriginal 
communities1 often mean that risk of tolerance, 
and hence withdrawal, is lower.13 However, those 
who do experience withdrawal symptoms may be 
more at risk of complications due to higher rates of 
medical and psychiatric comorbidities.

There is a dearth of research examining which 
alcohol interventions or models of care work best 
for Aboriginal and Torres Strait Islander peoples.14 
Consequently, it is not known which outpatient 
withdrawal management model would best suit 
Aboriginal and Torres Strait Islander peoples. 

Health services specifically for Aboriginal and 
Torres Strait Islander peoples, which are community 
controlled and include trained Aboriginal alcohol 
workers, may be well placed to provide outpatient 
withdrawal management. On the other hand, some 
patients prefer the anonymity of a mainstream 
service where they are less likely to meet friends 
or relatives.15 It may be important to have a range 
of options.

Anecdotally, community controlled Aboriginal 
health services and mainstream services have 

out’ from challenging circumstances, or a setting 
in which it is easier to avoid alcohol; in other cases 
they simply may not know that outpatient treatment 
options exist.6 

There are many barriers to accessing residential 
treatment services, including distance from the 
nearest service, transport difficulties, childcare,6 
language, and shame and fear of stigmatisation. 
There is also a dearth of easily accessible, culturally 
secure services. 

A recent national report identified a deficiency 
in the availability of withdrawal management 
services for Aboriginal and Torres Strait Islander 
peoples, and prioritised this as a key area 
for development.8 It also recognised the role 
of outpatient withdrawal management from 
mainstream literature.9 To our knowledge, however, 
there are no formal residential withdrawal 
management programs currently operating within 
NSW specifically for Aboriginal and Torres Strait 
Islander peoples. 

Outpatient withdrawal 
management: likely 
applicability to Aboriginal 
and Torres Strait Islander 
peoples
A variety of models for mainstream non-
residential alcohol withdrawal management 
services have been evaluated. Ambulatory 
withdrawal management involves patients visiting 
appropriately trained staff at a local clinic daily.10 
Home withdrawal management involves health 
professionals travelling regularly to patients’ homes 
after an initial assessment.11 Home withdrawal 
management has the advantage of optimising 
engagement, particularly for individuals who are 
less able to attend the clinic daily. The disadvantage 
of this approach is the cost and additional risk to 
staff. Models include those which are nurse led 
and involve partnerships with primary healthcare 
providers.11,12

Table 1. Eligibility criteria for outpatient alcohol withdrawal management

• No previous severe withdrawal including seizures or delirium tremens

• No concurrent acute medical illness

• No evidence of suicidal thoughts, severe depression or psychosis

• No evidence of other drug use (except cannabis)

• Supportive, stable and drug- and alcohol-free home environment (this could be a 
friend or relative’s home temporarily)
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before the program to improve engagement and 
motivation. 

Staff education and support 

All services commented that cultural awareness 
of non-Indigenous staff is important to reduce 
barriers to treatment access. In non-community 
controlled services this was typically achieved 
through the involvement of Aboriginal health staff 
and partnership with community. It was observed 
that appropriate professional development or 
continuing education for Aboriginal Alcohol and 
other drugs (AOD) workers, and their having a sense 
of being supported by medical staff and of program 
ownership were important for program success and 
sustainability.

Coping with relapse

When an individual slips back to drinking they 
often experience shame that can itself increase 
the risk of a full relapse. Accordingly, a non-
judgmental, accepting approach should be used 
to sustain patient engagement. For example, one 
service described that if a patient reported having 
had two or three drinks during the program, the 
patient’s honesty was applauded, and motivation 
and commitment to the program encouraged. In the 
event of a relapse to heavy drinking, the program 
could be postponed to a later date to maintain 
patient engagement. 

Planning for when things go 
wrong

Through careful patient selection, medical 
emergencies such as unanticipated severe 
withdrawal or seizures were very rare. 
However, staff typically felt it was important for 
community-based services to be supported by a 
24-hour hospital inpatient service in the case of 
emergencies. A clear plan was also provided to 
patients in case of deterioration or emergency. 

Discussion
There is a great need to improve access to alcohol 
treatment services for Aboriginal and Torres Strait 
Islander peoples. Current inpatient withdrawal 
management services have many barriers to 
accessibility. Outpatient withdrawal management 
seems to be a safe and feasible treatment 
option for a selected group of urban and regional 
Aboriginal and Torres Strait Islander peoples 

from Aboriginal staff members whom they know 
personally. Staff at most services identified a 
community ownership of the service as being 
important and that this empowers the community 
to prioritise and tailor treatment approaches on the 
basis of their values and so improve acceptability 
and engagement. One service felt strongly that 
ongoing community involvement and feedback are 
important to maintain, as any negative experiences 
could otherwise threaten the continuity of the 
program.

Practical support, transport and 
medicines

It was reported that many patients do not have 
access to private vehicles and so rely on public 
transport, which can be costly, time-consuming 
or simply unavailable. Staff at most services 
stated that either offering a transport service or 
reimbursement for travel improves engagement. 
Free access to medicines used during the 
withdrawal process and free or concessional 
access to relapse prevention medicines such as 
naltrexone and acamprosate was also reported to 
help engagement. Access to programs such as the 
Close the Gap Medicare co-payment scheme has 
helped with this.

One service observed that having medicines 
available on site removes the barrier of the need 
to travel to a pharmacy. However, as only doctors, 
pharmacists or nurse practitioners are able to 
dispense prescription medicines in most Australian 
states, this can pose a practical challenge. At 
one service, doctors or a pharmacist prepackage 
medicines in envelopes for nurses to hand out daily. 
Another option is for patients to pick up medicines 
daily from a local pharmacist. One service 
emphasised the importance of engaging with local 
pharmacies regularly to receive feedback on patient 
progress and provide advice and support. 

Counselling 

Counseling was seen as important for patient 
engagement and program completion at most 
services and was delivered on either a formal 
or informal basis. Counselling often included 
practical and supportive elements, and was not 
confined to one modality (eg cognitive behavioral or 
motivational) but tailored to the needs of the patient 
by drug and alcohol workers, nurses or counsellors. 
One service also provided formal counselling 

development of rapport and trust, which may take 
several consultations, before the discussion of 
withdrawal management. This process involves 
listening to the individual’s issues and story as the 
patient wants to tell it, as well as helping with 
practical problem-solving, for example linking to 
social services, financial supports and other health 
services specific for Aboriginal and Torres Strait 
Islanders. A feeling of trust and commitment can 
then lead to better program completion rates and a 
longer lasting therapeutic relationship. 

Flexibility 

Most services felt that being able to facilitate 
assessment for withdrawal management as soon 
as the patient is ready (without waiting lists) was 
important. Flexibility can reduce the chance of a 
window of opportunity being missed and the patient 
disengaging. On the other hand, all services aimed 
to start withdrawal management at the beginning 
of the working week so that early monitoring 
would be possible. This also avoids the risk of 
complications arising over the weekend when staff 
are not available. Staff encourage patients to use 
the gap between assessment and initiation for 
preparation. 

Initial assessment of suitability

Australian national guidelines for alcohol 
treatment4 were used as a basis for deciding 
suitability for outpatient withdrawal at all centres 
and service-specific guidelines were also created. 
Of particular importance was ensuring the 
patient was staying at a safe, ‘dry’ house with a 
responsible person during the program. This may 
have been at their home or with a relative. 

Services indicated that sometimes the risk of 
undertaking outpatient withdrawal in an individual 
with chronic disease had to be balanced against the 
risk of continued drinking if no inpatient services 
were available; it is often a case of choosing 
the ‘least worst’ option. They also indicated 
that patients with stable chronic diseases had 
successfully completed outpatient withdrawal. 

Aboriginal staff and community 
engagement

Staff reported that some patients prefer to see 
Aboriginal alcohol and other drug (AOD) workers 
who understand culture and community. However, 
other patients may prefer to keep some distance 
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in NSW and is sporadically being successfully 
provided by a range of community-based services. 
A range of models have been used, all involving a 
team approach where, often, GPs play a key part, 
either within AMSs or in partnership with nurses 
in community health centres and pharmacists. Key 
principles for effective delivery of such services are 
presented in this paper. 

This study is limited by the non-random 
selection of services and so generalisability of these 
approaches to other services and regions cannot 
be assumed. Remote areas may pose particular 
challenges, including crowded housing, cultural and 
language differences, lack of specialist or inpatient 
services for backup and, in some cases, a whole 
community affected by alcohol. There are anecdotal 
reports, however, of successful management by 
GPS of outpatient withdrawal, even in remote 
settings. 

In general practice, cultural appropriateness 
and accessibility of services can be improved by 
partnerships with Aboriginal and Torres Strait 
Islander staff, or consultation with local Aboriginal 
controlled community health services.16 To support 
delivery of alcohol services, health professionals 
in all states and territories have access to 24-hour 
phone support services such as the Drug and 
Alcohol Specialist Advisory Service.17 We hope 
this work will assist the further development 
and evaluation of outpatient alcohol withdrawal 
management services for Aboriginal and Torres 
Strait Islander peoples. 

Implications for general 
practice

• Outpatient alcohol withdrawal is a safe and 
feasible option for a selected group of Aboriginal 
and Torres Strait Islander peoples in urban and 
regional NSW.

• Accessibility to such programs can be improved 
by working in partnership with Aboriginal staff 
and community. 

• Principles of these programs may be used to 
adapt similar models of care for Aboriginal and 
Torres Strait Islander peoples in other areas of 
Australia. 
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