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Abstract

Background: Tobacco smoking is a leading cause of disease and premature mortality among Aboriginal and Torres
Strait Islander (Indigenous) Australians. While the daily smoking prevalence among Indigenous Australians has
declined significantly from 49% in 2001, it remains about three times higher than that of non-Indigenous
Australians (39 and 14%, respectively, for age 215 years in 2014-15). This overview of systematic reviews aimed to
synthesise evidence about reducing tobacco consumption among Indigenous peoples using a comprehensive
framework for Indigenous tobacco control in Australia comprised of the National Tobacco Strategy (NTS) and
National Aboriginal and Torres Strait Islander Health Plan (NATSIHP) principles and priorities.

Methods: MEDLINE, EMBASE, systematic review and Indigenous health databases were searched (2000 to Jan 2016)
for reviews examining the effects of tobacco control interventions among Indigenous peoples. Two reviewers
independently screened reviews, extracted data, and assessed review quality using Assessing the Methodological
Quality of Systematic Reviews. Data were synthesised narratively by framework domain. Reporting followed the
PRISMA statement.

Results: Twenty-one reviews of varying quality were included. There was generally limited Indigenous-specific
evidence of effective interventions for reducing smoking; however, many reviewers recommended multifaceted
interventions which incorporate Indigenous leadership, partnership and engagement and cultural tailoring. Under
the NTS priority areas, reviewers reported evidence for brief smoking cessation interventions and pharmacological
support, mass media campaigns (on knowledge and attitudes) and reducing affordability and regulation of tobacco
sales. Aspects of intervention implementation related to the NATSIHP domains were less well described and
evidence was limited; however, reviewers suggested that cultural tailoring, holistic approaches and building
workforce capacity were important strategies to address barriers. There was limited evidence regarding social media
and mobile applications, for Indigenous youth, pregnant women and prisoners, and no evidence regarding
interventions to protect communities from industry interference, the use of electronic cigarettes, interventions for
people experiencing mental illness, juvenile justice, linguistic diversity or ‘pubs, clubs and restaurants'.
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Conclusions: There is limited Indigenous-specific evidence for most tobacco interventions. A ‘comprehensive
approach’ incorporating NTS and NATSIHP Principles and Priorities of partnership and engagement, evidence from
other settings, programme logic and responsive evaluation plans may improve intervention acceptability,
effectiveness and implementation and mitigate risks of adapting tobacco evidence for Indigenous Australians.
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Background

Tobacco smoking and health inequities

Worldwide, 5.4 million people die every year due to to-
bacco use [1]. Tobacco smoking is one of the top pre-
ventable risk factors that influence the burden of disease
among both Indigenous [2] and non-Indigenous [3]
people in Australia. The prevalence of smoking in
Australia is among the lowest in the world [4], with
14.5% of adults reporting smoking daily in 2014—15 [5].
However, while smoking rates have declined among In-
digenous people in Australia (from 49% in 2002 to 39%
among those aged 15 years and older in 2014—15) smok-
ing rates remain about three times higher compared to
the general population [5, 6]. These disparities between
Indigenous and non-Indigenous peoples are similar in
other high-income countries such as Canada, New Zea-
land, and the USA [7].

In Australia, the average life expectancy of Indigenous
people born in 2010-2012 is approximately 10.6 years
lower than that of non-Indigenous people [8]. These dis-
parities are frequently cited as the worst among Indigen-
ous and non-Indigenous peoples in similar high-income
countries (Canada, New Zealand, and the USA) [9], and
improving health equity for Indigenous people is a na-
tional priority in Australia [10]. Tobacco smoking was
the single largest risk factor accounting for approxi-
mately 12% of the total burden of disease for Indigenous
Australians and 23% of the ‘health gap’ in 2011 [2].
Thus, sustaining the decline in tobacco smoking is crit-
ical to improving healthy equity between Indigenous and
non-Indigenous Australians.

The Council of Australian Governments National
Healthcare Agreement includes a target to halve the
daily smoking prevalence among Indigenous Austra-
lians from the 2008 prevalence of 44.8%, by 2018
[11]. The Tackling Indigenous Smoking programme
was launched to achieve this ambitious target. In
2012, the Commonwealth, state and territory Health
Ministers endorsed the National Tobacco Strategy,
which included reducing smoking rates among Indi-
genous Australians as a priority [12]. More recently,
the National Aboriginal and Torres Strait Islander
Health Plan (NATSIHP) [13] was developed with ex-
tensive consultation with Indigenous communities to
guide efforts towards ‘closing the gap’; and reduction

in smoking is a significant focus of the implementa-
tion plan [14].

Overview rationale

This overview was conducted under the auspices of the
Australian Prevention Partnership Centre and is the sec-
ond stage of a four-part project described in detail else-
where [15]. The first stage of the project developed a
framework for guiding a ‘Comprehensive approach to
Aboriginal and Torres Strait Islander tobacco control’
(CATs) [16]. The CATs Framework combines the ‘key
priority areas’ from the National Tobacco Strategy
(NTS) [12] (aligned with the World Health Organization
Framework Convention on Tobacco Control) with the
vision, principles and priorities of the National Aborigi-
nal and Torres Strait Islander Health Plan (NATSIHP)
[13] which were identified as important by Indigenous
communities. The methods for developing this frame-
work are available on request [16].

The aim of this second stage of the project was to syn-
thesise systematic review evidence to capture what is
known about reducing tobacco use among Indigenous
peoples worldwide, contextualised by and considered
against the components of the CATs Framework.

The research questions for this overview are as
follows:

1. What interventions have been examined in reviews of
tobacco control among Indigenous peoples?

2. Is the range of identified interventions comprehensive
when mapped against the CATs Framework
domains?

3. What are the main intervention outcomes reported
under each of the CATs Framework domains?

4. What is the quality of reviews of tobacco control
among Indigenous peoples?

Methods

We used methods for conducting an overview of system-
atic reviews. This approach was taken because there is a
proliferation of reviews in the field of tobacco control,
and overview methods enabled us to examine the cover-
age and applicability of evidence from these reviews in
relation to the CATs Framework. By using overview
methods, we were also able to examine the quality and
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extent of overlap and discordance among existing re-
views, in order to help decision-makers apply existing
review evidence for Indigenous Australians and identify
gaps in review activity. This overview was led by Indi-
genous researchers and guided by an advisory group of
investigators and key stakeholders, which included Indi-
genous and non-Indigenous experts in tobacco control
and review methods. We developed a review protocol a
priori (not registered with PROSPERO but available on
request). We followed the PRISMA statement for report-
ing systematic reviews when items were applicable to
overviews of reviews (Additional file 1).

Criteria for inclusion of reviews in this overview

Types of studies

Any review or systematic review of published, peer-
reviewed and grey literature was potentially eligible for
inclusion.

Characteristics of participants

The participants are Indigenous people from Australia,
Canada, New Zealand, and the USA. Reviews focused on
‘disadvantaged; ‘vulnerable’ and ‘special’ populations, but
reviews which made no explicit mention of Indigenous
people were not included in this overview. Our rationale
was that while Indigenous people share some common
characteristics with other disadvantaged people and are
often grouped together, there are unique issues for Indi-
genous peoples, such as those associated with experi-
ences of colonisation and dispossession from land and
culture. We also checked these reviews for any studies
among Indigenous people’s that might be additional to
those already included within Indigenous-specific re-
views. However, no new studies among Indigenous peo-
ples were identified, and therefore, the value of including
these reviews was low. The four countries were selected
as they are high-income countries with demonstrated
success in tobacco control and the Indigenous peoples
share similar histories of colonisation and health
inequities.

Types of interventions
Interventions to reduce smoking of commercial tobacco
were the focus of this overview. Interventions to reduce
traditional or ceremonial tobacco use [17] were not in-
cluded. The interventions examined were categorised ac-
cording to the following key priority areas of the NTS
and principles and priorities of the NATSIHP (CATs
Framework domains):
National Tobacco Strategy':

1. Continue to reduce affordability of tobacco products
2. Protect public health policy including tobacco control
policies, from tobacco industry interference

Page 3 of 28

3. Consider further regulation of contents, product
disclosure and supply of tobacco products and
alternative nicotine delivery systems

4. Strengthen mass media campaigns

5. Provide greater access to a range of evidence-based
cessation services to support smokers to quit

6. Reduce exceptions to smoke-free workplaces, public
places and other settings

7. Eliminate remaining advertising, promotion
sponsorship of tobacco products

National Aboriginal and Torres Strait Islander
Health Plan®—Principles and Priorities:
Principles:

8. Equality

9. Partnership

10.Engagement

11.Accountability
Priorities: Health enablers® and Whole of Life:

12.Social and emotional wellbeing

13.Cultural respect

14.Evidence-based practice

15.Human and community capability

16.Whole of life (parents, children, adolescents, adults,
ageing)

and

Types of outcome measures

Because this was a broad overview, aiming to map the
type and amount of available evidence, our outcome eli-
gibility criteria were deliberately inclusive. We included
measures of the following primary and secondary out-
comes irrespective of the outcome definition, measure-
ment method or follow-up time specified by review
authors.

The primary outcomes are as follows:

Smoking cessation
Prevention of initiation
Prevalence reduction
Tobacco sales reduction
Morbidity/mortality

The secondary outcomes are as follows:

Relapse prevention

Quit attempts

Smoke-free homes/workplaces

Cost-effectiveness/cost

Change in knowledge/norms (people, service

providers)

Change in practice

e Human and community capability/workforce
development

e Adverse effects

o Self-efficacy/empowerment/strengths
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e Improvements in equality
e Partnership

e Engagement

e Cultural respect

While the criteria in the protocol was broad, we in-
cluded some guidance on what to look for (Additional
file 2). We then used the independent review process to
refine consensus on whether the outcome measures re-
ported were relevant to that outcome where there was
uncertainty.

Search methods for identification of reviews

Electronic searches

Bibliographic databases, collections of systematic reviews
and websites of institutes and organisations dedicated to
Indigenous Health were searched (1 January 2000 until
31 January 2016) for identification of potentially relevant
reviews. These included MEDLINE, EMBASE, PubMed,
Turning Research into Practice (TRIPs), Epistemonikos,
Centre for Reviews and Dissemination (CRD), Google
Scholar, ATSIhealth, PDQ evidence, HealthInfoNet and
AIHW Closing the Gap clearinghouse using the MESH
and string terms outlined in Additional file 3 (‘tobacco’
AND ‘indigenous’ AND ‘review’) and detailed in Add-
itional file 4. Reviews published prior to 2000 were ex-
cluded as considerable developments in the tobacco
control landscape since this time make it unlikely that
reviews prior to this date would still be considered rele-
vant by decision-makers. Results from each search en-
gine were downloaded into an Endnote reference library
and saved as separate groups. Duplicate studies across
the combined groups were deleted.

Data collection and synthesis

Selection of reviews

Two reviewers (CC/SP) independently screened titles
and abstracts for potentially relevant reviews. The full
texts of remaining reviews were independently screened
by two reviewers (CC/SP) and selected if they met the
inclusion criteria. Advice was sought from a third re-
viewer (SB) if there were disagreements about reviews
for inclusion, and a decision was reached by consensus.
A general principle of erring towards inclusion of re-
views was adopted where there was uncertainty. Ex-
cluded reviews are listed in Additional file 5.

Data extraction and management

A data extraction tool was developed in Microsoft Excel.
The tool was piloted by two reviewers (CC/SP) on two
reviews and modified to include the following:

e General review information (author, search dates)
e Review scope and aims
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o Included study characteristics (study design, number
of reviews, population and setting)

e Intervention descriptions under each of the NTS key
priority areas and NATSIHP principles.

e Outcomes

o Assessing methodological quality of systematic
reviews (AMSTAR) assessment

e Summary of review conclusions

Data were extracted independently by two reviewers
(CC/SP), and any discrepancies or uncertainties dis-
cussed with a third reviewer (SB). Data were extracted
from reviews only, and no data were extracted from in-
dividual studies. A matrix detailing the included studies
within each review was extracted by one reviewer (SB).

Assessment of risk of bias in included reviews

As with all research, the design, conduct and reporting
of reviews may introduce biases that influence the re-
view findings. Two reviewers (CC, SP) independently
assessed the quality of the included review’s method-
ology using AMSTAR (Additional file 6) as follows, with
checking from a third reviewer (SB). AMSTAR items
were rated (yes, no, cannot answer, not applicable), a ra-
tionale for each decision recorded, and an overall judge-
ment was made about whether there were important
concerns about biases in the review process or the inter-
pretation of the evidence (see Additional file 2, items 6—
6.14 for coding guidance). We did not assess the quality
of individual studies within each review; instead, we re-
port the review author’s assessment of quality. Consider-
ing the quality of evidence across reviews would have
required an approach such as GRADE. However, the ex-
tent of narrative synthesis and diversity of approaches to
assessing bias/quality of the primary evidence made it
infeasible to apply current GRADE guidance.

Data synthesis

Two reviewers (CC/SP) synthesised data narratively in
text and tabular form under each of the following sub-
headings, with the matrix of studies within reviews col-
lated by one reviewer (SB):

1. A summary of characteristics of reviews, including
populations, objectives, key outcomes, conclusions
and AMSTAR appraisals (Table 1).

2. A summary of interventions reported in reviews
against each of the NTS priority areas (Table 2).

3. A summary of interventions reported in reviews
against each of the NATSIHP principles and
priorities (Table 3).

This overview aims to provide a summary of the cover-
age and main conclusions from review level evidence



Page 5 of 28

135

Chamberlain et al. Systematic Reviews (2017) 6

‘Bupjows 1nb 03 sioyey

“Juswiabebus AUNWIWOD JO S|9A9| pue Buliojiel
[BIN}ND $3QUISI( SUOIRISPISUOD [RINND

(]

pauun ayi pue
‘epeue) ‘puejesz

-|IDBy/SI91IRG UMOUS| Passaippe jeyl sayoeoidde 'SaIpNIs S)UDWIALIS S| DY JaIsn|d pue MaN ‘elfesny
paseq-Aunuwuod ‘9|qIxa)) ‘paielbalul painieay G W) S}NS3I PAxIAl :UONONPaJ 9DUS|eASI aAndudsap  S|el) Pa|joauod Jo suonejndod 91RI9POI
SUORURAIRIUI NYSSaDONS “suofeindod snouabipul ‘oga2e(d sa uoidoidng pue aAneyenb pasiwopuey uoessad snouabipul ul (010Z-0661)
10} PaJO|Ie} SUOIUAIDIUI PALIUSPI M- 10} payiodal saies 1nb JaybiH :s31el IND Ajutepyy 6 Bupjows [I¥  uonessad bupows, [zz] 1107 owodeniq
SIsAjeue-eyauwl pue
MIADJ DIRUIDISAS
uonedpued [euoissajold SURIYD0D
Y3[eay yim A|snosueynulis SoAReNRIUL [eI9AdS l6] v suonejndod
Buxiw ‘[einolAeyaq pue aARIUHOD pa1adeNw SIsAleue  S|el1 pa||oauod snouabipul Ul
2I9M SUORUDAIDIUI DANDYD 15O ‘suonendod -eJoW Wolj  PasiuopuUel-uou uoessad bupjows ybiH
SnouabIpu| 10§ SUOIIUSAIDIUI UOIILSSad Bupjows (sa1pMIS £ ‘800 =d (F1'7 01 96°0 1D %S6) €F L SOIWNSD 1092 o pasiwopuey  (Buliojiey [einynd JITVHIENEMT] (1eapun)
paJojiey Ajjesnynd Buisn suoddns a2USPIAS BUIOS o1kl s 19942 BIS-UON :Uuonessad bupows pajood Ajurepy 6 uo sndoy) Auy 1% paiojiey Ajleinyno, [9€] G107 uosie)
‘paniodal Ajjeniow pue 1500
"9dUaUISge Bupows Ul }nsal ued suoliejndod ‘unb [a
snouabipu| 1e pa1abiel Ajfedynads suouaAIRY 01 SSaUIpeal, Ul 9dualayIp ‘BIs ON :Bpajmouy| pas|wopueI-UON
-Ul UOM1BSS3D BUMOWS MOYS S90P 9DUIPIAS 3|qe ‘0gae(d 03 paledwod ‘(96 SNSISA 9%97) [
-|leAe Ing paywi] suonendod snousbipuj-uou JUSWIRaN} [YN Woly payiodal suonedduod sisAjeue  s,| DY JaIsN|d pue suonejndod
Ul $5920Ns pasiubodal 2idsap ‘SUONUIAIRIUI  JOUIU JOYIO PUR YSe) ‘BIULLIOSU] :S12942 3SIDAPY -B19W WOl S[ell pajjoluod snouabipuj Ul MO
UON1eSSD BUBIOWS JO SSOUDAIIIDYD SSISSE (2€00=d'86L 0} €0'L 1D %56  SOIRWINSD 10949 pasiwopuey uoessad bupows (L10z |udy 01 dn)
01 92UIPIAD 3|qe|IeAR JO 2B SIYBIIYDBIY MIIADY ‘€| OBl ¥SI) 109)9 *BIS :UOIeSSaD Bupows pajood Ajurepy ¥ Auy 12 10} sUORUAIU, [/T] BT 10T Uosied
‘Abojouyday
auoyd ajigow BuIsN SUOIUBAISIUI [BINOIARYS] (Buojtey [eanynd
JO SS2UDAIDYD UO 3DUSPIAS BuISILOId [s] JO 12943 5595 JS[eUY JO MIIARI
‘paidepe Ajjeinynd ag 03 Pasu/ued SUOUIAIDIUI 2oURDYIUBIS 5,1 DY 2SN pue  -Se 0} SOWODINO e WOJj 9DUSPIAD
|0J1UOD 022egO] ||B 10U 15966NS pue UoIIesSad 'SOIPNIS G [BDNSHEIS INOGe  S[eU} P3j0au0d  snouabipul-uou Mmau :suonejndod 91RI9POI
Bupjows oy suonejndod snouabipul-uou pue /¢ ul syuedidpied snousbipuj-uou Jo snousbipul BEEWEIEN pasiuopuey  pue snouabipul snouabipul buouwle 2107 AeW 01 0861
SNOURBIPU| U3aMIDG 92UI9IP JUedLIUBIS ON Jayud 104 12943 “BIs ON :UOIIeSSaD BupowS Alutepy G bumuodal y1) Auy IV Bupows bupnpay, [12] €10T uoisuyor
[¥] 5102
-0104d pue [¢<]
*A1ISU1Ul J9MO| puUe UoneINp syodas Jusw
191I0YS JO 9SO UBY} 9AI1DYD 37 O} A|9y1| 210uW -uianob ‘[01]
2J9M 'A)Isualul 1918316 pue ‘susuodwod aloul sa1pnis 3sod-aud
YIM suopuaaul 'spaau uoneindod snouabipu (S2IPNIS 6) JBIJD JOU YINOA 10) S} NSy ‘[ S|ei [ea1up suone|ndod
[ENPIAIPUI IO $92IN0S3J PaIOJIeY AJ[RINYND :UONENIUL JO UONUIASI p3)j03u0d [01] snousbIpuy|
Buisn ‘UoNDIPPE JO SIPIS [BIILIBYD0I] pue 'S|el} pajjoiuod SIUSWALIS  S|el} P3)|0IU0D ul uonuanald MO
|e2160j0Yy2Asd ‘|eInoineySq SsaIppe AUS1INdUOD G1/zL ul dn-mojjo4 18 S|aA3| bupjows pasnpay aAlelenb pasiwopuery 022eQ0} pue (107 bny g1 01 dn)
18y} sawwesbold pa1adeyinu PUSIIOIY :U0NeSSD Bupows Ajutey 16 Auy IV UOIessad Bupows, [€€] ¥10T uosieD
152493Ul AUNWWOD paseanu| Juawabebu]
(sa1pn3s g) 10edwll aAIISOod ASON :Bpajmou
(sa1pnis
8) 109)43 'BIS OU :590B|ANIOM/SIUIOY D34)-DHOUIS
‘(sa1nAnDe ‘(Apnas 1) [Z1] @ARleND /MBIADI D11BWIRISAS
pue sjeualew yieay eudoidde Ajjeinynd jo  abueyd ‘Bis ou/lesjdun :UoINPI $3|BS 0IBCO | [s2l v Ajleqo|b
uolsinoid) SUOIIUSAISIUL P2JOJIe) PUB (SIUSLISIA  (SaIpN3s €) abueyd "BIs ON :UORINPaJ 9DUS|eAdld poyiau paxipy S9IUUNUIWIOD
-ul Ayunwwod wisl-buoy ‘diysiapes) [euiblogqy 109449 2ouedYIUbIS  [9G] dAIRIRUBND snouabipu| ur asn
Jo Buuad ‘sapiARde ajdinuw) aaisuayaidwod  Bis paniodal saIpNIS /7 :UOIIBNIUI JO UOIUSADI4  [eD13SIeS Inoge (suonuanul 0228eq0} [B2I2UWIOD 91eIPON
Buikojdwa asn 032eqo} [IDISUILIOD JO S33el (sa1pNIs +) SUETIEEN €/) 2onpal 0} (#10Z 01 0861)
yb1y syoe1 03 ssaulpeas pue Ayond Buisesloul sa1el INb paseasnul AIsoly :uonessad bupows Ajutely 6 Auy IV solbaens aAnday3,  [2€] 910T O|lRIYDIUIN
Selq JO Xsly
SaIpN3s papnjoul uope|ndod (s918P Y2IRas)
SUOISN|DUOD JaMBIARI JO Alewwng (Kilewwuns) payodal saW02IN0 Ule|y SISSYIUAS  Jo adAy pue ‘oN SUONUBAIRIU| snouabipu] 9111 MaINSY Al MY

SM3IAR] PapN|aUl JO sDsLa1oRIRYD) | 3jqeL



Page 6 of 28

135

Chamberlain et al. Systematic Reviews (2017) 6

pue a2iApe 1nb Jaug buipirold sjeuolissajoid
y1[eay :apnpul saydeoidde |njsseodns 1s966ng

‘a|doad snousbipu| Joj SUORUSAIDIUI
0DDRC0) UO UOIBN|PAS/YDIRSSSI JO X8| JOfe|y

‘yinok
snousbipul 01 paiojiel ssAleRIUl uonuaAsId
0228g01 10} 1ep 4O ¥e| S1ybIybIy mainay

"eaJe SIY) Ul UDJeasal 210U J0) Pasu pue elep
4O el SIybBIYBIY Ma1ASI SIYL "YINoA snouabipul
10§ S9ABNIUI UONUSASID 030BGO) PRIO|IR)

4o AoedI1Y49 IN0ge PAALISP 3¢ J0UURD UOISN|DUOD)

‘Bupjows 1nb oy
USWOM ueljensny snouabipul yueubaid poddns
184} SUONUSAIDIUI SAIID3YD IO 9DUSPIAS ON

“INOIABYSQ pue sapniiie
‘abpajmouy Jo sbueyd buipiebal aAndaYs 3q

01 umoys subreduied ‘pajjeliy sabessaul pajabiel
AJ[ean3nd a1aypn “sabessaul uoiieindod [elsusb
512U Se LOBJA/SUBIPU| UBDLISWY Ul A1)
se 1sn[ sabessaw auoyd 3jiq

-OW/1auIa1ul pa1abiel Ajjeinynd “subleduied Jeaj
ouausb ueyy subredued palabiey D3SOy 01 SAIS
-uodsal ssa| A|gissod Hoeyy ‘sabessaul paiabiey
Alleann> pauajaid Ing ‘sobessaw 0ddego-liue
ouauab Jo |[edal poob pey ajdoad snousbipul

‘PIIIUSPI SEM UOIBSSSD BUOWS JO)
sbpajmouy snousbipu| buipiebal a5uspIAS ON

1UONeSSD Bupows

“(Apn1s ) suonuUaAIIUI Jalq Ul Sjeuolssajold
yieay buiuren 1sye psbueyd 9ondeid

awos :Ayjigeded uewny/abueyd axndeld
“(Apnis |) paseanul

022eq0} INOGe IBPIMOUY :DOP3|MOUY
‘payodal

uondwNSuod PadNPaY :UOHENIUI JO UOUSASI]

"abueYd JO 3DUIPIAS ON :9Sh 032eCO|

'sdnolb uonuaAIRIUL Ul SBpaMmouy

Ul sasealdul IS :2bpamous| Ul sabueyd
*SaOURISYIP OIS ON WS9159

-J|3s pue sbrup spiemol sapnime ul sabueyd
‘dn-mojjoy [eut) 1e sdNoIH |013UOD/UONUSAISIUL
udaMm31aq sabueyd ‘bis ON :@sn 02eqo |

"109y9 “Bis ON :uonuanaid asdejay
129442 “BIs ON :U0IILSS3D Bupows

‘(s91pn3s €) pauodai osje

Aujigesn pue Alljigensijag ‘sabessaul paiabiel
Aj[eanynd 4oy aouas9yaid pamoys sa1pnis
aAlelenb pue sdueAs|al Jo/pue Alljigeins
[BIN}ND PaJNseaW $aIpNIS 7| :19adsal [eanind
‘paniodal INb 03 suonualul pue abpajmouy
‘||ed31 uo 12edWl 3|qele) bpamouy

"9OWS O} UonUUI 21NNy

Ul 95P2129P JUBDLIUBIS 3OS 01 UOoIUSIU|
'sdnolb uonuaAlaul buowe

pavodal sa1es 1nb JaybIH :uonessad bupows

“MIIASI D11RWIDISAS Ul punoj ssipnis oN

‘sdiysiaunied buiysigelss oy ssjdipund

pue 1uawabebua a1owoid 01 ssiba1eis
$3ssndsIg uswabebus pue sdiysisuled
‘Aljige|iere pue Aujigixaly awwelboid
S3UDSIQ :AM|IGIX3}/UONRUILLRIDP-JDS
'SIURID J0) IdueISIsSe Lodsuedl/jepueuly pue

‘voddns [euonesiuebio USWIAIOAUI SDIOPIOM

SnouabIpU| $3G1IS3(Q UOIESIUEDIO/SDI0PION

lespun

BUENIEIEY [1] 12Y10
9AIeYenb [€] aAneNenD
Ajurey v

[9] sletn

[eo1u1p

p3]|0J1U0D

SjusWwielels  poziwopuel-uou
SAlelenb 10 paziwopuey
Auep 9

[0] feu [e21u1d

p3||011u0D

[
salpn3s 9|buIs  S|el} Pa]|0u0d
10} S91PWISD pas|wopuey
1032 Autepy z

(1

posiuopueI-UON

[1]s.1Dd

121N pue

SJUSWR1LIS S|l PaJ|0AIu0d
aAneyenb pasiwopuey
Ajurepy 4

(9]

SpoyaW PaXIp

[9] @AneRYeND

[1] sisAjeue

aseqeieq

id

pasiWOpURI-UON

SUEWEIEN ]
aAdudSIp  S|el} Pa)joauod
pue aAneyenb pasiwopuey
Ajurewy Iz
BUEWEIEN [1] mainai
aAnelenb D11eWISAS
Aurepw L

[8]

pasILOpURI-UON|

Auy uejensny

(suonejndod

J2Y10 wiouy
2DUIPINS

Uo uopd3|Rl
sapnjoul)

Auy uelensny

(Aluo

(AjUO S[euy  S)USDSI|OPE)
paljonu02) Auy IV

(Kluo

(Aluo sjey  syuISA|OpPE)
pajj0u0d) Auy v

(AJuo uswom
Auy  jueubaid) ||y

subreduwed

elpaw

ssewl paiojiel
Ajjeanynd 1%

uoessad

Bupiows

10} abpajmouy
snouabipu| v

Joj sswwelboud
020eq03-NUY,

sueljensny
snouabipuy|

10} suonuaAiIul
050eq0)

JO M3INRI Y,

SISSUIUAS 9AIRLIRU
e pue MalAdJ
SURIYD0D) VY YINoA
snousbipu| ul
uonusAaid 03eqo}
10} SUORUIAIU,

YinoA snousbipuj
ur uonuaald

asn 020eqo}

104 SUOUSAIRIUY,

,Uswiom snousbipu
1ueubaid oy sa1el
Bupjows ur deb ayy
350D AM |[IM MOH,

SISOUIUAS ARl
pue Malni dne
-W1SAS v/ jsuonen
-dod snousbipuj 10}
pa1abie) Ajjeinynd
2q sabessaul eipaul
0D2eQOI-IUR PINOYS

SSOUSANDYT
pue syjausg
:uonessa) bupows
10} abpamouy
snousbipuy,

,SUORURAIIU
SAIDAPS
JO SJUBWIDJD S31e1S

(Jesppun)
[81] 1 10T S4on|

21eISPON
(100Z Yd1ew 01 0861)
[€2] €00 SiaA|

(Kluo 1oes15qe)
ubIH

(1espun)

[8¢] £10C uosied

MO
(110Z AON 03 dn)
[¥€] az10g uosie)

ybiH
(z10z 23 01 dn)
[97] €10T Aossed

MO
(110Z 0 03 dn)
[S2] e€L0z pInoS

91RISPO
(€107 9¢

unf 01 €007 | uer)
[8€] €10C H1AVYD

(PaNUIUOD) SM3IASI PIPN|DUL JO SDIISIIDRIRYD | djqel



Page 7 of 28

135

Chamberlain et al. Systematic Reviews (2017) 6

"UOIIeSSDD BUBOWS UO SDIAPE SAISUSIU

pue ‘sdnoib 1ND ‘sawwelboid [013uod pue duUe
-151S91 022BQ0} JUUOdWOd-)NW ‘sjeuoissajoid
Yi|eay pue SIaIom Uieay [eulbLogy

10} Buluren a31Ape uonessad ‘Adessyodeweyd
pue 231Ape buminb Jauqg Buipiroid
sjeuolssajoid Yieay :apnppul bupows [eulbLogy
Buisealdap Ul SUOIIUSAIDIUL SANDIYS JO SadA|
'sdiysiaunied pue uoneulpiood Aq sapuabe
1USWUISA0D pue suopesiuebio JuswWUIsA0h
-UOU ‘S9[HUNWWOD UIMISC 10y JO oI}
-edijdnp juanaid ‘wiud) Buo| 2y 190 sawiwelb
-oid 3|geulelsns Joj buipuny ‘Jusuodwod

-NW pue aAsuayaidwod ‘sswweiboid
91en[eAs pue JdAIRP ‘dojaAdp SaIUNUILIOD
|euibLIoqy :@pNpul $$920Ns sawiwelboid [013U0d
pue adueIsIsal 022eq01 01 [RUIA 34 1Ry SI01DeY

‘uofeupiood ;sdnoib 1nb ul pue ‘sswwelb
-0id pooyp|Iyd A|ies,/[e1eusiue Ul SJUSUWUOI
-IAUS 99lj-0ws bunowoid ‘ssidessyiodeuwieyd
/Adeiayy Juswiade|das aunodIu

Buigudsaid pue sUonUSAISIUL JoUG JO AISAIIRP

Ul Ajulew ‘|o3Uu0d 022eqo} Ul 9j0J Aoy Aeid
suopesiuebio yieay Alunwulod “sauulesboid
050pq03-I1Ue URUOAWOININW PRISAIISP

-|lom pue ‘sdnoib unp ‘sjeuoissajold yieay

10} Buiuen a1ape uonessad Adesayodeweyd

‘Buninb ul Ased1ye -Jjes sanoidull

papleun Buminb s15966ns aduspIAg :AdedIYR-)|9S
'3SN 022eq0}

BupNpal pue ‘a}owWs 032eCO} [EIUSWUOIIAUD
‘|YN noge 2d1Ape BUIAID pauodal sisyiom
Yi[eay Jo siaquinu pasealdu| ‘bupows inoge
3B} 01 9JUIPLUOD SISIOM YI[eay Ul sa5ea.dul
2dsap ‘DUIIND PaPUSWIWIO03] SIauolideld
/SIIOM U3jeay Mo :26ueyd 93110e1d/2DI0PHOAN
DUIIND Buissadde podas maj Ing umop

Humnd Jo buminb BuuspISUOD pue JurAS|I
/3]1qeAa11aq wayy bulpuly suomiodoid ybiy yim
‘subreduled [eIaAas U235 || pUR 2bpajMmouy Ul
SISBAIDU| ‘SSAUDIBME JO S[9A3| YBIH :2Bpajmouy
‘Bupjows buminb oy suoseal sy Jo

2UO S paliIuap! 53502 a1a1eH1> pue duajeAdld
padnpal 221d 030eqO] (UOIINPI SDU|RASI
‘uonenieAs ubredued)

0D2BQO] [PUONEN JO ‘Uswom [eulbLoqy
jueubald 10} UORUSAIDIUI UB Ul UDSS 109449 ON
‘dnoib 1nb e pue ‘ed1Ape Jaug/saydied aunodiu
991§ ‘UOIIUSAISIUI 02RO} SAISUSIUl padojansp
Ajjed0o) e ‘Adeiayiodeudieyd yum pauiquiod
9DIAPE J2LIQ WO} U33S 10343 :UOIIeSSID Hupows

'SND0J AUNWIWIOD Peoiq

e 9ABY PUB ‘AISAIISP/UBISSP Ul SIaquIsW AU
-NWIWOD JUBdYIUBIS pUB SISP|F SAJOAUL JUIUOD
[BDO] SpN|dUl ‘paseq A|jed0| aq 1snw sawweiboud
012eq0} panaljaq a|doad |euibuoqy -a1eudoid
-de aq 03 Aj2yI| sayoeoidde Buljjasunod aAIS0D
-uou ‘a1eudoidde Ajjeinynd 319adsal einynd
"uolleUIPI00D pue bulpuny

BuI0BUO JUSWSAJOAUL AUNWIWOD Ag padueyUD
S| A1aAljep awwelboid 1eyl pue ‘suonesiuebio
Yieay Auunwiwod yim sdiysisuped jo
9ouepodwl $910N JUswabebus pue diysisulied
‘SUONUSAIRIUI

JO S109)J3 [PUSIBYIP S1USSaId Alljenb]
“Aoed1ya-y[as Jo aouenodwi buisiseydua

' SaAPSWIAYY Ag, 1nb siaxows Auely :Aoediya-419s
‘pa1en|eAd APUSDIYNS SHOWS

|EIUSUIUOIIAUS BuIsEaI29p 18 paulle sawiwelbold
J3y10 ON ‘9|geidande sem swwiesbold Bupows
1IND 90e|AYIOM V/ :590B|AHIOM/SIWIOY 931J-DHOWS
*AIIAIIDR |0J1UO0D 022BGO) ISOU YUM ANUNWIUWIOD
Ul paul2ap uoidunsuoD) ‘SUolUaAIRIUI
1UsUOdWOodNNW WOJ) 032eq0) JO 3BP3MOUY
pue 1nb 03 ssaulpeas ul sasealdul Hig

:UONINPaJ 9JUs[eA3Id/UoIIeIIUL JO UONUSASI]
“sswweiboud

022eqO3-1ue Jusuodwodnw pue ‘sdnoib uND
‘sjeuoyssajoid yieay Bulures ‘Adessyiodeudieyd
yum ad1Ape unb yaug buipiroid sjeuoissajoud
yijeay :se saydeoidde |nysseodns, suodey

Auew moy Jeap

-un - aAleyenb

pue ‘pasiuiopuel

-UON s, 1Dy

118N pue

S)USWILIS  S|el} PI)|0u0D
aAlelenb pasjwopuey
Ajutepy Jespun

Auew

MOy Jesjpun

- 9Al3elenb

pue ‘pasiuopuel

-UON

‘.10

SJUSWR1LIS 1215ND pue
aAelenb  sjeul pajjouod
Alutepy pasiwopuery

,90UIPINS

puioddng

— |01uoD

pue aouUelsIsay

022eq0] [eulbloqy
104 oMWl ybiH
2169185 MSN YL (Jesppun)

Auy ueljensny IOM | Juswyoeny, [61] ¥710C Sian|

9|doad
Jopue|s| 1ens selo|
pue [euibLoqy ubIH

(PaNUIUOD) SM3IASI PIPN|DUL JO SDIISIIDRIRYD | djqel



Page 8 of 28

135

Chamberlain et al. Systematic Reviews (2017) 6

'saseanul bupud pue

SOUIIIND 'SUOIUSAISIUL PISE] [O0DS :punote
2DUSPIAS PRNWIT "IYN JO 9SN pue SUOIIUSAIIU
Joug pue Bujesunod Alsusaul ybiy suod

-dns 95UapPIAF “dIYSISUMO [BDO] 2INSUS 0} SIaq
-WiaW Allunwwiod jo uopieddiied aAIde alnbas
NG ‘DAY 3 OS[e UBD $3ssaUIsSNa/suonesiued
-10 [eD0] Ul SJUSWUOIIAUD 91-OUIS 2INSUD O}
Sa1D110d [PULIOJUI/[PULIOS "SDIIUNWIWIOD UR|[eSNy
SNoOU3BIPU| Ul 35e2Id9pP 2dUd(eA3Id BuOWS J0)
DAIDAYD alow Ay saydeoidde |o13uod 0ddeq
-01 [2A3]11NW SMOYS 95U3pPIAT UINb 03 35004,
0} SIOWS Ueljensny snousbipu| pabeinodua
uoseas Jendiyed ou NG ‘UNb 01 suon

-eAlloW AUel AIUNWIWOoD Ueljensny snousbip
-U| JOPPOIQ Ul PUB SWOY 1B SBaIR 3914-940WS JO
9dueUIUIEU/UOROWOId J918316 pue ‘BuOUS
01 sapnyNe aAllebBaU/sa6RSSaW U)eay Uamiaq
SIPNIS OM] Ul U35 YUl| JB3|D DAISUSJOP
2Jouwl/paindasiad [994 01 SIOWS P3| ey SIY}

J1 INOge SDUIPIAS PIAXIW UM ‘SIS JUSDI JOAO
Ajpuediubls pabueyd 1USWUOIIAUS Buouws

"uoNessad Bupjows snousbipul 03 siallieq
|eINyN2/jenos Jofew Bupunowins ul saydeoidde
SAIDY 3|qIssod INoge dUIPIAS PIUWIT
‘sa1b1es woddns 1nb ssaode 03 sueljessny
snousbIpu| 2i0u BulbeINODUS Ul 9ANDIYS

90 01 A|2¥1] SUOIIUSAIIUI INOGR SDUIPIAD

ON ‘SUelelIsNy snouabipu| 10} aADY o]

Kew (Bulj|asunod Jo/pue YN ‘69) saydeoidde
uoneSsaD bupows patebiey AjjenplAipul

- Bulyiliana

MOUY|, e Bulbessawl yim usuabebus
Bulobuo o3 Jsueq a|gissod Ing ‘s1oedwil
Bupjows 1noge 3|qeabpajmouy 10w (934
SISNOWS S10da) pue ‘BAISUJSP S1owl/paindasiad
|994 01 SUNOWs P3| aAeY Aew subreduied
020B(0}-11UR SUIIIUO) :$1D34J3 3SI9APY
‘SUORUSAISIUL JUSUOdWOD

-NW Jo Ued os|y “AUNWWO Uelensny
snouabipu| JSpeoiq Ul pue auwoy 1e seale 93
-2)0WS JO SdUBUSIUIRUI/UONOWOID pasesidul
/Bupjows 01 sapniiie aAlebHau/sabessaw
Y1[eay USaMISq ul| Jes|D e paleisuowsp
S3IPNIS OM | "SUONUSAIR]UI [BIDASS WIOI)
pauodal abpajmouy ul sabuey?) :9Bpsmouy
‘sidwsne 1IN pabeinodus

sapijod aoe|dyiom daup-a30wWs sydwaiie IND
‘(sa1pnis 7) sispedy

1uspuadapul/sauIydew BUIPUSA BIA Ss3D08
020eq0} JI Aj[e1D2dSa ‘seale S10wWal Ul BuLoluow
Bulobuo yum swa|qoid pue aA3IYde 01 INdP
2JOW SINIUNWIWIOD Uelelisny snouabipul

Ul SJoulw 01 032eqO) Bulj|es pUNOIe UONR|SIBS|
Yim 3duelduwod :uoidNpal s3|es 022egO |
“(Apnas |) 9IS 2UO Ul JUed

-IJIubIs Ajjeonsiels Ajuo Ing ‘aouajeaasd bupouws
pa1i0dal-j|9s Ul UONONPaY :UOIIdNPRI 3JUSeASId
“(s21pnis €) Adediya-J|9s pue sapnime/Lbpa)
-MOUY ,S1USPN3S Uo 1oeduwll dAnIsod (W1sd
-J|9S JUSPNIS PaseaIdU] (UONBIIUL JO UONUIARIJ
‘YN pue Bul|2sunod aAlsu1ul

wouy Bulpnpoul ‘s31e4 1INb Pasesdul Pamoys
S3IPNIS / Y3 JO SUIOS :UOIRSSD Buows

*30eds ajes A|[einynd e Hunes.d

0} $5900NS sa1Nque Apn3s | 10adsal [eanynd
“(Apnis |) uonuaAIUl

431Q Ul 92USPIUOD JSHIOM Yl[esy pasealdu|
:2bueyd aondeid pue Ajigeded uewny

“(Kpms

1) pauiodal sabueyd sbpajmouy :2bpajmous)
“(ApN1s 1) 3|qe|leAR SaUIYDeW JOPUSA 3I13Um
1d30xa ‘paniodal uoNe|sIBa] UONDLISI S3[eS UM
9ouel|dwod 21015 pue dusjeAald Ul sebueyd
“UONDNPaI $3jes 0G0} PUR DUSeAId

'S2IPNIS [EIDASS Ul

pauiodal sa1el 1INb pasealdu| :uoessad Bupows

“Aem 9AID1200-Uou pue aaioddns ‘s1eudoidde
Alleanyn> ur pauajaid ad1Ape Jalg SN0y
AIUNWWOD peoiq e aAey pue ‘AISAllsp/ubisap
Ul SJISqUISW AUNWWOd 1uedyiubis pue siapj
SAJOAUI 1USIUOD [BIO] SpN|DUl ‘Paseq A|[edo|
‘sjdoad [euibuoqy 1o} paubisap Ajjediinads
a1e subledwed paliajaid 393dsal [einynd
'$5900NS 01

[e2n1D $15966NnS Juswabebus pue diysiaulied

suodai

paysiigndun

pue ‘syuswndop

Ad1j0d ‘smalnai

D1PWISAS

‘sa1pnis

aAleY[END

‘SaIpn1s

pasiuopuel-uou

's,10d

1215N|> pue

S|el Pa|[0JIuod

pasiwopuey

S1UdWIIRIS (suonuanaIUl
anieyenb L0
Ajureny o€

[2] ane1enD

SJUSWIL1LIS [o1]
9AlEYI[eND  PISILIOPUBI-UON|
Ajutepy 4

,24n1esall| syl
4o mainal pides v

MIIADY dWUeIBOId

31A1s947 AyyjeaH

pue Bupjouws

Auy ueljesny  snousbipuy buipe],

,2DUSPIAS JUSLIND JO
MBIIADJ B ISuBIjRIISNY

snousbIpuy|

10§ SUOIUSAIRIUI

Auy ueljensny 020eq0],

ybiH
(#102-+000)
[07] 10z uoxdn

91RI9PON

(811

L00T S49A| JO 91epdn)
£00Z 0} 1007)

[S€] 6007 Jomod

(PaNUIUOD) SM3IASI PIPN|DUL JO SDIISIIDRIRYD | djqel



Page 9 of 28

135

Chamberlain et al. Systematic Reviews (2017) 6

‘JnojAeyaq bupiows Isie

01 Bupuem siaquisw Anunuwwod buioddns

Ul abpajmouy spAH| dsealdul djay osje Aew
Bulutes] Unb o1 Juem oym spH| dipy o1 poddns
1Nb [edndeid 10j Pasu B UMOYS SeY MIIAS]
9IN1LJSIIT "UOISN|DUOD SIYL JO) 9DUSPIAS SUSHeam
Sa1pN1s 150w Jo Alljenb Jood 1ng ‘IaLieq e s|
snieys bupows SpH| $15966ns ainjessl| ‘||e1an0

“foueubaud Ul UoILSSID BuOWS Jo)

S1USWIIRSJ] PISEQ-SDUSPIAS JO S9SN PUE ‘0) S59028
'Jo abpajmouy Jood Se [|am Se ‘sIayows [eulaleul
10} sobessaw HuowsUe 1US1IND JO 3DUSIes
21enbapeur pue swiey Bupows Jo abpamouy Jo
328 S 249y Adueubaid ul asn 0ddeqol a1eniad
-19d $J0SS21S PUR SUOU [BID0S S S3NIUNWWIOD
snouabipu| Ul Buows 3sI[euLIOU-3p 01 Papasu
ale saydeoidde peoiq ‘wisi-buo] uoddns
pa1abuey A|jeinynd apiroid pue ‘spoyisw
UOI1eSS3D/SUiey Bupjows Jo abpajmous

95B310Ul 1XS1UOD [PIUSWIUOIIAUS BULISPISUOD
‘soyoeoidde aAIsUsYIdWOD S1S9H6NS IoMIINDY

"PaXIW pue
ueds s| suoleindod panlasiapun Ajjeuonipesy
Jay10/snousbipul Joj Ajjepadss suonusAIaIUl

2JEMOS 3|IOW PUB BIPSUI [PIDOS JO
1J2Uaq Y1[BaY/SSAUSAINIRYS 10§ 3DUSPIAS JUB1IND

'ssodoud YoJeasal ul sisuned

|enba se abebus 01 sa0IAISS 21eDYYEdY JIBY)
pue sanuNWWod snouabipul [ed0] Jo Aldeded
Buip|ing Aq pawliojul 9 subissp uoien|eAs Jo
uoneuawa|dw] pue JuswWdoRASp PUSWILIOIDY
RBEIIE]

|[PUIS 9ABY O) pUS1 pue Yi[eay snouabipul

Ul SUOP WIOPISS SaIPNIS UONUSAISIUI Buimoys
SM3IARI SNOIARID LIIM 1US1SISUOD sBulpulq
'snojobu Ajjea160jopoyisaw g 03 suonen|eAs
104 a1es AjoA1reIRdUWIOD S| 11 S159DBNS Jamalrsy

SUOIIePUSWILLIOD3I DHY1dadS “suonedlgnd g ul
PIPUSWIWIOI3) JUSWAO[SASP 22I0pI0M J0J PISN
“Apnis

2UO U] SAISN|DUOD 10U SEM NG ‘UOISIA0ID 2DIA
-195 01 JallIeq e Sem BUNOWS UMO SMH| PIMOYs
3WODINO [[BIAQ “(APNIS |) AUNWWod 0}
uoneuwlioyul Jo/pue yoddns BulAIb 03 Jalieq sem
Bupjows pue (Apnis |) bupjows 1noge Ayunw
-WI0D 0} Y[e) 01 SISHOWIS Uey) A|D¥I| 210W SAMH|
BUOWS-UON "3sn 032eq0} SMH| UO puadap
Aew paJaAl|dp uoewojul bupows aa16aQg
:Aiqeded 2210pp10M/3012e1d /26pajMouy

“SOAI| SIUSID Ul SSWIN [NJSsal1s O paie|al

asdeay ‘9181 2INb 96 Suoday :uonessad Hupows

'$3IPNIS SNOUSHIPU| Ul UONRISPISUOD JueLodw
ue s| s21y1e pue ssaualendoidde [einynd
:10adsal [einynd

‘Buibuajieyd si sjeuoissajoud yieay Jayio

pue S, MHI 4O 3|0y :@210pom/Aljiqeded uewiny
‘(sa1pnis ¢) Jo1oaroud e Buleq ‘wiuey budnpal
4O 3dueuOdW| :530B|dNIOM/SIWOY 231) MOWS
‘Pa|Ie1Sp S6Pa|MOUY PUe $J31jq ‘SepNINY
“(Apnis 1) ,pley si buninp, :uonessad bupows

‘SpPeOjUMOP
QoM UO UoljeuwlIojul spoday :abpajmouy|

‘OB

-UOU SB LIOB\ Ul 9AI1D949 Se uoiuaAIlul :dnoib
(%€ 1) |013U0D 03 PaJedwod (9%87) UOIRUSAISIUI
Ul UOI1eSSaD Pasealdu| :Uoessad bumouws

"Apn3s | 1oy pauodal 51500
‘SIIPNIS /¢ Ul
payiodal sa1el 1INb pasealnu| :uollessad bupows

‘yoeosdde

215110y Jo aduenodwl JO UOISSNISI :A2eD1a-|9S
‘91ED SANDIYR

JaAllap 03 Aydeded sy Buisealdul pue a2iopIom
ueljensny snousbipu] a3y Buipuedxa ‘22i0pom
|e20|/A1oRdED [P2O] BUIdO|SASP SPUSUILLIODS)
J9MBIAS] PUB (APNIS |) 92USPLUOD Paseaidu|
:9bueyd adnoeid pue Ayjigeded uewnp

[€] smainay

[8] @AneYEND

BUENIEIEY €]
9AlEYeND  PISILIOPUBI-UON|
Ajurey vl

(1
Spoylaw paxiy
(5] aAeNenD

SjusWIILIS I
SAlRYj[eND  PaSILIOPURI-UON
Aurew /

[€] sowwlesboid

elpaw

|enos/ddy

[1]

SIUDWIALIS  S|el} PI]|0U0D
aAleyenb pasiwopuey
Auepw 4
SUETIEEN [s)
aAlelenb  pasiuopueI-UON
Ajutepy S

"uoleuiojul
020eq0)

JO uoisiroid uo
SN1eIs Bupows
Jo 1eduwy

‘UoNessad pue
Bupjows punole
Ssialileq pue
sJjalleq ‘sspnime
‘9bpajmouy

suopeoldde
3)lgow pue
elpaw [0S

Auy

,SOUNWIWIOD 19y}
01 SUOIUDAIDIUI
02280}

BuLIaAIIBP SISO
yijeaH snousbipuy
Bunuanaid sisnieq
34} JO M3IN3I Y,

(Aluo siasiom

iesy)
ueljeAsNy

Aydeibouyia

-e1oW pue

MB3IADI D[1BUIISAS

v iSlapueys|

1eAIS SaMI0 ]

pue [euibluoqy

Ul uopessad

10} sianleq

pue bupjows

(Aluo 0DDBCO} [eullewl
Uswiom) 1NOge SMIIA
uejjensny pue a6pajmouy,

MaIAR) Buidods
:suonejndod
snousbIpuy|
ueljensny

U uonowold yieay
Joj sdde sjiqow

ueljesny pue eipaw [eIos,

papasu
SUoN3IIP Mau

pue suolien|eAs
snoJobu :suelensny
snousbIpuy|
punabier
SUONUDAIDIUI
Auanoe

[e21sAyd pue joyodje

uellesny  ‘uonuINu ‘Bupows,

91RISPO
(Jesppun)
(621 110z uosduwioy)

MO
(L10T yorew 03 dn)
[£€] 9€10Z PINCD

91eI9PON
(lespun)
[l 10T °ssnig

91RISPO

(¢00z
Bny 031 0661 Uer)
[L€] L1OT pPiogD

(PaNUIUOD) SM3IASI PIPN|DUL JO SDIISIIDRIRYD | djqel



Page 10 of 28

135

Chamberlain et al. Systematic Reviews (2017) 6

M3IAS1 |2eD 10y sBUles HYISIY P3|1eIap 10 9 3] [PUORIPPY 395

"9AIID2Y pue 3jqeidadde

'9|qIseay ale sbumas aiedyleay snouabipul ul
pajuswa|dul s31621e415 UOIRUIWASSIP JO pOOY
-119¥1] @A0idull 0} SIDIAIRS dJedYYeay snoudbip
-U| pue siapinoid a1ed-yieay ‘sapusbe yoseasal
pue JUSWUIRA0D Usamiaq sdiysiaunied aAI1d3)
-J9 10j Pa2U PUSWILLODDY "2INJRISN| M3IADI-19ad
Ul paysijgnd 10U U310 SSWODINO UOIIBN|PAS PUR
‘paruswaldwl A|pIm 10U ale sBupas aiedyljeay
snouabipu| ur bupjiom siapiroid aiedyijeay

AQ SUORUSAISIUI JYNS PISEJ-9DUDPIAS JO 3eydn
Bunabiey s31631e43S UONRUILIASSIP SMOYS MIIADY

'SUOIIUSAIDIUI

Aunnoe

|ed1sAyd pue

‘SJUBWIDIRIS [2] |oyodje ‘uonuinu

SAleNenb  pasiuIopuel-UON ‘Bupiouls,

‘paniodal SaWOdINO pale|RI-Bupows oN Ajutepy 7 JO uoneulwsssiq

‘SUOnUaAI1Ul
JoUQ Ul Jeis yieay jo Ajsow ‘buiureny papnjoul

ueljeasny

sdeb ay1
BuiAjuap :eljensny
ul sswwelboid pue
sBumes aiedy1jeay
snouabipu| 0}
2IPDU3[e3Y DUSPINS
-159q Bupeuiwassiq,

91RI9PON

(Loot

Bny 031 0661 Uer)
[0€] 600T PIoYID

(PaNUIUOD) SM3IASI PIPN|DUL JO SDIISHIDRIRYD | djqel



Chamberlain et al. Systematic Reviews (2017) 6:135

Page 11 of 28

Table 2 Summary of interventions against the National Tobacco Strategy priority areas

Review ID  NTS P1 NTS P2 NTS P3 NTS P4 NTS P5 NTS P6 NTS P7
Continue to  Protect public health  Consider further Strengthen  Provide greater Reduce Eliminate
reduce policy including regulation of mass access to a range of  exceptions to remaining
affordability  tobacco control contents, product media evidence-based cessa- smoke-free work- advertising,
of tobacco  policies, from tobacco disclosure and campaigns  tion services to sup-  places, public promotion and
products industry interference  supply of tobacco port smokers to quit  places and other  sponsorship of

products settings tobacco products

Minichiello 2 0 0 4 75 9 0

2016 [32]

Carson 0 0 0 53 25 3 0

2014 [33]

Johnston 0 0 0 0 5 0

2013 [21]

Carson 4

2012a [27]

Carson 9

2015 [36]

DiGiacomo 9

2011 [22]

CADTH 0

2013

Gould 2 8 13

2013a [25]

Passey 2

2013 [26]

Carson 0 0 0 2 0 0 0

2012b [34]

Carson 0 0 0 6 0 0 0

2013 [28]

lvers 2003 0 0 0 2 1 1 0

[23]

Ivers 2011 1 0 0 2 7 1 0

(8l

lvers 2014 1 0 0 3 5 0 0

[19]

Power 2009 0 0 1 1 10 0 0

[35]

Upton 1 0 2 5 15 7 0

2014 [20]

Clifford 3 2

2011 [31]

Brusse 2014 0 4

[24]

Gould 7

2013b [37]

Thompson 0 1 0

2011 [29]

Clifford 0 2

2009 [30]

0 if reviewer looked for; otherwise, blank

against the CATs Framework. Meta-analysis was not con-
ducted, as it is unlikely that an overall estimate of effect
would have been meaningful. Meta-analysis was also not
feasible, as most included reviews did not report a suffi-
cient level of analysis for individual strategies. The degree

of overlap of studies between reviews was considered to
identify where there was a risk of ‘double counting’ the
number of interventions where the same studies were re-
ported in different reviews. In the presentation of our
overview findings, we included selected extracts from the
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Table 3 Summary of NATSIHP principles and enablers addressed within included reviews®

NATSIHP P1 NATSIHP
equality and P2

human rights  partnership
approach

NATSIHP P3 NATSIHP P4

NATSIHP health
engagement accountability enablers/social
and emotional
wellbeing

NATSIHP
health
enablers/
cultural
respect

NATSIHP
health
enablers/
evidence-
based

NATSIHP NATSIHP
health whole of
enablers/ life

human approaches
capability

Minichiello v v
2016 [32]

Carson
2014 [33]

Johnston v
2013 [21]

Carson
2012a [27]

Carson
2015 [36]

DiGiacomo
2011 [22]

CADTH
2013

Gould
2013a [25]

Passey
2013 [26]

Carson
2012b [34]

Carson
2013 [28]

lvers 2003
[23]

Ivers 2011
[18]

Ivers 2014
[19]

Power 2009
[35]

Upton
2014 [20]

Clifford v v
2011 [31]

Brusse 2014
[24]

Gould
2013b [37]

Thompson
2011 [29]

Clifford
2009

v

Vindicates reviews assessed for and found studies explicitly addressing this principle or priority
indicates the issue is mentioned in the review, but not systematically assessed and reported
Priority of ‘Health system effectiveness and clinically appropriate care’ was not included

included reviews, particularly where these represent the
overall findings in relation to the priority areas.
Where possible, we avoided repeating narrative
reporting of extracts about the same studies where
multiple reviewers reported these. We also clarified

where reviewer recommendations or suggestions ap-
peared to be based on evidence from studies within
the review. Where the evidence for the reviewer rec-
ommendation appeared to be based on expertise ra-
ther than clearly derived study data presented within



Chamberlain et al. Systematic Reviews (2017) 6:135

the review, we have specified this and used verbs
such as ‘the reviewer asserted, suggested, or
recommended’.

Determining coverage of primary research and extent of
overlap across reviews

The extent of overlap of studies across reviews helps
determine whether consistent findings across reviews
can be expected, and identifies possible explanations
for discrepant findings. One reviewer (SB) extracted
the list of references for studies included in each re-
view, and then tabulated these in a matrix to show
the coverage of primary research and the extent of
overlap across reviews (Additional file 7). Only refer-
ences to included primary studies (i.e. not reviews)
that involved Indigenous people or communities and
focussed on tobacco control were included in the
matrix. Where reviews did not provide a complete
list of included studies [18—20], studies were identi-
fied from citations in the text of the review.

We listed all unique references in the matrix, irre-
spective of whether there were multiple references for
the same programme, study or both. The name of the
programme/policy or project (hereafter referred to as
programme) to which each reference was linked was in-
cluded in the matrix when this information was available
in the review. In general, the study-level characteristics
reported by reviews were too limited and inconsistent to
enable us to match all references from the same
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study or to determine if results were duplicated
across references (as may be the case, for example, if
results from a grey literature report to government
are subsequently published in several peer-reviewed
papers). The final set of references in the matrix
therefore includes multiple references for some stud-
ies, encompassing different components or stages of
an evaluation (e.g. programme description, study
protocol, trial results, process evaluation) or report-

ing for different audiences (e.g. commissioners,
researchers).
Results

Searches generated 417 possible reviews published be-
tween 2000 and February 2016. Following removal of
duplications, 199 publications were screened using title
and abstract and 142 were excluded, leaving 57 articles
for full-text review. Of these, 36 were excluded because
they did not specifically target Indigenous populations
or they were not a review, and 21 reviews were retained.
A list of excluded reviews and reasons are outlined in
Additional file 5. A flow chart summarising search and
screening results is provided in Fig. 1.

Participants

The majority of reviews included studies involving Indi-
genous populations exclusively (n=17). The remaining
four studies also referred to evidence among general
populations and/or included studies which compared

[ 417 systematic reviews identified through database searches ]

4 2\
199 systematic reviews

identified after 218
duplicates removed

.

( )
199 systematic reviews

identified for screening

142 records excluded

& J
A 4
( 57 full text reviews A /36 reviews excluded: \
assessed for inclusion Nota systematic review ©) .
Not specifically Indigenous population (24)
S J Associated reference (3)
Protocol (1)
4 Study findings not reported (1)
21 reviews included Methods review (1)
kNOt smoking cessation intervention (1) /

Fig. 1 Flow chart of included reviews
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outcomes between Indigenous and non-Indigenous
people [21-24]. Specific sub-groups of populations that
were reported as the focus of the reviews included preg-
nant women (n = 2) [25, 26], adolescents (1 =2) [27, 28],
school students (n=1) [28] and Aboriginal Health
Workers (1 =1) [29]. Thirteen reviews included Indigen-
ous people in any country, but only reported studies
based in Australia, Canada, New Zealand, and the USA.
Eight reviews were restricted to studies involving Indi-
genous people in Australia only.

Interventions (review scope)

While reviews published after 2000 only were in-
cluded, a number of studies within those reviews
dated back to 1980. Eighteen reviews specifically fo-
cussed on tobacco programmes/interventions, while
the remaining three encompassed a broader scope of
health promotion [24] or ‘smoking, nutrition, alcohol,
physical activity’ trials [30, 31] which included a tobacco
programme component.

Four reviews aimed to evaluate all tobacco control
programmes among Indigenous peoples [32-34], while
five reviews assessed all interventions for Indigenous
people in Australia [18-20, 23, 35]. Three reviews
assessed the effect of culturally tailored interventions
[21, 36, 37], and one review looked for evidence of Indi-
genous knowledge to support smoking cessation [38].
Two reviews included all tobacco control interventions
to reduce smoking among Indigenous adolescents [27]
and among Indigenous pregnant women [26]. Remaining
reviews looked specifically at individual smoking cessa-
tion strategies among Indigenous people [22] evidence
for social media and mobile apps among Indigenous
Australians [24] smoking among Indigenous Health
Workers [29] knowledge and attitudes of Indigenous
Australian mothers to smoking [25] and methods
[31] and dissemination [30] of ‘smoking, nutrition,
alcohol and physical activity’ trials among Indigenous
Australians.

Types of studies included within reviews and
comparisons
Approximately half of the included reviews (n=11) in-
cluded unrestricted study designs (qualitative, quantita-
tive or reports) [18-20, 23-25, 29, 32, 33, 35, 37], and
the remainder restricted the inclusion criteria to quanti-
tative randomised controlled trials and controlled trials.
Comparisons for the interventions examined within
included reviews were not well documented. Inclusion
criteria for included reviews either did not specify a type
of comparison (n =8), specified ‘any’ comparison (n =
10), specified comparisons as ‘usual practice, placebo or
none’ (n =2) or there was no comparison or it was ‘not
applicable’ (n=1). In the descriptions of comparisons
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that were found by reviewers, these were either not re-
ported (1 =12),‘any’ type of comparison or unclear (n =
1), specified as ‘usual practice, placebo or none’ (n =6)
or ‘not applicable’ (n = 2).

Outcomes

Smoking cessation outcomes were synthesised in a num-
ber of ways in the reviews. Only two reviews included
meta-analysis [34, 36], one reported effect estimates of
single studies [27], two reported statements of statistical
significance [21, 32] and the remainder reported mainly
qualitative statements, such as ‘increase, or ‘no differ-
ence’ to describe smoking cessation outcomes.

Quit rate/smoking cessation was the main outcome
that was considered in approximately half of the reviews
(n =10). Six reviews considered knowledge and attitudes
and five reviews were non-specific, i.e. ‘any’ outcomes
were considered. A summary of the main outcomes are
outlined in Table 1 and incorporated into the narrative
synthesis under each of the CATs Framework domains.

Summary of reviewer conclusions

The majority of reviewers findings highlighted the im-
portance of tobacco control in improving Indigenous
health and recommended multifaceted interventions
[18-20, 25, 32, 33, 36] or ‘multi-component policies’ [18,
19, 32, 33] which included Indigenous leadership/part-
nership/engagement [18-20, 22, 30, 32, 36] and cultural
tailoring [25, 29, 32, 33, 36, 37] when appropriate [21].
Several reviews cited as evidence an evaluation of
‘multi-component tobacco control activities’ in six Aus-
tralian communities in the Northern Territory, which
showed a decrease in tobacco consumption in Indigen-
ous communities [18], but the differences were not sta-
tistically significant and there was high variation. For
example, a review by Ivers [19] concludes (p. 2):

Programs likely to have greatest success in reducing
smoking in Aboriginal communities are multi-
component that address different aspects of tobacco,
take whole-of-community approach, integrated across
different activities within health services, and work
across different sectors within communities. In effect-
ive multi component tobacco control programs activ-
ities reinforce and strengthen each other. It is also
important to ensure tobacco control programs are
linked to range of other relevant health priorities
identified by community and integrated with other
chronic disease prevention initiatives.

These recommendations appeared to be based on rea-
soned arguments about effectiveness in other popula-
tions and rationale to improve acceptability and
implementation of interventions, rather than clear



Chamberlain et al. Systematic Reviews (2017) 6:135

evidence of effectiveness of these strategies among Indi-
genous peoples. The insufficiency of Indigenous-specific
evidence was also highlighted [23, 30, 31], particularly
for addressing social and cultural barriers to smoking
cessation [35], social media and mobile applications [24],
and interventions for adolescents [27, 28] and pregnant
women [29].

Review quality
We assessed six reviews as low risk of bias, eight as
moderate risk of bias and seven as high risk of bias using
the AMSTAR rating (Additional file 6). The most com-
mon issues were lack of information about search strat-
egies and results, duplicate data extraction and quality
appraisals.

See Table 1 for a summary of characteristics of in-
cluded reviews.

Coverage of primary research in included reviews
Additional file 6 presents the matrix of the 199
unique references to primary studies included in the
21 reviews within this overview. The matrix provides
an overview of the amount of evaluative research on
tobacco control strategies for Indigenous peoples in-
cluded and examined in reviews. It also shows the ex-
tent to which reviews overlap in the studies they have
identified and included in their synthesis. The full ref-
erences for individual studies as per matrix are listed
in Additional file 7.

References to studies involving Indigenous people in
Australia are listed first (n = 121 references; composed of
41 peer-reviewed publications and 80 grey literature re-
ports), sorted in alphabetical order of the programme
name (see Additional file 7). The remaining 78 refer-
ences (67 peer-reviewed publications; 11 grey literature
reports) reported studies involving Indigenous peoples
from the USA (n=44), New Zealand (n# =19), Canada
(n=13), Fiji (n=1) and Taiwan (n =1).

We identified 116 named programmes from 148 refer-
ences, of which 94 programmes were in Australia. For
51 references, we were unable to identify a programme
or project name from review level data, so could not de-
termine if these included multiple reports for the same
programme or study (see Additional file 7).

Extent of overlap in the primary research included across
reviews

The number of references to included studies per review
ranged from 0 [39] (no eligible primary studies) to 93 re-
ports of 73 interventions (median per review = 7). This
variation across reviews was largely explained by differ-
ences in the scope of review questions, with narrower
reviews restricting their inclusion criteria to specific sub-
groups (e.g. location, age, women who are pregnant),
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strategies (e.g. prevention focussed, cessation focussed,
culturally tailored) or study designs (e.g. randomised tri-
als, qualitative studies, any design). Most reviews in-
cluded at least one reference not included in any other
review; exceptions being reviews updated by their author
(i.e. reviews by Carson and Ivers).

Collectively, three broad reviews [20, 32, 33] included
170 of the 199 references listed in the matrix. Overlap in
the references from these reviews was less than expected
based on their inclusion criteria; 26 of the 170 references
were included in two of the three reviews, and only six
appeared in all three reviews. In part, this is explained
by the inclusion in Carson [33] of reports describing
programmes for which evaluation findings were not
available or where an evaluation was ongoing (n = 57/91
references of which 53 were grey literature reports). Of
the 34 references in Carson [33] that reported evaluation
results, 20 were included in Minichiello [32] and seven
in Upton [20]. Minichiello [32] included 60 references
that were not included by Carson [33], among which
were papers postdating Carson (n = 11), programmes for
which Carson included a different reference (n = 6), and
grey literature reports for Canadian programmes (a
focus of Minichiello [32], n=9). References unique to
Upton [20] (n=18) were mainly grey literature reports
from Australian programmes.

Participant subpopulations within included studies

A range of Indigenous subpopulations was included
in studies within the reviews. Recognising that there
is overlap of the same studies within reviews as out-
lined above, we were able to identify included studies
within the reviews among the following specific
subpopulations:

Pregnant women [19, 20, 24-26, 29, 33, 37]

Women (views) [25]

Families of smokers [32, 33]

Adolescents and school students [18, 20, 21, 23, 27,

31-33, 35, 37]

Prisoners [18, 33]

e People living in rural and remote locations [18-20,
31, 32, 35, 37]

e Health service clients [18, 19, 22, 25, 32—-34, 37]

e Aboriginal health workers [19, 20, 25, 29, 32, 35]

e Other health professionals/general practitioners [18,
20, 23, 25, 32, 35, 37]

e Community organisations [20, 22, 31-33, 35]

e Tobacco retailers [20, 32, 35]

e Government (strategic multilevel approaches) [20]

We were unable to identify any reports of studies
among juveniles within the justice system or Indigen-
ous people experiencing mental illness, explicitly
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considering Indigenous people with low socio-
economic status, linguistically diverse Indigenous
people, or ‘pubs, clubs and restaurants’ in Indigenous
communities. Male participants in study populations
were not specifically mentioned in reviews but in-
cluded in mixed populations of men and women. De-
scriptions of subpopulations in some reviews were
unclear. For example, youths could be included in
adolescent and/or school student populations. Several
reviews did not describe specific subpopulations [30,
36, 38].

Interventions within included studies

Consistent with the inclusion criteria of this overview,
most reviews included interventions to stop, reduce
or prevent tobacco use (n=18). Of the 18 reviews,
nine included any type of tobacco control strategy
[18-20, 23, 31-35], two included any tobacco control
interventions to reduce adolescent smoking [28], one
included any strategies reporting outcomes among In-
digenous and non-Indigenous people to assess the im-
pact of cultural tailoring [21] and one included any
culturally tailored cessation strategies [36]. Three of
the 18 tobacco control reviews focussed on smoking
cessation, including one review of all cessation strat-
egies [22], one review of smoking cessation among
pregnant women [26] and one looked for reviews of
Indigenous knowledge for smoking cessation tobacco
use [38]. Two of the tobacco control strategy reviews
assessed communication and mass media (and
whether it should be culturally tailored) [37] and so-
cial media/mobile technology [24]. Three reviews dif-
fered in that they examined attitudes, beliefs and
knowledge about maternal smoking and barriers to
cessation [25], the smoking status of Indigenous
health workers and impact on their provision of
smoking cessation support [29] and types of smoking
dissemination strategies [30].

National tobacco strategy priority areas: summary of
reported review evidence
Data were extracted from the reviews against the nine
key priority areas of the NTS. The summary of findings
is displayed in Table 2 for seven of the priority areas. In
this overview, information related to two priority areas
from the NTS (‘Strengthen efforts to reduce smoking
among populations with high smoking prevalence’ and
‘Bolster and build on existing programmes and partner-
ships to reduce smoking rates of Aboriginal and Torres
Strait Islander people’) have been incorporated into the
NATSIHP principles of ‘Equality’ and ‘Partnership’.
Across the 21 included reviews, the most frequently’
identified interventions were coded under ‘providing
greater access to a range of evidence-based cessation
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services’ (in 17 reviews) and ‘strengthening mass media
campaigns’ (in 12 reviews). Eliminating advertising, pro-
motion and sponsorship of tobacco products was the
least looked for and least found priority (in five reviews).
Recognising there is a degree of overlap of studies be-
tween reviews, the types of interventions found within
each review are listed under respective NTS priority
areas in Table 2 and summarised narratively below.

Priority 1: continue to reduce affordability of tobacco
products

Four reviews [18-20, 32] identified studies and informa-
tion about reducing the affordability of tobacco prod-
ucts. The main strategies mentioned were tax increases
and pricing changes. The reviewers may have looked for
pricing studies in six reviews, but it appeared that re-
viewers did not search for pricing interventions in 11 of
the reviews.

Minichiello [32] included two studies of tax increases
and reported one Australian study of a 25% tax increase
on commercial tobacco that showed no change in smok-
ing or purchasing behaviour among community resi-
dents. However, Ivers [19] concluded there was ‘strong
evidence for increased taxation’ to reduce tobacco-
related harm, prompt quit attempts and reduce tobacco
consumption including among the most disadvantaged
in the community. The review suggests Indigenous Aus-
tralians have identified the cost of cigarettes as an im-
portant reason for quitting smoking; however, a tobacco
website is cited as the source [19]. In 2011, Ivers [18]
had previously reported that the effect of taxation and
pricing changes not been evaluated for Indigenous Aus-
tralians but had the potential to decrease consumption.
Ivers [23] also noted that increases in price of tobacco
products may result in hardship for smokers who do not
reduce consumption. Upton [20] concluded that there is
some evidence increasing taxes can reduce smoking
in Indigenous communities. However, this review re-
ports market research of community concerns about
the financial impact of price increases on people who
are unable to quit, whether all smokers may be re-
sponsive to pricing changes, and that some smokers may
change to cigarettes with a higher nicotine content or
smoke more intensively. The ‘key message’ concluded from
the review by Upton [20] concerning pricing measures was
that (p. 7):

Tax rises on tobacco products are generally viewed
positively, however, the impact of increases in tobacco
pricing on smoking behaviours in this [Aboriginal]
population is not yet clear. Combining national
policies with access to quit support services may help
increase the effect of these policies on individual quit
rates.
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Priority 2: protect public health policy including
tobacco control policies, from tobacco industry
interference

There were no explicit reports of interventions to pro-
tect Indigenous communities from tobacco industry
interference. Interventions related to protecting public
health policy did not appear to be included in 11 reviews
and appeared to be looked for and not found in a further
10 reviews.

Priority 3: consider further regulation of contents,
product disclosure and supply of tobacco products and
alternative nicotine delivery systems

Three reviews [20, 35, 36] identified studies about pack
warnings and restrictions to tobacco sales via local com-
munity stores or to minors. Reviewers did not appear to
search for legislative interventions in 10 reviews, and it
appeared that reviewers searched and did not find any
studies or information in eight reviews. In 2001, Ivers
[18] suggested a need for continued support and en-
forcement of federal and state tobacco legislation in In-
digenous communities. All three reviews, which
identified legislative studies, reported that most remote
area stores comply with legislation for display of anti-
tobacco advertising and restricting tobacco sales to mi-
nors, except where vending machines were located.
Gould [25, 37] included studies which assessed pack
warnings [40] and different tobacco control interven-
tions and recommended that legislative interventions
would be most effective if staff were trained in enforcing
legislation and provision of quit smoking information at
point-of-sale. Upton [20] identified two studies evaluat-
ing restrictions of tobacco sales to minors and reiterated
that restrictions on sales to minors may be effective, but
only if enforced by retailers, and commented this could
be difficult to enforce in remote areas. Upton [20] also
cites research suggesting that cigarettes among minors
are often sourced from non-commercial areas and rec-
ommended that sales restrictions need to be combined
with other strategies to reduce consumption, such as
controls in schools and media campaigns [41]. However,
these reviewer recommendations appear to be based on
expertise and limited descriptive data rather than evi-
dence of effectiveness.

Priority 4: strengthen mass media campaigns

Interventions related to strengthening mass media cam-
paigns were identified in 11 reviews [18-20, 23, 27, 28,
31-33, 35, 37]. Components of interventions included
mass media campaigns, community-based strategies, so-
cial marketing and social media, often conducted as part
of a multi-component strategy. There were four reviews
that appeared to look for, but did not identify any studies
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or information, and another six reviews where it ap-
peared this priority was not looked for.

Mass media and social marketing campaigns aim to
change attitudes, beliefs and intentions surrounding
tobacco use and subsequently change behaviours [20].
Evidence from the general population suggests mass
media campaigns can help prevent smoking uptake
and promote smoking cessation, particularly where
campaigns are combined with other tobacco control
activities [20]. This is achieved through supporting re-
lapse prevention, encouraging calls to Quitlines and
denormalising smoking among young people [20]. Re-
viewers concluded there is limited evidence on the ef-
fectiveness of mass media campaigns in reducing
smoking rates among Indigenous Australians [18-20,
23, 32, 35] and limited evidence of reduced smoking
uptake among adolescents [27, 28]. Two reviews [18,
20] highlighted ‘The Tobacco Project’ in the Northern
Territory [42], which demonstrated a small but not
statistically significant reduction in tobacco use of
1.2% at the end of the project across all communities,
with substantial variation between communities.
Upton [20] suggested ‘success factors’ on this project
include: tobacco control being identified as a priority
within the community, local strategy development and
communities having a dedicated local workforce to
deliver services. However, the reviewer noted that
these activities were not sustained due to a lack of re-
sources and smoking rates rose after the intervention
ended [20].

Despite limited evidence of an impact on smoking
rates among Indigenous people, there is evidence
from studies within included reviews that mass
media campaigns have a significant effect on recall,
knowledge, attitudes and beliefs related to smoking
[18-20, 23, 32, 35, 37]. This includes a review of
studies among adolescents [27] which pooled results
from two randomised studies of multi-component
community-based interventions and found no signifi-
cant changes in tobacco use, attitudes or self-esteem,
but there were increases in knowledge. Another re-
view [20] described two programmes for school stu-
dents in Queensland (Australia), ‘Smokin’ No Way’
which demonstrated an increase in self-esteem and
‘Deadly choices’ which demonstrated an increase in
self-efficacy, as well as knowledge. An impact on
knowledge is also outlined in the ‘Talking about the
Smokes’ project in Australia [20]. Gould [25] con-
ducted a review of cultural tailoring for Indigenous
peoples in mass media campaigns and found that
culturally tailored messages were preferred and ap-
peared to be similarly effective to non-tailored mes-
sages. Two reviews [18, 19] describe findings from
the National Tobacco Campaign in Victoria and
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remote Northern Territory (Australia), where Indi-
genous respondents preferred a specifically designed
campaign and believed tobacco programmes need to
be locally based, include local content, involve Elders
and significant community members in design and
delivery, and have a broad community focus. A re-
view of qualitative studies emphasised that for ma-
ternal smokers, personal stories were likely to be
more ‘trusted’ than data and statistics [25].

Gould [25] reported findings from a study among
Maori people in New Zealand suggesting that a main-
stream mass media campaign with strong personal,
but negative emotive messages, was more effective
than a Maori-specific ‘strengths-based’” campaign. This
contrasts with the promotion of strength-based mes-
sages in the NATSIHP. However, Upton [20] reported
market research in Australia suggesting a perception
that many smokers may have become immune to
graphic imagery and shock and that there was grow-
ing resentment among some smokers about the use
of guilt in tobacco advertising. Reviewers also com-
mented that increasing knowledge about smoking
could be a barrier to engagement with messaging as
smokers ‘know everything already’ [20]. While social
media and mobile application use is growing in popu-
larity, including in Indigenous Australian communi-
ties, there was limited evidence from a review of
these applications [24].

Upton ([20], p. 10) asserted that social marketing and
mass media campaigns ‘can have a powerful impact on
attitudes and beliefs about smoking, but messages need
to have personal and cultural relevance to be effective.
Changes in attitude brought about by social marketing
can act as a precursor to behaviour change and this will
be most effective where communities are actively driving
tobacco control activities, and a local workforce is avail-
able to support individuals to quit.’

However, these reviewer conclusions were based on
expertise and limited Indigenous-specific evidence of
preferences and an impact on attitudes and knowledge
rather than evidence of an impact on smoking preva-
lence from mass media campaigns.

Priority 5: provide greater access to a range of evidence-
based cessation services to support smokers to quit
Smoking cessation interventions were looked for in all
reviews and found in 18 reviews [18-26, 29-37]. Re-
views encompassed interventions that covered pharma-
cological components (e.g. nicotine replacement therapy
(NRT), bupropion), different types of counselling, train-
ing, Quitlines, understanding attitudes of Indigenous
Health Workers to smoking cessation, dissemination
and text messaging. While there is overlap between
studies, there are clearly more studies of smoking
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cessation interventions (75 in one review [32]) than in-
terventions categorised under all other NTS priorities
combined. No smoking cessation studies were identified
in two reviews of interventions for adolescents [27, 28]
and a review of Indigenous knowledge for smoking ces-
sation [38].

Despite the comparatively large volume of research on
smoking cessation, the evidence of effectiveness among
Indigenous people is modest and comes from few rigor-
ous studies. Only two reviews presented weighted pooled
results of smoking cessation interventions. Carson [27]
reported evidence from four studies suggesting Indigen-
ous people receiving smoking cessation interventions
were 43% more likely to quit than Indigenous people in
the control group (risk ratio (RR) 1.43, 95% confidence
interval (CI) 1.03 to 1.98). A similar point estimate, with
confidence intervals overlapping with those of Carson
[27] was found in another review of culturally tailored
smoking cessation interventions [36] from seven studies
(RR 1.43, 95% CI 0.96 to 2.14), indicating a consistent,
but not statistically significant result. Although these
randomised controlled trial designs are rigorous, the
sample sizes are small with low statistical power [20].
Reported challenges recruiting adequate numbers of par-
ticipants to trials also raises questions about the inter-
vention acceptability and uptake when applied at a
population level [20].

Other narrative reviews reported relatively consistent
results. Most reviews reported studies with positive ef-
fects on smoking cessation [18-20, 22, 24, 31-33, 35,
37]. The effect was unclear in a review examining
whether cultural tailoring increased the effectiveness of
smoking cessation interventions [21] and two studies
among pregnant women [26].

Most reviews concluded that multifaceted smoking
cessation strategies where brief interventions and/or
counselling were combined with pharmacological ap-
proaches were more effective that single interventions
[18-20, 22, 33, 35, 36], but not to the same extent as
among non-Indigenous populations [20]. For example,
counselling and NRT trials among Indigenous people
have demonstrated quit rates of 6-10%, compared with
15-19% among non-Indigenous people [20]. One review
[18] reported positive results from a study of the use of
bupropion for smoking cessation among prison inmates,
50% of whom were Indigenous Australians. One review
reported adverse effects from pharmacological interven-
tions [34], such as insomnia and rash.

Despite apparent evidence of effectiveness, several re-
views highlighted reported barriers to implementation of
brief interventions [30], including unease of health pro-
viders giving advice and ‘alienating’ clients and inappropri-
ately telling them how to behave [20]. Thus, reviewers
suggested cultural sensitivity was important in improving



Chamberlain et al. Systematic Reviews (2017) 6:135

acceptability [20]. Perceived barriers were higher when
health workers themselves were smokers [29]. Hence, sup-
porting and training health workers and increasing confi-
dence in delivering smoking cessation support was
considered to be an important component of multifaceted
interventions [19, 29]. Upton [20] reported barriers to
provision and ‘compliance’ with pharmacological interven-
tions in remote areas implementation in remote areas, in-
cluding time taken for NRT supplies to arrive in remote
areas, individuals running out of NRT patches because
they share with other family members, and cost. But these
barriers were overcome with local support. Ensuring ef-
fective partnerships to improve the feasibility and accept-
ability (and hence effectiveness) of dissemination
strategies was also recommended in a review outlining
poor implementation of ‘Smoking, Nutrition, Alcohol and
Physical Activity (SNAP) interventions in Indigenous
healthcare settings, although no Indigenous-specific evi-
dence of effectiveness to support this recommendation
was reported [30].

There was limited evidence reported in reviews about
quit groups and quit lines [19, 20, 35], but reviewers
raised questions about accessibility of these support ser-
vices for Indigenous people in Australia [18]. Ivers [19]
reported data from a study suggesting that few Aborigi-
nal Health Workers referred to quit lines, despite broad
awareness of them, and confidentiality coupled with on-
going after-hours support was perceived as a strength in
another review [35]. The main barriers reported were re-
sistance to talking to someone unknown and costs of
mobile phone calls [19]. Recent efforts to increase ac-
ceptability of quit lines in a study in Victoria (Australia)
were reported to increase calls in one review [20]; how-
ever, no studies on the impact of these initiatives on
quitting among Indigenous peoples were cited. Ivers [19]
also asserted that face-to-face and local-level quitting
support was still going to be an important component of
support for many people. Despite the increased use of
mobile phone technology and social media within Indi-
genous communities, a review of these technologies [24]
found only one evaluation study [39], which reported
evidence demonstrating a text-messaging intervention
was as effective for Maori as non-Maori for increasing
smoking cessation. Brusse [24] also found descriptions
of four projects with significant social media compo-
nents and three mobile phone applications specifically
targeting smoking cessation for Indigenous Australians.
Two reviewers suggested these technologies look prom-
ising [21, 24], based on limited evidence as described.

The modest but consistent evidence reported from
smoking cessation interventions illustrates the import-
ance of smoking cessation being considered as part of a
multifaceted strategy, and this has been concluded in
numerous reviews [18-20, 22, 25, 29, 32, 33, 35, 36].
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One review suggests not all interventions need to be cul-
turally adapted, based on evidence demonstrating little
difference in effectiveness [21]. However, based on
qualitative evidence showing preferences for culturally
tailored materials, the reviewer also suggested cultural
adaptation may improve acceptability and utility of
the interventions [18], including accessibility to Qui-
tlines. As reported in a review of qualitative views of
women [25], ‘quitting is hard, prompting reviewers’
suggestions that Indigenous people need a supportive
environment to support and maintain quitting at-
tempts, particularly for pregnant women [19]. The
importance of quitting unaided and supporting self-
efficacy was also discussed [19]. Gaps in evidence for
effective strategies for smoking cessation were highlighted,
specifically among adolescents [27, 28] and pregnant
women [26].

Priority 6: reduce exceptions to smoke-free workplaces,
public places and other settings

Interventions to promote smoke-free environments were
identified in five reviews [18, 20, 23, 32, 33]. It appeared
as though these interventions were searched for, but not
identified, in six reviews.

A primary aim of smoke-free environments is to
reduce second-hand smoke exposure, and reviews re-
ported evidence from studies suggesting high levels
of acceptability in Indigenous communities for
smoke-free public buildings [18, 23], workplaces [35]
and homes [20, 25]. Gould [37] suggested these strat-
egies could be particularly important for families to
capitalise on the desire to reduce harm and ‘be a
protector’.

Combining smoke-free strategies with smoking ces-
sation strategies was asserted as important in three
reviews [20], including workplace quit support for
health workers [29] and the need for ‘multifaceted in-
terventions to support quitting’ [35]. However, there
is limited evidence about the effect of smoke-free en-
vironments (workplaces and homes) among Indigen-
ous people [18, 23, 33] on quitting. In a review by
Minichiello [32], none of the eight quantitative studies
of smoke-free interventions reported a significant dif-
ference in tobacco use.

One review suggested that smoke-free regulations may
be less likely to be strictly enforced in rural and remote
areas in Australia [35]. Upton [20] described studies in
remote areas in the Northern Territory and Queensland
(Australia) where smoke-free communal spaces have
been successfully maintained and changes in attitudes to
smoking were reported. However, Upton [20] reported
study data suggesting there were some negative effects
on smokers feeling alienated by these policies, and
‘pushed away’ from non-smokers, and questioned
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whether smoke-free interventions may inadvertently in-
crease solidarity between smokers as a group and create
new barriers. Upton [20] also recommended that ‘genu-
ine’ community participation, ownership and local lead-
ership was integral to the success of smoke-free
environments, particularly in remote areas, but it ap-
peared that this recommendation was based on expertise
rather than research evidence.

Priority 7: eliminate remaining advertising, promotion
and sponsorship of tobacco products

No Indigenous-specific studies were identified regarding
elimination of advertising, promotion and sponsorship [18].
Studies were looked for in nine reviews, but none were
identified. While there was no Indigenous-specific evidence
on which to base recommendations, the importance of
eliminating advertising and promotion in ‘denormalising’
smoking was highlighted in the introduction or discussion
in several reviews [33, 35, 37]. Ivers [18] reported that the
effect of restrictions on tobacco advertising had not been
evaluated for Indigenous Australians, but suggested [23]
advertising restrictions were likely to have similar impacts
as among non-Indigenous people and thus likely to reduce
tobacco consumption in Indigenous communities.

National Aboriginal and Torres Strait Islander Health Plan

(NATSIHP) principles and priorities: summary of reported

review evidence

The reviews were examined for evidence of the nine
principles and priorities (Health Enablers and Whole of
Life strategies) of NATSIHP within included interven-
tions. We have not reported information under the
NATSIHP Priority of ‘Health system effectiveness and
clinically appropriate care’ in this overview, as we felt
aspects relevant to tobacco control are outlined under
NTS Priority 5 (‘Evidence-based smoking cessation
services’).

Our assessment was dependent on the degree of
reporting of these elements by reviewers. The NATSIHP
principles and priorities generally relate to ‘how’ inter-
ventions are provided and were often discussed in terms
of strategies to overcome barriers to NTS interventions
for Indigenous Australians, whereas the NTS Priority
Areas generally outline ‘what’ interventions are provided.
It is likely that in many instances, these more finely nu-
anced aspects of interventions were not well described,
particularly in ‘secondary’ reviews, and it was difficult to
determine the degree to which interventions aligned
with these principles and priorities. Where described, in-
formation relevant to principles and priorities were more
commonly identified in the introduction or discussion
section of reviews and largely based on the reviewers’
opinions rather than the data presented. Thus, the
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number of relevant studies was not able to be specified.
A summary of findings is displayed in Table 3.

Principle 1: equality and human rights approach

While not directly a measurement of ‘equality, one re-
view examined whether there was a different effect of
smoking cessation interventions for Indigenous people
compared to non-Indigenous people [21]. Other issues
related to equality or a human rights approach were
mentioned in eight of the 21 included reviews, and no
explicit mention could be identified in 12 of the reviews.

Johnston [21] included five studies conducted in New
Zealand which reported outcomes among Maori and
non-Maori and assessed the degree of cultural adaption
in each intervention. They found no significant differ-
ence in outcomes by Indigenous status, noting that they
were unable to assess if interventions would have been
as effective for Maori as non-Maori if there was no cul-
tural adaption. Based on evidence from these studies,
they concluded that ‘not all tobacco control interven-
tions can or necessarily need to be culturally adapted for
indigenous populations although there are circum-
stances when this is important.” [21].

Several reviews highlighted evidence of interventions
among non-Indigenous people and discussed the applic-
ability for Indigenous people, considering the type of
intervention and whether there was any logical reason
why the effect may be different [18—20, 23]. A review of
qualitative studies among Indigenous Australian women
[25] suggested the differences seen in effectiveness of
cessation interventions in pregnancy [26] may be ex-
plained by the ‘Extended Parallel Process Model’. This
occurs when low levels of self-efficacy are coupled with
high levels of fear, leading to responses of denial, avoid-
ance or reactance [43].

DiGiacomo [22] outlined elements of interventions to
promote access for Indigenous people, including free or
subsidised pharmacotherapy for a portion or the dur-
ation of the intervention, cultural tailoring and transport
to the intervention site. Several reviews discussed the in-
equality of the burden of smoking and severe socio-
economic deprivation experienced by Indigenous peo-
ples [18, 27, 34] and raised concerns about the impact of
price increases [20, 23], the relative paucity of evidence
[27] and the importance of addressing the underlying so-
cial determinants of health to reduce tobacco use among
Indigenous people [19].

Principle 2: partnership

Reviews by Minichiello [32] and Clifford [31] explicitly
explored how tobacco programmes reflected Indigenous
self-determination. Partnerships were discussed in nine
reviews, and there was no mention of partnerships iden-
tified in 10 reviews.
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Two reviews examining partnerships within interven-
tions concluded that partnership and enabling Indigen-
ous leadership was crucial to intervention success [31,
32]. Minichiello [32] suggested that this was because in-
terventions will have greater community relevance if
programmes are supported and rooted in local commu-
nity context and highlighted the growing demand from
Indigenous communities for control over health services.
However, while Minichiello [32] highlighted aspects of
partnership in ‘successful’ programmes, including inte-
gration of cultural practice; elements of partnerships/
community involvement were also identified in pro-
grammes which did not demonstrate an effect, and the
evidence for an effect of partnerships on intervention
success was unclear.

Only one review investigated differential effects of in-
terventions between Indigenous and non-Indigenous
people [21]. Based on evidence from included studies, it
concluded that while it is ‘preferable’ that interventions
were delivered in partnership, there was no evidence
that this necessarily impacts on effectiveness [21]. Des-
pite a lack of evidence of effectiveness, numerous re-
viewers [18-20, 22, 30, 31, 37] consistently emphasised
the importance of partnerships with Indigenous commu-
nities and organisations. DiGiacomo [22] recommended
that partnerships needed to be enabled at all stages of
the research process to ensure interventions were cultur-
ally safe, with Gould [25] suggesting this could be
achieved using community-based participatory research.
Ivers [18] highlighted the important role of community
health organisations. Furthermore, Ivers [18] reported
qualitative research findings that Indigenous Australians
preferred tobacco control campaigns that were specific-
ally designed for them and involved Elders and signifi-
cant community members in their design and delivery.
Two reviews provided descriptions of interventions de-
livered in partnership with communities, involving skills
enhancement for school students [27] and a quit support
programme provided by a community organisation and
mainstream health advocate [29]. Partnerships were
suggested by reviewers as particularly critical for de-
veloping smoke-free environments [18, 20], reducing
duplication of efforts between communities and other
agencies [19], increasing the likelihood of dissemination
and ensuring that programmes are feasible, acceptable and
effective [30].

Principle 3: engagement

Based on the NATSIHP Principles, ‘engagement’ is simi-
lar to ‘partnership’ with a greater emphasis on active in-
volvement of community members, and these aspects
were explicitly assessed within studies in two reviews
[31, 32]. Engagement was mentioned in nine reviews
and not identified in 10 reviews.
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Minichiello [32] included qualitative studies which re-
ported Indigenous people’s views on interventions and
explored the extent of ‘self-determination’ evident in in-
terventions. Based on findings from the qualitative syn-
thesis, Minichiello [32] suggested there is an increasing
‘community interest’ to prioritise tobacco and a sense of
greater self-determination among Indigenous people
about developing health interventions. Clifford [31] de-
scribed the level of Indigenous involvement for each
study and found there was involvement in 18 out of 20
studies. Noting that only seven studies reported involv-
ing Indigenous people in evaluation, they assert that in-
volvement through all stages of a study is required for
ethical practice and this has a number of practical ad-
vantages, including achieving change [31].

One review identified engagement as a key element of
taking a systems approach to tobacco control [20]. Several
reviews highlighted the importance of engagement in im-
proving effectiveness of campaigns [18-20, 26, 34] and
planning and implementing interventions [22], particu-
larly smoke-free environments [20]. Johnston [21] de-
scribed two studies that had engaged Maori staff and
communities members in content development and sug-
gested that meaningful engagement and involvement at a
formative stage may promote community ownership and
acceptability and help to overcome challenges. DiGiacomo
[22] suggested that holistic programmes that reflect and
respect the values of culture are likely to foster engage-
ment of community members in interventions.

While the concept differs from the intent of engage-
ment in the context of the NATSIHP, a review of quali-
tative studies of women’s views [37] specifically looked
for studies, which measured the level of ‘emotional en-
gagement’ and identification with the messages, which is
considered important for addressing nicotine depend-
ence. In this review, Gould [25] found one prevention
study using drama in Hawaii, which measured emotional
engagement, and reported significant improvements in
intention to avoid smoking.

Principle 4: accountability
There were no explicit assessments of programme ac-
countability identified in any reviews, although we rec-
ognise this is hard to define. However, nine reviews
discussed the importance of monitoring and evaluation
of tobacco interventions.

While few assessments of programme accountability
were identified, Minichiello [32] assessed the quality of
85 programme evaluations, of which only 14 were scored
‘strong, 44 as ‘moderate’ and 27 as ‘weak’. Several re-
views in which the inclusion criteria were restricted to
randomised controlled trials were only able to identify
few eligible studies [21, 34]. Several reviews highlighted
the limitations of available evaluations in the literature
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[23, 31, 33, 36]. A number of reviewers called for greater
government accountability in ensuring rigorous imple-
mentation [23, 34], analysis of cost-effectiveness and on-
going monitoring [18], and specifically monitoring of
compliance with tobacco sales legislation [20].

Priority/health enabler: social and emotional wellbeing
No reviews were identified that assessed the degree to
which interventions addressed ‘social and emotional
wellbeing” of Indigenous people. However, issues related
to social and emotional wellbeing, including ‘strengths-
based’ and ‘holistic’ approaches, were identified in nine
reviews.

Several reviewers highlighted the importance of ‘holis-
tic’ approaches [19, 27], suggesting these approaches are
more likely to be acceptable to Indigenous people and
promote engagement [22] and be more effective [26, 37].
However, these suggestions were based on expertise and
qualitative reports of Indigenous preferences rather than
any evidence of an effect on smoking. Ivers [18, 19, 23]
emphasised the importance of recognising self-efficacy
and strengths of Indigenous Australian people, demon-
strated in an Australian study showing that most
smokers ‘quit by themselves’. Upton [20] outlined a
‘complex myriad of factors impacting on smoking, sug-
gesting that socio-ecological models may provide a use-
ful guide for tobacco programmes and that individual-
level interventions are likely to be less effective than
those which incorporate broader strategies. Gould [37]
recommended a community and family approach to sup-
port cessation but described qualitative research suggest-
ing family influences could be both a benefit and a
hindrance to quitting. Indigenous health worker models
of care were identified as models that could support hol-
istic approaches to tobacco control [29].

In contrast, Gould [37] reported findings from a study
among Maori people in New Zealand where a main-
stream fear-based campaign was more effective than a
holistic ‘strength-based” Maori campaign [37]. However,
another review [20] reported market research in
Australia suggesting that many smokers may have be-
come desensitised or immune to graphic imagery and
shock and that there was growing resentment among
some smokers about the use of guilt in tobacco
advertising.

Priority/health enabler: cultural respect

Cultural respect or tailoring was the most commonly re-
ported NATSIHP principle or priority within included
reviews. Five reviewers identified aspects of cultural
competence or assessed or described tailoring for each
study [21, 22, 25, 36, 37], and cultural adaptation of in-
terventions was discussed in 12 reviews.
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Johnston [21] examined differential effects in five stud-
ies reporting Indigenous and non-Indigenous outcomes
and found no significant difference in smoking outcomes
between Maori and non-Maori. The reviewers suggest
that not all interventions need to be culturally adapted
but recognise that they did not assess the effect of inter-
ventions without cultural adaptation and that there are
circumstances where cultural adaptation is important
[21]. Carson [36] also reported no statistically significant
difference in pooled effects between culturally tailored
and non-tailored cessation strategies. Minichiello [32]
suggested cultural tailoring was a ‘critical element of suc-
cess, based on synthesised qualitative information, but it
was unclear if this was associated with effective
interventions.

Gould [37] assessed culturally tailored mass media
campaigns and found there was good recall of generic
messages but that people preferred culturally targeted
messages and these resulted in changes in knowledge
and attitudes. A qualitative review of women’s views [25]
considered that although it was not possible to assess
‘cultural appropriateness, studies which underwent for-
mal ethics review were likely to use culturally appropri-
ate methods as this is an essential ethical criterion.
DiGiacomo [22] identified cultural tailoring in seven out
of nine included studies as an ‘access promoting elem-
ent; including the importance of community input and
ownership, engagement in planning and implementation,
conducting interventions in culturally safe settings and
development of culturally tailored resources. There was
no evidence identified in a review of the use of trad-
itional Indigenous knowledge for promoting smoking
cessation [38]; however, the appendices provided refer-
ences for ‘culturally adapted programmes’.

Many reviews noted the importance of cultural tailor-
ing interventions where appropriate [20, 22, 23, 26-28,
32, 33, 36], and Ivers reported qualitative evidence that
Indigenous people preferred culturally tailored interven-
tions more than interventions that were not culturally
tailored [18, 19, 23]. Some reviews suggested involving
Elders [18, 19, 33] and Indigenous Health Workers [18,
34] to help develop culturally appropriate non-coercive
programmes [18, 19, 23]. The success of one study
within an included review attributed success to the cre-
ation of a ‘culturally safe space’ [35]. Upton [20] sug-
gested that tobacco messages need to have both
personal and cultural relevance to be effective and dis-
cusses the importance of using culturally sensitive re-
sources and that interventions should avoid
inappropriately ‘telling people how to behave’.

Priority/health enabler: evidence-based
Only one review [30] appeared to assess if evidence was
used to inform the development of included interventions
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or establish access to data for quality improvement pur-
poses; however, there was some discussion about the use
of evidence in 12 reviews.

Clifford [30] reported that ‘encouragingly, all but one
included study explicitly reported using evidence-based
resources or guidelines, suggesting that Indigenous-
specific dissemination studies are primarily implement-
ing best-evidence health interventions.” The reviewers
noted that dissemination strategies used to implement
the interventions were generally evidence-based; how-
ever, there was a lack of Indigenous-specific evidence
[30]. This was reinforced in several reviews noting the
importance of using evidence in developing interven-
tions [26, 27, 33, 35] but highlighting the lack of
Indigenous-specific available research [24, 28, 34, 37].
Despite this lack of research and the limitations of using
research from other populations which may not be
generalizable, Ivers [23] suggests that an evidence-based
approach ‘may nevertheless ensure a starting point from
which Indigenous organisations can make decisions on
programme delivery and plan further research and
evaluation.’

Priority/health enabler: human capability

Three reviews appeared to assess the degree of human
capability or workforce development within included
studies [22, 29, 32], and workforce issues were discussed
in 10 reviews.

Minichiello [32] assessed whether interventions in-
cluded components or focussed on workforce develop-
ment either directly (e.g. through training) or indirectly
(e.g. through involvement in delivery of intervention
components) and concluded lack of workforce capacity
was a challenge. DiGiacomo [22] described workforce
involvement in seven of the nine included interventions
and identified it as an important ‘access promoting
element’. The high prevalence of smoking among Abori-
ginal Health Workers was suggested to be a barrier to
provision of smoking interventions in several reviews
[20, 29]. In a review of the effect of smoking among
Aboriginal Health Worker’s on the provision of tobacco
control interventions [29], eight studies highlighted a
need for workforce development, including training
for health workers to deliver interventions, and sup-
port to quit smoking for health workers who smoked
themselves.

The importance of building Indigenous workforce cap-
ability was highlighted in many reviews [20, 21, 26, 31—
33], and the ‘challenges of the Aboriginal Health Worker
role’ was identified as a key construct in a qualitative re-
view [25]. Passey [26] highlighted a lack of a protocol
and a lack of smoking cessation support skills as barrier’s
to supporting pregnant Indigenous smokers to quit, and
Johnston [21] suggested workforce development could
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help to address implementation challenges for smoking
cessation. Several reviews reported the effects of studies
to improve health professional delivery of brief interven-
tions, which found improvements in skills and confi-
dence after the interventions compared to before the
interventions [19, 23, 35].

Priority: whole of life approaches

No reviews that explicitly reported ‘whole of life’ ap-
proaches to tobacco control. However, specific ‘life
stages’ (e.g. adolescence, pregnancy) were discussed in
seven reviews.

Several reviews discuss interventions that are pro-
vided for Indigenous people at specific life stages,
such as adolescence and pregnancy [18, 20, 32-34,
37]. There were also targeted reviews evaluating in-
terventions for adolescents [27, 28] and pregnant
women [26], which highlighted a lack of evidence of
effective interventions during these two important
life stages in relation to smoking initiation and im-
pact on infant health.

Discussion

In this overview of reviews, numerous reviewers con-
cluded that multifaceted interventions which incorporate
Indigenous leadership, partnership and engagement [18—
20, 22, 30, 32, 36] and cultural tailoring [25, 29, 32, 33,
36, 37] where appropriate [21] are necessary to reduce
the burden of tobacco-related disease among Indigenous
peoples [18-20, 25, 32, 33, 36]. Evidence synthesised
under the NTS priorities related to specific intervention
strategies and was generally well described (i.e. ‘the
what’), while evidence under the NATSIHP principles
and priorities tended to be more related to process or
implementation aspects of interventions and were less
well described (i.e. ‘the how’). Despite some consensus
among reviewer conclusions as summarised above, we
found there was generally limited evidence regarding ef-
fectiveness of strategies among Indigenous populations,
for each of the NTS and NATSIHP principles and prior-
ities, on which to base these assertions [23, 30, 31]. The
review quality was variable and there was varying assess-
ment of risk of bias of included studies, with no GRADE
assessments conducted within the included reviews, so
the basis of confidence in these reviewer conclusions
was unclear.

Our findings are consistent with those reported by
other authors demonstrating a lack of tobacco research
among ‘special’ [44], minority [45, 46], and other popula-
tions [47], including Indigenous pregnant women [48]
and adolescents [49]. A review of tobacco research out-
puts among Indigenous people was consistent with our
findings that the majority of peer-reviewed publications
focussed on cessation [50]. The conclusions of the
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majority of reviewers in our overview are also consistent
with those reported in reviews in the general population
[51-54].

Strengths and limitations

This overview has a number of strengths, including a
systematic approach to searching, extracting and ap-
praising the literature in relation to the NTS and NAT-
SIHP principles and priorities. This study also includes
Indigenous governance and leadership and thus provides
a novel insight into Indigenous tobacco control. While
an overview approach is appropriate to address the aims
of this project, there are limitations inherent in an over-
view approach. First, the findings rely largely on second-
ary interpretations of primary studies reported in
reviews, and some aspects looked for in this overview
may not have been considered in included reviews or
there was inconsistent reporting of study characteristics
across reviews, which limits information available to in-
terpret the evidence. To deal with this, we have assessed
where domains appeared to be looked for and have spe-
cified where reviewer suggestions were based on re-
ported evidence or if it was unclear. A second limitation
is that studies that are more recent may not yet be in-
cluded in reviews, such as the ‘Talking about the
Smokes’ project in Australia [55]. Third, there was some
overlap of studies within reviews, and there may have
been an emphasis placed on the same findings reported
between reviews. However, the reviews incorporated in
this overview included different subsets of studies and
referenced different sources for the same studies, and
the limited overlap may account for differences in some
findings. These differences in coverage of the evidence
on tobacco control strategies for Indigenous peoples are
not fully explained by difference in the scope or inclu-
sion criteria of reviews. As such, no single review pro-
vides complete coverage of all available evidence,
supporting the overview approach. There were also dif-
ferent synthesis methods used, including vote counting
and summing ‘statistically significant results, with few
reviews weighting and pooling results. Fourth, we may
have missed general reviews that include studies with In-
digenous people, and these may not have been identified
and included unless Indigenous people were explicitly
mentioned in the abstract. Finally, the majority of ‘grey
literature’ is from Australia and was only accessible by
Australian authors, collected through word-of-mouth ra-
ther than extensive google and website searching. It is
possible that there is grey literature from other countries
that has not been included in this overview, although
one included review [32] had a significantly larger pro-
portion ‘grey literature’ from Canada. However, as this
overview aims to synthesis review evidence for tobacco
control for Indigenous Australians, and therefore, the
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benefits of including this grey literature outweigh any
limitations.

Implications of overview findings

There is limited Indigenous-specific evidence to support
many of the NTS and NATSIHP principles and prior-
ities. However, the continuation, implementation and
evaluation of effective interventions are urgently needed
to continue to reduce tobacco use among Indigenous
Australians. It is highly likely that evidence from other
populations, both what has and has not been effective,
may be applicable for Indigenous populations. For ex-
ample, evidence within this overview suggests smoking
cessation interventions can be effective for Indigenous
people. A study of attitudes to smoking in Australia [56]
showed a similar proportion of Indigenous people com-
pared to non-Indigenous people want to quit (70%), have
attempted to quit (69%) and live in smoke-free homes
(53%) and workplaces (88%). Fewer Indigenous Austra-
lian people sustain quitting or ‘agree’ with social norms
that disapprove of smoking [56]. However, these findings
were similar to a review of smoking interventions among
ethnic minority populations in the USA reporting that
although people in minority populations were more
likely to smoke and wanted to stop smoking, they were
less likely to receive quitting advice and less likely to be
able to quit [57]. The lower quit rates are thought to re-
flect social difficulties which provide less support for
quit maintenance [20].

However, evidence from other populations may not al-
ways be applicable for Indigenous peoples [58]. For ex-
ample, while reducing the affordability of tobacco
products and regulation are important tobacco control
strategies encourage the de-normalisation of smoking,
there is limited Indigenous-specific evidence regarding
whether increasing tax on tobacco products are seen as
acceptable [59] and there are concerns about the poten-
tial financial effects on Indigenous people [56]. A review
of high-level policies (tax and price, smoking location re-
strictions and sales restrictions) found that few studies
assessed the financial impact [57] and recommended re-
search was needed to evaluate the unintended impact of
these interventions on vulnerable subpopulations [60].
Another example is the evidence suggesting that mass
media campaigns are effective in changing knowledge
and attitudes among Indigenous people in this overview.
There is debate about positive ‘strengths-based’ versus
negative narrative messages, and how these are proc-
essed [61]. Personalized negative messages, which arouse
strong emotions, are likely to be more effective and have
been very effective at arousing strong emotional re-
sponses [61, 62]. However, an included review in
Australia reporting market research suggested ‘many
smokers have become immune to shock’ and that there
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was growing resentment about the use of guilt in to-
bacco advertising [20] and experts query whether mes-
sages that elicit high levels of positive emotion might be
equally effective [61]. Concerns about negative messages
were raised in consultation for the NATSIHP, as theoret-
ical evidence suggests deficit discourse can potentially
contribute to ‘internalised racism’ where Indigenous
people themselves start to believe negative stereotypes
and messages about their own abilities and intrinsic
worth [63]. This may be particularly relevant for tobacco
control as it may contribute to low levels of self-efficacy.
The Extended Parallel Process Model proposes a mech-
anism where high ‘perceptions of risk’ (elicited by strong
negative messages) coupled with low levels of ‘self-effi-
cacy’ may be associated with avoidance behaviour [43,
64]. One reviewer in this overview suggests this could be
a possible factor affecting low rates of smoking cessation
among Indigenous women [25], highlighting the import-
ance of understanding message processing. Further ex-
amples where evidence from other populations may not
be applicable include tailoring to specific developmental
stages and cultural values, which may be important for
addressing tobacco use among adolescents [65]. It is also
likely that tobacco control strategies will be cost-
effective and have a significant impact on improving
health equality for Indigenous peoples [66]. However,
the parameters to assess the cost-effectiveness of to-
bacco control interventions are significantly different for
Indigenous people, due to differences in disease burden,
cost of interventions and lack of certainty regarding ef-
fectiveness [66].

The lack of Indigenous-specific evidence raises ques-
tions about how to develop and design interventions
when action is urgently needed and the degree of gener-
alisability of evidence from other populations is not clear
[67]. Evidence-based public health decisions are made
on the best available evidence, but also involve using
data and information systems systematically, applying
programme-planning frameworks, engaging the commu-
nity in decision-making, and conducting sound evalu-
ation to share learning [68]. Where there is limited
Indigenous-specific evidence, these additional compo-
nents of public health decision-making are particularly
critical to improve the acceptability and effectiveness of
interventions and mitigate risks. This includes careful
planning which considers the context, rationale and
‘logic’ of interventions [69], and Indigenous leadership,
partnership and engagement as concluded by many re-
viewers in this overview [18-20, 22, 30, 32, 36]. Incorp-
orating flexible evaluation plans with short-term
reflective cycles, such as action research, can also help
to mitigate risks of uncertainty in the evidence by enab-
ling early detection and response to unforeseen conse-
quences. There have also been «calls for greater
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Indigenous involvement in evaluation and research [31,
70], with facilitators including relationship and partner-
ship building, employing Indigenous staff, drawing on
Indigenous knowledge models, targeted recruitment
techniques and adapting study material. Greater uni-
formity of outcome measures in evaluations has also
been suggested [71], particularly in Indigenous settings,
to facilitate evidence synthesis and redress limitations of
studies with low power due to small sample sizes.

Conclusions

Reducing tobacco-related inequity requires a comprehen-
sive approach. This overview outlines existing review evi-
dence and its alignment with a ‘comprehensive framework
for Aboriginal and Torres Strait Islander Tobacco control’
(CATs), combining the NTS and the NATSIHP principles
and priorities. While review quality is variable, there is
generally limited Indigenous-specific evidence of impacts
on smoking rates; however, most reviewers recommended
multifaceted interventions incorporating all NTS prior-
ities, including pricing and regulation, mass media cam-
paigns, smoke-free spaces and policies and smoking
cessation (‘the what’). Reviewers also described rationale
for how elements of the NATSHIP principles and prior-
ities (‘the how’) may improve acceptability, effectiveness,
and implementation of the NTS priorities, including part-
nerships and engagement, cultural tailoring, and a focus
on social determinants and social and emotional well-
being, and workforce development, using evidence and in-
creasing accountability. The risks of adapting evidence
from other settings are likely to be mitigated by incorpor-
ating all components of evidence-based public health
decision-making, including programme planning and
logic, active community involvement and flexible respon-
sive evaluation plans. There is a need for Indigenous-
specific research regarding the impact of pricing measures;
interventions to reduce tobacco use among adolescents,
pregnant women, adolescents and adults experiencing
mental illness or imprisonment; and linguistically diverse
Indigenous people. There is also a need for Indigenous-
specific evidence regarding interventions using social
media and mobile applications, electronic cigarettes,
‘strengths-based’ holistic approaches and how to culturally
tailor interventions, protecting communities from indus-
try interference, and interventions in ‘pubs, clubs and res-
taurants’ in Indigenous communities.

Endnotes

'In this overview, domains related to NTS key prior-
ities of 6.4 Bolster and build on existing programs and
partnerships to reduce smoking rates among Aboriginal
and Torres Strait Islander people and 6.5 strengthen ef-
forts to reduce smoking among populations with high



Chamberlain et al. Systematic Reviews (2017) 6:135

smoking prevalence are not included as relevant informa-
tion is synthesized under NATSIHP principles.

>The NATSIHP domain for the health enabler of
Health system effectiveness and clinically appropriate
care was not included in this overview as information
related to tobacco control interventions was synthesized
under NTS priorities.
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