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Contested knowledge
Ideological Conflicts
Stigma and Deservingness
Systems vs Individualised Focus

“A drug is a substance
that when injected
into a guinea pig
produces a
scientific paper.”

• In recent years, the alcohol and other drugs field has experienced a
growing range of conceptual, philosophical and operational
changes and challenges.
• Changing policy paradigms and associated governance structures
through to the exponential growth in relevant science and
epidemiology and the concomitant imperative for knowledge
transfer.
• Workforce development implications are highlighted
• Together with issues of increasing topical interest; including
housing, domestic violence, child protection, ageing, multiple comorbidities beyond mental health, and prevention.
• These changes and challenges will also be addressed in the context
of broader social changes of direct significance to the alcohol and
other drugs field now and into the future.

Workforce Crisis
• WHO (2011) described a severe global health
workforce crisis. An additional 2.4 million
doctors, nurses and midwives are needed
worldwide.
• By 2022 OECD countries estimated to face
workforce shortages of 22-29%

• recruitment and retention;
• worker stress and burnout and compassion
fatigue;
• the dilemma of maintaining and strengthening
the evidence and skill base of the sector, the
challenge of information and skills transfer
• while countering drives to produce
genericised workers;
• as well addressing growing inequities

What is the Ultimate Goal and Role
of WFD?
• Answering this question first changes the way
we see and approach WFD.
• Response:
To facilitate the effective implementation and
optimise outcomes of our programs,
interventions and policies. That is, identify and
plan the required service system response and
then address workforce and WFD issues.

A systems focus signalled a
major paradigm shift.
It’s a top down, rather than a
bottom up approach.

AOD Treatment: An Historical Perspective
1950-60’s - Dedicated handful of workers, many ‘recovering’ individuals, and
charitable and religious bodies. The focus was almost exclusively alcohol.

1970’s - Strong influence from Psychiatry, and the AA model of dependence and
treatment. The field became increasingly specialised, systematised, clinical and
disease oriented. Growing interest in research.
1980’s - Research began to have significant impact. Early and brief intervention
found effective, increasing scope for a wider range of professionals (eg GPs, nurses)
to be involved. Increasing emphasis on the broader public health model.
1990’s - No longer seen as the domain of health but now included police, the
judiciary, the media, politicians, and families, especially as the types of drugs and
the harms associated with their use changed.
2000’s - expanding knowledge base. Polydrug use. Greater awareness of the geopolitical forces that impact on use. More players involved.

In theI
In the Iast 21 years there has been the biggest
expansion of drug treatment and
rehabilitation services in Australian history...
(Neal Blewett, September 2006 paper to NDRI 21st
Anniversary Symposium Perth)

• There has as been a massive increase in the drug workforce
and with it a rise in the status of that workforce,
but there has been no commensurate attention to the needs
of that workforce.
• This quantitative change has been accompanied by qualitative
changes in the demands made upon workers – increased
knowledge demands, the rapid shifts and changes in drug
fashions, increased range of treatment options, demand for
evidence-based practice, the need for partnerships with other
services.
• I think at the (1985) National Drug Summit we were cavalier
about the implications for the workforce.
•

(Neal Blewett, September 2006 paper to NDRI 21st Anniversary Symposium Perth)

• It is I think no exaggeration to say that we are
facing a crisis in this area with increasing
difficulties in recruiting and retaining qualified
staff, particularly in regional and remote areas.
• (Neal Blewett, September 2006 paper to NDRI 21st
Anniversary Symposium Perth)

A Decade of Growing Recognition
Examples of the growing recognition of workforce development
1997
Evaluation of the National Drug Strategy (NDS) 1993-1997 makes no
reference to workforce development
1998
National Drug Strategic Framework 1998-2002/03 makes passing
reference to workforce development
2003
NDS evaluation refers to workforce development 17 times
2004
NDS makes only one reference to workforce development but an entire
paragraph devoted to discussion of the issue
2005
Intergovernmental Committee on Drugs (IGCD) Annual Report to the
Ministerial Council on Drug Strategy (MCDS) mentions workforce
development 10 times

2009
The NDS Evaluation undertaken by Siggins Miller highlighted the extent to
which workforce development had been largely overlooked in any
systematic and planned efforts at the national level.

Whither AOD Sector 2000+
• Social determinations of health (early life
experiences, work, unemployment, social
exclusion)
• Integrated models of care (mental health,
aged care, child and family, Indigenous, NESP,
prisoners),
• Complex health and comprehensive
community services models

Drivers of Change – I
(General healthcare systems)
•
•
•
•
•
•
•
•
•
•
•
•
•

ageing population
competition with other fiscal and social priorities
workforce shortages
international market for medical/health professional services
commoditisation of medicine
growth in number and cost of medications
evidence-based decision-making
quality use of scarce resources
managing appropriate demand
government need for certainty
achieving a public/private balance
waiting lists
managing and funding technology

Drivers of change – II
(AOD specific)
• Increased complexity of AOD issues
• Rapidly expanding and increasingly technical knowledge base

• Increasing demand for treatment services
• Limited funding and resources
• High workloads and high levels of stress among AOD workers

• Low salaries and limited career paths
• Difficulty in recruiting and retaining skilled and qualified staff
• Public stigma and misunderstanding of the nature of AOD
problems and their resolution

Emerging Areas of Focus
•
•
•
•
•
•
•
•
•

Expectation and pursuit of excellence
Focus on Quality, Quality frameworks
Outcome and performance measure
Standards
Accreditation
Complexity of drug use
Standardised assessment
Case management/formulations
Inter-sectoral collaboration

Growing Priority Areas
(beyond co-morbidity)
1. Indigenous worker’s needs
2. Addressing prisoners’ AOD related health
3. Social inequalities and AOD
4. Inter-connected issues (eg MH, housing)
5. Child protection
6. Pharmaceutical misuse
7. Ageing population (pain management)

The Need for An
AOD Workforce Development Strategy
– develop an evidence based conceptual framework that can
identify & drive priority workforce development, planning
& implementation activities in the current & future AOD
service system
– apply this framework to the formulation of a clearly
articulated workforce strategy
– the framework & strategy will be used to configure &
support the current and future AOD workforce, with the
ultimate aim of providing effective, accessible & innovative
AOD service provision.

The National AOD WFD Framework & Strategy:
– built on previous work undertaken in developing the AOD workforce
• (e.g., 2006 AOD Workforce Development Strategy; Minimum Qualification
initiatives in ACT and Vic)

– Incorporated & was responsive to other AOD sector strategies &
initiatives
– incorporated & was responsive to other health sector strategies &
initiatives
• (e.g., the Victorian Mental Health Reform Strategy 2009 – 2019)

– incorporated & was responsive to national strategies & initiatives
relevant to the AOD & wider health workforces
• (e.g., the National Drug Strategy & the National Health Workforce
Strategic Framework).

• The conceptual framework captured the complex
interplay of key elements within a workforce
development approach, including:
• Professional and personal attributes of workers
• Professional development and training
• Service delivery and program elements
• Organisational structures, processes, supports and resources
• System or sector features
• Workforce supply
• The knowledge and evidence base with consideration to the
national context
• Policy and operational drivers.

• The workforce development strategy considered and
provided a plan of action for issues including:
• workforce mapping, monitoring, and planning
• recruitment and retention
• awards, remuneration and career paths
• professional development
• accreditation and minimum qualifications
• clinical supervision and mentoring
• leadership and management
• workforce support
• worker wellbeing.

Any workforce development strategy needs to also
consider:
• employment conditions
• multiple industrial awards
• the relationship between qualifications and
remuneration
• career pathways
• minimum qualifications.

The Policy Context
National Drug Strategy
The National Health Reform Agenda
National E-health Strategy
National Mental Health Strategy
National Pain Strategy
Australian Commission on Safety and Quality in Health
Care
Development of clinical guidelines
National registration of health practitioners

Links with other initiatives
• National Drug and Alcohol Clinical Care & Prevention (DACCP) Project
– National / jurisdictional population-based model for AOD service
planning – important for workforce design

• National Quality Framework Model
– Ensuring that AOD agencies deliver acceptable and consistent
standards of services
– Generating professionalism, competence and cultural change to
support best practice

• Australian Safety and Quality Framework for Health Care
– Describes a vision and actions for safe and high-quality care
involving:
• Consumer centred care
• Being driven by information
• Being organised for safety

Traditional Retention & Recruitment Concerns
Most common barriers cited include:
• Poor salary, terms and conditions

• Lack of professional and career development opportunities
• High workloads and work stress
• Complexity of roles

• Poor public profile (stigma of work)
• Difficult work environments
• Uncertainty of tenure due to short-term funding
• Limited clinical supervision and managerial support
• Limited recognition for effort
(Duraisingam et al., 2006; NADA, 2003; VAADA, 2003; WANADA, 2003a, 2003b).

Emerging Recruitment and Retention
Challenges
Recruitment and retention is likely to be difficult in the future, due to:

• ageing populations resulting in:
– more demand for health and welfare workers to cater for the needs of
the ageing population
– a smaller employment pool from which to draw future workers
– the retirement of existing workers.
• The globalisation of the workforce, resulting in workers relocating
overseas
• The stigma associated with working with the client group
• For some agencies, insufficient salary levels, career development
opportunities and workplace supports
• Work-related demands and stress
• Short-term staff contracts
• Difficult working environments (e.g., inadequate premises, lack of
resources for infrastructure, lack of training).

The Battle For Talent
Islamic State Scrambles to Stem Exodus of
Skilled Workers
Militants step up propaganda to try to woo
doctors, teachers and others who are
increasingly fleeing to Europe
Wall Street Journal, October 2015

Spirit Level :
Why Equality Is Better For Everyone
Richard Wilkinson and Kate Pickett (2010)
• Argues that almost all social and health problems related to
social status show the same tendency to get worse with
bigger income difference within countries.
• The more unequal a country is, the greater the prevalence of
a range of social and health problems.

Drug Use is More Common in More Unequal Countries

Inequalities and the role of
alcohol/drugs
• Is the emphasis on substance use is an easier
option than addressing structural inequalities
as a root cause

Resilient People, Resilient Planet:
A Future Worth Choosing
Report of the United Nations
Secretary-General’s High-Level Panel on
Global Sustainability, 2012
• Period of global volatility and uncertainty.
• Economies are teetering
• Inequality is growing
Mission: to reflect on and formulate a new vision
for sustainable growth and prosperity.

Resilient People, Resilient Planet:
UN Report 2012
A more sustainable path will:
• Enhance wellbeing
• Further global justice
• Strengthen gender equity
• Preserve the Earth’s life-support systems for
future generations

Resilient People, Resilient Planet:
UN Report 2012
Increasing clarity that:
• Economic growth
• Environmental protection
• Social equity
are one and the same agenda

Resilient People, Resilient Planet:
UN Report 2012
• Sustainable development is about seeing the
whole picture – such as the critical links
between food, water, land and energy. And its
about ensuring that our actions today are
consistent with where we want to go
tomorrow. (p15)

Systems Approaches and
Integrated Care
A Systems Approach to Substance Use in
Canada:
Recommendations for a national treatment
strategy (2008)

Fragmentation of Services
…represents a major barrier to effective
treatment for individuals with co-occurring
substance abuse and mental and physical
health disorders.
(Lee et al. (2006) American Journal of Drug and Alcohol Abuse.)

Historically, little integration or effective
communication within and between systems
and jurisdictions that provide services and
supports.
Result is gaps in services and barriers to access
to help people with significant health problems
at a time of great personal strain.

Who have to navigate a complex and everchanging labyrinth of services and supports.

A systems perspective includes:
1.
2.
3.
4.

Developing or changing organisational policies
Developing models of care that enhance client outcomes
Recruitment and retention issues
Information management, knowledge transfer and research
dissemination strategies
5. Clinical supervision, leadership and mentoring
6. Enhancing teamwork
7. Education and training programs to enhance evidence-based
practice
8. Evaluating programs and projects
9. Workplace support
10.Professional and career development
11.Clarification of staff roles and functions
12.Measures to enhance workforce wellbeing.

A Systems Approach to Substance Use in Canada:
Recommendations for a national treatment strategy (2008)

• Vast majority of Canadians affected by
substance use problems do not use
specialised addiction services.
• They access other sectors of the health care
system such as social services, housing and
education.

No Single Sector Can Tackle this
Challenge Alone
•
•
•
•
•
•

Primary care
Hospital based care
Specialised addiction services
Housing
Employment
Supports for families and carers

The Lancet
Epidemiology of multiple morbidity
and implications for health care,
research and medical education
(Barnett et al., Lancet, 2012; 380:37-43)

Multiple morbidities
• Management of rising prevalence of long-term
disorders is main challenge facing governments
and health-care systems world wide.
• Use of many services to manage individual
diseases can become duplicative and inefficient,
and is burdensome and unsafe for
patients/clients because of poor coordination
and/or integration
• MM progressively more common with age

The mental health and other needs of homeless people
and those at risk of homelessness

Homeless or at risk of homelessness

A

B

Other needs

C

D

E

Substance use related disorder

Other mental
health disorders

Philosophical and
Ethical Challenges
When the abuser is in your family,
it’s a health issue.
When the abuser is in another,
it’s a criminal issue.

Stephen Soderbergh;
Director of ‘Traffic’

Stigma
…alcohol and drug use problems
are heavily moralized territories,
often resulting in stigma and marginalization,
….and these factors are important
in adverse outcomes.
Room, 2005 Drug and Alcohol Review

The Ethical Dilemma of Deservingness
What are the social justice implications of providing care to individuals
with stigmatised conditions? Provision of health care (for example)
represents a dilemma of social justice (equitable access to high quality
care) and distributive justice (high quality care is a scarce resource).
Judgements of deservingness relate to the justice or fairness of an
outcome; a just and deserved outcome is likely to be viewed with
satisfaction and approval, whereas an unjust and underserved
outcome will be met with disapproval and displeasure
(Skinner, Freeman, Feather and Roche, 2007)

Demands of Emotional Labour
Often overlooked
‘The Unbearable Fatigue of Compassion’
(Fahy, 2007, Clin Soc Work J)

• Today’s new deal at work reprises work
schemes of the late 1800’s, plus a few
meaningless perks.

The Goal
• Development of a tiered continuum of
services and supports to address the broad
spectrum of risks and harms conferred by
substance use.

The Challenge
• A fundamental challenge in responding
effectively to all potential clients is in coordinating a broad range of services and
supports.
• Providing appropriate services and supports
across a range of systems not only reduces
substances use problems but also improves a
wide range of outcomes related to health,
social functioning and criminal justice.

Workforce development
Moves the focus from individual
learners to systems change.
Targets systems enhancement,
not skills deficit.

From: Education & Training
To: Systems Thinking
• Workforce development was no longer viewed
as just comprising education and training
initiatives.
• Instead, education and training initiatives
were viewed as a subset of WFD activities that
were dependent on other strategies to be
effective

Beyond ‘train and hope’
• Training practitioners without providing
follow-up mentoring or coaching on the job is
sometimes referred to as the ‘train and hope’
approach. Research has shown this approach
to be ineffective in achieving practice change.

Figure: The different levels and components of workforce
development (Roche & Pidd, 2010)

Figure: Education and training as one element of workforce
development (Roche & Pidd, 2010)

Figure: The Human Resources for Health Action Framework (WHO, 2010, p.4)

Figure: Framework for linking health workforce requirements and supply
projections (WHO, 2010, p. 5)

Figure: Leadership and management in health care systems (WHO, 2007a)

(Skinner & Roche, 2005)

Mental health- and addiction-related drivers of a broader conceptualisation of workforce development
Area

Issues






Ageing workforces mean larger numbers of workers retiring with insufficient workers to replace them
Ageing populations resulting in increased demand for services and greater competition for health and welfare workers from other
sectors
Changing expectations of work-life balance including more workers choosing to work part time, requiring other workers to
complete the same volume of work
Increasing expectations that workplaces will be rewarding and fulfilling, contributing to higher staff turnover if they are not
The creation of new roles for workers (particularly nurses) which can draw them away from traditional roles.

Worker wellbeing





Increased awareness of worker wellbeing issues
A decrease in workplace safety and increased threats of violence
Increased risk of burn-out and compassion fatigue.

Changing trends in
mental health and
addiction problems
and clinical practices














Deinstitutionalisation of mental health clients, resulting in the potential for fractured and inconsistent access to care
Earlier intervention in the life course and with at-risk families, children and adolescents
Enhanced integration across primary/secondary and mental health and addiction services using stepped care approaches
Increasing co-occurring physical and mental health and addiction problems
Mental health and substance use problems among the elderly
Increasing efforts to reduce inequalities in service provision and outcomes
Increasing demands for family and culturally sensitive practice
Shifting patterns of substance use, particularly poly-drug use and new psychoactive substances
New pharmacotherapies and other treatment options for substance use problems
Changes in mental health services delivery away from psychotherapy and towards psychopharmacology
Enhanced consumer input into care (e.g., client-led care)
Cutbacks in prevention activities, which may result in increased demands for treatment in the future.

Structural issues






Greater emphasis on cost and practice efficiencies and interagency / intersectoral collaboration
Increased emphasis by funders on program outcomes, rather than inputs or outputs
Increased requirements for program evaluation and data and other record collection
Increasing ethical concerns about addressing workforce shortfalls by bringing in workers from developing countries.

Recruitment and
retention issues



The seven steps to effective workforce planning (Cotton, 2007) adapted for the mental health and addiction fields

STEP

TASK

Define future strategic directions for
services

Document future strategic directions and identify the core or strategic
skills needed

Scan internal and external
environments

Assess likely service provision requirements, demographic changes among staff and clients, labour
market forecasts, technology and treatment trends and workers in the educational pipeline

Model the current workforce

Model workforce demographics, characteristics, capabilities and distribution

Assess future workforce
needs and project future workforce
supply

Match anticipated characteristics and levels of treatment demand and compare this to projected
workforce supply trends across all occupations (new workers and exiting workers)

Identify gaps and develop
gap-closing strategies

Identify gaps (more workers, different skill sets or positions and work process redesign), retain workers
with needed skills, recruit or develop workers, retain essential knowledge, and build worker skills

Implement gap-closing
strategies

Implement chosen gap-closing strategies

Evaluate the effectiveness of gapclosing strategies and revise as
needed

Check that workforce planning assumptions were valid, strategies are being implemented as planned
and strategies are having the desired impact

Systems-, organisational- and individual-level measures to reduce the risk of stress and burnout

Level

System

Organisational

Individual

Strategy


Providing and supporting professional development opportunities (e.g., provision of flexible learning pathways,
grants and other workforce development funding arrangements)



Ensuring fair and adequate remuneration and other forms of reward



Promoting a positive image of the job roles



Addressing organisational funding issues



Developing strategies to address excessive workload pressures.



Conducting stress audits



Ensuring that staff have realistic job expectations and adequate employee orientation programs



Support for professional and career development



Flexible working conditions



Management training



Job redesign



Recognition and rewards




Mentoring and clinical supervision programs
Measures to better support workers



Implementing measures working smarter not harder



Maintaining a healthy lifestyle



Maintaining realistic expectations and beliefs



Seeking out a mentor or clinical supervisor.

Potential strategies to provide support for mental health and addiction workers (Skinner, 2005)
Social / emotional support

Organisation

Managers /
supervisors

Co-workers





Ensuring fairness of treatment
Providing valued rewards
Ensuring supportive supervision




Channelling/facilitating organisational support
Providing positive social interaction (praise, encouragement,
caring, respect)
Recognising and rewarding good work
Involving workers in decision-making






Providing positive social interaction (praise, encouragement,
caring, respect)

Instrumental support














Ensuring good job conditions (physical
safety, job security, promotion paths,
autonomy)
Addressing work overload
Addressing role ambiguity or conflict
Providing access to high-quality resources
and equipment

Providing help and advice
Filling in when others are absent
Assisting with heavy workloads
Providing constructive feedback
Appreciation and recognition
Sharing duties and responsibilities

Table: Theories and models with the greatest potential for use in the dissemination and implementation of
innovations in addictions treatment (Bywood et al., 2008)
Theory / model

Key features

Operant conditioning

Behaviours with positive consequences for an individual are more likely to be strengthened, whereas
those with negative or unpleasant consequences will diminish) (Reynolds, 1975).

Social learning/ Cognitive
learning theory

Knowledge acquisition can be directly related to observing others within the context of social
interactions, experiences, and outside media influences.

Theory of planned behavior

Behavior is determined by beliefs about: the consequences of the behavior; the expectations of
others; the presence of facilitators or barriers (Ajzen, 1991).

Stages of change theories

The Transtheoretical model (Prochaska & DiClemente, 1986) and the Precaution- Adoption Process
model (Riemsma et al., 2002)

PRECEDE-PROCEED model

A planning model that integrates theoretical constructs for designing a situation-specific intervention)
(Green & Kreuter, 1999).

Social marketing

Using commercial marketing techniques to influence a target population to voluntarily change their
behaviour.

Organisational development

Focusses on effective teamwork, with evidence supporting empowerment, communication and
flexibility in successful organisational change. (Rhydderch et al., 2004)

Social worlds theory

Based on negotiation and renegotiation between two or more social worlds to implement change

Organisational readiness for
Change

Integrating a number of different concepts into a model for improving practice in the substance use
treatment area (Simpson & Flynn, 2007).

Table cont.: Theories and models with the greatest potential for use in the dissemination and implementation of
innovations in addictions treatment (Bywood et al., 2008)
Theory / model
Adult Learning theory
Elaboration likelihood model

Key features
See below
Based on the assumption that attitudes guide decisions and behaviours (Petty & Cacioppo, 1986).

Self-determination theory

A theory of motivation and personality that is grounded in the concept that people are happiest and most
productive when they feel that they can control their own lives) (Ryan & Deci, 2000).

Awareness-to-adherence
model

Explains the cognitive and behavioural steps that practitioners use to implement clinical practice
guidelines) (Pathman, Konrad, Freed, Freeman, & Koch, 1996).

Diffusion of Innovations
Commitment-to-change
model
Systems theory
Complexity theory
Sticky Knowledge

Community organisation and
participatory models

Describes the process by which an innovation is communicated through certain channels over time to
members of a social system) (Rogers, 1995).
A planning model for enabling and measuring behavioural change (Mazmanian, Johnson, Zhang, Boothby,
& Yeatts, 2001).
Focuses on the interrelatedness of the different parts of an organisation / system (Forrester, 1995).
Focuses on the non-linear dynamics of adaptive systems such as health practices (Greenhalgh, Robert,
Macfarlane, Bate, & Kyriakidou, 2004).
Suggests that many of the difficulties involved in implementing innovations into practice in organisations
occur because knowledge is sticky and difficult to move (Elwyn, Taubert, & Kowalczuk, 2007).
Involves a process of helping a group to identify common problems, gather resources and develop and
implement strategies to achieve specific mutual goals) (Rimer & Glanz, 2005).

Approaches to enhance the uptake of innovation among health professionals (Bywood et al. 2008)
Issue

Characteristics of messages

Recommended approach











Structural factors





Give clear and succinct messages, providing accurate, evidence-based information
Use focussed learning objectives that require small practical changes
Use an interactive format that is appealing, persuasive and encourages participation
Use tailored information that is personalised, modified to the local setting and relevant to
practitioner and client needs
Use reinforced messages, with additional materials and support
Sustain the messages over a long period
Have a reliable and credible information source.

Have clear identification of roles and activities
Involve systems or procedures that are accessible and easy to use, with little effort required
to comply
Include an assessment of, and focus on, barriers to change
Address change at multiple levels, including the individual practitioner behaviour,
organisational structure and culture, and health system policy
Involve organisational changes that require practitioners to respond or take action (e.g.,
automatic prompts and obligatory responses)

Figure: Tiers of activity involving different services/workers.

Contributions of different occupational groups to reducing
AOD-related harm by tiers of activity

Tier 4: Services for people with complex needs,
specialist withdrawal management, residential
rehab.
Tier 3: Specialist assessment and referral, corrections,
case management, relapse prevention, community
pharmacotherapy, counselling
Tier 2: Primary healthcare, community services,
information services, NSPs, peer support, selfhelp groups
Tier 1: Whole of population focus, prevention,
social determinants, education, law
enforcement, community services

Figure: Wrap-around services, particularly for clients with complex needs

The Need For a Theoretical Framework
• A theoretical framework is necessary to:
– Understand why/how organisational factors influence
workers behaviour
– Aid in generalisation and accumulation of research
findings
– Contribute to the development of interventions
designed to change workers’ behaviour

• Identified the Theory of Planned Behaviour as
potentially useful theoretical framework

Theory of Planned Behaviour

Attitude

Intention

Behaviour

Norms
(Approval /
Encouragement)

Perceived
Behavioural
1. Self-efficacy (Ease/Difficulty)
Control
2. Controllability

Theory of Planned Behaviour

• The theoretical predictors are asserted to be the
most proximal predictors of behaviour
• i.e., any more distal variables, such as personality
traits or organisational factors, only influence
behaviour through these theoretical predictors
• Can the theory account for (mediate) the
influence of organisational factors on workers’
behaviour?

Organisational Factors Identified in One Study
1. Autonomy
2. Workload

3. Co-worker support
4. Supervisor support
5. Role legitimacy (how legitimate a part of their job they felt
addressing smoking to be)

6. Role adequacy (confidence and skills)
7. Organisational policy on smoking
8. Education or training

Key Requirements

Role Perceptions

Outcomes
Nurses (N=223)
Mental Health Professionals N=128)

Role support
.35***
.34***

Experience

00
.04
Role legitimacy
.06
-.03

.23**
.10

Job satisfaction
.57***
.68***

.53***
.27**

AOD-related
education
.24***
.14

Role adequacy

Work motivation
.20*
.40***

Perceived usefulness
of education

.37***
.18

Skinner, Roche, Freeman, Addy (2005). Responding to alcohol and other drug issues: the effect of role adequacy
and role legitimacy on motivation and satisfaction. Drugs: Education, Prevention and Policy.

Survey: Structural Equation Model
Norms
.30***
40%
.27***
Intention

29%
Behaviour

Attitudes
.29***
.28***

.19***
.32***

Self-efficacy

*** p < .001

Controllability dimension of perceived behavioural control was
not related to other variables

Intention x
Self-efficacy

Survey: Structural Equation Model
30%
.11*
Policy

Norms
.30***
.51***

40%
25%

.27***

Intention

29%

Behaviour

Attitudes
Role
legitimacy

.29***
.50***
.28***
.40***

.19***

37%
.32***

Role
adequacy

.28***

Self-efficacy

* p < .05, *** p < .001
Direct paths from organisational factors to behaviour were not significant
Education and training had no direct effects on behaviour or predictors,
but was significantly related to role adequacy and role legitimacy

Intention x
Self-efficacy

5 Emerging Imperatives
1.
2.
3.
4.
5.

Transforming the Workforce – battling for talent
The Knowledge Economy – learning to compete
Corporate Social Responsibility
Duty of Care – managing your risk
Business Continuity
(Simon Carter (2006), Sustaining the vitality of Australian businesses.
The critical role of buildings and workplaces. Colliers International)

Sustaining organizational culture
change in health systems

www.nceta.flinders.edu.au

