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EVALUATION OF THE ALCOHOL MANDATORY TREATMENT PROGRAM 
FINDINGS, RECOMMENDATIONS AND GOVERNMENT RESPONSE 

 
 
The Alcohol Mandatory Treatment Act (AMT Act), commencing  in July 2013, was a CLP Government policy and strategy aimed at reducing alcohol-related 
harm by directing into appropriate treatment options those problem drinkers who might be unlikely or unable to voluntarily access treatment.  
 
In accordance with Government commitments, an independent evaluation of the AMT program was commissioned in late 2015, undertaken by 
PricewaterhouseCoopers Indigenous Consulting (PIC) in partnership with Menzies School of Health Research (Menzies) over a period of 12 months.  The 
evaluation was conducted with ethics approval from the Top End and Central Australia Research Ethics Committees.   
 
An Evaluation Steering Committee operating at arm’s length from the researchers and coordinated by the Department of Health Office of Evaluation 
provided content advice and guidance to the researchers. 
 
The table below presents the findings from the evaluation, and the Territory Labor Government’s response to each of the 28 recommendations.  The 
recommendations in the Evaluation Report are not presented in priority order but rather as they relate to findings about the overall program, against the 
five evaluation questions, and about the evaluation and data limitations. 
 
Overall AMT Program and Service System 

 FINDINGS 

 
The AMT program was implemented and rolled out over a short timeframe without: 

 the benefit of having a similar program to inform the planning process 

 comprehensive data about the specific needs of the client group or the risk factors that influence their levels of alcohol consumption or their 
ability to make long-term lifestyle changes following AMT treatment 

 program logic to guide policies, procedures and systems along with effective data collection to enable performance evaluation 

 consistent understanding by service providers how AMT should work. 
 
The AMT trigger uses very selective criteria of Protective Custody that target a relatively small number of people, so the investment is narrowly 
focused and less cost effective than if the program design addressed risk factors and had a significant prevention and early intervention approach. 
Although the legislation was changed to enable medical practitioners to refer people into AMT, this pathway has been rarely used. It is therefore 
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unknown how many people in the Northern Territory would be eligible for AMT if entry pathways were made available through the healthcare and 
community care systems.  
 
Arguably, the AMT program has failed to adequately address the needs of the client group or reach a significant proportion of the population who 
may benefit from accessing assessment and treatment services (given the Territory has the highest alcohol consumption in Australia).  
 
A whole of government and cross-sector approach is critical in any future system, not confined to police, justice and health departments but also 
including Centrelink, housing and other social services. Achieving sustained change for people requires collaboration and coordination of activities 
between government service providers and the community-based treatment and wraparound support agencies. 

NO. RECOMMENDATION GOVERNMENT RESPONSE 

1 Develop a program logic model at the outset of any future initiatives to 
ensure that systems and resources are in place so people who enter the 
system have the highest likelihood of proceeding to the treatment phase 
and the program can achieve optimal outcomes for vulnerable and hard 
to reach people. 

Agreed.  

The Department will ensure that future initiatives and programs have 
clearly defined program logic with systems in place to monitor 
achievement of optimal outcomes. 

2 Engage with social service providers in the community, current AOD 
clients, their families, and other key stakeholders to assess the current 
demand for services, identify service gaps and develop cross-sector 
capacity to deliver a range of appropriate programs and services for 
people based on the needs of NT communities, families and individuals. 

Agreed. 

Projects are being undertaken by the Department, the peak body and 
the sector to determine the needs of the community. 

3 Invest in culturally appropriate alcohol related harm prevention and early 
intervention programs that are developed in consultation with local 
stakeholders and delivered in NT communities for young people, and 
other high risk groups with high alcohol consumption. 

Agreed. 

There are a number of programs currently available through the Alcohol 
Action Initiatives to support young people and other high risk groups in 
remote communities. The Department continues to adopt culturally 
appropriate practices and approaches in AOD program development. 

4 Strengthen cross-agency and cross-sector communication and 
networking processes in each region to enhance understanding of the 
local service system and encourage collaboration and partnership across 
services and sectors. 

Agreed. 

Ongoing forums, meetings and conferences occur across the AOD Sector 
and Government agencies to enhance understanding, pathways, 
systems and services. Additional opportunities for communication and 
networking will be pursued. Integrated approaches to case 
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management are continually developing across the Northern Territory 
Government with service providers. 

5 Invest in cross-sector outreach services to homeless people in the major 
centres, supported by medical practitioners, assessment clinicians, case 
managers, police, housing and justice workers, supported by 
accommodation options that are more flexible and have access to 
wraparound services. 

Agreed in principle.  

As for (4) above. Additional resources for investment in social housing 
are required. 

 

  



April 2017                                                                                      4 
 

Question 1: To what extent are the aims of the AMT being achieved for the client group? 

 FINDINGS 

 
Data examined for 2014-15 found: 

 810 people met the AMT trigger but only 301 received a treatment order, including 190 with at least one episode of mandatory residential 
treatment 

 almost all were Indigenous, and equal proportions of males and females 

 they had not been reached by the usual alcohol rehabilitation services 

 they most often presented with multiple issues including chronic health conditions and mental health issues, and also homelessness when 
drinking in town, and experiences of violence, conflict, grief and trauma leading to alcohol consumption. 

 
Not all individuals commenced their community treatment orders or completed them. Mandatory treatment clients often absconded and were re-
apprehended by police. 
 
The case studies showed that, when someone does undergo withdrawal and assessment and completes residential treatment orders, they benefit 
at least in the short term from the improved living conditions, nourishment, adult health checks, screening and follow up, and dental care that could 
result in longer term improvements. The role of health staff and a qualified senior assessment clinician was critical to the safe withdrawal process 
and the completion of comprehensive assessments to guide treatment planning. It is not clear whether or to what extent the short-term health and 
wellbeing improvements will be sustained over time, however, the reviewers considered very few people accrue long-term benefits from just one 
episode of residential treatment.  
 
The chronic nature of AMT clients’ drinking and associated health problems indicate that people are likely to need multiple and ongoing treatment 
and care episodes in order to receive sustained benefit. Participation in residential treatment may achieve sustained behaviour change if the 
participant is exposed long enough and often enough. The reviewers consider that, as the program currently operates, the client does not get 
enough exposure to treatment for it to achieve sustained positive results. Long-term chronic risky alcohol consumption will require a service system 
that retains people in the system, expecting them to relapse as part of the behaviour change process and to learn from each attempt at changing 
behaviour. This recognised process of behaviour change should be accounted for in a long-term service model.  
 
Despite the improvements for some participants, the evaluation team considered that the AMT program could be better targeted and focused as 
the most vulnerable chronic drinkers do not penetrate the system far enough to participate in or complete treatment or they fail to engage in 
treatment sufficiently to receive any beneficial effect. Therefore the aims of the program are not achieved for them.  
 
The evaluation found that 77 per cent do not complete an assessment and have a treatment plan prepared. There are multiple reasons for people 
‘leaking out’ of the system before reaching the treatment phase, including police not being able to positively identify people, the person having 
mental health or other acute health issues that need to be addressed, people having outstanding warrants, assessment beds not being available, the 
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time for assessment taking longer than allowable under the legislation, or the person absconding from assessment. The workload for NT Police and 
the acute care sector alone is heavily impacted by this group, and any reduction in the numbers of antisocial drinkers and the number of events they 
generate would have a significant impact on workload and wellbeing.  
 
The AMT program does not address the underlying social and cultural determinants of risky alcohol consumption. The current treatment models 
and period of three months is not long enough to address contributing factors such as housing stress, deep trauma and cognitive impairment. 

 
RECOMMENDATIONS GOVERNMENT RESPONSE 

6 Ensure comprehensive clinical assessment services are available to 
people engaging in chronic, long-term harmful alcohol use to inform 
treatment planning, assess cognitive capacity and identify health and 
safety risks. 

Agreed. 

The Banned Drinker Register model will provide an integrated 
assessment service and treatment pathways which are client-centred 
and focused on supporting sustained behavioural change. 

Services available to people on the BDR will be underpinned by a health 
focused risk management approach to engage clients by providing 
timely access to therapeutic support – the right support at the right 
time. 

7 Ensure safe withdrawal facilities are available in all major centres, 
operating with clear primary health care policies and procedures and 
skilled clinicians identifying and managing the health risks of clients with 
harmful alcohol use. 

8 Implement a comprehensive, client-centred and health-focused risk-
management approach to working with people engaging in chronic, long-
term harmful alcohol use so that immediate and longer term health risks 
can be identified, addressed and or managed. 

9 Develop an integrated Client Management System to record all 
demographic and health related data, along with risk factors for all 
individuals in any future alcohol assessment and treatment system. Such 
a  system should include documentation of ongoing case management 
and tracking of the client’s progress as they engage with wraparound 
service providers and treatment will build an evidence base for program 
effectiveness, support a cross-agency approach and help to ensure that 
funding is directed into programs and services that deliver optimum 
outcomes. 

Agreed. 

The Department of Health is procuring a whole-of-public health system 
electronic clinical records system that will meet the objectives of this 
recommendation. These requirements are reflected in the new system’s 
scope. 

10 Review reporting requirements for all non-government community 
treatment providers, and wraparound aftercare services so that 

Agreed. 

Reporting requirements are being revised for all AOD services funded by 
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compliance with treatment orders can be monitored and client outcomes 
recorded. 

the Department.  

The Department is developing client-related outcome measures that 
will be reported by all treatment services. 

11 Develop future initiatives and programs based on a longitudinal model of 
care that includes processes that allow people to enter and exit the 
program multiple times, and to learn from each attempt at changing 
behaviour, supported by a case management or care coordination 
approach throughout the various episodes of treatment and aftercare. 

Agreed. 

The BDR model will provide for this. The integrated assessment and 
treatment service will facilitate a longitudinal model of care and follow 
BDR clients through their care pathway. 
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Question 2: What is the relationship between a client’s engagement in the program and identified outcomes? 

 
FINDINGS 

 
AMT participants are disproportionately Indigenous (97 per cent of AMT participants compared to 30 per cent of the NT population). The evaluation 
considered that the ability for clients to engage fully in treatment can be impacted by many things including language, feeling culturally safe being 
away from home and family, and cognitive impairment. 
 
The evaluation found that AMT clients who were able to reconnect with family, especially non-drinking family members, experienced positive 
outcomes such as return to communities and stopping drinking, as well as being motivated to change and complete treatment so they can return 
home. Case study participants and service providers talked positively about Return to Country programs and connecting with community-based 
services and supports to sustain non-drinking behaviour. However, the changes in drinking patterns and associated improvements in health and 
social functioning were not always sustained. The data and case stories found there was a need to find ways to enable people to participate in 
multiple treatment episodes as well as to reconnect with family and/or return home to communities quickly after the program. 
 
For repeat clients, the benefits appear to start to accumulate. It is evident when examining multiple assessment records for a repeat participant 
over time that there are changes to the stages in the cycle of behaviour change. Clients can be seen to move from a pre-contemplative phase to 
considering the need for behaviour change to active engagement in planning to reduce risky levels of alcohol consumptions in the future. The 
protective custody recidivism rates in the limited follow-up period (up to 12 months for some) indicate they are unable to carry this out without 
relapse. There is evidence that some people reduce their risky alcohol consumption by drinking less, or less often, or by returning home to dry 
communities or family groups, at least for a period of time. However, the data collection methods are not yet robust enough to enable those 
involved in working with these individuals to monitor and see improvements over time, and across the various services within the system of care.  
 
The service system should therefore allow for periods of restricted detainment for assessment as well as more voluntary, non-residential, possibly 
incentivised treatment to improve the impact on the client group. 

 RECOMMENDATIONS GOVERNMENT RESPONSE 

12 Engage and consult with Aboriginal and Torres Strait Islander people and 
their communities regarding the development of any future programs, as 
well as ensuring involvement in the leadership and operation of services, 
and engagement in the monitoring and evaluation of any programs and 
services. 

Agreed. 

13 Develop best practice protocols that draw on effective mainstream 
treatment programs that have an established evidence base of what 
works, and tailor for Aboriginal and Torres Strait Islander people with the 

Agreed.  

This approach has been adopted in designing the BDR model of 
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support of community and representative organisations, as part of a 
planned, integrated set of treatment options recommended by the 
Northern Territory Government for use by service providers including 
non-government funded programs. 

therapeutic support, and will be reviewed and evaluated after the first 
three-six months of operation, before advice is provided to Government 
on any further strengthening required with the model. 

14 Engage the Aboriginal Interpreter Service to translate educational 
material for use by treatment programs and discuss how they can further 
assist with the effectiveness of group treatment sessions. 

Agreed. 

15 Continue to invest in building a culturally competent AOD workforce and 
increasing the number of AOD trained Aboriginal people across the NT 
available to work in AOD prevention, early intervention and treatment 
services. 

Agreed.  

This is an essential component of the BDR model of therapeutic services 
available to people on the BDR, particularly in the specialised 
assessment and withdrawal services. 

16 Ensure that any future service system is equipped to deal with people 
with severe cognitive impairment and have options available for people 
who may not be able to effectively engage with and benefit from 
treatment programs. 

Agreed in principle.  

This requires an integrated clinical response and the Department will 
work closely with the Health Services on this. 

17 Develop the capacity for future assessment and treatment services to 
facilitate reconnection with non-drinking family members to allow family 
members to be engaged in aftercare planning, and for clients to be 
assisted to return home to communities and be connected to local 
support services. 

Agreed in principle. 

This recommendation refers to the Return to Country program. 
Discussions are being undertaken between NTG agencies on this 
recommendation. 

18 Provide clients in treatment with pathways to appropriate support 
networks within their communities where they can continue to be 
supported to access ongoing treatments to reduce alcohol related harm. 

Agreed. 

Aftercare programs provide pathways to appropriate support networks 
and are available in all Territory urban and regional centres.  

19 During treatment, involve clients in developing their own alcohol related 
harm reduction and aftercare plan with their case manager so that it is 
most relevant to their needs so they are willing to engage fully in a 
treatment option likely to provide them the most benefit in reducing 
alcohol related harm. 

Agreed.  

Care will be planned using a recovery model which puts a person at the 
centre of their recovery. 
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Question 3: How does each service model operate? 

 
FINDINGS 

 
The AMT program involves a mix of services operated by non-government service providers as well as government agencies and statutory 
authorities, all working as one system of care and support. Despite slight operational and service capacity differences, the evaluation found that the 
overall roles and responsibilities of the different services were consistent across the NT regions and similarly, the roles of the NT wide system 
functions such as the AMT Tribunal, advocates, interpreters and Community Visitors were consistent across regions.  
 
NT Police frontline responses to intoxication largely determine who comes into protective custody and therefore who becomes eligible to meet the 
AMT trigger. Once in protective custody, the procedures police follow were all fairly consistent across regions and locations. Similarly, the activities 
and operations of the assessment centres were found to be very similar and following a common model. 
 
There were differences in the way the mandatory residential treatment services deliver their treatment programs to AMT clients, with each provider 
having developed its own program model over time in response to the needs of its own client groups. Both services employ staff with qualifications 
in AOD service delivery, and both have a strong focus on the professional development of their teams. Although the evaluation found there was no 
AMT treatment model prescribed in NT policy, there was also no relevant and evaluated mandatory residential treatment model in the national and 
international literature. Consequently, the development of tailored approaches over time has been appropriate; however, there is an opportunity to 
review all treatment services to develop and articulate future treatment models for use in the NT.  

The roles of the Senior Assessment Clinician (SAC) and Senior Treatment Clinician (STC) were found to be critical to the delivery of comprehensive 
assessments, as well as to the coordination of care across assessment and treatment centres, and to the treatment and aftercare planning for 
clients. The employment of qualified clinicians in these roles was reported to have been essential to a holistic and multidisciplinary approach. 
However, stakeholders were concerned about the ability to recruit and retain staff in these roles at times, and the effect on system operations when 
these roles are not filled. The evaluation team considered that there remains some confusion about the responsibilities of these two roles in relation 
to the external treatment service providers. 

 RECOMMENDATIONS GOVERNMENT RESPONSE 

20 Review the community residential treatment service sector to inform 
decisions about models of care, location and bed capacity required in 
future so the range of treatment services is matched to demand and the 
needs of the largely long-term chronically homeless Aboriginal client 
group who engage in chronic, long-term harmful alcohol use. 

Agreed.  

This work is under way as part of the review of all AOD service provider 
grant funding arrangements, consistent with the NTG policy on long-
term funding agreements with NGO services. 

21 Employ skilled AOD staff in assessment and care coordination roles in any 
future system for Aboriginal client group who engage in chronic, long-

Agreed. 
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term harmful alcohol use. The workforce required for specialised alcohol assessment, withdrawal 
and treatment services is included in the planning for the reintroduction 
of the BDR model. 
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Question 4: Has the service model been implemented as intended and is the uptake as predicted? 

 
FINDINGS 

 
At the outset of the design of the AMT program, the government implementation team obtained information from the NT Police about the number 
of people being taken into protective custody in the preceding years and used this to inform decisions about the capacity for the assessment and 
treatment services. However, this information was not available to the Evaluation Team and so it has not been possible to assess the extent to 
which the program uptake has occurred as predicted.  
 
The AMT program was implemented without a program logic or theory of change model and without an evaluation framework so a logic model was 
developed retrospectively as part of the evaluation.  The intention was that the program logic would provide a sound and consistent baseline, 
against which the program and services could be evaluated. While the development process did assist the team to understand the AMT program, 
the measures in the model could either not be defined clearly enough or the data was not being collected for many of the outputs and outcomes.  
 
The AMT program has evolved continuously as staff began operating the new services while still building the program model and developing policies 
and procedures, but there has always been a focus on delivering services that would improve outcomes for clients. The continually changing service 
system has meant that implementation has been ongoing and there has not been a single point in time against which to measure.  
 
The main implementation challenges and issues identified were: 

 Significant opposition to mandatory treatment from the community and legal sectors which raised ethical concerns about depriving a person of 
their liberty for the purposes of providing treatment for a health issue 

 Oversight and monitoring functions were assigned to the Community Visitor Program (CVP), which did not begin visiting the assessment 
facilities and treatment centres until December 2013. Roles and responsibilities were not well understood 

 The advocates representing clients at AMT Tribunal hearings did not begin until November 2013 in Darwin and Katherine, and June 2014 in 
Alice Springs. Consequently, there was some initial confusion about roles and differences between legal representation and the role of an 
advocate 

 Interpretation of some parts of the AMT Act and Police Administration Act differed at times. In some instances the services were initially 
unsure how they should act in certain circumstances 

 The differences in interpretation of the ‘least restrictive’ option in the context of tribunal hearings and treatment plans by advocates, tribunal 
members and SACs 

 A large number of people who met the trigger for AMT did not proceed to treatment for a variety of reasons including challenging behaviours, 
acute health or mental health issues and outstanding warrants being identified during assessment. These people still need assistance with their 
alcohol misuse but the AMT program has not met their needs 

 Despite the inclusion of a voluntary pathway for access to AMT assessment and treatment in 2015, no clients entered the program that way 

 Little focus was given to aftercare in the initial development and implementation of the AMT program. 
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 RECOMMENDATIONS GOVERNMENT RESPONSE 

22 Ensure voluntary pathways into residential treatment exist for people 
who engage in chronic, long-term harmful alcohol use who wish to access 
this form of treatment, supported by access to a comprehensive 
assessment to inform treatment planning and support options. 

Agreed.  

Voluntary pathways through assessment into residential treatment for 
alcohol misuse exist now and will be further developed as therapeutic 
options for people on the BDR.  

23 Consider the most appropriate referral pathways for young people who 
engage in chronic, long-term harmful alcohol use and are taken into 
protective custody by police to enable this client group and their families 
to be assessed and offered access to treatment and wraparound support 
services. 

The Government is investing in increased youth and family services as 
part of an election commitment for delivery in 2017/18. 

24 Develop referral pathways to assessment that recognise that some 
people who engage in chronic, long-term harmful alcohol use may have 
challenging behaviours that have not resulted in them being charged 
with an offence, or being admitted to an inpatient mental health facility, 
but which make assessment in a congregate care setting very difficult. 

As for (22). 

25 Develop future programs with aftercare as an integral and intensive 
component of the service system, enabling regular contact with clients 
who engage in chronic, long-term harmful alcohol use to provide ongoing 
treatment and support. 

Agreed. This will be developed into the therapeutic options for people 
on the BDR. 
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Question 5: Is the service model and its delivery in each location cost effective? 

 
FINDINGS 

 
In the order of $59 million has been allocated for the core services in the AMT program since July 2013. The actual level of expenditure and the 
indirect costs of providing other services to the client group could not be determined by the Evaluation Team.  
 
The data shows that there were 1745 occasions when a person entered the assessment point of the AMT system between July 2013 and July 2016 
including many people who had more than one occasion in those three years. The data also shows that these people not only had high rates of 
presentations to police protective custody that resulted in them meeting the AMT trigger, they also had many emergency department and hospital 
admissions during that time.  
 
A detailed cost effectiveness analysis of the AMT program was impeded by:  

 a lack of detailed expenditure information for each element of the AMT program, such as fixed and variable costs, and clear differentiation 
between capital and operational costs  

 combined budget allocations for assessment and treatment services operated by the Top End Health Service in Darwin until the treatment 
service began being operated by a non-government provider  

 lack of reliable and complete client data at each point of the system  

 lack of a cost benefit indicator model for the AMT program.  
 
Comparing costs of mandatory residential treatment to community residential treatment in the NT was undertaken with available data and showed 
significant cost differences for both open and completed episodes of treatment. Although the average length of stay of closed episodes of treatment 
completed in both types of services was comparable, the average cost of an open episode of treatment in the community residential treatment 
services was $8336 or 22 per cent of the average cost in mandatory residential treatment at $37 677. The average cost of a closed episode of 
completed treatment in the community residential treatment services was $17 830 or 31 per cent of the average cost in mandatory residential 
treatment at $57 731.  
 
Regional cost comparisons were also undertaken but only for assessment and treatment services in 2015-16. It showed that the costs of assessment 
varied year on year and by region, and that there is a higher cost per episode of mandatory residential treatment in Darwin than in Alice Springs. 
 

 RECOMMENDATIONS GOVERNMENT RESPONSE 

26 Develop a strategic approach to fund government and contracted 
community services providers for all future programs and initiatives to 
reducing alcohol related harm. Adopting a planning, monitoring and 
reporting framework such as Results Based Accountability that can be 

Agreed. 

Government has committed to long-term funding agreements to be 
negotiated and implemented with clear service specifications and 
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embedded into program design, service specifications and funding 
contracts will help to ensure that investment is directed where it can be 
most cost effective. 

reporting requirements. These new agreements are intended to 
commence from 1 July 2017. 
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Evaluation/Data Limitations 

 FINDINGS 

 
The short timeframe in which the AMT program was implemented, the fact that the program is possibly the only system like it in the world (as per 
the literature review), and the changes to the system once implemented presented challenges for evaluation. Without a clearly articulated program 
logic, baselines for quantitative data and defined anticipated outcomes, it is difficult to measure changes over time (i.e. before AMT and post AMT) 
for people who participated in the program.  
 
The AMT program was not designed with any monitoring, evaluation and reporting framework in place, so there is limited data available. Very little 
is documented in regards to the pathways, causal and risk factors leading to an individual reaching the trigger point for the AMT program. The 
evolving nature of the legislation, services and processes meant that data provided was not always in a comparable format.  The evaluation time 
period specified by the Department of Health was 2014-15 and meant that longer term client outcomes could not be measured. It also meant that 
post AMT evaluation varied between individuals depending on the timing of their treatment in the evaluation period. Repeat clients, the different 
stages of exiting the system and multiple treatment orders made it challenging to establish clearly who was in the comparison group and who was in 
the AMT participant group. 
 
The AMT system has no client level end to end tracking capability and so the evaluation did not have sufficient information to accurately evaluate 
the effectiveness of the treatment orders, whether one type was more effective than another or to assess the impact of non-compliance.  
 
The main data issues were that there was insufficient information in relation to when people left or failed to complete community treatment orders, 
aftercare information was not consistently collected, and the Tribunal data was manually recorded and incomplete in terms of specific client 
demographic information, with outcomes recorded inconsistently in free text format.  The hospital records for Emergency Department categories 
did not always clearly differentiate those presentations that may be partially attributable to alcohol from those that were unrelated and they used a 
variety of descriptive codes which may not have the same underlying health condition or cause. 
 
In summary, the electronic management and data collection systems and protocols for both the NT Health and non-government service providers 
have impeded the measurement of program outcomes. The benefit of a client level shared record that can be tracked with the client is essential in 
monitoring the long-term impacts of any interventions. 

 RECOMMENDATIONS GOVERNMENT RESPONSE 

27 Facilitate a cross-agency approach to electronic record keeping and data 
collection so information can be shared between relevant agencies. 

Agreed in principle. 

This requires a whole of government approach to electronic document 
records management. The Department will work with DCIS and other 
agencies on this. 
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28 NT Health engages with acute services and other healthcare providers in 
the NT so that alcohol related and partially alcohol-attributable diseases 
and events are recorded and coded consistently and shared between 
relevant stakeholders involved in reducing alcohol related harm. 

Agreed. 

This requirement will be considered for inclusion in the data and 
evaluation framework to be developed as part of the BDR program. 

 


