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PREFACE 

This report describes the Living With Alcohol Program through its initial establishment 
period up to the end of June 1993 . It is intended to document program development 
and provide baseline information for monitoring and evaluating progress up to that 

. point. 

The description is not exhaustive, principally because this report is designed to give an 
account of the program as a Territory-wide initiative. There is no attempt to present 
detailed information about the more localised and limited projects and activities 
undertaken within the program. Although those aspects of the program have strategic 
importance, further information about their contributions can be sought separately. 
This report concentrates on the more major developments and achievements of the 
program, providing an overview of the program and its constituent parts. 

It must be acknowledged that the Living With Alcohol Program works in collaboration 
with a wide variety of other agencies, organisations and departments. While the 
program has provided leadership, it is the combined etf orts and cooperation of all 
those who have participated with and supported the program which has enabled the 
program to establish itself and progress as it has. The contributions of those others is 
appreciated. 

Finally, it must be noted that while the initial stages of the program were implemented 
from November of 1991 , full funding arrangements were not in place until five months 
later. 

ii 
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BACKGROUND 

EXTENT OF ALCOHOL-RELATED COSTS 

Irresponsible use of alcohol can exact enormous costs from the community. There are 
the financial costs associated with the provision of treatment, rehabilitation and other 
health care, the enforcement of legislation and regulation, and the provision of 
correctional and welfare services. There is also lost revenue as a result of diminished 
productivity. Opportunity costs are incurred too, as money which could be directed 
toward other activities and resources within the community is instead spent on 
addressing problems arising from alcohol use. Finally there are the less tangible but no 
less drastic social and personal costs of pain and suffering which result from family 
breakdown, violence, disability, crime and a host of other outcomes. In 1988 these 
various costs were estimated to be more than $6 billion nationallyl . 

Various indicators of harm show that the alcohol costs borne by the Northern Territory 
have been exceptionally high over recent years: 

• In 1990 the financial burden arising from alcohol in the Northern Territory was 
estimated to be nearly $150 million, or approximately $1,000 for every resident. 2,3 

• Harmful levels of consumption are twice as prevalent in the Northern Territory as 
in Australia as a whole. 4 

• Apparent per capita consumption of absolute alcohol in the Territory is 70% higher 
than the consumption rate for Australia as a whole. 4,5 

• On average Territory drinkers consume 50% more than the national average and at 
least 40% more than any other individual state. 4 

• Nearly one out of every two 12 year-old students through to 82% of 17 year-old 
students are regular or occasional drinkers. 6 

• Approximately 3,000 Territory secondary school students, or about 30%, are 
regular drinkers and more than half of these are aged 15 or 16.3,6 

• In 1989/90 household expenditure on beer in the Territory was twice the national 
average, and overall expenditure on alcohol in the Territory was 80% higher than 
the national average. 7 

• Alcohol is involved in one out of every two road deaths. 8 

• In 1989 the percentage of driver and motorcycle deaths attributed to alcohol was 
50% higher than the national average. 9 

• Alcohol plays a part in over 50% of all arrests and summons and three-quarters of 
homicides have been alcohol-related. 8 

{/U J.I/O /;, 
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• In 1989/90 there were over 30,000 incidents of people being taken into protective 
custody by Police for public drunkenness. 8 

• In 1992 more than half of all adult Community Service Orders were for alcohol
related offences. 10 

• In 1991/92 three-quarters of sentenced prisoners reported that alcohol was a factor 
in their offending. IO 

• One-fifth of adult, non-obstetric hospital admissions are due to alcohol. 2 

• In 1984 hospital separations for selected alcohol illnesses were 2 to 5 times higher 
in the Northern Territory than in other states. 8 

• In 1986 the proportion of all deaths which were alcohol-related in the Territory 
was three times higher than for the nation as a whole. 8 

• Nine out of every ten admissions to Northern Territory alcohol and drug treatment 
agencies in 1988/89 were alcohol-related. I I 

LIVING WITH ALCOHOL PROGRAM 

Following a public enquiry by the Sessional Committee on Use and Abuse of Alcohol 
by the Community2, in late 1991 the Northern Territory Government embarked on an 
innovative program to address the prevalence of alcohol-related problems. . 

While accepting that alcohol is an integral part of the social fabric and lifestyle of the 
Northern Territory and that drinking is a common source of pleasure and enjoyment, 
the government acknowledged that abuse and misuse can result in considerable harm 
to individuals, families and the community as a whole. Therefore, consistent with the 
national alcohol policy12, the government has sought to minimise alcohol-related harm 
by reinforcing responsible and sensible alcohol use. This approach accepts that 
different people are at varying levels of risk from alcohol and that a range of strategies 
and solutions are needed to deal with those risks. These responses can range from 
prevention and early interventions, intent on stopping the onset or escalation of harm, 
through to treatments that attempt to reduce the severity of problems that arise from 
chronic and acute intoxication. 13 

With community.support, the government is committed to reducing the extent of 
alcohol-related harm in the community to national levels by the year 2000: specifically 
reducing alcohol-related crimes and road fatalities and accidents by half and apparent 
consumption by 40 percent. Thereafter, effort will be directed at reducing harm to 
below national levels. The government is dedicated to providing leadership, creating a 
supportive environment and providing the resources necessary to pursue these 
objectives effectively. 

To achieve these objectives, the Living With Alcohol Program was introduced in 
November 1991. The program is unique in Australia. It is resourced from a levy 
imposed on liquor with an alcohol content greater than three percent. This levy, 
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however, was not implemented until the beginning of April 1992 and funds were first 
paid into the Living With Alcohol Trust Account in August of that year. By the end of 
June 1993 the levy had returned $6,756,670. 

This money is allocated exclusively for projects and activities expected to contribute to 
reduced levels of alcohol-related harm. More specifically the money is directed toward 
mass media and targeted education and information campaigns, community 
development projects, regulation and law enforcement, professional development and 
training, treatment and rehabilitation services, and research and evaluation activities. 

In May and June of 1993 the financial operations of the program were audited by the 
Auditor General. The accounting system was found to be thorough and appropriate, 
ensuring that the expenditure of levy monies is both justified and legitimate and thereby 
protecting the public interest. 

Until July 1993 the program was developed and administered by the Alcohol Policy 
Unit within the Department of the Chief Minister. Staff included a Director, a policy 
adviser, a finance/administrative officer and a secretary. The Unit was responsible for 
formulating policy and determining appropriate infrastructures to implement and co
ordinate program activities across government and non-government sectors. It was 
also accountable for the expenditure of the program, making sure funds and resources 
were allocated for optimal effect. In addition, three consultants were engaged to bring 
expertise in training and professional development, research and program evaluation, 
and service planning and evaluation for community-based agencies. 

While appreciating the broad context of alcohol use, the Living With Alcohol Progam, 
through the Alcohol Policy Unit, has provided an integrated framework that links the 
cultural and social elements of life in the Territory with regulatory and legislative 
controls and treatment and rehabilitation services. It has adopted a collaborative 
approach that takes advantage of existing initiatives and collective knowledge and 
expenence. 

Because alcohol-related harm impacts variously on the work of a range of groups and 
institutions, cooperative relationships have also been emphasised. These relationships 
are essential for ensuring that activities and messages are complementary, goals are 
common and that ideas and knowledge are sh~red. 

The Living With Alcohol Program recognises that a range of strategies and services 
are necessary to provide different solutions for different people in different situations at 
different times. In short it accepts that there is no single problem to address nor one 
client group to satisfy. 

There are different kinds of alcohol-related harm in the community ( e.g. harmful 
drinking pattens, associated violence, health complications, loss of productivity, etc) so 
there is a need for different kinds of interventions and solutions. It is also 
acknowledged that a variety of people are affected by alcohol and that the needs of 
people change over time and will differ across locations. Consequently, the Living 
With Alcohol Program seeks to provide a suitable range of responses that is sensitive 
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to the types of problems that exist, the types of people affected, and variations in 
location and time. 

The program is also aware that the Northern Territory differs from other parts of the 
country in a variety of ways and that strategies, no matter how successful they have 
been elsewhere, cannot simply be transplanted to the local context. Either innovative 
strategies need to be designed and trialed or strategies developed in other places 
probably need to be modified for local conditions. 

The strategic approach of the program in its first months of operation has seen 
significant initiatives in community education about alcohol, the enhancement of 
treatment and care services, the monitoring and evaluation of the overall program and 
individual components, and rational distribution of resources and improved and 
integrated approach. 

PROGRAM COMPONENTS 

There are a number of specific components to the program. While the program is 
expanding into other areas, to June 1993 these components concentrated on 
community education, professional training and development, the delivery of treatment 
and rehabilitation services, and research and evaluation. 

GRANTS 

A grants program was introduced to provide resources that would reinforce, enhance 
and supplement the services and strategies already operating and contributing 
effectively to reductions in alcohol-related harm. As Table 1 shows, up to the end of 
June 1993 approval was given for 87 grants for a total of$3,444,988. This represents 
a little more than half the monies received into the Living With Alcohol Trust Account 
up to that date. All but three of the recipient organisations were from the non
government sector and 22 were at least partially oriented to servicing Aboriginal 
people. 

This grant money has been spent on a variety of projects, ranging from the 
development and provision of training courses and workshops, through to the purchase 
of audio-visual teaching aids, the design and presentation of promotional material, the 
support of night patrols and the provision of counselling and other treatment facilities. 

As the grant monies were intended to be additional to those already provided, it might 
be noted that in 1992/93 more than $3 million was also paid out to treatment agencies 
by the Alcohol and Other Drugs Program within the Department of Health and 
Community Services. With this degree of financial support already in place, the 
distribution of Living With Alcohol grants across regions and agencies varied 
according to several factors that included the nature of the existing infrastructure, the 
stage reached in strategic development and, not least, amounts already received. 
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Table 1 
L. . w· h Al h I Gr A 1vmg It co 0 ants ,pprove d 30 J to une 1993 

Organisation Number of Amount 
- Grants 

Aboriginal & Islander Alcohol Awareness & Family Recovery 6* 704,334 
Aboriginal & Islander Medical Service 2 4,000 
Alice Springs Youth Accomodation Services 1 2,915 
Ali Curung 2 15,000 
Amity House 2 10,000 
A New Start Toward Independence (ANSTI) 4• 83,800 
Anyinginyi Congress 4• 142,470 
Batchelor College 3 224,000 
Barldy Region Alcohol & Drug Abuse Advisory Group 2* 90,400 
Central Australian Aboriginal Alcohol Programmes Unit 6 637,247 
Council of Aboriginal Alcohol Program Services 4* 143,100 
Darwin & Districts YMCA Youth Services 1 395 
Drug and Alcohol Services Association 4* 140,000 
Family Planning Association 1 2,790 
Foundation of Rehabilitation With Aboriginal Alcohol Related Difficulties 4* 238,300 
Hayes & Sjoquist Productions (Rock Eisteddfod) 1 15,000 
Holyoake 3• 85,500 
Intjartnama 5* 177,270 
Julalikari Council Night Patrol 2 29,546 
Kalano Alcohol Program 7* 166,901 
Katherine Alcohol and Drug Association 1 50,000 
King Valley Station 1 56,700 
Murin Association Inc 1 10,600 
Murrupurtiyanuwu Catholic School 1 3,300 
N garingman Resource Centre 3* 25,600 
Northern Territory Employees Assistance Service 5• 114,300 
Northern Territory Hotels & Hospitality Association 1 44,550 
Northern Territory Tourism Industry Training Council 1 9,970 
Northern Territory Wayside Inn Association 1 5,000 
Salvation Army 3 151,000 
Santa Teresa Night Patrol 1 15,000 
Tangentyere Night Patrol 2 27,500 
Yirrkala Dhanbul Community Association 1 12,500 
Youth Sector Training Council 1 6,000 
* Includes grant for some recurrent expenses for 1993/94, without CPI adjustment. 

COMMUNITY EDUCATION AND DEVELOPMENT 

This component of the program has sought to reduce the culture of harmful alcohol 
consumption in the Territory by increasing community knowledge about the problems 
that can arise, changing attitudes to encourage more responsible drinking and by 
engendering skills which will allow responsible drinking to occur. 

oo z-ro/5 
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A series of mass media campaigns is one aspect of this component, designed to raise 
public awareness of alcohol-related problems. These campaigns were "Lighten Up" 
(promoting a shift to low alcohol beer), "Fair Go For Bar Staff' (supporting bar staff 
to meet their legal, regulatory and social obligations), "Only Rats Drink And Drive" 
and "Bloody Idiot" (discouraging drink driving) and "How Will You Feel Tomorrow" 
(highlighting alcohol problems of particular relevance to young people). 

A community development strategy, informed by participatory research processes, has 
also been utilised. A three-member team has assessed the nature of the alcohol 
problems and needs of particular community sectors and then developed customised 
health promotion and education strategies designed to change individual behaviour and 
create a supportive environment that will facilitate change on an ongoing basis. 

While providing resources and promotion generally, the team has focussed on three 
specific target areas. These areas are the alcohol industry, work sites, and young 
people. The alcohol industry was targeted because of its pivotal role in the supply of 
alcohol. Work sites were selected primarily because alcohol is linked to health and 
safety issues and productivity costs. They also provide a ready access point to the 
wider community. Young people were selected because they are more likely to drink 
harmfully and because early intervention and prevention strategies could reduce the 
development of alcohol-related problems in the long-term. 

One objective of this part of the program is to establish structures within th~ 
community that will maintain initiatives beyond the early stages of the Living With 
Alcohol Program. Some of the major activities and achievements in each of the three 
target areas are described below. 

Alcohol Industry 

Work with the alcohol industry began in April 1993 and initially focused on two 
matters. One was the provision of consumer education programs on licensed premises 
and the other was increasing knowledge and skills pertaining to the responsible serving 
of alcohol. 

Local committees, with representatives of the Living With Alcohol Program, 
community-based treatment agencies, the Road Safety Council, Police and the 
Northern Territory Hotels and Hospitality Association, were established in Darwin and 
Nhulunbuy to conduct Operation Drinksafe. This activity promotes responsible 
drinking habits and responsible attitudes to _drink driving among patrons by 
demonstrating the differing effects of light and regular beers. Drinksafe committees 
have since been established in Alice Springs and Katherine. 

Links were also made with various agencies to provide training for the responsible 
serving of alcohol. Thus negotiations were held with the Northern Territory Hotels 
and Hospitality Association about the content and conduct of a server training course 
for bar staff and the course has since been completed. Discussions were held with the 
NT Tourism Industry Training Council regarding licensee training and the production 
of a guide to the relevant legislation, and these activities too have now been 
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completed. Contact was also made with private training companies about 
incorporating responsible server training into their food and beverage courses. 

Feedback about the effectiveness of the "Fair Go For Bar Sta.tr' and "Lighten Up" 
media campaigns was sent to all licensees to indicate the degree of public support that 
existed for light beer and responsible servin~ and to encourage their future support for 
Living With Alcohol initiatives. The expertise of the Business Advisory Service was 
also enlisted as a resource for licensees contemplating changes to their business 
operations. 

Work Sites 

Activities in this area progressed in three major areas: the resources and workplace 
programs used in the Northern Territory and in Australia were catalogued and 
reviewed; , negotiations were held with several government departments, various 
unions, the mining industry and the Defence Forces as sites for program development; 
and awareness of alcohol issues was raised at several workplaces. Discussions were 
also completed with the Employee Assistance Service to incorporate alcohol issues 
into its regular seminar stream that is conducted at workplaces and ongoing 
consultations were held with the Work Health Authority, a number of Occupational 
Health and Safety committees and the Training and Human Resource sections of 
different enterprises. 

As well as dealing with individual work sites, liaison and negotiation was also 
undertaken with peak bodies, such as the Trades and Labor Council, the Chamber of 
Commerce and Industry and the Public Service Commission. 

A substantial part of these efforts was directed at identifying and confronting attitudes 
and practices that were prohibiting alcohol being perceived as a legitimate issue to be 
addressed in the workplace. To a greater or lesser degree it was necessary to 
demonstrate the impact of alcohol on the performance, health and safety of workers 
and to persuade agencies that the workplace is a prime location for intervention. The 
need for community education and policy development was also highlighted. 

By the end of June preparations were underway to : conduct a two-week alcohol 
education program with employees and management ofNabalco; in conjunction with 
the Public Service Commission, to further develop policy guidelines and alcohol 
education programs for the Northern Territory Public Service; and, using a model from 
interstate, to work with the Maritime Union .to establish an alcohol program for the 
Darwin docks that involves worker education and information on workplace safety and 
performance, supervisor training in the identification of alcohol-related problems and 
negotiation with management to develop policies and protocols for the management of 
alcohol issues at the workplace; and articles about the Living With Alcohol Program 
and responsible drinking were written for Defence Force publications as a prelude to 
further work at the various bases in the Top End . 



- 8 -

Young People 

Activities with young people have attempted to raise awareness of the harm that can 
result from alcohol use. Work has been undertaken with both young people and key 
youth organisations to develop strategies that will reduce the misuse of alcohol and a 
Territory-wide education and research framework has been identified. 

Considerable research was devoted to the "How Will You Feel Tomorrow" media 
campaign which intended to raise awareness about the harmful effects that young 
people can experience from alcohol and binge drinking in particular. The campaign 
was followed by a grant scheme which enabled organisations that work with young 
people to get funds for projects that try to provide solutions to the alcohol-related 
issues identified as relevant by the young people involved. 

Four youth grants were approved up to the end of June 1993 for a total of$I0,300. 
These funds were used for camping activities around Alice Springs, workshops dealing 
with alcohol use and unsafe sexual practices, a youth festival in Katherine and the 
development of a music video and paint mural with an alcohol theme. 

A two-day "Youth and Substance Misuse Workshop" was designed for all regions. By 
the end of June 1993 it had been conducted in Darwin and Katherine, with other 
centres following later in the year. It provided an opportunity for people working with 
young people to focus on the skills and information necessary for them to address 
alcohol and other drug issues and for them to develop specific action plans for their 
local areas. 

Research into the needs of young people has also been conducted. The results will 
inform the Youth Services Forum, a peak body for young people organisations, with 
the intention of increasing its understanding of the issues affecting young people and 
guiding action that might be taken. 

Another survey examined the drinking behaviours and attitudes of tertiary students as a 
basis for identifying critical issues and designing suitable intervention materials. 

PROFESSIONAL DEVELOPMENT AND TRAINING 

A consultant was engaged to ensure that an effective network was in place for 
detecting and treating alcohol problems across the Northern Territory. This involved 
negotiating with relevant service proYiders ancLtr.aining agencies to .identify and supply 
appropriate education and professional development. As a result there has been a 
major expansion of training in early and minimal intervention techniques, improved 
training for treatment personnel, the availability of a group facilitation workshops and 
the development of a course in responsible serving for bar staff. 

Living With Alcohol also contributed to formal training by funding the Certificate in 
Primary Health Care (Drug and Substance Abuse) course at Batchelor college and 
having membership on the course advisory committees associated with the Diploma 
and Associate Diploma studies. The Program worked with community-based agencies 
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too in oversighting the counselling program conducted by CAAPS and the drink 
driving course developed by Amity House. 

The training position contributed further by aiding the formulation of a 
screening/intervention/referral network within the Department of Health and 
Community Services and identification of associated training needs. Similarly, it 
assisted in establishing an Aboriginal community education, consultation and 
development program and preparing the training package to support that program. 
(See Future Developments in this regard.) 

In addition, the position provided a central resource for information about training 
opportunities, activities and issues which could be accessed as required by people 
throughout the Territory. 

Finally, two significant incidental benefits have arisen from the work done in this area. 
One has been the creation of professional networks so individual providers now see 
themselves as part of a wider structure. The second was the building of relationships 
between government and non-government providers of services and training. These 
new relationships have been important for generating further initiatives and assisting 
the planning of services. 

AGENCY PLANNING AND EVALUATION 

Expertise has been provided to agencies involved in the delivery of treatment services 
to help them evaluate their programs and guide their future development. This 
assistance was a necessary prerequisite to enable agencies to examine the needs of their 
local communities and work collaboratively to identify service gaps and develop 
solutions. 

Service development has often been ad hoc and unsystematic, with services responding 
to perceived needs and demands and varying attention being given to formal evaluation 
or integrated planning in the process. Consequently, a position was created to enhance 
the development and co-ordiantion of a suitable mix of treatment services across the 
Territory that would effectively meet the needs of people experiencing problems either 
from their own use of alcohol or from the alcohol use of others. This has involved 
promoting better communication and cooperation between alcohol agencies, building 
relationships between agencies and government, supporting agencies to elucidate their 
goals and engage in evaluation, and enabling agencies to clarify their role in the overall 
regional and District plan for service delivery. 

A range of activities have been undertaken in this context. They include work with 
agencies about evaluation processes, consultations with individual agencies to assist 
goal clarification, the conduct of inter-agency meetings to identify training needs and 
develop other activities of mutual benefit, and negotiating with agencies and non
government liaison officers about new funding procedures. A quarterly broadsheet 
was also produced to inform agencies about activities of the Alcohol Policy Unit and 
encourage communication across agencies. Workshops, with presentations by staff 
from Menzies School of Health Research, the National Drug and Alcohol Research 
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Centre and other organisations, were also conducted on various research issues for 
people from throughout the Territory. 

As a result of these activities there is an increased understanding among some agency 
staff of how to engage in the process of evaluation and there is greater confidence and 
commitment among some agencies to begin the process. In addition to strengthening 
the relationship between agencies and the Alcohol Policy Unit, these activities have 
also helped to facilitate more communication between agencies and a growing 
willingness for them to work together. 

RESEARCH AND EVALUATION 

Research and evaluation are essential parts of the program. Research is used 
strategically to help identify issues and the factors that either encourage or discourage 
alcohol-related harm in the community. This contributes to program direction and 
development. Similarly, evaluation provides information about the effects and 
appropriateness of strategies and measures and helps to ensure that limited resources 
are deployed in an optimal manner. Moreover, research and evaluation together 
indicate how the program must be modified as attitudes, behaviours and issues change. 

While specialist skills have been provided to assist individual components of the 
program, a major function in this area has been the development of an evaluation 
framework that will allow the progress of the overall Living With Alcohol Program to 
be monitored and evaluated. This has involved the identification and sometime 
development of appropriate data collections, followed by collation and interpretation. 
This ensures that the program is informed about its impact and outcomes, so 
refinements and adjustments can be made accordingly and decisions can be made about 
how and where to invest resources most effectively. 

A number of more limited research projects have been undertaken. These have 
covered a range of matters: estimating the extent and financial cost of alcohol-related 
harm; describing the levels and patterns of alcohol use among various segments of the 
community and their related knowledge and attitudes; assessing the effectiveness of 
media campaigns; reviewing literature on alcohol-related harm as it relates to different 
types of outlets; conducting price surveillance to monitor the impact of the levy on 
retail costs; reviewing detoxification services in Darwin; gauging community attitudes 
about Living With Alcohol initiatives and alcohol issues; reviewing the impact of 
reduced take-away liquor hours; examining random breath test results by age and sex; 
documenting case studies of Aboriginal drinkers who remit without formal therapy. 
Research has also been organised to examine individual and social factors that 
influence responsible drinking in the Territory and to identify issues of particular 
concern to females. 

OPERATIONAL CONTEXT 

In examining the activities and achievements of the program to June 1993 it is 
important to understand the environment in which implementation has occurred. 
Progress has been determined partly by practical issues and existing attitudes. 
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Some of the practical considerations, for example, are that staffing the program has 
been dependent on attracting the people with the right skills, knowledge and attitudes 
and then allowing them to become familiar with a new situation; that communication 
and contact across the Territory is constrained by the distances involved; and that the 
development of effective working relationships across different Government 
departments and non-government organisations has to respect the routines and other 
activities of those agencies. 

Apart from general attitudes toward drinking in the Territory which are addressed as 
part of the program brief, the program has also had to contend with other perceptions 
that bear on the operation of the program. For example, non-government agencies 
have a history of being cautious, if not suspicious, of dealing with Government bodies 
and, because agencies have often been competing for funds, there is a culture of 
secrecy and competition that exists between agencies. 

These kinds of considerations have required substantial time and effort to be spent in 
recruiting staff, establishing networks and negotiating processes and structures, and in 
explaining the program sufficiently to foster trust and cooperation. These activities are 
not readily documented, but they are critical to the success of the program. 

FlITURE DEVELOPMENTS 

In the immediate future resources will be directed at consolidating and refining the 
existing components of the program and reinforcing the achievements that have already 
been made. Thus new media campaigns are being developed to further educate the 
community about responsible drinking, research is being undertaken to identify the 
social and personal factors that critically influence drinking patterns and thereby point 
to future directions for the program, access to training opportunities for specialists and 
others in the field is being enhanced further, there will be ongoing evaluation of 
treatment practices and the continuing development of more integrated service 
delivery, and a variety of community education programs will continue to be 
implemented in targeted sectors. 

Additional resources and strategies are also to be introduced to complement and 
extend the current elements of the program. For example attention will be focused on 
several specific areas of concern, either as a strategic part of the program ( e.g. 
examining alcohol education as it is provided for in school curricula) or because the 
issues impact substantially on the wellbeing of the community ( e.g. the role of alcohol 
in public violence and more particularly in violence against women). Having expended 
resources on their development, the program will also implement two new components 
to ensure that coverage is more comprehensive and accessible. One component 
involves a Territory-wide network of designated Living With Alcohol workers and 
trainers and the other is dedicated to remote aboriginal communities . 

. Small teams of Living With Alcohol workers are being located in the five major urban 
centres of the Territory. Each team will be a resource for the local District, providing 
services and skills training that will enable alcohol-related programs and interventions 
to be delivered to people where and when they need them. 
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The Aboriginal team will consist of a dozen people placed throughout the Territory, 
with the express purpose of supporting remote aboriginal communities. This 
component will also follow a community development approach to alcohol issues by 
helping local communities to identify the problems they are experiencing and then 
decide on the resources and strategies that will be needed to address those problems. 
The emphasis will be on local communities developing their own solutions, with the 
Living With Alcohol Aboriginal workers acting to facilitate the process. 

Of course the Living With Alcohol Program will continue to be monitored and subject 
to evaluation, ensuring that adjustments are made as different issues and problems 
emerge and the effectiveness of different strategies become evident. 
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INDICATORS OF HARM 

The choice of data collections for monitoring the progress of the Living With Alcohol 
program has been guided by the objective of reducing alcohol-related harm in the 
community. Because the harm that arises from alcohol use can be short-t.enn or long
tenn, direct or indirect, and can manifest in many fonns, the evaluation framework 
incorporates a diversity of indicators. 

While some of the indicators are derived from existing data sources, special data 
collections are being identified and processes are being put into place to generate 
infonnation from a series of one-off, occasional and ongoing collections for the 
duration of the program. The results from these sources will be reported as they 
become available. 

As this document is restricted to the period up to July 1993 only a limited number of 
indicators have been available for analysis. Moreover, due to the short time that the 
program has been operating, for the most part they provide baseline inf onnation rather 
than indices of outcomes. 

This report consolidates and collates data from a range of sources, but responsibility 
for the quality and integrity of those data resides with the organisations that collect the 
information. The extent to which the data collections are subject to internal 
inconsistencies arising from differences in recording procedures, changing definitions 
and variations in monitoring and detection practices, especially over time, cannot be 
determined. Thus the following data are qualified. But with greater co-ordination 
from the Living With Alcohol Program and an expansion of data collections to act as a 
check, hopefully these limitations will be clarified and minimised in the future . 

CONSUMPTION 

There is a common-sense association between how much alcohol is consumed by 
people and the likelihood of harmful events. The analysis of official liquor sales figures 
and the conduct of sample surveys are the two main ways of determining the amount 
of alcohol being consumed in a population. Each of these methods has its benefits and 
constraints. 14 

In the Northern Territory the Liquor Commission maintains records about the purchase 
of alcohol by licensed outlets. To June 1993 it issued 384 licenses, with the majority 
being for stores .( 19% ), hotels ( 19%), clubs_(.11% )_ and restaurants ( 16%). 

Table 2 shows that, in the first full financial year since introduction of the Living With 
Alcohol levy, the overall quantity of alcohol sold has decreased 7.3% from an annual 
average of36.8 million litres for the period 1985/86 to 1991/92. Wine literage 
dropped by 10.6%, spirits dropped by 20.6% and the combined sales of regular and 
light beer dropped 6.4%. This last figure is made up of a 38% reduction in full 
strength beer and a more than ten-fold increase in sales oflight beer. 



Year 
1985/86 
1986/87 
1987/88 
1988/89 
1989/90 
1990/91 
1991/92 
1992/93 
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Table 2 
Literage of Alcohol Sales by Financial Year 

('000 litres) 

Wine Spirits Regular Beer Light Beer 

4739.8 829.1 30620.6 880.4 
6172.4 963.8 30122.6 670.4 
5290.0 1041.1 29973.2 441.9 
4703.3 916.9 29541.6 361.5 
4785.7 965 .5 31260.0 199.6 
5105.3 1065.5 30714.4 138.0 
5061.1 919.6 27513.9 3148.5 
4577.0 760.3 19099.2 9715.2 

Total 
37069.9 
37659.2 
36746.2 
35523.3 
37210.8 
37023.2 
36643 .1 
34151.7 

Despite these overall changes in the quantity of alcoholic beverages, it is evident from 
Table 3 that wine and spirits retained their proportion of the liquor market at 
approximately 16 percent. However the complexion of the beer market share altered 
dramatically, with full strength beer declining from around 80% of all sales to nearly 
half and low alcohol beer increasing from a negligible amount to more than a quarter. 

Table 3 
RI . B e at1ve everage M k Sh b F' . I y ar et are 1y manc1a ear 

Year Wine Spirits Regular Beer Light Beer 
1985/86 12.79 2.24 82.60 2.37 
1986/87 16.39 2.56 79.99 1.78 
1987/88 14.40 2.83 81.57 1.20 
1988/89 13 .24 2.58 83 .16 1.02 
1989/90 12.86 2.59 84.01 0.54 
1990/91 13 .79 2.88 82.96 0.37 
1991/92 13.81 2.51 75.09 8.59 
1992/93 13 .40 2.23 55.92 28.45 

Remembering that the Living With Alcohol levy was introduced in April 1992, it is 
interesting to examine the changing pattern of beer consumption presented in Table 4. 
While light beer made up less than one percent prior to 1992, it increased to nearly ten 
percent in the quarter preceding the levy and then made up about a third in the 
following five quarters. 

The definition and production of low-akohol beer changed when the levy was 
introduced, so identifying changes in patterns of beer consumption is somewhat 
problematic. Prior to the levy, light beer included any product with 2.5% or less 
ale/vol. At the same time that this cut-off was lifted to 3% ale/vol and thereby 
incorporated some beers previously defined as regular, other regular beer products 
reduced their alcohol content down to the 3% ale/vol level. 

It can be estimated with some confidence, however, that for the twelve months from 
April 1992 around 29% of the light beer market could be accounted for by the existing 
market and products previously having less than 3 % ale/vol. This proportion does not 
represent any change in consumption as the products were the same as before. But 
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Table 4 
Total Beer Literage and Relative Light Beer Contribution by Financial Quarter 

Financial Quarter Litres of Litres of Light as Percent 

Regular Beer Light Beer of Total Beer 
Litres 

July - September 1990 8,362,392 46,298 0.55 
October - December 1990 8,618,348 39,482 0.46 
January - March 1991 6,236,134 24,366 0.39 
April - June 1991 7,497,543 27,853 0.37 
July - September 1991 8,342,839 30,124 0.36 
October - December 1991 8,368,054 12,868 0.15 
January - March 1992 6,893,676 739,154 9.68 
April - June 1992 3,898,293 2,366,381 37.77 

-

July - September 1992 5,153,326 2,656,281 34.01 
October - December 1992 5,196,367 2,705,907 34.20 
January - March 1993 3,991,702 1,962,874 32.96 
April - June 1993 4,757,784 2,390,099 33.44 

the remaining 71 % of the light beer market does reflect different consumption patterns, 
as it includes brands with reduced alcohol content as well as a direct preference for 
light beer products. 

Calculating per capita consumption, by dividing liquor sales by population figures, is a 
common index of general drinking patterns. This approach provides a standard 
estimate of consumption that takes into account changes in the size of the population. 
Although a consumption rate is calculated per head of the population, it is not 
suggested that each person actually drinks that much or that such a homogeneous 
drinking pattern exists across the community. It is accepted that some individuals will 
drink less, some will drink more and some will not drink at all. However when these 
variants are combined the per capita figure gives a reasonable estimate for monitoring 
purposes, with any differences over time implying changed consumption by at least 
some in the community and thereby a change in susceptibility to alcohol-related 
harm.15-17 

There are a number of limitations with this approach that should be noted. It does not, 
for example, take into account liquor that is not sold via a licensed outlet ( e.g. home 
brews or interstate purchases) and, further, it assumes that all the liquor sold within a 
jurisdiction is drunk within that jurisdiction. Defining the appropriate population base 
is also arguable: with some-claiming that abstainers should be omitted, others wanting 
only those above the legal drinking age to be included and still others claiming different 
selection criteria. But, given that these kinds of constraints are constant over time, per 
capita figures can usefully indicate consumption trends. They can also provide a 
reasonably standard measure for comparing across different jurisdications. 

Thus per capita estimates obtained for the Territory for the last five years are presented 
in Table 5. The population base includes all residents and visitors aged 15 or more. 

These data show that prior to 1992/93 the quantity of alcohol consumed per capita 
was fairly stable from year to year, varying by less than ten litres. The average literage 
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Table 5 
A .pparent P C . C er ap1ta b p· . 1 y onsumpt1on 1y manc1a ear 

Year Litres of Alcohol Litres of Absolute Alcohol 
1988/89 273.5 18.01 
1989/90 284.4 18.70 
1990/91 278.1 18.74 
1991/92 275.3 17.78 
1992/93 251.6 15.07 

consumed per capita from 1988/89 to 1991/92 was 277.8 litres. In 1992/93 this 
consumption rate was 26.2 litres lower, indicating that people in the Territory drank 
9 .4% fewer litres of alcoholic drinks. 

Prior to 1992/93 the amount of absolute alcohol consumed was also fairly constant, 
with a per capita mean of 18.31 litres. In 1992/93 this consumption rate dropped by 
3 .24 litres. Therefore, compared to the average of the previous four years, in 1992/93 
people in the Territory drank 17. 7% less pure alcohol. 

Consistent with the overall trends in consumption, the greater per capita reduction in 
pure alcohol than overall alcohol suggests that a major change in consumption patterns 
has been an increased preference for low alcohol products. While the actual amount of 
drinking appears to have declined, added harm reduction has resulted from lower 
alcohol beverages making up a greater part of the drinking that still goes on. 

This conclusion is also confirmed by survey work that has looked more closely at 
individual drinking patterns. Provided adequate sampling procedures are used, self
report surveys allow more detailed information to be collected and this has the 
advantage of enabling drinking among different segments of the community to be 
explored and personal drinking patterns to be identified. But there is some uncertainty 
attached to survey results due to factors such as faulty recall and the denial of some 
behaviours by respondents. Thus it is generally agreed that survey figures tend to be 
conservative.18 

In February and March 1992, just prior to the introduction of the Living With Alcohol 
levy, the Alcohol Policy Unit commissioned the Menzies School of Health Research to 
conduct an independent household survey of 1,090 persons aged at least 18 who lived 
in Darwin, Katherine and Alice Springs. The survey was repeated in the same months 
of 1993 with a sample of 1,296 people. Some of the major findings from these surveys 
were: 

• Little difference in the number of regular drinkers. In 1992 78% of males and 58% 
of females reported drinking within the preceding week. In 1993 the 
corresponding figures were 75% of males and 54% of females. 

• A decline in the amount of pure alcohol drunk. In 1992 the average amount of 
absolute alcohol consumed by drinkers in the previous week was 246 mis, although 
more than half consumed less than 152 mis per week. In 1993 the average amount 
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consumed by drinkers in the previous week was 23 1 mls, with half consuming less 
, than 141 mis per week. 
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• Given recommended levels for safe or responsible drinking19, a reduction in the 
number of people drinking at dangerous levels. Among the 1992 drinkers, 61 % of 
males drank at responsible levels, 20% drank at hazardous levels and 19% drank at 
harmful levels. In 1993, 68% of male drinkers drank at responsible levels, 15% 
drank at hazardous levels and 1 7% drank at harmful levels. Among the female 
drinkers in 1992, 80% drank at responsible levels, 13% drank at hazardous levels 
and 7% drank at harmful levels. In 1993 the changes were marginal, with 81 % 
reporting responsible drinking, 15% drinking at hazardous levels and 4% drinking 
at harmful levels. 

Consequently, both individual and population indicators show that patterns of alcohol 
consumption have changed. The evidence suggests that overall consumption has been 
lower since the introduction of the levy and that, simultaneously, there has been a 
substantially increased preference for low alcohol beverages. 

TRAFFIC 

The relationship between alcohol use and road trauma is well documented.20 Further, 
it is one of the few dimensions of alcohol use that is examined by all jurisdictions to 
some degree9, although any comparisons are complicated by factors such as differing 
policing resources and legislative determinants, the population density and the amount 
of road usage. 

Fatalities and Injuries 

The Northern Territory Police accept that alcohol is involved in an accident when 
evidence indicates obvious alcohol impairment or when a blood alcohol content of at 

Year 

1981 
1982 
1983 
1984 
1985 
1986 
1987 
1988 
1989 
1990 
1991 
1992 

R d F t rf oa a a 1 1es an 
Table 6 

dAl h II co 0 

Total Fatal Number 
Accidents Alcohol-Related 

63 45 
52 39 
46 28 
45 28 
59 38 
63 41 
80 46 
46 25 
57 30 
54 33 
60 38 
42 26 

nvo vemen tb y 1y ear 
Percentage Number of Deaths 

Alcohol-Related from Alcohol-
Related Accidents 

71.4 41 
75.0 41 
60.9 30 
62.2 33 
64.4 38 
65.1 45 
57.5 45 
54.3 31 
52.6 34 
61.1 34 
63.3 40 
61.9 28 
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least 0.03% is registered by the driver, rider, pedestrian or other person who caused or 
contributed to the accident. Given this definition, Table 6 shows that since 1981 
between one-half and three-quarters of fatal road accidents in the Northern Territory 
have been alcohol-related. Since 1986 alcohol has been involved in no more than two
thirds. 

Despite alcohol being involved in a similar proportion of fatal accidents over the years, 
the actual number of alcohol-related fatal accidents and the number of resultant deaths 
declined in 1992. Compared to the average numbers for the previous decade, in 1992 
there were 25% fewer alcohol-related fatal accidents and 25% fe~er deaths from those 
accidents. There was also a 25% reduction in the total number of fatal accidents. 
Consequently, while alcohol still contributes substantially to road fatalities, those 
fatalities are decreasing in number. 

From Table 7 it is evident that more than half of all drivers, riders and pedestrians 
killed in alcohol-related road accidents in the Northern Territory since 1986 had 
positive blood alcohol readings. Moreover, the majority of these readings were in 
excess of .08% (the NT legal BAC limit), accounting for 95% of the positive readings 
in 1992 and between 82% and 89% for the previous years. This indicates that greater 
moderation in consumption is being accompanied by a reduced likelihood of death on 
the road. 

Table 7 
Bio d Al h I R d. 0 co 0 ea mgs o fp eop e Kil d . Al h 1 R 1 d R d A .d b Year I e m co O - e ate oa cc1 ents ,y 

Year Number Number Number With Number With Percent With 
With With Zero BAC Less BAC .08%or BAC .08%or 

Unknown BAC Than .08% More More 
BAC 

1986 0 11 6 28 62.2 
1987 2 17 3 23 51.1 
1988 2 12 3 14 45.2 
1989 0 14 3 17 50.0 
1990 1 9 3 21 61.8 
1991 6 6 3 25 62.5 
1992 2 7 1 18 64.3 

Table 8 shows that alcohol was involved in fewer accidents, accounting for 16.5% in 
1992 compared to 22.3% over the last decade. Compared to the average for the 
previous decade, there was a 36% reduction in the number of alcohol-related accidents 
and only a 13 .4% reduction in the number of accidents overall. Consequently a 
substantial part of the decrease in alcohol-related accidents cannot be explained simply 
by a general decline in accidents. 

These various data indicate that the contribution of alcohol to traffic accidents, injuries 
and fatalities has declined markedly compared to the previous decade. 
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R dA "d oa cc1 ents an 
Year Number of 

Accidents 
1982 1839 
1983 1654 
1984 1961 
1985 2318 
1986 2168 
1987 2102 
1988 2012 
1989 2075 
1990 2007 
1991 1748 
1992 1721 

Breath Testing 
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Table 8 
dAl h 11 co 0 nvo vemen tb y ,y ear 

Number Percent 
Alcohol-Related Alcohol-Related 

425 23.1 
380 23.0 
432 22.0 
551 23.8 
549 25.3 
474 22.5 
451 22.4 
431 20.8 
396 -- 19.7 
357 20.4 
284 16.5 

-

The data in Table 9 refer to drivers stopped at random breath testing stations. The 
identification of those exceeding O. 08% is based on the breath analysis results that 
follow preliminary testing on the roadside. 

Table 9 
Drivers Ex d. L 1 L' . b R d B h T cee mg ega 1m1t iy an om reat ests Each Year 

Year Number Number Percent 

Tested Exceeding Exceeding 
0.08% 0.08% 

1981 16441 245 1.49 
1982 8385 140 1.67 
1983 11022 209 1.90 
1984 14747 180 1.22 
1985 15415 366 2.37 
1986 17131 414 2.42 
1987 26339 547 2.08 
1988 22036 339 1.54 
1989 19023 247 1.30 
1990 18434 253 1.37 
.1991 29014 324 1.12 
1992 30405 290 0.95 

Clearly since 1986 there has been a decreasing percentage of drivers with blood 
alcohol content beyond the legal limit. The first year in which less than one percent of 
those tested exceeded O. 08% was 1992. Indeed, in 1992 the proportion of breath tests 
foun~ to exceed the legal limit was 43% lower than that found for the previous ten 
years. 
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Road users with blood alcohol concentrations can be detected on occasions other than 
at random breath testing stations. The data relevant to those people are shown in 
Table 10. 

Table 10 
Persons Arrested In Excess of0.08% Each Year 

Year Number 
1982 2211 
1983 2000 
1984 1930 
1985 2254 
1986 3036 
1987 2991 
1988 2880 
1989 2503 
1990 2282 
1991 2081 
1992 1771 

It is evident that the number of arrests have fluctuated over the years, peaking around 
1986 and then progressively declining to the lowest number in 1992. Compared to an 
average of 2417 arrests per annum for the previous ten years, there was a 27% 
reduction in 1992. 

Although drink driving offences have been declining over the last few years, record 
low figures have been reported since the introduction of the Living With Alcohol 
Program. Of course policing practices, a vital adjunct to the initiatives of the program, 
contribute substantially to these drink-drive results and must be considered critical to 
the outcomes that the Living With Alcohol Program is striving toward in this area of 
alcohol-related harm. 

PlJBLIC DRUNKENNESS 

Public drunkenness has not been a criminal offence in the Northern Territory since 
197 4. Instead, under Section 128 of the Northern Territory Police Administration Act, 
persons intoxicated in public can be Apprehended Without Arrest (AW A). They are 
not charged with an offence, but are held in either a police cell for a maximum period 
of six hours or released to a sobering up shelter for accommodation and care. Police 
have discretion in deciding which option to use, but cells tend to be used for the more 
aggressive and less cooperative clients who would be unsuitable for a shelter 
environment. 

As an individual can be subject to multiple AW A's, it is important to note that the data 
in Table 11 refer to the numbers of apprehensions and not numbers of people. Given 
that, Table 11 shows that the number of AW A's gradually increased since 1982/83 and 
peaked at around 31,000 in 1990/91 before beginning to decline over the last two 
years. In the twleve months from 1990/91 there was a 2.5% decrease and in the next 
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twelve months there was a further 14. 9% decrease. It is debatable how much these 
figures reflect the prevalence of public drunkenness or policing policies and activities. 

Table 11 
A p orehensions Wit out Arrest b .. al. b 1y Abongm tty ,y Financial Ye ar 

Year Aboriginal Non-Aboriginal Total 
1982/83 13,911 2,009 15,920 
1983/84 17,371 1,502 18,873 
1984/85 16,715 2,035 18,750 
1985/86 17,658 2,573 20,231 
1986/87 18,592 3,197 21,789 
1987/88 19,554 3,071 22,625 
1988/89 - - 23,288 2,615 25,903 
1989/90 27,547 2,503 30,050 
1990/91 28,443 2,646 31,089 
1991/92 27,905 2,416 30,321 
1992/93 23,466 2,350 25,816 

Aboriginal people accounted for approximately nine out of every ten AW A's each year, 
but in 1992/93 the number of Aboriginal people was 16.1 % fewer than the average 
number for the previous three years and the number of non-Aboriginal people was only 
6.9% fewer. While this difference might be confounded by policing practices, it 
suggests that public drunkenness among Aboriginal people might be becoming less 
prevalent. 

Given that the likelihood of disruptive behaviour is a major consideration in assigning 
AW A's to cells or Sobering Up Shelters, Table 12 is interesting in showing a general 
trend for a greater proportion to be taken to Sobering Up Shelters. While 
interpretation of these data are complicated by all Shelters not being fully operational 
over the period under examination, in the three centres which had shelters operating 
throughout 1989/90 to 1992/93 the percentage of AW A's placed in cells declined from 
51% to 38%. 

Table 12 
Nb fAWA' Pl ct· Pl. Cll dSb U Sh l um ero s ace m o ice e s an o enng p e ters b F . I y 1y manc1a ear 

Year DARWIN KATHERINE TENNANT ALICE 
CREEK SPRINGS 

Cell SUS Cell _ .. SUS Cell SUS Cell SUS 
85/86 3188 1675 1830 * 503 861 4780 1665 
86/87 3628 1777 2602 * 469 1002 3278 2657 
87/88 5403 142* 3277 * 523 334 4020 3400 
88/89 6132 * 2683 * 1192 574* 3796 6007 
89/90 5000 * 3038 1612 1041 1270 5753 6553 
90/91 5029 * 1724 3443 546 1273 6699 6569 
91/92 3323 1344* 2825 4079 400 1014 5918 5908 
92/93 1828 1941 2811 4772 581 1114 2882 4572 

* Not operational for full twelve months 

Oo2q 0 /t!:> 
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To a degree this finding suggests that less drunkenness is being accompanied by violent 
and disruptive behaviour. Whether this is due to different apprehension methods, a 
greater knowledge of the shelters, an actual change in drinking outcomes or some 
other factors is difficult to know. Further research will be required . 

MORBIDITY 

Epidemiological evidence shows that alcohol contributes to deaths, illnesses and 
injuries. 21-24 Both direct and indirect methods can be used to determine the extent to 
which these outcomes are alcohol-related, but all methods have inherent problems 
which can limit precision and comparability and agreement about what is valid.25-29 

In Australia causes of death are recorded according to categories defined in the 
International Classification of Diseases, Ninth Revision (ICD9). While some of these 
categories are explicitly related to alcohol use, in other categories alcohol use is known 
to be a partial contributing factor. 

Table 13 shows the prevalence of hospital separations at the Royal Darwin Hospital 
which were attributable entirely to alcohol use. Unfortunately comparable data from 
other hospitals are not complete so a Territory-wide index is not currently available. 
Furthermore, the information provided must be considered an under-estimate of the 
impact of alcohol on morbidity because it does not include deaths that arise from 
alcohol-related injuries and accidents. Such information was not readily accessible for 
inclusion in Table 13 . A more complete account of alcohol-related morbidity will be 
reported when it is available. 

Table 13 
N b fR ID . H um ero oya arwm osp1ta 1 S eparattons R I d Al h 1 C d .. e ate to co 0 on 1t1ons 

CONDITION July- Dec Jan - June July - Dec Jan - June 
1991 1992 1992 1993 

Alcoholic psychoses 40 37 42 42 
Alcohol dependence syndrome 30 38 47 78 
Non dependent use of drugs 51 63 102 97 
Alcoholic cardiomyopathy 1 10 2 7 
Alcoholic liver disease 40 43 33 59 
Toxic effects of ethyl alcohol 8 3 3 5 
Total number of alcohol separations 151 194 229 288 
Percent of all separations alcohol 2.0 2.6 3.0 3.9 
caused 

It is clear from Table 13 that alcohol-related separations from the Royal Darwin 
Hospital increased, both in absolute and relative terms, in the last two years. In 
1991/92 the 345 alcohol-related separations comprised 2.3% of all separations. In 
1992/93 there were 517 alcohol-related separations which accounted for 3. 5% of all 
separations from the hospital. 

Alcohol dependence syndrome nearly doubled from 68 to 125 cases over the two 
financial years. There was also a marked increase in the number of patients with non-
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dependent use, the most common diagnosis each year. Liver disease rose marginally 
by 11%. 

The meaning of these changes is difficult to interpret . They could reflect improved 
diagnosis or a greater attention to alcohol as a contributing medical factor in admission 
procedures, a greater desire by patients to present with problems or an actual increase 
in these problems as they manifest after long-term alcohol use. In addition to clarifying 
these issues, further analysis should probably wait until a more comprehensive set of 
data, both geographically and temporally, is obtained. The contribution of injuries 
should also be included in any assessment, as should data from other primary health 
sites. Thus at this stage the figures reported provide only a rudimentary indication of 
the extent to which alcohol impacts on the health system. 

Because people can experience health damage from alcohol without seeking treatment 
for that particular problems, screening for alcohol-related conditions at various sites is 
an another important means of obtaining estimates about the prevalence of health 
risks. 30-32 In these situations some assessment is made of an individual's consumption 
and/or likelihood of encountering problems as a result of alcohol. 

The regular screening of inpatients has been undertaken in selected wards at the Royal 
Darwin Hospital for the past four years. The results of these are displayed in Table 14 
and show that between a third and a half of the patients interviewed have been 
identified as being at risk from alcohol. 

Table 14 
Al h 1 S co 0 creenmg esu ts rom 0'' arwm osp1ta R 1 fi R alD . H . 1 

1989/90 1990/91 1991/92 1992/93 
Number screened 960 1368 1029 721 
Percent at risk 51.0 38.7 45 .2 37.1 

A more recent screening program has been implemented at the Alice Springs Hospital. 
The number of patients identified as having hazardous consumption are shown in Table 
15. In the first six months of 1993, 30% of the screened patients were found to be 
drinking at levels which placed their health at risk. 

Table 15 
1993 Al h IS co 0 creemng R 1 fl Al. S . esu ts rom tee ,pnngs H . 1 osp1ta 

January February March April May June 
Number screened · 175 244 292 226 248 274 
Percent at risk 41.7 34.8 25 .0 18.1 33 .5 31.0 

While a cursory comparison shows that these proportions are relatively high32-33, 
further work should examine the nature of the risks involved in more detail and data 
from other health care sites need to be included before further conclusions are made. 

From the limited data available, it is clear that alcohol adds considerably to the health 
costs of the Territory. However expanded data collections will be required to fully 
appreciate and effectively monitor these costs over time. 
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TREATMENT 

Data from treatment agencies indicates the number of people who experience problems 
serious enough to warrant specialist attention and intervention. While there are 
monetary costs involved in the provision of that treatment, studies indicate that these 
are subsequently offset by less frequent use of the health care system. 34 

The treatment data available for the Northern Territory are qualified because client 
records from agencies have not always been complete and there have been changes in 
how some agencies have classified their clients. The following data, therefore, are 
based on sources listed in Table 16. One agency was exclusively for drugs other than 
alcohol. 

Table 16 
Numb fS b er o u stance T reatment A dP .genc1es an b F' · l Year rograms ,y manc1a 

Year Number of Agencies Number of Programs 
1988/89 14 22 
1989/90 13 28 
1990/91 14 

.. 
29 

1991/92 15 33 
1992/93 14 32 

Table 17 shows that the percentage of clients registering primarily because of alcohol
related problems has declined by about 15% over the last five years. While the three 
years from 1988/89 show that an average of 87.6% registrations were primarily 
alcohol-related, in the next two years they accounted for closer to three-quarters of 
the registrations. 

Year 

1988/89 
1989/90 
1990/91 
1991/92 
1992/93 

er R · tent eg1strat1ons an 
Table 17 

dAI h II b F' . l y co 0 nvo vement 1y manc1a ear 
Number Number Number of Percent of Number of Percent of 

of of Registrations Registrations Registrations Registrations 
Clients Registrations From Own From Own From Other's From Other's 

Alcohol Use Alcohol Use Alcohol Use Alcohol Use 

2185 2792 2388 85.5 117 4 .2 
2595 3130 2568 82.0 185 5.9 
2659 3219 2547 79.1 194 6.0 
2489 3216 2169 67.4 366 11.4 
3014 3528 2232 63.3 385 10.9 

Percent of All 
Registrations 

Primarily 
Alcohol 

89.7 
87.9 
85 .1 
78.8 
74.2 

This decline appears to be due to relatively fewer persons seeking treatment for their 
own alcohol use, with the average number dropping from 2,501 per annum for the 
three years from 198 8/8 9 to an annual average of 2,200 for 1991 /92 and 1992/93. The 
number of clients registering because of alcohol use by an other, alternatively, has 
nearly doubled over the same period . Moreover the total numbers of registrations 
have increased. 

These trends might be partly explained by some agencies distinguishing co-dependents 
for the first time in 1991 /92. Thus a number of those previously recorded as receiving 
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treatment for their own alcohol problems would be transferred to being clients affected 
by the consumption of others. Hopefully this artefact will be addressed in future 
collections. 

The trend for less alcohol-related registrations might also be the result of other drug 
use problems becoming more common. This possibility warrants further examination, 
especially as other data suggest that alcohol problems are just as prevalent but they are 
simply not of primary concern. Indeed, it appears that while clients are registering at 
agencies for some other substance-related problem, alcohol is increasingly identified as 
an accompanying problem requiring attention. This is reflected in Table 18 which 
shows that alcohol accounts for an ever greater proportion of the substance problems 
identified at registration. 

Table 18 
s b u stance M ent1ons at R. E hF eg1strat1on ac manc1 ear 

Total Number of Number Alcohol Percent Alcohol 

Year Drug Mentions Mentions Mentions 

1988/89 4507 2466 54.7 
1989/90 4240 2595 61.2 
1990/91 4066 2670 65 .7 
1991/92 3189 2205 69.1 
1992/93 3260 2335 71.6 

It is possible, therefore, that alcohol is simply being considered a secondary problem in 
the light of other drug use that is occurring. Without further information, however, it 
is uncertain whether this is a result of other drugs becoming more prevalent and 
encouraging polydrug use or whether it is a product of agencies employing improved 
and more sensitive assessment techniques. 

Although these various treatment data are qualified, they indicate that alcohol is the 
predominant substance to be addressed by agency programs. Although the number of 
clients presenting primarily because of their own use has shown a recent decline, this is 
likely to be offset by alcohol being part of polydrug use patterns. Further, ongoing 
monitoring is needed to clarify the apparent increase in clients presenting as a result of 
problems posed by the drinking of others. 

CRIMES AND LICENSE VIOLATIONS 

Substantial community costs arise from crimes that are committed either under the 
influence of alcohol or in order to obtain supplies of alcohol. In monetary terms alone 
there are expenses incurred by the provision of policing, judicial and correctional 
resources . 

Table 19 gives some indication of the relationship between crime and alcohol use in the 
Territory, although the extent to which these figures are due to policing and sentencing 
practices and policies cannot be determined. 

oo Zao / 1~ 
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Table 19 
dAl h 11 co 0 nvo vemen 

Number of Arrests Number 
tb F 1y manct ear 

Percent 
and Summons Alcohol-Related Alcohol-Related 

23,010 12,667 55 .05 
23,566 11,877 50.40 
21,109 10,990 52.06 
23,574 13,451 57.06 
20,332 11,913 58.59 
19,786 12,224 61.78 

While these data show that there has been some fluctuation in the proportion of 
alcohol-related arrests and summons over the last six years, since 1989/90 there has 
been a steady increase. This might reflect a greater awareness of alcohol as a factor to 
be considered when charges are made. Alternatively, with the total number of arrests 
and summons decreasing, the role of alcohol might be exaggerated by a decline in 
other kinds of crime. 

It would also be instructive to examine the nature of the arrests and summons in more 
detail to determine whether the types of crime have changed over this period. While 
alcohol is involved in a large proportion of crime, many of those crimes might be of 
minor significance. 

When a prisoner is received at gaol he or she is asked whether alcohol was involved in 
his or her crime. In 1991 there were 1,525 admissions to prison and 70.6% were 
reported to be alcohol-related. In 1992 there were 1,341 admissions and 73% were 
alcohol-related. 

While each of these admissions absorbs valuable community resources, once again the 
severity of the crimes must also figure in the total cost to the community. Without 
further detail, it is interesting in this respect to note that fine defaulters made up 14. 8% 
of the alcohol-related admissions in 1991 and 21. 5% in 1992. 

Table 20 shows the monthly number of prison receptions since the beginning of 1993 . 
For the six month period, 71.3% related to a crime committed under the influence of 

Table 20 
nson R ecept1ons an dAl hll 1 . C. n 1993 co 0 nvo vement m nme or 

MONTH Number of Number Alcohol Percent Alcohol 
Receptions Related Related 

January 162 111 68.5 
February 123 87 70.7 

March 147 103 70.1 
April 138 100 72.5 
May 108 72 66.7 
June 135 107 79.3 
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alcohol or committed in order to acquire alcohol. A third of the alcohol-realted 
admissions were fine defaulters. 

Unfortunately the nature of the crimes is not specified so these data remain as a simple 
and stark indication that a substantial part of the law enforcement system is devoted to 
alcohol-related matters. 

In addition to law enforcement through the Police, there are alcohol-related regulations 
that are the primary responsibility of the Liquor Commission. The Commission 
monitors licensed outlets to ensure that they supply alcohol according to specific 
conditions. In the six months from December 1992 there were only two license 
violations: one for trading outside specified hours and the other for selling to persons 
who were not bona fide guests of the establishment. This suggests minimal problems 
arising directly in the supply of alcohol, but it must also be noted that these outcomes 
are dependent on detection and enforcement and it is possible that more violations 
(e.g. serving intoxicated and underage drinkers) occur than are reported or identified . 
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CONCLUSION 

It is evident that, in a relatively short time, the Living With Alcohol Program has 
assumed a central and strategic role in addressing alcohol issues in the Territory. It has 
judiciously expanded and supplemented existing resources, it has developed initiatives 
where no resources were previously placed and it has established efficient 
infrastructure and effective communication channels across the community to enable 
implementation to occur. Moreover the program is informed by extensive 
consultation, practical research and ongoing evaluation. 

Acknowledging that the program is still in its formative stages, some of its main 
accomplishments to the end of June 1993 include: 
• introducing mechanisms and procedures to enable policy formulation and the co

ordination of activities across different community sectors, interests and 
jurisdictions. 

• establishing suitable systems to ensure the financial accountablity of the program. 
• disbursing and monitoring more than $3.3 million in grants to community-based 

organisations, peak bodies and government departments. 
• devising and orchestrating five major media campaigins. 
• conducting community education and development projects, with particular 

reference to young people, the alcohol industry and the workplace. 
• expanding and enhancing the provision of professional development and training 

course for people working in the field, including treatment staff and those 
employed at licensed premises. 

• formulating and developing Territory-wide sub-programs dedicated to addressing 
alcohol-related issues in remote Aboriginal communities and designed to deliver 
training and interventions at local sites throughout the Territory. 

• improving the delivery of treatment and other services through the provision of 
evaluation and planning expertise. 

• designing an evaluation framework and identifying a relevant research agenda to 
inform program development and direction. 

Given this progress, it is encouraging that the initial indicators of alcohol-related harm 
in the Territory are changing in ways that are consistent with the aims and objectives of 
the program. The reviewed data highlight a number of positive outcomes that have 
followed implementation of the program and introduction of the levy: 
• reduced consumption, due to less drinking overall and the substitution of light 

alcohol products~ 
• fewer individuals drinking outside the recommended guidelines for responsible 

consumption~ 
• less alcohol-related traffic accidents, injuries and deaths~ 
• fewer persons driving while over the legal blood alcohol limit~ 
• a reduction in public drunkenness, as evidenced by Arrests Without Apprehension. 

As one might expect with a program in its establishment phase, these outcomes relate 
to those behaviours which are more readily or more directly affected by alcohol. 
Changes in the presentation of alcohol-related conditions should not be expected at 
this stage, simply because those problems take a longer time to appear and because 
time is required for people to decide to seek assistance or care. Thus it is important 
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that relevant data are monitored over time and that more immediate health risks, such 
as injuries, are examined. Similarly, as alcohol is only one of many factors that 
contribute to crime, it would be unreasonable to expect any significant effects in the 
police and prison data at this time. Instead it might be more instructive to look more 
closely at the nature of the crimes that are deemed to be alcohol-related. Obviously 
there is scope for the indicators of alcohol-related harm to be extended and 
interrogated in more detail. Just as the rest of the Living With Alcohol Program will 
be continuing to develop, so too will the monitoring and evaluation component. 

The broad environment in which the Living With Alcohol Program operates is also 
acknowledged when interpreting these data. There are many other factors which 
impact on alcohol use, ranging from advertisements sponsored by the National 
Campaign Against Drug Abuse and the National Road Safety Council, and the 
marketing of low alcohol products by the alcohol industry, through to the general 
economic and social conditions of the Territory and its population. Given that the 
program is designed to integrate with the local environment and culture of the 
Territory and work toward common goals with agencies outside the Territory, it is 
debatable whether the contributions made by the program should necessarily be 
isolated from these other factors. Because the program provides a constant focus and 
backdrop in the Territory, to some degree the contribution of other influences will be 
the result of either deliberate or adventitious collaboration. 

The uniqueness of the Living With Alcohol Program and its commitment to ongoing 
monitoring and evaluation should allow the effect of the program to be clarified as time 
goes by. 35 By virtue of no other State or Territory in Australia having such a 
comprehensive and targeted program to deal with alcohol-related harm, it should be 
possible to make controlled comparisons with other jurisdictions. By attending to how 
consistent and persistent the results from a diversity of measures are over a longer 
period of time it should also be possible to more confidently attribute outcomes to the 
program. 

In any case the impact of the program to date is promising and, at the very least, 
argues for the program's continuation and further development. Substantial progress 
has been made, although the program, with a long-term outlook that extends to the 
year 2000, is only in its early stages of development. With few public health 
campaigns focusing on alcohol-related harm to serve as a model and because of the 
peculiar characteristics of the Northern Territory, the program is continually evolving. 
The first eighteen months of the program have witnessed a number of innovations and 
much activity, but the timeline for the program recognises the complicated processes 
and the very real time and effort that is needed for change to occur in a sustainable 
way. 

Rather than focusing on problem drinkers, the program is looking at drinking problems 
and, as such, is directed at the entire community. Alcohol-related harm affects all -
Territorians to some degree and the Living With Alcohol Program is attempting to 
change attitudes and behaviours and provide skills necessary to alleviate that harm. A 
start has been made, but there is still more to be done. 
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