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ABSTRACT 

Four coin-operated breathalysers were placed in licensed premises in the Northern Territory 

for six months to determine their impact on the behavioural intentions and attitudes of 

patrons, especially as they relate to drink driving. Interviews were conducted with 44 

breathalyser users, 270 other patrons and staff at the licensed premises. The results showed 

support for the widespread availability of breathalysers in the Territory. The behavioural 

changes recorded as a result of patrons learning their alcohol readings were limited: one fifth 

of those with readings over 0.05 indicated they would drink less and one respondent reported 

a change in his intention to drive. Staff reported the breathalysers assisted the responsible 

service of alcohol by providing an objective measure of intoxication. It is noted that the 

utility of breathalysers is somewhat dependent on their promotion and maintenance. 
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INTRODUCTION 

The contribution which alcohol makes to the carnage and damage that occurs on Territory 

roads is substantial. From 1990 to 1995, 189 lives were lost in alcohol-related road accidents 

and alcohol was implicated in nearly one out of every six accidents. For 1990 alone it has 

been estimated that alcohol-related road fatalities cost the Northern Territory community in 

excess of $24 million and that alcohol-related injuries cost around $11 million. I 

Drink driving is unacceptable to most Territorians. In a 1993 survey canvassing the particular 

alcohol-related concerns of Territorians, drink driving was commonly identified.2 More 

specifically, another survey found that 97% of respondents would discourage a friend from 

driving if it was thought that person was over the legal limit.3 

To assist in reducing this road trauma, and other forms of alcohol-related harm, licensed 

premises have been increasingly involved in strategies designed to discourage irresponsible 

drinking. With evidence that people who drink on licensed premises are more prone to 

alcohol-related harm4,5, liquor outlets have become sites for education programs6 and there 

has been a growing commitment to responsible serving practices and other initiatives that 

minimise levels of intoxication. 7 

One strategy that has been considered is the provision of breath testing devices. Breath tests 

are frequently used by Police and are known to reduce drink driving8,9, but breath testing 

machines are not widely available to patrons so they can obtain readings prior to leaving 

premises. Giving patrons an opportunity to monitor their blood alcohol levels (BAL's) would 

encourage them to accept greater personal responsibility for their drinking behaviours and 

actions. Feedback that is otherwise not available means people are better informed about the 

likely effect alcohol is having on them and this may result in less drink driving and a 

reduction in the contribution that alcohol makes to road trauma. 

While there is popular support for the provision of breathalysers, there is some debate about 

their actual effect. For example, 7 6% of respondents interviewed in Wes tern Australia 

indicated that licensed premises should provide them 1 O and in Victoria 91 % of people who 

used breathalysers thought they should be more widely available I I. On the other hand, a 

survey of experts in the field found that little importance was assigned to coin operated 

breathalysers in creating reductions in drink drivingI2. This is consistent with empirical work 

carried out in Tasmania, which compared measures taken from patrons as they left hotels that 

either did or did not have breathalysers and promotional information 13. No significant 

differences were found between the patrons from the intervention hotels and the patrons from 
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the non-intervention hotels: the median BAL for both groups was 0.03, with 17 .5% and 20% 

of the respective groups having a reading greater than 0.10, and 6.8% and 7.8% respectively 

indicated they would drive after learning their readings were above 0.05. It must be noted, 

however, that these results do not account for how much exposure the patrons had to the 

interventions. As only 1.4% of patrons used the breathalysers when they were available, 

these results are only an indirect measure of the impact of breathalyser use. 

To clarify the value of coin-operated breathalysers in reducing alcohol-related harm in the 

Northern Territory, a six month trial was instigated at four venues in 1995: one city hotel in 

Darwin, one rural hotel at Humpty Doo, one urban hotel in Katherine and one club in Alice 

Springs. Four alcolizers, meeting Australian Standard 354 7, were purchased by the 

government and placed at each venue. These machines operated on the basis of one dollar 

per test. Each machine was accompanied by posters which explained how to use the 

breathalyser and explicitly highlighted legislative changes which prohibited the readings from 

being used as evidence in a court of law. 

The trial was launched in late November, but the machines were not fully operational until 

late December. Data were collected throughout the trial to monitor the use made of the 

machines and to determine their specific impact on drink driving. 

This reports provides a descriptive account of the trial. Although data were collected to 

enable more interpretive analysis, it is not the purpose of this report to examine the results of 

the trial in that much detail. This report is meant to highlight the perceived acceptance of the 

breathalysers and their impact on drink driving intentions and related behaviours. 

METHOD 

DATA COLLECTION 

Interviewers worked in pairs and attended each of the four venues during three data collection 

periods that occurred over two weeks in January, three weeks in March and two weeks over 

April and May. Data were collected over a variety of days and times within each of these 

periods, as shown in Table 1. This variation was intended to enhance the representative 

nature of the sample of patrons, as people who drink at one time may have different drinking 

patterns and associated attitudes than people who drink at some other time. To minimise 

further extraneous bias, no data were collected on public holidays or when special local 

events were held. 
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Table 1 
N b fl um ero nterv1ew P . d b D f W k d T' eno s y ay o ee an 1me o fD ay 

TIMEOFDAY 

DAY Noon - 1:00pm 5:00- 7:00pm 8:30 - 10:00 pm 10:00 - 12:00 pm 

Monday 4 5 

Tuesday 3 1 

Wednesday 1 1 

Thursday 3 4 3 1 

Friday 1 4 6 3 

Saturday 2 3 2 

A total of 47 different interview periods were completed. The patronage observed at each of 

these times was similar across the four venues. On no occasions were the venues described as 

"crowded" - they tended to be filled to medium capacity. Over all interview periods the 

patrons were generally assessed to be over 30 (46.8%) or a mixture of ages over 18 (29.8%), 

to be a mix of males and females (57.5%) or predominantly male (40.4%), and a mix of 

Aboriginal and non-Aboriginal people (63.9%) or mainly non-Aboriginal people (34%). 

DATA COLLECTION PROCEDURES 

Four data recording instruments were used. The first was an observation sheet completed at 

the start of each interview period by an interviewer, providing a subjective assessment of the 

venue and the clientele. The interviewer noted the location of the breathalyser, rated its 

accessibility and any obvious problems with the machine. A description of the number of 

patrons and their predominant characteristics was also recorded. These data were to provide 

contextual information for interpreting interview results. 

To assess the immediate impact of the breathalysers, interviews were conducted with persons 

who were intercepted just prior to using the machines. Use of the breathalyser occurred in the 

middle of these interviews. The interview schedule for these respondents covered a range of 

questions, including: their drinking patterns and intended drinking for the rest of the day; 

mode of transport to and from the licensed premises; the importance of remaining under 0.05 

when driving and how they know when they reach the legal limit; and past, present and future 

breathalyser use. To assist analysis, demographic details of age, gender, length of residence 

in the Territory and frequency of patronage at the licensed premises were also obtained. 

Observations about how the person actually used the breathalyser were recorded too. 
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Toward the end of each interview period, interviewers approached people who had not used 

the breathalyser and asked a similar schedule of questions. The major difference in the 

interview schedule for these patrons was the omission of questions relating to current 

breathalyser use. Questions relating to awareness of the machines on the licensed premises 

were included instead. The data from these interviews were intended to gauge the behaviours 

and attitudes of potential breathalyser users and identify non-users as a comparison group. 

The staff at the licensed premises were also canvassed. Whenever the coins were collected 

from the hotel or club, management staff were asked how patrons appeared to have been 

reacting to the machines and whether any problems had arisen. 

RESULTS 

Only respondents who provided valid responses to relevant questions are included in the 

results presented below. Therefore the sample sizes involved across the particular analyses 

vary due to the number of missing or inappropriate responses. 

BREATHALYSER USERS 

Forty-four patrons were interviewed in the course of using a breathalyser. Three-quarters 

(77.3%) were male and the mean age was 28.8 years. On average they had lived in the 

Territory for 7.62 years. As Table 2 shows, most were regular patrons of the premises in the 

study, with more than half drinking at the venue at least weekly. 

Table 2 
Frequency of Drinking at Licensed Premises 

FREQUENCY PERCENT 

Daily 9.3 

Few times a week 18.6 

Once a week 25.6 

Few times a month 20.9 

Once a month 7.0 

Less than once a month 18.6 

The majority (65.9%) had not drunk elsewhere earlier in the day. Table 3 shows that beer and 

spirits were the predominant beverages consumed by this group. 
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The majority thought it was either very important (44.2%) or fairly important (16.3%) to 

remain under 0.05 when driving. Only 7% thought it was not particularly important or not 

important at all. Nearly a quarter (23.3%) believed it was more important to be a safe driver 

rather than strictly under 0.05. 

Table 3 
Beverage Consumption 

BEVERAGE PERCENT 

Beer 56.8 

Spirits 47.7 

Light Beer 13.6 

Wine 4.5 

Non-alcoholic drinks 4.5 

Wine Coolers 2.3 

Cocktails 2.3 

When asked how they usually know when they have reached the legal BAL, 20.5% reported 

counting the number of drinks they consumed, 25.6% relied on how they felt and 23.1 % said 

they simply would not drive if they had consumed alcohol. The largest single proportion 

(28.2%) could not articulate how they judged their blood alcohol level. 

Most had used a breathalyser before: 2.3% earlier that day, 56.8% once or twice previously 

and 4.3% on numerous occasions. About a third (36.4%) indicated they were using a 

breathalyser for the first time. Table 4 gives a breakdown of the major reasons given by all 

respondents for using the breathalyser. 

Table 4 
R f u· B hl eason or smg reat alyser 

REASON PERCENT 

Curiosity 51.2 

Related to driving 31.7 

Compare with friends 4.6 

Novelty 9.3 

Interestingly, interviewer observations indicated a slightly higher use of the machines for 

unintended purposes. They noted that for 24.3% of the sample use appeared to be for 

competitions and amusement, for 35.1 % it was for curiosity about how alcohol was affecting 

them or as a talking point and for 40.5% use was genuinely to know their reading. 
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Thirty four respondents estimated their BAL prior to being tested and the average measure 

was 0.045. As Table 4 shows, estimates were generally lower than the actual readings 

obtained. On average respondents under-estimated by 0.031. The correlation between actual 

and estimated BAL's among these respondents was relatively low at 0.36. The average 

reading obtained for the respondents overall was 0.087. 

Table 4 
Contrast of Estimated and Actual BAL 

ACTUAL 

ESTIMATE <0.05 0.05 - 0.08 0.08 - 0.10 >0.10 

<0.05 13 7 1 4 

0.05 - 0.08 2 1 2 2 

0.08 - 0.10 1 - - 1 

It must be pointed out that readings from the breathalyser may not have been a true measure 

of actual BAL for respondents who did not use the machines according to the instructions. 

More specifically, failure to delay measurement for the required 10 minutes would have 

resulted in inflated readings. In this context it needs to be noted that although most 

respondents (59 .1 % ) reported that the instructions were clear and easy to follow, 83% did not 

wait the minimum 10 minutes between their last drink and testing. The obtained correlation, 

therefore, must be qualified. 

After respondents had got a reading from the breathalyser they were asked whether they 

intended to continue drinking. Table 5 shows that most of those who were registered under 

0.05 (64.7%) and those who registered above 0.05 (66.7%) indicated that they would continue 

to drink. Among the respondents who reported they would be staying on the premises, two 

and a half times as many of those who learned they were over 0.05 indicated that they would 

not drink any more. Moreover, among those who were over 0.05 and who had planned to 

continue their drinking prior to knowing their readings, 21.7% indicated a change in their 

intended behaviour: 17.4% reported that they would not drink any more that day and 4.3% 

claimed they would change to only drinking light beer. 

Table 5 
Percentage Breakdown of Intention to Continue Drinking by BAL 

Under 0.05 Over 0.05 

Continue drinking 64.7 66.7 

No more drinking 11.8 29.2 

Leaving premises 23.5 4.2 
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Table 6 shows the intended mode of transport according to breath reading. While fewer of 

those respondents who registered above 0.05 indicated that they would be driving, it is 

important to note any change in intended mode of transport. None of the respondents who 

were under 0.05 and intended to drive themselves prior to using the breathalyser changed 

their intention. Of those over 0.05 and initially intending to drive themselves, only one 

reported changing (to be driven by an acquaintance). Four of the five people who had 

initially intended to drive and then found they had a reading over 0.05 still intended to drive 

themselves. 

Table 6 
Percentage Breakdown of Intended Transport for Leaving Premises by BAL 

Under 0.05 Over 0.05 

Drive self 33.3 20.8 

Drive when sober 8.3 

Drive by someone else/taxi 40.0 45.8 

Walk 13.3 16.7 

Don't Know 8.3 

Only 6.8% did not believe the machines should be widely available in the Territory. Most 

(65.9%) thought they should be more widespread and 27.3% had no opinion. Most 

respondents (91 %) reported that they would use a breathalyser again: 20.5% a lot, 25% 

occasionally, 27.3% seldom and 18.2% depending on specific circumstances. Eighty-four 

percent of those who said they would use them indicated that use would be related to their 

driving. 

OTHER DRINKERS 

Two hundred and seventy other patrons were interviewed. Males comprised 71.7%, the 

average age was 33.6 years and average length of residence in the Territory was 9.65 years. 

Table 7 shows that half were at least weekly patrons at the premises being surveyed. 
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Table 7 
Frequency of Patronage at Licensed Premises 

FREQUENCY 

Daily 

Few times a week 

Once a week 

Few times a month 

Once a month 

Less than once a month 

PERCENT 

10.1 

21.9 

18.3 

11.2 

9.4 

29.1 

The majority (63.9%) reported not drinking elsewhere earlier in the day. Table 8 shows that 

heavy beer and light beer and were the predominant beverages consumed by this sample. 

Most indicated they expected to be drinking more (67%) during the day, 12.2% were unsure 

and 20.4% said they would not be continue their drinking. 

Table 8 
Beverage Consumption 

BEVERAGE PERCENT 

Beer 47.7 

Light Beer 29.7 

Spirits 29.7 

Non-alcoholic drinks 8.6 

Wine 3.6 

Wine Coolers 2.9 

Wine and mineral water 1.1 

Cocktails 1.1 

Shooters 1.1 

Liqueurs 1.1 

Fortified Wine 0.4 

The majority thought it was either very important (60.4%) or fairly important (13.3%) to 

remain under 0.05 when driving. Only 1.8% thought it was not at all important and 4.3% 

believed it was not particularly important. Around one in ten (11.5%) believed it was more 

important to be a safe driver rather than strictly under 0.05. 

When asked how they usually tell when they have reached 0.05, 25.4% reported keeping 

count of the number of drinks they consumed, 28.1 % relied on how they felt and 31.5% said 

they simply did not drive if they drank. One in ten (11.1 % ) could not articulate how they 

determined their level of intoxication. 
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While none of the respondents in this sample were seen to use the breathalyser, 2.2% reported 

that they had used one earlier on the day. Around a third (31.5%) had used breathalysers once 

or twice in the past and 10.8% had used them on numerous occasions. The majority (54.8%) 

had never used. Most (66.5%) knew there was a breathalyser on the premises, but 33.7% 

were not aware. While the largest proportion indicated that would use a breathalyser (62% ), a 

third (32.3%) indicated that they never would. 

More than half of those who admitted they would use a breathalyser (55%) gave reasons that 

related directly to decisions about whether they would drive at the time. Another 19 .2 % 

reported they would test themselves out of interest and 6.7% indicated that testing would be 

to judge drinking competitions. Nearly a third of those who said they would never use a 

breathalyser (30.5%) claimed this was because they never drive after drinking and that testing 

would therefore be a waste of time. Nearly one in five (19.1 %) indicated that they did not 

trust the accuracy of the breathalysers. 

Most of those who reported they would use a breathalyser (71.4%) thought remaining under 

0.05 was very important when driving. Only half of those who said they would not use a 

breathalyser thought being under 0.05 was very important. Another 15.6%, however, did 

think that staying under 0.05 was at least fairly important. 

Most respondents (71 % ) thought breathalysers should be widely available throughout the 

Territory, 11.5% disagreed and 7.6% were unsure. 

LICENSED PREMISES 

On the majority of occasions that staff were interviewed, the consensus was that the machines 

had been well received by patrons. It was commented, however, that after the novelty of the 

machines had worn off there was an increasing tendency for some patrons to act unruly 

around the machines and use them for unintended purposes or for fewer patrons to use them 

at all. 

At one venue it was observed that use of the breathalyser tended to increase during Police 

traffic blitzes. At another venue staff reported that the machines assisted them to be 

responsible servers as they could objectively demonstrate a person's level of intoxication. 

Over the first five months of the trial, the breathalysers were used 3,021 times. While this 

was an average of 38 tests per machine per week, the breathalysers were more popular in 

some venues than others. For example, two of the four outlets accounted for only 28% of the 
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usage: in Alice Springs the machine was used 282 times and the breathalyser in Katherine 

was used 574 times. Staff at both of these locations acknowledged that greater use could be 

expected at places which had higher levels of patronage. 

The machine supplier, Drivecheck Australia, was meant to install software which would 

produce an ongoing and detailed record of use over the course of the trial. Unfortunately that 

software was not installed and detailed analysis of the times of use and the breath levels 

registered are not possible. 

DISCUSSION 

While this study is limited to the perceptions and reported intentions of patrons, rather than 

actual behaviour, the results indicate a general acceptance of breathalysers among drinkers in 

the Northern Territory and support for their widespread availability. It is debatable, however, 

how availability would translate to use and modified behaviour. 

Finding that 14% of the people interviewed in this study did avail themselves of the 

breathalysers is encouraging, but there is insufficient detail to know whether this would be a 

typical usage rate. One would suspect not, given the observed decline that occurred after the 

novelty value of the machines waned and the high proportion of respondents who reported 

they would only use occasionally or even less frequently. 

Although a breathalyser may not be in constant use, it can be argued that having the machines 

available still offers an option that is otherwise non-existent. With most respondents 

believing it is important to stay under 0.05 when driving and currently relying on vague and 

imprecise methods for judging their BAL, having some objective means of assessing their 

blood alcohol would appear to be of value. The number of readings found to be over 0.05 

add to this argument, and especially as a proportion of those with high BAL's indicated 

altered intentions about how much more they were going to drink and, to a lesser extent, 

drive. 

In the wider health context of drinking levels, responsible consumption is dependent on 

personal and situational variations.14 Breathalysers would also give people the opportunity to 

learn how their tolerance to alcohol is affected by different variables ( eg food intake, physical 

exertion) over time. 

To be effective, however, it is critical that the breathalysers are used correctly. This is also 

important if the apprehensions people have about the accuracy of readings is to be dispelled. 

13 



It is essential that patrons are educated about the accuracy of the technology and how to use 

the equipment properly. Apart from instructions attached to the machines, this could be 

achieved through mass media campaigns, which could also serve to promote the availability 

of the machines and educate the public about the benefits of their use15. 

In this context it is also imperative that the machines operate properly. Regular maintenance 

and calibration must be ensured, otherwise the utility of the machines will be undermined. 

The onus for this should be placed on the owner. 

In this trial the government owned and supplied the breathalysers. It would be expected, 

however, that provision should more appropriately be the responsibility of licensees, as they 

profit directly from the supply of alcohol. Moreover, with staff feedback highlighting the 

utility of the machines for demonstrating intoxication levels to patrons, the provision of 

breathalysers would seem to be an aid to responsible serving practices. 

It is acknowledged, however, that not all licensed premises are equally suitable locations for 

breathalysers. Previous research has shown that hotel lounges and bars and licensed clubs 

more conducive than restaurantsll. Further, as illustrated even among the few outlets in this 

study, premises with greater patronage could expect more use and a higher revenue to be 

generated from the breathalysers. While use can be encouraged to a degree by factors such as 

prime location, staff support and adequate promotion, clearly it would be more viable for 

larger establishments to cover the costs associated with purchasing or leasing machines and 

the related servicing and maintenance. 

Overall the trial has demonstrated widespread support for having breathalysers available in 

licensed premises. They had no adverse effects on the business of the licensed premises, but 

offered people an opportunity to learn more about their drinking and make more informed 

decisions about their behaviour. To the extent that such opportunities can prevent personal 

harm and trauma on the road, the provision of breathalysers should be supported. 
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