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Driving while intoxicated is a major 
contributing factor to road trauma. 
The Northern Territory (NT) has 

the highest road fatality rate in the country, 
representing significant human, social and 
financial costs. In 2018, Smith et al. estimated 
that alcohol-related road accidents cost 
the Northern Territory $58 million annually, 
including through permanent disability, 
workforce disruption, property damage, 
insurance and legal costs and lost quality 
of life;1 this excludes the cost of premature 
mortality and hospital separations. There are 
also significantly higher rates of alcohol use, 
alcohol-related hospitalisations and alcohol-
related mortality in the Northern Territory 
compared to the rest of Australia.1-4

Injury incidence and mortality increase with 
level of remoteness,5 related to poor road 
quality and lower investment in transport 
infrastructure, greater diversity of vehicles on 
the road, higher speeds and isolation from 
medical care centres.6 There is a significant 
population spread across the Northern 
Territory, with 20% of residents living in 
remote areas and a further 21% living in 
very remote areas7 creating challenges for 
policy, infrastructure and service delivery. 
Drink and drug driving prevention must also 
consider the needs of Aboriginal and Torres 
Strait Islander people.8 Rates of injury and 
mortality from alcohol-related road incidents 
are significantly higher among Aboriginal 

and Torres Strait Islander people9 and the 
Northern Territory has the highest proportion 
of Aboriginal and Torres Strait Islander people 
in Australia (26% compared to 3%).7

There are differences in the response to 
drink and drug driving offences across 
jurisdictions in Australia.10 In addition to fines, 
licence demerit points and in some cases, 
imprisonment, most states and territories 
also have some form of drink and drug driver 
education and/or therapeutic program for 

offenders. These vary in length, delivery 
model and content but usually involve group 
sessions.11

People in the Northern Territory who 
commit a medium or high BAC range drink 
driving offence, or repeated drink driving 
offences, are legally required to undertake an 
approved course or treatment to be eligible 
to re-apply for their driver’s licence.12 The 
only approved course is the Back on Track 
(BoT) program. The program was redesigned 
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Abstract

Objective: In the Northern Territory, people who commit drink driving offences are required to 
undertake an approved course or treatment to be eligible for a driver’s licence, however, course 
uptake is low. We investigated barriers to program uptake.

Methods: We conducted semi-structured interviews with 24 program attendees, course 
providers and government stakeholders. We used a framework analysis.

Results: Program coverage in remote areas was limited, leading to inequitable access. The 
course cost affected uptake and exacerbated existing financial hardship. There were mixed 
views among government stakeholders on the program. While some held a view that offenders 
should ‘pay the price’, some also saw the user-pays model and high program cost as a clear 
barrier to accessibility.

Conclusions: The data from this study demonstrate how the current delivery model for drink 
and drug driving education increases inequities for those in regional and remote areas, and 
Aboriginal and Torres Strait Islander people. 

Implications for public health: Moving away from the current user-pays model to a subsidised 
or free model may facilitate greater access. Online delivery may increase accessibility; however, 
consultation is required to ensure the program is delivered equitably with consideration of 
language, literacy, cultural factors and access to technology.
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in 2015 by a private consultant and broadly 
covers education about the effects of alcohol 
on the body, laws and penalties for drink 
driving, information about consequences 
of drink driving, discussions of fault and 
responsibility, goal setting and planning to 
avoid drink driving. People convicted of a 
medium-range BAC drink driving offence 
must complete one unit, while people with 
higher BAC offences, drug driving offences or 
repeat offences must complete two units.13 
The program is owned by the Northern 
Territory Government and private third-party 
providers can apply to the government to 
become course providers. Attendees pay a fee 
directly to the provider, with no government 
subsidisation, and approved providers can 
charge consumers any fee they choose. At 
present, the Northern Territory Government 
does not charge providers for the licence for 
the course, nor do they receive any portion 
of the fee charged to consumers. During 
the research period, private providers were 
charging fees of approximately $300–$500 
for Unit 1 and $500–600 for Units 1 and 2. 
Course providers often charged a higher fee 
to people in remote areas due to the higher 
costs associated with travel and delivery to 
those locations.

There has been no evaluation of the 
program since 1998. Analysis of BoT program 
completions and sentencing occasion 
data show that only 38% of those who 
are required to complete the program to 
re-apply for the licences actually do so.11 
This study was part of an evaluation funded 
by the Northern Territory Government 
Department of Infrastructure, Planning 
and Logistics, which aimed to identify 
opportunities for improvements to the 
course and explore alternative pathways, 
modes of delivery, affordability and other 
opportunities to increase accessibility to the 
program. This paper aims to describe key 
barriers to program completion, with a view 
to inform improved program design and 
continuous quality improvement associated 
with implementation. As a secondary aim, 
it explores participant perspectives on the 
suitability of an online course to improve 
accessibility, which was of particular interest 
to the funder.

Methods

Study design
We conducted a qualitative study including 
individual interviews with course providers, 

program participants and government 
stakeholders. We received ethics approval 
from the Human Research Ethics Committee 
of the Northern Territory Department 
of Health and Menzies School of Health 
Research (2020-3787).

Participants and recruitment
There are currently nine listed BoT course 
providers in the Northern Territory. A contact 
in the Northern Territory Government sent 
information about the study to providers, and 
the research team then followed up with each 
provider. Three course providers agreed to be 
interviewed.

Program attendees were eligible to 
participate if they had previously attended 
the BoT course. To recruit BoT program 
participants, course providers sent requests 
to attendees requesting they contact the 
research team if interested. Due to limited 
responses, we supplemented this with 
convenience sampling using posts on social 
media. Snowball sampling was subsequently 
adopted where BoT program participants 
could refer others. We recruited included nine 
(n=9) participants, with five identifying as 
Aboriginal and/or Torres Strait Islander people 
and four as non-Indigenous. The project 
funding did not include a budget for any 
remote travel, meaning that interviews with 
program participants occurred face-to-face in 
Darwin or via telephone.

We compiled a list of key government 
stakeholders in consultation with a 
Northern Territory Government contact 
person and sent an email invitation. This 
was supplemented by snowball sampling. 
A total of n=12 government stakeholders 
participated.

Data collection
Three interview schedules were co-
developed through consultation with key 
government staff. Interviews focused on 
experiences of participating in/delivering 
the program, barriers to participation, 
strengths and weaknesses of the program, 
recommendations to improve the program 
and views on alternative formats for delivery 
including online modes. Each interview 
lasted between 30 and 60 minutes. All 
interviews were recorded, except for that 
with one stakeholder who did not consent to 
the recording. Recordings were transcribed 
verbatim via a professional transcription 
service.

Data analysis
We used a framework analysis approach14 
to analyse the qualitative data. Framework 
analysis includes five key stages: 
familiarisation, identification of emergent 
themes and issues, charting data in relation 
to headings and sub-headings, mapping and 
interpretation. We used NVivo12 to organise 
and store the data. The data from each group 
of stakeholders were analysed separately 
before the findings were integrated in the 
mapping process.

Results

Two main barriers to course uptake were 
identified throughout the study: accessing 
the course and prohibitive costs associated 
with undertaking the course. We also 
report on participant perspectives on 
whether online solutions could play a role in 
addressing accessibility challenges.

Accessing the course
Course location and availability were 
discussed as barriers to access for participants 
living in both urban and rural settings in the 
Northern Territory. Despite the urban area of 
Darwin being relatively small, participants 
in urban settings reported difficulties in 
travelling to the course as their licences were 
revoked as a condition of their sentence. They 
described that public transport options were 
limited, especially on weekends, leaving few 
options for those with lower social support. 
The challenge of accessing the course in 
urban areas was not only discussed as a 
deterrent to program uptake but also as 
harmful, as some participants felt that their 
only option was to drive illegally:

Like, unless you have like a parent or like a 
partner or someone to pick you up, it’s hard to 
do, like go and do… I actually drove there, and 
I had no licence. Do you know what I mean? 
Like, otherwise I had no way to get there. 
(Non-Indigenous program participant)

Accessibility for remote communities was 
a major issue for the BoT program reported 
by both government stakeholders and 
course providers. All three course providers 
who were interviewed conducted courses 
in remote communities; however, for some 
this was usually in specific communities with 
some regions not currently covered by any 
providers. Course providers noted that they 
frequently received requests to deliver the 
course in remote areas but were challenged 
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by poor financial viability. Government 
stakeholders recognised that it was difficult 
to get course providers to increase their 
coverage due to the high cost of travel and 
often unpredictable attendance at courses. 
Where there were gaps in delivery in remote 
areas, people had little other option than to 
travel to urban areas to complete the course. 
Multiple government stakeholders and 
one course provider noted the significant 
associated costs of doing so, including 
travel costs, accommodation and the fee to 
undertake the course:

So, it costs them around $2500 to go in and do 
the workshop so they could get their licence 
back … I used to have to try and get them 
to go to Darwin to do it. And the cost was 
prohibitive. (Course provider, remote)

Prohibitive cost
All participants raised the cost of undertaking 
the course as a key concern affecting uptake 
and noted that it often came in the context 
of existing financial hardship. For some 
participants, losing their licence caused them 
to lose their job, and so the cost of the course 
further exacerbated the disadvantage they 
faced. Others described losing shifts to attend 
the course. This resulted in a triple financial 
burden – first, paying a fine; second, the 
course fee; and third, lost income: 

Especially the roll-on effect from not having 
a licence and losing your job, then you don’t 
have any money, so it’s a continuous [cycle]. 
(Māori program participant)

One participant described negative impacts 
specific to people living in remote Aboriginal 
communities. They noted that for some 
individuals, losing and then struggling to 
re-obtain their licence could have significant 
consequences if it prevents the fulfilment of 
responsibilities expected of them within their 
community. In addition, the location of these 
communities often makes driving a necessity 
to access certain goods and services. A high 
proportion of people without a licence in a 
community can negatively impact the overall 
wellbeing of the community, by restricting 
people’s mobility and access to services. In 
this way, the inadequate accessibility of the 
course was seen to have a ripple effect on 
other social determinants of health.

Several government stakeholders explained 
their views that participants should have to 
pay for the course as a punitive measure, 
and that course costs should not be borne 
by the taxpayer. This ideological stance was 
stronger in government stakeholders with 

no background or role in health. Another 
government stakeholder explained that 
there were misconceptions that the course 
fee was ‘punishment’ for those who had 
committed an offence which had been “a 
significant obstacle to attracting funding to 
subsidise training so it can be more accessible 
for remote area people”. They noted that 
although legislation required that people 
who committed drink and drug driving 
offences complete a course or treatment 
program, the model of payment or cost 
of doing the course was not determined 
in legislation, is not gazetted, and is not 
set by the Northern Territory Government. 
Some government stakeholders appeared 
conflicted: while they held a view that 
someone who has committed an offence 
should ‘pay the price’, they saw the user-pays 
model and high program cost as a clear 
barrier to improving accessibility to people 
experiencing financial hardship, particularly 
people in remote areas.

Addressing accessibility challenges – 
on online solution?
Program participants were prompted 
to consider the potential benefits and 
limitations of a drink and drug driving 
course being delivered in an online format. 
Three program participants proposed that 
having an online option could circumvent 
the aforementioned challenges of physical 
accessibility of attending the course:

I guess the more ways they have of delivering 
it, the better, maybe for remote communities 
and stuff like that then do some type of 
online course, I guess. (Aboriginal program 
participant)

Almost all government stakeholders agreed 
with this potential benefit. One program 
participant described that a self-paced online 
resource would enable them to complete the 
course at times convenient to them and at a 
pace that they could manage:

Then they can do it at their own pace as well 
… So, you’ve got plenty of time to do it.  You 
don’t have to just cram it all into one weekend. 
(Māori program participant)

However, program participants also discussed 
that an online resource would remove many 
of the current perceived benefits of the 
course including that it is centred around 
learning from others. All three course 
providers shared concerns about an online 
resource compromising the effectiveness of 
the program by losing the ability to interact 
with participants, which they saw as the 

active ingredient of the program. One course 
provider noted that the face-to-face group 
delivery was an important mechanism to 
deliver the course in a culturally responsive 
way, as it enabled flexibility to vary their 
approach for specific local contexts: “I don’t 
always deliver the same way all the time 
because I’m always being adaptable to meet 
the needs of my group”. Course providers also 
discussed that in a face-to-face format, their 
ability to tailor activities to meet the literacy 
and language needs of individuals was 
crucial to engagement, especially in remote 
community contexts. 

They’re on their land. They’re confident. 
They’re not intimidated. If they go to Darwin, 
they’re shy, ’cause their language, English, 
isn’t that good. They’re shy because they 
can’t necessarily read that. (Course provider, 
remote).

Course providers and some government 
stakeholders were both sceptical that an 
online resource could fulfil the needs of 
people with low literacy and who primarily 
spoke languages other than English, 
especially considering the diverse needs of 
communities across the Northern Territory.

That’s why we do a lot of narrative stuff, 
because it’s not fair to make people feel 
like shit because they can’t read. (Course 
provider, remote)

Government stakeholders appeared 
conflicted about whether an online model 
should be implemented or how it would 
work, given the potential benefits of 
improved access weighed against concerns 
about digital literacy and the quality and 
effectiveness of online resources.

Discussion

Significant issues around access to the 
BoT drink and drug driving course were 
identified in this study, stemming from the 
course cost and difficulties that participants 
face regarding geographical access. Given 
that course participation is legally required 
for eligibility for a driver’s licence, this is 
problematic. Ensuring that there are sufficient 
opportunities for people living in remote 
and very remote areas to access the BoT 
program is integral in order to improve 
health, behavioural and licensing outcomes. 
This requires improvements to the program 
coverage and frequency of delivery.

The privatised, user-pays model is a key 
challenge in expanding the program’s reach 
and frequency in remote and very remote 
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areas. The cost of delivering the program 
in remote areas is high, and from course 
providers’ perspectives, must be recouped 
to sustain profitability. People in remote 
areas and who are financially disadvantaged 
therefore face greater barriers in obtaining 
their licence due to the high and inconsistent 
cost of the course, which compounds 
existing disadvantage as individuals without 
a driver’s licence have reduced access to 
education, employment and healthcare.15 
It has been shown that when services are 
left to be delivered in a free market, those 
who already experience difficulties are those 
most severely impacted, leading to inequities 
and a widening of existing socioeconomic 
disadvantage.16,17 A move away from the 
user-pays model, to one whereby the 
Northern Territory government is responsible 
for the funding and provision of drink and 
drug driving education services, may assist 
in overcoming disadvantages resulting 
from the current system. This would allow 
the government to ensure that programs 
are provided across the Northern Territory 
based on need rather than profitability. There 
are also opportunities for this delivery to 
be linked to the delivery of other programs 
and services being delivered in remote 
areas to consolidate costs and improve 
sustainability. There is an extensive body of 
research that demonstrates that prevention 
results in return on investment.18 This may 
assist the Northern Territory Government 
to substantially reduce the $58 million per 
year currently spent on alcohol-related 
road accidents in the Northern Territory. 
Effective and equitably delivered drink 
driving programs have been found to reduce 
recidivism by half in other parts of Australia.19

There are several other models of course 
delivery in operation in other jurisdictions. 
In New South Wales, the drink and drug 
driving courses are delivered at no cost to 
the attendee in a joint partnership between 
Corrective Services NSW and Road and 
Maritime Services. The Australian Capital 
Territory operates a user-pays model for their 
course, but the government has installed a 
cap on fees that can be charged (however, we 
note that incomes in the ACT are substantially 
higher, inequities are lower, and licensing 
compliance is higher; which is part of why this 
system works).

One possible method to fund the drink and 
drug driver program in the Northern Territory 
could be through justice reinvestment, 
whereby fines that individuals are mandated 

to pay as a result of a drink or drug driving 
conviction/s could become the source 
of funding for the BoT program through 
a reallocation of funds to the health and 
social services sector from corrections.20 
Justice reinvestment serves both economic 
efficiency goals and social justice goals.21 
Previous work in regional Northern Territory 
has demonstrated a strong appetite for 
justice reinvestment from local services and 
Aboriginal communities.22 

Online technology is often assumed to reduce 
accessibility issues caused by geographical 
isolation; however, it is important to consider 
that it can create other issues of inaccessibility 
and inequity, especially where there is 
unequal access to technology and lower 
digital literacy. Some participants also shared 
concerns that an online format would remove 
many of the current benefits of the group 
program and that an online course may not 
meet language and literacy needs.

Greater consultation with Aboriginal and 
Torres Strait Islander people, inclusive of 
those living in remote areas is important to 
ensure that program delivery is optimised. 
With this in mind, we recommend the 
Northern Territory government engage in 
consultations with Aboriginal and Torres Strait 
Islander leaders and communities across 
the Northern Territory to inform appropriate 
strategies for improving program coverage, 
but also to improve prevention of drink and 
drug driving.

This study has several limitations. While 
we were able to contact course providers 
working in remote areas via telephone, we 
did not recruit program participants living 
in remote communities, meaning that their 
views are not directly represented. We also 
did not interview people who were required 
to complete the course but did not attend. 
The barriers to attendance for these people 
may be different to those represented in the 
study.

Conclusion

This study highlights the challenges of 
delivering services and programs in the 
Northern Territory due to the sparse 
population, large geographical areas and 
poor infrastructure. The data from this study 
demonstrate how the current delivery 
model for drink and drug driving education 
increases inequities for those in regional and 
remote areas, and Aboriginal and Torres Strait 

Islander people. The inaccessibility of the 
program is particularly problematic; although 
it is not mandatory, offenders are required 
to complete the program to be eligible to re-
apply for their driver’s licence. An individual’s 
inability to obtain a licence has broader 
personal, social, family, community and 
legal implications. It is therefore imperative 
that measures are taken to reduce these 
inequities.

Implications for public health

Moving away from the current user-pays 
model to a system where the course fee is 
subsidised through justice reinvestment or 
by the Northern Territory Government may 
facilitate greater access. An online program 
option may improve access for some, 
however, sufficient planning and consultation 
would be required to ensure the program 
is delivered equitably with consideration 
of language, literacy and cultural factors, as 
well as access to technology. Community 
consultation with Aboriginal and Torres Strait 
Islander people will be integral to improving 
prevention and response efforts.
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