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Chairman’s foreword

During the course of its inquiries under the second term of reference, the Select Committee dealt
with a large volume of information that provided a wide spectrum of views and approaches for
dealing with the use of illicit drugs. The breadth of this information has made the Select
Committee’s investigation into the adequacy of the provision of health, educational and
community support services a surprisingly more complex process than was originally anticipated.

This complexity has meant that whereas in the Interim Report there was substantial agreement by
members on many of the areas addressed, under the second term of reference there was at times a
divergence of opinion by members of the Select Committee on a number of issues. However in
producing the Final Report, members have managed to achieve a consensus on the major issues.
This collaboration has enabled a more thorough and careful consideration of all matters and
resulted in a coherent overall framework that comprehensively addresses the harms associated
with illicit drug abuse in WA.

The report underlines the need for a commitment by all relevant organisations and government
departments dealing with problems caused by drugs, to support unambiguous messages about the
serious harms caused by the use of both licit and illicit drugs. This approach is an integral part of
the School Drug Education Project, which provides drug education across all stages of the
curriculum, from year 1 to year 12. A major achievement of the School Drug Education Project is
that it has been formulated as a result of a collaborative approach, involving the Association of
Independent Schools, the Catholic Education Office and the Education Department of WA, which
incorporates drug education into the school health education curriculum.

In the Select Committee’s view, the strength of the School Drug Education Project is that it is a
continuous process involving a school’s teaching staff thus avoiding the shortcomings of being
‘one off’ or periodic events. Most importantly the School Drug Education Project seeks to
involve families and the community in supporting the aims of drug education in schools to ensure
gains of the project are not lost or diminished.

On the basis of experiences interstate and overseas, the Select Committee recognises that the
problems associated with the abuse of drugs will not substantially diminish in the short term. As
indicated in the Select Committee’s Interim Report, international developments are significant
factors in domestic manifestations of drug problems. The growing sophistication of the
international nature of the marketing and distribution of illicit drugs such as heroin means that the
community must be responsive to unexpected shifts in the type of illicit drugs that become
available for consumption.

There are a number of examples of how new trends in drug use can quickly spread. For instance,
the recent rapid proliferation of designer drugs in Europe and the serious law enforcement and
health problems due to the abuse of cocaine reported in a number of US cities, underpin the need
for mechanisms for governments to quickly detect new fashions or trends in drug use and be able
to deploy resources to limit the harmful effects of such drugs on young people. As indicated in the
Interim Report, any success in dealing with drug problems in this State is substantially reliant on a
significant investment by the Commonwealth in better methods of intelligence gathering within
and outside of Australia in conjunction with cooperative arrangements between all law
enforcement bodies within Australia.

In the course of its visit to Sydney the Select Committee, through the generous assistance of
various New South Wales drug law enforcement personnel, received a first hand exposure to street
level heroin dealing. This experience was very disturbing, as it involved the highly visible selling
of high grade heroin, mostly involving young people, most of whom were clearly dependent users.
Clearly this market is able to operate because there is a substantial level of demand for heroin
from significant numbers of users from the wider Sydney area.



While the prospect of such an extensive heroin market developing in Perth appears remote,
nevertheless some of the similar underlying socio economic and other factors exist here. These
include large numbers of socially marginalised individuals located in specific geographic areas, high
levels of unemployment, the perception of few support structures for young people to engage in
positive recreational and leisure pastimes, and concerns about the location and types of
intervention services and family and community support structures.

This experience means that in this State we must ensure that while emphasis should be given to
assisting those directly and indirectly affected by drugs, it is equally important for the community
to invest in those social and community infrastructures which encourage young people to become
valued members of the community. The Select Committee believes that the existing treatment
organisations in the metropolitan area are generally well resourced and are in most instances
meeting the demands for service. In this State we are fortunate that community service agencies
are able to receive capital funding from the Lotteries Commission. This has enabled the
development of a number of high quality residential rehabilitation facilities in recent years in
Perth and country areas.

However, it is the Select Committee’s view that there is a need for additional services targeted at
young people in the inner city area, the remainder of the metropolitan area and in regional
centres elsewhere in the State. These additional services include the need to address
accommodation issues for young people who are affected by drugs, the provision of a youth only
sobering up facility to enable police to place intoxicated young people in a safe environment
overnight, additional residential rehabilitation facilities and the development of two strategically
located youth focused Community Drug Service Teams.

The Select Committee is particularly concerned that there is an apparent need for additional
services in a number of major regional areas outside the Perth metropolitan region. While in some
of these areas there has been support for programs over a number of years to assist those with
alcohol dependencies, there appears to have been a comparatively lower investment in programs
specifically targeted at those who use illicit drugs, possibly due to the unforeseen proliferation in
their numbers.

In these non-metropolitan communities there appears to be very few private health and other
service providers who are willing to assist those who are using heroin and other illicit drugs. Those
few providers that do assist are generally ill equipped to respond to the demand for service. While
some of these communities may view drug usage involving heroin and amphetamines as being big
city problems, this is not the case. The Select Committee received some evidence of small and
entrenched populations of those abusing these and other types of drugs.

In some areas, high incomes generated through mining and seasonal fishing industries, involving
high proportion of single males, appear to be conducive to the toleration of the abuse of both licit
and illicit drugs. Accordingly a recommendation has been made for funding of a community wide
approach to drug use in these communities, along the line of the very successful approach that
occurred in the Geraldton area following the establishment of the COMPARI project.

During the life of the Select Committee, the Government implemented a number of measures that
entailed the devolution of the Alcohol and Drug Authority’s community based programs by
establishing Community Drug Service Teams which were awarded by competitive tender. At this
stage, it is not possible to properly review the effectiveness of these new arrangements, as many
of them have only been implemented since the beginning of 1998. However, | believe early
tentative indications are that these will be quite successful.

It is the Select Committee’s view it would be most appropriate to review these arrangements in
conjunction with the review of the State’s next Drug Abuse Action Plan. The Select Committee
recommends that at the same time there be a review of the division of responsibilities between the
WA Drug Abuse Strategy Office and the Mental Health Division of the Health Department.

Another significant development reviewed by the Select Committee since the tabling of its
Interim Report is the release of the evaluation of the Victorian cannabis cautioning program



pilot. This review highlighted the divergence of opinions on how to address the issue of cannabis
use in our community. The State government has responded to this development on 10 August
1998 by announcing a 12 month trial of a cannabis cautioning and education scheme in
Mirrabooka and Bunbury. The Select Committee supports this trial and believes that any proper
evaluation of its outcomes must also involve a thorough and considered recognition and analysis
of the health, educational and community issues and not simply dollar savings in police resources.

Evidence was received of high levels of reported cannabis use, especially among upper secondary
school students in this State. While it is apparent that much of this use is experimental or
occasional in nature, nevertheless it raises the question of the extent of flexibility by the police in
dealing with young people and others who are otherwise law abiding members of the community
who are found to be in possession of small amounts of cannabis. As the consumption of cannabis
has apparently become more prevalent in recent years, the Select Committee supports the
implementation of the comprehensive public education and awareness strategy directed at the
serious health consequences of consuming THC as the next phase of the WA Government’s Drug
Aware campaign.

As a result of its inquiries, the Select Committee believes that this State is at the crossroads of
how to deal with the serious issue of illicit drugs. In terms of promoting the prevention of drug
problems involving young people, the Select Committee believes that the WA government hand
in hand with the broader community has travelled down the right path and that the WA
community will reap substantial gains from the School Drug Education Project in the coming
years.

In regional centres, there appears to be a need for an improved level of support for existing
service providers and measures to assist communities who are beginning to experience increasing
problems from the abuse of illicit drugs, particularly heroin.

In this final report, the Select Committee also deals with recent concerns that have arisen about
the activities of police at a number of metropolitan and country high schools searching for drugs
and other contraband and seeking to deter the possession or consumption of illicit drugs in our
schools. It is the view of the Select Committee that there needs to be a clear framework for drug
searches at schools to ensure that the support of the community and students is maintained and
that the credibility of police is not tarnished.

In conclusion, | wish to express my sincere thanks to all members of the Select Committee, the
Clerk of the Select Committee and research staff for their dedication to the Select Committee’s
wide inquiry on two very contentious and, at times, highly politicised terms of reference. |
particularly wish to thank Mr Greg Swensen of WA Drug Abuse Strategy Office for his energetic
devotion to the Select Committee’s deliberations and his very high level of research and
analytical skills.

Christopher Baker, MLA
Chairman
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List of recommendations and findings

Pursuant to Standing Order 378, the Select Committee directs the Minister for Family and
Children’s Services, the Minister for Health, the Minister for Police, the Minister representing
the Attorney General and the Parliamentary Secretary to the Minister for Justice be required
within not more than three months, or at the earliest opportunity after that time if Parliament is
in adjournment or recess, to report to the House as to the action, if any, proposed to be taken by
the Government with respect to any recommendations of the Select Committee which fall within
their jurisdictions.

Recommendations
Chapter 2: Audit of programs

Recommendation 1 [page 22]

That there be a greater emphasis in health campaigns dealing with the harms associated with
illicit (as compared to licit) drugs, especially in relation to young people and that such campaigns
closely coordinate with the School Drug Education Project.

Recommendation 2 [page 27]

That the Ministry of Justice develop and maintain a comprehensive information system in
relation to expenditure on all education, counselling and treatment programs which are directed at
juvenile and adult offenders and prisoners with alcohol and other drug related problems.

Recommendation 3 [page 27]

That the Ministry of Justice maintain a comprehensive database on all drug treatment program
outcomes, including a wide range of measures, including results of previous treatment, an
assessment of severity and the extent of alcohol and other drug problems, goals stipulated in
agreed treatment plans, participation in treatment, results of urinalysis testing and organisational
responses to outcomes.

Recommendation 4 [page 28]

That the Ministry of Justice undertake a review of the adequacy of funding and resources to enable
the Substance Use Resources Unit to adequately provide appropriate treatment services to the
State’s metropolitan and regional prisons.

Recommendation 5 [page 28]

That the Ministry of Justice provide adequate levels of funding to purchase programs from service
providers in all regions of the State so that all offenders under its care who have pre existing or
current substance abuse related problems are able to receive appropriate levels of ongoing
assistance for such problems.

Recommendation 6 [page 28]

That as a matter of priority the Ministry of Justice release its Drug Strategy to ensure that it
develop a framework for purchasing an appropriate mix of services from the network of alcohol
and other drug providers in the metropolitan area and in each of the State’s regions.

Recommendation 7 [page 29]

That the Ministry of Justice target assistance for those in custodial settings in the period
immediately prior to their release, so that on release such individuals can be transferred to
established service providers to provide relapse prevention measures.

Recommendation 8 [page 31]

That the WA Police Service upgrade the seniority of its officer in charge of its Alcohol and Drug
Coordination Unit to the level of Inspector, so that the Unit be appropriately represented in the
senior management structure of the Service.
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Recommendation 9 [page 45]

That a methodology for evaluating long term outcomes in illicit drug treatment programs be
developed that utilises a set of standardised measures so that comparisons can be made between all
such programs as to their relative effectiveness in achieving treatment outcomes.

Recommendation 10 [page 45]

That a methodology similar to the COTSA approach be developed to provide information on at
least an annual basis of utilisation of all treatment services, and that the feasibility be determined
of whether such a survey include a questionnaire to measure client satisfaction.

Chapter 3: Organisational issues

Recommendation 11 [page 60]

That a review of the management and general effectiveness in the delivery of alcohol and other
drug services within the Mental Health Division of the Health Department of WA be effected in
conjunction with the next WA Drug Abuse Strategy Action Plan.

Recommendation 12 [page 65]
That the Commonwealth be requested to consider re-establishing the confiscated Assets Trust
Fund.

Chapter 4. Community services

Recommendation 13 [page 107]
That the WA Drug Abuse Strategy Office rearrange the zones for country and metropolitan
CDSTs so that they coincide with the same boundaries used for each of the State’s Health Zones.

Recommendation 14 [page 118]

That the WA Drug Abuse Strategy Office undertake a feasibility study into establishing a range of
services targeted at injecting drug users and other groups of illicit drug abusers in the Goldfields,
including funding a peer based outreach program, a needle and syringe exchange program and a
residential detoxification and rehabilitation facility.

Recommendation 15 [page 125]

Subject to an appropriate review by WADASO of the provision of drug and alcohol services in the
Goldfields, that a COMPARI style organisational model be considered to implement a project to
mobilise the community in the Goldfields to address the abuse of alcohol and other drugs and be
evaluated through a partnership with a university based consortium.

Chapter 5: Responding to opioids

Recommendation 16 [page 157]
That the HDWA monitor and report on the alternative pharmacotherapies as they become
available in the treatment of illicit drug abuse.

Recommendation 17 [page 193]

That the WA Drug Abuse Strategy Office develop a pilot project in metropolitan and regional
centres with the object of examining ways to improve the skills and knowledge of health
providers in treating opioid dependents with dual diagnoses.

Recommendation 18 [page 195]

That there be increased funding and support for the OOPS Project and the Emergency
Department Project, and consideration of additional funding of peer education and innovative
outreach programs as part of a comprehensive strategy to reduce the number of heroin overdoses
in metropolitan and country areas, and to reduce the transmission of BBVs.
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Chapter 6: Responding to cannabis

Recommendation 19 [page 235]

That the WA Drug Abuse Strategy Office research and implement a treatment service for
problematic cannabis users, modelled on the cannabis intervention project in Victoria, and
administered by an appropriately funded and skilled body, for example, CDSTSs.

Recommendation 20 [page 255]

That the Government give consideration to amending section 39 of the Sentencing Act 1995 to
provide upon conviction for a first simple cannabis offence that unless the court is convinced to
the contrary, that a spent conviction be recorded.

Recommendation 21 [page 255]

That the Spent Convictions Act 1988 be amended to create a new category of lesser convictions
solely relating to those convictions for offences relating to the possession and use of small
quantities of cannabis (max. 50 grams) with the period of any non offending prior to having any
such conviction capable of being declared spent be 5 years, and such declarations shall apply
automatically, as a matter of law, without the need for the person concerned to make any written
application in respect thereof.

Recommendation 22 [page 255]
That at the conclusion of the comprehensive media health campaign on cannabis targeted at the
broader community, the WA Drug Abuse Strategy Office comprehensively assess its outcomes.

Chapter 7: Responding to other drugs

Recommendation 23 [page 298]

That the WA Drug Abuse Strategy Office review currently available West Australian information
about the extent of volatile substance use, identify areas for additional research and establish a
working party to determine additional services and strategies to reduce the use of volatile
substances in the metropolitan and regional areas.

Recommendation 24 [page 301]

That a working party consisting of the key stakeholders and agencies be established to consider
the feasibility of developing a sobering up program especially targeted at young people who are
affected by volatile substances and other illicit drugs.

Recommendation 25 [page 302]
That a working party be established to consider the merits of legislating to prohibit the sale of
substances to those who are suspected or known to abuse volatile substances.

Recommendation 26 [page 314]

That the Health Department of WA review its operational guidelines for rave parties, concerts
and large public events to incorporate the recommendation of the NSW Health Department as
endorsed by the NSW Coroner in the Anna Wood case, dealing with the risks that arise with the
excessive or under consumption of fluids associated with use of ecstasy at rave/dance parties.

Chapter 8: Special issues

Recommendation 27 [page 322]

That the WA Drug Abuse Strategy Office ensures that community based resources are developed
to assist parents concerned about their children’s use of drugs, and that a network of qualified and
experienced counsellors and therapists with a high level of skills in assisting families be actively
promoted as a front line service for families.

Recommendation 28 [page 324]

That the WA Drug Abuse Strategy Office include specific sets of principles and values which
support healthy and drug free families and that appropriate resources and targets be developed as
part of this strategy.
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Recommendation 29 [page 334]

That the School Drug Education Project be enhanced by including strategies which would enable
schools to identify students at an early age (including those diagnosed with ADHD) who are at a
high risk of becoming problematic drug users and to provide resources to schools to assist these
students and their families.

Recommendation 30 [page 345]

That a “youth friendly’ sobering up facility targeted at young people be established in Perth to
enable intoxicated youth to be diverted into a safe environment and to establish relationships
between young people and the mainstream alcohol and other drug treatment programs, police and
mainstream youth focussed welfare programs.

Recommendation 31 [page 345]

That the Select Committee draws the State Government’s attention to the apparently inadequate
nature of the accommodation services for young people with serious levels of drug abuse and
dependency and requests the Minister for Family and Children’s” Services to report to Parliament
on how such accommodation services can be improved to better meet the special needs of this

group.

Recommendation 32 [page 346]
That the WA Drug Abuse Strategy Office address the need for additional residential rehabilitation
programs targeted at young people with serious levels of drug abuse and dependency.

Recommendation 33 [page 346]
That consideration be given for the funding of a project in the inner city area that has similar
objectives and outcomes as contained in the On Track proposal.

Recommendation 34 [page 347]

That high priority be given to establishing two new youth focussed Community Drug Service
Teams, the first to be located in the inner Perth city area and the other, capable of being
deployed on short notice to problematic areas, targeted at the whole metropolitan area and
regional areas, and that these teams employ a range of medical, health, youth and welfare
personnel able to assist young people who have serious levels of drug problems.

Recommendation 35 [page 359]

That the proposed restructure of Yirra receive appropriate support from the WA Drug Abuse
Strategy Office, as it provides a valuable framework to improve access by a combination of
tailored programs determined by cost effective outcomes and the model be utilised to expand the
provision of alcohol and other drug services to young people and their families in the
metropolitan area.

Recommendation 36 [page 409]

That there needs to be a range of measures which specifically target the Vietnamese community
to address treatment and preventive aspects. These measures need to be developed at a number of
levels, including NSEB stipulations in contracts with designated service providers, engagement of
local networks and community groups, and the employment of workers from the community,
especially those able to engage young people.

Chapter 9: School based drug education

Recommendation 37 [page 432]

That the Education Department develop, in conjunction with the Police Service, independent
schools and the Catholic school system a set of legally sanctioned guidelines for police to follow
when they undertake searches for drugs at schools.
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Chapter 10: Matters arising from Interim Report

Recommendation 38 [page 444]

That the Select Committee reaffirms Recommendation 40 in its Interim Report concerning the
need for non conviction based forfeiture legislation and urges the Attorney General to expedite
the drafting and passage of the same into law.

Recommendation 39 [page 456]

That the Ministry of Justice gives priority to implementing innovative educational and
appropriate treatment programs which give the highest priority to the prevention of blood borne
viruses in the prison population associated with the use of drugs in West Australian prisons and
that appropriate legal coercion be used to assist in achieving realistic outcomes in all such
programs.

Findings
Chapter 3: Organisational issues

Finding 1 [page 59]

Several members of the Select Committee expressed some concerns at the demise of the Alcohol
and Drug Authority as a dedicated drug agency, of the consequent fragmentation of drug services
across a number of government organisations and of the transfer of responsibility for former
ADA functions to the Mental Health Services Division.

It was also the view of these members that there was a need for a sharply focussed drug agency to
effectively lead the fight against illicit drugs in the community. However, the Select Committee is
of the view that given these reforms have only occurred at the beginning of the 1997/98 fiscal
year it was too soon to come to a view on this issue.

Chapter 4. Treatment services

Finding 2 [page 124]

That the COMPARI model is an excellent organisational framework for linking and coordinating
the provision of drug treatment and counselling services and engaging community based
organisations. The Select Committee commends in the highest possible terms all those who have
played a role in the establishment, expansion and continued operation of COMPARI in the Mid
West Health Zone.

Chapter 5: Responding to opioids

Finding 3 [page 157]

Despite divergent views on the issue, and while accepting there will and needs to be a fully
informed ongoing community debate on possible ways for dealing with the heroin problem, it was
noted that current Federal Government policy would not allow a free heroin treatment program
or trial. Accordingly the majority of the Select Committee is of the view that any
recommendation on this issue would be pointless.

Chapter 6: Responding to cannabis

Finding 4 [page 255]

That the Select Committee endorses the Government announcement of a trial cannabis
cautioning scheme in WA, particularly given its focus on health and education aspects of
consumption of cannabis.
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Chapter 9: School based drug education

Finding 5 [page 423]

That the School Drug Education Project is a very sound and well researched program, which when
implemented in its entirety will undoubtedly make a significant contribution in providing children
and their families with the requisite skills, insights and attitudes to be able to make appropriate
choices about using drugs. The Select Committee commends the Education Department of WA,
the Catholic Education Office and the Association of Independent Schools of WA for formulating
and promoting the School Drug Education Project.
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Chapter 1: Introduction

1.1. Introduction

In its Interim Report, the Select Committee outlined a framework for strengthening the legal and
administrative processes to be implemented to make it unprofitable for those who continue to
deal and traffick in drugs. In this report, the Select Committee is concerned with the other side of
the equation, those measures which by educating young people about the harms of drug use aim to
prevent the adverse health and social consequences on both individuals and the community. As it
is often difficult to evaluate the impact of preventive programs targeted at school students and
the wider community, outcomes can be difficult to measure.

The other purpose of publicly supported programs is to assist those individuals and their families
who have been directly affected by drug use. While usually the most serious end of the spectrum of
drug use obtains the greatest attention and most resources, the Select Committee believes that
concerns regarding experimental and recreational drug use should be addressed.

Heroin must continue to be a major priority in the development of treatment and rehabilitation
programs, as it can readily cause fatal overdoses and poses a considerable risk to people attracted
to its initial effects. In this regard, the Select Committee believes that a greater emphasis needs to
be placed on heroin by the Health Promotions Services to develop and implement public health
campaigns to make this drug increasingly unattractive, particularly to young people.

In this State there have been a number of recent significant reforms in the delivery of treatment
services, with the devolution of community based programs from the ADA to service providers
who have successfully tendered to provide a Community Drug Service Team in a particular region.
The approach of CDSTs is to build stronger regional relationships involving a wide range of
departments and organisations to harness a wider spectrum of input beyond the previously narrow
focus on treatment priorities.

At this time the Select Committee is of the view that it would be wise to give these new
arrangements a reasonable period of time to operate, so that informed judgements can then be
made about the likely gains and possible shortcomings of the CDSTs and organisational
framework for managing alcohol and other drug problems.

Whilst the Select Committee’s Interim Report essentially dealt with the law and order response to
the apparent proliferation in the consumption of illicit drugs in Western Australia, this Final
Report focuses on various harm minimisation strategies targeted at specific age and risk groups,
their families and the broader community. This requires clear messages addressing the harms
arising out of drug use aimed at reducing the likelihood of young people becoming involved in
illicit drugs.

There is also the recognition that many illicit drug users go on to develop problematic
dependencies. Accordingly, this group requires ready access to appropriate public health programs
to assist them in being able to exercise a rational choice to either continue with their use of illicit
drugs with the least health risks and attendant law and social consequences, or to engage in
treatments aimed at improving their rehabilitation, or even abstinence.

1.1.1. Structure of this report
This report is divided into nine main chapters with additional material included as Appendices.

Chapter 2 contains data on the costs of drug abuse to the community and the results of an audit
of recurrent expenditure by the major departments on alcohol and other drug programs.

Chapter 3 of the report sets out an overview of past, present and intended administrative
arrangements by government to deal with drug problems. The chapter contains details about the
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Victorian drug strategy and information concerning broad areas to be addressed in the
Commonwealth’s recently announced initiatives in relation to illicit drugs.

Chapter 4 contains a description of the major programs that have been established in this State
for those requiring assistance because of problems caused by the use of alcohol and other drugs.

Chapter 5 addresses the specific issue of the abuse of opioids and includes a consideration of the
various approaches to dealing with the serious problems due to the abuse of heroin and other
opioids.

Chapter 6 deals with the issue of cannabis, the most widely used illicit drug. To assist in
developing a better understanding of trends, the chapter summarises results from recent State and
national prevalence surveys to outline age and gender related features of patterns of use. Since the
Select Committee’s formation there has been developments in the way police in Victoria deal
with simple cannabis offences, with the announcement of a State wide cautioning scheme in that
State. To take account of this development the chapter also deals with the issue of civil penalties
for those who commit minor non commercial offences which involve use, possession or
cultivation.

Chapter 7 contains a detailed discussion of psychostimulants, volatile substances, LSD and other
hallucinogens, ecstasy and other designer drugs and prescription drugs. Data is provided for each of
these drug groups by analysis of indicators of harm, where available, based on information derived
from inpatient hospitalisation data, admissions to psychiatric hospitals, drug related telephone
calls, admissions to treatment programs and mortality.

Chapter 8 deals with a number of special issues, including assistance for parents, young people,
blood borne viruses, services for women, indigenous peoples and a discussion of the concept of
harm minimisation as developed in this State.

Chapter 9 provides an overview of school based drug education programs, with particular
reference to the School Drug Education Project, which is presently being implemented as a major
initiative throughout the State.

Chapter 10 contains a discussion of matters arising from the Interim Report concerning the
NSW Crime Commission and the Police Integrity Commission, and the issue of blood borne
viruses in WA prisons.

Appendix 1 contains copies of the text of West Australian material developed in relation to the
use of drugs in school environments. There is a copy of a sample school drug policy and responses
to incidents of drugs use, and two actual school drug policies, developed by Willetton Senior High
School and Sacred Heart College.

Appendix 2 contains copies of the request for tender, and the specifications for service for
metropolitan and country Community Drug Service Teams.

Appendix 3 contains copies of guidelines for police when attending incidents of overdose in
Western Australia, Victoria and South Australia.

Appendix 4 contains guidelines for police relations with NSEPs for Victoria and Western
Australia.

Appendix 5 contains a copy of the outline and description of the Victorian cannabis warning
pilot project prepared by the Policy Research Unit of the Victorian Police. The text on the back
of the cannabis cautioning notice that is handed to an offender outlines the legal status of
cannabis and a number of adverse health and other consequences from the use of cannabis. The
police and offender copies of the cautioning notice are also included in the appendix.

Appendix 6 contains a copy of the operational guidelines for rave parties, concerts and large
public events that were drawn up by the Health Department of WA. These guidelines now require
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those who conduct such events to adhere to a wide range of bylaws and minimum standards to
ensure the safety of young people who attend.

Appendix 7 contains a fact sheet which contains health facts about the immediate effects, the
implications for a pregnant person, the consequences from continued or heavy use, and modes of
use, in relation to 11 major groups of drugs. The drugs covered are tobacco, caffeine,
amphetamines, cocaine, MDMA and ecstasy, alcohol, minor tranquillisers, opioids, cannabis,
volatile substances and hallucinogens.

Appendix 8 contains the text of submission for funding for an innovative program called On
Track, Safe Transitions Youth Project. Its purpose was to provide support to the police and other
frontline services which deal on a daily basis with vulnerable youth in the Perth inner city area.
The proposal was prepared by Perth City Mission. The information contained in the proposal,
which was unsuccessful, highlights the problems that face those who work with young people who
have serious levels of drug and other social and health problems.

Appendix 9 contains a list of the major alcohol and other drug resources which have been
identified by the Select Committee which constitute the matrix of treatment, preventive and
other services in this State that deal with the health, social and other problems caused by alcohol
and other drugs. The information provides a brief summary of the type of resources and activities
that are provided by the agencies and bodies.

Appendix 10 contains the text of the Alcohol and Drug Authority Act 1974.

Appendix 11 contains the text of the WA Drug Strategy, Together Against Drugs, which was
released in June 1997.

Appendix 12 contains text which outlines some of the major features of the British Drug
Strategy, Tackling Drugs to Build A Better Britain, which was released in April 1998.

Appendix 13 contains a number of tables containing detailed data which is referred to in the text.
This includes tables with summaries of data from recent studies of prevalence of drug use of adults
and young people. These summaries include comparisons between this State and other Australian
jurisdictions.

Appendix 14 outlines the recommendations from the Pennington Inquiry.
Appendix 15 provides a list of published material consulted for this report.

Appendix 16 contains details of financial expenditure incurred by the Select Committee in the
course of its inquiries.

Appendix 17 lists those organisations and individuals who had made written submissions.

Appendix 18 is a list of witnesses who appeared before the Select Committee at hearings
conducted at Parliament House, Perth.

1.2. Establishment of the Select Committee

The Legislative Assembly of the Parliament of Western Australia resolved to establish the Select
Committee into the Misuse of Drugs Act 1981 as a result of a motion that was moved by the
Member for Joondalup and was passed on 26 June 1997. The motion as passed reflects a bi-
partisan concern of the need to:

examine mechanisms to prevent and ameliorate illicit drug problems through the application
of effective legal sanctions; and

to provide and promote educational, health services and community support structures to
assist those who are affected by the use or abuse of illicit drugs.
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When it was accepted that it would not be possible to comprehensively deal with the large range
of issues encompassed by the two terms of reference, particularly the second term of reference, it
was agreed to produce an interim report which generally dealt with the “law and order” term of
reference. It was tabled in the Legislative Assembly on 27 November 1997.

1.3. Terms of Reference

1. That a Select Committee be appointed to inquire into and report upon -

(@) the adequacy of the provisions of the Misuse of Drugs Act 1981, and associated State
or Federal legislation (and their inter-relationships), in achieving the objective of the
detection, investigation, prosecution and sentencing of illicit drug dealers or
traffickers in Western Australia and in particular, without derogating from the above,
the Committee is to inquire into and report upon the efficacy of enacting or
amending legislation so as to assist in attaining this objective; and

(b) the provision of health, educational and community support services to deal with the
consumption of illicit drugs, particularly heroin.

2. That the Committee have the power to send for persons and papers, to sit on days over which
the House stands adjourned, to move from place to place and to report from time to time; and

3. That the Committee finally report on 20 August 1998.

Membership

Mr CJ Baker MLA, Member for Joondalup (Chairman)

Mr DF Barron-Sullivan MLA, Member for Mitchell (Deputy Chairman)
Ms MI Anwyl MLA, Member for Kalgoorlie

Mrs K Hodson-Thomas MLA, Member for Carine

Mr JA McGinty MLA, Member for Fremantle

The Select Committee was assisted by Mr Nigel Lake (Clerk to the Committee), and Mr Greg
Swensen (Research Officer) and Ms Susan Jones (Research Assistant), who were seconded on a part
time basis from the WA Drug Abuse Strategy Office.

1.4. Committee activities since 27 November
1997

The Select Committee met formally on 43 occasions. A total of 160 hours were utilised for
evidence hearings, investigate visits and deliberative meetings.

The Select Committee conducted hearings from 1 April to 24 April 1998, sitting on five separate
days. This involved attendances by a total of 20 witnesses, covering the areas outlined below.
Testimony given at these hearings was transcribed by Hansard.

In addition, the Select Committee undertook an interstate visit where it met with departmental
officials who were involved with issues concerned with policy and funding, health, research, law
enforcement and correctional services. Meetings were also held with medical practitioners,
treatment providers and with members of the Victorian Parliamentary Drugs and Crime
Prevention Committee, and the New South Wales Joint Select Committee Into Safe Injecting
Rooms.

1.4.1. Service providers

Royal Australian and New Zealand College of Psychiatrists
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Dr Mark Rooney (Chairperson)
Dr Helen Slattery (Consultant Psychiatrist, Dept of Psychiatry Sir Charles Gairdner Hospital)

WA Drug Abuse Strategy Office
Mr Terry Murphy (Executive Director)
Mr Emmanuel Stamatiou (Acting Manager, Service, Funding & Development)

Mental Health Services Division, Health Department of WA
Mr Carlo Calogero (General Manager ADA, representing Professor George Lipton)

Trinity Youth Options
Ms Martine Noonan (Coordinator)
Michael and Peter

Teen Challenge
Mr Malcolm Smith (Executive Director)
Mr Stephen Nurse (Director)

Perth Aboriginal Medical Service
Ms Heather D’ Antoine (Deputy Director)
Ms Colleen Knight (Coordinator, Needle and Syringe Exchange Van)

Mirikai
Ms Mary Alcorn (Director)

1.4.2. School Drug Education Project (SDEP)

Ms Cheryl Vardon (Director General, Education Department of WA)

Mr Richard Crane (Coordinator, SDEP)

Mr lan Cameron (Chairperson, SDEP)

Ms Shelley Beatty (Researcher, Centre for Health Promotion Research, Curtin University of
Technology)

Mrs Audrey Jackson (Executive Director, Association of Independent Schools)

Ms Margaret Trinder (Association of Independent Schools)

Ms Diane Alteri (Coordinator, Catholic Education Office)

1.4.3. Visits to facilities

Casuarina Prison
Rangeview Remand Centre
Palmerston Farm
Yirra (Perth City Mission)

1.4.4. Intrastate visits
Geraldton
Kalgoorlie
1.4.5. Interstate visits

1.45.1. New South Wales Crime Commission (NSWCC)

Mr Philip Bradley (Commissioner, NSWCC)

Mr Mike Lulan (Senior Financial Investigator, Asset Forfeiture Division, NSWCC)

Mr Michael Drury (Asian Organised Crime, Deputy Commissioner Crime Agencies, NSW Police
Service)

Detective Superintendent Jeff Owens (Commander Joint Task Force, NSWPS/AFP) [Representing
Clive Small, Commander Crime Agencies)

Ms Deborah Munroe (Deputy Director, Police and Community Drug Education, NSWPS)
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Mr Andy Nattrass (Director Operations, Police Integrity Commission)
Mr Dennis Lenihan (Information Manager, Police Integrity Commission)

1.45.2. New South Wales Department of Corrective Services

Ms Catriona McComish (Assistant Commissioner, Inmate Management)
Ms Deborah Allen (Manager, Alcohol and Other Drug Services)

Mr Tony Hodgetts (Deputy Superintendent, Investigations)

Ms Suzie Morris (Alcohol and Other Drug Services)

1.4.5.3. National Drug and Alcohol Research Centre

Professor Wayne Hall (Executive Director)
Mr Shane Darke (Lecturer)
Mr Paul Dillon (Information Officer)

1.4.5.4. Medical practitioners

Dr Andrew Byrne (private medical practitioner)
Dr Alex Wodak (Director, Drug & Alcohol Services, St Vincents Hospital)

1.45.5. Parliamentary Committees

New South Wales Joint Select Committee into Safe Injecting Rooms
Victorian Drugs & Crime Prevention Committee

1.45.6. Treatment providers

Turning Point
Ms Alison Ritter (Deputy Director)
Dr Nick Linterzis (Director Clinical Services)

Youth Substance Abuse Service
Mr Paul McDonald (Director)

1.4.5.7. Victorian Police Service

Chief Inspector Paul Ditchburn (OIC Drug and Alcohol Policy Coordination Unit)
Chief Inspector McKoy (OIC Drug Squad)

Inspector Rob Hardie (OIC Asian Crime Operations Squads)

Senior Constable Abe Haddad (Analyst)

Ms Christine Vincent (DAPCU)

Ms Deborah Owen (DAPCU)

Mr Greg Denham (DAPCU)

Ms Marianne Mahony (DAPCU)

Ms Laurel Sutton (Manager, Police Schools Involvement Program)
Inspector Steve James (Policy & Projects)

Ms Anna Rados (Policy & Projects)

Chief Inspector Tim Cartwright (OIC Legal Research & Review)

1.4.5.8. Victorian Human Services Department

Mr Ray Judd
Ms Laurie Bebbington
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Chapter 2: Audit of programs

2.1 Introduction

The State has the major responsibility for providing law enforcement, educational, preventive and
treatment programs. A major proportion of expenditure for providing alcohol and other drug
programs is assumed by the State. However, the Commonwealth does provide a significant amount
of the funds in specific areas, such as the cost of services provided by the health system for
inpatient treatment through hospital cost sharing under the Medicare agreements.

2.2. Cost of other drug abuse

The consequences of drug abuse are wide reaching, involving a combination of economic and
social costs. These consequences are difficult to measure as they include both tangible and
intangible costs. The overall cost of drug abuse to the community has been considered in a recent
econometlric analysis which quantified the tangible and intangible costs of drug abuse in
Australia.

The Collins and Lapsley study estimated the tangible and intangible economic cost of drug abuse
in Australia was $18,844.9 million in 1992, of which $12,736.2 million (67.3%) was due to
tobacco smoking, $4,494.5 million (23.8%) was due to alcohol abuse and the remaining $1,683.6
million (8.9%) was due to the abuse of other drugs. The cost of $18.8 billion represented an
increase of 26% on the total cost of $14.9 billion from four years earlier, in 1988 (Table 2.1).

Table 2.1: Total economic costs of drug abuse, Australia, 1988 - 1992

Alcohol Tobacco Other drugs All drugs
1988 1992 1988 1992 1988 1992 1988 1992
$m $m $m $m $m $m $m $m
Tangible 3,147.1 3,536.9 4,929.1 6,537.6 908.4 1,248.2 8,959.1 11,289.4
Intangible 848.6 957.6 4,817.8 6,198.6 297.5 435.4 5,935.8 7,555.6
Total 3,995.7 4,494.5 9,746.9 12,736.2 1,205.9 1,683.6 14,894.9 18,844.9
% of total 26.7 23.8 65.2 67.3 8.1 8.9 100 100

Note:  The sum of the individual costs of all drugs exceeds the ‘All drugs’ total as a result of adjustment for the effects of aggregation of
the individual aetiologic fractions.

Tangible costs are those drug related costs which impact directly on the health care system, such
as hospitalisation episodes, ambulance and emergency services. Tangible costs have been defined
as the value of the net resources unavailable to the community for consumption or investment
purposes as a result of the effects of past or present drug use.

The intangible total of $7.6 billion that is included in the $18.8 billion represents the burden on
the community of prevention, treatment of drug related illness, loss of productivity in the
workplace, property crime, theft, accidents and law enforcement. However, excluded from these
costs are intangible consequences of drug abuse, such as family breakdowns or the pain and
suffering caused by abusers to themselves and others.

Intangible drug related costs are difficult to measure as it is not possible to place a value on those
costs which directly or indirectly impact on the individual, their family, and the community such
as trauma and loss, family and community breakdown, and the pain and suffering experienced.

" Collins DJ, Lapsley HM. The social costs of drug abuse in Australia in 1988 and 1992. Canberra, Australian
Government Publishing Service, 1996.
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Indeed, in both their 1991 and 1996 studies, Collins and Lapsley acknowledge it is impossible to
estimate the value of pain and suffering attributable to drug abuse, with the single exception of
pain and suffering related to road accidents.

In addition to the health and social costs to individuals, the family and the community, there are a
number of economic costs felt individually through the direct purchase of tobacco, alcohol, other
licit and illicit drugs. The increasingly high economic burden on individuals and their families
arising from the purchase of particular drugs also directly impacts on the wider community.

The economic cost of other drug use in the Australian population, including lost productivity,
treatment and law enforcement, was estimated at $1.25 billion for 1992 (Table 2.2). In the most
recent Collins and Lapsley analysis an expanded definition of production costs was adopted to
include those both in and not in the workforce to take account of the value of non market
services provided to the rest of the community. The calculation of production costs also took
account of illicit drug consumption, to estimate the value of resources used in addictive
consumption.’

It is to be noted that a relatively large proportion of the costs associated with illicit drugs relate to
law enforcement, the courts and corrections systems of Australia. It has been estimated that $451
million was expended nationally on the enforcement of illicit drug laws in 1992, an increase of
nearly 41% on expenditure in 1988.

Expenditure on enforcement of illicit drug drugs laws far exceeds funding on the entire National
Drug Strategy. For instance, in 1992 expenditure on illicit drug law enforcement was nearly nine
times greater than the estimated combined Commonwealth and State expenditure of $50.8 on
drug strategies.® These are likely to be conservative estimates, as much of this cost is in relation
to illicit drugs and insufficient data is available to quantify the costs of property crimes committed
by drug dependent individuals.” The inclusion of intangible costs indicates that the total cost of
other drug abuse in Australia was $1.68 billion in 1992 (Table 2.1).

It is estimated that on a pro rata basis, the tangible cost of drug abuse to the community in this
State was a total of $1,070.2 million, in 1992 dollars.” By drug group the tangible cost due to:

alcohol abuse was $335.3 million;
tobacco smoking was $619.8 million; and
other drugs was $118.3 million.

The magnitude of these costs means government must utilise available resources to target and
prioritise appropriate and informed prevention strategies which reduce the health and social
effects associated with the abuse of drugs by different groups of the population.

The impact of the abuse of illicit drugs falls especially on young people, with some of these drugs,
such as heroin and amphetamines, being of great concern as they readily produce physical
dependence and are likely to lead to serious illnesses such as hepatitis C, if used intravenously.

? 1bid, 23.

* Consisting of $12.5 million NDS expenditure, $19.2 million Federal matched grants to the States and $19.2
State expenditure. Cf Collins DJ, Lapsley HM. The social costs of drug abuse in Australia in 1988 and 1992.
Canberra, Australian Government Publishing Service, 1996, 61.

“ Collins DJ, Lapsley HM. The social costs of drug abuse in Australia in 1988 and 1992. Canberra, Australian
Government Publishing Service, 1996, 24.

° Estimated that the population of this was 9.48% of the population of Australia at 30 June 1992. Australian
Bureau of Statistics. Population by age and sex, Australian States and Territories. Cat. No. 3201.0. Canberra,
Australian Bureau of Statistics, 1997.
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Table 2.2: Tangible costs of other drug abuse, Australia, 1988 - 1992

1988 1992 1988 -1992
$m $m %
Production costs 399.1 538.5 +34.9
Health care
Net medical services 5.5 8.8 +60.7
Net hospital beddays 20.1 25.4 +26.5
Net nursing home beddays 2.2 8.5 +286.5
Total health care 27.8 42.7 +54.0
Law enforcement
Australian Federal Police 41.7 43.6 +4.6
National Crime Authority 12.2 19.9 +63.7
Australian Customs Service 8.6 9.0 +5.1
State police 63.8 83.5 +31.0
Prisons 139.9 230.5 +64.7
Courts 54.0 64.1 +18.8
Total law enforcement 320.0 450.6 +40.8
Resources used in addictive consumption 161.6 216.4 +33.9
Total tangible costs 908.4 1,248.2 +37.4

Source: Collins and Lapsley 1996. The social costs of drug abuse in Australia.

2.3. Expenditure on services

2.3.1. Overview

The recurrent expenditure data contained in this section is based on information about alcohol
and drug related activities undertaken by seven major departments and statutory bodies for the
1996/97 and 1997/98 fiscal years. The data for the 1998/99 fiscal year, which is provided for the
Alcohol and Drug Authority and the WA Drug Abuse Strategy Office (WADASQO), is projected
expenditure, based on forward estimates. Shortcomings and limitations in some of the financial
data is addressed in the respective sections dealing with details of expenditure for each of the
bodies surveyed.

The Select Committee’s analysis has identified that a total of $30.6 million will have been
directly spent by the seven major departments in the 1997/98 fiscal year, this being an increase of
27% over the expenditure in the 1996/97 fiscal year (Table 2.3). The largest increase in
expenditure by any or%anisation was recorded for the WADASO, which increased its expenditure
by 93% from 1996/97° to 1997/98.

The large increase in the WADASO expenditure in the 1997/98 fiscal year is due to a number of
factors, including the purchasing of $1.3 million for CDSTs (pro rata of the full year amount of
$2.5 million), the establishment of the School Drug Education Project, and the employment of a
full complement of staff following the relocation of WADASO to refurbished offices at the end of
February 1998.

® The WADASO has been costed for the full 1996/97 year, as it had operated as the Central Drug Coordination
Office as an interim measure following the release of the report of the Task Force on Drug Abuse in October
1995.

Final Report Page - 9



Select Committee Into Misuse of Drugs Act 1981

Table 2.3: Summary of expenditure by government on drug related services,
WA, 1996/97 - 1997/98

1996/97 1997/98 1996/97 — 1997/98

Alcohol & Drug Authority

Treatment services 6,287,287 6,863,900

Prevention 2,103,846 2,103,000

Sub total 8,391,133 8,966,900 +6.9%
WA Drug Abuse Strategy Office

NGOs 2,906,142 3,719,511

Sobering up centres 1,863,007 2,016,871

CDSTs nil 1,260,372

Community action 78,100 298,758

SDEP nil 1,572,000

Education other nil 623,176

Administration 450,000 716,476

Sub total 5,297,249 10,207,164 +92.7%
Health Department of WA

Office of Aboriginal Health 756,983 750,000

Public Health Division 4,034,480 4,560,634

Sub total 4,791,463 5,310,634 +10.8%
Healthway

Alcohol and drug program 720,759 691,109

Sub total 720,759 691,109 -4.1%
Education Department

School drug education nil 89,200

Sub total nil 89,200
Ministry of Justice

Metro area 337,418 349,758

Country areas 81,450 67,060

Substance Use Resource Unit 354,000 480,000

Sub total 772,868 896,818 +16.0%
Police Service

Drug Squad 2,945,921 2,826,655 -4.0%

Other drug related 1,208,500 2,071,000 +71.4%

Sub total 4,154,421 4,897,655 +17.9%
Total 24,127,893 30,646,501 +27.0%
Note: Expenditure for the Police Service for the 1996/97 fiscal year covers a seven month period.

It is estimated that in the 1997/98 fiscal year a total of $17.4 million (ie 57% of the total
expenditure of $30,646,501 by government on all drug related services), will have been spent by
the WADASO and the ADA on treatment and support services (Table 2.4). In this year 17%
($5.3 million) of total expenditure involved activities by the Health Department of WA, 16.%
($4.9 million) involved law enforcement activities by the WA Police Service, 3% ($0.9 million)
involved activities undertaken by the Ministry of Justice and 2% ($0.7 million) involved activities
with respect to the alcohol and drug program undertaken by Healthway.

It can be seen that over the 23 year period 1975/76 to 1997/98, per capita expenditure on
services targeted at those requiring treatment and other forms of direct assistance rose from 84¢
per capita to $9.69 per capita (Table 2.4; Figure 2.1). Adjusted for CPI” increases, the increase in
real terms of per capita expenditure on treatment services over this period has increased four fold,
from 84¢ per capita in 1975/76 (the base year) to $3.22 per capita in 1997/98.

" CPI data from State capital breakdown - Perth. Australian Bureau of Statistics. Consumer Price Index Cat. No.
6401.0.
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Table 2.4: Summary of expenditure ($) on treatment and support services,
WA, 1975/76 - 1997/98
Non government organisations Statutory bodies Total expenditure
Year NGOs SUCs OAH Total NGOs ADA WADASO Total NGOs and  Per capita  Per capita
statutory bodies Adjusted CPI

75/76 34,436 34,436 950,234 984,670 0.84 0.84
76177 19,249 19,249 2,246,097 2,265,346 1.89 1.46
77178 65,052 65,052 1,696,224 1,761,276 1.44 0.94
78/79 98,514 98,514 2,075,358 2,173,872 1.75 1.01
79/80 145,577 145,577 2,518,807 2,664,384 2.10 1.16
80/81 209,409 209,409 2,708,003 2,917,412 2.24 1.19
81/82 242,251 242,251 2,832,026 3,074,277 2.30 1.15
82/83 446,404 446,404 3,300,351 3,746,755 2.74 1.29
83/84 521,681 521,681 3,580,725 4,102,406 2.95 1.34
84/85 705,934 705,934 4,205,260 4,911,194 3.46 1.54
85/86 1,234,335 1,234,335 5,234,356 6,468,691 4.43 1.88
86/87 1,487,580 1,487,580 6,777,913 8,265,493 5.51 2.20
87/88 2,201,843 2,201,843 7,282,285 9,484,128 6.14 2.34
88/89 2,515,032 2,515,032 10,399,344 12,914,376 8.10 2.94
89/90 2,893,078 2,893,078 9,075,607 11,968,685 7.33 2.59
90/91 2,981,605 318,733 3,300,338 9,770,680 13,071,018 7.79 2.70
91/92 3,102,811 501,413 3,604,224 9,126,788 12,731,012 7.39 2.56
92/93 4,257,289 763,165 5,020,454 10,071,523 15,091,977 9.00 3.11
93/94 4,544,169 1,086,982 5,631,151 7,873,116 13,504,267 7.93 2.72
94/95 2,941,791 1,863,665 4,805,456 8,405,237 13,210,693 7.62 2.58
95/96 3,352,400 1,722,200 5,074,600 7,887,000 12,961,600 7.34 245
96/97 2,906,142 1,863,007 756,983 5,526,132 8,391,133 450,000 14,367,265 7.99 2.65
97/98 4,979,883 2,016,871 750,000 7,746,754 8,966,900 716,476 17,430,130 9.769 3.20

Note:  SUCs = Sobering Up Centres; OAH = Office of Aboriginal Health; ADA = Alcohol & Drug Authority; WADASO = WA Drug Abuse
Strategy Office; CPl = Consumer Price Index.
In 1997/98 NGOs includes Community Drug Services Teams and Local Drug Action Groups.

Figure 2.1:
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2.3.2. Alcohol and Drug Authority

2.3.2.1. Introduction

The ADA is an independent statutory authority established in November 1974, whose functions
and powers are provided in the Alcohol and Drug Authority Act 1974, the text of which is
contained in Appendix 10. At the time of its establishment the ADA was also responsible for the
administration of the Convicted Inebriates’ Rehabilitation Act 1963. It is understood that after
1974, the powers under this Act for a court to sentence an inebriate to an alcohol treatment
facility were never exercised. This act was repealed in 1989.°

Up to the early 1970s, those dependent on alcohol had few options for treatment. The dominant
view was that abstinence was the preferred outcome, requiring an individual to embrace the
precepts of an abstinence oriented philosophy, such as AA. Abstinence could be achieved
voluntarily, such as with assistance of a sympathetic medical practitioner, by voluntary admission
or by committal to a psychiatric facility in the case of those chronically dependent or by being
sentenced by a Court of Petty Sessions under the inebriates legislation to a prison farm to be
rehabilitated.

2.3.2.2.  Williams inquiry

The ADA was established as one of the recommendations of an Honorary Royal Commission,
under the chairmanship of Hon RIJL Williams MLC, which was established in May 1972.° One of
the reasons for the establishment of this inquiry was to develop a more comprehensive framework
for the treatment of those abusing drugs, especially those dependent upon alcohol. The Williams
inquiry paved the way for the development of a specialist alcohol and other drug treatment
service provided by the ADA, which was initially established in Perth and subsequently expanded
to non metropolitan areas.

There were a number of advantages in establishing the ADA as a separate statutory body. These
included:

removal of the stigma that dependence upon alcohol and other drugs was a mental illness;

to enable closer relationships to be forged with mainstream health services and general
hospitals;

a greater investment in preventive strategies to minimise the serious health and social
consequences of the abuse of alcohol and other drugs;

being able to access Commonwealth capital and recurrent funding through the Community
Health Program and hospital cost sharing programs which became available from 1973; and

to give domestic effect as a result of Australia becoming a signatory to a number of United
Nations instruments dealing with illicit drugs.*

2.3.2.3. 1970s

Consistent with the practice in other jurisdictions, the emphasis in the ADA treatment programs
was on developing integrated residential rehabilitation programs targeted at adults, predominantly
males, with dependencies on alcohol. Specialist outpatient services were also developed to provide
medical and other specialist assessment and counselling for those with medical, psychological and
social problems due to the abuse of illicit drugs.™

® Convicted Inebriates Rehabilitation Repeal Act 1989. (Assented 16 November 1989)

° Western Australia, Parliament, Honorary Royal Commission. Report into the treatment of alcohol and drug
dependents in Western Australia. Perth, Government Printer, 1973.

' 1961 Single Convention on Narcotic Drugs and the 1971 Convention on Psychotropic Substances.

" A more detailed history of the services developed by the ADA and private medical practitioners to assist those
who abused illicit opioid drugs is contained in chapter 5.
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At its inception the ADA operated a 26 bed short stay program, Ord Street Hospital, in West
Perth, which provided intensive counselling and ongoing medical care for those who had less
severe histories of substance abuse. An outpatient medical assessment and counselling service was
provided by the ADA from Carrellis Centre in Ord Street, which adjoined the Ord Street Hospital.

The Prisons Department had been responsible for a number of years for the operation of a low
security prison farm at Byford, which received those sentenced under the inebriates legislation.*
This facility was transferred to the ADA on 1 June 1975. The ADA renamed this 126 acre farm
‘Quo Vadis’ and operated it as a medium term stay hospital for up to three months. This program
was targeted at detoxified alcohol dependents who required an extended program of activity and
other therapeutic support before their return to the community. This program largely catered for
those who had abused alcohol over an extended period and had experienced some of its
concomitant damaging social and medical consequences.

In February 1977 the ADA opened a 29 bed detoxification facility, Aston Hospital, in Colin
Street West Perth. This was the State’s first designated specialist public program to detoxify and
manage those acutely intoxicated or dependent on alcohol and other drugs. In practice only a
limited number of persons dependent on illicit drugs (such as heroin) or prescribed drugs (such as
barbiturates or tranquillisers) were admitted at any time to this facility.

The following comment in the ADA 1978/79 Annual Report illustrates the early difficulties
experienced in matching expectations to need and of managing a short term hospital so as to
target those acutely intoxicated on alcohol and other drugs.

“During the period under review, only 6.7% of total beddays relate to the drug dependent
group ... There appears to be a basic misunderstanding by general medical practitioners,
social agencies and other referral sources, that (Aston Hospital) will provide accommodation
to any person intoxicated with alcohol. This is not so, and the staff are continually referring
patients to voluntary agencies to provide basic shelter for the sobering up period. The facilities
at Aston Hospital are not appropriate unless the person is in an acute state from the effects of
excessive alcohol or drug consumption.”**

2.3.2.4. 1980s

The ADA experienced pressure to shift away from a reliance on expensive longer term residential
programs to lower cost community based programs. The advantage of shifting resources to
outpatient programs was that larger numbers of individuals could be assisted at an earlier stage of
their drug using career. This also involved a shift in philosophy to utilise a package of more
flexible treatment options and to maximise the individual family relationships and social supports,
a so called “horses for courses’ approach to treatment.

An evaluation of the Quo Vadis program was released in October 1981, which highlighted the
relatively high cost of residential treatment of those with alcohol dependencies. The ADA
instituted changes in this program, which

“shifted the emphasis from rehabilitation and recovery from alcoholism to the provision of
long term residential care and basic treatment in a therapeutic setting aimed at facilitating an
individual’s gradual re-entry into society.”**

The Quo Vadis facility was finally closed in June 1984, with a Salvation Army program, Seaforth
at Gosnells, receiving funding to provide a similar service. It is to be noted that the report of a
Select Committee, chaired by Hon Gordon Hill MLA, which was tabled in the Legislative

" The legislation provided that where a person was convicted summarily of an offence and drunkenness was an
element, or a contributory cause, then a court could sentence him or her to an institution for up to 12 months.
A court was required to obtain a medical assessment that a person was an ‘inebriate’ before an individual could
be sentenced to the institution (s 4).

" Alcohol and Drug Authority. Annual Report 1978/79, 5.

' Alcohol and Drug Authority. Annual Report 1981/82, 10.
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Assembly in May 1984, supported the shift away from expensive residential treatment such as
Quo Vadis.”

The Select Committee also recommended a number of shifts in policy in this State, including:

the development of complementary relationships between the ADA and NGOs;

a greater emphasis on campaigns targeted at the wider community to promote the responsible
use of alcohol;

expanding the role of the ADA in training health care providers and other professions to
assume a greater role in the management of those with alcohol and other drug problems; and
closer collaborative relationships between the ADA and the public hospital system.

There was unexpected growth in the late 1970s in the number of persons dependent on illicit
opioids and this resulted in the separation of the methadone program, which the ADA had
operated in West Perth, to the William Street Clinic (WSC), located in renovated premises in
Northbridge, in the early part of 1980.

The ADA shifted its activities from West Perth in March 1986 to an integrated inpatient and
outpatient program located in Mount Lawley, in the renovated former Royal Perth Hospital
Annexe. The relocated Carrellis Centre in Mount Lawley included a 22 bed residential unit
targeted at those who required detoxification from licit drugs (ie alcohol and prescribed drugs), an
outpatient day program and other counselling and medical support services.

A short stay residential detoxification program, which provided 10 beds specifically for those
requiring detoxification from illicit drugs, was continued at the Aston Hospital site, until the ADA
moved this program in January 1989 to purpose built premises in Moore Street East Perth. The
relocated hospital was renamed the Central Drug Unit (CDU) and was initially targeted at only
illicit drug abusers, and operated as a short stay residential detoxification program.

2.3.2.5. 1990s

The ADA continued to operate inpatient and outpatient services for those dependent on alcohol
and prescribed drugs at the Carrellis Centre until June 1991, when the CDU was designated as the
ADA’s only short stay detoxification facility for both licit and illicit drug abusers. The Carrellis
Centre continued to provide a clinical service, only on an outpatient basis, to those seeking
assistance for problems due to the abuse of alcohol and prescribed drugs.

There was a net loss of the aggregate number of beds for short stay detoxification at the CDU
after amalgamation in June 1991. Previously there had been a total of 32 beds spread over the
two detoxification units. Following amalgamation a total of 20 beds were provided at the CDU.

2.3.2.6. 1994/95 reforms

The ADA had enjoyed a pre eminent role as both a provider and funder of alcohol and other drug
services in this State up to 30 June 1994. However, following the implementation of the funder
owner purchaser provider (FOPP) model by the Health Department of WA (HDWA) in
conjunction with management reforms of the health system, from the start of the 1994/95 year
the ADA’s functions were reduced to that of a service provider. The responsibility for purchasing
health services, including alcohol and other drug services, was transferred to the State Health
Purchasing Authority (SHPA).

It is to be noted that following the transfer of the purchasing function to the HDWA, the ADA
experienced the loss of a significant number of its key personnel. In August 1994 six FTEs were
transferred to HDWA, including three members of the Executive (CEQ, the Director Clinical
Services and the Director of Regional and Community Services). Two of the six FTEs that were

' Western Australia, Parliament, Legislative Assembly, Select Committee. Report of the inquiry into alcohol
and other drugs in Western Australia. Perth, WA Parliament, 1984.
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transferred continued to be primarily involved in the alcohol and other drug area, with the
remaining four staff having a much more limited involvement, as they were placed in other
positions in the HDWA.

From 1 July 1994, the ADA has performed two broad areas of functions, as follows:

treatment services, such as the CDU, the methadone program and metropolitan community
based services; and
prevention services, such as training and regional services in non metropolitan regions.

2.3.2.7. 1997/98 reforms

In the 1997/98 fiscal year the ADA spent nearly $7 million on treatment programs, about three
quarters of its total budget (Table 2.5). At present it has an establishment of about 110 FTEs.

Following the release in June 1997 of Together Against Drugs, a number of changes were made to
the ADA’s functions which took effect during the 1997/98 fiscal year.*® These included: *’

the purchasing by the WADASO of community based treatment and prevention services
through competitive tendering for Community Drug Service Teams, in the place of the
ADA’s regional community based services in metropolitan and country areas;

the transfer of functions related to solvent abuse and the management of Aboriginal
Community Development Officers (CDOs) to the Office of Aboriginal Health;

a reduction of a number of FTEs to enable the establishment of an Alcohol and Drugs Policy
Unit (ADPU) in the HDWA, which is planned to be part of the Mental Health Division; and
the integration of treatment services under the Hospitals and Health Services Act, to be
administered by Graylands Selby Lemnos Special Services."

At the time of the writing of this report, the arrangements for the absorption of the ADA’s
treatment services into a broader structure for metropolitan health services had not been finalised.
It is believed that a total of 5.5 FTEs™ will be transferred from the ADA budget to the HDWA to
fund the establishment of the ADPU.

2.3.2.8. Details of current programs

It is understood that the ADA’s treatment programs will be subsumed into the overall structure for
the planned integration and management of metropolitan health services following the formation
of the Metropolitan Health Services Board (MHSB). It is to be noted that in the 1998/99 year,
the ADA will not be involved in providing programs for prevention activities in the country.
Further details about a number of specific programs within the ADA portfolio are listed below.

Treatment services - specialist outpatient
The objectives of this program include the provision of:

comprehensive assessment and referral to a range of treatment options;

access to a multidisciplinary specialist treatment team able to consult, assess and intervene in
complex case management issues;

alternatives to residential treatment;

greater access to treatment for people with alcohol and other drug problems; and

counselling and group work options in the treatment of alcohol and drug problems.

" The text of Together Against Drugs is contained in Appendix 11.

*" Alcohol and Drug Authority. Annual Report 1996/97.

" These functions will be incorporated into the new structure for the overall management of health services in
the metropolitan area by the Metropolitan Health Services Board.

" To create the positions of Director, senior officers responsible for planning, purchasing, research, secretarial
and 0.5 FTE for a medical officer.
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These objectives will be achieved by a number of strategies, as follows:

develop a comprehensive range of outpatient treatment modalities;
facilitate community access to services through flexible hours of operation; and
increase specialist consultancy options.

Treatment services — metropolitan community treatment
The objectives of this program include the provision of:

promotion of clinical services to meet client and community needs;
development of and provision of specialist support and consultancy services;
specialist services to key agencies; and

education and training to local health and human service professionals.

These objectives will be achieved by a number of strategies, as follows:

provision of direct client services;

development of and provision of sessional services with key agencies;

develop and provide education and training to meet the needs of service providers; and
promote and participate in the development of local responses to alcohol and other drug
issues.

Treatment services — clinical placements
The objectives of this program include:

acquiring direct clinical skills under expert supervision;

providing placement opportunities for health and human service professionals;
developing joint clinical initiatives with universities; and

participating jointly in relevant postgraduate education in addiction studies.

These objectives will be achieved by a number of strategies, as follows:

develop with universities clinical placements for specific groups;

develop specialist training packages to enhance specific clinical competencies in health and
human service professionals;

provide opportunities for supervised clinical practice; and

work cooperatively with professional groups to develop training initiatives to enhance clinical
competence.

Prevention services — country

The objectives of this program include the coordination, the development and provision of
alcohol and other drug related clinical, educational and community development services at a
regional level.

These objectives will be achieved by a number of strategies to:

provide clinical services which include assessment and treatment;

provide specialist consultation to health and human service professionals;

provide a range of clinical education and training services to health and human service
professionals; and

target Aboriginal communities through the Aboriginal community development officers
within each region.
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Prevention services — professional education and training

The objectives of this program are to increase the knowledge, competence and confidence of
health and human service professionals when working with clients having alcohol and drug
problems.

These objectives will be achieved by a number of strategies, as follows:

provide clinical education and training to health and human service professionals and
volunteers;

provide a regular calendar of events each year, and further individualised education and
training for a range of organisations;

develop education and training packages to support the provision of addictions education and
training; and

provide a consultancy service for health and human service professionals relating to
addictions education and training.

Table 2.5: Details of expenditure by ADA by major activities, 1996/97 - 1998/99

1996/97 1997/98 1998/99

Treatment services

Specialist outpatient 565,878 508,000

Residential detoxification (CDU) 1,684,996 1,798,000

Methadone treatment 2,035,497 2,219,900

Metro community treatment 991,062 1,223,000

Clinical placements 435,271 447,000

ADIS 574,583 578,000

Emergency overdose - 90,000

Sub total 6,287,287 6,863,900
Prevention

Country 1,097,050 912,000

Professional education and training 702,363 912,000

Volatile Substance Project 197,433 108,000

Library & information services 107,000 111,000

Opiate overdose - 60,000

Sub total 2,103,846 2,103,000
Total 8,391,133 8,966,900 7,410,743

Note: ADA funded a number of NGOs for volatile substance projects.
Difference in 1996/97 of +$128,267 between total expenditure by individual programs and revenue received from government from
‘Hospital Fund — Recurrent’.
Difference in 1997/98 of -$436,000 between total expenditure by individual programs and revenue received from government from
‘Hospital Fund — Recurrent’.
Detailed breakdown for individual programs not available for 1998/99.

2.3.3. WA Drug Abuse Strategy Office

2.3.3.1. Overview

Actual expenditure by the WADASO in the 1997/98 fiscal year was $10,207,164, of which
$6,996,754 (just over three quarters of the total budget) was used to purchase treatment and
support services from non government organisations (NGOs). The other major area funded under
the budget was the School Drug Education Project, which in 1997/98 involved expenditure of $1.6
million (Table 2.6). A more detailed breakdown of each of the major program areas follows
(Tables 2.7 - 2.9).

Expenditure by WADASO increased overall by 92.7% from $5,297,249 in the 1996/97 fiscal year
to $10,207,164 in the 1997/98 fiscal year. The NGO funding of $2,906,142 for the 1996/97
fiscal year reflects the full year cost of funding of services as this function was transferred from
the HDWA during the year.
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The expenditure allocated for CDSTs has been adjusted for the 1997/98 fiscal year to reflect that
this program commenced operation at the beginning of 1998 (Table 2.7). On a full year basis,
there is a total expenditure of $2.6 million on CDSTs. With adjustment, there was a total
expenditure of $1,260,372 in the 1997/98 fiscal year.

A total of 51 FTEs will be employed by the 10 CDSTs. It is to be noted that overall two thirds of
the expenditure in the 1998/99 fiscal year will involve non metropolitan CDSTs. More detailed
information about specific CDSTs is provided in chapter 4.

In the 1997/98 fiscal year there was a total expenditure of $3,719,511 for the purchase of
treatment and support services excluding sobering up centres (SUCs) and CDSTs (Table 2.8). The
purchasing of non metropolitan services accounts for $54,505 (1.5%) of this expenditure. It was
not possible to readily determine the number of FTEs employed in these organisations.

In 1996/97 a total of $1,863,007 was provided to the NGOs who operated SUCs. In 1997/98
expenditure increased by 8.3% to $2,016,871 (Table 2.9). A total of 56 FTEs were employed in
the ten SUCs that operated in 1997/98. Overall, 91% of SUCs expenditure involved non
metropolitan facilities.

Table 2.6: Summary of WADASO purchasing, 1996/97 - 1998/99

1996/97 1997/98 1998/99
Treatment and support services
Non government organisations 2,906,142 3,719,511 3,891,800
Community Drug Service Teams nil 1,260,372 2,588,000
Enhancement of individual services nil nil 100,000
Sub total 2,906,142 4,979,883 6,579,800
Sobering up services
Sobering up centres 1,853,420 2,011,916 2,524,900
Sobering up centre program development 9,587 4,955 443,500
Sub total 1,863,007 2,016,871 2,968,400
Education
School Drug Education Project nil 1,572,000 1,874,000
Practice development in mainstream services nil nil 63,000
Projects and campaigns 623,176 402,300
Sub total nil 2,195,176 2,339,300
Community action
Local Drug Action Groups nil
Funded by WADASO 26,500
Joint WANADA/Lotteries Commission grants 58,837
Sub total LDAGs 85,337 200,000
Projects (parents, leaders, research, etc) nil 213,421 200,000
Sports partnerships nil nil 50,000
Other grants 78,100 80,224 nil
Sub total 78,100 298,758 450, 000
Administration
Salaries, rental, equipment etc 450,000 716,476 995,000
Total 5,297,249 10,207,164 13,332,500

Note: Estimated administration costs for 1996/97 reflect co location with Office of Youth Affairs.
SDEP expenditure of $1,572,000 in 1997/98 included $117,000 for Life Education.
For projects and campaign expenditure includes advertising and printing costs for Drug Aware illicit drug public education, host
responsibility, parent booklet and Drug Aware pharmacy project.
CDST expenditure for 1998/99 does not include 4 FTEs funded by OAH and 1 FTE funded by Geraldton Health Service.
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Table 2.7: Community Drug Service Teams, 1997/98 — 1998/99

Name of CDST Agency 1997/98 1998/99
Metropolitan area
South Metro Palmerston Association Inc 160,975 272,000
North Metro St John of God Community Services 128,912 272,000
South East Metro Perth City Mission 161,275 272,000
North East Metro Holyoake Institute 126,423 272,000
Sub total 577,585 1,088,000

Country regions

South West Centacare 94,317 189,300
Great Southern Palmerston Association Inc 102,302 168,500
Goldfields Centrecare 102,913 238,600
COMPARI Geraldton HS & COMPARI 170,590 287,000
Kimberley Kimberley Northwest Mental HS 130,485 238,700
Pilbara East Pilbara HS 82,180 328,700
Sub total 682,787 1,450,800
Total 1,260,372 2,588,800

Table 2.8: NGOs excluding sobering up centres, 1996/97 — 1997/98

Activities 1996/97 1997/98
Metropolitan
ACRAH R, A, M 36,500 38,700
ANSWA Inc R, A nil 20,800
COMPARI Inc CE nil 27,000
Cyrenian House DF, O, | 433,700 556,550
Holyoake Institute O,A LY 675,000 712,575
Marillac (formerly Daughters of Charity) DC, A/ 73,700 68,800
North East Regional Youth Council Y,CB nil 20,000
Palmerston Association Inc DF, O, Y, I 442,200 603,390
Perth City Mission R, O, Y, I 156,800 411,100
Perth Women’s Centre O, W, A, I 97,400 105,530
Salvation Army Bridge House DN, A 271,700 288,880
Salvation Army (Harry Hunter Centre) R, A 189,700 189,700
Serenity Lodge R,A 278,300 282,450
St Bartholomews House EA A, | 43,500 43,500
St Patrick’s Care Centre O,A I 44,100 43,160
Swan Emergency Accommodation EA, Y, I nil 38,000
WA Network of Alcohol & Drug Agencies CE 24,000 96,071
Wanneroo Accommodation EA, Y, | nil 40,500
Wesley Central Mission (Hearth program) H, A 78,300 78,300
Sub total 2,844,900 3,665,006
Non metropolitan
Rosella House R, A 33,042 27,245
Eastern Goldfields Halfway House R, A, M 28,200 27,260
Sub total 61,242 54,505
Total 2,906,142 3,719,511

Note: R = residential; DM = detoxification medical; DN = detoxification non medical; O = outpatient counselling; A = alcohol only/mostly;
I = illicit drugs; Y = youth; EA = emergency accommodation (short stay); DC = day centre; H = home rehabilitation service; W =
women only; M = men only; CE = community education/prevention; DF = drug free (long term); CB = community based program for
Aboriginal population.
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Table 2.9: Sobering up centres, 1996/97 - 1997/98

1996/97 1997/98
$ $ FTEs
Perth (Salvation Army) 193,700 193,700 5
Broome 16,333 110,500 5
Derby 49,500 92,906 5
Fitzroy Crossing 132,000 134,950 6
Halls Creek 286,630 264,900 6
Kalgoorlie 199,100 200,100 5
Kununurra 242,306 259,100 6
Port Hedland 291,400 291,400 7
Roebourne 220,771 250,800 6
Wiluna 221,680 213,560 5
Sobering up centre statistical data development 9,587 4,955 -
Total 1,863,007 2,016,871 56

2.3.4. Health Department of WA
2.3.4.1. Overview

The summary of expenditure by the HDWA covers a number of programs concerned with access
to and use of licit and illicit drugs. A breakdown of the nearly $5.2 million estimated for the
1997/98 fiscal year, indicates that 85% of all expenditure is incurred by programs under the
auspices of the Public Health Division (Table 2.10).

Of the total of $2,354,700 of the expenditure allocated to the alcohol and other drugs program,
$1,251,200 (53.1%) is for programs within the smoking and health program, $668,500 (28.4%)
is for programs concerned with reducing the harm from alcohol use, and $420,000 (17.8%) is for
programs targeted at those who use illicit drugs. A detailed breakdown of the activities and sub
programs undertaken within each of the major program areas is summarised in Table 2.11 at the
end of this section. It is estimated that a total of 39.8 FTEs are utilised in providing programs
undertaken by units in the Public Health Division.

There was an estimated expenditure of $125,000 on programs and activities undertaken by each
of the State’s eight Public Health Units. It was indicated that over the course of a year all Units
undertake a range of activities concerned with issues related to the abuse of alcohol and other
drugs, depending on local needs and issues.

Table 2.10: Summary of HDWA purchasing for drug programs, 1996/97 - 1997/98

1996/97 1997/98
$ FTEs $ FTEs
Office of Aboriginal Health
Funding of NGOs 756,983 na 750,000* na
Public Health Division
Alcohol and other drugs program 11.0 11.0
Alcohol program 759,800 668,500
Smoking and health program 674,571 1,251,200
Illicit drugs program 383,000 420,000
Other alcohol & drug programs 100,000 15,000
Medicines & poisons program 500,000 11.2 515,000 11.2
Public Health Units community based programs 1,000,000* 16.0* 1,000,000* 16.0*
BBVs (Disease Control Branch) 616,609 1.6 690,934 1.6
Sub total 4,034,480 39.8 4,560,634 39.8
Total 4,791,463 5,310,634

Note:  * = estimate.
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2.3.4.2. Public Health Division

Introduction

The Public Health Division of the HDWA is responsible for a number of activities concerned with
drugs, the most important being programs conducted by the Health Promotion Services (HPS) for
the alcohol and other drugs program. A number of sub programs, concerned with regulating the
therapeutic use of medicines and access to poisons, are managed by other administrative sections
of the Public Health Division. The alcohol and other drugs program, which conducts health
promotion programs which aim to encourage Western Australians to adopt healthier lifestyles,
encompasses four areas, alcohol, tobacco, illicit drugs, and medicines and poisons.

The WA Drug Abuse Strategy, Together Against Drugs,” establishes priorities for the State
government to address and prioritise issues dealing with drug related harm. Together Against Drugs
identifies a number of outcomes in relation to alcohol and other drugs through an action plan. A
brief outline of those programs supported in the 1996/97 and 1997/98 years which are primarily
concerned with addressing problems caused by drugs other than alcohol or tobacco follows. The
cost of various initiatives and activities are listed in Table 2.11.

Licit drugs program

The Alcohol program has developed an Alcohol Action Plan to implement the strategies
contained in Together Against Drugs and is consistent with the National Drug Strategic Plan and
is used as the framework for a number of initiatives such as Drinksafe, Respect Yourself and the
100% Control campaigns.

As cigarette smoking is the single largest preventable cause of death and disease in this State, the
Smoking and health program aims to reduce the prevalence and incidence of disabling and fatal
conditions, such as cardiovascular and lung diseases and cancer. This program implements a range
of strategies targeting specific populations and settings within the community.

lllicit drugs program
Drug Aware Campaign

This campaign is supported by the WADASO with campaign expertise provided by the HPS. The
first phase of the campaign aimed to raise awareness about the effects of commonly used illicit
drugs and to encourage communication between parents and young people about illicit drugs.

In the 1997/98 fiscal year, the campaign will continue to focus on parents and their need to
communicate with their children about illicit drugs. This will be in addition to information in the
second phase of the Drug Aware Campaign which focused on heroin prevention. The third phase
will be launched in 1998/99 and will focus on cannabis issues.

Printed information

Printed information about a number of groups of drugs is provided on request to the community.
In excess of 100,000 items have been provided.

Drugs in perspective

This drug awareness course is targeted at parents. It operates by training community based people,
including community nurses, teachers, drug and alcohol workers and police to conduct parent
awareness courses about drugs.

The Select Committee was impressed with the high level of expertise and ability that has been
developed over a number of years by the Health Promotion Service (HPS) in undertaking surveys,
health awareness campaigns and developing innovative preventive and educational campaigns.

The HPS has an important ongoing leadership role in undertaking regular prevalence surveys of
young people, through the ASSAD, health surveys of adults and through participation in national
surveys. A campaign is planned during 1998 to address some of the specific health concerns about

?* The full text of Together Against Drugs is contained in Appendix 11.

Final Report Page - 21



Select Committee Into Misuse of Drugs Act 1981

cannabis. The HPS has also recently been involved in other campaigns, such as to prevent heroin
overdoses.

Recommendation 1

That there be a greater emphasis in health campaigns dealing with the harms associated with
illicit (as compared to licit) drugs, especially in relation to young people and that such campaigns
closely coordinate with the School Drug Education Project.

Other programs
Australian Student Survey of Alcohol and Drugs

The fizgth of a three yearly survey of drug use by 12 to 17 year old students was conducted in
1996.

1997 Tobacco, Alcohol and lllicit Drug Consumption Survey

Some preliminary work was conducted in 1996/97 for the 1997 Tobacco, Alcohol and Illicit Drug
Consumption Survey, which surveyed West Australian adults.”

Health in schools magazine

Three issues of a magazine for teachers, school health nurses and health promotion officers were
produced. The content communicates information about best practice, resources and feedback
about health issues, including drug education.

Medicines and poisons programs
Drugs and poisons monitoring

This responsibility involves the administration of the Poisons Act 1964 and the Poisons Act
Regulations 1965 and includes:

monitoring compliance with any conditions imposed on licences and permits issued under the
Poisons Act 1964;

investigating possible contraventions of the Poisons Act 1964; and

monitoring controls associated with access and supply of controlled substances (including drugs
of addiction) such as labelling and packaging of poisons to ensure public safety.

The drugs and poisons monitoring program has a number of important public health benefits,
including:

reducing premature death associated with accidental poisoning from drugs and chemicals;
restricting the potential for the diversion to non therapeutic purposes of drugs of addiction
and other drugs with abuse potential; and

reducing the costs to the community from hospital admissions and ambulance callouts that
can arise from poisoning by misuse of therapeutic drugs and poisons.

Poisons Act licensing

This program is concerned with issuing licences, permits and authorisations as required by the
Poisons Act 1964.

Unrestricted access to poisons and drugs including drugs of addiction and prohibited substances will
result in an increase in morbidity and mortality associated with the use of these substances.
Controlled access is necessary with supervision by appropriately trained people.

The system of controls provided through Poisons Act licensing has a number of public health
benefits, including reducing the:

“ Summary results for WA from the 1996 ASSAD survey is available in Tables 10 and 11, Appendix 13.
# Summary results for the 1997 TAIDCS is available in Table 1, Appendix 13.
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morbidity and mortality associated with accidental poisoning from drugs and chemicals; and
diversion to non therapeutic purposes of drugs of addiction and other drugs with abuse
potential.

Drugs of addiction monitoring

This program monitors the usage of drugs of addiction by individual patients by establishing a
reporting system and a register of persons notified as being addicted to drugs.

Inappropriate access to drugs of addiction, such as pethidine, morphine and dexamphetamine will
result in an increase in morbidity and mortality associated with their use. It also increases the
potential for diversion of this group of drugs for non medical purposes as indicated in the
Australian Royal Commission of Inquiry into Drugs.”® The program is designed to reduce:

morbidity and mortality associated with inappropriate use of drugs of addiction; and
the potential for the diversion to non therapeutic purposes of drugs of addiction and other
drugs with abuse potential.

The register of notified addicts enables the monitoring of:

people who visit multiple medical practitioners and obtain prescriptions for drugs of addiction;
medical practitioners who prescribe drugs of addiction inappropriately for registered drug
addicts;

people who obtain long term supply of drugs of addiction without authorisation;
people who obtain supplies of drugs of addiction outside of their authorisation; and
medical practitioners who prescribe drugs of addiction for self administration.

Community based methadone treatment

This program is concerned with developing a comprehensive State wide community based
methadone program which includes general practitioners assessing and providing ongoing care
supported by a network of community pharmacies dispensing methadone on a daily basis to
patients.

The impetus to increase the number of participants in methadone treatment through GPs stems
from recommendations from the Task Force Report on Drug Abuse that methadone treatment be
decentralised and made available through general medical practitioners.

There are a number of aspects to the program such as:

training of medical practitioners and community pharmacists;

authorisation of suitably trained medical practitioners to prescribe methadone;

approval of community pharmacies to dispense methadone;

advising medical practitioners and pharmacists of the statutory requirements;

processing applications from medical practitioners for new patients;

monitoring of patients’ use of methadone (eg dose supplied, number of missed doses and
number of take away doses).;

providing statistical reports in accordance with the national data set required by the National
Methadone Committee; and

development and implementation of a plan for expansion of the program according to
demand.

# Conducted by Justice Williams and reported in 1980.
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Table 2.11: Purchasing of drug programs by Public Health Division,
HDWA, 1996/97 - 1997/98

Name of program 1996/97 1997/98
Alcohol program 759,800 668,500
Smoking and health program 674,571 1,251,200

Illicit drugs program

Drug aware campaign 340,000% 350,000%
Printed information 23,000 40,000
Drugs in perspective campaign 20,000 30,000
Sub total 383,000 420,000

Other programs

Student survey of alcohol and drugs 75,000 -
Health in schools magazine 25,000 15,000
Sub total 100,000 15,000

Medicines and poisons programs

Drugs and poisons monitoring 110,000
Poisons Act licensing 90,000
Drugs of addiction monitoring 190,000
Community based methadone treatment 125,000
Sub total medicines and poisons 500,000 515,000
Regional Public Health Units (8 Units) 1,000,000 1,000,000

Blood borne viruses

Hepatitis C Council 131,609 131,934
Needle & syringe program

HDWA (1.6 FTEs) 85,000 85,000

Prevention & education materials (HDWA) 32,000 34,000

ADA BBV counselling & education program 120,000 60,000

WA AIDS Council NSEP 158,000 165,000

Perth Aboriginal Medical Service NSEP 90,000 90,000

WA Substance User’s Assoc (from 1/10/97) - 125,000

Sub total BBVs 616,609 690,934

Total all programs 4,034,480 4,560,634

Note:  Expenditure by regional Public Health Units estimated at $125,000 per year per unit.
Hepatitis C Council received annual core funding of $82,200, the balance of expenditure derived from additional funding for
particular projects.

Needle and syringe program

Introduction

The primary aim of the needle and syringe program is to reduce the transmission of blood borne
viruses (HIV, hepatitis B, and hepatitis C) in people who inject drugs by reducing or eliminating
the need for injecting drug users to share injecting equipment. Research evidence shows that
needle and syringe exchange programs (NSEPs), in conjunction with other strategies, such as
expansion of treatment programs, public education programs, and retailing of needles and syringes
(N&S) through pharmacies, reduce the incidence of HIV and are not associated with negative
outcomes, such as increased drug use.”

NSEPs are acknowledged as a critical harm reduction strategy in reducing blood borne virus
transmission among the population who are injecting drug users (IDUs). This strategy occurs in
parallel with other approaches aimed at reducing drug use, for example, by discouraging first drug

* WADASO funded $305,000.

* Now fully funded by WADASO — estimated $350,000 in 1997/98.

? Hurley SF, Jolley DJ, Kaldor J. “Effectiveness of needle exchange programs for prevention of HIV infection”.
(1997) 349 Lancet 1797-1800; Wodak A, Des Jarlais DC. “Strategies for the prevention of HIV Infection among
and from injecting drug users.” (1993) 45(1) Bulletin on Narcotics 47-60.
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use, increasing access and availability of treatment services, and controlling the supply of drugs,
for example, by law enforcement. The enabling legislation for the licensing of NSEPs is contained
in the Poisons Act Regulations 1995.%

2.3.5. Office of Aboriginal Health

2.3.5.1. Introduction

The Office of Aboriginal Health (OAH) has assumed responsibility for the funding of a number of
programs which encompass a range of preventive, education and treatment programs to address
health and social problems in Aboriginal communities caused by the abuse of alcohol and other
drugs (Table 2.12).

Up to 30 June 1994 the responsibility for funding services provided by NGOs had rested with the
ADA. However, following the transfer of the funding role from the ADA to the Health
Department from 1 July 1994,% the ADA retained responsibility for a relatively small amount of
funding in relation to the Solvent Abuse Project.

Commencing the 1997/98 fiscal year, the OAH assumed responsibility for management and
funding of the Solvent Abuse Project, and of six Aboriginal Community Development Officers
formerly employed by the ADA. At the time of writing this report, it was not possible to obtain
details of the range of alcohol and other drug programs now being funded and managed by the
OAH.

Table 2.12: Purchasing of drug programs by Office of Aboriginal Health,
HDWA, 1996/97 — 1997/98

1997/98 1997/98
Treatment and community based programs
Mawarnkarra Health Service (Roebourne) 356,600
Noongar Alcohol and Substance Abuse Service (Perth) 139,400
Milliya Rumurra Aboriginal Corporation (Broome) 40,800
Ngnowar — Aerwah Aboriginal Corporation (Wyndham) 75,000
Waringarri Aboriginal Corporation (Kununurra) 58,300
Nunga Group Women'’s Aboriginal Corp 24,538
East Pilbara Shire Council 33,800
Sub total 728,438
Volatile Substance Project grants
Constable Care Child Safety Project — Ngaanyatjarra Lands 5,000
Geraldton Regional AMS — Breakaway Today Project 2,045
‘Gibber’ Magazine for Young Street People 1,500
Meekatharra Community Health Centre — Healthy Life, Healthy Culture 2,500
Ngaanyatjarra Lands Football Development Program 5,000
North Eastern Regional Youth Council — Substance Inhalation Abuse Project 4,000
Warburton Arts Project/Ngaanyatjarraku Tjanampa Music Festival 3,500
Warburton Bush Skills Community Based Prevention Project 5,000
Sub total 28,545
Total 756,983 750,000

Note:  1997/98 expenditure is an estimate.

*" Poisons Amendment Regulations 1995. Government Gazette. 26 May 1994, 2197.
? The purchasing of services was undertaken by the State Health Purchasing Authority — this has now been
disbanded.
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2.3.6. Healthway
2.3.6.1. Introduction

Healthway, the WA Health Promotion Foundation, was established under the Tobacco Control
Act 1990. It is an independent statutory body governed by a Board with a mission to promote and
enhance the health of West Australians with a focus on youth by supporting organisations
engaged in activities which reduce the prevalence of smoking and encourage healthier lifestyles. A
major priority of Healthway for its first five years was the replacement of tobacco advertising and
sponsorship in WA.

Healthway receives a minimum of $12.9 million from the State government each year. In
1998/99 the allocation will be $15.0 million and will be indexed to account for inflation in future
years. Responsibility for the overall management of Healthway, including decisions about funding,
is held by a Board representing health, youth, sport, arts and country organisations from
government and non government sectors.

In the 1996/97 fiscal year a total of $720,759 was provided for a range of projects under
Healthway’s alcohol and drug program.” In the 1997/98 fiscal year a total of $691,109 was
provided for funding of the alcohol and drug program.*® The major activities funded in 1997/98
were $373,005 (54.0%) for health promotion projects, $31,354 (4.5%) for health promotion
research, $238,950 (34.6%) for sponsorship, and $47,800 (6.9%) for support sponsorship.

2.3.7. Education Department

2.3.7.1. Introduction

The School Drug Education Project (SDEP) was established in 1997, providing goals and targets
for the period 1997 to 2000, and is part of the Together Against Drugs strategy. The SDEP has
been developed to ensure effective drug education is provided in all Western Australian schools,
and embraces the 12 principles of best practice in school drug education.*

The SDEP is a project of the Association of Independent Schools of Western Australia (AISWA),
the Catholic Education Office and the Education Department of Western Australia. The
implementation of the SDEP is being undertaken in a planned fashion, as provided in a strategic
plan dealing with the period 1997 to 2000.* A detailed description of the school based drug
education with particular reference to the SDEP is provided in chapter 9.

2.3.7.2. Overview

There was a very limited contribution by the Education Department to the SDEP. Of the total
expenditure of $1,552,000, the WADASO contributed $1,463,000, and Commonwealth funding
of $74,200 was provided to develop the CD ROM for teachers. The Department’s contribution to
the SDEP was $15,000, for Aboriginal education (Table 2.13). An amount of $129,284 carried
over from the previous fiscal year has not been included, as this does not represent expenditure in
the current year.

* Additional $2,928,864 expenditure on tobacco program.

* Additional $2,430,690 expenditure on tobacco program.

*" School Drug Education Task Force. Strategic Plan 1997-2000. Perth, Education Department of WA, 1997.

% School Drug Education Task Force. Drug education: principles of best practice. Perth, Education
Department of WA, 1997.
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Table 2.13: Income received by Education Department for SDEP, 1997/98

1997/98

WADASO 1,572,000
Aboriginal education 15,000
CD ROM for teachers 74,200
Total 1,661,200

2.3.8. Ministry of Justice
2.3.8.1. Overview

The Select Committee experienced difficulty in being able to obtain comprehensive data of
expenditure by the MOJ on services targeted at juvenile and adult offenders in community based
and prison based programs. As each of the Ministry’s centres operate their own budgets,
information gathering required contact to be made with each unit by the Ministry’s officer
assisting the committee in this phase of investigations.

The Select Committee is of the view that it is vital that the Ministry is able to readily identify
purchasing of alcohol and other drug programs by each unit/operational area, can quantify
expenditure on such services and able to provide information about outcomes.

Recommendation 2

That the Ministry of Justice develop and maintain a comprehensive information system in
relation to expenditure on all education, counselling and treatment programs which are directed
at juvenile and adult offenders and prisoners with alcohol and other drug related problems.

Recommendation 3

That the Ministry of Justice maintain a comprehensive database on all drug treatment program
outcomes, including a wide range of measures, including results of previous treatment, an
assessment of severity and the extent of alcohol and other drug problems, goals stipulated in
agreed treatment plans, participation in treatment, results of urinalysis testing and organisational
responses to outcomes.

Based on the information provided it is estimated that the MOJ will have spent nearly $900,000
in the 1997/98 fiscal year on programs provided by funded organisations or which are provided on
a contractual sessional basis (Table 2.14). The Substance Use Resources Unit (SURU) is the
principal program supported by the MOJ to promote and facilitate programs in prisons
throughout the State.

As indicated in the Select Committee’s Interim Report, the funding for the SURU appears to be
grossly inadequate, when compared to the NSW equivalent. The WA unit has a total of 5 FTEs,
compared to the 50 FTEs employed in the NSW unit. On a pro rata basis, taking into account the
different size of the prison populations in the two states, about 20 FTEs should be employed in
the SURU.
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Recommendation 4

That the Ministry of Justice undertake a review of the adequacy of funding and resources to
enable the Substance Use Resources Unit to adequately provide appropriate treatment services to
the State’s metropolitan and regional prisons.

A notable feature of many of the alcohol and other drug programs presently utilised by MQJ, is
that many are provided at no cost to the MOJ. On a historical basis the ADA was a major source
for referral and management of offenders with alcohol and other drug problems. For example,
counselling services were usually obtained through ADA regional offices and some NGOs. The cost
of urinalysis testing was also borne by the ADA through the Court Diversion Service. As indicated
in correspondence from the MQOJ, the historical rationale for these arrangements was that “the
philosophy being that offenders are part of the general community and should access community

resources in similar ways to non offenders where possible”.*

However, given the changes in the funding of the CDSTs by WADASO, NGOs who operate
alcohol and other drug programs will need to recover some of the cost of their services from the
MOJ. It may be feasible that future contracts for CDSTs specify service levels for offenders in
regional areas where there are otherwise limited treatment services.

The community has an expectation that offenders under community based orders should obtain
appropriate professional services to assist those with serious problems related to the use of licit
and illicit substances. The Ministry accordingly needs to invest a much greater level of resources
to ensure that offenders obtain the maximum benefit of their order, through entering into
purchasing arrangements with the full spectrum of service providers.

Recommendation 5

That the Ministry of Justice provide adequate levels of funding to purchase programs from service
providers in all regions of the State so that all offenders under its care who have pre existing or
current substance abuse related problems are able to receive appropriate levels of ongoing
assistance for such problems.

There needs to be a clear articulation of goals for offenders in both institutions and community
based programs who engage in substance abuse over the duration of their order or confinement.
The Select Committee believes that the community and service providers would have a clearer
understanding of the Ministry’s priorities and expectations in dealing with this issue if the MOJ’s
Drug Strategy was released.

Recommendation 6

That as a matter of priority the Ministry of Justice release its Drug Strategy to ensure that it
develop a framework for purchasing an appropriate mix of services from the network of alcohol
and other drug providers in the metropolitan area and in each of the State’s regions.

The release of the Ministry’s Drug Strategy would support the articulation of a framework for the
MQJ’s units and services to identify, assess and implement management plans for adult and
juvenile offenders in custodial settings with substance abuse problems at the point of entry into
programs. The Ministry also needs to ensure that gains in rehabilitation made by offenders during
the course of their confinement are not lost after release. Rehabilitation of offenders with
substance abuse problems needs to be understood as a long term process predicated on good
working relationships between the Ministry and the network of service providers.

* Letter from Keith Shiers, Acting Manager Planning and Development, Community Based Services re details
of organisations funded or contracted, 15 May 1998.
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Recommendation 7

That the Ministry of Justice target assistance for those in custodial settings in the period
immediately prior to their release, so that on release such individuals can be transferred to
established service providers to provide relapse prevention measures.

Table 2.14: Purchasing of drug programs by Ministry of Justice
1996/97 - 1997/98

Name of provider Target group 1996/97 1997/98

Metro area
Holyoake Al 90,708 88,958
Yirra J 60,000 60,000
NASAS - 2,000
Palmerston Al 1,360 800
Relationships Australia (Steering Clear) A 350 -
Court Diversion Service (ADA) A 165,000 198,000
Drug ARM J 20,000 na
Sub total 337,418 349,758

Country area

Albany nil nil

Broome A 12,970 -

Bunbury A 7,000 7,000

Esperance (Teen Challenge) J 20,000 20,000

Geraldton A 11,400 11,400

Gascoyne A 4,560 4,560

Murchison A 1,800 1,800

Kalgoorlie A 5,400 4,900

Northam A 12,720 12,050

Pilbara A 5,600 5,350

Other regions na na

Sub total 81,450 67,060
Statewide

Substance Use Resource Unit A 354,000 480,000

Sub total 354,000 480,000

Total all programs 772,868 896,818

Note: A = adult; J = juvenile.
Teen Challenge funded at $40 per day for service at its Esperance facility - estimated total $20,000 per year.
na = not available.

2.3.9. Police Service
2.3.9.1. Introduction

The total expenditure by the Police Service on earmarked activities concerned with drug law
enforcement increased by 16.5%, from $4,154,421 in the 1996/97 fiscal year to $4,897,655 in
the 1997/98 fiscal year. It is to be noted that $2,271,000 (42.3%) of total expenditure in the
1997/98 fiscal year by the Police Service was concerned with other drug related expenditure (ie
the Alcohol and Drug Coordination Unit and the network of District Alcohol and Drug Advisers).

Over the past two fiscal years the total expenditure by the Drug Squad decreased by 4.0%, from

$2,945,921 in 1996/97, to $2,826,655 in 1997/98 (Table 2.15). A total number of 44 FTEs were
employed for both years, consisting of 37 sworn officers and 7 unsworn officers. The slight
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reduction in expenditure by the Drug Squad in 1997/98 was due to the suspension (caused by
internal inquiries) of some officers which resulted in reduced actual operational expenditure.

It is to be noted that the Task Force expenditure in both years was not entirely for the Drug Squad
but was used to fund major drug inquiries within both the Drug Squad and other sections of the
Police Service. The projected budget for the Drug Squad for the 1998/99 fiscal year was not
finalised at the time this report was being prepared and thus is not included.

As police officers throughout the State are involved in detecting and prosecuting drug offenders as
part of their ordinary duties, especially in relation to simple drug offences, overall expenditure on
drug law enforcement exceeds total expenditure of the Drug Squad.

In 26 November 1996, following the dissolution of the former Liquor and Gaming Branch,
responsibility for the policing of licensed premises and the administration of liquor licensing
legislation was devolved to a regional and/or district level throughout the State. The present
structure of the WA Police Service for dealing with problems associated with the abuse of licit and
illicit drugs consists of a body located in the central business district, the ADCU, which provides a
‘whole of service’ perspective and a network of District Alcohol and Drug Advisers.

As outlined in the Interim Report, the Drug Squad is primarily engaged in operations which target
the higher levels of the drug market, such as those engaged in organised crime, distribution and
large scale cultivation. This group of offenders is referred to as ‘providers’, in contrast to those
characterised as ‘consumers’, (ie small scale drug offenders) who are most likely to be dealt with at
the district police level. The following information deals with the structure that is primarily
designed to deal with consumer type of drug offences.

Table 2.15: Details of WA Police Service expenditure, 1996/97 — 1998/99

1996/97 1997/98 1998/99

Drug Squad

Wages 1,964,477 1,868,199

Operational budgets 365,824 351,760

Vehicles 115,620 106,696

Task force funding 500,000 500,000

Sub total Drug Squad 2,945,921 2,826,655 na
Other drug related

Alcohol & Drug Coordination Unit 189,000 324,000 456,000

District Alcohol & Drug Advisers 727,500 1,455,000 1,409,000

Drug & alcohol law enforcement projects 292,000 292,000 292,000

Sub total other drug related 1,208,500 2,071,000 2,157,000
Total 4,154,421 4,897,655 na

Note:  Data for other drug related expenditure 1996/97 year covers 7 month period, December 1996 — June 1997.

2.3.9.2. Alcohol and Drug Coordination Unit

As the Alcohol and Drug Coordination Unit (ADCU) was established in late November 1996, data
for the 1997/98 fiscal year represents the first full year of operation. A total of $2,071,000 has
been allocated for activities to be undertaken in the 1997/98 fiscal year (Table 2.15).

The bulk of expenditure, $1,455,000 (70% of the total), is for the employment of 34 FTEs based
throughout the State in the 15 police districts, as district alcohol and drug advisers. A further 7
FTEs are employed in the ADCU, involving a total expenditure of $324,000 (15.6%), with the
remaining expenditure of $292,000 (14.1%) for the conduct of small projects with drug law
enforcement themes undertaken by police with the community which are developed at the police
district level. The allocation of these funds is managed by a drug and alcohol project committee
made up of health and law enforcement agencies.
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Under the revised structure, there are a total of 7 FTEs in the ADCU, with an additional 34 FTEs
based in the regional areas of Albany, Bunbury, Broome, Cannington, Fremantle, Geraldton,
Joondalup, Kalgoorlie/Meekatharra, Karratha, Kununurra, Narrogin, Northam, Mandurah,
Midland, Mirrabooka, Perth and South Hedland.

It should be noted that while the ADCU does not have any formal control over the district
alcohol and drug advisers, there is an informal network that operates between all officers working
in this area. The district alcohol and drug advisers work under the direction of the respective
police district officer.

The primary function of the ADCU is to contribute to minimising the harms and hazards
associated with alcohol and other drug use throughout Western Australia. It also has responsibility
for a number of ‘whole of service’ functions, including policy development, training and
education, as follows:

Research and facilitate the development of corporate policies to deal with current and
emerging trends related to alcohol and drug use in the community.

Provide a centralised unit to coordinate the development of strategies and initiatives dealing
with alcohol and drug law enforcement policies and issues.

Develop and maintain a statewide network to facilitate the exchange of information and
provide advice to police officers on proactive and reactive strategies regarding alcohol and
drug issues.

Develop strategic partnerships with government agencies, other external organisations and
community groups to ensure an intersectoral response to alcohol and drug issues.

Provide alcohol and drug education programs to police officers and community groups.

Coordinate training and development of district personnel relating to investigation techniques
in relation to the enforcement of licensing and gaming laws.

Monitor and provide advice on matters of national drug and alcohol policy pursuant to the
National Drug Strategy and provide representation on national and state forums.

Prepare and assist in the submission of applications to state and national funding bodies for
projects relating to reducing the harm associated with alcohol and drug related crime, violence
and antisocial behaviour.

At its meeting with the Victorian Police, which included representatives from the Drug and
Alcohol Policy Coordination Unit, the Select Committee noted that the Victorian unit was headed
by an officer with the rank of Chief Inspector. It was pointed out that having an officer of such a
senior rank meant the Victorian unit was able to have direct input at senior management levels
and to have greater influence throughout the police service.

In WA the officer in charge of the ADCU is a senior sergeant. If this position was upgraded to
that of inspector, this would cost an additional amount of about $10,000 per annum.

Recommendation 8

That the WA Police Service upgrade the seniority of its officer in charge of its Alcohol and Drug
Coordination Unit to the level of Inspector, so that the Unit be appropriately represented in the
senior management structure of the Service.

Final Report Page - 31




Select Committee Into Misuse of Drugs Act 1981

2.3.9.3. District alcohol and drug advisers

There are a number of identified roles and functions of police officers employed as district alcohol
and drug advisers, reflecting their dual role as disseminators of education and preventive
information and a more traditional law enforcement role with respect to alcohol and those drugs
dealt with under the Misuse of Drugs Act 1981.

Of interest, the broader role of district alcohol and drug advisers includes both a proactive and
reactive emphasis, as follows:

Develop strategies to provide a reduction in alcohol and other drug related offences (crime,
traffic, general offences).

Provide intelligence, planning, auditing and execution of operations relating to the sale or
consumption of alcohol and other drugs on licensed premises.

Provide education, prevention and detection methods on alcohol and other drug related
matters. These matters also include the responsible service of alcohol, industry responsibilities
(community concerns), police duties and harm minimisation.

Liaise with the liquor and gaming industries to prevent and deter criminal activity.

Develop strategies to identify criminal activity on licensed premises, investigate complaints
against licensed premises, and investigate the probity of liquor applications.

Ensure compliance with legislative requirements in relation to suitability and/or conduct of
licensees, disciplinary procedures and prosecutions, and intelligence acquisition and analysis.

Coordinate training and education programs in accordance with district strategic plans relating
to local accord agreements, crowd control agreements (staff and venues) and minimum
training standards (policy and industry).

Local analysis and surveys, including communicating results to staff and the local community.

Developing district performance indicators and targets.

2.3.9.4. National Community Based Approach to Drug Law
Enforcement Project

Background

There has been an increasing awareness of the limitations of traditional drug law enforcement
strategies in preventing drug related harm. It also appears that police practice at street level is
inconsistent with police policy and the National Drug Strategy (NDS). There is mounting
evidence to suggest that traditional law enforcement strategies alone do not reduce drug related
harm, and in some cases, may exacerbate this harm. The release of recent reports evaluating
various aspects of drug law enforcement support this view.** In the study by Sutton and James,
Evaluation of Australian Drug Anti trafficking Law Enforcement, a number of observations were
made about shortcomings in drug law enforcement practice due to the problems of divergence
between day to day practice and policy.

* Sutton A, James S. Evaluation of Australian drug anti trafficking law enforcement. Payneham, SA,
National Police Research Unit, 1996; Weatherburn D, Lind B. Drug law enforcement policy and its impact on
the heroin market Sydney, NSW Bureau of Crime Statistics and Research, 1995; Green P, Purnell I.
Measuring success of law enforcement agencies in Australia targeting major drug offenders relative to minor
drug offenders. Payneham SA, National Police Research Unit, 1996.
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“There are three crucial needs. First, the capacity of drug law enforcement units to deal with
major interjurisdictional drug crime needs to be enhanced. Existing problems in
interjurisdictional cooperation reflect structural obstacles such as differing legislation, as well
as cultural attitudes concerning unwillingness to work with particular agencies or unknown
personnel. Second, the capacity of specialised State and Territory drug law enforcement
agencies to engage in broader illicit drug control and harm minimisation activities needs to
be improved. Third, the capacities of non specialised State and Territory drug law enforcement
agencies to engage in both supply reduction and harm minimisation activities needs to be
improved. These needs are best met through reformulated roles of specialised drug law
enforcement units.””

On 5 July 1996, the Ministerial Council on Drug Strategy (MCDS) agreed to the development and
evaluation of a national community based approach to drug law enforcement consistent with the
National Drug Strategy: the Directions in Australasian Policing strategy and the
recommendations of the Evaluation of Australian Drug Anti-trafficking Law Enforcement report.
MCDS endorsed funding for three years to resource a range of programs aimed at reorienting illicit
drug law enforcement towards activities which achieve reductions in drug related harms in the
community. In particular, the findings of the Evaluation of Australian Drug Anti-trafficking Law
Enforcement™ have been highly influential in guiding the development of the Board of Control’s
terms of reference and in the prioritising of projects for funding.

The project

The National Community Based Approach to Drug Law Enforcement (NCBADLE) is one project
funded by the Board of Control to trial a new model of illicit drug law enforcement in four regions
across Australia. In each region, a project coordinator employed by the police will establish a
community based structure comprising a Drug Action Team (DAT) and a Drug Reference Group
(DRG) with the general aim of reorienting local level illicit drug law enforcement (DLE) activities
towards attaining drug harm reductive outcomes.*’

The DAT will be made up of locally based government and non government service providers
who have an impact on alcohol and other drug related issues. The DAT will bring these local
service providers together to implement strategies which reduce the harms associated with drug
use which are of concern to the particular local community. In general terms, these community
based DATs will both provide feedback to local police concerning the impact of drug law
enforcement activities on levels of drug harm in the community and offer a means by which
police and other local service providers can coordinate their drug harm reduction efforts. The
model is based loosely on a system currently in use in the United Kingdom.

More specifically the DATSs aim to:

identify local illicit drug related harms both to users and to the broader community;

identify and implement intersectoral strategies to reduce those harms;

monitor and document the impact of the strategies trialed, in conjunction with the evaluation
consultants;

provide/arrange for education and training concerning drug harm minimisation approaches for
police and other service providers;

facilitate and/or advocate such changes as policy change, improved services, improved court
diversion processes, improved public health measures concerning blood borne diseases and
changes both to the legislative frameworks and to the way in which those frameworks are
applied by police;

improve communication, cooperation and respect between services; and

* Sutton A, James S. Evaluation of Australian drug anti trafficking law enforcement. Payneham, SA,
National Police Research Unit, 1996, 127.

* Ibid.

*" A more detailed description of DATs and DRGs is contained in A practical digest for Drug Action Teams,
prepared by the Central Drugs Coordination Unit, published as part of the Tackling Drugs Together initiative in
the UK.
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make the best use of limited resources by prioritising issues and reducing overlap between
agencies.

It should be noted that the primary focus of the NCBADLE program is on illicit drug law
enforcement activities, but it is recognised that strategies to reduce licit drug related harm (in
particular that associated with the use of alcohol) will impact significantly on project activities
and outcomes.

In addition to the DATSs, Drug Reference Groups (DRGs) will be established for each region. These
will comprise high level officers from various organisations, including the jurisdictions specialist
DLE agency, whose activities impact on alcohol and other drug related issues. The role of the
DRG will be to provide advice, advocacy and support at the highest level from the range of
agencies involved in the process.

In addition to establishing the DAT/DRG structure, project coordinators will also have a
continuing role in the trial both in terms of the ongoing activities of the DAT/DRG and in terms
of contributing to the evaluation of the trial as specified by the consultant. In particular, their
role will be to:

liaise with local services in the formation and maintenance of the DAT and the DRG;

foster and maintain communication between the specialist drug law enforcement agencies,
police policy units, local police and the DAT and the DRG;

provide or arrange for training for police on drug harm reduction activities;

maintain the direction and focus of the project including the DAT and the DRG;

document the development of the project and the initiatives implemented; and

collect such other data as is requested by the consultant for use in the evaluation.

The four project regions endorsed by the board for the trial differ in their demography and in the
profile of drug problems which the locally based strategies will be addressing. This will enable the
development of a profile of those regions in which this model is most likely to be successful and
will identify the factors which enhance or detract from the successful implementation of the
model.

In the first instance, project funding will be offered by Police Services for the trials for a period of
four months to determine the feasibility of full implementation of the model in each region.
Funding for a further period of 12 months will be made available to each region only if the
feasibility studies indicate that the model is viable.

In light of the identified need for change, a model based upon one recently adopted as policy in
the UK is to be trialed throughout Australia over a 16 month period in New South Wales
(Fairfield/Cabramatta and Nimbin), Victoria (Morwell) and in WA (Mirrabooka and Geraldton).

Broad aims

Using a harm reduction framework, the model being proposed seeks to better integrate the work
of generalist police with other *“hands on” service providers in specific local areas. Equally
important, however, is the involvement of specialist DLE agencies in working with generalist
police at local levels to reduce the harms caused by alcohol and other drugs. The broad aims of the
projects are to:

promote harm minimisation as the philosophical base of all DLE work;
increase cooperation and coordination between generalist and specialist DLE officers;

increase cooperation, coordination and understanding between police and other services in
defined local areas through partnerships, ideas, resources and strategies to reduce drug related
harm;
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implement, assess and document a range of intersectoral harm reduction strategies, which may
be used as examples for other local areas wanting to reduce drug related harms;

increase the involvement of generalist police in intersectoral harm reduction drug strategies
(eg demand reduction strategies such as early intervention, diversion, referral and education);

trial a range of indicators of drug related harm, that may be used to measure impact of
community based drug law enforcement efforts; and

educate generalist and specialist personnel involved in DLE about harm reduction and how to
incorporate these strategies into their work.

Overview

Over recent years there has been a number of trends in the use of illicit drugs especially heroin
which have prompted the need for an improved DLE approach. In summary the main features of
these trends are as follows:

the number of younger heroin users entering the market has increased;
smaller amounts of heroin are available at a cheaper price;

a higher degree of purity of heroin at street level is becoming evident; and
an increase in poly drug use (heroin, alcohol and benzodiazepines).

Project costs

The estimated total cost of the two NCBADLE projects in WA will be $172,448, consisting of
$81,932 for Geraldton and $90,515 for Mirrabooka. The total duration of the projects is 16
months, made up of a four month feasibility period costing $43,113 and a 12 month
implementation period costing $129,339. The feasibility period for the Mirrabooka trial
commenced on 26 June 1998 and on 3 August 1998 for the Geraldton trial.

2.3.9.5. State Crime Prevention Strategy

The Western Australian crime prevention initiative has implemented a tripartite approach to this
problem. Many jurisdictions have seen crime prevention management and the development of
initiatives as a local responsibility only. Others have seen it as a central strategic issue. This
perception subsequently influences the strength (or otherwise) of the central strategic
management structure.

In this State the approach is to establish an equal partnership between government, the
community and police. This strategy is not dissimilar to the French crime prevention model that
is built around a coalition of government, together with the community and police. The project is
consistent with the Western Australian government state crime prevention strategy.

Prior to providing the plan it is necessary to explain where it fits within the big picture of the
State Crime Prevention Strategy, the aim of which is to enhance community safety and reduce
the fear of crime, thereby improving the quality of life for all Western Australians.

Crime prevention is most effective when the whole community, including relevant government
agencies and the police, work in partnership to implement initiatives at the local level. There are
two broad types of crime prevention, situational crime and criminality.

Situational crime prevention focuses on the crime scene — making it more difficult, more risky
and less rewarding for offenders to commit a crime. Situational crime prevention relies on
measures such as surveillance, property marking and general improvements to security. The
second type of crime prevention, criminality prevention, targets criminal behaviour by addressing
the underlying social and psychological causes of criminality.
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Prevention of criminality aims to influence the attitudes and behaviours of those people who
offend, or who are likely to offend. This is achieved by tackling factors that are known to be
associated with criminality such as parenting, schooling, self esteem, alcohol and other drug abuse,
employment and recreational opportunities, as well as the socio cultural values and beliefs of the
community and groups within the community.

The causes of crime are often complex. Effective solutions therefore require both situational
crime prevention initiatives and initiatives which address the underlying causes of law and order
problems. Consolidating and mobilising all sectors of the community and government agencies
will facilitate the conduct of a comprehensive and accurate identification of crime related issues,
enabling effective solutions to be devised. This is the aim of the Western Australian Crime
Prevention Strategy.

The most effective way to coordinate crime prevention initiatives at the local level in Western
Australia will be to build on existing local community policing committees.

The crime prevention strategy is therefore based on key coordinating structures at local and state
levels. The key components of the Crime Prevention Strategy at the local level are as follows.

The establishment of 22 crime prevention and community policing groups comprised of the
existing community policing committees and representatives from relevant state and local
government agencies and police.

The development by these groups of comprehensive community action plans, involving
extensive community consultation and the use of police crime data to assist in identifying the
specific crime problems of local areas.

The development, from these plans, of a priority list of proposed initiatives to reduce and
prevent crime.

The crime prevention and community policing groups will be supported with information and
professional assistance to help implement the local action plan.

The key components of the crime prevention strategy at the State level are as follows (Table
2.16):

To ensure the necessary focus, ministerial responsibility will rest with the Minister for Police,
supported by the Premier, through the Justice Coordinating Council.

The establishment of a State Crime Prevention Advisory Council chaired by the
Commissioner of Police, or his delegate, to provide policy coordination with the assistance of
the Crime Prevention Bureau of the Western Australian Police Service.

Close consultation with relevant expert groups, such as the Aboriginal Justice Advisory
Council.
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Table 2.16:

Community based approach to drug law enforcement

WA Strategy Against Drug Abuse

WA State Crime Prevention Strategy

Statewide coordination

Regional coordination

Dedicated resources

Mode of operation

Broad community participation

Ministerial Council on Drug Abuse Strategy
Drug Abuse Strategy Senior Officers’ Group

Community Policing Crime Prevention
Committees (CPCP)

Police

Health

Justice

Aboriginal Affairs

Family & Children’s Services
Education

Local government
Community

Community Drug Service Teams

Drug Abuse Strategy on CPCP agenda

Community Drug Service Team member of CPCP
Regional drug abuse strategy action plan

Local drug action groups

Justice Coordinating Council (JCC)
JCC Senior Officers’ Group
State Crime Prevention Advisory Committee

Community Policing Crime Prevention
Committees (CPCP)

Police

Health

Justice

Aboriginal Affairs

Family & Children’s Services
Education

Local government
Community

Community based approach to drug law
enforcement project officers

Community based approach to drug law
enforcement on CPCP agenda

Project officer member of CPCP

Regional action plan

Diversion

Community policing prevention activities
Law enforcement local intelligence and action
Localised information materials

Links to broad community participation

Neighbourhood Watch

The State crime prevention strategy demonstrates a strong government commitment to reducing
crime throughout WA. The strategy is additional and complementary to existing criminal justice
services provided to control crime; services such as the police, the courts, corrections and prisons,

children and family services and Aboriginal affairs agencies.

The strategy is aimed at building a community in partnership approach to crime, in that it:

allows members of the community to have a direct say in important quality of life issues in

their own region;

encourages community ownership and involvement in crime prevention;

is based on a 'problem oriented' approach to crime prevention promoting specific localised
solutions rather than relying on the 'theory' of criminology;

provides a forum to introduce and manage many initiatives in a unified approach focusing on
crime prevention;

builds on the existing infrastructure of the local community policing committees and resource
centres;

establishes links with other management processes between the community and government;
links crime prevention with justice management;

creates a single, focussed source of direct policy advice to government on crime prevention;
minimises the need for a dedicated government bureaucracy;

enables the targeting of crime prevention measures; and

provides an avenue for corporate involvement and sponsorship.

Mirrabooka project

The Mirrabooka Police District is on the northern corridor commencing on the outskirts of Perth
and it encompasses eight police stations within thirty four suburbs. The district has a diverse
population which includes exclusive areas, State Housing Commission areas, rental properties and
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industrial regions. This multi cultural district has approximately 200,000 residents with 46
primary and secondary schools.

In 1995/96 approximately 1,300 charges under the Misuse of Drugs Act 1981 were recorded in
that region. In three suburbs of that district, with a total population of 42,085, there were
135,595 needles and syringes distributed during this period. In the period January 1996 to
October 1996, there have been 11 heroin related overdoses in that district.

Although injecting drug use is a problem in these areas, there are also pockets of solvent users
becoming a constant concern to police, in relation to both law enforcement and social issues. In
addition, there are particular alcohol problems in this district due to high levels of unemployment
and multicultural indifference. Alcohol would therefore form a part of the focus of this project,
particularly with poly drug users.

The proposal is to utilise the Community Policing Crime Prevention Committee (CPCPC) in the
trial district of Mirrabooka. The key government agencies that will be represented, on a regional
basis, are:

WA Drug Abuse Strategy Office;

Aboriginal Affairs;

Ministry of Justice;

Department of Family and Children's Services;

Education Department;

Health Department; and

Police (general and including Officer in Charge, Drug Squad).

There are also other service providers (eg local drug action groups (LDAGS), local government,
Homeswest, and the Migrant Resource Centre) who would warrant inclusion in this process. The
inclusion of both specialist and generalist police in this area will forge a supportive relationship
between the two, along with other agencies (including local councils) and will assist in reducing
drug related harm.

Incorporating these key agencies within the CPCPC will lead to a greater understanding of the
ways in which their activities impact upon the work of other agencies and will expand the range
of possible harm reduction strategies that might be used in response to drug issues.

Established LDAGSs in the area may be involved in aspects of the project. However their roles
should not be mistaken for the role of key agencies of the CPCPC. They will be used as a
resource, only to assist in harm reduction strategies that would suit the charter suggested for them
by the CPCPC. The CPCPC meets monthly in the Mirrabooka district, alternatively at each local
council. A chairperson is selected and administrative support provided. This project will have a
separate agenda item at the committee meetings.

Only agencies which will be in a position to implement strategies which reduce the harm
associated with drug use in the defined district will be included on the CPCPC. As the regional
representatives of their organisation, they will also have input into the development of any
alcohol or other drug policies required within the trial region. The CPCPC reports to the State
Crime Prevention Advisory Committee, which is the funding approval body for the State Crime
Prevention Strategy. The State Crime Prevention Advisory Committee hold bimonthly meetings,
or as required, and is chaired by the Assistant Commissioner, Traffic and Operations Support.

Over the duration of the project police will develop strategies across six major areas, as follows:

Police

Create a small unit of police to react to supply of drugs in and around schools.
Endorsement of needle exchange policy.
Extend operation final overdose.
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During contacts provide brochures to clients on counselling and support services, advice on
safe disposal of used syringes and information on drug penalties.

Further training on harm reduction and provide instructions and training to general duties
police on local offender management and drug operations by the Drug Squad.

Encourage media to report penalties of drug offences in lieu of dollar values.

Collection of data on drug related occurrences.

Continue to supply up to date information on new drugs or percentages.

Diversion for alcohol related offences (juveniles) — 12 month trial.

Factual script provided to juveniles committing offences under the Misuse of Drugs Act 1981
— 12 month trial.

Information kit to police vehicles.

Parents and community

Access to regular drug education and awareness programs.
Public forums consisting of professionals.

Provide information brochure kits in shopping malls.
Information on support agencies and crisis centres.
Encourage role modelling.

Education on harm reduction.

Businesses

Regulate a sign to advise of “no money or drugs”.

Information on security steps delivered to businesses.

Regular police patrols on targeted premises.

Encourage businesses to implement codes of conduct for supply of alcohol and solvents.
Development of accords.

Schools

Drug education in schools.
Encourage homework on drug education with parent involvement.
Further access to trained police in community drug education as guest speakers.

Juveniles
Supply limited amounts of funding to students to create incentives/messages on anti drug
achievements.
Encourage interaction — juvenile/adult committee.
All juvenile drug offenders to have access to drug education program.

Users

Localised access of needle and syringes.

Continuing access to disposable containers.

Constant access to confidential counselling.

WASUA and police to liaise regularly.

First aid training.

Encourage feedback to police of unreported drug problems.
Expose areas of complaint regarding used injecting equipment.

2.3.10. Mix of services

The devolution of the ADA’s community based services was flagged in Together Against Drugs,
released in June 1997. The proposal to provide services through CDSTs was initially
recommended in the report of the Task Force on Drug Abuse, which reported to the State
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Government in October 1995.%® Contracts® were awarded in the latter part of 1997 and by the
beginning of 1998 most service providers had been established in place of regional services
operated by the ADA.*

The mix of major organisations which provide telephone, inpatient and outpatient services in the
way of information, assistance, support, counselling and treatment, their broad target population
and the location of their service is outlined in Tables 2.17 — 2.28. A description of specific
organisations is contained in Appendix 9. This summary reflects the changes that have occurred
in the provision of services throughout Western Australia, at the beginning of 1998.

Table 2.17: Outpatient and outreach counselling services

Agency Location Client groups
Holyoake Metro AY,F
Palmerston Metro AY,F
Cyrenian Metro AY
Noongar Alcohol & Substance Abuse Service Inc Metro AY,F
Waringarri Aboriginal Corporation Kununurra A F
Ngnowar-Aerwah Wyndham A F
Community Drug Service Teams AY,F
North Metro CDST Joondalup AY,F
South Metro CDST Fremantle AY,F
North East Metro CDST Midland AY,F
South East Metro CDST Maddington AY,F
South West CDST Bunbury AY,F
Great Southern CDST Albany AY,F
Goldfields CDST Kalgoorlie AY,F
Gascoyne/Murchison CDST Geraldton AY,F
Pilbara CDST Port Hedland AY,F
Kimberley CDST Broome
Central Drug Unit (ADA) Metro A'Y
Perth Women’s Centre Metro AY,F,W
Drug Arm Metro Y
Wesley Mission Heart Program Metro A F

Note: A =adult; Y = youth; F = family; W = women only; M = men only.

Table 2.18: Telephone information and counselling services

Agency Location Client groups
Alcohol and Drug Information Service (ADA) Statewide AY,F
Parent Drug Information Service (ADA) Statewide F

Drug Aware Pharmacy Project Statewide A Y, F

Note: A = adult; Y = youth; F = family; W = women only; M = men only.

* A similar approach of delivering services through regional service providers, known as Local Drug Action
Teams, is contained in the British model. Cf Tackling drugs to build a better Britain, a summary of which is
contained in the Appendices to this report.

* The text of the CDST tender documents are contained in Appendix 2.

“* Details about the role of CDSTs and local drug action groups (LDAGS) is provided in chapter 4.
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Table 2.19: Counselling and education services for offenders

Agency Location Client groups
Yirra (Perth City Mission) Metro Y
Palmerston Metro AY
Holyoake Metro A
Cyrenian Metro A
Noongar Alcohol & Substance Abuse Service Inc Metro Y
Court diversion service (Ministry of Justice, Metro A F

Holyoake, Cyrenian, Palmerston)

Note: A = adult; Y = youth; F = family; W = women only; M = men only.

Table 2.20: Services provided by day support centres

Agency Location Client groups
Daughters of Charity Marillac Centre Northbridge A
St Patrick’'s Care Centre Fremantle A

Note: A =adult; Y = youth; F = family; W = women only; M = men only.

Table 2.21: Methadone program service providers

Agency Location Client groups
General practitioners Statewide A
William St Clinic (ADA) Metro/Statewide A

Note: A = adult; Y = youth; F = family; W = women only; M = men only.

Table 2.22: Parent and family support services

Agency Location Client groups
Palmerston South Metro F
Cyrenian North Metro F
Holyoake East Metro F
Life Education Outer metro F
Teen Challenge Metro F
Yirra (Perth City Mission) Metro F
Noongar Alcohol & Substance Abuse Service Inc Metro F
Community Drug Service Teams Statewide (as above) F

Note: A = adult; Y = youth; F = family; W = women only; M = men only.

Table 2.23: Sobering up centres

Agency Location Client groups
Garl Garl Walbu Aboriginal Corporation Derby A
Junjuwa Community Inc Fitzroy Crossing A
Halls Creek People’s Church Halls Creek A
Bega Garnbirringu Health Services Kalgoorlie A
Salvation Army Metro A
Port Hedland Sobering Up Centre Group Inc Port Hedland A
Roebourne Sobering Up Shelter Inc Roebourne A
Ngangganawili Aboriginal Community Controlled Wiluna A

Health & Medical Service Aboriginal Corporation
Warringarri Aboriginal Corporation Kununurra

>

Note: A = adult; Y = youth; F = family; W = women only; M = men only.

Final Report Page - 41



Select Committee Into Misuse of Drugs Act 1981

Table 2.24: Rehabilitation and support accommodation services
Agency Location Client groups
Swan Emergency Accommodation Midland Y,F
Wanneroo Accommodation & Support Program Wanneroo Y, F
ACRAH Metro AM

St Bartholomew’s House Metro A'M
Eastern Goldfields Halfway House Goldfields A
Graeme St Hostel (Family & Children’s Services) Goldfields Y
Palmerston Farm Metro AY,F
Cyrenian House Metro A
Bridge House (Salvation Army) Metro A

Yirra (Perth City Mission) Metro Y
Serenity Lodge Metro A

Teen Challenge Metro Y
Rosella House Gascoyne/Murchison A
Milliya Rumurra Broome A F
Ngnowar-Aerwah Wyndham A F
Maralum Kununurra AF
Note: A = adult; Y = youth; F = family; W = women only; M = men only.

Table 2.25: Services to prevent heroin overdoses
Agency Location Client groups
OOPS program (ADA, WASUA) Metro AY
Accident & emergency program (ADA, WASUA) Metro AY

Note: A =adult; Y = youth; F = family; W = women only; M = men only.

Table 2.26: Services to reduce BBVs

Agency Location Client groups
WA Substance Users Association Metro AY
WA AIDS Council Metro AY
Hepatitis C Council Metro (mobile) A'Y

Note: A =adult; Y = youth; F = family; W = women only; M = men only.

Table 2.27: Services providing training & skills development
Agency Location
ADA: Education & training services for health professionals Statewide
University of WA: Faculty of Medicine; Department of Psychiatry Metro
Curtin University: School of Nursing; Addiction Studies, Psychology Department Metro
Edith Cowan University: School of Nursing; School of Public Health Metro
WADASO: Practice development projects Statewide

Note: A =adult; Y = youth; F = family; W = women only; M = men only.

Table 2.28: Services provided by self help organisations
Agency Location Client groups
Alcoholics Anonymous Metro, active groups in some regional centres A
Alateen Metro Y
Narcotics Anonymous Metro, groups in few regional centres A

Note: A = adult; Y = youth; F = family; W = women only; M = men only.

Final Report Page - 42



Chapter 2: Audit of programs

2.4. Comparative costs of treatment

The Select Committee obtained from a number of provider organisations financial information
about the cost of running their treatment programs. This information is summarised in Table
2.29. It is to be noted that residential programs are comparatively much more expensive than
non residential programs, as they have a much higher staff:resident ratio and often engage
residents in long term rehabilitation programs.

The State contributes via recurrent funding which most agencies receive. In addition the
Commonwealth indirectly supports most residential programs through reassigned social security
payments which are utilised to meet daily accommodation charges. Most of the NGOs use
volunteers, and without this contribution costs would be even higher. Government is the major
contributor to the cost of running these programs from both Commonwealth and State sources.

The estimated cost of programs ranged between about $3,500 and $10,000 per year per resident,
as follows:

an average of about $10,000 per resident per year for Teen Challenge’s long term residential
drug free program at Esperance;

an average of $6,842 per resident per year for treatment at Palmerston Farm’s medium stay
drug free program; and

an average of $3,324 per resident per year for treatment at Cyrenian House.

Perth City Mission reported an overall cost of $2,176 per person per year for young people who
attend the residential and non residential components of their Yirra program in Mount Lawley.

Costs of providing treatment for outpatient services ranged typically between an average of about
$270 and $600 per individual per year. Costs of providing treatment at non residential programs
were as follows:

$269 per contact per year by Holyoake across all of its programs;
$361 per person per year at Cyrenian House; and
$591 per person per year who received counselling at Palmerston Centre.

In 1996/97 the ADA’s methadone program provided treatment to 1,364 unique individuals, who
received a total of 328,824 daily doses. The average cost of treatment was $1,025 per person per
year or $4.25 per daily dose.""

“' Methadone costs reflect the law under which medical practitioners, pharmacists and nursing are required to be
able to prescribe and dispense medication and perform medical procedures.
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Table 2.29: Comparative operating costs of residential and non residential
programs, WA, 1996/97

Total cost Output Unit Unit cost
Palmerston
Residential (Farm) $376,326 55 individuals $6,842*
3,159 beddays $119**
Non residential (Centre)
Counselling $387,302 655 individuals $591*
3,710 contacts $6*
Cyrenian House
Residential $442,112 133 individuals $3,324*
Non residential $262,264 727 individuals $361*
Yirra
Residential & non residential $570,000 262 unique individuals $2,176*
Holyoake
Residential & non residential $1.1 million 4,089 contacts $269*
Teen Challenge
Farm at Esperance $500,000 50 individuals $10,000*
Alcohol & Drug Authority
Methadone program $1,398,546 1,364 unique individuals $1,025*
328,824 doses $4.25%

Note: * = per individual, ** = per bedday, * = per contact, * = per dose.

The Select Committee appreciates the difficulty in measuring treatment outcome given the
diverse range of treatment programs being offered. Understandably, agencies find it easiest to
define ‘success’ according to participation over the course of a particular treatment episode,
based on impression of staff and self report measures. However, a better measure of ‘success’
could be obtained if a set of standard appropriate measures were utilised which considered longer
term outcomes.

Appropriate outcomes could include employment, social stability, offending, objectives measures
of levels of drug use, injecting drug use and other high risks practices and participation in leisure
pursuits. It is recognised that as mandated evaluation would represent a significant cost and
resource burden for many agencies, it would be preferable if responsibility was placed with a major
organisation with the expertise to undertake surveys.

There would be considerable interest by the community in the dissemination of data which had
been obtained independent of the agencies, as it could provide comparisons, including cost
effectiveness, between treatment modalities. It is possible that such information could help policy
makers to make informed judgements about different types of programs to inform purchasing
decisions.

The triennial COTSA surveys are a useful approach to obtaining data about clients across the
spectrum of treatment organisations and have the advantage of obtaining detailed information at
a low cost. The results of the 1995 COTSA survey, which are discussed in more detail in chapter
4, illustrate the advantages of mounting a multi agency survey over a short time frame.

It is considered important that client satisfaction about a service should also be emphasised, in
common with many other community services which have begun to develop as part of the
process for evaluating successful outcome. The Select Committee is aware of one agency,
Holyoake, which has undertaken a client survey, and that this organisation plans to regularly
undertake this type of survey.
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Recommendation 9

That a methodology for evaluating long term outcomes in illicit drug treatment programs be
developed that utilises a set of standardised measures so that comparisons can be made between
all such programs as to their relative effectiveness in achieving treatment outcomes.

Recommendation 10

That a methodology similar to the COTSA approach be developed to provide information on at
least an annual basis of utilisation of all treatment services, and that the feasibility be determined
of whether such a survey include a questionnaire to measure client satisfaction.
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3.1. Introduction

This chapter is concerned with the organisational arrangements that have been established over
recent years in this State to provide services to assist those with problems caused by alcohol and
other drugs. The framework for delivering programs to address problems caused by alcohol and
other drugs in this State is encapsulated in the WA Strategy Against Drug Abuse, Together Against
Drugs, released in June 1997. In addition to an overview of the Commonwealth structures
established through the National Drug Strategy which have impacted on WA, reference will also
be made to the Victorian Drug Strategy, Turning the Tide.

There has been an unprecedented level of debate in the Australian community since the mid
1990s about treatment and law and order options to reduce the scale of problems due to illicit
drugs, especially heroin. Over the past year, following the formation of Select Committee, major
reports have been tabled in the New South Wales* and Victoria Parliaments.** These reports
have dealt with a number of issues, including the contentious matter of the establishment of
approved safe injection areas.

At the Commonwealth level there has been intense debate about the magnitude of problems and
of ways to deal with them. This has included the refusal by the Commonwealth to support a pilot
heroin trial in the ACT, and release of its Tough on Drugs initiative at the end of 1997. The
Commonwealth has now provided details of the level of funding for health and law enforcement
activities and development of additional consultative mechanisms to be implemented through
Tough on Drugs.

There have been close parallels in the process of reform that has occurred in Western Australia
and Victoria, with the government in both instances commissioning a formal inquiry and
consultation process with the community. Both States have implemented reforms in the funding
of programs, through purchasing of services by competitive tendering and devolution of a number
of public programs. While the overall thrust of reforms in both States has been similar, some
differences in emphasis can be noted.

In this State there has not been the same magnitude of loss of public sector services, as it was
recognised that the corpus of expertise that has been established over a number of years was
unlikely to be adequately replaced by private providers.

Another difference between the two States has involved the police service. In Victoria there has
been a comprehensive and well resourced strategy to encourage police to improve their
effectiveness, expand their role and utilise a wider range of options especially in relation to illicit
drugs. This emphasis has included education programs for serving police officers and
encouragement of pilot projects to evaluate different approaches to community policing.

In both States there has been a difference in emphasis in the parliamentary sphere, with the
Victorian Drugs and Crime Prevention Committee chaired by Hon Andrew Brideson MLC,
overseeing the implementation of the government’s drug strategy, Turning the Tide. The
Brideson Committee has supported inquiries into a number of issues, including funding of research,
and has acted as a forum for the articulation of community concerns.

“ New South Wales, Parliament, Joint Select Committee Into Safe Injecting Rooms. Report on the
establishment or trial of safe injecting rooms. Sydney, NSW Parliament, 1998.

* Victoria, Parliament, Drugs and Crime Prevention Committee. Inquiry Into the Victorian government’s drug
reform strategy. Melbourne, Victorian Parliament, 1997.
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3.2. Organisational arrangements in WA

3.2.1. Up to June 1997

An outline of the overall arrangements that operated prior to the devolution of the ADA are
outlined in Figure 3.1. The relationship with the State Health Purchasing Authority, which had
assumed responsibility for funding NGOs, is not indicated as this was shortlived before funding was
assumed by the WADASO.

In these arrangements the ADA operated as a separate statutory body, accountable to the
Minister for Health. The relationships between the State and the Commonwealth implemented
following the National Campaign Against Drug Abuse in 1985 (renamed the National Drug
Strategy) are indicated in Figure 3.1.

The Commonwealth State arrangements had two levels of representation. There was a Ministerial
level of representation, through the Ministers for Police and Health, who were members of the
Ministerial Council on Drug Strategy (MCDS). Details of the MCDS are provided later in this
chapter.

There was also representation at the departmental level on the National Drug Strategy
Committee (NDSC), with both police and health representatives.** The State had representation
on the NDSC on behalf of the Commissioner for Police and the Commissioner for Health.

3.2.2. At December 1997

The changes in the organisational arrangements for providing and administering the State’s
treatment services that occurred as a consequence of Together Against Drugs are outlined in
Figure 3.2. The framework includes the Ministerial Council, a State government body which is in
effect a Cabinet Sub committee (included in Figure 3.2), which meets about every quarter to
consider major policy issues. These arrangements also reflect the changes instituted by the
Commonwealth at the end of 1997.

Figure 3.2 indicates how by the beginning of 1998 responsibility for addressing the State’s alcohol
and other drug problems was in effect divided between two organisations: the Health Department
of WA (HDWA) and the WADASO.

The administrative structure of the WADASO is set out in detail in Figure 3.3. It employs a total
of 15 FTEs. It is to be noted that the relationship between the WADASO and the Department of
Family and Children’s Services is relatively independent, as in practice the WADASO is directly
accountable to the Minister, in effect operating as a separate branch that draws administrative
support from the Department, such as payroll, accounts, etc.

** Recently renamed the Intergovernmental Committee on Drugs
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Figure 3.1:

relationship with MCDS at June 1997
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3.2.3. At December 1998

The arrangements that are proposed to be implemented by the end of 1998 are outlined in Figure
3.4. This arrangement will result in the ADA becoming the Specialist Alcohol and Drug Services
under the Metropolitan Health Services Board. With the repeal of the Alcohol and Drug
Authority Act 1974, day to day management will be from Graylands Selby Lemnos and Special
Care Health Services.

Drug and Alcohol Policy and Planning Unit

There will also be a separate functional entity, the Drug and Alcohol Policy and Planning Unit
(DAPPU), that will be based in the Mental Health Division. While the DAPPU is located in the
Mental Health Division, it will have a responsibility to coordinate alcohol and drug services
across the HDWA. The activities of the DAPPU include collaboration with other sectors of the
health system such as Divisions of General Practice and the non government sector to:

provide a focus and lead the development of alcohol and drug policy and planning within the
Health Department ;

coordinate policy and planning issues across the health sector;

articulate and establish the health sector alcohol and drug policy and planning framework and
the development of priorities; and

facilitate the development of policy that will inform the purchasing of services across the
Divisions of the Health Department.

The object of the DAPPU is to:

develop an understanding of the alcohol and drug services offered by the health sector;

develop a comprehensive plan for addressing alcohol and drug problems within the health
sector;

develop clear statements of alcohol and drug related outputs and outcomes;

facilitate the coordination of alcohol and drug purchasing practices across the health sector;
and

monitor alcohol and drug related conditions and interventions across the health sector.

The DAPPU will consist of 5.5 FTEs; a director, a senior planning officer, a senior contracts
officer, aresearch officer and an administrative assistant. It is to be noted that additional dedicated
drug and alcohol funds will continue to be held by the Divisions of Mental Health, Operations,
Public Health and Office of Aboriginal Health. The DAPPU will work with these fund holders to
link their purchasing and policy formulation with the Health Department’s drug and alcohol

policy.
Initial priorities of the DAPPU are to develop:

an alcohol and drug planning framework that will direct policy and planning for the HDWA
for the initial period of 1998 to 2001;

decentralised alcohol and drug services in regional hospitals with a special emphasis on
detoxification services and brief intervention;

interventions to decrease alcohol related harm; and

a set of health priorities in the alcohol and drug area.
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Figure 3.2:

Overview of alcohol and other drug services in WA and

relationship with MCDS at December 1997
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Figure 3.3: Organisational structure of WA Drug Abuse Strategy Office at June
1998
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Figure 3.4:

Overview of alcohol and other drug services in WA and

relationship with MCDS at December 1998
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3.3. Organisational issues

3.3.1. Introduction

The Select Committee has identified some areas of concern in the organisational arrangements
that have developed following the changes that have been implemented over the past year in this
State.

3.3.2. Duplication and overlap

Since the introduction of reforms at the beginning of the 1994/95 fiscal year there has been
uncertainty and confusion about boundaries and responsibilities vis a vis the HDWA, the ADA and
the WADASO. It is not clear that these would be resolved following the establishment of the
Specialist Alcohol and Drug Services (ie former ADA) following the repeal of the enabling
legislation.

The following response to a question by a member of the Select Committee dealt with the split of
responsibility for policy and strategy with WADASO and for treatment services to be managed
within the HDWA.

“Mr McGinty: ... the central policy thrust of what is done with drugs seems to have been taken
out of the ADA as a statutory authority ... and placed in what essentially is a political
environment. It seems to place this important area of drugs into a populist arena rather than
in an area where good policy will be formulated to meet the needs of the public.

Mr Calogero: The transition has been a little different from that. The Alcohol and Drug
Authority gave up its responsibility for policy and strategy about three years ago when the
Health Department decided there should be a split of that responsibility away from the
Authority. Funding, contracting, strategy and policy were assumed within Health from the
Alcohol and Drug Authority. Strategy and funding across all portfolios and government
departments will occur out of the WADASO rather than it being disbursed across departments
and portfolios. Although Health had the main responsibility, a major part of that
responsibility will be coordinated across portfolios by the WADASO.”*

The proposed arrangements at December 1998 could result in up to 25 FTEs involved in
purchasing, policy, funding, research and related administrative functions. These positions would
include the 5.5 FTEs in the DAPPU, 15 FTEs located in WADASO, and 4 FTEs in the Specialist
Alcohol and Drug Services (ie Executive Director and three Directors of the major program
areas).

There is the potential for inefficiency and duplication in activities undertaken by each of these
organisations without a mechanism to coordinate projects and share resources. The process of
maintaining such mechanisms is likely in itself to require ongoing investments of time to be
effective. There may be a public perception that in this State there has been an excessive
expenditure on administration and policy functions which could have otherwise been utilised to
fund additional treatment programs.

The WADASO and the HDWA have engaged in a number of collaborative activities. One such
project is to pilot a community based detoxification service in the south metropolitan area. Other
activities that are being developed include a program to enable parents and families to find it
easier to access support services and specialist programs for assistance when a family member has
been using or become dependent on drugs.

Another instance of interagency collaboration is the Drug Aware Pharmacy Project. This was
launched in early 1998 and aims to expand the role of community pharmacies as a contact point

*> Evidence to Select Committee by Mr Carlo Calogero, 25 September 1997, 55.
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for those concerned about their own or a family member’s use of licit or illicit drugs. Pharmacists
will provide information about alcohol and other drugs and will facilitate contact with community
support services, as required.

The expansion of community based methadone treatment is a partnership between the
WADASO, HDWA, ADA, community pharmacies and GPs. It will enable GPs and pharmacists to
develop management plans to stabilise those who are relinquishing their dependence on heroin
use.

3.3.3. Loss of corpus of knowledge and expertise

With the development of the Specialist Alcohol and Drug Services as a separate body it is
important to acknowledge that it continue to develop and maintain the function, formerly
undertaken by the ADA, of a repository of skills and expertise to manage what is recognised as a
difficult treatment population. Dr Mark Rooney, Chairperson of Royal Australian and New
Zealand College of Psychiatrists, in evidence to the Select Committee stated

“...itis appropriate to maintain a repository of medical expertise in the area of detoxification,
which is primarily a medical specialty, but which also provides an entrée for people to
appropriate rehabilitation. A significant proportion of that rehabilitation can be provided
within mainstream mental health services, but I think a collaborative approach is preferable to
the lumping together of quite disparate services.”*°

The Select Committee received evidence from other witnesses who appeared before it. Concerns
about the loss of expertise as a result of the contracting out of the ADA’s community based
services were provided to the Select Committee by Associate Professor Bill Saunders from Curtin
University.

“Professor Saunders: ... When | came to WA 10 years ago the ADA had approximately 220
workers, most of whom were professionals. Next year only one doctor with any expertise will be
funded by the State. One of the problems with mainstreaming drugs and alcohol is that it
becomes everybody’s business, which becomes nobody’s business because nobody will be
interested.

Ms Anwyl: ... In terms of the disbanding of the ADA, what do you consider will be the effect of
those changes on that body of expertise and what will happen to the professional workers?

Professor Saunders: They have gone. ... The current situation with the ADA is that the best
people have left it and gone elsewhere and it is left with the worst people. | am enormously
pessimistic about the ability of ADA to run a Centre of Excellence. It does not have any experts
in it. | am being very rude, but the quality of services offered by the ADA is very poor. The
Central Drug Unit is an atrocious agency. It is like having cars coming down the freeway with
each one having to go through one toll booth with one person init. ...

Ms Anwyl: What will be the effect of the professional workers leaving? ...

Professor Saunders: It leaves a very dire situation. Addictions is a specialist business. ... There
are no consultant psychiatrists or clinical psychologists working in the ADA. | am not saying
that is all you need. You need the gamut of expertise and experience. However, there is not the
experience there and | cannot see any way it will be achieved because it will involve
redeploying the very people who have not been able to leave because they are not good
enough to leave. It will re employ some of the people who are very ordinary clinicians.

Ms Anwyl: | come back to your point about the community drug service teams which
effectively will replace the one to one case work that the ADA workers have been doing. What
will be the level of qualification that the people doing these jobs will have?

“® Evidence to Select Committee by Dr Mark Rooney, 6 April 1998, 10.
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Professor Saunders: For $30,000 you will get a Salvation Army officer who is well meaning
and well intentioned, but not clinically apt and unable to spot depression in a fit. These people
are not trained to do that. | am not criticising the Salvation Army — they do an excellent job in
some parts of the market. ... The argument is that social workers, clinical psychologists and
doctors elsewhere will be mainstreamed and that when these people cannot cope they will refer
their clients to these others. These others will not want a bar of it. The reason the ADA was set
up in the first place was that, as we all know, and the British experience is exactly the same, the
ordinary average person does not want to deal with alcohol and drug problems.”*’

Recognition needs to be also given to ensuring that a satisfactory career structure exists within the
health sector in relation to health care professionals who work in the alcohol and other drug field,
as otherwise it is very difficult to retain or attract skilled and committed professional staff. A
witness who appeared at a hearing of the Select Committee, Dr Helen Slattery, a consultant
psychiatrist at Sir Charles Gairdner Hospital who also attends a half a day a week at the CDU,
made the following observation.

“One of the historical problems is that when the Alcohol and Drug Authority was set up and
when alcohol was the major problem, services separated into people with psychiatric illness
and people with alcohol problems. As a result people became quite deskilled in both those
areas. Some people treated alcohol problems and some people treated psychiatric illness. Now
the range of substances which people abuse is much larger and the incidence of psychiatric
comorbidity is quite huge but we have not followed up with a reintegration of services or
provided specialists in each area in the different arenas.”*®

On its visit to Turning Point Inc in Melbourne the Select Committee received evidence that as a
result of contracting out of services in that State there was a subsequent loss of highly skilled
people who had worked for a number of years in the alcohol and other drug field. The view was
expressed that while some of these individuals returned to work in the field, either as consultants
or with a privately run organisation, overall there was a net loss of professional staff in the
alcohol and other drug sector.

“Speaker 1: ... We actually lost a very significant group of staff from the drug and alcohol
field and they are no longer working in drug and alcohol.

Speaker 2: A certain component come back after setting themselves up as consultants and
tendering?

Speaker 1: A small number do that. It is really more the senior staff. The nursing staff that
used to run units, for example, and ... the ones that had been around and seen it all. ...
(M)any of them just got sort of burnt out with the changes and decided to take the package.
...S0 that was unfortunate from our point of view. We lost a good group of staff.

Speaker 2: So, would you say generally that the period of adjustment has not finished yet? Is it
ongoing?

Speaker 1: It is ongoing. That is just the nature of an environment of competitive tendering
which (w)ith every new service that comes along you do not really know where you are going
to be until your service has been tendered. So, | think we are now in perpetual change. | think
people that are working in the area just got to accept that this is the field, this is the
environment and it is not just drug and alcohol (sector) ... it has happened across most health
and welfare areas in Victoria.”"’

*" Evidence to Select Committee by Associate Professor Bill Saunders, 25 September 1997, 15-16.
*® Evidence to Select Committee by Dr Helen Slattery, 6 April 1998, 8.
*“ Evidence to Select Committee on visit to Turning Point Inc, 19 February 1998, 237.
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3.3.4. Loss of resources

Of particular concern is the possibility that funds will be redirected to programs in the overall
health budget regarded as having a higher priority and being more popular than programs for drug
dependents. As since 1994/95 about 11.5 FTEs formerly held by the ADA have been absorbed
into the HDWA there are reasonable grounds for concern that a close relationship with the
HDWA will result in further scarce resources being shifted to other parts of the health budget.

When the Select Committee met with the four ADA witnesses, Professor Hawks (from the
National Centre for Research into the Prevention of Drug Abuse), Dr Alan Quigley (Principal
Medical Officer), Mr Chris Baldwin (Director of Treatment Services) and Mr Carlo Calogero
(Acting General Manager) it received evidence about the integration of the ADA’s function into
the Health Department. Professor Hawks, a former CEO of the ADA and a current member of its
Board,® in response to a question about the shortcomings of the integration, stated the
following.

“At a time when the government rightly has indicated its wish to address the problem, one
must ask why a body with expertise in the management of the problem is being rundown. It is
clear, as indicated in (its) submission, that over the years in which the problem has got worse,
the authority has had fewer resources made available to it. It is a contradiction. Speaking as a
member of the ADA Board, unless provision is made in the plan not only to replace the ADA,
but also to complement the services previously provided by the organisation, we are in for a
tough time.

That is not to say that the services provided by the ADA were wholly adequate — we would be
the first to acknowledge that, as we have done in the submission. My concern is that the
services the authority provided should be replaced with a more comprehensive, accessible and
efficient service than that provided in that past.”**

It is understood that the HDWA is developing the concept of a centre of excellence across a
number of areas, such as the Mental Health Division, the Public Health Division and also the
alcohol and other drugs area. The clinical functions formerly undertaken by the ADA would be
organised as one of the proposed centres of excellence.

There is a recognition that whatever division in the Health Department was assigned the
responsibility for the Specialist Alcohol and Drug Services, this arrangement would be
problematic. This problem was encapsulated in the following response by the General Manager of
the ADA.

“I think the challenge for us, wherever alcohol and drugs was placed, is to make sure that
every division of health sees that it has a key responsibility in the area. So, if it had been
located in Public Health the danger might have been that Mental Health may not have been
involved and the Aboriginal Health may not have been involved. If it had been located in
Aboriginal Health the signal might have been that it is just an Aboriginal issue. So, there was
a difficulty wherever, there were some challenges wherever it would be placed. The view is that
the General Manager of Mental Health will have the capacity with the team that is created in
there to ensure that there is good coordination across health across those various areas.”*

3.3.5. Reduced access to non clinical services

Incorporation of the remaining ADA services and programs, such as the Central Drug Unit
(CDU), William Street Clinic (WSC), professional education and training and information services
within the overall structure of the metropolitan health system may result in these services
becoming less accessible.

** Professor Hawk’s term as a Board member expired on 30 September 1997.
°! Evidence to Select Committee, 25 September 1997, 57-58.
*? Evidence to Select Committee by Mr Carlo Calogero, 8 April 1998, 28.
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There are concerns that if this library is absorbed into the HDWA it will be inaccessible to many
of the present users, as it has the State’s only collection of specialist materials dealing with all
matters concerned with treatment, education, prevention and current research. These materials
are widely used by practitioners, students enrolled in university based courses such as nursing, other
health care providers, psychologists, social work and drug education, and accessed by those
working in the non government service providers.

3.3.6. Loss of independence of statutory body

Some concerns were raised by a number of witnesses who gave evidence to the Select Committee
concerning the winding up of the ADA and the associated repeal of the Alcohol and Drug
Authority Act 1974. The Chairperson of Royal Australian and New Zealand College of
Psychiatrists made the following observation on this issue:

“I would not annihilate the ADA. | would maintain a robust Alcohol and Drug Authority and
I would not split it into two bits ... | would maintain the administrative integrity of a body
committed to providing specialised services to people who have become drug dependent and
providing specialised training and specialist teaching.”*

The ADA’s independence, promoted by the Act, which it has exercised on occasions in the past,
has enabled it to engage in public debates which otherwise it would not have been able to do if it
was not an independent statutory body. The Select Committee notes the broad ranging functions
and powers of the ADA provided for in sections 18 and 19 of the Act and its general contracting
out power under section 24.°* In any event, the Select Committee notes that the ADA is
nonetheless subject to broad Ministerial control pursuant to section 17(2) of the Act and notes
that in any final analysis, its independence is in reality somewhat limited due to the power of the
Minister to give directions on a broad range of matters.

Examples may be given which highlight the advantage of having an independent statutory body.
As preventive programs, which reduce the burden on the community from the abuse of licit drugs
such as tobacco and alcohol, are likely to involve restrictions on access to and sale of these
substances, they will have adverse economic consequences for retailers, hoteliers and other groups.
Without the existence of a body able to put the wider interest of the community from a public
health perspective, powerful business interests are likely to successfully oppose health campaigns
which threaten their economic interest.

There have been a number of occasions in relation to smoking where the ADA and other
independent bodies have been a counterbalancing force to strenuous lobbying by tobacco
companies and retailers. An example of this scenario has occurred in relation to imposing
restrictions on advertising at point of sale, promotion of sporting events by tobacco companies,
and restrictions of smoking in public places. A recent example is attempts to reduce the sale of
take away alcohol in North West country towns which had been initially opposed by operators of
licensed outlets. However, following representation from ADA field workers, in conjunction with
community groups, restrictions were imposed.

A truly independent statutory body, with somewhat limited Ministerial control, can play an
important role and respond to public concerns which may at times be based on misinformation
and misunderstanding about particular issues. For example, this may involve opposition by local
residents about the location of a treatment facility in their neighbourhood, or opposition to
needle and syringe exchange programs. As programs for those with dependencies on alcohol and
other drugs, especially illicit drugs, do not enjoy a high degree of popular support, an independent
body can more readily lobby and advocate for resources.

>3 Evidence to Select Committee by Dr Mark Rooney, 6 April 1998, 11.
** A copy of the Alcohol and Drug Authority Act 1972 is contained in Appendix 10.
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Chapter 3: Organisational issues

Finding 1

Several members of the Select Committee expressed some concerns at the demise of the Alcohol
and Drug Authority as a dedicated drug agency, of the consequent fragmentation of drug services
across a number of government organisations and of the transfer of responsibility for former ADA
functions to the Mental Health Services Division.

It was also the view of these members that there was a need for a sharply focussed drug agency to
effectively lead the fight against illicit drugs in the community. However, the Select Committee is
of the view that given these reforms have only occurred at the beginning of the 1997/98 fiscal year
it was too soon to come to a view on this issue.

3.3.7. Separate division vs Mental Health Division

The Select Committee received evidence expressing concern about the absorption of the
functions of the ADA into the Mental Health Division. While this arrangement may have been
the most administratively expedient, it creates the public perception that those who abuse drugs
are also suffering from a mental illness. The need to avoid such a stigma was a major factor in the
establishment of the ADA in 1974, as a separate body from the Mental Health Services. This
issue was considered in the following response from Carlo Calogero, General Manager of the ADA,
to a question posed by a member of the Select Committee:

“Mr McGinty: ... can | suggest to you another downside and that is in terms of people
accessing the service, the double stigma of not only having a drug problem but then having to
go to psychiatric services for assistance, so | would have thought that was an enormous
downside to this arrangement.

Mr Calogero: There are some challenges and some difficulties with that and I think you have
alerted that before and | agree with you. | mean, we do need to guard against alcohol and
drug issues being seen as a specialist psychiatric area and it is not and nor did health see it
that way and nor does the General Manager of Health. He will, in the very early stages, pull
together a group of people from health that will go across those various divisions. It will go
across operations, Aboriginal health and public health and bring them together and say, ‘This
is an issue that we all need to deal with, it is not just a psychiatric issue’.