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INTRODUCTION TO VOLUME 2 
 
The primary purpose of this volume is to present a wide range of data, together with supporting 
information and analysis, outlining the available indicators of drug abuse in Western Australia since 
the early 1980s. 
 
In the area of alcohol and drug abuse there is an enormous amount of data available.  Our intention has 
been to present as much as possible in a single volume so that it will be a useful source of reference 
material, accessible to those working in the field. 
 
The information and analyses in this volume should therefore be seen not so much as representing the 
thinking of the report, but as some of the context that assisted us to develop our thinking. 
 
Data has been obtained from published and unpublished reports and studies, and from special analyses 
undertaken by a number of organisations.  The Task Force has initiated specific research and 
investigation with respect to expenditure by government related to alcohol and drug abuse.  The Task 
Force has also performed some new analyses of available data, such as trends in needle and syringe use 
and regional alcohol sales. 
 
Information provided by the Health Department of Western Australia, the Alcohol and Drug Authority, 
the Police Department, the Crime Research Centre, the Australian Bureau of Statistics, Anti-Cancer 
Council of Victoria and the Commonwealth Department of Human Services and Health has been used 
extensively.  The Swan Brewery generously provided additional data. Many other government and 
non-government organisations, academic institutions and research bodies have provided invaluable 
assistance. We wish to acknowledge the support of the Epidemiology Branch of the Health 
Department, and its Director, Dr Neil Thomson, in seconding staff to carry out the work reflected in 
this volume. 
 
In the time available there were inevitably limitations in terms of obtaining, analysing and presenting 
the information.  Whilst we recognise that the analyses and presentation could be further developed, it 
was considered more appropriate to publish this information alongside the first volume of the Task 
Force's report rather than delay its availability. 
 
While we have included as much information as possible, there will have been some omissions or the 
need to summarise.  On the other hand, the report includes some longer analyses in selected areas;  this 
selection has been arbitrary to some extent, but it is also based on the availability of information or 
interest expressed to us. 
 
The following caveats should be noted: 
 
Youth 
 
It is difficult at any time to gather data on illicit drug use.  In the youth area, there are special 
difficulties and surveys present slightly different results (albeit with broadly similar conclusions).  It is 
therefore necessary to make some 'best estimates' on the basis of the various surveys.  It is, however, 
also appropriate to recommend, as we have done, that there should be a regular standardised format for 
collection of data in this area. 
 
There is reference at various stages of the report to studies carried out in schools.  This is because 
schools are the locations where the behaviour of young people can be most easily surveyed.  These 
surveys are usually undertaken in government schools because they provide the most accessible 
locations for researchers.  As we note in the text, however, there is no evidence of any difference 
between government and non-government schools in terms of drug use and abuse; drug taking is less 
common amongst school students than amongst other young people of the same age; and schools have 
already done much to prevent and reduce drug abuse, which should be complemented by the 
recommendations of the report. 
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The term 'youth', while not defined strictly by age, is understood in this report to refer to both 
secondary school students, and other young people under 18 years of age. 
 
Terminology 
 
When reporting on surveys or scientific reports we have generally used the terminology adopted in 
those reports.  This does not necessarily reflect endorsement of that terminology by the Task Force.  In 
the area of alcohol, for example, we note in Volume I that there is a need for a consensus conference to 
agree on appropriate definitions for terms such as 'hazardous', 'harmful', 'safe', 'unsafe', etc. 
 
Some other terms can also have very specific and technical meanings.  For example, in the area of 
pharmaceutical products, the use of the term such as 'poisoning' relates to adverse consequences - 
rather than the implication that 'poisoning' is a deliberate attempt to kill another individual! 
 
Caution in interpreting specific information 
 
There are various areas where, as we try to note in the text, care should be exercised in interpreting the 
information provided.  
 
For example, the information provided on the provision of needles and syringes in different areas of 
the State is important and accurate, but will also be affected by the location and activity of needle and 
syringe exchange programs. 
 
The conclusions from our survey of expenditure by government and non-government agencies should 
also be interpreted with some care.  The survey was the first of its kind to be carried out in Western 
Australia, and we believe it marks an important principle - that government should be as fully informed 
as possible about the precise details of expenditure on drug abuse - and an important starting point.  
Clearly, however, the survey is a starting point only, and is subject to a number of reservations:  some 
agencies were unable to respond, some were unable to access the relevant information in the time 
available, some may have underestimated expenditure, and some may have misunderstood aspects of 
the survey.  Further, where we note that responses were limited, this does not imply criticisms of the 
organisations involved.  For agencies large and small there are many pressures and, indeed, many 
surveys, and we were working to short timelines.  We recognise that it is simply not possible for all 
agencies to respond in detail to a survey such as this in precisely the manner required. 
 
The Task Force is grateful to the many organisations within and outside government that took much 
time and effort to contribute either complete or partial responses to our surveys. 
 
While we believe that it is important to provide this information, we recognise, however, that it cannot 
at this stage be complete.  Implementation of our recommendations will entail further surveys which 
will ensure the provision of a more complete and accurate picture.  In the interim, we would welcome 
any additional information from those whose activities may for any reason have been omitted or 
underestimated. This will enable a more complete picture to be presented in future reports. 
 
Some information from other States and countries is provided for information.  Regrettably, so many 
aspects of the surveys used throughout Australia and internationally vary that comparisons can be 
difficult and misleading. For this reason, we recommend in the report that there be increased focus on 
development of survey and other techniques to ensure feasibility of genuine and reliable comparisons 
between States. 
 
There have been some changes during the work of the Task Force that we have tried to incorporate into 
the report, whether by way of availability of new data or changes in organisational names.  We have 
sought to incorporate these as much as possible, although there may be some circumstances under 
which, for example, the former name for organisations is used because these names applied while the 
surveys were carried out. 
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The structure of Volume 2 
 
Following this introduction, Chapter 1 summarises the present situation to provide an overview of the 
key information and trends that are discussed in Chapters 2 to 11. 
 
Chapter 2 presents and discusses the findings of the Task Force's survey into the estimated impact of 
drug abuse in this State in the year 1993/94, as reflected in expenditure on drug-related activities 
undertaken by State government departments, Federal government agencies, and non-government 
organisations.  As well as quantifying expenditure on drug-related activities that occurred in designated 
as well as non-designated drug and alcohol agencies, chapter 2 includes an analysis of the major 
sources of funding for drug-related activities in this State. 
 
Chapter 3 provides a broad picture of the legislative framework that is relevant to the regulation of the 
access to licit and illicit drugs in this State.  In addition to a summary of the major provisions of the 
Misuse of Drugs Act, the key piece of State legislation in relation to illicit drugs, there is also a 
consideration of the operation of the law concerned with the seizure of the assets of those who seek to 
profit from illicit drug crime. 
 
This chapter responds to a need identified in our consultations and discussions, where one common 
theme even among those active in the field was the lack of any single source that provided information 
not only about trends but also about some of the key legislation relating to drug abuse.  The 
information is clearly not intended to be a complete review of the legislation, but rather to provide 
some useful background information to those who requested it of us. 
 
Chapter 4 discusses the need for the development of systematic and efficient data collection processes, 
and makes a number of specific recommendations to achieve this. 
 
Chapter 5 contains an analysis of a variety of direct measures of law enforcement activity in dealing 
with problems stemming from drug abuse.  The information in this chapter includes arrest, seizure, 
conviction and imprisonment data in relation to illicit drugs, as well as regional profiles involving 
offences concerned with illicit drugs and alcohol-related offences. 
 
Chapter 6 contains a range of material pertinent to injecting drug use.  Information is based on public 
health measures that have been devised to prevent the spread of blood-borne diseases such as HIV, 
Hepatitis B, and Hepatitis C. 
 
Chapter 7 draws together a broad spectrum of data from recent surveys conducted in this State into 
young people's use of drugs.  Comparisons are made with the results from similar surveys in other 
jurisdictions, in respect to the prevalence of drug use by school students, young people out of the 
school system, and groups at high risk, such as offenders.  The chapter also contains information about 
health education courses in Western Australian schools. 
 
Chapter 8 describes utilisation of the drug and alcohol services operated by the Alcohol and Drug 
Authority, including the Court Diversion Service and the Alcohol and Drug Information Service, and 
sobering-up shelters.  The problem of drug use in industry is also dealt with in this chapter, with a 
review of recent survey data of drug use by employed people, and the development of employee 
assistance programs in industry. 
 
Chapters 9, 10 and 11 provide an analysis of a wide range of morbidity and mortality data concerned 
with the abuse of alcohol, tobacco, cannabis, opioids, psychostimulants, volatile substances, and 
pharmaceutical drugs.  Chapters 9 and 10, concerned with alcohol and tobacco respectively, contain an 
analysis of sales and taxation data, and also provide an in-depth analysis of prevalence. 
 
Conclusion 
 
Drug abuse is an area where there has been a very substantial research effort, particularly in recent 
years.  In reading the chapters that follow, it should not be assumed, however, that we have at our 
fingertips a comprehensive set of reliable and  comparable evidence.  On the contrary, the available 
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data, which constitutes a vast, complex and untidy net, can be frustratingly difficult to interpret.  
Surveys may be at the national or State level, may be undertaken in different years and may follow 
different methodologies.  To complicate all the methodological issues, the illegal nature of much drug 
use means that accurate data about use, drug users and drug-taking behaviour can be hard to obtain. 
 
There is one final point that must be emphasised to readers of this data about drug abuse in Western 
Australia.  A volume primarily devoted to information about drug abuse will seem to present a dire 
picture.  As we indicate throughout the report, the problems in Western Australia are real and growing, 
and merit the comprehensive action that is recommended.  There is, however, an important further 
perspective, which is that there are many in our society who do not abuse drugs, and should be seen as 
positive role models for our young people. 
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1. KEY DATA 
 

1.1 THE PRESENT SITUATION 
 
Drug abuse in Western Australia is widespread and imposes substantial costs on the community. While 
it has not reached the extent of problems in the larger Australian States or other comparable countries, 
and significant progress has been made in reducing abuse of licit drugs, drug abuse is rightly a cause 
for major concern. 
 
The Task Force on Drug Abuse conducted wide ranging consultations which included 16 public 
hearings involving around 700 people, the receipt of more than 400 submissions, a survey of the 
activities of 288 agencies, and individual consultations with some 150 separate organisations. These 
highlighted the dominant concerns of the community as: 
 
• alcohol abuse; 
  
• abuse of alcohol, cannabis and other illicit drugs by young people; 
  
• the perceived availability of illicit drugs; and 
  
• various specific regional and local concerns. 
 

1.1.1 DRUG ABUSE TRENDS IN SUMMARY 
 
Drug abuse is defined in the report as: 
 
• any illicit use of drugs; or 
  
• any use likely to cause damage or risk to the user or others. 
 
Although in some areas data is limited, the trends in drug abuse over the past five to ten years in 
Western Australia show growing problems with illicit drugs particularly among young people. 
 
1.1.1.1 Amphetamine abuse has increased substantially 
 
• The number of criminal charges rose from zero in 1985 to 816 in 1994; 
  
• seizures increased from 97 grams in 1986 to 14,720 grams in 1994; 
  
• calls to the Alcohol and Drug Information Service rose from less than 50 per quarter in 1987 to 

more than 500 per quarter in 1994; and 
  
• the number of persons entering treatment with amphetamine abuse as their primary problem 

increased tenfold between 1988 and 1994. 
 
1.1.1.2 Designer drugs, particularly MDMA (Ecstasy), have become an 

established part of the illicit drug landscape 
 
• The first seizures were made in 1988 and although peaking in 1989 have been constant through to 

1994; and 
  
• calls to the Alcohol and Drug Information Service began in 1988 with 82 calls and have continued 

steadily with 187 calls in 1994. 
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1.1.1.3 Use of opiates, predominantly heroin, has remained steady 
 
• The number of criminal charges has fluctuated between 100 and 200 per year between 1985 and 

1994; 
  
• calls to the Alcohol and Drug Information Service fluctuated between 150 and 200 per quarter 

between 1986 and 1994; and 
  
• there has been a substantial increase in the number of persons undertaking methadone treatment but 

the proportion of new admissions has remained steady at 20% of total clients. 
 
1.1.1.4 Cannabis  use has increased significantly from an already high level 
 
• The proportion of the population who have ever used increased from 28% in 1985 to 34% in 1994; 
  
• 24% of metropolitan 12–17 year-olds use cannabis; 
  
• the number of criminal charges increased from 4,560 in 1985 to a peak of 12,223 in 1992 with 

8,685 recorded in 1994; and 
  
• calls to the Alcohol and Drug Information Service averaged around 1,000 per year between 1987 

and 1990, increased to 1,600 in 1991, and have averaged 1,900 between 1992 and 1994. 
 
1.1.1.5 Alcohol use and abuse has shown some decreases 
 
• Consumption per head has fallen from a peak of 14.5 litres in 1978 to 11.03 litres in 1993/94 but 

has plateaued in recent years; 
  
• low alcohol beer has increased its share of the beer market from around 20% in 1987/88 to close to 

40% in 1993/94; 
  
• there has been a substantial reduction in injuries caused by alcohol abuse in the Perth metropolitan 

area since the early 1980s; 
  
• there has been a small decrease in injuries for country males but an increase for country females; 

and 
  
• calls to the Alcohol and Drug Information Service have remained steady at between 700 and 800 

per quarter. 
 
1.1.1.6 Tobacco use has decreased substantially. 
 
• Smoking has reduced from 30.8% of adults in 1984 to 25.4% in 1994; 
  
• smoking remains most common among 18 to 24 year olds with 32.8% being current smokers; and 
  
• more males smoke (30.2%) than females (20.6%). 
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1.1.2 ILLICIT DRUG ABUSE 
 
1.1.2.1 Intravenous drug use 
 
Heroin is usually taken by intravenous injection and amphetamines are often consumed in this manner. 
 
• The Task Force estimates that 18,060 people in Western Australia used illicit drugs by intravenous 

injection in the last 12 months. 
  
• 1,713,535 needles and syringes were distributed in Western Australia in 1994. This is 4,741 per 

day. 
  
• Intravenous drug users in Western Australia spent over $1 million on needles and syringes in 1994. 
 
Local sales of needles and syringes provide a crude indicator of the areas where the abuse of 
amphetamines and heroin is the greatest, although some care must be taken in interpreting the 
information as it cannot accurately reflect the location of mobile needle and syringe exchange outlets 
or the areas in which use actually occurred. 
 
  Distribution of needles and syringes ranked by  
  crude rate of locality - Perth metropolitan area, 1994 
 

Locality N&S Crude rate 

Perth inner city* 477,103 366,185 
Mount Lawley-Bayswater 135,595 32,219 
Osborne Park-Balcatta 67,640 19,095 
Belmont-Cannington 130,545 16,198 
Gosnells-Armadale 125,985 12,754 
Fremantle-Spearwood 103,465 11,173 
Morley-Wanneroo 115,490 8,579 
Kwinana-Safety Bay 54,340 8,072 
Scarborough-Karrinyup 53,645 7,605 
Duncraig-Kingsley 76,975 7,040 
Wembley-North Perth 22,970 6,259 
Mosman Park-Nedlands 28,645 4,895 
Forrestfield-Kalamunda 21,410 4,559 
Other metro 4,930 4,474 
South of river 59,125 4,181 
Bassendean-Midland 21,105 4,086 

Total metro 1,497,798 12,600 

 
 Note: Crude rate is number of needles and syringes per 10,000 population. 
  * Perth inner city area includes most needle exchange programs. 
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 Distribution of needles and syringes ranked by 
 crude rate of locality - regional Western Australia, 1994 
 

Locality N&S Crude rate 

Kalgoorlie 67,390 39,951 
Boulder 10,200 11,993 
Geraldton 30,330 10,744 
Mandurah 29,800 10,383 
Busselton 8,710  7,446 
Bunbury 25,610 7,176 
Tom Price 2,260 6,219 
Carnarvon 5,500 5,777 
South Hedland 3,395 4,488 
Margaret River 1,560 4,205 
Broome 4,560 4,089 
Esperance 3,280 3,176 
Kambalda West 860 2,823 
Albany 6,585 2,745 
Karratha 3,140 2,632 
Port Hedland 1,075 2,583 
Collie 1,950 2,153 
Newman 1,350 2,081 
Pinjarra 950 1,944 
Northam 1,515 1,921 
Manjimup 1,350 1,798 

Total regional 185,505 4,147 

 
 Note: Crude rate is number of needles and syringes per 10,000 population. 
 
1.1.2.2 Law enforcement 
Drug seizures 
The total amount of drugs seized by the Western Australian police over the last ten years is indicative 
of the substantial volumes of illicit drugs involved in the Western Australian black market over this 
period. 
 
  Total drug seizures by State police by type of drug  
  in Western Australia, 1985-1994 
 

Drug type 1985-1994 

Heroin 35.349 kg 
Homebake morphine 2932 ml 
Cannabis  

(plants) 482,897 
(leaf) 4,373.529 kg 
(resin) 201.886 kg 

Cocaine 907.31 g 
Amphetamines 49.850 kg 
LSD 27,303 doses 
MDMA (Ecstasy) 113.6 g 
 336 capsules 
 3,228 tablets 
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Drug charges 
An average of 11,423 charges per year were laid in relation to illicit drugs in the last five years. 
Cannabis charges accounted for 92% of these. The number of charges by the various drug types for the 
previous five years are outlined below. 
 
Number of drug charges by State police by type of drug  
in Western Australia, 1989/90-1993/94 
 

 1990 1991 1992 1993 1994 

Drug type N % N % N % N % N % 

Heroin 116 1.3 121 1.0 192 1.4 141 1.1 94 1.0 

Cannabis 8,451 94.8 11,738 92.9 12,223 92.1 11,290 90.6 8,685 88.3 

Cocaine 12 0.1 52 0.4 8 - 5 - 2 - 

Amphetamines 236 2.6 552 4.4 645 4.9 709 5.7 816 8.3 

Hallucinogens 30 0.3 52 0.4 111 0.8 194 1.6 131 1.3 

Other drugs/plants 45 0.5 100 0.8 43 0.3 66 0.5 64 0.7 

Deleterious substances 7 0.1 2 - NC  NC  NC  

Scripts & miscellaneous 20 0.2 20 0.2 12 0.1 31 0.3 9 0.1 

Steroids     32 0.2 29 0.2 30 0.3 

Total 8,917 100.0 12,637 100.0 13,266 100.0 12,465 100.0 9,831 100.0 
 
Source:  Western Australian Police Department, Annual Reports. 
Note: NC= No longer collected. 
 
 

Offenders’ drug abuse 
There are clear and strong links between drug abuse and crime as indicated by the number of offenders 
with drug problems. 
 
 
Among adult prisoners: 
 
• 24% of men and 26% of women have been heavy/regular drug users; and 
  
• 27% of men and 15% of women have also been heavy alcohol users. 
 
Among juvenile detainees, prior to detention: 
 
• 89% had been drug users and 47% had been using every day prior to a 1992 survey; 
  
• 27% had used cannabis daily in 1992, 58% in 1995; and 
  
• 11% had used amphetamines daily in 1992, 17% in 1995. 
 
Sources:  Indemaur & Upton (1988), Watts (1992), Juvenile Justice Division (1995). 
 
 
1.1.2.3 Drug prices 
Recent estimated street prices of the illicit drugs available in Western Australia are set out below. 
 
  Street prices of drugs based on offender reports to  
  Western Australian police at time of arrest 
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Type of drug Street price (Western Australia Feb 1995) 

Amphetamines $70-$100/g 

 $25,000-30,000/kg 

Cannabis leaf (foil) $20-25/g 

 leaf (1 lb) $2,000-3,000 or $4,400-$6,600/kg 

Cocaine $500-1,000/g 

MDMA (Ecstasy) $30-70 per tablet 

LSD $20-25 per dose (tablet or square) 

 $8 per dose (bulk purchase) 

Heroin sachet $100 (0.1 g) 

 $500-1,000/g 

Homebake morphine $100 per 1 ml syringe 

 
 Source: Western Australian Police. 
 
 

1.1.2.4 Overall rates of abuse 
The overall rates of abuse of illicit drugs in Australia were last measured in the 1993 National 
Household Survey, conducted by the then Department of Health, Housing, Local Government and 
Community Services. While there are some variations, the extent of drug abuse in Western Australia is 
likely to be at or slightly below the national levels. These, for the population aged 14 and over, suggest 
that: 
 
• cannabis has been used by one third of the population (or 440,000 people in Western Australia), 

13% in the last year (110,000 people); 
  
• amphetamines have been used by 8% of the population (105,000 people), and by 2 – 3% in the last 

year (33,000 people); 
  
• hallucinogens including LSD and MDMA (Ecstasy) have been used by 7% of the population 

(92,000 people), and by 1 – 2% in the last year (20,000 people); and 
  
• heroin has been used by 2 – 3% of the population (33,000 people), and 1% in the last year (13,000 

people). 
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 Proportion of Australian population who have ever used 
 illicit drugs, Australia, 1991 and 1993 (persons aged 14 years and over) 
 

 Ever used (%)  Used within 12 months (%) 

 1991 
(n=2,483) 

1993 
(n=3,500) 

 1991 
(n=2,483) 

1993 
(n=3,500) 

Amphetamines 8 8  3 2 
Barbiturates 5 4  2 - 
Cocaine/crack 3 2  1 1 
Hallucinogens 7 7  2 1 
Heroin 2 2  1 - 
Inhalants 3 4  1 1 
Cannabis 32 34  13 13 
Ecstasy designer drugs 2 3  1 1 
Steroids na 3  na - 
Injected drugs 2 2  1 1 
Illicit drugs (any) - 39  - 13 

 
  Source:  1991 NCADA Social Issues Survey; 1993 NCADA National Household Survey. 

 

1.1.3 ALCOHOL USE AND ABUSE 
 
1.1.3.1 Consumption levels 
 
• A total 222 million litres of alcohol, valued at $641 million, was sold in Western Australia in 

1993/94. 
  
• 78% of males and 56% of females are drinkers. 
  
• Average consumption of absolute alcohol per head (15 years and over) in 1993/94 is estimated to 

be 11.03 litres. 
  
• An estimated 9% of males and 2.9% of females are drinking at levels that are defined by the 

National Health and Medical Research Council as likely to cause harm (more than six drinks per 
day for men and more than four drinks per day for women). 

  
• Young people between the ages of 18 and 24 have the highest rates of drinking at these levels 

(14.4% of males and 5.3% of females). 
 
1.1.3.2 Regional consumption 
 
Consumption levels varied markedly in different regions of the State, with areas in the north and east 
having levels of consumption substantially higher than the rest of the State. 
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Alcohol sales per head by statistical division, absolute alcohol, 1993/94 
 

Kimberley 21.18 
South Eastern 19.84 
Pilbara 17.42 
Central 14.54 
South West 12.49 
Midlands 12.19 
Upper Great Southern 11.21 
Perth 9.89 
Lower Great Southern 8.92 
State 11.03 

 
   Source:  Health Department of Western Australia. 
 
1.1.3.3 Alcohol offences 
 
There were 10,315 drink driving charges in 1992/93. As the table below shows these were incurred 
predominantly by persons under 30 years of age. 
 
Convictions for drink driving offences by age, 1993  
(year ended 30 June) 
 

 Under 20 20-24 25-29 30-34 35-39 40-49 50-59 60+ Not stated Total 

Total 1,501 2,766 2,001 1,457 1,036 1,134 324 85 11 10,315 

% 14.6 26.8 19.4 14.1 10.0 11.0 3.1 0.8 0.1 100.0 

 
Source: Summary of Criminal Court Proceedings, Western Australia, 1992-93, Cat. No. 4504.5, Australian Bureau of Statistics. 
 
 
There were 1,629 liquor licence violations such as serving underaged or intoxicated persons, or 
overcrowding of premises. 
 
Convictions for liquor licensing by age, 1993 
(year ended 30 June) 
 
 Under 20 20-

24 
25-
29 

30-
34 

35-
39 

40-
49 

50-
59 

60+ Not stated Total 

Total 296 405 225 202 167 197 66 20 2 1,629 

% 18.2 24.9 13.8 12.4 10.3 12.1 4.1 1.2 0.1 100.0 

 
Source: Summary of Criminal Court Proceedings, Western Australia, 1992-93, Cat. No. 4504.5, Australian Bureau of Statistics. 
 
 

1.1.4 PHARMACEUTICALS 
 
• It is estimated that the Western Australian community spends $270 million per year on prescription 

and over the counter drugs. 
  
• A national survey found 76% of women and 65% of men had used pharmaceutical drugs in the two 

weeks prior to the survey. 
  
• An estimated 995,000 prescriptions for benzodiazepines (e.g. Valium, Serapax) were issued in 

Western Australia in 1990. Use has, however, declined since to an estimated 817,000 prescriptions 
in 1993. 
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1.1.5 SOLVENT ABUSE 
 
• It is estimated that there are between 50 and 100 chronic solvent abusers in Western Australia. 
  
• There is occasional or episodic abuse of solvents in conjunction with poly-drug abuse by some at-

risk young people. 
  
• The extent of experimental solvent abuse is substantial but its occurrence is localised and periodic. 
 

1.1.6 PERFORMANCE ENHANCING DRUGS 
 
• A recent survey of Western Australian gymnasium users showed 16% of those who responded had 

used anabolic steroids. 
 

1.1.7 YOUTH 
 
The number of drug users among Western Australian young people is disturbingly high. A recent 
survey of Perth metropolitan 12 to 17 year olds found that: 
 
• 39% currently use alcohol; 
  
• 24% currently use cannabis; 
  
• 20% currently use tobacco; and 
  
• 3% currently use amphetamines. 
 
Drug use for high school students begins in Year 8 (with, for example, 10% using cannabis) and 
increases steadily through Year 9 (20% using cannabis) and Year 10 (33% using cannabis) to peak in 
Years 11 and 12 (37% using cannabis). 
 
 Proportion of drug users, Perth metropolitan high school students, 1994 
 

 Current users Ex-users Non-users 
Drug % % % 

Alcohol 39.0 5.0 55.8 
Cannabis 23.7 7.2 68.9 
Tobacco 19.6 17.2 63.2 
Hallucinogens 4.9 1.4 93.7 
Amphetamines 2.7 1.2 96.0 
Inhalants 2.3 3.3 94.5 
Steroids 1.2 0.7 98.0 
Cocaine 0.9 0.6 98.5 
Poppers 1.2 0.0 98.1 
Heroin 0.7 1.1 98.1 
Benzodiazapines 1.0 0.0 97.6 

 
  Source: Odgers P, Houghton S, Douglas G. Prevalence and frequencies of drug use 

  among Western Australian metropolitan high school students (unpublished). 
 
 

1.1.8 COSTS OF DRUG ABUSE 
Drug abuse imposes considerable and multiple costs on the Western Australian community, ranging 
from the direct expenditure by government to tackle the problem to the years of life lost. The various 
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costs have been calculated in different countries using different methodologies; all tend to be regarded 
as providing conservative estimates. 
 
1.1.8.1 Costs to the community 
The only attempt to quantify the total cost to the Australian community has been made by Collins and 
Lapsley (1988). Adapting their methodology and adjusting to real dollars in 1993, it may be estimated 
that the total direct cost to Western Australia in 1993 was $491.1 million as described below. 
 
   Estimated tangible economic costs of drug abuse 
   in Western Australia in 1993 ($ million) 
 

Health care  
medical 24.7 
hospitalisation 68.6 
nursing homes 22.3 
ambulance services na 

Total health care 115.7 

Accidents 20.1 
Law enforcement 24.5 
Campaigns & research 7.6 
Welfare na 
Net production loss 44.6 
Consumption benefits 367.8 

Total tangible costs 491.1 
 
   Source: Adapted from Collins and Lapsley (1991) p.89. 
   Note:  na not available. 
 
 

1.1.8.2 Expenditure by government 
The Task Force surveyed State and Commonwealth government agencies, local government authorities 
and non-government agencies in Western Australia to determine the level of their expenditure that is 
attributable to the drug problems of the clientele or population they serve. 
 
On the basis of the returns received, the estimated level of expenditure by these organisations for the 
year 1993/94, as funded by the various levels of government, was calculated to be $239,784,778. A 
breakdown of this expenditure is outlined below. 
 
Nearly 80% of the expenditure was incurred in two major areas: 
 
• $116,549,440 (48.6%) through justice and law enforcement agencies (including WA Police 

$60,176,100 or 25.1% and Ministry of Justice $49,991,994 or 20.8%); and 
  
• $72,727,594 (29.9%) through inpatient hospital stays. 
 
The remaining expenditure included: 
 
• $11,863,003 (5%) by non-government organisations providing alcohol and drug services; 
  
• $9,427,144 (3.9%) by the Alcohol and Drug Authority; 
  
• $8,564,114 (3.6%) by Family and Children's Services; 
  
• $5,617,418 by universities; 
  
• $5,419,170 (2.3%) by non-government organisations providing community health services; 
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• $5,071,571 (21%) by non-government organisations providing general welfare services; 
  
• $3,727,253 (1.6%) by regional services of the Health Department; 
  
• $1,400,919 (0.6%) by local government authorities; and 
  
• $417,206 by other State government departments. 
 
The contribution of the State Government is calculated to be $203,995,381 or 93% of the total. 
 
Given the range of factors that are understated in this calculation — e.g. the extent of the problems that 
are an indirect result of drug abuse, the absence of returns and underestimates from youth and other 
agencies which have a substantial clientele with drug abuse problems, the difficulties of agencies 
accessing relevant data, and a conservative estimate of the amount of police time involved with 
offences indirectly related to drug abuse — the Task Force estimates that the true figure for 1995 is 
likely to be at least $300 million or 5% of the State's budget. 
 
1.1.8.3 Revenues from drug use 
Revenue from alcohol franchise licence fees in 1993/94 was $64,132,469. 
 
Revenue from tobacco franchise fees in 1993/94 is estimated to have been $212,000,000. 
 
1.1.8.4 Treatment for drug abuse 
Increasing numbers of people are seeking help for drug abuse problems, either for themselves or their 
families. 
 
• Calls to the Alcohol and Drug Information numbered 7,901 in 1989 and increased steadily to 

11,781 in 1994. 
  
• The 1992 census of treatment service agencies indicated that close to 1,000 people received 

treatment on the day of the census. Based on the increases in client demand, it is estimated that the 
1995 figure will be at least 1,250. 

 
1.1.8.5 Deaths 
The number of deaths attributable to drug abuse in Western Australia in 1993 was 1,885. These were 
caused by: 
 
• Tobacco:   1,496 (80%) 
• Alcohol:   315 (17%) 
• Pharmaceuticals:  35 (2%) 
• Illicit drugs:   32 (1%) 
 
The mean number of years of life lost per death was: 
 
• Illicit drugs:   36 years 
• Pharmaceuticals:  36 years 
• Alcohol:   18 years 
• Tobacco:   5.2 years 
 

1.2 PREVALENCE 
1.2.1 AUSTRALIAN DATA 
Surveys of the Australian population aged 14 years and over, conducted by National Household 
Surveys since 1985, indicate that cannabis is most widely used illicit drug, being used by one third of 
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the population, with 13% reporting more recent use, over the previous 12 months (Table 1.1, page 13; 
Table 1.2, page 13).  
 
According to these surveys, the other most widely used illicit drugs are - 
 
• amphetamines which has been used by 8% of the population (with between 2 and 3% reporting 

recent use); and  
• hallucinogens, which 7% of people report ever use, (with between 1 and 2% reporting recent use).  
 
Less frequently used illicit drugs are - 
 
• heroin, which has been used by between 2 and 3% of the population, ( 1% reporting recent use);  
• cocaine, which has been used by between 2 and 3% of the population, ( 1% reporting recent use); 
• ecstasy, which has been used by between 2 and 3% ( 1% reporting recent use); 
 
The ingestion of illicit drugs intravenously (IV) has involved about 2% of the population, with 1% 
reporting recent use. It is believed that a significant number of amphetamine users also use IV. 
 
Typically illicit drug use is most prevalent in the 18-24 age range, and involves greater numbers of 
males compared to females (Figure 1.1, page 14; Table 1.3, page 14). 
 
There have been significant changes in the consumption of alcohol and tobacco in Australia since the 
mid-1980s. For instance, there has been a 12% decline in per-capita alcohol consumption over the last 
decade in Australia, with a 16% decrease in population-adjusted, alcohol related mortality. However, 
as has occurred elsewhere, overall decreases in consumption of tobacco and alcohol mask shifts in 
consumption involving new populations, particularly young people and women. 
 
 
 
Table 1.1 Proportion of Australian population (%) who have ever used 

licit and illicit drugs, 1985-1993 
 

 1985 1988 1991 1993 

Licits     

Alcohol 94 93 93 94 
Tobacco 78 78 76 79 
Tranquillisers 35 33 33 34 
Pain killers/analgesics(a) na 66 85 81 

Illicits     

Amphetamines 9 6 8 8 
Barbiturates 9 6 5 4 
Cocaine/crack(b) 4 3 3 2 
Hallucinogens 8 7 7 7 
Heroin 1 1 2 2 
Inhalants 3 2 3 4 
Marijuana/hash 28 28 32 34 
Ecstasy/designer drugs na 1 2 3 
Steroids    3 
Injected drugs  1 2 2 
Illicit drugs (any)    39 

 
 (a) The increase in proportion reporting use was most likely due to extra prompting ‘such as aspirin or 

Panadol’. 
 (b) Crack not mentioned in 1985 survey. 

Source: NCADA National Household Surveys 1985, 1988, 1991, 1993. 
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Table 1.2 Proportion of Australian population (%) 
persons aged 14 years and over 
use of licit and illicit drugs, 1993 

 
Substance Ever used (%)  Used within 12 months (%) 

 Males 
(n=1,498) 

Females 
(n=2,002) 

 Males 
(n=1,498) 

Females 
(n=2,002) 

Licits      

Alcohol 92 82 85 76 
Tobacco 80 68 33 26 
Tranquillisers 26 43 1  
Pain killers/analgesics 76 87 2 2 

Illicits     

Amphetamines 9 6 3 1 
Barbiturates 4 4   
Cocaine/crack 3 2   
Hallucinogens 9 5 2  
Heroin 2 1   
Inhalants 5 2 1  
Marijuana/hash 41 28 16 9 
Ecstasy/designer drugs 4 3 2  
Steroids 3 3   
Injected drugs     
Illicit drugs (any)     

 
 Source: 1991 NCADA Social Issues Survey; 1993 NCADA National Household Survey. 
 
 
Figure 1.1 Prevalence of illicit drug use by age group 
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Table 1.3 Proportion of Australian population (%) who have used 
illicit drugs in the past year by age and sex, 1991 

 
 Males  Females 

 14-24 25-39 40+ Total  14-24 25-39 40+ Total 

Amphetamines 11 5 - 4  6 1 - 2 
Barbiturates 3 3 1 2  2 1 2 2 
Cocaine/crack 3 2 a -  1 1 - 1 
Hallucinogens 9 3 a -  3 3 - - 
Heroin a 2 a -  - 2 a - 
Inhalants 5 1 a -  1 2 a 1 
Marijuana/hash 38 25 3 17  20 13 2 9 
Ecstasy/designer drugs 4 2 1 2  2 - - 1 
Steroids - - - -  - - - - 
Injected drugs 2 1 - 1  1 a a - 
Total illicit drugs (b) - 41 25 4  19 24 14 4 

 
a Suppressed due to high sampling error. 
b Any of the drugs listed above. 
 
Source: NCADA National Household Survey, 1991 
 
 
Table 1.4 Proportion of Australian population (%) 

persons aged 14 years and over 
use of illicit drugs by age group and sex, 1993 

 
 Males  Females 

 14-19 20-24 25-29  14-19 20-24 25-29 

Amphetamines 2 17 6  3 3 3 
Hallucinogens 3 11 4  2 3 1 
Analgesics 1 5 3  4 2 - 
Tranquillisers 2 1 4  - 2 2 
Inhalants - 4 1  1 - - 
Designer drugs - 8 6  - 3 2 
Cocaine - 4 1  - 1 2 
Heroin - 2 -  - 2 - 
Barbiturates - 3 -  - 2 - 
Steroids - - 1  - - - 
Injected drugs - 4 1  - 1 2 

 
Source: 1993 NCADA National Household Survey. 
 
 
Table 1.5 Proportion of Australian population (%) 

persons aged 14 years and over 
use of cannabis, other illicit and all illicit drugs, 1993 

 
Type of user Marijuana Other illicit drugs All illicit drugs 

Never used 66 85 63 
Used, not in past year 21 10 23 
Used in past year 13 5 14 
Total 100 100 100 

 
 Source: 1993 NCADA National Household Survey. 
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1.2.2 WEST AUSTRALIAN DATA 
 
The Task Force estimates there are 33,455 individuals in this State who have ever injected a drug, with 
18,060 (54%) of these individuals being involved in injecting drug use in the past 12 months. 
 
Analysis of Western Australian data from the 1993 National Household Survey data suggests very 
similar patterns as to the rest of Australia, namely, that most illicit drug abuse involves younger people, 
typically peaking in the 18-24 age group and predominantly involving males (Table 1.4, page 18). 
Results of this study include the following findings in relation to “ever use” of a drug. 
 
1.2.2.1 Illicit drugs  
 
• 9% of males and 6% of females have used hallucinogens; 
• 7% of males and 5% of females have used amphetamines; 
• 43% of males and 33% of females have used cannabis; 
• 3% of males and 2% of females have used cocaine; 
• 2% of males and 1% of females have used heroin; 
• 5% of males and 2% of females have used inhalants; 
• 5% of males and 2% of females have used ecstasy; and 
• 3% of males and 2% of females have ever injected a drug. 
 
1.2.2.2 1.3.2.2 Licit drugs 
 
• 93% of males and 95% of females have used alcohol; 
• 83% of males and 76% of females have used tobacco; 
• 25% of males and 47% of females have used tranquillisers; 
• 77% of males and 89% of females have used analgesics; and 
• 3% of males and 4% of females have used barbiturates. 
 
In some populations the abuse of drugs, especially alcohol, is a fundamental cause of a wide spectrum 
of social and health problems.1 For instance, a recent comprehensive study of health problems 
involving the Aboriginal population in the Kimberley region found that more than half of the 28% non-
drinkers were lifetime abstainers, a higher abstaining rate compared to the non-Aboriginal population 
of the Kimberley. However, of the Aboriginal population sampled, of whom 52% drank, 83% 
consumed alcohol in the hazardous range.2 
 
 

                                                           
1 Race Dsicrimination Commissioner. Alcohol report. Race Discrimination Act 1975 - race 
discrimination, human rights and the distribution of alcohol. Canberra, Australian Government 
Publishing Service, 1995. 
2 Hunter E, Hall W, Spargo R. The distribution and correlates of alcohol consumption in a remote 
Aboriginal population. Sydney, National Drug and Alcohol Research Centre, University of New South 
Wales, 1991. 
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Table 1.6 Proportion of WA population (%) who have ever used 
licit and illicit drugs, 1993 

 
 Age group (persons) Sex 

 14-24 25-39 40+ Males Females 

 No. % No. % No. % No. % No. % 

Alcohol 264 91  400 98  573 93  611 93  625 95 

Tobacco/cigarettes 219 76  340 84  487 79  547 83  500 76 

Amphetamines 36 13  34 8  11 2  46 7  36 5 

Barbiturates 10 4  15 4  21 3  22 3  24 4 

Cocaine/crack 17 6  9 2  6 1  20 3  13 2 

Hallucinogens 54 18  42 10  7 1  61 9  42 6 

Heroin 11 4  8 2  4 1  14 2  9 1 

Inhalants 24 8  18 4  5 1  31 5  16 2 

Marijuana/hash 185 64  236 58  79 13  284 43  216 33 

Tranquillisers 44 15  127 31  304 49  163 25  312 47 

Pain killers/analgesics 223 77  346 85  527 85  506 77  589 89 

Ecstasy/designer drugs 27 9  16 4  4 1  34 5  13 2 

Steroids 10 3  23 6  38 6  26 4  45 7 

Injected illegal drugs 20 7  7 2  4 1  17 3  14 2 

 
Source: 1993 NCADA National Household Survey. 
 
 

1.3 MORTALITY 
 

1.3.1 NUMBER OF DEATHS 
 
In the 13 year period 1981-1993 there were 24,779 deaths directly and indirectly caused by drugs in 
Western Australia (Table 1.5, page 19). Of  these deaths, 2,028 (8%) were wholly attributable to drugs 
(Table 1.6, page 20); and 22,751 (92%) were partially caused by drugs (Table 1.7, page 20). 
 
By type of drug, of these deaths - 
 
• 18,408 (74%) were due to tobacco smoking; 
• 5,650 (23%) were due to alcohol use; and 
• 721 (3 %) were due to other drugs. 
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Table 1.7 Estimated numbers of all deaths 
attributable to drugs by type of drug 
WA, 1981-1993 

 
Year Tobacco Alcohol Other drugs All drugs

1981 1,282 352 36 1,670
1982 1,335 399 39 1,773
1983 1,364 382 50 1,796
1984 1,388 399 64 1,851
1985 1,343 437 64 1,844
1986 1,498 460 67 2,025
1987 1,391 430 65 1,886
1988 1,489 491 51 2,031
1989 1,495 497 51 2,043
1990 1,424 464 58 1,946
1991 1,444 458 57 1,959
1992 1,459 559 52 2,070
1993 1,496 322 67 1,885

1981-1993 18,408 5,650 721 24,779
 
Note: Column totals may vary because of rounding for presentation. 
 'Wholly attributable deaths' are deaths from causes of death for which the aetiologic fractions for a particular 

drug are equal to 1.0.  
 'Other deaths' are the deaths estimated for causes of death for which the aetiologic fractions are not equal 

to 1.0. 
 
 
These 24,779 premature deaths over the 13 year period (Table 1.8, page 21; Table 1.9, page 21) 
resulted in the premature mortality of  - 
 
• 17,832 (72%) males; and 
• 6,945 (28%) females. 
 
In 1993 the mean number of years of life lost per death by type of drug was - 
 
• alcohol 18 years; 
• tobacco 5.2 years; 
• illicit drugs 36 years; and 
• licit drugs 36 years. 
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Table 1.8 Estimated numbers of deaths wholly  
attributable to drugs by type of drug 
WA, 1981-1993 

 

 
 
Table 1.9 Estimated numbers of deaths partially  

attributable to drugs by type of drug 
WA, 1981-1993 

 
Year Tobacco Alcohol Other drugs All drugs

1981 1,282 273 2 1,557 
1982 1,335 305 2 1,642 
1983 1,364 299 2 1,665 
1984 1,388 296 1 1,685 
1985 1,343 325 2 1,670 
1986 1,498 348 3 1,849 
1987 1,391 329 2 1,722 
1988 1,489 375 2 1,866 
1989 1,495 369 2 1,866 
1990 1,424 358 2 1,784 
1991 1,444 358 2 1,804 
1992 1,459 456 1 1,916 
1993 1,496 228 1 1,725 

1981-1993 18,408 4319 24 22,751 
 
Note: Column totals may vary because of rounding for presentation. 
 'Wholly attributable deaths' are deaths from causes of death for which the aetiologic fractions for a particular 

drug are equal to 1.0.  
 'Other deaths' are the deaths estimated for causes of death for which the aetiologic fractions are not equal 

to 1.0. 
 
 

Year Tobacco Alcohol Other drugs All drugs 

1981 - 79 34 113 
1982 - 94 37 131 
1983 - 83 48 131 
1984 - 103 63 166 
1985 - 112 62 174 
1986 - 112 64 176 
1987 - 101 63 164 
1988 - 116 49 165 
1989 - 128 49 177 
1990 - 106 56 162 
1991 - 100 55 155 
1992 - 103 51 154 
1993 - 94 66 160 

1981-1993 - 1,331 697 2,028 
 
Note: Column totals may vary because of rounding for presentation. 
 'Wholly attributable deaths' are deaths from causes of death for which 

the aetiologic fractions for a particular drug are equal to 1.0.  
 'Other deaths' are the deaths estimated for causes of death for which 

the aetiologic fractions are not equal to 1.0. 
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Table 1.10 Estimated numbers of deaths by sex and type of drug 
wholly and partially attributable to drugs  
WA, 1981-1986 

 
Type of drug 1981 1982 1983 1984 1985 1986 

Males  
Tobacco 1,000 1,055 1,045 1,076 1,024 1,135 
Alcohol 215 243 228 248 271 279 
Other drugs  22 20 30 34 36 41 

All drugs 1,237 1,318 1,304 1,358 1,331 1,455 

Females       
Tobacco 282 280 319 313 318 363 
Alcohol 137 157 153 150 166 181 
Other drugs 14 19 20 30 28 26 

All drugs 433 456 492 493 512 570 

Persons       
Tobacco 1,282 1,335 1,364 1,389 1,342 1,498 
Alcohol 352 400 381 398 437 460 
Other drugs 36 39 50 64 64 67 

All drugs 1,670 1,774 1,795 1,851 1,843 2,025 

 
  Note: Column totals may vary because of rounding for presentation. 
 
 
Table 1.11 Estimated numbers of deaths by sex and type of drug 

wholly and partially attributable to drugs  
WA, 1987-1993 

 
Type of drug 1987 1988 1989 1990 1991 1992 1993 1981-93 

Males    
Tobacco 1,063 1,113 1,111 1,042 1,067 1,059 1,105 13,895 
Alcohol 270 310 319 277 267 350 217 3,494 
Other drugs  44 31 35 41 34 30 45 443 

All drugs 1,378 1,454 1,465 1,360 1,368 1,439 1,367 17,832 

Females         

Tobacco 329 376 384 381 376 400 398 4,519 
Alcohol 159 181 178 187 192 209 98 2,148 
Other drugs 21 20 16 17 23 22 22 278 

All drugs 509 577 577 586 591 631 518 6,945 

Persons         

Tobacco 1,392 1,489 1,495 1,423 1,443 1,459 1,503 18,414 
Alcohol 429 491 497 464 459 559 315 5,642 
Other drugs 65 51 51 58 57 52 67 721 

All drugs 1,886 2,031 2,043 1,945 1,959 2,070 1,885 24,777 

 
 Note: Column totals may vary because of rounding for presentation. 
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The age-standardised death rate for males peaked in the period 1984-1989, and has dropped slightly 
since 1990. 
 
The age-standardised death rate for females was highest over the 1982-1986 period, and has been 
relatively static, at between 4 and 5 between 1987 and 1993. 
 
The male:female rate ratios (the age-standardised rate for males divided by that for females) were 
lowest in 1982 (2.0), peaked in 1989 (3.7), and have been falling since (Table 1.10, page 22; Figure 
1.2, page 23). 
 
 
Table 1.12 Age-standardised rates for deaths 

wholly caused by all drug deaths by sex  
1982-1993 

 
Year Males Females Persons Male:female 

rate ratio 

1982 11.7 6.0 8.8 2.0 

1983 11.5 4.8 8.2 2.4 

1984 14.6 6.8 10.6 2.1 

1985 15.9 5.2 10.5 3.1 

1986 14.2 6.5 10.3 2.2 

1987 14.8 4.9 9.9 3.0 

1988 14.5 4.4 9.3 3.3 

1989 14.6 3.9 9.2 3.7 

1990 11.5 4.5 7.9 2.6 

1991 11.5 4.6 8.0 2.5 

1992 9.8 4.3 7.0 2.3 

1993 11.2 4.9 8.1 2.3 
 
 Source: Health Department of Western Australia, Mortality Database. 
 Note: Figures in brackets are the standard errors. 
 
 

1.3.2 AGE STANDARDISED RATES 
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Figure 1.2 Age standardised death rates 
wholly caused all drug deaths by sex, 1982-1993 
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1.4 MORBIDITY 
 

1.4.1 NUMBER OF ADMISSIONS 
 
There were more than 46,000 admissions to WA hospitals over the 11 year period 1982 to 1992 that 
were wholly attributable to drugs (Table 1.11, page 24). The 20-29 and 30-39 age groups accounted for 
22,539 (48.8%) of all admissions, with 8,450 (18.3%) admissions involving the 40-49 age group, and 
5,472 (11.8%) admissions recorded for the 50-59 age group. 
 
The most significant cause of drug-related admissions was due to alcohol abuse, involving 56% of all 
admissions, 21% of admissions were due to the barbiturate, tranquilliser and sedative group of drugs, 
6% of admissions were due to anti-depressants, and 7% of admissions were due to combinations of 
drugs, or unspecified drugs. 
 
Illicit drugs were responsible for fewer admissions to hospitals, with hallucinogens, psychostimulants, 
cocaine and volatile substances together accounting for 1,184 (3%) of admissions, with possibly a 
further 2 % admissions due to heroin. (It was not possible to distinguish heroin separately, as it is 
included in the opioid group.) 
 

1.4.2 AGE STANDARDISED RATES 
 
There was an overall reduction in the age standardised rate (ASR) for all drug admissions from 1982 to 
1992, mostly due to a reduction in alcohol-related conditions. Age-standardised admission rates for 
males decreased by 41.1%, from 440 hospital admissions per 100,000 person-years in 1982 to 259 per 
100,000 in 1992. For females, the rate decreased by 11.4% over the 11 year period.  
 
The highest male:female rate ratio (the age-standardised rate for males divided by that for females), 
1.9, occurred in 1982. Since then the rate ratios have been falling steadily, and the lowest rate ratio, 
1.3, occurred in 1992 (Figure 1.3, page 25; Table 1.12, page 24). 
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Table 1.13  Number of drug-caused hospital admissions by age group 1982-
1992 

 
 Age group  

Year 0-9 10-19 20-29 30-39 40-49 50-59 60-69 70+ All ages 

1982 139 339 972 1,085 1,000 696 314 103 4,648 
1983 124 378 1,051 1,224 989 695 358 106 4,925 
1984 128 368 1,154 999 853 580 357 135 4,574 
1985 108 345 1,039 982 765 448 230 105 4,022 
1986 104 389 981 983 672 480 254 123 3,986 
1987 95 322 953 867 737 407 202 137 3,720 
1988 68 437 1,037 941 684 464 257 105 3,993 
1989 61 422 1,040 985 638 454 296 121 4,017 
1990 68 416 1,015 1,000 641 445 241 124 3,950 
1991 95 440 1,051 1,020 764 418 228 144 4,160 
1992 79 415 1,075 1,085 707 385 243 249 4,238 

1982-1992 1,069 4,271 11,368 11,171 8,450 5,472 2,980 1,452 46,233 

 
 
 
 
 
Table 1.14 Age-standardised rates for all drug-caused  

hospital admissions by sex, WA, 1982-1992 
 

 Males Females Persons Male:female 
rate ratio 

1982 440 227 335 1.9 

1983 433 248 342 1.7 

1984 397 223 311 1.8 

1985 322 206 265 1.6 

1986 305 199 253 1.5 

1987 275 183 229 1.5 

1988 287 193 241 1.5 

1989 283 183 233 1.5 

1990 260 188 225 1.4 

1991 270 198 234 1.4 

1992 259 201 230 1.3 

 
Source: Health Department of Western Australia, Hospital Morbidity Data System. 
Note: In this study, the principal diagnosis only was used to assess whether an admission was drug-caused. 
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Figure 1.3 Age-standardised rates for all drug-caused hospital admissions 
by sex, WA, 1982-1992 
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1.5 OVERALL TRENDS BY TYPE OF DRUGS 
 

1.5.1 ALCOHOL 
 
The information reviewed by the Task Force suggests a marked improvement in Western Australia 
from the mid 1980s up to the present in relation to alcohol-caused problems as measured by indicators 
of health and social problems due to inappropriate alcohol use, especially in regard to adult males. 
 
Morbidity 
There were significant improvements in rates of hospitalisation for mental disorders and other alcohol-
caused conditions over the period 1982 to 1992, with a marked fall in the overall male rate and a 
reduction in the male:female rate ratio. 
 
Although male rates for mental disorders caused by alcohol abuse, such as alcoholic psychosis, alcohol 
dependence and non-dependent alcohol abuse, are typically higher than for females because over the 
past decade there has been a steady decline in male hospitalisation rates and the gap between males and 
females has narrowed. 
 
However, there have been some mixed signals about trends in the rate of hospitalisation in relation to 
specific mental disorders. The rate of hospitalisation for alcohol dependence has decreased in both 
males and females, but the rate for non-dependent alcohol abuse increased.  
 
There are grounds for concern about trends in alcohol-caused injuries (which are considered to be 
mostly due to binge or episodic drinking) over the period 1982 to 1992, as the gains have not occurred 
consistently across the State, with - 
 
• a significant reduction in the metropolitan area for both males and females since the early 1980s; 
• a consistent reduction in the rate for country males since the mid 1980s; 
• a slight increase in the rate for country females; and 
• over the period, in spite of an overall reduction, country males have continued to have a higher rate 

compared to any other group. 
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The major factor for the reductions in alcohol-caused injuries is a reduction in alcohol-caused motor 
vehicle injuries, especially in the metropolitan area. In 1990 the male metropolitan rate fell for the first 
time below the rate for country females, and has continued to fall relative to the country female rate. 
 
The higher rates of alcohol-caused injuries for males and females in Western Australian country 
regions, particularly in the Kimberley, Pilbara and Goldfields regions, closely follow the underlying 
patterns of heavy alcohol use that occur in these areas. A factor in the increase of injuries has been 
alcohol-caused assaults, which have increased over recent years. Hospitalisation due to alcohol-caused 
injuries of females in country areas is an area of major concern. 
 
Mortality 
 
There were 5,650 deaths wholly or partially attributable to alcohol over the period 1981-1993 
involving 3,494 (62%) males and 2,148 (38%) females. Of these deaths, 1,331 (24%) were directly 
caused by alcohol, and 4,311 (76%) were indirectly caused. The impact of this premature mortality 
meant that an average of 18 years of life was lost per death. 
 
Drug-related telephone calls to ADIS (1986-1994) 
• there was a total of 25,439 alcohol-related calls; 
• the number of calls has fluctuated around 700-800 per quarter; and 
• short-term peaks in calls were related to Drinksafe campaigns. 
 
All alcohol consumption 
In the year 1993/94 - 
• a total of 222 million litres of alcohol was sold; 
• which was valued at $641 million; and 
• which produced a revenue in State liquor franchise fees of $64 million. 
 
Beer consumption 
In the year 1993/94 - 
• 181 million litres of all types of beer was sold, valued at $363 million;  
• 112 million litres of which was regular beer, valued at $237 million; and 
• 69 million litres of which was reduced alcohol beer, valued at $127 million. 
 
Over the period 1968-1994 - 
• per capita consumption of beer (as litres of absolute alcohol) peaked at 10.5 litres in 1978; and 
• and has since fallen, to 5.8 litres per capita in 1994. 
 
Over the period 1987/88 - 1993/94 - 
• the proportion of all beer sold as low alcohol beer increased. 
 
Wine consumption 
In the year 1993/94 - 
• 32 million litres of all types of wine were sold, valued at $135 million; 
• 30 million litres of which was regular wine, valued at $128 million; and 
• 2 million litres of which was reduced alcohol wine, valued at $7 million. 
 
Over the period 1968-1994 - 
• the rate of wine consumption fluctuated around 2 litres per capita (as litres of absolute alcohol) 

until 1975; and 
• then steadily increased up to the present, reaching a rate of 4.4 litres per capita in 1994. 
 
Spirit consumption 
In the year 1993/94 - 



 Page - 26

• 8 million litres of spirits was sold, valued at $143 million. 
 
Over the period 1968-1994 - 
• the rate of consumption of spirits fluctuated at around 1.5 litres per capita (as litres of absolute 

alcohol); and 
• then increased, and has been in the range of 2 to 2.5 litres per capita, since 1989. 
 
Regional/state consumption trends 1988-1994 
Based on ABS statistical divisions, there were marked variations in per capita consumption of alcohol 
over the period 1989 to 1994 between regions of the State. The average State consumption for the 
whole state was higher in the years 1989 to 1991, at about 13 litres per capita, then dropped to about 
11 litres per capita in the last three years of the period. 
 
Very high consumption areas 
• the Kimberley region (about 20 litres per capita); 
• the South Eastern region (about 19 litres per capita); 
• the Pilbara region (about 18 litres per capita); and 
• the Central region (about 15 litres per capita). 
Above average consumption areas 
• South West region (about 12.5 litres per capita); 
• Midlands region (about 11.5 litres per capita); and 
• Upper Great Southern region (about 11 litres per capita). 
Below average 
• Perth region (about 10 litres per capita); and 
• Lower Great Southern (about 9 litres per capita). 
 
 

1.5.2 TOBACCO 
 
Mortality 
There were 18,408 deaths attributable to smoking over the period 1981-1993, involving 13,895 (76%) 
males and 4,519 (24%) females. All of these deaths were indirectly attributable to illnesses and 
accidents caused by smoking. The impact of this premature mortality meant that an average of 5.2 
years of life was lost per death. 
 
 

1.5.3 CANNABIS 
There is a range of information, based on data from a number of sources, to indicate that while 
cannabis is widely used by younger age groups, very few of these individuals attend treatment 
agencies. A large amount of police and court resources are involved in dealing with law enforcement 
activities in relation to young people’s usage arising by the possession or use of small quantities of 
cannabis in leaf form. 
 
Drug-related telephone calls to ADIS (1986-1994) 
• there was a total of  12,012 cannabis-related calls; 
• there were was about 1,000 cannabis-related calls in the years 1987 to 1990, with an increase to 

1,600 calls in 1991; 
• in the period 1992 to 1994 there were about 1,900 cannabis-related calls per year; 
• there has been a pronounced increase in calls since early 1990; and 
• in 1990 the number of calls received fluctuated between 400 and 500 per quarter. 
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New admissions to all ADA programs (1988-1994) 
• there was a total of 469 admissions; 
• between 1988 and 1990 there few admissions per year, whereas in the period 1992 to 1994 an 

average of about 100 admissions per year were recorded 
• about 20% of admissions involved females; and 
• the greatest number of admissions involved the 20-29 age group. 
 
New admissions to ADA residential programs (1988-1994) 
• 17 admissions were recorded. 
 
Admissions to Court Diversion Service (1988-1994) 
• very few cannabis-related admissions were recorded. 
 
Inpatient stays at public and private hospitals (1982-1992) 
• while a separate breakdown wasn’t available, it is believed there were very few admissions. 
 
Inpatient stays at psychiatric hospitals (1981-1992) 
• there were a number of admissions to psychiatric hospitals due to cannabis psychoses over the 

period. 
 
Mortality (1982-1993) 
• no deaths were recorded. 
 
Crime statistics (1985-1994) 
• there was a total of 83,959 cannabis-related charges laid by WA police in 1985-1994; 
• a total of 75 charges were laid by the Federal police in 1992 to 1994; 
• the number of cannabis peaked in 1992, when 12,223 charges were laid; 
• in 1994 cannabis-related charges made up nearly 90% of all charges laid; 
• in 1993 nearly 60% of all cannabis convictions occurred in the Perth metropolitan region; and 
• in 1993 nearly three quarters of all convictions involved persons under less than 30 years (one third 

involved the 20-24 age group, 21% involved persons aged under 20 years of age, and 20% of 
charges involved the 25-29 age group). 

 

1.5.4 OPIOIDS 
 
There is a range of information, based on data from a number of sources, to indicate there was not any 
significant increase in the level of opioid abuse in this State from the mid 1980s up to the present. 
 
Drug-related telephone calls to ADIS (1986-1994) 
• there was a total of 6,695 opioid-related calls; 
• calls were relatively static, fluctuating between about 150 to 200 calls per quarter up to the end of 

1993; and 
• there was a slight increase to about 250 calls per quarter over the last three quarters of 1994. 
 
New admissions to all ADA programs (1988-1994) 
• there was a total of 1,295 admissions; 
• there was an average of about 150 admissions per year from 1989 to 1992; 
• in 1993 and 1994 the number of admissions increased to about 200 per year; 
• just over one third of admissions involved females; 
• admissions largely involved the 20-29 and 30-39 age groups; 
• the greatest number of admissions involved the 20-29 age group. 
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New admissions to ADA residential programs (1988-1994) 
• there was a total of 657 admissions; 
• a greater proportion of admissions involved males; 
• admissions peaked at 127 in 1990; 
• after a drop to 73 admissions in 1992, the number of admissions slightly increased to just over 100 

in 1994; 
• the number of admissions increased by age, with the greatest number occurring in the 40 years and 

over age group. 
 
Admissions to Court Diversion Service (1988-1994) 
• as a proportion of all admissions to the CDS, opioids decreased over the period; 
• a greater proportion of admissions involved males. 
 
Inpatient stays at public and private hospitals (1982-1992) 
• there was a total of 3,883 admissions over the period; 
• nearly two thirds of admissions involved females; 
• the age standardised rate for males fluctuated between about 12 and 15 per 100,000 person years; 
• the age standardised rate for females fluctuated was about 25 per 100,000 person years from 1982 

to 1989, then increased to 35 per 100,000 person years in 1991 and 1992. 
 
Inpatient stays at psychiatric hospitals (1981-1992) 
• there has been a substantial reduction in inpatient stays due to opioid-related mental disorders since 

the mid 1980s. 
 
Mortality (1982-1993) 
• there was a total of 246 opioid-related deaths; 
• about 30% of all deaths involved females. 
 
Crime statistics (1985-1994) 
• there was a total of 1,663 heroin charges laid by WA police and a total of 29 charges laid by the 

Federal police (in 1992 to 1994); 
• there was a peak of 265 heroin charges in 1986; 
• there was an average of about 100 charges per year since 1990, with the exception of an increase in 

1992; 
• since the late 1980s heroin charges have made up about 3% of all drug charges laid by WA police; 

and 
• greater amounts of heroin were seized by WA police in the period 1986 to 1990 compared to the 

period from 1991 (with the exception of the year 1993). 
 
Methadone program (1986-1994) 
• there had been a total of 3,192 persons treated with methadone in this State, from the inception of 

treatment in late 1973 to the end of 1994; 
• the number of people per year who received methadone treatment increased by 70%, from 557 in 

1986 to 930 in 1994; 
• the mean length of stay of the treatment population nearly doubled, from a mean of 15 months in 

1986 to 29 months in 1994 increased; 
• the average age of the treatment population has increased; 
• about 20% of all admissions were new admissions; 
• mean age increased from 29 years in 1986 to 34 years at the end of 1994; 
• the greatest number of patients in 1986 involved the 20-29 age group; 
• by the end of 1994 the greatest number of patients involved the 30-39 age group; 
• there was a decrease in the size of the 20-29 age group over the period; 
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• there has been a gradual increase in the proportion of females, who by 1994 made up just over 40% 
of the treatment population; and 

• the percentage of HIV positive patients has remained very low. 
 
 

1.5.5 PSYCHOSTIMULANTS 
 
There is a large amount of information, based on data from a number of sources, to indicate 
psychostimulants have become an increasingly serious problem in WA, especially involving younger 
people. 
 
Drug-related telephone calls to ADIS (1986-1994) 
• there was a total of 8,423 psychostimulant-related calls; 
• the number of calls increased in every period from 1986 to 1994; 
• there has been a pronounced increase in calls since early 1990; and 
• in the last three quarters of 1994 about 500 calls per quarter were psychostimulant-related 

(exceeded only by alcohol-related calls). 
 
New admissions to all ADA programs (1988-1994) 
• there was a total of 997 admissions; 
• the number of admissions rapidly increased from about 10 per year in 1988 to more than 320 per 

year in 1994; 
• 30% of admissions involved females; 
• the greatest number of admissions involved the 20-29 age group; and 
• there were about six times as many admissions in the 20-29 age group compared to the next most 

common age group, the 10-19 age group. 
 
New admissions to ADA residential programs (1988-1994) 
• there was a total of 339 admissions; 
• the greatest number of psychostimulant admissions occurred in 1990; 
• annual admissions fluctuated between 40 and 70 per year since 1991; and 
• the greatest number of admissions involved the 30-39 age group. 
 
Admissions to Court Diversion Service (1988-1994) 
• as a proportion of all admissions to the CDS, psychostimulants increased over the period; 
• a greater proportion of admissions involved males; 
• the number of psychostimulant-related admissions has exceeded opioid-related admissions every 

year since 1992; and 
• in 1994 there was more than twice as many admissions as compared to the illicit opioid group. 
 
Inpatient stays at public and private hospitals (1982-1992) 
• there was a total of 249 admissions over the period; and 
• just over half of all admissions involved females. 
 
Inpatient stays at psychiatric hospitals (1981-1992) 
• the number of admissions due to amphetamine psychoses have increased since the late 1980s. 
 
Mortality (1982-1993) 
• there was a total of 5 psychostimulant-related deaths, all of which have occurred since 1990; and 
• about 80% of deaths involved females. 
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Crime statistics (1985-1994) 
• there was a total of 3,226 amphetamine charges laid by WA police and a total of 5 charges laid by 

the Federal police (in 1992 to 1994) ; 
• there were no amphetamine charges laid by WA police in 1985; 
• every year since 1986 the number of amphetamine charges have increased, such that by 1994 a total 

of  816 charges were laid; 
• in 1994 amphetamines made up 8% of all charges laid by WA police; 
• the quantity of amphetamines seized by WA police has increased every year, such that by 1994 

nearly 15 kilograms was seized; 
 

1.5.6 VOLATILE SUBSTANCES 
 
Drug-related telephone calls to ADIS (1989-1994) 
• there was a total of 1,187 calls related to volatile substances, (1.5% of the total of 76,370 drug-

related calls received in this State and 3.6% of the 33,369 illicit drug calls); and 
• about 50 of all calls per quarter received by ADIS were related to volatile substances. 
 
Inpatient stays at public and private hospitals (1982-1992) 
• there was a total of 829 hospital admissions over the period; 
• of which 596 (71.9%) were males and 233 (28.1%) were females; 
• these admissions accounted for 4.0% of the total of 20,528 inpatient admissions to hospitals due to 

drugs (other than alcohol) that occurred in WA; 
• the male was at about 12 per 100,000 up to 1984, then declined to a rate of 3.7 by 1992; 
• the female age standardised rate, which was lower than the male rate, has decreased slightly since 

the late 1980s; 
• there was a total of 663 hospital admissions due to poisoning by volatile substance abuse; 
• of which 468 (70.6%) were males and 195 (29.4%) were females; and 
• these admissions accounted for 4.2% of the total of 15,891 inpatient admissions to hospitals due to 

poisoning caused by drugs (other than alcohol) in WA. 
 
Inpatient stays at psychiatric hospitals (1981-1992) 
• there was a total of 952 bed-days from inpatient stays in psychiatric hospitals; 
• the treatment of volatile substance dependent patients amounted to only 3.1% of the total of 30,544 

bed-days attributable to mental disorders caused by drugs other than alcohol; 
• there was a mean duration of 5.1 bed-days per stay; 
• there was an increase in the number of admissions over the period, with peaks recorded in 1986 and 

1992. 
 
Mortality (1982-1993) 
• there were 24 deaths, 23 (95.8%) of which involved males;  
• the number of deaths per year peaked in 1986-1987 and in 1990-1992; and 
• only 1 death has been recorded since 1991. 
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2. THE COSTS OF DRUG ABUSE 
 

2.1 WHAT DOES DRUG ABUSE COST THE COMMUNITY? 
 

2.1.1 AUSTRALIAN DATA 
 
A study undertaken for the NCADA by Collins and Lapsley estimated that in 1988 the total economic 
cost of drug abuse in Australia was at least $14,390 million; 42% of this being attributable to alcohol, 
47% to tobacco, and 11% to illicit drugs.3 The study has been criticised, but is cited here as the most 
comprehensive report on the issue. 
 
The Collins and Lapsley study notes that a large proportion of the burden imposed by drug abuse 
cannot be readily measured as it consists of intangible costs which cannot be accurately quantified as 
they include the abuser’s own suffering, the suffering caused to relatives and others, and the costs 
effectively borne by others as a result of the deaths of these abusers.4 
 
Collins and Lapsley estimated in Australia in 1988 of the total cost of $14,390 million, $5,181.2 
million (36%) consisted of tangible costs and $9,209.2 million (64%) consisted of intangible costs. For 
some drugs, such as tobacco, intangible costs were considerably higher when compared to the illicit 
drugs - 
 
1) alcohol abuse cost $6,027.5 million, of which $3,245.4 million (53.8%) was due to tangible costs 

and $2,982.1 million (46.2%) was due to intangible costs (Table 2.1); 
  
2) tobacco use cost $6,841.5 million, of which $813.2 million (11.9%) was due to tangible costs and 

$6,028.3 million (88.1%) was due to intangible costs (Table 2.2); and 
  
3) illicit drug use cost $1,441.1 million, of which $1,042.4 million (72.3%) was due to tangible costs 

and $398.8 million (27.7%) was due to intangible costs (Table 2.3). 
 
An overall breakdown of the costs of all forms of drug abuse by Collins and Lapsley indicated that 
36% of the total cost of drug abuse was tangible and 64% was intangible (Table 2.4). 
 
 
Table 2.1 Costs of alcohol use in Australia, 1988 
 

 $ million % 
Tangible costs 3,245.3 53.8 

Intangible costs 2,782.2 46.2 

All costs 6,027.4 100.0 
 
Source: Collins DJ, Lapsley HM. Estimating the economic costs of drug abuse in Australia, p 83. 
 
 

                                                           
3 Collins DJ, Lapsley HM. Estimating the economic costs of drug abuse in Australia. Canberra, 
Australian Government Publishing Service, 1991. 
4 Ibid 47. 
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Table 2.2 Costs of tobacco use in Australia, 1988 
 

 $ million % 
Tangible costs 813.2 11.9 

Intangible costs 6,028.3 88.1 

All costs 6,841.5 100.0 
 
Source: Collins DJ, Lapsley HM. Estimating the economic costs of drug abuse in Australia, p 85. 
 
 
Table 2.3 Costs of illicit drug use in Australia, 1988 
 

 $ million % 
Tangible costs 1,042.4 72.3 

Intangible costs 398.8 27.7 

All costs 1,441.1 100.0 
 
Source: Collins DJ, Lapsley HM. Estimating the economic costs of drug abuse in Australia, p 87. 
 
 
Table 2.4 Costs of all drug use in Australia, 1988 
 

 $ million % 
Tangible costs 5,181.2 36.0 

Intangible costs 9,209.2 64.0 

All costs 14,390.3 100.0 
 
Source: Collins DJ, Lapsley HM. Estimating the economic costs of drug abuse in Australia, p 87. 
 
 
A recent report by the Alcohol and other Drugs Council of Australia (ADCA) estimated that there was 
a total expenditure of $157,667,882 on D&A programs in Australia in the year 1993/94 (Table 2.5).5 
On a per capita basis, the estimated expenditure on D&A programs in the various jurisdictions was -  
 
• the Northern Territory spent $55.90 per capita (through the use of an alcohol levy to support its 

Living With Alcohol Program);  
• the Australian Capital Territory spent just under $9 per capita; 
• four States (South Australia, New South Wales, Tasmania and Western Australia) spent in the 

range of $7 to $8 per capita; and 
• two States (Victoria and Queensland) spent in the range of $4 to $5 per capita. 
 
 

                                                           
5 Crosbie D, Quinlan F, Richards R. Drugs, money and governments. Canberra, Alcohol and other 
Drugs Council of Australia, 1995. 
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Table 2.5  Expenditure on drug and alcohol programs through health 
departments in Australia, 1993/94 

 
Jurisdiction D&A funding ($) D&A funding per capita ($) 

Northern Territory 9,481,000 55.90 
Australian Capital Territory 2,608,624 8.73 
South Australia 11,611,001 7.94 
New South Wales 46,999,257 7.83 
Tasmania 3,323,000 7.05 
Western Australia 11,497,000 6.86 
Victoria 22,079,000 4.94 
Queensland 13,712,000 4.40 
Commonwealth 36,357,000 2.06 

All jurisdictions 157,667,882 8.93 
 
Source: Crosbie D, Quinlan F, Richards R. Drugs, money and governments. Canberra, ADCA, 1995, p. 6. 
 
 
 

2.1.2 WESTERN AUSTRALIAN DATA 
 
If the Collins and Lapsley 1988 Australian analysis is adjusted to 1993 CPI values and on a per capita 
basis, it is estimated that in 1993 the total tangible cost of drug abuse in WA was $491.1 million (Table 
2.6). 
 
 
Table 2.6 Estimated tangible economic costs of drug abuse 

Australia and Western Australia, 1993 
 

 Australia  
($ million) 

WA 
($ million) 

 1988 1993 1993 

Health care    

medical 260.9 318.0 24.7 

hospitalisation 724.0 882.6 68.6 

nursing homes 235.5 287.1 22.3 

ambulance services na na na 

Total health care 1,220.4 1,487.7 115.7 

Accidents 212.2 258.7 20.1 

Law enforcement 258.0 314.5 24.5 

Abuse campaigns & research 80.3 97.9 7.6 

Welfare na na na 

Net production loss -470.7 -573.8 -44.6 

Consumption benefits 3,880.9 4,730.8 367.8 

Total tangible costs 5,181.1 6,315.8 491.1 
 
 Source: Collins and Lapsley (1991) p. 89. 
 Note: na = not available. 
 
 

2.2 DRUG-RELATED EXPENDITURE IN WA 1993/94 
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2.2.1 OVERVIEW 
 
The Task Force sought to quantify how much we spend as a community on activities that deal with 
problems caused by drug abuse. 
 
In presenting the results of our analysis we emphasise that some costs cannot be fully quantified as 
they involve the intangible consequences of drug abuse borne by individuals, households, local 
communities, businesses and government.  
 
We are also mindful that we could not properly measure the full cost of drug abuse in relation to 
premature mortality, as it is not possible to place a value on the loss of life nor the distress experienced 
by family members and other members of the community.  
 
We concur with the observation made in the Collins and Lapsley study that while intangible costs may 
not be readily determined, the incompleteness of such information “should not conceal the importance 
of these costs nor should it be taken to indicate that political decision-making processes should ignore 
these costs.”6 
 
To quantify the economic cost in this State, within the available time and resources, we restricted our 
analysis to an estimation of the tangible net cost arising from all past and present drug abuse in the year 
ended 30 June 1994. We were guided in this undertaking by the comprehensive nature of the approach 
taken by Collins and Lapsley. 
 
Collins and Lapsley regard drug abuse as occurring when use of a substance adversely affects the 
health of the user, that is, when the relevant aetiologic fraction is greater than zero.7 “In economic 
terms this means drug abuse exists when drug use involves a net social cost additional to the resource 
costs of the provision of that drug. Abuse occurs if the community (including the drug user) incurs a 
net costs as a result of the drug use. Any use of illicit drugs is deemed to be abuse since if use is illegal 
it is clearly considered by society to be abuse.”8 
 
In this analysis we sought to only identify those costs that involved expenditure by government, as 
follows - 
 
1) health care costs (inpatient hospitalisation); 
2) law enforcement costs (police, courts, customs and prisons); 
3) activities undertaken by government departments, local government organisations, community-

based health and welfare organisations that are indirectly concerned with or attributable to drug 
abuse; and 

4) explicitly funded drug and alcohol (D&A) activities provided by departments and organisations that 
involve support services, preventive programs, public health campaigns, research etc. 

 
The Task Force took a multi-level approach to determine expenditure on drug-related problems in this 
State. This involved - 
 
1) a review of data contained in available reports from departments and non-government organisations 

(NGOs); 
2) mounting a survey of drug-related expenditure undertaken by a large number of community-based 

health and welfare organisations likely to have dealt with people or groups with problems 
stemming directly or indirectly from their own or someone else’s use of licit or illicit drugs; 

3) surveying all statutory organisations on whether they were involved in activities concerned with 
any aspect of drug-related problems; 

                                                           
6 Collins DJ, Lapsley HM. Estimating the economic costs of drug abuse in Australia. Canberra, 
Australian Government Publishing Service, 1991, 60. 
7 The reference set of aetiologic fractions is contained in English DR, Holman CDJ et al. The 
quantification of drug caused morbidity and mortality in Australia 1995. Canberra, Australian 
Government Publishing Service, 1995. 
8 Collins DJ, Lapsley HM. Estimating the economic costs of drug abuse in Australia. Canberra, 
Australian Government Publishing Service, 1991, 49. 
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4) a survey of the extent to which statutory organisations operated employee assistance programs 
(EAPs); 

5) undertaking small-scale collaborative research projects concerned with high priority areas or of 
new programs where there was a limited amount of information; 

6) requesting specific information from Federal agencies with identified key roles; and 
7) identifying some of the relevant research and literature concerned with measuring drug-related 

problems. 
 
The major objectives of the expenditure survey, in relation to the year ended 30 June 1994, were to - 
 
1) quantify the total amount of drug-related expenditure (ie aggregated recurrent and capital 

expenditure) undertaken by departments and NGOs; and 
2) identify the sources of funding of this expenditure. 
 
While the information sought from respondents was in relation to the financial year ended 30 June 
1994 it was not always possible to obtain data for this period. 
 
• There were limited data in relation to Aboriginal programs as prior to the formation of the 

Aboriginal Affairs Department (AAD) in February 1995 responsibility had been distributed across 
a number of separate organisations. 

  
• The Health Department of WA (HDWA) was reorganised in 1994 with the creation of the State 

Health Purchasing Authority (SHPA) and the Government Health Bureau (GHB), and the 
formation of local health services under regional health authorities (HAs). 

  
• From 1 July 1994 the Alcohol and Drug Authority (ADA) was reorganised as a provider of 

specialist D&A treatment and educational programs, with its role as a funder of drug and alcohol 
(D&A) programs being transferred to the SHPA. 

 
As a consequence, data obtained by the Task Force’s survey of expenditure by Aboriginal 
organisations may be incomplete. In relation to the HDWA the Task Force sought information about 
drug-related activities undertaken by health services in each of the seven HAs, as if they were 
operational in the period 1993/94. As the ADA operated as both a funder and provider in the study 
period, the organisational cost structure was not able to be readily identified. Additional data for the 
year ended 1994/95 is included to clarify the variations in the ADA’s cost structure that resulted from 
the movement of some personnel to the Health Department of WA. 
 

2.2.2 DRUG-RELATED EXPENDITURE BY ORGANISATIONS AND DEPARTMENTS 
 
2.2.2.1 Overview of survey 
 
A questionnaire was mailed to 631 organisations and departments as follows -  
 
statutory organisations  117 
local organisations 153 
designated drug and alcohol organisations 18 
Aboriginal service organisations 18 
Aboriginal legal service organisations 13 
Aboriginal medical organisations 9 
churches 34 
charitable organisations 10 
non-government welfare organisations 183 
youth service organisations 56 
major teaching hospitals 4 
universities 4 
 
Respondents were asked to provide information about - 
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1) capital and recurrent expenditure on all activities; 
2) capital and recurrent expenditure on drug-related activities; 
3) drug-related expenditure broken down by type of activity (direct client services for residential and 

non-residential programs, and other activities); 
4) involvement in earmarked drug-related activities; 
5) the composition of their workforce (voluntary, part-time and full-time employees); and 
6) comments and views in relation to funding of drug-related activities. 
 
While the highest response rates were obtained from statutory organisations, there was a tendency for 
most respondents outside the recognised D&A sector not to report activities that may have been 
directly or indirectly concerned with any aspect of drug-related problems.  
 
A number of sectors, however, reported very high levels of drug-related problems as underlying causes 
of the social, financial or psychological problems being dealt with by them. For instance, women’s 
refuges reported that 70% or more of the populations that used their service came from situations 
where substance abuse by a woman, her partner, or both was a key factor. 
 
Unfortunately, relatively few youth organisations surveyed submitted written returns, although from 
discussions with individuals working in the sector, there was consensus that substance abuse was 
frequent among young people using services in this sector. As many workers in the sector were 
employed on a part-time basis this was also an impediment to participation in the survey. 
 
In a number of instances organisations had undertaken careful analyses either prior to the Task Force, 
or as a consequence of the expenditure survey, on the extent of their involvement in drug-related 
activities. This information was considered to provide a sufficient basis on which to estimate the 
proportion of drug-related expenditure for the whole sector in which the organisation operated. These 
sectors were - 
• women and children escaping violence; 
• neighbourhood centres; 
• youth services; and 
• HACC programs. 
 
Inevitably, some organisations were able only to provide partial responses. This is not surprising given 
that this is the first survey of its kind. Given the tight timelines, some agencies were either unable to 
respond fully or to access the relevant information in the time available. Some organisations may have 
underestimated expenditure, and some may have misunderstood aspects of the survey. 
 
In a first survey of this kind, there were also some difficulties in specific areas, for example, in 
estimating the proportion of drug-related expenditure incurred by law enforcement agencies. For 
example, at this stage it was not possible to obtain readily in the Police Department a detailed 
breakdown of costing by program area in relation to drug-related activities. There was, however, 
sufficient information available both from Police Department and in the literature from which to derive 
initial estimates. It should be emphasised that where we note that responses were limited, this does not 
imply criticism of the organisations involved. All organisations have to respond to many pressures and 
many surveys, and it is not possible for them all to respond in detail to a survey such as this. In 
summary: the survey of drug-related expenditure was the first of its kind in Western Australia. 
Responses were variable, possibly due in part to the novelty of the exercise, which meant that in some 
areas we were obliged to seek information from other sources and to make extrapolations. The 
information provided below cannot therefore be seen as fully accurate, but we believe that it shows the 
broad quantum of expenditure and provides a good starting point for further work. 
 
The Task Force is grateful to the many organisations within and outside government that took much 
time and effort to contribute either complete or partial responses to our surveys. 
 
While we believe that it is important to provide this information, we recognise that it cannot at this 
stage be complete. Implementation of our recommendations will entail further surveys which will 
ensure the provisions of a more complete and accurate picture. In the interim, we would welcome any 
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additional information from those whose activities may for any reason have been omitted or 
underestimated. 
 
2.2.2.2 Total expenditure by departments and organisations 
 
It was estimated on the basis of information provided that in the year 1993/94 a total of $239,784,778 
was spent by NGOs and departments on activities related to drug abuse in Western Australia (Table 
2.7).  
 
Given the range of factors that are understated in these calculations - eg the extent of problems that are 
an indirect result of drug abuse, the absence of returns and underestimates from youth and other 
agencies which have a substantial clientele with drug abuse problems, the difficulties of agencies 
accessing relevant data and a conservative estimate of the amount of police time involved with 
offences directly related to drug abuse - it is estimated that the true figure for 1995 is likely to be at 
least $300 million or 5% of the State’s budget. 
 
$217,431,088 (90.7%) of expenditure involved activities undertaken by government departments and 
bodies, with the remaining expenditure of $22,353,690 (9.3%) originating from expenditure 
undertaken by non-government organisations. A breakdown of NGO expenditure by designated D&A 
providers by source (ie government funding and other sources) is provided in a later section. 
 
Nearly 80% of total expenditure (Figure 2.1) involved two major areas -  
 
• $71,727,594 (29.9%) through inpatient hospital stays, and  
• $116,549,440 (48.6%) through justice and law enforcement activities. 
 
The remaining expenditure involved - 
 
• $11,863,003 (5.0%) through programs undertaken by NGOs that were designated D&A service 

programs; 
• $5,071,517 (2.1%) through activities undertaken by NGOs that operated as providers of community 

(ie welfare) services, but were not designated D&A service programs; 
• $5,419,170 (2.3%) through activities undertaken by NGOs that operated as community-based 

providers of health services; 
• $1,400,919 (0.6%) as activities undertaken by local government authorities; 
• $8,564,114 (3.6%) through the Department for Community Development;9 
• $9,427,144 (3.9%) through the Alcohol and Drug Authority; 
• $3,727,253 (1.6%) as activities undertaken by regional and community services provided by the 

Health Department of WA; 
• $417,206 as activities undertaken by other government departments; and 
• $5,617,418 through programs undertaken by universities based in this State. 
 

                                                           
9 As from 1 July 1995 Department for Community Development changed its name to Department for 
Family & Children’s Services. 
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Figure 2.1 Estimated total (%) drug-related expenditure 
all organisations and departments 
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Table 2.7 Estimated drug-related expenditure 

by broad groupings of departments and organisations 
 
 

Departmental/organisational group $ % 

NGOs   
Designated D&A NGOs 11,863,003 5.0 
Non-designated D&A NGOs 5,071,517 2.1 
Community health services 5,419,170 2.3 

Sub-total NGOs 22,353,690 9.3 

Government   
Justice and law enforcement 116,549,440 48.6 
Local government 1,400,919 0.6 
Department for Community Development 8,564,114  3.6 
Alcohol & Drug Authority  
(excludes funded NGO programs) 

9,427,144  3.9 

Health Department of WA  
(community & regional services) 

3,727,253  1.6 

Health Department of WA  
(hospital inpatient stays) 

71,727,594 29.9 

Other government departments 417,206 0.1 
Universities 5,617,418 2.3 

Sub-total government 217,431,088 90.7 

Total $239,784,778 100.0 
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2.2.2.3 Expenditure by NGOs that were designated providers of D&A 
services 

 
A total of $11,863,003 was estimated to have been spent in the year 1993/94 by NGOs that operated as 
designated D&A service providers (Table 2.8). 
 
Eighty per cent of this expenditure involved two major areas - 
  
• $7,156,541 (60.4%) spent by organisations identified as primarily providing treatment or support 

services; and  
• $2,374,633 (20.0%) spent on sobering-up shelters (Table 2.8; Figure 2.2). 
 
Much lower proportions of expenditure were estimated to have been incurred by NGOs identified as 
providing services in other broad areas - 
 
• advocacy/representation (2.8%); 
• life education (3.6%); 
• smoking cessation (1.5%); 
• workplace-based programs (2.1%); 
• Aboriginal programs (excluding sobering-up shelters) (9.5%); and 
• for populations of at-risk young people (0.1%). 
 
 
Figure 2.2 Estimated total (%) drug-related expenditure 

designated NGO providers of D&A services  
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Table 2.8 Estimated drug-related expenditure by major area 
designated NGO providers of D&A services 

 
 $ % 

Advocacy/representation 335,657  2.8 
Life education 432,635  3.6 
Smoking cessation 172,800  1.5 
Workplace based 245,509  2.1 
Treatment/support 7,156,541  60.4 
Aboriginal  (excluding sobering up) 1,128,901  9.5 
Sobering-up shelters 2,374,633  20.0 
Youth 11,128  0.1 

Total $11,863,003 100.0 

 
 
As not all designated D&A NGOs provided returns about their expenditure, it was necessary to use 
published details of grants provided by the ADA, the Lotteries Commission, the Ministry of Justice, 
ATSIC and other departments.  Some significant information will inevitably have been omitted, but 
this at least provides a starting point from which further work can develop. 
 
It is believed that a number of the NGOs would have obtained additional funding from other sources, 
donations and through client fees; however, as very limited information is available as to income from 
other sources, it has not been possible to disaggregate the expenditure recorded as other source of 
funding (Table 2.9). 
 
It was not possible to obtain a detailed breakdown of activities undertaken by each agency, as NGOs 
often provided a mix of services within their organisation as a whole. This meant we were unable to 
obtain a detailed understanding of the expenditure by NGOs according to the range of services they 
provided, such as counselling, community education, HIV services, etc. 
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Table 2.9 Estimated expenditure by provider 
designated NGO providers of D&A services 

 
Name of provider Source of funding ($) Total % 

 ADA Other govt % govt Other   
Advocacy/representation        
Alcohol Advisory Council of WA Inc 41,459 58,000 Healthway  30,541 130,000   
ACOSH nil 122,000 LC  38,000 160,000  
WANADA 45,657 NK  NK 45,657   
Sub-total advocacy/representation 87,116  180,000  3.9 68,541  335,657  2.8 

Life education       
Life Education WA nil 30,000 HSPB  168,256 198,256   
Pilbara-Kimberley Life Education nil NK  98,379  98,379   
Midwest Life Education nil NK  136,000  136,000   
Sub-total life education $0  30,000  0.4 402,635  432,635  3.6 

Smoking cessation       
Seventh Day Adventist Church nil nil  172,800  172,800   
Sub-total smoking cessation $0  $0  0.0 172,800  172,800  1.5 

Workplace-based       
INDRAD (WAADDIC) 245,509 NK  NK 245,509   
Sub-total workplace based 245,509  0  3.6 0  245,509  2.1 

Treatment/support       
ACRAH 34,686 NK  NK 34,686   
ARRF of Mandurah 29,941 NK  NK 29,941   
Cyrenian House 390,750 150,000 LC  150,776 691,526   
De Paul Centre (Daughters of Charity)  70,511 NK  NK 70,511   
Palmerston (DRRA) 419,080 9,900 MoJ  339,732 768,712  
Eastern Goldfields Halfway House 23,389 NK  17,031 40,420   
Hepatitis C support group nil 36,329 Healthway  nil 36,329   
Holyoake Institute 655,594 108,551 MoJ, LC  445,511 1,204,457  
Perth City Mission (Yirra) 148,691 153,000 MoJ, LC  110,007 411,698  
Perth City Mission (other programs) nil NK  NK 479,401  
Rosella Halfway House 38,417 10,785 LC  NK 49,202  
Harry Hunter Rehabilitation Centre (Salvation Army) 424,424 NK  1,022,711 1,447,135   
Salvation Army community housing nil NK  NK 67,175   
Serenity Lodge 198,729 138,590 LC  247,576 584,895   
St Bartholomew's House 34,636 NK  610,382  645,018  
St Patrick’s Care Centre 41,559 NK  372,639 414,198  
Teen Challenge nil 15,600 MoJ  NK 15,600  
Wesley Central Mission (Hearth) 73,495 NK  NK 73,495   
Women for Women with Dependencies 92,142 NK  NK 92,142   
Sub-total treatment/support 2,676,044  622,755 48.2 3,862,941  7,156,541  60.4 

Aboriginal NGOs (excluding sobering up)       
East Pilbara Shire Council (Newman) 32,882 NK  NK 32,882   
Karla Aboriginal Corporation (Collie) 37,931 NK  NK 37,931   
Mawarnkarra (Roebourne) 28,076 110,250 ATSIC  NK 138,326  
Aboriginal Music Corporation 500 NK  NK 500   
Bunbury Nyungar Womens lnt. 1,000 NK  NK 1,000   
CPM Dilgea - Translation Service 644 NK  NK 644   
Garnduwa Amboorny Wirnan 25,000 NK  NK 25,000   
lrrunjtju Community 1,000 NK  NK 1,000   
Kiwirrkurra Community/Ngaanyatjarri Council 15,000 NK  NK 15,000   
Southern Aboriginal Corporation 1,062 NK  NK 1,062   
Derby Horse Patrol 300 NK  NK 300   
Milliya Rumurra (Broome) 38,286 498,172 ATSIC  NK 536,458  
Nindila Advisory Committee 216 NK  NK 216   
Noongar Alcohol & Substance Abuse Services 134,773 203,809 MoJ, ATSIC  NK 338,582  
Sub-total Aboriginal  (excluding sobering up) 316,670  812,231  16.5 0  1,128,901  9.5 

Sobering-up shelters       
Fitzroy Crossing 545,072  NK  NK 545,072   
Halls Creek 246,075  NK  NK 246,075   
Hedland 273,821  NK  NK 273,821   
Kalgoorlie 237,944  NK  NK 237,944   
Kununurra (Waringarri) 84,643  NK  NK 84,643   
Perth (Salvation Army) 161,751 NK  524,227 685,978   
Roebourne 161,000  140,100 ATSIC  NK 301,100  
Sub-total sobering-up shelters 1,710,306  140,100  27.1 524,227  2,374,633  20.0 

Youth       
Drug-Arm WA 2,000 NK  NK 2,000   
Ethnic Community Council 2,000 NK  NK 2,000   
Khmer Association 928 NK  NK 928   
Rockingham Youth Services Development Association  2,000 NK  NK 2,000   
Whitford Youth Information Centre Inc 1,000 NK  NK 1,000   
Youth Sector Training Council of WA 3,200 NK  NK 3,200   
Sub-total youth $11,128  $0  0.2 0  11,128  0.1 

Total all programs 5,046,773  1,785,086 100.0 5,031,144  11,863,003 100.0 
LC = Lotteries Commission; HSPB = Health Services Promotion Branch; MoJ = Ministry of Justice 
Note: This table should be read in conjunction with the caveats set out in the text. It does not describe the total expenditure of all the relevant agencies, but 
their expenditure on the basis of income from the sources described. 
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This problem is an understandable result of current funding arrangements, where organisations may be 
funded on a block basis, rather than according to particular types of specific services to be provided. It 
would clearly be preferable from this perspective if organisations maintained a breakdown of their 
activities by identified services, to enable evaluation of cost and performance on a service basis. 
 
2.2.2.4 Expenditure by NGOs that were not designated providers of D&A 

services 
 
It was estimated that a total of $5,071,517 was spent on drug-related activities by organisations who 
were not in the group of recognised providers of D&A programs in the year 1993/94 (Table 2.10; 
Figure 2.3). 
 
Estimates were made as to the proportion of drug-related expenditure in a number of broad services 
from information provided by a number of respondents. 
 
Women and children escaping domestic violence 
A factor of 0.85 was applied to the total of $4,966,313 provided as funding to the 26 refuges under the 
DCD administered joint State/Commonwealth Supported Assistance Accommodation Program 
(SAAP) in 1993/94, as being drug-related expenditure. 
 
Neighbourhood centres 
A factor of 0.30 was applied to the total of $766,388 provided to nine neighbourhood centres that were 
funded by the DCD in 1993/94. 
 
Youth services 
A factor of 0.20 was applied to the total of $1,900,651 provided to 25 NGO youth organisations that 
were funded by the DCD in the year 1993/94. 
 
 
Figure 2.3 Estimated drug-related expenditure 
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Table 2.10 Estimated drug-related expenditure 
non-designated NGO providers of D&A services 

 

NGOs (broad services)  
Women and children escaping violence $4,221,366 83.2% 
Neighbourhood centres $299,916 5.9% 
Youth services $380,310 7.5% 

Sub-total NGOs (broad services) $4,901,592 96.6% 

NGOs (specific agencies)  
Wanslea $105,369 2.1% 
Restoration Inc $10,000 0.2% 
Citizen Advice Bureau $15,156 0.3% 

Sub-total other non-designated D&A NGOs $130,525 2.6% 

Charities  
Lions Drug Awareness Foundation $24,000 0.5% 
Lions International $15,400 0.3% 

Sub-total charities $39,400 0.8% 

Total $5,071,517 100.0% 

 
 
2.2.2.5 Expenditure by NGO providers of community health services 
 
A total of $5,419,170 was estimated to have been spent on drug-related activities in the year 1993/94 
by NGOs that provided a broad range of community-based health services (Table 2.11; Figure 2.4,).  
 
The greatest amount of expenditure involved the Royal Flying Doctor Service (RFDS), which 
estimated that 4.5% (ie $1,350,000) of its total budget was spent in relation to transporting patients 
with medical and health problems stemming from substance abuse. It was noted that some of this 
expenditure involved air travel of sick and malnourished babies and young children, who had come 
from families where their parents had used their financial resources to purchase alcohol. 
 
The St John Ambulance estimated that 2.14% (ie $811,060) of its total budget was spent through 
providing a transport service in the metropolitan area to take people to hospital with medical problems 
attributable to substance abuse. 
 
In 1993/94 a total of $7,802,110 was provided through the joint State/Commonwealth Home and 
Community Care (HACC) program to a large number of organisations in this State. A diverse range of 
programs may be funded under HACC guidelines. We were impressed with information provided by a 
number of respondents that HACC programs played a significant role in providing care for populations 
who suffered from the effects of substance abuse.  
 
These consequences often involved alcohol abuse, with attendant reduced mental and physical harm 
accruing from long-term abuse, necessitating support services for affected individuals and their 
families. A factor of 0.15 was applied to the aggregate funding of HACC programs in five country 
Health Department of WA regions, with a factor of 0.60 applied in respect of the aggregate HACC 
funding in the Pilbara and Kimberley health regions.10 This approach was not adopted in relation to the 
Perth metropolitan area HACC programs as we did not receive similar information from respondents in 
the city. 
 

                                                           
10 These health regions were amalgamated with the FOPP reforms introduced on 1 July 1994 by the 
Health Department of WA. 
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A surprising finding was the extent of drug-related expenditure by reported by two community-based 
health organisations (Anglican Homes and Homes of Peace), where respondents identified that a 
proportion of the resident population in facilities run by these organisations were suffering long-term 
problems (eg dementias, organic brain syndromes, etc) related to alcohol abuse. One of the 
organisations had undertaken a systematic survey in 1994 which had found that at least 2.5% of its 
residents had alcohol-related dementia behaviours. The Alzheimer’s Association reported that 5% of 
its client population had similar behavioural problems stemming from a history of chronic alcohol 
abuse. 
 
 
Figure 2.4 Estimated drug-related expenditure 
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Table 2.11 Estimated drug-related expenditure 
NGO providers of community health services 

 

Emergency health services  

Royal Flying Doctor Service $1,350,000 24.9% 
St John Ambulance $811,060 15.% 

Sub-total emergency health $2,161,060 39.9% 

HACC programs  
Central Wheatbelt $154,112 2.8% 
Mid-West Gascoyne $131,471 2.4% 
Goldfields $129,833 2.4% 
Great Southern $215,516 4.0% 
Kimberley $530,784 9.8% 
Pilbara $508,812 9.4% 
South West $279,488 5.2% 

Sub-total HACC $1,950,014 36.0% 

Other community health services  

National Heart Foundation $70,812 1.3% 
GROW $14,771 0.3% 
Silver Chain $2,912 0.1% 
Anglican Homes $511,038 9.4% 
Alzheimer's Association $67,089 1.2% 
Homes of Peace $641,475 11.8% 

Sub-total other health $1,308,096 24.1% 

Total $5,419,170 100.0% 
 
 
2.2.2.6 Law enforcement and justice expenditure 
 
It is clear from the survey of drug-related expenditure, which included expenditure incurred by the 
Western Australian police force, that drug abuse has a profound impact across a number of areas of 
police operations.  
 
It is to be noted that of the total 1993/94 Police Department budget of $262,362,000, that only 
$2,556,188 (1.0%) was earmarked specifically as drug-related expenditure, in relation to the operation 
of the Drug Squad.  
 
Clearly a much greater amount of drug-related work is undertaken out by police officers as part of their 
day-to-day work. As both general and regional police operational groups are also regularly involved in 
dealing with illicit drug-related crime, Drug Squad expenditure significantly under-enumerates 
expenditure for law enforcement activities in relation to illicit drugs. 
  
Licit drug-related expenditure 
 
We had some difficulty estimating the extent to which alcohol11 abuse contributes to law enforcement 
costs - a problem that has occurred in other analyses.12 Police respondents suggest that alcohol may be 

                                                           
11 Analysis of abuse related to other licit drugs has not been included, as this is included under Health 
Department of WA expenditure. 
12 For instance, Collins and Lapsley study only estimated law enforcement costs in respect of motor 
vehicle accidents. 
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responsible for up to 70% of crime in some particular types of offences (eg assaults), particularly in 
some regional areas.  
 
We were able to identify earmarked funding received by the Police Department in the year 1993/94, of 
$1,526,668 for the Traffic Board Road Trauma Trust Fund, to undertake road safety campaigns, and a 
further $130,777 for the Road Safety Trust, as a Federal Office of Road Safety (FORS) grant.13  
 
On the basis of various views and precedents, we followed the approach of estimating that alcohol-
caused crime was responsible for 30%, 25% and 30% of expenditure, respectively, in the sub-programs 
of police general duties (ie $32,629,800), crime (ie $12,281,500) and traffic (ie $7,864,800). By this 
methodology we estimated that alcohol-caused crime was responsible for $52,776,100 (20.1%) of the 
Western Australian Police Department’s total expenditure in the year 1993/94 (Table 2.12).  
 
We applied the factor of 0.25 to estimate law enforcement expenditure attributable to alcohol abuse 
incurred through the management (ie custodial and community-based corrections) of adult and juvenile 
offenders. In the year 1993/94 the Ministry of Justice spend a total of $102,039,339 in the management 
of adult offenders, and a total of $22,251,113 in the management of juvenile offenders, of which 
alcohol abuse was estimated to have been responsible for expenditure of $20,407,866 and $5,562,778, 
respectively. 14  
 
We did not estimate alcohol-related expenditure in relation to the courts, as there was less certainty 
about the impact of alcohol in relation to this area. (For instance, as many of the motorists charged with 
driving with a blood alcohol level above 0.08 may plead guilty, this offence may have a much smaller 
impact on the courts, compared to offenders charged with indictable offences such as armed robberies 
or drug importation that involve illicit drug abuse.) 
 
The total estimated alcohol-related expenditure of $25,970,644 incurred by the Ministry of Justice is 
10.9% of the Ministry’s total expenditure of $237,811,76 in the year 1993/94. 
 
 
Table 2.12  Estimated licit drug-related law enforcement expenditure 
 

Sub-program All expenditure 
($) 

Alcohol-related 
($) 

WA police 
Police general duties 108,766,000  32,629,800 
Crime 49,126,000  12,281,500 
Traffic 26,216,000  7,864,800 
Operational services 48,867,000  nil 
Corporate services 25,849,000  nil 
Emergency management 3,538,000  nil 

Sub-total WA police 262,362,000  52,776,100 

Federal police   

Western region 1,490,631  nil 

Total all police 263,852,631 52,776,100 

 
 
Illicit drug-related expenditure 
 

                                                           
13 This funding mechanism is supported through the Photographic Infringement Notice collections 
from the Ministry of Justice, for expenditure on road safety promotion and projects Road Traffic Act s 
12A(3). 
14 Ministry of Justice. Annual report 1993-1994. p 111. 
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We relied on the 1987-88 Australian national econometric analysis undertaken by Dr Robert Marks15 
in respect to illicit drugs, with CPI adjusted to 1993/94 values and Western Australia’s population16.  
 
As this methodology appeared to exclude community-based corrections, Ministry of Justice 
expenditure of $321,300 for non-prison drug-related programs, from data provided by them in 
response to the Task Force survey, has been included (Table 2.13). The Police Department provided an 
estimate of expenditure of $2,556,188 as the total expenditure incurred in the year 1993/94, in relation 
to the Drug Squad. This figure has been assumed to be captured by the application of the Marks 
methodology. 
 
The Federal Police estimated, at our request, that an expenditure of $1,490,63 was incurred by them in 
undertaking activities in their Western regional operational area (Table 2.13). As we used the 
econometric model developed by Dr Marks to calculate law enforcement expenditure, we have used 
the higher amount of $3,900,000 arrived at through this methodology which takes account of other 
factors and activities. 
 
A total of $37,802,696 was estimated to have been spent on illicit drug-related law enforcement 
activities in this state in the year 1993/94. Just under half of all this expenditure, $18,000,000, was 
estimated to have been incurred as the recurrent and capital cost of prisons, with $7,400,000 (19.6%) 
being incurred by the state police, $5,000,000 (13.2%) being attributable to court-related expenditure, 
and $3,900,000 (10.3%) being due to expenditure by the Federal Police (Table 2.14). 
 
All drug-related expenditure 
 
The Department of Minerals and Energy estimated that $518,000 of its budget involved drug-related 
expenditure in relation to chemical analyses of drug seizures, coronial inquires and related activities. 
The amount of $40,000 expenditure was reported as being incurred by the Police Department for 
cannabis analyses undertaken on its behalf by the Department of Conservation and Land Management 
(CALM). 
 
It is very likely the total expenditure of $23,396 reported by port authorities in relation to illicit drug 
activities, such as surveillance systems, is an underestimate, as other respondents reported undertaking 
similar activities without being to provide details of expenditure. 
 
It is to be noted that drug-related analyses undertaken by the State Health Laboratory Service 
(SHLS),17 which involved an expenditure of $248,246 on urinalysis testing of treatment populations 
has been included as an item of drug-related expenditure in the Department of Pharmacology sub-total 
of the University of WA expenditure.  
 
It is estimated that Federal law enforcement expenditure in this State amounted to $5,800,000, in 
relation to Customs, Federal police and National Crime Authority activities.  
 
The total expenditure of $60,176,100 estimated to have been incurred by the State police consisted of 
$7,400,000 (12.2%) in relation to illicit drugs, with the remaining expenditure of $52,776,100 (87.8%) 
related to crime and other problems caused by licit drug abuse. 
 
The Ministry of Justice was estimated to have incurred a total expenditure of $49,991,944 in the 
1993/94 year; of which $5,700,000 (11.4%) involved expenditure on courts, and $44,291,944 (88.6%) 
involved expenditure on prisons and community-based offender management programs. 
 
The total estimated expenditure of $49,991,944 by the Ministry of Justice involved expenditure of 
$25,970,644 (51.9%) on populations with offending caused by licit drug abuse, and $24,021,300 
(48.1%) on populations with offending caused by illicit drug abuse. 
                                                           
15 Marks RE. “The costs of Australian drug policy”. (1992) 22 Journal of Drug Issues 535. 
16 Applied a factor of 9.48% as Western Australia’s proportion of the Australian population at 30 June 
1994. Australian Bureau of Statistics. Estimated resident population by sex and age, states and 
territories of Australia. Catalogue No. 3201.0. 
17 Renamed the PathCentre in July 1995. 
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Table 2.13  Estimated illicit drug-related law enforcement expenditure 
 

Expenditure category National 1987-88 
($ million) 

WA 1993-94 
($) 

Marks methodology   
Federal police 33.6 3,900,000  
NCA 9.8 1,100,000 
Customs 6.9 800,000 
State police 64.3 7,400,000 
Prisons (recurrent) 113.3 13,100,000 
Prisons (capital) 42.3 4,900,000 
Courts (recurrent) 43.5 5,000,000 
Courts (legal aid) 5.9 700,000 

Sub-total 320.0 36,900,000 

Ministry of Justice   
Community corrections (juvenile)  34,000 
Community corrections (adult)  287,300 

Sub-total Ministry of Justice  321,300 

Total illicit law enforcement 319.6 37,221,300 
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Table 2.14 Estimated total licit and illicit drug-related law enforcement 
expenditure  

 
Department Drug-related ($) % 

Department of  Minerals & Energy   

Sobriety drugs 72,000  
Sobriety alcohol 60,000  
Illicit drugs 210,000  
Prison drug screening 96,000  
Coronial 80,000  

Sub-total Dept Minerals and Energy 518,000 0.4 

Port authorities   

Albany Port Authority 1,275  
Port Hedland Port Authority 22,121  

Sub-total port authorities 23,396 0.0 

Law enforcement agencies   

Illicit drugs   

Federal police/NCA 5,000,000 4.3 
Customs 800,000 0.7 
WA police 7,400,000 6.3 
Ministry of Justice (courts) 5,700,000 4.9 
Ministry of Justice (prisons) 18,000,000 15.4 
Ministry of Justice (community-based) 321,300 0.3 

Sub-total illicit 37,221,300 31.9 

Licit drugs   

WA police 52,776,100 45.3 
Ministry of Justice (prisons &  
community-based programs 

25,970,644 22.3 

Sub-total licit drugs 78,746,744 67.6 

Sub-total law enforcement 115,968,044 99.5 

Conservation  & Land Management   

Cannabis analysis 40,000  

Sub-total CALM 40,000 0.0 

Total law enforcement 116,549,440 100.0 

 
 
2.2.2.7 Local government authorities 
 
A total of $1,400,919 was estimated to have been spent by local government authorities (LGAs) in the 
year 1993/94. A breakdown by program area found that expenditure was incurred by LGAs according 
to three portfolio groupings -  
 
• welfare services 59.6% ($835,147); 
• health services 26.9% ($376,460); and  
• services in relation to law, order and public safety 13.5% ($189,313) (Table 2.15; Figure 2.5,). 
 
The Task Force was provided with very thorough analyses undertaken by a number of LGAs, who had 
carefully surveyed the proportion of time of employees dealing with consequences of drug abuse 
within their local authority. These activities were often related to alcohol abuse, for example, clean ups 
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of discarded alcohol containers in public places, attending to damage inflicted on public property by 
intoxicated people, etc. There was also a small involvement in activities in relation to illicit drugs, such 
as the  collection and removal of discarded needles and syringes, assistance in surveillance activities in 
relation to illicit drug dealing etc. 
 
A breakdown of total expenditure in three areas (welfare, health, and law, order and public safety) 
incurred by each of the State’s 138 LGAs was supplied to the Task Force from the Grants Commission, 
to which a factor of 0.02 was applied, as determined from survey data provided by respondents 
 
A number of metropolitan and country LGAs were also involved more directly in other types of 
activities concerned with activities to populations affected by drug-related problems, such as youth 
services and women’s refuges, through jointly funded programs with incorporated NGOs. This 
expenditure has been included as part of the sub-totals of expenditure by NGOs not designated D&A 
service providers. 
 
A small number of LGAs also reported purchasing and installing N&S disposal bins. As the funds for 
N&S disposal bins was provided by the HDWA, this expenditure is reflected within the HDWA 
regional and community services analysis (below), as it was not possible to disaggregate this data from 
within the Public Health Service component of the HDWA’s overall expenditure. 
 
From the survey it is apparent that many LGAs do not recognise that they indirectly undertake 
activities in relation to drug abuse. It is likely that LGAs operating in coastal areas, which are subject 
to large influxes of tourists on public holiday periods, would incur significant expenditure through 
clean ups as a consequence of damage and litter associated with alcohol abuse. LGAs in the North 
West and the Goldfields areas, can be expected to incur similar levels of expenditure as a consequence 
of the behaviour of people intoxicated in public places. 
 
An exception to the limited role by local government in dealing with problems stemming from drug 
abuse occurs in the City of Melville. This LGA has developed an impressive comprehensive whole-of-
community approach to drug-related problems, to the extent that it has attracted funding to mount 
community-based alcohol awareness and education campaigns, for instance, through displays in local 
shopping centres. Some other LGAs have also developed valuable initiatives in this area. 
 
 
Table 2.15 Estimated drug-related expenditure 

local government authorities 
 

Local government % 
Health $376,460 26.9 
Welfare $835,147 59.6 
Law, order and public safety $189,313 13.5 

Sub-total local government $1,400,919 100.0 
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Figure 2.5 Estimated (%) drug-related expenditure 
local government organisations 
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2.2.2.8 Expenditure by Department for Community Development 
 
The Task Force benefited substantially from the committed research effort undertaken by staff in 
Department for Community Development (DCD) regional offices, who mounted a state-wide survey of 
professional staff to determine the proportion of their caseload where clients had presented with drug 
or alcohol problems. The data from the survey of 35 field staff, based on a sample of 15% sample of 
the department’s total caseload in March 1995, found significant levels of problems directly or 
indirectly caused by drug abuse across five DCD program areas (Table 2.16). 
 
 
Table 2.16 Estimated proportion of clients with drug-related problems in 

caseloads in DCD programs 
 

Name of program DCD regional areas 

 metropolitan country 

 north south north eastern southern 

Family & individual support 47% 56% 40% 39% 43% 

Family crisis 47% 56% 40% 39% 43% 

Youth 47% 56% 40% 39% 43% 

Response to allegations of harm 46% 49% 50% 43% 37% 

Support & treatment services 46% 49% 50% 43% 37% 

 
 
In the year 1993/94 a total of $8,564,114 was estimated to have been drug-related expenditure by the 
DCD as part of the overall expenditure within two broad program areas, family and community 
support, and care and protection of children (Table 2.17).  
 
About 70% of the $8,564,114 expenditure involved the two metro regions, with $4,180,802 (48.8%) 
incurred by the north metro region, and $1,871,153 (21.8%) incurred by the south metro region (Table 
2.17). Similar amounts of drug-related expenditure occurred in each of the three country regions, with 
$945,360 (11.0%) occurring in the eastern country region, $789,955 (9.2%) occurring in the southern 
country region and the smallest amount, $776,844 (9.1%), occurring in the north country region. 
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Table 2.17 Estimated drug-related expenditure  
Department for Community Development 

 
Regions Drug-related recurrent % 

North metro   
Family & individual support $1,637,447   
Family crisis $1,680,358   
Youth $428,876   
Response to allegations of harm $219,275   
Support & treatment services $214,846   

Sub-total north metro $4,180,802  48.8 

South metro    
Family & individual support $1,019,756   
Family crisis $302,798   
Youth $136,580   
Response to allegations of harm $190,844   
Support & treatment services $221,175   

Sub-total south metro $1,871,153  21.8 

North country   
Family & individual support $309,390   
Family crisis $138,026   
Youth $132,499   
Response to allegations of harm $89,625   
Support & treatment services $107,304   

Sub-total north country $776,844  9.1 

Eastern country   
Family & individual support $494,103   
Family crisis $151,899   
Youth $132,596   
Response to allegations of harm $92,747   
Support & treatment services $74,015   

Sub-total eastern country $945,360  11.0 

Southern country   
Family & individual support $276,841   
Family crisis $216,230   
Youth $154,125   
Response to allegations of harm $62,963   
Support & treatment services $79,796   

Sub-total southern country $789,955  9.2 

Total all regions $8,564,114  100.0 

 
 
The sub-programs within these two broad groupings were - 
 
 family and community support 
• family and individual support 
• family crisis 
• youth  
care and protection of children 
• response to allegations of harm 
• support and treatment services 
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Nearly three quarters of expenditure involved two program areas - $3,737,537 (43.6%) through the 
family and individual support program and $2,489,311 (29.1%) through the family crisis program. The 
remaining expenditure was spread over three program areas - $984,676 (11.5%) involved the youth 
program, $697,136 (8.1%) involved support and treatment services, and $655,454 (7.7%) involved 
responses to allegations of harm (Table 2.18; Figure 2.6). 
 
 
Table 2.18 Estimated drug-related expenditure 

DCD programs, whole state 
  

Program $ % 

Family & individual support 3,737,537 43.6 
Family crisis 2,489,311 29.1 
Youth 984,676 11.5 
Response to allegations of harm 655,454 7.7 
Support & treatment services 697,136 8.1 

Total all programs 8,564,114 100.0 

 
 
 
Figure 2.6 Estimated drug-related expenditure 

DCD programs, whole state 
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2.2.2.9 Expenditure by Alcohol and Drug Authority 
 
There was a total expenditure in the year 1993/94 by the ADA of $9,427,144 (Table 2.19; Figure 2.7). 
The $4,542,426 that the ADA distributed to NGOs under its non-government agency support program 
is included as part of the earlier analysis of designated NGO providers of D&A services against each 
individual organisation. 
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Table 2.19  ADA expenditure by program, 1993/94 
 
Sub-program Recurrent ($) Capital ($) Total ($) % 

Methadone program 1,267,736 1,267,736 13.4 

ADIS 218,912 218,912 2.3 

CDS 130,371 130,371 1.4 

CDU 1,980,018 1,980,018 21.0 

AIDS services 105,018 105,018 1.1 

Carrellis outpatients 327,995 327,995 3.5 

Solvent abuse 124,720 124,720 1.3 

Clinical education 897,792 897,792 9.5 

Research 311,686 311,686 3.3 

Clinical services & non-residential 350,394 350,394 3.7 

Corporate services 1,513,715 1,513,715 16.1 

Regional and community services   

Kimberley 195,394 407,450 602,844 6.4 

Pilbara 178,123 178,123 1.9 

Gascoyne-Murchison 124,291 124,291 1.3 

South West 91,950 91,950 1.0 

Great Southern 99,973 99,973 1.1 

Eastern Goldfields 124,291 147,646 271,937 2.9 

Central services north metro 254,082 254,082 2.7 

Central services south metro 575,587 575,587 6.1 

Sub-total regional and community services 1,643,691 555,096 2,198,787 23.3 

Total expenditure ADA (gross) 8,872,048 555,096 9,427,144 100.0 

 
Note: Excludes funding of  $5,046,773 of NGOs. 
 
 
Four areas were responsible for most of the ADA’s expenditure - 
 
• regional and community services $2,198,787 (23.3%); 
• central drug unit $1,980,018 (21.0%); 
• corporate services $1,513,715 (16.1%); and 
• methadone program $1,267,736 (13.4%). 
 
The transfer of responsibility for funding of the non-government agency support activity to the SHPA 
from 1 July 1994 resulted in the transfer of a number of key roles previously undertaken by the ADA. 
The effect of these changes is that it is estimated the ADA’s net budget in the year 1994/95 will have 
been reduced to $6,997,200, with a total of 158.9 FTEs (Table 2.20). 
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Table 2.20  ADA expenditure by program, 1994/95 
 
 
Sub-program FTEs Recurrent Capital Total  ADA 

programs 
(%) 

Methadone program 24.38 $1,259,500  $40,000  $1,299,500   14.9 

ADIS 7.89 $337,700   $337,700   3.9 

CDS 3.07 $145,900   $145,900   1.7 

CDU (detoxification program) 31.51 $1,635,100  $10,000  $1,645,100   18.8 

AIDS services 2.55 $221,600   $221,600   2.5 

Outpatient services 11.06 $488,200   $488,200   5.6 

Solvent abuse 1.76 $114,700   $114,700   1.3 

Clinical education 13.04 $931,000   $931,000   10.7 

Evaluation & monitoring 2.05 $188,400   $188,400   2.2 

Corporate services 26.10 $1,655,700  $25,000  $1,680,700   19.2 

Regional and community services       

Kimberley 2.29 $162,757   $162,757   1.9 

Pilbara 3.44 $229,859   $229,859   2.6 

Gascoyne-Murchison 2.29 $131,970   $131,970   1.5 

South West 2.29 $124,886   $124,886   1.4 

Great Southern 2.29 $128,164   $128,164   1.5 

Eastern Goldfields 3.44 $156,764   $156,764   1.8 

North metropolitan community services 6.40 $354,900   $354,900   4.1 

South metropolitan community services 8.09 $390,300   $390,300   4.5 

Sub-total regional & community services  $1,679,600  $1,679,600  19.2 

Total expenditure (gross) 158.94 $8,657,400  $75,000  $8,732,400   100.0 

Less revenue  ($1,735,200)  ($1,735,200)   

1993/94 rollovers    ($467,700)   

Sale of motor vehicles    ($97,000)   

Sundry income    ($45,000)   

Ministry of Justice (CDS)    $120,000   

NCADA grant    ($818,500)   

AIDS funding grant    ($167,000)   

Health promotion grant    ($20,000)   

Total expenditure (net)  $6,922,200  $75,000  $6,997,200    

 
Note: In year 1994/95-  
 nil expenditure on non-government agency support (transferred from 1 July 1994 to State Health 

Purchasing Authority); 
 expenditure under corporate services includes expenditure that cannot be directly attributed to specific 

clinical services. 
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Figure 2.7 ADA expenditure (%) by program 1993/94 
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2.2.2.10 Health Department of WA - regional and community services 
 
As it was not possible to obtain information about drug-related expenditure by each of the Health 
Department’s health services (HS), a brief separate survey was undertaken with the assistance of the 
Director of Statewide Purchasing, of each HS throughout the state as to - 
 
• total recurrent expenditure; 
• total recurrent capital expenditure; 
• total expenditure on earmarked D&A activities; and 
• details of any specific D&A services undertaken by the HS. 
 
In spite of this personalised follow-up survey, the exercise proved to be difficult, with the effect that nil 
expenditure information was received from a number of the health services (Swan HS, Mount Henry 
HS, West Kimberley HS, Rockingham/Kwinana HS, Bunbury HS, Central Great Southern HS, Upper 
Great Southern HS, Warren Blackwood HS, Avon HS, Central Wheatbelt HS, East Wheatbelt HS, 
Murchison HS, Western HS and Coastal and Wheatbelt HS).  
 
This relatively high rate of non responses is understandable given that these health services came into 
effect on 1 July 1994, and this data may have been difficult for these services to identify; no drug-
related expenditure may have been identified; and these health services face day-to-day pressures that 
make responding to surveys of this nature a difficult task at the best of times. However, this means 
there is a significant gap in our information about drug-related expenditure by departmental regional 
services, with the effect that we were unable to determine the full extent of a sector with significant 
involvements across the state. 
 
Amongst those HS who responded, some had gone to considerable effort to identify tangible 
expenditure, such as the purchase of FitPacks, and grants received to undertake health promotion 
activities in conjunction with Quit and Drinksafe.  
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Table 2.21  Estimated expenditure by HDWA - health services and HAs 
 

Health services Total recurrent & capital  expenditure Drug-related % 
East Metro Health Authority    
Royal Perth Hospital and RPH Rehab $224,128,800  $263,932   
Swan Health Service na  na  
Bentley Health Service $27,021,200  nil   
Inner City Health Service $500,000  $5,865   
Kalamunda Health Service $7,127,400  nil  
Mount Henry Health Service na na  

Sub-total East Metro $258,777,400  $269,797  7.2% 

North Metro Health Authority    
Sir Charles Gairdner Hospital $150,707,400  $125,910   
Psychiatric Services (Graylands) $34,722,400  nil  
Lower North Metropolitan Health Service $22,091,200  nil  
Wanneroo Health Service $13,619,400  nil  

Sub-total North Metro $221,140,400  $125,910  3.4% 

South Metro Health Authority    
Armadale/Kelmscott Health Service $10,605,100  $892   
Fremantle Hospital & Health Service $84,043,469  nil  
Rockingham/Kwinana Health Service na na  

Sub-total South Metro $94,648,569  $892  0.0% 

Central Health Authority    
Central Desert Health Service $150,000  nil  
Northern Goldfields Health Service $20,236,500  nil  
Public & Mental Health Services $34,290,000  $56,230   

Sub-total Central $54,676,500  $56,230  1.5% 

Northern Health Authority    
East Kimberley Health Service $8,055,100  nil  
East Pilbara Health Service $21,641,700  $27,700   
West Kimberley Health Service na na  
West Pilbara Health Service $12,530,920  nil  

Sub-total Northern $42,227,720  $27,700  0.7% 

Southern Health Authority    
Bunbury Health Service na na  
Central Great Southern Health Service na na  
Harvey Yarloop Health Services $1,342,100  nil  
Lower Great Southern Health Service $19,938,800  $25,920   
Peel Health Services $1,801,330  $8,320   
South East Coastal Health Service $6,087,800  nil  
Upper Great Southern Health Service na na  
Vasse-Leeuwin Health Service $8,613,600  $4,160   
Warren Blackwood Health Services na na  
Wellington Health Service $6,523,300  nil  

Sub-total Southern $44,306,930  $38,400  1.0% 

Western Health Authority    
Avon Health Service na na  
Central Wheatbelt Health Service na na  
Eastern Wheatbelt Health Service na na  
Gascoyne Health Service $1,977,285  $16,448   
Geraldton Health Service $15,149,620  $34,000   
Midwest Health Service $4,774,013  nil  
Murchison Health Service na na  
Western Health Service na na  
Coastal & Wheatbelt Public Health Unit na na  

Sub-total Western $21,900,918  $50,448  1.4% 

Statewide Purchasing    
Dental Services $17,319,300  nil  
Princess Margaret Hospital $63,533,400  $30,000   
King Edward Memorial Hospital for 
Women 

$51,183,000  $14,636  

Sub-total Statewide $132,035,700  $44,636 1.2% 

Public Health Service    
Disease Control na na  
Environmental Health $405,000  $200,000   
Health Promotion Services Branch na $2,913,550   

Sub-total Public Health Service $405,000  $3,113,550  83.5% 

TOTAL HDWA $870,119,137 $3,727,253 100.0% 
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A particularly helpful analysis was undertaken by the Lower Great Southern Health Service, which 
identified the proportion of time involved in drug-related activities by health education officer (HEO) 
positions, for example, 0.4 FTE by the Bunbury HEO, 0.2 FTE by the Mandurah HEO and 0.1 FTE by 
the Busselton HEO. It is quite likely that similar involvements were undertaken by HEOs in other 
health services throughout the state. 
 
A total of $3,727,253 was estimated to have been spent on drug-related activities by community and 
regional services by the HDWA (excluding costs for inpatient stays - see following section) (Table 
2.21). The greatest amount of drug-related expenditure was incurred by the Public Health Service 
(PHS), $3,113,550 (83.5%), with the east metropolitan HA ($269,797) and north metropolitan HA 
($125,910) reporting the next most important drug-related expenditure.  
 
Within the PHS item of drug-related expenditure $200,000 was estimated to have involved the 
Environmental Health Branch, in respect to the regulation of pharmaceutical drugs and monitoring 
compliance with the Poisons Act.  
 
As the $2,913,550 expenditure by the Health Services Promotion Branch (HSPB) constituted the major 
component of the HDWA’s D&A expenditure, this is considered in further detail (Table 2.22). As it 
was not possible to accurately determine some areas of expenditure these were evenly apportioned by 
the Branch in its return (for example, Drinksafe, and medicinal drug education).  
 
Overall, it can be seen that HSPB expenditure involved two major areas related to licit drugs -  
 
• tobacco, involving a total of $1,568,700 (53.8%); and 
• alcohol abuse, involving a total of $590,500 (20.3%). 
 
 
Table 2.22 Breakdown of drug-related expenditure by 

Health Services Promotion Branch 
  

National Drug Strategy % 
Drinksafe (adult) $295,250 10.1 
Drinksafe (youth) $295,250 10.1 
Medicinal drug education (community) $20,750 0.7 
Medicinal drug education (elderly) $20,750 0.7 
Community programs youth $95,700 3.3 
QUIT (adult) $852,600 29.3 
Aboriginal health $31,800 1.1 

Sub-total NCADA $1,612,100 55.3 

Tobacco legislation $207,900 7.1 
School health education $155,300 5.3 
Women's health tranquillisers $22,800 0.8 
Aboriginal health education $199,450 6.8 
Adolescent drug education $207,800 7.1 
Young women smoking $508,200 17.4 

Total all programs $2,913,550 100.0 
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2.2.2.11 Health Department of WA - hospitals 
 
The Task Force was extremely fortunate to be able to capitalise on the work of Dr Dallas English and 
Professor D’Arcy Holman and their research team at the Department of Public Health at the University 
of WA, who in May completed a major revision of the methodology  for using aetiologic fractions to 
estimate the morbidity and mortality attributable to drug abuse.18  
 
Analyses obtained from the Health Statistics Branch of the Health Department of WA enabled the Task 
Force to obtain an up-to-date breakdown for the year 1993 in relation to mortality and morbidity 
caused by tobacco, alcohol, and illicit drug use.  
 
As English and Holman’s brief from the Commonwealth Department of Human Services and Health 
(DHSH) did not include pharmaceutical drugs, an additional analysis was necessary to encompass the 
morbidity and mortality attributable to the abuse of licit drugs.  
 
The calculation of the total cost of drug-related inpatient stays was undertaken by applying an average 
cost of $590.55 per occupied bed day per drug-related cause in the year 1993 derived from data 
provided by the Statistics Branch of the HDWA.19 For the purposes of our analysis the data derived 
from the English and Holman data has been treated as expenditure for the year 1993/94. 
 
All drug-related 
 
It was estimated in the year 1993/94 that a total of $71,727,594 of drug-related expenditure was 
incurred as a result of inpatient stays in public and private hospitals in this State (Table 2.23; Figure 
2.8). This is likely to be an underestimate of hospital-based drug-related expenditure, as a significant 
number of people may attend a hospital for a drug-related problem without being admitted as an 
inpatient, typically in relation to minor alcohol-caused injuries or non-serious drug-related suicide 
attempts by overdose. 
 
The advantage of the methodology of aetiologic fractions is that it identifies conditions and injuries 
that are wholly as well as partially attributable to drug use. Thus, of the total expenditure of 
$71,727,594, only about 15% ($10,395,433) would have been identified as drug-related expenditure, 
without the benefit of additional fractions that capture many other conditions and accidents caused by 
drug use.  
 
Alcohol-related 
 
It was estimated that $33,382,610 (46.5%) of total hospital expenditure related to drug abuse was 
attributable to alcohol abuse, with alcohol-caused admissions being responsible for 1.8% of all 
admissions and 2.8% of total bed-days of the WA hospital system (Table 2.24). The significant role of 
alcohol as a cause of accidents (referred to as external causes), is highlighted by the finding that 
$21,818,460 (65.3%) of alcohol-related expenditure was due to external causes.  
 
The figure of 18 mean years of life lost per death as a result of alcohol-caused mortality is related in 
part to motor vehicle accidents (MVAs) which impact in particular on the young; MVAs being 
responsible for just over $3 million of alcohol-related expenditure  (Table 2.23). 
 
Tobacco-related 
 
Nearly half of the total hospital-based drug-related expenditure in the year 1993/94, amounting to 
$34,441,467 (48%), was due to illnesses and external causes attributable to tobacco. The lower number 
of mean years of life lost, 5.2 years per death, as compared to alcohol-caused mortality, reflects that 

                                                           
18 English DR, Holman CDJ et al. The quantification of drug caused morbidity and mortality in 
Australia 1995. Canberra, Australian Government Publishing Service, 1995.  
19 Health Department of WA Time Series Analysis, year 1993/94. 
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many of the illnesses caused by smoking occur in older people through the cumulative effects of 
smoking (Table 2.25). 
 
Illicit drug-related 
 
It was estimated in the year 1993/94 that illicit drug abuse was responsible for $1,864,366 (2.6%) of 
the total amount of expenditure arising from inpatient hospital stays in this State caused by drug abuse. 
It was found that $390,354 (21%) of this expenditure was due to conditions partially attributable to 
illicit drug abuse, such as Hepatitis B, Hepatitis C, AIDS and newborn drug toxicity (Table 2.26). 
 
It was necessary to adopt a different methodology to estimate the cost of hospitalisation arising from 
the abuse of licit pharmaceutical drugs, as these were not included in English and Holman study. 
Within the time constraints it was not possible to obtain a breakdown of the number of beddays and 
hospital episodes in relation to the conditions attributable to licit drugs. However, a breakdown of 
drug-caused mortality provided to the Task Force found there were 35 deaths wholly attributable to 
licit drugs in this State.  
 
This analysis included a breakdown by 5 year age groups, and as there was a similar age distribution as 
for the 31 cases of deaths wholly attributable to illicit drugs over the same period, the illicit data was 
extrapolated to provide an estimate of the hospitalisation data due to licit drugs. It was estimated that 
there was an additional expenditure of $2,039,151 (2.8%) in this State in the year 1993/94 that was 
attributable to the abuse of licit drugs (Table 2.23). 
 
 
Figure 2.8 Estimated expenditure attributable to inpatient stays  

due to drug-related illnesses, accidents and poisonings 
WA, 1993/94 
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Table 2.23 Estimated expenditure attributable to inpatient stays due to all 
drug-related illnesses, accidents and poisonings in 
WA hospitals, 1993 

 
 Deaths PYLL 0-69 Hospital 

episodes 
Beddays $ 

Alcohol   
Wholly attributable   
Illnesses 94 1,167 1,812 11,654 $6,882,270  
Partially attributable      
Illnesses 81 527 902 7,928 $4,681,880  
External causes 138 4,019 5,298 36,946 $21,818,460  
Sub-total MVAs 60 2,402 890 5,088 $3,004,718  

All alcohol caused 315 5,714 8,012 56,528 $33,382,610  

Total conditions 10,316 69,502 449,027 1,980,104  
% caused by alcohol 3 8 2 3  
Mean number of years lost per death 18    

    
Tobacco    
Partially attributable    
Illnesses 1,495 7,696 7,775 57,804 $34,136,152  
External causes 1 31 60 517 $305,314  

All tobacco caused 1,496 7,727 7,835 58,321 $34,441,467  

Total conditions 10,316 69,502 449,027 1,980,104  
% caused by tobacco 14.5 11.1 1.7 2.9  
Mean number of years lost per death 5.2    

    
Illicit drugs    
Wholly attributable    
Illnesses 5  182  248  1,647  $972,636  
External causes 25  929  187  849  $501,377  
Partially attributable      
Illnesses  1 40 65 661 $390,354  

All illicit drug-caused 32 1,151 500 3,157 $1,864,366  

Total conditions 10,316  69,502  449,027  1,980,104   
% caused by illicit drugs 0.3 1.7 0.1 0.2  
Mean number of years lost per death 36.0    

    
Licit drugs    
Wholly attributable    
Illnesses 35  1,259  547  3,453  $2,039,151  

All licit drug-caused 35  1,259  547  3,453  $2,039,151  

Total conditions 10,316  69,502  449,027  1,980,104   
% caused by licit drugs 0.3 1.8 0.1 0.2  
Mean number of years lost per death 36.0    

    
All drugs    
Wholly attributable    
Illnesses 134  2,608  2,607  16,754  $9,894,056  
External causes 25  929  187  849  $501,377  
Partially attributable      
Illnesses 1,577  8,263  8,742  66,393  $39,208,386  
External causes 139  4,050  5,358  37,463  $22,123,775  

All drug caused 1,878  15,851  16,894  121,459  $71,727,594  

Total conditions 10,316 69,502 449,027 1,980,104  
% caused by all drugs 18.2 22.8 3.8 6.1  
Mean number of years lost per death 8.4    
 
Note: Discrepancies in totals are due to rounding off in rows.  
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Table 2.24 Estimated expenditure attributable to inpatient stays due to 
alcohol-related illnesses, accidents and poisonings in WA 
hospitals, 1993 

 
Condition Deaths PYLL 0-69 Hospital episodes Beddays $ 

Oropharyngeal cancer 5 44 24 332 $196,063  
Oesophageal cancer 3 26 8 122 $72,047  
Liver cancer 4 35 9 94 $55,512  
Laryngeal cancer 2 15 14 104 $61,417  
Female breast cancer 4 50 26 184 $108,661  
Alcoholic psychosis  3 11 378 2,581 $1,524,210  
Alcohol dependence  18 293 772 5,704 $3,368,497  
Alcohol abuse  1 40 257 541 $319,488  
Epilepsy  2 70 185 768 $453,542  
Alcoholic poly neuropathy 0 0 8 115 $67,913  
Hypertension 2 14 63 360 $212,598  
Alcoholic cardiomyopathy 10 106 13 84 $49,606  
Supraventricular cardiac arrhythmias  0 1 0 9 $5,315  
Stroke 56 239 335 4,642 $2,741,333  
Oesophageal varices  0 3 35 95 $56,102  
Gastro-oesophageal haemorrhage 0 0 48 154 $90,945  
Alcoholic gastritis 0 0 114 291 $171,850  
Alcoholic liver cirrhosis 62 717 270 2,338 $1,380,706  
Cholelithiasis 0 0 -91 -421 ($248,622) 
Acute pancreatitis  1 13 94 573 $338,385  
Chronic pancreatitis 2 17 152 899 $530,904  
Spontaneous abortion  0 0 0 0 $0  
Low birthweight 0 0 0 0 $0  
Psoriasis 0 0 0 13 $7,677  
Ethanol toxicity  0 0 0 0 $0  
Methanol toxicity  0 0 0 0 $0  
Road injuries  60 2,402 890 5,088 $3,004,718  
Alcoholic beverage poisoning  2 52 5 6 $3,543  
Other ethanol and methanol 
poisoning 

0 0 2 2 $1,181  

Fall injuries  21 99 2,698 25,430 $15,017,687  
Fire injuries  2 44 114 1,120 $661,416  
Drowning  8 198 20 119 $70,275  
Aspiration  10 89 18 91 $53,740  
Occupational and machine injuries  0 16 143 412 $243,307  
Suicide  22 683 223 897 $529,723  
Assault  13 432 1,179 3,705 $2,187,988  
Child abuse  0 4 6 76 $44,882  

Total caused by alcohol 315 5,714 8,012 56,528 $33,382,610  

Total conditions 10,316 69,502 449,027 1,980,104  
% caused by alcohol 3 8.2 1.8 2.8  
Mean number of years lost per death 18.1    

 
Note: Discrepancies in totals are due to rounding off in rows.  
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Table 2.25 Estimated expenditure attributable to inpatient stays due to 
smoking-related illnesses and accidents in WA hospitals, 1993 

 
Condition Deaths PYLL 0-69 Hospital episodes Bed days $ 

Oropharyngeal cancer 23 146 82 954 $563,385  
Oesophageal cancer 26 122 57 629 $371,456  
Stomach cancer 3 28 8 69 $40,748  
Anal cancer 0 2 3 27 $15,945  
Pancreatic cancer 17 99 20 181 $106,890  
Laryngeal cancer 13 57 62 405 $239,173  
Lung cancer 427 1,898 553 5,126 $3,027,159  
Endometrial cancer -1 -6 0 0 $0  
Cervical cancer 5 87 0 0 $0  
Vulvar cancer 0 2 0 0 $0  
Penile cancer 0 1 3 24 $14,173  
Bladder cancer 19 62 353 1,379 $814,368  
Renal parenchymal cancer 11 56 26 244 $144,094  
Renal pelvic cancer 0 2 9 59 $34,842  
Respiratory carcinoma in-situ 0 0 19 44 $25,984  
Tobacco abuse 0 0 0 0 $0  
Parkinson's disease -11 -4 -66 -1,335 ($788,384) 
Ischaemic heart disease 366 2,312 2,337 10,710 $6,324,791  
Pulmonary circulatory disease 20 113 125 1305 $770,668  
Cardiac dysrhythmias 6 61 322 1,061 $626,574  
Heart failure 21 97 354 2,959 $1,747,437  
Stroke 109 543 461 6,692 $3,951,961  
Atherosclerosis 69 126 671 5,589 $3,300,584  
Pneumonia 22 112 314 2,488 $1,469,288  
COPD 307 417 1,304 13,800 $8,149,590  
Peptic ulcer 21 38 500 2,002 $1,182,281  
Crohn's disease 0 8 51 312 $184,252  
Ulcerative colitis 0 1 20 66 $38,976  
Ectopic pregnancy 0 1 0 0 $0  
Spontaneous abortion 0 0 0 0 $0  
Antepartum haemorrhage 0 0 1 1 $591  
Hypertension pregnancy 0 0 0 0 $0  
Low birthweight 5 328 187 3,006 $1,775,193  
Premature rupture of membrane 0 0 1 3 $1,772  
SIDS 15 987 1 1 $591  
Fire injuries 1 31 60 517 $305,314  

Total caused by tobacco 1,496 7,727 7,835 58,321 $34,441,467  

Total conditions 10,316 69,502 449,027 1,980,104  
% caused by tobacco 14.5 11.1 1.7 2.9  
Mean number of years lost per 
death 

 5.2    

 
Note: Discrepancies in totals are due to rounding off in rows.  
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Table 2.26 Estimated expenditure attributable to inpatient stays due to 
illicit drug caused illnesses, poisonings and accidents in WA 
hospitals, 1993 

 
Condition Deaths PYLL 0-69 Hospital episodes Bed days $ 

Cannabis dependence 0 0 1 1 $591  
Cannabis abuse 0 0 6 33 $19,488  
Opiate dependence 5 182 49 293 $173,031  
Opiate abuse 0 0 19 91 $53,740  
Antepartum haemorrhage (opiates)  0 0 0 0 $0  
Low birthweight (opiates)  0 0 0 0 $0  
Opiate poisoning  1 23 3 3 $1,772  
Accidental opiate poisoning 13 445 2 2 $1,181  
Suicide  10 403 157 589 $347,834  
Amphetamine dependence 0 0 9 74 $43,701  
Amphetamine abuse  0 0 22 103 $60,827  
Cocaine dependence 0 0 0 0 $0  
Cocaine abuse  0 0 2 17 $10,039  
Antepartum haemorrhage (cocaine)  0 0 32 111 $65,551  
Low birthweight (cocaine)  0 14 30 486 $287,007  
Psychostimulant poisoning 0 11 2 2 $1,181  
Accidental poisoning psychostimulants 1 43 2 50 $29,528  
Hallucinogen dependence 0 0 0 0 $0  
Hallucinogen abuse  0 0 5 9 $5,315  
Hallucinogen poisoning  0 0 0 0 $0  
Accidental hallucinogen poisoning 0 0 0 0 $0  
Other psychotropic poisoning 0 4 12 129 $76,181  
Anabolic steroid poisoning 0 0 0 0 $0  
Hepatitis B  1 11 3 28 $16,535  
Hepatitis non-A non-B  0 1 0 0 $0  
AIDS  0 12 0 2 $1,181  
Infective endocarditis  0 2 0 34 $20,079  
Drug psychoses  0 0 135 1,026 $605,904  
Maternal drug dependence 0 0 0 0 $0  
Newborn drug toxicity  0 0 9 74 $43,701  

Total caused by illicit drugs 32 1,151 500 3,157 $1,864,366  

Total conditions 10,316 69,502 449,027 1,980,104  
% caused by illicit drugs 0.3 1.7 0.1 0.2  
Mean number of years lost per death  36    

 
Note: Discrepancies in totals are due to rounding off in rows.  
 
 
2.2.2.12 Other government departments 
 
On the basis of information provided to the Task Force a total of $417,206 was estimated to have been 
spent by other government departments as direct drug-related expenditure in the year 1993/94 (Table 
2.27; Figure 2.9). 
 
It should be noted that this estimate is made strictly on the basis of returns to the Task Force from 
government agencies, and is again to be seen as a starting point only. Further surveys, with increased 
opportunities for discussion with the relevant agencies to ensure a fuller understanding of the 
requirements of the survey, would undoubtedly elicit additional expenditure estimates. 
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Education Department 
The estimated total of $92,020 incurred by the Education Department consisted of the following sub-
totals of drug-related expenditure - 
 
• $11,000 (12%) as school-specific expenditure in country districts;  
• $4,870 (5.3%) as school-specific expenditure in metropolitan districts; 
• $15,000 (16.3%) as student outcome statements for health and physical education learning; 
• $49,000 (53.2%) as Aboriginal school health project; and  
• a total of $12,150 (13.2%) covering a number of items (such as portion of the salary of  the 

consultant health education, small evaluation studies etc). 
 
Aboriginal Affairs Department 
The Aboriginal Affairs Department incurred expenditure of $177,566 in the 1993/94 year. 
 
Rottnest Island Authority 
The $100,000 expenditure by the RIA was incurred as a result of security measures, and other 
activities, such as time spent by rangers and other staff in relation to the protection and repair of 
property damaged by alcohol intoxicated visitors and tourists staying at the island. The estimate of 
$100,000 attributable to alcohol-caused damage, which amounts to 0.8% of the RIA’s annual budget of 
$13 million, is considered as an underestimate.  
 
The total $19,660 estimated to have been incurred by government organisations as drug-related EAP 
expenditure has not been attributed to individual departments, as otherwise this could be 
misinterpreted, given that D&A problems were estimated to have only been 5% of the total EAP 
expenditure of $393,199. 
 
 
Figure 2.9 Estimated expenditure by other government departments 

1993/94 
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Table 2.27 Estimated drug-related expenditure 
other government departments 
WA, 1993/94 

  

Rottnest Island Authority % 
Alcohol-related harm $100,000   

Sub-total Rottnest Island Authority $100,000  24.0 

Westrail   

Research  $12,480  3.0 
Educational materials $480  0.1 

Sub-total Westrail $12,960  3.1 

Aboriginal Affairs Department   

Aboriginal development $177,566  

Sub-total Aboriginal Affairs $177,566 42.6 

Office of Seniors Interests   

Medi-Talk $15,000   

Sub-total Seniors Interests $15,000  3.6 

Education Department   

Student Outcome Statements for Health & Physical 
Education Learning Area 

$15,000  3.6 

Consultant - Health Education (% of time and salary) $5,000  1.2 
Aboriginal School Health Project (drug education ) $49,000  11.7 
WA School Health Project $5,150  1.2 
Prevention education $2,000  0.5 
Metro districts $4,870  1.2 
Country districts $11,000  2.6 

Sub-total Education Department $92,020  22.1 

Employee Assistance Programs $19,660  4.7 

Total other government $239,640  100.0 

 
 
2.2.2.13 Universities 
 
On the basis of information provided to the Task Force, a total of $5,617,418 of drug-related 
expenditure (including research) was estimated to have been incurred by the four universities. Just over 
three quarters of this expenditure involved Curtin University of Technology and nearly 20% involved 
the University of WA (Table 2.28). 
 
As Curtin University undertook a survey of all faculties which undertook activities concerned with any 
aspect concerned with drug abuse, this has enabled the Task Force to obtain a good understanding of 
the broad scope of drug-related activities undertaken by the university sector.  
 
Of Curtin’s total expenditure of $4,367,731, expenditure on teaching activities mostly involved three 
areas $1.8 million in the pharmacy program, $262,000 in the addiction studies program, and $73,881 in 
the nursing program. There were two major areas of drug-related research expenditure the National 
Centre for Research into the Prevention of Drug Abuse (NCRPDA) with an expenditure of $1,685,850 
(about $1 million of which originated from the Commonwealth Department of Human Services and 
Health (DHSH)) and $326,000 of which involved the Centre for Health Promotion Research. 
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The total $1,088,413 expenditure by the University of WA is clearly an underestimate, as it was not 
possible to obtain university-wide data, with the exception of the Faculty of Medicine and Dentistry, 
which undertook a survey at the request of the Task Force. The Department that identified the greatest 
expenditure was $522,526 (48%) by the School of Public Health, with a very wide range of projects 
and research activities across the departments, too numerous to individually list.  
 
The drug-related expenditure of $157,758 reported by Edith Cowan University involved $152,766 
incurred through teaching of an addictions studies program and $4,992 for a research project. The 
expenditure of $3,516 reported by Murdoch university was related to the production of educational 
material and a small research project. 
 
 
Table 2.28 Estimated expenditure by universities by 

faculty and department, 1993/94 
 

Curtin  % 
Centre for Health Promotion Research $326,000  5.8 
Addiction Studies Unit $262,000  4.7 
Nursing $73,881  1.3 
Pharmacy $2,020,000  36.0 
NCRPDA $1,685,850  20.0 

Sub-total Curtin University $4,367,731  77.8 

Murdoch   

Sub-total Murdoch $3,516  0.1 

Edith Cowan    

Sub-total Edith Cowan University $157,758  2.8 

University of WA   
Faculty Medicine & Dentistry   

Department of Medicine 0   
Department of Biochemistry $161,000  2.9 
Department of Paediatrics 0   
Department of Pharmacology $282,746  5.0 
Department Psychiatry & Behavioural Science $86,500  1.5 
Department of Public Health $522,526  9.3 
Department of Obstetrics & Gynaecology $35,641  0.6 

Sub-total University of WA $1,088,413 19.4 

Total all universities $5,617,418  100.0 
 
 
The survey also disclosed an expenditure of $248,746 incurred by the SHLS as an item of drug-related 
expenditure incurred by the Department of Pharmacology, in relation to urine drug screens and 
confirmations (Table 2.29).  
 
It is to be noted that this expenditure is not reflected in the budgets of the individual D&A programs 
who request clients attending their programs to undergo urinalysis testing.  
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Table 2.29   Estimate expenditure incurred by SHLS 
in undertaking urine drug screens and confirmations  

 
Item Ordinary 

Clinical 
Samples 

Community 
Corrections 

Samples 

Court 
Diversion 
Samples 

Total 

Alcohol screening $4,236 $347 $2,607 $7,190 
EMIT screening $77,545 $6,347 $47,723 $131,615 
GC-MS confirmations  $9,022 $36,533 $45,555 
Methadone in plasma $5,029   $5,029 
Research and development $27,450 $5,035 $26,372 $58,857 

Totals $114,260 $20,751 $113,235 $248,246 

 
 

2.2.3 SOURCES OF FUNDING 
 
The Task Force undertook an analysis of data provided from the agency expenditure survey to identify 
the major sources of drug-related activities in this State in the year ended 30 June 1994 (Figure 2.10). 
To assist in carrying out this analysis of the mechanisms by which these activities were funded we also 
sought information from those organisations and departments that were identified as having 
responsibilities in providing resources to earmarked drug and alcohol (D&A) programs. 
 
Some difficulty was experienced in reconciling information provided by respondents to the 
expenditure survey with data provided by some of the funders. This problem may arise from the 
fragmented way in which D&A services are funded in Western Australia. 
 
Much valuable assistance in relation to funding of providers of D&A services was specifically received 
from the -  
 
• Aboriginal and Torres Straits Islanders Commission (ATSIC); 
• Commonwealth Department of Human Services and Health, Planning & Statistics Section, Drugs 

of Dependence Branch; 
• Healthway; 
• Lotteries Commission; 
• Ministry of Justice; 
• Alcohol and Drug Authority (ADA); and 
• Health Department of WA, State Health Purchasing Authority (who assumed the ADA’s funding 

functions as from 1 July 1994). 
 
2.2.3.1 Commonwealth 
 
The Commonwealth Department of Human Services and Health (DHSH) breakdown of funded 
earmarked drug-related programs was able to identify $1,836,000 as provided to this state through 
Specific Purpose Payment (SPP) grants with a further $1,763,075 being estimated as deriving from 
Commonwealth Own Purpose Outlays (COPO), providing total commonwealth funding of $3,599,075 
in the year 1993/94 (Table 2.30).20 
 
 

                                                           
20 As COPO outlays were only available as a national total, it was estimated that the Western 
Australian share of this was 9.48%. 
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Table 2.30 Commonwealth funding of drug-related activities in WA 
National Drug Strategy programs 

 
Component National ($) WA ($) 

Commonwealth Own Purpose Outlays (COPO)   

Aboriginal Deaths in Custody 838,056 79,448  
National Drug Crime Prevention Fund 890,812 84,449  
Media (campaigns) 4,146,070 393,047  
Education 2,024,718 191,943  
Information and Monitoring (data) 316,429 29,997  
Research 1,347,451 127,738  
Centres of Excellence 1,850,532 848,000*  
Printing 89,153 8,452  

Sub-total COPO 11,503,221 1,763,075  

Specific Purpose Payments (SPP)   
 19,527,000 1,836,000 

Sub-total SPP 19,527,000 1,836,000 

Total 31,030,221 3,599,075  

 
 Note: WA estimated proportion of COPO as 9.48%. 
 * NCRPDA. 
 
2.2.3.2 Healthway 
 
In respect to Healthway, a total of $3,931,553 was identified as being provided in the year 1993/94 for 
drug-related activities in Western Australia (Table 2.31). It was found that a total of $177,161 (4.5%) 
involved six small-scale research grants, with $935,350 (23.8%) of funds being provided for arts 
projects and $2,819,042 (60%) being provided for sports projects.  
 
With the exception of the funding of $177,161 (in relation to research grants), we classified the 
remaining Healthway projects and sponsorship programs as intangible drug-related activities, for the 
reason that many of these had significant wider health benefits in terms of lifestyle, fitness etc. 
 
Additional significant funding by Healthway, in addition to what has been outlined in the Healthway 
breakdown of $3,931,553, was identified for $483,459 on drug-related research activities being carried 
out by the four universities (Table 2.32). 
 
2.2.3.3 Universities 
 
The Task Force was able to identify a total of $5,617,418 that was received by the universities to 
undertake drug-related activities, $866,913 (15.4%) of which originated from state departments and 
agencies (Table 2.32). With the exception of a total of $212,155 received from industry, the remaining 
funds originated from the Commonwealth. 
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Table 2.31   Drug-related ($) Healthway grants and sponsorships 
 
Project Alcohol Smoking Other drugs Total % 

Arts Projects 98,900  836,450  nil  935,350  23.8 
Research/Project Grants 73,500  nil  103,661  177,161  4.5 
Racing Projects 78,000  72,100  nil  150,100  3.8 
Sport Promotion Projects 35,000  502,400  nil  537,400  13.7 
Sport Development Projects 32,500  1,828,780  nil  1,861,280  47.3 
Venue Sponsorships 1,005  43,800  nil  44,805  1.1 
Youth Sport nil  80,800  nil  80,800  2.1 
Tobacco Replacement nil  144,657  nil  144,657  3.7 

Total 318,905  3,508,987  103,661  3,931,553  100.0 

 8.1 89.3 2.6% 100.0  

 
Source: Annual Report, Western Australian Health Promotion Foundation 
Note: Research grants = $13,837 to UWA (adolescent solvent abusers), $28,095 to Curtin University (anabolic 

steroids and young people), $23,900 to Lions Drug Awareness Foundation (drug education project), 
$36,329 to WA Hepatitis C Support Group (awareness and prevention project), $1,500 to Girrawheen 
Senior High School (drug free research project), $73,500 to Alcohol Advisory Council (promoting healthy 
public policy - 50% of 2 year project). 

 
 
2.2.3.4 Commonwealth contribution 
 
It was estimated that the Commonwealth provided a total of $14,821,818 as funding on drug-related 
activities in this State, excluding universities, of which the greatest amount, $6,715,075 (45.3%) was in 
relation to programs undertaken directly by Commonwealth agencies (Table 2.33). The most 
significant commonwealth activity involved funding of $5.8 million of law enforcement activities (ie 
Federal Police, National Crime Authority and Customs Service). 
 
By individual commonwealth agency, the greatest amount of funding, $5,349,963 (36.1%) originated 
from the DHSH, $4,434,888 of which was provided to the Health Department of WA and the Alcohol 
and Drug Authority, in relation to the National Drug Strategy (NDS). 
 
2.2.3.5 ATSIC 
 
The role of ATSIC should be highlighted, in that it was a significant funder of D&A activities in the 
year 1993/94 in this state, providing total funds of $3,662,172. We were able to identify a total of 
$950,725 that ATSIC provided, largely as capital funding of sobering-up shelters. As the remaining 
total of $2,711,447 of ATSIC funds were not reported by respondents to the expenditure survey 
mounted by the Task Force, we have attributed this to other Aboriginal NGOs (Table 2.33). 
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Table 2.32   Sources of funding of drug-related activities in universities ($) 
 
Source Curtin Edith Cowan Murdoch UWA Total % 

State       
Aboriginal Affairs Department 14,989  nil  nil  nil  14,989  0.3 

Dept Occupational Health Safety & 
Welfare 

30,000  nil  nil  nil  30,000  0.5 

Education Dept 48,000  nil  nil  nil  48,000  0.9 

Health Dept WA 235,636 nil  nil  nil  235,636 4.2 

Healthway 371,839  nil  nil  111,620  483,459  8.6 

Police Department 20,329  nil  nil  34,500  54,829 1.0 

Sub total State 720,793 nil  nil  146,120 866,913 15.4 

Commonwealth       

Curtin University 2,193,152  nil  nil  nil  2,193,152  39.0 

Department of Employment 
Education and Training 

nil  157,758  nil  nil  157,758  2.8 

Department of Human Services & 
Health 

1,211,631  nil  nil  694,047 1,905,678 33.9 

Legal aid 30,000  nil  nil  nil  30,000  0.5 

Murdoch nil  nil  3,516  nil  3,516  0.1 

University of WA nil  nil  nil  248,246  248,246  4.4 

Sub total Commonwealth 3,434,783 157,758 3,516 942,293 4,538,350 80.8 

Industry 212,155  nil  nil  nil  212,155  3.8 

Total 4,367,731  157,758  3,516  1,088,413  5,617,418  100.0 

 
 
2.2.3.6 Drug and alcohol services 
 
The ADA received funding of $9,427,143 in the 1993/94 year, of which $7,801,081 (83%) originated 
from State funds, and $1,616,631 came from Commonwealth funds (Table 2.34). The funding of 
$5,046,773 provided by the ADA in the year 1993/94 to designated D&A services, including a 
Commonwealth component, is contained in the separate breakdown of D&A NGO providers (Table 
2.35). 
 
Non-government organisations that were designated providers of D&A services received a total of 
$11,794,462 as funding in the year 1993/94 (Table 2.35). Unfortunately because of limitations in 
returns from organisations, the Task Force was unable to make a more detailed analysis of sources of 
funding of this sector. The amount of $4,992,603 classified “other source (unspecified)” includes funds 
received as grants from other sources, as well as possibly client fees, donations, agency-generated fund 
raising etc.  
 
From the scanty information provided it appears that with the exception of a small number of the larger 
organisations, NGOs raise very limited income through fund-raising activities. In relation to the 
residential D&A programs most NGOs appear to rely on reassigned social security benefits of resident 
clients as the primary source of income to cover running costs. 
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Table 2.33   Commonwealth funding of drug-related activities in WA ($) 
(excluding universities) 

 
 Own programs ADA/HDWA D&A NGOs Other 

organisations 
Total % 

DEET nil 9,683 nil nil 9,683 0.1% 

DHSH       

HIV/AIDS MFP grants nil 282,600 nil nil 282,600 1.9% 

Research nil 17,602 nil nil 17,602 0.1% 

NDS nil 2,298,686 nil nil 2,298,686 15.5% 

COPO 915,075 nil nil nil 915,075 6.2% 

SPP nil 1,836,000 nil nil 1,836,000 12.4% 

Sub total DHSH 915,075 4,434,888 nil nil 5,349,963 36.1% 

ATSIC nil nil 950,725 2,711,447 3,662,172 24.7% 

Federal Police 3,900,000 nil nil nil 3,900,000 26.3% 

National Crime Authority 1,100,000 nil nil nil 1,100,000 7.4% 

Customs 800,000 nil nil nil 800,000 5.4% 

Total 6,715,075 4,444,571 950,725 2,711,447 14,821,818 100.0% 

 45.3% 30.0% 6.4% 18.3% 100.0%  

 
Note: COPO funding excludes NCRPDA ($848,000) 
 
 
Table 2.34   Sources of funding received by the ADA 
 
Source $ % 

State   

CRF 7,774,230 82.0 
Healthway 26,851 - 

Sub total State 7,801,081 83.0 

Commonwealth   

DEET   

Aboriginal Employment Education & Training 
Development 

9,683 - 

Human Services and Health   

HIV/AIDS MFP/grants 135,931 1.0 
Research grants 17,602 - 
NCADA 1,453,415 15.0 

Sub total Commonwealth 1,616,631 17.0 

Other sources 9,431 - 

Total funds 9,427,143 100.0 

 
 
 
2.2.3.7 The health system 
 
The health system was responsible for $82,413,775 (42.1%) of all funding (ie with the inclusion of the 
ADA and areas funded through the Health Department of WA). 
 
Funding of $2,913,550 for Health Services Promotion Branch (HSPB) activities was available for 
community-based preventive health campaigns. On the basis of information provided about the 
additional preventive activity carried out by health services, it is probable that about $3 to $3.5 million 
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- about 4% - of the $82 million was available for public health (ie primary care) drug-related activities 
undertaken directly by the state. 
 
 
Table 2.35   Sources of funding - designated NGO providers of D&A services 
 

 ADA Lotteries 
Commission

Healthway ATSIC Ministry 
of Justice

Other source 
(unspecified) 

Total % 

Non-Aboriginal        

Advocacy/representatio
n 

87,116 122,000 58,000 nil nil nil 335,657 2.3 

Life education nil nil nil nil nil 432,635 432,635 3.7 

Smoking cessation nil nil nil nil nil 172,800 172,800 1.5 

Workplace-based 245,509 nil nil nil nil nil 245,509 2.1 

Treatment/support 2,676,044 520,526 36,329 nil 65,900 3,862,941 7,161,740 60.7 

Youth 11,128 nil nil nil nil nil 11,128 0.1 

Sub total Non-Aboriginal 3,019,797 642,526 94,329 nil 65,900 4,468,376 8,290,928 41.3 

Aboriginal        
Aboriginal NGOs 316,670 nil nil 810,625 1,606 nil 1,128,901 9.6 

Sobering-up shelters 1,710,306 nil nil 140,100 nil 524,227 2,374,633 20.1 

Sub total Aboriginal 2,026,976 nil nil 950,725 1606 524,227 3,503,534 29.7 

Total 5,046,773 642,526 94,329 950,725 67,506 4,992,603 11,794,462 100.0 

 42.8% 5.4% 0.8% 8.1% 0.6% 42.3% 100.0%  

 

2.2.4 OVERVIEW 
 
The magnitude of the State Government’s involvement as a provider of the funds for most of the drug-
related expenditure incurred in this State was borne out by our analysis. Of the estimated total 
expenditure of $219,444,042 by the State on drug-related activities in the year 1993/94, $203,995,381 
(93%) was in relation to activities undertaken by State departments and organisations (Table 2.36). 
 
Our analysis has determined that a total of $239.8 million was spent by both the State and the 
Commonwealth on drug-related activities in WA in 1993/94, of which - 
 
• $219.4 million (91.5%) involved expenditure that originated from State departments and 

organisations; and 
• $19.6 million (8.5%) involved Commonwealth expenditure. 
 
The distribution of the Commonwealth expenditure of $19.6 million, illustrated in Figure 2.10 
indicates - 
 
• $6.7 million (34.2%) was related to activities undertaken by Commonwealth agencies and 

departments; 
• $4.8 million (24.5%) was by way of funding to universities for research;  
• $3.7 million (18.9%) was funding of Aboriginal NGOs; and 
• $4.4 million (22.4%) was provided to the State through designated programs. 
 
The distribution of the State’s expenditure is more complex as it involves a broad range of activities 
through State organisations and as funding of NGOs and accordingly has been simplified in Figure 
2.11. 
 
The State expenditure of $219.4 million consisted of - 
 
• $204 million (93.0%) spent directly and indirectly by State departments and organisations; 
• $12.7 million (5.8%) by NGOs (excluding Aboriginal organisations); and 
• $2.0 million (0.9%) by NGOs (Aboriginal organisations). 
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In relation to the sources of the total expenditure of $219.4 million by the State, it can be seen that only 
$4.4 million (2.0%) of this originated from the Commonwealth, with the remaining 98% ($215 million) 
derived from State budgetary allocations. 
 
We have estimated that in the year 1993/94 the State received $276.5 million that had been derived 
through taxes on tobacco and alcohol and from proceeds from crime, of which $219.4 million (79.3%)  
was expended on drug-related activities (Figure 2.11). 
 
 
 
 
Figure 2.10 Summary of Commonwealth expenditure on drug-related 

activities in WA, 1993/94 
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Table 2.36   State funding of drug-related activities 
 

 Own 
programs 

D&A NGOs Universities Other  
organisations 

Total % 

Ministry of Justice       
Illicit (community-based) 264,194 57,106 nil nil 321,300 0.1 
Illicit (prisons & courts) 23,700,000 nil nil nil 23,700,000 10.8 
Alcohol (prisons) 25,970,644 nil nil nil 25,970,644 11.8 

Sub total Ministry of Justice 49,934,838 57,106 nil nil 49,991,944 22.8 

Lotteries Commission nil 523,445 nil nil 523,445 0.2 
Healthway nil 94,329 483,459 nil 577,788 0.3 
ADA 7,801,081 5,046,773 nil nil 12,847,854 5.9 
DHSWA nil nil 30,000 nil 30,000 0.0 
Aboriginal Affairs Department nil nil 14,989 nil 14,989 0.0 
DCD       

DCD regions 8,564,114 nil nil nil 8,564,114 3.9 
SAAP (refuges) nil nil nil 4,221,366 4,221,366 1.9 
Other programs nil nil nil 680,226 680,226 0.3 

Sub total DCD 8,564,114 nil nil 4,901,592 13,465,706 6.1 

HDWA       
HAAC programs nil nil nil 1,950,014 1,950,014 0.9 
RFDS nil nil nil 1,350,000 1,350,000 0.6 
St John Ambulance nil nil nil 811,060 811,060 0.4 
HAs/health services 813,703 nil nil nil 813,703 0.4 
Hospitals 71,727,594 nil nil nil 71,727,594 32.7 
HSPB 2,677,914 nil 235,636 nil 2,913,550 1.3 

Sub total HDWA 75,371,782  0  83,065  4,111,074  79,565,921  36.3 

Police Department       
Crime (illicit) 7,400,000 nil nil nil 7,400,000 3.4 
Crime (alcohol) 52,721,271 nil 54,829 nil 52,776,100 24.0 

Sub total Police 60,121,271 0 54,829 nil 60,176,100 27.4 

CALM 40,000 nil nil nil 40,000 0.0 
Minerals & Energy 518,000 nil nil nil 518,000 0.2 
Port authorities 23,396 nil nil nil 23,396 0.0 
Local government authorities 1,400,919 nil nil nil 1,400,919 0.6 
Rottnest Island Authority 100,000 nil nil nil 100,000 0.0 
Westrail 12,960 nil nil nil 12,960 0.0 
Officer of Seniors Interests 15,000 nil nil nil 15,000 0.0 
Education Department 92,020 nil 48,000 nil 140,020 0.1 

Total 203,995,381 5,721,653 714,342 9,012,666 219,444,042 100.0 

% 93.0 2.6 0.3 4.1   

  
Note: SAAP joint State/Commonwealth funded. 
 HAAC joint State/Commonwealth funded. 
 Hospitals joint State/Commonwealth Medicare funded. 
 Estimates from initial survey only. 
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Figure 2.11 Summary of State expenditure on drug-related activities in WA, 
1993/94 
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2.2.5 COST OF PROVIDING D&A SERVICES 
2.2.5.1 Introduction 
 
A key problem experienced by the Task Force in undertaking a comparative analysis of treatment 
programs was the absence of a satisfactory total picture of utilisation of services. This problem arises 
as it is not possible to enumerate with certainty the populations seeking assistance from WA drug and 
alcohol (D&A) treatment programs This problem occurs for a number of reasons, including the lack of 
a centralised database of registrations of contacts by clients seeking assistance from both government 
and non-government organisations (NGOs) and inadequate or poorly developed data systems. 
 
The Task Force experienced some difficulty in being able to obtain sufficient information in relation to 
the operation of designated D&A programs operated by non-government organisations (NGOs). There 
were discrepancies between estimates provided by respective NGOs of the amount of funds they 
received from funding bodies, and the breakdown of funding provided to the Task Force by funding 
organisations.  
 
2.2.5.2 ADA services 
 
The most reliable breakdown of expenditure obtained by the Task Force was in respect to the ADA, 
which incurred a total expenditure of $9,427,144 in the year 1993/94 (Table 2.37). The ADA’s 
services were organised to provide a mixture of technically state-wide services and community-based 
services limited to specific regional populations. 
 
 
Table 2.37   Expenditure breakdown of ADA programs 
 

State wide services $ % 

Methadone program 1,267,736 13.4 

ADIS 218,912 2.3 

CDS 130,371 1.4 

CDU 1,980,018 21.0 

AIDS services 105,018 1.1 

Carrellis outpatients 327,995 3.5 

Regional services   

Kimberley 602,844 6.4 

Pilbara 178,123 1.9 

Gascoyne-Murchison 124,291 1.3 

South West 91,950 1.0 

Great Southern 99,973 1.1 

Eastern Goldfields 271,937 2.9 

Central services north metro 254,082 2.7 

Central services south metro 575,587 6.1 

 
 
 
2.2.5.3 Unfunded services 
 
The Task Force identified expenditure of $184,360 incurred by designated D&A programs in relation 
to urinalysis screening of clients attending these programs for treatment (Table 2.38). This expenditure 
has not been attributed to the individual organisations, in respect to this analysis. However, future 
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purchasing agreements should include this as a separate item, given the magnitude of expenditure 
undertaken by some of the organisations. 
 
 
Table 2.38   Estimated cost of urine drug screens and confirmations 

by provider organisation 
 

Source of specimen Cost of alcohol
testing  

Cost of EMIT
screen 

Cost of 
confirmation

testing 

Total cost 

Central Drug Unit $1,640 $30,016 $15,986 $47,642 
Palmerston, DRRA $1,661 $30,416 $11,949 $44,026 
ADA, William Street 548 $10,025 $7,106 $17,679 
Cyrenian House $1,479 $27,079 $1,492 $30,050 
Salvation Army $529 $9,684  $10,213 
Serenity Lodge $272 $4,983  $5,255 
Yirra  $714 $13,065  $13,779 
Ministry of Justice, 
Community 
Corrections 

$347 $6,347 $9,022 $15,716 

Totals $7,190 $131,615 $45,555 $184,360 
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3. LEGISLATIVE BACKGROUND 
 

3.1 INTRODUCTION 
 
This chapter summarises the major provisions that operate in this State for dealing with licit and illicit 
drugs. This summary does not cover all the legislation in relation to drugs, but some of the more 
significant areas. The Misuse of Drugs Act, which contains most of the State’s legislation for dealing 
with illicit drug-related offences, is described in some detail. 
 
Because of the increasingly national character of the Australian drug market, which also has developed 
extensive international links, reference will be made to the two major pieces of Commonwealth 
legislation concerned with illicit drugs, the Customs Act and the Crimes (Traffic in Narcotic Drugs and 
Psychotropic Substances) Act. 
 
Reference will be made to both the Commonwealth and State roles in relation to prescription drugs, 
with the Commonwealth having responsibility for scheduling drugs under the Pharmaceutical Benefits 
Scheme and granting licenses for new drugs under therapeutic goods legislation; and the State 
responsible for licensing prescribers and dispensers, advertising and labelling, covered under the 
Poisons Act and the Health Act. 
 
As well as outlining provisions concerned with illicit and licit substances, reference will be made to 
other pieces of legislation that also have a bearing on this State’s drug policy. 
 

3.2 STATE FRAMEWORK  
 
The major source of Western Australian legislation in relation to illicit substances is the Misuse of 
Drugs Act 1981 (MDA). The MDA deals with those substances listed in Schedules 1 and 2 of the Act 
itself, and is extended by inclusion of substances in the Poisons Act 1964 defined as drugs of addiction 
and prohibited plants.21 The Poisons Act has a provision for the scheduling of specified drugs to 
restrict access to particular types of drugs with a high potential for abuse, such as steroids.22 
 

3.2.1 MISUSE OF DRUGS ACT 1981 
 
The MDA has a two-tiered structure that distinguishes between - 
 
a) simple offences (ie less serious offences) triable before a magistrate in a Court of Petty Sessions; 

and  
b) indictable (ie serious offences), triable in the District Court. 
 
The MDA contains a number of hybrid offences in relation to indictable offences, for these to be tried 
summarily. Some indictable offences are triable summarily, at the election of defendants, except if the 
offence involved a conspiracy to commit an indictable offence, or if the court at its discretion considers 
the offence should be tried on indictment.  
 
Optional summary trial is available23 where the offence involves - 
 
a) prohibited drugs, where the quantity of the drug is below a threshold quantity (Table 3.1)24; or 
b) prohibited plants, where the number of prohibited plants is below a threshold number (Table 3.1,).25 
 

                                                           
21 Poisons Act 1964, s 5 
22 Government Gazette. 3 February 1989. 
23 s 34 (2) (b) 
24 Schedule 3 
25 Schedule 4 
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A lower scale of penalties, up to $20,000 fine or imprisonment up to 10 years, or both, is applicable 
when a District Court passes sentence for indictable offences involving only cannabis (but not cannabis 
resin or cannabis derivatives). 26 
 
By scheduling (Table 3.1) the quantity of a prohibited drug or the number of prohibited plants the 
MDA determines - 
 
a) whether an accused person may elect summary trial for an indictable offence; 
b) the presumption of intention to sell; and  
c) whether an offender may be declared a drug trafficker. 
 
 

3.2.2 SIMPLE OFFENCES 
 
The MDA provides for a range of matters to be tried summarily in relation to prohibited drugs and 
prohibited plants (see details of specific drugs in Table 3.1).  
 
Simple offences attract penalties with a fine of up to $3,000, imprisonment up to 3 years, or both. 
However, there is a lower range of penalties, of a fine of up to $2,000, imprisonment up to 2 years, or 
both, for being at premises where drugs are being smoked, the possession or use of prohibited drugs, or 
the possession or cultivation of prohibited plants. 
 
The optional summary trial procedure provides a penalty range of fines of up to $5,000, imprisonment 
up to 4 years, or both (Table 3.2).  
 
3.2.2.1 Premises 
 
It is an offence for the occupier, owner or lessee of premises, or for an individual to be concerned in 
the management of premises which are used for the manufacture, use, sale or supply of prohibited 
drugs or prohibited plants. 27 It also an offence to be at any place being used to smoke a prohibited drug 
or prohibited plant.28 
 
3.2.2.2 Possession of paraphernalia for smoking drugs 
 
It is an offence to have pipes or utensils for smoking of a prohibited drug or a prohibited plant, or 
utensils for manufacture or preparation of drugs for smoking, on which there are detectable traces of 
drugs. 29 
 
 
3.2.2.3 Possession, use or cultivation of prohibited drugs or plants  
It is an offence under the MDA to possess or use a prohibited drug,30 or possess or cultivate prohibited 
plants. 31 
 
3.2.2.4 Prescriptions 
 
In relation to drugs of addiction (ie drugs contained in the Eighth Schedule of the Poisons Act 1964), it 
is an offence to forge or fraudulently alter a prescription for a prohibited drug,32 or for someone to 
induce a doctor or pharmacist to supply or administer a prohibited drug. 33 

                                                           
26 s 34 (2) (a) 
27 s 5 (1) (a) (b) 
28 s 5 (1) (e) 
29 s 5 (1) (d) 
30 s 6 (2) 
31 s 7 (2) 
32 s 8 (1) 
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3.2.3 INDICTABLE OFFENCES 
 
Indictable offences deal with the more serious level of offences, such as selling or supplying of 
prohibited drugs or prohibited plants, offering to sell or supply a prohibited drug or prohibited plant, 
the manufacturing or preparation of prohibited drugs. Indictable offences attract penalties with a fine of 
up to $100,000, imprisonment up to 25 years, or both (Table 3.2). 
 
The MDA provides that the possession of prohibited plants or prohibited drugs in quantities exceeding 
scheduled threshold values results in a person being charged with the more serious offence of 
possession  of prohibited drugs34 or prohibited plants,35 with intent to sell or supply  (see examples of 
more common drugs in Table 3.1). 
 
It should be noted Schedules 3 and 4 of the MDA provide for an optional summary trial process in 
relation to indictable offences when the quantity of the prohibited drug or prohibited plants does not 
exceed threshold values (Table 3.1). 
 

3.2.4 OTHER ASPECTS 
 
3.2.4.1 Connected property 
 
The MDA enables police to obtain holding orders, or embargo orders so that property possessed or 
obtained directly or indirectly and connected with an offence can be seized by the Crown and on 
conviction be forfeited .36 
 
3.2.4.2 Conspiracy 
 
Conspiracy to commit indictable offences is a more serious offence, with the result a person is liable to 
a more severe penalty, with a penalty of up to 20 years imprisonment without the option of a fine.37 
 
3.2.4.3 Admixtures 
 
The term “admixture” means that in relation to the deeming provisions of the MDA (ie possession with 
intent to sell), that the total weight, including the admixture, not just the pure component, is used to 
determine whether the more serious offence has been committed, ie possession with intent to sell or 
supply. 
 
Heroin, for instance, is defined as “the drug commonly known as heroin and includes any substance 
containing diacetylmorphine or its salts and any preparation, admixture or extract containing 
diacetylmorphine or any such salt”. 
 
 
Table 3.1 Threshold quantities for determination of place of trial, 

presumption of intention to sell, and 
declaration as a drug trafficker 

                                                                                                                                                                      
33 s 8 (2) 
34 s 6 (1) (a) 
35 s 7 (1) (a) 
36 s 17. 
37 s 33 (2); 34 (1) (b). 
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 Summary trial 

threshold 
(Schedules 3 & 4) 

Presumption of intention 
to sell or supply 

(Schedules 5 & 6) 

Drug trafficker 
(Schedules 7 & 8) 

Prohibited drugs    
Amphetamine 4 g 2 g 28 g 
Cannabis 500 g 100 g 3 kg 
Cannabis resin 40 g 20 g 100 g 
Number of cigarettes (containing 
any amount of cannabis) 

400 80  

Cocaine 4 g 2 g 28 g 
Diacetylmorphine  * 2 g 28 g 
Ephedrine 4 g 4 g 28 g 
LSD 0.004 g 0.002 g 0.01 g 
Methylamphetamine 6 g 2 g 28 g 
MDA 4 g 2 g 28 g 
MDMA 4 g 2 g 28 g 
Morphine 6 g 2 g 28 g 
Opium 40 g 20 g 100 g 
Prohibited plants    
Cannabis 100 p 25 p 250 p 
Papaver somniferum 100 p 25 p * 
Papaver bracteatum 100 p 25 p * 
 
* = not specified, p = plants, g = grams, kg = kilograms. 
 
Table 3.2 Penalty structure, simple and indictable offences 

Misuse of Drugs Act 
 

Major offences  Simple 
offences 

Indictable offences 

   Optional 
summary trial38 

Cannabis only39 Indictable Conspiracy 

Premises  $3,000/3 yrs     

Present where drugs being 
smoked 

 $2,000/2 yrs     

Possession of paraphernalia for 
smoking drugs 

 $3,000/3 yrs     

Possession or use of prohibited 
drug 

 $2,000/2 yrs     

Possession or cultivation of 
prohibited plant 

 $2,000/2 yrs     

Prescriptions  $3,000/3 yrs     

Possession with intent to sell or 
supply prohibited drugs 

      

Sell or supply, or offer to sell or 
supply prohibited drugs 

  $5,000/4 yrs   Imprisonment up 
to 20 yrs (no 
option of fine) 

Manufacture or prepare prohibited 
drugs 

    $100,000/25 yrs  

Possession with intent to sell or 
supply prohibited plants 

      

Sell or supply, or offer to sell or 
supply prohibited plants 

   $20,000/10 yrs   

 
 
 

                                                           
38 If not conspiracy. 
39 Excluding resin or cannabis derivative, if sentenced by District or Supreme Court. 
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3.3 COMMONWEALTH FRAMEWORK 
 

3.3.1 CUSTOMS ACT 1901 
 
The Customs Act 1901 creates offences in relation to the importation of “narcotic goods” and operates 
in conjunction with the Narcotics Drugs Act 1967, to give effect to Commonwealth’s obligations under 
the United Nations Single Convention on Narcotic Drugs. 
 
Narcotic goods are defined as goods that consist of a narcotic substance, a narcotic substance being “a 
substance or thing, the name of which is specified in column 1 of Schedule 6 or any other substance or 
thing for the time being declared by the regulations to be a narcotic substance.”40 
 
A “prescribed narcotic substance” is defined in a similar manner, by reference to substances in 
Schedule 8 of the Act. 
 
The Customs (Prohibited Imports) Regulations, provide for the conditional or absolute prohibition of 
the importation of specified goods. Reg 5 (1) provides that importation of drugs specified in Schedule 
4 of the Regulations is prohibited without the written permission of the Director-General of Health. 
Specified drugs include heroin, cocaine and cannabis. 
 
The definition of whether a particular quantity of a drug is traffickable (or a commercial quantity) is 
determined by threshold quantities specified in Schedules 6 and 7, respectively. This means that where 
a narcotic good consists of a quantity of a narcotic substance, the good is deemed to consist of that 
quantity of the substance which could be obtained from the good, ie the net amount. The notional net 
amount or quantity of the narcotic substance which determines whether the accused has committed an 
offence involving a traffickable quantity. 
 
 

3.3.2 CRIMES (TRAFFIC IN NARCOTIC DRUGS AND PSYCHOTROPIC 
SUBSTANCES) ACT 

 
The Crimes (Traffic in Narcotic Drugs and Psychotropic Substances) Act, like the 1967 amendment to 
the Customs Act 1901, which came into force in February 1993, was enacted to meet a treaty 
obligation, the UN Convention Against Illicit Traffic in Narcotic Drugs and Psychotropic Substances.  
 
The main purpose of the Act is to extend Australia’s extra-territorial jurisdiction. It covers situations 
such as - 
 
• where an Australian national engages in conduct outside Australia which is an offence under the 

Convention, and subsequently returns to Australia; and 
• where a person engages in conduct outside Australia with the object of facilitating the commission 

of a drug-related offence within Australia. 
 
The Act creates offences of possessing - 
 
• in Australia substances listed in Tables 1 or 2 of the Act; 
• any equipment or materials knowing they are being used or are to be used for activities such as 

cultivation of opium poppies, or cannabis, to produce narcotic drugs, or manufacturing or preparing 
narcotic drugs or psychotropic substances, and 

• in contravention of Commonwealth or State law, or the law of a foreign country. 
 
The Act defines manufacture as being - 
 
• refining; and 

                                                           
40 s 4 (1). 
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• transformation of a narcotic drug into another narcotic drug, or of a psychotropic substance into 
another psychotropic substance. 

 
The definitions of commercial and traffickable quantities are contained in schedules, and the terms 
“narcotic drug” and “psychotropic substance” are defined by reference to Schedule 2 and 3, 
respectively. These schedules establish a structure of penalties, depending on the nature of the dealing 
with the drug concerned, the type of drug or substance, and thresholds of quantities to determine 
whether the offence involved a traffickable or commercial quantity.  
 
In relation to “psychotropic substances”, as the substances listed in Part 2 of Schedule 3 are legally 
available substances, thresholds for traffickable and commercial quantities are not stipulated by the 
Act. 
 
Section 5 establishes that the operation of the Act does not affect in any way the operation of other 
laws of the Commonwealth or a State or Territory.  
 
Section 8 defines “ship at sea” so as to ensure State law will continue to apply to conduct on board a 
ship within the existing area covered by State jurisdiction. 
 
 

3.4 CONFISCATION OF CRIMINAL ASSETS 
 

3.4.1 BACKGROUND 
 
In response to the problems identified by a number of Royal Commissions and other inquiries over the 
past two decades, there are now co-operative arrangements between the State and Federal police forces 
and the customs service. Earlier arrangements were primarily concerned with the importation, 
manufacture and distribution of illicit drugs; more recently there have been developments in laws to 
follow money trails from organised criminal activities and to identify and seize the assets and proceeds 
of such crime. 
 
The need for comprehensive measures to deal with large-scale drug trafficking was recognised as a 
consequence of the work of a number of Royal Commissions, which called for action to seize the 
assets generated by organised crime. The Williams41 and Stewart42 Royal Commissions explored the 
ramifications of large scale drug dealing, followed by the Costigan43 Royal Commission, which 
examined large scale revenue fraud. 
 
General agreement on the confiscation of the assets of those convicted of narcotics offences was 
reached at the Special Premiers’ Conference on Drugs in April 1985 (the Drug Summit). While model 
uniform legislation was subsequently agreed upon by the Standing Committee of Attorneys General, 
this has not been achieved; instead, each jurisdiction has enacted its own legislation. 
 
There are well-established provisions for forfeiture under Australian customs legislation. Since 1985 
this power has been extended to cover money or goods derived from narcotics dealings, in conjunction 
with pecuniary penalty orders against a person based on the value of benefits derived from his/her 
involvement with narcotic drugs. 
 
Key features of  the legislative provisions that have been enacted in most jurisdictions include - 
 
• forfeiture of property connected to an offence or derived from the proceeds of the offence; 

                                                           
41 Australia, Royal Commission of Inquiry Into Drugs. Report. Canberra, Australian Government 
Publishing Service, 1980. 
42 Australia, Royal Commission of Inquiry Into Drug Trafficking. Report. Canberra, Australian 
Government Publishing Service, 1983. 
43 Australia, Royal Commission on the Activities of the Federated Ship Painters and Dockers Union. 
Report. Canberra, Australian Government Publishing Service, 1984. 
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• pecuniary penalties based on benefits derived from the offence; 
• restraint of property at an early stage pending determination of the substantive applications; and 
• investigative powers. 
 
Confiscation legislation usually involves a number of principles - 
 
3.4.1.1 Conviction-based 
 
This means that a person does not become liable to lose his/her property unless and until a conviction 
has been recorded. (Only the Customs Act 1901 is not conviction-based.) 
 
3.4.1.2 Proceeds assessment 
 
This involves the attribution of profits from criminal activity. For an order to be granted the Crown 
must prove the person profited from the activity, so that the court can make an assessment of the 
amount of profit involved. In relation to serious drug offences the police may give expert evidence as 
to the price of drugs. 
 
3.4.1.3 Reverse onus 
 
This is the presumption that requires the defendant to prove the assets were not the proceeds of crime 
and operates only after the defendant has been convicted. 
 
3.4.1.4 Effective control 
 
This is the process whereby certain assets are deemed to be part of the estate of the defendant, either 
because they have been transferred so as to avoid the legislation, or in spite of the title, the defendant 
has a beneficial interest. 
 
3.4.1.5 Tainted property 
 
This involves property which may be forfeited as it was used in connection with the offence. Forfeiture 
occurs at the sentencing stage, as confiscation of tainted property may be considered as a penalty. See 
Table 3.3 for outline of key features of Commonwealth and Western Australian legislation. 
 
 
Table 3.3 Key features of law related to confiscation of proceeds of crime 
 

Statute Jurisdiction Conviction 
required? 

Drugs only? Proof of 
profits? 

Tainted 
property? 

Customs Act 
1901 

Cth No Drugs Cth to prove 
benefits 

Yes 

Proceeds of 
Crime Act 1987 

Cth Yes Serious crime Cth  to prove 
benefits and full 

reverse onus 

Yes 

Crimes 
(Confiscation of 
Profits) Act 1988 

WA Yes Serious drug 
offence 

State to prove 
benefits 

Yes 

 
 

3.4.2 COMMONWEALTH FRAMEWORK 
 
3.4.2.1 Customs Act 1901 
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The Act provides that ships, aircraft and goods used in contravention of the Act are declared forfeit; it 
being incumbent upon a claimant to seek to prevent condemnation of the goods and their subsequent 
disposal.44 Monies or goods that come into the possession or under the control of a person through 
his/her involvement in dealing in narcotic goods are deemed to be forfeited upon their seizure.45  
 
Whereas s 229A allows tracing into monies or goods exchanged for, purchased or otherwise acquired 
out of the original monies or goods, it does not extend to things that are neither goods or monies, such 
as bank accounts. However, there is a provision for tracing through a bank account to goods in the 
possession or under the control of a person that were purchased or otherwise acquired out of monies 
from dealing. Real property is not covered by s 229A. 
 
Under the Act pecuniary penalties apply only to dealings in narcotic goods and are not conviction 
based. As the proceedings are civil in nature, the Court has to be satisfied that the person was involved 
in a prescribed narcotics dealing - covering such activities as importing, conspiring to import, 
possessing and selling narcotics goods. 
 
A pecuniary penalty can be ordered regardless of whether or not a person has been convicted of an 
offence or had proceedings instituted against him/her in respect to any offence. If the Court is satisfied 
that a person has engaged in prescribed narcotics dealings, then it shall assess the value of the benefits 
obtained and order a pecuniary penalty equal to that value be paid to the Commonwealth. 
 
The factors considered by the Court in determining a pecuniary penalty include the money or value of 
property coming into the possession or under the control of a person, the value of a defendant’s 
property before, during and after the relevant event, and the market value of the narcotics of similar 
narcotics to those sold.46 
 
3.4.2.2 Proceeds of Crime Act 1987 
 
This legislation is conviction-based. Where a person is convicted of an indictable offence a court may 
order that “tainted property” be forfeited to the Commonwealth. Tainted property is property used in, 
or in connection with the indictable offence or property derived or realised directly or indirectly by any 
person from the commission of the offence. 
 
Other forfeiture provisions in the POC Act come into effect depending on whether the conviction is a 
“serious offence”, which is defined as - 
 
• a narcotics offence involving more than a traffickable quantity of drug; 
• an organised fraud offence; or 
• a money laundering offence in relation to the proceeds of a serious narcotics offence or an 

organised fraud offence. 
 
Where a person is convicted of a serious offence, any property which has been restrained, and which 
remains restrained at the end of a period of six months after conviction, is automatically forfeited to the 
Commonwealth at the end of the period.47 
 
Avoidance of automatic forfeiture requires an individual to have a court remove the restraining order 
before the expiration of the six month period, by satisfying the court that the property was not used in, 
or in connection with any unlawful activity and was not derived by any person from any unlawful 
activity. 
 

                                                           
44 Customs Act 1911 s 288 provides for forfeiture of aircraft, and ships not exceeding 80 metres in 
length, if used to smuggle goods, or knowingly used to convey prohibited imports. Ships over 80 
metres are not forfeited, but the owner is liable to a penalty not exceeding $100,000. 
45 s 299A. 
46 Customs Act 1911 s 243C (6); Proceeds of Crime Act 1987 s 27 (8). 
47 1987 s 30. 
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It is not sufficient to satisfy the court that the property was not linked to the offence for which the 
person was convicted, as unlawful activity is defined as conduct that constituted an offence in any 
Australian jurisdiction, or foreign country.48 
 
Once someone is convicted of a serious offence, property derived from or used in prior criminal 
activity may be forfeited without the need to prove anything in relation to the prior criminal activity. 
The onus is on the defendant to establish that the property was not used in connection with or derived 
from any unlawful activity. 
 
Pending forfeiture assets may be restrained. This raises the issue of continuing access, for example, for 
payment of the legal expenses of a defendant, for which there is a provision for release of restrained 
funds, at the court’s discretion.49 
 
The POC Act also operates in conjunction with the Mutual Assistance in Criminal Matters Act 1987, to 
enable enforcement of POC Act remedies in foreign countries and the enforcement of foreign 
confiscation orders in Australia. 
 
3.4.2.3 Cash Transaction Reports Act 1988 
 
The Cash Transaction Reports Agency (CTRA), which became operational on 1 July 1990, reports on - 
 
• cash movements into and out of financial institutions and other cash dealers, of $10,000 or more; 
• cash movements into and out of Australia, of $5,000 or more; and 
• suspicious financial activity. 
 
Access to the CTRA information system is determined in accordance with agreements between law 
enforcement agencies in each jurisdiction and the Director of the CTRA. Access by State police is 
restricted to a very small number of people, who have access on a specified basis, whereas officers of 
the Australian Taxation Office have general access. 
 
The effect of the CTRA is to ultimately deny the use of the commercial banking system by organised 
crime. The Act also empowers law enforcement bodies to obtain access to documents to establish 
money trails. 
 

3.4.3 STATE FRAMEWORK 
 
3.4.3.1 Declared drug trafficker 
 
A person may be declared a drug trafficker,50 when convicted on a serious drug offence, if he/she had 
over the preceding 10 years been convicted of - 
 
• two or more serious drug offences; 
• two or more external serious drug offences (ie corresponding offences in other Australian 

jurisdictions); or 
• one or more serious drug offences and one or more external serious drug offences;  
  
or if the offence involved - 
 
• a quantity of a prohibited drug not less than an amount specified in Schedule 7; or 
• a number of prohibited plants not less than an amount specified in Schedule 8. 
 
This provision operates in conjunction with the Crimes (Confiscation of Profits) Act 1988 (see below). 
 
                                                           
48 s 4 (1). 
49 s 43 (4) 
50 Misuse of Drugs Act s 32A. 
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3.4.3.2 Property laundering 
 

It is an offence for someone in Western Australia to be directly or indirectly engaged in a transaction, 
or bring into Western Australia, or receive, possess, conceal, dispose of or deal with any money or 
other property which is the proceeds of a “major offence”.51 
 
A major offence is defined as - 
 
a) an indictable offence; or  
b) an act or omission that occurred outside WA, which if it had occurred in this State would have been 

an indictable offence. 
 
3.4.3.3 Crimes (Confiscation of  Profits) Act 1988 
 
In relation to drug-related crime, the CCOP Act permits the Supreme Court to order the forfeiture of 
property or benefits, or impose pecuniary penalty orders, if a person has been convicted of a “serious 
drug offence”.52  
 
A pecuniary penalty is treated as a civil debt and assessed on the benefits the person derived through 
the offence. The court is given a very broad power to assess benefit, as being within or outside Western 
Australia, in the nature of - 
 
a) any property derived or realised directly or indirectly by the person who committed the offence, or 

at his/her direction; or 
b) any benefit provided for the person who committed the offence, for another person, at the direction 

of the person convicted of the offence.53 
 
Wide-reaching provisions in relation to pecuniary penalty orders apply in relation to serious drug 
offences, as they encompass all property of the person at the time of the application.  
 
There is also a provision, with respect to declared drug traffickers, that all property acquired by, or was 
or is under the control of the person, over the six year period preceding when the serious offence was 
committed,  is deemed to have been derived or realised as the result of the commission of the offence.54 
 
The CCOP Act gives the power for the police to apply to the Supreme Court for a monitoring order, to 
order a financial institution to give information about transactions of accounts held by a person.55  
 
The CCOP Act has a very wide scope through the concept of tainted property, ie property that was 
used in, or in connection with the commission of an interstate serious offence, or was derived or 
realised, directly or indirectly, by any person as a result of the commission of an interstate offence.56 
 

3.5 NOTIFICATION OF ADDICTS 
 
By law medical practitioners in this State are required to notify the Commissioner of Health of persons 
suspected of being addicted to drugs, so that their name and address can be placed on a register. The 
basis for notification arises under the Health Act 1911, which defines drug addiction as a “prescribed 

                                                           
51 Criminal Code s 563A. 
52 Misuse of Drugs Act 1981, 6 (1), 7 (1) or 33 (2) (a). 
53 s 16. 
54 s 16 (4). 
55 s 42. 
56 s 29. 
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condition health”.57 However, this power is conditioned on that any regulations promulgated shall not 
require any person to submit to treatment without consent.58 
 
The regulations59 cover three mutually exclusive situations, involving the use of a drug addiction or a 
substitute, to the extent the person may be - 
 
a) in a “state of periodic or chronic intoxication produced by consumption”;  
b) has a “desire or craving to take a drug”; or  
c) has a “psychic or physical dependence”.  
 
The power to notify is potentially wide through - 
 
a) the definition of “drug” in the Health Act 1911,60 and  
b) including “drugs of addiction” as the substances in the Eighth Schedule to the Poisons Act 1964.61  
 
The regulations provide penalties for medical practitioners who fail to notify a person who is addicted 
to drugs62.  
 
A person’s name may be removed from the register of notified addicts if 63 - 
 
a) the person referred to in the register has died; 
b) after 2 years, the Director of the Alcohol and Drug Authority (ADA) has advised that the person 

has ceased to use drugs; 
c) the entry was, for any reason, false or incorrect; or 
d) for a period of at least 5 years, the person referred to in the register has no contact with the Health 

Department, either directly or indirectly in relation to the use of drugs of addiction. 
 
There are consequences stemming from notification, as under the Poisons Regulations 1965 - 
 
a) medical practitioners are restricted from prescribing Schedule 8 drugs to notified addicts without 

authority of the Commissioner of Health;64 and  
b) notified addicts are required to disclose to a medical practitioner that they are notified drug 

addicts.65  
 
As the Poisons Regulations 1965 provide methadone may only be prescribed as a treatment to a 
notified addict with the permission of the Commissioner of Health, private prescribers are in effect not 
able to prescribe it to treat opioid dependent persons.66 

                                                           
57 Defined as “such disease processes and physical or functional abnormalities as are prescribed 
conditions of health to which this Part applies, but does not include any infectious disease” s 289B of 
the Health Act 1911.  
58 Health Act 1911 s 289C (d). 
59 Drugs of Addiction Notification Regulations 1980 s 3 (2) (a) - (c). 
60 Health Act 1911 s 3(1) “Drug” means any substance, organic or inorganic, used as medicine, or in 
the composition or preparation of medicines, whether for external or internal use, and includes soap 
and perfumes, cosmetics, absorbent cotton wool and surgical dressings and also includes therapeutic 
substances. This definition includes things not ordinarily regarded as having the meaning of a drug, but 
excludes legal drugs such as alcohol, tobacco and prescription drugs which are not in the Eighth 
Schedule, but which are arguably dependence producing. 
61 Eighth Schedule drugs include includes licit opioids such as morphine, codeine and pethidine, illicit 
opioids such as heroin, and illicit non-opioids, such as cannabis, psylocibin and LSD.  
62 Drugs of Addiction Notification Regulations 1980 s 4 (3) A medical practitioner who contravenes 
subregulation (1) commits an offence and is liable to a penalty which is not more than $1,000 and not 
less than -  in the case of a first offence, $100; in the case of a second offence, $200; and in the case of 
a third or subsequent offence, $500. 
63 Drugs of Addiction Notification Regulations 1980 s 5 (2). 
64 s 51B. 
65 s 51AA. 
66 s 51C. 



 Page - 90

 

3.6 TOBACCO 
 

3.6.1 TOBACCO CONTROL ACT 1990  
 
The Tobacco Control Act 1990 act deals with the sale and promotion of tobacco products, and 
provides for the establishment of the Western Australian Health Promotion Foundation. 
 
The Act covers a wide range of matters including - 
 
• the promotion and advertising of tobacco; 
• the labelling of cigarette packets;  
• the minimum number of cigarettes that may be sold in packets;  
• location of vending machines;  
• prohibition of smokeless tobacco; and 
• prohibition of the sale or supply of tobacco products to persons aged under 18 years, etc. 
 

3.6.2 BUSINESS FRANCHISE (TOBACCO) ACT 1975 
 
The Business Franchise (Tobacco) Act 1975 provides the mechanism for the funding of the Western 
Australian Health Promotion Foundation, by directing that a proportion of the franchise fees, based on 
annual turnover of wholesale and retail tobacconists, shall be earmarked for use by the Foundation.  
 

3.7 NEEDLE AND SYRINGE PROGRAMS 
 
The Poisons Act 1964 was amended in May 1994 for needle and syringe exchange programs (NSEPs) 
to be established.67 Approval from the Commissioner of Health is required for the establishment of a 
NSEP. Applicants must satisfy requirements as to character and repute, and conditions may be imposed 
as to the location and hours of operation of a NSEP. 
 
NSEPs may be approved to prevent the spread of bloodborne diseases by either - 
 
• supplying sterile hypodermic needles and syringes; 
• facilitating the safe disposal of needles and syringes; or 
• advising, counselling or disseminating information.68 
 
Bloodborne infectious diseases are defined to include HIV, Hepatitis B or Hepatitis C. 
 
The regulations also stipulate that an operator of a NSEP shall not accept used needles and syringes 
unless they are exhausted, and only contain a residue of a drug. There is also provision for operators of  
approved NSEPs to have a defence against a prosecution.69 
 

3.8 PHARMACEUTICAL DRUGS 
 
The Therapeutic Goods Act 1989 (Cth) provides national controls, such as, stipulation of minimum 
standards and issuing licenses for the manufacture of therapeutic goods. Therapeutic goods include any 
product used in the prevention, diagnosis, cure or alleviation of a disease, defect or injury. 
 
The Act acquires its force through the trade and commerce power of the Commonwealth Constitution 
whereby the Commonwealth may grant licences to corporations to import, export, manufacture and 

                                                           
67 Poisons Amendment Regulations 1994.  Government Gazette. 26 May 1994,  p. 2197. 
68 Poisons Act 1964 s 5. 
69 Poisons Act (s 36); Misuse of Drugs Act s 6 (2). 
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supply therapeutic goods. Licences are only granted if a manufacturer can demonstrate compliance 
with the Australian Code of Good Manufacturing Practice.  
 
Before a manufacturer can release a therapeutic good on the market, it must obtain marketing approval 
from the Commonwealth Therapeutic Goods Administration. Recommendations as to the approval or 
rejection of a therapeutic good are made by the Australian Drug Evaluation Committee. 
 
Historically each State and Territory has published its own list of drugs and poisons in schedules. For 
instance, in Western Australia, these schedules are part of the Poisons Act 1964. Substances are placed 
in schedules according to toxicity, potency, addictive qualities, potential for abuse, safety in use, and 
the need for the substance. 
 
The Drugs and Poisons Schedule Committee, which is a subcommittee of the National Health and 
Medical Research Council’s Public Health Committee, is responsible for making recommendations as 
the scheduling of drugs and poisons. There was agreement by the Australian Health Ministers’ 
Conference in June 1990 for each jurisdiction to adopt the Standard for the Uniform Scheduling of 
Drugs and Poisons (SUDP), published by the NHMRC. (SUDP No 8 became effective from 24 
December 1993.) 
 
Drugs and poisons are scheduled as follows - 
 
Schedule 1 
Poisons of plant origin, of such danger to health, that they should only be available to the public from 
medical practitioners, pharmacists, or veterinary surgeons. 
 
Schedule 2 
Poisons for therapeutic use, which should only be available to the public from pharmacies, or if a 
pharmacy service is not available, from persons licensed to sell Schedule 2 poisons. 
 
Schedule 3 
Poisons for therapeutic use that are dangerous, or are so liable to abuse as to warrant their availability 
to the public being restricted to supply by pharmacists or medical, dental or veterinary practitioners. 
 
Schedule 4 
Poisons that should, in the public interest, be restricted to medical, dental or veterinary prescription or 
supply. 
 
Schedule 5 
Poisons of a hazardous nature that must be readily available to the public, but require caution in 
handling, storage and use. 
 
Schedule 6 
Poisons that must be available to the public, but are of a more hazardous or poisonous nature than 
those classified in Schedule 5. 
 
Schedule 7 
Poisons which require special precautions in manufacture, handling, storage or use, or special 
individual regulations regarding labelling or availability. 
 
Schedule 8 
Poisons to which the restrictions recommended for drugs of dependence by the 1980 Australian Royal 
commission of Inquiry Into Drugs should apply. 
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Schedule 9 
Poisons which are drugs of abuse, the manufacture, possession, sale or use of which should be 
prohibited by law, except for amounts which may be necessary for medical or scientific research. 
 

3.9 LIQUOR LICENSING ACT 
 
As there has recently been an extensive review of the Liquor Licensing Act 1988, it is not necessary to 
again review this particularly complex piece of legislation.70 A number of areas of concern that have 
been identified by those involved with enforcement of this Act will considered elsewhere. 
 

3.10 VOLATILE SUBSTANCES 
 
There is a provision in the Police Act in relation to sniffing volatile substances.71  However, since a 
1988 decision by the Supreme Court72 that Selley’s Glue was not a deleterious drug, there have not 
been further prosecutions in relation to volatile substances. As the provision under the Act is concerned 
with possession, there is no law in this State that makes glue sniffing an offence.  
 
 

3.11 COURT DIVERSION SERVICE 
 
The CDS was not established through specific enabling legislation but by an administrative 
arrangement between the courts and the participating agencies, underpinned by the discretion for 
magistrates and judges contained in section 17 of the Bail Act 1982. 
 
s 17 (1) A judicial officer or authorised officer may impose conditions on a grant of bail only to 

the extent that he is authorised to do so by Part D of the Schedule. 

 (2) Conditions imposed on a grant of bail shall not be any more onerous on the defendant 
than the judicial or authorised officer considers is required in the public interest having 
regard to the nature of the offence for which the defendant is in custody and the 
circumstances of the defendant. 

 

Schedule D 

2 (1) A judicial officer or authorised officer, on a grant of bail, may impose conditions- 

 (a) to be complied with before the defendant is released on bail; 

 (b) as to the defendant’s conduct while on bail; or 

 (c) as to where the defendant shall reside while on bail, 

 if he considers that is desirable for any purpose mentioned in subclause (2), (3) or (4). 

  

 (4) Where a judicial officer is of the opinion that a defendant is suffering from alcohol or 
drug abuse and is in need of care or treatment either on that account, or to enable him to be 
prepared for his trial, the judicial officer may, under subclause (1), impose any condition 
which he considers desirable for the purpose of ensuring that the defendant receives such 
care or treatment, including he lives in, or from time to time attends at, a specified 
institution or place in order to receive such care or treatment. 

                                                           
70 Independent Review Committee of the Liquor Licensing Act 1988. Liquor licensing in Western 
Australia (Mattingley chairman). Perth, Office of Minister for Racing and Gaming, 1994. 
71 Police Act 1892 s 65 (5).  
72  Patton v Mounsher. Unreported decision of Supreme Court of Western Australia, 16 September 
1988, Appeal 1988/1269. 
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3.12 LEGISLATION RELATED TO DRUG USE IN THE 
WORKPLACE 

 
The Task Force has had drawn to its attention a number of legislative enactments, as well as proposed 
legislation, that deal with the abuse of drugs by employees in specific workplace environments. These 
provisions illustrate that in some circumstances a statutory framework is necessary to achieve drug-free 
workplace environments in high risk areas like marine vessels, offshore oil rigs, underground mines, 
and in places where there may be risks to the general public through the actions of drug-affected staff 
or where crime may be encouraged.73 
 

3.12.1 NIGHT CLUB EMPLOYEES 
 
The Security and Related Activities (Control) Bill 1994 was introduced in early December 1994, and at 
this stage has only progressed to the second reading stage. It provides for the testing of bouncers 
working in nightclubs, through mandated testing as follows. 
 
Part 9 - Random drug testing of licensed crowd controllers 
 
Licensee may be directed to provide blood or urine for analysis 
 
79.  (1) The Commissioner may at any time direct the holder of a crowd controller’s licence to 

attend at a place and there give a sample of his or her blood or urine for analysis. 
 
 (2) The purpose of an analysis is to determine the presence or level of any prescribed drug 

in any form in the blood or urine of the licensee. 
 
 (3) A direction under this section must - 

 (a) be in writing given to the licensee; 
 (b) specify the day on which and time and place at which the licensee is to attend; 

and 
 (c) indicate what sample or samples are to be given. 
 

 (4) Where a direction is given under this section, any sample is to be taken and dealt with 
in accordance with regulations referred to in section 82. 

 
 (5) The Commissioner may delegate to a police officer the exercise of the power of 

direction conferred by this section. 
 
Licence may be revoked 
 
80.  (1) A licensing officer may revoke a crowd controller’s licence if - 

  the licensee fails without lawful excuse to comply with a direction under section 
79; or 

  a sample of blood or urine given by the licensee following a direction under 
section 79 is found on analysis to be a non-complying sample, within the 
meaning in the regulations, for the purposes of this section. 

 
 (2) Section 66 (2), (3) and (4) apply to the revocation of a licence under subsection (1) as 

if the revocation were made under that section. 
 
Cost of test may be recovered 
 

                                                           
73 Morefese L. “Drug test law for bouncers under attack”. (1994) 12 December West Australian. 
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81. If a sample of blood or urine given by the holder of a crowd controller’s licence is found on 
analysis to be a non-complying sample for the purposes of section 80 (1) (b), the Commissioner 
may - 

determine the costs and expenses of carrying out the analysis; and 
recover the amount so determined from the licensee as a debt in a court of competent 
jurisdiction. 

 
Regulations relating to drug tests 
 
82. Regulations may be made under section 93 - 
 prescribing drugs for which a person may be required to be tested pursuant to a direction under 

section 79; 
 prescribing any test to be carried out for the purposes of section 80 (1) (b); 
 prescribing the amount of a prescribed drug in any form in a given quantity of blood or urine in 

a sample that is to render the sample a non-complying sample for the purposes of section 80 (1) 
(b); 

 regulating the manner of taking and dealing with samples of blood and urine and their analysis; 
 requiring a licensee to produce his or her identity card at the time when a sample is taken, and 

providing that a failure to do so - 
 

 is taken to be a failure to comply with a direction under section 79; and 
 constitutes an offence punishable by a fine not exceeding $2,000; 
 providing for the authorisation of persons as analysts for the purposes of this Part; 
 providing for certificate evidence in any proceedings as to the taking and analysis of any 

sample and the authority of any analyst to carry out an analysis. 
 

3.12.2 MINING INDUSTRY 
 
The WA mining industry has developed a comprehensive process of inspection, education and advice 
in relation to occupational health safety and welfare, underpinned by a statutory framework through the 
Mines Regulations Act Regulations (MRAR), and the Coal Mines Regulation Act. The MRAR 
contains the following provision. 
 
Regulation 4.9 
 
4.9  (1) Where in the opinion of the principal employer, manager or supervisor, an employee 

reporting for duty is adversely affected by intoxicating liquor or drugs, he shall not be 
permitted to remain in or on  the mine, and any person so remaining after being 
required to leave is guilty of an offence. 

 
 (2) A person, whether an employee or not an employee, who, while in or on any mine, is 

adversely affected by intoxicating liquor or drugs, is guilty of an offence. 
 
 (3) Intoxicating liquor or deleterious drugs shall not be in or about any mine or be taken by 

any person onto or into any mine, except with the knowledge and permission of the 
manager, and any person having intoxicating liquor or deleterious drugs in his 
possession while in or on the mine, without permission, is guilty of an offence. 

 
 

3.12.3 MARITIME INDUSTRY 
The scope for enormous harm to arise as a consequence of collisions by ocean-going vessels was 
illustrated some years ago through the massive oil spill that occurred when in 1989 the Exxon Valdez 
ran aground in Alaska through the actions of an alcohol-affected captain.  
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This situation would be dealt with by the Navigation (Marine Council and Committees of Advice) 
Regulations 1988, which enable findings to be made as to a seaman’s suitability to work on a marine 
vessel.74 The criteria as to suitability provided by the regulations include whether someone is - 
 
• habitually drunk, 
• addicted to a drug, or 
• has trafficked in a drug. 
 

                                                           
74 Cremen D. “Never, never sick at sea”. (1990) 25(8) Australian Law News 36. 
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4. A DRUG DATA SYSTEM 
 

4.1 INTRODUCTION 
 
By undertaking a comprehensive analysis of problems caused by drug abuse in Western Australia, it 
has become clear that there is a need for a coordinated system to - 
 
• collect and maintain a comprehensive set of indicators of drug abuse; 
• ensure a whole-of-government perspective to funding; 
• identify direct and indirect expenditure by departments and organisations; and 
• undertake the collation and dissemination of information by a variety of media. 
 
We recognise there are special difficulties in obtaining reliable information in relation to drug abuse, in 
that many of the health and social problems caused by drug abuse usually manifest themselves only 
after the passage of a period of time. Another key problem is that data systems which contain drug-
related data, such as admissions to treatment programs and inpatient stays in hospitals, are likely to 
over-represent the dependent and/or chronic spectrum of the drug abusing population.  
 
These difficulties mean that relying on these types of data alone will tend to not provide a 
comprehensive picture of the effects of the use of both licit and illicit drugs in the community. 
 
To overcome these shortcomings it is appropriate to develop indicators of drug use encompassing 
primary and secondary sources of data, including a wide range of programs and services, employing 
quantitative as well as qualitative methods, to accurately quantify the scope of the problem.  
 
Ideally a drug indicator database (DID) would include at least the following broad categories of data at 
a local, State and national level that were concerned with - 
 
1) prevalence and characteristics of drug users; 
2) treatment populations (for example, characteristics of clientele, utilisation factors, etc) ; 
3) drug-related morbidity and mortality; 
4) drug market data, in respect to illicit drugs this would include data about prices, purity from 

analytical laboratories and seizures from law enforcement bodies; in respect to licit drugs this 
would include, value of sales, value of taxes collected by government, expenditure on advertising, 
etc; 

5) law enforcement, ie data as to arrests, charges, convictions and populations in prisons; and 
6) social and economic costs arising from drug use, for example, outlays by government, taxes, etc. 
 
 

4.1.1 NATIONAL APPROACH 
 
As part of the National Campaign Against Drug Abuse (NCADA), the Commonwealth established a 
national drug data system that attempted to provide a wide spectrum data system. It is instructive to 
review some of the salient features of this system until its demise in June 1993. 
 
The need for a system to provide a set of standardised indicators of drug abuse was recognised from 
the earliest phases of the NCADA, which was launched as the result of a Special Premiers Conference 
in 1985. The Commonwealth established the National Drug Abuse Data System (NDADS) to develop 
and maintain a dataset of standardised national comparative measures of drug-related problems, 
through a network of funded positions in each jurisdiction. 
 
The objects of the NDADS involved a multi-tiered function to -  
 
1) collect jurisdiction level information for utilisation by the Commonwealth to provide baseline 

national and regional data;  
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2) monitor trends in the incidence and patterns of specific drug groups known to have been 
responsible for serious health and social problems in other jurisdictions (eg cocaine and crack); 

3) provide timely, focussed and regular advice to the Ministerial Council on Drug Strategy (MCDS) to 
underpin and shape policy; 

4) produce regular statistical analyses and descriptive studies at the jurisdiction level; 
5) facilitate the sharing of information between the health and law enforcement systems; 
6) enable policy makers and planners to have access to reliable and comprehensive data in relation to 

drug problems; and 
7) act as a clearing house for each jurisdiction to distribute and disseminate national publications, and 

interstate and overseas research data. 
 
The Western Australian Drug Data Collection Unit (WADDCU), which was located in the former 
Health Statistics and Epidemiology Branch75 of the HDWA, was established in the late 1980s as part of 
NDADS. However, with the cessation of the Commonwealth’s funding of the NDADS at 30 June 
1993, the WADDCU was absorbed by the Epidemiology Branch of the HDWA.  
 
A number of lessons were learnt from the NDADS experience.  
 
An important achievement was to establish the concept for a minimum national data set, achievable by 
the greatest number of services across all jurisdictions.  
 
Attempts were made to create national minimum data sets in a number of areas, such as, admissions to 
treatment services, forensic and toxicological testing, mortality and morbidity data, coronial data, drug-
related outpatient admissions to accident and emergency (A&E) departments and a qualitative 
reporting system. 
 
The best results were obtained in respect to mortality and hospital morbidity data systems. The 
Australian Bureau of Statistics (ABS), which conducts a national mortality data system, and health 
departments which have responsibility for morbidity data systems, both operated well run data bases, 
containing large datasets gathered over lengthy periods of time.  
 
A reason for the good results in developing indicators based on large scale health data systems was that 
they were, as in the case of the HDWA’s hospital morbidity data system (HMDS), operated by people 
conversant with protocols to maintain data integrity and confidentiality and who placed a high 
premium on rigorous coding standards. 
 
The worst results occurred in relation to attempts to establish ambitious new data systems. The 
difficulties experienced in this area involved the necessity to adequately fund agencies and departments 
to induce them to participate in a new data collection system. It was also difficult to maximise 
commitment to the routine collection of material that was analysed by an external body, as 
participating agencies became disillusioned without frequent feedback or were not involved in the 
analysis of the data.  
 
Another difficulty was that as there were often unforeseen delays in implementing some systems, this 
meant they were not a source of useful data, as they had not operated for a sufficient period of time to 
provide time series data. 
 
Inconsistent results were obtained in respect to data from treatment systems, with problems stemming 
from varying definitions, and difficulties peculiar to NGOs in being able or willing to provide data 
about treatment populations. Also, as many NGOs were relatively small-scale operations, they tended 
to have insufficient resources to setup and run PC-based databases.   
 
Very good results were achieved through NDADS in setting up a quarterly national methadone data 
system throughout Australia, and this area has continued to be the treatment service for which there is a 
national minimum data set. Each jurisdiction established a computerised central register of the 
methadone treatment population, to provide a hard copy quarterly report of aggregated totals of the 

                                                           
75 In July 1994 split into two separate branches, the Health Statistics Branch, and the Epidemiology 
Branch. 
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number of clients according to sex, age, length of stay of current population, length of stay of 
discharged population and reason for discharge, and HIV status. 
 
To overcome the problems with obtaining data about the non-government sector, the Commonwealth 
undertook a national one-day survey, the Census of Treatment Service Agencies (COTSA), in May 
199076. This survey has been repeated on two further occasions, in May 199277 and most recently in 
May 1995. The COTSA survey, which is carried out for the Department of Human Services and Health 
(DHSH) by the National Drug and Alcohol Research Centre (NDARC), has proven to be the most cost 
effective method of providing reliable information about this sector. 
 

4.1.2 WESTERN AUSTRALIAN APPROACH 
 
As indicated earlier, from the experience with the WADDCU, the highest quality and most accessible 
sources of drug-related data were obtained through HMDS, run by the Health Statistics Branch (HSB). 
 
The WADDCU also obtained drug-related data from the Infectious Diseases Registry (previously 
operated by the HSB and now run by the Communicable Diseases Control Unit (CDCU)), and the 
Register of Drug Notifications, run by the Pharmaceutical Services section of the HDWA’s 
Environmental Health Branch. 
 
The WADDCU was responsible for the establishment of two databases. The first of these, the FitPack 
database, contains a record of the total number of needles and syringes (N&S) distributed each month 
through individual chemists and exchange programs. This data exists from the inception of organised 
N&S distribution in mid 1987, when the HDWA instituted measures to prevent the spread of HIV 
among IDUs by providing information about HIV high risk practices and increasing access to sterile 
injection equipment. 
 
The second database, the coronial database, operated over the period 1989 to 1992, was an attempt to 
obtain more timely and detailed information about drug-related deaths. The shortcoming with this 
particular database was that while there were only about 50-60 drug-related poisonings per year, as the 
coronial record system was wholly paper based, it was necessary to establish a computerised set of 
records about all coronial investigations. As coroners in this State deal with about 1600 sudden deaths 
per year, this required a significant input of resources. 
 
A source of drug-related data that was readily accessed by the WADDCU occurred through good 
cooperative arrangements with the ADA’s information systems section, in providing monthly and 
quarterly reports in respect to a number of ADA programs (ADIS, methadone program, admissions to 
residential detoxification programs and admissions to other ADA programs).  
 
The WADDCU was involved in a number of research studies, which focussed on specific drug-related 
issues, as well as producing an annual report series of indicators of drug abuse, compiled from data in 
relation to mortality, hospitalisation, treatment systems, drug-related crime and public health data.  
 
As secondary school students found it difficult to access information on the level of drug abuse in the 
community arising from increased emphasis on drug-related content of the health education 
curriculum, the WADDCU undertook the regular distribution of general publications emanating from 
the NCADA as well as more focussed local studies, to all high school libraries throughout the State.  
 
A cooperative arrangement was also established through the Library Information Service of WA 
(LISWA) to distribute publications and pertinent research studies to all local government libraries 
throughout the State. Published research studies were also distributed to university libraries, as well as 
to researchers and related bodies throughout Australia. 
 

                                                           
76 Webster P, Mattick RP, Baillie A. Clients of treatment service agencies, March 1990 findings. 
Canberra, Commonwealth Department of Health, Housing and Community Services, 1991. 
77 Chen R, Mattick RP, Baillie A. Clients of treatment service agencies, March 1992 census findings. 
Canberra, Commonwealth Department of Health, Housing and Community Services, 1991 



 Page - 99

Following the withdrawal of the Commonwealth funds in mid 1993, drug-related research has 
continued to be undertaken and published through the HDWA’s Epidemiology Branch (EB). A 
purchasing arrangement between the Chief Health Officer and the EB was negotiated for the 1993/94 
year to undertake analyses of particular alcohol-caused problems, such as, regional trends in alcohol-
caused accidents78, regional studies of alcohol-related morbidity and mortality,79 and a biennial series 
of publications containing time-series data based on indicators of drug abuse.80 Another spin off from 
this arrangement was the establishment of a consortium with the NCRPDA, to undertake the 
Measurement of Alcohol Problems for Policy (MAPP) project. 
 

4.2 A COORDINATED APPROACH TO DRUG DATA 
MANAGEMENT 

 
As foreshadowed, the Task Force has identified the need for a coordinated approach by the State to 
collate, interpret and utilise drug-related data. It is our view that the establishment of the proposed 
Central Drugs Coordinating Office (CDCO) will make it possible to give a much greater emphasis to 
the coordination, collection and provision of information at the state level, than has previously been 
possible. 
 
The most cost effective method wherever possible is to establish cooperative data exchange 
arrangements with departments and bodies which have established data systems. 
 
Given the long lead times and expense in establishing new data collections, we believe that it is not 
generally cost effective nor a good use of resources for the development of systems to be underwritten 
by the CDCO. However, we have identified a number of areas where established data systems need to 
be upgraded to function efficiently and for the information they collect to be utilised effectively. These 
areas will be addressed below. 
 
A small coordinating unit (3 FTE) should be established within the CDCO. This should operate on the 
principle of maximising public access to and understanding of drug-related information through a 
combination of means including -  
 
a) regular statistical publications; 
b) analyses of regional drug problems; 
c) production of well-researched studies utilising existing data; and 
d) collaborative projects across sectors. 
 

4.2.1 REGULAR STATISTICAL PUBLICATIONS  
 
There are a number of levels of information that should be regularly provided. There is a need for 
annual bulletin providing information in a summary form, such as trends in alcohol and drug use, drug-
related deaths, funding, legislative initiatives, utilisation of services, crime information (eg seizures), 
health-related issues, etc.  
 

                                                           
78 Unwin E, Swensen G, Moroz P, Thomson N. Hospitalisation due to alcohol-caused injuries in 
Western Australia 1981-1992. Perth, Epidemiology and Health Statistics Branches, Health Department 
of WA, 1994. 
79 Swensen G, Unwin E. A study of hospitalisation and mortality due to alcohol use in the Kimberley 
region of Western Australia. Perth, Epidemiology and Health Statistics Branches, Health Department 
of WA, 1994.  
80 Swensen G, Unwin E. Indicators of drug use in Western Australia 1982-1992. Perth, Epidemiology 
Branch, Health Department of WA, 1994.  
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4.2.2 STATEWIDE AND REGIONAL STUDIES 
 
The annual reports series of indicators of drug abuse, previously published by the WADDCU, which 
has been continued as a biennial publication by the Epidemiology Branch (EB), should be maintained, 
as it provides a comprehensive whole-of-state overview of drug-related problems. 
 
There is a need for communities to have access to high quality data to develop strategies to deal with 
localised drug problems. For example, local communities have identified the need for information in 
relation to the operation of liquor licensing laws and indicators of health, social and legal-judicial 
problems. 
 
The Task Force found there was very limited regional data in relation to drug problems. As most of the 
available regional data had been gathered through research studies, it tended to be difficult to 
extrapolate the results.81 There is a serious shortcoming in our level of understanding about regional 
drug problems across the state and at the best information is fragmented and of variable quality. This 
problem may have arisen in part from a lack of responsibility as to overall drug policy and regional 
data between the ADA’s system of six country regional offices,82 and the various systems of the Health 
Department in other regions. 
 
In the United Kingdom the 14 regional health authorities (RHAs) have been establishing regional 
“drug misuse databases”, with the object of being able to provide both national and regional data about 
drug-related problems. It is reported that - 
 
“The clear advantages which the drug misuse databases have over the other official statistics is that 
they cover both a wider range of services and a wider range of drugs. Doctors are not limited to opiate-
reporting, and non-medical agencies, whether statutory or voluntary, are also able to report new client 
episodes. ... Furthermore, as it is regionally-centred it provides a much more comprehensive and 
nationwide picture than any other comparable statistical dataset of the habits of drug users (not, it must 
be stressed, ‘drug use’ - it is not a prevalence study of how many people take drugs but a study of the 
users themselves).”83 
 

4.2.3 RESEARCH STUDIES INVOLVING HEALTH-RELATED DATA 
 
There is the need for further high quality research to be undertaken by the HDWA, through the EB, the 
HSB and the Health Services Promotion Branch (HSPB).  
 
As indicated earlier, the HSB as the holder of high quality databases such as the HMDS, the Mortality 
database, and the Mental Health Register, has a central role in access to drug-related health data. The 
HSPB by conducting regular community surveys has extensive information of prevalence in a number 
of areas, such as smoking, alcohol, young people’s drug use, and prescription drugs.  
 
There may also be scope for the inclusion of drug-related questions in the WA Health Survey, which 
will undertake regular health surveys of the State’s population to enable statistically valid comparisons 
to be made between health regions and between different time periods in the following topic areas - 
 
• use of and satisfaction with health services; 
• nutrition and physical activity; 
                                                           
81 Hunter E, Hall W, Spargo R. The distribution and correlates of alcohol consumption in a remote 
Aboriginal population. Sydney, National Drug and Alcohol Research Centre, 1992; Phillips M, Daly 
A, Philp A. “Geographic variations in alcohol consumption in WA can it tell us anything useful about 
individual consumption?” In Bartu A (ed.) Proceedings of 11th Mandurah addiction research 
symposium. Perth, Alcohol and Drug Authority, 1995; Midford R, James R, Oddy W, Dyskin EV, 
Beel A. “Alcohol consumption and harm in two Western Australian regional centres”. (1995) 19 
Australian Journal of Public Health 41.  
82 Known as the Kimberley, Pilbara, Gascoyne-Murchison, South West, Great Southern and Eastern 
Goldfields regions. 
83 Institute for the Study of Drug Dependence. Drug misuse in Britain 1994. London, ISDD, 1994 p 82. 
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• tobacco smoking and alcohol consumption; 
• use of medications; 
• selected health conditions (such as hypertension, diabetes, asthma and arthritis); 
• women’s cancer; 
• skin cancer; 
• injury and poisoning; 
• mental health; 
• child health; 
• contraception; and 
• socio-demographics. 
 
The Task Force would wish to encourage a closer relationship between key branches in the Health 
Department of WA, such as the HSPB, the EB and the HSB so that the HDWA can play a leading role 
in respect to dealing with drug abuse as a major public health problem. There is in particular a need for 
information at the regional level so that the department’s health authorities (HAs) can identify and 
establish programs to deal with drug problems. 
 

4.2.4 COLLABORATIVE INTERSECTORAL PROJECTS 
 
Occasional studies could well be undertaken by government agencies in collaboration with specialised 
research groups attached to the universities, such as the Crime Research Centre, and the NCRPDA. 
The following are examples of areas where there is a need for better information about drug abuse - 
 
• socio-economic indices, crime data and FitPack sales; 
• impact of alcohol and other drug abuse on police work; and 
• drug abuse by at-risk populations of young people. 
 
To be able to achieve these objectives the Task Force has considered the following changes need to be 
instituted by departments to achieve efficient processes of data collection and retrieval and maximise 
access to and utilisation of relevant holdings of drug-related information. 
 

4.3 REFORMS TO ESTABLISH MORE FUNCTIONAL 
DATA CAPABILITIES BY DEPARTMENTS AND 
ORGANISATIONS 

 
In undertaking surveys of departments and organisations so the Task Force could build up a 
comprehensive understanding of drug-related problems throughout the State, we obtained an 
understanding of difficulties that operated in particular areas in being able to access and interpret drug-
related data. Specific problems in these areas are briefly discussed and suggestions are made to 
improve the collation and utilisation of information. 
 

4.3.1 ALCOHOL REGULATORY FRAMEWORK 
 
A number of areas of difficulty were highlighted in the operation of the framework of laws concerned 
with regulating access to and the excessive use of alcohol. As the regulation of licensees, servers and 
patrons of licensed premises is divided between the Liquor Licensing Division (LLD) of the Office of 
Racing and Gaming (ORG) and the Liquor and Gaming Branch (LGB) of the Police Department, the 
coordination of compliance monitoring and surveillance data is critical.    
 
4.3.1.1 Office of Racing & Gaming (ORG) 
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As the LLD of the Office of Racing & Gaming is responsible for the assessment and receipt of liquor 
licensing fees, it maintains a database of all licence holders to determine license fees.84 Since the late 
1980s the LLD has developed a computerised system with a high degree of integrity, permitting cross-
checking of returns from suppliers and retailers. 
 
The LLD by law only requires two sets of turnover data, ie the value of sales of low alcohol content 
beverages (ie from 3.5% to 4.7%) and high alcohol content beverages (ie above 4.8%), in order to be 
able to calculate alcohol franchise fees. However, it has obtained the industry’s cooperation in 
providing 10 sets of turnover data, being the value and volume of - 
 
• low alcohol beer; 
• high alcohol beer; 
• low alcohol wine; 
• high alcohol wine; and  
• spirits. 
 
This additional data collection imposes a cost on the LLD and is beyond its core data requirements. 
 
The collection of 10 sets of data provides a significant benefit to planners and policy makers to monitor 
consumption trends and develop campaigns to address health and social problems stemming from 
unsafe alcohol use.  
 
As shown earlier elsewhere in the report, a detailed breakdown of sales of sales by type of alcoholic 
beverage is an extremely important indicia of consumption patterns, for instance, enabling analyses of 
consumption over time, between regions and with other jurisdictions.  
 
The LLD has experienced increasing demands from researchers and departments responsible for health 
planning for higher grade analyses of annual returns. This has proven a difficult task for the LLD, for a 
number of reasons - 
 
• it does not have the resources or expertise to undertake research or analysis; 
• it has inherited incompatible data systems that will require a significant investment to be upgraded 

to operate in an environment of relational databases with online processing and real-time access; 
• there are legal ambiguities about wider access to data; and 
• there are strict needs for confidentiality as data is based on individual retailers. 
 
The development of an in-house research and analysis capability within the ORG would be preferable 
over the present arrangement of outside agencies developing data systems based on raw data provided 
by the LLD. An in-house capability would resolve uncertainties about ownership, ensure consistent 
interpretation of the information, and enable the LLD to develop a capability for marketing data, such 
as to the tourism sector or others who may be interested in high quality analysis of liquor sales data. 
 
To ensure the LLD continues to collect non-core data from alcohol retailers, the HDWA, as a major 
user of alcohol sales data, should enter an arrangement with the ORG through which HDWA could 
provide research capability for the ORG, through a shared research position. There is an indication that 
the alcohol industry could also contribute portion of a salary towards a research position, as it has a 
need for analyses of some of the LLD’s data. 
 
There has been the recognition for the need for the collection of uniform statistics by liquor licensing 
authorities throughout Australia, to enable the development of national statistics. This has been 
achieved through forums such as the Australasian Liquor Conference, and has resulted in common 
definitions for low and high alcoholic beverages. At the state level there is a need to review and 
determine the minimum data set that the LLD should collect over and beyond core data, consistent with 
the development of system of comparable national data. 
 

                                                           
84 Under the Liquor Licensing Act the LLD determines licence fees based on value of turnover 
according to two scales, of high and low alcohol alcoholic beverages.  
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The continuation of a minimum data set of alcohol use, derived from the LLD database, must be 
regarded as a priority, for without this level of information it is not possible to monitor consumption 
trends and set targets for attaining health goals. 
 
4.3.1.2 Liquor and Gaming Branch (LGB) 
 
The LGB plays a unique frontline position in monitoring compliance with the law, as it encompasses 
breaches by the public, licensees and their employees on licensed premises and the management of 
incidents and behaviour of patrons outside licensed premises. 
 
A small sample of the problems that the LGB encounters in enforcing the law, arising from a 
combination of factors, includes -  
 
• venues catering predominantly for younger drinkers with attendant higher levels of antisocial 

behaviour; 
• granting of extended trading permits (ETPs) with insufficient notice; 
• inadequate scrutiny of clashes between venues holding ETPs and other types of licensed premises; 
• licensed premises resorting to improper marketing practices under the guise of entertainment to 

attract particular types of drinking populations; and 
• difficulties in obtaining consistent application of the law in defining drunkenness. 
 
The LGB amasses written reports of incidents throughout the State involving licensed premises. This 
information is very comprehensive, and while it partly serves a prosecutorial function, it contains 
accounts of incidents involving particular premises and particular licensees.  
 
The usefulness of the information in the collection of LGB reports is that they contain a broad 
spectrum of information pertinent to specific localities throughout the State in relation to licensed 
premises, and if computerised could both increase the efficiency of the LGB and facilitate broader 
access to valuable data. 
 
Accordingly, the records maintained by the LGB should be transferred into an electronic database on a 
PC with an easy-to-use text retrieval system. Ideally, the database should be backdated over the 
previous five years, to maximise its short-term utility 
 
An on-line data transfer system needs to be established for efficient transfer of information and 
communication between the LGB and LLD. 
 

4.3.2 REGIONAL ALCOHOL-RELATED ILLNESS AND HEALTH DATA 
 
4.3.2.1 Introduction 
 
The Health Department of WA, in conjunction with the National Centre for Research Into the 
Prevention of Drug Abuse (NCRPDA) and the Police Department has formed a consortium of 
researchers to establish a database of alcohol-related data linked to a geographic information system 
(GIS).  
 
4.3.2.2 Objectives 
 
The purpose of the project, known as Measurement of Alcohol Problems for Policy (MAPP), is to 
identify and bring together statewide data sets which include measures or likely indicators of 
consumption and harm due to alcohol use. 
 
Given the diverse nature of the data being utilised, the consortium is to establish arrangements to 
guarantee access to a wide range of information held by agencies, such as the Police Department who 
hold a wide range of data including arrests, RBT results etc, and hospitals who hold accident and 
emergency (A&E) attendance data as well as inpatient information. An important early goal of the 
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MAPP consortium is to explore inter-relationships (eg inter-correlations) between different potential 
indicators so as to identify those which are most sensitive to changes over time and locality. 
 
A key concept is the establishment of sensitive surrogate measures for harm given  - 
 
(a) the impossibility of relying on reliable routine assessment of alcohol involvement in health or 

police data; and 
(b) the inadequacy of aetiological fractions in relation to acute problems without allowance for 

localised differences in the extent of alcohol involvement.  
 
4.3.2.3 Advantages of GIS 
 
As many of the data sets to be utilised by MAPP contain detailed information, often down to the level 
of street address, GIS allows any level of aggregation of such data, from street address to the whole 
state, as well as “layering” different data sets across geographical space. 
 

4.3.3 TREATMENT DATA SYSTEMS 
 
The ADA’s computerised record system of admissions to treatment programs is the most 
comprehensive dataset held on treatment populations in this state.  However, it covers only its own 
clients. 
 
The responsibility for the ongoing maintenance of this ADA dataset should be transferred to the Health 
Statistics Branch, which has had considerable expertise in managing confidential health data systems. 
Such a transfer needs to recognise the D&A field requires a comprehensive set of data items to be able 
to properly enumerate key factors pertaining to populations with problems stemming from drug abuse.  
 
A key role will be the continuation of the development of a high quality PC based methadone database 
that is able to relate a broad range of patient information, eg notifications of addition, urinalysis results, 
HIV tests etc, from both specialist and private methadone providers. 
 
Another example of an effective database is the sobering up shelter database, which is able to produce 
timely and accurate data of admissions to sobering up shelters throughout the state. The good design of 
the database is evident in that it involves data input by both police and staff working at shelters, many 
of whom work in the more remote parts of the state, with limited PC skills in some instances. At the 
present this database is managed under contract by the ADA on behalf of the Health Department. 
 
There was an attempt to develop a menu driven PC database, WADAISY, to be used by NGOs to 
provide standardised statistical reports to the ADA as a condition of funding. The object of WADAISY 
was to provide the funding body and the field with an analysis of the major characteristics of users of 
D&A services and to obtain a better understanding of the mix of services offered by providers. 
Development of the system caused a number of problems, and WADAISY has essentially fallen into 
disuse. 
 
Currently, the HDWA requires providers to furnish six monthly reports as condition of their funding. 
The approach has been to stipulate a minimum set of reporting items, with the method of compliance 
with these reporting objectives to be left to individual organisations. This system is not, however, as 
the data reported by the Task Force indicates, yet producing adequate information. 
 
The following developments are proposed to achieve the availability of comprehensive information 
without establishing costly new systems 
 
• Responsibility for the maintenance of treatment data systems be transferred to the Health Statistics 

Branch of the Health Department. 
 
• The CDCO facilitate the development of the ADA client data system, in conjunction with the 

Health Statistics Branch of the Health Department of WA and the WA Network of Alcohol & Drug 
Agencies, to accommodate similar data from all alcohol and drug services. 
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• The CDCO review the minimum information requirements pertaining to funding of services, in 

order to ensure the availability of comprehensive data. 
 
• The CDCO/ADA working party on methadone devolution determine and facilitate the development 

of an appropriate data collection and management system to provide for central monitoring of 
methadone clients and treatment. 

 

4.3.4 NOTIFICATION SYSTEMS 
 
As described earlier, there are two major notification systems operated by the HDWA which are 
sources of information on problems stemming from drug abuse. 
 
The major function of the HDWA’s register of notified addicts has been to monitor the prescription of 
Schedule 8 (ie drugs of addiction) by GPs to notified addicts. The system functions as a broader policy 
instrument to deter GPs from prescribing Schedule 8 drugs. 
 
One of the reasons there is a low level of compliance with the system of notification of addicts by 
private medical practitioners is the uncertainties about the implications of the status of notified 
individuals when placed on the register. Indeed the Task Force heard representations from former 
addicts that their continued presence on this register was causing problems for them in receiving 
appropriate medical care in some settings. As it presently operates, the system is mostly used by 
medical practitioners working with the ADA, because of a requirement under the Poisons Act that 
permission to prescribe methadone is contingent on someone being a notified addict. 
 
A major impediment to utilisation of the data contained in the register of notified addicts is that the 
present system is completely paper based. This means that multiple entries and the use of aliases may 
be difficult to check, and the database’s epidemiological potential is not realised. 
 
Given the inadequacies of the current register and the concerns expressed about its inequitable impact 
on individuals, it is proposed that the CDCO in conjunction with the HDWA, convene a working party 
to examine its operation and options for its improved functioning if appropriate. 
 
In this State the concept of notification has been less than successful in preventing private GPs from 
prescribing other forms of drugs that are abused by populations of IDUs. Problems have been 
experienced particularly with GPs prescribing substantial quantities of injectable forms of diazepam, a 
Schedule 4 drug, to IDUs.  
 
A “voluntary” register of persons being prescribed Schedule 4 drugs has been developed to provide 
better monitoring of drug abusers attending GPs. 
 

4.3.5 EARLY WARNING SYSTEMS 
 
4.3.5.1 A&E departments 
 
The HDWA’s Injury Control Unit has been piloting surveys in a number of regional hospitals, with the 
object of enabling health providers to obtain a better understanding of the role of accidents as a 
preventable cause of morbidity.  
 
The National Injury Surveillance Unit (NISU), which is under the auspices of the Australian Institute 
of Health and Welfare (AIHW), has been developing a national approach to establishing injury data 
collections, some of which will have potential applications in relation to drug-related problems.85 
 

                                                           
85 cf Moller J. “Coronial information system coming soon?” (1994) 5 Injury Issues Monitor 1. 
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4.3.5.2 Suicide attempts 
 
There is a significant number of hospitalisations, particularly involving women, that involve either 
deliberate or accidental poisoning from the use of prescription drugs. As the prescription of some drugs 
may be an indirect causative factor in relation to drug poisoning, it is important that up-to-date 
information in relation to trends in specific types of prescription drugs be utilised to formulate 
appropriate preventive strategies.  
 
This may assist the development of education campaigns targeted at prescribers, utilisation of the 
monitoring capabilities of the Pharmaceutical Services section, changes in scheduling etc. It is noted 
that the Youth Suicide Working Party, which funded designated counselling positions in a number of 
teaching hospitals to make contact and referrals of young people to appropriate agencies, is an example 
of an effective strategy to deal with the broader spectrum of suicidal behaviour. 
 
4.3.5.3 FitPack database 
 
Data obtained from the study of the distribution of needles and syringes (N&S) as FitPacks, described 
in Chapter 6 of this volume, has provided a very comprehensive picture of regional differences in 
injecting drug use throughout the State. There are significant advantages in applying data from the 
FitPack Database as a tool to undertake preventive campaigns through pinpointing localities with high 
rates of sales of N&S and by ensuring that appropriate action occurs in areas with low sales where 
there may be concerns about the spread of infectious diseases like HIV, HBV and HBC. 
 
The database could also be operated to support appropriate educational campaigns targeted at health 
providers working in non-metropolitan areas to ensure appropriate access to injecting equipment. We 
also believe that as the database has considerable potential as an early indicator of patterns of injecting 
drug use, it should be regularly analysed, so that effective community-based campaigns can be 
launched before serious drug problems become entrenched in small communities. The database may 
also be useful in assisting research projects, for example into issues such as the identification of factors 
associated with re-use of injection equipment. 
 
As discussed in Volume I of the report, it is noted that the FitPack itself may be utilised as a vehicle to 
provide health information and warnings to IDUs. 
 

4.3.6 SURVEYS OF SCHOOL STUDENTS 
 
We are impressed with the scope of the WA Child Health Survey, which relates substance use to a 
matrix of other health risk factors, such as mental health status, school participation, family 
relationships and socio-economic variables.86  
 
The large-scale survey of metropolitan high school students by Dr Stephen Houghton and his 
colleagues from the Department of Education of the University of WA is also an extremely valuable 
source of data about drug use involving young people.87 If continued on a regular basis, for instance 
biennially, this would provide baseline data. 
 
The need for the regular collection of data relating to adolescent substance use is imperative. It is 
important to ensure more thorough collection of data, to include schools from the government 
education system, the private education system and the Catholic education system.  
 

                                                           
86 Zubrick SR, Silburn SR, Garton A et al. Western Australian Child Health Survey developing health 
and well-being in the nineties. Perth, Australian Bureau of Statistics and Institute for Child Health 
Research, 1995. 
87 Odgers P, Houghton S, Douglas G. Prevalence and frequencies of drug use among Western 
Australian metropolitan high school students. (in preparation). 
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It is also important to include both metropolitan and rural schools in surveys to ensure accuracy. The 
problems associated with the inclusion of Aboriginal students from remote areas may be large and will 
require special consideration. 
 
In a number of other Australian jurisdictions regular large-scale drug use surveys of school students 
have been regarded as cost effective, enabling evaluation of preventive campaigns, and providing 
reliable time series data.88  
 
A high priority needs to be placed on funding similar regular surveys of secondary school students in 
both metropolitan and country areas. The Task Force is aware of consideration being given to 
extending the very successful national surveys of tobacco use of adults and young people that have 
been undertaken by the Victorian Anti-Cancer Council over a number of years, to include other drug 
use and strongly supports this approach. 
 
In terms of the method of data collection, the most cost effective method is that of a pencil and paper 
questionnaire format, with a focus away from drug use, to include other items in the questionnaire 
which relate to adolescents in general. By adopting this approach students are less likely to feel 
personally affronted by the questionnaire and are more likely to respond accurately to the substance 
use questions.  
 
In using a questionnaire format, however, several points must be emphasised.  
 
First, the importance of confidentiality. If students are uncertain that their responses may be sighted by 
school personnel, they are more likely to under-report their involvement in substances. To negate this 
problem students seal their questionnaires in envelopes.  
 
Second, it is important that a standardised set of instructions are provided to ensure that students are 
issued with the same information and instructions regardless which school they attend.  
 
Third, it would be most desirable to have a young person who is not regarded as someone in authority 
to facilitate the questionnaire sessions. The use of a standardised instrument would also be preferable 
to assist in ease of comparing data from one survey to the next.  
 
Fourth, it is important to make the research more relevant to student respondents by enabling them to 
generate their own responses as to how often they used a given substance, rather than being forced to 
choose between categories, such as those used in the NSW and Victorian surveys. 
 
The cost of conducting large-scale surveys of student populations size is hard to estimate although the 
majority of the cost would be determined by the number of human hours required. Much of this, 
however, could be accounted for by the employment of a full-time research assistant who would be 
responsible for administration, questionnaire development/refinement, data entry, data analysis, and so 
on. The estimated total cost would be about $50,000 a year. 
 

4.3.7 SURVEYS OF HIGH RISK POPULATIONS 
 
The Task Force received preliminary data from a number of recently completed but not published 
surveys of young people. We believe that regular surveys of young people provide vital baseline data 
about trends in drug use by age group and sex, and assist in the identification of areas where preventive 
campaigns should be targeted.  
 

                                                           
88 Victorian Drug Strategy. School students and drug use, summary report. Melbourne, Department of 
Health and Community Services, 1993; Neill, Christie P, Cormack S. Trends in alcohol and other drug 
use by South Australian schoolchildren 1986-1989. Parkside, Drug and Alcohol Services Council, 
1991; Bauman A, Chen JXC, Cooney A, Dobbinson S, Flaherty B. 1993 survey of drug use by NSW 
primary school students. Sydney, NSW Drug and Alcohol Directorate, 1994; Department of Human 
Services and Health. Secondary school students’ drug use, comparison of patterns in Victoria and New 
South Wales, 1992. Canberra, Australian Government Publishing Service, 1994. 
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As young people not at school tend to have considerably higher rates of drug use it is also necessary 
that surveys be undertaken of this population. As there is some evidence suggesting that these 
populations tend to have high rates of mental health and social problems, it would be our view that a 
comprehensive health survey approach also be followed in relation to this group. 
 

4.3.8 SURVEYS OF OFFENDERS 
 
From information reviewed elsewhere in this report, there is ample evidence to justify concerns about 
drug use among juvenile and adult offenders. 
 
We were impressed with the work by Indermaur and his colleagues in 1988, and by Watts in 1992, 
involving surveys of drug use by adult prisoners and juvenile detainees, respectively, and note that the 
Juvenile Justice Division of the Ministry of Justice has this year collected similar data to Watts. We 
concur with a recommendation made in a recent study that sentinel screening for problems stemming 
from drug and alcohol abuse should be routinely instituted for all persons at the point of admission into 
a prison.  
 

4.3.9 DATA ACCESS VIA E-MAIL 
 
The Task Force is concerned that while some data collections are relatively accessible as they are 
maintained as computer-based data systems, a number of important sources of data are difficult to 
access because they are maintained as paper-based systems. We have made suggestions elsewhere as to 
the necessity to establish PC-based databases, to achieve efficient and timely access to drug-related 
data. 
 
We are also aware of the increased awareness by many potential users of drug-related data, of the need 
for data to be accessible through online systems. As many organisations now have access to E-mail 
services, it is essential that as much information as possible be made available in this form. There are a 
number of evolving systems which should be considered as opportunities through which drug-related 
data can be accessed by libraries, other departments, community groups and secondary schools. 
 
An example of an approach that will become widely available in the near future is Microsoft’s network 
(MSN), On-Australia, which features a market driven approach. The advantage of this type of system 
is that includes the possibility for subscribers to operate their own information areas, for which other 
users may be required to pay user fees.  
 
A special feature of this system is that as a provider can monitor users’ usage of specific information, if 
applied to a publicly accessible drug data system, it would enable identification of topics and issues of 
greatest interest to users. This would overcome one of the problems with present data systems, that it 
can be difficult to determine end users needs. 
 
The establishment of linkages through an E-mail system has particular advantages for a State the size 
of WA, in that it is much easier both for providers of data to be accessed and to transfer data, and for 
users of drug data to undertake inquiries. It is proposed that such linkages be established. 
 
These developments: the establishment of E-mail access between key organisations, the availability of 
a drug-indicator database to this network, and innovative methods of publishing data; should each be 
considered and pursued as appropriate. 
 

4.3.10 PUBLICATION OF DATA ON CD-ROMS 
 
We are aware of efforts by the HDWA’s Health Statistics Branch to maximise access by regional 
health providers to morbidity data, by providing CD-ROMs. The Commonwealth Department of 
Human Services and Health has also successfully published the HealthROM, which is updated on a 
quarterly basis. This ROM contains a variety of publications and sources of information in relation to 
Commonwealth and a number of state organisations, including the Australian Institute of Health and 
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Welfare, the Alcohol and other Drugs Council, the National Health and Medical Research Council, and 
the NSW Centre for Education and Information on Drugs and Alcohol. 
 

4.3.11 SUMMARY OF RECOMMENDATIONS 
 
4.3.11.1 Co-ordination and access 
 
• That a small co-ordinating unit be established within the proposed Central Drug Co-ordinating 

Office to develop a drug indicator database using data drawn from existing available sources. It 
would operate on the principle of maximising public access to and understanding of drug-related 
information by a variety of means, including: 

 
- regular statistical publications; 
 
- analyses of regional drug problems; 
 
- production of well researched studies utilising relevant data; and 
 
- collaborative projects across sectors. 

 
 The Central Drug Co-ordinating Office would establish an information co-ordination process and 

formal data access and maintenance agreements with key agencies, and would also work closely 
with academic and other units. It should require no more than three FTEs. 

 
4.3.11.2 Alcohol licensing information 
 
• That the Health Department of Western Australia consider entering into an arrangement with the 

Office of Racing and Gaming to share a research position. 
  
• That the possibility of the liquor industry contributing a portion of the salary required for such a 

research position be investigated. 
  
• That there be a review to determine the minimum data set that the Office of Racing and Gaming 

should collect over and beyond core data. The outcome of the review should be consistent with the 
development of comparable national data. 

 
4.3.11.3 Alcohol offence information 
 
• That the records maintained by the Liquor and Gaming Branch (LGB) of the Police Department be 

transferred into an electronic database on a PC with an easy-to-use text retrieval system. The 
database should be backdated over the previous five years, to maximise its short-term utility. 

  
• That an on-line data transfer system be established for efficient transfer of information and 

communication between the LGB and LLD. 
 
 
4.3.11.4 Treatment data 
 
• That the Central Drug Co-ordinating Office, in conjunction with the Health Statistics Branch of the 

Health Department and the Western Australian Network of Alcohol and Drug Agencies, facilitate 
the development of the Alcohol and Drug Authority (ADA) system, to accommodate similar data 
from all alcohol and drug services. 
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• That responsibility for the maintenance of treatment data systems be transferred to the Health 
Statistics Branch of the Health Department and that such systems be managed in accordance with a 
formal agreement between the Health Department and the Central Drug Co-ordinating Office. 

  
• That the Central Drug Co-ordinating Office review the minimum information requirements 

pertaining to funding of services, in order to ensure the availability of comprehensive data. 
  
• That the Central Drug Co-ordinating Office, in conjunction with other relevant agencies 

implementing methadone devolution, determine and facilitate the development of an appropriate 
data collection and management system to provide for central monitoring of methadone clients and 
treatment. 

 
4.3.11.5 Notification of drug addicts 
 
• That the Central Drug Co-ordinating Office, in conjunction with the Health Department, convene a 

working party to examine the operation of the system of notification of addicts and options for its 
improved functioning if appropriate. 

 
4.3.11.6 Early warning systems 
 
• That the Central Drug Co-ordinating Office investigate the feasibility of accessing the Health 

Department of Western Australia's Injury Control Unit databases, and support the establishment of 
a database of hospital admissions due to drug-related suicide attempts. 

  
• That regular analyses be undertaken by application of data from the FitPack database to provide 

information about trends in prevalence of injecting drug use and to support ongoing targeted 
prevention campaigns. 

 
4.3.11.7 Prevalence among youth data 
 
• That regular comprehensive surveys of drug use by school students in metropolitan and country 

areas be undertaken. 
  
• That a methodology be developed to survey health and social problems, including drug use, of 

young people outside of the secondary school system. 
 
4.3.11.8 Offender data 
 
• That all prisoners and juvenile detainees entering Western Australian prisons and juvenile detention 

centres and remand centres be routinely screened for usage of licit and illicit drugs. 
  
• That a database of information be established to identify trends of drug use and high risk practices 

of persons sentenced by Western Australian courts. 
 
 
4.3.11.9 Sharing information 
 
• That E-mail access between key participating organisations be established. 
  
• That a comprehensive drug database be developed by utilising a range of existing information, for 

access through an E-mail network. 
  
• That a range of methods of publishing drug-related data be considered, including participation in 

HealthROM. 
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5. LAW ENFORCEMENT 
 

5.1 LAW ENFORCEMENT STATISTICS 
 

5.1.1 CHARGES 
 
Over the 10 year period 1985 to 1994 a total of 90,550 drug charges were laid by the WA police (Table 
5.1). Between 90 and 95% of all charges laid each year over this period were cannabis-related (Table 
5.2; Table 5.3).  
 
It should be noted that charges by the Federal Police (only available for the period 1992-1994) tended 
to be concerned with cannabis resin, a more potent form of cannabis (Table 5.4). 
 
Overall three types of drugs accounted for the majority of charges - 
 
• 83,959 (92.7%) charges were related to cannabis;  
• 3,266 ( 3.6%) charges were related to amphetamines; and 
• 1,663 charges ( 1.8%) were related to heroin. 
 
 
 
Table 5.1 Total number of drug charges dealt with by State police 

1985-1994 
 

Drug type N % 

Heroin 1,663 1.8 
Cannabis   

(plants) 12,445 13.7 
(leaf) 46,149 51.0 
(resin) 925 1.0 
(implements/utensils) 24,440 27.0 

All cannabis 83,959 92.7 

Cocaine 96 0.1 
Amphetamines 3,266 3.6 
Hallucinogens 623 0.7 
Other drugs/plants 426 0.5 
Deleterious substances 245 0.3 
Scripts & miscellaneous 181 0.2 
Steroids 91 0.1 

Total 90,550 100.0 
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Table 5.2 Number of drug charges dealt with by State police  
1985-1989 

 
 1985 1986 1987 1988 1989 

Drug type N % N % N % N % N % 

Heroin 204 4.2 265 4.2 227 3.0 168 2.2 135 1.9 

Cannabis           

(plants) 612 12.6 677 10.8 1,010 13.4 1,055 14.0 1,034 14.2 

(leaf) 2,661 54.6 3,495 55.8 3,816 50.7 3,868 51.4 3,651 50.3 

(resin) 108 2.2 119 1.9 120 1.6 110 1.5 78 1.1 

(implements/utensils) 1,179 24.2 1,583 25.3 2,205 29.3 2,130 28.3 2,061 28.4 

All cannabis 4,560 93.6 5,874 93.8 7,151 95.0 7,163 95.2 6,824 94.1 

Cocaine 2 - - - - - 8 0.1 7 0.1 

Amphetamines - - 12 0.2 38 0.5 76 1.0 171 2.4 

Hallucinogens 9 0.2 20 0.3 22 0.3 19 0.2 35 0.5 

Other drugs/plants 57 1.2 24 0.4 8 0.1 21 0.3 9 0.1 

Deleterious substances - - 32 0.5 73 1.0 65 0.9 66 0.9 

Scripts & miscellaneous 38 0.8 35 0.6 5 0.1 4 0.1 7 0.1 

Steroids           

Total 4,870 100.0 6,262 100.0 7,524 100.0 7,524 100.0 7,254 100.0 
 

Source:   Western Australian Police Department, Annual Reports. 
Note: NC= No longer collected. 
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Table 5.3 Number of drug charges dealt with by State police  
1990-1994 

 
 1990 1991 1992 1993 1994 

Drug type N % N % N % N % N % 

Heroin 116 1.3 121 1.0 192 1.4 141 1.1 94 1.0 

Cannabis           

(plants) 1,142 12.8 1,735 13.7 1,954 14.7 1,772 14.2 1,454 14.7 

(leaf) 4,565 51.2 6,292 49.8 6,746 50.8 6,295 50.5 4,760 48.4 

(resin) 98 1.1 50 0.4 98 0.7 96 0.8 48 0.5 

(implements/utensils) 2,646 29.7 3,661 29 3,425 25.8 3,127 25.1 2,423 24.7 

All cannabis 8,451 94.8 11,738 92.9 12,223 92.1 11,290 90.6 8,685 88.3 

Cocaine 12 0.1 52 0.4 8 - 5 - 2 - 

Amphetamines 236 2.6 552 4.4 645 4.9 709 5.7 816 8.3 

Hallucinogens 30 0.3 52 0.4 111 0.8 194 1.6 131 1.3 

Other drugs/plants 45 0.5 100 0.8 43 0.3 66 0.5 64 0.7 

Deleterious substances 7 0.1 2 - NC  NC  NC  

Scripts & miscellaneous 20 0.2 20 0.2 12 0.1 31 0.3 9 0.1 

Steroids     32 0.2 29 0.2 30 0.3 

Total 8,917 100.0 12,637 100.0 13,266 100.0 12,465 100.0 9,831 100.0 
 
Source:   Western Australian Police Department, Annual Reports. 
Note: NC= No longer collected. 
 
 
Table 5.4 Number of drug charges dealt with by Federal police  

1992-1994 
 
Drug type 1992  1993  1994 

 N % N % N % 

Heroin 9 25.0  12 23.5  8 24.2 
Cannabis plant 15 41.7  14 27.5  9 27.3 
Cannabis seed 1 2.8  6 11.8  4 12.1 
Cannabis resin 1 2.8  15 29.4  10 30.3 
Cocaine - -  - -  1 3.0 
Amphetamines 3 8.3  2 3.9  - - 
LSD 1 2.8  - -  - - 
MDMA (Ecstasy) - -  1 2.0  - - 
Hash oil 4 11.1  1 2.0  - - 
Prescribed drug 2 5.6  - -  - - 
No prohibited substance detected - -  - -  1 3.0 

Total 36 100.0  51 100.0  33 100.0 

  
Source: Australian Federal Police. 
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5.1.2 SEIZURES 
 
The scale of cannabis-related police work can be gauged by the substantial quantities of cannabis being 
seized (Table 5.5). For instance, in the period 1985 to 1994 WA police seized - 
 
• nearly half a million cannabis plants; 
• 4.4 tonnes of cannabis as leaf; and 
• just over 200 kgs of cannabis as resin. 
 
 
Table 5.5  Total quantities of drugs seized by State police, 1985-1994 
 

Drug type 1985-1994 

Heroin 35.349 kgs 
Homebake morphine 2932 mls 
Cannabis  

(plants) 482,897 
(leaf) 4,373.529 kgs 
(resin) 201.886 kgs 

Cocaine 907.31 gms 
Amphetamines 49.850 kgs 
LSD 27,303 doses 
MDMA (Ecstasy) 113.6 gms 
 336 capsules 
 3,228 tablets 

 
 
Trends in annual seizures of a number of the illicit drugs in Table 5.6 and Table 5.7 equire further 
elaboration. It should not be assumed there will necessarily be a relationship between aggregate 
seizures of types of drugs and prevalence. It should be emphasised that police effectiveness cannot be 
measured solely by reference to either seizures or charges, as a key aspect of overall drug squad 
activities is deterrence. 
 
5.1.2.1 Heroin 
 
There has been an overall reduction in total heroin seizures in this State from 1985 to 1994. Over the 
1985 to 1990 period the aggregate quantity of heroin seized fluctuated between 1 and 4 kgs per year 
(except for 1989, when an unusually large seizure was made), compared to the 1991 to 1994 period, 
when a smaller aggregate quantity of heroin was seized each year (in the range of 0.25 kg to 0.5 kg), 
except for 1993. 
 
5.1.2.2 Homebake morphine 
 
In the period 1985 to 1989 there were no seizures of homebake morphine. Seizures of this drug, which 
is largely synthesised in small-scale laboratories from pharmaceutical preparations containing codeine, 
peaked in the 1991 to 1992 period.89  
 
In late 1992 over-the-counter sales of codeine preparations were restricted in this State.90 This seems to 
have been very successful, in combination with police activity, as by 1994 no seizures of this drug 
were recorded.91  

                                                           
89 Bedford KR, Nolan SL, Onrust R, Siegers JD. “The illicit preparation of morphine and heroin from 
pharmaceutical products containing codeine ‘homebake’ laboratories in New Zealand.” (1987) 34 
Forensic Science International 197. 
90 Ilett K. “Is Panadeine Forte being overprescribed?” (1992) 156 Medical Journal of Australia 583. 
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5.1.2.3 Cocaine 
 
While there has been a degree of fluctuation in cocaine seizures over the period 1985 to 1994, the 
aggregate quantity being seized has increased slightly, especially in the period 1991 to 1994. In 1985 
less than a gram of cocaine was seized, in 1994 WA police seized just over 80 gms. 
 
5.1.2.4 LSD 
 
There has been an increase in the quantity of this drug seized in more recent years, with seizures of 
large quantities of LSD doses each year between 1990 and 1994. 
 
5.1.2.5 Amphetamines 
 
Over the period 1985-1994 a total of 49.850 kilograms of amphetamines were seized by State police 
(Table 5.5). 
 
There has been a consistent and substantial increase in the quantity of seizures of amphetamines each 
year from 1985 to the present. WA police have undertaken significant interdiction activities which 
have resulted in the seizure of substantial quantities; for instance, about 14 kgs were seized in 1993 and 
15 kgs were seized in 1994.  
 
The inclusion of seizure data from operations in this State by the Federal Police, based on data for the 
period 1992 to 1994 (Table 5.8), confirms the increased prevalence of amphetamine that has occurred 
from 1985 to 1994 (Figure 5.1). 
 
 
Table 5.6  Quantities of drugs seized by State police, 1985-1989 
 

Drug type 1985 1986 1987 1988 1989 

Heroin 1.339 kgs 1.018 kgs 4.454 kgs 2.193 kgs 22.782 kgs 

Homebake Morphine na na na na na 

Cannabis      

 (plants) 33297 37704 63353 44843 40498 

 (leaf) 362.829 kgs 300.924 kgs 234.392 kgs 270.25 kgs 271.171 kgs 

 (resin) 188.498 kgs 3.648 kgs 3.964 kgs 0.664 kgs 2.565 kgs 

Cocaine 0.65 gms 32.86 gms 4.37 gms 12.7 gms 104.47 gms 

Amphetamines 43.0 gms 97.4 gms 267.0 gms 1220.1 gms 2713.31 gms 

LSD 143 doses 513 doses 1518 doses 710 doses 169 doses 

MDMA (Ecstasy) na na na 4.6 gms 10 gms 

    132 capsules 42 capsules 

    698 tablets 1,825 tablets 

 
Source: Western Australian Police Department, Annual Reports. 
Note: na = not available. 
 
 
 

                                                                                                                                                                      
91 There was also a peak over this period in positive confirmations in urine scans of clients 
participating in the WA methadone program cf Swensen G, Ilett K, Dusci L, Hackett LP. “Patterns of 
drug use by participants in the WA methadone program, 1984-1991.” (1993) 159 Medical Journal of 
Australia 373. 
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Table 5.7  Quantities of drugs seized by State police, 1990-1994 
 

Drug type 1990 1991 1992 1993 1994 

Heroin 1.17 kgs 0.255 kgs 0.488 kgs 1.265 kgs 0.385 kgs 

Homebake Morphine 611 mls 1018 mls 954 mls 349 mls - 

Cannabis      

 (plants) 36155 60675 53213 74656 38503 

 (leaf) 376.500 kgs 603.3 kgs 490.39 kgs 658.303 kgs 805.47 kgs 

 (resin) 0.804 kgs 0.067 kgs 0.647 kgs 0.671 kgs 0.358 kgs 

Cocaine 14.22 gms 501.29 gms 98.5 gms 56 gms 82.25 gms 

Amphetamines 3210.69 gms 5,020.38 gms 8943.21 gms 13615.16 gms 14720.39 gms 

LSD 6069 doses 6,185 doses 1555 doses 6076 doses 4365 doses 

MDMA (Ecstasy) 1.8 gms 2.2 gms 95 gms - - 

 7 capsules - 20 capsules 128 capsules 7 capsules 

 13 tablets 261 tablets 187 tablets 103 tablets 141 tablets 

 
Source: Western Australian Police Department, Annual Reports. 
 
 
 
 
Figure 5.1 Seizures of amphetamines 
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Table 5.8  Quantities of drugs seized by Federal police, 1992-1994 
 

Drug type 1992 1993 1994 

Heroin 6,360 gms 14,991 gms 12,312 gms 

Cannabis    

 (plants) 1,437 gms 4,562 gms 3,254,441 gms 

 (seed) 1,308 gms 1,865 gms 347 gms 

 (resin) 2,460 gms 3,006,986 gms 2,849 gms 

Cocaine 133 gms - 5 gms 

Anabolic steroid - - 121 gms 

Diazepam - 25 gms 27 gms 

Barbiturates - 10 gms 20 gms 

Amphetamines 27 gms 1,627 gms 2 gms 

LSD 1 gms 4 gms 6 gms 

MDMA (Ecstasy) - 2 gms - 

Hash oil 7 gms 2 gms - 

Opium    

 (seeds) 994 gms 399 gms 10 gms 

 (straw) 5,558 gms 15 gms 5 gms 

Prescribed drug 78 gms 14 gms - 

Psilocybin 26 gms - - 

No prohibited substance detected 3,825 gms 805 gms 3,643 gms 

 
 Source:  Australian Federal Police. 
 
 
The Task Force was not able to obtain information about changes in purity or street prices of  illicit 
drugs based on offender reports to police at the time of arrest, except for the year 1993/94 (Table 5.9). 
As relative changes in purity and prices of illicit drugs are important indicators of supply, it has not 
been possible to examine the effect of police activity on the overall level of availability of drugs. 
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Table 5.9  Street prices of drugs, 1993/94 
 

Type of drug Street price (WA Feb 1995) 

Amphetamines $70-$100 per gram92 

 $25,000-30,000 per kg 

Cannabis leaf (foil) $20-25 per gram 

 leaf (1 lb) $2,000-3,000 per lb 

Cocaine $500-1,000 per gram 

MDMA (ecstasy) $30-70 per tablet 

LSD $20-25 per dose (tablet or square) 

 $8 per dose (bulk purchase) 

Heroin sachet $100 (0.1 gm) 

 gram $500-1,000 

Homebake morphine $100 per 1 ml syringe 

 
Source: Western Australian Police. 
 
 

5.1.3 CONVICTIONS BY SEX AND AGE 
 
Western Australian crime data for 1993, published in the Crime Research Centre’s most recent report, 
Crime and justice statistics for Western Australia 1993, indicates a consistent relationship between age 
and drug-related crime and all types of crime.93 For all types of offending a sharp increase occurs 
throughout the late teens, with the greatest number of charges being laid in the 18-21 age group (Figure 
5.2). 
 
Age specific arrest data, to account for variations in age structure of the population, also substantiates 
that most of the crime involves males rather than females. For instance, in the 19-24 age group, the 
male age specific rate of arrest is about 5 times higher than the female rate of arrest (Figure 5.3). 
 
 
 

                                                           
92 Refers to street gram, which usually has net weight of 0.7 gm. 
93 Ferrante AM, Loh NSN, Broadhurst RG. Crime and justice statistics for Western Australia 1993. 
Perth, Crime Research Centre, University of WA, 1994. 
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Figure 5.2 Number of persons charged with offences by  
type of offence and age group, 1992/93 
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Figure 5.3 Age specific rates of arrest all offences, WA, 1993 
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In relation to drug offences, the greatest number of charges for males in 1993 across all age groups 
involved the possession or use of drugs. This data suggests that charges concerned with dealing or 
trafficking, and manufacturing or growing drugs involved an older age group, whereas for the 
possession or use of drugs group the number of charges peaked in the 18-21 age group (Figure 5.4). 
 
The greatest number of drug charges for females in 1993 across all age groups, like males, involved the 
possession or use of drugs. The peak in charges for possession or use of drugs, like males, also 
occurred in the 18-21 age group. Charges involving females for dealing or trafficking, and for 
manufacturing or growing drugs involved a slightly older age group, compared to the possession or use 
offence group, with a peak in the 22-25 age group (Figure 5.5). 
 
 
Figure 5.4 Number of males charged with drug offences  

by age group, 1992/93 
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Figure 5.5 Number of females charged with drug offences  
by age group, 1992/93 
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5.1.4 CONVICTIONS BY TYPE OF DRUG AND AGE 
 
5.1.4.1 Cannabis (minor charges) 
 
Based on conviction data for 1992/93, there is a pattern of young adults being convicted for cannabis-
related offences, especially the less serious range of offence concerned with possession or use. About 
55% of all convictions which involved people aged 24 years or younger were related to possession 
and/or use (Table 5.10).  
 
5.1.4.2 Cannabis (serious charges) 
 
With respect to the more serious types of cannabis offences, concerned with dealing and trafficking 
(Table 5.11) and manufacturing and/or growing (Table 5.12), the peak in convictions occurred in the 
20-24 age group.  
 
5.1.4.3 1.4.3 Other drugs 
 
There is a greater proportion of convictions for other drugs in the under 20 age group in relation to 
both possession and more serious offences concerned with trafficking and dealing. It is likely that the 
growth in amphetamine charges partly explains why about two-thirds of all convictions concerned with 
the possession and/or use of other drugs (Table 5.13), and about 60% of convictions for dealing and/or 
trafficking (Table 5.14) involve the 24 years and under age group in the year 1993/94. 
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Table 5.10 Convictions for possession and/or use of cannabis  
by region and age group, 1992/93 

 
Statistical Division Under 

20 
20-24 25-

29 
30-
34 

35-
39 

40-
49 

50-
59 

60+ Not 
stated 

Total % 

Perth 550 882 500 360 212 120 16 3 - 2,643 58.6 

South West 123 144 79 48 32 12 1 - - 439 9.7 

Lower Great Southern 50 78 44 17 15 7 - - - 211 4.7 

Upper Great Southern 12 8 4 4 2 6 - - - 36 0.8 

Midlands 44 80 31 29 21 10 - - - 215 4.8 

South Eastern 49 140 93 67 22 13 - - - 384 8.5 

Central 44 94 62 42 19 9 - - - 270 6.0 

Pilbara 43 74 56 22 18 12 2 - - 227 5.0 

Kimberley 17 26 20 12 4 5 - - - 84 1.9 

Total 932 1,526 889 601 345 194 19 3 - 4,509 100.0 

% 20.7 33.8 19.7 13.3 7.7 4.3 0.4 0.1 - 100.0  

 
Source: Summary of Criminal Court Proceedings, Western Australia, 1992-93, Cat. No. 4504.5, Australian Bureau of Statistics. 
 
 
Table 5.11 Convictions for dealing and trafficking in cannabis  

by region and age group, 1992/93 
 
Statistical Division Under 

20 
20-
24 

25-
29 

30-
34 

35-
39 

40-
49 

50-
59 

60+ Not 
stated 

Total % 

Perth 35 104 77 69 37 35 5 1 - 363 68.5 

South West 5 18 11 10 2 1 - - - 47 8.9 

Lower Great Southern 3 4 1 2 3 - 2 - - 15 2.8 

Upper Great Southern 1 - - - - - - - - 1 0.2 

Midlands - 1 2 3 - 1 - - - 7 1.3 

South Eastern 2 9 6 2 1 3 - - - 23 4.3 

Central 3 14 6 6 8 5 - - - 42 7.9 

Pilbara 5 4 3 5 - - - - - 17 3.2 

Kimberley - 9 2 2 1 1 - - - 15 2.8 

Total 54 163 108 99 52 46 7 1 - 530 100.0 

% 10.2 30.8 20.4 18.7 9.8 8.7 1.3 0.2  100.0  

 
Source: Summary of Criminal Court Proceedings, Western Australia, 1992-93, Cat. No. 4504.5, Australian Bureau of Statistics. 
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Table 5.12 Convictions for manufacturing/growing cannabis  
by region and age group, 1992/93 

 
Statistical Division Under 

20 
20-
24 

25-
29 

30-
34 

35-
39 

40-
49 

50-
59 

60+ Not 
stated 

Total % 

Perth 110 261 227 178 93 89 21 5 - 984 69.7 

South West 26 47 36 20 13 9 1 - - 152 10.8 

Lower Great Southern 10 20 10 2 3 2 1 - - 48 3.4 

Upper Great Southern 2 3 6 3 1 1 - - - 16 1.1 

Midlands 5 10 8 10 7 8 1 - - 49 3.5 

South Eastern 5 12 12 11 5 1 - 1 - 47 3.3 

Central 11 13 15 8 5 4 2 - - 58 4.1 

Pilbara 6 12 6 5 2 1 1 - - 33 2.3 

Kimberley 1 1 5 9 3 4 1 - - 24 1.7 

Total 176 379 325 246 132 119 28 6 - 1,411 100.0 

% 12.5 26.9 23.0 17.4 9.4 8.4 2.0 0.4  100.0  

 
Source: Summary of Criminal Court Proceedings, Western Australia, 1992-93, Cat. No. 4504.5, Australian Bureau of Statistics. 
 
 
Table 5.13 Convictions for possession and/or use of other drugs  

by region and age group, 1992/93 
 
Statistical Division Under 

20 
20-
24 

25-
29 

30-
34 

35-
39 

40-
49 

50-
59 

60+ Not 
stated 

Total % 

Perth 395 277 164 99 53 57 4 - 2 1,051 68.0 

South West 48 32 7 7 3 4 - - 1 102 6.6 

Lower Great Southern 9 11 7 2 - 1 - - - 30 1.9 

Upper Great Southern 4 2 - - 1 - - - - 7 0.5 

Midlands 7 12 7 6 3 2 1 - - 38 2.5 

South Eastern 34 33 13 10 5 1 - - - 96 6.2 

Central 74 93 13 8 2 1 - - - 191 12.4 

Pilbara 5 6 4 4 5 - 1 - - 25 1.6 

Kimberley 1 1 1 - 2 1 - - - 6 0.4 

Total 577 467 216 136 74 67 6 - 3 1,546 100.0 

% 37.3 30.2 14.0 8.8 4.8 4.3 0.4  0.2 100.0  

 
Source: Summary of Criminal Court Proceedings, Western Australia, 1992-93, Cat. No. 4504.5, Australian Bureau of Statistics. 
 
 
Table 5.14 Convictions for dealing and trafficking in other drugs  

by region and age group, 1992/93 
 
Statistical Division Under 

20 
20-
24 

25-
29 

30-
34 

35-
39 

40-
49 

50-
59 

60+ Not 
stated 

Total % 

Perth 58 82 36 29 16 17 7 - - 245 81.7 

South West 7 3 1 3 - - - - - 14 4.7 

Lower Great Southern - - 1 - - - - - - 1 0.3 

Upper Great Southern - - - - - - - - - - - 

Midlands - - - - - - - - - - - 

South Eastern 2 2 1 1 - - - - - 6 2.0 

Central 10 7 - 2 - 3 - - - 22 7.3 

Pilbara - 4 1 1 1 - - - 1 8 2.7 

Kimberley - 3 - - - 1 - - - 4 1.3 

Total 77 101 40 36 17 21 7 - 1 300 100.0 

% 25.7 33.7 13.3 12.0 5.7 7.0 2.3  0.3 100.0  

 
Source: Summary of Criminal Court Proceedings, Western Australia, 1992-93, Cat. No. 4504.5, Australian Bureau of Statistics. 
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5.1.5 CONVICTIONS BY TYPE OF DRUG AND REGION 
 
A comparison between regions of the State by the proportion of convictions for the major types of drug 
offences may be a proxy measure of regional patterns of prevalence. However, it should be noted that 
this approach does not take account of the age-related population structure in each region, for as 
pointed out earlier, drug-related crime largely involves younger males. For instance, this would mean 
that regions with greater proportions of young males will have higher rates of convictions compared to 
regions which have populations with a relatively older age structure. 
 
The analysis of drug convictions by a regional basis in Table 5.15 indicates, contrary to expectation 
that generally the Perth metropolitan region is under represented in relation to almost all types of drug 
offences, with the exception of dealing or trafficking in other drugs. 
 
A number of regions were identified which were over represented as a proportion of all convictions, 
compared to their proportion of the State population. 
 
Use or possession of cannabis 
 
• Lower Great Southern; 
• Midlands; 
• South Eastern; 
• Central; and 
• Pilbara. 
 
Dealing or trafficking in cannabis 
 
• South Eastern; 
• Central; and 
• Kimberley. 
 
Manufacturing or growing of cannabis 
 
• South West; and 
• Central. 
 
Use or possession of other drugs 
 
• South Eastern; and 
• Central. 
 
Dealing or trafficking in other drugs 
 
• Perth; and 
• Central. 
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Table 5.15  Drug convictions (%) by type of offence by region, 1992/93 
 
Statistical Division Population 1992 Cannabis  Other drugs 

 N % Use or 
possession 

Deal or 
trafficking 

Manufacture or 
grow 

 Use or 
possession 

Deal or 
trafficking 

Perth 1,205,268 72.7  58.6 68.5 69.7  68.0 81.7 

South West 148,416 9.0  9.7 8.9 10.8  6.6 4.7 

Lower Great Southern 49,344 3.0  4.7 2.8 3.4  1.9 0.3 

Upper Great Southern 22,158 1.3  0.8 0.2 1.1  0.5 - 

Midlands 50,745 3.1  4.8 1.3 3.5  2.5 - 

South Eastern 51,509 3.1  8.5 4.3 3.3  6.2 2.0 

Central 59,667 3.6  6.0 7.9 4.1  12.4 7.3 

Pilbara 46,343 2.8  5.0 3.2 2.3  1.6 2.7 

Kimberley 23,631 1.4  1.9 2.8 1.7  0.4 1.3 

Total 1,657,081 100.0  100.0 100.0 100.0  100.0 100.0 

 
 

5.1.6 OFFENCES BY COURT OF CONVICTION 
 
5.1.6.1 Children’s Court 
 
Over the period 1985 to 1993 the proportion of drug convictions of all Children’s Court convictions 
has declined in this State, from 4.9% in 1985 to 3.8% in 1993. 
 
About three quarters of drug offences involved 16 and 17 year olds over the period 1985 to 1989, 
however in 1993 this age group accounted for about two thirds of convictions deal with by the 
Children’s Court (Table 5.16).  
 
In the 1985 to 1989 period nearly 15% of convictions involved the 15 years and under age group; in 
1993 nearly one quarter of convictions involved the youngest age group. 
 
 
Table 5.16 Number of convictions by age group 

children’s courts, 1985-93 

Note:  Persons over 18 are cases who were under 18 years when charged and 18 years and over at date of finalisation. Data 
for 1991 not available. 

 
 
5.1.6.2 Courts of Petty Sessions 
 

 
Age group 1985 1987 1989  

 N % N % N %  

Under 15 34 4.8 32 4.1 34 4.6  6
15 years 66 9.2 86 11.1 72 9.7  15
16 years 211 29.6 212 27.4 205 27.6  25
17 years 326 45.6 361 46.7 350 47.2  39
18 years 29 4.1 42 4.7 35 4.7  9
Over 18 1 0.1 2 0.3 9 1.2  
Not known 47 6.6 38 4.9 37 5.0  

Total drug convictions 714 100.0 773 100.0 742 100.0  97
Total all convictions 14,429  17,025  16,916   25,76
% Drug/all convictions 4.9%  4.5%  4.4%   3.8
 
Source:  Court Statistics  Children's Courts, Western Australia, Cat. No. 4503.5. Australian Bureau of Statistics (biennial series). 
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As the Courts of Petty Sessions (CPS) deal with less serious criminal offences committed by adults, the 
majority of offences handled there are concerned with cannabis possession and/or use, as well as 
offending at the lower end of the scale of seriousness in relation to drug offences such as 
manufacturing, dealing, or trafficking (Table 5.17). 
 
Over the period 1985 to 1989 the percentage of drug offences of all offences dealt with by the CPS 
remained constant, at around 4% per year. However, in 1993 the proportion of drug offences dealt with 
the CPS had increased to 13%. 
 
 
Table 5.17 Number of convictions by ANCO drug offences 

courts of petty sessions, 1985-93 
 

  ANCO drug offences  Total convictions 

Code  Description  1985 1987 1989 1993 

***  Possess/use of narcotics  33 103 - - 
613  Possess and/or use opium and its derivatives  - - 58 66 
614  Possess and/or use cocaine  - - 2 3 
615  Possess and/or use other narcotics specified  - - 3 - 
616  Possess and/or use narcotics unspecified  - - - - 
617  Possess and/or use cannabis, all forms  1,694 3,606 3,432 4,344 
618  Possess and/or use other drugs specified  - - 48 1,200 
619  Possess and/or use drugs, unspecified  91 171 220 - 
643  Import/export opium and its derivatives  - - 3  
645  Import/export other narcotics  - - - 1 
646  Import/export narcotics unspecified  - - - - 
647  Import/export cannabis all forms  - - - 1 
648  Import/export other drugs  - - - 7 
649  Import/export drugs unspecified  - - 11 - 
653  Deal and traffic in opium and its derivatives  - - 6 - 
654  Deal and traffic in cocaine and its derivatives  - - 1 - 
655  Deal and traffic in other narcotics, specified  - - - - 
657  Deal and traffic in cannabis, all forms  - - 149 372 
***  Dealing and trafficking in drugs  91 214 - - 
658  Deal and traffic in other drugs, specified  - - 8 97 
659  Deal and traffic in drugs unspecified  - - 39 - 
663  Manufacture/grow opium and its derivatives  - - 3 1 
***  Manufacturing/growing drugs  306 801 - - 
667  Manufacture/grow cannabis, all forms  - - 849 1,322 
668  Manufacture/grow other drugs  - - - 73 
669  Manufacture/grow drugs, unspecified  - 1 52 - 
699  Other drug offences  909 2,055 2,034 2,556 

Total drug offences  3,124 6,950 6,915 10,043 
Total all offences  78,317 157,404 158,685 76,549 
% Drug/all offences  4.0% 4.4% 4.4% 13.1% 
 
Source: Court Statistics  Courts of Petty Sessions, Western Australia, Cat. No. 4502.5.  Australian Bureau of Statistics (biennial 

series). 
Note: ** Draft ANCO code used in 1984-85 and 1986-87, not compatible with ANCO code. Data for 1991 not available. 
 
 
5.1.6.3 Higher courts 
 
The role of the higher criminal courts in dealing with the serious end of the scale of drug offences is 
reflected in the greater proportion  of convictions for dealing and trafficking (Table 5.18). 
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Table 5.18 Number of convictions by ANCO drug offences 

higher criminal courts, 1985-93 
 

  ANCO drug offences  Total convictions 

Code  Description  1986 1987 1988 1989 1993 

***  Possess/use of narcotics  4 7 - - - 
613  Possess and/or use opium and its derivatives  - - - 3 - 
617  Possess and/or use cannabis, all forms  7 3 2 5 4 
618  Possess and/or use other drugs  - - - - 3 
619  Possess and/or use drugs, unspecified  - - 1 2 - 
643  Import/export opium and its derivatives  - - 10 4 19 
647  Import/export cannabis all forms  - - 4 2 - 
653  Deal and traffic in opium and its derivatives  - - 99 58 38 
654  Deal and traffic in cocaine and its derivatives  - - - 1 8 
655  Deal and traffic in other narcotics, specified  - - 12 13 8 
657  Deal and traffic in cannabis, all forms  - - 84 78 145 
***  Dealing and trafficking in drugs  182 191 - - - 
658  Deal and traffic in other drugs, specified  - - 7 37 146 
659  Deal and traffic in drugs unspecified  - - - 1 - 
663  Manufacture/grow opium and its derivatives  - - - 3 17 
***  Manufacturing/growing drugs  19 30 - - - 
667  Manufacture/grow cannabis, all forms  - - 5 34 65 
668  Manufacture/grow other drugs  - - - - 3 
699  Other drug offences  - 1 - 1 - 

Total drug offences  212 232 224 246 456 
Total all offences  4,142 3,912 5,239 3,562 5,205 
% Drug/all offences  5.1% 5.9% 4.3% 6.9% 8.8% 
 
Source:   Court Statistics  Higher Criminal Courts, Western Australia, Cat. No. 4501.5.  Australian Bureau of Statistics. 
Note:   ** Draft ANCO code used in 1985-86 and 1986-87, not compatible with ANCO code. 
 Data for 1990-1992 not available. 
 
 

5.1.7 IMPRISONMENT OF DRUG OFFENDERS 
 
Imprisoned drug offenders are those who have either been convicted of the most serious offences, or 
are repeat offenders. It should be noted that the proportion of drug-related offenders in the prison 
population is under-represented in the Australian Institute of Criminology (AIC) National Prison 
Census data, as drug abusers may be jailed for property crime, for armed robbery, or other types of 
offences, such as forging and uttering prescriptions, which are not recorded as a drug offence, but 
according to the definition of being the most serious offence. 
 
Over the period 1982-1984 male drug offenders made up 6% of the total male prison population. Since 
1985 male drug offenders have constituted about 9% of the total prison population (Table 5.19).  
 
In the female prison population drug offenders have tended to constitute between 10 to 12% of the 
total female prison population, except in 1986 and 1989, when they made up about one-fifth of the 
female prison population  (Table 5.19).  
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Table 5.19 Number of prisoners, most serious offence 
drug offences, 1982-1992 

 
   Type of drug offence    

  Possession/use Trafficking Manufacture/
grow 

Total prisoners, 
drug offences 

Total prisoners, 
all offences 

% Drug/ 
all prisoners 

1982 Males 12 68 - 80 1,286 6 
 Females - 6 1 7 64 11 
 Total 12 74 1 87 1,350 6 

1983 Males 11 70 5 86 1,437 6 
 Females 1 8 - 9 66 14 
 Total 12 78 5 95 1,503 6 

1984 Males 8 72 8 88 1,464 6 
 Females 2 2 - 4 79 5 
 Total 10 74 8 92 1,543 6 

1985 Males 15 89 10 114 1,424 8 
 Females 1 8 - 9 71 13 
 Total 16 97 10 123 1,495 8 

1986 Males 30 100 13 143 1,520 9 
 Females 4 15 - 19 92 21 
 Total 34 115 13 162 1,612 10 

1987 Males 25 106 18 149 1,546 10 
 Females 2 9 2 13 81 16 
 Total 27 115 20 162 1,627 10 

1988 Males 14 106 19 139 1,541 9 
 Females - 10 2 12 108 11 
 Total 14 116 21 151 1,649 9 

1989 Males 13 99 25 137 1,477 9 
 Females 6 12 1 19 91 21 
 Total 19 111 26 156 1,568 10 

1990 Males 15 103 20 138 1,621 9 
 Females 1 5 1 7 99 7 
 Total 16 108 21 145 1,720 8 

1991 Males 28 82 23 133 1,646 8 
 Females 1 8 - 9 80 11 
 Total 29 90 23 142 1,726 8 

1992 Males 38 108 11 157 1,799 9 
 Females 3 6 1 10 94 11 
 Total 41 114 12 167 1,893 9 

 
Source:  Australian Institute of Criminology, National Prison Census (Annual Series). 
 
 

5.1.8 CONVICTIONS FOR ALCOHOL-RELATED OFFENCES 
 
Alcohol-related conviction data have been obtained by the Task Force in relation to types of offences, 
drink-driving offences (Table 5.20), and liquor licensing offences (Table 5.21). For both of these 
groups of offences there was a similar clustering of convictions involving the 24 years and under age 
group, accounting for just over 40% of all convictions. 
 
60% of drink-driving convictions and 45% of liquor licensing convictions were recorded in the 
metropolitan area. Higher levels of liquor licensing convictions occurred in the Kimberley, Pilbara, 
South Eastern and Central regions, compared to the other country regions. 
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Table 5.20 Convictions for drink driving offences by region and age group 
1992/93 

 
Region Under 

20 
20-24 25-29 30-34 35-39 40-49 50-59 60+ Not 

state
d 

Total % 

Perth 959 1,607 1,134 834 633 687 197 45 2 6,098 59.1 

South West 157 227 137 97 61 77 16 8 1 781 7.6 

Lower Great Southern 59 95 42 42 19 19 3 3 - 282 2.7 

Upper Great Southern 11 30 17 16 8 11 3 3 - 99 1.0 

Midlands 38 94 58 37 26 29 17 4 - 303 2.9 

South Eastern 70 149 148 120 57 91 19 3 6 663 6.4 

Central 90 189 121 92 66 59 11 7 1 636 6.2 

Pilbara 59 182 181 122 82 70 29 6 1 732 7.1 

Kimberley 58 193 163 97 84 91 29 6 - 721 7.0 

Total 1,501 2,766 2,001 1,457 1,036 1,134 324 85 11 10,315 100.0 

% 14.6 26.8 19.4 14.1 10.0 11.0 3.1 0.8 0.1 100.0  

 
Source: Summary of Criminal Court Proceedings, Western Australia, 1992-93, Cat. No. 4504.5, Australian Bureau of Statistics. 
 
 
Table 5.21  Convictions for liquor licensing by region and age group 1992/93 
 
Region Under 

20 
20-
24 

25-
29 

30-
34 

35-
39 

40-
49 

50-
59 

60+ Not 
stated 

Total % 

Perth 152 217 72 58 73 88 22 6 1 727 44.6 

South West 19 23 8 7 3 5 3 - - 76 4.7 

Lower Great Southern 14 13 13 2 2 1 - - - 46 2.8 

Upper Great Southern 2 - 4 3 - 3 1 - - 13 0.8 

Midlands 4 13 5 2 - 1 1 - - 27 1.7 

South Eastern 21 30 23 32 36 31 13 1 - 188 11.5 

Central 37 47 30 26 13 25 9 5 1 193 11.8 

Pilbara 27 33 44 27 15 22 8 2 - 178 10.9 

Kimberley 20 29 26 45 25 21 9 6 - 181 11.1 

Total 296 405 225 202 167 197 66 20 2 1,629 100.0 

% 18.2 24.9 13.8 12.4 10.3 12.1 4.1 1.2 0.1 100.0  

 
Source: Summary of Criminal Court Proceedings, Western Australia, 1992-93, Cat. No. 4504.5, Australian Bureau of Statistics. 
 
 

5.1.9 VALUE OF SEIZURES OF ILLICIT DRUGS 
 
As the Crimes (Confiscation of Profits) Act 1988 has operated for only a short period of time, 
comparatively little property has been forfeited under this act, or the Misuse of Drugs Act. Data was 
not available for the two most recent years, 1992/93 and 1993/94, except as estimates of the value of 
property seized. 
 
It was estimated that property with a value exceeding $10 million has been seized in Western Australia 
by the State police, up to 30 June 1994 (Table 5.22). It is noted that the realised value of seized 
property over the same period was just under $1 million, excluding the 1992/93 to 1993/94 period. The 
much lower value of property on realisation is due to a number of factors, including lengthy delays 
between the time charges and laid, conviction and sentence, over which time property can deteriorate 
in value, as the State legislation operates on the basis of conviction. 
 
Over the period 1986/87 to 1993/94 property with an estimated value of $4.4 million was seized by the 
Federal police in relation to drug-related crimes committed in this State (Table 5.23). 
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In aggregate, over the period 1986/87 to 1993/94 property with a total value of about $15 million was 
seized by the State police and Federal authorities as a result of drug-related crime in this State. The 
total value of this property on realisation is probably about $6 million. 
 
 
Table 5.22 Value of seizures by State police under 

Crimes (Confiscation of Profits) Act and 
Misuse of Drugs Act 1989-1994 

 
Year Crimes (Confiscation of Profits) Act  Misuse of Drugs Act  Total property seized 

 Restraining 
orders 

Forfeiture 
orders 

Pecuniary 
penalty orders

 Restraining 
orders 

Forfeiture 
orders 

 Value seized Value 
realised 

pre 
1988/89 

nil nil nil  $185,419 $84,510  $269,929 nil 

1988/89 $450,934 nil nil  $342,500 $139,826  $933,260 nil 

1989/90 $563,574 $406,087 $53,617  $23,670 $94,984  $578,921 $15,916 

1990/91 $518,700 $27,400 $8,975  $210,630 $55,111  $820,816 $644,669 

1991/92 $473,000 $159,025 $33,250  $933,438 $246,155  $1,844,868 $303,854 

1992/93 na na na  na na  $4,300,000* na 

1993/94 na na na  na na  $1,500,000* na 

Total $2,006,208 $592,512 $95,842  $1,695,657 $620,586  $10,247,794 $964,439 

 
Source:  National Crime Authority. Proceeds of Crime Conference, Sydney, June 1993. Canberra, Australian Government 

Publishing Service, 1994. 
Note: * For 1992/93 and 1993/94 data only available as estimated totals. 
 
 
Table 5.23 Value of seizures by Federal police  

under the Proceeds of Crime Act and Customs Act, 1986-1994 
 
 Proceeds of Crime Act  Customs Act  Value seized 

 Tainted property 
orders 

Forfeiture orders Pecuniary penalty 
orders 

 Forfeiture orders   

1986/87 - 1992/93 $1,021,380 $962,748 $93,250  $1,308,600  $3,385,978 

1993/94 $140,690 $445,106 $79,302  $318,000  $983,098 

Total $1,162,070 $1,407,854 $172,552  $1,626,600  $4,369,076 

 
Source:  Australian Federal Police. 
 
 

5.2 THE ENFORCEMENT OF AUSTRALIAN DRUG ANTI-
TRAFFICKING LEGISLATION 

 
Whereas prevention and treatment activities such as detoxification programs, alcohol and drug 
telephone information services, narcotic replacement therapy (methadone), court diversion schemes, 
long-term drug-free therapeutic communities (DFTCs), elimination of tobacco advertising, random 
breath testing of motorists, etc, have been evaluated, there has been very limited published evaluation 
of law enforcement measures concerned with “supply side” measures.94 
 
It has been recognised in relation to opioid drugs such as heroin, that the most effective basis for 
activity involves a combination of both “demand” and “supply reduction” strategies, to achieve the 
goals of reducing the high social costs arising from crime by drug-dependent individuals, while also 

                                                           
94 McDowell D. “Law enforcement”. In Comparative analysis of illicit drug strategy. Canberra, 
Australian Government Publishing Service, 1992. 
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ensuring that recreational and experimental users are deterred from becoming regular users.95 In 
relation to “supply side” measures, law enforcement agencies must also be able to focus their resources 
on criminal groups who will be attracted by the high profits to be obtained from the organised 
marketing of illicit drugs. 
 
There is a need for a systematic evaluation of the effectiveness of “supply reduction” strategies, given 
the scale of expenditure involved, and to identify areas where agencies may focus their efforts to obtain 
high returns. One of the most useful analyses of obtaining a better understanding of these processes 
that was drawn to the attention of the Task Force was a paper prepared by Dr Adam Sutton, formerly 
Director of the South Australian Office of Crime Statistics and Dr Stephen James, a research fellow in 
the Department of Criminology at the University of Melbourne.96 
 
The continued differences in views as to how problems stemming from illicit drug abuse should be 
tackled are reflected in the ongoing debate about decriminalisation, especially of cannabis and heroin. 
Overall there has been argument about the relative merits of supply-reduction (ie law enforcement) 
strategies and demand-reduction (ie education and treatment) strategies97 and questions raised about 
the viability of continued policies of prohibition.98  
 
The lack of Australian research on the impact of supply-reduction strategies is mirrored in other 
jurisdictions. Law enforcement programs need to choose from a number of possible approaches such as 
crop eradication and substitution, interdiction of imports, destruction of local cannabis plantations, 
targeting major traffickers and intensive street level enforcement which focuses on lower-level dealers 
and users. 
 
Law enforcement agencies have a further range of choices in pursuing these strategies, such as 
undercover operations, electronic surveillance, street observation and arrest, community-based 
intelligence, asset seizures and historical conspiracy investigations.99 In pursuing particular strategies 
and tactics, law enforcement agencies must weigh a range of factors, such as government policy, 
agency resources and powers, available intelligence information, potential conflicts with other 
initiatives (for example, intensive street observation and arrest may confound needle-exchange 
programs) and, of course, the likely short- and long-term effects on drug availability and consumption. 
 
There are differences of opinion as to the relative efficiency of undertaking operations aimed at a high 
level, through targeting large-scale and organised drug syndicates involved in drug importation, as 
opposed to strategies that focus on lower level drug dealers and drug users.100 
 
We should be careful not to replicate all the conclusions from policies implemented in the US, as in 
this country the abuse of illicit drugs is less widespread and the effects are far less visible, and there is 
a more informed understanding by the community of the costs of prohibition. In the Parliamentary 
Joint Committee’s report Drugs, crime and society, varying costs of prohibition are described, 
including - 

                                                           
95 Dobinson I. “Making sense of the heroin-crime link.” (1989) 22 Australian and New Zealand Journal 
of Criminology 259. 
96 Sutton A, James S. “Evaluation of the enforcement of Australian drug anti-trafficking legislation”. 
(1993) July-August Criminology Australia 21. 
97 Wardlaw G. “Overview of national drug control strategies”. In Comparative analysis of illicit drug 
strategy. Canberra, Australian Government Publishing Service, 1992. 
98 Hall W. “The Australian debate about the legalisation of heroin and other illicit drugs 1988-1991”. 
(1992) 22 Journal of Drug Issues 563. 
99 cf Kleiman M, Smith KD. “State and local enforcement in search of a strategy”. In Tonry M, Wilson 
JQ (eds). Crime and justice a review of research. Chicago, University of Chicago Press, 1990. 
100 cf Moore MH. “Policies to achieve discrimination on the effective price of heroin”.  (1973) 63 
Papers and proceedings of the American Economic Association 270; Moore MH. Buy and bust - the 
effective regulation of an illicit market in heroin. Lexington, MA, Lexington Books, 1977; Moore MH 
“Supply reduction and drug law enforcement.” In Tonry M, Wilson JQ (eds). Crime and justice a 
review of research. Chicago, University of Chicago Press, 1990; Elliott ID. “Heroin mythologies for 
law enforcers.” (1982) 6 Criminal Law Journal 6; Elliott ID. “Heroin myths revisited - the Stewart 
report.” (1983) 7 Criminal Law Journal 333. 
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• conceding a monopoly on supply and distribution to criminal elements, thus forcing users into 

contact with the subculture; 
• increasing the potential for corruption of law-enforcement officials; 
• reducing users’ access to health and other “helping” professions; 
• increasing the likelihood of drug-related crime by regular users in need of funds for an expensive 

product; and 
• increasing likelihood of intravenous drug use by consumers seeking maximum effect from a given 

quantity (leading to risks of HIV infection) and other health risks associated with unregulated 
marketing of a consumer substance (for example, cutting drugs with contaminants). 

 
These must be considered in the development of appropriate policies, with care taken to ensure that 
policy is appropriate to Australian circumstances, and takes account of possible side-effects. 
 
In the paper cited above Drs Sutton and James undertook a closer examination of a number of helpful 
recent evaluations of law enforcement strategies. 
 
A National Institute of Justice commissioned study, which reviewed a range of “supply-side” 
strategies, concluded that each of them was effective in particular ways.101 
 
In 1988 a study by Wagstaff and Maynard commissioned by the British Home Office pointed out that 
it was extremely difficult to evaluate the effectiveness of law enforcement activities because of data 
limitations.102 The point is made in this report, as in American studies, that it is essential to acquire 
adequate knowledge of illicit drug markets, such as, prices of drugs, their purity and patterns of 
consumer behaviour, to form baselines to evaluate particular strategies. 
 
Two recent Australian reports have considered the effectiveness of law enforcement strategies. The 
first, the Parliamentary Joint Committee on the National Crime Authority’s 1989 report, Drugs, crime 
and society, provides a thorough analysis of the social costs of drug abuse and providing overview of 
the benefits of law enforcement strategies. The second, Wardlaw’s paper contained in the NCADA 
monograph, Comparative Analysis of Illicit Drug Strategy, has been referred to as “an invaluable 
summary of the literature of effectiveness of anti-trafficking programs and an important reminder of 
broader social and policy issues which need to be taken into account in measuring the effects and 
effectiveness of anti-trafficking strategies.”103 
 

                                                           
101 Moore MH “Supply reduction and drug law enforcement.” In Tonry M, Wilson JQ (eds). Crime and 
justice a review of research. Chicago, University of Chicago Press, 1990 
102 Wagstaff A, Maynard A. Economic aspects of the illicit drug market and drug enforcement polices 
in the United Kingdom. London, Home Office, 1988. 
103 Sutton A, James S. “Evaluation of the enforcement of Australian drug anti-trafficking legislation”. 
(1993) July-August Criminology Australia 21, 23. 
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6. INJECTING DRUG USE 
 

6.1 INTRODUCTION 
 
Much of our knowledge about the prevalence of injecting drug use has usually been obtained from 
surveys of highly selective populations104 or from secondary data sources. Secondary data about IDUs 
may arise in a number of ways, such as when someone -  
 
• was admitted as an inpatient with a drug-related medical condition or mental disorder;  
• who because he or she had sought drugs from a GP was then notified to the Commissioner of 

Health as an addict ; 
• had an infectious notifiable disease such as HIV (human immunodeficiency virus), hepatitis B virus 

(HBV) or HCV (hepatitis C virus); 
• had died as the result of the use of drugs; 
• had participated in methadone program where by law an authorisation is required before a doctor 

may issue a prescription.; or 
• had been referred by a court to the Court Diversion Service for assessment and treatment of an 

underlying drug problem that had been a contributing factor in an offence. 
 
As much of our knowledge about injecting drug users (IDUs) is inferred through these types of 
secondary sources, some of the problems posed by a reliance on this information should be noted.  
 
First, morbidity data collections and registers of admissions to psychiatric services usually have the 
principal purpose of determining utilisation of services and ensuring funding. 
 
Second, as IDUs are reluctant to be hospitalised or obtain medical assistance, morbidity data systems 
and registers of notified addicts tend to over represent those who are drug dependent, and under report 
the much larger population of recreational and experimental users. 
 
Third, determination of the cause of death involves a legal standard that will be reliant on a coroner 
having access to information in addition to toxicological evidence. Without sufficient information 
coroners may not be able to accurately determine whether a drug, or combination of drugs, caused 
death by poisoning, suicide, or was unintentionally caused, or whether the death was not caused by 
drug use at all. 
 
Fourth, data about injecting drug use from people referred to treatment programs is likely to be 
unreliable because drug use may have been exaggerated to maximise the chance of admission. There is 
also an incentive for referrals to a treatment program from a court to exaggerate the use of some 
substances to substantiate exculpatory defences at trial.  
 
Heroin and amphetamines are the two groups of drugs most likely to be used by IDUs in Australia; 
although opioids of licit origin, such as morphine, dextromoramide and methadone are also used by 
IDUs. Cocaine is used less frequently by IDUs. 
 
NCADA household surveys of drugs have included items in relation to injecting drug use. The main 
findings from these surveys are that - 
 
• use of heroin, cocaine and amphetamines was more frequent among males than females; 
• heroin use peaked in people in their late 20s; 
• heroin use was associated with living in a capital city; 
• amphetamine use peaked in people in their early 20s; 
• there was a small peak in amphetamine use by males in their 40s;105 

                                                           
104 Marsh A, Loxley W. The Australian National AIDS and Injecting Drug Use Study Perth, 1989. 
Perth, National Centre for Research Into the Prevention of Drug Abuse, Curtin University of 
Technology, 1991. 
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• amphetamines were used by the widest spectrum of the community; and 
• being male, single, and living in a city was predictive of use of amphetamines. 
 
 

6.2 HOW MANY IDUS ARE THERE? 
 

6.2.1 REGISTER OF NOTIFIED ADDICTS 
 
The HDWA has maintained for a number of years a register of “notified addicts”, as required under the 
Health Act. The register provides a count of the number of persons who have come to the attention of a 
medical practitioner who, in the opinion of the doctor satisfy any of the three criteria for dependence 
provided under the Health Act. 
 
There were 2,976 notifications in the period 1982 to 1994, 1,844 (62%) involved males and 1,132 
(38%) involved females.  
 
These notifications involved mostly young adults and people in their 30s - 
 
• 155 (5.2%) involved the 10-19 age group; 
• 1,825 (61.3%) involved the 20-29 age group; 
• 828 (27.8%) involved the 30-39 age group; and 
• 135 (4.5%) involved the 40 years and over age group. 
 
There have been a number of peaks in notifications (Table 6.1). The jumps in notifications in 1984 and 
1988 were related to overprescribing by GPs of Temgesic (buprenorphine) and tranquillisers 
(especially ampoules of benzodiazepines), respectively. Since 1990 there has a more stable pattern of 
notifications, fluctuating between 150 and 220 persons per year. 
 
There is ratio of about 3:2 of males to females notified each year (Table 6.2, Table 6.3).  
 
A large proportion of the notifications involve people who are admitted to the methadone treatment 
program. This implies that relatively few additional IDUs are notified. 
 

                                                                                                                                                                      
105 A smaller peak in the use of amphetamines for males in their early 40s, was considered to reflect an 
epidemic that had occurred in the 1970s, involving drugs such as Benzedrine and Methedrine, 
available at the time on prescription, and which were largely administered orally. Cf  McAllister I, 
Moore R, Makkai T. Drugs in Australian society. Melbourne, Longman Cheshire, 1991, 167. 
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Table 6.1 Number of notifications of drug addiction by age group 
persons, 1982-1994 

 
Year 10-19  20-29 30-39 40+ Age Missing  All ages 

1982 18  117  30  9  14  188 
1983 12  140  28  8  5  193 
1984 21  215  57  8  1  302 
1985 17  162  64  13  -  256 
1986 4  153  49  6  2  214 
1987 9  134  49  6  4  202 
1988 15  240  114  15  2  386 
1989 15  166  86  18  1  286 
1990 9  126  61  4  1  201 
1991 9  91  72  4  -  176 
1992 3  85  58  8  -  154 
1993 7  89  89  15  1  201 
1994 16  107  71  21  2  217 

1982-1994 155  1,825  828  135  33  2,976 
 
 Source: Health Department of WA. 
 
 
 
Table 6.2 Number of notifications of drug addiction by age group 

males, 1982-1994 
 

Year 10-19  20-29 30-39 40+ Age Missing  All ages 

1982 8  75  22  7  11  123 
1983 6  94  18  5  3  126 
1984 9  134  33  5  1  182 
1985 8  87  46  9  -  150 
1986 2  86  32  5  1  126 
1987 6  82  34  5  3  130 
1988 9  153  80  8  1  251 
1989 7  100  56  10  -  173 
1990 5  81  41  3  -  130 
1991 4  61  55  3  -  123 
1992 2  51  32  4  -  89 
1993 4  42  59  10  1  116 
1994 2  56  49  17  1  125 

1982-1994 72  1,102  557  91  22  1,844 

 
 Source: Health Department of WA. 
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Table 6.3 Number of notifications of drug addiction by age group 
females, 1982-1994 

 
Year 10-19  20-29 30-39 40+ Age Missing  All ages 

1982 10  42  8  2  3  65 
1983 6  46  10  3  2  67 
1984 12  81  24  3  -  120 
1985 9  75  18  4  -  106 
1986 2  67  17  1  1  88 
1987 3  52  15  1  1  72 
1988 6  87  34  7  1  135 
1989 8  66  30  8  1  113 
1990 4  45  20  1  1  71 
1991 5  30  17  1  -  53 
1992 1  34  26  4  -  65 
1993 3  47  30  5  -  85 
1994 14  51  22  4  1  92 

1982-1994 83  723  271  44  11  1,132 
 
 Source: Health Department of WA. 
 
 

6.2.2 1993 NATIONAL HOUSEHOLD SURVEY 
 
Results from the 1993 National Household Survey indicate that injecting drug use tends to have largely 
involved people in their late teens and early twenties (Table 6.4), and males more frequently than 
females (Table 6.5). 
 
 
Table 6.4 Persons ever injected illegal drugs  

by jurisdiction and age group 
National Household Survey, 1993 

 
 14-24  25-39  40+   n 

 n % n % n %   

New South Wales 30 3 46 3 38 2  600 
Victoria 7 1 34 3 6 0  600 
Queensland 7 1 16 2 - -  500 
South Australia 13 6 15 4 1 0  500 
Western Australia 20 7 7 2 4 1  500 
Tasmania 4 5 2 2 - -  300 
ACT 3 6 2 3 - -  249 
Northern Territory 2 7 0 1 0 1  251 

 
Source: National Campaign Against Drug Abuse, National Household Survey, 1993 (detailed computer tables, 

sealed section). 
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Table 6.5 Persons ever injected illegal drugs  
by jurisdiction and sex 
National Household Survey, 1993 

 
  Males Females Sample size (n)  

  n % n % M F 

New South Wales  74 3 40 2 241 359 
Victoria  31 2 16 1 264 336 
Queensland  18 1 5 0 224 276 
South Australia  19 3 11 2 197 303 
Western Australia  17 3 14 2 201 299 
Tasmania  2 1 4 2 120 180 
ACT  4 4 1 1 126 123 
Northern Territory  2 3 1 2 125 126 

 
Source: National Campaign Against Drug Abuse, National Household Survey, 1993 (detailed computer tables, 

sealed section). 
 
It should be noted that as injecting drug use is statistically rare, research based on prevalence data is 
subject to a high degree of sampling error, due to small sample sizes.  
 
Given these limitations and the lack of time to undertake systematic research using more sophisticated 
methodologies,106 the Task Force has made the following estimate, derived from results of self-
reported injecting drug use by WA respondents (Table 6.6). It shows that an estimated 33,455 have 
ever injected drugs and that an estimated 18,060 did so in the past 12 months. 
 
 
Table 6.6  Estimated number of injecting drug users, 1993 
 

 14-24 25-39 40+ 14 yrs + 

 Estimated size of WA population  
(ABS Estimated Resident Population 1993) 

267,640 421,508 629,255 1,318,403 

% ever injected drug use 7 % 2 % 1 %  
Estimated persons ever injected 18,735 8,430 6,290 33,455 
% injected drugs in last 12 months 72% 43% 15% 54% 
Estimated persons injected in past 12 months 13,490 3,625 945 18,060 

 
Note: Estimate of 15% of persons aged 40 years and over injected drugs in last 12 months. 
 
 

                                                           
106 Duque-Portugal F, Martin AJ, Taylor R. “Mark-recapture estimates of injecting drug users in 
Sydney”.  (1994) 18 Australian Journal of Public Health 201; Gossop M, Strang J, Griffiths P, Powis 
B, Taylor C. “A ratio estimation method for determining the prevalence of cocaine use”. (1994) 164 
British Journal of Psychiatry 676; Simeone RS, Nottingham WT, Holland L. “Estimating the size of a 
heroin-using population an examination of the use of treatment admissions data”. (1993) 28 
International Journal of Addictions 107; Bloor M, Leyland A, Barnard M, McKeganey N. “Estimating 
hidden populations a new method of calculating the prevalence of drug-injecting and non-injecting 
females street prostitution.” (1991) 86 British Journal of Addiction 1477; Marlowe R, Cooke R, 
Farmer, A. “Estimates of the number of regular illegal opiate users in South Australia an update”. 
(1988) 12 Community Health Studies 314; Sandland RL. Methods of estimating the number of heroin 
users in New South Wales. Sydney, NSW Drug and Alcohol Authority, 1984. 
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6.3 HIV/AIDS AND INJECTING DRUG USE 
 

6.3.1 INTRODUCTION 
 
The human immunodeficiency virus has three main modes of transmission through - 
 
• the exchange of HIV-infected body fluids during unprotected sex;  
• the use of HIV-contaminated injecting equipment; and  
• being passed on from mother to child during pregnancy or birth, and possibly via breast milk 

during feeding. 
 
Injecting drug users are potential transmitters of HIV through sexual contact or use of non-sterile 
injecting equipment. As there is no cure for HIV/AIDS, the only way to curb its rapid spread is by 
eliminating or modifying the risk behaviours involved in its transmission. 
 
For injecting drug users changes may include abstinence, or if this is not feasible, either changing the 
route of administration of the drug, for instance oral ingestion or smoking, or by adopting safer 
injecting practices, namely - 
 
• not sharing injecting equipment; or  
• if sharing, properly cleaning the equipment by either sterilising or rinsing with bleach. 
 
Treatment programs have, over recent years, come to include information about HIV risks by 
providing information and practical assistance that includes - 
 
• warning about the risks of needle sharing; 
• needle and syringe cleaning techniques; 
• the availability of clean needles and syringes or needle exchange programs; 
• safer sexual practices; and 
• the availability of free condoms. 
 
New users and irregular users are at high risk of contracting HIV infection through the use of 
contaminated injecting equipment. For new users this occurs because they may be initiated by using an 
experienced user’s injecting equipment, while for irregular users their drug use is often unplanned and 
thus they may share needles because they do not possess the necessary equipment. 
 
Injecting drug use by populations of incarcerated prisoners occurs under circumstances where there are 
special concerns about the potential for infectious diseases such as HBV, HCV and HIV to spread. 
 
In most Western countries during the early years of the HIV/AIDS epidemic, homosexual/bisexual 
males were the highest risk group, whereas in recent years cases involving IDUs have become more 
common in North America and Western Europe. Subsequently, the incidence of AIDS has increased 
among children and non-drug using heterosexuals. 
 
In January 1993 in Australia, 7.7% of all people diagnosed with HIV and 3.9% of people living with 
AIDS were identified as injecting drug users. While these figures appear relatively low compared with 
some Western countries, eg Italy or Spain, where IDUs constitute the majority of HIV/AIDS cases, 
HIV has the potential to spread rapidly among the population of injecting drug users in Australia 
unless precautions are taken. 
 
The development of AIDS takes on average 10-11 years from the time of infection. In countries where 
substantial proportions of drug users have become infected with HIV, the majority of children with 
AIDS have been found to have drug-using parents. IDUs are regarded as the most likely conduit for 
HIV infection to reach the general community. 
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Alcohol intoxication among IDUs and the effects of other drugs may also contribute to the risk of HIV 
infection as the disinhibition resulting from the use of these drugs may increase the likelihood of 
unsafe sexual practices. 
 

6.3.2 PREVALENCE OF HIV IN WA, 1983-1994 
 
From 1983 to 1994 there were 896 notifications of HIV and AIDS in Western Australia. 
 
The number of notifications of HIV/AIDS where the transmission category was injecting drug use 
increased from one in 1985 to a peak of 17 notifications in 1989. Since then the number of 
notifications for which the designated risk factor was injecting drug use has been dropping steadily, so 
that by 1994 there were only 5 notifications (Table 6.7; Figure 6.1).  
 
Just under two thirds (589) of these involved transmission by male to male sexual contact; the second 
highest category involved transmission by injecting drug use, which accounted for 9.7% (87) 
notifications; and the third highest category involved transmission by heterosexual contact, with 9.3% 
(83) notifications (Table 6.8). 
 
The number of detected HIV positive IDUs in treatment programs is only available in relation to the 
ADA’s methadone program, which attempts to systematically screen all patients, with their consent, at 
the time of admission to an episode of treatment.  
 
The number of confirmed HIV positive IDUs per quarter in methadone treatment increased from 3 in 
the March 1986 quarter, when testing commenced, peaked with 11 in the June 1992 quarter, and has 
since declined, to 2 in the December 1994 quarter (Table 6.9). 
 
 
Table 6.7 Number of HIV/AIDS notifications by 

transmission category, 1983-1994 
 
Year Homo- 

sexual 
Bisexual Hetero- 

sexual 
contact 

Intravenous 
drug use 

Infant of 
infected 
mother 

Recipient of  
blood 

products 

Unknown All 
notifications

1983 2 - - 0 - - - 2 
1984 8 - - 0 - 7 - 15 
1985 77 13 5 1 - 10 2 108 
1986 82 9 3 7 - 4 8 113 
1987 56 16 7 10 1 -  1 91 
1988 43 14 - 11 - 3 5 76 
1989 59 6 - 17 - 2 10 94 
1990 65 - 10 12 - 3 3 93 
1991 78 1 13 11 - - 3 106 
1992 45 2 11 7 - - 3 68 
1993 40 1 15 6 1 - - 63 
1994 34 6 19 5 - - 3 67 

1983-1994 589 68 83 87 2 29 38 896 

 
Source:  Health Services Statistics & Epidemiology Branch (HDWA). 
 Communicable Diseases Control Unit (HDWA). 
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Figure 6.1 HIV/AIDS notifications (%) by major risk groups, 1983 - 1994 
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Table 6.8 Percentage of HIV/AIDS notifications by 

selected major transmission categories, 1983-1994 
 

Year IDU Homosexual Heterosexual

1983 - 100.0 - 
1984 - 53.3 - 
1985 0.9 71.3 4.6 
1986 6.2 72.6 2.7 
1987 11.0 61.5 7.7 
1988 14.5 56.6 0.0 
1989 18.1 62.8 0.0 
1990 12.9 69.9 10.8 
1991 10.4 73.6 12.3 
1992 10.3 66.2 16.2 
1993 9.5 63.5 23.8 
1994 7.5 50.7 28.4 

1983-1994 9.7 65.7 9.3 

 
  Source:  Health Services Statistics & Epidemiology Branch (HDWA). 
   Communicable Diseases Control Unit (HDWA). 
 
 

6.3.3 TESTING OF IDUS ATTENDING TREATMENT PROGRAMS 
 
There is very limited data on the rates of testing of IDUs in treatment programs, with the methadone 
program conducted by the ADA the only program which routinely reports the number of tests as an 
effectiveness measure. Over the period 1986 to 1994 there were 3,408 HIV screening tests undertaken 
by the methadone program. The total number of HIV tests is likely to be somewhat higher than this 
figure, as additional testing of IDUs of patients would also have been undertaken by other health 
providers and general practitioners. Whereas about 370 tests per year were undertaken by the 
methadone program in 1992-1994, more tests were undertaken in 1988-1991 (Table 6.9).  
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Testing of IDUs in treatment programs is potentially an effective approach to maintaining awareness 
about high risk practices among clientele attending D&A treatment programs.107 The concept of 
sentinel surveillance of high risk populations, such as IDUs attending treatment programs, has been 
suggested by the National Centre in HIV Epidemiology and Clinical Research. If implemented this 
would mean, for instance, that treatment programs test clients at the time of admission, at readmission 
and on a regular ongoing basis for clients remaining in long-term treatment, eg on a 6 monthly basis. 
 
The need for a protocol of regular testing of the treatment population can be illustrated by reference to 
data from the December 1994 quarter. In this quarter there were 109 tests conducted. In the same 
quarter there 99 admissions to the methadone program (49 new admissions and 50 readmissions), with 
a total of 689 individuals who were in treatment. If most of the 99 admissions were tested in the quarter 
then relatively few of the remaining 590 clients were re-tested.  
 
 

                                                           
107 Brown BS, Needle RH. “Modifying the process of treatment to meet the threat of AIDS.” (1994) 29 
International Journal of Addictions 1739; 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. 
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Table 6.9 Numbers of tests and HIV positive cases  
methadone program, 1986-1994 

 
  HIV positive individuals Tests/quarter 

Year Quarter Number %  

1986 January-March 3 0.9 - 
 April-June 3 1.0 2 
 July-September 3 1.1 1 
 October-December 2 0.7 2 
 Total   5 

1987 January-March 4 1.5 73 
 April-June 3 1.1 49 
 July-September 6 2.0 122 
 October-December 7 2.2 111 
 Total   355 

1988 January-March 7 2.0 92 
 April-June 8 2.2 116 
 July-September 8 2.0 89 
 October-December 9 2.0 124 
 Total   421 

1989 January-March 6 1.3 90 
 April-June 6 1.3 112 
 July-September 7 1.6 89 
 October-December 8 1.9 154 
 Total   445 

1990 January-March 9 2.0 200 
 April-June 8 1.8 141 
 July-September 3 0.6 140 
 October-December 5 1.1 131 
 Total   612 

1991 January-March 7 1.5 115 
 April-June 8 1.6 119 
 July-September 7 1.4 126 
 October-December 8 1.6 103 
 Total   463 

1992 January-March 8 1.6 110 
 April-June 11 2.2 69 
 July-September 10 1.9 102 
 October-December 8 1.5 88 
 Total   369 

1993 January-March 4 0.7 83 
 April-June 4 0.7 109 
 July-September 4 0.7 124 
 October-December 5 0.8 52 
 Total   368 

1994 January-March 5 0.8 56 
 April-June 3 0.5 98 
 July-September 3 0.4 107 
 October-December 2 0.3 109 
 Total   370 

Total tests conducted 1986-1994  3,408 
 
 Source: Western Australian Alcohol & Drug Authority. 
 Note: Testing data not available in the first quarter of 1986. 
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6.4 DISTRIBUTION OF NEEDLES AND SYRINGES TO 
IDUS IN WA 

 

6.4.1 INTRODUCTION 
 
Injecting drug use has been recognised as a major factor in the spread of HIV, HBV and HCV through 
the reuse of unsterile injection equipment. HIV rates have remained low in Australia, and in 1993 only 
4.9% of cumulative cases of HIV infection were attributable to injecting drug use.  As indicated earlier, 
in Western Australia over the period 1983-1994, out of the 896 HIV/AIDS notifications, 87 (9.7%) 
involved injecting drug use as a risk factor. 
 
The rapid spread of HIV infection has been widely reported in American and European populations of 
IDUs since the early 1980s, and more recently in Asian countries. For instance -  
 
• the seroprevalence of IDUs attending treatment programs in Thailand rose from 2% in 1987 to 46% 

in 1988;  
• the cumulative percentage of seropositive cases of IDUs increased from 5% in 1985 to 30% in 1990 

in Europe; and 
• in New York the proportion of heterosexual seropositive IDUs rose from 18% in 1982 to 46% in 

1990 in New York.108 
 
However, much higher prevalence rates of HCV have been reported in populations of IDUs. For 
instance, in a Victorian study, a seroprevalence of 68% has been reported,109 and it has been reported 
that more than 80% of patients attending the ADA’s methadone program tested for HCV were found to 
be seropositive.110 
 
Since the late 1980s joint Commonwealth and State funded programs have been undertaken in all 
jurisdictions to increase knowledge by IDUs about lower risk injection practices, to increase the 
frequency of use of sterile injection equipment and to expand access to new needles and syringes 
(N&S). 
 
Arising from these policies, in Western Australia, as in most other jurisdictions, the provision of new 
N&S has become an established component of the strategy to deal with the risk posed by blood-borne 
viruses to both IDUs, and through them the wider community. 
 
It has been noted that an approach of severely restricting N&S in the belief that limits on access to 
sterile injection equipment in conjunction with vigorous law enforcement and abstinence oriented 
treatment programs would “deter” injecting drug use was a major factor in serious epidemics of HIV 
among populations of IDUs in the United Kingdom.111 
 
A 1985 Home Office report, Tackling Drug Misuse, criticises the former policy as being seriously 
flawed, as it “concentrated hard on control and had little to say or recommend to comfort the individual 
with an addiction problem. It was largely about a non-medical approach to a problem which was seen 

                                                           
108 Des Jarlais DC, Friedman SR, Choopanya K, et al. “International epidemiology of HIV and AIDS 
among injecting drug users.” (1992) 6 AIDS 1053;  Darke S. “Injecting drug users and the Human 
Immunodeficiency Virus what do we know?” (1992) 11 Drug and Alcohol Review 153. 
109 Crofts N, Hopper JL, Bowden DS, Breschkin AM, Milner R, Locarnin SA. “Hepatitis C virus 
infection among a cohort of Victorian injecting drug users”. (1993) 159 Medical Journal of Australia 
237. 
110 Alcohol and Drug Authority. Annual Report 1993/94. 11. 
111 Drummond DC, Taylor JA, Mullin PJ. “Replacement of a prescribing service by an opiate-free day 
program in a Glasgow drug clinic.” (1986) 81 British Journal of Addiction 559; Lenton S, Donoghoe 
M, Loxley W, Ovenden C, Carruthers S. IDUS, needle and syringe provision and harm reduction: the 
English and WA experience. Perth, National Centre for Research Into the Prevention of Drug Abuse, 
Curtin University of Technology, 1994. 
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as a problem of control and public order.”112 The United Kingdom White Paper released in 1995 has 
subsequently recognised the necessary role of N&S programs in the context of an overall program to 
reduce IDU and to maximise attendance of drug abusers in treatment. 
 
Over the past 10 years measures to encourage chemists and health care providers to distribute new 
N&S to IDUs, and the funding of outreach services and needle and syringe exchange programs 
(NSEPs) to engage hard-to-reach groups, have been developed in Western Australia. 
 
The impetus for bringing about this change stems from public health concerns about the need to 
develop programs that are attractive to IDUs. “Injecting drug users provide the greatest opportunity for 
HIV to be transmitted into the wider community, and while Australia currently has a relatively low rate 
of HIV infection amongst injecting drug users, treatment services will play an important role in 
maintaining this low rate.... Not to provide treatment to this group would greatly enhance the risk of 
spread of HIV both within the injecting drug using community and, through sexual contacts, to the 
wider population.”113 
 
The approach has also brought about some change in the priorities of treatment programs. “In the 
treatment context the harm minimisation approach maintains abstinence as a desirable goal, but it is 
acknowledged that a reduction in the harm associated with drug use is also a valuable outcome. 
Further, focussing on the narrower concept of HIV risk reduction, the goals of treatment can be 
conceived of as a hierarchy of desirable outcomes with abstinence from illicit drug use at the top 
followed by a number of less desirable outcomes.”114 
 

6.4.2 NEEDLES AND SYRINGES DISTRIBUTED BY RETAIL PHARMACIES 
 
This section discusses two distinct initiatives implemented to maximise access by IDUs to sterile 
injection equipment -  
 
• the sale of new needles and syringes by retail pharmacies, a collaborative initiative between the 

Pharmaceutical Council of Western Australia and the Health Department of Western Australia 
(HDWA); and 

• an outreach Needle and Syringe Exchange Program (NSEP), established by the West Australian 
AIDS Council (WAAC), which distributes clean injection equipment in the Perth metropolitan area 
and collects used needles and syringes for disposal. 

 
Retail pharmacies in WA had for a number of years legitimately sold new N&S to IDUs. However, as 
this was mostly confined to a few metropolitan after-hours pharmacies, it had the effect of restricting 
IDUs access to sterile injection equipment. By the late 1980s there was a realisation that without 
substantially expanded access to sterile injection equipment, there was a real risk that HIV and HBV 
would rapidly spread in the Western Australian IDU population, as had already happened in a number 
of other jurisdictions. 
 
In July 1987 more than 400 community-based pharmacies throughout the metropolitan area and in 
regional centres were approached to sell N&S as a kit, incorporating both sterile N&S and HIV 
preventive materials.  
 
The use of a self-contained pre-packaged container of new N&S was developed, which also had a dual 
function of a storage container to retain N&S after use, to effect safe disposal without the attendant risk 
of infection. The first version, known as the SS5 Pack, containing literature on how HIV was spread 
through reuse of N&S, a swab, five sterile l ml syringes and needles, a condom and lubricant, and a 

                                                           
112 Robertson R. “The Edinburgh epidemic a case study”. In Strang J, Stimson G (eds). AIDS and Drug 
Misuse. London, Routledge, 1990, at 101. 
113 Ali R, Miller M, Cormack S. Future Directions for Alcohol and Other Drug Treatment In Australia. 
Canberra, Australian Government Publishing Service, 1992, at 13. 
114 Bell M. “Treatment”. In Wardlaw G, Strang H, Bull M, MacDowell D, Norberry J. Comparative 
Analysis of Illicit Drug Strategy. Canberra, Australian Government Publishing Service, 1992. 
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rigid disposal container, was sold by retail pharmacies throughout the state between June 1987 and 
June 1992.115 
 
The SS5 Pack was extensively promoted, and to maximise the participation of pharmacies, was 
supplied at no cost by the HDWA’s AIDS Bureau. In conjunction with the SS5 Pack participating 
pharmacies displayed a standardised logo near their entrance, and seminars and workshops were held 
in the metropolitan area as well as in a number of regional areas. A key factor in obtaining such a high 
participation by retail pharmacies, particularly in the Perth metropolitan area, was the principle that 
IDUs should obtain injection equipment without stigmatisation and that N&S should be purchased like 
any other health care product through pharmacies. 
 
In July 1992 the HDWA discontinued subsidisation of SS5 Packs, and transferred the distribution of 
N&S to the two major pharmaceutical wholesale suppliers, Sigma and Fauldings. As part of the change 
in distribution,  a new plastic container that had been used in the Eastern States, called the FitPack, was 
introduced, consisting of a compartment with five new N&S, and an adjoining compartment with five 
self-locking slots for IDUs to retain used N&S. The FitPack did not contain the additional HIV 
preventive items previously provided with the SS5 Pack, and was sold by pharmacies for about $4. 
 

6.4.3 NEEDLES AND SYRINGES DISTRIBUTED BY OUTREACH PROGRAMS 
 
In July 1987 the WA AIDS Council (WAAC), in conjunction with the Beaufort 565 Sauna, started the 
first Needle and Syringe Exchange Program (NSEP) in Western Australia, whereby IDUs were able at 
no cost to exchange used injection equipment for new injection equipment.116 The population using the 
WAAC was differentiated from people more likely to purchase N&S from chemists, by being targeted 
at “hidden” and “hard-to-reach” populations of IDUs. 
 
In June 1988 the WAAC started a Drug Outreach Program targeted at a range of IDUs but particularly 
recreational drug users. This is a NSEP run from a van, providing a mobile needle exchange that 
incorporates one-to-one contact with IDUs, distributes preventive literature, condoms and information 
about HIV assessment and makes referrals to appropriate agencies. The van operates at scheduled 
times at discreet locations in the Perth metropolitan area, with most of the N&S being distributed from 
locations in the inner-city. 
 

6.4.4 EXPENDITURE ON N&S DISTRIBUTION PROGRAMS 
 
Since July 1992 the FitPack scheme has been fully funded by consumers, ie IDUs. Apart from the 
FitPacks, the outreach N&S programs are partially subsidised from jointly funded 
Commonwealth/State HIV/AIDS programs. 
 
In the year 1993/94 the WAAC spent a total of $125,011 on its injecting drug use program, including 
$53,683 on N&S and related supplies, derived from matched Commonwealth and State funding. The 
sum of $29,898 was received through client contributions to N&S, resulting in a net cost of $95,113 
for WAAC operated NSEPs  in 1993/94.117 
 
With the establishment of the National HIV/AIDS Strategy in 1989, much of the funding received by 
the State has come as tied funding through the Matched Funding Program (the MFP). Table 6.10 
provides a comparison of this state’s share of the injecting drug users component of this program 
relative to the other states. 
 
In late 1994 the HDWA prepared a review of the State’s injecting drug use program which identified 
that $321,850 (8.6%) of the total MFP budget of $3,740,000 was directed to programs for IDUs. It is 
                                                           
115 Swensen G, Westlund G, Baker MR. Sales of Needles and Syringes in WA - the SS5 Pack Project 
1987-1990. Perth, Health Services Statistics and Epidemiology Branch, Health Department of WA, 
1992. 
116 Since July 1992 the WAAC programs have charged a “donation” for the N&S they provide, at a 
lower price than chemists. 
117 WA AIDS Council, Annual Report, year ended 30 June 1994. 



 Page - 146

possible that there was additional expenditure pertinent to IDU programs, such as professional 
education and training program or activities by the State Health Laboratory Service, which may have 
also been incurred in the year 1993/94.118   
 
 
Table 6.10 Breakdown of education and prevention expenditure as matched 

Commonwealth-State funding by jurisdiction, injecting drug users, 
National HIV/AIDS Strategy 

 
Jurisdiction 1989/90 

$ million 
1990/91 
$ million 

1991/92 
$ million 

1992/93 
$ million 

1993/94 
$ million 

NSW 4.375 5.612 6.537 5.596 6.502 

Vic 0.706 0.924 1.367 1.566 0.907 

Qld 0.500 0.707 0.648 0.773 0.392 

WA 0.293 0.288 0.413 0.315 0.277 

SA 0.096 0.203 0.330 0.361 0.235 

Tas 0 0.040 0.035 0.040 0.068 

ACT 0.242 0.259 0.277 0.317 0.235 

NT 0.048 0.116 0.500 0.030 0.070 

Total ($) 6.260 8.149 9.657 9.358 8.686 
 
Source: Commonwealth Department of Human Services and Health. Report on HIV Activities in Australia (annual 

series). 
Note: 1993/94 preliminary figures 
 
 

6.4.5 INVOLVEMENT BY ORGANISATIONS IN PROVIDING SERVICES TO IDUS 
 
Drug and alcohol treatment programs have adopted some harm reduction approaches, usually 
concerned with educational materials. Up to December 1994 there is no record of treatment programs 
providing N&S to IDUs attending treatment programs. 
 
The only formal program to distribute new N&S to IDUs was established in March 1989 at the ADA’s 
Central Drug Unit (CDU), as an after hours service, from midnight to 7 am.119 This service, like that 
conducted by retail chemists, is more accurately described as a needle and syringe access program 
(NSAP), as new N&S are not provided in exchange or on condition of the return of used N&S, 
although  a disposal bin is located at the boundary of the CDU to receive used N&S. The term NSAP 
will be used to distinguish the chemist-based programs from services provided by the WA AIDS 
Council (WAAC), which includes the option for the exchange of new N&S for used N&S. 
 

6.4.6 DISTRIBUTION OF NEEDLES AND SYRINGES IN WA, 1987-1994 
 
The WA Drug Data Collection Unit, based in the Epidemiology Branch of the Health Department of 
WA, set up and maintained the FitPack database, containing a record of all orders of SS5 Packs and 
FitPacks supplied to retail pharmacists and other outlets in the State.120  
 
The FitPack Database contains two levels of detail of N&S data -  
 

                                                           
118 Kerry K. Report of the review of the WA Injecting Drug Use Program prepared for the WA AIDS 
Advisory Committee. Perth, Disease Control Branch, Health Department of WA, 1994. 
119 Small numbers of N&S were distributed at the discretion of counsellors to individual clients through 
the ADA’s methadone program for a period of time. 
120 This unit which was part of the National Drug Abuse Data System, was closed at the end of June 
1993, after withdrawal of Commonwealth funding. 
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• monthly records by individual outlet, of the number of FitPacks provided to all retail pharmacies, 
community health centres, nursing posts and regional hospitals; and 

• the total number of N&S distributed by NSEPs to IDUs from aggregated monthly returns. 
 
A joint study was undertaken by the Task Force with the Epidemiology Branch of the FitPack 
Database, for the period from the second quarter 1987 to the last quarter 1994, to determine trends in 
the distribution of N&S in both metropolitan and country areas, based on postcode of distributing 
outlet. The study also sought to undertake an analysis of the distribution of N&S by metropolitan 
postcode areas, in conjunction with the Australian Bureau of Statistics’ Socio-Economic Indexes For 
Areas (SEIFA) values, as a proxy measure as to whether socio-economic factors may be associated 
with injecting drug use. 
 
It should be noted that the number of N&S sold by chemists and distributed through NSAPs is more 
than likely an underestimate of the total distribution of N&S to IDUs, as loose N&S may also be sold 
by chemists on request. There is no information on what proportion of these are sold to IDUs. Also, 
while most chemists in the metropolitan area have distributed FitPacks, there has been a much slower 
response by chemists in some country regions to join the scheme, resulting in less reliable data in the 
country areas. 
 
6.4.6.1 Overview 
 
There was a total of 5,307,592 N&S distributed in the period 1987 to 1994. The annual total of N&S 
distributed to IDUs in Western Australia rose steadily from 71,380 in 1988 (the first full year that data 
was collected) to 845,190 in 1991 - a nearly 12-fold increase.  
 
There was a 7.8% fall in the number of N&S distributed to IDUs in 1992 (779,276), followed by an 
increase from 1992 to 1993 of 53.2% in 1993 (1,194,109).  
 
From 1993 to 1994 the number of N&S distributed rose by 43.5%, to 1,713,103 (Table 6.11; Figure 
6.2).  
 
 
Table 6.11 Total number of needles and syringes distributed by type of outlet 

and year, 1987-1994 
 

Year  Type of outlet  Total 

 Chemist NSEP Other  

1987 23,990 6,000 0 29,990 

1988 59,380 12,000 0 71,380 

1989 120,260 42,648 0 162,908 

1990 340,355 171,031 250 511,636 

1991 394,820 446,610 3,760 845,190 

1992 420,150 351,726 7,400 779,276 

1993 817,025 372,234 4,850 1,194,109 

1994 1,144,710 523,053 45,340 1,713,103 

1987-1994 3,320,690 1,925,302 61,600 5,307,592 

 
 
 
Figure 6.2 Number of needles and syringes distributed by year 

by type of outlet, 1987-1994 
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There were different patterns in the overall trends in chemists and NSEPs (Table 6.12; Figure 6.3).  
 
The number of N&S distributed each quarter by chemists peaked at 109,750 in the fourth quarter 1990, 
dipping slightly until the fourth quarter 1993. For the last three quarters of 1991 a greater number of 
N&S was distributed by NSEPs than through chemists. 
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Figure 6.3 Number of needles and syringes distributed by quarter 
by type of outlet, 1987-1994 
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Since the beginning of 1993 a sustained increase was recorded for each quarter of the number of N&S 
provided by chemists, with a slight drop occurring in the fourth quarter of 1994. By contrast, the 
number of N&S distributed through NSEPs peaked at 128,018 in the fourth quarter 1991, and then 
fluctuated at around 80,000 - 85,000 per quarter, until the earlier part of 1993, when quarterly totals 
again started to increase. Since 1993 about twice as many N&S were distributed each quarter through 
chemists compared to NSEPs. 
 
As there is the likelihood that loose N&S were also purchased from chemists by IDUs, in addition to 
N&S obtained through FitPacks, sales of 1 ml syringes have been obtained. In 1994 the State’s 
pharmaceutical distributors provided 151,162 1 ml N&S to pharmacies in this State. While there is 
inadequate information about purchases by IDUs of loose 1 ml N&S which chemists would sell to 
diabetics, based on anecdotal evidence it was estimated that 30,232 (ie 20%) of such sales involved 
IDUs. 
 
Based on the total of 1,683,303 N&S distributed in 1994, an average of 4,610 new N&S per day were 
obtained by IDUs in this State through chemists and NSEPs.  
 
Adjusted to include the additional N&S estimated to have “leaked” into the IDU market through sales 
of 1 ml syringes, there were 1,713,535 new N&S provided to IDUs in 1994, an average of 4,740 new 
N&S per day were obtained by IDUs in this State through chemists and NSEPs. 
 
It is estimated that in the year 1994 IDUs directly spent, as a minimum, $921,826 on purchasing new 
N&S. This figure is computed from -  
 
• WAAC receipts of $29,898;121 and 
• $891,928 from chemists from the sale of 222,982 FitPacks, at an average price of $4.122  
 

                                                           
121 Western Australian AIDS Council. Annual Report, 1993/94. 
122 It is believed that a number of chemists charge more than $4 per FitPack. 
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As no allowance has been made for expenditure on purchases of loose N&S, nor for the 6,000 N&S 
distributed through outlets recorded as “other”, it is likely that IDUs spent over $1 million on new 
N&S in 1994. 
 
Table 6.12 Number of needles and syringes distributed by type of outlet and 

quarter, 1987-1994 
 

Year Quarter NSEP Chemist Other Total 

1987 2 0 11,670 0 11,670 

 3 3,000 4,080 0 7,080 

 4 3,000 8,240 0 11,240 

1988 1 3,000 3,430 0 6,430 

 2 3,000 14,220 0 17,220 

 3 3,000 15,190 0 18,190 

 4 3,000 26,540 0 29,540 

1989 1 3,000 28,210 0 31,210 

 2 3,000 21,370 0 24,370 

 3 16,587 30,500 0 47,087 

 4 20,061 40,180 0 60,241 

1990 1 24,610 60,975 250 85,835 

 2 36,117 64,930 0 101,047 

 3 42,894 104,700 0 147,594 

 4 67,410 109,750 0 177,160 

1991 1 91,945 97,530 0 189,475 

 2 101,970 88,210 1,400 191,580 

 3 124,677 108,780 1,960 235,417 

 4 128,018 100,300 400 228,718 

1992 1 98,729 112,160 2,000 212,889 

 2 81,720 108,000 1,750 191,470 

 3 85,179 93,150 2,050 180,379 

 4 86,098 106,840 1,600 194,538 

1993 1 80,390 155,945 1,620 237,955 

 2 95,212 183,705 630 279,547 

 3 100,201 223,545 450 324,196 

 4 96,431 253,830 2,150 352,411 

1994 1 114,163 256,340 9,100 379,603 

 2 105,139 264,760 9,400 379,299 

 3 147,746 314,070 11,705 473,521 

 4 156,005 309,540 15,135 480,680 

1987-1994  1,925,302 3,320,690 61,600 5,307,592 

 
 
 



 Page - 151

6.4.6.2 Metropolitan vs country areas 
 
Just over one quarter of Western Australia’s population live in the country, however, over the period 
1987 to 1994 about 9 out of every 10 new N&S were distributed to IDUs in the metropolitan area 
compared to country areas.  
 
Of the total 5,307,592 N&S distributed, 4,818,322 (91%) were in the metropolitan area (Table 6.13,) 
and 489,270 (8%) were in country areas (Table 6.14).  
 
 
Table 6.13 Total number of needles and syringes distributed by type of outlet 

and year, metropolitan area, WA, 1987-1994 
 
Year Type of outlet Total 

 Chemist NSEP Other  

1987 21,915 6,000 0 27,915 

1988 58,580 12,000 0 70,580 

1989 116,760 42,648 0 159,408 

1990 311,130 171,031 0 482,161 

1991 339,750 446,610 0 786,360 

1992 361,115 351,726 500 713,341 

1993 707,275 372,234 750 1,080,759 

1994 970,495 523,053 4,250 1,497,798 

1987-1994 2,887,020 1,925,302 4,750 4,818,322 

 
 
Table 6.14  Total number of needles and syringes distributed by type of outlet 

and year, country areas, 1987-1994 
 
Year Type of outlet Total 

 Chemist NSEP Other  

1987 2,075 0 0 2,075 

1988 800 0 0 800 

1989 3,500 0 0 3,500 

1990 29,225 0 250 29,475 

1991 55,070 0 3,760 58,830 

1992 59,035 0 6,900 65,935 

1993 109,750 0 3,600 113,350 

1994 174,215 0 41,090 215,305 

1987-1994 433,670 0 55,600 489,270 

 
 
 
Apart from the second quarter of 1987 (which was part of a trial distribution to all chemists) when 
16.1% of N&S distributed went to country areas, very few N&S were distributed in the country until 
1994, when for the last four quarters, more than 10  per cent of N&S have gone to country areas (Table 
6.15; Figure 6.4). 
 
Comparison of the crude rate of the distribution of N&S sold per 10,000 population obtained in the 
year 1994, using 1991 ABS population data, found the metropolitan rate (12,600 per 10,000 
population) was about three times higher than the country rate (4,813 per 10,000 population). 
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Table 6.15 Number and proportion of needles and syringes distributed by 

quarter for metropolitan and country areas, 1987-1994 
 

Year Qtr Total metropolitan Total country Total state 

  N&S % of the State N&S % of the State  

1987 2 9,645 82.6 2,025 17.4 11,670 
 3 7,030 99.3 50 0.7 7,080 
 4 11,240 100.0 0 0.0 11,240 
1988 1 6,430 100.0 0 0.0 6,430 
 2 17,220 100.0 0 0.0 17,220 
 3 18,190 100.0 0 0.0 18,190 
 4 28,740 97.3 800 2.7 29,540 
1989 1 30,460 97.6 750 2.4 31,210 
 2 24,370 100.0 0 0.0 24,370 
 3 45,837 97.3 1,250 2.7 47,087 
 4 58,741 97.5 1,500 2.5 60,241 
1990 1 83,585 97.4 2,250 2.6 85,835 
 2 95,822 94.8 5,225 5.2 101,047 
 3 136,594 92.5 11,000 7.5 147,594 
 4 166,160 93.8 11,000 6.2 177,160 
1991 1 177,695 93.8 11,780 6.2 189,475 
 2 178,420 93.1 13,160 6.9 191,580 
 3 217,427 92.4 17,990 7.6 235,417 
 4 212,818 93.0 15,900 7.0 228,718 
1992 1 193,639 91.0 19,250 9.0 212,889 
 2 175,720 91.8 15,750 8.2 191,470 
 3 163,424 90.6 16,955 9.4 180,379 
 4 180,558 92.8 13,980 7.2 194,538 
1993 1 216,465 91.0 21,490 9.0 237,955 
 2 253,867 90.8 25,680 9.2 279,547 
 3 293,821 90.6 30,375 9.4 324,196 
 4 316,606 89.8 35,805 10.2 352,411 
1994 1 325,923 85.9 53,680 14.1 379,603 
 2 330,619 87.2 48,680 12.8 379,299 
 3 417,941 88.3 55,580 11.7 473,521 
 4 423,315 88.1 57,365 11.9 480,680 

1987-1994  4,818,322 90.8 489,270 9.2 5,307,592 
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Figure 6.4 Number of needles and syringes distributed by quarter 
metropolitan and country areas, 1987-1994 
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6.4.6.3 Trends in metropolitan area 
 
In the metropolitan area, between 1987 and 1994 a total of 4,818,322 N&S were provided to IDUs 
(Table 6.13), of which - 
 
• 2,887,200 (60%) were distributed through chemists;  
• 1,925,302 (40%) were distributed through NSEPs; and  
• 4,750 were distributed through other types of outlets. 
 
The total of 1,497,798 N&S distributed in 1994 was broken down by postcode of providing outlet, to 
estimate the distribution of N&S sales by postcode areas. As there were a large number of postcode 
areas in the metropolitan area, clusters of contiguous postcode areas were aggregated to form larger 
groupings of related areas. The result was 16 localities and for each a crude rate of number of N&S 
sold per 10,000 population was obtained, using 1991 ABS population data, the most recent postcode 
population data available (Table 6.15).  
 
The top five areas by crude rate of N&S per 10,000 population, excluding the Perth inner city locality 
were - 
 
• 32,219 for the Mount Lawley-Bayswater area; 
• 19,095 for the Osborne Park-Balcatta area; 
• 16,198 for the Belmont-Cannington area; 
• 12,754 for the Gosnells-Armadale area; and 
• 11,173 for the Fremantle- Spearwood area. 
 
This method shows that the crude rate for Mount Lawley is just over one and half times higher than the 
rate for Osborne Park-Balcatta and double the rate for Belmont-Cannington. 
 
The crude rate of 366,185 per 10,000 for the Perth inner city locality is distorted by inclusion of data 
for all the NSEPs conducted by the WAAC as postcode 6005, the location of the head office. It is very 
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difficult to estimate the distribution of N&S through the WAAC van; although it appears most N&S 
are distributed in the inner city area.123  
 
Data obtained from an earlier study of the clientele who attended the WAAC mobile NSEP van over 
the six month period April to October 1992 found that 12,972 (77%) of the 16,845 sets of injection 
were distributed from the William Street Clinic site, adjacent to the methadone clinic (Table 6.17).124 
 
 
Table 6.16  Distribution of needles and syringes in metropolitan area 

ranked by crude rate of locality, 1994 
 
Locality Postcodes N&S 1991 

population 
crude rate Suburbs 

Perth inner city* 6000-6005 477,103 13,029 366,185 West Perth, Northbridge, East Perth 

Mount Lawley-Bayswater 6050-6053 135,595 42,085 32,219 Maylands, Inglewood, Bayswater 

Osborne Park-Balcatta 6017, 6021, 
6060 

67,640 35,422 19,095 Osborne Park, Balcatta, Tuart Hill 

Belmont-Cannington 6100-6105, 
6107 

130,545 80,593 16,198 Victoria Park, Bentley, Cannington, 
Belmont, Rivervale, Cloverdale 

Fremantle-Spearwood 6156-6160, 
6162, 6163 

103,465 92,600 11,173 Fremantle, South Fremantle, East 
Fremantle, Melville, Palmyra, Hamilton 
Hill, Spearwood 

Gosnells-Armadale 6108 - 
6112, 

125,985 98,781 12,754 Gosnells, Kelmscott, Thornlie, 
Maddington, Armadale 

Morley-Wanneroo 6061-6066 115,490 134,625 8,579 Mirrabooka, Girrawheen, Beechboro, 
Morley, Ballajura, Wanneroo 

Kwinana-Safety Bay 6164, 6167-
6169 

54,340 67,320 8,072 Rockingham, Kwinana, Safety Bay, 
Yangebup 

Scarborough-Karrinyup 6015, 6018-
6020, 6029 

53,645 70,537 7,605 Floreat, Scarborough, North Beach, 
Karrinyup, City Beach, Trigg 

Duncraig-Kingsley 6023-6027 76,975 109,345 7,040 Hillarys, Greenwood, Duncraig, 
Kingsley, Joondalup 

Wembley-North Perth 6006, 6007, 
6014, 6016 

22,790 36,412 6,259 Wembley, Leederville, Glendalough, 
North Perth 

Mosman Park-Nedlands 6008-6012 28,645 58,521 4,895 Mosman Park, Cottesloe, Claremont, 
Nedlands, Subiaco 

Forrestfield-Kalamunda 6057, 6058, 
6076 

21,410 46,963 4,559 Forrestfield, Kalamunda, High 
Wycombe 

Other metro 6071, 6073, 
6082, 6030, 
6035 

4,930 11,018 4,474 Mount Helena, Mundaring, Glen Forest, 
Quinns Rock, Yanchep 

South of river 6147-6155 59,125 141,403 4,181 Applecross, Willetton, Booragoon, 
Murdoch, South Perth, Como 

Bassendean-Midland 6054-6056 21,105 51,646 4,086 Bassendean, Guildford, Midland 

Total metro  1,497,798 1,188,762+ 12,600  

 
Note * Perth inner city area includes data for WAAC and Alcohol and Drug Authority NSEPs. 
 # Crude rate of needles and syringes per 10,000 population. 
 + As a small number of postcodes were created after 1991, these more recent postcode areas included 

within groupings to reflect the 1991 population breakdown by postcode 
 
 

                                                           
123 At time of writing the report incomplete data was available for the number of N&S distributed from 
the NSEP conducted from the CDU site in East Perth (postcode 6004). 
124 Swensen G, George M, Veroni M. Effect of timetable changes on services and clientele of a mobile 
needle and syringe exchange program in Perth. (in preparation). 
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Table 6.17  Number of sets of injection equipment distributed by site and age 
group,  Perth metropolitan area, WA AIDS Council mobile NSEP, 
April-October 1992 

 
Age group Kwinana WSC  FRS PRS  FM Midland Northbridge All sites 

<15 Yrs - - - - - - - - 

15-19 Yrs 25 89 35 121 13 - 4 287 

20-24 Yrs 29 683 93 50 16 48 49 968 

25+ Yrs 38 12,142 1,553 189 1,399 - 211 15,532 

Not known - 58 - - - - - 58 

All 92 12,972 1,681 360 1,428 48 264 16,845 

 
Note:  Includes small and large syringes and infusion sets. 
 WSC = William Street Clinic, FRS = Fremantle railway station, PRS = Perth railway station, FM = Fremantle 

Markets. 
  
 
6.4.6.4 Trends in country areas 
 
In country areas no N&S were distributed through NSAPs, with 55,600 N&S (13%) being provided 
between 1987 and 1994 through outlets other than chemists (ie community health centres, nursing 
posts and accident and emergency departments of regional hospitals (Table 6.14). 
 
The distribution of N&S in country areas was analysed in several different ways - by the total number 
and the crude rate, to determine the top 20 postcodes for the distribution of N&S, using data for 1994. 
Although these methods give a rough guide to which regions distribute the most N&S, it is likely to 
distorted as chemists in some regions did not participate in the FitPack scheme.  
 
It should be noted that as localities are based on postcode areas, the names used to describe the 
localities may not necessarily reflect the local government areas by which towns may also be known. 
For instance, postcode 6230, referred to as Bunbury, had a population of 35,688 in the 1991 Census, 
whereas the Bunbury Statistical Local Area had a population of 27,305 in the 1991 Census. 
 
Of the country postcodes, Kalgoorlie, postcode 6430, distributed the largest number of N&S in 1994 
(67,390 N&S) followed by Geraldton, postcode 6530, (30,330 N&S) and Mandurah, postcode 6210, 
(29,800 N&S) (Table 6.18).  
 
The number of N&S distributed per postcode for 1994 were divided by the 1991 ABS population data, 
the most recent postcode population data available, to give crude rates of N&S expressed per 10,000 
population.125 Postcode population data was not available by age group, so the rates may be distorted 
by the population profile of the towns. For instance, as IDUs are usually aged between 15 and 40 
years, crude rates in towns with a large proportion of children or older people will be distorted. Towns 
with a large proportion of young people, for example mining towns, will give more accurate crude 
rates of N&S distribution. 
 

                                                           
125 Extracted from Australian Bureau of Statistics. Socio-economic indexes for areas. Cat No. 1356.0. 
Canberra, Australian Bureau of Statistics, 1990. 
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By this method the crude rates of distribution of N&S (per 10,000 population) were - 
 
• 39,951 for Kalgoorlie; 
• 11,993 for Boulder; 
• 10,744 for Geraldton; 
• 10,383 for Mandurah; 
• 7,446 for Busselton; and 
• 7,176 for Bunbury. 
 
This method shows that the rate for Kalgoorlie was more than three times higher than for Boulder and 
four times higher than for Busselton. Over the period 1990 to 1994 Kalgoorlie had the highest crude 
rate of N&S distributed (Table 6.19; Figure 6.5). More recently the rates for other regional centres, 
such as Bunbury, Busselton and Mandurah have increased as a result of local circumstances and 
promotional activity by the CDCU and others. 
 
 
Table 6.18  Distribution of needles and syringes in non-metropolitan area 

ranked by crude rate of top 20 localities, 1994 
 

Locality Postcode N&S 1991 population Crude rate# 

Kalgoorlie 6430 67,390 16,868 39,951 

Boulder 6432 10,200 8,505 11,993 

Geraldton 6530 30,330 28,231 10,744 

Mandurah 6210 29,800 28,700 10,383 

Busselton 6280 8,710 11,698 7,446 

Bunbury 6230 25,610 35,688 7,176 

Tom Price 6751 2,260 3,634 6,219 

Carnarvon 6701 5,500 9,521 5,777 

South Hedland 6722 3,395 7,565 4,488 

Margaret River 6285 1,560 3,710 4,205 

Broome 6725 4,560 11,152 4,089 

Esperance 6450 3,280 10,328 3,176 

Kambalda West 6444 860 3,046 2,823 

Albany 6330 6,585 23,987 2,745 

Karratha 6714 3,140 11,930 2,632 

Port Hedland 6721 1,075 4,162 2,583 

Collie 6225 1,950 9,058 2,153 

Newman 6753 1,350 6,487 2,081 

Pinjarra 6208 950 4,887 1,944 

Northam 6401 1,515 7,885 1,921 

Manjimup 6258 1,350 7,510 1,798 

All country  215,305 447,305 4,813 

 
 Note: # Crude rate of needles and syringes per 10,000 population. 
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Table 6.19 Comparison of crude rates of needles and syringes 
distributed per 10,000 population 
selected country towns, 1990-1994 

 
Town 1994 1993 1992 1991 1990 

Kalgoorlie 39,951 16,644 10,710 6,094 8,074 
Boulder 11,993 5,056 4,703 2,352 5,879 
Geraldton 10,744 7,733 5,274 5,490 0 
Mandurah 10,383 7,740 1,693 1,481 784 
Busselton 7,446 3,278 1,727 2,992 278 
Bunbury 7,176 1,985 1,154 140 98 
Tom Price 6,219 7,98 14 0 688 
Carnarvon 5,777 3,886 1,633 2,993 2,101 

 
 
 
 
Figure 6.5  Comparison of crude rates of distribution in selected country 

towns, 1990-1994 
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6.4.6.5 Injecting drug use and socio-economic disadvantage 
 
The analysis of socio-economic disadvantage entailed sorting postcodes according to SEIFA 
variables,126 which were divided by four to get SEIFA quartiles. For each quartile the sum of the N&S 
sold in each postcode was divided by the number of chemists in the same quartile to give an average 
number of N&S sold per chemist (Table 6.20). No time factor was taken into account in this 
calculation. The SEIFA variable quartiles were plotted against the average number of needles and 
syringes sold per chemist to examine any possible characteristics of IDUs (Figure 6.6). 
 
 
Figure 6.6 Average number of needles and syringes sold by chemists by 

SEIFA variable quartiles, 1987-1994 
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Two SEIFA variables showed trends in relation to N&S sold. These were -  
 
• disadvantage; and  
• rural advantage. 
 
Chemists in areas which had the highest disadvantage values sold the most N&S and the average 
number of N&S sold per chemist decreased with decreasing disadvantage. As the rural advantage 
SEIFA variable increased more N&S were sold per chemist. This would seem to support the idea that 
affluent country towns with low unemployment will have a high number of IDUs. 
 
The SEIFA variables education/occupation and urban advantage followed very similar patterns with 
N&S sales rising up to the third quartile and then falling in the fourth quartile. There was no trend for 
the economic resources variable, suggesting that income cannot be used as an indicator of injecting 
drug use. 
 
 

                                                           
126 Australian Bureau of Statistics. Socio-economic indexes for areas. Cat No. 1356.0. Canberra, 
Australian Bureau of Statistics, 1990. 
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Table 6.20  Needle and syringe sales by SEIFA variables quartiles 
average sales for pharmacies, 1987-1994 

 
Quartile Sales Average 

Disadvantage 
1 240,005 466.9 
2 133,002 326.0 
3 155,384 322.4 
4 132,822 283.2 

Economic resources   

1 151,491 412.8 
2 122,589 313.5 
3 215,341 368.1 
4 171,792 324.1 

Education/Occupation   

1 139,164 352.3 
2 131,862 351.6 
3 223,699 434.4 
4 166,488 283.1 

Urban advantage   

1 123,902 346.1 
2 156,851 340.2 
3 217,427 432.3 
4 160,710 304.4 

Rural advantage   

1 19,199 179.4 
2 12,918 145.1 
3 71,767 312.0 
4 118,066 342.2 
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7. YOUTH AND DRUGS 
 

7.1 INTRODUCTION 
 
Drug use among youth is a complex phenomenon that presents a significant challenge to mental and 
physical health, legal and social systems in contemporary society.127,128 
 
There is a correlation between drug abuse and criminal behaviours129,130,131,132,133,134  with -  
 
• high levels of use among offenders and detained populations;135,136 and 
• among high risk youth generally.137 
 
Australian surveys of young people have focused on two main areas - 
 
a) high risk groups such as offenders, homeless young people, users of community-based youth 

services; and 
b) populations of secondary school and Technical and Further Education (TAFE) students. 
 
Examples of research include surveys of drug use by - 
 
• young illicit drug users in Sydney and their knowledge and awareness of drug related problem 

behaviours;138,139  
• New South Wales secondary school students;140 
• South Australian schoolchildren;141 
                                                           
127 Greenwood PW (1992). “Substance abuse problems among high-risk youth and potential 
interventions.” 1992 38 Crime and Delinquency. 444. 
128 Rhodes JE , Jason LA. Preventing substance abuse among children and adolescents. New York 
Pergamon Press, 1988. 
129 Harrison L, Gfroerer J. “The intersection of drug use and criminal behaviour Results from the 
national household survey on drug use.” (1992) 38 Crime and Delinquency. 422. 
130 Huizinga D, Loeber R, Thornberry T. Urban delinquency and substance abuse Technical reports, 
Vols 1 & 2 and appendices. Washington DC, US Department of Justice, 1991 
131 Nurco DN, Hanlon TE, Kinlock TW, Duszynski KR (1988). “Differential criminal patterns of 
narcotic addicts over an addiction career.” (1988) 26 Criminology. 407 
132 Inciardi J. The war on drugs heroin, cocaine, crime and social policy. Palo Alto, CA, Mayfield, 
1986 
133 Speckart F, Anglin MD. “Narcotics and crime an analysis of exciting evidence for a causal 
relationship.” (1985) 3 Behavioural Sciences and the Law. 259. 
134 Wish ED, Johnson BD. “The impact of substance abuse on criminal careers.” In A Blumstein, J 
Cohen, JA Roth, CA Fisher (eds). Criminal careers and career criminals Vol. 2. Washington, DC, 
national Academy Press, 1986. 
135 Harlow CF. Drugs and jail inmates 1989. Washington DC, US Department of Justice, 1991. 
136 Innes C. Drug use and crime. Washington DC, US Department of Justice, 1988. 
137 Greenwood PW. “Substance abuse problems among high-risk youth and potential interventions.” 
(1992) 38 Crime and Delinquency. 444. 
138 Levy SJ, Pierce JP. “Drug use among Sydney teenagers in 1985 and 1986.” (1989) 8 Community 
Health Studies. 161. 
139 New South Wales Drug & Alcohol Directorate (1992). “A survey amongst young illicit drug users 
in Sydney.” (1992) 12(5) Connexions. 7. 
140 Baker W, Homel P, Flaherty B, Trebilco P. The 1986 survey of drug use by secondary school 
students in New South Wales. Haymarket, NSW, New South Wales Drug and Alcohol Authority, 
1987; Bauman A, Chen JXC, Cooney, Dobbinson S, Flaherty B. 1993 survey of drug use by NSW 
primary school students. Sydney, Drug and Alcohol Directorate, NSW Health Department, 1994. 
141 Mawby L, Neill M, Christie P, Cormack S. Survey of alcohol, tobacco and other drug use by South 
Australian schoolchildren 1989, final report. Parkside, South Australia, Drug and Alcohol Services 
Council, 1991; Neill M, Christie P, Cormack S. Trends in alcohol and other drug use by South 
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• Victorian school children;142 and 
• Western Australian school children as part of a national survey conducted by the Centre for 

Behavioural Research in Cancer, Anti-Cancer Council of Victoria and the Health Promotion 
Services Branch of the Health Department of WA.143 

 
As there have been few comprehensive surveys of drug use by WA youth, it is helpful to refer to 
patterns of drug usage from other Australian jurisdictions. Trend data are available from the NSW 
school surveys for 1983, 1986, 1989 and 1992 as they were based on standardised questions.  
 
In NSW high school surveys have been conducted by the Health Department since 1971, with regular 
surveys being held Victoria and South Australia more recently. The most recent comprehensive 
surveys of Australian secondary school students were held in 1992 in Victoria and NSW. 
 
The overall picture of Australian young people’s drug use that emerges is something of a patchwork as 
it consists of distinct analyses of - 
 
• upper primary and secondary school students; 
• NCADA community prevalence surveys of the 14-19 age group;  
• post-secondary Technical and Further Education (TAFE) students;  
• broad health-focussed surveys which include items on drug usage;144 and 
• populations of ‘at risk’ young people, such as offenders, socially marginalised groups and young 

people outside of the school system. 
 
The Task Force has referred to a number of recent Australian studies -  
 
• the 1993 WA survey of smoking and alcohol use among secondary students (SSASS); 
• the 1993 WA child health survey (WACHS) of 2,737 WA children aged 4 to 16 years; and  
• the 1994 study of WA metropolitan high school students, the results of which have not been 

published;145 
• the 1993 NCADA household survey; 
• the 1992 survey of students conducted in NSW;146 
• the 1993 survey of upper primary students in NSW;147 and 
• the 1993 survey of students attending TAFE colleges in NSW.148  

                                                                                                                                                                      
Australian schoolchildren 1986-1989. Parkside, South Australia, Drug and Alcohol Services Council, 
1991. 
142 Victorian Drug Strategy. 1992 survey of alcohol, tobacco and other drug use among Victorian 
secondary school students. Melbourne, Victorian Drug Strategy Section, Health and Community 
Services, 1993. 
143 Health Promotion Service. Cigarette consumption among Western Australian secondary school 
students in 1993. Perth, Health Promotion Services Branch, Health Department of WA, 1994; Health 
Promotion Service. Alcohol consumption among Western Australian secondary school students in 
1993. Perth, Health Promotion Services Branch, Health Department of WA, 1994. 
144 Zubrick SR, Silburn SR, Garton A et al. Western Australian Child Health Survey developing health 
and well-being in the nineties. Perth, Australian Bureau of Statistics and Institute for Child Health 
Research, 1995. 
145 The 1994 WA survey of metropolitan high school students involved 1,394 students, attending 6 
schools, and covered students from years 8 to 12. cf Odgers P, Houghton S, Douglas G. The 
prevalence and frequency of drug use among WA metropolitan high school students 1994. Perth, 
University of WA, 1995 (unpublished). 
146 The 1992 New South Wales secondary school survey involved 3,828 students, attending 80 schools, 
and covered students from years 7 to 11. cf Cooney A, Dobbinson S, Flaherty B. 1992 Survey of Drug 
Use by NSW Secondary School Students. Sydney, Drug and Alcohol Directorate, 1994. 
147 The 1993 NSW upper primary school survey, was fourth in a triennial series conducted in 1983, 
1986 and 1989, and involved 2,406 students attending 46 schools. cf Bauman A, Chen JXC, Cooney 
A, Dobbinson S, Flaherty B. 1993 survey of drug use by NSW primary school students. Sydney, NSW 
Drug and Alcohol Directorate, 1994. 
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The Task Force also referred to surveys of relatively small samples of ‘high risk’ populations of young 
people -  
 
• 1993 NSW survey of 279 juveniles, all of whom were in detention;149 
• 1990 NSW survey of 581 illicit drug users in Sydney;150  
• the September 1991 to May 1992 survey of 386 juveniles in a WA juvenile remand centre; 
• other surveys of young offenders;151,152,153 154 and 
• surveys of ‘street kids’ and homeless youth.155,156,157  
 
 

7.2 SURVEYS OF YOUNG PEOPLE 
 

7.2.1 1994 SURVEY OF METROPOLITAN HIGH SCHOOL STUDENTS IN WA 
 
7.2.1.1 Introduction 
 
The sample comprised 1,394 high school students (708 males and 686 females) in Years 8 to 12 from 
six separate high schools in Perth. Responses from 350 Year 8 students (161 males and 189 females), 
442 Year 9 students (220 males and 222 females), 366 Year 10 students (205 males and 161 females) 
and 236 Year 11 and 12 students (122 males and 114 females) were included in the final analysis of 
data. The mean age of participants was 14.6 years. 
 
7.2.1.2 Settings 
 
All six participating schools were from the State school system and were located in a variety of socio-
economic status areas. Two of the schools were situated in low socio-economic status areas, two were 
located in low-middle socio-economic status areas, one was in middle to high socio-economic area and 
the remaining school was located in a high socio-economic area. The number of students enrolled at 
each school ranged from 350 to approximately 1000. 
 
7.2.1.3 Instrumentation 
 
A self-report questionnaire consisting of 18 questions was used to collect information pertaining to 
substance(s) used and frequency of use. Following each question response options were provided 

                                                                                                                                                                      
148 Keys Young. Quantitative survey of NSW TAFE student’s alcohol, tobacco and other drug use. 
Sydney, Keys Young, 1993. 
149 Zibert E, Hando J, Howard J. Patterns of drug use and indicators of harm among persons detained in 
New South Wales juvenile justice centres, 1993. Sydney, NSW Department of Juvenile Justice, 1994. 
150 Spooner C, Flaherty B, Homel P. Results of a street intercept survey of young illicit drug users in 
Sydney. Sydney, Directorate of the Drug Offensive, NSW Department of Health, 1992. 
151 Crundall I. Survey of drug use among young people in Victorian youth training and reception 
centres. Melbourne, Victorian Department of Health, 1987. 
152 Howard J, Zibert E. “Curious, bored and wanting to feel good the drug use of detained young 
offenders.” (1990) 3 Drug and Alcohol Review. 225. 
153 Zibert E, Hando J, Howard J. Patterns of drug use and indicators of harm among persons detained in 
New South Wales juvenile justice centres, 1993. Sydney, NSW Department of Juvenile Justice, 1994. 
154 Psychological Services, Juvenile Justice Division. Survey of drug use patterns amongst young 
offenders in detention. Perth, Ministry of Justice, 1995. 
155 Hirst C. Forced exit - a profile of the young and homeless in inner Melbourne. Melbourne, 
Salvation Army, 1989. 
156 Howard J. “Change in HIV risk behaviours of Sydney street youth.” (1992) 5 Venereology 88. 
157 Porritt D. Report on a survey among “street kids” in Sydney. Sydney, Australian Social Issues 
Research, 1991. 
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which allowed participants to state whether they were current users, ex-users or non-users. If an 
individual reported as a current user of a drug, he/she was requested to provide information pertaining 
to use on a weekly basis. Participants were presented with a total of 17 different drugs, two of which 
were fictitious.  
 
In previous research utilising focus groups it was found that non-drug users had a limited knowledge 
and vocabulary in relation to the names of drugs, whereas current drug users were conversant with 
drug names. The inclusion of fictitious drugs in this study allowed a check to be made on the reliability 
of the self-report data.  
 
At the end of the questionnaire one further question asked participants whether they used any other 
drugs not included on the questionnaire, and if so to name that drug(s) and state their weekly usage. 
Demographic questions included in the questionnaire related to age, year at school, gender, ethnicity, 
school attendance and socio-economic status. 
 
7.2.1.4 Procedure 
 
Consent to participate was obtained from the high school principals, the students and their parents. 
Following this students were surveyed in timetabled health education classes (Years 8, 9 and 10) and 
during either general studies of physical education classes (Years 11 and 12).  
 
Over-reporting of drug use was also addressed by including two fictitious drugs on the questionnaire. 
Prevalence data obtained were subjected to a procedure to ensure the “goodness of fit”. 
 
7.2.1.5 Results 
 
Twenty (0.01%) respondents reported that they had at some time used either of the fictitious 
substances. Data from these individuals were not included in the subsequent analysis. A further 0.03% 
(n = 45) of respondents were removed from the analysis due to inconsistencies on other items in the 
questionnaire. The final sample included for analysis was 1,394. 
 
Three drugs accounted for much of the current drug use by all metropolitan secondary school students 
(Table 7.1) with - 
 
• 39% using alcohol;  
• 24% using cannabis; and  
• 20% using tobacco. 
 
The most frequent other drugs were - 
 
• 5% using hallucinogens; 
• 3% using amphetamines; and 
• 2% using inhalants. 
 
Cannabis was the most widely used illicit drug ever used, being used by just over 30% of all students, 
with 6% ever used hallucinogens, 4% ever used amphetamines and 6% ever used inhalants (Table 7.1). 
 
There were variations in current drug use according to sex (Table 7.2; Table 7.3; Figure 7.4). Higher 
prevalence rates were recorded for males for current use of - 
 
• cannabis (used by 25% of males vs 22% of females); 
• hallucinogens (used by 6% of males vs 4% of females); and  
• amphetamines (used by 3% of males vs 2% of females).  
 
Higher rates by females were found for current use of - 
 
• alcohol (used by 40% of females vs 38% of males); 
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• tobacco (used by 23% of females vs 16% of males) and  
• inhalants (used by 3% of females vs 2% of males). 
 
As there were relatively small number of respondents reporting ever use of steroids, cocaine, poppers, 
heroin or benzodiazepines, involving rates of less than 2%, data in relation to these drugs should be 
treated with caution, as it may be subject to likely sampling errors. 
 
Data as to the frequency of use by current users of the most widely used drugs, obtained from the 
survey indicates that frequent use (ie used daily and up to 20 times per week) (Table 7.4) was reported 
by - 
 
• 85% of tobacco users; 
• 59% of cannabis users; and  
• 50% of alcohol users. 
 
In relation to the less widely used drugs, higher female rates of current use were reported in relation to 
inhalants and poppers, whereas higher male rates of current use were reported in relation to 
hallucinogens, amphetamines, steroids, cocaine, heroin and benzodiazepines (Figure 7.6). 
 
While there were similar proportions of male and female ex-users of alcohol, there were slightly high 
rates of male ex-users of cannabis and tobacco (Figure 7.5). 
 
There were higher levels of frequent use (ie used daily and up to 20 times per week) of cannabis by 
current male users of cannabis, involving two-thirds of males, compared to frequent use by half of 
female current users (Table 7.6). 
 
As expected, there was a pattern for prevalence to increase with level of schooling (ie age) in relation 
to almost all drugs, with exception of poppers and heroin (Table 7.5). However, while use tended to 
increase for most drugs, there were different uptake patterns depending on level of schooling.  
 
Ever use and current use of alcohol increased with each successive level of schooling, increasing from 
24% ever use and 20% current use by year 8 students, to 67% ever use and 61% current use by year 
11/12 students (Figure 7.1). 
 
Cannabis had been ever used by 14% of year 8 students, however, by year 9 this rate had doubled to 
27% of students, then increased to 43% of year 10 students, with a levelling off, to 46% of year 11/12 
students. Current use of cannabis increased across all levels of schooling, from 10% of year 8 students, 
to 37% of year 11/12 students (Figure 7.2). 
 
Ever use of cigarettes by students increased by level of schooling, from 24% of year 8 students to 45% 
of year 11/12 students. However, there was a more gradual rate of increase in current smoking by 
students by level of schooling compared to cannabis and alcohol, increasing from 12% of year 8 
students to 26% of year 11/12 students (Figure 7.3). 
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Table 7.1 Number of all drug users metropolitan high school students, 1994 
 
 Current users Ex-users Non-users 

Drug No. % No. % No. % 

Alcohol 541 39.0 70 5.0 775 55.8 
Cannabis 328 23.7 100 7.2 954 68.9 
Tobacco 271 19.6 239 17.2 876 63.2 
Hallucinogens 68 4.9 19 1.4 1,306 93.7 
Amphetamines 38 2.7 17 1.2 1,328 96.0 
Inhalants 31 2.3 45 3.3 1,294 94.5 
Steroids 17 1.2 10 0.7 1,349 98.0 
Cocaine 13 0.9 8 0.6 1,367 98.5 
Poppers 16 1.2 0 0.0 1,336 98.1 
Heroin 10 0.7 15 1.1 1,357 98.1 
Benzodiazapines 14 1.0 0 0.0 1,325 97.6 

 
Source: Odgers P, Houghton S, Douglas G. Prevalence and frequencies of drug use among Western Australian 

metropolitan high school students (unpublished). 
 
 
Table 7.2 Number of male drug users metropolitan high school students, 

1994 
 

 Current users Ex-users Non-users 

Drug No. % No. % No. % 

Alcohol 266 37.7  35 5.0  402 57.0 
Cannabis 177 25.2  52 7.4  471 67.2 
Tobacco 115 16.3  128 18.2  461 65.5 
Hallucinogens 44 6.3  6 0.9  650 92.9 
Amphetamines 22 3.1  9 1.3  672 95.6 
Inhalants 13 1.9  17 2.4  664 95.7 
Steroids 10 1.4  6 0.9  682 97.7 
Cocaine 7 1.0  6 0.9  692 98.2 
Poppers 7 1.0  0 0.0  679 98.5 
Heroin 6 0.9  8 1.1  688 97.9 
Benzodiazapines 8 1.2  0 0.0  670 97.0 

   
Source: Odgers P, Houghton S, Douglas G. Prevalence and frequencies of drug use among Western Australian 

metropolitan high school students (unpublished). 
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Table 7.3 Number of female drug users metropolitan high school students, 
1994 

 
 Current users Ex-users Non-users 

Drug No. % No. % No. % 

Alcohol 275 40.3 35 5.1 373 54.6 
Cannabis 151 22.1 48 7.0 483 70.7 
Tobacco 156 22.9 111 16.3 415 60.9 
Hallucinogens 24 3.6 13 1.9 656 94.5 
Amphetamines 16 2.4 8 1.2 656 96.5 
Inhalants 18 2.7 28 4.1 630 93.2 
Steroids 7 1.0 4 0.6 667 98.4 
Cocaine 6 0.9 2 0.3 675 98.8 
Poppers 9 1.3 0 0.0 657 97.6 
Heroin 4 0.6 7 1.0 669 98.4 
Benzodiazapines 6 0.9 0 0.0 655 98.2 

 
Source: Odgers P, Houghton S, Douglas G. Prevalence and frequencies of drug use among Western Australian 

metropolitan high school students (unpublished). 
 
 
Table 7.4 Frequency of substance use  

metropolitan high school students, 1994 
 
 Frequent use  Occasional use  Rarely use 

Drug No. %  No. %  No. % 

Alcohol 250 50.0  143 28.6  107 21.4 
Cannabis 182 58.9  69 22.3  58 18.8 
Tobacco 215 85.0  8 3.2  30 11.8 
Hallucinogens 25 29.8  29 34.5  30 35.7 
Amphetamines 32 42.1  16 21.1  28 36.8 
Inhalants 16 59.2  4 14.8  7 25.9 
Steroids 9 81.8  0 0  2 18.2 
Cocaine 8 42.1  2 10.5  9 47.4 
Poppers 5 71.4  0 0  2 28.6 
Heroin 5 55.6  0 0  4 44.4 
Benzodiazapines 4 66.6  1 16.7  1 16.7 
 
Source: Odgers P, Houghton S, Douglas G. Prevalence and frequencies of drug use among Western Australian 

metropolitan high school students (unpublished). 
Note:  Frequent use =  daily use of drug(s) and up to 20 times per week.  
  Occasional use = fortnightly use, monthly use and “whenever I can get it”. 
  Rarely use = “sometimes”, “a few times per year”, “once or twice ever” and “not often”. 
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Table 7.5 Number of drug users 
metropolitan high school students by school year, 1994 

 
Drug Year  Current users Ex-users Non-users 

   No. % No. % No. % 

Alcohol 8  68 19.5  16 4.6  264 75.9 

 9  149 33.7  23 5.2  270 61.1 

 10  180 49.2  17 4.6  169 46.2 

 11/12  145 61.2  14 5.9  78 32.9 

Cannabis 8  34 9.8  13 3.8  299 86.4 

 9  88 20.0  29 6.6  323 73.4 

 10  120 32.8  38 10.4  208 56.8 

 11/12  88 37.1  20 8.4  129 54.4 

Tobacco 8  43 12.3  41 11.7  265 75.9 

 9  86 19.5  74 16.8  280 63.6 

 10  82 22.4  79 21.6  205 56.0 

 11/12  61 25.8  45 19.1  130 55.1 

Hallucinogens 8  2 0.6  2 0.6  344 98.9 

 9  18 4.1  5 1.2  411 94.7 

 10  30 8.2  5 1.4  329 90.4 

 11/12  18 7.7  7 3.0  210 89.4 

Amphetamines 8  4 1.1  3 0.9  343 98.0 

 9  11 2.5  2 0.5  424 97.0 

 10  19 5.2  3 0.8  343 94.0 

 11/12  5 2.1  9 3.8  222 94.2 

Inhalants 8  6 1.7  8 2.3  332 96.0 

 9  12 2.8  14 3.2  405 94.0 

 10  6 1.7  19 5.2  338 93.1 

 11/12  7 3.0  4 1.7  224 95.3 

Steroids 8  5 1.4  1 0.3  342 98.3 

 9  4 0.9  4 0.9  429 98.2 

 10  5 1.4  1 0.3  355 98.3 

 11/12  3 1.3  4 1.7  228 97.0 

Cocaine 8  4 1.1  2 0.6  344 98.3 

 9  3 0.7  2 0.5  435 98.9 

 10  1 0.3  0 0.0  365 99.7 

 11/12  5 2.1  4 1.7  228 96.2 

Poppers 8  6 1.7  0 0.0  339 98.3 

 9  7 1.6  0 0.0  421 98.4 

 10  4 1.1  0 0.0  357 98.9 

 11/12  6 2.6  0 0.0  227 97.4 

Heroin 8  3 0.9  2 0.6  344 98.6 

 9  4 0.9  7 1.6  426 97.3 

 10  2 0.5  3 0.8  360 98.6 

 11/12  1 0.4  3 1.3  232 98.3 

Benzodiazapines 8  3 0.9  5 1.4  337 97.7 

 9  1 0.2  6 1.4  424 98.4 

 10  7 1.9  4 1.1  348 96.9 

 11/12  3 1.3  4 1.8  221 96.9 

 
Source: Odgers P, Houghton S, Douglas G. Prevalence and frequencies of drug use among Western Australian metropolitan high 

school students (unpublished). 
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Table 7.6 Frequency of cannabis use by sex 
metropolitan high school students, 1994 

 
 Frequent use  Occasional use  Rarely use 

Gender No. %  No. %  No. % 

Males 111 66.9  32 19.3  23 13.8 
Females 71 49.6  37 25.9  35 24.5 
Total 182 58.9  69 22.3  58 18.8 

 
Source: Odgers P, Houghton S, Douglas G. Prevalence and frequencies of drug use among Western Australian 

metropolitan high school students (unpublished). 
Note:  Frequent use =  daily use of drug(s) and up to 20 times per week.  
  Occasional use = fortnightly use, monthly use and “whenever I can get it”. 
  Rarely use = “sometimes”, “a few times per year”, “once or twice ever” and “not often”. 
 
 
 
Figure 7.1 Percentage of current and ex-users of alcohol 

metropolitan high school students, 1994 
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Figure 7.2 Percentage of current and ex-users of cannabis 

metropolitan high school students, 1994 
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Figure 7.3 Percentage of current and ex-users of tobacco 
metropolitan high school students, 1994 
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Figure 7.4 Percentage of current users of 

alcohol, cannabis and tobacco 
metropolitan high school students, 1994 
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Figure 7.5 Percentage of ex-users of 
alcohol, cannabis and tobacco by sex 
metropolitan high school students, 1994 
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Figure 7.6 Percentage of current users of drugs 

other than alcohol, cannabis and tobacco by sex 
metropolitan high school students, 1994 
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Figure 7.7 Percentage of ex users of drugs 

other than alcohol, cannabis and tobacco by sex 
metropolitan high school students, 1994 
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7.2.2 1993 WA CHILD HEALTH SURVEY 
 
The specific aims of the 1993 WA Child Health Survey (WACHS) were to - 
 
• estimate the prevalence and distribution of mental health problems in Western Australian children 

aged 4 to 16 years; 
• estimate the prevalence and distribution of other chronic medical conditions and limitations and 

how they contribute to mental ill-health and reduced function; 
• estimate the prevalence and distribution of adverse health behaviours (eg smoking, alcohol and 

drug misuse, and unprotected sexual activity); 
• describe children’s use of health care, education, juvenile justice and social services; 
• develop estimates of risk and markers identifying children at increased risk for various health, 

educational and vocational outcomes; and 
• identify markers resulting in protection from, and amelioration of, poor mental health and adverse 

health behaviour(s). 
 
7.2.2.1 Alcohol consumption 
 
Consumption of alcohol by 12 to 16-year-olds beyond the small amount permitted by their parents 
increased steadily with age (Figure 7.8) - 
 
• 14% of 12 and 13-year-olds reported having consumed alcohol more than just once or twice; and 
• by the age of 16 years, 61% reported regular consumption of alcohol. 
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Of those 15 and 16-year-olds who reported having consumed alcohol more than just once or twice the 
survey found -  
 
• 26% had first used alcohol before the age of 13 years;  
• 43% had started to use alcohol when 13 or 14 years old; and  
• 21% had first used alcohol when 15 or 16 years old. 
 
Consumption of alcohol to the extent of intoxication increased with age - 
 
• being reported by just over 6 per cent of 12 to 14-year-olds; and 
• by 35% of 15 to 16-year-olds, of whom 59% were females. 
 
Consumption of alcohol to the point of vomiting was reported by 26% of 15 to 16-year-olds, with boys 
being more likely to have done so on more than one occasion (Table 7.7).  
 
 
Table 7.7  Frequency (%) of alcohol use of adolescents by age, 1993 
 

 Age group (years) 

 12-14 15-16 

Drinking within the past month (a)   
Never drank 80.3 48.4 
1-2 times 14.8 28.2 
3-9 times 1.7 13.2 
10 or more times 1.0 7.0 

Intoxicated (drunk) at any time within the 
past 6 months 

6.4 35.2 

Drunk causing vomiting since commenced 
drinking 

  

Once 4.4 14.1 
More than once 0.4 11.8 

 
  (a)  Excludes frequency not stated 
 
 
Figure 7.8 Adolescents (%) who have drunk alcohol  

more than once or twice, 1993 
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Comparison with the 1987 population survey of drug and alcohol use by Perth teenagers suggests little 
change in adolescent alcohol consumption, as in 1987, 72 per cent of Perth teenagers aged 15 to 16 
years reported that they had drunk alcohol.158  The comparable result was 76% in the 1993 WACHS. 
 
7.2.2.2 Smoking 
 
The 1993 WA Child Health Survey asked 12–16-year-olds - 
 
• whether they had ever smoked cigarettes more than just once or twice; 
• the age at which they began smoking regularly; and  
• the number of cigarettes they had smoked in the day prior to survey day. 
 
The proportion of adolescents who had smoked tobacco more than just once or twice steadily increased 
with age (Table 7.8; Figure 7.9) - 
 
• 19% of males and females aged 12 to 13 years reported having smoked; and  
• 38% of 16-year-olds reported smoking (38% of males and 31% of females). 
 
Of the 15–16-year-olds, 37% of males and 31% of females living in the metropolitan area reported 
smoking more than once or twice, compared to 44% of males and 54% of females living in country 
areas. 
 
 
Table 7.8    Frequency (%) of tobacco use of adolescents by age, 1993 
 

 Age (years)  

 12-13 14 15 16 All 
adolescents 

Males 18.8 35.0 39.9 37.9 29.2 
Females 19.0 30.3 42.3 30.7 28.5 
Perth metro 19.9 33.4 38.9 29.1 28.2 
Country 16.1 29.6 48.5 50.7 30.8 
Whether parents smoked 
(a) 

     

 one or both smoked 25.4 48.4 51.8 63.4 41.6 
 neither smoked 13.7 19.7 36.0 17.3 20.2 

 
 Note: (a) Excludes non-responses to the question which asked whether parents smoked. 
 Source:  Western Australian Child Health Survey, 1995. 
 
 
 

                                                           
158  Lo SK, Blaze-Temple D, Binns CW. “Perth teenage drug consumption - differences between 
students and non-students”. (1985) Drug Education Journal of Australia. 
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Figure 7.9 Adolescents who have smoked more than once or twice 
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7.2.2.3 Cannabis use 
 
Adolescents’ use of cannabis rose steadily with age, from about 7% at 13 years of age to 34% at 16 
years of age. A greater percentage of 15–16-year-old males (34.5%) had used cannabis compared to 
females (32%), with males also more likely than females to be regular159 users (21.8% compared to 
14.1% ) (Table 7.9). Overall, 18% of 12–16-year old Western Australians reported use of cannabis, 
although the frequency of use was generally low.  
 
The WACHS also found that of the estimated 14,200 young people aged 15-16 who had ever used 
cannabis, 34% had not done so within the last year and 13% had used it less than monthly. The WA 
Child Health Survey found that the remaining 53% of 15-16 year olds who had ever used cannabis, did 
so regularly, with 27% reporting monthly use, and 26% reporting weekly or daily use.160  
 
An interesting finding of the survey was that cannabis use, like tobacco use, varied with family 
income, in that -  
 
• use was highest in adolescents from households with a family income in the lowest income quintile 

(ie the lowest 20% of family incomes); 
• use was lowest in adolescents from households with a family income in the middle income quintile; 

and 
• about 20% of adolescents from each of the remaining family income quintiles reported its use. 
 
The survey considered other factors that might be related to an adolescent’s use of cannabis. It was 
found that -  
 
• adolescents who hated school or did not like school were more likely to have used cannabis, 

compared with those who liked school to any degree; and 
• cannabis use varied according to school culture. 
 
Marijuana was more likely to be used in schools where - 
 
• respondents reported other students using drugs before and after school; 
• students reported high levels of alcohol drinking at school; and  

                                                           
159 Defined as monthly, weekly or daily use. 
160 Zubrick SR, Silburn SR, Barton A, Burton P, Dalby R, Carlton J, Shepherd C, Lawrence D. 
Western Australia Child Health Survey: developing health and well-being in the nineties. Perth, 
Australian Bureau of Statistics and Institute for Child Health Research, 1995, 32. 
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• there were high levels of student vandalism or theft. 
 
 
Table 7.9   Frequency (%) of cannabis use of adolescents by age, 1993 
 

 Age group (years)  

 12-14 15-16 All adolescents 

Males    
Used cannabis 9.4 34.5 18.5 
Frequency of use    
 Infrequent (a) 7.4 12.7 9.3 
 Regular (b) 2.0 21.8 9.2 

Females    
Used cannabis 5.8 32.0 16.6 
Frequency of use    
 Infrequent (a) 2.9 18.0 9.1 
 Regular (b) 2.9 14.1 7.5 

 
 Note: (a) Less than monthly, (b) Monthly, weekly or daily. 
 Source: Western Australian Child Health Survey, 1995. 
 
 

7.2.3 1993 SECONDARY SCHOOLS ALCOHOL AND SMOKING SURVEY 
 
7.2.3.1 Smoking 1984-1993 
 
Over the period 1984 to 1993 there was a consistent pattern that prevalence of smoking increased with 
age after the age of 12 years, when students leave primary school and begin high school (Table 7.10; 
Figure 7.10; Figure 7.11). 
 
In this period - 
 
• less than 10% of 12-year-olds smoked; 
• about 25% of young persons aged between 14 and 17 years smoked; 
• the proportion of young persons aged 13-16 years smoking in 1993 was less than the proportion 

smoking in 1984. 
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Table 7.10 Prevalence of people aged 12-17 years  
who smoked in previous week, 1984-1993 

 
Year Sex Age 

  12 13 14 15 16 17 

1984 M 8 16 24 26 28 18 

 F 7 15 29 35 26 30 

1987 M 6 14 26 23 20 25 

 F 4 19 26 35 31 26 

1990 M 10 14 19 36 25 25 

 F 4 13 23 32 26 25 

1993 M 9 12 23 19 17 26 

 F 5 11 20 27 25 25 

 
 Source: Anti-Cancer Council of Victoria national surveys, WA data provided by  
  Health Promotion Services Branch, Health Department of WA. 
 
 
 
Figure 7.10 Prevalence of males aged 12-17 years  

who smoked in previous week, 1984-1993 
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Figure 7.11 Prevalence of females aged 12-17 years  
who smoked in previous week, 1984-1993 
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1993 survey 
 
In 1993 there was still a large number of secondary students who smoked regularly. Approximately 
10,500 male students and 11,000 female students between the ages of 12-17 years in Western Australia 
were smoking at least once a week at the time of the survey. About 15,000 of these students were aged 
15 years or younger. In 1987 and 1990 approximately 23,000 students were smoking weekly161. 
 
About 57% of students between the ages of 12-17 years had experimented with cigarette smoking in 
Western Australia in 1993. Of those students who had experimented with smoking 37% had smoked in 
the past 12 months, 21% in the last 4 weeks and 17% in the last week. 
 
For 12–14-year-olds a slightly smaller number of females than males were smoking weekly, and this 
trend was found in other smoking recency categories. From 15-16 years of age, however, this pattern 
was reversed, with more females smoking than males. By 17 years of age there was no difference 
between the sexes in weekly smoking. These findings were similar to those in 1990. 
 
For students who were smoking weekly the total number of cigarettes smoked increased with age. The 
number of cigarettes smoked per week by males aged 12-17 years was greater than the number of 
cigarettes smoked by females. On average the mean number of cigarettes smoked by males was 25 and 
by females 20. In 1987 and 1990 the average number of cigarettes smoked by males and females was 
27 and 23, respectively. 
 
Comparisons of the proportions of students smoking in 1993 with those smoking in 1990 showed 
different patterns for both 12–15-year-olds and 16–17-year-olds. There was a significant difference in 
the proportion of 12-15-year-olds smoking weekly and a decreased involvement in smoking (based on 
SMINDEX scores which take into account lifetime experience and recent usage). This decrease was 
most noticeable for 15-year-olds.  
 

                                                           
161 Health Promotion Services Branch and Centre for Behavioural Research in Cancer. Cigarette 
consumption among Western Australian secondary school students in 1993. Perth, Health Department 
of WA, 1994. 
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However, among 16–17-year-olds there was no clear evidence of any change in the proportions of 
students smoking in the last week, last four weeks and last 12 months between 1990 and 1993, 
although there does appear to have been a decrease in overall involvement in smoking over this period. 
 
When comparing the proportion of students who have smoked in the past week in 1984 and 1993, 
similar patterns were found for both 12 to 15-year-olds and 16 to 17-year-olds. The proportion of 12–
15-year-olds smoking in the last week, month or year decreased between 1984 and 1993, as did overall 
involvement with smoking. 
 
Among 16–17-year-olds, the proportion smoking in the last week and last month, and involvement in 
smoking all decreased between 1984 and 1993. 
 
Comparison of 1993 Secondary Schools Alcohol and Smoking Survey (SSASS) 
and 1993 Western Australian Child Health Survey (WACHS) 
 
There was an overall tendency for higher rates of smoking to have been recorded by the SSASS than 
by the WACHS. The divergence in scores between the two surveys was greatest for females (Table 
7.14). 
 
 
Table 7.11  Lifetime use of smoking (%) by young people 

surveys compared, 1993 
 

 12-13(a) 14 15 16 17(b) Total(b) 

Males       

WACHS 18.8 35.0 39.9 37.9 - 29.2 
SSASS 22 42.3 43.1 41.6 49.6 35.7 
       

Females       

WACHS 19.0 30.3 42.3 30.7 - 28.5 
SSASS 15 37.5 49.4 54.8 50.0 37.1 

 
(a) SSASS obtained scores for 12 and 13 year olds separately - these scores have been combined for the purpose 

of this analysis and hence are approximate. 
(b)  WACHS covers 12-16 years of age - SSASS covers 12-17. 
 
Note: WACHS includes a measure of smoking as follows 
 Adolescents (12-16) who have smoked more than just once or twice. 
 SSASS survey has no directly comparative measure - the ‘closest’ being 
 those who have smoked ‘more than just a few puffs’. 
 
 
7.2.3.2 Alcohol use 1984-1993 
 
Comparisons of the proportions of students drinking in 1993 with those found in 1990 showed that 
there was no significant difference in the proportion of 12–17-year-olds drinking weekly, monthly or 
yearly during this period. Further analyses comparing the DRINDEX scale found that students aged 12 
to 15  were no more or less involved with drinking in 1993 than they were in 1990. Among 16 and 17-
year-olds there was no clear evidence that between 1990 and 1993 there had been any change in the 
proportions of students drinking in the last week, last four weeks and last 12 months. However there 
does appear to have been a decrease in overall involvement in drinking over this period. 
 
Comparisons of the proportions of students drinking in 1993 with those found in 1984 showed similar 
patterns for both 12-15-year-olds and 16-17-year-olds. The proportions of 12 to 15-year-olds drinking 
in the last week, month or year decreased between 1984 and 1993 as did overall involvement with 
drinking. Between 1984 and 1993 the prevalence of drinking in the last month or year among 16 and 
17-year-olds had decreased. Comparisons of the mean DRINDEX scores however indicated overall 
involvement with drinking in 1993 was at a similar level to that found in 1984. 
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1993 survey 
 
In 1993 there was still a large number of secondary students who were drinking alcohol regularly. 
Approximately 21,233 males and 17,374 female students between the ages of 12-17 years in Western 
Australia were drinking at least once a week at the time of the survey. Approximately 25,708 of these 
students were aged 15 years or younger.162 
 
Approximately 90% of students between the ages of 12-17 years had experience with alcohol during 
1993. Of those students who had experimented with alcohol 71% of students had consumed alcohol in 
the last 12 months, 44% in the past 4 weeks and 30% in the last week (Table 7.12). 
 
The amount of alcohol consumed by both male and female students between 12 to 17 years increased 
with age. By the age of 17 years, 70% of males and 61% of females had consumed more than 10 
alcoholic drinks in their lifetime. 
 
Of those students who drank alcohol in the past week, the mean number of alcoholic drinks consumed 
by males was six, and for females, almost five (Table 7.13). There was a consistent pattern across all 
age groups from 12 to 17 for males to consume greater amounts of alcohol than females.  
 
The mean number of drinks consumed by both males and females per week increased with age - 
 
• at 12 years of age males drank a mean of nearly four alcoholic drinks per week, which increased to 

just over nine alcoholic drinks per week by the age of 17; and 
• at 12 years of age females drank a mean of two and a half drinks per week, which rose to a mean of 

more than six alcohol drinks per week by the age of 17. 
 
The 1993 SSASS also reported differences in alcoholic beverage preferences of the sexes amongst the 
sample of young people surveyed. The most popular type of drink consumed by males was beer (45%), 
followed by spirits (41%), whereas amongst females the most popular alcoholic beverage was spirits 
(48%), followed by beer (19%) and wine (18%). 
 
 
Table 7.12  Prevalence of alcohol use by age and type of drinker, 1993 
 

Type of drinker Age  

 12 13 14 15 16 17 12-17 

Male        
Non-drinker 70.8 66.5 48.4 40.8 32.5 20.7 50.6 
Occasional drinker 22.4 20.8 27.1 28.5 28.7 23.9 25.2 
Light drinker 2.0 5.9 4.4 6.0 6.9 6.8 5.0 
Party drinker 3.6 5.4 15.8 21.1 27.9 44.0 16.3 
Heavy drinker 1.3 1.4 4.2 3.6 4.0 4.6 3.0 

Female        
Non-drinker 82.6 72.3 59.5 36.4 29.5 27.9 55.4 
Occasional drinker 12.4 19.8 19.3 29.1 26.4 30.0 21.7 
Light drinker 3.0 1.9 5.2 6.0 6.9 4.9 4.5 
Party drinker 2.0 4.9 15.5 27.6 36.5 36.6 17.8 
Heavy drinker - 1.1 0.6 0.6 0.7 0.7 0.6 

 
 
 

                                                           
162 ibid. 
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Table 7.13  Mean number of drinks consumed in the last week, 1993 
 

Sex Age  

 12 13 14 15 16 17 12-17 

Male (n=605) 3.5 3.4 4.6 5.4 7.4 9.2 6.0 
Female (n=474) 2.6 2.4 3.0 5.0 5.5 6.5 4.7 
Total (n=1079) 3.2 3.0 4.0 5.2 6.5 8.1 5.4 

 
 
Comparison of 1993 SSASS and 1993 WACHS 
 
As the SSASS recorded substantially higher rates of ever use of alcohol, compared to the WACHS, the 
reasons for these variations will require further investigation (Table 7.14). 
 
 
Table 7.14 Lifetime use of alcohol (%) by young people 

surveys compared, 1993 
 

 12-13(a) 14 15 16 17(b) Total(b) 

Males       

WACHS 12 40 56 54 - na 
SSASS 32 59.1 71.4 81.2 82.6 55.6 
       

Females       

WACHS 16 32 46 67 - na 
SSASS 23 49.7 68.2 74.5 76.8 48.4 

 
(a) SSASS obtained scores for 12 and 13 year olds separately - these scores have been combined for the purpose 

of this analysis and hence are approximate. 
(b)  WACHS covers 12-16 years of age - SSASS covers 12-17. 
Note: WACHS includes the following measure 
 Adolescents (12-16) who have drunk alcohol more than once or twice. 
 SSASS survey has no direct comparative measure - the ‘closest’ being 
 those who have drunk alcohol ‘more than just a few sips’. 
 
 

7.2.4 NCADA HOUSEHOLD SURVEYS 
 
Lifetime drug use over the period 1985 to 1993 indicates that alcohol and tobacco had been widely 
used, with about 90% of young people reporting lifetime use of alcohol and about two-thirds reporting 
lifetime use of tobacco (Table 7.15; Table 7.16).  
 
There is a steady increase in the regular alcohol use by young people. It has been reported that at 14 
years of age about 3% of males and females are regular (ie at least one day a week) users of alcohol 
and by 19 years of age this has increased to about two-thirds of all young people.163 
 
In relation to lifetime use of illicit drugs over the period 1985 to 1993 - 
 
• psychostimulants were used by between 4% and 7% of young people; 
• hallucinogen use decreased slightly, from 9% to 8% of young people; 
• heroin and cocaine were used infrequently, by between 1% and 2% of young people; 
• ecstasy was used by between 2% and 4% of young people; and 
• tranquillisers were used by between 6% and 9% of young people. 
 
                                                           
163 Makkai T. Patterns of drug use: Australia and the United States. Canberra, Australian Government 
Publishing Service, 1994, 29. 
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The 1993 NCADA household survey indicates substantially lower rates of recent (ie within the last 12 
months) use of drugs, for instance between 2 and 3% of young people reporting use of amphetamines 
and hallucinogens and about 1% using inhalants (ie volatile substances) (Table 7.16).164 
 
 
Table 7.15 Lifetime experience (%) with drugs 

persons aged 14-19 years, Australia, 1985-1991 
 

 1985 
(n=379) 

1988 
(n=774) 

1991 
(n=531) 

Licits    
Alcohol 93 85 84 
Tobacco 78 69 68 
Tranquillisers 8 6 9 
Barbiturates 4 2 3 
Pain killers/analgesics  46 65 

Illicits    
Marijuana/hash 42 29 33 
Amphetamines 7 4 7 
Cocaine/crack 2 1 2 
Hallucinogens 9 5 8 
Heroin 1 - 2 
Inhalants 7 6 8 
Ecstasy/designer drugs  1 4 

 
Source: Moore R, Makkai T, McAllister I. Perceptions and patterns of drug use; changes since the drug offensive. 

Canberra, Department of Community Services and Health, 1989. 
 
 

                                                           
164 National Drug Strategy, Department of Human Services and Health. Statistics on drug abuse in 
Australia 1994. Canberra, Australian Government Publishing Service, 1994. 
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Table 7.16 Proportion of Australian population (%) 
aged 14-19 years, use of licit and illicit drugs, 1993 

 
 Ever used (%) Used within 12 months (%) 

Drug type Males 
(n=151) 

Females 
(n=184) 

Males Females 

Licits     
Alcohol 87 90   
Tobacco 67 68   
Tranquillisers 5 9 2  
Barbiturates 0 0   
Analgesics 63 67 1 4 

Illicits     
Cannabis 40 32   
Amphetamines 5 8 2 3 
Cocaine 0 1 - - 
Hallucinogens 5 4 3 2 
Heroin 0 1 - - 
Inhalants 6 5 - 1 
Ecstasy 1 2 - - 
Steroids 2 2 - - 
Self injected 0 1 - - 

 
Source:  1993 National Drug Strategy household survey. 
 
 

7.2.5 NSW SURVEYS OF SECONDARY SCHOOL STUDENTS 
 
Trends in weekly drug use from surveys over the period 1973-1992 show (Table 7.20) - 
 
• alcohol use peaked in 1983, when 50% of students used at least weekly; 
• there was a significant decline (by nearly half) in alcohol use, from  1983 to 28% of students in 

1992; 
• tobacco use peaked in 1977, when 40% of students used at least weekly; 
• tobacco use declined from 1977, by about one third, to 26% in 1989; 
• tobacco use has remained constant, being used at least weekly by 26% of year 10 students since 

1989; 
• usage of minor analgesics has tended to increase over the period; 
• cannabis usage has increased, with 12% of students reporting usage in 1992; and 
• use of illicit drugs such as hallucinogens, psychostimulants, and heroin have remained at very low 

rates over the period. 
 
Trends in weekly drug use by sex for the period from 1986 to 1992 were ( Table 7.21) - 
 
• weekly use of alcohol decreased for both sexes; 
• lower rates of weekly use are reported by females compared to males; 
• weekly cannabis use by males increased by about 50%; 
• weekly cannabis use by females increased by about one third; 
• the male weekly cannabis rate is nearly twice as high as the female rate; 
• there is a higher weekly smoking rate by females compared to males; 
• the proportion of both male and female smokers increased from 1989 to 1992 (from 13% to 17% 

for males, and 17% to 22% for females); 
• analgesic use increased for both sexes; and 
• a greater proportion of females compared to males used minor analgesics. 
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Table 7.17  At least weekly use of drugs (%) by year 10 students, 1973-1992 
 

Drug type 1973 1977 1980 1983 1986 1989 1992 
 % % % % % % % 

Alcohol 31 38 33 50 37 32 28 
Tobacco 30 40 35 35 28 26 26 
Analgesics 15 11 21 30 29 40 33 
Cannabis 4 8 6 12 9 9 12 
Sedatives 4 3 3 2 2 2 1 
Hallucinogens 1 1 1 2 1 1 1 
Stimulants 3 2 - 2 2 1 1 
Narcotics 1 1 - - 1 1 1 

 
Source: New South Wales Drug and Alcohol Directorate, 1992 Survey of Drug Use by New South Wales Secondary 

School Students. 
 
 
 
Table 7.18  Drug use (%) of secondary school students by sex, 1986-1992 
 

 Males  Females 

 1986 1989 1992  1986 1989 1992 

At least weekly use of        
Alcohol 25.6 22.4 19.5  22.1 17.6 16.0 
Analgesics 19.3 28.9 28.4  29.0 35.3 36.3 
Cannabis 6.0 7.3 9.6  3.8 2.8 5.1 
Current smoking (a) 16.4 12.8 17.3  23.1 16.9 21.9 
        

Ever used        
Alcohol 79.2 74.9 70.9  74.6 68.4 63.0 
Cannabis 26.1 25.1 30.0  19.0 14.8 21.1 
Analgesics 93.7 95.3 94.6  96.6 96.4 97.7 
Inhalants 24.3 24.9 31.6  21.8 23.8 29.8 
Sedatives (b) 9.9 10.0 9.2  11.6 11.0 9.8 
Stimulants (b) 7.8 7.3 7.7  6.7 4.5 6.2 
Hallucinogens 6.2 6.4 8.7  3.9 3.3 4.7 
Narcotics 3.2 2.9 5.0  2.1 2.3 2.8 

 
(a) Occasional or daily smoking. 
(b) Illegal use. 
 
Source: New South Wales Drug and Alcohol Directorate, 1992 Survey of Drug Use by New South Wales Secondary 

School Students. 
 
 

7.2.6 VICTORIAN SURVEYS OF SECONDARY SCHOOL STUDENTS 
 
Trends in drug use over the period 1989-1992 (Table 7.22) are - 
 
• all drug use increased with age; 
• alcohol had been used by about 90% of year 11 students compared to about 40% of year 7 students; 
• tobacco use increased from 1989 to 1992 for both year 7 and year 11 students; 
• the proportion of year 7 students using cannabis increased by 50% from 1989 to 1992; 
• the proportion of year 9 students using cannabis increased by about 15% from 1989 to 1992; 
• the proportion of year 11 students using cannabis increased by nearly 50% from 1989 to 1992; 



 Page - 184

• in 1992 10% of year 11 students reported ever use of hallucinogens and psychostimulants; and 
• in 1992 the greatest usage of inhalants occurred in the years 7 and 9 student population. 
 
 
Table 7.19  Drug use (%) of secondary school students by sex, 1989-1992 
 

Ever used Year 7  Year 9  Year 11 

 1989 1992  1989 1992  1989 1992 

Alcohol 40 42  71 70  90 88 
Tobacco 43 47  70 66  77 78 
Cannabis 4 6  18 21  30 43 
Hallucinogens 2 2  6 7  8 10 
Stimulants (a) 2 4  6 7  7 10 
Inhalants 15 24  21 24  17 22 

 
(a) In 1992 stimulants were reported separately as amphetamines, ecstasy and cocaine. The figures reflect students 

who reported using any of the three drugs in their lifetime. 
 
Source:  Department of Health and Community Services of Victoria, 1992 Survey of School Students and Drug Use. 
 
 

7.2.7 SURVEYS OF HIGH RISK GROUPS 
 
7.2.7.1 Introduction 
 
There is evidence of substantially higher rates of drug abuse by young people who are involved in 
crime, are outside the school system, or belong to socially marginal groups. The Task Force was 
provided with data from a range of useful research projects conducted in the metropolitan area as well 
as country regions, concerned with patterns of drug abuse by “high risk” populations of young people.  
 
These studies included - 
• surveys of young offenders in detention (sentenced and on remand) centres and young people with 

drug-related problems attending regional offices of the Juvenile Justice Division;165 
• surveys in relation to volatile substances;166 and 
• surveys by youth work agencies of marginalised young people living in the metropolitan regional 

areas using amphetamines.167 
 
Some of these studies are fairly recent and will require further analysis. 
 
There are few studies which have examined the relationship between crime and drug use among 
juvenile offenders. NSW research, which involved 247 detained young people,168 indicates a 

                                                           
165 Watts P. Youth in custody project - a profile of juvenile offender’s drug use patterns. Perth, Youth 
Suicide Steering Committee, Health Department of WA, 1992; Ministry of Justice, Juvenile Justice 
Division. Survey of drug use patterns amongst young offenders in detention. Perth, Ministry of Justice, 
1995. 
166 Rose J, Daly A, Midford R. Report on the usage patterns of volatile substances users in Perth.  
Perth, Alcohol and Drug Authority, 1992; Baines P. Community research project, volatile substance 
use among young people in the north east region of the Perth metropolitan area. Perth, North East 
Region Youth Centre, 1992; German D, Skidmore M. Young people and solvent use in the Armadale 
area. (unpublished paper Welfare Studies course, Perth Central Metropolitan Campus TAFE), 1994. 
167 Koondoola and Girrawheen Youth Inc. Speeding in the northern suburbs, problems of a group of 
young amphetamine users. Perth, Koondoola and Girrawheen Youth Inc, 1993 
168 Salmelainen, P. Money, drugs and juvenile crime. Paper presented at the Australian and New 
Zealand Society of Criminology 10th Annual Conference Crime, Criminology and Public Policy. 
Sydney 27-30 September 1994. 
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significant proportion of juvenile offenders resort to crime to raise money with which to procure drugs, 
as the following proportions of offenders claimed they had committed crime for this reason - 
 
• 30% of those convicted for break, enter and steal,  
• 16% of those convicted for shoplifting, and  
• 5% of those convicted for stealing a motor vehicle. 
 
Studies in Sydney have reported very high rates of illicit drug use amongst young people not attending 
school, with attendant problems such as unemployment, crime and poor relationships with their 
families.  
 
A study conducted in Sydney in 1990 as a street intercept survey of 581 16 to 21 year old illicit drug 
users, while not necessarily representative of young people in other parts of Australia, nevertheless 
gives a helpful overview of the extent of drug use and some of the related health and social 
problems.169 
 
All respondents had used at least one illicit drug other than cannabis within the three months prior to 
the interview and 161 (28%) of the respondents had ever injected at least one of those drugs. 
 
Alcohol use was prevalent, with only 6% of the sample claiming that they did not drink alcohol. 
Drinking was characteristically frequent (40% of drinkers drank three or more times a week) and heavy 
(67% usually drank five or more drinks in a session and 82% had drunk five or more drinks in a row at 
least once in the two weeks prior to the interview). 
 
Almost all of the respondents had smoked cannabis at least once (98%), and 93% had smoked it in the 
previous three months. Use of illicit drugs other than cannabis over the previous three months was 
reported as follows - 
 
• 61% used amphetamines; 
• 40% used hallucinogens; 
• 36% used ecstasy; 
• 31% used sedatives;  
• 20% used inhalants; 
• 20% used cocaine and  
• 15% used heroin. 
 
7.2.7.2 Level of use 
 
The vast majority of use was occasional, with 78-97% of the users of most drugs reporting that they 
used that drug once a week or less.  More than half reported using once a month or less. The 
exceptions to this rule were cannabis and heroin, which were reportedly used more than once a week 
by about half of users. 
 
The majority of the sample had used one (41%) or two (25%) illicit drugs other than cannabis in the 
previous three months, while the remaining third reported using three (15%) or more (18%) drugs. 
 
7.2.7.3 Age relationships 
 
Sedative users tended to be younger; to be less well educated; to be more likely to have used cocaine, 
inhalants and/or heroin; and to have been interviewed in the inner city, inner western or western 
suburbs. Amphetamine users were older, less well educated, and more likely to have used cocaine than 
respondents who did not use amphetamines. Cocaine users were older and more likely to have used 
sedatives, amphetamines, ecstasy and heroin than respondents who did not use cocaine. 
 

                                                           
169 Spooner C, Flaherty B, Homel P. Results of a street intercept survey of young illicit drug users in 
Sydney. Sydney, Directorate of the Drug Offensive, NSW Department of Health, 1992. 
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Hallucinogen users were younger, more likely to be male, to be using inhalants and to have been 
interviewed in the western or south-western suburbs than respondents who did not use hallucinogens. 
Inhalant users were younger, better educated, more likely to have used sedatives, hallucinogens and/or 
ecstasy and to have been interviewed in the western or south-western suburbs than respondents who 
did not use inhalants. Ecstasy users were more likely to have used cocaine and inhalants and to have 
been interviewed in the city and less likely to have been interviewed in the western or south-western 
suburbs than respondents who did not use ecstasy. 
 
Heroin users were older, more likely to be female, less well educated, more likely to have used 
sedatives and cocaine and more likely to have been interviewed in the inner western suburbs than 
respondents who did not use heroin. 
 
7.2.7.4 Legal problems 
 
A minority (14%) of the sample had been arrested for using or possessing drugs. Injecting drug users 
were more likely than non-injecting drug users to have been arrested (31% compared with 8%). Most 
(64%) of those who had been arrested stated that the arrest had had no effect on their subsequent use of 
drugs. Of the 21 respondents who stated that the arrest had some effect on their drug use, the most 
commonly stated effect (48%) was that the respondent was more careful not to get caught. 
 
Few (17%) reported that they were afraid of being arrested for using or possessing drugs and only 13% 
thought that it was likely that they would ever be arrested for using or possessing drugs. Most (69%) of 
the sample did not think that their use of illegal drugs was ‘wrong’, mainly because ‘it doesn’t hurt 
anyone’. 
 
7.2.7.5 Injecting drug use 
 
The frequency of injecting was fairly evenly distributed between daily and infrequent injecting. Heroin 
was the most frequently injected drug (89% of heroin users had ever injected heroin), followed by 
amphetamines (35%) and cocaine (26%). Regular needle sharing was the exception rather than the 
rule, with two-thirds of the injectors (66%) stating that they never shared needles, one-quarter (25%) 
sharing occasionally and 6% sharing often or always.  
 
Overall, sharing tended to occur with people who were friends or people who did not look sick. Most 
(73%) of those who shared reported that they always cleaned a fit if they were using it after somebody 
else. Cleaning methods tended to be inadequate, with only 28% stating that they used the “two washes, 
two bleaches, two washes” method. 
 
7.2.7.6 HIV risk behaviour 
 
Knowledge of AIDS risk factors and the concepts of safe sex and safe using was quite widespread, 
although some misconceptions existed. More than half (57%) of non-injectors, 42% of injectors who 
did not share needles and 23% of injectors who shared needles felt they had no chance of getting 
AIDS. 
 
Nearly half (44%) of the sample claimed that they had made changes to their sexual behaviour because 
of the risk of AIDS. Injectors were more likely than non-injectors to have changed their drug use 
behaviour in response to AIDS (63% compared with 11%). With regard to both sexual behaviour and 
drug using behaviour, a recurrent theme was that a person was not considered to be infected if they 
were known to the respondent or, if not known, if they did not look sick. 
 

7.2.8 OVERVIEW 
 
In making comparisons of drug prevalence of young Western Australian youth with the results of 
surveys from other jurisdictions it is important to recognise that variations will arise because of the 
different methodologies that have utilised to obtain data. While some surveys have gathered data 
through large representative cross-sectional surveys employing standardised definitions which enable 
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cross-jurisdictional comparisons, surveys that have involved small populations may not be readily 
applied to other contexts.  
 
The following summary combines data from a number of the surveys referred to earlier in this chapter 
to provide a brief overview between this State, New South Wales and Victoria, of the abuse of alcohol, 
cigarette smoking, cannabis and psychostimulants by populations of young people attending secondary 
schools, TAFE colleges and young people from “at risk” groups. 
 
7.2.8.1 Smoking by Western Australian secondary school students 
 
It is estimated in 1993 that approximately 10,500 males and 11,000 female students aged 12-17 years 
smoke at least once per week.  
 
Key findings from WA surveys are - 
 
• current smoking increases with age, from 12% of year 8 students, to 26% of years 11/12 students; 
• 20% of students are current smokers (16% male, 23% female); 
• female prevalence peaks at 42% at 15; 
• male prevalence peaks at 40% at 15; 
• 57% of students have experimented with smoking; 
• 37% of students have smoked in the past 12 months; 
• 21% of students have smoked in the past 4 weeks; 
• 17% have smoked in the last week; 
• males smoke a mean of 25 cigarettes; 
• females smoke a mean of 20 cigarettes; 
• in 12-14 year olds, fewer females than males smoke on a weekly basis; and 
• from 15-16 years of age, more females than males are smokers. 
 
Smoking by other populations of young people 
Very high rates of smoking occur in populations of young people who are detained offenders or what 
is described as “street” youth.170 171 In these populations regular smoking occurs in -  
 
• more than 80% of offenders are regular smokers; and 
• more than 90% of “street” youth. 
 
7.2.8.2 Alcohol use by Western Australian secondary school students 
 
Approximately 21,200 male students and 17,400 female students aged 12-17 years consume alcohol at 
least once per week. 
 
Key findings from WA surveys are - 
 
• current use of alcohol increased with age, from 20% of students in year 8 to 61% of students in 

years 11/12; 
• males consume more alcohol per week at every age, compared to female drinkers; 
• at age 15 male and female drinkers consume an average of 2 drinks per week; 
• by age 17 male drinkers consume an average of 5 alcoholic drinks per week,  
• by age 17 female drinkers consume an average of  2 alcoholic drinks per week; and 
• by 17 years of age 70% of males and 61% of females have consumed more than 10 alcoholic drinks 

in their lifetime. 
 

                                                           
170 Zibert E, Hando J, Howard J. Patterns of drug use and indicators of harm among persons detained in 
New South Wales juvenile justice centres, 1993. Sydney, NSW Department of Juvenile Justice, 1994. 
171 Howard J (1992). “Change in HIV risk behaviours of Sydney street youth.” (1992) 5 Venereology. 
88. 
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Alcohol use by other populations of young people 
High levels of alcohol use occurs in populations of young offenders and “street” youth, with 
more than 75% of young people from these groups regularly using alcohol. 
 
7.2.8.3 Cannabis abuse by Western Australian secondary school students 
 
Ever use of cannabis increases with age, rising from 10% of year 8 students to 37% of students in years 
11/12.  
 
Regular use of cannabis increases with age, from 2% for young people in the 12-14 age group to 22% 
of young people in the 15-16 age group. 
 
Cannabis abuse by other populations of young people 
High rates of cannabis abuse are reported by young people who are offenders and “street” youth, with 
about 80% of these populations reporting regular use. 
 
7.2.8.4 Other drugs - psychostimulants 
 
Psychostimulants, especially amphetamines, are the second most commonly abused illicit drug in 
Australia, after cannabis.172  
 
In this State ever use of psychostimulants increases use with age, from 1%  of students in year 8 to 5% 
of students in year 11/12; with currently use reported by 3% of male and 2% of female secondary 
school students. 
 
It is to be noted higher rates have been reported in interstate surveys. For instance, in both New South 
Wales and Victoria psychostimulants have been ever used by 6% of secondary school students, with 
use by age increasing from 6% of 13-15 year olds to 8% of students aged 16 years and older in New 
South Wales. Psychostimulants have been used in the past month by 3% secondary school students 
aged 16 years and older in New South Wales and Victoria. 
 
In New South Wales TAFE students psychostimulants have been ever used by 19% of males and 20% 
of females, and are regularly used by up to 8% of students.  
 
High rates of psychostimulant abuse are reported by young people who are offenders -  
 
• 50% of young offenders have ever used; and  
• 25% are regular users. 
 
Populations of “street” youth also have high levels of abuse, with about 60% having ever used, with 
regular use by - 
 
• 36% of males; 
• 55% of females. 
 
7.2.8.5 Other drugs - hallucinogens 
 
It is estimated 6% of Western Australian secondary school students have ever used a hallucinogen, 
with higher levels of current use occurring in males (6%) compared to females (4%).  
 
Higher rates of use have been reported in New South Wales and Victoria, 9% and 7% of secondary 
school students have ever used, respectively. In New South Wales and Victoria it is estimated 3% and 
2% of secondary school students have used hallucinogens in the past month. 

                                                           
172 Commonwealth Department of Human Services & Health. Statistics on drug abuse in Australia 
1994. Canberra; AGPS, 1994. 
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7.2.8.6 Other drugs - inhalants 
 
It is estimated 6% of Western Australian secondary school students have ever used inhalants, with 
higher levels of current use occurring in females (3%) compared to males (2%).  
 
Markedly higher rates of use have been reported in New South Wales and Victoria, 23% and 25% of 
secondary school students have ever used, respectively. In New South Wales and Victoria it is 
estimated 8% of secondary school students have used hallucinogens in the past month. 
 
7.2.8.7 Other drugs - opioids 
 
Opioids are rarely used by Western Australian secondary school students, with less than 1% reporting 
ever use of opioids. Somewhat higher rates have been reported in New South Wales, with less than 5% 
of male and less than 3% of female secondary school students report ever use of an opioid drug, such 
as heroin. 
 
Abuse of opioids by New South Wales TAFE students is estimated to have involved up to 10% of 
males; and  4% of females.  
 
Opioids are widely abused by populations of “street” youth, having been ever used by 79% of males; 
and 76% of females. Regular use by detained offenders has been reported by about two-thirds of 
detained young offenders in New south Wales. 
 
7.2.8.8 Injection of drugs by young people 
 
Data on injecting drug use by Western Australian young people is not available, with data on this issue 
included in New South Wales surveys. It is estimated less than 3% of all New South Wales secondary 
school students have used a needle to inject a drug - suggesting much lower rates in this State given the 
lower rates of usage of opioids and psychostimulants in this State. 
 
However it is noted the prevalence of injecting drug use is substantially higher among “street” youth in 
New South Wales, with over two-thirds had injected drugs, primarily amphetamines.173 Somewhat 
lower rates have been reported in populations of young offenders, with 25% of detained offenders in 
New South Wales having ever injected drugs. 
 

7.3 HEALTH EDUCATION IN WA SECONDARY SCHOOLS 
 

7.3.1 INTRODUCTION 
 
During the past 10 years, research has been conducted on the effectiveness of school health education 
programs covering a wide range of issues. 
 
These studies have concluded that health education in schools, when correctly implemented, can 
improve students’ understanding of health issues. The overall result includes students being more 
competent in making positive decisions about personal health behaviour choices. The effectiveness of a 
school health education program, however, is determined by how well and how consistently it is 
implemented.  
 
A number of elements have been recognised in undertaking a successful school health education 
program -  
 

                                                           
173 Porritt D. Report on a survey among “street kids” in Sydney. Sydney, Australian Social Issues 
Research, 1991. 
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1) good curriculum and supporting materials, such as the Western Australian Health Education K-10 
Syllabus and teachers’ guides; 

2) teachers who are well trained in health education; 
3) adequate teaching time; 
4) a confirmed healthy school environment including, for example, policies for skin cancer prevention 

or healthy canteen food;174 and  
5) a smoke-free environment and safe school areas. 
 
It should be noted here and elsewhere that while research is generally conducted in government 
schools, there is no evidence of any significant differences between the government and the non-
government sector. 
 
In Western Australia, schools using the Unit Curriculum methods of curriculum delivery, (all 
government schools and a selection of non-government schools), may select from six accredited lower 
secondary units of health education and have the opportunity to offer health education studies in Years 
11 and 12. 
 
Data collected in the 1991 Western Australian School Health Education Survey and from previous 
surveys conducted by Shilton and Shilton and Hall in 1987, 1988 and 19892 on the average number of 
units taught in secondary schools confirm the trend that the amount of curriculum time (as indicated by 
units) allocated to health education has steadily decreased since 1987 (Figure 7.12).  
 
This represents an average decline of 17 percent over the five years. The 3.39 unit average for 1991 for 
health education, equates to an average of 40-45 hours of health education being taught per year in 
secondary schools (60-74 minutes per week). Nonetheless, it is encouraging that 99% of government 
primary schools and 92% of government secondary schools do teach some health education. 
 
It should also be noted that comparable information in this area is difficult to obtain from other 
jurisdictions but that WA is probably at least as good as any other. 
 
 
Figure 7.12 Average number of health education units taught in 

government secondary schools 
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It should be noted these figures are only averages and the amount of health education taught varies 
from 0-6 units, with some schools teaching a comprehensive program, while others provide no health 
education. The majority of government secondary schools make 3 units of health education 
compulsory. 
                                                           
174 Botvin GJ, Baker E, Dusenbury L, Botvin EM, Diaz T. “Long-term follow-up results of a 
randomised drug abuse prevention trial in a white middle-class population”. (1995) 273 Journal of 
American Medical Association 106. 
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7.3.2 HEALTH CONTENT TAUGHT IN SCHOOLS 
 
Drawing conclusions from the available data is difficult as schools re-allocate the content of units, both 
within and outside the Secondary Education Authority regulation requiring 32 hours to be allocated to 
each unit taught. Table 7.23 shows the percentages of schools teaching each of the available units. 
 
 
Table 7.20  Percentage of secondary schools teaching available health 

education units in 1991 
 

Year 8 (age 13)  Year 9 (age 14)  Year 10 (age 15) 

Unit 1 Unit 2  Unit 3 Unit 4  Unit 5 Unit 6 

Puberty 
 
Physical change 
 
Emotional change 
 
Self esteem 
 
Communication skills 
 
Decision-making 
skills 
 
Sex roles 
 
Needs, interest & 
feelings 

Drug education 
 
Smoking 
education 
effects 
influences 
rights 
 
Personal fitness 
 
Exercise programs 
 
Disease 
prevention 
 
Decision-making 
 
Assertiveness 
 

 Alcohol education 
 
Assertiveness 
training 
 
Peer influence 
 
Conception, 
pregnancy & birth 
 
Families 
 
Relationships & 
friendships 
 
Working with others 
 
Physical & emotional 
change 

Cancer education 
 
Diet & exercise 
 
Diet & health 
 
Lifestyle diseases 
 
Disability 
 
Back care 
 
Health risk factors 
 
Safety in recreation 

 AIDS education 
 
Drug problems in 
Australia 
 
Drug education skills 
 
Sexually transmissible 
diseases 
 
Heart disease 
 
Self examination & 
cancer 
 
Coping with stress 
 
Road accident 
prevention 
 
Industrial safety 

Postponing sexual 
involvement 
 
Sexuality, 
contraception, 
relationships, 
marriage 
 
Sexual abuse 
prevention 
 
Parenting 
 
Influence of the 
media 
 
Health & the law 
 
Adolescent health 
services 

73% 51%  78% 45%  73% 42% 

 
 

7.3.3 DRUG EDUCATION PROGRAMS IN GOVERNMENT SECONDARY SCHOOLS 
 
The Australian Council for Health, Physical Education and Recreation (ACHPER) and the National 
Heart Foundation (NHF) survey schools every two years, collecting data on the status of health and 
physical education in schools. The Western Australian School Health Education Survey is a good 
analysis of the purpose of health education as part of the secondary school curriculum and provides 
base line data as to the teaching of health education subjects in relation to the overall secondary school 
curriculum. 
 
The Task Force received significant assistance from the Education Department in obtaining 
information about drug education programs in government secondary schools within the time-frame. 
The Education Department provided the Task Force with data from the 1993 ACHPER/NHF report of 
schools in Western Australia. 
 
It must be stressed that as the State school system consists of a large number of schools of considerable 
variation in terms of size and composition of the student population, with each school free to set its 
own goals within an overall curriculum, it would have been very difficult to obtain a detailed picture 
without mounting an extensive survey. 
 
7.3.3.1 Background Information 
 
In interpreting the data, the following limitations should be borne in mind. 
 
ACHPER/NHF Survey Data 
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The data quoted are from the March 1993 survey. This survey collected self report data from a 
stratified random sample of 20 percent of all primary schools (response rate 95%) and all secondary 
schools (response rate 78%). These results include government and non-government schools. 
 
Regional Data 
 
The data collected from Education District Offices (regions) include district office expenditure and/or 
individual school expenditure. Some districts were able to survey schools for the drug information 
requested in this questionnaire, while others list district office expenditure only. Data on individual 
school expenditure on drug education are not collected on systematic basis. 
 
Drug education as part of Health Education 
 
The Health Education K-10 Syllabus is used as the basis for planning school health programs by 93% 
of high schools (ACHPER/NHF 1993). Drug education is normally treated as a component of the 
broader health education syllabus. It is therefore difficult to estimate with any degree of accuracy what 
percentage of time or resources is taught teaching the drug education components of health education. 
 
7.3.3.2 Overview of health education programs taught in government 

schools 
 
How many schools provide health education? 
 
• 99% of government primary schools teach Health Education (ACHPER/NHF 1993) 
• 92% of government high schools taught Secondary Education Authority (SEA) approved Health 

Education units in year 8-10 (ACHPER/NHF 1993) 
• 58% of government high schools taught unit 2 in year 9 (content includes drug education and 

smoking education) (ACHPER/NHF 1993) 
• 74% of government high schools taught unit 3 in year 9 (alcohol education) 
• 67% of government high schools taught unit 5 in year 10 (drug problems in Australia and drug 

education skills) 
• 8% of government high schools taught the optional year 11 Health Studies course in 1993.  4.6% 

taught the year 12 course (ACHPER/NHF 1993). 
 
How much was spent on drug education? 
 
It was not possible to determine accurately the amount of expenditure by schools that represented the 
resources utilised by schools in providing drug education programs, as drug education expenditure is 
not distinguished from general curriculum costs including professional development or from Health 
and Physical Education costs.  
 
While each school is provided with funding to purchase curriculum materials in relation to the drug 
education component of the health education course, it was not possible within the time available to 
obtain a breakdown of this funding into component parts. 
 
How much was spent in relation to managing drug problems? 
 
Any attempt to estimate the expenditure involved in managing drug problems would be problematic 
and could lead to incorrect conclusions. All schools have school rules which specifically ban the use of 
alcohol, tobacco and illicit drugs by students on school grounds. Many schools also have explicit drug 
policies. 
 
Teachers spend a proportion of their working day supervising students in the grounds and enforcing all 
of the school rules and ensuring that an adequate duty of care is provided. It is not possible to partition 
out the amount of time and therefore the dollar cost of those activities relating to drug use. 
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School discipline policies and procedures involve many staff, from class teachers through to the 
deputies and principal. Many of the behaviour problems which may be drug-related are not necessarily 
recorded as drug problems. For example, students who are aggressive or rowdy following drug usage 
would have the incident recorded in terms of the their behaviour rather than the cause. Even where 
both cause and effect are recorded, schools do not record the amount of time spent on the issue. 
 
What resources are provided to students with drug-related problems? 
 
Schools provide a variety of student support services which engage in direct counselling or pastoral 
care activities. Depending on size of the school specialist staff may be located full-time in the school 
itself, or shared between a number of schools.  These staff would include school psychologists, nurses, 
youth education officers, social workers, year co-ordinators and form teachers. Some schools may also 
have a police officer, a chaplain and Aboriginal education workers. Any or all of these may be 
involved with students in dealing with issues directly or indirectly related to drug usage. No record is 
kept of the time spent on drug problems compared with other problems which young people are 
experiencing. 
 
7.3.3.3 Exclusions and suspensions  
 
The Task Force also requested the Education Department to provide information to assist the Task 
Force in developing a regional understanding of drug problems that may affect young people. As 
students may be suspended or excluded from school as a result of serious breaches of standards of 
conduct, we were provided with the following analysis of suspension and exclusion data, in relation to 
State schools,  for the year 1994. 
 
Exclusions 
 
In 1994, 48 exclusion review panels were called which resulted in 44 students being excluded from the 
existing school. Of these 44, three make specific mention of the issue of illegal substances though each 
case also involved other behaviour which was violent or threatened the good order of the school. 
 
Suspensions 
 
When students are suspended the school must cite a reason. While illicit drug use is one category 
which schools can use, the associated behaviour may be cited, rather than drug use as the reason for the 
suspension. These other behaviours can include physical assault, damage to property or violation of 
classroom or school rules; only “category 8” contains drug-specific offences (Table 7.24). 
 
Schools also categorise smoking as a violation of class or school rules along with being out of bounds 
or disobeying instructions. 
 
While it is not possible to disaggregate the suspension data to give figures on total drug usage, the 
Task Force was provided with a breakdown of suspensions that were recorded as category 8 during 
1994. It should be emphasised that this data should be interpreted cautiously as many of the behaviour 
problems which may be drug related are not necessarily recorded as drug problems (ie category 8). 
 
There was a total of 268 category 8 suspensions recorded in the 1994 academic year in Western 
Australian secondary schools, of which 176 (65.7%) occurred in metropolitan school districts, and 92 
(34.2%) occurred in country school districts (Table 7.25). In the country 44.6% of suspensions were 
recorded for the Peel region, with nearly 30% of the remaining suspensions occurring in the Albany 
(15.2% and Geraldton South (13.0%) regions.  
 
In the metropolitan area four regions accounted for about 60% of suspensions - Joondalup (18.2%, 
Bayswater (17.0%), Darling Range (15.3%), and Scarborough (10.8%). Very low rates of suspensions 
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were recorded in relation to high schools in the metropolitan regions of Armadale, Cockburn, and no 
suspensions were recorded for the Willetton district. 
 
 
Table 7.21   Reasons and codes used suspending or excluding students at 

government schools 
 

Suspension type Description 

1 Physical assault or intimidation of staff 
Any body contact with hands, head, feet, substance including 
 spitting or using objects 
 threatening by object or body posture 

2 Verbal abuse of staff 
Any threatening language or swearing towards a teacher 
including 
 “Get ........................ “ 
 “You’re a ............................ “ 
 “I will get you”   etc. 

3 Physical assault or intimidation of other students 
as for type 1. 

4 Verbal abuse of other students 
as for type 2. 

5 Damage to property 

6 Violation of classroom or school rules 
Including 
 Refusing instructions 
 Out of bounds 
 Being on school property while suspended 
 Smoking 

 7 Violation of MSB rules 
Including 
 Breaking timeout room rules 
 Refusing to go to timeout room 
 Three times in the timeout room 

8 Illegal substances offences 
Possession or influence or trafficking of illegal substances not 
including smoking 

9 Other  (please state) 
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Table 7.22   Category 8 suspensions of secondary school students 
by school district, WA government schools 
1994 academic year 

 
District Term Whole year 

 1 2 3 4 n % 

Metropolitan   

Armadale 1 - 1 - 2 1.1 
Balga 1 1 6 1 9 5.1 
Bayswater 4 5 6 15 30 17.0 
Cockburn - - - 2 2 1.1 
Darling Range 4 4 16 3 27 15.3 
Dianella 1 2 4 7 14 8.0 
Joondalup 3 18 5 6 32 18.2 
Melville 2 5 3 1 11 6.3 
Perth South 2 - 4 2 8 4.5 
Scarborough 5 2 7 5 19 10.8 
Swanbourne 2 1 2 3 8 4.5 
Thornlie 2 1 3 8 14 8.0 
Willetton - - - - - 0.0 

Sub total metro 27 39 57 53 176 100.0 

Country       

Albany 3 10 1 - 14 15.2 
Bunbury North - - - - - 0.0 
Bunbury South - - - - - 0.0 
Esperance 5 - - - 5 5.4 
Geraldton North - - - - - 0.0 
Geraldton South 1 - 11 - 12 13.0 
Hedland 1 3 - - 4 4.3 
Kalgoorlie 1 1 - 1 3 3.3 
Karratha - - 3 - 3 3.3 
Kimberley - - - - - 0.0 
Manjimup - - - - - 0.0 
Merredin - - - - - 0.0 
Moora - - - - - 0.0 
Narrogin - - - 5 5 5.4 
Northam 4 - 1 - 5 5.4 
Peel 17 4 8 12 41 44.6 

Sub total country 32 18 24 18 92 100.0 

Total State 59 57 81 71 268  
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8. ALCOHOL AND DRUG SERVICES 
 

8.1 INTRODUCTION 
 
There is, unfortunately, a paucity of data to reflect accurately the numbers of people receiving 
treatment across all agencies for alcohol and drug problems. Fortunately, WA Alcohol and Drug 
Authority (ADA) information is extensive and is reported accordingly.  
 
Variations in the detail and length of time for which information is available are due to the existence of 
computerised treatment records, with the most comprehensive data held for the methadone program 
from the beginning of 1986, and more limited data based on admissions to residential detoxification 
and other ADA treatment programs from the second quarter 1988.  
 
It should be noted that reference to the 10 to 19 age group reflects detail of data supplied, and is used 
to provide consistency between age ranges used in population data and the age breakdown of 
admissions to ADA programs. In practice as it is unlikely there were any individuals below 15 years of 
age who were admitted as clients to ADA programs, the majority of individuals would have been in the 
17 to 19 age range. 
 
As there is limited information in relation to programs such as the Court Diversion Service (CDS) and 
sobering-up shelters, which have been developed as collaborative services, it was not been possible to 
undertake a more comprehensive analysis. However, in relation to the CDS the Task Force was 
fortunate to have access to a recently completed research study which contained data from four-
monthly samples each year from 1988 to 1994.175 The author of the report provided additional data 
which was used to obtain an understanding of trends over the period, including age group, types of 
drug problem and source of referral. 
 
The only source of reliable information in relation to other services was available from the 1992 
national Census of Treatment Services Agencies (COTSA), which enumerated attendances at drug and 
alcohol (D&A) agencies in March 1992. 
 

8.2 WESTERN AUSTRALIAN METHADONE PROGRAM 
 

8.2.1 INTRODUCTION 
 
This section contains data relating to methadone treatment, including trends in the age and sex 
composition of the treatment population, their duration of treatment, length of stay of clients leaving 
treatment and HIV positivity. Methadone policy has frequently changed to reflect different 
circumstances since treatment was introduced in WA in late 1973.  For instance, in the earlier years the 
emphasis in treatment was to rehabilitate through short-term detoxification. Over more recent years 
there has been an emphasis on improvement in social functioning and the retention of patients in long 
term treatment, with an underlying concern to reduce the morbidity that is associated with injecting 
drug use. 
 

8.2.2 OVERVIEW 
 
Treatment has been provided to 3,192 unique individuals over the period 1973 to 1994 (Table 8.1; 
Figure 8.1). 
 
 

                                                           
175 Rigg J. The diversion of drug using offenders: an evaluation of the Court Diversion Service, Perth, 
Western Australia. Dissertation submitted for LLB, University of Western Australia, 1994. 
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Figure 8.1 Cumulative new admissions to methadone program, 1973-1994 
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Table 8.1  Cumulative admissions to methadone program, 1973-1994 
 

  New admissions 

Year Total number of 
persons treated 

Annual % new of annual 
total 

Cumulative 

1973 N/A 2 - 2 
1974 N/A 31 - 33 
1975 N/A 142 - 175 
1976 N/A 188 - 363 
1977 N/A 266 - 629 
1978 479 205 42.8 834 
1979 382 118 30.9 952 
1980 288 59 20.5 1,011 
1981 214 68 31.8 1,079 
1982 264 100 37.9 1,179 
1983 225 77 34.2 1,256 
1984 387 163 42.1 1,419 
1985 547 230 42.0 1,649 
1986 557 150 26.9 1,799 
1987 506 134 26.5 1,933 
1988 680 247 36.3 2,180 
1989 720 144 20.0 2,324 
1990 710 153 21.5 2,477 
1991 739 153 20.7 2,630 
1992 766 163 21.3 2,793 
1993 841 197 23.4 2,990 
1994 930 202 21.7 3,192 

 
Source: Alcohol and Drug Authority. 
Note: Size of annual treatment population not available for period 1973-1977. 

 
 
New admissions 
Since the mid 1980s the methadone program has experienced marked increases in the number of 
patients seeking treatment, this occurring through the relaxation of admission criteria and the use of 
higher dosages.  The proportion of new admissions has remained relatively constant at around 20% of 
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the treatment population for each year since the late 1980s. Much of the growth in client numbers that 
has occurred since the late 1980s can be attributed to increased rates of treatment of readmitted clients 
(Figure 8.2). 
 
Sex 
The very pronounced growth of methadone treatment that has occurred over the past decade has been 
with little expansion in the resource base, with the result that waiting lists have become longer and 
some overcrowding is occurring, although priority clients can be seen speedily and other treatment 
options are available. The quarterly treatment population also increased throughout the period, at the 
end of the  December 1994 quarter there were 689 persons,  401 males (58%), 288 females (42%), who 
were treated with methadone (Table 8.2). 
 
Age composition 
Accompanying the increasing number of individuals being treated, other important trends have 
occurred in the sex and age composition of the methadone treatment population. The number of 
females in treatment has continued to grow over the period; since 1985 just over 40% of the methadone 
treatment population have been female, whereas in 1982 about one third of the treatment population 
were female (Figure 8.3; Table 8.2). 
 
Length of stay 
The trend over the period 1986 to 1994 in the age composition of the methadone program indicates that 
the number of individuals in their thirties have largely contributed to the growth in the size of the 
methadone program. The number of persons in the 20-29 age group peaked in early 1989 and has 
gradually declined, whereas the number of people in the 40 years and older age group has increased 
(Table 8.3; Figure 8.4). 
 
The methadone program has also achieved significant gains in the length of stay of patients, with 
sustained increases in the number of persons who have been in long term treatment. Overall the length 
of stay has nearly doubled, from a mean of 15.3 months in 1986 to a mean of 29.1 months in 1994 
(Table 8.4, Figure 8.5).  
 
That the number of persons in treatment for less than six months has remained relatively static at 
higher levels since 1990 is suggestive of underlying factors that the program is able to engage and 
retain patients over the most difficult stage of the treatment process.  
 
A recent comprehensive review of methadone treatment concluded that length of stay is the most 
significant factor in favourable treatment outcome, in terms of crime reduction and improvements in 
health and social status.  
 
“The original program devised by Dole and Nyswander for methadone maintenance was a drug 
replacement regime. A return to this basic model is suggested by the evidence reviewed. The optimum 
duration for methadone maintenance is, therefore, for as long as the patient finds it necessary to 
continue taking a daily dose of methadone. Given the chronic, relapsing nature of opioid dependence, 
there is no reason to expect that this would be for a short period of time while heroin remains relatively 
freely available in our society.”176 
 
 

                                                           
176 Ward J, Mattick R, Hall W. Key issues in methadone maintenance treatment. Sydney, University of 
New South Wales Press, 1992. 
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Table 8.2  Number of males and females and new admissions  
participating in methadone program, 1982-1994 

 
Year Quarter All admissions New admissions 

  Males Females Persons % females  

1982 January-March 77 41 118 34.7 26 
 April-June 80 50 130 38.5 18 
 July-September 88 57 145 39.3 36 
 October-December 92 59 151 39.1 20 

1983 January-March 93 56 149 37.6 27 
 April-June 81 51 132 38.6 20 
 July-September 82 52 134 38.8 15 
 October-December 78 48 126 38.1 15 

1984 January-March 87 52 139 37.4 26 
 April-June 124 76 200 38.0 49 
 July-September 141 92 233 39.5 49 
 October-December 145 94 239 39.3 34 

1985 January-March 148 90 238 37.8 33 
 April-June 182 113 295 38.3 58 
 July-September 194 136 330 41.2 73 
 October-December 202 156 358 43.6 73 

1986 January-March 179 144 323 44.6 60 
 April-June 171 129 300 43.0 29 
 July-September 163 121 284 42.6 19 
 October-December 174 122 284 42.9 47 

1987 January-March 160 110 270 40.7 26 
 April-June 150 119 269 44.2 26 
 July-September 166 130 296 43.9 36 
 October-December 181 137 318 43.1 37 

1988 January-March 201 149 350 42.6 37 
 April-June 207 157 364 43.1 47 
 July-September 243 165 408 40.4 66 
 October-December 274 183 457 40.0 80 

1989 January-March 262 193 455 42.4 47 
 April-June 271 204 475 42.9 54 
 July-September 250 182 432 42.1 25 
 October-December 246 183 429 42.6 20 

1990 January-March 259 188 447 42.1 38 
 April-June 254 192 446 43.0 26 
 July-September 265 204 469 43.5 46 
 October-December 266 201 467 43.0 39 

1991 January-March 270 202 472 42.8 34 
 April-June 294 220 514 42.8 47 
 July-September 303 212 515 41.2 31 
 October-December 294 214 508 42.1 41 

1992 January-March 295 215 510 42.2 34 
 April-June 292 213 505 42.2 34 
 July-September 301 216 517 41.8 53 
 October-December 308 227 535 42.4 42 

1993 January-March 320 232 552 42.0 47 
 April-June 331 243 574 42.3 51 
 July-September 348 253 601 42.1 53 
 October-December 356 255 611 41.7 46 

1994 January-March 362 255 617 41.3 52 
 April-June 376 269 645 41.7 46 
 July-September 386 281 667 42.1 55 
 October-December 401 288 689 41.8 49 

 
Source: Alcohol and Drug Authority. 
Note: New refers to persons not previously admitted to the WA program. 
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Table 8.3  Persons participating in methadone program  
by age group, 1986-1994 

 
  Persons  

Year Quarter 15-19 20-29 30-39 40+ All ages Mean age 

1986 January-March 2 193 118 10 323 29.1 
 April-June 2 181 108 9 300 29.6 
 July-September 1 161 112 10 284 29.7 
 October-December - 171 114 11 296 29.8 

1987 January-March 1 145 112 12 270 30.1 
 April-June 1 138 119 11 269 30.3 
 July-September 2 152 131 11 296 30.6 
 October-December 2 156 149 11 318 30.5 

1988 January-March 1 164 169 16 350 30.7 
 April-June 2 160 186 16 364 30.7 
 July-September 2 182 206 18 408 30.7 
 October-December 1 211 226 19 457 30.8 

1989 January-March - 208 228 19 455 30.8 
 April-June - 212 244 19 475 30.9 
 July-September 1 169 241 21 432 31.4 
 October-December 1 162 244 22 429 31.7 

1990 January-March 1 165 255 26 447 31.7 
 April-June 2 159 255 30 446 32.0 
 July-September 2 150 284 33 469 31.9 
 October-December 2 159 273 33 467 31.7 

1991 January-March 1 122 308 41 472 32.8 
 April-June 2 141 328 43 514 32.6 
 July-September 1 139 335 40 515 32.6 
 October-December 2 139 326 41 508 32.5 

1992 January-March 1 120 331 58 510 33.5 
 April-June 1 122 324 58 505 33.3 
 July-September - 140 325 52 517 33.0 
 October-December - 151 332 52 535 32.8 

1993 January-March 0 125 360 67 552 33.6 
 April-June 1 133 369 71 574 33.6 
 July-September 2 147 379 73 601 33.5 
 October-December 4 164 376 67 611 33.0 

1994 January-March 3 134 379 101 617 34.0 
 April-June 6 141 390 108 645 33.9 
 July-September 8 142 408 109 667 33.8 
 October-December 9 159 417 104 689 33.6 
 
Source:  Alcohol and Drug Authority. 
 
 
Length of opioid use prior to treatment 
This analysis considered the elapse of time between an individual’s age of first-time use of an opioid 
drug (in virtually all cases this was heroin) and their age of first time admission to the WA methadone 
program. As an object of treatment is to attract individuals into treatment as soon as possible in their 
drug-using career, to minimise the social costs such as crime, morbidity, hospitalisation, premature 
death etc that arise from extended illicit opioid abuse, the elapse of time between initial opioid use and 
first presentation for treatment is a potentially valuable indicator. 
 
Unpublished ADA data of new admissions to the WA methadone program for the period 1978 to 1989 
provides an understanding of the exposure of the WA methadone population to illicit opioids, 
particularly heroin, prior to admission. 
 
Over this period of time between first-time illicit heroin use and treatment the individual user may have 
either -  
 
• intermittently used heroin; 
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• voluntarily abstained from heroin; 
• sought other forms of treatment eg by admission to treatment program; 
• undertake enforced abstinence eg by imprisonment; or 
• become dependent on heroin. 
 
In the period 1978 to 1989 there was a total of 1,641 first-time admissions to the WA methadone 
program for whom there was valid data on age of age of first use of an opioid, the date of first 
admission to treatment and year of birth. Over this 12 year period the duration between first use of an 
opioid and the first admission to methadone increased, from a mean of 3.8 years in 1978 to a means of 
9.2 years in 1989 (Table 8.5). 
 
The data in relation to the year of first use of an opioid, computed from the age of first use of an opioid 
and the year of birth, indicates a pronounced peak in the number of individuals in the period 1974 to 
1977. Overall 736 (44.8%) of all new admissions to methadone first used an opioid in the 1974 to 1977 
period. 
 
The relatively large number of individuals presenting for first-time methadone who had been exposed 
to heroin in the mid to late 1970s period resulted in a pronounced pattern of short histories of exposure 
to opioids  in cohorts admitted to methadone over the 1978 to 1983 period (Figure 8.6). 
 
Over the period 1984 to 1989 an increasing number of individuals presenting for first-time methadone 
treatment had longer histories of opioid use (Figure 8.7). For instance, there was an increase in the 
proportion of persons who had first used opioids before 1974, with 42 (17.6%) of new admissions in 
1988 and 25 (17.5%) of admissions in 1989, first using  illicit opioids prior to 1974. 
 
Data from this analysis indicates whereas for most of the period a considerable number of first-time 
admissions to methadone treatment occurred within the first five years of their opioid using history, by 
the late 1980s there had been a shift to a pattern of people with opioid using histories extending over a 
considerable period of time before seeking methadone treatment for the first-time. 
 
This information may be a tentative indication that in the late 1980s there were fewer individuals 
taking up heroin use and that much of population of heroin users in the State consisted of individuals 
who had been exposed to the drug for extended periods of time. It would be likely, therefore, that many 
of these individuals would have experienced the accumulated deleterious social, legal, medical and 
psychological consequences that arise from prolonged opioid abuse. 
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Table 8.4  Persons participating in methadone program  
by length of stay (months), 1982-1994 

 
  Length of stay (months)  Total 

Year Quarter 0 - 5.9 6 - 11.9 12 - 23.9 24 - 59.9 60 + mean  

1986 January-March 106 89 66 56 6 15.3 323 
 April-June 82 62 81 68 7 17.4 300 
 July-September 67 60 86 62 9 18.8 284 
 October-December 94 48 81 62 11 18.4 296 

1987 January-March 90 26 67 75 12 20.9 270 
 April-June 81 40 47 88 13 21.8 269 
 July-September 94 54 42 90 16 21.3 296 
 October-December 110 53 46 90 19 21.0 318 

1988 January-March 124 62 51 90 23 20.5 350 
 April-June 123 66 64 84 27 20.7 364 
 July-September 147 80 76 77 28 19.6 408 
 October-December 181 91 77 82 26 18.5 457 

1989 January-March 162 92 81 83 37 19.9 455 
 April-June 148 109 94 84 40 20.3 475 
 July-September 124 89 94 85 40 22.5 432 
 October-December 92 95 109 88 45 24.1 429 

1990 January-March 120 87 100 89 51 24.0 447 
 April-June 120 67 114 87 58 24.4 446 
 July-September 134 78 112 91 54 22.6 469 
 October-December 128 86 95 106 52 23.6 467 

1991 January-March 127 86 102 102 55 24.2 472 
 April-June 143 97 95 123 56 24.0 514 
 July-September 126 98 107 130 54 24.9 515 
 October-December 124 91 112 130 51 25.3 508 

1992 January-March 124 88 110 137 51 24.2 510 
 April-June 118 83 118 134 52 24.2 505 
 July-September 125 75 110 153 54 27.1 517 
 October-December 137 82 109 152 55 26.8 535 

1993 January-March 131 88 118 150 65 27.5 552 
 April-June 144 81 114 162 73 28.0 574 
 July-September 160 89 112 162 78 27.8 601 
 October-December 151 107 111 157 85 27.9 611 

1994 January-March 143 120 106 162 86 28.0 617 
 April-June 146 105 135 169 90 28.4 645 
 July-September 120 104 149 198 95 28.9 667 
 October-December 133 108 150 201 101 29.1 689 

 
Source:   Alcohol and Drug Authority. 
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Table 8.5  New admissions to methadone program, 1978-1989 
year of first reported use of opioids 

 
 Year first admitted to WA methadone program 

Year first used 
opioid 

1978 1979 1980 1981 1982 1983 1984 1985 1986 1987 1988 1989 1978-89 

1960    2 1        3 

1961    1         1 

1962     1  1  1    3 

1963           1  1 

1964             0 

1965         1    1 

1966 1  1      1  1  4 

1967 2 1  2       1 1 7 

1968 4 4 1    2  2  4 1 18 

1969 2 2  1 3 2 1  3  5 1 20 

1970 8 3 3 2 3 3 10 2 3 3 3 1 44 

1971 13 11 4 2 2  4 2 4 3 3 3 51 

1972 15 11 4 3 5 4 6 7 3 5 4 3 70 

1973 20 11 8 3 6 5 3 6 8 2 6 9 87 

1974 31 15 10 8 3 2 7 20 11 4 14 6 131 

1975 31 20 3 8 12 9 12 22 10 8 8 9 152 

1976 44 15 12 8 16 11 24 22 12 9 19 9 201 

1977 31 18 6 9 14 7 18 12 8 10 12 2 147 

1978 2 7 7 9 8 5 13 22 8 4 7 13 105 

1979   1 5 7 4 7 9 11 8 13 12 77 

1980    5 11 5 17 12 11 8 19 7 95 

1981     8 7 15 20 7 7 12 7 83 

1982      4 15 28 17 7 23 7 101 

1983       6 23 9 18 20 11 87 

1984       2 9 9 12 26 6 64 

1985        4 1 9 9 10 33 

1986          2 13 12 27 

1987           12 6 18 

1988           3 6 9 

1989            1 1 

Total 204 118 60 68 100 68 163 220 140 119 238 143 1,641 

Mean years of 
opioid use 

3.8 4.9 5.6 6.1 6.0 6.5 6.9 6.6 8.5 7.6 8.4 9.2 6.8 

 
Source:   Alcohol and Drug Authority. 
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Dispensing locations 
The other characteristic of the WA methadone program is the development of a network of community 
pharmacies to undertake dispensing methadone to patients. This has resulted in between one third and 
40% of doses being dispensed through retail pharmacies (Table 8.6). 
 
 
Table 8.6  Number of monthly attendances and doses  

by dispensing outlet, 1993/94 
 

Month  Daily doses Total (mls) 

 Total 
persons 

WSC Chemist Elsewhere Take 
aways 

Total  

Jul-93 570 9,430 6,324 1,150 9 16,913 196,642 

Aug-93 580 9,448 6,475 1,126 12 17,061 193,941 

Sep-93 601 9,272 6,387 1,122 8 16,789 188,422 

Oct-93 590 9,927 6,446 1,195 12 17,580 222,629 

Nov-93 599 8,867 6,057 1,130 8 16,062 171,576 

Dec-93 611 10,317 6,034 1,299 19 17,669 168,366 

Jan-94 606 9,848 6,553 1,477 21 17,899 165,071 

Feb-94 611 9,256 5,791 1,231 15 16,293 160,148 

Mar-94 617 10,341 6,445 1,368 17 18,171 185,746 

Apr-94 632 10,428 6,312 1,361 26 18,127 208,657 

May-94 644 10,864 6,561 1,449 18 18,892 177,124 

Jun-94 645 10,293 6,553 1,561 25 18,432 125,148 

Total 7,306 118,291 75,938 15,469 190 209,888 2,163,470 

Mean 609 56.4% 36.2% 7.4% 0.1% 100.0% 51.5 mgs* 

Mean/month 608.8 9857.6 6328.2 1,289.1 15.8 17,490.7 180,289.2 

 
Note: * Daily average methadone dose in milligrams, based on formulation of 5 mgs per ml of dispensed 

methadone. 
 WSC = William Street Clinic  
 
 

8.2.3 COST OF METHADONE TREATMENT 
 
A study of the cost of providing methadone treatment in 1986, published in 1989, estimated a mean 
cost of treatment per month of $222.86 (in 1986 dollars) per patient, based on an average monthly 
treatment population of 333 patients.177 The mean cost of treatment expressed as daily doses, was 
$8.29 per dose, based on a total of 107,469 daily doses dispensed in 1986, with a total cost of $890,534 
of the methadone program. 
 
In 1993/94 it cost a total of $1,267,736 to run the State’s methadone program (Table 2.19). The mean 
cost of treatment per month, based on an average monthly treatment population of 609 (see Table 8.6), 
was estimated as $173.53 per patient, in the year ended 30 June 1994. The mean cost of treatment 
expressed as dispensed daily doses, was $6.04 per dose. 
 
It should be noted that patients are usually charged a daily fee for doses dispensed by chemists, 
believed to be an average of $3 per dose in 1993/94. This means that patients provided with doses 
through retail pharmacies were estimated to have contributed a total of $227,814 towards their 
treatment. Doses recorded as dispensed “elsewhere” refer to patients who obtained doses from regional 
hospitals outside the metropolitan area, for which a dispensing fee is not charged. 
 

                                                           
177 Swensen G. “The costs of the Western Australian methadone program.” (1989) 8 Australian 
Drub/Alcohol Review 35. 
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Figure 8.2 Number of unique persons per year  
participating in methadone program, 1973-1994 
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Figure 8.3 Persons participating in methadone program 
by sex, 1982-1994 
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Figure 8.4 Persons participating in methadone program  
by age group, 1986-1994 
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Figure 8.5 Persons participating in methadone program  
by length of stay (months), 1986-1994 
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Figure 8.6 New admissions to methadone program, 1978-1983 
years of exposure to opioids 

 

1983

1982 1981

1980
1979

1978

0

10

20

30

40

50

60

70

80

90

100
25 24 23 22 21 20 19 18 17 16 15 14 13 12 11 10 9 8 7 6 5 4 3 2 1 0

Years of exposure (from first use of opioids to first methadone)

N
um

be
r o

f a
dm

is
si

on
s/

ye
ar

1978
1979
1980
1981
1982
1983

 
 
 
Figure 8.7 New admissions to methadone program, 1984-1989 

years of exposure to opioids 
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8.3 COURT DIVERSION SERVICE 
 

8.3.1 INTRODUCTION 
 
The Court Diversion Service (CDS) has operated since February 1988. It was established as a service 
jointly run by the ADA, the Ministry of Justice, and non government organisations (NGOs).178 
 
The purpose of the CDS is to coordinate and oversee the release on bail people charged with certain 
types of drug-related offences on condition they consent to treatment. 
 
The “diversion” involves attendance at designated D&A programs and at the expiration of the bail 
period, when the offender returns to court to have the charge heard, the court is provided with a 
sentencing option. The inducement for participation in diversion is that a court is likely to grant a 
period of probation in lieu of other penalties on conviction, if the person has obtained a favourable 
report through attendance at the treatment program. 
 
The exclusive criteria for referral to the CDS as defined at the time of its establishment were179 - 
 
1) serious drug trafficking or dealing offences;  
2) a history of prior convictions involving violence;  
3) problematic or dependent use of alcohol or cannabis; or  
4) a previous failure as a client of the CDS within the past 12 months.  
 
The inclusive criteria for referral to the CDS were charges that involved -  
 
1) the use of an illicit substance; or  
2) a property offence where the offender was dependent or had a history of problematic use of an 

illicit substance. 
 
The CDS delays hearing of charges and entails some deprivation by the threat that otherwise offenders 
are likely to be dealt with more harshly if they do not engage in a treatment program. This method of 
treatment has been described as “coerced voluntarism”.180 
 
 

8.3.2 STATISTICAL PROFILE 1988-1994 
 
Whereas it was expected that the CDS would be utilised especially by the higher courts as an 
alternative to imprisonment,  it can be seen over the period, especially since 1992, that the Courts of 
Petty Sessions have become the most important source of referral (Table 8.7; Figure 8.8). 
 
 

                                                           
178 Known as the Department of Corrective Services before establishment of Ministry on 1 July 1993. 
179 Rigg J. The diversion of drug using offenders: an evaluation of the Court Diversion Service, Perth, 
Western Australia. Dissertation submitted for LLB, University of Western Australia, 1994, 40.  
180 Peyrot M. “Coerced voluntarism the micropolitics of drug treatment.” (1985) 13 Urban Life, 343. 
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Table 8.7 Number of referrals per 6 months by court of referral 
period ended June 1988 - period ended June 1994 

 
Referring court Jun-88 Jun-89 Jun-90 Jun-91 Jun-92 Jun-93 Jun-94 1988-1994 

Court of Petty Sessions 26 42 24 48 78 83 102 403 
District Court 12 20 14 13 9 10 9 87 
Supreme Court 1 4 4  3 7 1 20 
Children's Court - - 2 3 10 7 1 23 

All referrals 39 66 44 64 100 107 113 533 

 
 Source:  Rigg (1994). 
 
 
Since the early 1990s the target population has in accordance with drug use patterns, indicated a 
marked increase in the number of referrals for the amphetamine group compared to the opiate group 
(Table 8.8; Figure 8.9).  
 
For instance, since 1992, each year there has been a greater number of psychostimulant referrals 
compared to opioid referrals. For instance, there were more than twice as many psychostimulant as 
opioid referrals in 1994. 
 
 
Table 8.8 Number of annual referrals by principal drug problem 

(based on samples) 1988-1994 
 
Principal drug used 1988 1989 1990 1991 1992 1993 1994 1988-1994 

Psychostimulants 0 9 8 13 34 47 40 151 
Opioid 24 27 16 16 21 22 18 144 
Cannabis 1 2 2 2 4 3 4 18 
Alcohol 2 1 1 1 2 2 2 11 
Benzodiazepines 1 4 1 1 3 1 1 12 
Solvents - - - - - 1 - 1 
Cough syrup - - - 1 2 2 - 5 
Ecstasy - 1- - - - - - 1 
Hallucinogens - - 1 - 2 1 1 5 
Other drugs 0 1 1 1 4 4 1 12 
 
Source: Rigg (1994). 
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Figure 8.8 Number of six monthly referrals by court of referral  
period ended June 1988 to period ended June 1994 
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Figure 8.9 Number of annual referrals by principal drug problem  
(based on samples) 1988 -1994 
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In conjunction with the increase in amphetamine users, since 1992 there has been a pronounced 
increase of users in the 17-19 and 20-24 age groups, compared to older age groups (Table 8.9; Figure 
8.10). 
 
 
Table 8.9 Number of referrals by age group  

(based on samples) 1988-1994 
 
Age 1988 1989 1990 1991 1992 1993 1994 1988-1994 

17-19 3 5 4 6 12 23 17 70 
20-24 6 9 6 4 21 32 22 100 
25-29 10 13 8 12 17 9 14 83 
30+ 9 17 11 12 20 15 13 97 

All ages 28 44 29 34 70 79 66 350 
 
Source: Rigg (1994). 
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Figure 8.10 Number of annual referrals by age group  
(based on samples) 1988 -1994 
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8.4 SOBERING UP SHELTERS 
 

8.4.1 INTRODUCTION 
 
On 27 April 1990 legislation was passed by the State Government decriminalising public drunkenness 
in Western Australia. The Government’s support for sobering up centres was consistent with 
recommendations in the Report of the Royal Commission into Aboriginal Deaths in Custody 
(RCIADIC). 
 
Following the passing of the legislation, the Government announced funding to establish four sobering 
up centres in Perth, Port Hedland, Halls Creek and Fitzroy, areas identified as having the highest 
priority for sobering up services from police detention data for the State.  
 
Though there is no formal agreement between the State and the Commonwealth concerning the 
establishment of sobering up centres, the Aboriginal and Torres Strait Islanders Commission (ATSIC) 
has in most cases provided the capital costs while the State has provided the operating costs. 
 
 

8.4.2 OVERVIEW 
 
The increased use of sobering up shelters as a service for intoxicated persons is indicated from total 
admissions, which have increased every year since 1990 (Table 8.10). Since May 1990 when the first 
sobering up centre was opened in Perth, to December 1994, a total of 9,279 admissions have been 
recorded.   
 
Sobering up centres have been opened progressively in identified high priority areas to include Port 
Hedland (April 1991), Halls Creek (September 1992), Roebourne (February 1993), Fitzroy (March 
1994) and Kalgoorlie (June 1994).  Taking the progressive development of sobering up centres into 
account, it is estimated the total number of admissions for the same time period would have been 
approximately doubled if these facilities were fully operational for the entire period 1990-1994, since 
decriminalisation of drunkenness was introduced in Western Australia. 
 
Of the 9,279 admissions recorded over the period 1990 to 1994, 7,897 were Aboriginal, representing, 
85% of the overall total. The pattern in referrals and the positive impact sobering up shelters have on 
police activity is shown for the year 1994 - 
 
• a total of 2,298 admissions to the Halls Creek Centre, of whom 80% were referred by police to the 

sobering up centre; 
• there were 1,960 admissions to the Port Hedland Sobering Up Centre, of whom 41% were referred 

by police (compared to 1,816 admissions for the year 1992/93 and 1,066 for the year 1991/92); 
• since the opening of the Kalgoorlie Sobering Up Centre in June 1994, there have been a total of 

1,037 admissions; and 
• there were 1,807 admissions at the Perth Sobering Up Centre, 37% of whom were referred by 

police. 
 
The significance of sobering up shelters in providing a service to Aboriginal communities in particular 
is apparent from (Table 8.11; Figure 8.11). 
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Table 8.10 Numbers of admissions to sobering-up shelters by Aboriginality, 
1990-1994 

 

Year Quarter Admissions All 

  Aborigines % Non Aborigines %  

1990 April-June 6 12.5 42 87.5 48 
 July-September 12 12.0 88 88.0 100 
 October-December 74 28.5 186 71.5 260 

 Total 92 22.5 316 77.5 408 

1991 January-March 107 33.8 210 66.2 317 
 April-June 176 49.4 180 50.6 356 
 July-September 232 49.8 234 50.2 466 
 October-December 286 54.0 243 45.9 529 

 Total 801 48.0 867 52.0 1,668 

1992 January-March 497 61.4 312 38.6 809 
 April-June 400 56.2 312 43.8 712 
 July-September 595 71.8 234 28.2 829 
 October-December 962 76.2 300 23.8 1,262 

 Total 2,454 67.9 1,158 32.1 3,612 

1993 January-March 1,318 82.3 284 17.7 1,602 
 April-June 1,342 82.8 278 17.2 1,620 
 July-September 1,260 79.0 334 21.0 1,594 
 October-December 1,351 81.5 307 18.5 1,658 

 Total 5,271 81.4 1,203 18.6 6,474 

1994 January-March 1,640 84.6 298 15.4 1,938 
 April-June 1,578 84.5 290 15.5 1,868 
 July-September 2,668 85.2 464 14.8 3,132 
 October-December 2,011 85.9 330 14.1 2,341 

 Total 7,897 85.1 1,382 14.9 9,279 

 
 Source:   Alcohol and Drug Authority 
 
 
Figure 8.11 Number of quarterly admissions to sobering-up shelters by 

Aboriginality, 1990-1994 
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Table 8.11  Admissions to sobering-up shelters by locality, 1990-1994 
 

 1990  1991 1992 1993  1994 

 Qtr 2 Qtr 3 Qtr 4  Qtr 1  Qtr 2 Qtr 3 Qtr 4 Qtr 1 Qtr 2 Qtr 3 Qtr 4 Qtr 1 Qtr 2 Qtr 3 Qtr 4  Qtr 1 Qtr 2 Qtr 3 Qtr 4

Perth                        
Aboriginal 6 12 74  107 104 64 101  106 91 89 72  77 95 92 103  96 136 164 86 

Other 42 88 186  210 180 230 242  311 305 233 293  282 272 324 301  287 283 435 320 

Total 48 100 260  317 284 294 343  417 396 322 365  359 367 416 404  383 419 599 406 

South Hedland                        

Aboriginal      72 168 185  391 309 328 294  674 510 439 653  727 432 463 310 

Other      0 4 1  1 7 1 7  2 4 10 5  8 2 17 1 

Total      72 172 186  392 316 329 301  676 514 449 658  735 434 480 311 

Halls Creek                        
Aboriginal            178 596  426 603 649 476  546 413 763 574 

Other            0 0  0 1 0 1  1 0 0 1 

Total            178 596  426 604 649 477  547 413 763 575 

Roebourne                        
Aboriginal               141 134 80 119  216 132 201 239 

Other               0 1 0 0  2 4 1 0 

Total               141 135 80 119  218 136 202 239 

Fitzroy Crossing                        
Aboriginal                    55 335 481 511 

Other                    0 0 0 0 

Total                    55 335 481 511 

Kalgoorlie                        
Aboriginal                     130 596 291 

Other                     1 11 8 

Total                     131 607 299 

All centres                        
Aboriginal 6 12 74  107 176 232 286  497 400 595 962  131

8 
134

2 
126

0 
135

1 
 164

0 
157

8 
266

8 
201

1 

Other 42 88 186  210 180 234 243  312 312 234 300  284 278 334 307  298 290 464 330 

Total 48 100 260  317 356 466 529  809 712 829 126
2 

 160
2 

162
0 

159
4 

165
8 

 193
8 

186
8 

313
2 

234
1 

 
Source:  Alcohol and Drug Authority. 
Note: Perth opened May 1990, South Hedland opened April 1991, Halls Creek opened September 1992, Roebourne opened 

February 1993, Fitzroy Crossing opened March 1994, Kalgoorlie opened June 1994. 
 
 

8.4.3 EDUCATION AND AWARENESS PROGRAMS 
 
Considerable amounts of time and resources have been invested to provide education and awareness 
programs throughout Western Australia to complement the sobering up centre services.  Special 
programs include training programs for staff of the sobering up centres to equip them with first aid 
skills and knowledge required to manage sick clients.  This is necessary to ensure safe levels of care 
and referral to hospital where necessary. 
 
The Health Department of WA (HDWA) has also contracted the ADA for the delivery of knowledge 
and skills based alcohol education programs (Minu Warni Project) to Aboriginal community groups 
throughout the State.  This program is designed to skill Aboriginal workers in the addictions area to 
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enable them to respond to alcohol problems more effectively.  Those who complete the program 
successfully are then expected to teach others these skills in a culturally appropriate way.   
 
To date these programs have been conducted in the Kimberley, Gascoyne-Murchison, South-West and 
Goldfields regions of the State.  There are plans to extend the program further. 
 
 

8.4.4 COST OF SOBERING UP SHELTER PROGRAM 
 
As at December 1994 six sobering up shelters had been established in Perth, Port Hedland, Fitzroy 
Crossing, Halls Creek, Kalgoorlie and Roebourne. 
 
A further three centres are currently under construction with capital funding from either the HDWA or 
ATSIC. These are Kununurra (capital from Health), Wiluna (ATSIC) and Derby (ATSIC). 
 
The development of three further centres is currently being pursued by the Health Department in 
response to requests from the communities concerned. These are Midland, Geraldton and Wyndham. 
 
The recurrent cost of sobering up shelters in 1994/95 was estimated to be $1,863,665. The HDWA 
anticipates increases in 1995/96 for the part year operation of the three centres under construction, and 
in 1996/97 for these centres and the others being developed. 
 
 

8.5 ADA PROGRAMS 
 

8.5.1 RESIDENTIAL DETOXIFICATION PROGRAMS 1988-1994 
 
8.5.1.1 Number of admissions by sex 
 
There were 4,163 admissions to ADA residential detoxification programs over the period 1988-1994, 
2,938 (70.6%) involved males and 1,225 (29.4%) involved females. Of all admissions, 2,550 (61.2%) 
were new admissions and 1,610 (38.8%) were readmissions (Table 8.12).  
 
The reduction in the quarterly number of all admissions that occurred after the June 1991 quarter is 
attributable to the amalgamation of formerly separate licit and illicit drug detoxification programs at 
the Central Drug Unit (CDU) site in Moore Street East Perth (Figure 8.12).  
 
Prior to June 1991 the ADA operated a detoxification program for licit drug abusers at Carrellis Centre 
in Mount Lawley, with a program tailored for illicit drug abusers being provided from the CDU site in 
East Perth. Before amalgamation the total number of admissions to all ADA residential detoxification 
programs fluctuated between about 100 and 150 per quarter; after amalgamation there has been about 
100 to 120 admissions per quarter (Table 8.12). 
 
There was an overall decrease in the number of new admissions per quarter to the ADA residential 
detoxification programs over the period 1988-1991; since 1992 the number of new admissions has 
remained relatively constant, at about 70-80 per quarter (Figure 8.13). 
 
Over the period 1988 to early 1991 there was a pattern of increasing numbers of readmissions per 
quarter, particularly of males. However, since the June 1991 quarter the number of readmissions has 
tended to fluctuate at around 50-60 per quarter (Figure 8.14). 
 
There has been a pattern for males attending ADA residential detoxification programs to be somewhat 
older than females. The average age of all males has tended to be about 37 to 40 years for most 
quarters over the period, with new males being slightly younger than readmitted male clients (Table 
8.13).  
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The recent decline in the average ages of both male and female new admissions to residential 
detoxification programs may be related to greater number of amphetamine abusers being admitted for 
inpatient treatment, as part of a court-ordered treatment in conjunction with the CDS (Figure 8.15). 
 
8.5.1.2 Number of admissions by type of drug and age group 
 
Over the period 1988-1994 there were 4,103 admissions for whom there was valid data for age and 
principal drug problem of which - 
 
• 2,080 (50.7%) involved alcohol; 
• 657 (16.0%) involved  illicit opiates; 
• 227 (5.5%) involved prescribed opiates; 
• 288 (7.0%) involved benzodiazepines; 
• 339 (8.3%) involved amphetamines; 
• 4 (0.1%) involved cocaine; 
• 17 (0.4%) involved cannabis; and 
• 486 (11.8%) involved other and unspecified drugs. 
 
Over the period for which there is full year data, from 1989 to 1994, the total number of admissions for 
all types of drugs decreased by 16%, from a peak of 683 admissions in 1989 to 574 admissions in 1994 
(Table 8.14).  
 
The increase of about 30 admissions per year in 1993 and 1994 may indicate an underlying trend for 
further growth in admissions to ADA residential detoxification programs, as the CDU becomes 
established as a facility for both licit and illicit drug abusers. 
 
There has been a marked decline in the number of admissions for other and unspecified drugs since 
1990 compared to increases in the annual number of admissions in relation to psychostimulants and 
illicit opioids. There have been similar numbers of admissions per year for abusers of either 
benzodiazepines or prescribed opiates  (Figure 8.16). 
 
There were different age-related patterns in admissions to ADA residential detoxification programs 
over the period. For instance, there was a consistent pattern for older persons to be admitted to ADA 
residential programs in the period 1988 to 1994 with a principal problem due to alcohol abuse. In this 
group the greatest number of admissions involved the 50-59 and 60 years and older age groups, many 
of whom would have been suffering from social and health problems due to the long-term effects of 
chronic alcohol abuse (Table 8.14). 
 
In relation to illicit opiates the treatment population mostly involved those from the 20-29 and 30-39 
age groups, whereas amphetamine abusers came from a somewhat younger age group.  
 
Overall, there were very few admissions from the 10-19 age group, with a total of 117 (2.8%) 
admissions, with about one quarter of admissions of this age group involving alcohol abuse and 
another one quarter of admissions involving amphetamine abuse. 
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Figure 8.12 Number of quarterly admissions - all admissions 
ADA residential detoxification programs, 1988-1994 
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Figure 8.13 Number of quarterly admissions - new admissions 

ADA residential detoxification programs, 1988-1994 
 
 

0

20

40

60

80

100

120

140

160

88
Q

tr2

88
Q

tr4

89
Q

tr2

89
Q

tr4

90
Q

tr2

90
Q

tr4

91
Q

tr2

91
Q

tr4

92
Q

tr2

92
Q

tr4

93
Q

tr2

93
Q

tr4

94
Q

tr2

94
Q

tr4

Males
Females

No. of admissions

1988 1989 1990 1991 1992 1993 1994
 

 
 



 Page - 221

Figure 8.14 Number of quarterly admissions - readmissions 
ADA residential detoxification programs, 1988-1994 
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Figure 8.15 Number of quarterly admissions - new admissions 

by sex and average age 
ADA residential detoxification programs, 1988-1994 
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Figure 8.16 Number of admissions per year  
by principal drug problem 
ADA residential detoxification programs, 1988-1994 
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Table 8.12 Number of admissions to residential detoxification programs by 
admission type and sex, 1988-1994 

 
  New admissions  Readmissions  All admissions 

Year Quarter Males Females All  Males Females All  Males Females All 

1988 April-June 82 24 106  2 3 5  84 27 111 
 July-September 128 47 175  16 5 21  144 55 196 
 October-December 98 34 132  35 15 50  133 49 182 

 Total 308 105 413  53 23 76  361 131 489 

1989 January-March 100 46 146  40 18 58  140 64 204 
 April-June 82 28 110  45 15 60  127 43 170 
 July-September 62 27 89  56 9 65  118 36 154 
 October-December 57 33 90  49 16 65  106 49 155 

 Total 301 134 435  190 58 248  491 192 683 

1990 January-March 73 37 110  56 18 74  129 55 184 
 April-June 59 34 93  51 21 72  110 55 165 
 July-September 68 22 90  46 15 61  114 37 151 
 October-December 77 30 107  67 22 89  144 52 196 

 Total 277 123 400  220 76 296  497 199 696 

1991 January-March 86 44 130  70 21 91  156 65 221 
 April-June 50 21 71  34 6 40  84 27 111 
 July-September 73 30 103  41 14 55  114 44 158 
 October-December 54 22 76  56 17 73  110 39 149 

 Total 263 117 380  201 58 259  464 175 639 

1992 January-March 57 23 80  49 19 68  106 42 148 
 April-June 44 24 68  32 18 50  76 42 118 
 July-September 54 23 77  41 20 61  95 43 138 
 October-December 57 20 77  41 15 56  98 35 133 

 Total 212 90 302  163 72 235  375 162 537 

1993 January-March 50 22 72  55 21 76  105 43 148 
 April-June 46 24 70  30 16 46  76 40 116 
 July-September 53 24 77  45 22 67  98 46 144 
 October-December 54 25 79  37 19 56  91 44 135 

 Total 203 95 298  167 78 245  370 173 543 

1994 January-March 54 34 88  32 26 58  86 60 146 
 April-June 51 25 76  42 11 53  93 36 129 
 July-September 50 26 76  54 27 81  104 53 157 
 October-December 52 30 82  45 14 59  97 44 141 

 Total 207 115 322  173 78 251  380 193 573 

1988-1994 1771 779 2550  1167 443 1610  2938 1225 4163 

 
 Source: Alcohol and Drug Authority. 
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Table 8.13 Average ages of admissions to residential detoxification programs 
by sex, 1988-1994 

 
  New admissions  Readmissions  All admissions 

Year Quarter Males Females All  Males Females All  Males Females All 
1988 April-June 36.4 35.5 36 2  36.5 35.7 36.0  36.4 35.5 36.2 
 July-September 37.5 34.6 36.7  37.3 35.0 36.7  37.5 35.0 36.7 
 October-December 38.5 33.1 37.1  39.1 33.5 37.4  38.7 33.3 37.2 

1989 January-March 40.1 34.6 38.3  38.7 36.7 38.0  39.7 35.1 38.3 
 April-June 35.5 40.1 36.7  40.2 34.3 38.7  37.2 38.1 37.4 
 July-September 36.4 32.3 35.2  36.5 34.1 36.1  36.5 32.8 35.6 
 October-December 36.5 29.8 34.1  39.8 36.9 39.1  38.1 32.1 36.2 

1990 January-March 37.5 35.2 36.8  38.1 35.6 37.5  37.8 35.4 37.1 
 April-June 36.2 34.5 35.8  39.8 30.6 37.1  37.8 33.0 36.2 
 July-September 33.7 29.2 32.6  37.3 37.4 37.4  35.2 32.5 34.5 
 October-December 37.0 31.0 35.3  35.7 33.6 35.2  36.4 32.1 35.3 

1991 January-March 36.8 36.0 36.5  38.3 35.9 37.8  37.5 36.0 37.0 
 April-June 38.7 34.4 37.4  44.5 31.7 41.3  41.1 33.4 39.0 
 July-September 33.6 33.1 33.5  40.4 35.9 39.2  36.1 34.0 35.5 
 October-December 34.7 31.1 33.7  37.5 36.4 37.2  36.1 33.4 35.4 

1992 January-March 35.3 32.9 34.6  38.7 33.7 37.3  36.9 33.3 35.9 
 April-June 35.9 36.4 36.1  38.6 36.9 38.0  37.1 36.6 36.9 
 July-September 35.2 30.2 33.7  37.6 34.6 36.6  36.3 32.2 35.0 
 October-December 36.1 29.7 34.4  39.9 31.3 37.6  37.7 30.4 35.7 

1993 January-March 34.9 33.1 34.4  38.3 32.3 36.6  36.7 32.7 35.5 
 April-June 36.3 33.7 35.4  39.1 35.7 37.9  37.4 34.5 36.4 
 July-September 37.6 33.3 36.2  39.1 38.7 38.9  38.3 35.9 37.5 
 October-December 37.0 37.7 37.2  38.5 33.3 36.7  37.6 35.8 37.0 

1994 January-March 40.0 31.7 36.8  40.3 35.1 38.0  40.1 33.2 37.2 
 April-June 36.2 38.8 37.1  42.7 36.9 41.5  39.1 38.2 38.9 
 July-September 33.4 31.1 32.6  40.2 39.1 39.8  36.9 35.2 36.3 
 October-December 33.3 33.4 33.3  37.4 36.8 37.3  35.2 34.5 35.0 

 
Source: Alcohol and Drug Authority. 
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Table 8.14  Number of admissions to residential detoxification programs 
by principal drug problem by age group, 1988-1994 

 
 

 
Principal drug 
problem 

Year Age group 

  10-19 20-29 30-39 40-49 50-59 60+ 
Alcohol 1988 5 36 65 67 48 14 
 1989 5 41 118 91 55 34 
 1990 6 35 97 67 41 12 
 1991 8 59 94 89 46 25 
 1992 4 49 111 82 39 13 
 1993 2 45 100 94 40 22 
 1994 2 40 109 91 59 20 

 1988-1994 32 305 694 581 328 140 

Illicit Opiates 1988 2 50 32 4 0 0 
 1989 1 55 41 0 0 0 
 1990 6 57 61 3 0 0 
 1991 3 43 37 3 0 0 
 1992 1 35 35 2 0 0 
 1993 5 36 33 8 0 0 
 1994 5 46 47 6 0 0 

 1988-1994 23 322 286 26 0 0 

Prescribed opiates 1988 0 7 8 1 0 0 
 1989 0 22 24 0 0 0 
 1990 1 11 15 0 0 0 
 1991 1 8 13 0 0 0 
 1992 0 10 12 3 0 0 
 1993 0 15 25 7 2 0 
 1994 1 9 23 9 0 0 

 1988-1994 3 82 120 20 2 0 

Benzodiazepines 1988 3 10 6 5 1 0 
 1989 1 19 27 3 0 2 
 1990 1 17 19 1 2 0 
 1991 3 17 16 6 1 0 
 1992 1 17 22 5 2 0 
 1993 2 16 23 3 2 0 
 1994 0 11 18 4 1 1 

 1988-1994 11 107 131 27 9 3 

Amphetamines 1988 1 14 2 0 0 0 
 1989 5 26 12 3 2 0 
 1990 7 44 20 0 0 0 
 1991 7 30 5 4 0 0 
 1992 3 22 17 1 0 0 
 1993 2 34 15 2 0 0 
 1994 5 37 17 2 0 0 

 1988-1994 30 207 88 12 2 0 

Cannabis 1988 0 1 0 0 0 0 
 1989 0 7 2 0 0 0 
 1990 0 2 0 0 0 0 
 1991 2 0 0 0 0 0 
 1992 0 0 0 0 0 0 
 1993 0 2 1 0 0 0 
 1994 0 0 0 0 0 0 

 1988-1994 2 12 3 0 0 0 

All drugs 1988 15 140 146 106 63 23 
 1989 13 187 254 117 68 44 
 1990 25 186 254 109 66 22 
 1991 28 173 200 133 66 28 
 1992 9 149 205 96 42 14 
 1993 11 151 204 116 44 22 
 1994 16 146 217 113 61 21 

 1988-1994 117 1,132 1,480 790 410 174 

 
Source: Alcohol and Drug Authority. 
Note: Barbiturates, cocaine and other drug group excluded. 
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8.5.2 ALL ADA TREATMENT PROGRAMS 1988-1994 
 
8.5.2.1 Number of admissions 
 
Over the period 1988-1994 there were 9,472 new admissions to all ADA programs,181 of which (Table 
8.15) - 
 
• 4,575 (48.3%) were alcohol-related; 
• 1,295 (13.7%) were illicit opiate-related; 
• 997 (10.5%) were amphetamine-related; 
• 468 (4.9%) were cannabis-related; 
• 254 (2.7%) were benzodiazepine-related; 
• 180 (1.9%) were prescribed opiate-related; 
• 160 (1.7%) were other drug-related; 
• 9 (0.1%) were cocaine-related;  
• 7 (0.1%) were barbiturate-related; and 
• 1,526 (16.1%) admissions for which information about the principal drug problem was not 

available. 
 
 
8.5.2.2 Alcohol 
 
There were between 550 and 700 new alcohol-related male admissions to all ADA programs over the 
period 1988 to 1994. After an increase to just over 550 admissions in 1989, the number of admissions 
per year decreased, to 480 in 1991. Since 1992 the number of new male admissions per year has 
fluctuated between about 515 and 530 per year (Table 8.15; Figure 8.17). 
 
The number of new alcohol-related female admissions has increased by almost two-thirds, from 109 
admissions in 1988 to 178 admissions in 1994. Whereas in 1988 the ratio of male female admissions 
was 1:4.1, by 1994 this had decreased to a ratio of 1:3 (Table 8.15; Figure 8.18). 
 
Overall alcohol-related admissions mostly involved middle-aged adults, with the greatest number of 
admissions occurring in the 20-29 age group, followed by the 30-39 age group and the 40-49 age 
group. The number of admissions per year for each age group remained  relatively static, except for the 
30-39 age group, which experienced an upward trend since 1991 (Figure 8.19). 
 
8.5.2.3 Benzodiazepines 
 
Admissions of persons with a principal drug problem involving benzodiazepines largely involved two 
age groups, the 20-29 and the 30-39 age groups. There has been a trend for an increase in the number 
of admissions in the 30-39 age group since 1991 compared to the earlier period where a greater number 
of admissions tended to involve the 20-29 age group (Table 8.16; Figure 8.20).  
 
Compared to all other drug groups, with the exception of the barbiturate and other drugs group, there 
has been a greater proportion of females compared males who were admitted with a benzodiazepine 
drug problem (Table 8.15). In the case of benzodiazepines, the female:male ratio of new admissions 
was 1.7:1. 
 
8.5.2.4 Cannabis 
 
Admissions for a principal drug problem involving cannabis largely involved two age groups, the 20-
29 and the 10-19 age groups. The reason for a greater number of cannabis-related admissions per year 
over the 1992-1994 period, compared to the 1988-1992, is not clear, however it may be partly related 
                                                           
181 This analysis encompasses a first-time admission of an individual to any ADA program, ie to the 
CDU, methadone program, or an outpatient program. 
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to a shift in the admission criteria of the CDS, which has accepted greater numbers of this group (Table 
8.16; Figure 8.21).  
 
8.5.2.5 Illicit opiates 
 
Admissions of persons with a principal drug problem involving illicit opiates have mostly involved the 
20-29 and the 30-39 age groups. There were considerably fewer admissions involving either the 10-19 
or the 40 years and over age group (Table 8.16; Figure 8.22). 
 
The number of new admissions per year of illicit opiate abusers dropped from nearly 250 in 1988 to 
just under 150 in 1990, with a small increase occurring in 1993 and 1994, when there were about 200 
new admissions per year (Table 8.15). 
 
8.5.2.6 Psychostimulants 
 
Admissions of persons with a principal drug problem involving psychostimulants was concentrated in 
the three youngest age groups - the 20-29, 10-19 and the 30-39 age groups (Table 8.16; Figure 8.23).  
 
Compared to other drug groups, there has been a sustained and marked increase in the number of new 
admissions per year with a principal drug problem involving psychostimulant abuse over the period 
1988-1994, with many of the new admissions involving the 20-29 age group.  
 
Over the period the male:female ratio has increased, as increasing numbers of new male admissions 
with a psychostimulant-related drug problem have been admitted to ADA programs (Figure 8.24). 
 
 
Figure 8.17 Male new admissions to all ADA programs  

by principal drug problem, 1988-1994 
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Figure 8.18 Female admissions to all ADA programs  
by principal drug problem, 1988-1994 
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Figure 8.19 New admissions by age group 

alcohol principal drug problem  
all ADA programs, 1988-1994 
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Figure 8.20 New admissions by age group 
benzodiazepines principal drug problem  
all ADA programs, 1988-1994 
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Figure 8.21 New admissions by age group 

cannabis principal drug problem  
all ADA programs, 1988-1994 
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Figure 8.22 New admissions by age group 

opioids principal drug problem  
all ADA programs, 1988-1994 
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Figure 8.23 New admissions by age group 

psychostimulants principal drug problem  
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Figure 8.24 New admissions by sex 
psychostimulants principal drug problem  
all ADA programs, 1988-1994 
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Table 8.15  New admissions to all ADA programs  
by principal drug problem and sex, 1988-1994 

 
 Sex Alcohol Illicit 

opiates 
Prescribed 

opiates 
Barbit-
urates 

Benzo-
diazepines

Amphet-
amines 

Cocaine Cannabis Other 
drugs 

na Total 

1988 M 447 165 17 2 12 13 1 17 14 234 922 

 F 109 82 9 4 33 4 2 8 14 74 339 

 All 556 247 26 6 45 17  25 28 308 1,261 

1989 M 553 100 8  10 25  24 7 111 838 

 F 157 69 6  31 14  14 16 63 370 

 All 710 169 14  41 39  38 23 174 1,208 

1990 M 528 90 12  17 48 1 22 8 136 861 

 F 122 58 4  20 22  2 12 72 312 

 All 650 148 16   37 70 1 23 20 208 1,173 

1991 M 480 102 16 1 24 99 1 59 7 123 912 

 F 139 61 10  25 51  11 21 98 416 

 All 619 163 26 1 49 150 1 70 28 221 1,328 

1992 M 522 96 10  12 134 1 99 24 120 1,018 

 F 143 62 7  18 52  23 10 77 392 

 All 665 158 17  30 186 1 122 34 197 1,410 

1993 M 513 143 16  6 149  59 7 206 1,099 

 F 156 67 17  16 66 1 17 3 101 444 

 All 669 210 33  22 215 1 76 10 307 1,543 

1994 M 528 125 34  12 226 2 95 12 65 1,099 

 F 178 75 14  18 94  20 5 46 450 

 All 706 200 48  30 320 2 115 17 111 1,549 

1988-1994 M 3,571 821 113 3 93 694 6 374 79 995 6,749 

 F 1,004 474 67 4 161 303 3 95 81 531 2,723 

 All 4,575 1,295 180 7 254 997 9 468 160 1,526 9,472 

 
na = not available 
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Table 8.16  New admissions to all ADA programs  
by principal drug problem by age group, 1988-1994 

 

 

Principal drug 
problem 

Year Age group 

  10-19 20-29 30-39 40-49 50-59 60+ All ages 
Alcohol 1988 52 189 144 126 27 18 556 
 1989 62 212 226 125 50 35 710 
 1990 54 200 215 123 29 29 650 
 1991 73 210 162 111 37 26 619 
 1992 64 244 184 116 38 19 665 
 1993 75 217 189 113 47 28 669 
 1994 64 244 207 125 42 24 706 
 1988-1994 444 1,516 1,327 839 270 179 4,575 

Illicit opioids 1988 6 159 75 5 - 2 247 
 1989 7 103 54 4 1 - 169 
 1990 7 80 56 4 - 1 148 
 1991 4 90 62 5 - 2 163 
 1992 3 88 57 9 1 - 158 
 1993 25 88 79 16 1 1 210 
 1994 14 100 75 11 - - 200 
 1988-1994 66 708 458 54 3 6 1,295 

Prescribed opiates 1988 - 12 7 5 2 - 26 
 1989 - 5 6 3 - - 14 
 1990 - 10 5 1 - - 16 
 1991 - 13 9 4 - - 26 
 1992 2 4 9 2 - - 17 
 1993 - 11 16 4 1 1 33 
 1994 1 24 14 8 1 - 48 
 1988-1994 3 79 66 27 4 1 180 

Benzodiazepines 1988 2 7 13 7 8 8 45 
 1989 - 11 12 7 4 7 41 
 1990 2 13 6 9 6 1 37 
 1991 3 15 7 14 5 5 49 
 1992 3 5 13 6 1 2 30 
 1993 - 6 8 2 4 2 22 
 1994 1 12 12 5 - - 30 
 1988-1994 11 69 71 50 28 25 254 

Amphetamines 1988 1 13 3 - - - 17 
 1989 6 29 4 - - - 39 
 1990 15 40 15 - - - 70 
 1991 34 94 17 1 2 2 150 
 1992 38 115 28 2 - 3 186 
 1993 53 137 21 1 - 3 215 
 1994 56 212 45 6 - 1 320 
 1988-1994 203 640 133 10 2 9 997 

Cannabis 1988 6 12 6 - - 1 25 
 1989 6 26 3 2 1 - 38 
 1990 5 12 3 2 - - 23 
 1991 25 29 13 2 - 1 70 
 1992 45 52 16 4 - 5 122 
 1993 20 39 14 1 1 1 76 
 1994 26 59 23 5 1 1 115 
 1988-1994 133 229 78 16 3 9 468 

All drugs 1988 67 392 248 143 37 29 916 
 1989 81 386 305 141 56 42 1,011 
 1990 83 355 300 139 35 31 944 
 1991 139 451 270 137 44 36 1,077 
 1992 155 508 307 139 40 29 1,178 
 1993 173 498 327 137 54 36 1,225 
 1994 162 651 376 160 44 26 1,419 
 1988-1994 860 3,241 2,133 996 310 229 7,769 
 
Source: Alcohol and Drug Authority. 
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8.6 1992 CENSUS OF TREATMENT SERVICE AGENCIES 
 
The best source of data to estimate the characteristics of treatment populations attending all drug and 
alcohol (D&A) agencies in this State is the national survey of treatment populations, the Client of 
Treatment Service Agencies (COTSA) survey. The first national census was held in March 1990182 and 
the second census followed two years later, in March 1992.183 Subsequent COTSA surveys, 
commencing with the third national census, which was held in March 1995, will be conducted on a 
triennial basis. 
 
The National Drug and Alcohol Research Centre, which has undertaken the COTSA surveys, provided 
the Task Force with a breakdown of the most recently available data, from the March 1992 survey. 
 
In this State there were 510 persons attending D&A services on the census day, 297 (58.2%) were 
males and 213 (41.8%) were females, with both sexes having a similar mean age of 35 years (Table 
8.17). Additionally, some 456 persons received a methadone dose only, making a total of 988 persons 
attending treatment on the day. 
 
There were 36 respondent agencies in the survey including assessment/referral, counselling, 
methadone with counselling, outpatient detoxification, inpatient detoxification, inpatient rehabilitation, 
drug free therapeutic community (DFTC), and other types of residential or non-residential assistance. 
 
For a number of types of illicit drugs, males tended to have lower mean ages than the mean ages of 
females -  
 
• amphetamines (males 23.2 years compared to females 36.2 years); 
• cannabis (males 29.2 years compared to females 34.5 years); and 
• polydrug184 (males 28.1 years compared to females 34.1 years). 
 
The mean age of males attending treatment programs with a principal problem related to opiates was 
33.6 years, somewhat older than the mean of females in this problem group.  
 
For males the youngest mean age involved volatile substances, a mean age of 15.8 years; and oldest 
mean age, 38.4 years, was for persons with a principal problem related to alcohol abuse. For females 
the oldest mean age, 36.2 years, was for persons with a principal problem related to alcohol abuse; and 
the youngest mean age, 30 years, involved persons with a principal problem related to opiate abuse. 
 
Persons with a principal problem related to alcohol abuse utilised the greatest proportion of the 
resources of D&A treatment agencies on the census day making up -  
 
• just under two thirds of all persons attending all treatment programs; 
• 133 (77.8%) of all persons attending inpatient rehabilitation programs;  
• 136 (64.8%) of all persons attending agencies who received only counselling; and  
• 17 (68%) of all persons attending inpatient detoxification programs. 
 
In relation to participation in inpatient programs there were variations in this form of treatment by type 
of drug. For instance, only about one in six from the amphetamines group, compared to two out of 
three persons from the polydrug group, were in residential treatment programs. By specific drug type 
participation in residential programs ranged from - 
 
• 17.1% of the amphetamine group; 
• 26.7% of the benzodiazepines group; 
• 24.2% of the opiates group; 
                                                           
182 Webster P, Mattick RP, Baillie A. Clients of treatment service agencies March 1990, census 
findings. Canberra, Department of Health, Housing and Community Services, 1991. 
183 Chen R, Mattick RP, Baillie A. Clients of treatment service agencies March 1992 census findings. 
Canberra, Department of Health, Housing, Local Government and Community Services, 1994. 
184 Combined for polydrug abuse including and excluding opiates. 
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• 50% of the volatile substances group; and 
• 66.7% of the polydrug group. 
 
The 1992 survey included a question in relation to whether the clients surveyed on census day had 
injected any drugs in the preceding 12 months, and if so, which type of drug(s) were injected. 361 
(70.8%) clients had not injected drugs, with a further 32 (6.3%) clients for whom data was missing.) 
 
Of the 117 clients identified as having injected at least one drug within the past 12 months, by type of 
drug - 
 
• 68 (58.1%) had injected opiates; 
• 46 (39.3%) had injected amphetamines;  
• 2 (1.7%) had injected benzodiazepines; and 
• 1 (0.8%) had injected cocaine. 
 
A limitation of the COTSA survey is that it only sampled identified designated D&A services. This 
means the COTSA data under-represents those socio-economic groups who seek assistance through 
private hospitals and fee-for-service providers, such as doctors, psychiatrists, psychologists, social 
workers and other counsellors. 
 
The COTSA survey also does not encompass attendances at self-help groups, such as Alcoholics 
Anonymous and Narcotics Anonymous, stays at sobering-up shelters, or people participating in 
smoking cessation programs. 
 
The survey will also underestimate the total population of persons in outpatient treatment at the 
agencies surveyed because it does not include those currently in treatment but not attending on the day. 
 
As indicated earlier, an adjustment has been made to the COTSA results to include an additional 486 
persons who received only a methadone185 dose on the day of the COTSA survey. This data (see 
below) indicates that 988 persons sought treatment at D&A agencies in this State on the census day in 
March 1992, of whom 785 (79.5%) were engaged in treatment provided by non-residential programs, 
and 203 (20.5%) were engaged in residential programs.  
 
Of the 203 persons attending residential programs, 176 (86.7%) were involved in a rehabilitation 
program or drug-free therapeutic community (DFTC). In relation to non-residential programs, the 
greatest proportion of the treatment population obtained methadone as their principal form of 
treatment, with 486 (62%) persons participating in the ADA methadone program, with a further 226 
(29%) involved in outpatient counselling programs at NGOs. 
 
 

                                                           
185 There were 510 persons who were enrolled in the methadone program on 31 March 1992. As the COTSA 
survey enumerated only 24 of these clients as receiving a dose plus counselling, it is estimated an additional 486 
persons received only a methadone dose on the day of the COTSA survey.  
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Type of treatment service N % 

Non-residential programs   

Assessment and referral 41 4.1 
Outpatient counselling 226 22.9 
Methadone and counselling 24 2.4 
Methadone only 486 49.2 
Outpatient detoxification 5 0.5 
Other non-residential services 3 0.3 

All non-residential services 785 79.5 
Residential programs   

Inpatient detoxification (CDU) 25 2.5 
Inpatient rehabilitation or therapeutic community 176 17.8 
Other residential services 2 0.2 

All residential services 203 20.5 
All treatment services 988 100.0 
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Table 8.17  Survey of WA treatment population March 1992 COTSA survey 
 
Age group Alcohol Amphetamines Benzodiazepines Cannabis Opiates Other Polydrug Volatile Total 

Males          
<10 4 0 0 0 0 0 0 0 4 

10-14 6 1 0 0 0 0 0 1 8 

15-19 9 7 0 4 0 0 3 7 30 

20-24 11 3 1 1 1 2 2 0 21 

25-29 27 4 1 0 8 0 7 0 47 

30-34 30 1 1 1 13 0 4 0 50 

35-39 20 0 1 0 9 0 3 0 33 

40-44 30 2 0 1 2 0 0 0 35 

45-49 14 0 0 1 2 0 0 0 17 

50-54 16 0 0 1 0 0 0 0 17 

55-59 10 0 0 0 0 0 0 0 10 

60-64 8 0 0 0 0 0 0 0 8 

65-69 5 0 0 0 0 0 0 0 5 

70+ 3 0 0 0 0 0 0 0 3 

Total males 193 18 4 9 35 2 19 8 288 

Average age 38.4 23.2 30.0 29.2 33.6 23 28.1 15.8 34.6 

Females          
<10 3 0 0 0 0 0 0 0 3 

10-14 7 0 0 0 0 0 0 0 7 

15-19 11 3 1 1 1 0 0 0 17 

20-24 12 1 1 1 4 0 2 0 21 

25-29 14 3 0 1 8 0 3 0 29 

30-34 14 2 3 0 5 0 1 0 25 

35-39 11 0 2 3 6 0 1 0 23 

40-44 20 3 3 0 2 0 2 0 30 

45-49 11 1 0 1 1 1 1 0 16 

50-54 4 2 1 1 0 0 1 0 9 

55-59 1 2 0 0 0 0 0 0 3 

60-64 1 0 0 0 0 0 0 0 1 

65-69 0 0 0 0 0 0 0 0 0 

70+ 1 0 0 0 0 0 0 0 1 

Total females 110 17 11 8 27 1 11 0 185 

Average age 36.5 36.2 34.0 34.5 30.0 49.0 34.1 - 34.9 

Type of service          

Assess/referral 22 6 1 0 9 0 3 0 41 

Counselling 136 23 9 17 13 3 6 3 210 

Inpatient detox 17 1 1 0 4 0 2 0 25 

Inpatient rehab 133 2 1 0 9 0 18 4 167 

Methadone with 
counselling 

0 0 0 0 24 0 0 0 24 

Other 2 0 0 0 0 0 0 1 3 

Outpatient detox 2 0 1 0 1 0 1 0 5 

DFTC 0 3 2 0 2 0 0 0 7 

Total 312 35 15 17 62 3 30 8 482 

 
Note: 37 missing cases excluded from analysis of problem by age group; 28 missing cases excluded from analysis of type of 

service by age group 
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8.7 ALCOHOL & DRUG INFORMATION SERVICE 
 
The Alcohol & Drug Information Service (ADIS) has been run since 1986 under the auspices of the 
ADA, with support from the HDWA. 
 

8.7.1 OVERVIEW 
 
Over the period 1986-1994  there were 76,370 drug-related calls received by ADIS, of which 43,001 
(56.3%) were concerned with licit drugs and 33,369 (43.7%) were concerned with illicit drugs.  
 
Over the period the number of calls received per year more than doubled from 5,594 calls received in 
1987 (the first full year of activity) to 11,871 calls received in 1994 (Table 8.18). 
 
From the inception of ADIS, in the second quarter 1986, until mid 1992, the number of calls about licit 
drugs (Table 8.19) received each quarter was greater than the number of calls about illicit drugs (Table 
8.20). However, since the end of 1992 similar numbers of quarterly calls relating to both licit and illicit 
drugs have been received.  (Figure 8.25).  
 
Key factors in the growth of illicit drug calls have been the marked increase in the number of 
psychostimulant calls per quarter received since 1990, as well as an increase in cannabis-related calls 
(Figure 8.28). The number of opioid-related calls has in contrast remained relatively constant 
throughout the period, with a slight increase occurring in  1994 (Table 8.20). 
 
An unusual feature of the number of calls received in relation to drugs concerned with the tranquilliser, 
sedative and anti-depressant groups of drugs is a degree of sensitivity to health campaigns in relation to 
minor tranquillisers, causing pronounced short-term increases in phone calls (Figure 8.26).  
 
The influence of health promotion campaigns undertaken by the QUIT Campaign may also be an 
explanation for some of the short duration increases in tobacco-related calls (Figure 8.27). 
 
While there have been fewer calls received each year  in relation to MDMA, inhalants, hallucinogens 
and cocaine (Table 8.20), there has been a trend away from cocaine-related calls, which were more 
frequent in the 1986-1988 period, with a recent increase in the proportion of calls concerned with 
hallucinogens and MDMA from the combined group of drugs (Figure 8.29). 
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Figure 8.25 Number of drug-related telephone calls per quarter  
received by ADIS, 1986 - 1994 
all licit and illicit drugs 
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Figure 8.26 Number of drug-related telephone calls per quarter  

received by ADIS, 1986 - 1994 
tranquillisers/sedatives/anti-depressants 
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Figure 8.27 Number of drug-related telephone calls per quarter  
received by ADIS, 1986 - 1994 
alcohol and tobacco 
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Figure 8.28 Number of drug-related telephone calls per quarter  

received by ADIS, 1986 - 1994 
heroin, cannabis, psychostimulants 
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Figure 8.29 Frequency (%) of drug-related telephone calls per quarter  
received by ADIS, 1986 - 1994 
related to MDMA, inhalants, hallucinogens and cocaine 
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Table 8.18 Number of quarterly drug-related telephone calls 
received by ADIS, 1986 - 1994 

 
Year Quarter Number of calls 

1986 April-June 899 

 July-September 1,143 

 October-December 1,242 

 Total 3,284 

1987 January-March 1,197 

 April-June 1,238 

 July-September 1,316 

 October-December 1,843 

 Total 5,594 

1988 January-March 1,764 

 April-June 1,747 

 July September 2,101 

 October-December 1,907 

 Total 7,519 

1989 January-March 1,547 

 April-June 2,526 

 July September 2,081 

 October-December 1,747 

 Total 7,901 

1990 January-March 2,039 

 April-June 2,571 

 July-September 2,370 

 October-December 2,136 

 Total 9,116 

1991 January-March 2,396 

 April-June 2,526 

 July-September 2,742 

 October-December 2,502 

 Total 10,166 

1992 January-March 2,729 

 April-June 2,720 

 July-September 2,642 

 October-December 2,715 

 Total 10,806 

1993 January-March 2,701 

 April-June 2,716 

 July-September 2,598 

 October-December 2,188 

 Total 10,203 

1994 January-March 2,475 

 April-June 3,215 

 July-September 3,039 

 October-December 3,052 

 Total 11,781 

1986-94  76,370 

 
 Source:  Alcohol and Drug Information Service. 
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Table 8.19 Number of licit drug-related telephone calls 
received by ADIS, 1986 - 1994 

 
Drug 1986 1987 1988 1989 1990 1991 1992 1993 1994 1986-1994

Alcohol 977 2,288 3,237 2,948 3,226 3,150 3,413 2,853 3,347 25,439 

Tobacco 47 181 215 568 608 445 513 557 829 3,963 

Caffeine 0 0 0 39 31 35 26 34 24 189 

Analgesics 0 0 0 90 124 163 151 128 140 796 

Tranquillisers 253 346 548 736 806 770 585 466 655 5,165 

Sedatives 0 0 0 37 59 71 36 56 65 324 

Anti-depressants 0 0 0 165 177 234 226 169 258 1,229 

Prescription 0 0 0 286 413 457 382 279 351 2,168 

Other drugs 551 634 837 376 202 209 233 389 297 3,728 

All licit drugs 1,828 3,449 4,837 5,245 5,646 5,534 5,565 4,931 5,966 43,001 

 
Note: Data for 1986 relates to the period April - December. 
 
 
Table 8.20 Number of illicit drug-related telephone calls 

received by ADIS, 1986 - 1994 
  
Drug 1986 1987 1988 1989 1990 1991 1992 1993 1994 1986-1994 

Heroin 459 672 781 731 747 783 817 768 937 6,695 

Cannabis 638 905 1,008 978 1,184 1,605 1,906 1,863 1,925 12,012 

Cocaine 0 56 71 69 61 62 74 54 64 511 

Psychostimulants 68 138 279 406 937 1,351 1,498 1,789 1,957 8,423 

Hallucinogens 25 40 76 84 134 253 332 331 329 1,604 

Inhalants 0 0 0 132 163 232 200 205 255 1,187 

Polydrug 266 316 354 178 171 211 111 101 161 1,869 

MDMA 0 18 113 78 73 135 303 161 187 1,068 

All illicit drugs 1,456 2,145 2,682 2,656 3,470 4,632 5,241 5,272 5,815 33,369 

 
Note: Data for 1986 relates to the period April - December. 
 
 



 Page - 244

8.8 DRUG USE IN INDUSTRY 
 

8.8.1 INTRODUCTION 
 
There has been increased interest in screening workers for the presence of drugs and alcohol, the 
assumption being that “it is a way of identifying users of drugs in the workplace, of preventing or 
reducing impairment, with the expectation that safety performance and productivity will increase.”186 
 
The impetus for this approach to drug problems in the workplace stems from the United States, where 
testing has been extensively used by some US federal agencies and corporations. In this country some 
multi-national companies, particularly those with close US connections, have introduced similar 
procedures, though this has mostly been confined to workplaces involving operation of machinery and 
in high risk environments, for example, offshore oil platforms and mining operations. 
 
The rationale for drug screening in the United States has usually involved one or more of the following 
justifications -  
 
• workplace and environmental safety; 
• high quality employees and job applicants; 
• to maintain public safety; 
• as a legal protection of companies against negligent acts done by drug affected workers; 
• to exclude certain employees from health benefits; and 
• as a pre-requisite for doing business with various US Federal Government agencies. 
 
Screening programs may have an appeal for employers and those involved in providing workplace-
based counselling programs, in that they provide a defined, if simplistic response, to a complex social 
problem. It has been noted that screening “provides a defined, saleable response targeted at people who 
have a great uneasiness about ‘drugs’, at a time when such uneasiness is socially sanctioned and 
reinforced by religious, economic, political and social pressure, and in the absence of other simple 
‘solutions’”.187 (A more detailed overview of the history of testing and of its associated difficulties 
associated with drug testing in the workplace is provided in a later section.) 
 
Against the benefits of drug screening, it is also important to consider some of the difficulties, 
including the limitations of the methods used to detect drugs, as well as broader economic,  policy and 
ethical dimensions.188 As workplace drug testing programs are expensive, their use should be confined 
to situations where there is a need to maintain high levels of safety, such as operators of equipment on 
mine sites,189 or marine vessels,190 or in particular types of occupations, such as nightclub bouncers.191 
 
Data from the 1989-90 National Health Survey (NHS) provides an understanding of substance use of 
employed people. As alcohol, sedatives (sleeping medication) and tranquillisers act as central nervous 
system (CNS) depressants, use in particular by workers of these classes of licit substances is likely to 

                                                           
186 Richmond R, Heather N, Holt P, Hu W. Workplace policies and programs for tobacco, alcohol and 
other drugs in Australia. Canberra, Australian Government Publishing Service, 1992, 79. 
187 Hagen R, Egan D, Eltringham A. Work, drugs and alcohol. A research report. Melbourne, 
Occupational Health and Safety Commission, 1992, 81. 
188 Privacy Committee of New South Wales. Drug testing in the workplace. Sydney, Privacy 
Committee of New South Wales, 1992; Hanson M. “Overview on drug and alcohol testing in the 
workplace.” (1993) 45(2) Bulletin on Narcotics 3; Raskin C. “Drug and alcohol testing in the 
workplace: moral, ethical and legal issues.” (1993) 45(2) Bulletin on Narcotics 45; Blaze-Temple D. 
“Drug testing in the Australian workplace: overview of the issues.” (1992) 11 Drug and Alcohol 
Review 59. 
189 Ferrins C. Alcohol and other drugs in the workplace - information paper. Perth, Chamber of Mines 
and Energy, 1991; Mines Regulations Act Regulations, Reg. 4.9. 
190 Cremen D. “Never, never sick at sea”. (1990) 25(8) Australian Law News 36. 
191 Morfesse L. “Drug test law for bouncers under attack”. West Australian 12 December 1994; cf 
Security and Related Activities (Control) Bill 1994 (Part 9). 
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have implications in relation to safety of both the worker and others in his or her work environment. As 
well as the increased risk of accidents associated with CNS depressants, industry will have to bear the 
additional burden through illness, absenteeism and impaired efficiency.  
 
 

8.8.2 1989-90 NATIONAL HEALTH SURVEY OF ALCOHOL USE IN THE 
WORKPLACE 

 
The 1989-90 NHS data on occupational alcohol usage can be used, for instance, to identify male and 
female drinking patterns and differentiate alcohol usage of workers according to occupation and 
industry and to  support inferences about the extent to which important structural differences may 
impact on consumption patterns and levels.192 
 
Another application of the findings of the 1989-90 NHS data is to identify the work environment of 
workers with low levels of hazardous use. Such information provides a foundation for educational 
programs and other strategies which may be extended to some of the other occupations which 
exhibited harmful or hazardous usage. 
 
8.8.2.1 Employment status 
 
For Australia, 82.8% of people who drank alcohol consumed less than 175 mls per week; 81.9% of 
these were employed and 77.2% were unemployed.193  
 
In the less than 175 mls per week group, employed females (93.7%) reported higher alcohol usage in 
the reference week than employed males (75.4%); as did unemployed females (92.1%) compared to 
unemployed males (65.5%). 
 
In all other alcohol consumption groups both employed and unemployed males consumed at higher 
rates than females. The greatest disparity between the sexes involved unemployed males in the 175 mls 
to less than 350 mls alcohol consumption group, with 24.0% of males compared to 9.8% of females 
reporting alcohol usage. 
 
8.8.2.2 Occupation 
 
The major findings in Australia in relation to occupation by alcohol consumption by risk group, as mls 
of alcohol consumed per week  were as follows. The terms “harmful” and “hazardous” are derived 
from the National Health and Medical Research Council (NHMRC) classification of categories of risk 
(see Chapter 9) and are used here as the report summarised also used these terms. 
 
Low risk consumption (1 - 349 mls) 
Information is available on two ranges of alcohol use in relation to low risk alcohol use. In the 1-174 
mls range the highest consumption involved the occupational group of clerks (90%), with the lowest 
consuming involving plant and machine operators and drivers (70.4%). In the 175-349 mls range 
alcohol consumption was highest amongst tradespersons (23.2%), and was lowest for clerks (12.3%). 
 
Hazardous consumption (350 - 524 mls) 
The highest  alcohol consumption involved tradespersons (11.4%), and the lowest was for clerks. 
 

                                                           
192 Gamble C, Blaze-Temple D. Alcohol use by employed people data from the 1989-1990 National 
Health Survey. Perth, National Centre for Research Into the Prevention of Drug Abuse, Curtin 
University of Technology, 1993. 
193 The ABS definition of unemployed is of actively looking for work in the preceding four weeks. 
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Harmful consumption (525 mls +) 
The occupations with the highest reported alcohol consumption were tradespersons (8%), and plant 
and machine operators and drivers (8 %). 
 
8.8.2.3 Industry 
 
Across all industries 93.2% of all females and 75.4% of males consumed alcohol in the range 1 to less 
than 175 mls per week. By specific industry consumption at this level involved 84.6% of males in the 
finance, property and business services industry, and 95.4% of females in the community services 
group. 
 
The highest male rates of alcohol usage, involving the 525 mls or more consumption group, was 
reported by workers in the mining industry (10%), with 33.8% of respondents from the Northern 
Territory having the highest Australian consumption.  
 
The highest female alcohol usage, involving the 525 mls or more consumption group, was reported in 
the transport and storage industry (1.3%), with Western Australian respondents reporting the highest 
Australian consumption, of 3.8%.  
 
The major findings of a comprehensive analysis of data from the 1989-90 NHS of alcohol consumption 
by sex, according to industry, of employed Australian workers is summarised as follows.194 
 
Australian males 
Exceeding national average195 
In rank order of heaviest alcohol consumption -  
 
• construction industry, hazardous 12.8%, harmful 11.6%;  
• recreation and personal services, 12.6% hazardous, 9.8% harmful;  
• transport and storage, 10.4% hazardous, 9.2% harmful; and  
• mining, 7.6% hazardous, 10.1% harmful. 
 
Below national average 
• community services, 5.7% hazardous, 4.9% harmful; and  
• all other industries lie slightly below, but close to, the national working male average. 
 
Australian females 
Exceeding national average196 
In rank order of heaviest alcohol consumption - 
 
• transport and storage industry, 12.1% hazardous, 4% harmful;   
• mining industry, 13.1% hazardous, 0.7% harmful; and 
• recreation and personal service industry, 9% hazardous, 2.4% harmful. 
 
Below national average 
• communications and agriculture; and  
• all other industries lie just above or just below the working female average. 
 

                                                           
194 Hagen R, Egan D, Eltringham A. Work, drugs and alcohol. A research report. Melbourne, 
Occupational Health and Safety Commission, 1992, 23-36. 
195  National average, working males, 8.6% hazardous, 7.8% harmful. 
196 National average, working females, hazardous 7.6%,  harmful 2.0%. 
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8.8.2.4 Broad industry classification 
 
Australian male and female drinking patterns differed substantially between industries.  In some 
industries the tendency for males to report higher levels of hazardous or harmful alcohol use than 
females was reversed. 
 
While males employed in welfare and religious institutions exhibit the lowest proportion of male 
workers drinking at hazardous or harmful levels (5%), women employed in the same industries had 
above average numbers of risky drinkers (10.4%).   
 
A larger proportion of males than females were drinking at hazardous or harmful levels in all industries 
except for air transport and paper products, printing and publishing. In both of these industries female 
drinking exceeded both the female national average in the same industry.   
 
In a number of other industries females also drank at above average female levels, compared to the 
proportion of hazardous male drinkers below the male average. These included public administration, 
finance and investment, other community services, wholesale trade and miscellaneous manufacturing. 
 
In several industries above average male risky behaviour was accompanied by below average risky 
female behaviour. These included non-metallic mineral products, food beverages and tobacco, defence, 
personal services and special trade construction. 
 
Heavily male dominated industries frequently exhibited very high levels of male risky behaviour.  In 5 
of the 7 industries with the highest proportion of risky male drinkers, the number of women employed 
was too small to provide any comparison.  The relationship was not a simple one however, as some 
other male dominated industries, such as rail transport and basic metal production, exhibited below 
average rates of problematic consumption. 
 
Western Australian males 
 
High levels of hazardous or harmful alcohol use were reported by employed Western Australian males 
(Table 8.21; Figure 8.30) across a broad spectrum of industries, such as - 
 
• construction industry (56.2%); 
• transport and storage (49.5%); 
• agriculture, forestry, fishing and hunting (43.9%); 
• wholesale/retail trade (40.8%); and 
• manufacturing (40.0%). 
 
Western Australian females 
 
High levels of hazardous or harmful alcohol use by employed Western Australian females (Table 8.21; 
Figure 8.30) were reported in fewer industries compared to males, such as - 
 
• transport and storage (32.5%); 
• recreation, personal and other services (16.1%); and 
• wholesale/retail trade (12.9%). 
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Table 8.21 National Health Survey 1989-90 - WA sample 
alcohol risk (%) by industry and sex 
combined hazardous and harmful alcohol use 

 
Industry Males Females 

Agriculture, forestry, fishing, hunting 43.9 4.8 
Mining 37.8 6.0 
Manufacturing 40.0 10.6 
Electricity, gas, water 24.3 0 
Construction 56.2 0 
Wholesale/retail trade 40.8 12.9 
Transport and storage 49.5 32.5 
Communication 36.5 0 
Finance, property, business services 37.1 9.7 
Public administration and defence 38.0 9.8 
Community services 31.4 12.4 
Recreation, personal and other services 36.5 16.1 

Total 39.4 12.2 
 
 
 
Figure 8.30 National Health Survey 1989-90 - WA sample  

alcohol risk (%) by industry and sex 
combined hazardous and harmful alcohol use 
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8.8.2.5 Narrow industry classification 
 
Australian males 
 
If the broad classification of agriculture, fishing and hunting (one of the lowest consuming industries at 
the broad level) is split into its components, we find that males employed in fishing and hunting in fact 
have a higher proportion of hazardous drinkers than any other industry, with 32.2% of workers 
drinking at hazardous or harmful levels (Table 8.22). 
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Males working in the storage industry are also far more likely than most to be drinking at hazardous or 
harmful levels, with 31.5% drinking at these levels, compared with 16.4% of the working male 
population.  More than a quarter of all men employed in services to agriculture, restaurants, hotels and 
clubs and special trade construction also drank at hazardous or harmful risk levels during the survey 
period. 
 
At the other end of the scale, male workers in welfare and religious institutions, education, health, 
insurance and agriculture were all much less likely to be drinking at hazardous or harmful levels, with 
less than 12% involved in hazardous drinking during the survey period. 
 
 
Table 8.22 National Health Survey 1989-90 

top 10 industries (%) involving hazardous or harmful alcohol usage 
for Australian males  

  
Industry % 

Fishing and hunting 32.2 

Storage 31.5 

Services to agriculture 27.0 

Restaurants, hotels and clubs 26.4 

Special trade construction 26.1 

Forestry and logging 24.2 

Coal 22.8 

Services to transport 21.7 

General construction 21.5 

Road transport 20.2 

 
 
Australia females 
 
Women engaged in the air transport industry indicated hazardous drinking at three times (29.2%) the 
level of female workers in general (9.6%).  While the numbers of women employed in this industry in 
the ABS survey were low, suggesting that the result may be an aberration, it is suggestive of the need 
for closer scrutiny (Table 8.23). 
 
The air transport industry is structured in a fashion which seems likely to lead to problematic 
consumption levels, with a high degree of mobility, disruption of normal social life, easy availability 
etc, particularly amongst those who do not have an immediate and ongoing responsibility for the 
performance of complex tasks in a situation involving major issues of public safety.  It could be 
anticipated that under such circumstances, workers such as flight attendants, may run into problems 
with alcohol. 
 
Other industries in which well above average numbers of women were consuming at hazardous or 
harmful levels included services to transport (17%), paper products, printing and publishing (14.9%), 
wood products (14.7%) and wholesale trade (14.7%). 
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Table 8.23 National Health Survey 1989-90 
top 10 industries (%) involving hazardous or harmful alcohol usage 
for Australian females  

  
Industry % 

Air transport 29.2 

Services to transport 17.0 

Paper, paper products, printing and publishing 14.9 

Wholesale trade 14.7 

Wood, wood products and furniture 14.7 

Electricity and gas 13.6 

Other community services 12.4 

Entertainment and recreational services 12.4 

Metallic minerals 12.3 

Restaurants, hotels and clubs 11.7 

 
 
8.8.2.6 Occupation 
 
An analysis undertaken by the Victorian Occupational Health and Safety Commission of the 1989-90 
NHS data provides a comparative overview of the levels of alcohol consumption by sex, according to 
occupation, of employed Australian workers.197 
 
Australian males 
 
Amongst the male workforce, the largest proportion of hazardous and harmful drinkers are to be found 
primarily in traditionally male skilled and semi-skilled occupations.  Construction and mining 
labourers, building tradespeople, food tradespersons, and mobile plant operators provide four of the 
five groups in which hazardous and harmful drinkers make up more than 21% of their labour forces.  
In each of these cases male workers make up the vast bulk of the workforce. 
 
The fifth group to reach over 21% at hazardous and harmful level, miscellaneous salespersons, is 
composed primarily of workers in the hospitality industry (bar staff, waiters, etc).  Worryingly, almost 
14% of men in this last group were drinking at harmful levels. 
   
Other groups of tradesmen, plant and machinery operators, labourers, transport workers, and sales 
representatives made up the other male groups with above average numbers drinking at hazardous and 
harmful levels.   
 
Men in managerial positions in general had a proportion of hazardous and harmful drinkers close to, 
but just below, the male average of 16.4%. Managerial occupations in general contained fewer 
abstainers than the trade groups, and a higher proportion of workers who drank every, or almost every, 
day, albeit at lower levels. 
 
At the lower end of the scale, groups with only a small proportion of hazardous and harmful drinkers 
included most of the medical, scientific, technical and social professionals, clerical workers and 
farmers.  Various para-professional groups, the police and some sales workers were above the 
professional groups, but below the managerial groups. 
 
Australian females 
 
                                                           
197 Hagen R, Egan D, Eltringham A. Work, drugs and alcohol. A research report. Melbourne, 
Occupational Health and Safety Commission, 1992, 23-36. 
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Females had fewer workers consuming in the hazardous and harmful categories in each of the broad 
occupational categories, and, on an overall basis, for each age group. Overall 9.6% of working females 
fell into the hazardous (7.6%) or harmful (2.0%) risk groups for alcohol consumption.   
 
It is worth noting that the three occupations with the largest proportion of female risky drinkers, sales 
representatives, specialist managers and business professionals, are all generally perceived as being 
competitive in nature.  They are occupations which the ABS data indicates are generally characterised 
by daily, but comparatively low consumption levels and in which women are in a minority (but not 
insignificant) position. Women make up 23.6% of all the sales representatives, 30.1% of business 
professionals and 18.7% of specialist managers. 
 
At the other end of the scale, women with the smallest proportion of hazardous and harmful drinkers 
tended to be employed in less-competitive, blue collar occupations with a substantial female 
workforce.  Thus female machine operators, who make up 45% of this workforce, had a combined 
hazardous and harmful group of only 4.9% and female cleaners, who make up 66.6% of all such 
workers, have a combined hazardous and harmful group of just 7%. 
 
When looked at from a narrower viewpoint, a different picture emerges about sex-linked drinking 
patterns by occupation.  More female managers/administrators for example, fall into the hazardous 
category than male managers/administrators for the majority of age groups. This is in large measure 
due to heavy consumption by female specialist managers. This category includes people such as 
finance managers, personnel managers, public policy managers, sales managers, together with people 
such as school principals, and directors of nursing. Females working as specialist managers provide 
one of the highest percentages of combined hazardous and harmful alcohol consumption of either 
sex.198 
 
Sales representatives provide another example of female workers differing from the general rule of 
higher male risk levels.  While male sales representatives have a slightly higher number of workers in 
the combined hazardous/harmful group than average, female sales representatives with 21.8% in the 
hazardous and harmful groups, were over twice the female average of 9.6%. 
 
Others who fare less well than males compared to their respective averages, include business 
professionals, gardeners and clerical workers.  Male miscellaneous clerks, for example, are one of the 
lowest risk groups identified in the survey.  Women in the same occupations, however rank above 
average.  
 
There was some variation between the sexes in relation to the question of occupation and hazardous 
and harmful drinking, with the 13 occupational groups which had above average proportions of women 
drinking at hazardous and harmful drinkers, nine of the groups had below average proportions of men 
in the hazardous or harmful categories. 
 
While the number of females employed in the trades category, plant and machinery operators, 
labourers, transport workers, and sales representatives were in most cases too small to provide reliable 
figures at the harmful level, it was found that females in the these occupations showed evidence of 
higher than average levels of hazardous alcohol usage. 
 
Women employed in the miscellaneous salespersons group, who make up the majority of workers in 
this group had only an average number of workers in the hazardous and harmful categories, compared 
to the higher levels already reported for males.  
 
Males in the occupational groups of machine operators and cleaners had consumption levels very close 
to the overall workforce average for hazardous consumption, 15.5% and 15.9%, respectively. These 
male levels were, however, higher than for the female levels of alcohol usage for these two 
occupations, which were 4.9% and 7%, respectively. 
 

                                                           
198 They are also heavier consumers of other forms of medication, such as sleeping medication, than 
almost any other group. 
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Western Australian males 
 
High levels of hazardous or harmful alcohol use were reported by employed Western Australian males 
(Table 8.24; Figure 8.31) across a number of occupations such as - 
 
• labourers and related workers (46.5%); 
• tradespersons (45.9%); 
• sales persons and personal service workers (44.9%); and 
• managers and administrators (44.1%). 
 
Western Australian females 
 
High levels of hazardous or harmful alcohol use were reported by employed Western Australian 
females (Table 8.24; Figure 8.31) in fewer occupations compared to males such as - 
 
• managers and administrators (21.6%); 
• professionals (15.9%); and 
• labourers and related workers (15.0%). 
 
 
 
Table 8.24 National Health Survey 1989-90 - WA sample  

alcohol risk (%) by occupation and sex 
combined hazardous and harmful alcohol use  

 
Occupation Males Females 

Managers and administrators 44.1 21.6 
Professionals 29.5 15.9 
Para-professionals 27.3 0 
Tradespersons 45.9 6.2 
Clerks 30.8 13.7 
Salespersons and personal service workers 44.9 10.3 
Plant and machine operators and drivers 42.7 0 
Labourers and related workers 46.5 15.0 

Total 39.4 12.2 
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Figure 8.31 National Health Survey 1989-90 - WA sample  
alcohol risk (%) by occupation and sex  
combined hazardous and harmful alcohol use  
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8.8.3 EMPLOYEE ASSISTANCE PROGRAMS IN AUSTRALIA 
 
8.8.3.1 History 
 
Employee Assistance Programs (EAPs) had their beginning in Australia in the early 1960s with 
counselling and awareness programs offered by the Victorian Foundation on Alcoholism and Drug 
Dependence.  These early programs were established in recognition there were a significant number of 
people with alcohol problems in the work force.  
 
In 1975 the Australian Foundation on Alcoholism and Drug Dependence (AFADD) established a 
committee to promote a work-based approach to dealing with substance use.  The committee, which 
became known as the National Alcohol and Drug Dependence Industry Committee (NADDIC), had 
members from the Australian Council of Trade Unions (ACTU) and the Confederation of Australian 
Industry (CIA), as well as the AFADD.  
 
A survey of the D&A programs of 600 Australian companies was conducted in 1991, the findings of 
which were presented by the NDARC research team at the April 1991 conference on alcohol and drugs 
in the workplace.199 The Task Force has drawn on some of the results from this research, in the 
following extract, to provide an understanding of the scope for industry-based campaigns to be 
developed in relation to smoking in the workplace. 
 

                                                           
199 Richmond R, Heather N, Holt P, Hu W. “A survey of policies and programs for tobacco, alcohol 
and other drugs in Australia’s top 600 companies”. In Proceedings of the conference on alcohol and 
drugs in the workplace, Melbourne, April 1991. Canberra, Department of Community Services and 
Health, 1991. 



 Page - 254

8.8.3.2 1991 survey of 600 Australian companies 
 
The larger the company, the more likely it was to have restrictions on smoking in the workplace, 
however, there was no relationship between the size of the company and alcohol restrictions. The 
majority of programs for smoking were offered within a health promotion context, as part of a focus on 
nutrition, exercise, weight management, stress management and other aspects of a healthy lifestyle. 
 
The major reasons given by companies for smoking restrictions were related to health and comfort, 
while those for alcohol were related to work productivity and safety. The differentiation between 
tobacco and alcohol may imply a neglect of the possible effects of smoking on productivity and safety 
as well as  lack of concern with the adverse effects of heavy drinking on employees’ health. 
 
The relatively high percentage of companies with programs for smoking cessation (43%) suggests that 
the anti-smoking campaign of the last few years has had some effect on the policies and practices of 
Australia’s top 600 companies. Companies less likely to provide programs for smokers were -  
 
• those with fewer than 100 employees;  
• those in trade; and  
• those in primary industry. 
 
In contrast with smoking, the percentage of companies with programs for alcohol and other drugs 
(23%) suggests that educational campaigns have been less successful here. Companies that were less 
likely to provide alcohol and other drug programs were -  
 
• those with fewer than 1,000 employees; and  
• those in trade. 
 
EAPs are the most commonly available type of workplace program for excessive drinkers and other 
drug users, however, less than one-quarter of the companies surveyed offered such a program. EAPs 
were more common in larger companies. A high proportion of alcohol programs consisted in nothing 
more than referral to Alcoholics Anonymous (AA). Such programs may provide a “safety-net” for a 
relatively few employees with severe alcohol-related problems but are unlikely to impact on the 
behaviour of the great majority of excessive drinkers in employment or to affect productivity to any 
significant degree. 
 
Only 9 (1.5%) of the 600 companies surveyed reported drug testing procedures or employees. 
 
8.8.3.3 EAPs in Western Australia  
 
Funding was provided to NADDIC by the Commonwealth Department of Health for the establishment 
of industry program coordinators in each jurisdiction, to develop “alcoholism in industry programs.”  
This was the first national approach to dealing with problems due to substance use. 
 
In this State the NADDIC model was closely followed, with the establishment of the Western 
Australian Alcohol and Drug Dependence Industry Committee (WAADDIC) which put into place of a 
network of workplace-based supervisors, each of whom established procedures tailored to participating 
organisations, for dealing with alcohol-related problems. A supervisor was responsible for making an 
initial determination that a worker’s sub-optimal performance was due to substance use, and then refer 
him or her to the ADA, another agency or a private health care worker, who would make a diagnosis 
and set up treatment options.  
 
The WAADDIC Coordinator though based in Perth was responsible for engaging fee-paying 
organisations to undertake training and promotional activities throughout the State. If the larger 
participating companies and government departments had their own occupational health departments, 
assessments could be undertaken by their own sessional medical practitioners or employed 
occupational nurses, as distinct from the smaller companies who were dependent on external 
arrangements. 
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There were shortcomings in the NADDIC model and it was reconceptualised in the early 1980s. As a 
result of the establishment of the NCADA in April 1985, the NADDIC became known as the EAP 
Council of Australia, and responsibility for funding of the EAPs in jurisdiction became incorporated 
into the NCADA funding arrangements. 
 
In all jurisdictions a comprehensive workplace-focussed counselling and referral services evolved, 
providing assistance in relation to personal, financial, marital and other problems, with a reduced 
emphasis on problems stemming from substance use. In Western Australia, a revamped service, known 
as INDRAD Services, which operated completely separately from the ADA, was set up in 1977. 
INDRAD Services employed its own professional staff, who provided a service to employees who 
worked with a participating organisation. The model developed, like in other jurisdictions, was to 
provide counselling and other forms of assistance to both the employee and his or her family. 
 
INDRAD Services, like EAPs in other jurisdictions, was underpinned by the NADDIC grant, with the 
remainder of income derived through either capitation arrangements at a predetermined rate per 
employee per year, a fixed annual fee, or on a sessional basis (Table 8.25). 
 
 
Table 8.25  Breakdown of cost of INDRAD Services, 1984/85-1993/94 
 

 1984/85 1985/86 1986/87 1987/88 1988/89 1989/90 1990/91 1991/92 1992/93 1993/94 

Grants $ 123,553 156,816 181,706 193,355 208,038 233,132 237,160 244,052 254,001 245,509 

Other income $ 29,207 1,382 32,868 181,975 196,696 259,632 283,814 292,096 533,245 na 

Total income $ 152,760 158,198 214,574 375,330 404,734 492,764 520,974 536,148 787,246 na 

% income from 
grants 

81% 99% 85% 52% 51% 47% 46% 46% 32% na 

Number of 
referrals 

na 142* 208* 341* 408 521 948 1,272 1,374  

Number of 
interviews 

na na na na 1,005 1,599 2,613 3,205 3,824  

Average cost 
per interview 

- - - - $403 $308 $199 $167 $206  

 
Source: Annual reports, Alcohol and Drug Authority; INDRAD Services. 
Note: Data for 1993/94 not published. 
 Grants includes funding from NCADA and other sources. 
 * New clients only 
 na = not available 
 
Over the period 1984/85 to 1992/93 the proportion of total INDRAD income that originated from 
grants decreased, from 81% to 32.3% of total income (Table 8.25)200 
 
The average cost of providing a service per interview fell from $403 per interview in 1988/89 to $206 
per interview in 1992/93, and there was nearly a four-fold increase in the number of interviews 
conducted (Table 8.25). It is not possible to provide more recent information of the cost of services, as 
overall financial data is potentially of a commercially sensitive nature during the time that INDRAD 
moves towards operating as a fully self-funded organisation, following from the phased reduction of 
NCADA by the 1995/96 financial year.201 
 
As previously indicated there were a number of flaws with the original  NADDIC model. First, it 
tended to focus on those workers who had developed problems arising from long-term high risk 
alcohol consumption. This group was less likely to benefit from treatment compared with workers who 
had shorter drinking histories, “resulting in poor outcomes in terms of reduction in drug use and 
successful rehabilitation. The inappropriateness of this course of action for an employee with a marital 
                                                           
200 Keys Young. National review of employee assistance programs. Canberra, Drugs of Dependence 
Branch, Department of Health, Housing, Local Government and Community Services, 1993, 25. 
201 ibid. 
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problem was one of the problems which hindered the spread of programs.  A further difficulty 
experienced by supervisors was that they did not have any measure of acceptable standards of work 
performance and lacked supervisory skills.”202 
 
Second, by focussing on alcohol and other drug-related problems203 as the cause of a worker’s 
performance, there was a tendency for referred workers to be stigmatised as being “alcoholics” or 
“drug addicts”. However, in practice a significant number of the workers who sought referral did so in 
relation to other types of problems, usually of a familial or marital nature. 
 
Third, in relation to alcohol use, by emphasising the deteriorative performance of workers with long-
standing heavy drinking patterns, the NADDIC model overlooked the bulk of the workforce who were 
also significantly affected by alcohol alone, and illicit drugs in a more sporadic manner. The burden on 
industry imposed by low risk, normal drinkers, often arises through occasional episodic binge drinking 
by this group, causing significant absenteeism and social problems. 
 
In a Commonwealth review of EAP funding by Keys Young, a survey was carried out of the incidence 
of substance use problems being dealt with by the respective EAPs in the eight jurisdictions. It was 
found, for instance, that substance use was involved in only 55 (5%) of the 1,161 clients who attended 
INDRAD Services in the year 1991/92.204   
 
As a result of this review, NCADA funding to EAPs including INDRAD, is being withdrawn 
incrementally with the effect that INDRAD will become a fully self-funded service, reflecting its 
change to a generalist management consultancy and employee service. A market for EAP providers has 
now grown over recent years, with a number of small firms, as well as private practitioners providing 
workplace-based services. 
 
As part of the Task Force’s expenditure survey of organisations and departments, all government 
bodies were surveyed as to their expenditure on EAPs. Of the 117 public sector bodies surveyed, from 
analysis of the data provided by 28 organisations, it was found that a total of $393,199 was spent in the 
year ended 30 June 1994 (Table 8.26). It was found that $178,558 (45.4%) of this expenditure 
involved the provision of EAPs operated by organisations themselves, with the remaining expenditure 
involving contractual arrangements with non-departmental providers 
 
Of the overall mean EAP expenditure by these public sector organisations of $14.58 per FTE (full time 
equivalent), it is estimated there was a mean of $0.73 (5%) per FTE of drug-related expenditure. It was 
found that the highest mean EAP expenditure, $38.34 per FTE, involved organisations with small 
workforces, with 0-99 FTEs. The next highest level of EAP expenditure, $16.44 per FTE, occurred in 
organisations with very large workforces, ie greater than 3,000 FTEs.205 However, one organisation 
spent a total of only $570 on its EAP. 
 
 

                                                           
202 Richmond R, Heather N, Holt P, Hu W.  Workplace policies and programs for tobacco, alcohol and 
other drugs in Australia. Canberra, Australian Government Publishing Service, 1992, 121. 
203 NADDIC was established to primarily deal with alcohol-related problems, though later small 
numbers of referrals involved other drugs. 
204 Keys Young. National review of employee assistance programs. Canberra, Drugs of Dependence 
Branch, Department of Health, Housing, Local Government and Community Services, 1993, 16.  
205 One of the organisations with more than 3,000 FTEs spent only a total of $570 on its EAP.  
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Table 8.26 Departmental expenditure on 
EAPs grouped by number of FTE, 1993/94 

 
Number of FTEs Number of 

organisations 
Total EAP  

expenditure 
Total recurrent &  

capital expenditure 
Total FTEs Mean EAP 

expenditure  
per FTE 

0-99 7 $14,800  $55,858,000  386 $38.34  
100-299 11 $23,021  $161,965,848  1,812  $12.70  
300-599 2 $6,000  $376,797,220  723  $8.30  
600-899 3 $27,000  $189,181,000  2,194  $12.31  
900-1199 2 $22,950  $758,326,769  1,994  $11.51  
3000+ 3 $175,038  $1,175,938,000  10,647  $16.44  

Totals 28 $362,580  $4,260,195,674  24,865 $14.58  
 
 

8.8.4 DRUG TESTING 
 
The major problems associated with screening have been summarised as follows206 -  
 
• the frequency of testing needs to be extremely high to pick up all potential problem employees; 
• pre-employment screening involves significant invasions of privacy for “witnessed samples” to be 

effective; 
• pre-employment screening is of little use in screening for intermittent users; 
• testing “for cause” after accidents or incidents is of little use unless undertaken immediately and 

still leaves major questions concerning causal relationships; 
• delay in results of drug testing procedures limits the value of testing for preventative purposes; 
• a “positive” result may not indicate impaired performance (except perhaps with alcohol); 
• analysis processes and confirmatory procedures are costly; 
• legal problems may arise and prove costly and difficult; 
• testing will miss some impaired workers; 
• security problems exist; and 
• in the case of drugs other than alcohol there is little evidence that significant use problem affect the 

Australian workforce. 
 
Given the limitations it has to be concluded screening is a very expensive procedure, with little hard 
evidence to support its effectiveness. There may be a tendency for companies to focus on illicit drugs, 
even though usage of such drugs, with the exception of cannabis, is not common. This could have the 
perverse effect of inducing a degree of conceptual blindness in relation to alcohol, prescription drugs, 
over the counter medication and tobacco, substances which by far lead to the majority of problems 
associated with work place costs.  
 
Another shortcoming with screening is that as a positive test result does not support a proper diagnosis 
of drug-related problem, results do not of themself provide a measure of real workplace significance. 
Therefore, screening may not be the best tool for dealing with employee drug problems, except in 
specific situations, compared to the existence of well developed supervisory structures and procedures. 
It is arguable that companies may in most cases may obtain much better returns from expenditure on 
environmental and workplace design to reduce factors linked to substance use. 
 
As screening programs have been developed in the US, where trends and circumstances are very 
different, it is useful to briefly consider the history of drug testing and how this has been adapted to 
meet a different set of concerns. Initially drug testing was done primarily for medical purposes in the 
two decades after World War II to ensure that patients who were administered particular dosage levels 
were achieving the blood levels needed for therapeutic effect. These quantitative tests were usually 
performed on blood or blood serum. 
 
                                                           
206 Hagen R, Egan D, Eltringham A. Work, drugs and alcohol. A research report. Melbourne, 
Occupational Health and Safety Commission, 1992, 81-82. 
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Commencing in the early 1960s, frequent urine tests for methadone or heroin use became an 
increasingly important part of methadone treatment programs in the USA, being used early in treatment 
to monitor patients’ progress in discontinuing heroin and later to check for relapse.  
 
By the late 1960s urine testing became widely used as a surveillance technique in the criminal justice 
system as agencies began to assign convicted addicts to treatment, thus increasing the number requiring 
routine drug testing. This approach had been set up in the early 1960s by probation and parole services 
in the US. 
 
In 1971 the US military started testing troops returning from the Vietnam War in response to reports of 
high levels of heroin use. Personnel with confirmed positive tests were placed in treatment that was 
monitored with urine tests. Throughout the 1970s drug testing became increasingly used across a wide 
spectrum of treatment programs in the US, such as the Treatment Alternatives to Street Crime, which 
mandated urine testing surveillance of treatment populations. The US Federal government also played 
a key role in having urine testing incorporated as part of treatment, through the Special Action Office 
for Drug Abuse Prevention. 
 
A more recent impetus for mandated drug testing has been the increased level of concern in the US 
about drug use in the 1980s, culminating in the Reagan administration’s “War on Drugs,” the Drug 
Free America Campaign.  
 
In the early 1980s the four military services in the US began urine testing to detect and “deter” illicit 
drug use by military personnel through periodic worldwide surveys. It has been reported that across all 
services reported use of any drug in the past 30 days fell from 28% in 1980 to 5% in 1988.207 
 

8.8.5 METHODS OF DRUG TESTING 
 
Two of the most established and widely used testing techniques in the 1960s, thin-layer 
chromatography (TLC) and gas chromatography (GC), were adapted to detect morphine (a metabolite 
of heroin) and other drugs of abuse in urine. They also were simplified so laboratories could meet the 
demands of detection systems. TLC and GC continue to be used widely. 
 
Immunoassay, another existing technique, was adapted for drugs of abuse in the early 1970s and by the 
end of 1972, tests were available for morphine, amphetamine, barbiturate, cocaine metabolite, 
methadone, and some less commonly abused drugs. 
 
In recent years, interest has developed in using hair and bodily fluids, such as tears and perspiration, as 
bases for detecting drug abuse. Such alternatives are interesting because - 
 
• they are less invasive to collect than blood samples; 
• collection techniques for perspiration and hair allow drug use to be detected for periods longer than 

the 2 or 3 days allowed by urine; and 
• hair analysis may provide data about patterns of drug use over weeks or months, whereas urinalysis 

only indicates the presence of drugs used recently. 
 
Immunoassays use antibodies, proteins that will react only with a specific substance (such as a specific 
drug) or group of very similar substances, to detect the presence of drugs. The substance that the 
antibodies react with is an antigen. A label or tag is attached to a sample of the drug being tested. The 
tag is a substance that can be identified and measured after the antigen/antibody reaction occurs. The 
drug containing the tag is called a “tagged antigen”. A tagged antigen, urine that may contain the drug 
in question (untagged antigen), and antibodies that react specifically against the drug being tested are 
mixed together. The tagged and the untagged antigens compete to react with the antibodies, and the 
free or unused tag that remains indicates the presence or absence of the drug in question. 
 

                                                           
207 Bureau of Justice Statistics. Drugs, crime and the justice system, a national report. Washington DC, 
US Department of Justice, Office of Justice Programs, Bureau of Justice Statistics, 1992, 117. 
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Immunoassay procedures used in urinalysis differ mainly by the tag used and the method of detecting 
unused tagged antigen - 
 
• Enzyme immunoassay (EIA) uses a protein that helps chemical reactions occur both within and 

outside of the body as the tag. 
• Fluorescence polarisation immunoassays (FPIA) use a substance that “glows” or fluoresces as the 

tag. 
• Radioimmunoassays (RIA) use an antigen tagged with a radioactive substance. 
 
Immunoassay tests are commonly used for initial screening of urine samples. They are relatively 
sensitive, rapid, and simple to perform. The automated versions now available can produce thousands 
of results per hour making it possible to routinely test large numbers of people. 
 
Chromatography is a method of chemical analysis in which substances in a sample (such as drugs in 
urine) are separated by extracting or causing them to attach to some type of material or particles. The 
separated substances are then identified and measured. The chromatography procedures commonly 
used to detect drugs in urine are thin-layer chromatography (TLC) and gas chromatography/mass 
spectrometry (GC/MS). 
 
TLC, which can detect a large number of drugs and/or their metabolites, is another technique for initial 
screening of urine samples for a variety of drugs. Gas chromatography (GC) combined with mass 
spectrography is generally considered the most conclusive confirmatory test for urine samples that 
were positive in screening tests.  
 
The interpretation of drug tests depends on their sensitivity and specificity. Sensitivity is the ability of 
a procedure to detect minute amounts of substances. The use of a very sensitive technique reduces the 
possibility of false negative results (failure to detect a drug that is present). Commonly used drug 
screens have different sensitivities for different drugs. Immunoassays, for example, can detect smaller 
concentrations of many drugs in urine than TLC. More sensitive tests can detect drugs for a longer time 
after use. 
 
Specificity is the ability of a procedure to differentiate between chemically similar substances. Highly 
specific tests rarely produce false positive results (the detection of a drug that is truly absent). Some 
immunoassays detect classes of drugs (such as opiates) but do not distinguish among particular drugs 
in the class (such as codeine, morphine, hydromorphine), some of which may be present in legally 
prescribed or over-the-counter medications. 
 
Whether a test is positive or negative depends on a variety of factors including drug type, usage habits, 
user’s physical characteristics and condition, and testing procedures. Different drugs take different 
lengths of time to pass through the body. Cocaine, for example, clears the body fairly quickly and, 
thus, is detectable in urine for a relatively short time. Tetrahydrocannabinol (the active ingredient from 
marijuana) tends to be stored in fatty tissue. With repeated use, it accumulates faster than it can be 
eliminated. 
 
Whether there is a high enough concentration of a drug in urine to be detected also depends on the 
amount taken, frequency of use, and sensitivity of the urinalysis test used. The larger the dose taken, 
the longer the body takes to process it, and the longer it is detectable in urine (Table 8.27). 
 
A positive test result, even when confirmed, only indicates that a particular substance is present in the 
test subject’s body tissue. It does not indicate intoxication, recency, frequency, or amount of use, 
impairment, abuse or addiction. 
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Table 8.27   Length of time drugs can be detected in urine 
 
Type of drug Average time detectable after ingestion* 

Cocaine (metabolite) 2-3 days 

Cannabinoids  

 Single use 3 days 
 Moderate use (4 times per week) 5 days 
 Heavy use (daily smoking) 10 days 
 Chronic heavy use 21-27 days 
Opiates (including heroin, morphine, codeine) 48 hours 
Phencyclidine (PCP) About 8 days 
Amphetamines & methamphetamines 48 hours 
Benzodiazepines (including valium, librium) therapeutic 
dose 

3 days 

Barbiturates  
 Short-acting (including secobarbital) 24 hours 
 Intermediate acting 48-72 hours 
 Long-acting (including phenobarbital) 7 days or more 
Propoxyphene (including Darvon)  
 Unchanged 6 hours 
 Metabolite 6-48 hours 
 
Note: * Interpretation of the time detectable must take into account many variables such as drug metabolism 

and half-life, subject’s physical condition, fluid balance and state of hydration, route and frequency of 
ingestion, and testing technique and cutoff level used. These are general guidelines only. 

Sources: American Medical Association, Council on Scientific Affairs. “Scientific issues in drug testing”, Journal 
of American Medical Association (1987), 257(22)3112, table 2, and NIDA. Richard L Hawks and C Nora 
Chiang, eds, Urine testing for drugs of abuse. NIDA Research monograph 73, 1986. 

 
 
US federal government policy guidelines identify six types of drug testing programs for executive 
branch employees - 
 
• random and comprehensive testing of employees in sensitive positions; 
• voluntary testing (of any employee who wants to participate in the drug testing program); 
• reasonable suspicion testing (based on “specific and particularised facts and reasonable inferences 

from those facts”); 
• special condition testing (as part of an examination following an accident or unsafe practice); 
• follow up testing (administered by the agency during or after counselling or rehabilitation through 

an Employee Assistance Program); and 
• testing applicants for any position. 
 
A 1988 Bureau of Labour Statistics (BLS) survey of private non-agricultural businesses (Table 8.28) 
found that - 
 
• about 3% of establishments (an estimated 145,300 businesses) have drug testing programs 
• about 20% of employees of private nonagricultural businesses worked for a company with some 

sort of drug testing program 
• large businesses were more likely than smaller ones to have such programs (43% of the 5,600 

businesses with more than 1,000 employees vs. 2% of the 4.2 million with fewer than 50). 
 
The BLS survey estimated that 953,100 workers (only about 1% of all workers) were tested in the 12 
months before its summer 1988 survey of employer anti-drug programs. Almost 4 million job 
applicants were tested during the same period. About 9% of employee and about 12% of applicant test 
results were positive. BLS notes that these results cannot be applied to the entire work force because 
relatively few employers test and much of the testing has been limited to persons suspected of drug 
use. 
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Table 8.28  Rates of drug testing in major US industries 
 
 Establishments 

Industry Percent with testing 
programs 

Total number in 
industry 

Mining 21.6 31,600 
Communications and public utilities 17.6 37,500 
Transportation 14.9 153,500 

Manufacturing   

Durable goods 9.9 193,900 
Nondurable goods 9.1 141,200 

Wholesale trade 5.3 467,900 
Finance, insurance, and real estate 3.2 403,900 
Construction 2.3 458,100 
Services 1.4 1,553,400 
Retail trade .7 1,101,800 

All industries 3.2 4,542,800 
 
Source:  Bureau of Labour Statistics. Survey of employer anti-drug programs. January 1989, table 2. 
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9. ALCOHOL 
 

9.1 CONCEPT OF ALCOHOL RISK LEVEL 
 

9.1.1 AUSTRALIAN BUREAU OF STATISTICS APPROACH 
 
The Australian Bureau of Statistics (ABS), which conducted the 1989-90 National Health Survey 
(NHS), requested respondents to estimate their average daily consumption of alcohol over the seven 
day period prior to interview. The ABS converted this measure of consumption into three levels of 
low, medium and high health risk from alcohol consumption (Table 9.1).  
 
The conversion involved an adaptation of the National Health and Medical Research Council 
(NHMRC) recommendations, which are expressed as grams of absolute alcohol per day, as millilitre 
equivalents, using the ratio of one ml of absolute alcohol as equal to 0.8 grams of absolute alcohol.208 
 
 
Table 9.1 Average daily alcohol consumption by sex by health risk 

mls absolute alcohol per day as standard drinks 
 

Health risk Males Females 

 mls standard drinks per day mls standard drinks per day 

Low < 50 mls 4 or less < 25 mls 2 or less 

Moderate 50-75 mls 4 - 6 25-50 mls 2 - 4  

High > 75 mls over 6 > 50 mls over 4  

 
 

9.1.2 NATIONAL HEALTH SURVEY APPROACH 
 
The 1989-90 NHS reported alcohol usage of respondents as weekly alcohol consumption, adjusted for 
male and female differences, as mls of absolute alcohol (Table 9.2). The NHS data relates only to 
consumption in the reference week, and does not take account of whether or not consumption in the 
preceding seven days was more, less or similar to regular alcohol consumption. 
 
 
Table 9.2 National Health Survey 1989-90, alcohol consumption groups 

alcohol consumption over 7 days prior to interview, health risk 
mls and gms absolute alcohol and standard drinks 

 
 
mls absolute alcohol gms absolute alcohol Standard drinks Health risk 

1 to less than 175 mls    

175 to less than 350 mls 140 gms 14 Low 

350 to less than 525 mls 280 gms 28 Hazardous 

525 mls or more 420 gms 42 Harmful 

 
 

                                                           
208 Australian Bureau of Statistics. National Health Survey Users’ Guide. Cat No. 4363.0. Canberra, 
Australian Bureau of Statistics, 1991, 31-33. 
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9.1.3 NHMRC APPROACH 
 
The levels of risk adopted by the NHMRC are described as “responsible”, “hazardous” and “harmful” 
alcohol use, based on regular alcohol self-reported alcohol consumption. 209 
 
The quantification of average daily alcohol consumption as grams of absolute alcohol in the NHMRC 
report on safe levels of alcohol consumption is in accordance with World Health Organisation (WHO) 
approach to levels of harm from drinking, based on a unit of a standard drink, containing between 8 
and 10 grams of absolute alcohol (Table 9.3). 
 
 
Table 9.3 Average daily alcohol consumption by sex by health risk 

grams absolute alcohol per day as standard drinks 
 

Health risk Males Females 

 gms standard drinks per day mls standard drinks per day 

Responsible < 41 gms 4 or less < 21 gms 2 or less 

Hazardous 41 - 60 gms 4 - 6 21 - 40 gms 2 - 4  

Harmful > 60 gms over 6 > 40 gms over 4  

 
 

9.1.4 HEALTH DEPARTMENT OF WA APPROACH 
 
More recently the term “low risk” drinking has been used by the Health Promotion Services Branch 
(HPSB) to describe drinking occurring at the 4 standard drinks or less range for men and the 2 standard 
drinks or less range for women. 
 
It should be noted that both the NHMRC and HPSB assume a continuing average level of consumption 
at the respective rates, and intermittent or episodic consumption at higher levels is not used to estimate 
average consumption over a period of time, eg weekly. The WHO defines hazardous use as use which 
“will probably lead to harmful consequences for the user, either dysfunction or harm”, whereas 
harmful use is described by the NHMRC as “use of a drug that is known to have caused tissue damage 
or mental illness in the particular person.” 
 
We note elsewhere in the report that this terminology should be reconsidered. It is used here, however, 
as the terms are those used in the reports cited. 
 

9.2 PREVALENCE 
 

9.2.1 AUSTRALIA 
 
Alcohol prevalence in the adult Australian population (aged 18 years and over) has been derived from 
the 1995 edition of the The quantification of drug-caused morbidity and mortality in Australia,210 
which used two primary sources of data -  
 
• the 1989 National Heart Foundation Risk Factor Prevalence Survey;211 and 
• the 1989-90 NHS conducted by the Australian Bureau of Statistics.212 

                                                           
209 Pols RG, Hawks DV. Is there a safe level of daily consumption of alcohol for men and women? 
(2nd edition) Canberra, Australian Government Publishing Service, 1991. 
210 English D, Holman CDJ et al. The quantification of drug-caused morbidity and mortality in 
Australia, 1995 edition. Canberra, Department of Human Services and Health, 1995, 68-69. 
211 NHF Risk Factor Prevalence Study Management Committee. Risk Factor Prevalence Study Survey 
No 3 1989. Canberra, National Heart Foundation of Australia, and Australian Institute of Health, 1989. 
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The NHS approach was to measure alcohol use by the seven day recall method. While it is likely that 
this method produces a more accurate reflection of the level of alcohol intake than a general alcohol 
frequency method (as used in the NHF Risk Factor Prevalence Survey), it suffers from the problem 
that a significant number of people who either drink occasionally, or who for various reasons did not 
take alcohol during the last week, are misclassified as non-drinkers.   
 
Characteristically, many drinkers use alcohol in an episodic fashion rather than at a steady rate of 
intake. There is also potential for a mismatch between the exposure prevalence data and the 
corresponding relative risks, in that the majority of studies that have examined the risks associated with 
alcohol use have not used a seven day recall method, but rather a general alcohol frequency method of 
exposure measurement. 
 
The over ascertainment of non-drinkers by the seven day recall method is borne out by a comparison of 
the ABS results with those of the NHF. In the ABS survey, 26% of male respondents and 48% of 
female respondents had not taken any alcohol during the last week. In the NHF survey, 13% of males 
and 25% of females classed themselves as non-drinkers.  
 
The meta-analysis undertaken by Dr Dallas English, Professor D’Arcy Holman and their research team 
found that only 12.6% of adult males were abstainers (Table 9.4) compared to 27.4% of adult women 
who were abstainers (Table 9.5).  
 
It was also found there were significantly more males (8.4%) than were females (2.3%) using alcohol 
at a harmful level (Figure 9.1). There were a similar proportion of current male and female users of 
alcohol in the low and hazardous intake groups -  
 
• males 69.9% low risk and 9.2% hazardous; and 
• females 64.6% low risk and 8.5% hazardous. 
 
Age-related alcohol consumption patterns of Australian males (Table 9.4; Figure 9.2) indicates - 
 
• prevalence of harmful and hazardous alcohol use peaks in the 25-29 age group, drops slightly and 

remains relatively stable until the 50-54 age group; and 
• low risk prevalence alcohol use increases consistently with age. 
 
Age-related alcohol consumption patterns of Australian females (Table 9.5; Figure 9.3) indicates - 
 
• prevalence of harmful and hazardous alcohol use peaks in the 20-24 and 45-49 age groups, and 

remains relatively static until the late 60s age range before decreasing; and 
• low risk prevalence alcohol use decreases slightly with age. 
 

                                                                                                                                                                      
212 Australian Bureau of Statistics. 1989-90. National Health Survey. Health Risk Factors, Australia. 
Cat. No. 4380.0. Canberra, Australian Bureau of Statistics, 1992. 
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Figure 9.1 Abstinence, low, hazardous and harmful alcohol use 
Australian adults, 1989 
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Table 9.4   Prevalence of current alcohol intake by age group 

Australian adult males, 1989 
 

Age Alcohol intake 

 Abstinence Low Hazardous Harmful 

18-19 0.159 0.658 0.097 0.086 
20-24 0.159 0.623 0.103 0.115 
25-29 0.08 0.688 0.124 0.108 
30-34 0.11 0.726 0.084 0.08 
35-39 0.12 0.708 0.099 0.073 
40-44 0.087 0.743 0.082 0.088 
45-49 0.115 0.716 0.089 0.08 
50-54 0.129 0.678 0.095 0.098 
55-59 0.178 0.662 0.09 0.07 
60-64 0.192 0.65 0.081 0.077 
65-69 0.169 0.696 0.085 0.05 
70-74 0.169 0.739 0.049 0.043 
75-79 0.169 0.784 0.027 0.02 
 80+ 0.169 0.806 0.013 0.012 
Total (18+) 0.126 0.699 0.092 0.084 

 
    Source:  English and Holman (1995). 
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Table 9.5 Prevalence of current alcohol intake by age group  
Australian females, 1989 

 
Age Alcohol intake 

 Abstinence Low Hazardous Harmful 
18-19 0.202 0.683 0.082 0.032 
20-24 0.202 0.642 0.111 0.044 
25-29 0.185 0.696 0.093 0.026 
30-34 0.24 0.678 0.066 0.016 
35-39 0.221 0.685 0.078 0.016 
40-44 0.233 0.654 0.099 0.015 
45-49 0.219 0.655 0.098 0.028 
50-54 0.328 0.566 0.081 0.025 
55-59 0.327 0.577 0.076 0.02 
60-64 0.331 0.577 0.071 0.021 
65-69 0.335 0.564 0.084 0.017 
70-74 0.335 0.571 0.069 0.025 
75-79 0.335 0.609 0.056 0 
 80+ 0.335 0.632 0.03 0.004 
Total (18+) 0.247 0.646 0.085 0.023 

 
    Source:  English and Holman (1995). 
 
 
 
Figure 9.2 Prevalence of current alcohol intake by age group 

Australian males, 1989 
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Figure 9.3 Prevalence of current alcohol intake by age group 
Australian females, 1989 
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9.2.2 WESTERN AUSTRALIA 
 
Prevalence surveys of self-reported alcohol consumption by the Western Australian population were 
carried out by the ABS and the HPSB in 1977,213 1985,214 1991215 and 1994,216 provide representative 
data of trends in age and sex specific alcohol consumption in the State. 
 
9.2.2.1 Average daily consumption by risk level (1985-1994) 
 
The 1985, 1991 and 1994 surveys use the concept of the average daily consumption of alcohol, being 
one-seventh the total reported consumption of standard drinks in the seven days that immediately 
preceded the day of interview.  
 
A standard drink is defined as being equivalent to - 
 
• one 285 ml (middie) glass of high alcohol beer; or 
• one 120 ml glass of table wine; or 
• one 30 ml nip of spirits; or 
• one 60 ml glass of fortified wine. 
 

                                                           
213 Australian Bureau of Statistics. Alcohol and tobacco consumption patterns February 1977. Cat No. 
4312.0. Canberra, Australian Bureau of Statistics, 1978. 
214 Australian Bureau of Statistics. Alcohol consumption patterns Western Australia October 1985. Cat 
No. 4301.5. Canberra, Australian Bureau of Statistics, 1986.  
215 1991 alcohol consumption survey. Perth, Health Promotion Services Branch, Health Department of 
WA, 1992. 
216 1994 alcohol consumption survey. Perth, Health Promotion Services Branch, Health Department of 
WA, 1992. 
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In the 1985 and 1991 surveys average daily alcohol consumption (as mls of absolute alcohol) was 
classified according to the following a four-point scale - 
 
• non-drinker;  
• light drinker (<50 mls); 
• medium drinker (50 - 99 mls); and 
• heavy drinker (100 mls and over). 
 
In the 1994 survey the following five point scale was adopted - 
 
level of drinking Mean daily alcohol consumption 

(mls absolute alcohol) 
level of consumption 

(1) never drink nil no drinks contained alcohol consumed in the 3 
months prior to interview 

(2) occasional drinker less than 25 mls any drinks that contained alcohol in the last 3 
months prior to interview 

(3) low risk drinker 25 - 49 mls males (up to a daily average of 4 standard drinks) 
  females (up to a daily average of 2 standard drinks) 

(4) hazardous drinker 50 - 74 mls males (a daily average of between 4 and 6 standard 
drinks) 

  females (a daily average of between 2 and 4 
standard drinks) 

(5) harmful drinker 75 mls and over males (a daily average of more than 6 standard 
drinks) 

  females (a daily average of more than 4 standard 
drinks) 

 
 
9.2.2.2 Alcohol consumption by age and risk group (1985-1994) 
 
The trends in consumption over the period are derived from surveys conducted in 1985 (Table 9.6), 
1991 (Table 9.7) and in 1994 (Table 9.8). 
 
Over the period 1985 to 1994 the size of the drinking population in this State increased - 
 
• by 19%, from 67.2% in 1985 to 79.9% in 1994, for the number of all drinkers in the population; 
• by 11.4%, from 78% in 1985 to 86.9% in 1994, for the number of male drinkers in the male 

population; and 
• by 29.8%, from 56.4% in 1985 to 73.2% in 1994, for the number of female drinkers in the female 

population. 
 
The slight drop in prevalence recorded by all groups from 1985 to 1991 may be due to a number of 
reasons, such as methodological differences between surveys, the small sample in 1991 compared to 
the 1985 and 1994 surveys, or changes in definitions. 
 
1994 survey 
 
Because of variations in definitions of risk adopted in the 1994 survey, compared to the 1985 and 1991 
surveys, discussion of drinking by risk group will be confined to the 1994 survey. For definitions of 
harmful, hazardous and low risk drinking used in the 1994 study, see the five point scale previously 
referred to. 
 
By type of drinking the overall picture is - 
 
• harmful alcohol use peaks in the 18-25 age group for both males and females; 
• hazardous alcohol use peaks in the 25-44 age group for both males and females; 
• low risk male alcohol use is relatively stable then increases in the 65 years and over age group; and 
• low risk female alcohol use decreases with age. 
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Harmful alcohol consumption 
Table 9.8 pinpoints the highest levels of harmful use for both males (14.4%) and females (5.3%) 
occurs in the 18-24 age group, then declines.  
 
Harmful male alcohol use remains between 8-9% of all male drinkers throughout the adult life span, 
until the mid 60s, when it decreases. Harmful female alcohol use drops with age, although there is a 
slight increase recorded for the 65 years and older age group. 
 
Hazardous alcohol consumption 
The highest levels of hazardous drinking occurred in the 25-44 age group for both males (Figure 9.4) 
and females (Figure 9.5).  
 
However, there is a different lifetime pattern of hazardous alcohol use by the sexes. Female hazardous 
alcohol use peaks in the 25-44 age group at about 7%, then decreases to about 5% of female drinkers in 
the 65 years and over age group. Male hazardous alcohol use peaks at nearly 11% in the 25-64 age 
range, then decreases with age, dropping by about half, to 5% in the 65 years and over age group. 
 
Low risk alcohol consumption 
The 1994 survey indicates that low risk alcohol use by males increases with age, whereas with females 
there is a different pattern.  
 
The female drinking pattern is that with age while there is an increasing proportion of non-drinkers, 
amongst the declining female drinking population the proportion of hazardous and harmful drinkers 
remains relatively constant. 
 
 
Table 9.6   Average daily alcohol consumption (%) 

by age group and risk group, 1985 
 

Type of drinker 18 - 24 25 - 44 45 - 64 65 + All ages

Males      

None 22.3 16.2 24.6 40.5 22.0 
< 50 mls 55.2 60.7 58.1 57.3 58.7 
50-99 mls 15.4 17.8 14.1 2.2 14.8 
100+ mls 7.1 5.4 3.2 - 4.5 

% males drinking 77.7 83.8 75.4 59.5 78.0 

Females      

None 35.4 38.5 46.4 64.6 43.6 
< 50 mls 59.4 59.0 51.5 34.4 53.8 
50-99 mls 4.0 2.2 1.6 1.0 2.2 
100+ mls 1.2 0.3 0.4 - 0.4 

% females drinking 64.6 61.5 53.6 35.4 56.4 

Persons      

None 28.7 27.1 35.3 54.4 32.8 
< 50 mls 57.3 59.9 54.9 44.1 56.3 
50-99 mls 9.8 10.1 8.0 1.5 8.5 
100+ mls 4.2 2.9 1.8 - 2.5 

% persons drinking 71.3 72.9 64.7 45.6 67.2 

 
Source: Alcohol Consumption Patterns Western Australia October 1985, Cat. 4301.5. Australian Bureau of 

Statistics. 
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Table 9.7 Average daily alcohol consumption  (%) 
by age group and risk group, 1991 

 
Type of drinker 18 - 24 25 - 44 45 - 64 65 + All ages

Males      

None 25.9 18.9 24.4 38.0 23.6 
< 50 mls 55.7 63.8 60.0 58.0 60.8 
50-99 mls 12.1 13.1 11.8 3.3 11.5 
100+ mls 6.3 4.2 3.8 0.8 4.1 

% males drinking 74.1 81.1 75.6 62.1 76.4 

Females      

None 36.8 40.1 45.8 64.4 44.6 
< 50 mls 60.5 57.9 52.9 34.3 53.6 
50-99 mls 2.3 1.6 1.4 1.3 1.6 
100+ mls 0.5 0.3 - - 0.2 

% females drinking 63.3 59.8 54.3 35.6 55.4 

Persons      

None 31.2 29.3 34.7 52.9 34.1 
< 50 mls 58.1 60.9 56.5 44.6 57.2 
50-99 mls 7.3 7.5 6.7 2.2 6.6 
100+ mls 3.4 2.3 2.0 0.4 2.2 

% persons drinking 68.8 70.7 65.2 47.2 66.0 

 
Source: Alcohol Consumption Patterns Western Australia March 1991. Australian Bureau of Statistics/Health 

Promotions Services Branch, Health Department of WA. 
 



 Page - 271

Table 9.8 Average daily alcohol consumption (%)  
by age group and risk group, 1994 

 
Type of drinker 18 - 24 25 - 44 45 - 64 65 + All ages

Males      

None 9.6 11.2 15.7 18.9 13.1 
Occasional drinker 12.0 12.1 10.3 11.1 11.4 
Low risk drinker 57.5 57.5 55.3 60.8 57.3 
Hazardous drinker 6.6 10.8 9.8 5.2 9.2 
Harmful drinker 14.4 8.4 8.9 4.0 9.0 

% males drinking 90.5 88.8 84.3 81.1 86.9 

Females      

None 17.3 20.3 30.3 44.6 26.8 
Occasional drinker 20.8 20.8 17.7 16.1 19.2 
Low risk drinker 50.4 48.2 44.0 31.8 44.8 
Hazardous drinker 6.2 6.8 6.2 5.0 6.3 
Harmful drinker 5.3 2.9 1.8 2.5 2.9 

% females drinking 82.7 78.7 69.7 55.4 73.2 

Persons      

None 13.4 16.3 23.0 33.8 20.1 
Occasional drinker 16.3 16.4 14.0 14.0 15.4 
Low risk drinker 54.0 52.9 49.6 44.0 50.9 
Hazardous drinker 6.4 8.8 8.0 5.1 7.7 
Harmful drinker 9.9 5.6 5.4 3.1 5.9 

% persons drinking 86.6 83.7 77.0 66.2 79.9 

 
Source:   1994 Alcohol Consumption Survey. Health Promotion Services Branch, Health Department of WA 

Tables 2.1.5-2.1.7 
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Figure 9.4  Average daily alcohol consumption  
by age group and risk group, males, 1994 
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Figure 9.5  Average daily alcohol consumption  

by age group and risk group, females, 1994 
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9.2.2.3 Alcohol consumption by age and type of alcohol (1985-1994) 
 
There are marked difference in patterns of male and female alcohol consumption according to type of 
beverage and age group. This is illustrated by the results from the surveys held in 1985 (Table 9.9), 
1991 (Table 9.10) and 1994 (Table 9.11).  
 
Over the period 1985 to 1994 surveys indicate beer is the predominant preference of male drinkers 
across all age groups. 
 
In the 1985 and 1991 surveys whereas wine was the preferred alcoholic beverage of female drinkers in 
the 18-24, 25-44 and 45-64 age groups, beer was the preferred alcoholic beverage of the 65 years and 
older age group. 
 
In the 1994 survey suggest a shift in female drinking preferences, in that beer had become the preferred 
beverage of the 18-24 age group instead of wine, as reported by the earlier surveys, with wine the 
preferred beverage of all other age groups. 
 
 
Table 9.9 Average daily alcohol consumption  (mls absolute alcohol)  

by type of alcohol, age group and year of survey, 1985 
  
Daily consumption of 
(mls absolute alcohol) 

18-24 25-44 45-64 65+ All ages 

Males      

Beer 35.5 30.9 23.1 9.9 28.0 
Wine 1.9 4.5 7.0 4.1 4.7 
Fortified wine 0.3 0.6 0.6 1.0 0.6 
Spirits 5.6 2.0 1.3 1.9 2.4 
Other alcohol 0.9 0.4 0.7 0.4 0.6 

Total per male drinker 44.2 38.4 32.6 17.3 36.3 

Females      

Beer 4.2 5.0 4.9 4.3 4.8 
Wine 6.2 6.9 5.9 2.3 6.1 
Fortified wine 0.2 0.5 1.0 1.4 0.7 
Spirits 5.1 1.5 1.4 2.2 2.2 
Other alcohol 2.2 0.8 1.2 0.5 1.1 

Total per female drinker 18.0 14.7 14.3 10.7 14.9 

Persons      

Beer 21.4 20.2 15.7 7.4 18.3 
Wine 3.8 5.5 6.6 3.3 5.3 
Fortified wine 0.3 0.6 0.8 1.2 0.6 
Spirits 5.4 1.8 1.3 2.1 2.3 
Other alcohol 1.5 0.6 0.9 0.4 0.8 

Total per drinker 32.4 28.6 25.2 14.4 27.3 

 

 
 

Source: Alcohol Consumption Patterns Western Australia October 1985, Cat. 4301.5. Australian Bureau of 
Statistics. 



 Page - 274

Table 9.10 Average daily alcohol consumption  (mls absolute alcohol)  
by type of alcohol, age group and year of survey, 1991 

 

 
 

Daily consumption of 
(mls absolute alcohol) 

18-24 25-44 45-64 65+ All ages 

Males      
Beer 28.6 26.8 21.0 13.3 24.0 
Wine 3.2 3.9 7.4 4.3 4.7 
Fortified wine - 0.3 0.3 0.4 0.3 
Spirits 5.9 1.7 1.7 2.8 2.4 
Other alcohol 0.8 1.1 0.9 0.5 0.9 

Total per male drinker 38.5 33.7 31.3 21.3 32.3 

Females      

Beer 5.2 2.7 2.9 4.7 3.3 
Wine 5.4 7.9 7.8 3.6 7.0 
Fortified wine 0.2 0.2 0.5 1.7 0.4 
Spirits 4.0 1.8 1.1 2.2 2.0 
Other alcohol 2.1 0.6 0.3 0.8 0.8 

Total per female drinker 16.8 13.1 12.6 12.9 13.5 

Persons      

Beer 18.0 16.7 13.8 9.6 15.3 
Wine 4.2 5.6 7.6 4.0 5.6 
Fortified wine 0.1 0.2 0.4 1.0 0.3 
Spirits 5.0 1.7 1.5 2.5 2.2 
Other alcohol 1.4 0.9 0.7 0.6 0.9 

Total per drinker 28.6 25.1 23.8 17.7 24.4 

 
Source: Alcohol Consumption Patterns Western Australia March 1991. Australian Bureau of Statistics/Health 

Promotions Services Branch, Health Department of WA.  
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Table 9.11 Average daily alcohol consumption (mls absolute alcohol)  
by type of alcohol, age group and year of survey, 1994 

 
Daily consumption of 
(mls absolute alcohol) 

18-24 25-44 45-64 65+ All ages 

Males      

Beer 30.7 27.1 23.9 14.7 25.4 
Wine 1.0 3.4 9.1 6.1 4.9 
Fortified wine 0.3 0.4 0.3 0.3 0.4 
Spirits 11.0 4.1 2.6 2.1 4.6 
Other alcohol 0.7 1.4 1.0 1.0 1.1 

Total per male drinker 44.7 38.2 38.2 25.5 37.9 

Females      

Beer 6.6 3.1 2.3 3.6 3.6 
Wine 5.4 7.7 9.1 3.7 7.3 
Fortified wine 0.3 0.1 0.4 1.1 0.3 
Spirits 8.6 2.6 1.0 4.9 3.6 
Other alcohol 1.0 1.3 0.4 1.3 1.0 

Total per female drinker 23.2 16.2 14.0 17.0 17.1 

Persons      

Beer 20.3 16.9 15.0 9.9 16.1 
Wine 3.0 5.3 9.1 5.1 5.9 
Fortified wine 0.3 0.3 0.3 0.7 0.4 
Spirits 10.0 3.4 2.0 3.3 4.1 
Other alcohol 0.9 1.4 0.7 1.1 1.1 

Total per drinker 35.7 29.0 28.1 21.9 29.1 

 
Source: Alcohol Consumption Patterns Western Australia March 1994. Health Promotions Services Branch, 

Health Department of WA.  
 
 
9.2.2.3.1 Male drinking 
 
1985 
Male drinkers in 1985 consumed (Figure 9.6; Table 9.9) a daily average of 36.3 mls of absolute 
alcohol per drinker, of which - 
 
• 28.0 mls (77.1%) was consumed as beer; 
• 4.7 mls (12.9%) was consumed as wine;  
• 0.6 mls (16.5%) was consumed as fortified wine; 
• 2.4 mls (6.6%) was consumed as spirits; and 
• 0.6 mls (1.6%) was consumed as other alcohol. 
 
1991 
Male drinkers in 1991 consumed (Figure 9.8; Table 9.10) a daily average of 32.3 mls of absolute 
alcohol per drinker, of which - 
 
• 24.0 mls (74.3%) was consumed as beer; 
• 4.7 mls (14.6%) was consumed as wine;  
• 0.3 mls (0.9%) was consumed as fortified wine; 
• 2.4 mls (7.4%) was consumed as spirits; and 
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• 0.9 mls (2.8%) was consumed as other alcohol. 
 
1994 
Male drinkers in 1994 consumed (Figure 9.10; Table 9.11) a daily average of 36.4 mls of absolute 
alcohol per drinker, of which - 
 
• 25.4 mls (69.8%) was consumed as beer; 
• 4.9 mls (13.5%) was consumed as wine;  
• 0.4 mls (1.1%) was consumed as fortified wine; 
• 4.6 mls (12.6%) was consumed as spirits; and 
• 1.1 mls (3.0%) was consumed as other alcohol. 
 
1985-1994 
Over the period 1985 to 1994 the daily average male alcohol consumption (as mls of absolute alcohol) 
increased by 0.2%, from 36.3 mls to 36.4 mls for total alcohol, with variations by type of alcohol as 
follows - 
 
• beer consumption decreased by 9.3%, from 28 mls to 25.4 mls; 
• wine consumption increased by 4.2%, from 4.7 mls to 4.9 mls; 
• fortified wine consumption decreased by one third, from 0.6 mls to 0.4 mls; 
• spirits consumption increased by 92% , from 2.4 mls to 4.6 mls; and 
• other alcohol consumption increased by 83%, from 0.6 mls to 1.1 mls.  
 
9.2.2.3.2 Female drinking 
 
1985 
Female drinkers in 1985 consumed (Figure 9.7; Table 9.9) a daily average of 14.9 mls of absolute 
alcohol per drinker, of which -  
 
• 4.8 mls (32.2%) was consumed as beer; 
• 6.1 mls (40.9%) was consumed as wine;  
• 0.7 mls (4.7%) was consumed as fortified wine; 
• 2.2 mls (14.8%) was consumed as spirits; and 
• 1.1 mls (7.4%) was consumed as other alcohol. 
 
1991 
Female drinkers in 1991 consumed (Figure 9.9; Table 9.10) a daily average of 13.5 mls of absolute 
alcohol per drinker, of which -  
 
• 3.3 mls (24.4%) was consumed as beer; 
• 7.0 mls (51.8%) was consumed as wine;  
• 0.4 mls (3.0%) was consumed as fortified wine; 
• 2.0 mls (14.8%) was consumed as spirits; and 
• 0.8 mls (5.9%) was consumed as other alcohol. 
 
1994 
Female drinkers in 1994 consumed (Figure 9.11; Table 9.11) a daily average of 15.7 mls of absolute 
alcohol per drinker, of which -  
 
• 3.6 mls (22.9%) was consumed as beer; 
• 7.3 mls (46.5%) was consumed as wine;  
• 0.3 mls (1.9%) was consumed as fortified wine; 
• 3.6 mls (22.9%) was consumed as spirits; and 
• 1.0 mls (6.4%) was consumed as other alcohol. 
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1985-1994 
Over the period 1985 to 1994 the daily average female alcohol consumption (as mls of absolute 
alcohol) increased by 5.4%, from 14.9 mls to 15.7 mls for total alcohol, with variations by type of 
alcohol as follows - 
 
• beer consumption decreased by 25%, from 4.8 mls to 3.6 mls; 
• wine consumption increased by 19.6%, from 6.1 mls to 7.3 mls; 
• fortified wine consumption decreased by 57.1%, from 0.7 mls to 0.3 mls; 
• spirits consumption increased by 63.6%, from 2.2 mls to 3.6 mls; and 
• other alcohol consumption decreased by 9.1%, from 1.1 mls to 1.0 mls.  
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Figure 9.6 Daily average alcohol consumption  
male drinkers (%) by type of alcohol and age group, 1985 
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Figure 9.7 Daily average alcohol consumption  

female drinkers (%) by type of alcohol and age group, 1985 
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Figure 9.8 Daily average alcohol consumption  
male drinkers (%) by type of alcohol and age group, 1991 
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Figure 9.9 Daily average alcohol consumption  

female drinkers (%) by type of alcohol and age group, 1991 
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Figure 9.10 Daily average alcohol consumption,  
male drinkers (%) by type of alcohol and age group, 1994 
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Figure 9.11 Daily average alcohol consumption 

female drinkers (%) by type of alcohol and age group, 1994 
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9.3 SALES AND TAXATION 
 

9.3.1 AUSTRALIAN ALCOHOLIC BEVERAGES MARKET 
 
9.3.1.1 Size of the Australian alcoholic beverages market 
 
The Prices Surveillance Authority (PSA) has recently conducted an inquiry into the beer industry, 
which is a source of useful analyses of the relationship between the different segments of the alcoholic 
beverages market.217 Submissions to the inquiry provide support for the proposition that beer, 
compared particularly to cask wine, bears a disproportionately heavier burden of all taxes levied on 
alcoholic beverages.  
 
Total retail sales in the alcohol beverage industry was estimated in the 1992/93 year to have been 
$9,378 million (Table 9.12). The market shares were according to type of alcoholic beverage - 
 
• beer 60%; 
• wines 20%; 
• spirits 19.7%; and 
• cider 0.3%. 
 
Table 9.12 indicates that in 1992/93 beer dominated the Australian alcohol beverage market by 
turnover at 60 per cent by value. 
 
Beer sales represent 82.3% of the market share of alcoholic beverages by volume and constitute only 
55.5% of market share by volume as absolute alcohol; compared to wine sold as casks, which 
constitute 8.2% of the market share of alcoholic beverages by volume, but make up 15.5% of market 
share by volume as absolute alcohol. 
 
A high proportion of wine production is sold as cask or bulk wine - 175 million litres or 57 per cent of 
the total of wine consumption by volume (Table 9.13). The 175 million litres of wine sold as cask or 
bulk represents 72 per cent of table wine sales excluding fortified, sparkling and carbonated wines.  
 
 
Table 9.12   Australian alcohol beverages industry estimated value of sales, 

1992/93 
 

    Supply by  Sales to 

Product Retail 
sales 
($m) 

Retail market 
share 
(%) 

Factory gate 
turnover 

($m) 

Australia 
($m) 

Imports 
($m) 

 Domestic
($m) 

Exports
($m) 

Beer 5,645 60.0 2,413 2,393 19  2,360 53 
Wines 1,855 20.0 1,000 953 47  707 293 

Subtotal wine and beer 7,500 80.0 3,413 3,313 66  3,067 346 

Cider 33 0.3 26 26 0  26 0 
Spirits (estimate) 1,845 19.7 300 30 270  270 30 

Total (estimate) 9,378 100 3,739 3,403 336  3,363 376 

 
Note:  Packaged beer accounts for 57 per cent of total beer market, with the remainder tap beer. 
Source:  ABS 8221.0, 5434.0, 5435.0. 
 
 
 

                                                           
217 Prices Surveillance Authority. Inquiry into the beer declaration. Sydney, Prices Surveillance 
Authority, 1994. 
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Table 9.13 Australian alcohol beverages industry  
estimated volume consumption, 1992/93 

 
Product Total volume 

(million litres) 
Market share 
by volume (%) 

Alcohol volume 
(million litres) 

Market share by 
absolute alcohol 

volume (%) 

Beer 1,679.9 82.3 72.4 55.5 
Wine - casks 168.7 8.2 20.3 15.5 
Other wine, incl. bulk 7.7 0.4 0.9 0.7 
Wine - bottles 135.7 6.6 16.3 12.5 

Total wine 312.1 15.2 37.5 28.7 

Spirits (estimate) 50.0 2.4 20.5 15.7 

Total 2,042.0 100.0 130.4 100 

 
Source:  ABS 4306.0, 4315.0, 8504.0. 
 
 
9.3.1.2 Changes in market shares 
 
Table 9.14 shows key changes from 1986 to 1993 in the wine and beer market in Australia. Over this 
period the overall beer market declined by 8 per cent, compared to the wine market, which declined by 
4 per cent. This data shows that sales of low alcohol beer have grown strongly, doubling since 1986.218 
Sales of regular beer on the other hand have declined, down 23 per cent over the same period. 
 
 
Table 9.14   Australian alcohol beverages industry  

beer and wine market shares (million litres) 1986-1993 
 

 Beer  Wine 

 Low alcohol Regular Total  Table Total 

1986       

 201 1631 1832  253.0 325.2 
Share (%) 11 89 100  77.8 100 

1993       

 418 1262 1680  246.3 312.1 
Share (%) 25 75 100  78.9 100 

Growth 86-93 (%) 108 -23 -8  -2.6 -4.0 

 
Note:   Table wine is white, red and rose wine. 
 
 
As Table 9.14 indicates, consumption of wine also declined over this period with total wine 
consumption down 4 per cent and table wine consumption down 2.6 per cent.  
 
Figure 9.12 shows there has been a continuing decline in per capita beer consumption (as litres of 
absolute alcohol) in Australia, decreasing by 24%, from 6.6 litres in 1977 to 5 litres in 1989. 
 
Over the same period there has been a different pattern in wine consumption, which increased by 32% 
(as litres of absolute alcohol) from 1.9 litres in 1977 to a peak of just over 2.5 litres in 1984. Since the 
mid 1980s per capita wine consumption declined by 14%, to 2.2 litres in 1989. 
 
 

                                                           
218 Low alcohol is taken to include the ABS classification of low alcohol and light beer. 
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Figure 9.12  Per capita consumption of beer and wine  
Australia, 1977 - 1989 
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A more detailed analysis of consumption trends over the period 1986 to 1993 in the wine market shows 
wine sales, with respect to fortified wine, bulk wine and wine in flagons fell, causing a fall of 4% in the 
overall wine market (Table 9.15).  
 
However, over the same period there was an increase of 23.5% in sales of table wine in 750 ml bottles 
and an increase of 3.6% in sales of wine in casks and sparkling wines. 
 
 
Table 9.15 Australian alcohol beverages industry  

wine market consumption patterns (million litres) 1986-1993 
 

 Table wine  Other wine 

 Casks Bottle 
> 1 litre 

Bottle 
< 1 litre 

Bulk  Fortified Sparkling Other Total 
wine 

1986          

 162.9 15.9 56.7 17.6  36.8 28.9 6.4 325.2 
Share of all wine (%) 50.1 4.9 17.4 5.4  11.3 8.9 2.0 100 

1993          

 168.7 2.1 70 5.5  28.4 30.0 7.4 312.1 
Share of all wine (%) 54.1 0.7 22.4 1.8  9.0 9.6 2.4 100 
Share of table wine (%) 68.5 0.9 28.4 2.2      

Growth 86-93 (%) 3.6 -86.8 23.5 -68.8  -22.8 3.8 15.6 -4.0 

 
Source:  ABS 4306.0, 8504.0. 
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9.3.1.3 Operation of Australian alcoholic beverages market 
 
A study commissioned for the Australian Associated Brewers (AAB)219 by the Tasman Institute 
suggested unconditional compensated own-price elasticities of - 
 
- 0.43 per cent for beer;  
- 0.15 per cent for bottled wine; and 
- 0.72 for cask wine.220  
 
This means, for instance, that a ten per cent change in the price of beer would result in a 4.3 per cent 
change in demand. A ten per cent change in the price of bottle wine would result in a 1.5 per cent 
change in demand. A ten per cent change in the price of cask wine, which would result in a 7.2 per cent 
change in demand, a response (or greater degree of elasticity) nearly five times as great as for bottle 
wine. 
 
9.3.1.4 Contribution of alcohol industry to tax revenues 
 
The alcohol beverages industry is an important source of revenue for State and Commonwealth 
Governments.  
 
In 1992/93 the Commonwealth Government raised $2.36 billion in revenue from indirect taxes on 
alcohol products (as distinct from taxes on corporate profits or employment related to the alcohol 
beverages industry), accounting for 2.4 per cent of all Commonwealth revenues. State Governments 
collected $630 million from liquor licence fees, accounting for 2.2 per cent of all State tax revenues 
(Table 9.16). 
 
In the calendar year 1994 the total revenue from taxation on alcoholic beverages in Australia was 
$3,161,000,000, of which the Commonwealth share was 79% (Table 9.17). 
 
 
Table 9.16  Australian alcohol beverages industry tax revenues, 1992/93 
 

 Beer Wine Spirits Other Total 

Commonwealth      

Excise $765,000,000 $5,000,000 $643,000,000 0 $1,413,000 
Wholesale taxes $517,000,000 $217,000,000 $207,000,000 $3,000,000 $944,000,000 

Total $1,282,000,000 $222,000,000 $850,000,000 $3,000,000 $2,357,000,000 

States & territories      
Liquor licence fees na na na na $630,000,000 

Total     $2,987,000,000 

 
Source:  ABS 5506.0. 
 
 
 

                                                           
219 Submission to Industry Commission. Inquiry into the winegrape and wine industry (draft report). 
Sydney, Industry Commission, 1995. 
220 Compensated price elasticities indicate the change in consumption of alcohol beverages in response 
to relative price changes, holding real incomes constant; ie incomes are “compensated” for the income 
change effect of a change in price. The elasticities are calculated on an unconditional basis; ie total 
consumption on alcohol beverages is not fixed. 



 Page - 285

Table 9.17   Australian alcohol beverages industry  
revenue from taxes on alcohol in 1994 

 
Government Alcohol 

New South Wales $261,000,000 
Victoria $144,000,000 
Queensland $112,000,000 
Western Australia $64,000,000 
South Australia $42,000,000 
Tasmania $17,000,000 
ACT $13,000,000 
Northern Territory $8,000,000 
Commonwealth $2,500,000,000 

National total $3,161,000,000 

 
Note: The Northern Territory generated $4,906,000 from its alcohol levy in the financial year 1993-1994. 
Source: Crosbie D, Quinlan F, Richards R. Drugs, Money and Governments. Canberra Alcohol & Other Drugs 

Council of Australia, 1995. 
 
 
9.3.1.5 Taxation of alcoholic beverages 
 
Taxation on alcoholic beverages is significantly skewed against spirits and beer in favour of wine 
(Table 9.18). Table 9.19 shows estimates of the incidence of all taxes (Commonwealth and State ie 
excise, wholesale taxes and State licence fees) on the principal alcohol products. 
 
The major reason for the high level of tax on beer and spirits is the imposition of a Federal excise tax. 
The effect of excise is compounded twice because wholesale tax is levied on the wholesale price plus 
excise and the State licence fees are compounded on top of this. The structure of State taxes is 
reasonably uniform, although some States offer significant incentives for low alcohol beverages (Table 
9.20). 
 
The application of a wholesale tax on cask wine rather than an excise tax means that the rate of tax per 
unit alcohol is negligible on this form of beverage. The current tax structure means that bulk or cask 
wine is by a considerable margin the cheapest form of alcohol beverage. The taxes on a litre of 
beverage vary markedly. Table wine in bottle (premium quality) is taxed at $4 a litre while cask wine is 
taxed at 40c a litre, a ten to one ratio. 
 
The net effect of the tax structure is to distort consumer choice and industry development. The 
rationale for this differential taxation of beer, which is more heavily taxed than cask wine, is difficult 
to explain on equity grounds, as both are consumed by lower to middle income earners. 
 
 



 Page - 286

Table 9.18   Australian alcohol beverages industry Commonwealth excise and 
taxation 

 
 Low alcohol 

products 
Regular beer Wine Brandy Spirits 

Excise      
 Nil     
($ per litre of pure 
alcohol) 

(below 1.15% alc.) $14.69 Nil $29.21 $35.12 

      
Sales Tax      
(% of combined 
wholesale price 
and excise) 

14% 21% 24% 21% 21% 

 
Source: Crosbie D, Quinlan F, Richards R. Drugs, Money and Governments. Canberra Alcohol & Other Drugs 

Council of Australia, 1995. 
 
 
 
Table 9.19  Australian alcohol beverages industry  

summary of estimated incidence of total taxes, 1994 
 

Product Taxes per litre of beverage 
($) 

Product Taxes per litre of absolute 
alcohol in beverage ($) 

Spirits 20.73 Spirits 55.28 
Table wine premium quality 4.01 Table wine premium quality 33.42 
Table wine medium quality 2.13 Regular beer 25.10 
Beer regular 1.23 Low alcohol beer 25.09 
Beer (keg) 1.11 Beer (keg) 22.65 
Beer low alcohol 0.69 Table wine medium quality 17.75 
Table wine cask 0.40 Cask wine 4.00 

 
 
 
Table 9.20   Australian alcohol beverages industry  

State licence fees collected on alcohol sales 
 
 NSW ACT VIC QLD WA SA TAS NT 
Low alc. 
beer 

 
7% 

Nil  
(below 
3.6% alc.) 

Nil  
(below 
3.8% alc.) 

 7%  
(below 
3.8% alc.) 

Nil  
(below 
3.8% alc.) 

 
5% 

 
 
4% 

Low alc. 
wine 

(below 
3.5% alc.) 

 Nil  
(below 
6.5%) 

 
 
10% 

7%  
(below 
6.1% alc.) 

Nil  
(below 
6.8% alc.) 

  

Beer       11%  
Wine 13% 13% 11%  11% 11%  11% 
Spirits         
 
Note: Tasmania has only recently introduced a concessional rate for low alcohol products. 
 In the Northern Territory an additional levy is also applied 
 low alcohol beer no fee 
 regular beer $0.20 per litre of beverage 
 wine & cider $0.48 per litre of beverage 
 spirits and fortified wine $1.60 per litre of beverage 
 
Source: Crosbie D, Quinlan F, Richards R. Drugs, Money and Governments. Canberra Alcohol & Other Drugs 

Council of Australia, 1995. 
 
 

9.3.2 WESTERN AUSTRALIAN ALCOHOLIC BEVERAGE MARKET 
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9.3.2.1 Taxation revenue (liquor franchise licence fees) 
 
Liquor franchise fees are paid primarily by licensees on a quarterly basis. The licence period is a 
calendar year with the fees based on the wholesale value of liquor purchases in the preceding financial 
year. They are collected under the Liquor Licensing Act, which is administered by the Office of Racing 
and Gaming (ORG). A licence is not required for the sale of liquor from police canteens, Parliament 
House, pharmacists (for medicinal purposes) or from various other specified supplies. 
 
From 1974 to 1986, liquor license fees in Western Australia were 8% of the wholesale value of liquor 
purchases for stores and taverns and 7% for all other licensees. No distinction was made between the 
relative strengths of alcoholic beverages.  
 
Since 1 October 1986, the licence fees have adopted a differential taxation regime for high and low 
alcohol content alcoholic beverages (ie <3.8%). In Western Australia current rates are 11% of the 
wholesale value of liquor purchases by licensees for general liquor and 7% of the wholesale value of 
liquor purchases for low alcohol liquor (Table 9.21). 
 
 
Table 9.21  Interstate comparison of liquor franchise fees 
 

 WA NSW VIC QLD SA TAS NT ACT 

General rate 11% 13% 11% 10% 11% 11% 11% 13% 
Low alcohol 7% (a) Exempt Exempt 10% Exempt 5.5% 4% 7% 
Concessional rate       No 

concession 
for wine 

 

 
(a)  Applicable if below 3.8% alcohol by volume for beer and 6.1% alcohol by volume for wine. 
 
 
Revenue from liquor franchise fee collections has risen from $11,177,000 in the 1976/77 year to 
$64,132,469 in the 1993/94 year. The value of sales is not available before 1986/87 year, as prior to 
this time returns were processed entirely on a manual basis, which did not include data about the value 
of sales (Table 9.22). 
 
The total wholesale value of liquor purchases in Western Australia in the 1993/94 year was 
$640,829,578, an increase of just over 40% of purchases recorded for the 1986/87 year, whereas tax 
revenues over this same period increased by nearly 50%. 
 
A breakdown of purchases and tax data for the period 1986/87 to 1993/94 indicates the growth in the 
size of the market with respect to wine and spirits, compared to the beer market, which experienced 
significant decreases in the volume and value of purchases (Figure 9.13).  
 
The greatest change in consumption patterns in the beer market involved a switch by Western 
Australian drinkers away from regular to low alcohol beer (Table 9.23; Figure 9.14). 
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Table 9.22   Alcohol franchise licence fee collections  
Australia and WA, 1976/77-1993/94 

 
 Australia Western Australia 

Year Total Australian 
alcohol 

consumption 
(litres) 

Excise duty 
paid ($’000) 

Total purchases Revenue 

1976/77 na $120,868,000 na $11,177,000 
1977/78 na $140,618,000 na $12,850,000 
1978/79 na $155,200,000 na $14,400,000 
1979/80 na $174,700,000 na $16,300,000 
1980/81 143,055,000 $202,500,000 na $18,000,000 
1981/82 147,129,000 $231,400,000 na $19,400,000 
1982/83 145,285,000 $261,100,000 na $20,800,000 
1983/84 144,454,000 $294,100,000 na $23,600,000 
1984/85 138,839,000 $316,400,000 na $24,300,000 
1985/86 143,138,000 $350,300,000 na $28,600,000 
1986/87 139,718,000 na $452,192,479 $43,100,000 
1987/88 141,997,000 na $509,333,000 $51,900,000 
1988/89 142,555,000 $496,000,000 $522,811,501 $57,009,822 
1989/90 142,012,000 $546,000,000 $566,960,237 $62,640,509 
1990/91 138,073,000 $603,000,000 $567,099,273 $59,435,525 
1991/92 135,940,000 $615,000,000 $577,803,143 $62,147,926 
1992/93 131,336,000 $630,000,000 $601,824,254 $61,462,765 
1993/94 na $661,000,000 $640,829,578 $64,132,469 

 
na - not available 
Source: Taxation Revenue, Australia. Cat. No. 5506.0. Australian Bureau of Statistics. 
 Apparent Consumption of Foodstuffs & Nutrients, Australia. Cat. No. 4306.0.  
 
 
Figure 9.13 Changes in market share  

by type of alcoholic beverage, 1987/88-1993/94 
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Figure 9.14 Changes in beer consumption patterns 
1987/88-1993/94 
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Over the period 1988/89 to 1993/94 there has been an increase in the proportion of alcohol sold 
through licensed stores compared to other outlets (Figure 9.15). This indicates a growing trend over the 
period towards off-premises consumption of alcohol in this State, even though the number of licensed 
outlets remained relatively constant. 
 
 
Figure 9.15 Breakdown of total annual licence fee collections by type of 

licence, 1988/89-1993/94 
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9.3.2.2 Consumption trends (1968-1994) 
 
As a number of different methodologies have been used to estimate the annual consumption of alcohol 
based on sales data, care should be exercised in estimates of trends in consumption over the period 
1967/68 to 1993/94. 
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For the purposes of this report, in the period 1967/68 to 1983/84 the volume of sales was estimated by 
reference to the annual reports of the Swan Brewery and a number of sources of ABS data on alcohol 
sales.221 No data is available for 1985 or 1986.  
 
Since 1986/87, with the computerisation of returns from license holders by the ORG, it has been 
possible to obtain a broad range of information as to type of alcohol and value of purchases for the 
whole State and at a regional level. 
 
Adjustments to take account of double counting arising from wholesalers have been made for the years 
1986/87 and 1987/88. This means that an apparent increase in per capita consumption that occurred in 
1988/89 relative to the previous two years may be partially attributable to a variation in methodology 
(Figure 9.16). 
 
From 1988/89 data has been extracted from a database based on ORG data that had been developed 
collaboratively by the ADA and the ORG. Since July 1994 this database has been maintained by the 
Epidemiology Branch of the HDWA. 
 
Overall trends in alcohol consumption (as litres of absolute alcohol) for the period 1967/68 to 1993/94 
(Table 9.24; Figure 9.16) show that - 
 
• consumption of total alcohol decreased by 24.0%, from a peak of 14.51 litres per capita in 1977/78 

to 11.03 litres per capita in 1993/94; 
• consumption of all beer declined by 45.3%, from a peak of 10.53 litres per capita in 1977/78 to 

5.76 litres per capita in 1993/94;  
• consumption of low alcohol beer increased by 11.4%, from 0.85 litres per capita in 1986/87 to 1.82 

litres per capita in 1993/94;222 
• consumption of wine increased by two and one half times, from 1.72 litres per capita in 1972/73 to 

4.38 litres per capita in 1993/94; and  
• consumption of spirits nearly doubled, from 1.29 litres per capita in 1968/69 to 2.46 litres per 

capita in 1993/94. 
 
 

                                                           
221 Drinksafe - alcohol and health in Western Australia, a resource book. Perth, Health Department of 
WA, 1986. 
222 As a result of the increase in consumption of low alcohol beer, by 1993/94 nearly one third of all 
beer purchased in WA was low alcohol beer. 
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Table 9.23 Consumption of alcohol in WA 
by volume and value of purchases, 1986/87-1993/94 
 

 
 1986/87 1987/88 1988/89 1989/90 1990/91 1991/92 1992/93 1993/94

Regular Beer     
Litres 158,765,602 158,766,000 144,294,449 138,124,995 116,844,598 118,734,991 110,879,740 111,579,705
Dollar Value $256,435,617 $278,921,000 $250,463,140 $252,581,946 $244,441,733 $235,117,812 $225,135,119 $236,641,091 
Absolute alcohol (l) 7,620,749 7,620,768 6,926,134 6,630,000 5,608,541 5,699,280 5,322,228 5,355,826
Absolute per capita (l) 6.65 6.43 6.56 6.12 5.44 4.36 4.05 4.04

Reduced Alcohol Beer    
Litres 27,777,992 36,118,000 54,455,266 60,660,588 58,369,371 67,486,806 69,080,604 69,015,900
Dollar Value $43,105,379 $61,056,000 $83,868,019 $98,716,503 $108,104,932 $116,653,834 $128,624,475 $126,672,150 
Absolute alcohol (l) 972,230 1,264,130 1,905,934 2,123,121 2,042,928 2,362,038 2,417,821 2,415,557
Absolute per capita (l) 0.85 1.07 1.81 1.96 1.99 1.81 1.84 1.82

All Beer     
Litres 186,543,594 194,884,000 198,749,715 198,785,583 175,213,969 186,221,797 179,960,344 180,595,605
Dollar Value $299,540,996 $339,977,000 $334,331,159 $351,298,449 $352,546,665 $351,771,646 $353,759,594 $363,313,241 
Absolute alcohol (l) 8,592,979 8,884,898 8,832,068 8,753,120 7,651,469 8,061,318 7,740,049 7,771,382
Absolute per capita (l) 7.49 7.50 8.37 8.08 6.93 6.17 5.89 5.76

Regular Wine    
Litres 25,702,963 24,574,000 26,692,763 27,325,583 23,324,528 27,711,609 30,997,002 30,181,588
Dollar Value $78,317,577 $82,636,000 $89,346,129 $98,086,964 $97,944,776 $105,498,356 $117,544,712 $127,904,046 
Absolute alcohol (l) 3,058,653 2,924,306 3,176,439 3,251,744 2,775,619 3,297,681 3,688,643 3,591,609
Absolute per capita (l) 2.67 2.47 3.01 3 2.85 2.52 2.81 2.71

Reduced Alcohol Wine    
Litres 177,011 853,000 1,061,370 1,334,165 1,524,378 1,596,769 1,979,216 2,313,430
Dollar Value $355,775 $1,686,000 $2,227,429 $3,000,935 $3,647,280 $4,443,607 $5,131,023 $6,660,289 
Absolute alcohol (l) 10,621 51,180 63,682 80,050 91,463 95,806 118,753 138,806
Absolute per capita (l) 0.01 0.04 0.06 0.07 0.08 0.07 0.08 0.11

All Wine    
Litres 25,879,974 25,427,000 27,754,133 28,659,748 24,848,906 29,308,378 32,976,218 32,495,018
Dollar Value $78,673,352 $84,322,000 $91,573,558 $101,087,899 $101,592,056 $109,941,963 $122,675,735 $134,564,335 
Absolute alcohol (l) 3,069,273 2,975,486 3,240,121 3,331,794 2,867,082 3,393,488 3,807,396 3,730,415
Absolute per capita (l) 2.68 2.51 4.01 4.23 3.89 3.75 4.31 4.38

Spirits    
Litres 4,847,356 5,541,000 6,149,159 7,050,699 6,002,800 6,718,758 7,367,993 8,466,470
Dollar Value $73,978,131 $85,034,000 $96,906,784 $114,573,889 $112,960,552 $116,089,534 $125,388,925 $142,952,002 
Absolute alcohol (l) 1,866,232 2,133,285 2,367,426 2,714,519 2,311,078 2,586,722 2,836,677 3,259,591
Absolute per capita (l) 1.63 1.80 2.24 2.51 2.27 1.98 2.16 2.46

All alcohol    
Litres 217,270,924 225,852,000 232,653,007 234,496,030 206,065,675 222,248,933 220,304,555 221,557,093
Dollar Value $452,192,479 $509,333,000 $522,811,501 $566,960,237 $567,099,273 $577,803,143 $601,824,254 $640,829,578 
Absolute alcohol (l) 13,528,484 13,993,669 14,439,615 14,799,434 12,829,628 14,041,527 14,384,122 14,761,388
Absolute per capita (l) 11.80 11.81 12.05 12.04 10.24 10.82 10.92 11.03

 
Source: 1987-1988 Office of Racing and Gaming, Annual Reports, with correction for wholesalers. 
 1989-1994 Health Department of WA database of annual returns sales from Office of Racing and Gaming. 
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Table 9.24 Estimated per capita alcohol consumption  
litres absolute alcohol persons age, 1967/68-1993/94 

 
Year  Beer   Wine  Spirits  All alcohol 

 Low Regular All beer Low Regular All wine    

1967/68   8.93   1.94 1.31  12.18 

1968/69   9.17   2.07 1.29  12.53 

1969/70   9.25   1.89 1.43  12.57 

1970/71   9.14   1.81 1.44  12.39 

1971/72   8.93   1.72 1.51  12.16 

1972/73   9.13   1.72 1.71  12.56 

1973/74   9.74   1.95 1.71  13.40 

1974/75   10.17   2.06 1.63  13.86 

1975/76   10.08   2.17 1.57  13.82 

1976/77   10.16   2.10 1.71  13.97 

1977/78   10.53   2.19 1.79  14.51 

1978/79   10.30   2.52 1.44  14.26 

1979/80   9.92   2.61 1.36  13.89 

1980/81   9.50   2.73 1.47  13.70 

1981/82   9.35   2.62 1.54  13.51 

1982/83   9.03   2.72 1.55  13.30 

1983/84   8.97   2.74 1.48  13.19 

1984/85   na   na na  na 

1985/86   na   na na  na 

1986/87 0.85 6.65 7.49 0.01 2.67 2.68 1.63  11.80 

1987/88 1.07 6.43 7.50 0.04 2.47 2.51 1.80  11.81 

1988/89 1.81 6.56 8.37 0.06 3.01 4.01 2.24  12.05 

1989/90 1.96 6.12 8.08 0.07 3.00 4.23 2.51  12.04 

1990/91 1.99 5.44 6.93 0.08 2.85 3.89 2.27  10.24 

1991/92 1.81 4.36 6.17 0.07 2.52 3.75 1.98  10.82 

1992/93 1.84 4.05 5.89 0.08 2.81 4.31 2.16  10.92 

1993/94 1.82 4.04 5.76 0.11 2.71 4.38 2.46  11.03 

 
Source: 1968 - 1984 from Drinksafe - Alcohol and Health in Western Australia,  
 A Resource Book. Perth, Health Promotion Services Branch, Health Department of WA, 1988. 
 1985-1986 unavailable. 
 Prior to 1987 no breakdown available for low and high alcoholic beverages. 
 1987-1988 from Annual Report of the Office of Racing and Gaming. 
 1989 - 1994 from Health Department of WA database based on annual returns for assessment of liquor license fees 

assessed by Office of Racing and Gaming. 
Note: Based on estimated population aged 15 years and over, 
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Figure 9.16 Per capita adult consumption of beer, wine and spirits 
1967/68-1993/94 
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9.3.3 REGIONAL SALES (OFFICE OF RACING & GAMING DATA) 
 
A number of recent studies have examined regional variations in alcohol use in this State, including 
causal relationships between alcohol use and hospitalisation and mortality within specific regional 
contexts.223 
 
Based on ORG data, which is available for the period 1987/88 to 1993/94, the mean State consumption 
for the state for all types of alcohol peaked in 1988/89 at 12.05 per capita, then dropped to 10.82 litres 
per capita in 1991/92, before increasing slightly, to around 11 litres per capita in 1992/93 and 1993/94 
(Figure 9.17). 
 
 
Figure 9.17 Per capita consumption of beer, wine and spirits, 1987/88-1993/94 
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Regional data from the HDWA Alcohol Sales database, which covers the period 1988/89 to 1993/94 
indicates marked variations between regions224 in the consumption of alcoholic beverages, compared to 
the State average (Table 9.25; Figure 9.18) . 
 
This data identifies four regions in particular which have well above average levels of alcohol 
consumption. The highest consumption area, the Kimberley region, had a rate nearly twice the State 
average rate.  
 

                                                           
223 cf Daly A, Philp A. Alcohol consumption in Western Australia, July 1991 to June 1993. Perth, 
Epidemiology Branch, Health Department of WA, 1995; Phillips M, Dalys A, Philp A. “Geographic 
variation in alcohol consumption in WA can it tell us anything useful about individual consumption?” 
In Bartu A (ed). Proceedings of 11th Mandurah addiction research symposium. Perth, Alcohol and 
Drug Authority, 1995; Midford R, James R, Oddy W, Dyskin EV, Beel A. “Alcohol consumption and 
harm in two Western Australian regional centres”. (1995) 19 Australian Journal of Public Health 41. 
224 Regions are based on Australian Bureau of Statistics Statistical Divisions. 
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It is noted that areas of highest per capita consumption are characterised as having populations with 
high ratios of males as to females, younger males, typically involving mining and who reside in parts 
of the State with harsher climatic conditions.  
 
There were also three regions with rates of consumption that were about 10% above the State average, 
and two region which were below the State average. 
 
Very high consumption areas 
• the Kimberley region (about 20 litres per capita); 
• the South Eastern region (about 19 litres per capita); 
• the Pilbara region (about 18 litres per capita); and 
• the Central region (about 15 litres per capita). 
Above average consumption areas 
• South West region (about 12.5 litres per capita); 
• Midlands region (about 11.5 litres per capita); and 
• Upper Great Southern region (about 11 litres per capita). 
Below average 
• Perth region (about 10 litres per capita); and 
• Lower Great Southern (about 9 litres per capita). 
 
 
Figure 9.18 Per capita consumption of all alcohol by region, 1988/89-1993/94 
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Table 9.25  Alcohol sales by statistical division 
all types of alcohol combined, 1988/89-1993/94 

 
 1988/89 1989/90 1990/91 1991/92 1992/93 1993/94 

Regular beer   
Kimberley 11.02 11.6 10.19 8.46 8.89 9.71 
Pilbara 9.57 8.27 7.28 6.8 5.97 6.13 
Central 7.87 7.47 6.83 6.46 6.01 5.71 
Midlands 6.27 5.84 5 5.04 4.82 4.79 
South Eastern 11.01 10.05 8.52 7.51 7.06 7.68 
Perth 5.05 4.74 4.23 3.86 3.51 3.47 
Lower Great Southern 4.35 4.37 3.96 3.78 3.5 3.41 
Upper Great Southern 6.47 5.89 5.42 5.02 5.13 5.02 
South West 6.17 5.75 5.13 4.8 4.48 4.49 
State 6.56 6.12 5.44 4.36 4.05 4.04 
Reduced alcohol beer       
Kimberley 3.15 3.65 3.27 2.94 3.2 2.97 
Pilbara 3.49 3.8 3.73 4.13 3.96 3.8 
Central 2.68 3.05 3.13 3.23 3.26 3.03 
Midlands 2.26 2.6 2.48 2.68 2.77 2.7 
South Eastern 2.94 3.43 3.46 3.71 3.82 3.97 
Perth 1.27 1.35 1.41 1.45 1.48 1.46 
Lower Great Southern 0.87 1.16 1.19 1.25 1.23 1.29 
Upper Great Southern 2.44 2.78 2.7 2.56 2.54 2.45 
South West 1.98 2.19 2.1 2.26 2.18 2.29 
State 1.81 1.96 1.99 1.81 1.84 1.82 
Regular wine       
Kimberley 3.88 3.73 4.92 4.76 4.61 4.48 
Pilbara 2.57 2.65 2.88 2.99 3.23 3.19 
Central 1.87 1.96 2.08 2.23 2.32 2.24 
Midlands 1.03 1.1 1.04 1.25 1.33 1.33 
South Eastern 2.24 2.28 2.16 2.34 2.55 2.64 
Perth 2.84 2.82 2.64 2.63 2.93 2.82 
Lower Great Southern 1.67 1.82 1.61 1.79 1.97 1.8 
Upper Great Southern 0.94 0.96 1 1.04 1.11 1.11 
South West 2.46 2.47 2.2 2.29 2.54 2.41 
State 3.01 3 2.85 2.52 2.81 2.71 
Reduced alcohol  wine       
Kimberley 0.13 0.15 0.15 0.15 0.2 0.27 
Pilbara 0.12 0.17 0.18 0.22 0.24 0.27 
Central 0.06 0.08 0.09 0.12 0.14 0.14 
Midlands 0.03 0.04 0.06 0.08 0.1 0.12 
South Eastern 0.06 0.11 0.12 0.12 0.16 0.22 
Perth 0.05 0.06 0.07 0.06 0.08 0.09 
Lower Great Southern 0.03 0.04 0.04 0.05 0.07 0.07 
Upper Great Southern 0.01 0.02 0.02 0.04 0.06 0.06 
South West 0.04 0.05 0.06 0.07 0.08 0.1 
State 0.06 0.07 0.08 0.07 0.08 0.11 
Spirits       
Kimberley 2.67 2.73 2.46 2.5 2.86 3.75 
Pilbara 2.81 2.95 2.72 3.59 3.63 4.03 
Central 2.44 2.9 2.91 3.09 3.23 3.42 
Midlands 1.85 2.22 2.06 2.43 2.83 3.25 
South Eastern 3.19 3.82 3.63 3.51 3.94 5.33 
Perth 1.83 2 1.8 1.72 1.83 2.05 
Lower Great Southern 1.49 2.01 1.55 1.79 2.05 2.34 
Upper Great Southern 1.68 2.17 2.11 1.95 2.32 2.57 
South West 2.14 2.62 2.36 2.5 2.78 3.2 
State 2.24 2.51 2.27 1.98 2.16 2.46 
Total alcohol       
Kimberley 20.85 21.86 20.99 18.81 19.76 21.18 
Pilbara 18.56 17.86 16.79 17.73 17.03 17.42 
Central 14.92 15.46 15.04 15.12 14.94 14.54 
Midlands 11.43 11.8 10.64 11.48 11.85 12.19 
South Eastern 19.44 19.6 17.89 17.23 17.52 19.84 
Perth 11.04 10.97 10.15 9.72 9.83 9.89 
Lower Great Southern 8.41 9.4 8.35 8.66 8.82 8.92 
Upper Great Southern 11.54 11.82 11.25 10.61 11.16 11.21 
South West 12.79 13.08 11.85 11.92 12.06 12.49 
State 12.05 12.04 10.24 10.82 10.92 11.03 
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9.3.4 REGIONAL SALES (SWAN BREWERY DATA) 
 
The Task Force received valuable assistance from the Swan Brewery, who undertook an analysis of 
their sales data in respect of sales patterns for the Pilbara, Kimberley and Goldfields areas. These areas 
had been identified as having significantly higher per capita rates of alcohol consumption, and with 
high rates of sales of regular beer compared to low strength beer, in relation to the total beer market. 
 
The overall pattern of beer consumption by strength can be seen from the analysis of sales of regular 
beer as a percentage of the total beer market in the Pilbara, Kimberley and Goldfields regions. In the 
Kimberley regional market about two thirds of all beer sold is regular beer, compared to the Pilbara 
market, which had the lowest ratio of regular beer to all beer sales, with about 50% of beer being sold 
as regular beer (Table 9.26; Figure 9.19). 
 
 
Table 9.26 Beer market - % beer sales as full strength beer  

Kimberley, Goldfields and Pilbara selling regions 
August 1993 - April 1995 

 
 

Sales month Kimberley Goldfields Pilbara 

Aug-93 64.4 55.6 50.1 

Sep-93 64.5 55.5 49.7 

Oct-93 65.2 55.7 50 

Nov-93 65.6 55.8 50.1 

Dec-93 65.5 55.4 50.1 

Jan-94 65.9 55.3 50.4 

Feb-94 66.3 55.5 50.8 

Mar-94 66.4 55.8 51.1 

Apr-94 66.8 55.9 51.4 

May-94 66.9 55.9 51.8 

Jun-94 67.3 55.8 51.7 

Jul-94 66.8 55.4 51.3 

Aug-94 67.2 55.3 50.9 

Sep-94 67.2 55.2 50.7 

Oct-94 67.3 54.9 50.7 

Nov-94 67.4 55.0 50.4 

Dec-94 67.7 55.1 50.5 

Jan-95 67.7 55.0 50.5 

Feb-95 67.8 54.9 50.4 

Mar-95 67.9 54.8 50.6 

Apr-95 68.0 54.8 50.6 

 
    Source:  Swan Brewery (unpublished data). 
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Figure 9.19 WA beer market - % beer sales as full strength beer 
Pilbara, Goldfields and Kimberley selling regions 
August 1993 - May 1995 
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There is a possibility that a contributing factor for the relatively high rates of alcohol consumption in 
the Kimberley region is due to seasonal influxes of tourists, who have the effect of inflating regional 
alcohol per capita consumption, unless there is adjustment to the size of the estimated resident 
population. 
 
A comparison of aggregate sales over a number of November to April periods (“wet seasons”) with 
aggregate sales over a number of the peak tourist seasons (May to October), indicates that drinking by 
locals, in respect to the November 1993 to April 1994, and November 1994 to April 1995 wet seasons, 
could indicate the high levels of alcohol use in the Kimberley region were not due to tourists (Figure 
9.20; Table 9.27). 
 
The Task Force has also analysed sales data from the Swan Brewery in relation to short-term trends in 
sales of beer by strength, and by container. While the dominant form of sales of beer in the three areas 
is by can, a somewhat lower proportion of beer is sold in cans in the Goldfields. The greater proportion 
of beer sold by kegs in the Goldfields, which accounted for about a quarter of all beer sold, may be 
indicative of a greater level of beer consumed on-site at licensed premises, compared to the other two 
regions (Table 9.28; Figure 9.21). 
 
The Swan Brewery sales data also indicates some important localised trends in sales (Table 9.29) - 
 
• in the Kimberley region the proportion of beer sold as regular strength increased from 64% of total 

beer sales in August 1993 to 68% of total beer sales in April 1995 (Figure 9.22); 
• in the Pilbara region sales of regular beer tended to fluctuate at around 52% of total beer sales 

(Figure 9.23); and  
• in the Goldfields region sales of regular beer has tended to fluctuate very slightly at around 55% of 

the total beer market (Figure 9.24). 
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Figure 9.20 WA beer market - % beer sales as full strength beer 
Kimberley selling region, seasonal patterns 
May 1990 - April 1995 
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Table 9.27 WA beer market - % beer sales as full strength beer 

Kimberley selling region, seasonal patterns 
May 1990 - April 1995 

 
Selling period Season % 

May 90 - Oct 91 Peak tourist season 65.7 

Nov 91 - Apr 92 Wet season 64.6 

May 92 - Oct 93 Peak tourist season 65.9 

Nov 93 - Apr 94 Wet season 67.9 

May 94 - Oct 94 Peak tourist season 66.9 

Nov 94 - Apr 95 Wet season 69.2 

 
 Source: Swan Brewery (unpublished data). 
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Table 9.28   WA beer market - % beer sales by container  
Kimberley, Goldfields and Pilbara selling regions  
August 1993 - May 1995 

 
 Kimberley Goldfields Pilbara 

 August 1993 May 1995 August 1993 May 1995 August 1993 May 1995 

Bottles 0.5 0.1 5.6 4.1 1.1 0.7 

Cans 84.4 83.9 59.1 60.3 77.4 76.5 

Kegs 8.2 6.7 28.8 24.3 12.3 8.8 

Stubbies 6.8 9.2 6.4 11.3 9.1 13.9 

All beer 100.0 100.0 100.0 100.0 100.0 100.0 

 
Source:  Swan Brewery (unpublished data). 
 
 
Figure 9.21 WA beer market - % beer sales by container 

Pilbara, Goldfields and Kimberley selling regions 
August 1993 - May 1995 
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Table 9.29 Beer market - % beer  sales as full strength beer 
Kimberley, Goldfields and Pilbara selling regions 
August 1993 - May 1995 

 
 Kimberley Goldfields Pilbara 

 August 1993 May 1995 August 1993 May 1995 August 1993 May 1995 

Full strength 64.6 67.9 55.8 54.9 50.2 50.4 

Mid strength 35.2 31.9 44.1 45.1 49.5 49.4 

Low strength 0.1 0.1 0 0 0.2 0.1 

All beer 100.0 100.0 100.0 100.0 100.0 100.0 

 
Source:  Swan Brewery (unpublished data). 
 
 
 
Figure 9.22 WA beer market - % beer sales as full strength beer 

Kimberley selling region 
August 1993 - May 1995 
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Figure 9.23 WA beer market - % beer sales as full strength beer 
Pilbara selling region 
August 1993 - May 1995 
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Figure 9.24 WA beer market - % beer sales as full strength beer 

Goldfields selling region 
August 1993 - May 1995 
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9.4 ADIS TELEPHONE CALLS 
 
A broad measure of community concern about problems stemming from alcohol abuse can be gauged 
from the number of alcohol-related ADIS calls. The picture is one of considerable concern, as alcohol-
related calls are the most frequent type of drug problem dealt with by ADIS (Table 8.19). 
 
Since 1988 the number of alcohol-related calls has fluctuated at around 700 per quarter, with a number 
of short-term increases, usually related to community-based education and awareness campaigns 
through Drinksafe (Figure 8.27). 
 

9.5 MORBIDITY 
 
An established approach to measure morbidity is from data derived from alcohol-caused 
hospitalisation, determined by reference to those conditions and causes for which alcohol is wholly 
attributable, or by utilisation of aetiologic fractions to also include illnesses and other causes, 
especially injuries, which are partially attributable to alcohol.  
 
A key source of hospitalisation data is the Western Australian Hospital Morbidity Data System 
(HMDS) which contains a very large range of data on inpatient stays in public and private hospitals in 
this State. 
 
The approach of identifying conditions wholly attributable to alcohol enumerates the number of 
inpatient hospital stays over a particular period of time according to specific diagnostic codes given as 
the principal diagnosis by a treating doctor at the time of the patient’s discharge from hospital. 
 
By including hospitalisation arising from causes partially attributable to alcohol, it is possible to 
capture those episodes of inpatient stays where alcohol was an underlying cause. This approach, which 
results in larger morbidity estimates than the wholly attributable method, is especially useful in 
measuring the contribution by alcohol to a large number of conditions, such as, strokes, acute and 
chronic pancreatitis, injuries from traffic accidents involving drivers affected by alcohol, suicides and 
assaults. 
 

9.5.1 HOSPITALISATION FROM ALCOHOL-CAUSED INJURIES 
 
A study of hospitalisation due to alcohol-caused injuries in this State over the period 1981-1992 found 
significant differences between the metropolitan area and country regions.225 The study based on the 
HDWA’s regional structure that existed until July 1994, pinpointed the Pilbara, Kimberley, Goldfields 
and Mid West and Gascoyne health regions with very high rates of alcohol-caused injuries.  
 
The study also identified a relationship between sex and excessive alcohol use, with country areas 
having a rate ratio of more than one-and-a-half times for males and nearly twice as high for females as 
occurred in the metropolitan area (Figure 9.25).  
 
The age standardised rates (ASRs) for all types of alcohol-caused injuries were greater in country areas 
than in the metropolitan area, apart from attempted suicides for both sexes.  
 
 

                                                           
225 Unwin E, Swensen G, Moroz P, Thomson N. Hospitalisation due to alcohol-caused injuries in 
Western Australia 1981-1992. Perth, Epidemiology and Health Statistics Branches, Health Department 
of WA, 1994. 
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Figure 9.25 Age standardised hospitalisation rates for all alcohol-caused 
injuries, metropolitan and country, 1981-1992 
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In 1992, admissions for alcohol-caused injuries in the metropolitan area accounted for 22.1% of 
hospital admissions due to all injuries and 0.9% of total hospital admissions. The percentages in 
country areas were higher, 26.5% and 1.3% respectively.  
 
The country region with the highest percentage of alcohol-caused injuries was the Kimberley, where 
nearly a third of injuries were alcohol-caused and nearly one-in-forty of all hospital admissions were 
due to alcohol-caused injuries.  
 
Other country regions with high percentages of alcohol-caused injuries were the Pilbara and the 
Goldfields. Aboriginal people have higher rates of hospitalisation than non-Aborigines for alcohol-
caused conditions  so these geographical variations may be at least partly due to the higher proportions 
of Aboriginal people in remote country regions.226,227 
 
In country areas, the ASR for alcohol-caused assaults on females was more than five times that found 
in the metropolitan area (Figure 9.26).  
 
The age standardised rates for alcohol-caused injuries due to motor vehicle accidents decreased over 
the period in both metropolitan and country areas, for both males and females (Figure 9.27). 
 
 

                                                           
226 Unwin E, Thomson N, Gracey M. The impact of tobacco smoking and alcohol consumption on 
Aboriginal mortality and hospitalisation in Western Australia 1983-1991. Perth, Health Department of 
Western Australia, 1994. 
227 Veroni M, Swensen G, Thomson N. Hospital admissions in Western Australia wholly attributable to 
alcohol use 1981-1990. Perth, Health Department of Western Australia, 1993. 
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Figure 9.26 Age standardised hospitalisation rates 
all alcohol-caused assaults 
metropolitan and country areas, 1981-1992 
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The rates for alcohol-caused injuries for the whole period were 102 admissions per 100,000 person 
years for males and 52 per 100,000 person years for females. There was a downward trend of 5.0% per 
year (male = 5.2%, female = 4.6%) between 1981 and 1992. The greatest percentage decrease was in 
the South Metropolitan Health region (8.6%), whereas there was no significant decrease in the 
Kimberley and Pilbara Health Regions. 
 
The most common alcohol-caused injuries were falls for males (36%) and assaults for females (30%) 
in country areas, and falls for both sexes (male 34%; female 37%) in the metropolitan area. There was 
little difference between the male:female rate ratios for total injuries in country and metropolitan areas 
(1.8 vs 2.0), but there were some important differences between the two areas for certain types of 
injury - the most striking being for assaults (Figure 9.28).  
 
In metropolitan areas the male:female rate ratio was 3.5 but in country regions the rate ratio was 1.1. 
The main country regions contributing to this low rate ratio were the Pilbara (0.6), the Kimberley (0.8), 
and the Midwest (1.0). 
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Figure 9.27 Age standardised hospitalisation rates  
all alcohol-caused motor vehicle injuries  
metropolitan and country areas, 1981-1992 
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Figure 9.28 Country:metropolitan rate ratios  

hospitalisation due to alcohol-caused injuries, 1981-1992 
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Over the 12 year period, admission rates for total alcohol-caused injuries decreased significantly for 
both sexes in all metropolitan health regions. In the country health regions, however, the only 
significant decrease in rates for total alcohol-caused injuries was for males in the Goldfields. 
Significant increases in rates over the period studied occurred in the Kimberley and the Pilbara (for 
both sexes), the Midwest (for males), and the South West (for females). Other changes in the country 
were not significant. 
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Ranking the health regions by ASR for each type of alcohol-caused injury (one being the lowest ASR 
and ten the highest) showed that the metropolitan health regions generally had lower rates of alcohol-
caused injuries than country health regions  (Table 9.30). 
 
The South Metropolitan Health Region had the lowest rates for all types of injuries except assaults 
(second lowest rate after the South West Health Region), and all the rates were lower than the State 
average. The Kimberley Health Region had the highest rates for all injuries except attempted suicides 
(for which the East Metropolitan Health Region had the highest rate and the Kimberley was ranked 
sixth). 
 
 
Table 9.30 Health regions ranked by  

age-standardised hospitalisation rates (persons)  
alcohol-caused injuries, 1981-1992 

 
Ranking of 
ASRs 

Road injuries Machine 
injuries 

Attempted 
suicides 

Assaults Falls Other injuries 

1 South Metro South Metro South Metro South West South Metro South Metro 
2 North Metro North Metro Great Southern South Metro North Metro North Metro 
3 East Metro South West Central North Metro East Metro East Metro 
4 South West East Metro South West Central South West South West 
5 Midwest Great Southern Pilbara Great Southern Great Southern Great Southern 
6 Great Southern Central Kimberley East Metro Central Midwest 
7 Pilbara Midwest Midwest Midwest Midwest Pilbara 
8 Central Pilbara North Metro Pilbara Pilbara Central 
9 Goldfields Goldfields Goldfields Goldfields Goldfields Goldfields 
10 Kimberley Kimberley East Metro Kimberley Kimberley Kimberley 

 
Note: 1 = the lowest ASR; 10 = the highest ASR. 
 The solid line indicates where the ASR for the State occurs, and therefore shows which health regions have a 

lower ASR than the State average and which have a higher ASR. 
 
 

9.5.2 HOSPITALISATION FROM ALCOHOL-CAUSED CONDITIONS 
 
This analysis is concerned with only hospitalisation wholly attributable to alcohol. The causes of 
hospitalisation for which alcohol is totally responsible include - 
 
• poisoning;  
• conditions such as alcoholic gastritis, alcoholic cardiomyopathy, alcoholic polyneuropathy and 

alcoholic liver cirrhosis; and 
• mental disorders such as psychoses, dependence, and non-dependent abuse. 
 
As alcohol is a component cause in a number of other conditions, this analysis underestimates the full 
extent of alcohol-caused hospitalisation in WA. 
 
9.5.2.1 Number of admissions 
 
In the 11-year period 1982-1992 there were 25,705 hospital admissions in Western Australia wholly 
caused by alcohol, of which 19,943 (77.6%) were male and 5,762 (22.4%) were female. Of these 
admissions - 
 
• 21,387 (83.2%) were caused by mental disorders (alcoholic psychoses, alcohol dependence, non-

dependent alcohol use); 
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• 3,821 (14.9%) were caused by conditions wholly attributable to alcohol (cardiomyopathy, 
polyneuropathy, gastritis, liver cirrhosis); and  

• 497 (1.9%) were due to alcohol poisoning. 
 
9.5.2.2 Distribution by age group 
 
A breakdown of the number of hospital admissions by age group (Figure 9.29) indicates most cases 
involved the 30-39 age group. There was a pattern of greater numbers of admissions in older age 
groups compared to the younger age groups. 
 
 
Figure 9.29 Number of hospital admissions  

caused by alcohol by age group, 1982-1992 
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9.5.2.3 Age-standardised rates 
 
Age-standardised hospitalisation rates for males have shown a marked decrease - from 344 hospital 
admissions per 100,000 person-years in 1982 to 159 per 100,000 in 1992.  
 
For females, the rate has remained relatively stable between 56 and 82 per 100,000.  
 
The highest male:female rate ratio, 4.4, occurred in 1982; the lowest, 2.5, occurred in 1990 (Figure 
9.30; Table 9.31). 
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Table 9.31 Age-standardised hospitalisation rates (persons)  
alcohol-caused hospital admissions by sex, 1982-1992 

 
Year Males Females Persons Male:female 

rate ratios 

1982 344 79 214 4.4 

1983 333 82 210 4.1 

1984 290 71 182 4.1 

1985 225 62 145 3.6 

1986 206 60 135 3.5 

1987 183 62 124 3.0 

1988 195 64 131 3.0 

1989 186 64 126 2.9 

1990 162 66 114 2.5 

1991 170 59 115 2.9 

1992 159 56 107 2.9 

 
Source: Health Department of Western Australia, Hospital Morbidity Data System. 
Note:  In this study, the principal diagnosis only was used to assess whether an admission was drug-caused. 
  
 
 
Figure 9.30 Age-standardised rates for alcohol-caused hospital admissions 

by sex, 1982-1992 
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9.5.3 HOSPITALISATION FROM ALCOHOL-CAUSED MENTAL DISORDERS 
 
In relation to admissions due to alcohol-caused mental disorders over the period 1982-1993 - 
 
• there was a marked reduction in hospitalisation rates for alcohol dependence in both sexes; 
• the hospitalisation rate for alcoholic psychosis remained relatively steady in both sexes; and 
• the rate for non-dependent alcohol use increased in both sexes.  
 
The increase in the non-dependent rate of hospitalisation may reflect a change in increased rate of 
presentation of people for treatment at an earlier stage in their drinking (due to the development of 
early intervention strategies), or may be due to changes in diagnostic practices by health care 
providers. (Figure 9.31; Figure 9.32; Figure 9.33). 
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Figure 9.31 Male age-standardised admission rates 
alcohol-caused mental disorders by type of disorder 
1982-1992 
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Figure 9.32 Female age-standardised admission rates 
alcohol-caused mental disorders by type of disorder  
1982-1992 
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Table 9.32 Number of hospital admissions 

alcohol-caused mental disorders by type of disorder  
1982-1993 

 
 1982 1983 1984 1985 1986 1987 1988 1989 1990 1991 1992 1993 1982-1993 %

Males      

 Psychoses 202 213 206 202 194 169 208 235 200 227 286 331 2673 14.7

 Dependence 1952 1873 1543 1145 1052 955 879 760 723 785 700 562 12929 71.3

Non-dependent abuse 70 91 134 147 159 188 233 285 272 212 192 247 2230 12.3

All males 2224 2177 1883 1494 1405 1312 1320 1280 1195 1224 1178 1450 18142 100.0

Females      

Psychoses 46 44 37 30 34 34 39 46 51 53 58 65 537 10.0

 Dependence 326 343 291 258 250 266 262 257 256 254 175 223 3161 58.8

Non-dependent abuse 57 92 93 95 105 113 132 152 156 126 164 139 1424 26.5

All females 429 479 421 383 389 413 433 455 463 433 397 681 5376 100.0

Persons      

 Psychoses 248 257 243 232 228 203 247 281 251 280 344 396 3210 13.6

 Dependence 2278 2216 1834 1403 1302 1221 1141 1017 979 1039 875 785 16090 68.4

Non-dependent abuse 127 183 227 242 264 301 365 437 428 338 356 386 3654 15.5

All persons 2653 2656 2304 1877 1794 1725 1753 1735 1658 1657 1575 2131 23518 100.0
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Figure 9.33 Age-standardised admission rates (persons) 
alcohol-caused mental disorders 
dependence and non-dependent alcohol use, 1982-1992 
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9.6 MORTALITY 
 
This analysis is concerned with only those deaths wholly attributable to alcohol. The causes of deaths 
for which alcohol is totally responsible include - 
 
• poisoning;  
• conditions such as alcoholic gastritis, alcoholic cardiomyopathy, alcoholic polyneuropathy and 

alcohol liver cirrhosis; and 
• mental disorders such as psychoses, dependence, and non-dependent abuse. 
 
As alcohol is a component cause in some conditions which lead to death, for example, road injuries, 
this analysis underestimates the total number of alcohol-caused fatalities.228 
 

9.6.1 NUMBER OF DEATHS 
 
In the 11 year period 1982-1993 there 1,108 deaths directly caused by alcohol, of which 870 (78.5%) 
were male and 238 (21.5%) were female (Table 9.33). 
 
 

9.6.2 6.2 DISTRIBUTION BY AGE GROUP 
 
In both males (Table 9.34) and females (Table 9.35), the number of deaths wholly attributable to 
alcohol mostly involved persons in late adulthood, with very few deaths involving young adults, and 
no deaths involving people in the 0-9 or 10-19 age groups (Figure 9.34). 
 
 

                                                           
228 Relying on the methodology outlined by English and Holman it is estimated there are on average of 
about 330 deaths per year in this State partially caused by alcohol. 
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Figure 9.34 Number of deaths wholly caused by alcohol 
by age group and sex, 1982-1993 
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Table 9.33  Number of deaths wholly caused by alcohol, 1982-1993 
 

Year Males Females Persons 

1982 62 21 83 
1983 54 17 71 
1984 75 20 95 
1985 87 12 99 
1986 71 25 96 
1987 75 19 94 
1988 93 17 110 
1989 92 19 111 
1990 64 22 86 
1991 69 21 90 
1992 61 19 80 
1993 67 26 93 

1982-1993 870 238 1,108 

 
   Source: Health Department of Western Australia, Mortality Database. 
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Table 9.34 Number of male deaths  
wholly attributable to alcohol by age group, 1982-1993 

 
Year Age groups All ages 

 0-9 10-19 20-29 30-39 40-49 50-59 60-69 70+  

1982 0 0 1 6 11 24 16 4 62 
1983 0 0 1 6 12 16 17 2 54 
1984 0 0 4 4 13 22 19 13 75 
1985 0 0 6 8 9 26 27 11 87 
1986 0 0 1 1 11 33 19 6 71 
1987 0 0 1 9 12 17 27 9 75 
1988 0 0 4 7 18 14 27 23 93 
1989 0 0 5 7 11 30 28 11 92 
1990 0 0 3 7 7 9 26 12 64 
1991 0 0 0 4 19 15 17 14 69 
1992 0 0 0 7 6 20 23 5 61 
1993 0 0 1 6 11 15 22 12 67 

1982-1993 0 0 27 72 140 241 268 122 870 

 
 
 
Table 9.35 Number of female deaths  

wholly attributable to alcohol by age group, 1982-1993 
 
Year Age groups All ages 

 0-9 10-19 20-29 30-39 40-49 50-59 60-69 70+  

1982 0 0 1 2 6 9 2 1 21 
1983 0 0 0 2 3 5 4 3 17 
1984 0 0 1 3 4 6 4 2 20 
1985 0 0 0 1 3 2 5 1 12 
1986 0 0 0 0 8 7 8 2 25 
1987 0 0 0 1 7 5 3 3 19 
1988 0 0 1 3 3 4 4 2 17 
1989 0 0 0 3 1 4 5 6 19 
1990 0 0 1 2 2 9 6 2 22 
1991 0 0 1 3 4 5 4 4 21 
1992 0 0 1 1 3 5 4 5 19 
1993 0 0 0 3 4 5 7 7 26 

1982-1993 0 0 6 24 48 66 56 38 238 
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9.6.3 AGE-STANDARDISED RATES 
 
The age-standardised death rate for alcohol-caused deaths in males was highest between 1984 and 
1989. The rate has fallen since and the lowest rate occurred in 1992 (6.8 deaths per 100,000 person-
years). For females, the age-standardised death rates were lower - the highest rate (3.4 per 100,000) 
occurred in 1986. The lowest male:female rate ratio, 2.7, occurred in 1990; the highest, 6.8, occurred in 
1985 (Figure 9.35; Table 9.36). 
 
 
Table 9.36 Age-standardised rates  

alcohol-caused deaths by sex, 1982-1993 
 

Year Males Females Persons Male:female 
rate ratios 

1982 9.3 3.3 6.2 2.8 

1983 7.8 2.3 5.0 3.4 

1984 10.4 2.7 6.5 3.9 

1985 11.6 1.7 6.6 6.8 

1986 9.6 3.4 6.5 2.8 

1987 9.6 2.5 6.0 3.8 

1988 11.1 2.0 6.5 5.6 

1989 10.9 2.1 6.5 5.2 

1990 7.3 2.7 4.9 2.7 

1991 7.8 2.3 5.0 3.4 

1992 6.8 2.0 4.4 3.4 

1993 7.0 2.5 4.8 2.8 

 
  Source: Health Department of Western Australia, Mortality Database. 
 
 
 
Figure 9.35 Age-standardised rates 

alcohol-caused deaths by sex, 1982-1993 
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9.7 PUBLIC DRUNKENNESS 
 

9.7.1 DETENTION OF DRUNKEN PERSONS IN POLICE LOCK-UPS 1992-1994 
 
The number of drunken persons detained by police in lock-ups during the 1992-94 period showed a 
decline in areas where sobering up centres were operating (Table 9.37).  Given the progressive 
establishment of the centres, the 1992-94 period is considered the most suitable in reflecting the role of 
sobering up centres in relation to police lock-ups as it is from this period that the volume of admissions 
has taken place as the sobering up services developed throughout the State. 
 
The use of sobering up centres as an alternative to police cells was a key recommendation of the Royal 
Commission Into Aboriginal Deaths In Custody (RCIADIC). 
 
 
Table 9.37  Detention of drunken persons in police lock-ups, 1992-1994 
 
 Perth Central Goldfields Pilbara Kimberley Total 

1992 12,768 466 922 2,198 9,052 25,406 
1993 10,814 744 904 1,352 7,722 21,536 
1994 10,253 1,134 775 1,274 6,992 20,428 

change  
1992-1994 (%) 

-19.7% +143% -15.9% -42% 22.8% -19.6% 

 
 
The overall number of drunken persons detained by police in lock-ups has fallen by 19.6% from 
25,406 to 20,428 in the past two years using figures from areas where sobering up centres are 
operating.  The greatest areas of a fall in the number detained by police is in the areas of the Kimberley 
23% and the Pilbara 42%.  Other areas to record a fall in the number of persons detained by police for 
drunkenness include the Goldfields 16% and Perth 20%. 
 
In the Central region, which does not have a sobering-up centre, includes the towns of Geraldton, 
Wiluna, Meekatharra, Carnarvon and other smaller centres, there has been a significant rise in the 
number of people detained by police for public drunkenness. 
 
Though the data demonstrates a trend in the use of sobering up centres as an alternative to police cells, 
care must be taken when interpreting this information and attributing the changes directly to sobering 
up centres alone.  This is because other complementary community services and alcohol programs may 
be contributing to a change in drinking behaviour resulting in lower levels of intoxication and a 
reduction in the number of drunken persons being detained by police.  Also, some communities are 
preferring to manage their own pick-up services (community patrols) and referral of intoxicated 
persons to the sobering up centre. In some circumstances police have no choice but to detain an 
intoxicated person rather than to take them to the sobering up centre due to violent behaviour. The 
positive effects of sobering centres on rates of detention in local communities include229 - 
 
• police officers are more likely to report serious offences in areas where there are not sobering up 

centres; 
• significantly fewer police officers report domestic violence if there is a local sobering up centre; 

and 
• sobering up centres have a catalysing effect on communities and police with the result that there is 

a greater willingness to accept responsibility to manage public drunkenness and examine alternative 
to address alcohol related problems. 

                                                           
229 Cf Daly A, Maisey G. Police perceptions of decriminalisation of public drunkenness and sobering-
up shelters in Western Australia. Perth, Alcohol and Drug Authority, 1993. 
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10. TOBACCO  
 

10.1 CONSUMPTION 
 
In Australia, cigarette (including roll-your-own) consumption represents some 95% of total tobacco 
consumption. In 1990, 26 per cent of all adults (people over the age of 15 years) smoked cigarettes. 
This represented a fall from 1980, when 35 per cent of adults smoked. Over the period, the number of 
smokers fell from 3,895,000 to 3,531,000 - a fall of around 9 per cent (Table 10.1).230 
 
 
Table 10.1 Estimated cigarette and tobacco consumption Australia, 1980 - 

1990 
 

Year Percentage of the population 
over 15 years old who smoke 

Estimated 
number of 

Total annual 
consumption 

Number of sticks 
consumed 

Tobacco 
consumed 

 Male 
(%) 

Female 
(%) 

Total 
(%) 

smokers 
(‘000) 

of tobacco 
(mill. kg) 

(per smoker per 
day) 

(grams per 
smoker per day) 

1980 40 31 35 3,895 31.50 23.60 7.86 
1983 37 30 33 3,896 30.48 24.40 7.17 
1986 33 29 31 3,816 29.18 23.84 6.49 
1989 30 27 29 3,757 27.45 23.48 5.73 
1990 na na 26 3,531 28.02 27.62 5.75 

 
na - not available 
Source: Anti-Cancer Council of Victoria 1993. 
 
Moreover, the amount of tobacco consumed per smoker per day fell from 7.86 grams in 1980 to 5.75 
grams in 1990, or around 27 per cent. This is primarily due to cigarettes containing less tobacco 
through a process that expands tobacco, as manufacturers have sought to reduce their costs by 
‘puffing-up’ cigarettes (due to the excise tax rate being applied to the weight of cigarettes).231 
 
While tobacco consumption has declined, the actual number of cigarette sticks consumed rose over the 
decade to 1990. Although the 25 cigarette packets have been the most popular pack size since 1983/84, 
their popularity has fallen from 64 per cent of the market in 1983/84 to 35 per cent in 1992/93. While 
only 7 per cent of cigarette packs were larger than 25s in 1983/84, by 1992/93 more than 60 per cent of 
cigarette packs sold were larger than 25s (Table 10.2). 
 
ABS data indicates that the proportion of expenditure by households on tobacco products fell from 1.6 
per cent of total expenditure in 1984 to 1.4 per cent in 1989. This is the last year for which these data 
are available. 
 
The demand for pipe tobacco is declining rapidly and in 1992 accounted for less than 0.07 per cent of 
tobacco consumed in Australia. 
 
 

                                                           
230 Industry Commission. The tobacco growing and manufacturing industries. Sydney, Industry 
Commission, 1994. 
231 Australian produced cigarettes are on average 25 per cent lighter than imported brands. 



 Page - 319

Table 10.2   Australian cigarette market by pack size (%) 
1983/84 - 1992/93 

 
Number of 
cigarettes 
in pack 

1983/84 1986/87 1987/88 1988/89 1989/90 1990/91 1992/92 1992/93 

15 1.3 1.4 1.4 0.5 na na na na 
20 28.3 19.5 13.3 9.9 8.0 5.4 4.0 3.4 
25 64.3 45.7 47.6 47.0 44.0 39.0 37.0 35.4 
30 7.4 33.1 34.2 29.9 25.0 21.6 16.2 17.9 
35 na 0.2 3.5 12.3 14.7 13.0 11.3 10.2 
40 na na na 0.5 8.6 15.5 14.4 14.8 
50 na na na na na 5.2 17.1 18.3 

 
na - packet size not available in these years. 
Source: Anti-Cancer Council of Victoria 1993. 
 
 
 

10.2 SALES AND TAXATION 
 

10.2.1 SALES 
 
The interest shown by consumers in low tar and nicotine content cigarettes over the past 10 years has 
caused the market to change dramatically (Table 10.3).   
 
New products and “value for money” packs have, in tandem, created entirely new individual markets 
in packs containing 40 and 50 cigarettes (Table 10.4).232 
 
 
Table 10.3   Trends to lower tar and nicotine content cigarettes, Australia 
 

 1 mg 2 mg 4 mg 8 mg 12 mg 16 mg 

Nov/Dec 86   2.7 17.0 42.1 38.0 
Nov/Dec 87   5.8 23.6 37.2 33.3 
Nov/Dec 88   13.4 24.6 32.8 29.1 
Nov/Dec 89   17.7 25.7 31.0 25.7 
Nov/Dec 90  2.0 17.5 26.8 31.1 22.5 
Nov/Dec 91 0.3 5.5 17.0 27.3 31.1 18.9 
Nov/Dec 92 1.8 8.7 14.7 27.9 30.4 16.5 
Sept/Oct 93 4.5 7.7 13.6 28.0 29.6 16.6 
Nov/Dec 93 4.7 7.8 13.6 28.3 29.0 16.6 

 
 
These market segments have been created by price and health concerns. Consumers have shown that 
brand loyalty is not as important as was previously considered the case. Winfield 25s was launched in 
1976 and still retains market leadership. Philip Morris launched Peter Jackson 30s in 1983. Probably 
the most significant recent brand launches were those of Longbeach 40’s followed by Holiday and 
Horizon 50s (Table 10.5; Table 10.6). 
 
The Prices Surveillance Authority (PSA) has recently undertaken an examination of long term trends in 
the Australian cigarette market.233 The wholesale value of the Australian cigarette market was 

                                                           
232 Some of the following information was originally published in the Australian Retail Tobacconist, 
June 1994. 
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estimated in 1993 to exceed $1.2 billion, excluding taxes. With the inclusion of taxes (excise is worth 
$1.4 billion and State taxes are worth $2 billion) and the gross retail margin (estimated to be worth 
about $0.8 billion), the total value of retail sales in cigarettes in Australia was worth approximately 
$5.4 billion in 1993.  
 
The PSA study concludes that the overall demand for cigarettes is essentially inelastic in relation to 
price, meaning that further price increases would provide higher State and Commonwealth tax 
revenues.  
 
The possibility for consumption to be further reduced through price rises is suggested, however, by 
recent British data that 10 per cent price rises can reduce smoking by at least 5 per cent. Of particular 
interest is the finding of negative elasticity in the relationship between real per capita income and per 
adult that has occurred in Australia, particularly since 1974 (Figure 10.1).234 
 
 
Figure 10.1 Indices of per capita real income and  

per adult consumption of cigarettes 
Australia, 1960 - 1993 
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233 Prices Surveillance Authority. Inquiry into the cigarettes declaration. Sydney, Prices Surveillance 
Authority, 1994. 
234 ibid. 114. 
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Table 10.4   Trends in cigarette pack sizes 
Australia, 1981 - 1993 

 
 20 25 30 35 40 50 

Nov/Dec 81 37.8 62.1     
Nov/Dec 82 32.0 67.4     
Nov/Dec 83 28.7 69.0 2.4    
Nov/Dec 84 25.0 51.5 23.4    
Nov/Dec 85 22.6 47.1  29.1    
Nov/Dec 86 19.8 45.7 33.0    
Nov/Dec 87 13.0 48.3 34.4 2.7   
Nov/Dec 88 9.5 47.1 30.5 12.0   
Nov/Dec 89 8.2 45.3 26.3 15.6   
Nov/Dec 90 6.7 41.8 22.0 15.3 14.2  
Nov/Dec 91 5.5 37.0 18.2 10.6 13.6 15.1 
Nov/Dec 92 4.8 35.4 15.6 8.3 17.7 18.2 
Sept/Oct 93 4.7 35.0 14.9 6.0 19.8 19.6 
Nov/Dec 93 4.6 35.2 14.7 6.6 19.1 19.7 

 
 
Table 10.5  Major cigarette brands % share of market  

Australia, 1985 - 1993 
 

 Winfield Longbeach 40 Peter Jackson Horizon Benson & Hedges Alpine 

1985 25.0  14.3  9.2 5.0 
1986 23.6  17.3  8.4 4.7 
1987 23.0  18.3  7.8 4.6 
1988 22.4  18.3  8.9 4.6 
1989 21.7  18.0  9.6 4.4 
1990 20.7 8.9 16.2  9.5 3.9 
1991 18.0 13.1 14.2 2.7 8.9 3.5 
1992 15.9 13.9 13.2 10.7 8.5 3.3 
1993 15.3 14.5 13.9 12.4 8.6 3.4 
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Table 10.6  Market share of cigarettes by brand 
national and WA, 1993 

 
Brand WA National 

Winfield Extra Mild 25 9.8 7.3 
Longbeach Mild 40 5.1 4.6 
Peter Jackson Extra Mild 30 3.5 4.4 
Winfield Virginia 25 4.3 4.1 
Winfield Super Mild 25 2.9 na 
Peter Jackson Super Mild 30 2.6 4.1 
Longbeach Super Mild 40 4.1 4.0 
Benson & Hedges Extra Mild 25 3.8 3.8 
Benson & Hedges Special Filter 25 3.2 3.3 
Horizon Mild 50 2.6 3.2 
Holiday Extra Mild 50 na 2.7 
Horizon Super Mild 50 2.4 2.6 
Longbeach Ultra Mild 40 2.7 2.1 
Horizon 2 mg 50 2.3 2.0 
Peter Jackson Virginia 30 na 2.0 
Horizon Ultimate 50 na 1.8 
Stradbroke Extra Mild 40 2.2 na 
Stradbroke Ultra Mild 40 2.1 na 

 
 na = not available 
 
 

10.2.2 TAXATION REVENUE 
 
A total of $3,275,000,000 in revenue was raised from tobacco taxes in Australia in 1994 by the 
Commonwealth (excise tax) and all the States (franchise fees) (Table 10.7). The respective 
contribution of Commonwealth and States taxes to the total price of a packet of cigarettes is illustrated 
in a breakdown of a 30 cigarette packet, before and after the introduction of a 100% tobacco franchise 
fee in Western Australia on 1 November 1993, which took effect from the January 1994 licence period 
(Table 10.8). 
 
Western Australian tobacco franchise fees have operated since the 1975/76 financial year, and are paid 
each month by wholesale tobacco merchants for the licence period in the following month. The fees 
are based on the wholesale value of tobacco sales in the month before the month in which the fee is 
payable. The fees are collected under the Business Franchise (Tobacco) Act 1975, which is 
administered by the State Taxation Department.  
 
The Tobacco Control Act 1990 (as amended) provides for 7 per cent of the collections from the levy, 
or $12.9 million per annum, whichever is the lesser, to be hypothecated to the Health Promotion 
Foundation, which funds anti-smoking, health,  sporting and art initiatives. 
 
The current WA fee, introduced for the licence period commencing 1 November 1993, is 100% of the 
wholesale value of tobacco sales. The same rate is applied in most other jurisdictions, with the 
exception of Queensland and the Northern Territory (Table 10.9). 
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The following rates of tobacco franchise fees have applied in this State - 
 
• 1 January 1976 10.0% 
• 1 March 1982 12.5% 
• 1 December 1983 35.0% 
• 1 January 1990 50.0% 
• 1 November 1993 100.0% 
 
A one month licence period and licence fee arrangements took effect from the January 1994 licence 
period, prior to which a two monthly regime had operated.  
 
The Task Force has estimated the annual value of retail sales of tobacco in this State over the period 
1976 to the present, taking into account those years for which it was necessary to estimate sales when 
two different rates applied.  
 
It was estimated that in the 1993/94 year the total value of retail sales in Western Australia was $509 
million, for which the State obtained a total taxation revenue of $212 million (Table 10.10). 
 
 
Table 10.7   Revenue from taxes on tobacco 

by jurisdiction, 1994 
 

Government Revenue 

New South Wales $633,000,000  
Victoria $446,000,000 
Queensland $367,000,000 
Western Australia $212,000,000 
South Australia $192,000,000 
Tasmania $63,000,000 
ACT $31,000,000 
Northern Territory $31,000,000 
Commonwealth $1,300,000,000 

Australia $3,275,000,000 

 
Source: Crosbie D, Quinlan F, Richards R. Drugs, Money and Governments. Canberra Alcohol & Other Drugs 

Council of Australia, 1995. 
 
 
 
Table 10.8  Breakdown of tobacco franchise licence fees  

Commonwealth and Western Australian components  
(assumed homogenous units of packets of 30 cigarettes) 

 
 1992/93 

$ 
1993/94 

$ 

Manufacturer’s price 1.15 1.17 
Federal excise duty 1.20 1.32 
Wholesale price 2.35 2.50 
Franchise licence fees 1.18 2.50 
Cost to retailers 3.53 4.99 
Retail margin 0.71 1.00 
Retail price 4.23 5.99 
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Table 10.9  Tobacco licence fee rates (%) 
by jurisdiction, 1973/74-1993/94 

 
Year NSW Vic Qld SA WA Tas NT ACT 

1973/74 nil 2.5 nil nil nil nil nil nil 
1974/75 10 10 nil 10 nil nil nil nil 
1975/76 10 10 nil 10 10 nil nil nil 
1976/77 10 10 nil 10 10 nil nil nil 
1977/78 10 10 nil 10 10 nil nil nil 
1978/79 10 12 nil 10 10 nil nil nil 
1979/80 10 12 nil 10 10 nil nil nil 
1980/81 10 12 nil 12.5 10 10  (+12) 12 nil 
1981/82 10 12 nil 12.5 12.5 12 12 nil 
1982/83 15 25 nil 25 35 24 12 nil 
1983/84 15 25 nil 25 35 35 25 nil 
1984/85 25 25 nil 25 35 35 35 15 (+ 25) 
1988/86 30 25 nil 25 35 35 35 30 
1986/87 30 30 nil 25 35 50 35 30 
1987/88 30 30 nil 28 35 50 35 30 
1988/89 30 30 30 28 35 50 35 30 
1989/90 35 35 30 28 35 50 40 35 
1990/91 50 50 30 50 50 50 50 35 
1991/92 75 50 30 75 50 50 50 35 
1992/93 75 75 75 100 50 100 60 75 
1993/94 100 100 75 100 100 100 85 100 

 
Sources: Australian Tobacco Board Reports, 1985 & 1987. 
 State and Territory Government Budget Papers. 
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Table 10.10  Tobacco franchise licence fee collections 
1974/75-1993/94 

 
 Australia Western Australia 

Year Total Australian 
tobacco consumption 

(million kg) 

Excise duty paid Total sales Revenue  
 

1974/75 32.75 $472,914,000 na 0 
1975/76 32.58 $541,000,000 $47,216,400 $3,577,000 
1976/77 32.70 $561,000,000 $99,644,358  $7,548,000  
1977/78 32.26 $559,000,000 $109,990,624  $8,332,000 
1978/79 30.86 $653,000,000 $118,294,942  $8,961,000  
1979/80 31.22 $703,214,000 $130,435,312  $9,881,000  
1980/81 31.30 $706,812,000 $134,515,432  $10,190,000  
1981/82 31.74 $724,410,000 $136,141,274  $11,942,000  
1982/83 30.23 $794,039,000 $174,296,726  $16,945,000  
1983/84 29.65 $856,245,000 $216,253,254  $46,721,000  
1984/85 29.15 $889,017,000 $233,397,658  $50,425,000  
1985/86 29.03 $961,072,000 $263,910,252  $57,017,000  
1986/87 28.00 $1,009,203,000 $286,504,322  $61,899,000  
1987/88 27.91 $1,091,776,000 $301,205,813  $65,075,000  
1988/89 27.32 $1,145,787,000 $314,505,547  $70,562,000  
1989/90 27.90 $1,262,427,000 $335,609,827  $93,224,000  
1990/91 26.35 $1,274,043,000 $398,131,258  $110,592,000  
1991/92 26.68 $1,330,278,000 $390,302,903  $108,417,000  
1992/93 23.94 $1,299,711,000 $438,964,742  $129,107,000  
1993/94 na $1,340,000,000 $509,038,454  $212,099,000  

 
Source: Annual Report. Tobacco consumption and excise duty from Australian Tobacco Marketing Advisory 

Committee, 1993; Australian Bureau of Statistics. Australian National Accounts National Income, 
Expenditure and Production. Cat. Nos 5204, 5206; Australian Bureau of Statistics. Taxation Revenue, 
Australia. Cat. No. 5506.0; Australian Council on Smoking and Health. 

 

10.3  

10.4 PREVALENCE 
 

10.4.1 AUSTRALIA 
 
The following prevalence data of smoking of the adult Australian population (aged 18 years and over) 
has been derived from an analysis of the 1989-90 National Health Survey (NHS) undertaken by 
Dr Dallas English, Professor D’Arcy Holman and their research team, for their 1995 report.235 
 
The NHS data shows a greater proportion of adult women (57.4%) had never smoked, compared to the 
39.1% of adult males who had never smoked. While there were similar proportions of current males 
and female smokers who smoke 1-14 and 15-24 cigarettes per day, there is a greater proportion of male 
smokers in the 25 cigarettes and over per day group (Figure 10.2). 
 

                                                           
235 English D, Holman CDJ et al. The quantification of drug-caused morbidity and mortality in 
Australia, 1995 edition. Canberra, Department of Human Services and Health, 1995, 271-272. 
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The age-related smoking patterns of Australian males (Table 10.11; Figure 10.3) show - 
 
• prevalence of ex-smokers consistently increases with age; 
• prevalence of current heaviest smokers (those smoking 25 or more cigarettes per day) peaks in the 

35-39 age group; 
• prevalence of current light smokers (1-14 cigarettes per day) peaks in 20-24 age group; 
• prevalence of current moderate smokers (15-24 cigarettes per day) peaks in the 20-24 age group; 

and 
• light smokers are most prevalent in all age groups from 55-59 years and older. 
 
Age-related smoking patterns of Australian females (Table 10.12; Figure 10.4) show - 
 
• prevalence of ex-smokers peaks in the 30-34, 45-49 and 65-69 age groups; 
• prevalence of heaviest current smokers (those smoking 25 or more cigarettes per day) peaks in the 

30-34 age group; 
• prevalence of current light smokers (1-14 cigarettes per day) peaks in the 18-19 age group; and 
• prevalence of current moderate smokers (15-24 cigarettes per day) peaks in the 20-24 age group. 
 
The 1992 national survey undertaken by the Centre for Behaviour Research in Cancer has identified 
the close association between socio-demographic factors and smoking. The 1992 survey confirmed that  
“prevalence and consumption was still inversely related to education level and occupational status, and 
Asia-born women stood out as smoking far less than any other identifiable ethnic group.”236 
 
 
 
Figure 10.2  Prevalence of smoking in Australian adults by sex, 1989 
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236 Hill DJ, White VM. “Australian adult smoking prevalence in 1992.” (1995) 19 Australian Journal 
of Public Health 305, 308. 
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Figure 10.3  Prevalence of smoking in Australian adult males by age group, 
1989 

 

0

0.02

0.04

0.06

0.08

0.1

0.12

0.14

0.16

18
-1

9

20
-2

4

25
-2

9

30
-3

4

35
-3

9

40
-4

4

45
-4

9

50
-5

4

55
-5

9

60
-6

4

65
-6

9

70
-7

4

75
-7

9

 8
0+

Source:  English & Holman (1995)

0

0.1

0.2

0.3

0.4

0.5

0.6

Ex
-s

m
ok

er
s

Ex smokers
Current (1-14)
Current (15-24)
Current (25+)

 
 
 
Figure 10.4  Prevalence of smoking in Australian adult females by age group, 

1989 
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Table 10.11  Prevalence of smoking patterns by age group in Australian males, 
1989 

 
Age Never smoked Ex smokers Current smokers (cigarettes per day) 

   Any 1-14 15-24 25+ 

18-19 0.656 0.06 0.284 0.13 0.102 0.051 
20-24 0.506 0.103 0.392 0.152 0.139 0.101 
25-29 0.44 0.161 0.399 0.143 0.121 0.135 
30-34 0.41 0.222 0.368 0.115 0.104 0.149 
35-39 0.376 0.256 0.368 0.111 0.1 0.157 
40-44 0.393 0.294 0.313 0.076 0.088 0.149 
45-49 0.348 0.319 0.333 0.09 0.094 0.148 
50-54 0.358 0.337 0.305 0.086 0.088 0.13 
55-59 0.293 0.412 0.295 0.114 0.074 0.107 
60-64 0.274 0.458 0.269 0.107 0.069 0.093 
65-69 0.243 0.534 0.222 0.102 0.058 0.062 
70-74 0.297 0.541 0.163 0.094 0.036 0.034 
75-79 0.323 0.559 0.117 0.077 0.018 0.022 
 80+ 0.352 0.546 0.102 0.061 0.031 0.011 
Total (18+) 0.391 0.288 0.321 0.111 0.094 0.117 

 
 Source:  English and Holman (1995) 
 
 
Table 10.12 Prevalence of smoking patterns by age group in Australian 

females, 1989 
 

 Never smoked Ex smokers Current smokers (cigarettes per day) 

  Any 1-14 15-24 25+ 

18-19 0.58 0.078 0.341 0.183 0.094 0.065 
20-24 0.497 0.135 0.368 0.175 0.124 0.07 
25-29 0.479 0.193 0.328 0.138 0.102 0.089 
30-34 0.497 0.204 0.299 0.109 0.099 0.09 
35-39 0.558 0.181 0.261 0.09 0.086 0.085 
40-44 0.586 0.175 0.238 0.077 0.076 0.086 
45-49 0.55 0.206 0.244 0.08 0.087 0.077 
50-54 0.613 0.116 0.221 0.071 0.079 0.07 
55-59 0.614 0.179 0.207 0.064 0.082 0.061 
60-64 0.636 0.184 0.179 0.055 0.067 0.057 
65-69 0.643 0.217 0.14 0.058 0.047 0.035 
70-74 0.654 0.21 0.135 0.069 0.044 0.023 
75-79 0.716 0.186 0.098 0.058 0.026 0.013 
 80+ 0.826 0.146 0.028 0.025 0.002 0.002 
Total (18+) 0.574 0.178 0.247 0.098 0.082 0.068 

 
 Source:  English and Holman (1995) 
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10.4.2 WESTERN AUSTRALIA 
 
The percentage of adults who smoke in Western Australia has decreased by 19.5% over the period 
1984 to 1993, from 31% to 25%. 
 
The prevalence among adult males and females dropped steadily over the period 1984 to 1993, 
although a slight increase was recorded from the 1993 to 1994 surveys (Table 10.13). 
 
As there was a comparatively small sample for the 1993 survey, causing larger standard errors, the 
1993 results may need to be treated with caution. 
 
 
Table 10.13  Smoking prevalence among adults, 1984-1994 
 

 
 
Data are available for the years 1984, 1985, 1987, 1991 and 1994 for persons (Table 10.14); males 
(Table 10.15); and females (Table 10.16) according to age group (18-24, 25-44, 45-64, 65 years and 
older).  
 
Prevalence data for current smokers is broken down for persons (Figure 10.5); males (Figure 10.6); 
and females (Figure 10.7). 
 
Prevalence data for ex-smokers is broken down for males (Figure 10.8); and females (Figure 10.9).  
 
Overall 
 
• The 18-24 years age group has the highest prevalence of smokers and the lowest proportion of ex-

smokers.  
• The over 65 years age group has the lowest prevalence of smokers and the highest proportion of ex-

smokers. 
• The proportion of current smokers was lowest in all age groups in 1991. 
• The over 65 years age group had the highest proportion of non-smokers until 1991 when the 18-24 

years age group had a slightly higher proportion of non-smokers. 
 
Males 
 
• The 18-24 years age group has the highest prevalence of smokers and the lowest proportion of ex-

smokers.  
• The over 65 years age group has the lowest prevalence of smokers and the highest proportion of ex-

smokers. 
• The proportion of current smokers was lowest in all age groups in 1991. 
• The 18-24 years age group had the highest proportion of non-smokers. 
 

 Male smokers  Female smokers  Total smokers 

 % N  % N  % N 

1984 34.4 1513  26.9 1857  30.8 3370 

1985 33.9 1432  25.6 1759  29.8 3191 

1987 32.0 1503  26.4 1813  28.4 3316 

1991 27.3 1431  22.8 1823  24.8 3254 

1993 26.0 254  24.0 254  25.0 508 

1994 30.2 1477  20.6 1490  25.4 2967 

 
 Source: Sample surveys by Health Promotion Services Branch, Health 

Department of WA. 
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Females 
 
• The 18-24 years age group has the highest prevalence of smokers and, in general, the lowest 

proportion of ex-smokers.  
• The over 65 years age group has the lowest prevalence of smokers. 
• The proportion of current smokers was lowest in all age groups in 1991. 
• The over 65 years age group had the highest proportion of non-smokers. 
 
 
Figure 10.5 Current smoking prevalence (%) among adults  

by sex, 1984-1994 
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Figure 10.6 Current smoking prevalence (%) among male adults  
 by age group, 1984-1994 
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Figure 10.7 Current smoking prevalence (%) among female adults  

by age group, 1984-1994 
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Figure 10.8 Prevalence of ex-smokers (%) among male adults  
by age group, 1984-1994 
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Figure 10.9 Prevalence of ex-smokers (%) among female adults  

by age group, 1984-1991 
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Table 10.14 Smoking prevalence (%) among all persons  
by age group and smoking status, 1984-1994 

 
Age group Year Current smoker Ex-smoker Non-smoker

18-24 1984 41.6 16.9 41.4 
 1985 42.0 13.5 44.5 
 1987 38.8 16.2 45.0 
 1991 31.5 16.0 52.5 
 1994 32.8 16.1 51.1 

25-44 1984 32..3 24.1 43.5 
 1985 32.3 23.8 43.9 
 1987 31.6 26.8 41.6 
 1991 26.3 28.2 45.5 
 1994 29.0 29.8 41.2 

45-64 1984 29.7 29.7 40.6 
 1985 27.4 27.5 45.1 
 1987 27.4 30.9 41.7 
 1991 23.8 33.8 42.4 
 1994 21.2 35.0 43.7 

65 + 1984 17.2 30.4 52.4 
 1985 16.6 35.1 48.3 
 1987 15.4 35.5 49.0 
 1991 13.2 35.0 51.7 
 1994 13.0 35.5 51.5 

All ages 1984 31.2 25.2 43.6 
 1985 30.5 24.6 44.9 
 1987 29.5 27.3 43.2 
 1991 24.5 28.5 46.7 
 1994 25.4 29.8 44.8 

 
Sources: Anti-Cancer Council of Victoria national surveys, WA data provided Health Promotion Services Branch, 

Health Department of WA. 
 Alcohol Consumption Patterns Western Australia October 1985, Cat  4301 5. Australian Bureau of 

Statistics. 
Note: Size of samples 1984 - 3370, 1985 - 3191, 1987 - 3316, 1991 - 3254. 
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Table 10.15 Smoking prevalence (%) among males  
by age group and smoking status, 1984-1994 

 
Age group Year Current smoker Ex-smoker Non-smoker 

18-24 1984 41.9 12.9 45.2 
 1985 37.7 11.4 50.9 

 1987 38.4 14.6 47.0 
 1991 32.8 14.9 52.3 
 1994 38.5 11.2 50.3 

25-44 1984 36.4 27.6 36.1 
 1985 37.5 25.2 37.2 
 1987 33.1 26.6 40.3 
 1991 29.5 32.9 37.6 
 1994 34.2 30.3 35.5 

45-64 1984 31.5 40.3 28.2 
 1985 29.9 38.7 31.4 
 1987 31.8 42.4 25.8 
 1991 25.6 43.5 30.9 
 1994 25.4 44.6 30.0 

65 + 1984 22.3 51.8 25.9 
 1985 23.1 52.5 24.4 
 1987 18.8 58.0 23.1 
 1991 14.6 53.7 31.7 
 1994 15.5 51.1 33.4 

All ages 1984 34.4 31.2 34.4 
 1985 33.9 29.5 36.5 
 1987 32.0 32.3 35.7 
 1991 27.3 35.1 37.6 
 1994 30.2 33.6 36.1 

 
Sources: Anti-Cancer Council of Victoria national surveys, WA data provided Health Promotion Services 

Branch, Health Department of WA. 
 Alcohol Consumption Patterns Western Australia October 1985, Cat  4301 5. Australian Bureau of 

Statistics. 
Note: Size of samples 1984 - 3370, 1985 - 3191, 1987 - 3316, 1991 - 3254. 
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Table 10.16 Smoking prevalence (%) among females  
by age group and smoking status, 1984-1994 

 
Age group Year Current smoker Ex-smoker Non-smoker 

18-24 1984 39.6 19.6 40.8 
 1985 41.8 13.9 44.3 

 1987 37.8 17.0 45.2 
 1991 30.5 16.8 52.7 
 1994 26.9 21.1 52.0 

25-44 1984 27.4 20.1 52.5 
 1985 25.8 21.1 53.1 
 1987 29.0 25.7 45.3 
 1991 23.7 24.3 51.9 
 1994 23.9 29.2 46.9 

45-64 1984 26.4 18.8 54.8 
 1985 23.6 16.2 60.1 
 1987 22.8 20.2 57.0 
 1991 22.4 25.8 51.8 
 1994 16.8 24.9 58.3 

65 + 1984 13.0 15.3 71.8 
 1985 11.5 22.1 66.4 
 1987 12.9 20.4 66.7 
 1991 12.4 23.9 63.7 
 1994 11.0 23.5 65.5 

All ages 1984 26.9 19.0 54.1 
 1985 25.6 18.9 55.4 
 1987 26.4 22.2 51.3 
 1991 22.8 23.4 53.8 
 1994 20.6 26.0 53.4 

 
Sources: Anti-Cancer Council of Victoria national surveys, WA data provided Health Promotion Services Branch, 

Health Department of WA. 
 Alcohol Consumption Patterns Western Australia October 1985, Cat  4301 5. Australian Bureau of 

Statistics. 
Note: Size of samples 1984 - 3370, 1985 - 3191, 1987 - 3316, 1991 - 3254. 
 
 

10.5 ADIS TELEPHONE CALLS 
 
Over the period 1986-1994 a total of 3,963 tobacco-related telephone calls were dealt with by ADIS; 
this was 5.2% of the total of 76,370 drug-related calls received in this State over the period. 
 
Tobacco-related calls constituted 9.2% of the 43,001 licit drug calls received, this being about 15% of 
all licit drug calls received by ADIS (Table 8.19). 
 
Over the period 1986-1988 the quarterly number of tobacco-related calls remained low, then increased 
slightly and fluctuated between about 100-200 calls per quarter from 1989 to 1993. Over the latter part 
of 1994 the quarterly number of calls increased, fluctuating at around 250-300 calls per quarter (Figure 
8.27). 
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10.6 MORBIDITY 
 
Hospitalisation data from a one year period has been analysed, by applying aetiologic fractions to 
quantify the morbidity indirectly caused by smoking, such as lung cancer, ischaemic heart disease, 
atherosclerosis, stroke and low birthweight. The data for 1993 illustrates the very heavy burden the 
community bears from smoking, as there were estimated to have been 7,835 admissions to hospitals in 
this State caused by tobacco-related illnesses and accidents. These admissions involved 58,231 bed-
days of hospital stays, at an estimated cost to the State’s hospital system of $34.4 million (Table 2.23). 
 

10.7 MORTALITY 
 
It has been estimated there were 18,414 deaths caused by smoking in this State over the period 1981-
1993, constituting three quarters of all drug deaths. Over this 13 year period it was estimated there was 
an average of 1,905 drug-related deaths due to all types of drugs, of which an average of 1,416 deaths 
per year were due to smoking. 
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11. OTHER DRUGS 
 

11.1 INTRODUCTION 
 
This chapter provides detailed information about five major groups of drugs - cannabis, opioids 
(especially heroin), psychostimulants (especially amphetamines), volatile substances, and 
pharmaceutical drugs.  
 
The abuse of heroin and amphetamines is of particular concern, as both drugs are typically injected, 
with the attendant risks from blood-borne viruses such as HIV, Hepatitis B (HBV) and Hepatitis C 
(HCV), they cause serious physical and psychological problems in abusers, and are frequently 
associated with high levels of offending. 
 
The most reliable and extensive time series indicators in relation to the five groups of the drugs that are 
utilised consist of - 
 
• indicators of incidence and harm (ie ADIS telephone calls, admissions to ADA programs, 

admissions to hospitals (including injuries, poisonings and suicide attempts), and admissions to 
psychiatric hospitals); and 

• mortality data based on wholly attributable causes as determined by the Australian Bureau of 
Statistics.. 

 
Analysis of the hospitalisation data referred to in this chapter distinguishes those admissions wholly 
attributable to illnesses, poisonings and injuries caused by drugs (other than alcohol or tobacco) and 
those admissions partially attributable to drugs. 
 
Hospitalisation data has been obtained from two sources. First, from inpatient admissions to psychiatric 
units and hospitals recorded by the Mental Health Register, a particularly useful indicator of both acute 
problems arising from drug abuse, typically involving young people, and chronic problems associated 
with long-term drug abuse. Second, from records of inpatient stays in private and public hospitals 
extracted from the Hospital Morbidity Data System (HMDS). 
 
In relation to mortality the analysis in this chapter is concerned with only those deaths wholly 
attributable to drugs other than alcohol. The causes of deaths for which drugs are totally responsible 
include - 
 
• poisoning (commonly referred to as “drug overdoses”); and 
• mental disorders such as psychoses, dependence, and non-dependent abuse. 
 
As there are a number of conditions for which drugs other than alcohol are a component cause of 
death, this analysis will slightly underestimate the total number of drug-caused fatalities.237 
 

11.2 CANNABIS 
 

11.2.1 INTRODUCTION 
 
The universal term cannabis is used to identify the psychotropic product from the plant cannabis 
sativa. 
 
The pharmacologically active compounds in cannabis are termed cannabinoids. The major active 
isolate in cannabis has been identified as delta-9 tetrahydrocannabinol (THC). As it is lipid soluble, it 
may remain in the body tissues for many days after a single dose. 

                                                           
237 The English and Holman methodology indicates that on average two deaths per year are partially 
caused from illicit drug abuse. 
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Recent studies have documented a number of health, social and psychological problems related to the 
regular use of cannabis. Major health concerns revolve around the knowledge that the cannabis of 
today is markedly (10-15 times) stronger than the cannabis used in the late 1960s and early 1970s. 
Consequently, previous studies examining the health and psychological risks associated with cannabis 
use may not be valid today. 
 
Pharmacological effects also differ according to the method of consumption. If cannabis is smoked, a 
“high” is attained much more quickly. In contrast, the effects of cannabis taken orally are much less 
potent, although more long-lasting. Additive effects are observed with alcohol and other central 
nervous system depressants, but no clear interaction has been noted with stimulants. 
 

11.2.2 PHARMACOLOGY 
 
The major component of cannabis, THC, is fat soluble, which means it can remain for long periods in 
the fatty tissues of the body. Such lipid soluble drugs tend to leave the blood stream quickly and 
distribute themselves to fatty tissues, such as the brain and cell membranes. 
 
Since THC becomes stored in body tissues and is only released into the blood stream over a period of 
days or weeks, accumulation of THC may occur. As a result of this accumulation, regular cannabis 
users may be affected by cannabis at any time, and be unaware of the dangers of this. Another concern 
is the possible accumulation of THC in the brain, which may in time result in brain damage. 
 

11.2.3 EFFECTS 
 
• Feelings of self confidence, euphoria, well being and relaxation. 
• Altered perception of time and space, and heightened perceptions of taste, smell, touch, and 

hearing. 
• Dissociation of ideas. 
• Difficulties with concentration and memory. 
• Other cognitive impairment. 
• Psychomotor impairment. 
• Delusions and hallucinations. 
 

11.2.4 PHYSICAL COMPLICATIONS 
 
• Reproductive effects. 
• Respiratory effects. 
• Cardiovascular effects. 
• Immunity. 
• Neuropsychiatric complications. 
 
11.2.4.1 Reproductive effects 
 
• Decrease in libido. 
• Impaired fertility. 
• In males cannabis use diminishes testosterone production and decreases sperm count; also results in 

abnormal shape and chemical composition of the sperm cells.  
• In females cannabis can affect fertility by disrupting the reproductive cycle through changes to 

ovulation and menstrual cycles. 
• There is the possibility of foetal damage during pregnancy. 
• Suppression of the sex hormones. 
• Interference with growth, sexual maturation and menstruation. 
• In the long term may result in impotence, loss of normal sex drive and infertility. 
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11.2.4.2 Respiratory effects 
 
• Cannabis is known to be both mutagenic and carcinogenic as well as destructive to lung 

parenchyma and epithelial cells. 
• Lung cancer. Since cannabis smoke is inhaled deeply, held for much longer and contains more tar 

than tobacco, the adverse effects are greater. As a result, smoking 2-3 cannabis cigarettes may carry 
the same risk of lung damage as smoking a whole packet of tobacco cigarettes. 

• Cancer of the upper respiratory and digestive tracts. 
• Head and neck cancer. 
• Emphysema. 
• Increased susceptibility to respiratory infections (eg chronic bronchitis, sinusitis, asthma and 

rhinopharyngitis). 
• Mild airway obstruction.  
 
11.2.4.3 2.4.3 Cardiovascular effects 
 
Cannabis inhalation results in an increase in heart rate, blood pressure and conjunctival injection. 
Persons with hypertension, cerebral vascular disease and ischaemic heart disease may be at increased 
susceptibility to these effects. 
 
11.2.4.4 Immunity 
 
Mild impairment of immunity and immune reaction, clinical significance unclear. 
 
11.2.4.5 Neuropsychiatric complications 
 
Heavy cannabis use produces a change in personality and in behaviour that is more dramatically 
demonstrated by children and adolescents than it is by adults. It is not yet understood whether cannabis 
use causes all problems associated with its use, or whether some occur as a symptom of an underlying 
disorder such as mental illness, or social problems revolving around the family, friends or school. 
Overall its use is associated with - 
 
• impairment of motor coordination, short-term memory, tracking ability, sensory functions and 

learning ability; 
• headaches and dizziness; 
• adverse reactions (occur more frequently in individuals who are under stress, anxious, depressed, or 

who are predisposed to functional psychoses); 
• mild anxiety; 
• panic and paranoia, confusion and delusional thinking; 
• acute psychosis, detachment from reality, hallucinations or illusions; 
• paranoid schizophrenia (it is not yet known whether cannabis precipitates schizophrenia, or if those 

with schizophrenia are more likely to be attracted to using cannabis as a form of self medication) 
• dissociation of ideas, distortions of time and space, compulsiveness; 
• sleeplessness; 
• depression; 
• amotivational syndrome; 
• cannabis use has been associated with apathy and antisocial behaviours; 
• observed inability of users to incorporate and use new skills, which may delay the maturation 

process; 
• some adolescents who use cannabis have been observed to be devoid of the drive and energy 

normally seen in adolescents; 
• impaired ability to memorise and concentrate; 
• diminished scholastic and/or job performance; and 
• introversion. 
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11.2.5 TOLERANCE AND DEPENDENCE 
 
11.2.5.1 Tolerance 
 
Signs and symptoms of tolerance, and also dependence, may persist for months in very heavy users.  
THC accumulates in adipose tissue and can take weeks or months to be totally excreted. 
 
11.2.5.2 Dependence 
 
Frequent use of cannabis can produce mild physical dependence and, as a consequence, withdrawal 
symptoms. 
 
11.2.5.3 Withdrawal  
 
Withdrawal usually starts several hours after cessation of use, is usually mild and is over within a 
matter of days for most users. Some of the symptoms experienced may include - 
 
• anxiety; 
• depression; 
• sleep and appetite disturbances; 
• irritability; 
• tremors; 
• perspiration; 
• nausea; 
• muscle twitching; 
• restlessness; 
• weight loss; and 
• gastrointestinal upsets. 
 

11.2.6 INDICATORS 
 
11.2.6.1 ADIS telephone calls 
 
Over the period 1986 to 1994 a total of 12,012 cannabis-related telephone calls were dealt with by 
ADIS; this was 15.7% of the total of 76,370 drug-related calls received in this State.  
 
Cannabis-related calls constituted 36.0% of the 33,369 illicit drug calls received, exceeding by nearly 
one and one-half times the total number of psychostimulant calls, the next most frequent type of illicit 
drug call (Table 8.20). 
 
Over the same period the quarterly number of cannabis-related calls has steadily increased - since early 
1991 the number of calls has fluctuated between about 400 and 550 calls per quarter (Figure 11.1).  
 
Over the eight year period the number of cannabis-related calls per quarter more than trebled, from 145 
calls received in the December 1986 quarter, to 466 calls in the December 1994 quarter. 
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Figure 11.1 Quarterly drug-related telephone calls to ADIS 
cannabis, 1986 - 1994 
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11.2.6.2 Admissions to ADA programs 
 
Over the period 1988 to 1994 there were 469 cannabis-related new admissions to all ADA programs, 
374 (79.9%) were males and 95 (20.1%) were females (Table 8.15). Of the 469 admissions to the 
ADA, the three most frequent age groups were (Table 8.16; Figure 8.21) -  
 
• 229 (48.9%) involved the 20-29 age group; 
• 133 (28.4%) involved the 10-19 age group; and  
• 78 (16.7%) involved the 30-39 age group. 
 
11.2.6.3 Admissions to psychiatric hospitals 
 
Over the period 1981-1992 there was a total of 158 bed-days (15 bed-days due to cannabis dependence 
and 143 bed-days from non-dependent abuse) from inpatient stays in psychiatric hospitals in this State. 
Cannabis accounted for 0.5% of the total of 30,544 bed-days from inpatient stays due to mental 
disorders caused by drugs (other than alcohol) that occurred in WA over this period (Table 11.22).  
 
As there was a total of 68 admissions to psychiatric hospitals over this 12 year period it is estimated 
there was a mean duration of 2.3 bed-days per stay (Table 11.23). 
 

11.2.7 MORTALITY 
 
There were no recorded deaths wholly caused from cannabis abuse in WA over the period 1982 to 
1993. It is likely cannabis was a contributing factor in a number of deaths due to motor vehicle 
accidents as it has been reported that THC was detected in 11% of road fatalities in WA in 1993.238 
 

                                                           
238 Healy M. Road crashes in Western Australia 1993. Perth, Research and Statistics Branch, Police 
Department, 1994. 
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11.3 OPIOIDS 
 

11.3.1 PHARMACOLOGY 
 
Heroin (diacetylmorphine) is a semi-synthetic opiate derived from morphine. It is produced in minimal 
amounts legally and street heroin is produced in illicit laboratories. The chemical is a white crystalline 
powder, soluble in water. Coloured preparations reflect different contaminants present. 
 
The drug is most commonly administered intravenously (IV) or intra muscularly (IM), but it is also 
active if smoked or used orally. It is most often used IV because this is a far more cost effective means 
of achieving the desired psychoactive effects. 
 
The onset of action is rapid and the duration of action is approximately 3-4 hours. The impact effect or 
“rush” after an IV dose is related to the high fat solubility of the drug and thus its rapid entry into the 
brain.  
 

11.3.2 HISTORY OF HEROIN USE IN AUSTRALIA 
 
11.3.2.1 Pre-1960s History 
 
The first attempt by the Federal government to regulate the importation of opiates was by the use of the 
Customs Act in 1905, when it issued an order, the Opium Proclamation 1905, to prohibit the 
importation of opium suitable for smoking. A further order, the Opium Proclamation 1914, permitted 
the importation of heroin and a number of drugs only for medicinal purposes.   
 
By 1920 the Federal government had issued a series of proclamations and orders which attempted to 
regulate the use of heroin and other opiates, by placing limits on the quantities of opiates that could be 
distributed by importers based on a formula of the amount of heroin the average pharmacist or medical 
practitioner should use in a year. 
 
It is known from annual returns of licit heroin consumption submitted to the Permanent Opium Control 
Board in compliance with international treaty obligations, that Australia had a relatively high level of 
per capita licit heroin use per year from the 1900s to the 1950s.  For instance, an article in the 
Australasian Journal of Pharmacy in March 1936 contained figures that indicated that in the 1930s 
Australians consumed three times the per capita amount of heroin as in Britain, and per capita 
consumed over 50 times the US consumption.239 
 
A report in 1936 by the League of Nations indicated that Australia had the highest per capita 
consumption of heroin and cocaine in the world.  A further report in 1953 by a United Nations body, 
the Permanent Central Opium Board, indicated the following annual per capita consumption of heroin 
(in kilograms per million inhabitants) in Australia from 1946 to 1951240 - 
 
• 1946 (2.42); 
• 1947 (3.3); 
• 1948 (4.68); 
• 1949 (4.3); 
• 1950 (4.52); 
• 1951 (5.25). 
 
These reports resulted in the Federal government banning the importation of heroin in July 1953.  One 
commentator summarised the findings of this report as meaning that “Australia’s heroin use had 
doubled in the seven years from 1946 to 1951 ... Australia was once again at the top of the list on a per 

                                                           
239 Manderson D. Proscription and prescription. Canberra, Australian Government Publishing Service, 
1987, 28. 
240 “Legal trade in narcotics”. (1953) 5 (2) Bulletin on Narcotics, 48, 49. 
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capita basis of the world’s heroin consuming countries. ... The 1951 figure of 11.35 lb per million 
people was more than seventy per cent higher than the comparable figure for 1935.”241 
 
11.3.2.2 Contemporary heroin problems 
 
There is a belief that Australia’s contemporary heroin problem had its origins in the social milieu of 
Sydney and Melbourne in the 1960s, it being “concentrated almost exclusively in the major urban vice 
districts, Melbourne’s St Kilda and Sydney’s Kings Cross, experimentation with cannabis and heroin 
began in the mid-1960s and within a few years had become an habitual pastime among the prostitutes 
and strongmen there,”242 
 
The next stage in the history of heroin in Australia has been linked to the presence from 1966 of large 
numbers of American servicemen on “R & R” from the Vietnam war. The majority of these 
servicemen spent their time, it has been claimed, in the red light districts of Kings Cross in Sydney, and 
St Kilda in Melbourne such that “over a period of several years, more than a quarter of a million 
servicemen spent eighty million dollars - primarily in the Kings Cross district.”243 
 
It would appear that by the mid 1960s heroin use had become established in the eastern States. The 
growth in the availability of heroin in Australia stemmed, it is believed, from the activities of 
established criminal groups in Sydney in the early 1970s, who organised large-scale importing of 
heroin from South East Asia.  By the mid 1970s these syndicates had expanded into well-established 
interstate operations dealing with heroin and other illicit drugs, especially cannabis. “At every stage in 
the growth of Australia’s illicit drug trade during the decade of the 1970s organised crime was heavily 
involved.  To the extent that any small group can be responsible for any major social change, it is 
accurate to say that organised crime created Australia’s illicit drug traffic.”244 
 
Research indicates that heroin use is statistically rare in Australia, and that prevalence has probably 
changed little since the 1970s. The most rigorous research has been conducted in conjunction with the 
NCADA evaluation studies, and indicates that heroin use is most frequent amongst young males whose 
usage peaks in their late 20s.245  
 
It has been concluded that “across the population as a whole, slightly less than 2% of individuals report 
ever having used the drug.  However, the results show that use is strongly concentrated in specific age 
and gender groups.  Use of the drug peaks among males in their late 20s, 9% of whom in the survey 
reported having used heroin.  By comparison, only 3% of females in the same age group reported 
having used it.  Among those aged in their 30s or over, heroin use is virtually non-existent.”246 
 
The few surveys of heroin use in WA have involved highly selective populations.  For instance, a 
survey in 1987 of 926 Western Australian prisoners’ drug use found that 19.7% of respondents self-
reported previous heroin use, even though only 1.7% of those surveyed were imprisoned because of a 
heroin-related offence.247 
 

                                                           
241 Davies S. Shooting up heroin - Australia. Sydney, Hale & Iremonger, 1986, 40. 
242 McCoy AW. Drug traffic narcotics and organised crime in Australia. Artarmon, NSW, Harper & 
Row, 1980, 258. 
243 Davies S. Shooting up heroin - Australia. Sydney, Hale & Iremonger, 1986, 47. 
244 McCoy AW. Drug traffic narcotics and organised crime in Australia. Artarmon, NSW, Harper & 
Row, 1980, 257. 
245 McAllister I, Moore R. Drugs and public opinion the sociology of drug use in Australia. Canberra, 
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11.3.3 PATTERNS OF USE 
 
As heroin is not legally available in Australia, illegal users obtain supplies of the drug via the black 
market. This results in the dosage being - 
 
• of variable amount; and  
• contaminated by a variety of diluents of varying quality and safety. 
 
Most users inject their dose using a number of solvents for the powder they purchase. Acidifying 
agents are used to facilitate dissolving the drug and these in their own right may produce 
complications, for instance fungal contamination of lemon juice. Users inject intermittently and may 
pass from occasional use, for instance once a week or less, to a major “habit” where the drug may be 
used 3 or 4 times per day. 
 
As heroin  abusers may be unable to obtain regular doses every day, they may substitute heroin with 
other central nervous system (CNS) depressants, typically benzodiazepines. The latter, such as 
diazepam, are available on prescription in an injectable form as ampoules, and may produce serious 
secondary dependencies, in addition to the principal dependence on heroin. 
 

11.3.4 RISKS 
 
Apart from the risk of overdose which is a direct CNS effect of the drug, most complications of heroin 
use relate to the injection of contaminated material, or the use of non-sterile injecting equipment. These 
may include - 
 
a) acute heroin reaction, a syndrome with acute onset and signs of cardiovascular collapse, which may 

prove fatal;  
  
b) septic complications, often resulting from the use of non-sterile injecting equipment, which may 

include - 
  

• septicemia; 
• bacterial endocarditis; 
• skin abscesses; 
• infective emboli; 
• ophthalmitis (a fungal infection);  
• viral infections eg Hepatitis B (HBV), Hepatitis C (HCV), HIV; 
  

c) neurological complications - 
  

• infections; 
• embolic lesions;  
• trauma to nerves from direct injection; and 
  

d) sexual transmission of HIV, HBV. 
 

11.3.5 WITHDRAWAL 
 
Dependence, both physical and psychological, results from regular use of the drug and withdrawal will 
develop within 12 hours of ceasing regular usage. Maximal withdrawal symptoms are experienced 
between 36 and 72 hours and symptoms consist of - 
 
• chills and shivering; 
• excessive sweating; 
• gooseflesh is prominent (cold turkey); 
• irritability; 
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• insomnia; 
• loss of appetite; 
• rhinorrhoea and lacrimation; 
• muscle aches and cramps, restlessness; 
• diarrhoea; or 
• yawning. 

 

11.3.6 METHADONE 
 
Methadone, a synthetic opiate, replaces heroin and in doing so decreases the need for heroin-dependent 
individuals to regularly use the intravenous opiate. As methadone has a longer life in the body than 
heroin, clients participating in a methadone maintenance program receive a single prescribed dose of 
methadone every day. The dose is determined according to the characteristics of the individual. The 
amount of methadone prescribed is enough to eliminate withdrawal symptoms for 24-36 hours, while 
still allowing the individual to undertake normal activities and functions. 
 
Patients must take the prescribed dose every day to ensure a stable level of methadone in the 
bloodstream and control any physical effects which may be experienced. The effects of the drug will 
vary from person to person. While some individuals will not experience any adverse effects, the 
strength of effects and their duration may depend upon the size of the dose and the frequency of 
administration. 
 
11.3.6.1 Short-term effects  
 
These may include - 
 
• sweating and increased body odour; 
• analgesia; 
• euphoria; 
• miosis; 
• problems with sexual functioning; 
• nausea and vomiting; 
• depressed respiration; 
• intense constipation; 
• below-normal drop in temperature; 
• slow pulse, heart palpitations, low blood pressure; or 
• poor blood circulation. 
 
11.3.6.2 Long-term effects 
 
Methadone, when administered in pure and regular doses as part of a treatment program, should not 
have any severe long-term effects on an individual’s health. 
 
Possible long-term effects - 
 
• weight increase, usually due to fluid retention or change in diet; 
• tooth decay, due to reduction in amount of saliva produced (is often present prior to participation in 

methadone program); 
• may lead to impotence or delayed ejaculation in some men; 
• loss of libido has been reported by some women; 
• amenorrhoea; 
• disrupted menstrual cycles; or 
• reduced fertility. 
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11.3.7 INDICATORS 
 
11.3.7.1 ADIS telephone calls 
 
Over the period 1986 to 1994 a total of 6,695 opioid-related telephone calls were dealt with by ADIS; 
this was 8.8% of the total of 76,370 drug-related calls received in this State.  
 
Opioid-related calls constituted 20.1% of the 33,369 illicit drug calls received, which was about one-
half the number of cannabis-related calls, the most frequent type of illicit drug call (Table 8.20). 
 
Over the this period the number of opioid-related calls received per quarter remained relatively 
constant - since the beginning of 1988 the number of calls has fluctuated at around 200 calls per 
quarter (Figure 11.2).  
 
A slight increase was recorded in the number of calls in the last two quarters of 1994, when about 250 
calls per quarter were received. It is unclear as to the distribution of opioid calls according to whether 
they were related to heroin, homebake morphine, or other illicit opioids. 
 
 
Figure 11.2 Quarterly drug-related telephone calls to ADIS 

opioids, 1986 - 1994 
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11.3.7.2 Admissions to ADA programs 
 
Over the period 1988 to 1994 there were 1,295 new admissions to all ADA programs related to illicit 
opiates, 821 (63.4%) were males and 474 (36.6%) were females (Table 8.15). 
 
Of the 1,295 admissions to the ADA with an illicit opiate principal drug problem, the three most 
frequent age groups were (Table 8.16; Figure 8.22) -  
 
• 708 (54.7%) involved the 20-29 age group; 
• 458 (35.4%) involved the 30-39 age group; and 
• 66 (5.1%) involved the 10-19 age group. 
 
Over the period 1988 to 1994 there were 180 new admissions to all ADA programs related to 
prescribed opiates, 113 (62.8%) were males and 67 (37.2 %) were females (Table 8.15). 
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Of the 180 admissions to the ADA with a prescribed opiate principal drug problem, the three most 
frequent age groups were (Table 8.16) -  
 
• 79 (43.9%) involved the 20-29 age group; 
• 66 (36.7%) involved the 30-39 age group; and 
• 27 (15.0%) involved the 40-49 age group. 
 
11.3.7.3 Admissions to hospitals 
 
Over the period 1982-1992 there was a total of 3,883 hospital admissions caused by opioids, 1,448 
(37.3%) were males and 2,435 (62.7 %) were females. Opioids accounted for 18.9% of the total of 
20,528 inpatient admissions to hospitals due to drugs (other than alcohol) that occurred in WA over 
this period (Table 11.15). 
 
Over the period 1982 to 1992 there was a total of 3,526 hospital admissions due to poisoning by 
opiods, of which 1,238 (35.1%) were males and 2,288 (64.9%) were females (Table 11.17). Opioids 
accounted for 22.2% of the total of 15,891 inpatient admissions to hospitals due to poisoning caused by 
drugs (other than alcohol) that occurred over this period. 
 
The male age standardised rate (ASR) of hospitalisation for poisoning due to opioids fluctuated 
between about 12 and 15 per 100,000 over the period 1982 to 1992 (Figure 11.16; Table 11.18), 
compared to the female rate which fluctuated between about 20 and 35 per 100,000 (Figure 11.17; 
Table 11.19). The female rate increased from 30 per 100,000 in 1990 to 35 per 100,000 in 1992. 
 
 
11.3.7.4 Admissions to psychiatric hospitals 
 
Over the period 1981-1992 there was a steady decrease in the rate of opioid-related admissions to WA 
hospitals, after peaking in 1983 (Figure 11.3).  
 
Whereas the male ASR has decreased from a peak of 5.1 per 100,000 in 1983 to a rate of 1.1 in 1992, 
in contrast the female ASR, which had declined to a rate of below 1 per 100,000 by the late 1980s, has 
increased since 1990, and by 1992 exceeded the male rate (Table 11.1). 
 
 
Table 11.1 Age standardised rates of hospitalisation  

due to drug-related mental disorders due to opioid use 
1981-1992 

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

Males 1.2 1.1 5.1 3.2 2.3 2.9 1.4 2.2 1.4 1.4 1.1 1.1 
Females 1.0 1.0 2.6 2.5 1.9 1.9 1.3 1.5 0.4 0.5 1.8 2.0 
Persons 1.3 1.1 3.8 3.1 2.1 2.3 1.4 1.9 0.9 1 1.4 1.5 

11.3.7.5  
Over the period 1981-1992 there was a total of 2,432 bed-days from inpatient stays in psychiatric 
hospitals in this State due to opioid dependence. The treatment of opioid dependent patients amounted 
to 8.2% of the total of 30,544 bed-days over the period 1981-1992 that were attributable to mental 
disorders caused by drugs other than alcohol (Table 11.22).  
 
As there was a total of 400 admissions due to opioid dependence over this 12 year period it is 
estimated there was a mean duration of 6.1 bed-days per stay (Table 11.23). 
 
The marked reduction in admissions due to opioid dependence since 1983 is believed to be a 
consequence of greater access to drug treatment services and particularly methadone treatment. 
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Figure 11.3 Age-standardised admission rates for mental disorders 
caused by opioid dependence, 1981-1992 
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11.3.8 MORTALITY 
 
There was a total of 246 deaths caused by opioids in the period 1982 to 1993; 174 (70.7%) were males 
and 72 (29.3%) were females (Table 11.26). Over this period the number of opioid deaths tended to 
increase, with a peak of 27 deaths in 1985, followed by a decrease to 16 deaths in 1987, with an 
increase over the remaining period, reaching 28 deaths in 1993 (Table 11.29). 
 
The data indicates there was a relationship between male (Table 11.30) and female (Table 11.31) 
mortality caused by opioids over the 12 year period. While there was a greater number of male deaths 
per year compared to female deaths, the male:female ratio largely persisted in spite of fluctuations that 
occurred (Figure 11.30). 
 
 

11.4 PSYCHOSTIMULANTS 
 

11.4.1 METHODS OF ADMINISTRATION 
 
Cocaine is derived from the coca shrub and when inhaled or injected, affects a number of 
neurotransmitter systems in the brain and anatomical sites within the central nervous system. While 
there is a lack of consensus by researchers, the preponderance of evidence suggests while cocaine does 
not produce the specific physiological withdrawal symptoms observed with the abstinence of alcohol, 
benzodiazepines and opiates, it nevertheless is a highly addictive drug. 
 
It may be inhaled intra-nasally (“snorted”), inhaled when converted to the free base form (“free 
basing”), and injected intravenously (“mainlined”). 
 
Intra-nasal inhalation 
When extracted from coca leaves cocaine is in the form of a salt, cocaine hydrochloride, which can be 
inhaled into the nostril, where it is rapidly absorbed into the bloodstream across the nasal mucosa. 
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Inhalation (“free basing”) 
Cocaine hydrochloride may be converted to the free base form, through processing by use of volatile 
solvents, which must to be separated before use. When free base cocaine is burnt, the fumes are 
inhaled, producing a very rapid and efficient absorption across the membranes of the lungs. 
 
Injection 
The third method involves dissolving the cocaine salt and injecting it intravenously. 
 
Cocaine withdrawal generally involves three phases, the “crash”, withdrawal, and extinction. 
 
The first phase, the “crash” phase refers to withdrawal symptoms experienced immediately after the 
cessation of use, most often experienced in the first 2-4 days after cessation of use. Users experience a 
number of symptoms, including agitation, depression, high craving and fatigue. 
 
The second phase of withdrawal may extend over 1-2 months, and is characterised by depression, lack 
of energy and anxiety, high craving and angry outbursts. 
 
The last phase, extinction, may extend over a long period of time, possibly for a number of years, and 
is characterised by episodic cravings, usually in response to conditioned cues. (A similar phenomenon, 
which can be responsible for relapse, also occurs in relation to tobacco smokers and heroin users.) 
 
The consequences of cocaine use are dependent on a combination of factors - 
 
• form of the drug;  
• mode of administration; 
• dosage; and 
• frequency of use. 
 
The major consequences of cocaine use, which also tend to occur in relation to the use of other 
psychostimulants, have been grouped in Table 11.2. 
 
 
Table 11.2  Adverse effects of cocaine and other pyschostimulant abuse 
 
Low dose effects High dose effects Long-term effects 

Improved performance Loss of coordination Heightened reflexes 
Increased confidence Tremors Muscle twitching 
Increased energy Dizziness Increased pulse rate 
Exhilaration Muscle twitches Loss of appetite 
Enhances physical and mental well-
being 

Severe agitation Insomnia 

Increased rate of respiration resulting in 
rapid shallow breathing 

Confusion Cardiac arrhythmias including 
malignant arrhythmias 

Increased temperature Paranoid symptoms Angina 
Spasm of local blood vessels Headaches Myocardial infarction 
Enlarged pupils Cold sweat Psychosis – paranoid delusions, 

auditory and visual hallucinations 
Cardiac arrhythmias Pallor Tactile hallucinations 
Suppressed appetite Nausea and vomiting Violent or aggressive behaviour 
Insomnia Weak, rapid pulse Decreased libido/impotence 
 Anxiety reaction  

 
 

11.4.2 HISTORY 
 
While cocaine was only discovered by Europeans in the nineteenth century, it had been used for 
centuries by South American Indians, who chewed the leaves. In Western European countries it was 
believed because of high cost of its crystalline form (which is inhaled), that until the mid-1980s 
cocaine had tended to be used by people from well-educated and higher socioeconomic groups. 
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In the mid-1980s ready made free base cocaine was extensively marketed in American cities and 
became known as “crack.” Crack, a much cheaper and more accessible version of cocaine, is 
extensively used among lower socioeconomic groups particularly in the inner-city areas dominated by 
racial and ethnic minorities in the United States of America. Crack use has also spread to Western 
European countries, where because of its low price has become accessible to and used by young 
people. 
 
In the US crack has been found to be the cause of serious social and health problems such as violent 
crime, prostitution, psychiatric problems and antenatal problems (with 10% of pregnant women 
reporting use at least once during pregnancy) amongst significant numbers of users. 
 
The extent of cocaine use in the US can be gauged from surveys which estimate that in 1992 - 
 
• 25,000,000 people had used cocaine at least once; 
• 6,000,000 people had used it within the previous month; and 
• 3,000,000 people using the drug continuously.  
 
Surveys have shown that cocaine use is much less prevalent in Australia. For instance a 1989 report by 
the Parliamentary Joint Committee on the National Crime Authority 1988-1989 estimated that -  
 
• 84,500 people had used cocaine in the past 12 months; and  
• 6,640 people were regular users.  
 
There is evidence to indicate that cocaine use has remained stable in Australia between 1985 and 1991; 
however nationally, surveys suggest there has been an increase in prevalence by women in their early 
twenties and early thirties248, although use in WA appears not to have increased significantly. 
 

11.4.3 AMPHETAMINES 
 
Amphetamines belong to the psychostimulant class of drugs, which also include cocaine, 
methylphenidate (Ritalin), diet pills (eg Duromine) and caffeine.  Amphetamines originated as 
pharmaceutical drugs and were widely used for a number of years to treat a number of medical 
conditions such as epilepsy, obesity, narcolepsy, depression and hyperkinetic children.  
 
During the 1950s and 1960s amphetamines were quite widely used as they were available as over the 
counter drugs (for example in Japan) or by prescription in a number of other countries. However, with 
mounting evidence that users readily became dependent on amphetamines, during the 1970s 
restrictions were placed on their availability by prescription in the UK and in Australia. 
 
The best known amphetamines in Australia, when they were available on prescription until the late 
1970s, in decreasing order of potency, were dexamphetamine (eg Dexedrine), methamphetamine (eg 
Methedrine) and amphetamine (eg Benzedrine). 
 
Amphetamines are potent drugs that have a multiplicity of biological effects, including hyperthermic, 
anorectic, cardiovascular and central nervous system stimulant actions. The stimulant action of 
amphetamines is similar to the naturally occurring hormone adrenalin. As a major action of 
amphetamines is to inhibit sleep and fatigue, the drug is particularly attractive to people like truck 
drivers and students,  who may wish to stave off normal fatigue, to enable them to work for extended 
periods of time with little sleep or food. 
 
Truck drivers have been identified as a particularly high risk group, as amphetamine allows them to 
drive for long periods of time without rest and increase the number of trips they can complete in a 
given period.  
 
Concern that amphetamine users are a high HIV risk group arises from the tendency for the  drug to be 
used intravenously and in conjunction with alcohol and other drugs. Multiple drug use may also occur 

                                                           
248 Fox R, Mathews I. Drug policy: fact, fiction and the future. Annandale, Federation Press, 1992. 
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among amphetamine users due to the use of depressant drugs such as alcohol, hypnosedatives, and 
barbiturates, to combat side effects, such as sleeplessness. 
 
A number of health and social problems have been identified to be due to the long-term effects of 
amphetamines, including - 
 
• malnutrition (because amphetamines suppress appetite), illnesses related to nutrition, vitamin 

deficiencies occur, and increased susceptibility to disease; 
• violence in the form of intense and sudden acts of aggression (stemming from paranoia, feelings of 

persecution, and distortion of perception); and 
• mental health problems, such as depression, occurring in a cyclic form such as when a chronically 

depressed person uses amphetamines, becomes dependent on them, tries to discontinue usage, 
suffers depression as a withdrawal symptom, and resorts to further amphetamine use. 

 
In common with other forms of psychostimulant withdrawal, people experiencing amphetamine 
withdrawal usually experience a three phase process - described as the “crash”, withdrawal, and 
extinction. 
 
In the initial period (the “crash”), which follows a period of intensive and extended use (a “run”), users 
frequently experience fatigue and exhaustion, extending from several hours to several days. 
 
In the withdrawal phase, which may last for a number of weeks or even months, users typically 
experience - 
 
• lethargy/fatigue; 
• long but disturbed sleep; 
• irritability; 
• strong hunger; 
• deep depression that may lead to attempted suicide; 
• fits of violent action; 
• anxiety attacks; 
• psychic disruption and loss of self control which may result in aggression; 
• headaches; 
• trouble breathing; 
• sweating; 
• muscle cramps; 
• gastrointestinal cramps; and/or 
• severe secondary reactions ie influenza, pneumonia. 
  
In the extinction phase users’ normal mood and behaviour is interrupted by episodic craving, often in 
response to conditioned cues. These episodes of intense craving may last minutes or hours, and may 
recur months or even years after cessation of use.  
 
Most of the above florid symptoms usually dissipate within a few days or weeks of cessation of use of 
amphetamines. There is usually a significant improvement in mood, energy, and paranoid thinking 
within a short time. However, users will also experience other symptoms for a number of months after 
extinction, such as interruption to normal sleep patterns, memory loss, confusion and paranoid thinking 
and perceptual abnormalities. 
 

11.4.4 INDICATORS 
11.4.4.1 ADIS telephone calls 
 
Over the period 1986 to 1994 a total of 8,423 psychostimulant-related telephone calls were dealt with 
by ADIS; this was 11.0% of the total of 76,370 drug-related calls received in this State.  
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Psychostimulant-related calls constituted 25.2% of the 33,369 illicit drug calls received, nearly two-
thirds the total number of cannabis calls, the most frequent type of illicit drug call received (Table 
8.20). 
 
There was a pattern of very few psychostimulants calls received per quarter until the end of 1989 - 
from 1986 to mid 1988 about 20 to 50 calls were received per quarter, with a small increase occurring 
up the third quarter to the end of 1989, when about 100 calls were received.  
 
In comparison to the low level of calls up to the end of 1989, over the five year period 1990-1994 the 
number of psychostimulant calls received per quarter increased by nearly two and one half times, from 
just over 150 calls in the March 1990 quarter, to nearly 500 calls in the December 1994 quarter (Figure 
11.4). 
 
 
Figure 11.4 Quarterly drug-related telephone calls to ADIS 

psychostimulants, 1986 - 1994 
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11.4.4.2 Admissions to ADA programs 
 
Over the period 1988 to 1994 there were 997 new admissions to all ADA programs related to 
psychostimulants, 694 (69.6%) were males and 303 (30.4%) were females (Table 8.15). 
 
Of the 997 psychostimulant-related admissions to the ADA, the three most frequent age groups were 
(Table 8.16; Figure 8.23) -  
 
• 640 (64.2%) involved the 20-29 age group; 
• 203 (20.4%) involved the 10-19 age group; and 
• 133 (13.3%) involved the 30-39 age group. 
 
For each year over the period 1988-1994 the number of psychostimulant-related new admissions to 
ADA programs increased, especially involving males (Figure 8.24).  In a number of years there were 
marked increases in the number of admissions, for instance, from 1990 to 1991 there was more than a 
100% increase in admissions, and an increase of nearly 50% from 1993 to 1994 (Figure 8.23). 
 
11.4.4.3 Admissions to hospitals 
 
Over the period 1982-1992 there was a total of 249 hospital admissions due to all causes due to 
psychostimulants, 114 (45.8%) were males and 135 (54.2%) were females.  
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Psychostimulants accounted for 1.2% of the total of 20,528 inpatient admissions to hospitals due to 
drugs (other than alcohol) that occurred in WA over this period (Table 11.15). 
 
Over the period 1982 to 1992 there was a total of 169 hospital admissions due to poisoning by 
psychostimulants, of which 66 (39%) were males and 103 (61%) were females (Table 11.17).  
 
Psychostimulants accounted for 1.1% of the total of 15,891 inpatient admissions to hospitals due to 
poisoning caused by drugs (other than alcohol) that occurred over this period. 
 
The age standardised rate (ASR) of hospitalisation in relation to psychostimulant drugs were very low 
over the period for both males 1992 (Table 11.18) and females, although small increases were recorded 
over the latter part of the period, especially involving females  (Table 11.19). 
 
11.4.4.4 Admissions to psychiatric hospitals 
 
There has been an increase in rate of hospitalisation for inpatient stays in psychiatric hospitals due to 
the abuse of psychostimulants since the late 1980s. As it is believed that a large proportion of the 
admissions in the diagnostic group psychoses other drug were psychostimulant-related, this data has 
been interpreted as reflecting the abuse of amphetamines. 
 
Over the period 1981-1992 there was a total of 3,908 bed-days from inpatient stays in psychiatric 
hospitals in this State due to abuse of psychostimulants (3,741 bed-days due to psychoses other drugs, 
69 bed-days due to psychostimulant dependence and 98 bed-days due to non-dependent abuse of 
psychostimulants).  
 
The burden of these admissions on the hospital system amounted to 12.8% of the total of 30,544 bed-
days over the period 1981-1992 that were attributable to mental disorders caused by drugs other than 
alcohol (Table 11.22).  
 
As there was a total of 718 admissions due to abuse of psychostimulants (590 admissions due to 
psychoses other drugs, 34 admissions due to psychostimulant dependence and 94 admissions due to 
non-dependent abuse of psychostimulants), it is estimated there was a mean duration of 5.4 bed-days 
per stay (Table 11.23). 
 
Over the period 1981 to 1990 the age standardised rate (ASR) for psychostimulant-related psychoses 
was around 1.5 to 2 per 100,000 person years. However since 1990 the rate of admission for this 
diagnostic group has increased by nearly three-fold for males and five-fold for females (Figure 11.5; 
Table 11.3). 
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Figure 11.5 Age-standardised admission rates for mental disorders 
psychoses  other drugs (amphetamines), 1981-1992 

 

0

2

4

6

8

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

Males
Females
Persons

 
 
 
Table 11.3  Age standardised rates of hospitalisation due to drug-related 

mental disorders due to amphetamine use, 1981-1992 
 
 1981 1982 1983 1984 1985 1986 1987 1988 1989 1990 1991 1992 

Males 0.7 1.2 1.8 2.2 2.1 1.5 1.1 2.4 2.4 2.8 6.1 6.7 
Females 0.9 1 1.1 1.8 1.8 1 1.1 1.6 1.3 1.1 4 5.2 
Persons 0.8 1.2 1.6 2.1 2.2 1.3 1.1 2 2 2.1 5.2 6 

 
 

11.4.5 MORTALITY 
 
There was a total of 5 deaths caused by psychostimulants over the period 1982 to 1993, 4 (80%) were 
males and 1 (20%) was a female (Table 11.26). No psychostimulant deaths were recorded between 
1982 and 1989, there was 1 death in 1990, 3 deaths occurred in 1991, and 1 death occurred in 1993 
(Table 11.29).  
 

11.5 VOLATILE SUBSTANCES 
 

11.5.1 INTRODUCTION 
 
A volatile substance is a compound which gives off a vapour or fumes at room temperature. The 
recreational sniffing of gases and solvents has become relatively common, particularly among 
adolescents in Australia, with the mean age of solvent abusers being 12 to 15 years. Petrol sniffing has 
been noted among some Aboriginal communities, where it has been a cause of serious  harm, 
especially among younger people.249 
 
 
                                                           
249 Goodheart RS, Dunne JW. “Petrol sniffer’s encephalopathy.” (1994) 160 Medical Journal of 
Australia 178. 
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Volatile substance abusers (VSAs) tend to fall into one of three patterns of use related to age - 
 
1) the largest group are occasional or experimental users, who tend to have an average age of 12 or 13 

years; 
2) polydrug abusers, who are an older group, usually in their mid to late teens, who abuse volatile 

substances in conjunction with a range of other drugs, and who are likely to use volatile substances 
in a moderate or episodic binge fashion; and 

3) inhalant dependent individuals, who exclusively and frequently abuse volatile substances, often on 
a daily basis, this group tends to involve older adolescents and young adults. 

 
In a British study it was found that nearly one in five sudden deaths were caused by volatile substance 
abuse, where there was no history of previous VSA.250 In the UK over the period 1971 to 1989 it was 
estimated that 963 young people had died from VSA, of whom 88% were males and with nearly half of 
all deaths involving persons aged 16 years or younger.251 Nearly one third of these 963 deaths involved 
gas fuels, involving butane from lighter refills or domestic gas cylinders, with a further one in five 
deaths due to deodorant aerosols, and 21% due to glues. While more than half of the mortality in the 
study was due to the direct toxic effects (resulting in acute cardiac arrhythmias), 16% of deaths were 
due to suffocation from a plastic bag, 13% due to the inhalation of vomitus, and 12% due to trauma 
(especially following the use of glues). 
 
In Australia deaths due to petrol sniffing have in the past been a particularly serious problem amongst 
Aboriginal communities, with 35 deaths (average age of 19.2 years) being due to petrol inhalation over 
the period 1980 to 1988.252 
 
11.5.2 TYPES OF VOLATILE SUBSTANCES 
 
There is a large range of volatile substances, such as petroleum fuels, propellants from aerosol 
products, chlorinated hydrocarbons, glue, nail polish remover, antifreeze, paint thinners and 
anaesthetic products (Table 11.4). 
 
11.5.2.1 Organic solvents and aerosols 
 
This group includes alcohols, esters and ketones, aliphatic and aromatic hydrocarbons and halogenated 
hydrocarbons. Commonly abused products include adhesives, plastic cement and thinners which 
contain toluene and xylene, cleaning agents, typist correction fluid and thinners which contain 
trichloroethane and trichloroethylene. Fluorocarbon propellants, known collectively as freons, are used 
in aerosols and as refrigerants, while bromochlorodifluoromethane (BCF) is used in fire extinguishers. 
 
Vapours may be inhaled directly from the container, or from a rag or clothing saturated in the 
substance and held over the nose and mouth. Alternatively the substance may be placed in a plastic bag 
from which the concentrated vapours are inhaled. This may result in a perioral rash which is well 
described in chronic volatile substance abusers. 
 
Most hydrocarbons are central nervous system depressants and early effects of inhalation resemble 
alcohol intoxication. Inhalation provides rapid onset and relatively short duration of effect. Continued 
inhalation may lead to increased intoxication when confusion, perceptual distortion and hallucinations 
often cause aggressive behaviour. At higher doses ataxia, dysarthria, convulsions and coma may ensue. 
Regular abusers become skilled at controlling the amount of substance inhaled to prolong the effects. 
 
Chronic abuse of solvents is associated with a variety of medical problems with a real risk of death. 
Mechanisms by which individual solvents damage organs and organ systems are not well understood. 

                                                           
250 Chalmers EM. “Volatile substance abuse.” (1991) 154 Medical Journal of Australia 269, 270. 
251 Johns A. “Volatile solvent abuse and 963 deaths (editorial).” (1991) 86 British Journal of Addiction 
1053. 
252 Brady M. Heavy metal - the social meaning of petrol sniffing in Australia. Canberra, Aboriginal 
Studies Press, 1992, 54. 
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The situation is compounded as many products contain more than one solvent, and the effects of 
solvent combinations are little understood. 
 
 
Table 11.4  Commonly abused volatile substances 
 

Compound Principal sources 

Acetone Nail polish remover, adhesives, general solvent 
Aliphatic hydrocarbons Petrol, white spirit 
Bromochlorodifluoromethane (BCF) Fire extinguishing agent 
n-Butane Bottled fuel gas 
Butanone (methyl ethyl ketone, MEK) Adhesives, general solvent 
Carbon tetrachloride Grain fumigant, Laboratory solvent 
Chloroform Laboratory solvent 
Chlorodifluoromethane (Halon 22) Aerosol propellant 
Dichlorodifluoromethane (Halon 12) Aerosol propellant, refrigerant 
Dichloromethane Paint stripper 
Dichlorotetrafluoroethane (Halon 114) Aerosol propellant 
Diethyl ether Laboratory solvent 
Enflurane Anaesthetic 
Ethyl acetate Adhesives 
Halothane Anaesthetic 
n-Hexane General solvent 
Isoflurane Anaesthetic 
Methyl iso-butyl ketone (MIBK) General solvent 
Nitrous oxide Anaesthetic 
Propane Bottled fuel gas 
Tetrachloroethylene (Perchloroethylene) Dry-cleaning and degreasing agent 
Toluene Adhesives, acrylic paints, paint stripper 
1,1,1-Trichloroethane (methylchloroform) Dry-cleaning and degreasing agent, typewriter correcting fluid 
Trichloroethylene Dry-cleaning and degreasing agent, chewing gum remover 
Trichlorofluoromethane (Halon 11) Aerosol propellant, refrigerant 
Xylene Woodwork adhesives 

 
 
11.5.2.2 Petrol and fuel gases 
 
Petrol sniffing appears to be a problem in societies which may be seen as disadvantaged. Such groups 
include the Canadian, American and Mexican Indians, Canadian Inuit, black South Africans and 
Australian Aborigines. 
 
The Senate Select Committee on Volatile Substance Abuse in 1985 reported on petrol inhalation 
among youth of Aboriginal communities as a separate issue from volatile substance abuse among 
urban youth, dedicating approximately 40% of the document to the problem. 
 
The prevalence of sniffing within communities is not well documented and such information relies on 
anecdotal reports or documentation from hospital admissions. Prevalence appears to fluctuate from 
time to time, again for reasons which are not well understood. However, in most “sniffing” 
communities the number of chronic sniffers remains relatively constant. 
 
In Australia, many Aboriginal communities are aware of or have experienced petrol sniffing. However, 
the problem is by no means widespread and appears to be concentrated in specific remote areas in 
Arnhem Land and central desert areas. There are, as with other volatile substance abusers, 
experimental, occasional and chronic sniffers. 
 
It is widely reported that the introduction of aviation fuel for vehicles in Aboriginal communities has 
virtually eliminated petrol sniffing in those communities where this has occurred. 
 
Petrol is a mixture of C4 to C12 hydrocarbons, the relative amounts of the various constituents 
depending on the origin and preparation of the petrol. The unsaturated hydrocarbons have mild 
anaesthetic properties while the saturated hydrocarbons have a narcotic effect. The principal additive is 
tetraethyl lead which also has intoxicant properties. Tetraethyl lead and its metabolites are highly 
neurotoxic. 
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Fifteen to 20 inhalations of petrol will cause euphoria and intoxication for three to six hours. Prolonged 
inhalation or rapid inhalation of a highly concentrated vapour, such as when a petrol-soaked cloth is 
held to the nose, may lead to violent excitement followed by loss of consciousness, coma or death. 
Organic lead toxicity is regarded as the major long-term health hazard from petrol sniffing although 
some of the aliphatic hydrocarbons (for example, toluene, n-hexane) if present may contribute to the 
pathological changes.  
 
The syndrome of ataxia, tremor and encephalopathy seen in chronic sniffers is attributed to tetraethyl 
lead toxicity. Other long-term sequelae of chronic sniffing include nutritional disturbances, anaemia 
and cardiac, liver and renal effects. Cognitive functioning may also be impaired and there is evidence 
that some of these changes are irreversible. 
 
Abuse of the fuel gases propane and butane occurs and although not as well documented in the 
literature has an important association with suicide. 
 
11.5.2.3 Volatile nitrites 
 
Amyl nitrite has been used medically since 1867 for the relief of angina pectoris. In the United States 
in the 1960s the non-medicinal use of amyl nitrite as a euphoriant and an enhancer of sexual 
performance became popular. Similar use has been reported in Australia. The extent of use of volatile 
nitrites is unknown but may be extensive among certain populations, notably homosexual males. 
 
The effects of nitrite inhalation are predominantly smooth muscle relaxation and dilatation of the 
vascular beds. Toxic effects include confusion, headache, vasomotor collapse, methaemoglobinaemia 
and haemolytic anaemia. 
 
11.5.2.4 Inhalational anaesthetics 
 
Inhalational anaesthetics are a class of pure and powerful drugs. When used clinically they are low in 
organ toxicity and generally safe. Their pharmacology and toxicology are widely documented. This 
group of drugs includes chloroform, cyclopropane, enflurane, ethylene, ether, fluroxene, halothane, 
methoxyflurance and trichloroethylene.  
 
Toxicity of this group of drugs relates mostly to hepatic injury, cardiac arrhythmias and nephrotoxicity. 
Halothane is associated with malignant hyperthermia in susceptible individuals. While the acute effects 
of anaesthetic vapours are well known and the effects of long-term low level inhalation, particularly 
increased risk of miscarriage in pregnant operating theatre staff, have been more recently studied, little 
is known about the long-term results of repeated subanaesthetic self-dosing, although partial anoxia 
and overdose are known risks. 
 
Self-administration of anaesthetic agents for their euphoriant effects is not new. In fact it was such use 
in the mid-19th century that led to the realisation of the anaesthetic effects of ether and nitrous oxide. 
In more recent times, abuse of inhalation anaesthetics appears to be restricted to those with access to 
the drugs. 
 
Ether and chloroform abuse has been described and several halothane deaths amongst hospital staff 
have been reported although this has not been seen to be a problem in Australia. Nevertheless there 
were 13 deaths associated with non-clinical inhalation of anaesthetic agents in Australia in the period 
1980 to 1987. 
 
Nitrous oxide was the first known inhalational anaesthetic. In addition to its current use in anaesthesia, 
small portable cylinders are carried in ambulances for analgesic use. It is also approved for use in the 
production of certain food products, notably in cartridges soda syphons and for whipped cream 
dispensers. 
 
Hazards of nitrous oxide inhalation include hypoxia which may be fatal. At least five deaths in 
Australia have been associated with nitrous oxide abuse since 1980. 
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11.5.3 METHODS OF USE 
 
Substances are generally placed into a plastic bag, or some other vessel, and placed directly over the 
nose and mouth and inhaled deeply. The effect of substances inhaled in this manner produces 
alterations in the level of consciousness including a pleasurable feeling of intoxication and visual 
hallucinations. 
 

11.5.4 ADVERSE CONSEQUENCES 
 
As volatile substances are fat soluble and are stored in the fat deposits within the body, particularly in 
the brain, this leads to a prolonged effect on the level of consciousness even hours after the inhalation 
has stopped.  
 
Many studies report VSA as a group activity, with abusers often having low levels of academic 
achievement at school, and associated patterns of problems within the school environment, truancy and 
delinquency.  
 
VSA may cause behavioural and perceptual difficulties, with intoxication producing a range of 
symptoms, from mid euphoria, exhilaration, gross disorientation and in rare instances coma. Common 
signs include dizziness, irritation to the eyes and throat, slurred speech, staggering gait, headaches, 
impaired judgement, irritability and excitement. Less frequently VSAs may become delirious, with 
accompanying clouding of consciousness, illusions and hallucinations. 
 
The most important problem of volatile solvent use is the occurrence of potentially fatal cardiac 
arrhythmias due to intoxication. Respiratory depression can also occur. Pathological changes occurring 
in solvent abuse include myocardial damage and cerebral oedema. There is general agreement that 
repeated exposure to solvents induces tolerance, though there are doubts about physical addiction; 
however, psychological dependence is common. 
 
Another major concern with petrol sniffing is lead poisoning, except with the use of unleaded petrol. 
At this time there is no generally accepted means of treating organic lead poisoning, and the 
neurological and other manifestations of tetra-ethyl lead poisoning (TEL) absorption must be deemed 
to be effectively irreversible. 
 
 

11.5.5 PHYSICAL EFFECTS 
 
The effects of a single use, whilst potentially very dangerous, usually wear off after a few hours and 
the cardiovascular symptoms predominate. The most common toxic effects are cardiac arrhythmias and 
asphyxia from enhancement of inhalation of volatile substances via the use of plastic bags etc. Chronic 
headache, sinusitis, diminished cognitive function, ataxia and peripheral neuropathy all accompany 
chronic use. The neurological sequelae convey the most long-term morbidity and disability.  
 
Other symptoms include - 
 
• chronic or frequent cough; 
• tinnitus; 
• chest pain or angina; 
• nosebleeds; 
• extreme tiredness or weakness; 
• increased nasal secretions; 
• red, watery eyes; 
• a dreamlike state with hallucinations; 
• depression and/or anxiety; 
• shortness of breath; 
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• indigestion; 
• dizziness; 
• stomach ulcers; and 
• deep inhalation over short periods of time may cause disorientation, unconsciousness or seizures. 
 
The sniffing of some petrols may cause a particular type of lead poisoning, features of which are - 
 
• liver damage; 
• acute and chronic inflammation of the kidneys and multiple abscesses; 
• cerebellar hemisphere degeneration; and 
• inorganic lead poisoning causing anaemia and other effects on the blood. 
 

11.5.6 WITHDRAWAL EFFECTS 
 
Effects of inhalation are immediate, lasting from 5 to 45 minutes after cessation of sniffing. While 
initial effects may fade after several minutes, depending on the method of inhalation, effects may be 
felt for several hours. For most users effects will pass within an hour of ceasing inhalation of the 
volatile substance. Chronic users may experience withdrawal symptoms similar to those experienced 
from a general anaesthetic.  
 
Hangover effects may persist for several days, and may be characterised by - 
 
• tremor; 
• headache; 
• nausea; 
• vomiting; 
• mild abdominal pain; 
• loss of appetite; 
• fatigue; 
• muscular cramps; and 
• delirium. 
 

11.5.7 INDICATORS 
11.5.7.1 ADIS telephone calls 
 
Over the period 1989 to 1994 a total of 1,187 volatile substance-related telephone calls were dealt with 
by ADIS; this was 1.5% of the total of 76,370 drug-related calls received in this State.  
 
Volatile substance -related calls constituted 3.6% of the 33,369 illicit drug calls received (Table 8.20). 
 
Over the period 1989 to 1994 (volatile substances were not separately collated prior to April 1989), the 
number of volatile substance-related calls received per quarter was relatively constant, fluctuating at 
around 50 calls per quarter (Figure 11.6).  
 
The reasons for a number of short-term rises in the number of calls received per quarter is not known, 
although it is noted that the peaks in 1991, 1993 and 1994 each occurred in the September quarter. 
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Figure 11.6 Quarterly drug-related telephone calls to ADIS 
volatile substances, 1986 - 1994 
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11.5.7.2 Admissions to hospitals 
 
Over the period 1982-1992 there was a total of 829 hospital admissions caused by volatile substance 
abuse, 596 (71.9%) were males and 233 (28.1%) were females. Volatile substances accounted for 4.0% 
of the total of 20,528 inpatient admissions to hospitals due to drugs (other than alcohol) that occurred 
in WA over this period (Table 11.15). 
 
Over the period 1982 to 1992 there was a total of 663 hospital admissions due to poisoning by volatile 
substances, of which 468 (70.6%) were males and 195 (29.4%) were females (Table 11.17). Volatile 
substances accounted for 4.2% of the total of 15,891 inpatient admissions to hospitals due to poisoning 
caused by drugs (other than alcohol) that occurred over this period. 
 
Over the period 1982-1992 there was a steady decrease in the male age standardised rate of 
hospitalisation for poisoning due to volatile substance-related admissions to WA hospitals (Figure 
11.7). The male rate was at about 12 per 100,000 up to 1984, then declined to a rate of 3.7 by 1992 
(Table 11.18). The female rate, which was lower than the male rate, has decreased slightly since the 
late 1980s (Table 11.19). 
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Figure 11.7 Age standardised admission rates of hospitalisation 
poisoning by volatile substances by sex, 1982-1992 
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11.5.7.3 Admissions to psychiatric hospitals 
 
Over the period 1981-1992 there was a total of 952 bed-days from inpatient stays in psychiatric 
hospitals in this State due to volatile substance dependence. The burden of these admissions on the 
hospital system was relatively small, as the treatment of volatile substance dependent patients 
amounted to only 3.1% of the total of 30,544 bed-days over the period 1981-1992 that were 
attributable to mental disorders caused by drugs other than alcohol (Table 11.22).  
 
As there were 185 admissions due to volatile substance dependence over this 12 year period, it is 
estimated there was a mean duration of 5.1 bed-days per stay  (Table 11.23). 
 
While there were relatively few admissions for inpatient treatment, it is noted there was an increase 
over the period, with peaks recorded in 1986 and 1992 (Figure 11.8). 
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Figure 11.8 Number of admissions to psychiatric hospitals 
due to volatile substance dependence, 1982-1993 
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11.5.8 MORTALITY 
 
The number of volatile substance deaths per year peaked in two periods, in 1986-1987 and again in 
1990-1992 (Figure 11.33). It is noted that 23 (95.8%) of the 24 deaths due to volatile substances 
involved males  (Table 11.26). There has been only 1 death recorded since 1991 (Table 11.29). 
 

11.6 LSD 
 
LSD (lysergic acid diethylamide) was synthesised in 1943 and is a powerful hallucinogen with a 
history of medical use in the 1950s to release repressed emotions and memories, and of non-medical 
use in the 1960s when hippy culture and intellectuals valued its supposedly mind-expanding properties. 
More recently there appears to have been a resurgence in LSD use, which it has been suggested, at 
least in the UK is linked to the development of favourable milieux in conjunction with the “acid house” 
and rave youth culture. 
 
Dose units in the mid-70s typically contained 250 micrograms of LSD, more than enough for a full-
blown psychedelic experience. Today’s LSD is marketed in single dose units (usually absorbed on 
paper squares) of 50 to 70 micrograms, enough to have a noticeable effect but not normally enough for 
a full-blown “trip”. 
 

11.7 DESIGNER DRUGS 
 
Since many of these drugs are made by basement chemists, quality control is poor and toxic by-
products are often inadvertently injected or ingested by addicts. Numerous deaths and tragic side 
effects have occurred as a result of the use of designer drugs, including a number of cases of 
Parkinson’s disease (see below). There is concern, based on the experience in the US, that designer 
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drugs are difficult to control, for as soon as a new drug has been covered by amendments to schedules 
of prohibited substances, a different formulation is likely to be manufactured.253 
 
The two major classes of designer drugs that are now widely available are phenylethylamines 
(mescaline analogues) and synthetic opioids. Although the drugs in each group have similar effects, 
they differ significantly in potency and in toxicity. This wide range in potency is due to the lack of 
quality control in production. The type and amount of any specific compound may vary from purchase 
to purchase, which makes use extremely dangerous. 
 

11.7.1 ECSTASY 
 
Ecstasy or 3,4-methylenedioxymethamphetamine (MDMA) is by far the most common of the 
phenylethylamines. A derivative of amphetamine, it shares the properties of both amphetamines and 
hallucinogens, in its side effects and residual effects. MDA (3,4 methylenedioxyamphetamine),also 
referred to as the “love drug”, first appeared in the US in 1967.254 It was popular because it caused 
feelings of euphoria and empathy without hallucinations. A number of deaths have been linked to this 
drug and to a synthetic error in making it, which inadvertently produced the by-product HMDA (3,4 
methylenedioxyphenyl-3-aminobutane). 
 
Ecstasy is normally formulated into tablets or capsules containing 100-120 mg of the drug, the usual 
dose for an experience lasting several hours. Laboratory analyses of ecstasy tend to show, compared to 
LSD preparations, a variety of substances are sold as ecstasy, including amphetamine, mixtures of LSD 
and amphetamine, and other MDMA-like drugs such as MDA and MDEA (3,4-
methylenedioxymethamphetamine). 
 
A recent survey of ecstasy use in Australia reports that it is not as widely used as amphetamines.255 The 
abuse potential of MDMA may be lower, as with increased use the negative aspects of use tend to 
increase while the positive effects decrease. For this reason few people with dependence problems 
attend treatment services. 
 
MDMA has similar effects to amphetamines, although users report the drug produces a more positive 
mood and a greater sense of intimacy compared to amphetamines. Ecstasy’s mixed 
hallucinogen/stimulant properties usually lead to increased energy and euphoria allied with calmness, 
feelings of warmth towards other people and heightened perceptions, though normally not 
hallucinations. 
 
Ecstasy has gained a reputation as a “dance drug”, for by stimulating the nervous system, it energises 
the muscles and allows people to dance for hours on end. It also increases blood pressure and 
temperature. Twenty or so deaths in the UK that have been attributed to the drug were largely induced 
by this effect on the body’s thermo-regulatory system, with users dying of heatstroke (with 
temperatures of 140o F and muscles burning up) combined with the overheating and dehydration 
caused by prolonged dancing in hot humid atmospheres. 
 

11.7.2 OTHER PHENYLETHYLAMINES 
 
Phenylethylamines were initially called hallucinogenic amphetamines, but this term is not accurate. At 
low doses, these substances produce mild stimulation; attenuation of colour, colour intensity, and 
texture; and the sensation of a fantasy state. Only at larger doses, near toxic levels, do hallucinations 

                                                           
253 Chesher G. “Designer drugs - the ‘what’s’ and the ‘whys’”. (1990) 153 Medical Journal of 
Australia 157; Henderson GL. “Designer drugs past history and future prospects”. (1988) 33 Journal of 
Forensic Sciences 569; Baum RM. “New variety of street drugs poses growing problem”. (1985) 63 
Chemical and Engineering News 7. 
254 Evanko D. “Designer drugs - treating the damage caused by basement chemists”. (1991) 89 
Postgraduate Medicine 67. 
255 Solowij N, Lee N. A survey of ecstasy (MDMA) users in Sydney. Sydney, National and Alcohol 
Research Centre, 1991. 
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and sympathomimetic effects occur. General effects include euphoria, mood intensification, empathy, 
and visual changes. 
 
One of the earlier-used phenylethylamine derivatives was methamphetamine, known by users as 
“speed”, “crank” or “meth”. Use of the dextro- form of this substance, called “Ice” increased in the late 
1980s in Hawaii and California.  Ice is smoked and is popular because of its long effect, which may 
last for 8 to 24 hours. Its popularity may have increased as an alternative to the dangers of injecting 
drug use, and because of its rapid onset and slightly decreased cardiostimulatory effects. 
Contamination in the production process can produce toxic by-products that may cause seizures or 
acute lead intoxication. 
 
11.7.2.1 Acute effects 
 
The most common acute reaction to the phenylethylamines is anxiety or panic. Other acute effects 
include dissociative feelings, depression, paranoia, and severe guilt. These effects are seen more often 
in first-time users or in persons who are unaware that they have used a contaminant. 
 
11.7.2.2 Chronic effects  
 
Chronic effects of phenylethylamines are more common in persons predisposed to psychotic illness. 
Presenting symptoms include disturbances in thought, visual and auditory hallucinations, and paranoid 
delusions with progression among some users to a true schizophrenic illness requiring the same long-
term therapy as the psychiatric form. 
 

11.7.3 SYNTHETIC OPIOIDS 
 
During the late 1970s, drug-related law enforcement efforts increased, which reduced the heroin supply 
available in the United States. In response to this, underground chemists attempted to synthesise 
analogues of fentanyl and meperidine to fill demand. 
 
11.7.3.1 Fentanyl derivatives 
 
The first fentanyl analogue to be recognised was alpha-methyl-fentanyl, which was sold as “synthetic 
heroin” or “China white”. Nine additional homologues have appeared on the street. These derivatives 
have a much higher potency than regular street heroin, up to 100 times that of morphine. The 3-methyl-
fentanyl derivative is 1,600 times more potent than heroin. Inadvertent overdoses due to respiratory 
depression have occurred in addicts who were unaware of the content of the drug. Many died with the 
needle still in their arm. 
 
Fentanyl derivatives produce more analgesia than euphoria; effects last from 2 to 4 hours. The same 
symptoms and signs of intoxication that occur with the opioids in general are seen with these 
substances and include miosis, central nervous system depression, and respiratory depression. 
 
11.7.3.2 Meperidine derivatives 
 
A compound called “new heroin” was released in California in 1982. It proved to be one of the most 
devastating synthetic errors made by underground chemists. In attempting to synthesise MPPP (1-
methyl-4-phenyl-4-propionoxypiperidine), a derivative with effects similar to those of meperidine, an 
illicit laboratory produced MPTP (3-methyl-4-phenyl- 1,2,3,6-tetrahydropyridine) as a by-product.  
 
Numerous cases of rapid onset of Parkinson’s disease were reported as a result of this error. In some 
cases symptoms were reversed with dis-continuation of the drug, but in others long-term 
antiparkinsonian treatment was required. Therefore, the possibility of the recent use of an MPTP-
contaminated substance should be considered in addicts with symptoms of Parkinson’s disease, such as 
muscle rigidity, or the mutism seen in catatonic schizophrenia. 
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11.7.4 ANALOGUES OF THE FUTURE 
 
Underground chemists have been trying to make phenylethylamine derivatives with fewer 
amphetamine-life effects. The analogues 2-CB (2-carbon homologue of DOB [4-bromo-2,5-
dimethoxyamphetamine]) and 2-CD (2-carbon homologue of DOM [4-methyl-2,5-
dimethoxyamphetamine])  are already available on the street. A new substance called “U-4-E-UH” (2-
amino-4-methyl-5-phenyl-2-oxazoline), a derivative of the European diet pill Aminorex, is available 
on both the East and West coasts of the United States. It is conceivable that with bacterial engineering, 
new designer substances could be developed and produced in large quantities. 
 
 

11.8 PHARMACEUTICAL DRUGS 
 

11.8.1 INTRODUCTION 
 
Medicines are part of everyday life for most Australians. For instance, medication prescribed and/or 
over the counter (OTC), was used by 76% of women and 65% of men at some time in the two weeks 
preceding the 1989-90 Australian National Health Survey.  
 
Specifically, the survey showed that approximately 30% of the population used vitamins or minerals, 
50% used analgesics, 5% used sleeping medications and 2% used tranquillisers and sedatives.256 
Surveys indicate that 90% of people over 65 years of age are currently using medication.257, 258 The use 
of sleeping medication (Figure 11.9) and tranquillisers and sedatives (Figure 11.10) increases with age, 
particularly among females. 
 
It is estimated that the Australian community overall spends $2.7 billion on medication (both 
prescribed and over the counter) per annum.259 The Commonwealth Government’s Pharmaceutical 
Benefits Scheme (PBS), which subsidises the cost of prescription medication, costs $1.02 billion per 
annum (calendar year 1991). This figure represents approximately one-eighth of the Commonwealth 
Government’s total expenditure on health.. 
 
Recent years have seen a levelling and decline in the costs associated with the PBS through the 
implementation of a variety of policy decisions and administrative arrangements.260 These include an 
increase in consumer contribution through the introduction of pensioner co-payment in 1990. The 
impact of these arrangements on the quality of use of medicines has not been investigated to date. 
 
It needs to be recognised at the outset that pharmaceutical drugs deliver many benefits to people and 
that these benefits clearly outweigh the costs. There are, however, as with any drugs, problems 
associated with their use, misuse and abuse. This chapter reports some of these problems. 
 
High consumption of medication, for example, has been identified as being associated with - 
 
• increased risk of adverse reactions;261 
• the over-prescription of some classes of medication;262 

                                                           
256 Australian National Health Survey 1989-90. Australian Bureau of Statistics, Canberra, 1991. 
257 ibid. 
258 The Australian longitudinal study of ageing: key findings of a multidimensional pilot survey. 
Adelaide, Centre for Ageing Studies, 1990 
259 This section is based on data previously published in Pharmaceutical Health and the Rational Use of 
Medicines (PHARM) Committee. A policy on the quality use of medicines. Canberra, Department of 
Health, Housing and Community Services, 1992. 
260 Commonwealth Department of Health, Housing and Community Services. Annual Report. 
Australian Government Publishing Service, Canberra 1991, p. 53. 
261 Waddell VP, Serafino S. An analysis of hospital morbidity and mortality due to accidental and self-
inflicted poisonings. Poisoning in Western Australia 1984-1988. Perth,  Health Department of Western 
Australia, 1991. 
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• sub-optimal choice of medicines within therapeutic categories by prescribers;263 and 
• the use of multiple medications by many patients.264 
 
 
Figure 11.6 National Health Survey 1989-90 

persons (%) taking sleeping medication  
by sex and age group 
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262 Birkett DJ et al. “Profiles of antibacterial use in Australia and trends from 1987 to 1989 A report 
from the Drug Utilisation Subcommittee of the Pharmaceutical Benefits Advisory Committee.” (1991) 
155 Medical Journal of Australia. 410. 
263 ibid. 
264 The Australian longitudinal study of ageing: key findings of a multidimensional pilot survey. 
Adelaide, Centre for Ageing Studies, 1990. 
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Figure 11.7 National Health Survey 1989-90 
persons (%) taking tranquillisers and sedatives 
by sex and age group 
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11.8.2 ADVERSE DRUG REACTIONS 
 
The adverse consequences of medicinal drugs, often referred to as “therapeutic poisoning” in the 
technical literature, and excluding accidental and self-inflicted poisoning, can be divided into two 
categories. First, preventable adverse reactions, which include such factors as inappropriate 
prescription or use, non-compliance and inappropriate treatment regimens. Second, non-preventable 
adverse reactions which describe the occurrence of adverse effects in the course of appropriate therapy. 
 
In a comprehensive record linkage study conducted on adverse reactions by the HDWA between 1984-
88265, all poisoning (ie accidental, self-inflicted and therapeutic poisoning) was responsible for 1.5% of 
all hospital admissions and 1% of all deaths. Hospitalisation was dominated by accidental poisoning in 
children, self-inflicted poisoning in young adults and therapeutic poisoning in the 65 years and over 
age group. 
 
Over the 8 year period from 1981 to 1988, therapeutic poisoning became the most common poisoning 
requiring hospitalisation, whilst in 1981 self-inflicted poisoning was the most common. The age-
standardised rate of incidence almost doubled from 59.42 per 100,000 person years in 1981, to 116.32 
per 100,000 person years in 1988 for therapeutic poisoning, whilst that for self-inflicted poisoning 
decreased.  
 
By 1988, medicinal agents affecting the cardiovascular system were the most frequent source of 
therapeutic poisoning and the age group most likely to be hospitalised for therapeutic poisoning was 65 
years and older (Table 11.5). 
 
Overall, the incidence of mortality due to therapeutic poisoning is extremely low, with only 5 deaths 
being attributed to this cause between 1984-88. 
 
                                                           
265 Waddell VP, Serafino S. An analysis of hospital morbidity and mortality due to accidental and self-
inflicted poisonings. Poisoning in Western Australia 1984-1988. Perth,  Health Department of Western 
Australia, 1991. 
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Table 11.5   Five most common therapeutic categories responsible for 

therapeutic poisoning in males and females, WA, 1984-1988 
 

Ranking of categories Age group (years) 

 15-39 40-64 65+ 

Males    

1. systemic drugs cardiovascular cardiovascular 
2. psychotropics systemic drugs diuretics+ 
3. antibiotics antibiotics analgesics+ 
4. others+ hormones+ hormones+ 
5. analgesics+ analgesics+ systemic drugs 

Females    

1. hormones+ hormones+ cardiovascular 
2. antibiotics systemic drugs diuretics 
3. psychotropics cardiovascular analgesics 
4. others+ others+ hormones+ 
5. anticonvulsants analgesics psychotropics 

 
Abbreviations 
 
systemic agents antiallergic and antiemetic drugs; antineoplastic and immunosuppressive drugs; alkalizing agents; 
enzymes and vitamins cardiovascular agents; parasympathetic and sympathetic agents; cardiac glycosides; ganglion 
blockers; vasodilators; other antihypertensive agents; sclerosing agents. 
 
hormones+ adrenal cortical steroids; androgens and anabolic agents; ovarian hormones and substitutes; insulins 
and antidiabetic agents; pituitary hormones; thyroid and antithyroid agents. 
 
psychotropics antidepressants; tranquillisers - major and minor; hallucinogens; psychostimulants. 
 
diuretics+ (water, mineral and uric acid metabolism agents) purine derivative diuretics; carbonic acid anhydrase 
inhibitors; saluretics; minerals; uric acid metabolism drugs. 
 
analgesics+ (analgesics, antipyretics and antirheumatics) opiates; salicylates; aromatic analgesics; pyrazole 
derivatives; antirheumatics; other analgesics. 
 
antiinfectives sulfonamides; arsenical agents, antiviral, antimycobacterial drugs; antihelminthics. 
 
 
In children, medications most frequently responsible for accidental poisonings were analgesics+, 
tranquillisers and other drugs. Mortality (1984-1988) due to accidental poisoning in the 0-14 years age 
group was low with only a total of four deaths, all of these being girls. Causes of death were recorded 
as petroleum products and solvents and “other drugs”. 
 
Unfortunately, the available information on morbidity and mortality does not take into account the 
ethnic background of the individuals, although provision was made for Aboriginality. Care must be 
exhibited with the interpretation of these rates due to low numbers within each of the age groups. Rates 
of adverse reactions for Aboriginal people were almost double those for non-Aboriginal people. 
Accidental poisoning of 0-14 year old Aboriginal males and self-inflicted poisonings (with solid, liquid 
and vaporous substances) for adult (15+ years of age) Aboriginal females presented the highest rates of 
poisoning in this population. 
 
In summary, the pattern of adverse reactions for pharmaceutical drugs in WA has changed since 1973, 
with therapeutic poisoning having replaced self-inflicted poisoning by 1981 as the most frequent cause 
of poisoning for hospital admissions, and particularly in the 65+ years age group. However, for 
children and young adults, accidental poisoning and self-inflicted poisoning respectively are the most 
common cause of poisoning resulting in hospital admission. 
 
Further support for awareness of adverse drug reactions (ADRs) with correct administration of 
medicines is provided by results from a recent prospective study of hospital admissions due to drug 
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reactions.266 In this study, all suspected cases of drug-related admissions to Prince Henry Hospital, 
Monash, Victoria were comprehensively reviewed by three of the authors. Classification of the drug 
reactions was according to the World Health organisation criteria. 
 
Of the 5623 hospital admissions, 2.4% were considered to be drug-related - 1.6% due to ADRs and 
0.7% due to drug overdose or accidental poisonings. The drugs most frequently implicated in the 
ADRs of these patients coincided with those implicated in therapeutic poisonings in the retrospective 
study from Western Australia.267 Of the ADRs recorded in the Victorian study, one-third were due to 
drug interactions, of which about one quarter of these patients had a documented history of at least one 
ADR. The increased likelihood of further ADRs in such patients indicates a need for careful 
prescribing of any medications in these patients. 
 

11.8.3 BENZODIAZEPINES 
 
Benzodiazepine use is controversial because of the dependence potential of therapeutic doses and the 
ambiguity in the indications for prescription of these medications. Benzodiazepines are commonly 
prescribed as anxiolytics for treating anxiety, tension and as hypnotics for treatment of insomnia. Other 
indications include the treatment of epilepsy and status epilepticus (via intravenous injection), sedation 
as premedication or given intravenously for uncomfortable procedures such as endoscopy, and in the 
management of alcohol and amphetamine withdrawal. Intravenous administration can be of value in 
acute psychiatric emergencies where agitation is a prominent feature. 
 
11.8.3.1 Consumption 
 
A total of 10.59 million prescriptions for benzodiazepines were dispensed through Australian 
pharmacies in 1990, enough for 3% of the population to take a daily dose.268 In Australia in 1989 and 
1990, there were an estimated 750,000 users of benzodiazepines, of whom 330,000 used 
benzodiazepines on a daily basis and had done so for six months or longer (Australian Bureau of 
Statistics, 1991). Most of this use was for sleep disturbance. Use of benzodiazepines has, however, 
declined significantly over recent years, the number of prescriptions reducing to 8.7 million in 1993.269 
 
Benzodiazepine prescribing patterns are strongly influenced by government subsidisation, thus the 
majority of benzodiazepines prescribed within Australia were those listed on the Pharmaceutical 
Benefits Scheme ie diazepam, oxazepam, nitrazepam and temazepam (Table 11.6). Benzodiazepine 
utilisation, or defined daily dose/1000 persons/day (DDD/1000/day) for 1990 was 33.73 
DDD/1000/day for Australia.270 
 
11.8.3.2 Pharmacology 
 
The selection of the benzodiazepine appropriate for specific clinical situations is based on their 
differing pharmacokinetic and pharmacodynamic properties. The presence of an active metabolite can 
markedly lengthen the duration of action (Table 11.7). 
 

                                                           
266 Larmour I, Dolphin RG, Baxter H et al. “A prospective study of hospital admissions due to drug 
reactions.” (1991) 21 Australian J of Hospital Pharmacy. 90. 
267 Waddell VP, Serafino S. An analysis of hospital morbidity and mortality due to accidental and self-
inflicted poisonings. Poisoning in Western Australia 1984-1988. Perth,  Health Department of Western 
Australia, 1991. 
268 Mant A, Whicker SD, McManus P, Birkett DJ, Edwards D, Dunbrell D. “Benzodiazepine utilisation 
in Australia: report from a new pharmacoepidemiological database.” (1993) 17 Australian Journal of 
Public Health 345. 
269 Mant A, McManus P. “Benzodiazepine use - continuing to fall.” (1994) Medical Journal of 
Australia. 
270 Mant A, Whicker SD, McManus P, Birkett DJ, Edwards D, Dunbrell D. “Benzodiazepine utilisation 
in Australia: report from a new pharmacoepidemiological database.” (1993) 17 Australian Journal of 
Public Health 345.  



 Page - 370

Benzodiazepines that are slowly absorbed and slowly eliminated are most appropriate for the anxious 
patient, due to a gradual and sustained anxiolytic effect. Rapidly absorbed and slowly eliminated 
benzodiazepines are usually more appropriate for patients with sleep disturbances, since rapid 
absorption induces sleep and the slower elimination rate may induce less tolerance to the sedative 
effect. 
 
 
Table 11.6 Percentage distribution of benzodiazepine prescriptions in 

Australia, 1990 
 

Benzodiazepine % 

Diazepam 18.8 
Oxazepam 26.2 
Nitrazepam 15.4 
Temazepam 30.6 
Triazol 0.3 
Flunitrazepam 3.2 
Lorprazolam - 
Lorazepam 1.3 
Chlordiazepoxide 0.6 
Others 3.5 
Total 99.9 

 
 
 
 
Table 11.7 The pharmacokinetic properties of commonly prescribed 

anxiolytics and hypnotics 
 

Drug Elimination half-
life (hours) 

Active 
metabolites 

Elimination half-life 
of metabolites 

(hours) 

Anxiolytics    
Alprazolam 12 ± 2 no  
Bromazepam 16 yes  
Chlordiazepoxide 10 ± 3.4 yes 75 
Clobazam 2 yes 40 
Diazepam 43 ± 13 yes 75 
Lorazepam 14 ± 5 no  
Oxazepam 6.8 ± 1.3 no  
    

Hypnotics    
Flunitrazepam 15 ± 5 yes 23, 31 
Flurazepam 2 yes 80 
Nitrazepam 26 ± 3 no  
Temazepam 23± 5 no  

 
Source Goodman Gilman A, Rall, Nies et al. Goodman & Gilman, The Pharmacological Basis of Therapeutics, 8th 

Edition. 
 Psychotropic drug guidelines. Victorian Medical Postgraduate Association, 190. 
 
 
11.8.3.3 Problems associated with benzodiazepine use 
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Adverse effects include drowsiness, impaired alertness, agitation and ataxia. The elderly are 
particularly vulnerable to these effects, due to age-related changes in both pharmacokinetic and 
pharmacodynamic parameters. Higher rates of falls and hip fractures have been associated with the use 
of benzodiazepines with elimination half lives exceeding 24 hours. 
 
Serious prolonged respiratory depression in new born infants can be induced by large doses of 
benzodiazepines administered to mothers during delivery. Continuous maternal use of benzodiazepines 
during pregnancy can lead to a neonatal benzodiazepine withdrawal or abstinence syndrome. 
Benzodiazepines are also excreted in the breast milk, and drowsiness has been reported in breastfed 
infants. 
 
Benzodiazepines are relatively safe if taken alone.  Benzodiazepines, in combination with other 
sedative drugs, such as alcohol and antihistamines, can lead to severe CNS depression. 
 
Benzodiazepines have been reported as a significant drug of abuse by illicit drug abusers, particularly 
those with a history of opioid abuse. A recent study has reported that benzodiazepines together with 
alcohol were frequently abused, in a study of overdose by heroin abusers in Sydney.271 
 
11.8.3.4 Dependence and withdrawal with benzodiazepine use 
 
It is difficult to predict which patients will become dependent on benzodiazepines, although some 
groups may be at greater risk: ie those with a family and/or personal history of drug or alcohol 
dependence, and patients with maladaptive personality styles. 
 
Indications of benzodiazepine dependence include - tolerance to usual dose of medication, rebound 
insomnia, inability to reduce medication use, self medication with more frequent and/or increased 
doses of benzodiazepines, and characteristic withdrawal symptoms. 
 
Withdrawal symptoms can occur in persons who have been taking therapeutic or higher doses of 
benzodiazepines on a regular basis for 2 or more weeks. Minor withdrawal symptoms are reported in 
up to 50% of patients discontinuing therapeutic doses of benzodiazepines. However, withdrawal 
symptoms between regular doses can occur, in particular with those benzodiazepines with a rapid onset 
of action and short duration of effect, such as those commonly prescribed for insomnia. 
 
There is a significant risk of withdrawal symptoms if benzodiazepines are discontinued abruptly, 
particularly in the sick and elderly. Patients admitted to hospital are normally given their usual 
benzodiazepine medication, in order to avoid withdrawal and not complicate their hospital stay. It is 
generally recommended that such patients commence their benzodiazepine withdrawal once discharged 
from hospital, under the supervision of a general practitioner. 
 
Withdrawal from short acting benzodiazepines generally occurs earlier and is more severe than 
withdrawal from long acting benzodiazepines. Severity of benzodiazepine withdrawal is also 
dependent on the duration of action and the dose of the drug, the rapidity of withdrawal and the 
personality characteristics of the patient. 
 
The benzodiazepine withdrawal is characterised by the following signs and symptoms: anxiety, 
insomnia, abnormal body sensations, increased sensory perception, a sense of derealisation and 
depersonalisation, muscle twitching and aching, tremor, parasthesia, tinnitus, blurred vision and 
restlessness. 
 
11.8.3.5 Long-term risk 
 

                                                           
271 Darke S, Ross J, Cohen J, Hall W. Context and correlates of non-fatal overdose among heroin users 
in Sydney. Sydney, National Drug and Alcohol Research Centre, University of New South Wales, 
1994. 
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The risks associated with long term use of benzodiazepines are well documented.272 The majority of 
benzodiazepines (82%) prescribed within Australia were those listed on the Pharmaceutical Benefits 
Scheme, that is, diazepam, oxazepam, nitrazepam and temazepam.. 
 
From the 1989-90 National Health Survey it has been estimated that 330,000 Australians were using 
benzodiazepines daily for six months or more.273 The survey confirms that the major groups using 
benzodiazepines are women and the elderly. With the use of benzodiazepines for this duration, 
between 33% and 44% of patients will experience withdrawal symptoms with cessation of 
medication.274 
 
A recent study in a teaching hospital revealed that of all the patients admitted, of those taking 
benzodiazepines, 50% of patients had done so for a period exceeding six months.275 This level of use 
was also confirmed in a South Australian study of residents in aged care accommodation.276 
 

11.8.4 MEDICATION USE BY THE ELDERLY 
 
Adverse reactions in the elderly occur with some frequency in the 65+ years age group.277 This is not 
surprising, as in Australia older people average more than 27 prescriptions per year.278 
 
In the ten-year period 1986 to 1996, the number of Australians older than 65 years of age is estimated 
to rise from 1.68 to 2.22 million, an increase of 32%. Consideration of other contributing factors such 
as altered physiological functioning - absorption, distribution, renal and hepatic excretion - and pre-
existing disease states, increase the need for greater understanding of safe medication use and the role 
of non-drug therapies. 
 
It is emphasised that the use of multiple concurrent medications is not in itself inappropriate. Many 
patients have more than one concurrent illness and the use of multiple medications may provide 
significant improvements in terms of quality of life and therapeutic outcome. It must be recognised, 
however, that the association between reported adverse drug reactions and the number of medicines 
used is exponential, with a very steep increase in reported reactions with increasing number of 
medications.279 
 
The patient most at risk of an adverse drug reaction (ADR) in this situation is the elderly patient with 
multiple medical problems.280 Principal age-related changes in the pharmacokinetic handling of 
medications predisposed elderly patients to elevated concentrations of medications in the body for 

                                                           
272 Lockwood A, Berbatis CG. “Benzodiazepine drugs in Australia associated mortality and 
morbidity.” (1990) 3 Drug and Alcohol Review. 277. 
273 Australian National Health Survey 1989-90. Canberra, Australian Bureau of Statistics, 1991. 
274 Tyrer P. “Dependence as a Limiting Factor in the Clinical Use of Minor Tranquillisers’ 
Psychotropic Drugs of Abuse.” International Encyclopaedia of Pharmacology and Therapeutics. New 
York, 1990. 
275 Carey D, Day RO et al. “An attempt to influence hypnotic and sedative drug use.” (1992) 156 
Medical Journal of Australia. 389. 
276 Gilbert A, Quintrell L, Owen N. “Trends over six years in benzodiazepine use among residents of 
aged care accommodation.” (1990) 7 Journal of Social and Administrative Pharmacy. 123. 
277 Waddell VP, Serafino S. An analysis of hospital morbidity and mortality due to accidental and self-
inflicted poisonings. Poisoning in Western Australia 1984-1988. Perth,  Health Department of Western 
Australia, 1991. 
278 Marr R. Draft report and recommendations for national policy action to improve the use of 
medications for and by the elderly. Commonwealth Department of Health, Housing & Community 
Services. 
279 Williamson J, Chopin J. “Adverse reactions to prescribed drugs, a multicentre investigation.” 
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280 Larmour I, Dolphin R et al. “A prospective study of hospital admissions due to drug reactions.” 
(1991) 21 Australian Journal of Hospital Pharmacy. 90. 
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prolonged periods, increasing the potential for toxicity. Thus, concurrent medication intake, including 
non-prescription or OTC medication increases the likelihood of ADRs.281 
 
The National Health Strategy Issues Paper Number 4 identified residents of nursing homes and hostels 
as very high users of medicines and therefore at particular risk.282 
 
The Centre for Ageing Studies found, in a representative sample of people aged 65 years or older, that 
81% were taking at least two medications and 44% were taking at least four medicines concurrently.283 
Results from another recent Australian study of the use of prescribed and OTC medications in a 
community setting found that of the elderly population studied (N = 2805), 18% of males and 25% of 
females were using 3 or more therapeutic classes of prescribed medication. Of this group, 56% of 
males and 76% of females were also using multiple non-prescribed or OTC medication.284  
 
What this study also demonstrates is the predictors of multiple medication use. The use of multiple 
prescribed medication was predicted by the following - 
 
• recent hospitalisation; 
• increasing age; 
• female sex; and 
• increasing depression. 
 
However, the use of multiple non-prescribed or OTC medication was predicted only by female sex and 
increasing depression. 
 
Awareness of these biological and psychosocial factors should enable the development of educational 
strategies for those consumers most at risk of multiple medication use and thus the increased likelihood 
of ADRs and highlights the need for regular review of medication in these patients. 
 

11.8.5 POISONING INVOLVING CHILDREN 
 
Childhood poisoning, defined as the ingestion of products described as poisons (not adverse reactions 
to therapeutic doses of medication) is a cause for concern. Poisoning accounted for 0.5% of all 
admissions to a major children’s hospital. 66% of these were due to medication, the most common 
being benzodiazepines, iron preparations, paracetamol and anti-convulsants.285 Since 1956, poisoning 
with medicines such as these had replaced poisoning by household agents such as kerosene and 
pesticides.286  
 
Over 40% of all poisoning cases presenting at public hospitals each year are the result of ingestion of 
pharmaceuticals (26% benzodiazepines, 9% non-opiate analgesics and 6% anti-depressants).287 These 
medicines correspond to those frequently used by the community. 
 
Investigation of the changing pattern of childhood poisoning between 1983 and 1988 for children 
admitted to the Children’s Hospital, Sydney, has recently been completed.288 In this study, the term 
“poisoning” is defined only as the ingestion of poisons, and not adverse reactions to therapeutic doses 
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of medication. Admission of children for poisoning (455 children, records available for 407) 
represented 0.5% of all admissions. Of these, 66% had ingested medications, with benzodiazepines, 
iron preparations, paracetamol and anticonvulsants being the major medications involved. The ten most 
common substances involved, and the incidences of childhood poisonings for 1983-88 are 
demonstrated in Table 11.8). 
 
 
Table 11.8  Ten most common substances involved in childhood poisoning, 

NSW, 1983-1988 
 

 Number of children Incidence (%) 

Benzodiazepines 41 10 
Iron preparations 30 7 
Paracetamol 27 7 
Anticonvulsants 21* 5 
Caustic soda 16 4 
Dishwashing powder 15 4 
Quinine 14 3 
Antihistamines 13 3 
Digitalis 13 3 
Eucalyptus oil 12 3 

 
  * Fifteen of the 21 children ingested carbamazepine 
 
 
Whilst the overall incidence of morbidity and mortality of poisoning in children is low, such 
poisonings are still largely preventable. Increased awareness by parents, GPs and pharmacists of 
possible toxicity and safe storage of commonly prescribed medications in children may be necessary in 
reducing the incidence of childhood poisonings. 
 

11.8.6 COSTS OF NON-COMPLIANCE WITH PHARMACOLOGICAL TREATMENT 
 
In contrast to the problems associated with excessive use of medication, it has been estimated that the 
social costs of non-compliance with medication in Australia has been estimated as being as high as 
$700 million a year.289 However, whilst the problem is clearly significant, this estimate is not firm as it 
is an extrapolation derived from several sources. The major source was a single 1979 study in a major 
Sydney teaching hospital of admissions due to non-compliance (estimated national cost $532 million). 
Estimates were also made of the costs of hospitalisations due to non-compliance with therapy for 
schizophrenia ($41m); non-compliance in the elderly ($73m); and coronary heart disease due to non-
compliance with lipid reduction (diet and medicine) therapy ($7.5m). 
 

11.8.7 DOCTOR SHOPPING FOR SCHEDULE 4 DRUGS 
 
There has been some concern about the extent of the “doctor shopping” by drug dependent individuals 
who obtain prescriptions for sedatives/hypnotic Schedule 4 drugs from GPs.290  
 
The 1993/94 annual report of the Health Insurance Commission (HIC) contains Medicare statistics that 
break down by jurisdiction of the percentage of patients who consulted a large number of prescribers. 
While very few patients actually consult multiple prescribers, it is believed many of the consultations 
that involved high frequencies are due to “doctor shopping” (Table 11.9). 
 
 

                                                           
289 Plant A, Gross P. “The economic costs of non-compliance with medications in Australia.” (1988) 
69 Australian Journal of Pharmacy. 129. 
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Table 11.9  Percentage of patients by number of GPs consulted 1993/94 
 

Number of GPs % 

1 39.95 
2 28.67 
3 15.55 
4 7.79 
5 3.85 
6 1.94 
7 1.02 
8 0.53 
9 0.29 

10 0.15 
11+ 0.27 

Total 100.0 

  
    Source: Health Insurance Commission, Annual Report, 1993-94.  
     Medicare & pharmaceutical benefit statistical tables. 
 
 
In July 1992 the Alcohol and Drug Authority (ADA) convened an Advisory Committee, consisting of 
representatives of the Royal Australian College of General Practitioners (RACGPs), the Royal 
Australian and New Zealand College of Psychiatrists (RANZCP), the Royal Australian College of 
Physicians (RACP), the Australian Medical Association (AMA), the Health Department of WA 
(HDWA) and the HIC.291 
 
The outcome of the Advisory Committee was to establish the Voluntary S4 Drug Notification Register 
(VDNR), so that a GP can by consent with drug dependent patients, enter their name onto the VDNR, 
as part of a patient’s management by the GP. This arrangement is designed to discourage doctor 
shopping whilst also maintaining continuity of medication, to preclude excessive drug use, whilst 
maintaining continuity from the designated prescribing doctor. 
 

11.8.8 STATISTICS ON MEDICINES 
 
11.8.8.1 Introduction 
 
The Commonwealth Department of Human Services and Health (DHSH) provided the Task Force with 
a breakdown of psychoactive prescription drugs dispensed in this State for the years 1991 to 1994. 
This data was extracted by the DHSH’s  Drug Utilisation Sub Committee (DUSC) through statistics 
obtained from the Pharmaceutical Benefits Scheme (PBS) and the Repatriation Pharmaceutical 
Benefits Scheme (RPBS), which account for about 65% of all non-hospital prescriptions dispensed in 
Australia. 
 
11.8.8.2 DUSC database 
 
In 1990 the processing of prescriptions submitted for payment of a subsidy under the PBS/RPBS was 
taken over by the Health Insurance Commission (HIC). Daily tapes containing prescription records, 
that do not allow the identification of an individual patient, are provided by the HIC to DHSH for 
summarisation. 
 
It should be borne in mind that because this data only refers to subsidised medication and non-hospital 
prescribing, it will under estimate the extent of usage, in relation to a number of types of drugs, 
particularly the central nervous system (CNS) group. 
                                                           
291 Bartu A, Goodwin-Guppy P, Quigley A. Voluntary S4 drug notification register feasibility study. 
Perth, Alcohol and Drug Authority, 1994. 
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11.8.8.3 ATC codes 
 
The DUSC has adopted an international code, the Anatomical Therapeutic Chemical (ATC) code, 
which was developed by the World Health Organisation (WHO), to determine utilisation of 
prescription medicines. 
 
The ATC code itself is a structured seven digit alpha-numeric code with five levels. With the ATC 
classification, drugs are divided into different groups according to their site of action and therapeutic 
and chemical characteristics. 
 
The first level of the code is the anatomical main group (there are 14 anatomical main groups eg C - 
cardiovascular, M - musculo-skeletal, N- central nervous system, R - respiratory system); the second 
and third levels are for the therapeutic main group and sub-group, with a fourth level being either a 
chemical or therapeutic subgroup and the fifth level the actual chemical substance. 
 
The five levels thus are - 
 
1. Anatomical main group. 
2. Therapeutic main group. 
3. Therapeutic subgroup. 
4. Chemical/therapeutic subgroup. 
5. Generic drug name. 
 
The 14 anatomical main groups of the ATC code are listed as follows 
 
11.8.8.4 ATC system main groups 
 
A Alimentary tract and metabolism 
B Blood and blood forming organs 
C Cardiovascular system 
D Dermatologicals 
G Genitourinary system and sex hormones 
H Systemic hormonal preparations, excl. sex hormones 
J General antiinfectives for systemic use 
L Antineoplastic and immunomodulating agents 
M Musculoskeletal system 
N Central nervous system 
P Antiparasitic products 
R Respiratory system 
S Sensory organs 
V Various 
 
The ATC code extends to generic drug level but does not identify dosage forms, pack sizes, strengths 
or brands. 
 
11.8.8.5 Measurement unit 
 
The international unit of drug utilisation adopted by the DUSC to accompany this coding system is the 
defined daily dose (DDD) per thousand of the population per day. The defined daily dose is established 
by the Nordic Council on Medicines and the WHO Drug Utilisation Research Group on the basis of 
the assumed average dose per day of the drug, used for its main indication by adults. 
 
Use of the DDD allows for comparisons independent of differences in price, preparation and quantity 
per prescription. It also allows comparison of the use of drugs in different therapeutic groups and 
between regions and countries. Expressing drug use in DDDs/1000 population/day allows aggregation 
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of data about those drugs which have differing daily doses, however it is only a technical unit of use 
and does not necessarily reflect the recommended or average prescribed dose in Australia. 
 
The DDD/1,000/day figure is calculated from prescription data. All prescriptions submitted in each 
year to the Health Insurance Commission for payment of a subsidy were surveyed and actual average 
quantities dispensed were computed for each strength and dose form of a preparation. 
 
For a chronically administered drug, the DDD/1,000/day figure indicates how many people per 1000 of 
the population may in theory have received a standard dose (as defined by the DDD) daily. 
 
For drugs used intermittently eg anti-infectives, usage expressed in DDD/1000/day may similarly give 
a rough estimate of the average proportion of the population using these drugs every day. To estimate 
the number of patients treated during the year supplementary information, such as average duration of 
treatment, is necessary. 
 

11.8.9 UTILISATION OF PSYCHOACTIVE MEDICATION IN WA, 1991-94 
 
In the period 1991-1994 the number of prescriptions for psychoactive drugs dispensed in this State 
increased by nearly 25%, from 738,130 scripts in 1991, to 917,497 in 1994 (Table 11.10).  
 
The total cost of these 33 different psychoactive medications dispensed over this period increased by 
two and one-half times, from $4,847,146 in 1991, to $12,349,649 in 1994 (Table 11.11). 
 
The mean defined daily dose (DDD)/per 1,000 population/per day for this group of drugs increased by 
about one third, from 20.414 in 1991, to 26.879 in 1994 (Table 11.12). 
 
There were a number of notable changes over the four year period in relation to specific drugs. For 
instance, there was a decline in the rate of oxazepam, nitrazepam and flunitrazepam dispensed, whereas 
increases occurred in the rates for diazepam and temazepam (Figure 11.11). 
 
There has been an increase in prescriptions for the anti-depressant group of drugs, especially in relation 
to fluoxetine, and to a lesser extent in dothiepin, compared to other types of anti-depressants, such as 
imipramine and amitryptline (Figure 11.12). 
 
The sharp rise in the prescription of dexamphetamine (Figure 11.13), which increased from a rate of 
0.038 in 1991 to a rate of 0.657 in 1994 may require further clarification. It is believed some of the 
increase in the prescribing of this drug, which rose from 578 scripts in 1991 to 11,888 in 1994 is 
closely related to the management of children with attention deficit disorder (ADD). 
 
The variations in the methodology followed to measure utilisation of prescription medication is of 
significance, particularly in relation to central nervous system (CNS) drugs, with higher rates indicated 
with the inclusion community survey data (Table 11.13). 
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Figure 11.11 Trends in selected benzodiazepine drugs  
dispensed, 1991-1994 (DDDs  
(defined daily dose)/1,000 population/day) 
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Figure 11.12 Trends in selected anti-depressant drugs  

dispensed, 1991-1994  
(DDDs (defined daily dose)/1,000 population/day) 
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Figure 11.13 Trends in dexamphetamine  
dispensed, 1991-1994 
DDDs (defined daily dose)/1,000 population/day 
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Table 11.10 Total number of scripts 
selected psychoactive drugs dispensed, 1991-1994 

 
ATC code Generic code 1991 1992 1993 1994 

N02AAOI Morphine 8,468 17,921 24,874 33,796 
N02AAOS Oxycodone 13,148 13,771 18,381 22,479 
N02AB02 Pethidine hydrochloride 10,995 12,306 15,383 19,390 
N02AC04 Dextropropoxyphene napsylate 1,692 1,490 1,308 1,183 
N03AA01 Methylphenobarbitone 1,110 1,108 1,084 955 
N03AA02 Phenobarbitone 2,244 2,461 2,470 2,197 
N03AA03 Primidone 990 1,515 1,643 1,466 
N03AE01 Clonazepam 6,928 9,339 11,377 12,748 
NOSBAOI Diazepam 75,335 78,321 82,812 85,543 
NOBBA02 Chlordiazepoxide 11,130 877 539 307 
MOSBA04 Oxazepam 111,747 109,724 109,353 106,030 
NOSBAOS Clorazepate dipotassium 259 196 116 63 
NOSBA06 Lorazepam 623 502 290 104 
NOSBAOS Bromazepam 532 299 152 128 
NOSBA12 Alprazolam 0 0 34 3,711 
NOSCDOI Flurazepam 367 402 205 104 
NOSCDO2 Nitrazepam 86,368 82,856 79,580 74,848 
N05CDO3 Flunitrazepam 3,105 2,838 1,458 1,054 
NOSCDO7 Temazepam 182,117 191,588 202,576 209,870 
N06AA01 Desipramine hydrochloride 2,992 3,322 3,119 2,900 
N06AA02 Imipramine hydrochloride 27,250 28,259 28,139 26,924 
N06AA04 Clomipramine hydrochloride 5,089 6,026 7,328 8,069 
N06AA06 Trimipramine maleate 5,638 5,995 5,650 3,481 
N06AA09 Amitriptyline hydrochloride 42,872 43,842 45,456 44,886 
M06AA10 Nortriptyline hydrochloride 4,190 4,615 4,690 4,271 
N06AA12 Doxepin hydrochloride 54,051 53,446 52,486 48,422 
N06AA16 Dothiepin hydrochloride 73,909 85,866 95,558 95,516 
N06AB03 Fluoxetine hydrochloride 3,276 19,008 35,022 60,983 
N06AC02 Mianserin hydrochloride 9,329 8,933 10,800 10,020 
N06AF03 Phenelzine sulphate 1,428 1,242 1,519 1,314 
H06AF04 Tranylcypromine sulphate 575 528 399 413 
N06AGO2 Moclobemide 0 4,998 15,652 22,434 
M06BA02 Dexamphetamine sulphate 573 2,333 5,888 11,888 
Totals 738,130 795,927 865,341 917,497 

 
Source: Drug Utilisation Sub-Committee, Department of Human Services & Health 
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Table 11.11 Total costs (patient and government cost)  
selected psychoactive drugs dispensed, 1991-1994 

 
Generic code 1991 1992 1993 1994 

Morphine $204,975 $582,973 $892,859 $1,238,825 
Oxycodone $171,786 $176,241 $251,392 $313,431 
Pethidine hydrochloride $89,089 $110,256 $148,606 $185,746 
Dextropropoxyphene napsylate $20,570 $19,913 $18,164 $17,027 
Methylphenobarbitone $19,660 $24,792 $25,303 $23,512 
Phenobarbitone $13,691 $16,101 $16,850 $15,647 
Primidone $14,793 $24,554 $27,977 $26,969 
Clonazepam $120,080 $168,661 $214,062 $250,909 
Diazepam $416,294 $438,464 $505,009 $538,656 
Chlordiazepoxide $14,516 $11,768 $8,387 $5,277 
Oxazepam $562,457 $558,725 $605,044 $608,246 
Clorazepate dipotassium $2,474 $1,871 $1,186 $673 
Lorazepam $10,450 $7,886 $5,010 $1,984 
Bromazepam $6,035 $5,477 $2,976 $2,665 
Alprazolam $0 $0 $570 $63,532 
Flurazepam $4,795 $5,386 $3,173 $1,893 
Nitrazepam $432,977 $435,884 $456,434 $444,499 
Flunitrazepam $27,802 $25,549 $14,881 $11,619 
Temazepam $913,901 $1,008,408 $1,161,365 $1,245,740 
Desipramine hydrochloride $28,394 $30,808 $28,067 $26,389 
Imipramine hydrochloride $161,510 $168,528 $179,693 $177,228 
Clomipramine hydrochloride $131,097 $157,417 $218,469 $247,473 
Trimipramine maleate $33,543 $36,145 $35,692 $23,826 
Amitriptyline hydrochloride $227,964 $236,930 $257,267 $264,040 
Nortriptyline hydrochloride $24,237 $27,511 $29,199 $27,574 
Doxepin hydrochloride $301,294 $323,975 $336,208 $320,882 
Dothiepin hydrochloride $488,426 $567,090 $652,613 $671,182 
Fluoxetine hydrochloride $181,895 $1,094,227 $2,148,797 $3,922,943 
Mianserin hydrochloride $193,805 $209,239 $282,555 $253,907 
Phenelzine sulphate $14,838 $13,851 $17,642 $18,209 
Tranylcypromine sulphate $7,181 $7,384 $5,990 $7,324 
Moclobemide $0 $225,192 $843,493 $1,246,314 
Dexamphetamine sulphate $6,616 $26,506 $69,795 $145,518 

 $4,847,146 $6,747,714 $9,464,729 $12,349,649 

 
Source: Drug Utilisation Sub-Committee, Department of Human Services & Health 
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Table 11.12 Defined daily doses/1,000 population/day selected psychoactive 
drugs dispensed, 1991-1994 

 
ATC code Generic code 1991 1992 1993 1994

N02AAOI Morphine 0.149 0.344 0.48 0.658
N02AAOS Oxycodone 0.231 0.224 0.301 0.34
N02AB02 Pethidine hydrochloride 0.022 0.033 0.043 0.049
N02AC04 Dextropropoxyphene napsylate 0.05 0.046 0.041 0.037
N03AA01 Methylphenobarbitone 0.056 0.054 0.053 0.052
N03AA02 Phenobarbitone 0.217 0.246 0.237 0.208
N03AA03 Primidone 0.064 0.099 0.11 0.095
N03AE01 Clonazepam 0.258 0.337 0.403 0.457
NOSBAOI Diazepam 2.101 2.895 3.02 3.079
NOBBA02 Chlordiazepoxide 0.025 0.02 0.013 0.009
MOSBA04 Oxazepam 2.634 2.557 2.516 2.406
NOSBAOS Clorazepate dipotassium 0.002 0 0 0
NOSBA06 Lorazepam 0.041 0.028 0.019 0.008
NOSBAOS Bromazepam 0.013 0.011 0.002 0.002
NOSBA12 Alprazolam 0 0 0.003 0.32
NOSCDOI Flurazepam 0.012 0.016 0.012 0.007
NOSCDO2 Nitrazepam 3.626 3.439 3.271 3.033
N05CDO3 Flunitrazepam 0.261 0.235 0.135 0.105
NOSCDO7 Temazepam 3.826 3.974 4.15 4.229
N06AA01 Desipramine hydrochloride 0.122 0.128 0.108 0.099
N06AA02 Imipramine hydrochloride 0.573 0.585 0.597 0.565
N06AA04 Clomipramine hydrochloride 0.281 0.203 0.255 0.287
N06AA06 Trimipramine maleate 0.101 0.113 0.112 0.098
N06AA09 Amitriptyline hydrochloride 1.355 1.404 1.488 1.49
M06AA10 Nortriptyline hydrochloride 0.115 0.12 0.128 0.115
N06AA12 Doxepin hydrochloride 1.454 1.468 1.498 1.396
N06AA16 Dothiepin hydrochloride 1.637 1.845 1.075 2.059
N06AB03 Fluoxetine hydrochloride 0.166 0.987 1.96 3.314
N06AC02 Mianserin hydrochloride 0.256 0.247 0.293 0.264
N06AF03 Phenelzine sulphate 0.042 0.039 0.05 0.048
H06AF04 Tranylcypromine sulphate 0.087 0.092 0.087 0.079
N06AGO2 Mocloremide 0 0.274 0.939 1.314
M06BA02 Dexamphetamine sulphate 0.038 0.132 0.326 0.657
Totals 20.414 22.195 24.725 26.879
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Table 11.13 CNS drugs dispensed, 1991-1994 
 
ATC code Generic name Scripts Patient cost Govt cost Total cost

Narcotic analgesics     

N02AAOI Morphine 29,212 $74,968.00 $988,266.47 $1,063,234.47 

N02AAOS Oxycodone 20,175 $35,685.80 $240,701 30 $276,387.10 

N02AB02 Pethidine hydrochloride 17,571 $13,574.00 $155,736 58 $169,310.58 

N02AC02 Methadone hydrochloride 4,772 $8,146.10 $48,148 55 $56,294.65 

N02AC04 Dextropropoxypheme napsylate 1,295 $2,054 00 $16,267 69 $18,321.69 

Analgesics/antipyretics  

N02BAOI Aspirin 77,565 $164,239.40 $282,617 60 $446,857.00 

N02BAII Diflunisal 14,638 $30,114.10 $161,188 65 $192,302.75 

M02BASI Codeine with aspirin 13,296 $27,030.30 $75,950 52 $102,980.82 

N02BEOI Paracetamol 314,600 $671,455.20 $1,594,588.14 $2,266,043.34 

N02BESI Codeine with paracetanol 230,215 $488,654 60 $1,233,547 97 $1,722,202.57 

Sedatives/tranquillisers  

NOSAA01 Chlorpromazine hydrochloride 4,487 $8,028.80 $38,600 50 $46,629.30 

NOSAB02 Fluphenazine decanoate 2,471 $8,647.30 $53,909 94 $62,557.24 

 Fluphenazine hydrochloride 1,046 $2,272.40 $6,807 23 $9,079.63 

N05AB04 Prochlorperazine 54,384 $108,531.30 $241,300 86 $349,832.16 

NOBAB06 Trifluoperazine hydrochloride 5,923 $13,553.80 $31,296 33 $44,850.13 

NO5ACOI Pericyazine 10,874 $24,788.40 $62,546.40 $87,334.80 

NO5AC02 Thioridazine hydrochloride 16,363 $37,484.20 $112,620 97 $150,105.17 

NO5ADOI Haloperidol 8,708 $19,202.00 $59,487 04 $78,689.04 

NO5AKOI Tetrabenazine 181 $584.90 $3,329 03 $3,913.93 

NO5AN01 Lithium carbonate 5,127 $17,476.30 $45,684.19 $63,160.49 

Anxiolytics  

NO5BA01 Diazepam 84,435 $166,605.40 $355,184.11 $521,789.51 

NO5BA02 Chlordiazepoxide 396 $683 80 $6,013.45 $6,697.25 

NO5BA04 Oxazepan 108,990 $216,013.20 $395,934 21 $611,947.41 

NO5BAOS Clorazepate dipotassium 78 $150.80 $691 92 $842.72 

NO5BA06 Lorazepam 210 $312 00 $3,613.16 $3,925.16 

NO5BAO8 Bromazepam 111 $195 00 $2,131 35 $2,326.35 

NO5BA12 Alprazolam 1,488 $9,439.40 $16,238 50 $25,677.90 

NO5BBOI Hydroxyzine pandate 160 $275.60 $2,059.43 $2,335.03 

NO5CDO1 Flurazepam 149 $179.40 $2,336 62 $2,516.02 

NO5CDO2 Nitrazepam 77,337 $148,462 60 $301,616 32 $450,078.92 

NO5CDO3 Flunitrazepam $1,833.00 $10,427 38 $12,260.38 

NO5CDO7 Temazepam 207,368 $421,163 60 $784,928 68 $1,206,092.28 

Anti-depressants  

NO5CM02 Chlormethiazole edisylate 3 $7.80 $58.19 $65.99 

N06AAOI Desipramine hydrochloride 3,097 $9,684.20 $18,424.73 $28,108.93 

N06AA02 Imipramine hydrochloride 28,241 $61,876.90 $121,067.79 $182,944.69 

N06AA04 Clomipramine hydrochloride 7,904 $60,298 20 $179,621 66 $239,919.86 

H06AA06 Trimipramine maleate 4,641 $8,590.40 $21,674 61 $30,265.01 

N06AA09 Amitriptyline hydrochloride 45,963 $94,012.00 $169,704 21 $263,716.21 

N06AAIO Nortriptyline hydrochloride 4,552 $9,309.40 $19,388.46 $28,697.86 

N06AA12 Doxepin hydrochloride 51,418 $103,947.50 $229,077 39 $333,024.89 

N06AA16 Dothiepin hydrochloride 98,584 $209,306.30 $470,792 36 $680,098.66 

N06AB03 Fluoxetine hydrochloride 48,389 $388,187.50 $2,645,107 31 $3,033,294.81 

N06AC02 Mianserin hydrochloride 11,117 $31,973.30 $259,592.16 $291,565.46 

N06AF03 Phenelzine sulphate 1,469 $6,397.00 $12,121 67 $18,518.67 

N06AF04 Tranylcypromine sulphate 407 $1,386.60 $4,970 22 $6,356.82 

N06AGO2 Moclobemide 19,551 $144,923 30 $926,057.46 $1,070,980.76 

Psychostimulants  

N06BA02 Dexamphetamine sulphate 8,439 $21,942 90 $79,748 64 $101,691.54 

Total 1993/94 1,647,400 3,873,648 12,491,178 16,365,826
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11.9 MORBIDITY 
 

11.9.1 INTRODUCTION 
 
The hospitalisation statistics used by the Task Force are based on data extracted from the Western 
Australian Hospital Morbidity Data System (HMDS) by the Health Department of WA’s 
Epidemiology Branch and Health Statistics Branch, which are to be published in the 1982-1992 edition 
of indicators of drug abuse in Western Australia.292 The HMDS includes all short stay hospitals in 
Western Australia, including the former Federal Veteran's Affairs Hospital (now known as the 
Hollywood Private Hospital), but excludes psychiatric hospitals.  
 
The HMDS is derived from the summary sheet (HA22) of the medical record of hospital inpatients. At 
present there are 113 hospitals included in this system (91 public; 22 private, including two free-
standing day surgery centres). The HA22, which is completed at separation, allows for a number of 
levels of coding (the principal condition, an underlying cause, other conditions present, and 
operations/procedures). 
 
The HMDS was implemented in all short-stay hospitals on l January 1971. All separations from the 
hospitals are included, with the exception of boarders. The HDWA assumed full responsibility for the 
HMDS from 1 January 1981. All aspects of coding, data collection, editing and data retrieval are 
handled by the Health Statistics Branch in the HDWA. 
 
As the set of hospitalisation codes is a dynamic one, being revised in response to changing conditions, 
this has meant there have been revisions in the set of codes used in this State for coding drug-related 
hospitalisation. The first set of codes used for the period 1979-1987 enabled coding at the four digit 
level and was based on the 9th Revision International Classification of Diseases (ICD9).293 The most 
recent set of codes, in use since 1988 permits coding to the five digit level and is based on 9th Revision 
International Classification of Diseases-Clinical Modification (ICD9-CM).294   
 
The codes distinguish between drug-related in-patient stays that have an external cause and those due 
to a medical condition or mental disorder, for instance, drug dependence and non-dependent use. It 
should be noted that although it is possible through ICD9-CM codes to differentiate at the five digit 
level the form of dependent and non-dependent drug use (ie unspecified (0), continuous (1), episodic 
(2) and in remission (3)), this breakdown has not been included in this report. It is not possible to 
obtain valid measures of some types of drug use as some codes are not drug specific or do not 
encompass some forms of drug-taking  (eg poisoning or non-dependent volatile substance use), or 
some codes only apply to drug-taking that involves drugs with specific medical uses (eg codes for 
poisoning by or accidental cocaine use are specific to local anaesthetics). 
 
Coding is done according to the principal condition which best characterised the period of 
hospitalisation. There are 17 ICD9-CM chapters and 565 items relating to disease type in the Basic 
Tabulation list. There is a Supplementary Classification of ICD9-CM, the E-codes, which relates to the 
external cause of injury and poisoning. If any of the conditions given result from an accident, 
poisoning or violence then the external cause and the place of occurrence is noted. Thus, the E-code 
could relate to other than the principal condition treated.  
 
Adverse conditions resulting from the proper administration of a substance, which are not coded as a 
poisoning by the ICD9-CM, have been excluded from this report. 
 

                                                           
292 Swensen G, Unwin E, Jones S. Indicators of drug use in Western Australia 1982-1992. Perth, 
Epidemiology Branch, Health Department of WA, 1995. 
293 Manual of the international statistical classification of diseases, injuries, and causes of death, ninth 
revision. Geneva, World Health Organisation, 1977. 
294 International Classification of Diseases, Ninth Revision - Clinical Modification. Ann Arbor, 
Michigan, Commission of Professional and Hospital Activities, 1989. 
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11.9.1.1 Mental disorders 
 
Drug dependence (drug addiction) is classified by the ICD9-CM as a chronic mental and physical 
condition related to the patient's pattern of taking a drug or combination of drugs. It is characterised by 
behavioural and psychological responses, including a compulsion to take the drug to experience its 
psychic effects or to avoid the discomfort of its absence, an increased tolerance, and an inability to stop 
use of the drug even with strong incentives. Such individuals often experience physical signs of 
withdrawal when there is any sudden cessation of drug use. 
 
Non-dependent drug use is classified by the ICD9-CM as problem drug-taking and includes those 
patients who take drugs to excess but have not reached a stage of dependence. It represents the use of 
the drug in a maladaptive pattern that may adversely affect social functioning or physical and/or mental 
health. It may include drug-related conditions such as those associated with alcohol use. 
 
11.9.1.2 Poisoning 
 
Conditions caused by drugs, medicinal substances, and other biological substances are classified as 
poisoning only when the substance involved is not used in accordance with a physician's instructions. 
Such use is often described by terms such as - 
 
• wrong medication given or taken, 
• wrong dosage given or taken, 
• medication given or taken by the wrong person, 
• intoxication (other than cumulative effect), or 
• overdose. 
 
A diagnosis of poisoning (ie ICD9-CM codes 960-979) is applied if the admission was the result of an 
error made in drug prescription or in the administration of the drug by physician, nurse, patient, or 
other person; or if an overdose of a drug was intentionally taken or administered and resulted in drug 
toxicity; or when a non-prescribed drug or medicinal agent was taken in combination with a correctly 
prescribed and properly administered drug. 
 
11.9.1.3 Use of E Codes with poisoning code  
 
Chronic conditions related to drug use or dependence are not classified as poisoning, but are assigned 
codes for both the condition and the use or dependence. However, an acute condition due to an 
overdose of a drug, such as heroin, is classified as a poisoning, with an additional code assigned for the 
acute manifestation, the dependence, or the use, with optional E codes assigned for the circumstances 
of the episode. For example, acute pulmonary oedema due to an overdose of heroin is classified as 
poisoning due to heroin, with an additional code assigned for acute pulmonary oedema and an optional 
E code assigned for the circumstances.  
 
There are four sets of E codes are used by the ICD9-CM - 
 
• accidental poisoning (E850-E858); 
• suicide or attempt and self-inflicted injury (E950.0-E950.5); 
• assault by poisoning (E962.0); and 
• undetermined (E980.0-E980.5). 
 
Drug-related hospitalisation by cause includes poisoning (commonly referred to as ‘drug overdoses’), 
mental disorders (psychoses, dependence, and non-dependent use), and conditions wholly attributable 
to drugs. Examples of specific drugs contained in each of the drug groups are contained in Examples of 
drugs in each category are contained in Table 11.14. 
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Table 11.14 Examples of types of drugs responsible for drug-caused 
morbidity 

 
 

 

11.9.2 ALL CAUSES OF HOSPITALISATION 
 
11.9.2.1 Number of admissions 
 
In the 11-year period 1982-1992 there were 20,528 hospital admissions directly caused by drugs other 
than alcohol in Western Australia, of which 8,677 (42.3%) were male and 11,851 (57.7%) were 
female.295  
 
The annual number of hospital admissions due to drugs other than alcohol increased by more than 20% 
during the 11-year period, from 1,675 in 1982 to 2,192 in 1992. 
 
By type of drug the causes of hospitalisation were - 
 
• 9,652 (47.0%) admissions due to the barbiturates/tranquillisers/sedatives group; 
• 3,883 (18.9%) admissions due to the opioid drug group; 
• 3,038 (14.8%) admissions due to the other unspecified and combinations of drugs group; 
• 2,771 (13.5%) admissions due to the anti-depressant group; 
• 829 (4.0%) admissions due to the volatile substances group; 
• 249 (1.2%) admissions due to the psychostimulant group; 
• 88 (0.4%) admissions due to the hallucinogens group; and 
• 18 (0.1%) admissions due to cocaine. 
 

                                                           
295 Source Swensen G, Unwin E. Indicators of drug use in Western Australia, 1982-1992. 
Epidemiology Branch, Health Department of Western Australia, 1995. 

Type of drug Examples 

Opiates Buprenorphine (Temgesic), codeine phosphate (Codiphen, Veganin) dextromoramide 
(Palfium), dextropropoxyphene (Digesic, Doloxene), diacetylmorphine (heroin), 
morphine, oxycodone (Proladone), papaveretum (Omnopon),  pentazocine (Fortral), 
pethidine, physeptone (Methadone) 

Barbiturates Amylobarbitone sodium (Sodium Amytal, Neur-Amyl), butobarbitone (Soneryl), 
pentobarbitone (Carbrital, Nembutal), sodium pentobarbitone (Nembudeine) 

Tranquillisers/sedatives Chloral hydrate (Noctec), chlordiazepoxide (Librium), chlorpromazine (Largactil), 
diazepam (Ducene, Valium), flunitrazepam (Rohypnol), fluphenazine (Anatensol), 
nitrazepam (Mogadon), flurazepam (Dalmane), lorazepam (Ativan), lithium (Priadel), 
oxazepam (Serepax), paraldehyde, promazine (Sparine), temazepam (Euhypnos, 
Normison), thioridazine (Melleril), trifluroperazine (Calmazine, Stelazine), haloperidol 
(Haldol, Serenace) 

Anti-depressants Amitriptyline (Laroxyl, Tryptanol, Tofranil), nortriptyline (Allegron, Nortab), trimipramine 
(Surmontil), doxepin (Sinequan), dothiepin (Prothiaden) 

Volatile substances Inhalational anaesthetics (chloroform, cyclopropane, enflurane, ethylene, ether, 
fluroxene, halothane, methoxyflurane, nitrous oxide, trichloroethylene), nitrites (amyl 
nitrite, butyl nitrite), aerosol propellants, chloroform, fluorocarbon propellants (freons), 
organic solvents (adhesives, plastic cement, thinners containing trichloroethane, 
trichloroethylene, toluene or xylene), fuel gases (butane, propane), petrol, typists 
correction fluid 

Other/unspecified Combinations of drugs (excluding opioids), paracetamol, phenacetin, phenylbutazone 
and antirheumatic drugs 
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11.9.2.2 Distribution by sex and drug type 
 
There were a number of differences in the proportions of male and female hospital admissions 
according to drug type (Table 11.15). 
 
• For males, barbiturates, tranquillisers and sedatives were responsible for the greatest proportion of 

drug-caused hospital admissions (42.4%), followed by other or unspecified drugs (21.2%). 
• For females, barbiturates, tranquillisers and sedatives were responsible for the greatest proportion 

of drug-caused hospital admissions (50.4%,) followed by opiates (20.5%). 
• Anti-depressants were responsible for a greater proportion of drug-caused hospital admissions in 

females than in males (15.5% compared with 10.8%). 
• Volatile substances were responsible for a greater proportion of drug-caused hospital admissions in 

males than in females (6.9% compared with 2.0%). 
 
 
Table 11.15 Hospital admissions due to drugs other than alcohol, by type of 

drug and sex, 1982-1992 
 
Type of drug Males  Females  Persons 

 Number of 
admissions 

% of 
admissions 
by drug type 

 Number of 
admissions 

% of 
admissions 
by drug type 

 Number of 
admissions 

Opiates 1,448 16.7  2,435 20.5  3,883 

Barbiturates/tranquillisers/sedatives 3,676 42.4  5,976 50.4  9,652 

Anti-depressants 938 10.8  1,833 15.5  2,771 

Cocaine 4 0.0  14 0.1  18 

Psychostimulants 114 1.3  135 1.1  249 

Hallucinogens 58 0.7  30 0.3  88 

Volatile substances 596 6.9  233 2.0  829 

Other/unspecified drugs 1,843 21.2  1,195 10.1  3,038 

All drug types 8,677 100.0  11,851 100.0  20,528 

 
Source: Health Department of Western Australia, Hospital Morbidity Data System 
Note  In this study, the principal diagnosis only was used to assess whether an admission was drug-caused. 
 
 
11.9.2.3 Distribution by age group and drug type 
 
A breakdown of the number of hospital admissions by age group (Figure 11.14) indicates of the total 
of 20,528 admissions over the period 1982 to 1992 - 
 
• 6,981 (34.0%) involved the 20-29 age group; 
• 4,584 (22.3%) involved the 30-39 age group; and 
• 3,578 (17.4%) involved the 10-19 age group.  
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Figure 11.14 Number of hospital admissions by age group 
caused by drugs other than alcohol, 1982-1992 
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11.9.2.4 Age-standardised rates 
 
The age-standardised rates for hospital admissions due to drugs other than alcohol are greater for 
females than males. The male rates have remained stable at around 100 admissions per 100,000 person-
years. The female rates have fluctuated but no real trends are apparent. The male female rate ratios 
remained steady over the 11-year period in the range 0.6 to 0.8 (Figure 11.15; Table 11.16). 
 
 
Figure 11.15 Age-standardised rates for hospital admissions due to drugs 

other than alcohol by sex, 1982-1992 
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Table 11.16 Age-standardised rates for hospital admissions due to drugs other 
than alcohol by sex, 1982-1992 

 
 Males Females Persons Male:female 

rate ratios 

1982 95 148 121 0.6 

1983 100 166 132 0.6 

1984 108 152 129 0.7 

1985 98 144 121 0.7 

1986 99 140 119 0.7 

1987 92 121 106 0.8 

1988 92 129 110 0.7 

1989 96 119 108 0.8 

1990 99 122 110 0.8 

1991 101 139 119 0.7 

1992 100 145 123 0.7 

 
 Source: Health Department of Western Australia, Hospital Morbidity Data System. 
 Note: In this study, the principal diagnosis only was used to assess whether an admission was drug-

caused. 
 
 

11.9.3 HOSPITALISATION DUE TO POISONING 
 
11.9.3.1 Number of admissions 
 
In the 11-year period 1982-1992 there were 15,891 hospital admissions due to drug-caused poisoning 
in Western Australia, of which 6,261 (39.4%) were male and 8,580 (60.6%) were female.  
 
11.9.3.2 Number of admissions by drug type 
 
For the period 1982-1992 the major causes of hospitalisation due to poisoning by drug type were 
(Table 11.17) - 
 
• 9,293 (58.5%) admissions due to barbiturates/tranquillisers/sedatives group; 
• 3,526 (22.2%) admissions due to the opioid drug group; 
• 2,771 (17.4%) admissions due to the anti-depressant group; 
• 663 (4.2%) admissions due to the volatile substances group; 
• 169 (1.1%) admissions due to the psychostimulant group; 
• 54 (0.3%) admissions due to the hallucinogens group; and 
• 15 (0.1%)admissions due to the cocaine group. 
 
11.9.3.3 Number of admissions by sex  
 
Over the period 1982 to 1992 there was a total of 169 hospital admissions due to poisoning by 
psychostimulants, of which 66 (39%) were males and 103 (61%) were females. 
 
Overall, tranquillisers, opiates, and anti-depressants were responsible for the greatest proportion of 
drug-caused hospital admissions due to poisoning in both sexes; being responsible for more than 75% 
of male admissions and 85% of  female admissions. 
 
The age-standardised rates for the top three types of drugs responsible for hospital admissions due to 
poisoning are greater for females than males (Figure 11.16; Figure 11.17; Table 11.18; Table 11.19). 
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Table 11.17 Hospital admissions due to poisoning, by type of drug and sex  

1982-1992 
 

Type of drug Males  Females  Persons 

 Number of 
admissions 

% of 
admissions by 

drug type 

 Number of 
admissions 

% of 
admissions 
by drug type 

 Number of 
admissions 

Opiates 1,238 18.9  2,288 21.9  3,526 

Barbiturates 119 1.8  192 1.8  311 

Sedatives 520 8.0  810 7.8  1,330 

Tranquillisers 2,872 43.9  4,780 45.7  7,652 

Anti-depressants 938 14.3  1,833 17.5  2,771 

Cocaine 3 0.0  12 0.1  15 

Psychostimulants 66 1.0  103 1.0  169 

Hallucinogens 37 0.6  17 0.2  54 

Volatile substances 468 7.2  195 1.9  663 

All types of drugs 6,261 100.0  8,580   15,891 

 
Source: Health Department of Western Australia, Hospital Morbidity Data System. 
Note:  In this study, the principal diagnosis only was used to assess whether an admission was drug-caused. 
 
 
 
 
Figure 11.16 Male age-standardised admission rates for drug-caused 

poisoning by type of drug, 1982-1992 
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Figure 11.17 Female age-standardised admission rates for drug-caused 
poisoning by type of drug, 1982-1992 
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Table 11.18 Age-standardised male rate for drug-caused hospital admissions 

due to poisoning by type of drug, 1982-1992 
 

 Opiates Barbiturates Sedatives Tranquillisers Anti-
depressants 

Psycho-
stimulants 

Volatile 
substances 

1982 13.4 2.6 4.3 42.5 8.2 0.1 12.1 

1983 15.4 3.4 2.8 40.4 7.8 0.1 11.3 

1984 14.5 3.5 5.1 40.6 8.7 0.3 12.3 

1985 13.7 1.1 4.2 39.5 7.6 0.5 9.4 

1986 11.9 0.9 5.5 38.6 9.6 0.7 7.2 

1987 13.2 0.4 5.9 27.5 10.8 0.8 5.4 

1988 12.5 0.8 6.3 27.1 6.9 1.3 4.6 

1989 12.8 0.6 6.6 27.1 9.5 0.5 4.6 

1990 14.9 0.2 7.4 27.1 11.5 0.8 3.2 

1991 15.3 0.5 7 26.2 14.4 1.7 5.4 

1992 14 0.6 7.8 28.5 15.4 1 3.7 
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Table 11.19 Age-standardised female rate for drug-caused hospital admissions 
due to poisoning by type of drug, 1982-1992 

 
 Opioids Barbiturates Sedatives Tranquillisers Anti-

depressants
Psycho-

stimulants
Volatile 

substance
s 

1982 27.9 5 5.6 80.6 15.6 0.3 4.2 

1983 24.5 6.3 6.6 80.6 21.5 0.5 4.7 

1984 24.4 4.5 6.8 73.4 20.4 0.6 5.3 

1985 24.5 3 2 8.8 67 19.3 0.5 3 

1986 29.8 2.7 10 61.4 17.2 0.4 2.2 

1987 21.6 0 9 9.7 48 19.7 2.3 3.4 

1988 25 0.7 11.4 48 20.5 1.8 1.8 

1989 26.6 0.3 11.6 39.1 18.5 1.7 2.3 

1990 29.5 0.3 9.9 38.4 21.2 1.2 1.7 

1991 35.1 1.1 11.4 36.8 27.3 2 4.3 

1992 34.9 0.4 8.4 46.3 24.9 2.2 2.4 

 
 
11.9.3.4 Intention of poisoning 
 
Poisoning cases can be sub-divided according to whether the cause of the poisoning was accidental, 
due to suicide, or undetermined as to whether due to suicide or accidental. Attempted suicides296 were 
responsible for most of the hospital admissions due to drug-caused poisoning, accounting for over 80% 
of male admissions and over 90% of female admissions.  
 
Accidental poisoning was the next most common cause of drug-related poisoning resulting in 
hospitalisation. Accidental poisoning accounted for 13.4% of male hospital admissions due to drug-
caused poisoning, more than double the proportion for females (Table 11.20). 
 
 
Table 11.20 Hospital admissions due to drug-caused poisoning by intention 

and sex, 1982-1992 
 

Intention of 
poisoning 

Males  Females  Persons 

 Number of 
admissions 

% of 
admissions 
by intention 

 Number of 
admissions 

% of 
admissions 
by intention 

 Number of 
admissions 

Accidental 873 13.4  632 6.0  1,505 

Suicide 5,435 83.1  9594 91.8  15,029 

Undetermined 231 3.5  223 2.1  454 

All causes 6,539 100.0  10,449 100.0  16,988 

 
Source Health Department of Western Australia, Hospital Morbidity Data System 
Note  In this study, the principal diagnosis only was used to assess whether an admission was drug-caused. 
 
 
11.9.3.5 Distribution by age group 
 
A breakdown of the number of drug-caused hospital admissions due to poisoning by age group (Figure 
11.18) found that for admissions due to drug-caused poisoning - 
 
• the highest number of hospital admissions, 5,130 (30.2%) cases, involved 20-29 year olds; and 
• the lowest number of hospital admissions, 403 (2.4%) cases, involved 70 year olds and above. 
 
                                                           
296 Includes attempted and successful suicides. 
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Figure 11.18 Number of drug-related hospital admissions due to poisoning by 

age group, 1982-1992 
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11.9.4 HOSPITALISATION DUE TO DRUG-RELATED MENTAL DISORDERS 
 
Drug-caused mental disorders include psychoses, dependence, and non-dependent use caused by drugs 
other than alcohol. 
 
11.9.4.1 Number of admissions 
 
In the 11-year period 1981-1992 there were 4,601 admissions due to drug-caused mental disorders in 
Western Australia (Table 11.23). The most significant types of admissions by type of drug were - 
 
• 2,443 (53.1%) due to dependence combination of drugs; 
• 590 (12.8%) due to psychoses other drugs; 
• 400 (8.7%) due to opioids; 
• 285 (6.2%) due to non-dependent abuse combination of drugs; and 
• 273 (5.9%) due to dependence involving barbiturates, tranquillisers, or sedatives. 
 
A separate analysis, prepared for the period 1982-1992, indicates an overall male:female ratio of about 
3:2 in relation to drug-related admissions involving mental disorders (Table 11.21). This analysis also 
indicates that in respect to two diagnostic groups, other drug psychoses and non-dependent drug use 
other drugs, were responsible for a greater proportion of female hospital admissions than in males. 
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Table 11.21 Hospital admissions due to drug-caused mental disorders 
by type of disorder and sex, 1982-1992 

 
Type of mental disorder Males  Females  Persons 

 Number of 
admissions 

% of 
admissions 

by sex 

 Number of 
admissions 

% of 
admissions 

by sex 

 Number of 
admissions 

Other drug psychoses 262 10.8  189 11.6  451 

Other drug dependence 1,854 76.7  1,204 74.3  3,058 

Non-dependent use (other drugs) 300 12.4  228 14.2  528 

All types of mental disorders 2,416 100.0  1,621 100.0  4.,037 

 
Source:  Health Department of Western Australia, Hospital Morbidity Data System. 
Note:  In this study, the principal diagnosis only was used to assess whether an admission was drug-caused. 
 
 
11.9.4.2 Number of bed-days 
 
Over the period 1981 to 1992 there was a total of 30,544 bed-days due to mental disorders (Table 
11.22). The major causes for drug-related mental disorders were - 
 
• 18,850 (61.7%) dependence combinations; 
• 3,741 (12.2%) psychoses (other drugs); 
• 2,612 (8.6%) dependence barbiturates, tranquillisers and sedatives; 
• 2,432 (8.0%) dependence opioids; 
• 1,008 (3.3%) non-dependent abuse combinations; 
• 952 (3.1%) dependence volatile substances; and 
• 452 (1.5%) non-dependent abuse barbiturates, tranquillisers and sedatives. 
 
 
11.9.4.3 Distribution by age group 
 
A breakdown of the number of hospital admissions due to mental disorders by age (Figure 11.19) 
found that for admissions due to drug-caused mental disorders - 
 
• the highest number of hospital admissions, 6,882 (27.1%) cases, involved 30-39 year olds; and 
• the lowest number of hospital admissions, 23 (0.1%) cases, involved 0-9 year olds. 
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Figure 11.19 Number of bed-days due to mental disorders by age group, 1982-
1992 
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Table 11.22 Number of bed-days due to  

drug-related mental disorders, 1981-1992 
 

 1981 1982 1983 1984 1985 1986 1987 1988 1989 1990 1991 1992 1981-92

Psychoses      
Other drugs 109 93 103 273 359 135 83 302 206 250 937 891 3741

Dependence      
Opiates 120 92 227 164 284 282 298 226 119 124 177 319 2432

Barbiturates/tranquillisers
/sedatives 

114 104 279 207 137 317 232 248 159 302 302 211 2612

Cocaine 0 0 0 17 0 0 0 0 0 0 0 0 17

Cannabis 0 0 2 6 0 2 1 1 0 2 1 0 15

Psychostimulants 0 0 19 0 0 4 1 0 1 11 4 29 69

Hallucinogens 0 0 0 1 0 0 0 0 0 0 0 0 1

Volatile substances 44 3 60 95 94 64 201 36 133 55 99 68 952

Combinations 760 615 903 976 1218 1395 2026 2337 2668 2371 1620 1961 18850

Non-dependent abuse      
Cannabis 0 0 1 19 5 12 2 3 18 53 24 6 143

Hallucinogens 2 1 1 1 0 1 1 2 30 10 5 9 63

Barbiturates/tranquillisers
/sedatives 

4 6 83 17 70 8 18 95 17 22 36 76 452

Opiates 10 0 0 3 0 1 0 48 1 2 11 13 89

Cocaine 0 0 0 0 0 1 0 0 0 0 0 1 2

Psychostimulants 0 0 12 0 0 0 1 4 13 13 17 38 98

Combinations 29 41 124 50 69 212 22 87 87 104 110 73 1008

Total 1192 955 1814 1829 2236 2434 2886 3389 3452 3319 3343 3695 30,544
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Table 11.23 Number of hospital admissions due to 
drug-related mental disorders, 1981-1992 

 
 1981 1982 1983 1984 1985 1986 1987 1988 1989 1990 1991 1992 1981-92

Psychoses      
Other drugs 16 23 30 30 20 17 33 33 34 101 114 139 590 

Dependence      

Opiates 16 58 45 33 40 25 32 19 19 25 29 59 400 
Barbiturates/tranquillisers/ 
sedatives 

10 28 39 26 26 21 12 20 25 20 17 29 273 

Cocaine 0 0 1 0 0 0 0 0 0 0 0 0 1 
Cannabis 0 2 2 0 2 1 1 0 1 1 0 1 11 
Psychostimulants 0 3 0 0 4 1 0 1 4 1 8 12 34 
Hallucinogens 0 0 1 0 0 0 0 0 0 0 0 0 1 
Volatile substances 3 9 12 14 23 19 11 16 16 14 29 19 185 
Combination 88 141 141 170 177 238 280 301 297 211 229 170 2443 

Non-dependent abuse      

Cannabis 0 1 3 3 5 2 3 9 11 8 5 7 57 
Hallucinogens 1 1 1 0 1 1 2 5 8 5 8 7 40 
Barbiturates/tranquillisers/ 
sedatives 

1 6 7 9 5 7 19 12 13 20 16 29 144 

Opiates 0 0 1 0 1 0 3 1 2 2 6 23 39 
Cocaine 0 0 0 0 1 0 0 0 0 0 1 2 4 
Psychostimulants 0 2 0 0 0 1 4 5 13 14 19 36 94 
Combination 5 18 14 15 24 17 35 48 31 29 18 31 285 

Total 140 292 297 300 329 350 435 470 474 451 499 564 4601 

 
 
11.9.4.4 Age-standardised rates 
 
The highest male age-standardised hospitalisation rate for all drug-caused mental disorders occurred in 
1982 (323 hospital admissions per 100,000 person-years) and has been falling steadily since. The age-
standardised rates for females has shown little change over the 11-year period. (Figure 11.20). 
 
The hospitalisation rate for psychoses due to drugs other than alcohol has increased over the period 
from 1982 to 1992 for both males (Figure 11.21) and females (Figure 11.22). 
 
In males the rate has exceeded 6.0 admissions per 100,000 person-years since 1990, and in females the 
rate reached 5.2 per 100,000 by 1992.  
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Figure 11.20 Age-standardised admission rates for drug-caused mental 
disorders by year and sex, 1982-1992 
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Figure 11.21 Male age-standardised admission rates for mental disorders 

caused by drugs other than alcohol 
by type of disorder, 1982-1992 
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Figure 11.22 Female age-standardised admission rates for mental disorders 
caused by drugs other than alcohol 
by type of disorder, 1982-1992 
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11.9.5 DRUG-RELATED SUICIDE ATTEMPTS 
 
Drugs are widely used by people attempting suicide, with many more suicide attempts than successful 
suicides. Drug-related suicide attempts resulting in hospitalisation pose a significant problem, and as a 
result counselling and support services have been established in a number of Western Australia 
metropolitan teaching hospitals. 
 
An analysis of suicide attempts by type of drug that resulted in inpatient admissions for the period 
1981 to 1992 indicates trends in the particular types of prescribed medication over the period, with a 
reduction in the latter part of the period in benzodiazepine-related admissions, and an increase in the 
number of anti-depressant admissions. 
 
A large proportion of these drug-related suicides involved females, and there were some differences in 
metropolitan and non-metropolitan trends over the period. 
 
In 1992 there were about 10 times as many inpatient hospitalisations for attempted suicides than there 
were suicides (Table 11.24). In that year there were 2,231 inpatient episodes due to suicide attempts in 
this State, of which 1,876 (84.1%) were due to drug-related poisoning. However, drug-related suicide 
is a much less important cause of death, in that of the 214 deaths due to suicide in 1992, 30 (14%) were 
due to drug-related poisoning.  
 
The relatively high proportion of unsuccessful suicides that are caused by drug overdoses may be due 
to the fact that this is a less lethal method of suicide than, for example, the use of firearms or hanging. 
 
Over the period 1981 to 1993 drugs were the major factor in hospitalisations of both males and females 
for suicide attempts in this State (Table 11.25; Figure 11.23). Over this period the male:female rate 
ratio has substantially narrowed, with the male rate dropping throughout the period, whereas the female 
rate remained relatively static, although there has been a slight increase since 1990. 
 
There have been a number of important changes in the rates of suicide attempts involving barbiturates, 
tranquillisers, minor analgesics and anti-depressants over the period.  
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Table 11.24  Comparisons of attempted suicides and suicides, 1992 
 

  <14 15-24 25-44 45-64 65+ All ages 

Attempts* Drugs  
 Males 12 228 355 84 31 710 
 Females 62 406 544 128 26 1166 
 Persons 74 634 899 212 57 1876 
   
 All causes  
 Males 15 331 469 107 37 959 
 Females 64 449 589 143 27 1272 
 Persons 79 780 1058 250 64 2231 
   

Suicides Males 0 47 69 38 17 171 
 Females 0 6 17 15 5 43 
 Persons 0 53 86 53 22 214 

 
  
 
Figure 11.23 Age-standardised admission rates for suicide attempts 

caused by drugs and all causes, 1981-1993 
 

0

50

100

150

200

1981 1982 1983 1984 1985 1986 1987 1988 1989 1990 1991 1992 1993

Total drugs - males
Total drugs - females
All attempts - males
All attempts - females

 
 
 



 Page - 400

Table 11.25 Age standardised rates of hospitalisation due to drug-related 
suicide attempts, 1981-1992 

 
 1981 1982 1983 1984 1985 1986 1987 1988 1989 1990 1991 1992 1993 

Drug attempts              
Males 85.1 90.2 89 89.4 79.9 83.6 79.3 76.4 75.1 77 74.1 74.3 74.1 
Females 171.1 167.1 181.7 164.8 160 159.5 140.7 140.7 137.2 129.9 130 132.9 130.2 

All attempts              

Males 102.2 108.2 111.3 111.7 104.5 107.6 102.3 103.2 101.6 104.6 100.6 106.3 109.4 
Females 182.2 179.8 197.1 178 174.9 172.2 153.2 153.8 150.5 143.7 146.3 148.5 148.1 

Barbiturates              

Males 9 6.7 5.3 7.4 2.8 4.8 5.2 4.4 4.4 6.6 6.4 6.4 5 
Females 11 9.8 9.8 9.4 9.4 11 9.2 8.5 8.4 9.1 10.7 7.6 8.2 

Tranquillisers              

Males 32.3 33.2 29.7 28.9 26.8 26.6 19.2 20.2 22.1 22.6 23.3 26.7 24.6 
Females 76.5 68.9 65.8 56.9 52.9 50.2 39.4 40.2 34.2 35 32.5 42.7 37.8 

Analgesics              

Males 12 12.2 13.3 13.1 11.8 11.4 12.6 11.7 11.7 12.4 13.4 11.8 13.5 
Females 20.5 25.9 23.5 23.5 23.8 28.4 20.4 23.8 25 26.6 33.6 34.1 36.1 

Antidepressants              

Males 6.7 7.9 7.4 8.8 7.1 9.3 9.9 6.7 8.9 9.6 10.3 12.3 14.1 
Females 16 15.1 20.4 19.6 19.1 15.7 17.9 19.1 16 17.4 21.1 22.3 23.7 

 
 
 
11.9.5.1 Barbiturates 
 
The ASR for barbiturates decreased over the period, such that it is now a drug of limited significance 
(Figure 11.24). 
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Figure 11.24 Age-standardised admission rates for suicide attempts 
caused by barbiturates, 1981-1993 
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11.9.5.2 Tranquillisers 
 
There was a pronounced drop in the female rate for tranquilliser-related suicide attempts over the 
period. Indications are that both the male and female rates had plateaued by 1990, and that 
subsequently there have been slight increases in the rate for both sexes (Figure 11.25). 
 
 
Figure 11.25 Age-standardised admission rates for suicide attempts 

caused by tranquillisers, 1981-1993 
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11.9.5.3 Minor analgesics 
 
The rate for minor analgesics remained static for males, although the rate for females has increased 
since 1987 (Figure 11.26). 
 
 
Figure 11.26 Age-standardised admission rates for suicide attempts 

caused by minor analgesics, 1981-1993 
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11.9.5.4 Anti-depressants 
 
Throughout the period there was an increase in the age-standardised rate for hospitalisation due to 
suicide attempts involving anti-depressants, for both males and females (Figure 11.27). 
 
As it is possible that the trend reflects the substitution of anti-depressants for tranquillisers, further 
investigation in this are is required.297 
 
 

                                                           
297 Henry JA, Alexander CA, Sener EK. “Relative mortality from overdose of antidepressants.” (1995) 
310 British Medical Journal 221; Jick SS, Dean AD, Jick H. “Antidepressants and suicide.” (1995) 310 
British Medical Journal 215. 
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Figure 11.27 Age-standardised admission rates for suicide attempts 
caused by anti-depressants, 1981-1993 
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11.10 MORTALITY 
 

11.10.1 NUMBER OF DEATHS 
 
In the 11 year period 1982-1993 there were 661 deaths directly caused by drugs other than alcohol, of 
which 404 (61.1%) were male and 257 (38.9%) were female. 
 
There are a number of differences in the proportions of male and female deaths according to drug type 
(Table 11.26). 
 
• For males, opiates were responsible for the greatest proportion of drug-caused deaths (42.3%) 

followed by tranquillisers and sedatives (21.7%). 
• For females, tranquillisers and sedatives were responsible for the greatest proportion of drug-

caused deaths (36.1%) followed by opiates (27.5%). 
• Anti-depressants were responsible for a greater proportion of drug-caused deaths in females than in 

males (9.0% compared with 1.1%). 
• Volatile substances were responsible for a greater proportion of drug-caused deaths in males than in 

females (6.0% compared with 0.4%). 
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Table 11.26 Number and proportion of deaths due to drugs other than alcohol, 
by type of drug and sex, 1982-1993 

 
Type of drug Males  Females  Persons 

 Number of 
deaths 

% of deaths by 
drug type 

 Number of 
deaths 

% of deaths by 
drug type 

 Number of 
deaths 

Opiates 174 43.0  72 28.0  246 

Barbiturates 33 8.2  29 11.3  62 

Tranquillisers/sedatives 92 22.8  94 36.6  186 

Anti-depressants 15 3.7  25 9.7  40 

Cocaine 0 0.0  1 0.4  1 

Psychostimulants 4 1.0  1 0.4  5 

Volatile substances 23 5.7  1 0.4  24 

Other/unspecified drugs 63 15.6  34 13.2  97 

All drug types 404 100.0  257 100.0  661 

 
Note Hallucinogens and cannabis is not included. 
Source Health Department of Western Australia, Mortality Database 
 
 

11.10.2 DISTRIBUTION BY AGE GROUP AND SEX 
 
A breakdown of the 404 male deaths wholly attributable to drugs other than alcohol by age group 
(Figure 11.28) found that - 
 
• 141 (34.9%) involved the 20-29 age group; 
• 122 (30.2%) involved the 30-39 age group; and 
• 45 (11.1%) involved the 40-49 age group. 
 
A breakdown of the 257 female deaths wholly attributable to drugs other than alcohol by age group 
(Figure 11.28) found that - 
 
• 60 (23.3%) involved the 20-29 age group; 
• 60 (23.3%) involved the 30-39 age group; and 
• 50 (19.4%) involved the 40-49 age group. 
 
There was a tendency for number of female deaths to increase with age, relative to male deaths, as the 
number of female deaths exceeded the number of male deaths for all age groups from 40 years 
onwards.  
 
There were two peaks in the annual number of deaths of males and females combined, with peaks of 
64 deaths in 1986, and 63 deaths in 1993 (Table 11.27). 
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Figure 11.28 Number of deaths due to drugs other than alcohol 
age group by sex, 1982-1993 
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Table 11.27 Number of deaths (persons) 

due to drugs other than alcohol 
by age group, 1982-1993 

 
Year Age groups All ages 

 0-9 10-19 20-29 30-39 40-49 50-59 60-69 70+  

1982 0 0 10 11 7 4 5 0 37 
1983 0 2 17 10 4 2 8 5 48 
1984 0 6 24 11 10 5 2 5 63 
1985 0 2 25 15 9 4 4 3 62 
1986 0 3 21 20 7 3 4 6 64 
1987 0 8 17 10 13 8 3 4 63 
1988 0 5 16 15 5 3 5 0 49 
1989 0 5 12 16 3 6 6 1 49 
1990 0 3 10 20 12 6 4 1 56 
1991 1 2 20 15 4 7 2 4 55 
1992 0 1 16 17 9 3 3 2 51 
1993 0 3 13 22 12 8 3 3 64 

1982-1993 1 40 201 182 95 59 49 34 661 

 
 
 

11.10.3 AGE-STANDARDISED RATES 
 
Age-standardised death rates for males increased steadily until they reached a peak in 1987 (5.2 deaths 
per 100,000 person-years) and then decreased again. For females, death rates peaked in 1984 (4.0 per 
100,000) have decreased steadily since apart from a slight increase in recent years. The lowest 
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male:female rate ratio, 0.9, occurred in 1982; the highest, 2.4, occurred in 1990 (Figure 11.29; Table 
11.28). 
 
 
Table 11.28 Age-standardised rates for deaths due to  

drugs other than alcohol by sex, 1982-1993 
 

Year Males Females Persons Male:female 
rate ratios 

1982 2.5 2.8 2.7 0.9 

1983 3.6 2.4 3.0 1.5 

1984 4.3 4.0 4.1 1.1 

1985 4.3 3.5 3.9 1.2 

1986 4.6 3.1 3.9 1.5 

1987 5.2 2.5 4.1 2.1 

1988 3.6 2.3 2.9 1.6 

1989 3.8 1.8 2.8 2.1 

1990 4.4 1.8 3.1 2.4 

1991 3.7 2.5 2.8 1.5 

1992 2.9 2.3 2.7 1.3 

1993 4.2 2.4 3.3 1.7 

 
  Source: Health Department of Western Australia, Mortality Database 
  Note: Figures in brackets are the standard errors. 
 
 
 
 
Figure 11.29 Age-standardised rates for deaths due to  

drugs other than alcohol by sex, 1982-1993 
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11.10.4 DEATHS BY TYPE OF DRUG AND SEX 
 
The annual number of deaths due to drugs other than alcohol rose from 37 deaths (in 1982) to a peak of 
64 in 1986, decreased to 51 deaths (in 1992), then increased to 64 deaths in 1993. Overall, since the 
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early 1980s the total number of deaths has fluctuated in a broad range of between about 50 and 65 per 
year. 
 
Opiates largely contributed to this increase - in 1982 there were 37 deaths, 12 (32.4%) of which were 
opiate-caused, whereas in 1992 there were 51 deaths, 26 (51.0%) of which were opiate-caused. 
 
The annual number of opioid deaths more than doubled, from 12 in 1982 to 27 in 1985, then decreased 
to 16 in 1987. There was a peak of 25 deaths in 1988, followed by a decrease to 16 in 1991 and in the 
latter part of the period increased to 28 deaths in 1993 (Figure 11.30). The number of male opioid 
deaths exceeded female deaths for every year between 1982 and 1993. There was a peak of 11 female 
deaths in 1992. 
 
The annual number of tranquilliser and sedative deaths more than doubled from 10 in 1982 to 22 in 
1987. The number of deaths dropped to 11 in 1989, then again increased, to 23 deaths by 1993 (Figure 
11.31). The number of female deaths tended to slightly exceed male deaths in most years between 1982 
and 1993. 
 
The annual number of anti-depressant deaths tended to increase in the latter part of the period  (Figure 
11.32). From 1982 to 1986 there was about 2 deaths per year; from 1987 the number of deaths 
fluctuated at about 4-5 deaths per year. Throughout most of the period the number of female deaths 
exceeded male deaths each year; however, there was also an increase in male deaths in the latter part of 
the period. 
 
The annual number of volatile substance deaths peaked in two periods, in 1986-1987 and again in 
1990-1992 (Figure 11.33). It is noted that 23 (95.8%) out of the 24 deaths due to volatile substances 
involved males; and that only death occurred after 1991. 
 
The annual number of other and unspecified drugs peaked in 1986, when 18 deaths were recorded 
period  (Figure 11.34). It is noted the number of male deaths exceeded female deaths for most years. 
There was a slightly different pattern in the drop in deaths, as male deaths peaked in 1986 compared to 
female deaths, which peaked in 1985. 
 
A breakdown of the number of all deaths for the period 1982-1993 (Table 11.29) found - 
 
• there was only one death due to cocaine - this occurred in 1990 and was coded ‘assault by 

poisoning’; 
• there were four deaths due to the use of psychostimulants, one in 1990 and three in 1991;  
• there were no deaths due to the use of hallucinogens or cannabis; 
• there were three peaks in opioid deaths, in 1985 (27 deaths), in 1988 (25 deaths) and in 1993 (28 

deaths); 
• barbiturate deaths substantially decreased; 
• there was a peak in tranquilliser/sedative deaths, in the mid to late 1980s and again in 1993; 
• the number of anti-depressant deaths per year increased, so that for most years since 1987 there was 

an average of about 5 deaths per year; 
• there was only one cocaine death; 
• the number of volatile substance deaths peaked in the late 1980s and early 1990s with 4 deaths per 

year; 
• the number of alcohol deaths peaked with 111 deaths in 1989; and 
• the number of deaths due to other/unspecified drugs peaked at 18 deaths in 1986. 
 
A comparison of the number of male deaths (Table 11.30) by drug group compared to female deaths 
found a greater proportion of male deaths were due to -  
 
• opioids; 
• barbiturates; 
• cocaine; 
• psychostimulants; 
• volatile substances; and  
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• other and unspecified drugs. 
 
A comparison of the number of female deaths (Table 11.31) by drug group compared to male deaths 
found a greater proportion of female deaths were to pharmaceutical drugs -  
 
• tranquillisers/sedatives; and  
• anti-depressants. 
 
 
Table 11.29 Number of drug-caused deaths (persons) 

by type of drug, 1982-1993 
 
Year Opiate

s  
Barbit- 
urates 

Tranquillisers/ 
sedatives 

Anti-
depressants

Cocaine Psycho-
stimulants

Hallucinogens Volatile 
substances 

Other/ 
unspecified 

All drug 
types 

1982 12 11 10 1 0 0 0 0 3 37 

1983 12 13 11 3 0 0 0 0 9 48 

1984 20 13 22 2 0 0 0 1 5 63 

1985 27 6 13 1 0 0 0 1 14 62 

1986 20 7 13 2 0 0 0 4 18 64 

1987 16 5 22 6 0 0 0 4 10 63 

1988 25 0 14 3 0 0 0 2 5 49 

1989 23 3 11 3 0 0 0 3 6 49 

1990 21 0 18 4 1 1 0 4 7 56 

1991 16 1 19 6 0 3 0 4 6 55 

1992 26 2 10 4 0 0 0 0 9 51 

1993 28 1 23 5 0 1 0 1 5 64 

1982-1993 246 62 186 40 1 5 0 24 97 661 

 
Source: Health Department of Western Australia, Health Statistics Branch. 
 
 
Table 11.30 Number of male drug-caused deaths  

by type of drug, 1982-1993 
 
 
Year Opiate

s  
Barbit- 
urates 

Tranquillisers/ 
sedatives 

Anti-
depressants

Cocaine Psycho-
stimulants

Hallucinogens Volatile 
substances 

Other/ 
unspecified 

All drug 
types 

1982 8 5 3 1 0 0 0 0 2 19 

1983 9 5 7 1 0 0 0 0 7 29 

1984 12 7 10 0 0 0 0 1 3 33 

1985 18 4 8 0 0 0 0 1 4 35 

1986 12 4 6 1 0 0 0 4 12 39 

1987 13 3 12 2 0 0 0 4 9 43 

1988 17 0 6 1 0 0 0 1 5 30 

1989 18 2 7 0 0 0 0 3 4 34 

1990 19 0 9 3 0 0 0 4 5 40 

1991 13 1 6 2 0 3 0 4 4 33 

1992 15 2 5 3 0 0 0 0 4 29 

1993 20 0 13 1 0 1 0 1 4 40 

1982-1993 174 33 92 15 0 4 0 23 63 404 

 
Source:  Health Department of Western Australia, Health Statistics Branch. 
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Table 11.31 Number of female drug-caused deaths  
by type of drug, 1982-1993 

 
 
Year Opiate

s  
Barbit- 
urates 

Tranquillisers/ 
sedatives 

Anti-
depressants

Cocaine Psycho-
stimulants

Hallucinogens Volatile 
substances 

Other/ 
unspecified 

All drug 
types 

1982 4 6 7 0 0 0 0 0 1 18 

1983 3 8 4 2 0 0 0 0 2 19 

1984 8 6 12 2 0 0 0 0 2 30 

1985 9 2 5 1 0 0 0 0 10 27 

1986 8 3 7 1 0 0 0 0 6 25 

1987 3 2 10 4 0 0 0 0 1 20 

1988 8 0 8 2 0 0 0 1 0 19 

1989 5 1 4 3 0 0 0 0 2 15 

1990 2 0 9 1 1 1 0 0 2 16 

1991 3 0 13 4 0 0 0 0 2 22 

1992 11 0 5 1 0 0 0 0 5 22 

1993 8 1 10 4 0 0 0 0 1 24 

1982-1993 72 29 94 25 1 1 0 1 34 257 

 
Source: Health Department of Western Australia, Health Statistics Branch. 
 
 
 
Figure 11.30 Number of deaths due to opioids, 1982-1993 
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Figure 11.31 Number of deaths due to tranquillisers and sedatives, 1982-1993 
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Figure 11.32 Number of deaths due to anti-depressants, 1982-1993 
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Figure 11.33 Number of deaths due to volatile substances, 1982-1993 
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Figure 11.34 Number of deaths due to other and unspecified drugs, 1982-1993 
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