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Hearing commenced at 3.53 pm 
 
Ms CAROL DAWS 
CEO, Cyrenian House, sworn and examined: 
 
Mr JAMES HUNTER 
General Manager, Cyrenian House, sworn and examined: 
 
 

The CHAIR: Hello, my name is Alison Xamon and I am the Chair of this committee. I would like to 
introduce you to the other members of the committee who are here today. We have Hon Colin de 
Grussa, Hon Samantha Rowe and Ms Lisa Penman, who will be assisting us with our proceedings 
today. Hon Aaron Stonehouse and Hon Michael Mischin are unable to be here for this hearing. On 
behalf of the committee, I would like to welcome you to the meeting. Please state whether you wish 
to take the oath or the affirmation. 

[Witnesses took the affirmation.] 

The CHAIR: You both will have signed a document entitled “Information for Witnesses”. Have you 
read and understood that document? 

The WITNESSES: Yes. 

The CHAIR: These proceedings are being recorded by Hansard and broadcast on the internet. 
A transcript of your evidence will be provided to you. To assist the committee and Hansard, could 
you please quote the full title of any document you refer to during the course of this hearing for the 
record. Please be aware of the microphones and try to talk into them and ensure that you do not 
cover them with papers or make noise near them. 

I remind you that your transcript will become a matter for the public record. If for some reason you 
wish to make a confidential statement during today’s proceedings, you should request that the 
evidence be taken in closed session. If the committee grants your request, any public and media in 
attendance will be excluded from the hearing. Please note that until such time as the transcript of 
your public evidence is finalised, it should not be made public. I advise you that publication or 
disclosure of the uncorrected transcript of evidence may constitute a contempt of Parliament and 
may mean that the material published or disclosed is not subject to parliamentary privilege. 

Would you like to make an opening statement to the committee? 

Ms Daws: Yes, I am happy to make an opening statement. Cyrenian House has put forward a number 
of suggestions to the committee. Each of these comes from the position of us being a specialist 
alcohol and drug treatment provider, so our comments are exclusively related to treatment per se 
and perhaps some of the peripheral issues that people who experience coming to treatment may 
be subjected to—namely, laws, whether drugs are legal or illegal, how those determinations are 
made, whether drug use is seen as a criminal issue or whether it is seen as a health issue. From our 
perspective, we very much see drug and alcohol use as a health issue, despite the fact that we are 
aware that there are criminal ramifications for people who choose to use substances in certain ways 
and who may profit and certainly deal drugs and create situations that are not acceptable for 
society. We would like to talk about specifically which drugs are legal, which ones are not, why they 
are made legal and why they are not made legal. We have some particular issues around the current 
laws around property criminal confiscation of funds. People who have been certainly charged, 
although not found guilty as yet, can still have their assets frozen. We would like to talk about that. 
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The issue of whether drug use is considered as a health issue is an important one for us, and a big 
one for us is the use of treatment in the justice system and how that is used and how that could be 
improved. Is there anything else you want to add to that? 

Mr Hunter: No. I think that covers the few points that we wanted to make. I guess we thank the 
committee as well for the opportunity to make a submission and, hopefully, whatever wisdom we 
have as a treatment provider and seeing these problems firsthand is of use. I think Carol has covered 
it quite well. We certainly support the idea that some drugs should be illicit. It is an important tool 
in the toolbox in terms of responding to the issue of drug and alcohol use. On the issue that Carol 
alluded to, we think that a rational approach to the legality or otherwise of drugs is the way to go. 
Some drugs are more harmful than other drugs and those that have the capacity to create the most 
harm should be the drugs that we make illegal and they are the drugs on which we should expend 
the limited resources we have in terms of enforcement and we should concentrate those on the 
drugs that create the most harm in the community, not those that create lesser amounts of harm. 

The issue of criminal property confiscation that Carol has talked about is important in terms of the 
concept is a good one, but being proportional and fair around that for people who do face the justice 
system with drug and alcohol problems. There is the health perspective, and I think prison programs 
are very important. We have made the comment that we think that they probably are underdone 
in WA. I think progress is being made, but there is much more capacity to do much more within the 
prison system particularly than is currently done. 

The last one is particularly a comment, really, around methamphetamine use. It is a global problem. 
We do not have effective pharmacotherapy for methamphetamine addiction. For other drugs, that 
can be, again, an important tool in the toolkit when you are trying to assist someone with problems. 
We have pharmacotherapy for opiate use and for alcohol use, for example. It is not necessarily a 
cure, but it is a good part of the treatment program. We do not have anything really for 
methamphetamine at the moment. Encouraging keeping that issue on the radar is important from 
our perspective. 

[4.00 pm] 

Ms Daws: The other thing that is important in terms of treatment is the need for us to ensure that 
we have continued choice and options for people. I do not think one size fits all. I think it is really 
important that we do not try to squeeze everybody into one little box and say that is the way it 
works and that is what we should be advocating. From our perspective, having been treatment 
providers for nearly 40 years now, and certainly I have been in this sector for 30 years, and James 
has been there for not quite that long — 

Mr Hunter: Twenty-plus. 

Ms Daws:— yes, 20-plus—we have certainly been around long enough to see that one size does not 
fit all and that we need to offer a number of options for people who are dealing with the 
consequence of drug use. 

Mr Hunter: That is right. The challenge, or the approach to treatment, is pragmatic rather than 
ideological, and we have usefully thought of it in that way. 

The CHAIR: One of the things that was particularly interesting about your submission was that you 
maintain that certainly the most harmful drugs should remain illegal, and you also talk about 
targeting manufacturing and dealing, so the supply portion of that. Can I read into that that you 
maintain that even though some drugs are so dangerous that they should be illegal, nevertheless 
people who are using those drugs should not be subjected to criminal penalty? 

Ms Daws: Absolutely, but I think they should be subjected to treatment, where appropriate. 
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The CHAIR: Can I ask whether you think there is a place for compulsory treatment, or do you have 
any comments about that? 

Ms Daws: I do not think the evidence supports compulsory treatment per se. We have certainly got 
options for people to be directed into treatment, but it is still about choice; it is not about forcing 
people into treatment. It is a really tough one, because I know that there are times when families 
and people are very upset with particular situations—say, somebody who is really out of control 
with methamphetamine. I think we do have systems currently that allow people to be held against 
their will, certainly in the mental health system, anyway. 

The CHAIR: Under our Mental Health Act. 

Ms Daws: Yes. It is not necessarily good treatment in the mental health system. In fact, I would go 
as far as to say that—I probably should be careful about my words—if they locked me up in one of 
those places, I think there would be good reason to be thinking about this is the end of my life; this 
would be a terrible place to be in. I think we need to look at how we provide treatment in the mental 
health systems. I do not think we do that very well at all. 

The CHAIR: Do you distinguish between compulsory treatment and compulsory detox? 

Ms Daws: Detox is just a part of treatment. It is not the be all and end all. Withdrawal from the 
substance is just the start of a journey. It is certainly helpful to have somebody withdraw from a 
substance, but it cannot be the only thing that is done. It has to be seen as just a part of the journey. 

The CHAIR: Of course. Do you think there is an argument to be made, or not, for options for 
compulsory detox for people who may be experiencing psychosis and may be deeply unwell? 

Ms Daws: Psychosis, yes. 

Mr Hunter: I think the evidence and the argument for compulsory treatment is strongest at the end 
where it may be about providing someone with the opportunity, in that small window of time, to 
think about where their life is heading, but we would not necessarily support a longer-term 
compulsory treatment. It is a bit of a folly, because virtually all treatment to some extent is coerced 
in some way. People do not usually end up in treatment or choose treatment without their being 
fairly significant external forces on them that are essentially directing their choice in that direction, 
whether that is child protection issues, legal issues, financial issues, a partner, or whether it is 
actually via the court system or via diversion programs and other kinds of mandated programs that 
we have at the moment. 

Ms Daws: I think that is where they could do a lot more. I do not think we have a really good system 
of diverting people into treatment that well. We have had elements of it that have worked well, but 
I think there are still probably a lot of people in the justice system who do not use those drugs courts 
or those drug diversion systems as well as they could do. I think if people actually knew that the 
choice was, “You really are going to jail, or you are going to treatment”, I think a lot more people 
would put up their hand. If I could throw an old one in here, I really loved that system that they had 
years ago in the justice system where people got—I am not convinced I know the name of it now, 
but it is where people were given a sentence that was held back. What is the name for it? Can you 
remember what it was called? 

Hon COLIN de GRUSSA: A suspended sentence. 

Ms Daws: A suspended sentence. Thank you. A suspended sentence is much better than giving 
someone a probation order. If someone breaches probation, they might go back. But if you have got 
a suspended sentence — 

The CHAIR: Then you have got a reason to — 
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Ms Daws: It has definitely got a lot more clout in it, but it still gives the individual an opportunity to 
address their problems rather than go to jail. We do not use that very much—it is a little bit old hat 
now—but I used to think it was quite a good diversion technique. 

The CHAIR: You have spoken already about the need to address people who have drug issues as a 
health problem rather than a justice issue. 

Ms Daws: Absolutely. 

The CHAIR: Of course, it becomes complex when you look at the issue of people who engage in 
supply or dealing to be able to finance their own addiction. In your experience, how prevalent is 
that? 

Ms Daws: Probably reasonably prevalent, on a small scale. Certainly the types of people who are 
supporting their own habits tend to be dealing on a smaller scale than a larger scale. Most people 
are not capable of maintaining a business with dealing drugs if they are using too many of them; 
they would not be very successful at it. But certainly some of the smaller-time things, maybe going 
out and purchasing drugs for themselves and someone else at the same time, that would still be 
considered to be dealing, but not in the sense of somebody is out there profiteering off other 
individuals. It is more just trying to get enough to be able to maintain their own habit. It is a very 
hard one to draw the line with. I mean, where do you draw the line? At the moment, they do it 
based on quantity, so they are saying anything over a certain value — 

The CHAIR: Constitutes dealing. 

Ms Daws: Yes, constitutes dealing, whereas that does not always necessarily follow to be true. 

Mr Hunter: If I could just elaborate on what on the surface might seem a contradiction between 
saying some drugs should be illegal and therefore there is a criminal sanction that potentially 
follows, and it being treated as a health issue for users. There are several reasons why it is useful to 
have some drugs be illegal. One is the message it sends to be community, which is this drug is so 
harmful that under no circumstances is it okay for people to use it; and, if you do, there is harm 
associated with that. If someone does get into trouble then it creates the leverage to divert into 
treatment, because choices are created for that person around going down the criminal pathway or 
going potentially down the treatment pathway. So that is another one. The third one is to deal with 
people who are genuinely profiting in an economic sense from the business side—the economies of 
the drug market—from hugely profitable big business right down to somebody essentially financing 
their own habit. 

The response is proportional. But there are really three reasons to make a drug illegal. One is to 
send that message, another one is to create the opportunity within the justice system to then divert 
people in a better direction, and the third one is to deal with the genuinely criminal element of the 
drug economy. 

[4.10 pm] 

The CHAIR: In your submission, you recommended there be a review of the evidence about the 
actual risk and harm associated with substances. In your experience, are there certain currently 
illegal drugs that perhaps should not be illegal, in which case I would be interested to hear from 
your experience which ones might be the ones that would be considered, or certain legal substances 
that should be illegal? 

Ms Daws: Yes, that is an interesting one. Cannabis is the obvious one on the market. I think that if 
we look at the proportion of the community who smoke cannabis, there would be very few people 
you would come across in your life who have not either tried to smoke cannabis or do smoke 
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cannabis on a regular basis, and yet we put an enormous amount of resources into managing a drug 
that probably does impact on a proportion of the community, but, generally speaking, is not that 
dissimilar to alcohol in terms of responses. If you look at the proportion of people in society who 
drink alcohol, we all know there is a range of people who never have any harm with it. Obviously, 
the best harm reduction is to use none, but if you are going to use any—most people use alcohol 
sensibly, and a small proportion of people do silly things like drink and drive or become violent and 
aggressive and, certainly, we all know that alcohol causes way more problems than any other drug 
we have ever had. We need to be proportionate about that. I think society likes to separate out 
alcohol from the drugs, hence we like to use the name, “alcohol and other drugs”, as opposed to 
“drugs and alcohol”, because people think it is separate. We do not think it is separate; it is in the 
same category. But if you look at cannabis, you would have that same range as with alcohol use. 
There is the same range. There are people that smoke cannabis who never get into any trouble with 
it and do not cause huge problems to society as a result of it. In fact, look at what we have got at 
the moment: we have got all these people manufacturing cannabis in a legal way to use for 
medicinal reasons, and yet they are paying—look at the money they are paying for it. It is just 
craziness. Why would we be doing that? All we have done is we have just made a legal opportunity 
for people to make incredible amounts of money out of a substance, which is illegal, in a nice kind 
of way, where in fact if we actually decriminalised it, perhaps people would just use it in a way that 
is more appropriate. 

The CHAIR: Are there any currently illicit drugs that you think could be contemplated to become 
legal? MDMA, heroin, for example, often get — 

Ms Daws: Heroin is an interesting drug. Obviously, it has extremely harmful consequences, people 
die from overdosing on heroin and so forth, but it is also a fantastic drug to use for people, for 
example, with cancer, much better than the substances that we have available, for example, 
morphine. People certainly do not fare as well on morphine as they would with heroin. In England, 
for example, they use it quite a lot for treating cancer patients—fantastic drug for that. People are 
actually able to maintain their faculties and manage their life a whole lot better, but I am aware of 
the consequences and the difficulties with that. I am just saying it is just a better drug. 

The CHAIR: We are interested in your professional evidence. 

Mr Hunter: Heroin is a funny one, because if you are looking at street use of heroin, you probably 
could not find a more risky harmful kind of substance to be using in that context, but, as Carol said, 
used in a professional medical context, it is a very safe useful drug in those circumstances. 

Ms Daws: It does less damage than a lot of other drugs. 

Mr Hunter: That is right. With heroin, it is very much contextual. The idea of someone using street 
heroin is horrific. It is a medical emergency. That is a crisis. That person is very likely to die or suffer 
serious harm from doing that, quite quickly, but used in a medical context, in the right way, it is a 
useful drug. 

Cannabis is the clear one. I think Western Australia did take sort of a few steps down the pathway 
in terms of decriminalisation 15-odd years ago. That was rolled back somewhat. You look at what is 
happening in the United States and other places where medical use is being legalised—I think in 
over half the states of the USA—and it has been legalised for recreational use in quite a number of 
US states now. I am not saying that is the right decision, but it is quite interesting that the USA, 
which is the home of the war on drugs, is taking that approach now with cannabis. I think it is worth 
looking at again. I think the fear around cannabis being this causation or gateway, particularly 
causation of severe mental health issues, the evidence is pretty much—it is not really there to say 
that it is causative, necessarily — 
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Ms Daws: But it certainly does — 

Mr Hunter: Exacerbate, yes, for those that already are experiencing it. But an interesting stat I saw 
is, as I am aware, the prevalence of schizophrenia has not necessarily massively increased in the last 
50 years, and over that period, we have seen a massive expansion in the use of cannabis, a massive 
increase in the potency of cannabis, yet we have not seen the needle really move on the number of 
people with severe schizophrenia. 

Ms Daws: On the other hand, when people with schizophrenia smoke — 

Mr Hunter: It will make it much worse. 

Ms Daws: Or those in that emerging sort of group of individuals that are potentially more likely to 
have mental health issues, smoking cannabis does exacerbate those people. We know that. 

The CHAIR: Conversely, which drugs do you think are so dangerous they should never be 
contemplated? 

Ms Daws: Methamphetamine. 

Mr Hunter: Methamphetamine. 

The CHAIR: You answered that very quickly. 

Ms Daws: I mean, it is a little bit like smoking cigarettes: there is no good argument for smoking 
cigarettes whatsoever. 

The CHAIR: I have previously received information that some people could potentially successfully 
use methamphetamine in a purely social context, maybe once or twice a year. What would be your 
response to that? 

Ms Daws: I do not doubt it, but you would say the same thing about cocaine. There are some people 
that may use cocaine, but the propensity for people to use methamphetamine more often than 
once or twice is greater. You cannot take it away. It is a highly addictive substance, there is no 
question, as is heroin, a highly addictive substance. There is no question. 

Mr Hunter: That is right. Once it has taken hold of someone, the results are almost universally 
100 per cent disastrous. 

Ms Daws: A little bit like dementia. Dementia creeps up on people. People do not know they have 
got it, and when they have got it, it is too late, because they have forgotten they have got it. It is a 
little bit like that with methamphetamine. I think once people latch on to it, you know, it is hard. 

Hon SAMANTHA ROWE: Just on that, really quickly, how many times do you have to take meth 
before you are addicted? Is that something we know? Is it just once and you are addicted? 

Ms Daws: It would be very difficult—if someone only took it once, they are clearly not addicted 
because they have not used it again, but I think it depends on the individual, I think it depends on 
the setting, I think it depends on the reasons why someone is doing something. Somebody might be 
at a party, and they just go, “I’m going to try that.” 

Hon SAMANTHA ROWE: But you said it was highly addictive, like smoking cigarettes. 

Ms Daws: But you could smoke one cigarette and never smoke cigarettes again. Habits need to be 
formed, you have to form the habit, but that habit can come about quite quickly. The thing about 
using that substance is that it makes you feel like you can walk on water. Somebody who has that 
propensity to go, “Oh, I really love that feeling”, is going to be more likely to obviously hop into it; 
on the other hand, someone who is more in control of themselves and does not like that sense of 
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loss of control is going to be less likely to do it. It is not like you can just draw a line and say, “That 
bit there—too late, you’re over the needle.” It does not quite work like that. 

Mr Hunter: It is a powerful reinforcing kind of substance. Physiological addiction does not 
necessarily happen any faster than it would for nicotine or alcohol, but it is so powerfully reinforcing 
for some people, that feeling that it provides, it just feeds that physiological addiction and 
psychological addiction. 

Hon SAMANTHA ROWE: Because they want to find that again. 

Mr Hunter: And then people get into trouble much more quickly, partly because of that, but partly 
because it is illegal, say, versus alcohol, which is legal. People can use alcohol and partly because it 
is still legal, not have their life fall apart as quickly, because they are using a substance that is legal. 
For various reasons, people with methamphetamine problems, I think we find their lives can fall 
apart very quickly. We see them in treatment more quickly. 

[4.20 pm] 

Ms Daws: If you look at the short-term histories of people that present to treatment now, in the old 
days, people would be using heroin for a number of years, or polydrug use for a number of years, 
before they would come to treatment. Now the average time is probably around about four to five 
years, some even less than that. If you think about it in that context, they come to treatment a lot 
quicker. 

The CHAIR: The committee is aware, of course, that a lot of people who you are dealing with also 
have co-occurring mental health issues. Could you please explain the unique challenges that this 
presents from a treatment perspective? 

Ms Daws: From the alcohol and drug perspective, we found it necessary to train all our staff to be 
able to manage comorbid presentations because it is the norm rather than — 

The CHAIR: The norm? 

Ms Daws: Yes, it is the norm. And when I say the norm, we are talking about the high prevalence 
disorders like anxiety and depression. Those sorts of things are more likely for the people that 
present to our services than, say—obviously there is the schizophrenia and the psychotic episodes 
but they are less so, but certainly it is probably seen as the norm for people that come to our centre 
to have some form. So we need our staff to be trained in managing comorbid presentations and, 
certainly, they do create a bit more work for staff. It is the reality of having somebody, for example, 
have a panic attack in a group. That requires someone to be able to manage that, to be able to 
support them out of the group for long enough for them to manage it, to allow them to see that 
they can get through those episodes. It might mean that we might need more medications, so 
sometimes, in the old days, people would do no medication. We do not do that these days. People 
can come into treatment and they may be on antidepressants or they may be on other medications 
that are related to some of their comorbid disorders. There is certainly the need to have better 
qualified staff and there is certainly the need to spend more time with people because, particularly 
in residential facilities, at night for example—that is usually when things happen, when all the offices 
are closed and there are no medical facilities available, that is when you have your moments.  

The CHAIR: Can I ask, in your experience, for people that are presenting with comorbidity, how often 
would people have gone down the drug path, effectively, because they are self-medicating for 
underlying mental health issues? 

Ms Daws: I think that is a fairly common presentation. 

The CHAIR: Is it more common than not? 
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Ms Daws: I am not sure whether I would say it is more common than not, but a good 50–50. There 
are a lot of people that medicate because they feel anxiety and there are a lot of people that use 
substances because it makes them feel better about who they are. They may not have the obvious 
presentations of mental health issues, but certainly, they may be a little socially inept. 
Methamphetamine is a wonderful substance for making you feel pumped up, a little — 

The CHAIR: As your life falls apart around you.  

Ms Daws: — and able to manage your social connections a whole lot better.  

Mr Hunter: Whether or not the majority of those people would ever hit the state mental health 
system, the answer is probably no. They are commoner, garden people who are suffering a bit of 
social anxiety or depression—things, for the most part, that would never have really meant that 
they would have needed necessarily to hit the state mental health system, which necessarily has a 
focus much more down the severe end. 

Ms Daws: If you looked in any workplace—for example, the justice department—and you screened 
all the staff in there, I would say you would have a reasonable perspective of Joe average suffers 
mental health issues a lot of the time. Certainly the high prevalence disorders anyway.  

The CHAIR: Your submission notes that service levels in the drug treatment sector are not currently 
adequate to meet community need, a fact which is reflected in the “10-year Western Australian 
Mental Health, Alcohol and Other Drug Services Plan”, I might add, how long are people typically 
having to wait to access drug treatment programs? Are there particular types of drug treatment 
programs that are proving particularly problematic to gain entry into? 

Mr Hunter: It varies, really.  

Ms Daws: It does.  

The CHAIR: Can I ask about a specific one? To start with, I would be interested in those programs 
that involve parents and children.  

Ms Daws: We run one of those, so I can speak on behalf of that. The difficulty you have with the 
women and children’s programs is that because the women and children are in treatment for 
longer—if you are in treatment on your own, you are only focusing on you but if you are in treatment 
with children, you are focusing on yourself and being a parent at the same time. 

The CHAIR: It is months, is it not?  

Ms Daws: It is six to 12 months, easily. The trouble is that when somebody leaves the agency, it is 
difficult to have people continually sitting there waiting because it could be six months that they are 
waiting because you may have a cohort of people that are in treatment for a long period of time. 
What happens is that it sometimes takes a while for them to get in and sometimes we might have 
four of our chalets empty because the people that have been waiting have dropped off the list and 
you have to pull them in. There is not a constant turnover of being able to be managed for them to 
come into treatment because they are mothers and children. Sometimes the mothers get 
themselves into a little bit of trouble and then we have interventions from child protection. Children 
are removed, which makes them then ineligible to come in to a woman and children’s program 
because they no longer have their children in their care. So we do a lot of reunification. In that case, 
we would take the mother into our mixed-gender programs and when we have a space available 
would look to have the mother come over and hope that we can do a reunification. 

The CHAIR: Are we currently meeting need for that particular cohort? 

Mr Hunter: No. 
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Ms Daws: No, we are definitely not. 

The CHAIR: So are children unnecessarily going into Child Protection, for example — 

Ms Daws: Absolutely.  

Mr Hunter: Yes. 

The CHAIR: — because of a lack of treatment options?  

Ms Daws: On a regular basis, yes. 

Mr Hunter: I think there is an element of, you can look at what existing services are experiencing in 
terms of demand or potential waiting lists. The system, though, I think does tend to kind of self-
regulate around what is available. What I have experienced over 20 years of working in the sector 
is, when you open a service, it gets full. You might not necessarily have thought it was going to get 
full, but it gets full pretty quickly. Because the referring agencies and people in the system have a 
sense of what is possible and what is not, the system tends to absorb what is there. Another bugbear 
of mine that has been consistent over 20 years is I do not think we are maximising our reach in terms 
of who would and should be accessing treatment. A very simple thing that we could do, which we 
have never done in WA, is promote access to treatment—promote treatment as an option for 
people. If you were to survey the general population around what is available in terms of publicly 
available alcohol and drug treatment — 

Ms Daws: People do not know.  

Mr Hunter: The ignorance is there.  

The CHAIR: How would you know? 

Mr Hunter: People do not know. We could do some simple, and I think fairly cheap things, to tell 
people to ring the alcohol and drug information service line run by the Mental Health Commission. 
Treatment is available, ring this number and go to this website. It is providing a very simple message 
that you do not have to get on a plane to Thailand, you do not have to go to your GP who then has 
to wade through what the psychologist says, who just happens to know that there is an alcohol and 
drug treatment service down the road. We would then get a better understanding. It would be 
difficult because whenever we have promoted treatment in a very limited or short-term way—one 
I remember very clearly was the Ben Cousins documentary and there were a couple of 10-second 
slots that advertised the alcohol and drug support line, and the calls to the alcohol and drug support 
line spiked massively, just on the basis of a 10-second slot like that. It would quickly get quite 
uncomfortable for services but it would uncover a more genuine level of demand out there for 
treatment.  

The CHAIR: It is one thing to make people aware that potential treatment options are available. I am 
still picking up what is in your submission, which is that you say that at the moment, the services 
are not meeting the need that is required. 

Mr Hunter: They are at capacity. 

The CHAIR: I am particularly interested to know which cohorts. I am sure that my colleague 
Hon Colin de Grussa would be particularly interested to know what is happening in the regions and 
how we are going in terms of meeting demand.  

We have been to the State Administrative Tribunal; they are trying to slot us into different 
categories. 

Ms Daws: We have received funding to deliver a service down in Pemberton. We put an offer in on 
a beautiful facility down there. We are currently waiting for council approval to get that service 
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underway. So we are ready to go. We have been given the contract from the government. The 
council is playing games with us in terms of allowing us to use what was previously in this particular 
case, Foragers, which was a beautiful restaurant with gorgeous cabins attached to it. It is absolutely 
perfect for us for a therapeutic community, which is what we intend to run down there. We have 
just about exhausted—we have been to the State Administrative Tribunal; they are trying to slot us 
into different categories. 

[4.30 pm] 

Mr Hunter: We are still in that process. 

Ms Daws: We are still in that process now of going through it, but, unfortunately, the seller is at the 
point where her business is in high distress because she has not been able to book any further ahead 
because she is waiting for us to purchase her facility. We believe the government could pull the 
trigger on this today by making this a “public work” option. 

Mr Hunter: Under the Planning and Development Act. What Carol is alluding to there is we have a 
current situation as an example of a regional service that we can get up and going, which would 
meet a significant demand in the south west, which we are having a planning issue with, with the 
shire, which could be fixed. It is not necessarily a matter for the committee, but it is one that I am 
sure that we welcome the chance to socialise here. I think it raises an important issue as an example 
of — 

Ms Daws: Of stigma and discrimination attached. 

Mr Hunter: That is right; sometimes government can choose to invest, which we support them 
doing, in additional treatment services. With non-residential treatment services, both in the metro 
and in the country, it tends to be relatively straightforward-ish to get them up and going. Every 
single residential treatment service that has ever been opened in Western Australia has struck a 
similar issue planning wise. We just want to bring it to the attention of the committee that one of 
the issues that goes with expanding treatment in regional and in metro areas is — 

Ms Daws: Not in my backyard. 

Mr Hunter: — the community says we want additional treatment; when we want to give it to them, 
they say, “Not next door to me.” That is one of the issues in regional WA. 

If I may talk generally about regional service delivery, the demand for particular types of treatment 
in regional WA is probably numerically less than what you might think because of the population. 
The metro services, particularly the community alcohol and drug services, which do standard 
outpatient treatment, see literally thousands of people, because in metropolitan Perth we have 
two-plus million people to service. In the regions, there is a much smaller population. There is still a 
need for the service. The numbers are much smaller, though. I think if you were to look into what is 
available in terms of treatment in terms of pure numbers of FTE, you may well find that what is 
available regionally per capita might be a bit more generous than it is in the metro in some areas. 
But that does not tell the whole picture, because an FTE, for example, in Broome, even in Geraldton 
or Bunbury — 

Ms Daws: Pilbara. 

Mr Hunter: — in terms of what they can output in terms of the number of people they can see and 
service is always less than it is in Perth. It might cost you one and a half times as much to employ an 
FTE in Broome as it does in Perth. That person, particularly if they are doing some outreach, will be 
able to see half the people they can see in Perth. Suddenly, you have a service that for three times 
the money, you are getting the same value as—essentially, it might cost you three times to get the 
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same output in Broome as it does in Perth because you are going to get less out of the FTE and the 
FTE is going to cost you more. Pretty quickly, the investment in regional WA needs to be bigger, 
even though the services required actually are not enormous. I think, probably, it is still very patchy. 

Also in regional WA, you have the problem that if you just have a little problem in a service—it is 
poorly managed or there is turnover of staff, or housing is an issue and you are working only with a 
three or four-person service to begin with—suddenly, you have got nothing and that can persist for 
months. It is a much more difficult kind of service context to get right. 

Ms Daws: Tyranny of distance, the turnover of staff, the cost of management, smaller services—all 
of those things. That would not apply just to alcohol and drugs. If you think about aged care, for 
example—aged care, same thing—less service, fewer opportunities for people to access services in 
their homes, like they would in the Perth area. It is proportionate. 

Mr Hunter: In terms of raw gaps in the system, there is need for more residential rehab in the south 
west, which, hopefully, we will partly deal with with our service in Pemberton, if and when we can 
get it up and going. There is no residential alcohol and other drug treatment service in the great 
southern. Certainly, there is a strong argument that the great southern could do with a residential 
alcohol and drug treatment service. Every other region has one. 

Ms Daws: And there are no withdrawal units in any of the regional areas, which is problematic 
because people end up having to go to the local hospitals. This is where we should be using our 
expertise that we run in places like Next Step in a way that benefits the entire state, rather than just 
the metropolitan area. It is crazy that people do not have access. Even a low medical withdrawal 
service would be helpful — 

Mr Hunter: Yes, in some of the regions. 

Ms Daws: — when you consider that most meth users do not require a medical detox; they actually 
require a low medical detox, which is less costly than medical detoxes. 

The CHAIR: If you had to identify urgent expenditure into one particular regional area, where would 
that be—Kalgoorlie, Geraldton, Broome? Where would you see the immediate first step? 

Ms Daws: I would say the south west. 

The CHAIR: You would say the south west? 

Ms Daws: The south west and great southern. 

Mr Hunter: Those other regions may still be underdone but they have had investment. The 
Kimberley and the Pilbara have had reasonable investment in recent years in terms of growth in 
services. We are probably talking from our collective experience in the sector over a long time. In 
our current capacity, Cyrenian House has a regional service only in Broome, so our direct experience 
currently of delivering in a regional area is confined to the Kimberley and the West Kimberley up 
the Dampier Peninsula down to Bidyadanga. 

Ms Daws: That particular service in itself was under threat because it is funded by royalties for 
regions money, only extended at the very last minute. That was after the community really 
responded by sending letters saying, “This is not okay; you’re going to take the funding away from 
this service”, yet it is the only consistent thing they had had in the last four years, so we were able 
to convince the government to keep that going. 

The CHAIR: Can I confirm what pot of money did the ongoing funding come from? 

Ms Daws: Royalties for regions. 

The CHAIR: So it is still royalties for regions–funded for now. 
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Mr Hunter: We understand it is still royalties for regions money. 

Ms Daws: For now. 

The CHAIR: Can I please ask about prison-based drug treatment, if that is okay, because that is an 
area you have referred to in your submission? We are aware that is an area you are working in. You 
are, of course, operating the therapeutic community at Wandoo Rehabilitation Prison. Can you 
briefly explain the therapeutic community model? 

Ms Daws: The therapeutic community model is a model where the community itself contributes to 
the treatment of the individual. It is not about the scientist practitioner model that we as the 
qualified are doing to you; it is where you encourage input from everybody. The reason it is quite 
useful in a prison setting is because, normally, you would have prison warders walking around 
directing people where to do things. If you go out and have a look at the Wandoo facility, walking 
into the facility, straightaway what you will notice is that there is less pressure on the prison officers 
because the women in that prison setting are taking far more responsibility for their own behaviour 
through the mechanisms that you put in place—the group processes, how we hold people 
accountable for their behaviour and how we encourage the individuals to take on peer support 
responsibility with each other. It is not as simple as just saying, “Oh, we’ll make everybody peers”, 
it obviously requires you to generate a whole process of how that happens. But the mechanisms we 
use are things like, for example—I am trying to think what we would call it—flagging somebody’s 
behaviour. If you were walking around in the community and you were behaving badly, there would 
be an expectation from the other people in that therapeutic community to address that behaviour 
and that would come into a group setting. It is truly amazing when you see it happen in a prison 
setting because, as you know, you do not dob on your mates. You have that whole mentality to deal 
with. By creating an environment where people feel safe, where people feel secure to be able to 
speak their mind about what is really going on, it allows them to speak up and address the behaviour 
and it allows people to take responsibility. 

We have just had 10 women graduate from our therapeutic community, which has been operating 
for just over six months. Anybody that was in that graduation ceremony would have been reduced 
to an emotional reaction to what was going on because it was hard not to do that when you were 
listening to these women share from the heart their experience of what was going on. Out of those 
10, two women had already graduated and actually came back into the prison to graduate. Who 
does that? 

[4.40 pm] 4:39:19 PM 

Mr Hunter: They had already been released. 

Ms Daws: Yes, they had been released, but they came back willingly to graduate in that ceremony. 
To me, it is a no-brainer. We have all these people who are a captive audience. It has been a struggle, 
because dealing with the justice system, it is a highly bureaucrat system and they do not like to let 
go of power and control. What has been really interesting is just doing a little bit of argy-bargy with 
them around, “No, that’s not the way we run a therapeutic community. We’re not going do it like 
that. This is the way we’re doing it. You’ve contracted us to do this; this is how we are doing it.” We 
have had a lot of little tugs of war around how that works; for example, just managing a case 
conference and doing it in our style and not in a very—we include people in what is going on in a 
case conference. We like to do treatment with them and for them to be a part of it; not as an 
instructional thing of, “We’ve just worked out your treatment plan. This is how it is.” I am sure that 
is how it is now meant to be, but that is how it comes across in prison—we are doing it to you as 
opposed to with you. 

tre://ftr/?label=&quot;LCCO1&quot;?datetime=&quot;20190311163919&quot;?Data=&quot;8d4fdf46&quot;
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The CHAIR: It is early days, of course. 

Ms Daws: Very early days. 

The CHAIR: So what period of time do you think reasonably needs to have passed before we can 
have a genuine assessment as to its effectiveness towards recidivism? 

Ms Daws: One minor problem we have is the way that they are evaluating it. There is a particular — 

The CHAIR: Who is undertaking that evaluation? 

Ms Daws: The justice department. 

The CHAIR: So they have not developed that evaluation in conjunction with you? 

Ms Daws: Yes and no. 

Mr Hunter: They would say that they have, and I think there have been attempts to. It is a tricky 
one. We feel that we would have progressed it further and probably with a sharper methodology 
than we have seen so far from them. That is not to say that they will not get it together with us to 
do it right. 

Ms Daws: We have had some very good support as well from the justice system. We are not saying 
you know — 

Mr Hunter: I think the further up we go in the department, the better it gets. For example, the 
corrective services commissioner and the justice DG have been extremely supportive and very 
helpful whenever we have had contact with them. I think where we have butted up against some 
difficulty is where we have hit more at the middle management areas of the department, which are 
used to doing things in a particular way and have found it pretty challenging to think outside of the 
way that they have traditionally done things. I do not think that has been a huge surprise to us. It 
has been frustrating at times, but it has not been a huge surprise. 

Ms Daws: Interestingly, if you talk to the prison officers—the prison officers probably in the past 
would have been a group of individuals that you would say are very hard to shift; yet, those prison 
officers have responded exceptionally well. If you talk to many of them, they would say that their 
workload has decreased. 

The CHAIR: In your submission you make a lot of comparisons between what is happening in the 
prison system at the moment and how inadequate other treatment programs are within the prison 
system more generally. 

Ms Daws: We run another contract in the prison, and we have the current contract. We call the 
program “Adapt”. We do that in partnership with Holyoake. We run all the alcohol and drug 
interventions in the rest of the metropolitan prisons. 

Mr Hunter: In the public prisons, not the private ones. 

Ms Daws: They are interventions. They are like, we are going to go in and run, say, a program called 
“Pathways”, which is a 10-week cognitive behavioural therapy-type program. We run that, so they 
are more interventions as opposed to an entire program. But there are difficulties with the people 
being assessed as they are coming through, because they do the assessments and then they come 
through and we deliver the interventions. So they are struggling to get the assessments done. 
Therefore, our staff do not have the numbers that they should have in their groups even though we 
know the numbers are in there. So there are some problems going on around, I guess, managing 
the assessment process for people who require treatment. 

Mr Hunter: I think the system at the moment—Carol is right, the front end is struggling to assess 
enough people for the programs that we run. We would like to deliver more services under that 
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contract than we are currently delivering and it seems like the front end is the bottleneck in terms 
of the Department of Justice assessing enough people through. 

Ms Daws: And we would like to offer more innovative programs, which we do have, but there is a 
bit of fear about new interventions. 

Mr Hunter: That is right. That contract where we are delivering Pathways—Pathways was essentially 
designed by the department. Our offer initially to run services in the prison system was a more 
innovative mix, which includes Pathways and some more innovative and interactive-style programs. 

Ms Daws: The justice department bought that program—Pathways. They did not invent it; it 
purchased it. 

Hon COLIN de GRUSSA: Carol, the assessments, the assessment process, is that better handled by 
the department or would it be better handled by other experts? 

Ms Daws: We would love to assess. 

Hon COLIN de GRUSSA: Do you think there is an opportunity there? Clearly there is a bottleneck. 
We are aware of that. How would you address that? What would you do to address that? 

Ms Daws: It is cheaper to fund us than it is to fund them. If they actually gave us a decent amount 
of money, we would prefer do our own assessments for the therapeutic community, but also some 
of the other programs. 

Mr Hunter: That is right. As I understand it, when people are assessed, for example, to potentially 
come on one of the Pathway programs that we operate, a big assessment is done. Their alcohol and 
drug need is one element that is assessed. This big assessment has to happen before someone says, 
“Okay. Yes, and you are good for Pathways as well.” We, for example, are meeting with the 
department in a couple of weeks’ time. One of the solutions that we have already put and want to 
explore further is, “We would happily work with you just to do a little assessment for AOD stuff.” 
Start pumping them into the Pathways programs. The bigger assessment stuff can wait. Get them 
in and start delivering and do that. So I think there are some processes that are a bit clunky. 

Hon COLIN de GRUSSA: How long do those big assessment take to do, roughly? 

Mr Hunter: I am not an expert. I think the department would be better placed to answer it. 

Hon COLIN de GRUSSA: How quickly could you do the mini assessment? 

Ms Daws: The drug and alcohol assessment, we could do very quickly. 

Mr Hunter: In less than an hour. 

Ms Daws: Well, an hour probably. 

Mr Hunter: As long as we had a bit of background information on that person as well. Actually 
determining whether they are good for, say, a Pathways program is very straightforward. 

Ms Daws: There is a lot of information in the prison system already. We can get all that. We can get 
access to that; then doing the alcohol and drug component is our bread and butter. That is what we 
do. For us, it is not difficult. 

The CHAIR: I am very conscious of time; we are getting close to being able to finish up. I wanted to 
touch on the issue of property confiscation laws, which you put into your report. Of course, the 
actual laws are currently being reviewed. If you can elaborate further, from your perspective, on the 
effect these laws are having on people who are currently trying to deal with their addictions. 

Ms Daws: This is one of my pet things. I am also a clinical psychologist so I see some private clients 
as well; I like to keep my hand in. I can think of two cases, and many more, but two in particular. 
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The first concerns a young man who was arrested for 10 grams of methamphetamine. Now I am 
aware that is a trafficable amount. This man was a fly in, fly out worker. I would not describe him as 
being addicted to methamphetamine, but, like I said earlier, you keep using a substance, you could 
very easily get caught up in it. He was purchasing methamphetamine for his own use. He had a 
house, which he had purchased. He was in his late 20s or early 30s; he had purchased a house as a 
young apprentice, so he had a mortgage on that house. He had been working for a long time in fly 
in, fly out and he purchased another house in his late 20s. So you can see, most of his money was 
going into the normal things that people would do. He finished his work up north and was given a 
$35 000 payout, which was money he clearly had been paid out on. You can check all those things; 
they are very easy to check. All of his assets were seized. Both his houses were seized, his money 
was seized out of his bank, and then he is caught up in a court system which is going to take years 
to go through. So I am talking 12 months down the track, he cannot pay his mortgage, and even if 
he does pay his mortgage, it is going into something that has been claimed by the government. He 
is not able to pay his mortgage; he does not have the funds to pay his mortgage. He becomes highly 
depressed and dejected and thinks to himself, not only does he now have this problem of dealing 
with a charge, but he has had everything taken off him. There is a young woman, who is having a 
baby, who is his partner—he cannot provide for his family. I do not understand the value in seizing 
that man’s assets when it is pretty clear that the assets have not come from the proceeds of crime. 
They are pretty clearly assets that he owns. Why should they be taken from him? 

Conversely, we have an example of—we took over Serenity Lodge as an organisation about five 
years ago. 

The CEO of that organisation was charged with fraud and, in fact, after a lot of work from us, she 
was charged with close to $100 000 worth of fraud. Why are her assets not seized, then? She has 
just committed a really big crime where she has taken a huge amount of money. Not only that, she 
has taken it from an agency of people who are really less fortunate than myself, so a charitable 
organisation. She was rightly sent to jail for her offences, but none of her assets were seized. Why 
are there discrepancies in the law between somebody like her, who commits what you might call a 
white-collar crime? Why is she not subject to proceeds of crime? In fact, the court then ordered that 
she pay compensation, so then when she is out of jail, we have to pursue her for the compensation, 
whereas the other people just have their assets taken. So there are two people in that situation 
that, to me, that just does not seem like a fair deal. 

[4.50 pm] 

Another individual who was charged with assaulting his partner, the charges were later withdrawn. 
He was held in custody for six months, could not pay his mortgage, the house was seized. In fact, 
the charges were dropped. In the meantime, his house had been trashed and his payments were so 
far behind, he ends up losing his home. I do not understand the logic in those sorts of laws that 
create unnecessary hardship for something that is not even proven to be proceeds of crime. 

Mr Hunter: They do not pass the pub sniff test, some of those cases like that. Criminal confiscation 
laws are attractive and they are on the books everywhere. A couple of recent things I read are, again 
in the States, where they have challenged the constitutionality under the US Constitution of these 
types of laws, and mostly they are found constitutionally wanting, on two grounds at least. One is 
the due process clause of the US Constitution, and the second one is about the excessiveness of 
fines. Essentially, what they are saying there is that, in that instance, taking someone’s entire life’s 
work from them on the basis that they generated a portion of it from their crime is just ridiculous. 
At the same time, I think there are questions around due process in a Western democracy, where 
you are innocent until proven guilty. Balancing that in a way that makes sense in a system that is 
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supposed to operate that way starts to raise some uncomfortable questions as well. Conceptually, 
I think we agree: if a massive drug dealer has generated tens of thousands of dollars from selling 
drugs and we can comfortably prove that it was done that way, then by all means I do not think 
anyone would have an issue with that. It is just where it seems to be overreach. It seems appealing 
because it plays into the narrative of being tough on drugs and drug offenders, and it also provides 
a useful source of revenue for the government at the same time, but I think cases like that highlight 
that it is just unreasonable, and it really needs to be sharpened up in a way that is in the spirit of 
what is intended. 

The CHAIR: I am conscious that we have gone over time. I want to thank you for attending today. 
A transcript of this hearing will be forwarded to you for correction. If you believe that any 
corrections should be made because of typographical or transcription errors, please indicate these 
corrections on the transcript. If you want to provide additional information or elaborate on 
particular points, you may provide supplementary evidence for the committee’s consideration when 
you return your corrected transcript of evidence. After you have reviewed it, if you realise you 
should have made some additional points or would like to, you are very welcome to do so. 
Thank you very much for your time today and for being here. 

The WITNESSES: Thank you. 

Hearing concluded at 4.53 pm 

__________ 

 


