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Hearing commenced at 9.30 am 
 
 
DILLON, MR ERIC JOHN 
Acting Executive Director, Drug and Alcohol Office, 
examined: 
 
BROWNE, MS MYRA 
Director, Policy, Strategy and Information, Drug and Alcohol Office, 
examined: 
 
KIRBY, MR GARY JOHN 
Director, Prevention and Workforce Development, Drug and Alcohol Office, 
examined: 
 
 
The CHAIRMAN: On behalf of the Education and Health Standing Committee, I would like to 
thank you for your interest and your appearance before us today. The purpose of this hearing is to 
assist the committee in gathering evidence for its inquiry into the adequacy and appropriateness of 
prevention and treatment services for alcohol and illicit drug problems in Western Australia. You 
have been provided with a copy of the committee’s specific terms of reference.  
This committee is a committee of the Legislative Assembly. This hearing is a formal procedure of 
the Parliament and commands the same respect given to proceedings in the house. Even though the 
committee is not asking you to provide evidence on oath or affirmation, it is important that you 
understand that any deliberate misleading of the committee may be regarded as a contempt of 
Parliament. This is a public hearing and Hansard will be making a transcript of the proceedings for 
the public record. If you refer to any document or documents during your evidence, it would assist 
Hansard if you could provide the full title for the record. Before we proceed to the questions we 
have for you today, I need to ask you a series of questions. Have you completed the “Details of 
Witness” form?  
The Witnesses: Yes. 
The CHAIRMAN: Do you understand the notes at the bottom of the form about giving evidence to 
a parliamentary committee?  
The Witnesses: Yes.  
The CHAIRMAN: Did you receive and read the information for witnesses briefing sheet provided 
with the “Details of Witness” form today?  
The Witnesses: Yes.  
The CHAIRMAN: Do you have any questions in relation to being a witness at today’s hearing?  
The Witnesses: No.  
The CHAIRMAN: Thank you very much for your submission. We might ask you to make your 
presentation. Following your presentation, I know committee members have some questions about 
the submission. They will probably have some questions about the presentations and also some 
questions that we ask most people who appear before the committee so that we can get a general 
feel for the key problem areas and the ways to manage those problem areas.  



Education and Health Tuesday, 11 May 2010 — Session One Page 2 

 

Mr Dillon: Thank you for the opportunity to provide information to the committee this morning. In 
addition to the slides, a copy of which we are able to distribute today, we have an accompanying 
paper that contains the references. It will be possible to go back and look at where some of the facts 
and figures have come from. We thought that would be of assistance to the committee.  
The CHAIRMAN: Could you provide us with a copy of that paper now? We will take that as an 
attachment to your submission.  
Mr Dillon: Today is an opportunity to focus on the issue of costs of alcohol use within the Western 
Australian community. In doing that, I would like to start with a few key messages. Firstly, alcohol 
problems cause significant social, physical, emotional and economic costs throughout the 
community. We can prevent the majority of alcohol problems with comprehensive action. There is 
no quick fix to these things. It requires a comprehensive range of actions and for those actions to be 
administered over a reasonable period. These things cannot be changed quickly. For those with 
alcohol problems, a range of accessible treatment options is required. That is really about being able 
to offer more than a one-size-fits-all solution. A range of treatment options has to be readily 
accessible, and we need to know that the treatment works and is cost effective. The final point is 
that further investment in prevention and treatment will more than pay for itself in reductions in the 
cost of alcohol problems to the community. It is a very positive process to do more in terms of 
prevention and treatment because the dividend for the community far exceeds the cost of taking that 
action.  
I will give a little background about the Drug and Alcohol Office. I am sure you are familiar with 
our role. We are basically a statutory authority with our own board and we report to the Minister for 
Mental Health. We work very closely with the Department of Health. We are the state government 
agency that is entrusted with responsibility for policy development, prevention and alcohol and drug 
treatment services. The key areas that we cover are prevention and treatment. We have our own 
treatment arm in the form of Next Step services but we also fund a wide range of non-government 
and government treatment services in the field. We provide the Alcohol and Drug Information 
Service and the Parent Drug Information Service. We provide a comprehensive workforce 
development service. We provide a policy development strategy and information development 
service, which includes research, and we have an Aboriginal programs branch that focuses 
particularly on the needs of Aboriginal people and the strategies that work best for them. I should 
also say that we work very closely in partnership with the commonwealth government on a range of 
issues, particularly the Department of Health and Ageing. We also work with the Office for 
Aboriginal and Torres Strait Islander Health. In the state jurisdiction, we have strong liaison with a 
number of departments, in particular, mental health and the Mental Health Commission, the 
Department of Health, the Department for Child Protection, the Department of Corrective Services, 
the police and others. That gives a bit of background of the role that we provide and who we work 
with.  
Again, just by way of background, DAO has previously provided submissions that incorporated a 
three-part arrangement, whereby there was an overview, a detailed paper on opioid 
pharmacotherapy and then a main submission that covered illicit drugs, alcohol and prescription 
drugs. Out of that, there were 39 recommendations with some broad themes, as set out in that slide, 
but very briefly covering changes to the legislation, including the Liquor Control Act, enhanced 
access to a broad range of treatment options, increased prevention activities at a broad population-
based level, with additional targeted interventions for at-risk populations, further development of 
early intervention strategies, enhanced regional capacity and service delivery, improved capacity of 
specialist workers, primary health care and Aboriginal sectors who deal with alcohol and drug 
problems and the strengthening of existing school alcohol and drug education. I think I indicated at 
the outset that an alcohol paper is in development to further advise the committee. We expect that to 
be available for you very soon.  
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[9.40 am] 
I now move to the main subject matter of alcohol consumption. Australia is ranked in the top 20 per 
cent of countries in overall per capita pure alcohol consumption. That places us 34 out of 
185 countries, so we are not the highest but we are certainly not the lowest either. We share many 
problems with other similar countries. The issue as much as anything is about how we drink, rather 
than just the amount that is consumed. By that I mean that there is a significant issue in relation to 
binge drinking and also long-term high rates of consumption for some areas of the community. Just 
to explore that in a bit more detail, it is estimated that about 61 per cent of all alcohol consumed in 
Australia is consumed at rates above the recommended alcohol guidelines. Again, that is about the 
way we are consuming alcohol as a society. It is the most common drug used in WA except tobacco 
and it causes the most drug-related harm. There are approximately 4 256 liquor licences active in 
Western Australia and that equates to about one liquor licence for every 400 adults in the state. Our 
per capita pure alcohol consumption in WA has increased from about 9.3 litres of pure alcohol in 
1991 to 12.66 litres in 2004–05, so that is a real increase of about 36 per cent. That equates to about 
3.3 standard drinks for every person aged 14 and above—3.3 standard drinks per day indefinitely. A 
similar sort of equation is that equates to about — 
The CHAIRMAN: Sorry, was that for every person? 
Mr Dillon: To reach that level that would be every person aged 14 years and above drinking about 
three and one-third standard drinks per day for the entire year, or another way of looking at it is 
33 cartons of full-strength alcohol per person over a 12-month period. If you take out the people 
who do not drink at all, and you start to look as well at the regional areas where consumption is a lot 
higher, then you can see that the level of consumption per person can be massively more than the 
amounts that I have just described because those are averages that we are talking about.  
Eighty-six per cent of Western Australians over the age of 14 describe themselves as “recent 
drinkers”; that means they consumed alcohol in the past 12 months. Levels of alcohol consumption 
considered risky or high-risk are higher in Western Australia than nationally and in some regions 
they are much higher than the national levels. This chart before you now [indicating the table on the 
“Alcohol consumption—recent and risky” PowerPoint slide] and the one that will follow gives 
some indication of the range of difference between the levels of alcohol consumption. This 
particular chart shows that alcohol consumption between 2001 and 2007 in terms of those who used 
within the last 12 months has been fairly static. Short-term risky drinking is also reasonably static 
and long-term risky drinking is slightly up. When looked at in detail, what that chart really shows is 
that about two in five people in WA are drinking at levels likely to cause harm in the short term, 
and one in 10 people in WA are drinking at levels that place them at long-term risk of developing 
significant health problems. The other thing about that chart is that despite our best efforts at the 
moment, over time, in that time period at least, risky drinking levels are not significantly coming 
down. In fact, in terms of long-term risky drinking, the trend is marginally in the other direction. 
Some other interesting statistics around this are that for people who are 14 years and above, 
one in five drink at short-term risky or higher risk levels at least once a month. The preventative 
health task force summarised in its report recently that that equates to about 42 million occasions of 
binge drinking in Australia each year, so that is a substantial number.  
In terms of alcohol consumption for 12 to 17-year-olds, for WA school students in the ASSAD 
survey aged 12 to 17 years old in 2008, 63.9 per cent indicated that they had consumed alcohol in 
the past year, 40 per cent in the past month and nearly 27 per cent in the past week. Almost 16 per 
cent said that they have not consumed alcohol in their lifetime. The survey also showed that more 
girls are drinking at riskier levels than boys—32.5 per cent compared with 26.5 per cent of those 
who drank in the week before the 2008 survey. In addition, 70.3 per cent of those who consumed 
alcohol drank under adult supervision, 45.8 per cent obtained alcohol from their parents, with 23 per 
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cent receiving that from their friends, and 42.3 per cent of the time alcohol was consumed at home, 
at a party for 24.5 per cent of the time, or at a friend’s house at 17.1 per cent of the time.  
I mentioned earlier about alcohol consumption varying between regions. This particular slide 
[indicating the “Alcohol consumption and harm regional differences” slide] highlights some of 
those differences. You can see that the per capita alcohol consumption on the left-hand column on 
the page shows that the WA rate in 2003–04 was 11.8 litres. The rate for the north of the state, 
Pilbara and Kimberley, was almost twice that at 23.6 litres. In the central area—that is, sort of the 
Mid West, Gascoyne, running down through into the Goldfields—it is about the 18.6 litre mark. In 
the South West it is about 13 litres and the lowest rate is in the metro area at 10.5 litres. To the right 
of that column is some detail around alcohol-related deaths per 10 000 people and that data is from 
2001. That shows that the alcohol-related deaths correlate quite closely with the level of 
consumption of alcohol as shown in the first column—3.7 deaths per 10 000 people for the north, 
running down to 1.5 deaths per 10 000 people in the metropolitan area. Hospitalisations again 
follow a similar sort of profile, although clearly the numbers are different, being very significantly 
higher levels in the north and central areas of the state. On the right-hand side in terms of the 
Indigenous population, I guess what is told in that column is the impact that those consumption 
levels have on the Indigenous population because the level of Indigenous population in those more 
remote areas is higher and therefore with those higher consumption levels that plays out in terms of 
greater harm to the Aboriginal community. 
Looking at alcohol consumption in Aboriginal people, a higher proportion of Aboriginal people do 
not drink when compared with non-Indigenous people—those rates are 23 per cent compared with 
17 per cent, so I think that is something worth noting. But we do know that for those who do 
consume alcohol, they do so at higher risky or high-risk levels for both the short and the long-term 
when compared with non-Indigenous Australians. I will not go through the detail there but it is on 
the slide [indicating the “Alcohol consumption—Aboriginal people” slide] in terms of those higher 
rates. In 2004–05, the proportion of people aged 18 years or older who consumed alcohol at a 
higher risk level were eight per cent for Indigenous people and six per cent for non-Indigenous 
people. There is a higher prevalence of high-risk alcohol consumption in Aboriginal people in WA 
remote areas compared with Aboriginal people at the national level.  
In terms of social and economic costs, I guess the key message, which I gave at the outset, is that 
there are significant social and economic costs throughout the community, not just confined to the 
Indigenous community, in relation to harmful levels of consumption of alcohol. In terms of overall 
costs, in 2004–05 it was estimated that the total social cost of alcohol in Australia was 
approximately $15.3 billion. Those costs relate to crime, health, workplace productivity, 
productivity in the home, road accidents, fires and intangible costs such as loss of life and pain and 
suffering.  
[9.50 am] 
It is likely that those costs are significantly underestimated. DAO conservatively estimates that the 
social cost of alcohol in WA is at least 9.87 per cent of the national total based on the WA 
proportion of the Australian population in 2006; therefore, the cost in WA would be $1.51 billion. 
By comparison, in the same period in 2004–5, the real social cost of illicit drug use was an 
estimated $8.2 billion. It is still an important statistic and a very significant amount of money, but it 
is substantially less than the costs caused through harmful alcohol use. 
I will give a little more detail in terms of the overall cost breakdown. In terms of crime—that covers 
things like the cost of police, prisons, courts, violence and lost productivity of prisoners who are 
incarcerated—the cost attributable to alcohol is estimated at $1.7 billion; to illicit drugs, $4 billion; 
and for both, $1.4 billion. In terms of health, which covers medical, hospital and nursing home costs 
and pharmaceuticals, alcohol costs came out at about $1.98 billion and illicit drugs at about 
$202 million. In terms of general productivity costs in terms of lost production in the workforce and 
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absenteeism, alcohol costs were about $3.5 billion and illicit drugs were $1.6 billion. In terms of 
road accidents, which includes deaths, injuries, property damage and repairs, alcohol costs were 
$3.1 billion and illicit drugs were $702 million. 
In terms of national health-related costs, between 1996 and 2005 an estimated 32 696 Australians 
over 15 years of age died from alcohol-attributed disease and injury. Between 1995–96 and 2004–
05, over 800 000 Australians aged 15 and over were hospitalised for alcohol-attributed injury and 
disease. Substantial health risks rapidly increase once a person drinks above the low risk levels 
recommended by the NHMRC, and risky alcohol use is associated with many health problems. It is 
a major factor in terms of injury, stroke, cancer, liver disease, cardiovascular disease and 
pancreatitis. The health benefits of alcohol are often exaggerated, and consensus is that no-one 
should start or continue drinking because of the alleged health benefits. 
In terms of the health issues related to Western Australia, between 1997 and 2005 alcohol was 
attributed to nearly 4 000 deaths in Western Australia. In 2005 in Western Australia, there were 
9 137 alcohol-attributable hospitalisations and 289 alcohol-attributable deaths. The 2006 total 
hospitalisation costs for alcohol were estimated at more than $33 million, other than the emergency 
room presentations. In 2005–06 the cost of alcohol-related accident and emergency department 
attendances for injury and assault was estimated at $7.15 million, excluding road trauma and law 
enforcement costs. In 2006 the cost of conditions such as alcohol intoxication and withdrawal in 
metropolitan accident and emergency departments was over $1.15 million. Alcohol is the most 
common principal drug of concern for people attending WA alcohol and drug treatment services. 
That figure was about 39 per cent in 2008–09. 
I indicated before that the costs related to alcohol harm in the community are very often 
underestimated. A good example of that is foetal alcohol spectrum disorder. FASD describes a 
range of disabilities and effects that can be caused through prenatal alcohol exposure. Foetal alcohol 
syndrome is the most severe end of the spectrum and its effects can be devastating. The intellectual 
impairment associated with FAS is permanent, and children with FAS and/or FASD can have poor 
growth, birth defects, abnormal brain structure and function, behavioural problems and social skills 
deficits. There is no current specialist diagnostic or therapeutic service for FAS in Australia. 
Diagnosis of FAS can be difficult, and generally there is a great deal of misdiagnosis or under-
diagnosis of the extent of the problem. It is an area that we are learning about as time goes by and it 
is a very significant area of concern. As I have said, the rates of FAS are likely to be significantly 
underestimated. One estimate puts the prevalence of FAS in Western Australia at about 0.5 per 
1 000 births. FAS rates may be higher than anticipated in some areas of Western Australia, such as 
in the Kimberley. The paper that we have supplied provides some more information about other 
estimates that have been provided around that. Australian surveys have found that 14 to 20 per cent 
of women report binge drinking during the three months prior to pregnancy, and during pregnancy 
up to 59 per cent of women report consuming alcohol at some time. Pregnant women are now 
advised that no alcohol is the only way to ensure no alcohol-related harm to the unborn child. 
In terms of other social costs, of which there are many, in WA a 2008 survey found that 56 per cent 
of people had been affected or knew someone who had been affected by the actions of someone 
who was drunk. In another survey of Australians, 84 per cent of people indicated concern about the 
impact of alcohol in the community. In relation to crime, as you would be aware, alcohol is 
associated with a great deal of crime—more than all illicit drugs combined. Up to 20 per cent of the 
WA Police budget is spent on alcohol-related matters. It is estimated that between 41 and 70 per 
cent of violent crimes are committed under the influence of alcohol. One in three regularly violent 
prisoners self-reported dependence on alcohol and just under half reported being intoxicated when 
they committed their most serious offence. Eighty-seven per cent of intimate-partner homicides 
among Aboriginal people were indicated to be alcohol related. 
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In relation to getting drunk and high-risk behaviour, the consequences of alcohol consumption and 
binge drinking can include motor vehicle accidents, falls, burns, suicide, and assaults including 
domestic violence. It also generates increased potential for unsafe sex, property damage, antisocial 
behaviour, depression and relationship breakdown. We know that Western Australians are more 
likely to engage in harmful and risky activities while intoxicated when compared with national 
rates. There is one significant rate at the top of that particular table that shows that the rate for 
driving a motor vehicle while intoxicated was significantly higher in Western Australia than the rate 
for the national average—at 19.8 per cent compared with 14.3 per cent. Those other activities also 
have some larger rates. 
In terms of verbal and physical abuse, in 2007 Western Australians were more likely to be put in 
fear or physically or verbally abused by a perpetrator under the influence of alcohol than nationally. 
There is some detail in that chart in terms of how those figures play out for various types of abuse. 
There are some other interesting statistics around this. It has been estimated that 13 per cent of 
Australian children aged 12 years or below are exposed to an adult who regularly binge drinks. It is 
also estimated that 31 per cent of parents who have been involved in substantiated cases of child 
abuse or neglect have an alcohol problem. In terms of some further information about the impact of 
alcohol on Aboriginal people in communities, we know that Aboriginal people in WA experience a 
disproportionate burden of the harms and diseases relating to drug and alcohol use. Alcohol causes 
up to 10 per cent of Aboriginal deaths compared with about five per cent of non-Aboriginal deaths.  
[10.00 am] 
In Western Australia from 2003–04 alcohol-related death rates were five to 19 times higher for 
Indigenous than for non–Indigenous Australians. The average age at death from alcohol-attributable 
causes among Aboriginal people is about 35 years. Alcohol is identified by Aboriginal people as the 
biggest issue of concern facing their communities. Alcohol is closely linked to Indigenous violence, 
offending and incarceration. In Western Australia in 2008 the total prison population was 3 766 and 
Indigenous prisoners represented over 41 per cent of this population. Sixty-eight per cent of adult 
Aboriginals detained by police tested positive to a range of drugs with almost 64 per cent self-
reporting that they had consumed alcohol within the past 48 hours prior to their arrest.  
Suicide rates for both Indigenous males and females are significantly higher than among non–
Indigenous Australians and alcohol is a contributing factor in 40 per cent of Aboriginal male 
suicides and 30 per cent of Aboriginal female suicides.  
Why is that we are drinking at such harmful levels? I would like to talk now about Western 
Australia’s drinking culture. Drinking to excess and getting drunk is often tolerated, supported and 
celebrated. That is very much embedded within society and our current culture. A recent survey 
found that about 77 per cent of Australians aged 14 years and over considered the regular use of 
alcohol acceptable. It also found that 44 per cent of people considered it appropriate to get drunk, 
and of that 44 per cent 13 per cent indicated it was always appropriate, even in front of children. 
The costs and harms associated with the drinking culture in Western Australia impact on everyone, 
not just a small group of people traditionally branded as the problem. It is often said that we just 
need to focus on the problem drinkers. The reality is that our drinking culture is widespread and we 
need to address it at a population level and not just focus on those who currently have a significant 
drinking problem. It is hard for responsible drinking to take place if getting drunk and regular 
harmful consumption is the accepted norm and where there is pressure to drink at high levels.  
The role of advertising and industry pressure also needs to be taken into account when looking at 
Western Australia’s current drinking culture. Alcohol is marketed by a range of manufacturers and 
retailers through advertising, placement and availability and this influences drinking patterns and 
consumption in no small way. Young people’s exposure to alcohol advertising predicts the onset of 
drinking and increases levels of consumption. As a result of marketing and industry pressure, the 
WA community has experienced increases in availability in terms of hours of the day, days of the 
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week and venues. We are establishing an expectancy that alcohol will be available anywhere and at 
any time. The number of alcohol-free environments for families and children outside the home are 
becoming less common. To achieve sustainable change, we need a culture that discourages risky 
alcohol use. We know that we can reduce the harm caused by excessive alcohol consumption.  
I mentioned at the outset that what is required is comprehensive and coordinated action. There is no 
quick fix to these issues. Action will need to be taken over a significant period of time. We know 
that we can prevent the majority of alcohol-related problems with coordinated and comprehensive 
action. A 2008 Australian study found that it should be possible over a period of time to reduce the 
social costs of alcohol abuse in Australia by approximately half. The national Preventative Health 
Taskforce has set some targets in its report. I would commend that report to the committee because 
the targets it has set for 2020 are to reduce some of the problems by between one-third to a half 
during that period by a range of actions that you will find are very consistent with some of the 
actions we will propose today.  
In terms of prevention, and this is where a lot of effort needs to be made. The issue with treatment is 
that while we know it works and we certainly need to provide it, a lot of harm has already been 
done by the time you get to that stage. Prevention is absolutely critical and as part of that activity 
we need to focus more on the area of public education. We need to be looking at regulating the 
availability of alcohol; the enforcement of liquor laws; regulating the advertising of alcohol 
products; and looking at price mechanisms that can result in price increases for alcohol, because we 
know that it is a product that is price sensitive. As price goes up, generally consumption goes down. 
Issues that have been discussed around that include the issue of volumetric taxation, which has been 
looked at by the national Preventative Health Taskforce and was recommended by it as an area of 
action, as indeed did the Henry tax review, the results of which were released a week or two ago. 
Screening and brief intervention are also important preventative issues. These actions can occur as a 
range of strategies across each of the jurisdictions. Some of them are more appropriate at a national 
level, because predominantly the powers to do some of these things reside at that level. Others of 
these actions reside at a state level or in local jurisdictions.  
Mr P. ABETZ: What is a brief intervention?  
Mr Dillon: A brief intervention can be, for example, when people perhaps attend their GP or they 
may attend an accident emergency department or may be admitted as an inpatient for elective 
surgery or some other procedure and the health professional who is interacting with them in taking 
their medical history covers the use of their substance use. If it is indicated during that interaction 
that they may be consuming above levels that are desirable, then they can have a brief interaction 
with them—counselling, basically, in brief terms, about the harms that can occur in relation to that 
and the other assistance that they can get to address that.  
Ms L.L. BAKER: Is it screening?  
Mr Dillon: It is a form of screening, in effect, but it can go beyond that in offering advice and 
guidance on how to address their alcohol use and pointing them in the right direction to other 
services that might be available; perhaps giving referrals to a treatment agency if that is warranted 
or just guidance about how to reduce consumption.  
This next slide is mapping out for you the selection of activities that I just described and where 
some of things might usefully be done. There are a few there that predominate in the national 
jurisdiction, a good number at the state level and also a range of actions that can occur in the 
locality. It is important to bring these things together as much as possible so that it is a concerted 
range of actions operating in each of the jurisdictions that work together in concert to bring about 
the best possible results.  
In terms of treatment, there is a substantial evidence base confirming that treatment is effective; it 
really does work and it is very cost effective. A range of treatment types is required. We have 
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outlined in much more detail in a previous paper that we provided to the committee the range of 
treatments that are appropriate. We will provide some more information about that in our paper 
regarding alcohol. The main forms of treatment are outlined on the slide—intoxication 
management, and much of that revolves around sobering-up centres; inpatient detoxification; 
outpatient and home detoxification; residential rehabilitation; counselling in its various forms; brief 
interventions, which we have already touched on; forms of pharmacotherapy; and diversion 
programs, whereby police or courts can mandate people into treatment programs.  
Our approach in Western Australia is very much consistent with national and international 
strategies in dealing with problems related to alcohol. We have a Western Australia alcohol 
strategy, which operates under the national framework detailed in the national alcohol strategy, 
which has now been extended out to 2011. We have our own strategic framework, which is outlined 
in our alcohol plan. 
[10.10 am] 
That operates in conjunction with the corresponding “Strong Spirit, Strong Mind” plan, which 
relates to how best to roll out these strategies for Aboriginal people and Aboriginal communities.  
In terms of options for consideration of how to address some of these issues, we have already 
provided quite a wide range of options for consideration in our previous paper, and will further 
expand on these in the paper that we will provide shortly on alcohol-related issues. The key 
priorities that we think should be focused on are concentrating on prevention, intervening before 
problems become entrenched—early intervention—making sure there is ready access to effective 
treatment and support services and providing strategic coordination and capacity bending. Much of 
that revolves around agencies working together very actively and working with communities—
understanding what will work for them and helping them to bring about change for themselves, with 
our assistance, and strong law enforcement. 
A case in point, I guess, that I would like to highlight relates to the work that occurred in Fitzroy 
Crossing. I have to say that this was very much a case in which the community indicated that it had 
had enough with the severe problems that were occurring in that community with alcohol-related 
harm. It sought assistance and worked with the Drug and Alcohol Office and a range of government 
entities in trying to address that. Evaluation of a range of activities was carried out. Much of the 
early work involved some quite significant alcohol restrictions in relation to takeaway alcohol, but a 
range of other initiatives were also put in place to assist that community. The overall effect shown 
by that evaluation was overwhelmingly positive. There have been major improvements in terms of 
health and social behaviour. An 18 per cent reduction in the average number of total police tests has 
been identified each month; a 28 per cent reduction in the average number of alcohol related tasks 
attended—71 per month pre-restriction; and 51 post restriction. There was a 36 per cent reduction in 
the average number of alcohol-related emergency department presentations and there has been a 
reduction in suicides, ambulance callouts, violence and abuse towards staff, cases of attempted self-
harm, after-hours presentations and overall trauma due to alcohol abuse. The community still has 
ongoing problems, but the restrictions have allowed us to interact much more actively with the 
community. We are getting much more engagement now in a range of programs because the 
community can see what is possible once the major problems associated with excessive alcohol 
consumption have been addressed. Some quotes from community members in Fitzroy Crossing are 
set out as follows — 

Overall, people are buying more tucker and not getting grog only. Before, people just drank 
and thought no-one cared about them. But for some, the ban made people see what they 
could do for themselves and they are taking the opportunity to change their lives.  
We used to see drunks by the side of the road but now we see people heading down the river 
to do fishing or visiting family.  
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Those are some of the positive feedbacks we have had from the community. We have had lots of 
others as well and a lot said about more people attending school, children being awake during 
school time and more able to engage with classroom sessions. The spectrum of improvement across 
that community has been enormous.  
We have seen similar changes in Halls Creek and there is a groundswell now in a number of 
communities in the Kimberley in particular, particularly those more remote communities outside 
places like Halls Creek and Fitzroy Crossing, where they are seeking assistance to impose dry 
community status. Again they want to get control of the amount of alcohol that is in circulation and 
use that as an opportunity to engage in a lot of the other programs that are now starting to feed into 
the issues around “Closing the Gap”. The committee will be aware of some major commonwealth 
and state funding that is going into closing the Indigenous health gap. That covers a spectrum of 
things such as housing, employment, training, education and a range of other initiatives, including 
health. Engagement with that is very difficult if a community is in a state of dysfunction due to the 
level of alcohol consumption, so making progress in these areas is critical to getting the best effect 
from that national and state investment in trying to improve the health status and life expectancy of 
Aboriginal people. 
The CHAIRMAN: Thank you very much Eric. At this point I will suspend the hearing for five 
minutes so that people can visit facilities and give us a change to have a drink. That was an 
excellent presentation. I think you have answered many questions. There will still be some 
questions that you have made people aware of that we would like to ask you.  

Sitting suspended from 10.15 to 10.20 am 
The CHAIRMAN: Thank you for a wonderful presentation. I will start the ball rolling with 
questions. That was a very good overview for us. In some of the earlier slides that you gave as part 
of your presentation, the data was for 2001, 2002 and 2003, rather than more current data. You gave 
us both national and local data for those years. I would like to get some more recent data. When will 
more recent data be available? I am also interested in data in relation to alcohol consumption and 
liquor outlets. How is that data collected at the moment, and how is it used by the department? 
Mr Dillon: The data sources that we have used are those that are available at any particular point in 
time. Quite often they relate to specific surveys that have been carried out, some of which are 
national surveys. There tends to be a fairly significant time lag in the data that is available. With 
some further specific examination, we might be able to update some aspects of the data. We will 
take that on notice and see whether any more recent data is available, particularly if the committee 
would like to highlight some areas of the data on which it would like some further clarification or 
some updating. Generally speaking, though, we have provided the latest data that is available to us. 
I am not sure whether Gary can add anything to the information that is available. I know that for 
some of the health information there is a significant time lag in terms of that data becoming 
available.  
Mr Kirby: Dr Woollard, what was the question that you are going to? 
The CHAIRMAN: It was about that old data. But I am also interested to know—because we have 
seen those remote communities—how the data about outlet sales and consumption is collected, and 
how that data is used. You gave a brilliant presentation about the decrease in the rates of suicide and 
abuse. There are various things that you have put there. I want to know about outlet sales and 
consumption. What data do you have about that? 
Mr Kirby: Western Australia is in a very, very fortunate position. I say that because back in 1996, 
there was a High Court decision—sorry; I am going into a history that you obviously already 
know—that the states can no longer collect excise for tobacco, alcohol and petrol. One of the 
things, fortunately, that Western Australia did was to continue the collection of wholesale sales 
data. That in effect gives us the consumption data. So, all of the data that was presented to you is 
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based upon that wholesale sales data. That is a particularly efficient means by which we can get at 
least statistical locations and further information about the sorts of alcohol sales that are going on at 
various retail outlets. Why do I say it is more efficient? Well, rather than encumbering retailers with 
that responsibility, if we get that information from the wholesalers, we get a sense of it. We need to 
acknowledge that it is an incomplete data set. There are cross-border sales that go on. But 
nonetheless, that has been an ongoing problem. So we are very fortunate in the sense that even 
though we are aware of the incomplete nature of it, it still gives us a very good idea of the sort of 
consumption that is going on in those various areas. We have that data down to the statistical 
locations and we have it for as recent as 2008. That is collected through the means of the Liquor 
Control Act. So, while it is information that is gained by the Department of Racing, Gaming and 
Liquor, it is obviously valuable information to us, to Health and to Police. Arguably, if we look 
forward, it also gives us a way to look at outlet density. Outlet density, as you would appreciate, 
relates to the range of different outlets that are around. There is international research that suggests 
that we can go to models that will enable us to start planning or to get some sense of, well, if we 
start to increase the number of licences or particular types of licences, what will that do to the level 
of alcohol-related problems in the community? Because of this gold standard that we have, and 
because of some internationally-renowned work that has been done at the National Drug Research 
Institute here, that suggests that we may well be at the cusp of being able to develop outlet density 
modelling that can then be of use, as you would appreciate, to state agencies in looking at the 
impacts of what has happened and what might happen going forward. That data may also be very 
useful to local governments in terms of town planning et cetera. So it starts to become not only a 
retrospective but also a particularly prospective tool.  
The wholesale sales data has been fairly critical. We are extremely fortunate to have this ongoing 
collection, and all credit is due, I think, to the various governments that have kept that in place. The 
Northern Territory has retained it; Queensland has just reinstated its ongoing collection of this data; 
and I understand that the new government in South Australia had as one of the things in its election 
platform that it was going to reinstate that. It is interesting that other jurisdictions are starting to 
recognise how important it is. That is recognised internationally as well. That gives us an important 
bedrock to the story about alcohol-related harm in an area. We then start adding police and health 
data to that, and information that we garner from the rest of the community in terms of some of the 
other alcohol-related data. That then enables us to tell a very rich story about the nature of the 
problems. That is important for us in terms of knowing where the problems are, but also where we 
might need to concentrate our resources and work and the impact of policy decisions and policy 
initiatives as we go forward. 
The CHAIRMAN: Gary, that sounds fantastic. Can you—perhaps not now but by way of 
supplementary—identify the section of the act under which we can look at that data? One of the 
things that we would like to do as part of our report, when we finally present, is present some of that 
data, particularly the data for specific areas. It sounds as though you are ahead of the game in 
collecting that data. That will be very useful data for the government, and, as you say, for local 
councils, in their future planning to help combat the problem with alcohol in the community. So if 
you could give us that information by way of supplementary, that would be very useful. 
Unfortunately, we are limited in time this morning, because the person who will be presenting 
second in fact came early, so we will have to start the next presentation at 10.45 am. Therefore, I 
hope you will not mind, but some of our questions from today’s presentation we are going to have 
to put to you in writing. I know that other committee members have some key questions, so we will 
take a couple of questions from other committee members, and I will then come back to you with 
some questions that I want to ask. 
Ms L.L. BAKER: On that subject of the density of liquor outlets, most politicians in this state are 
being lobbied fairly heavily at the moment around the whole question of liquor licensing. I noticed 
from your table about prevention strategies that you do not acknowledge the fact that the federal 
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government has control over national competition policy, which is often used as an excuse about 
why we could not possibly regulate liquor outlets. I think that is a real issue that we have to get 
around, and I would be really interested to hear your views either this morning or later in writing—
it is up to you—about that issue, if you have put any thinking into it. Do you want to respond to that 
one? 
[10.30 am] 
Mr Kirby: If I might, I would suggest that we respond to it in two ways. I will make a quick 
comment, and then perhaps we will get into more depth in terms of writing. The competition policy, 
as far as I understand it, serves to, as it suggests, make a free and level playing field. What it does 
not do is prevent us from looking after the interests of the community and protecting the 
community. 
Ms L.L. BAKER: Correct. 
Mr Kirby: So competition policy enables us to do that. It is not about, as far as I understand it, 
protecting one part of industry against another; it is about protecting the community and looking 
after the community interest. We have done some work around that. 
Ms L.L. BAKER: Sorry; I think it is the other way around. NCP is about the free market and the 
level playing fields as distinct from community service obligations. 
Mr Kirby: It enables us to look after and protect the community. That is one reason why you would 
regulate, and continue that regulation as well. Again, I will refer you back to a couple of other 
pieces that have been done for the ACCC as well. 
Ms L.L. BAKER: Sorry; can I just confirm that? Are you saying that NCP actually allows you to 
respond to the community? 
Mr Kirby: One of the things that has been put into place in a number of jurisdictions is the notion 
of public interest assessments. 
Ms L.L. BAKER: Got you. 
Mr Kirby: Yes. That is the level of detail that we are not able to go to at the moment, but I think 
we are talking the same language, yes. 
The CHAIRMAN: Could I maybe follow on on the same point, because I am a bit concerned about 
the red tape report that was published several months ago and the impact that this may have in 
relation to control of alcohol. Would you care to discuss whether that may assist or worsen the 
problems that we have if we restrict some of the current checks and balances that we have? 
Mr Dillon: If I may comment on that first, but feel free, Gary, to also do so. I guess you would be 
aware that that is a matter that is currently receiving consideration by government, so it is difficult 
to comment in that policy space other than to say that the evidence shows that alcohol is no ordinary 
product and, therefore, special arrangements need to apply through licensing, for example, that 
moderate the extent to which it is available. Any changes that would impinge on that and reduce 
some of those controls have potential to increase the supply of alcohol and also thereby potentially 
increase the harms that flow. So I think that any government in any jurisdiction needs to reflect 
carefully about that; that is, it is about balance. But the view should be that because alcohol is not 
an ordinary product, and that it can generate significant harms if it is misused, there needs to be 
significant caution, and the emphasis needs to be on protecting people’s health and welfare. 
Ms L.L. BAKER: My follow-up question is on a different subject. I would like to know whether 
the Drug and Alcohol Office has an opinion about what you have seen around the impact of 
restricted trading hours where they have been put into place in WA. 
Mr Dillon: Like nightclubs and — 
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Ms L.L. BAKER: Yes, like the Northbridge trial that has just happened. Do you have an opinion 
about how that has impacted on drinking behaviour? 
The CHAIRMAN: Not an opinion. What does the data that has been collected and that is available 
to the community now show has been the effect of this? 
Mr Kirby: From the evidence that we have seen—I will try to be concise and brief—there are two 
parts to it. One is: what does the evidence tell us about late-night trading and, in particular, high-risk 
trading? Again, there has been some important work that was done out of the National Drug and 
Research Institute that tells us that some of that late-night trading in those high alcohol hours 
between 10.00 pm and 2.00 am, or 10.00 pm and 3.00 am, is of particular concern, because we start 
seeing higher levels of alcohol-related problems occurring during those hours. So when we start 
seeing trading occurring within that, the evidence tells us that we see increased levels of problems 
occurring. In the Northbridge precinct, you have two things coming together. You have that going 
on in terms of lots of trading into those high alcohol hours, particularly beyond midnight and into 
two and three o’clock in the morning. What is unique, I suppose, to entertainment precincts is high 
densities of liquor outlets going on so there are high levels of competition going on et cetera. To 
some extent, you get both of those things working together to get high levels of harm going on. 
Does that help? 
Ms L.L. BAKER: Yes. I was just wondering whether you had had a chance to see any results of the 
restricted trading pilot to make any comments about how you thought the pilot had performed. 
Mr P. ABETZ: The police have put out some data. 
Mr Kirby: There is limited data around at the moment, I think. 
Ms L.L. BAKER: Okay. So you have not had a chance to get into it yet. 
kirb: No. It is too early at this stage. 
The CHAIRMAN: It might be something that we can follow up in a few months. 
Mr Kirby: We certainly could, yes. 
Ms L.L. BAKER: I thought you might have it. That is fine. 
Mr P. ABETZ: In terms of where we are going with our questioning, perhaps I am getting ahead of 
myself, so tell me, Chairman, if that is the case. The Kimberley and the Goldfields seem to be both 
alcohol and drug hotbeds. Have any particular strategies been put in place that are showing 
promise? It is one thing to be aware of a problem, but the Drug and Alcohol Office has the function 
of trying to improve things. Are there some encouraging signs? There is the Fitzroy thing, 
obviously, but are other strategies coming into play that might be making a difference? 
Mr Dillon: I think one of the key things that has been occurring is that government agencies have 
been working together to develop up comprehensive plans about how to tackle, in this case, alcohol 
problems across the regional level, as opposed to just in the immediate locality. It needs to be done 
both at regional level and within individual towns and communities. There has, for example, been 
an alcohol management plan that has been agreed for the Kimberley. 
The CHAIRMAN: Are the mining companies involved in those? 
Mr Dillon: The mining companies are not directly involved in those plans, but to the extent that 
miners are in those communities, they are affected by some of the outcomes and the planning 
processes that are put in place. What that really is about is having an overall strategy that looks at 
how best to manage alcohol-related problems across the region. It enables the application of 
detailed strategies in individual communities, and it brings together agencies working together to 
make sure that they act in a concerted and collaborative way so that they are able to maximise the 
outcomes for that community. That can be a range of things—everything from alcohol restrictions 
in terms of takeaway alcohol, and it can involve restrictions in terms of licence conditions and what 
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is sold on premises and what hours, those sorts of controls, and it can look at the treatment services 
that are available, the prevention services that are available in any given community, and how the 
various agencies work together and collaborate to reduce harm. 
Mr P. ABETZ: On that, in the Goldfields, I think there is one sobering-up shelter in Kalgoorlie. 
Are there any other treatment facilities in the Goldfields and are they able to cope with the number 
of people who perhaps should be there or presenting?  
[10.40 am] 
Mr Dillon: There is a range of treatment providers in the Goldfields. A community drug service 
team operates throughout the Goldfields and there is, as you say, a sobering-up centre. The agency 
that operates the sobering-up centre has also been funded by the commonwealth to provide some 
drug and alcohol treatment services in addition to what is provided by the sobering-up service. 
Population Health funds a position in the Goldfields to provide drug and alcohol services through 
that mechanism. A service known as Prospect Lodge in Kalgoorlie is not currently operating 
because it is being refurbished, but we are hopeful that it will offer a residential rehabilitation 
service. Teen Challenge is located in Esperance and offers a residential rehabilitation service for 
young people. I do not think I have forgotten any of them but that is broadly the spectrum. There 
are also the general health services, which we encourage and expect to also deliver detoxification 
services, for example, in the regional hospitals and brief intervention through various mechanisms. 
There is always scope for improvement, of course, and we are always looking to add to the range 
and reach of the treatment services, which is very important in remote areas. 
Mr Kirby: What we also know in terms of the overall burden of harm that alcohol causes within 
the community is that a lot of the things we have been talking about so far around availability and 
working at the prevention end will lead to a significant reduction of alcohol-related harm in the 
community. A group of people then need support and health services to support them. They are the 
sorts of things that we have been talking about. We will see the principal gains from the public 
health initiatives that we have put in place. 
The CHAIRMAN: As part of your presentation you talked about the harm done and some 
strategies to reduce the harm. What is at the top on your wish list of new initiatives that could be 
introduced to reduce the risk and manage harm? I will ask other people who appear before the 
committee the same question. 
Mr Dillon: That is a difficult question. A few things would be high on the list. I know that time is 
an issue so I will be as brief as I possibly can be. I said at the outset, it must be borne in mind that 
there is no silver bullet to deal with all these issues; our actions must be multifaceted. Some 
recognition must be given to the national and state governments for their ongoing approach to 
investment in this area. More investment is always needed, but there has been ongoing investment 
in recent times. Through the COAG national partnership agreements we are in the process of 
putting in place agreements around foetal alcohol spectrum disorder, which will be worth about 
$2.2 million over the next four years, and a further $2.8 million will be provided for some 
metropolitan drug and alcohol services. We would like it to be more but it is a step in the right 
direction. We are negotiating with the commonwealth on an early intervention pilot project in the 
area of alcohol. That will see the provision of the much lesser sum of around $900 000 per year 
over the next couple of years or so for drug and alcohol services. This is an evolving area and we 
are grateful to receive resources when they become available from whichever source they might 
come. They are all useful additions and add to the overall spectrum. 
Earlier we put up a chart showing that some things need to happen nationally and others need to 
happen on a statewide basis. I hark back to the point that some national initiatives would be very 
useful, including taxation measures and a minimum floor price for alcohol, together with limits on 
and some further controls around the advertising of alcohol and some further public education. An 
education campaign is being rolled out but it is always valuable to make a further investment in 
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education, given the amount of money that is spent on alcohol advertising. Further investment in 
treatment is also required at the commonwealth level. As to the state jurisdiction, there are some 
similarities with what we would recommend for application at the national level. More public 
education campaigns are needed to educate the community in broad statewide campaigns and local 
campaigns that are more relevant to particular communities and sections within the community 
would be very useful. Looking at what has occurred with tobacco in the past provides some 
guidance of what we might do about alcohol consumption. As I indicated in response to one of your 
earlier questions, the principal aim of the Liquor Control Act must be to manage alcohol and to 
minimise the harm that it does to the community. It would be no bad thing if we could get to the 
stage at which it was very clear in that legislation that that was its most overarching and important 
objective. 
The increased support for high-risk communities is a very important area that we need to continue 
to focus on. I am referring to alcohol management and the range of management plans that we are 
gradually rolling out. I have talked about the Kimberley already, and plans are afoot for similar 
plans in other locations. Importantly, that is in response to the groundswell of opinion from the 
community, which wants to do something about the level of difficulty it is experiencing. It is 
important for national and state governments to respond to that in a positive way. Part of that 
response is to make sure that adequate support and treatment services are available and readily 
accessible in locations where they are needed. That is an ongoing challenge. There are already 
services there, but we must look at what is needed at each area on a case-by-case basis. Alcohol 
diversion programs are an important area for future focus, both for adults and young people. The 
current diversion programs focus largely on illicit drugs. Alcohol is a further developmental area 
that we could look at in the future, as our resources permit. 
Another area that we have outlined previously is community corrections. A lot of people in 
community corrections need the assistance of treatment services. Those services are currently 
available but there is pressure on them to respond in a timely way and in the areas where they are 
most needed. We could place additional emphasis on that in the future. Again, that is dependent 
upon the availability of resources and on the prioritisation of those resources. We must develop the 
ability of the health system to respond effectively and in a timely way to this. There are issues 
around detoxification and the ability to step people down into other facilities, where that is possible, 
rather than having them occupy very expensive hospital beds in the local community. The further 
development of brief intervention programs, including pharmacotherapy for client groups in 
regional areas where that is practical, is another valuable addition. 
Those areas are worthy of further consideration and need to be placed fairly high on the list of 
things that would improve the situation for the community. As we touched upon before, we must 
focus on the information sources and make sure that we gather useful information and evaluate the 
work that is rolled out so that we can better understand what works well and where the investment 
will be best placed in the future. 
The CHAIRMAN: Thank you very much. I know that the committee has many more questions to 
ask. We will send you some further questions and seek your response. 
Thank you for your submission to this inquiry. Together with the information that you have 
provided today, your submission will form part of the evidence to this inquiry and may be made 
public. A transcript of this hearing will be forwarded to you for the correction of minor errors. Any 
such corrections must be made and the transcript returned within 10 days from the date of the letter 
attached to the transcript. If the transcript is not returned within this period, it will be deemed to be 
correct. New material cannot be added via these corrections and the sense of your evidence cannot 
be altered. However, should you wish to provide additional information or elaborate on particular 
points, please include a supplementary submission for the committee’s consideration when you 
return your corrected transcript of evidence. One again, thank you very much for attending. 
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Hearing concluded at 10.50 am. 


