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Hearing commenced at 2.49 pm 
 
Ms DEBRA ZANELLA 
Chief Executive Officer, Ruah Community Services, sworn and examined: 
 
 

The CHAIR: My name is Alison Xamon and I am the Chair of this committee. On behalf of this 
committee, I would like to welcome you to the hearing. I would like to introduce you to the other 
people who are here. To my right we have Hon Colin de Grussa; Hon Michael Mischin; 
Ms Lisa Penman, who is facilitating the committee; Hon Samantha Rowe, who is the deputy chair of 
this committee; and Hon Aaron Stonehouse. 

Today’s hearing is going to be broadcast. Before we go live, I would like to remind you that if you 
have any private documents with you, please keep them flat on the desk so that they avoid the 
cameras. 

Please begin the broadcast. 

The CHAIR: I now require you to take either the oath or the affirmation. 

[Witness took the oath.] 

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

Ms Zanella: I have. 

The CHAIR: These proceedings are being recorded by Hansard and broadcast on the internet. Please 
note that this broadcast will also be available for viewing on line after this hearing, so please advise 
the committee if you object to the broadcast being made available in this way. 

Ms Zanella: That is fine. 

The CHAIR: 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—maybe just 
grab one in particular—ensure that you do not cover them with papers or make noise near them. 
I remind you that your transcript will be made public. If you wish to provide the committee with 
details of any personal experiences during today’s proceedings, you should request that the 
evidence be taken in private session. If the committee grants your request, any public or media in 
attendance will be excluded from the hearing. 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 Zanella: Firstly, thank you for the opportunity. I think at the outset it is really important to state 
that I do not think anyone really believes that it is a simple solution to what is a complex issue. At 
the heart of all of this we are dealing with people’s lives, that are impacted on by the use of illicit 
drugs and by the lives of those whom they impact upon as well. I kind of want to pay my respects 
to the individuals who have journeyed through the process of being engaged in the use of illicit 
substances, but also the impact on their families and the long-standing impact that it actually has 
on the community as well. So I kind of acknowledge all those things and that there is not a simple 
solution. I think everyone desires to find a solution that works in the best interests of the 
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community, whether you are from a legal perspective or whether you are from a community 
services perspective, but the nature of the issue is complex, predominantly because substance use 
of any kind is symptomatic. It is not the core issue of what actually drives behaviour. They are really 
important comments to make. 

The CHAIR: You are the CEO of Ruah now. I note also that prior to that you were the CEO of Hope, 
which specialised in alcohol and other drug services. 

Ms Zanella: Correct. 

The CHAIR: Can you please give the committee a little bit of information about what Ruah is 
currently doing in the space around alcohol and other drugs, because I understand that it is primarily 
around mental health. 

Ms Zanella: We work with people who experience disadvantage in three particular areas—mental 
health on the continuum of anxiety and depression, but predominantly in the space of severe and 
complex mental health issues. We work with women who are engaged in the family and domestic 
violence space, so we work with women who are escaping domestic violence either in the refuge 
space or crisis space. We also work with them at an earlier intervention in a safeguarding program, 
and we also work safe at home. The third area we work in is supporting people in tentative housing, 
so housing, and we work with people who are chronically homeless. We do not directly deal with 
individuals who come through the door of a drug and alcohol service. I will quote from snapshot 
report 1 from the 50 Lives 50 Homes collaborative initiative, which is a collective impact project that 
looks at providing appropriate recovery-based permanent housing for people who have been 
chronic rough sleepers. These are individuals who, on average, have been chronically rough sleeping 
for greater than five years and as many as 25 years and who are deemed by the community often 
as unhouseable because they cannot retain their tenancies because of a whole bunch of behavioural 
issues. That cohort we began working with two and a half years ago. We have housed 190 people in 
about 127 homes—I will get to why this is important—with a retention rate of tenancy 
of 85 per cent, which normally sits around 40 per cent. UWA has been conducting the long-term 
evaluation with us. On the first snapshot we did, 97 per cent of that cohort, which would have been 
less than the 190 at that point, had a mental health issue, and 98 per cent had a co-occurring drug 
and alcohol issue. Another 82 per cent had a chronic primary health issue. In total, we have 75 per 
cent of that population that present with what we call tri-morbidity. When we think about drug and 
alcohol use, it was 98 per cent of them. Although we are not a drug and alcohol agency, people who 
come through our door are not people who have a drug and alcohol issue; they are just people who 
have issues around homelessness, mental health, family and domestic violence and, obviously, 
98 per cent of them also with drugs and alcohol. 

The CHAIR: I mentioned previously that you were also CEO of Hope Community Services. Are there 
distinct differences between the nature of the clientele you were dealing with then when you were 
specifically working in the AOD sector as opposed to now, or is there significant overlap? 

Ms Zanella: I think there is significant overlap. At either end of the continuum there are people who 
present with pure mental health issues. It is arguable to say that if you are using substances in a way 
that is harmful to you, to your family and to your community, it has a mental health impact. Women 
who escape violence to go into a refuge system are not escaping just a one-off event; they are 
escaping what has been continuous episodes of coercive control by their intimate partner. It is hard 
to say what is mental health and what is AOD— the impact of either. Yes, I would say there is an 
enormous overlap. 

The CHAIR: Getting back to your specific submission that you have given to the committee, and 
thank you for that, the submission suggests that the Portuguese model has been successful because 
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of the change in the community attitudes towards drug use that was already underway. The 
committee is interested in your thoughts on what you believe the current community attitudes to 
people who use illicit drugs in WA might be. 

Ms Zanella: I suppose it depends on which element of the community you are asking. I think for 
some people there is an attitude that punishment is the only outcome for people who use illicit 
substances and therefore the impact of their behaviour on others. However, certainly in the 
community services sector space, we continue to see that what we have been doing, on the whole, 
still does not produce the right result. Even though I am no longer directly involved in AOD, I recently 
read the results around meth use that are determined through water samples and an increasing use 
of meth use and therefore an even stronger police or legal response to that. I suppose my view and 
that of the sector would be that that has not actually altered behaviour over time—as the only 
mechanism that sort of has an effective outcome is questionable. 

The CHAIR: I suppose the question for us, though, is about broader community attitudes. This issue 
particularly of stigma is one that has been raised in a number of submissions. Do you feel as though 
community attitudes are changing towards wanting to approach AOD issues as more of a health 
issue, or do you feel as though feelings are becoming more entrenched that we need to be getting 
tougher on people who are basically abusing drugs? 

Ms Zanella: I think in my heart, my preference would be the former. I think the reality is the latter. 
I think there is more of an indication, certainly from a media perspective—I think if we just look at 
our prison rates, the percentage of people who enter the prison system who have either a mental 
health or drug and alcohol issue, that continues to increase. For me, that would suggest that that 
public attitude continues. 

Hon COLIN de GRUSSA: Do you think the attitude is different for different drugs? Obviously meth is 
the one that is pretty topical. Do you think there is perhaps a more hardline view from the 
community on that than others? 

[3.00 pm] 

Ms Zanella: Yes, I think that is a good question. Harking back to my days in this space, 70 per cent 
of all people who walked through treatment centres came for alcohol, and yet the community has 
a particularly supportive view. I was at the football yesterday to watch my beloved Dockers—that 
goes on the Hansard; sorry, for every Eagles fan who is listening to this. I certainly drink alcohol. I 
said to my sister, “I wonder what it would look like if we didn’t sell alcohol in sporting venues.” It 
was a question of curiosity. What kind of public commentary would that elicit? So I think it is 
different with different drugs. Thirty years ago, cannabis was probably the one that everyone went 
wow to, whether that is a good or bad thing, because we know the long-term damaging effects of 
cannabis. Equally, we know the long-term damaging effects of alcohol. But meth has a very much 
in-your-face presence. Its associated behaviours are what we see, which is really difficult to deal 
with in its worst case. 

The CHAIR: In your submission you mentioned a major public health campaign in Portugal to fight 
addiction. What other types of action do you think can assist to help create that cultural shift? 

Ms Zanella: I think part of that public campaign—I am not really sure we have done that here—is 
around seeing it as a health issue as opposed to a criminal justice issue. I say that without necessarily 
diminishing the accountability and responsibility of the people who engage in behaviour that is 
harmful to others. I do not think any of us in this space are saying that if you make it a health issue, 
you do not worry about it being a criminal justice issue. But I think it is the emphasis on actually that 
this is not just about people choosing to use or to not use. It does not work like that. If I bring you 
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back to the analogy of family and domestic violence, I think everyone around here would say that if 
men just stopped killing women—one woman every week in this country—that would stop violence. 
Unfortunately, it probably would not, because some of the root causes are around structural gender 
inequality—gender norms. The same actually occurs in those public campaigns. We need to address 
what are some of the underlying causes of why people use substances in a way that is harmful. I 
think it is also really important for the committee to recognise that you all use substances safely in 
terms of alcohol—I will assume. In this case we are talking about harmful illicit drug use. I think we 
need a public campaign that broadens the conversation away from a criminal justice approach and 
what we see played out in the media, to one that actually looks at this as a health issue across the 
board. 

The CHAIR: In your submission you noted that part of the driver towards people being prepared to 
change their attitudes in Portugal was because people were dying from heroin and people were 
concerned about losing their loved ones to heroin. This committee is receiving a lot of evidence 
around what is happening at the moment in Western Australia around meth use. Do you think that 
there may be some comparable opportunities to change attitudes because of people’s concerns 
around meth use? 

Ms Zanella: I do. I think we would be silly or naive if we do not see this as a health issue—if we do 
not see this as being about actually preventing people from losing their lives or causing irreparable 
damage to themselves or to their families. That actually requires us to see this in a different light, 
as opposed to someone engaging in behaviour that is illegal, without diminishing the responsibility. 
How we hold people accountable for that is another matter for conversation. But we do need to 
look at shifting some of those resources across into that public awareness and that campaign around 
understanding this to be a health issue. 

The CHAIR: You have reflected on people you work with in the sector you work in, who obviously 
have a particular viewpoint and are informed by the experience of working there. Getting back to 
this issue of the broader public and what is likely to be accepted within a Western Australian context, 
do you think that there are any particular elements of the Portuguese model that Western 
Australians would potentially be prepared to accept now? 

Ms Zanella: I am curious as to whether the community is ready for a debate around the 
decriminalisation of illicit drugs. 

The CHAIR: Is that all illicit drugs? 

Ms Zanella: I think the debate needs to be broadly based in order to have an informed conversation. 
If we trust that the people who vote you into power and that hold governments to account are able 
to do that, then I would also assume that they are able to have a robust conversation around what 
that looks like in our community. I would hope that the answer to that question would be yes; and, 
yes, the decriminalisation of all illicit drugs as a point for conversation, not necessarily a point for 
action. I just want to step back for a moment. I am not sure how widely people have read on the 
subject of Johann Hari’s work Chasing the Scream, about the war on drugs. He talks about people 
who have an addiction. The opposite of addiction is not sobriety; the opposite of addiction is 
connectivity. So what we know, certainly from our work just now in the mental health space, in the 
homelessness space, and the FDV space, is that if I take, particularly, the homeless population, if I 
am chronically homeless and I am safe sleeping rough, there is a particularly good reason why I 
might use methamphetamine to stay awake at night and to use alcohol during the day to sedate me 
so I can sleep, because it is particularly unsafe to be asleep during the night. The debate for the 
community is to actually understand, outside of the presenting issue that we see in the media, some 
of the root causes. Now, that is at one level. The level below that is: what are some of the things 
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that cause people to use like that? It is a sense of dislocation, a sense of disconnection, no family. 
Johann Hari would say that out of all times in history, we are the loneliest society that has ever 
existed. You know, we spend an enormous amount of time on our IT. We promote the concept of 
individualism at the expense of community. His thesis would be, and some would argue that this is 
not correct—certainly in our experience of working with this cohort of people, we would see this—
that social disconnection and social exclusion is one of the largest contributing factors for why they 
choose some of the maladaptive behaviour that they choose. 

The CHAIR: You refer to the San Patrignano model—I think you say—in Italy. Could you please 
explain what the model is? 

Ms Zanella: About 35 years ago—I have totally forgotten his name now—a farmer in Rimini, a 
vigneron, found that he had some heroin users on his property using heroin, and he did not believe 
that he could simply just not deal with it. He began to work with them and said, “Come into the 
main property. Come and help with the milking of the cows. Come and help with the making of the 
wine,” whatever the productive engagement was. Slowly, he integrated them into the community. 
One of the key premises at San Patrignano is that so often for the life of someone who has an 
addiction, it is a very self-centred life. Everything is geared towards attaining the drug and then the 
use of the drug. Hence, that is why they have irreparable damage to their families. Part of 
SanPatrignano’s work is to actually help them to learn what it is to be a human in a relationship. 
This might not be new to many people, it might be astoundingly groundbreaking to others, but 
humans only actually survive in relationships. We are relational animals—beings—from day dot. 
What SanPa does is it brings back that element of relationality by holding a mirror to themselves by 
being in relationship. They work continuously through that four-year period in productive work, and 
through that work their issues are challenged and they have to deal with that interpersonal 
relationship. We know that people who have used long term—as the wonderful singer James Taylor, 
who had a significant heroin addiction, said—it is arrested development. The period of time that 
you use drugs significantly and dangerously for, your cognitive and emotional development is 
arrested. You then have to spend the rest of the time learning, at 50, what you should have perhaps 
learned in your twenties and thirties. That is what SanPa tries to do. It helps them recover how to 
relate in those different developmental stages of life, because during that period of use, effectively, 
your development gets arrested because your sole focus is the substance. Does that make sense? 

The CHAIR: Yes. 

Hon SAMANTHA ROWE: How long do people go on the—is it a program? 

Ms Zanella: Yes. I think I said there is government funding, but they also raise a lot of money 
philanthropically. It is a four-year program. 

Hon SAMANTHA ROWE: Wow. That is a long time. 

[3.10 pm] 

Ms Zanella: They actually have not written the program down as a program. It is a long time. But I 
would put that into the context—people who are using harmfully have been using for a significant 
period of time. People who have used for one year probably are not in that same category. The 
people who we are trying to address, certainly in the sector and in the spaces where it comes to the 
attention of government or other places, have been using for longer periods of time. 

I think I said in my document there is a 70 per cent success rate of people who are then re-engaged. 
Not only are you learning about yourself, but the way SanPa is structured, you might go into the—
they produce wine, they produce smallgoods, they produce a whole lot of goods that are sold at 
Harrods and some of the UK places. Their products are quality products. So they learn a skill, but in 
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the skill they learn to relate. Their view is that you cannot do that in one year and you cannot do it 
in two; you do it in three to four. The other element, I think, is that by the time that person has 
come in for treatment at SanPa, the families are pretty much at their lowest ebb. They have often 
stopped connection with them, so the time is also a time of healing for the relationship. 

Hon SAMANTHA ROWE: For the family? 

Ms Zanella: For the family as well. Because often what families will see, and we have seen it with 
very prominent Western Australians, where they will—“I’m going to get better.” The family’s hope 
rises, then they use again and they relapse and they relapse. For the family, it is also really traumatic, 
so the time period also creates for them a journey of healing, as it does for the individual. 

The CHAIR: You mention in your submission a push for 12-month residential treatment periods 
within Australia. Could you talk a little bit more about that? 

Ms Zanella: I am not sure what they are doing at the moment. I think some places are able to do 12 
to 18 months, but we do it in a way that gets around the funding mechanism. The funding 
mechanism does not facilitate that. We do not have an overt system that says actually for effective 
rehabilitation of drug and alcohol, you need a four-year period and therefore we are going to fund 
you. The procurement process does not allow for that, so that has been part of the difficulty, I think, 
in the sector, and getting truly good outcomes that we can then measure and monitor. 

From the evidence, from what I have been able to read and I have been able to witness, is that the 
short term—let me rephrase that. If someone is in a pre-contemplation phase and thinking about 
whether they want to give up, then they would not be suitable for rehab. By the time they go to 
rehab, that is their last—it is prison or it is death. There are not really many other alternatives for 
people that are going into rehabilitation; they have used up every other avenue. Again, if I come 
back to my point, they have spent quite a lot of their time of their years in the pursuit of that 
substance. A six-month or three-month period does not actually provide them with that. A lot of 
hard work needs to be done by an individual that cannot be done in a short, limited time. 

The CHAIR: What do you mean by people are trying to get around the funding mechanisms? Are 
they just allowing people to temporarily go out and then come straight back in? Is that what people 
are having to do in order to try to meet the need? 

Ms Zanella: I cannot speak currently. I think part of what ends up happening is that we get pushed 
by numbers—how many beds are occupied in rehab as opposed to what are the outcomes for 
someone who has had a long-term or significant problematic use. What does a good life look like? 
What do recovery outcomes look like for people who have substance use issues? I do not think we 
have done enough work in that space and, therefore, matched our service provision to enable that 
to happen. We get focused on numbers. 

The CHAIR: One of the things that we keep hearing is that there are already significant constraints 
on the number of residential beds in Western Australia, and that is with the current time frames 
that are put in place. It raises the question of how practical it would even be to be looking at 
extending the time frame out even further when we cannot even meet the short-term need. 

Ms Zanella: My question back would be, really, how practical is it to keep revisiting this issue in five 
years, 10 years 15 years, 20 years? Because the amount you are spending in five, 10, 15, 20 years by 
short-term fixes would perhaps be alleviated if you increased the number of available beds in the 
first instance. The difficulty, with all due respect, is that the political cycle of four years does not 
really assist us when we know that actually it needs a longer term approach. 

The CHAIR: RUAH has said that the balance of resourcing between supply reduction, harm 
minimisation and treatment is out of kilter. 
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Ms Zanella: Correct. 

The CHAIR: Could you please elaborate on that a little bit further? 

Ms Zanella: If we look at the 10-year drug and alcohol and mental health plan, we know that we 
cannot even rebalance the system. The resources are not there. I do not have the figures on me, 
but if we looked at what we spend in terms of the police and legal and custody and criminal justice 
space, for every bed that is occupied by someone who has a substance use issue that caused them 
to offend, which is far more than we fund a rehab bed for, surely the distribution of those resources 
would allow for better outcomes. 

The CHAIR: Do you think you could do that within the current funding envelope or is it going to 
necessitate additional funding? 

Ms Zanella: I think a redistribution of funding as a start and then once we look at the redistribution 
of funding—again, if you took the data for the number of people who are in our prison systems who 
have come in for a substance use issue and the cost of that prison bed per day versus the cost of a 
rehab bed per day—I am no mathematician but it is a pretty easy bit of number crunching to do. In 
the first instance it is about a redistribution if there is a belief and philosophical commitment that 
rehabilitation does not equal prison. 

Hon MICHAEL MISCHIN: How does that work though? You have a certain amount of funding for law 
enforcement in order to deal with people who have abused drugs and committed offences against 
the public good, whether they are home invasions, assaults or more serious crimes. You are saying 
take some of that money away and put it into rehabilitation instead of dealing with the public safety 
issue? How does that work? Would you close down a prison and use the money from that into 
rehabilitation somehow? Is that the idea? 

Ms Zanella: I think there are a couple of ways. 

Hon MICHAEL MISCHIN: What do you do with the prisoner who has committed a crime, whether 
their excuse is alcohol abuse or drug abuse? You are saying do not punish them if it is cheaper to 
put them in a rehabilitation bed? What keeps them in a rehabilitation bed? 

Ms Zanella: I do not know that we would be saying there is no punishment or there is no 
accountability, but I am pretty certain, given the rates of recidivism, that that same person will be 
back through the doors at some other point unless we actually deal with the underlying issues. There 
are, I suppose, two potential responses. One is to look at the use of how drug and alcohol addiction 
or issues with drug and alcohol are treated within the prison system, which is not particularly 
effective, and the capacity for rehabilitation right from harm minimisation to treatment and rehab 
within the hospital system. I think that body of work would indicate that we do that in a very patchy 
and not necessarily coordinated and effective way. There is one spend that would hopefully mean 
that that person exiting does not re-enter because we have not actually looked at what their 
substance abuse issue is really about. I would wonder whether, in some cases, it is more effective 
for someone to be in rehab rather than in prison while still maintaining a sense of community safety. 

When I was at Hope and we bought the farm modelled on a SanPa model but within an Australian 
context, like any regional community or any community, the moment you want to set up a drug 
rehab, it causes a whole bunch of community responses and reactions. From a personal perspective, 
I felt safer with my clients than I did with the local community in a town hall meeting. The data 
would tell me that a significant proportion of the community were already harmfully using alcohol 
and other drugs. Our clients were just overt about it. They were in a place where it was identified. 

[3.20 pm] 
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I think part of that—coming back to that question that Alison asked—is that we need to have a bit 
of a sophisticated conversation about what public safety actually looks like. I think, with all due 
respect, that often politically we use the topic of public safety as a hook that hooks into people’s 
fears and hence hopefully votes for a particular position. But I think people are robust enough to 
have a more sophisticated conversation around what public safety actually looks like. That does not 
minimise those victims of crime whose lives have been horrendously scarred and traumatised, in 
the same way that having a sophisticated conversation around how institutional discrimination 
against women, and gender norms, actually at some point in time possibly leads to violence that 
leads one woman to die every week in this country. I think sometimes we use the concept of safety 
but do not have a conversation about what does it actually look like and mean for our community. 

Hon MICHAEL MISCHIN: All right. We will take an example, and this is where, I think, the question 
that was posed about different drugs comes into play. It is one thing for someone to overuse valium 
at home. It is another thing for someone to use cannabis at home, and doing so privately. It is 
another thing for someone to use methamphetamine that causes to inflict violence on others and 
to be unpredictable in their reactions. It is another thing for someone having an addiction to, say, 
heroin, and choosing to go and break into people’s houses in order to steal property that they can 
sell off. I do not want anyone breaking into my house stealing my property, whether they threaten 
to harm me or not, but it is a legitimate consequence of their drug addiction. That is the public safety 
I am looking at. There are already three-strikes laws and the like, so there are opportunities for 
people to be diverted from that level of criminality into other things if they choose to take it; if they 
do not and they commit an offence three times, they go to prison. That is the public safety I am 
thinking about. Once they emerge from prison, and while they are in prison, I entirely agree there 
ought to be greater facilities for them to recognise their addictive behaviour and the harm that they 
are doing and to divert them away from it. But it is a legitimate, I would have thought, public concern 
that people who are burglars ought to be punished, for a start, but, secondly, to deter others from 
doing this sort of thing, but also to remove them from the streets for a period of time. Is that not a 
legitimate use of the prison environment, rather than saying, “We’ll put you in a hospital bed 
somewhere out on a farm and hope that we’ll get you off it in three years’ time”? There is a 
combination that is necessary, is there not? 

The CHAIR: Please let Ms Zanella reply. 

Hon MICHAEL MISCHIN: There needs to be a combination of these things. So it is not just a political 
issue. 

Ms Zanella: A couple of comments to that. We do not hope that people get well. In rehab, we 
actually work with them based on evidence—on what we know works. I just look at what the 
evidence is telling us—that if we keep doing more of the same, we keep getting more of the same. 
You have not reduced methamphetamine use. This issue of safety and law and order has not actually 
changed the behaviour that you want to see changed. So for me, I keep saying, “If we keep doing 
more of the same, do we just literally get more of the same? Do we just lock more people up to 
create a greater sense of safety?” 

Hon MICHAEL MISCHIN: No. I am not suggesting that at all, which is why we looking at alternatives. 
But I do not see it as a dichotomy between health as opposed to criminal justice. 

Ms Zanella: No. I think there is both. I think there is accountability, and I think I said that. You do 
not wipe out a legal or justice response to simply put it into health. What we would say is that there 
needs to be a rebalancing of where the resources are, or use of. 

Hon MICHAEL MISCHIN: That is what I am interested in, how in practical terms, rather than 
theoretical, do we rebalance those things—if you could offer some structure, some regime, as to 
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how it might work, rather than simply saying divert money from criminal justice into rehabilitation. 
How does it work? Where does the attention need to be given, and in what way? 

Ms Zanella: If I come back to some of my earlier points, if we look at what works in rehab, and we 
are open to extending the length of time that people are in rehab so that real change actually occurs, 
I think you have to look at spend at both ends in the first instance. You have to spend more in this 
earlier invention space and this health issue as you do in the legal justice space, until such a time 
that that actually changes, so increasing the length of time that people are in treatment. You do 
need to look at public campaigns around the understanding of what drug use is. You made a 
comment around cannabis is okay to use at home et cetera. There is a significant group of people 
who use methamphetamine at home and go to work the next day. In fact, there would be a 
significant proportion of the population that we know that use methamphetamine and function 
highly. So let us be a little cautious around that. We know that chronic use of cannabis, particularly 
if you are before the age of 16, may well lead to a psychotic episodes, and we know when people 
are having psychosis what can actually happen. So part of that public campaign is a debunking of 
some of this mythology around which substances. Alcohol still contributes to over 70 per cent of 
treatment, and it costs us more than any other substance, but we do not put the same emphasis 
into alcohol. 

The CHAIR: Part of what we are looking at with this committee is a range of harm-minimisation 
measures. In your experience, are there any particular harm-minimisation measures that you think 
that WA at the moment would benefit from introducing, or even better resourcing; and, if so, could 
you perhaps list them? 

Ms Zanella: It has been a while since I have done the harm-minimisation space. I think one of the 
key harm-minimisation spaces is to ensure the capacity across the sector to understand AOD use 
and to intervene. For example, if I am quoting that 98 per cent of the clients that we see in our 
homelessness project are using substances, we need to be doing early intervention, or intervention, 
rather than refer them to an AOD provider. I think there are some things that need to be across the 
board. So AOD, across the community sector, there needs to be the capacity to deal with that. We 
have to deal with the issue of trauma and intergenerational trauma if we are ever going to resolve 
this issue, and we need to intervene early in that particular space. The other early intervention 
things that we need to do, obviously we need to do work in schools around harmful drug use and 
substance use. There is something in the prevention space about public debate and about 
understanding. 

The CHAIR: How do you think that best occurs, particularly in a one-paper town? How does this 
happen? 

Ms Zanella: When I was thinking about what they did in Victoria around their invention around 
homelessness, they had done a perception survey to actually — 

The CHAIR: Who is “they”—the government? 

Ms Zanella: The government, sorry. The government had done a perception survey in understanding 
what were people’s perceptions of people who were homeless, what did they understand to be root 
causes, what did they understand to be effective ways of resolving it, and developed a bit of 
baseline. I would be curious to understand what do people understand around substance use. Again, 
I come back to my first point. I am convinced that substance use is symptomatic. So unless we attend 
to underlying drivers—poverty, inequality, trauma; mental health in some cases—this committee 
will hear the same conversation in 10 years’ time as it will in 20 years’ time, and your costs to the 
criminal justice system will continue to increase. So there is a requirement to do both—the 
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balancing of the both. Is a public perception survey a way of testing what are people’s views outside 
of what is reported in the media? 

The CHAIR: Do many of your clients interact with the justice system? 

Ms Zanella: Yes, they do. 

The CHAIR: What are the sorts of offences that they generally get caught up in? 

Ms Zanella: For many of our clients who experience homelessness, and I am pleased to say that 
there has been work done on the whole unpaid fines issue and I know that there is movement in 
that space, so they will interact with the justice system around unpaid fines; they will be often, 
whether it is called antisocial behaviour or behaviour where they are a public nuisance; and there 
will be some who have engaged in illegal acts of theft, breaking and entering. It is really across the 
spectrum. 

[3.30 pm] 

Hon MICHAEL MISCHIN: How does the unpaid fine thing work? There is only about six people at any 
one time, I think, that are in prison solely for unpaid fines. 

Ms Zanella: For many of our clients, they just continue to rack up unpaid fines. 

Hon MICHAEL MISCHIN: For what sort of offences? 

Ms Zanella: It could be anything from not paying rent to — 

Hon MICHAEL MISCHIN: How can non-payment of rent be a fine? 

Ms Zanella: We have had some clients who have then tried to take orders out to get that money 
back. 

Hon MICHAEL MISCHIN: Sorry, non-payment of rent is not a criminal offence. 

Ms Zanella: No, but how they then try to find money to pay that rent. 

Hon MICHAEL MISCHIN: I see—steal it. 

Ms Zanella: Yes. 

Hon MICHAEL MISCHIN: Then they get fined for stealing it and cannot pay a fine, so what is the 
solution to that? 

Ms Zanella: Again, if we come back to root causes, appropriate support in actually maintaining 
tenancies because sometimes there are breaches of tenancy. If 70 per cent of their income is going 
into paying their rent and they do not have enough to live off, how do we support people in those 
particular positions? 

Hon MICHAEL MISCHIN: Theft is one of the crimes that is committed. What antisocial-type stuff? 
What sort of things do you mean—assaults and things like that? 

Ms Zanella: Yes. Just thinking of some of our clients, it will be assaults, breaking and entering, 
antisocial behaviour in public spaces — 

Hon MICHAEL MISCHIN: What do we do with those people if we do not fine them? 

Ms Zanella: What do we do with them? 

Hon MICHAEL MISCHIN: Do we jail them immediately? 

Ms Zanella: No, our approach would be that those behaviours are manifest of a symptom rather 
than a cause — 
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Hon MICHAEL MISCHIN: All right, but what we do to stop them from breaking and entering again? 
That is what I am driving at. How do we do that? 

Ms Zanella: We would look at giving them appropriate subsidised accommodation. We would 
ensure that their mental health was attended to. We would ensure that they had basic, appropriate 
provisions. For many of these people, once they are in a cycle, they are lurching from one crisis to 
the next. 

The CHAIR: Have many of your clients actually been in prison previously? 

Ms Zanella: We service over 3 000 clients across the spectrum but yes, quite a few of our clients 
have been in prisons. 

The CHAIR: One of the interests of this committee is what is happening, or not happening, with 
people with AOD issues once they hit the prison system. One would hope that if they had hit that 
rock bottom, it might be the opportunity to intervene and get assistance. I would be interested in 
your observations as to whether you think prison has actually served a positive role in assisting with 
addiction for any of your clients. 

Ms Zanella: I cannot speak for all of our clients, but certainly, in my experience, prison often has not 
assisted them in turning their lives around. In fact, they have become very adept at learning how to 
navigate the criminal justice system. Right from clients who have developed hep C as a result of 
shared needle use — 

The CHAIR: In prison? 

Ms Zanella: In prisons, because we have had a particular view around needle exchange in prisons 
and harm minimisation. Like all clients who become institutionalised, you work out how the system 
works for you rather than how to change behaviour. That is not true of all people. Some people go 
to prison and it is a life-changing event. But I come back to my original point, which is why this is a 
difficult issue to solve. If AOD use is symptomatic and we do not ever attend to underlying causes, 
then I do not see how prison actually can make a difference. We work with clients that come out of 
prison, helping them to get accommodation, connecting them to AOD supports and referring them 
to services for housing, but unless we deal with some of the underlying trauma and causes—
whether that is poverty, inequality, trauma or other issues—then they are likely to rebound into the 
system. 

The CHAIR: The committee has heard that the Drug Court refers many of its clients through to Ruah. 
Could you please outline some of your experiences of dealing with this particular client group and 
whether, in your opinion, the Drug Court process is assisting them? 

Ms Zanella: I do not feel I can speak as well to that because I am probably not as close to the ground 
as my wonderful staff are. I think recognising the uniqueness of AOD and by having a drug court has 
been beneficial for some clients and then the referral work to help them reintegrate back into 
community. I am not sure about how long the waitlist is or whether there are enough resources in 
that space to do that. But there does seem to be some evidence coming out that unique or 
specialised courts do allow the system to attend to the unique needs of that particular cohort. 

The CHAIR: One of the other issues which has come up through the course of this inquiry is the issue 
of compulsory drug treatment, which, of course, has been raised previously in this state and also 
elsewhere in Australia. I am interested in hearing your views about the value or otherwise of 
contemplating compulsory drug treatment, and also differentiating that from compulsory detox and 
whether you have any thoughts about either of those approaches in terms of addressing illicit drug 
use. 
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Ms Zanella: I listened to something on Radio National yesterday about a young lass who had 
significant drug issues and had been engaged with an older partner who had continued to feed her 
drugs et cetera. She was 16 at the time. She was asked the question by the radio host that had they 
had mandatory drug treatment at that time, would that have assisted her? She said when she first 
heard about it—as an adult; as a 24-year-old now, who has gone on to do university et cetera—she 
thought she would have said no, you cannot make things like that compulsory. But it was really 
interesting because she said that, however, had that been an option to her at the time, it would 
have been a way in which she could have gotten out of the relationship. She saw it as an avenue to 
exit what was a very abusive relationship with an older man and a way for her to get out. So I do not 
know that she was saying that it was the mandating or the compulsory drug rehab, but it was a way 
of connection out. 

The CHAIR: That is more of an issue of domestic violence, rather than an issue of drug treatment. 

Ms Zanella: Perhaps a bit of both. My personal view and my view having worked with clients is I am 
not sure that making anything compulsory actually changes behaviour. I said that anecdote because 
it was interesting for me. I sort of left it sitting in my head, wondering: what does that mean? It 
came from I think it was a magistrate in Victoria who was talking about compulsory drug treatment 
for young people. 

The CHAIR: And families. 

Ms Zanella: And families. I think the risk in all of that is that those people that get penalised are the 
people that often need more of the support without being told that that is what they need. I often 
wonder whether what it will do is force it to go further underground and create more harmful 
behaviour. 

The CHAIR: Could you elaborate on that a little bit more? What you mean by force it underground? 

Ms Zanella: If we think about understanding substance use as a way of dealing with a whole bunch 
of underlying issues, if we force people into treatment, one, we have to question whether it is 
somehow an infringement of their human right, but secondly, behaviour change comes from an 
internal awareness that something has to shift. If we mandate that, if we make it compulsory 
without the individual actually getting there, is what we are likely to see people going through the 
motions of engaging in mandatory rehab or treatment without change occurring? 

The CHAIR: The issue of compulsory detox is one that has also been raised, separate to the issue. 

Ms Zanella: I have not heard that. 

[3.40 pm] 

The CHAIR: It is people who have virtually developed psychosis and need to have a mechanism by 
which they can be detained for a significant period of time. The evidence that has been presented 
to this committee is that it is up to two weeks even, which is enough time for the drug to effectively 
go through the system so that some degree of cognitive impairment can be regained. 

Have you got any thoughts on that? That is not the same as compulsory treatment, because, as we 
have already discussed, compulsory treatment is a long-term approach to deal with the underlying 
causes. Compulsory detox is a way potentially to get someone who is quite unwell and getting them 
to a point of maybe clarity. But we do not have those provisions currently in the law. What are your 
thoughts on that? 

Ms Zanella: I had not heard that that was something that was even being considered, actually, so I 
probably have not given that one too much thought. I suppose that balance between the protection 
of human rights and choice versus mandating something is something that I — 
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The CHAIR: We currently have it in the Mental Health Act, though. 

Ms Zanella: We do, which is really difficult. It is a really difficult question. I am kind of perplexed 
about some of that. 

Hon MICHAEL MISCHIN: Can I just bounce a couple of things off you in that regard? 

Ms Zanella: Hopefully, they bounce well! 

Hon MICHAEL MISCHIN: Compulsory detoxification, I suppose that is what you ought to be going 
through anyway if you are picked up for a crime; you have gotten to the point where your addiction, 
your use, misuse of substances has caused you to breach the criminal law. You are arrested, you are 
dealt with, and in a sense the compulsory detoxification period comes as part of that. I suppose also, 
in the case of the young lady you were talking about, that that becomes a potential circuit-breaker 
and you start to realise, “I’m in trouble now; it’s not just a question of me committing the occasional 
crime and the like and not having the motivation to do these things myself. I’m in real trouble now. 
This is a chance, with the appropriate supports, to change my life.” But there are those who will not 
avail themselves of that. You mentioned about one factor is increasing the length of time in 
treatment. How does one get people to even commit to treatment, let alone any length time for 
adequate treatment, without some kind of stick as well as carrot approach, and what might those 
sticks and carrots be to encourage them to get into treatment for whatever length of time is 
necessary and stick with it, and to resume treatment if they lapse? Secondly, you mentioned early 
intervention and, again, unless someone is looking for early intervention, offering it is not going to 
have any impact on them unless there is, again, some incentive and perhaps some discouragement 
or deterrent to then continue in the way that they are going. What do you see as potential sticks 
and carrots in both of those scenarios? Throwing in half the gross state domestic product into 
rehabilitation and treatment will have no effect unless you can get people voluntarily to get involved 
in it or somehow compulsorily or edging them into taking advantage of these things. Do you see a 
way that that can be achieved? 

Ms Zanella: There is a part in my head that goes, “Well, if I think about chronic disease, we do not 
use a stick and carrot approach in chronic disease, and yet that costs the health system a 
phenomenal amount of money.” I know where you are going in terms of — 

Hon MICHAEL MISCHIN: I do not have a choice if I get a disease. I do have a choice as to whether I 
take a substance. 

Ms Zanella: You do if you have obesity and if you have diabetes and you have lung cancer related 
to smoking. You do have — 

Hon MICHAEL MISCHIN: Fat people do not tend to commit crimes as a matter of course, but people 
who have conscious-altering, perception-altering, cognitive-altering substances may be inclined to, 
so I do not think that that is necessarily a useful — 

Ms Zanella: No. I was responding to your point around how do you get people to engage in 
something. To some extent we deal with this issue in health all the time around chronic health is 
costing us an enormous amount of money, we need people to change their behaviour. How do you 
get them to change their behaviour? That is absolutely difficult. That can be really difficult to do. 
That is no different in this cohort, except, as you quite rightly say, some of this cohort—not all of 
this cohort—engages in criminal activity in order to support that particular addiction. I just query 
the use of the word “choice”. I do not know that people who have a significant substance use issue 
“choose” to use and then they “choose” to not go into treatment and then they “choose” not to 
stay with that treatment. I am not sure that it is as simple as that. 
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Hon MICHAEL MISCHIN: All right. Can I put it another way? How do you encourage people to go 
into treatment and stay with that treatment, and how do you encourage people to take advantage 
of early intervention if it is offered to them? 

Ms Zanella: I feel like I am being a bit obtuse and I am not meaning to be disrespectful: but the same 
way that we try to encourage people in primary health to not overeat or to not eat too much sugar 
or to stop smoking, how do you get people to change? Those public health messages, which is why 
we believe that AOD is a health message, those public health messages—just like we did in the 
whole HIV time—around, “This is what the nature of this actual issue is.” It is no different for 
substance users. Where a person is ready for change is part of what we do in the assessment of that 
individual. We hope that at that point of readiness, we take them into treatments: (a) one of the 
key areas, I think, that we have not addressed is that when a person is ready, just like when I am 
ready to lose that weight, I need to have the supports in place. If I am ready today to give up my 
meth, then I need to have a bed. I need to get into treatment today. I cannot wait six months on the 
waiting list to actually get into treatment. 

The CHAIR: Can I ask about this issue of the waiting list: is that a systemic problem that you are 
seeing? 

Ms Zanella: Certainly from my experience in the AOD space but certainly in our experience in trying 
to get clients into rehab, from a non-AOD provider, the waitlist is always problematic. One of the 
things around drug and alcohol is that substance is about now—so when I want my substance, I 
want it now, which is why some of the behaviour occurs and, equally, when a consumer has got to 
the point where they think, “I can’t continue this life anymore”, asking them to wait six months is 
really difficult for them. 

The CHAIR: Are there particular population groups for which there is inadequate provision—I am 
thinking young people; women with children; in the regions; Aboriginal people; CALD? Are there 
particular cohorts that are or even particular types of drugs; are you seeing that there are some 
blockages that exist more so than others, are you able to advise the committee of what those areas 
might be, or is it across the board? 

Ms Zanella: I think from my perspective—I would probably defer to my ex-colleagues in the AOD 
sector who are working more in the meth space now; I do not know if there is a particular need in 
the meth space—but all of those cohorts probably require additional services. I think that is critical, 
and particularly young people and particularly around the space of transgender people, I think as 
well; transgender and the lesbian and gay population. Often that is because service spaces do not 
actually meet their particular need. 

The CHAIR: So a lot of work of course has gone into trying to deal with the no wrong–door approach 
around the intersection with mental health and AOD. Can I ask to what degree is that problem being 
addressed or is there still an ongoing issue with people with co-occurring issues effectively falling 
through the cracks because they have both a mental health and an AOD issue? 

Ms Zanella: I think we have gotten better at the rhetoric around no wrong door. 

The CHAIR: Yay for rhetoric! 

[3.50 pm] 

Ms Zanella: Yes. But I think part of the issue is that the “no wrong door” is not just the no wrong 
door in the community services sector; it is how the community services sector interacts with the 
primary health that interacts with the tertiary system. That is where the door problem actually is. 
I think there are elements that are problematic within the community services sector, and I know 
that the AOD sector did a lot of developing of its own capability to deal with mental health over a 
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significant period of time, through federal funding. That was never done conversely in the mental 
health sector where we develop the capacity of mental health people to actually deliver. 

I think one of the things that I would probably say just from an outside view is that people still do, 
let us just call them, warm referrals now. They do not actually do the work that needs to be done as 
a no wrong door, so they just have warm referrals, I think, into mental health. It comes back to some 
of that earlier intervention and brief intervention: do the work right there and then; do not refer 
people. Then there is the connection between the tertiary system and the primary healthcare 
system. 

If I can hark back to the 50 Lives 50 Homes project, Michael, this to some extent speaks to a bit of 
the questions that you have asked, and I think I have poorly answered them for you. If 98 per cent 
of our client cohort had a mental health and AOD issue which we have now successfully housed for 
over a year, 85 per cent of them have retained their tenancies. Of that population, some of them 
are still using illicit substances in their house, but they have the security; their use has reduced, so 
it is not harmful use because they are not out on the streets surviving, their mental health has 
improved because they are able to actually do some work on their mental health, and their chronic 
health has improved. So we have been able to demonstrate the decrease in ED admissions, inpatient 
general admissions, and inpatient and ED mental health admissions of this cohort. They might still 
be using a substance, but they are using it in a way that is not harmful. What I am trying to say there 
is we wrapped effectively Maslow’s hierarchy; we provided them with appropriate, permanent 
shelter and then we did the other work. 

Hon MICHAEL MISCHIN: There are functioning alcoholics and, I am sure, there are functioning 
substance users. I know there are. 

Ms Zanella: Yes, but if we meet some of those core needs—I am not saying that is everyone—then 
the problematic use—and they will be people and again the report that is on our website showed 
the reduction in police attendances to this same cohort over a six to 12-month period. So in terms 
of cost savings and in terms of answering your question, I think criminal behaviour does decrease 
when you actually provide them with the fundamentals of life, which is housing, which we would 
say is a human right, that is appropriate and we support them in that house for a period of time 
until they can say to us, “We’re doing okay. The last thing I’m going to do is I’m probably going to 
try to now really come off cannabis”, or, “I’m only going to smoke one joint every two weeks.” 

Hon COLIN de GRUSSA: So harm has been reduced to them and to the community — 

Ms Zanella: Correct. So your safety issue — 

Hon COLIN de GRUSSA: —by providing a basic need. 

Ms Zanella: Yes, you are providing a basic need, so therefore it has a flow-on effect to this issue 
about how do we create community safety. The research from the project is really helpful because 
it attends to the issue of AOD and mental health and chronic health without attending to them 
through those doors, but through housing people. 

The CHAIR: So when will the evaluation for that project be available? 

Ms Zanella: We have done two evaluation reports and the final evaluation report will be this year 
at the end of the year. They are all on the Ruah website—the full report and the two snapshot 
reports. What I would love to see is a shift from where we are saving the money in health, and that 
is that redistribution, Michael, that I was talking about. If we can demonstrate a cost saving to the 
justice system and to the health system by what we are doing in these projects, I know that the 
dollars are not there; it is just a redistribution of dollars, but it is pretty compelling evidence from 
an economic — 
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Hon MICHAEL MISCHIN: It might be a better way of using the dollars that are currently being spent. 

Ms Zanella: Yes. 

The CHAIR: We have run out of time. Thank you very much for that. I would like to thank you for 
attending and particularly thank you for attending and bringing it forward a bit earlier; that was 
much appreciated. 

A transcript of this hearing will be forwarded to you for correction. If you believe that any correction 
should be made because of typographical or transcriptional errors, please indicate these corrections 
on the transcript. Errors of fact or substance must be corrected in a formal letter to the committee. 
We did not have any questions that were taken on notice. 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. Thank you. 

Hearing concluded at 3.53 pm 

__________ 
 


