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Hearing commenced at 2.48 pm 
 
Professor STEVE ALLSOP 
Private citizen, sworn and examined: 
 
 

The CHAIR: On behalf of the committee I would like to welcome you to the hearing. We have, of 
course, met before. I am Hon Alison Xamon. I am the Chair of this parliamentary inquiry. I would like 
to introduce you to my other colleagues. We have Hon Colin de Grussa, and 
Hon Aaron Stonehouse—Ms Lisa Penman will be assisting with this hearing right here—and we have 
Hon Samantha Rowe. I just thought I would let you know that Hon Michael Mischin is currently in 
another committee because, unfortunately, they clash. He might come in partway during the 
hearing if they finish their proceedings, in which case he will be joining us and coming in. 

Today’s hearing will be broadcast. Before we go live, I would like to remind you that if have any 
private documents with you, please keep them flat on the desk because that means you avoid the 
cameras looking straight at them. Could we please begin the broadcast? Before we begin, could you 
please state your full name and the capacity in which you appear before the committee. 

Prof. Allsop: My name is Steven John Allsop. I am here as an individual, but it is probably worth 
mentioning some of my background. I have worked in the alcohol and drug field for almost 40 years, 
which is a nice way of saying I am quite old. I have worked in a variety of roles in government and 
in academia. I was the executive director for a period of time at the Drug and Alcohol Office, as it 
was then. I worked in the Drug and Alcohol Office for many years. I have been the director of two 
national centres. One is here in Perth—the National Drug Research Institute at Curtin University. 
Previously I was the head of the National Centre for Education and Training on Addiction in 
South Australia at Flinders University. Throughout my life I have worked variously in service, in 
academia and so on. 

The CHAIR: Can I just stop that there? We can come back to that. What I need you to do is to either 
take the oath or the affirmation, please. 

[Witness took the affirmation.] 

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

Prof. Allsop: 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 online after this hearing. Please advise the 
committee if you object to the broadcast being made available in this way. 

Prof. Allsop: I have no objections. 

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 that you refer to during the course 
of this hearing for the record, and could you please be aware of the microphones and try to talk into 
them, and ensure that you do not cover them with any 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 and 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 
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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 continue with 
your opening statement to the committee? 

Prof. Allsop: My apologies. I have a number of other roles—one of which includes I am the chair of 
the WA Network of Alcohol and other Drug Agencies, but I am not appearing in a capacity of 
representing any of those agencies. I am simply here as an individual who has expertise in the 
alcohol and drug domain. 

The CHAIR: In terms of the terms of reference of this committee, is there anything that you would 
like to begin by drawing to the committee’s attention. 

Prof. Allsop: I have some notes here, but they are not reading notes. They are more so that I remind 
myself of issues I wish to cover. I might look down occasionally, but it is just to prompt me on what 
I might cover. In relation to alcohol and drugs, like many other things, if we keep doing what we 
have been doing, we will end up having similar results. We need to enhance a number of our 
activities and perhaps consider changing some of the ways in which we respond. Despite the fact 
that we really welcome, many of us who work in the drug field, the investments made by various 
state governments and federal governments that has increased funding in this domain, we are still 
behind when it comes to ensuring access to treatment. One of the things that we must do is ensure 
that when an opportunity to provide treatment to somebody arises, we are able to provide the 
treatment immediately. If we have to delay the provision of that treatment, then we miss an 
opportunity. Whilst we have done much better than in the past, we have still got a way to go to 
ensure that when people need help to get that help. That means we need more interventions in 
primary healthcare settings. A lot of people with alcohol and drug problems will go to see their GP 
or someone else. We need to support them to be able to respond. Not everybody who has a drug 
problem would choose to go to a drug specialist service. We need that broad range of opportunities 
to intervene. We need more brief interventions in our hospitals and other health settings. We need 
outpatient care and we need integrated care across the various sectors. 

Often when people have drug problems, they might have mental health problems, they might have 
legal problems or housing might be an issue. We have not done as well as we should—again, things 
have improved, but we have not done as well as we should. If somebody is homeless then with the 
best will in the world, the treatment that you will offer will have a much reduced impact than if you 
are able to provide stable accommodation and other quality-of-life issues, like employment, 
recreation and family support so all of that needs to be coordinated and integrated much better. 
And that is not about subsuming drug and alcohol services into one domain. Whilst there is a 
connection between mental health and drug and alcohol services, not everybody with a drug 
problem has a mental health problem and integrating care is not about making one subsistent or 
below or part of one system—why would we not put it in corrections, why would we not put it in 
paediatric care, why would we not put it in public health? It has to address issues across all those 
different domains. 

I think we have to start looking at much more emphasis on treating drug possession and use as a 
health issue and not as a criminal issue. That does not mean that we do not need to have a law 
enforcement approach and that law enforcement does not have a role, particularly in the sale and 
supply and so on, but when it comes to personal possession, really, there is no evidence that a 
criminal approach makes much difference. There is a lot of evidence that a health approach makes 
a significant difference. 

Whilst I understand that you might well be looking at models such as Portugal, while there are merits 
in what has happened in Portugal, the issue is that a lot of people who come to the attention of law 
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enforcement are not severely dependent whereas a lot of the emphasis on the Portuguese model 
is about dealing with people who are severely dependent. You need to have a system that is cost-
efficient and addresses the needs of people, including a large number of people who come to the 
attention of law enforcement once and have low-level problems to those who might come to the 
attention more frequently and have high-level problems. Both should be treated as a health issue 
but you need a graded approach so that you are not unnecessarily costing the health system, if you 
like, far more than is necessary. 

The CHAIR: Can you just elaborate a little bit on that because in the NDRI’s submission, you did refer 
to the Portuguese model but it was said in the submission that potentially non-problematic 
marijuana use should be treated differently to how the Portuguese model approaches that. Could 
you elaborate a little on that and why? 

Prof. Allsop: For a lot of people who come to the attention of law enforcement officers for 
possession—or to other people in the community—the use of small amounts might not necessarily 
need a more intensive treatment approach. They might benefit from assessment to assess what 
particular needs they have. It might be about providing simple advice and information up to a brief 
intervention and for those who have more complex needs or more severe drug problems, then you 
might require a more intensive treatment approach, which, again, might be graded according to 
need. So if you set your system up to principally address those who are severely dependent, you 
may be providing unnecessary, unwanted and very costly services to large numbers of people who 
do not necessarily need that treatment and will not benefit from that treatment. It is almost as if 
you should have a triage system so that you assess need and have a response accordingly. 

The CHAIR: You talked about the cannabis social club model. Could you please elaborate a little on 
that? 

Prof. Allsop: I should emphasise that I am not here representing NDRI. My colleague 
Professor Simon Lenton is much more an expert on that. There is a variety of ways in which we 
might respond. If you start going to a supply model, there are some countries where they seem to 
be going much more down a commercial supply approach and whilst we are waiting on evidence on 
that, some of us—I include myself in that, but Simon in particular—have raised concerns in the 
submission. We have not done a very good job of managing other supply mechanisms if you think 
about tobacco, pharmaceuticals and alcohol in terms of a legalisation approach. What 
Professor Lenton talked about was: do you look at different models where people supply 
themselves within that particular network? That is not my area of expertise. Really, you should talk 
to Professor Lenton about that model. 

[3.00 pm] 

The CHAIR: One of the things that piques my interest is what you just said. Are you suggesting that 
the evidence has not yet come in to indicate that legalisation and commercialisation of marijuana is 
a positive regime, or are we yet to assess its success? 

Prof. Allsop: I think what has happened in other countries, such as Uruguay, and some of the states 
in the US and now in Canada is there is some evidence, and there is some ambivalence about that 
evidence—about some harm is increasing and some harm is going down. Certainly, for example, the 
Canadian model really has just been put into place now, but we are already beginning to see 
commercial interests move into the production and supply. For me, personally, I would firstly be 
saying that we have to look at a system whereby people who are found with small amounts of a 
drug for personal use are directed to a health service. That is very different from legalisation, and 
for me the question then would be: how do we monitor any such change very, very carefully so that 
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we do not have unintended adverse consequences from that before we make great leaps into the 
unknown with models which we are still waiting on information about? 

For example, in Portugal, drug use and drug supply remain illegal. The way in which the community 
responds to it is by saying, “Well, if you’ve got small amounts for personal use, we’ll direct you 
towards a treatment approach.” That is very different from an approach that says, “Let’s legalise 
the substance.” I am not comfortable making a determination about what the benefits or risks of 
that might be. I could postulate a number of benefits and I could postulate a number of risks. But it 
is a very significant leap for me and I would be much more inclined to say that first and foremost let 
us move towards an approach whereby we ensure that people who are found with small amounts 
for personal use are dealt with in an administrative way through a health system as opposed to a 
criminal justice system. 

The CHAIR: In 2011, you were quoted as saying that there was no evidence to suggest that cannabis 
use had increased under the previous cannabis infringement notice scheme and, of course, we have 
had the law changed subsequently. To what extent do you think legal regimes around drugs impact 
upon their use? 

Prof. Allsop: It is very hard to determine that. When the changes were made in the early 2000s, 
what happened was the prevalence of cannabis use continued to decline and it appeared that the 
changes in the law had not made any difference to rates of cannabis use. For me, I think a variety of 
other things make a difference. What we have to remember is that that change was a modest 
change. It was not made legal; it was dealt with as a health issue as opposed to a criminal justice 
issue. 

In general, my sense would be that if you legalise substances, you will see certain risk behaviours 
diminish but you might see more people inclined to try the drugs who otherwise would not have. 
There is evidence about this from various surveys in terms of people saying, “Would you use 
cannabis under the current law?”, and people saying no. When asked, “Would you use cannabis if 
it was legalised?”, of course, some people would say, “If the law changed, I might.” So the anxiety 
is: do you reduce certain adverse consequences, for example, purchasing in a hurried way and using 
in a hurried way in a clandestine environment where there might be risks, to a change where there 
might be more people using more often and increased access for some people and what the public 
health implications of that might be? So any regime or system that you may have, you have to ask 
the question: what might the benefits be and what might the unintended adverse consequences 
be? Those are some of the things that are currently being examined in some of the states in the US, 
and I have no doubt will be evaluated in Canada, as they have changed the legislation there. 

The CHAIR: We have different regimes around the country for how we deal with cannabis use. Is 
there any indication that any of these different approaches has impacted on the rate of cannabis 
use or degree of cannabis use because we have effectively eight different regimes now? 

Prof. Allsop: Unfortunately, the careful analysis of that has not been done and, unfortunately, we 
have come in at different times and it was a real golden opportunity to do research but that sort of 
information is not available. What you would conclude is that the rates of cannabis use have 
changed irrespective of the policy regulations that have been in place at any one time. However, 
the number of people who might end up in treatment settings, you can actually influence those who 
might have more need. As long as you have a system that is able, again, to identify the degree of 
need, rather than treating everybody who is identified with a small amount of cannabis as being 
exactly the same as everyone else—some will need intensive treatment, some will not. 
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The CHAIR: You have been previously quoted as saying that diversion of everybody through to 
treatment might not be the best use of our limited resources. Are you able to elaborate a little more 
on that? 

Prof. Allsop: It goes to the same point that not everybody who is found with a small amount of 
cannabis is severely dependent, so not everybody needs intensive treatment. Again, it is the ability 
to triage need and to provide an intervention that then meets that need. If somebody is an 
occasional consumer, you do not necessarily want to refer them to a very intensive, very expensive 
treatment program. 

Hon COLIN de GRUSSA: On that triage system, which I think is quite interesting, whose responsibility 
do you see it being to make the determination on what treatment that person would have? Would 
that be someone whom they are referred to by law enforcement, for example? 

Prof. Allsop: I think it would be somebody with health expertise who would make that 
determination. I do not think law enforcement officers are equipped. They would make the decision 
based on: was it within a threshold allowed and were there other circumstances that would 
determine eligibility for referral to a health service? Then the health service would make an 
assessment, and on the basis of that they would then be diverted to more intensive treatment if 
that was required or they would be provided with simple advice. It would be a health person—
probably someone working in the public health and/or the drug and alcohol sector. 

Hon COLIN de GRUSSA: Almost similar to the model in Portugal where they have a diversionary 
organisation, essentially, that then meets the client after they are referred from law enforcement. 

Prof. Allsop: Yes. My understanding of the model is that it is quite labour-intensive so again you 
would have to have a system. 

The CHAIR: Everyone gets referred. 

Prof. Allsop: And there is a panel that tends to make the review. Again, the original response was in 
the context of significant drug problems happening in that community, and they were looking at it 
from the perspective of those who were severely dependent or had multiple problems. Really, we 
need to recognise that a lot of people who come to our attention do not require that intensive help. 

Hon COLIN de GRUSSA: In that sense, would the police, or law enforcement, have some role in kind 
of triaging a little bit? 

Prof. Allsop: Directing people to the expertise, but I think that you would not be expecting police 
officers to make a judgement about the severity or need of the individual in terms of the health. 

The CHAIR: Can I ask you about pill testing, because you have previously spoken about your support 
for a high-quality trial of festival pill testing. There is a lot of discussion about what constitutes high-
quality pill testing. What do you think are the elements that are critical to that? 

Prof. Allsop: If I can talk about festivals, but then broaden it out? 

The CHAIR: Please do. 

Prof. Allsop: Firstly, one of the problems with a lot of illicit drugs is that there is no quality control 
so there is a variety of substances in them and the potency can vary from time to time. The argument 
is we need to have better toxicology, if you like, of drugs in general. In terms of festivals, I think 
there is a variety of forms of different tests that have been proposed for pill testing. If you have very 
low quality pill testing, it tells you very little information. If you have higher quality pill testing, such 
as that that was trialled in the ACT, you will get much more information about what the substances, 
risks and potencies are, and so on. 
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The CHAIR: On that, of course, you can buy these cheap pill-testing kits on the internet. There has 
been some suggestion that they can do more harm than good, because they are not very 
comprehensive. Would you agree with that concern? 

[3.10 pm] 

Prof. Allsop: I would be less likely to support such an approach than an approach that gave much 
more quality information. Firstly, it would be making sure that the methodology that is employed is 
high quality so that you get the best potential information on which to make a judgement. Secondly, 
it would be delivered alongside health information so it would not just be a piece of information 
that said, “Here’s the result of your pill test”, which would include recognition as well as 
vulnerabilities that might exist in, say, the pharmacology or the make-up of the substance, there are 
also personal vulnerabilities that the individual may have. Some people are more vulnerable to the 
effects of some drugs than others. That is true in medicine and it is no different in the illicit drug 
area. It would be quality, if you like, technical information. It would also be health information that 
would be provided. If you have people there, you would give them a range of health information. 
You might look at issues to do with some, with sexual risk taking, as well as the risks that might be 
associated with the drug use itself. It is an overarching health piece of advice rather than a piece of 
paper that says, “This is what’s up.” 

Most people who propose pill testing are actually proposing that much, and, if you like, more 
integrated-type of approach. But I would go further than that. Of course, a lot of people who do not 
go to festivals might still use drugs. Not everybody who uses drugs goes to festivals. We are in a 
situation where we do not always have good, immediate or current information about substances 
that are used in our community—a situation where we are beginning to combine toxicology reports 
from hospitals, where we are combining information from seized drugs. It is a thorough approach 
to get much more current information about the types of drugs that might be available, the types 
of substances or the potencies that are associated with those drugs, and communicating that 
information quickly to the community and, indeed, to first responders—health and law enforcement 
officials. We do not do that as well as we should. Currently, there are significant rapid changes that 
can occur in relation to substances that come into our community. 

The CHAIR: Of course the emphatic concern that gets raised is that by engaging in any sort of pill-
testing regime, you are effectively giving the imprimatur to drug taking as a whole. What would you 
say in response to those concerns? 

Prof. Allsop: The first one would be, well that is a legitimate question that might get raised — 

The CHAIR: It certainly does get raised. 

Prof. Allsop: — and that is why you need to rule this out in carefully controlled conditions and make 
a determination about what the benefits are and what the risks are. Evidence that exists suggests 
that the benefits do outweigh the risks. But what is being proposed by most people I know is that 
we trial this, we get the mechanism and the approach right and we carefully evaluate it. Are there 
unintended adverse consequences? The argument at the moment is like two people standing next 
to a motor vehicle and one of them saying it is going to work and the other one saying it is not and 
nobody gets in the car and turns the key and sees if it works. Surely, when we have a challenge like 
the one we have and when deaths are occurring, we should be engaging in carefully controlled 
investigations to say, “Does this approach make things better, are there unintended adverse 
consequences and what can we do about that?” That is a scientific question, not a moral question. 
I understand why people might raise those concerns but we do not know whether that is true and 
we do know that people continue to get harmed and die with the approach we have. 
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Hon SAMANTHA ROWE: If I could ask a question on the pill testing: what role do you think the police 
and law enforcement should play, particularly around the music festivals? 

Prof. Allsop: Obviously, any approach that occurs has to occur with collaboration across the various 
sectors. It is law enforcement and health, but there are other people: people who organise the 
festivals, people involved in public transport. Obviously, you have to bring those sectors together. 
But, really, the issue in the festivals would be obviously for people to bring the substance to the 
attention of the health and the drug testing expertise. We do not expect law enforcement to do 
anything that is outside their remit as law enforcement officers. Law enforcement officers are 
tasked with enforcing the law. If we are concerned about how that is done, we have to look at how 
the law exists, the regulations that might surround that and then work collaboratively with law 
enforcement. 

When changes were brought into cannabis possession in the early 2000s, that was very much done 
with legal expert, public health experts and law enforcement officers. Where we could have done it 
better, we could have ensured we brought all law enforcement officers onside with what was being 
proposed, so that they were brought up to speed. It has to be a collaborative approach. Law 
enforcement officers need to be onside and provide the regulation and mechanisms to ensure they 
are able to be onside within the law. Then I think we have to ensure that the people who are doing 
the testing and so on have the drug testing expertise and public health expertise. The other side of 
that is that then we would be encouraging law enforcement to analyse and make available 
information about toxicology of substances they have seized, that we are doing the same with 
people who are working in our emergency departments. Victoria Police does this. It provides access 
to information about the toxicology, the pharmacology, the additives and so on that are in illicit 
drugs in Victoria. Again, we do not do this as an isolated festival-only approach. It is critical to do it 
in that context, but you do it more broadly. Australia and Western Australia have a long history of 
law enforcement and public health working collaboratively to ensure an effective response to drug 
and alcohol problems as well, and we should continue that approach. 

The CHAIR: I will ask some questions about methamphetamine. You would appreciate that between 
the course of public hearings and submissions the issue of methamphetamine use in the community 
is of huge public interest and concern. I note the study you were involved in which was quantifying 
the social costs of methamphetamine in Australia. You said there were some difficulties in 
accurately quantifying those costs, particularly when we are talking about poly-drug use and remote 
communities and harms to other people. I was hoping you could elaborate on that a little bit and 
why it is so difficult to be able to quantify those costs? 

Prof. Allsop: In large part, it is hidden behaviour and, in some part, because of the gaps in our 
evidence. We have much better data than we used to have but it is imperfect data, so you are asking 
people to talk about something about which they may feel embarrassed or they may feel anxious. 
The stigma that surrounds this—I would like to talk about that stigma before I finish — 

The CHAIR: Yes. 

Prof. Allsop: — so we do not always recognise drug problems when they arise. I should not use the 
royal “we” but many in the health professions do not recognise—people do not necessarily 
volunteer that information for all the reasons I just mentioned, so we do not have good information 
about patterns of use. We rely very heavily on an excellent system, which is the National Drug 
Strategy Household Survey. But it is done every three years. Half the number of people they 
approach say, “I’m not going to answer any questions about my drug use.” I do not want to bag it. 
It is an excellent system but we need much more information. We are never going to have perfect 
information, so we have to start triangulating several different sources of information. We have 
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seen improvements in terms of the testing of wastewater. That is great but it has its own limitations. 
Many people phone our telephone services, so that gives us information about what is going on. 
We have information about people who are turning up into our drug treatment services or who 
might come to the attention of law enforcement. Patterns of drug use can change quickly, so we 
need to much more quickly begin to synthesize various sources of imperfect information we have 
to try to estimate what the cost might be. 

[3.20 pm] 

The other problem we had with that study was we were tasked to look specifically at 
methamphetamine. Of course, you often find that people who are using methamphetamine might 
be drinking, they might be using cannabis, they might have used other drugs. Say somebody has 
developed hepatitis C because of injecting behaviour. They have used heroin and they have used 
methamphetamine, so how do you allocate the cost? There are those sorts of practical problems. 

Interestingly, we are doing another study at the moment on tobacco. Tobacco is much better. We 
have much better information about tobacco, but there are still gaps of what contribution tobacco 
has made to this particular illness. It is, essentially, illicit drug use. But, say it is a hidden behaviour. 
People do not always know what they are taking, they do not always know the potency of what they 
are taking, they do not know what other things might be in the drugs that they are taking, so all of 
that combines to make it much more difficult to make an estimation of what is going on in the 
community. That is why I think we need to put much more effort into getting quick information. 
Some information we cannot get any quicker. If somebody dies as a consequence of drug use, it can 
take considerable time for the coronial inquiry to make a judgment. And you should not rush to 
judgement either, because sometimes it may look like it is a heroin-related death when in fact it 
was a heroin and alcohol and benzodiazepine–related death. Coronial inquiries and reports can take 
considerable time, but, nevertheless, we need to greatly improve the evidence that is available to 
us so we can respond much more quickly and much more effectively. 

The CHAIR: I am conscious that you said you wanted to say a little bit more about the issue of stigma 
as well, but on this issue of deaths, that same report identified that there had been a significant 
number of meth-related deaths. Could you give us a little bit more information about what usually 
leads to a meth-related mortality? 

Prof. Allsop: As with other drugs, a variety things. It may well be related to suicide, for example. It 
may well be related to vehicular accidents, both in terms of the intoxication and/or the fatigue that 
may come after long-term stimulant use. It may actually be, for example, if somebody has got a 
vulnerability to cardiovascular problems and they take large amounts of methamphetamine, they 
may have cardiovascular problems that contribute to their death, or it may well be other organ 
problems that can arise. For example, a small proportion of strokes are caused by 
methamphetamine, usually in people who are vulnerable, but that vulnerability may have been 
unexpressed if they had not used large doses of methamphetamine. 

What is happening with methamphetamine has been unusual. You hear conflicting reports saying it 
has increased dramatically and other people say, “Well, actually, the number of people who are 
reporting that they’re are using methamphetamine hasn’t changed.” I think it has probably gone 
up. This is where we do not have good data. For example, if you have got more stigma about 
methamphetamine, you may see—as happened in one of the household surveys—a decline in the 
reporting of methamphetamine use. But if people feel more stigma attached to that, they may have 
been disinclined to report it. But we have seen an increase in the number of people who are 
transported by ambulance, by reports in the newspapers, by the number of people who end up in 
hospital, by the number of people in treatment services, and by the number of people who died. 
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That is related to a number of things that I think have happened. We are seeing methamphetamine 
use in communities where it did not really take hold previously. 

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

Prof. Allsop: When we first had increases in methamphetamine use in the early 2000s, it was largely 
in the metropolitan areas. Now we are seeing methamphetamine use appearing in our remote and 
rural communities, where people may already have significant disadvantage and challenges. We 
have also seen an increase in the potency of methamphetamine, and so that increases potential 
risks. We have seen amongst those who use, they might use more frequently. 

The CHAIR: Are you also finding that perhaps people are shifting from lower potency drugs such as 
marijuana to drugs such as methamphetamine? 

Prof. Allsop: There is always somebody who is a heavy marijuana user who is likely to also use other 
substances and vice versa. Some people will use marijuana and never move on to using other 
substances; some people will start off using marijuana and move on to using methamphetamine; 
and some people will start on methamphetamine and start using marijuana to try and manage some 
of the effects. So there are connections, but it is probably more to do with the increased availability 
in some communities and the significant increases in potency. There was not any 
methamphetamine around in Western Australia then, but if you used methamphetamine in the 
1990s, you would have probably been getting something that was seven or eight per cent pure, 
whereas now you might be using something that is 60 to 80 per cent pure, and yet price has not 
changed dramatically. People are using a more potent substance and they might be using that more 
potent substance more often. The thing with ice, in particular, is that there are a variety of different 
ways in which it can be used. People might smoke it; they might inject it. If you smoke and inject, 
they are very rapid ways to become dependent compared to, say, oral ingestion. 

The CHAIR: What we are also particularly interested in are those worksites which might engage in 
drug-testing regimes. Do you have any thoughts as to whether people are more likely to start taking 
drugs such as methamphetamine rather than drugs like marijuana because it does not stay in your 
system as long? 

Prof. Allsop: There is no strong evidence about that, other than when a drug-testing regime is 
brought in, some people will use that as a reason not to use drugs, and some people will try and 
find ways around that. An illustration of that is when Kronic—synthetic cannabis—first came in, a 
lot of the adverts where it was sold said, “Are you drug tested at work? Try Kronic”, simply because 
Kronic was not actually included in the range of tests. So there is no strong evidence about that, 
other than there is evidence from reports from clinical studies that consumers would report that 
they will shift from drugs with a long window of detection, such as marijuana, to substances with a 
lower window of detection, such as amphetamine, or find substances that are not tested for. 
Whenever you have got drug testing, history tells us that some people try and find their way around 
it, in a variety of ways—changing the drugs they use, changing the pattern of drug use or finding a 
drug that is not included in the drug-testing regime. 

I am on record as saying that one of the potential risks of going into a drug-testing regime for 
marijuana is that some people may choose to shift, but we cannot point to any specific evidence 
that says, “Yes, this has happened.” 

The CHAIR: Is most meth injected? 

Prof. Allsop: People take it in a variety of ways. Some people will inject, some people will smoke. 
Some people do not like injecting, so some people will smoke it or inhale it as a way to avoid 
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becoming dependent—it is one of the myths. They will become dependent, and then some people 
start injecting. 

The CHAIR: So the myth is that you will only become addicted if you are injecting it? 

Prof. Allsop: Well, inhaling and smoking are very rapid ways to actually become dependent on a 
drug, as any tobacco smoker will tell you. 

The CHAIR: Are you finding that people who are injecting meth are utilising other programs like 
needle exchange programs and those sorts of things? 

Prof. Allsop: As with other substances, many people are. But significant numbers might do so 
sporadically, so there is still the risk of infectious disease. 

The CHAIR: This is the thing: I am trying to get an idea of the degree to which perhaps injecting meth 
might actually be contributing to the spread of blood-borne viruses as well. 

Prof. Allsop: The potential is definitely there. The potential to spread infectious disease to partners 
and family members and sexual partners, there is good evidence about that. If you have an 
intervention, for example, to try and prevent infectious disease, you should also include a focus on 
sexually transmitted infectious disease, because the risk is very clearly there. Indeed, while some 
drugs might be associated with a decline in sexual activity, methamphetamine is often associated 
with sexual activity, and the potential for transmission amongst consumers and also amongst family 
members or sexual partners should also be taken into account. 

[3.30 pm] 

The CHAIR: Do you think that there is merit in considering needle exchange programs within our 
prison system or do you think that it still poses too much of a risk? 

Prof. Allsop: There are other countries that have gone down that path and have not found that the 
risks have actually eventuated but, again, you cannot impose this on the prison system—you have 
to ensure that you bring the system along with you. But I think, again, it has to be considered 
because the risk of sexual transmission and infection transmission through needle and syringe–
sharing is not just a risk for the individual consumer—if they become infected or their infection is 
badly managed in the prison system, they then go back to their communities and pose a risk for the 
whole community. This is an issue not just for prisoners and prison officers; this is an issue for the 
whole community about how we reduce the risk of infectious diseases such as hepatitis and HIV, 
but also a range of other infectious diseases. 

The CHAIR: One of the challenges that the committee has heard about trying to address meth 
addiction is the lack of pharmacotherapy options that are available; unlike other drugs like heroin, 
for example, where there are well-established international regimes for how to assist people who 
have an addiction. You are the expert. Are you aware of anything that works well in terms of 
treatment for meth addiction? 

Prof. Allsop: If I did, I would be well ahead of most of my colleagues! There is work going on. I think 
it would be worth your while talking to Professor Rebecca McKetin, who is a colleague of mine at 
Curtin University, who is doing some work into it, but I am not going to pretend to have expertise in 
her domain. She is doing some current work in this state and in other jurisdictions looking at some 
pharmacotherapy options. There are some drugs that, sure, might have benefits to some people on 
some occasions, but at the moment there is no accepted strong evidence in the way that we might 
have in other domains. This has been the case for 20 years. As you say, it is a massive gap in our 
treatment because it can limit the treatment options that we provide. And also some work that I 
did with amphetamine consumers in the 1990s in South Australia—a lot of consumers said that if 
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there were pharmacotherapies, they would come into treatment, but because they were not, it was 
a disinclination. It is certainly an area where we can much improve what we have to offer. 

We should also recognise that a lot of the treatment that we offer in general for a range of other 
substances are relevant and pertinent to people affected by meth dependence and in fact they do 
as well as, and sometimes better, than people with other drug problems. There was a study done 
by some colleagues and myself in Victoria and in Western Australia looking at people who came into 
treatment services who had primarily alcohol, primarily heroin, primarily methamphetamine 
problems, and people who were dependent on meth had equivalent or sometimes better outcomes 
than others. It is about being able to engage with people, it is about being able to identify what their 
specific needs are, it is about improving the quality of their lives and having accessible treatment 
services. It does have an impact and can make a difference in the same way that we can in others, 
but there is a gap in terms of the access to a range of pharmacotherapies for the range of problems, 
from withdrawal management to maintaining people on a much improved quality of life. 

The CHAIR: One of the things that the committee keeps hearing in relation to meth addiction is that 
the one thing that is apparently really required is time. 

Prof. Allsop: Yes. 

The CHAIR: In your experience, what sort of time frames are we generally looking at needing to 
provide support for people who are trying to deal with meth addiction? 

Prof. Allsop: It varies greatly from person to person. I know I am stating the obvious, but obviously 
somebody who is homeless, who has got severe mental health problems, who has been using 
methamphetamine for 15 years and has got nutritional disorders and sleep disorders is going to 
require a lot more than someone else. Depending on need, the withdrawal process is a much more 
enduring process than people experience with other drugs. In the early days of treatment, they were 
discharging people from treatment at the very time that their withdrawal symptoms were kicking 
in most. We need withdrawal management that is longer than you might need, say, for alcohol or 
for heroin. But in terms of improving the quality of life, you are probably talking about short-term 
support over a period of up to six months, maybe a year. That does not necessarily mean inpatient 
care. A small number of people do benefit from residential care. They tend to be the people who 
have very little support in their own environments, who are very severely damaged, but a lot of 
people will benefit from outpatient care. 

You will also find that things like sleep hygiene is a big issue for a lot of people who are affected. If 
any of you have not slept for a couple of days, you know how disturbing that can be. It can take a 
long time to get back into a reasonable pattern. We are talking here of people who might have had 
their sleep disturbed for months and months and months, and they give up. They try to get their 
lives back in order and then months and months later they are still experiencing significant sleep 
problems. They then feel fatigued and there is a very quick way of dealing with that fatigue. That 
can be a primary factor in people going back to using. But you generally find that the highest risk for 
relapse is in the first two or three months and then, subsequent to that, people begin to improve 
slowly, but it may be well up to one or two years, as people begin to get the rest of their lives in 
order. That does not mean they are needing intensive treatment over that time. They might need 
support and they would need strong investment in housing, if that is required; recreation; family 
and so on. If you look at the people who succeed in giving up drug use, they tend not to talk about 
the short-term treatment. That does not necessarily mean it is not important. They tend to talk 
about their lives got better, their housing got better, their employment got better, their recreation. 
It might be children, it might be a marriage, it might be a relationship—it varies from person to 
person. But that tells us that short-term treatment is up to six to 12 months, but subsequent to that 
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you need to ensure that they are getting real benefits out of the change so that they are sleeping; 
that their nutrition is good; that their employment is improved, if that was an issue; that their 
housing is stable; and that their family relationships are improved. 

The CHAIR: The government at the moment is trialling a compulsory treatment regime. Of course 
you would be aware that this is something that has been called for from families in particular for 
quite some time. What are your thoughts about the issue of compulsory treatment for people with 
drug addiction? 

Prof. Allsop: My understanding is the government is proposing compulsory short-term care for 
people who might be at risk of harming themselves or others and we — 

The CHAIR: So more of a compulsory detox as opposed to compulsory treatment? 

Prof. Allsop: Whether it is detox or just keeping people in care until they are not a risk to themselves 
or other people. The evidence about compulsory treatment that is longer term, I understand the 
desperation of where that comes from, but I am on record as saying there is no evidence about this. 
This is not my view—there is no evidence that it makes things better, and there is a potential for it 
to make things worse. If you look at reports in Scandinavia—there are not too many—you can have 
this reaction formation that people then do not like what they are being forced to do, so they try 
and escape treatment. If we had an unlimited number of treatment places, you then start filling the 
limited number of treatment places with people who do not want to be there. Our first form of 
investment should actually be assertive outreach. What I mean by “assertive outreach” is that 
treatment is there when and how people need it, so that it is run at hours when people can attend. 
If you run a nine-to-five treatment service and you have got people who are employed, they cannot 
attend it. Can they attend it geographically? What happens when they do not turn up? Some of the 
models historically have been, “Steve hasn’t turned up; you know what he’s like”, rather than seeing 
that as an opportunity to actually go and make much more assertive contact with the client. When 
my dentist sends me an appointment on my phone, I start flossing my teeth! Do we start having a 
much more assertive connection with people where those who are most at risk of falling out of the 
treatment system are not seen as being unmotivated but we put systems in place to try and connect 
them? 

If you look at the model that is being trialled in New South Wales, a large part of that is so-called 
compulsory treatment. But I wish all treatment services had such assertive outreach to their clients 
that they get treatment when they need it, they provide wraparound services and they provide 
transport. I have used this example in the past. An Aboriginal woman I knew in South Australia 
worked in a rural area. She had very few people turning up to treatment, so she bought a minibus 
and treatment engagement went up dramatically. In South Australia, when Aboriginal people end 
up in hospital, who might have alcohol or drug problems, people from the services turn up and 
provide transport to a treatment service, and go along with them, side by side, for a number of 
times. Having a system whereby we engage people much more effectively in treatment should be 
the first priority, and, obviously, if people are at danger of harming themselves or others, then we 
need to look after them for that short period of time. But there is no evidence to say that forcing 
people into treatment will actually make things better. Those under the age of 18 and those who 
have severe cognitive impairment are separate special cases. 

[3.40 pm] 

The CHAIR: Do you want to talk a little bit more about that, please, particularly those people with 
cognitive impairment? 

Prof. Allsop: Obviously, if a person is not capable of making a sound judgement about themselves — 
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The CHAIR: But they are able to now, potentially. 

Prof. Allsop: — and they may need extra support—now, that does not necessarily mean locking 
them up, but it means getting them into treatment—then you might need to be much more 
assertive about that. People who are affected by alcohol and some people who are affected by 
methamphetamine, for similar reasons, which is the nutritional disorders that they may have as a 
consequence of not eating well, may need much stronger wraparound services. But there is a 
difference between that and making our treatment services prisons for people who do not want to 
be there, much as I understand why in that desperation people want that to happen. 

The CHAIR: But, effectively, you are talking about brains that are starved and, hence, unable to 
undergo ordinary cognitive function. 

Prof. Allsop: Yes. If you look at some of the cognitive function from alcohol, it is particular to 
thiamine deficiency; but some people who are dependent on methamphetamine might not be 
eating well and again you may get nutritional disorders that result in cognitive impairment that is 
not dissimilar to that that occurs with alcohol. They are very small numbers, but, nevertheless, we 
need to ensure that we are able to care for those individuals. 

The CHAIR: Do you have any thoughts on regimes around decriminalisation when it comes to meth? 

Prof. Allsop: I am not aware of any specific to methamphetamine; but, the issue for me, again, 
would be, in the first instance, referring somebody to a treatment service rather than to a criminal 
justice service, depending on circumstances surrounding, and having a proper assessment and 
addressing their health needs as a way of actually reducing the drug use and any other associated 
risks that may be there. 

The CHAIR: Do you know if it is possible to use meth on a recreational but similar regular basis and 
not acquire an addiction? 

Prof. Allsop: The evidence suggests that some people do that, who very occasionally use, but the 
problem is we have little control over the potency of the substance, the way in which people might 
use it and the circumstances in which they use it so there is a potential for harm. But if you look at 
the reports from the National Drug Strategy Household Survey, there are some people who use 
small amounts occasionally. 

The CHAIR: Would you say the same for heroin, or is heroin one of those drugs that you either take 
it or you do not? 

Prof. Allsop: Again, there are some people who occasionally will use heroin; but, of course, with 
both of these substances what we find is that a large proportion of those who use do get into 
difficulty with them, and when they do get into difficulty, there are substantial levels of harm. So 
we have a relative small proportion of people who reportedly consume methamphetamine in the 
community and we see significant harm arising from that. 

The CHAIR: We are rapidly running out of time, but I want to ask one other question. There is, of 
course, mixed research about a potential correlation between marijuana use and psychosis. Did you 
want to make any comment about where the evidence currently lies in that regard? 

Prof. Allsop: In relation to marijuana psychosis, the connection between psychosis and marijuana 
tends to be people who have a pre-existing vulnerability and, obviously, people who might use quite 
large amounts. Again, that does not mean that, well, it would have happened anyway; it might never 
have been expressed. So somebody with a pre-existing vulnerability to psychosis who uses 
marijuana is much more at risk of experiencing that and much more at risk then of relapsing. With 
methamphetamine, even the most psychologically robust of us, if we use enough 
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methamphetamine, may well experience psychotic symptoms. That is the difference between the 
two substances. That is to do with the drug itself, but it is also to do with, again, if you do not sleep 
for a couple of weeks, you will start behaving very oddly. What is often missed in the debate about 
psychosis and drugs is they are relatively rare, or I should say low prevalence outcomes that get a 
lot of media attention. What tends to not get the media attention is the anxiety and depression that 
is associated with methamphetamine use and, indeed, marijuana use. Whilst some people who use 
methamphetamine might end up having a psychotic episode, quite large numbers do experience 
depression and anxiety. Anxiety is usually associated with a state of intoxication, and depression is 
associated with coming down or coming off, but sometimes at clinical levels. 

The CHAIR: We have about only one minute. If you want to make some final comments to the 
committee. 

Prof. Allsop: The first one is stigma and discrimination. If we want to address drug use properly, we 
need to address stigma and discrimination. I remember a colleague of mine when we were setting 
up the guidelines for methadone prescribing in the country said—he was referring to his medical 
colleagues—it is not rocket science, they just do not like them very much. Stigma stops people 
perceiving themselves at risk. Stereotypes of people who are at risk stops them from seeking help 
and stops them getting help when they put their hand up, or they get poor-quality help. We should 
treat people affected by drug use the same way we treat anyone affected by any health problem. 
Something like 70 per cent of the women in our treatment services have been sexually abused, and 
simply to say “stop doing it” is to fail to understand what is happening there. That does not mean 
that everybody who uses has been sexually abused, but those who are most disadvantaged do end 
up in our treatment services. So if we do not address stigma, we will continue to have people not 
seeing themselves at risk, not putting up their hands and not getting optimum care when they do 
put their hands up, and we will see continued relatively poor funding going in this domain—you 
have brought it on yourself, why should we help you? That is legitimate, because we do the same 
for people who eat too many pies, smoke cigarettes, drive their cars too fast, and climb mountains 
and need rescuing. It is a health condition that requires the same level of responsibility and dignity 
we give anyone else. 

Then I think the challenges we have: we do not invest enough in prevention, and that is not about 
an hour, telling children about the risks of drug use. Children who are well connected to community, 
who are well connected to school, who are well connected to adults are much less at risk of 
becoming enmeshed in drug use. That means investing in our education, recreation and a whole 
range of things. It also means that there are some people who are more vulnerable. The vulnerable 
and disadvantaged, we need to invest extensively in those domains. 

Rural and remote—it is hard having a drug problem in the metropolitan area; it is doubly hard in the 
rural and remote regions. Again, we welcome investment, but still more to go. We need to do much 
more for Aboriginal communities. They are one but not the only vulnerable and disadvantaged 
community. 

We also need to start thinking about the ageing population. If nothing else changes, the sheer size 
of the ageing population is going to mean drug and alcohol problems are going to become much 
more extensive. We are already beginning to see that in our drug treatment services—older 
populations being there—and also in our aged-care services. We need to start recognising that this 
is a major public health challenge, particularly amongst people, the baby boomers, who are taking 
their drug use into their old age. 
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Finally, I think we need to recognise that patterns of drug use can change rapidly and, so, we need 
to invest in strategies that allow us to be nimble and respond effectively and quickly to changing 
need. 

The CHAIR: Thank you for attending today. Could you please end the broadcast. 

A transcript of this hearing will be forwarded to you for correction. If you believe that any 
corrections should be made because of typographical or transcription errors, please indicate these 
corrections on the transcript. Errors of fact or substance must be corrected in a formal letter to the 
committee. 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 so much for appearing today. That was really useful and interesting. It is much 
appreciated. I hope you managed to say all you wanted to say. 

Prof. Allsop: I will remember as soon as I get out the door the one thing I forgot to say. 

The CHAIR: If that is the case, that is the point of the follow-up. You will get the transcript and go, 
“Actually, I might give them a bit more on this, this and this.” That would be appreciated. 

Thank you. 

Hearing concluded at 3.50 pm 

__________ 


