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<008> B/5 
Briefing commenced at 11.54 am 
 
EVANS, Mr Keith Robert 
Executive Director, Drug and Alcohol Services South Australia, 
SA Health, 
161 Greenhill Road, 
Parkside, 
Adelaide 5062: 
 
 
The CHAIRMAN: On behalf of the Education and Health Standing Committee, I would like to 
thank you for your interest and for your appearance before us today. This is a private briefing for 
the committee’s information. The committee may paraphrase the information you give us, but will 
generally not directly quote from it. This is a committee of the Legislative Assembly of the 
Parliament of Western Australia. This hearing is a formal proceeding and therefore commands the 
same respect given to proceedings in Parliament. Before we proceed to the questions we have for 
you today, I need to ask you a series of questions. Have you completed the “Details of Witness” 
form? 
Mr Evans: Yes, I have. 
The CHAIRMAN: Do you understand the notes at the bottom of the form about giving evidence to 
a parliamentary committee? 
Mr Evans: Yes, thank you. 
The CHAIRMAN: Did you receive and read the information for witnesses briefing sheet provided 
with the “Details of Witness” form today? 
Mr Evans: Yes. 
The CHAIRMAN: Do you have any questions in relation to being a witness at today’s hearing? 
Mr Evans: No. 
The CHAIRMAN: Would you please state your full name and the capacity in which you appear 
before the committee today? 
Mr Evans: I am the Executive Director of Drug and Alcohol Services, South Australia, which is a 
function of the Department of Health.  
The CHAIRMAN: You are aware then that we have two reviews going on. We are conducting our 
review of hospital and community health care services and, because we would be going out visiting 
places, we decided to start our alcohol and illicit drug review at the same time so we could gather 
evidence for the two and talk to people about problems with drug and alcohol within both sectors. 
Could you start the ball rolling by telling us a little about the needs and gaps you see here and what 
you are doing to address those gaps? We have had some hearings in Perth  and it would be 
interesting to hear what comes first in terms of alcohol and drugs causing the major problems and 
what you are doing to prevent the severity of those problems and treat them.  
Mr Evans: Thank you very much and thank you for the invitation to appear. Perhaps it would be 
helpful initially give a very brief overview of DHSA because we are an unusual structure, not 
incredibly dissimilar to the Western Australian but to some extent different; in that while we sit 
within the Department of Health. We are also responsible within a component of the department, 
which is southern Adelaide health service. The structure  here is regional, so for administrative 
purposes we sit within southern Adelaide health service but as a statewide service we are 
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responsible to the chief executive of the department and to the minister responsible for mental 
health and substance abuse for policy and programmatic functions. We are again somewhat 
different in that we provide the policy advice to the department and run services, so that makes us 
different from any of the other structures that are around at this time. 
The CHAIRMAN: You run the services and fund non-government organisations to assist you with 
the services? 
Mr Evans: Yes we do, so we are a competitor to some extent inasmuch as we provide the bulk of 
services in south Australia. Around about 70 to 75 per cent of all treatment interventions in this 
state are delivered by the state directly. The Department of Health is the contractor with the NGOs 
and we are the contract manager, so we do not make the determination about which NGOs get 
funded but we do manage those contracts once they have been funded. 
The CHAIRMAN: Would it be a case then of who takes the decision about what tenders and what 
is going to your group and what is going to the NGOs? 
Mr Evans: The tendering decision is made in the tender part of the Department of Health. 
Obviously they take the majority of advice from us about what is needed. They put together the 
tender processes so we do not sign the contracts with the non-government providers. The 
department does that. Once they he have been signed, in terms of the performance of those 
contracts, our people see the numbers of people they say they are going to see, whether they are 
they financially viable and consistent and if there are any problems. Those would be matters for us 
to examine and provide feedback to the department that might effect whether a person would get 
future funding. 
The CHAIRMAN: What is the expertise in the department for making those decisions? 
Mr Evans: The expertise in the department is purely around its capacity to determine what it wants 
from a tender process.  The expertise on drug and alcohol they get from us.  
Ms L.L. BAKER: A quick question relating to the balance between your provision and NGO 
provision. Has there been any change over the past, say 12 months or whatever in terms of the 75 
per cent to you and the balance to the NGO?  Is that stable or changing? 
<009> B/4 
Mr Evans: It has changed, for a couple of reasons. One is the change from the previous to the 
current federal government policy, which is not to fund states but to have a preference for the 
funding of the non-government sector. New money allocated for activities under the commonwealth 
government almost universally went to the non-government sector rather than the government 
sector. There has been a small but perceptible shift of government funding within South Australia, 
but I would have to say that by and large the impacts of federal government funding to the non-
government sector has made the substantive difference. The thing that is different is that previous to 
2005, the Department of Health in South Australia held the policy functions for determining the 
direction on drug and alcohol issues. In 2005 they picked up that unit out of the department and 
placed it within a new entity called Drug and Alcohol Services South Australia, so now there is not 
a function within the Department of Health per se—at least in the head office of the department. We 
are part of the department, but in the head office of the department there is nobody who specialises 
in drug and alcohol issues, which makes us a little bit different from, say, mental health, where 
there is a policy unit in the department. So we have approximately 300 staff anywhere from the 
Anangu Pitjantjatjara Yankunytjatjara lands where we run a treatment facility was. From the APY 
lands in the north through to the city of Adelaide. 
The CHAIRMAN: One of the things we will come to later we notice missing in WA is 
rehabilitation centres in both the metropolitan and regional area. Do your staff run those centres or 
NGOs? 
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Mr Evans: It is a mix. The APY lands facility is entirely run by us and we have our posted staff 
who live on the facility and deliver the services there. We are about to commence a facility at Port 
Augusta. That will be run by us initially with the goal that we would like to transfer it to an 
Indigenous program, but at the moment there is not one that can run that. We run two inpatient 
services here in Adelaide, which are both detoxification units, one for alcohol and benzodiazepine 
use and one for illicits other than those drugs, specifically for opiates. We also run a therapeutic 
community, which is unusual for a government provider, but there is a historical—when the first 
ever therapeutic community was established in South Australia. A therapeutic community is long-
term facility; somebody may go there for six months. 
The CHAIRMAN: We had one for three months, but yours are six months. 
Mr Evans: It can be six months, it can be longer; it can be shorter but it is unusual for a 
government provider to run that. We run one but the non-government service has a couple that are 
running. 
The CHAIRMAN: Is that what they are called here—therapeutic communities? 
Mr Evans: Therapeutic communities by and large. Ours is called the Woolshed, which is just 
where it is and what it is.  
Mr P. ABETZ: Teen Challenge in Esperance would be a therapeutic community. 
The CHAIRMAN: I was wondering whether that term was used to encourage people to go there 
rather than it having a negative name? 
Mr Evans: It is a more positive use of terminology than some of the historical ones that have been 
used but the notion is that you go into that type of community and you live there. You really are 
aiming to do two things. One is to treat the underlying dependence, the second is to actually 
socialise people. Often the young people who go have very limited social skills, so you are forced to 
live together; you are forced to do your own cooking, cleaning and cope with the normal day-to-day 
family type interactions that would occur in a family setting. It is about a 30-bed facility. We run 
that as well. By and large, if it is clinical in nature and it is a bed, we are significantly involved in 
that provision. But again, what makes us rather different is that we have responsibility for, for 
instance, research. We run a WHO research centre here that looks at treatment of drug dependence 
for Australia and the Pacific rim, particularly Asia. We are very heavily involved in research. We 
also run pharmaceutical services so we monitor drug prescribing in the state and give authorities to 
people to be able to prescribe methadone and other types of treatments that occur within the 
community. Anything to do with drugs. 
The CHAIRMAN: Are all your general practices computer networked? 
Mr Evans: Yes they are. If a person goes to a GP today, and the GP decides that he will benefit 
from being on methadone, if they are not an existing client, they can treat them for two months. In 
that period they have to seek from us an authority and we will then monitor, not the GP but the 
prescribing through pharmacies and all the pharmacies are linked to us, red flags come up if 
somebody is getting an unusually high dose or there is any suggestion that it is out of kilter with 
what would be normal standards. We also monitor, for instance, which would be an issue know in 
WA, Ritalin and dexamphetamine for attention deficit disorder so we carefully control who is 
permitted to prescribe those. That is another function that we perform that would be different from 
many of our colleagues interstate. 
The CHAIRMAN: Do you monitor the Naltrexone implants? 
Mr Evans: We do not do Naltrexone implants. 
The CHAIRMAN: No, but I read one of the submissions to our committee where they are 
produced in WA and exported to the other states. 
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Mr Evans: I think you misread that. 
The CHAIRMAN: Did I misread that? 
Mr Evans: Yes. 
The CHAIRMAN: It was certainly the way I read Dr Wyrack’s evidence.  
Mr Evans: What happens is that people actually come to Perth and have the implants done and then 
come back to Adelaide. In that sense it is an export. There was a clinic in Sydney or Brisbane that 
was using them for a time.  
Mr P. ABETZ: They are not TGA approved.  
Mr Evans: There was certainly one in Brisbane when I was working there. We monitor all schedule 
8 drugs.  If someone has popped over and George O’Neil has put in one of his implants, if that 
person wishes to be seen by us to make sure that everything is going okay, we will certainly do that 
but we do not have a relationship with George and his program in any formalised sense. We do that 
plus we have responsible for tobacco. The tobacco program for South Australia is run by us so it is 
a fairly comprehensive, from a drugs perspective, program of work.  
Mr P. ABETZ: Janet would like to see that on your illicit drug list.  
The CHAIRMAN: In another 10 or 15 years I think it might be.  
Mr Evans: It is getting closer by the day. 
The CHAIRMAN: You have 300 staff. In terms of drugs, which is the number one, two and three?  
Mr Evans: If we look at it just in terms of client profiles, alcohol far outweighs anything we see. 
The CHAIRMAN: Fifty per cent, 70 per cent? 
<010> N/5 
Mr Evans: Of the clients we see, probably as many as 60 to 65 per cent will have an issue with the 
use of alcohol. I would be loath to say they are dependent on alcohol but they certainly have an 
issue. As we look at our annual statistics of outpatient visits, which in Adelaide are about 30 000 
people, alcohol will come out as number one. Then, in terms of the illicit drugs, cannabis is the one 
that we have the largest number of people identifying an issue with, then it is going to be ecstasy, 
amphetamines, and then tailing off down towards the opiates, which would be heroin at about less 
than one per cent, probably, of our clients. If you then say in terms of complexity, of course the mix 
changes somewhat; if you have somebody who is using alcohol and amphetamines, they are going 
to be more complex people to manage, and if they are doing amphetamines plus opiates, they are 
going to be more complex. In terms of the largest single growth area, and I believe this to be true 
nationally, although it does not get the attention that I sense it deserves, is what we call “iatrogenic 
dependence”; that is, the dependence created by the prescribing patterns of medical practitioners, 
quite frankly. 
The CHAIRMAN: Do you mean for drugs like codeine and Panadol? 
Mr Evans: I mean more for morphine, pethidine and MS Contin, so it is the poor pain management 
by and large, quite frankly. 
The CHAIRMAN: Do you think this is escalating — 
Mr Evans: There is no question.  
The CHAIRMAN: — and going to be a problem in the future? 
Mr Evans: It is a problem now: a large increase in the number of people who are having to be 
managed through drug dependence programs because they have become dependent because the 
prescribing of their medication has been such that from having pain to begin with they now have 
pain plus a dependence on the drugs that they are being given to manage the pain. 
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The CHAIRMAN: In fact because you are ahead of most of the other states, if you have the 
computers all networked, you can actually see that, whereas in WA we do not have—I know the 
federal government has been looking to implement—an informational database that connects all the 
general practices. 
Mr Evans: You can do it at the moment because you do have the same monitoring system more or 
less that we have in terms of the information from the pharmacies, so it is not that different. I mean 
the way we are monitoring this is through, firstly, we have to give an authorisation to a doctor to be 
able to prescribe a schedule 8 drug for an extended period, as you do; and we then get the 
information through the pharmacies about who is getting what and where, which again your state 
does as well. What we are noticing is that these are very complex clients; they are people who do 
not see themselves as being classically drug dependent and they do not therefore enjoy lining up 
with other people at drug dependence clinics. Most states have limited access to pain management 
clinics. There are specialist pain management clinics in all states but they are being inundated and 
waiting lists can be very significant — 
The CHAIRMAN: We have 12 to 18-month waiting lists for our pain management clinics. 
Mr Evans: So, you have a group of people; we are trying to regularise their doses, move them away 
from—part of the problem is if somebody gets on to pethidine then it is injectable and it is short 
acting; what you want to do is get people on to long acting and non-injectable much safer 
medications, but people rail against that because they find the pethidine works for them. 
Mr P.B. WATSON: Keith, is the problem that we are not educating the GPs? 
Mr Evans: I think GPs are under incredible pressure; they have somebody sat in front of them with 
a pain that maybe they have tried many, many ways to explore. Often people have had lots of 
operations for problems with their spine, they have had a fall at some point in their life, and they 
have never been able to manage that pain effectively, so the GPs have somebody in front of them 
who takes up a lot of time and who is very clear about what they feel works for them. What they 
feel works for them is that immediacy in being able to get rid of the pain right now, so I think most 
medical practitioners, if not all medical practitioners, understand the problem; it is how we now 
manage that. I am saying in terms of sheer numbers this is a growing cohort of people. I think you 
mentioned Alex Wodak earlier in relation to something else. Alex has written recently about this 
and the Royal Australasian College of Physicians has put out a set of documents about the best 
management of chronic non-malignant pain. 
The CHAIRMAN: You said it got back to education, so how are you managing education then in 
the community-private health care sector? 
Mr Evans: It is a mix. If it were just education it would be really easy to change. The problem with 
education is—we will talk about it perhaps a bit later because I know one of your terms of reference 
is looking at school education and we might come back to that—if it were just a question of 
education, there is more than enough information out there; it does not change behaviour and that is 
part of our struggle. Therefore, you have to have a reasonably strong legislative base as well and a 
capacity to remove those who are inappropriately prescribing or alter their prescribing practices 
through the application of legislation. In this state, for instance, if somebody is found to be grossly 
negligent in their prescribing, then I have the authority, which sits with the minister but is devolved 
to me, to say that that person cannot prescribe that range of drugs in their practice for a period of 
time. 
The CHAIRMAN: So, it would not go to the medical board? In WA when there are any problems 
whatsoever, they go to the medical board. Here, if there are any issues they would come to you, 
rather than the medical board? 
Mr Evans: Yes. It is the state that I am working with who would monitor and notice the problem. 
We have an ability to go into a general practice or any medical practice and to seize drugs or seize 
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records of patients. If it is felt that after a period of encouragement and walking alongside the 
practitioner about their practice that it is not changing, and there would usually be one of three 
reasons; self-administration, administering to family or, potentially, tactics of a patient pressuring 
and feeling that they have somebody who can, if they put enough pressure on, get what they want. 
The CHAIRMAN: So self-administering in terms of — 
Mr P. ABETZ: The doctor himself — 
Mr Evans: The doctor themselves or the nurse—we cover medical practitioners, nurses, dentists 
and vets. You will find some people who will self-administer, some people who will administer 
inappropriately to family members and some people who are just caught up in this pressure from 
patients, but we can step in and say, “Sorry, you cannot prescribe.” 
The CHAIRMAN: Is that a big problem here? 
Mr Evans: It is not a massive problem but — 
The CHAIRMAN: Which act does that come under that you have — 
Mr Evans: The Controlled Substances Act. We have the Controlled Substances Advisory Council 
here that just looks at poisons and dangerous drugs and we act under that legislation. In our day-to-
day work we try to get a balance between our preventative activities and our clinical activities. I 
guess we operate as an agency on the basis that if we look at something like drug dependence—we 
tend not to use terms like addiction, although it is very popular in places like the US—and we look 
at our client population, we generally believe that the management of people with drug and alcohol 
abuse issues is as successful as the management of other chronic relapsing conditions. Therefore, if 
you look at something like hypertension, diabetes, asthma—we have the same type of success in the 
management of people; the same relapse rates approximately globally and about the same level of 
success. If people stay on their treatment, they do well; if they come off it, they do badly, and it is 
no different. We see this as a chronic condition once people have become dependent so much of our 
work is about assisting people to remain abstinent as being the most successful way of managing 
their condition for them. However, a lot of our work is preventative; it is about delaying the uptake 
for alcohol and — 
The CHAIRMAN: Could we maybe look at how you do that? I noticed this morning when I was 
walking that it looked to me like the pubs were still open; there were people still drinking at six 
o’clock in the morning. 
Mr Evans: We live in Australia in a 24-hour society and — 
The CHAIRMAN: So, your pubs are open 24 hours a day? 
Mr Evans: Some will be open, some will have certain authorities to be open in the very early hours 
of the morning and some will open for the best part of 24 hours, but the majority do not. This is a 
small town so the majority are closed by 11 or 12 o’clock at night, but there are in certain areas of 
the city — 
Mr P. ABETZ: Can you tell us something about the prevention strategies and how well they are 
working? Are there any things that really stand out that you have perhaps pioneered that might be 
ideal for us to know about for the Western Australian situation? 
<011> N/5 
Mr Evans: I would be loath to say that we necessarily pioneer any more than you have done 
yourselves; I think some of the innovations out of the west have been very dramatic indeed over the 
past decade or more. If we look at what we are doing here, we basically compartmentalise our 
activities so that if we look at something like tobacco, we are very clear that what we want to do is 
prevent young people from starting to smoke. Some of the strategies that we have in place are, for 
instance, we were the first jurisdiction to ban smoking in cars so that if you are 16 years or under in 
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South Australia nobody can smoke in a car with you present and the police will stop that car and 
they do. It is a fine that is the same as the fine you would get for using a mobile phone—about $75 
to $100, but it goes up if you have multiples — 
The CHAIRMAN: We congratulate you on that. Maybe we could move to alcohol rather than 
smoking because we have just done lots on smoking — 
Mr Evans: You have, and we are about to try to catch you up! 
The CHAIRMAN: Yes. Alcohol is something that we want to target next. 
Mr P.B. WATSON: Is binge-drinking and young people a big issue here? 
Mr Evans: It is, and alcohol happens to be my specialist subject. I am a clinician by background 
and so most of my professional life I have worked in the area of alcohol. I have been really 
interested in the debate in Australia around alcohol because if you actually look at alcohol patterns, 
the overall consumption across the community has not changed and it has not changed for the best 
part of 10 to 15 years, so we are at a fairly flat line in terms of alcohol. 
Mr P.B. WATSON: Is this for adults or overall? 
Mr Evans: This is overall and it is only when you explore the subgroups of consumers that you 
start to see difference. I think the significant difference in Australia, as it is in other countries of 
comparable nature, is that we are starting people drinking earlier. Therefore, if you look at the 
national household survey every three years on alcohol, it has not changed much. If we ask people 
the age at which they started drinking, we continue to get the answer around 17 and a half and that 
is because the older people are biasing the result; we have so many older people who are still saying 
they started when they were 17 and a half, it is washing out the effect of the younger people. If you 
actually talk to young people it has come down to about 13, so every 10 years we appear to be 
moving about one year lower for the age of consumption. Binge-drinking has been around forever 
and I was rather struck by the Brendan Fevola issue on television the other night. The reason that is 
an issue today and it would not have been 25 years ago when the same behaviour was happening is 
exposure—we see it, we are appalled by it and we react to it. I grew up in the UK and it is not 
different from the behaviour of soccer players at soccer events of that same nature for many years 
but they are now incredibly scrutinised. However, there is this massive difference in young people 
and young people’s access to alcohol and young people’s levels of intoxication. 
Mr P.B. WATSON: Do you think it is combined in that they start off on the alcohol, then they 
have a few drugs and then they get really silly and then people notice it more? 
Mr Evans: I do not believe so. The data would suggest that the majority of people who use heroin 
have used cannabis; the majority of people who use cannabis never use heroin. I think the best 
predictor of whether a person will drink alcohol is whether they smoke and it is about deviance. It is 
a deviant behaviour to smoke when you are young and smoking is probably the gateway rather than 
illicit drugs. Although there is a problem with young people who will use alcohol plus 
amphetamines, it is an older cohort; it is sort of 17-plus. When they are down around the 13s or so, 
they are not really using amphetamines, generally speaking in our experience and I think looking at 
the data. If you ask them the question whether they are using they will say yes, but a bit of bravado 
is going on in amongst that as well. Therefore, what we are finding is young people, access to 
alcohol and an incredible lack of parental supervision that seems to be aiding and abetting this 
behaviour — 
Mr P.B. WATSON: The parents are role models, aren’t they? 
Mr Evans: Absolutely. We keep talking about sportspeople and others being role models; the ones 
that matter are parental behaviours. I am struck consistently, and I have been in all countries I have 
worked in, at how over time if you take a line from the sort of 1950s out, each generation of parents 
is more permissive about the behaviour of their children. I think the so-called baby boomer 
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generation seems to have real difficulty in coming to terms with the notion that it is okay to set 
boundaries around kids’ behaviour. It is a really interesting phenomenon; it is something about the 
way we were brought up and our exposures. What kids will tell you, if you spend enough time with 
them is, “It is okay to tell us no.” In fact they need that buffer; they need to know how far they can 
go and when the shutters come down. 
The CHAIRMAN: It goes back to the family unit, you are saying. The family unit in whatever 
form should be saying alcohol is not a good thing. 
Mr Evans: My wife is an alcohol researcher here in Adelaide and one of the findings from a large 
study they have done on alcohol and culture is I think it is something like one in six children in 
Australia live in single-parent families and those sorts of dynamics are probably much more 
important for determining behavioural patterns than the availability of alcohol per se. We tend to 
focus on making alcohol less available, but in an environment in which children have much more 
access to money, mobile phones and those sorts of things, and failure to get around this issue of 
how we manage the behavioural repertoire of our children are probably much more important issues 
for us to be dealing with, than whether we focus solely on, for instance, alcohol advertising for 
which there is limited evidence that it actually drives irresponsible drinking behaviour, 
notwithstanding that there may be irresponsible ads. 
The CHAIRMAN: If there were three things that you could do tomorrow that you think would cut 
back on the problems associated with alcohol, what would they be? 
Mr Evans: I think one would be exploring the idea of education for teenagers about the 
responsibility that they will have as parents. I think some form of training us to be better parents 
and better — 
The CHAIRMAN: At school? 
Mr Evans: Probably in the upper years of school. I would be thinking sort of 16, 17 out—
something about how to say no, about how it does not mean that you do not love your child if you 
actually do not give them everything they want in life. I think that would be one.  
I think the exposure of young people to mass media is an important driver of their impressions. I 
think turning on the TV at the moment and seeing the cricket team — 
The CHAIRMAN: With the alcohol things all round the sports field. 
Mr Evans: Yes, with the beer sponsorship “VB” all over them and then pretending that they are not 
identifiable heroes of the young sets up both the sportspeople for falling off their pedestal because 
they inevitably do and also I think it is inappropriate. I think anything we can do to — 
The CHAIRMAN: Ban the advertising of alcohol, is that what you are saying? 
Mr Evans: No, I am not saying banning the advertising of alcohol. I think it is the whole question 
of sports sponsorship and the role of sports sponsorship as an exposure point to young people—
whether it means shifting the times at which you are allowed to advertise, and also whether, as we 
did with tobacco, we say that sports sponsorship should be over time eased out and replaced with 
other forms of sponsorship.  
<012> P/E 
The CHAIRMAN: It is interesting, because there was a parliamentary petition going around our 
Parliament that was looking at banning illicit drugs in children’s programs. I actually refused to sign 
it because they were not targeting banning alcohol. I thought that before we focus on the illicit 
drugs, we should focus on the alcohol. But in terms of that, would you say that there should be no 
alcohol advertising during children’s programs, and what time would you see it up to? 
Mr Evans: I think we have to recognise that the watershed has gotten later. Again, it is this issue of 
what parents allow their children to watch, but if you went for a watershed of 9.30 pm, then I think 
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that would not be an unreasonable watershed. I think that at 8.30 pm or so, many young people are 
watching television. But again it is this question that, to some extent, because we are very anxious 
indeed about telling parents how to parent and telling individuals how to behave, we then go after 
the corporations and we say, “Okay; the way we will deal with this is that we will remove their 
rights to do these things that they are involved in.” My anxiety is that we can do that, but that there 
are not very many societies, other than those where alcohol is banned completely, where the 
removal—in fact there are no societies I am aware of where the removal of alcohol advertising 
removes alcohol problems, or the raising of price to a prohibitive level removes problems. Around 
tobacco, we are now down to 17 per cent of the population who smoke.  
The CHAIRMAN: It is down 15 per cent in WA. 
Mr Evans: You are doing really well. But we have got 88 per cent of the population aged 15 and 
over who drink. This is an entrenched behaviour from which people derive enormous amounts of 
social benefit. 
The CHAIRMAN: Is it the same in America, where the legal age of drinking is 21 years old? 
Mr Evans: No, but it is not because the age is 21. I am sorry; the answer to your question is no; the 
prevalence rate of drinking in America is that around 55 per cent, 56 per cent of the population 
would identify themselves as drinkers. 
The CHAIRMAN: That is less than ours. 
Mr Evans: Much less, much less.  
The CHAIRMAN: What did you say ours was? 
Mr Evans: It is about 88 per cent. It is over 85 per cent of us aged 15 or over. 
Ms L.L. BAKER: What are the drivers for that? 
Mr Evans: The drivers in the United States? 
Ms L.L. BAKER: The drivers of the difference. 
Mr Evans: The early settlers were the British puritans, so they had a very puritanical approach, 
which still is very dominant in the USA. 
Ms L.L. BAKER: So it is that fundamentalist line? 
Mr Evans: If you look at it around their criminal justice system—forgetting the issue—the arrest in 
Zurich this morning of Roman Polanski is a very good example of an American jurisprudence 
system that will chase you to the end of your life for crimes that are much less significant than the 
one that Polanski has just been picked up for. There is a very strong puritanical issue that drives, 
plus the fact that they had prohibition. They had prohibition for a relatively short period, but it was 
incredibly popular. The United States has a very strong influence from both of those drivers. The 
determination by Ronald Reagan of 21 years old as being the legal drinking age for all states has 
had an impact, but as soon as kids go to university at 18 years old and they move state, it is a real 
problem. The biggest problem in the United States around young people and drinking is what 
happens on campuses; they have so many deaths a year because the kids have had no exposure to 
alcohol within the home. 
The CHAIRMAN: I was just thinking how the Arabs have a Ramadan for food; maybe we should 
have a Ramadan for alcohol. 
Mr P. ABETZ: The trouble is that when they came to the end of Ramadan, they would feast. We 
do not want everybody getting drunk at the end of it. I want to move from the issue of alcohol to 
that of illicit drugs. Are there any particular programs that you run in the schools here that are 
reasonably effective in educating kids about the dangers of drugs? Any comment on that? 
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Mr Evans: We are obviously influenced by the commonwealth’s own schools-based program. The 
basic model that we have is that we prefer not to fund external providers into schools. We believe 
that, by and large, what occurs in the process of the normal classroom experience is going to be 
more beneficial to kids than bringing in external providers. When I first started working in the field, 
a local member of Alcoholics Anonymous would come in and talk about the dangers of drink, but 
there is just no evidence base to suggest that it does anything other than—the kids think it is great 
and tell you it works, but then you look at the behaviour, and it does not. We are very keen on not 
bringing in external providers.  
What we are really focused on here is policies in schools about how they manage kids who have 
been using drugs and how the school manages drugs and alcohol and tobacco generally. We have a 
policy that, wherever possible, the very last option is to exclude a child for drug use. There was 
pressure on for a while to think about doing drug testing in schools. We did research into that and 
found that there was no evidence base that would suggest that that was particularly helpful, and it 
was more likely to be alienating than it would be to encourage a change of behaviour. 
What we are doing in terms of our school programs is implementing the commonwealth’s national 
curricula and syllabus, and then at the state level we make ourselves available for schools if they 
wish to refer young people with problems to us. By and large, we encourage the schools to manage 
the issues internally.  
Mr P. ABETZ: I was not aware of the federal national curriculum. Can you just enlighten us on 
that? 
Mr Evans: Inasmuch as the federal government funded, under the previous administration, a 
national approach to school education, they produced a thing called REDI. That is basically an 
approach that can be implemented. It has not got the imprimatur of a national curriculum because 
that would be anathema to most states, but it is a very good program. It is very sensible and it is 
based on the appropriate age for the young person. Again, the struggle I have is that what is 
happening within the home is probably much more dramatic in terms of the behaviour of the young 
person than what is happening in school. What we know from all of the research evidence that is 
around about preventing drug use—what are the drivers of drug use and what are the preventers—is 
that they tend to be the polar opposites of each other. Children who are in loving families where 
they can talk about anything do better than kids who are not. The children with parents who say it is 
a taboo subject tend to not do as well. The child who has a good, close relationship with the parent, 
or another adult family member that they can relate to, does better. Children who are comfortable in 
school, feel happy about going to school and want to be at school, do better. Interestingly, children 
who are connected to church or some faith in some way do a lot better.  
If you then reverse that, those become the drivers of situations where we can predict that they will 
probably be less successful. If you wanted to access the piece of work, Ross Homel from 
Queensland—he is a professor of the School of Justice Administration at Griffith University—
wrote a piece on prevention, and looking at it from a criminal justice point of view, to prevent 
bullying and to prevent crime, and then applied it across to drugs. It is on the website of the 
Department of Health and Ageing. It is a nice little succinct piece which states that these are the 
drivers of drug use and these are the protective factors. 
The CHAIRMAN: We are running short of time, so in a while we are going to have to ask you to 
summarise with key points. You mentioned that you have treatment centres—rehabilitation centres. 
In terms of referrals for treatment, do you have self-referrals and allied health professional referrals, 
or whom are the referrals by? Can people self-refer themselves? Do they have to go and see a GP? 
Mr Evans: It will depend on what it is the person is looking for. 
The CHAIRMAN: What about for alcohol treatment? 
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Mr Evans: By that, I mean it will depend on what they need. Everybody has a capacity to front up 
themselves; they do not need to be referred by anybody else. Most of the people we see will either 
walk in off the street, or the majority would come through the Alcohol Drug Information Service, 
which is a 24-hours-a-day, seven-days-a-week telephone service.  
<013> G/E 
We have added to that a service that sits alongside it for practitioners, so any medical practitioner or 
nurse across the state who has someone in front of them and they are a bit anxious about their 
management can ring that number 24 hours a day and they will speak to one of our practitioners, 
which will be either a nurse or a medical practitioner. We have that system and people can come in 
through that door. Either they will be referred to the nearest available centre or, if they are going to 
be admitted for detox, they will need to have been assessed first, but they can front up for that 
assessment. 
The CHAIRMAN: What about your Indigenous people? Do you have programs? What are you 
doing? As you are aware, for several years now the WA government has been looking at accords to 
try to break the problem. What are you doing for Indigenous people? 
Mr Evans: We have a number of programs. We have one called our Aboriginal Community 
Connect program. We employ a group of Aboriginal and non-Aboriginal workers in Adelaide and 
they do a couple of things. They case find, whereby they walk through the parklands and talk to 
people. If people have alcohol problems, and many do, we will encourage them into treatment. If 
they decide that they want to come and detox or become part of the treatment, we will walk with 
them through the treatment process. We will take them to the treatment centre. It is a very highly 
intensive program. It is being trialled at the moment and we are about one year into the three-year 
trial of that intensive case management program. That is working with other inner-city groups that 
are also dealing with homelessness. It is a homelessness strategy and ours is the drug and alcohol 
component. 
We also have a program that runs in the northern suburbs of Adelaide, which is an attempt to deal 
only with young Aboriginal people who are opting out of school and who are using drugs. The 
Department of Education and Children’s Services has provided a separate classroom—a venue—
where we can take the children and expose them to some level of schooling. At the same time, we 
provide them with cultural activities and extracurricular activities to try to draw them back towards 
the mainstream. They are the two significant programs, plus we are working with your own 
program in Western Australia to train Indigenous workers. That is the program that Neil Guard and 
his people run, including Wendy. We are linked with that program and we are providing the training 
in this state for workers for that WA initiative. I would not want to pretend that we are anywhere 
near getting on top of the issue. The main problem is that Indigenous people feel uncomfortable 
coming into a program that is largely designed around the interests and needs of the dominant 
culture. 
The CHAIRMAN: Thank you. Do you have any key points you want to flag with us in your 
closing remarks? 
Mr Evans: I am relatively new to South Australia, but the comment I would make about Western 
Australia, if I may, is that I remember when Professor David Hawks came to Australia many years 
ago. I am Welsh, and he and I worked together in Cardiff many, many years ago. When David came 
back to set up the National Drug Research Institute, as it now is, and worked as the head of the drug 
and alcohol services for a time in WA, I have always been impressed by the quality of the 
professionalism of the programs that he runs. Nothing, to my view, has changed about my 
admiration for the services in WA. We often send people across to look at what you are doing. 
The real struggle in Australia is that whilst alcohol has come back on to the map in a very 
substantial way, the level of funding that is available to anybody working with the drug and alcohol 
sector across Australia has not kept pace. There is an expectation that people can deliver increasing 
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levels of complexity of service, plus we now have this issue of comorbidity and so on, which is not 
new, and the complexities around that. It is a very difficult environment in which to try to get 
people to do more with less. My view is that it is incredibly important to get the balance right 
between the delay of uptake for alcohol and the prevention of uptake for illicit drugs and tobacco. If 
we do not look at the populations as a whole, we will continue to have to deal with the 
consequences of the people within those populations who get into severe trouble. We tend to focus 
rather heavily on clinical services when, in fact, we ought to be doing much more about early 
interventions and brief interventions. Brief interventions in a general practice setting of five and 10 
minutes have proven efficacy and yet we do not have the uptake. Rather than saying that we want 
more staff to do more things, because the money just is not there for that, we are looking at 
developing more guidelines, protocols and directives so that hospitals are very clear about what 
their function is. They cannot opt out of treating people who they believe may or may not be 
dependent. We have strong guidelines in emergency departments about how they manage people. 
We also are looking a lot more at internet treatments. We need to reach many more members of the 
population with broad messages rather than invest so much of our effort in the five per cent of the 
population of drinkers who will become dependent, about whom we could continue to cycle money 
through because the poor things will, by and large, continue to relapse until either they pass away or 
they get insight. 
My view is that we need to recognise that there is a good evidence base for what we should be 
doing. We should be doing those things that work rather than continue to throw money at things that 
do not, which is historically the way we have treated drug and alcohol problems. The US is a really 
good example of that. They continue to focus almost all of their efforts—they spend more money 
than anyone else in the world combined—on research on alcoholism and finding the gene that is 
responsible for alcoholism. We know it accounts for about 20 per cent of the likelihood that a 
person will develop a problem. Even if we find it and we can identify it and tweak it, there is 
another 80 per cent of things going on in people’s lives that drive what will happen to them. Unless 
we can also deal with those things, simply focusing on drugs or alcohol will be insufficient. 
The CHAIRMAN: Thank you very much, Keith, for your evidence before the committee today. I 
am sorry to have kept you waiting at the start. 

Briefing concluded at 12.50 pm 


