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Hearing commenced at 9.23 am 
 
COOPER, MR GRAEME 
Chief Executive Officer, Ord Valley Aboriginal Health Service, examined: 
 
 
The CHAIRMAN: On behalf of the Education and Health Standing Committee, I would like to 
thank you for your interest and your appearance before us today. I would like to acknowledge and 
pay respect to the traditional owners, past, present and future, of the land on which we are meeting 
today.  
The purpose of this hearing is to assist the committee in gathering evidence for its inquiry into the 
adequacy and appropriateness of prevention and treatment services for alcohol and illicit drug 
problems. At this stage I would like to introduce myself, Janet Woollard, and Mr Ian Blayney, my 
fellow committee member. We also have our principal research officer, Dr David Worth, and from 
Hansard we have Mr Keith Jackman.  
The Education and Health Standing Committee is a committee of the Legislative Assembly of the 
Parliament of Western Australia and this hearing is a formal procedure of the Parliament and 
therefore commands the same respect given to proceedings in the house. This is a public hearing 
and Hansard will be making a transcript of the proceedings for the public record. If you refer to any 
document or documents during your evidence, it would assist Hansard if you could provide the full 
title for the record.  
Before we proceed to the questions we have for you today, I need to ask you a series of questions. 
Have you completed the “Details of Witness” form?  
Mr Cooper: Yes. 
The CHAIRMAN: Do you understand the notes at the bottom of the form about giving evidence to 
a parliamentary committee? 
Mr Cooper: Yes. 
The CHAIRMAN: Did you receive and read the information for witnesses briefing sheet provided 
with the “Details of Witness” form today? 
Mr Cooper: Yes, I did. 
The CHAIRMAN: Do any of you have any questions in relation to being a witness at today’s 
hearing?  
Mr Cooper: No. 
The CHAIRMAN: In that case, would you please state your full name and the capacity in which 
you appear before the committee today? 
Mr Cooper: My name is Graeme Cooper. I am the chief executive officer of the Ord Valley 
Aboriginal Health Service, Aboriginal Corporation, in Kununurra. 
The CHAIRMAN: Thank you. This week we have been travelling to different places in the 
Kimberley to get a good picture of what is happening in this area, what the problems are and 
hopefully what some of the solutions are. We are looking from pre-birth to young children, school, 
what facilities there are in the community, what is working, what is not working and what needs to 
be funded, really, to try to prevent problems from developing and to help those people who need 
help. If you would like to make a submission, Ian and I, if you are happy, will ask you to clarify any 
points and maybe ask you some questions afterwards. 
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Mr Cooper: Yes, thanks for that, Janet. I received the documentation and the questions that were 
put to me and everyone else who will be coming through the door to talk to you guys. I spoke to all 
the staff and the board, of course, in relation to this, and we have come up with the answers that we 
think are most appropriate. I would like to clarify a number of issues. The Ord Valley Aboriginal 
Health Service has been in operation for 26 years. We are the second oldest in the Kimberley and, I 
think, maybe the fourth oldest in Australia—the first being in Redfern, of course, and the second is 
in Broome. We provide a culturally appropriate service and a holistic approach to health service 
provision in the east Kimberley and down to Glen Hill and Doon Doon, across the border to several 
communities. We do that for the Katharine west health board because we are closer to them than 
they are. Our holistic service includes a clinic, mental health, drug and alcohol service, a Bringing 
Them Home service and youth services. We have three and a half doctors, 12 nurses, eight 
Aboriginal health workers and a whole raft of other allied health workers as well, so we provide a 
pretty comprehensive service. Our social support unit provides drug and alcohol, mental health and 
youth counselling, and has 10 staff members. Six of those staff members are Aboriginal, and that is 
what works; that is what the answer is—Aboriginal people providing services to Aboriginal people. 
That has been well documented for years. I do not know whether I am actually allowed to comment 
on what others have said, but when Councillor Mills states that there is only one mental health nurse 
to deal with the whole Kimberley, he obviously does not know about the Ord Valley Aboriginal 
Health Service. We have Aboriginal staff members dealing with mental health clients, we have non-
Aboriginal mental health nurses dealing with Aboriginal clients and we have direct access to a 
psychiatrist and a psychologist, so we actually feel as though OVAHS is actually well placed to 
know what the issues are. We know what the issues are, because the people who work for OVAHS 
are the family of the people with issues. We have got a fair idea of how to deal with issues; we have 
to deal with them in consultation and partnership with non-Aboriginal services, such as the 
Kimberley Mental Health and Drug and Alcohol Service, the hospital and other state-based allied 
health workers. I think that OVAHS is actually pretty well placed to advise and deal with all the 
issues that were put to us a couple of weeks ago in the letter. Does that make sense? 
[9.30 am] 
The CHAIRMAN: Could you tell us what you see is the bigger problem? Is it alcohol, cannabis or 
other drugs? Who are most affected by those drugs and what is most needed?  
Mr Cooper: Alcohol is the biggest issue in Kununurra and surrounding areas. Last year the board 
of directors of the Ord Valley Aboriginal Health Service put a plan to the alcohol accord that would 
see restrictions being placed on the sale of takeaway alcohol and the sale of alcohol restricted 
completely between the hours of 10.00 am and 12 noon. People go to drink at the Big Waters Bar 
between 10.00 am and 12 noon. As soon as 12 o’clock comes, the Big Waters Bar empties and they 
go straight to the takeaway outlet and purchase full-strength alcohol, spirits, wine or whatever and 
they go home with that. That is when the real big issues start because the kids are there and they are 
not going to school et cetera.  
Ganja, or marijuana, is a huge issue as well. This is not only an Aboriginal issue; it is a huge issue 
right across the Kimberley. I was asked to respond to a comment by the Chamber of Commerce and 
Industry to the effect that all these workers are coming into town and they all like a drink, and who 
are we to say they cannot have a drink? My response to that was, “If you are employing people who 
are only going to come up to the east Kimberley just so they can have a full strength beer, you are 
employing the wrong people.” You have seen the effects of grog bans in Halls Creek, Fitzroy 
Crossing and numerous other places throughout Western Australia. We have to do something about 
it. This is a whole-of-community issue. The amount of non-Aboriginal people who drink is bad. 
One till in one takeaway facility in the space of four hours collected $20 000. That is just one till in 
one pub. There are maybe six tills and then Coles has two, making eight tills. That is a huge amount 
of money. It is just massive. I could see why the Chamber of Commerce and Industry and various 
publicans around town say that we do not need the grog ban. What about the tourists? If we 
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advertise that this is what Kununurra is doing and this is when grog is available, the tourists will 
deal with it. These grey nomads are pretty good at planning. If anything, they are fantastic planners. 
When it comes to alcohol, I am sure they can plan their trip down the Gibb River Road. It is just a 
red herring that is being thrown up.  
The CHAIRMAN: You said that you asked for restrictions one year ago. What restrictions did you 
ask for?  
Mr Cooper: We asked for a closure of the Big Waters Bar between 10.00 am and 12 noon, the sale 
of mid-strength and low alcohol beers between 12.00 noon and 5.00 pm, and one day of low alcohol 
or mid-strength beer being sold and nothing else.  
The CHAIRMAN: Are you still waiting for that?  
Mr Cooper: Yes.  
The CHAIRMAN: Could we have a copy of that request?  
Mr Cooper: Yes, sure. 
The CHAIRMAN: We were told by people in some other places, particularly by the police, that it 
seems to be taking a very long time and maybe something should be rolled out across the 
Kimberley rather than having to wait several months for this area and then several months for 
another area.  
Mr Cooper: I agree. We presented it to the liquor accord. It was not supported by the liquor accord. 
It was not supported for numerous reasons. We have only one voice. It was supported by the 
taxidrivers and Kununurra District Hospital. We were not supported by the local Drug and Alcohol 
Office. I do not know why. We understood that it would probably be rejected. However, we put it 
out there. A second application for alcohol restrictions has since been put forward. It goes a little 
further than the Ord Valley Aboriginal Health Service proposal, with a total grog ban on Sundays. 
The rest of it was pretty similar. We put it out there to get the community discussion going and it 
was supported by the community in general. We see an awful lot of people through our service who 
smoke ganja. Other illicit drugs such as speed, heroin and ice are not really an issue in the 
presentations that we receive. Ganja is an issue.  
The CHAIRMAN: Who is using ganja? Is it children as well as adults?  
Mr Cooper: Maybe 12 to 40-year-olds. The older people do not really get into it. I am sure some 
young kids do but we have not really found it an issue amongst young children. The band would be 
12 to 40-year-olds. We see it in houses just over the back. We know that it is there.  
The CHAIRMAN: Legislation is currently on the table in Parliament that will make it a criminal 
offence to have more than 10 grams of cannabis. How do people here feel about imprisonment? 
That is obviously what will happen if people have more than 10 grams. We have been made aware 
that ganja is more of a problem in some communities than other communities.  
Mr Cooper: If you are able to police it and if you are able to arrest those people who are using it, 
you will probably decimate the community. I do not say that lightly. Enough people are smoking it 
to ensure that a lot of people will go to jail. I do not know where you are going to put them—maybe 
in the work camp over at Wyndham. As a voter, a taxpayer and the CEO of an Aboriginal health 
service, I do not think imprisonment is the answer. I think community education at a very young 
age is the answer. We have been providing educational services on drugs and alcohol, mental 
health, safe sex et cetera for a couple of years now within the schools, through the Aboriginal 
Substance Misuse Connection program that I mentioned earlier, and the Clontarf boys that we also 
provide a service to. Funnily enough, we do not have that much success in speaking to the 
mainstream kids at the high school. There seems to be a bit of a barrier there but it is okay to talk to 
the Connection girls and the Clontarf Academy for boys but we do not talk about drugs and alcohol, 
mental health, FASD and contraception with the mainstream kids. Education has to be the key. It 
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has to come from the community itself. It is as simple as that. You need to have a lot of Aboriginal 
people working within the drug and alcohol services to make this work, because Aboriginal people 
listen to Aboriginal people. It is as simple as that.  
The CHAIRMAN: If someone has more than 10 grams of ganja, it becomes a criminal offence and 
it costs more than $100 000 for a one-year imprisonment. Would work orders or working with those 
people one-on-one be more appropriate? How could that money be better spent helping those 
people who are addicted to cannabis and need assistance?  
Mr Cooper: It costs us approximately $350 000 to employ three staff members. That includes 
employing someone and giving them subsidised housing et cetera. They can then provide a service 
to 100 people, education, counselling, one–on–one sessions et cetera. We get a lot of referrals from 
correctional services. I think we are the correctional services’ referral of choice because we have 
Aboriginal people working with us who know the family and know the individual and know the 
circumstances behind why they are smoking ganja, drinking alcohol and having sex et cetera. If you 
give a service like ours over $350 000, we will make a major impact into drug and alcohol services 
for these people. Rather than incarcerating three people for $300 000, we can provide education to 
100 people.  
The CHAIRMAN: The community as a whole want to see these people who commit harm or who 
are on cannabis punished. Yes, you can give the assistance but would you be able to supervise work 
camps or something by the wider community as a punishment?  
Mr Cooper: We submitted an application to a victims of crime funding body to provide a service to 
the work camp at Wyndham. As soon as that individual went in there, we would go in there and 
start working with him and his family back in Kununurra or wherever, working with local 
employers et cetera. That was not successful.  
The CHAIRMAN: Maybe you would like to send us a copy of that. 
Mr Cooper: Definitely. The thing is the individual goes into prison. Fair enough. All right. You 
have got 10 grams of cannabis. You are into jail. You spend however long there, or work camp, 
whatever. As soon as the individual walks out of there and then walks into his house, the same cues 
are there—the same cues for drugs, alcohol, abuse, whatever, all those cues are still there. The 
house is still overcrowded except for a period, a month, when there was one less person in there 
because he was in work camp or jail. The cues are still there. It is the same with me, you know. I am 
a smoker. If I try to give up and then I walk into a pub and someone is standing there with a drink 
and a fag—cue, smoke, home, done. The cues are still there, and this is what I was saying about the 
education. If you put that person away and then try to educate those other people who are within 
that house and within that community, maybe you will actually get somewhere. But just banging 
somebody up—and I really do not know how the community would actually react or the Chamber 
of Commerce and Industry would react when all of the workers, non-Aboriginal people, who are 
working on the Ord enhancement scheme are put into the work camp or jail because they are 
smoking ganja, and they are drinking copious amounts of alcohol and abusing people left, right and 
centre. Go to the pub on a Friday night, and there are hardly any Aboriginal people there; it is all 
“gurrier” there; and they are all smoking dope and they are all drinking alcohol and whatever. So, 
this is not just an Aboriginal problem; this is a whole-of-community problem, and if you are going 
to start arresting non-Aboriginal people for carrying 10 grams of dope, you are going to have hardly 
any workers here because it is a huge issue. It is a community-wide issue. That is why you have to 
educate. Give me $350 000, and I will employ three people: two Aboriginal people and a non-
Aboriginal person—boom!—counselling one on one, working with other community-based 
organisations. That is the answer. 
[9.45 am] 



Education and Health Monday, 2 August 2010 — Kununurra — Session Two Page 5 

 

The CHAIRMAN: Are there any services that you cannot offer then? I guess you have said 
services you cannot offer because of financial services because you have not got that support. You 
have touched on some of the services that you would like to offer. What are other services that you 
would like to be able to offer? 
Mr Cooper: We offer all of those services. It is just that we need to offer more of them. That is the 
whole thing. We offer the drug and alcohol and mental health; it is just that we need to offer more 
of them. We need to expand our workforce. 
The CHAIRMAN: And expand just for Kununurra, or what other communities? 
Mr Cooper: No, the east Kimberley. We can only go to the east Kimberley, you know. Then you 
start getting into — 
The CHAIRMAN: So, Halls Creek, Fitzroy, Indee—would you cover? 
Mr Cooper: No. We have the biggest child and maternal health New Directions program in 
Australia. There is a service called New Directions and it services to mums and bubs, antenates 
et cetera. We are the biggest in Australia. 
The CHAIRMAN: So New Directions is run by your community? 
Mr Cooper: It is run by OVAHS, yes. 
The CHAIRMAN: And that was introduced by? 
Mr Cooper: The commonwealth two years ago. And we have since been asked to expand our 
service into Warmun, Glen Hill, Doon Doon, Bow River et cetera. We are actually contracting 
Kimberley population health units, a government organisation. We are actually funding them to 
provide New Directions child and maternal health services into Oombulgurri and Kalumburu 
because they already have a presence there and it is very difficult for us. 
The CHAIRMAN: We can probably get copies from the commonwealth on that program. We will 
have a look at the commonwealth website. 
Mr Cooper: Sure. 
The CHAIRMAN: Because I know that the maternal programs for mothers at risk in South 
Australia would be seeing families 20 to 30 times in the first two years. 
Mr Cooper: We actually do that and we also provide an alcohol spectrum disorder program as 
well—the only one of its kind in Australia. 
The CHAIRMAN: Could you tell us a bit more about that program then? 
Mr Cooper: That is a program that was developed about a year and a half ago now after the 
Kimberley Aboriginal Medical Services conference in Broome. There was a lady, whose name 
escapes me at the moment, who came over from Queensland, presented on FASD, and you could 
have heard a pin drop when she was talking about her experiences with foetal alcohol spectrum 
disorder. It was stunning. It was just, “Wow; what is this?” FASD. So, OVAHS then kind of started 
talking about it, and started talking to the community about it, and MGOES, Edna O’Malley, and 
her board supported an OVAHS program that would see education provided to every woman 
between the ages of 15 and 45 on FASD and problems associated with alcohol consumption prior to 
and during birth. 
The CHAIRMAN: Pregnancy. 
Mr Cooper: All right, pregnancy; sorry. So, the community supported that. We spoke to the 
community and they could not call it FASD. They called it, “Oh, there’s something wrong with that 
fella there, you know, he’s a bit funny, you know.” They did not know what it was, you know, his 
eyes were a bit spaced et cetera. But they recognised the problem and they recognised the best way 
that they felt to actually deal with this problem, which was education. So, OVAHS developed a 
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program that would see every single woman educated on this. We go down to Coles there every 
week, we go to the supermarket over here, and we visit as many women as we possibly can and we 
educate them on what FASD does. We also educate the men as well. Basically, men do not talk 
about this business, until during an AGM one of the men stood up and said, “We celebrate when our 
wife tells us she’s pregnant. We all celebrate as a man, but we don’t support her in not drinking 
alcohol, and that’s why we have to know about this and that’s why we have to support our wives, 
our girlfriends, whatever.” So we have actually developed that program and it has been very 
successful in the amount of girls and women that we have managed to stop drinking grog for nine 
months; so that we have our “No Grog for 9” posters, key rings, et cetera, educational sessions. We 
go into the schools, talk to the connections. Actually this is the only thing that the school allowed us 
to talk to the mainstream, to the whole of school, about, and not just Aboriginal girls. They were 
actually able to talk to non-Aboriginal girls about FASD because it is a huge problem—and it has 
not been recognised as a disability, because as soon as you do, the can of worms that you are going 
to open there is huge. We actually told the education department over a year ago about the need to 
employ more school aids, Aboriginal school aids, because it affects, I presume, people on quite a 
large scale. 
The CHAIRMAN: What are school aids; sorry? What are Aboriginal school aids for schools; what 
role do they play? 
Mr Cooper: They would then work with the kids who are having problems at school. 
The CHAIRMAN: So this is at high school level or? 
Mr Cooper: This is right throughout, because I mean you are talking about kids who are ADD 
kids—you know what I mean—who are all over the place, who cannot concentrate, and kids with 
their learning difficulties, behavioural problems in school. The thing is there is no cure; do you 
know what I mean? They are not going to suddenly turn into you and me. If you get to these kids 
soon enough, then you can get them into a pattern and actually work through them so that by the 
time they are ready to leave school and look for work or whatever, their opportunities are greatly 
enhanced; or else they are going to go through school or not even go to school and then they are 
going to get to school leaving age and do what? I think Councillor Mills actually mentioned sit-
down money et cetera. I would not say that it was sit-down money; I would actually say that it was 
our responsibility to look after people who cannot look after themselves, especially those kids with 
the FASD who are going to need an awful lot of support and an awful lot of help or else they may 
end up in the correctional services arena. It is a huge, huge issue. In Fitzroy Crossing, they are 
actually conducting tests to identify it, because it is very difficult to identify a kid with FASD. You 
need a whole raft of professionals, doctors, allied health workers et cetera to just identify them, and 
then you are going to have to provide all of those services. There are so many services for people 
with disabilities et cetera. We all know about diabetes and what it is that we are doing about it, but 
FASD is going to creep up on society; it really is. I am not just talking about Aboriginal people 
here; I am talking about Dr Woollard’s wife who drinks on a Wednesday and a Thursday with the 
girls down at the golf club—you know what I mean—and has three or four wines and whatever, and 
boom! That kid will then have it or the likelihood is actually greatly increased. 
The CHAIRMAN: So if they are able to have a diagnosis, then I guess at school, just like if 
someone has another disability, the school can get assistance with that child. 
Mr Cooper: Sure. 
The CHAIRMAN: It will enable schools to say, “We need additional assistance because we have 
15 students in the school who have FASD.” 
Mr Cooper: That is right, yes. We have been calling kids who are born small and with wide eyes 
et cetera “failure to thrive”. We have been calling them failure to thrive for years, but are they? Are 
they a failure to thrive or are they FASD? That is what we need to work out. The opportunities for 
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diagnosis are pretty slim here, pretty slim indeed, but we have been working on it and we have been 
working on education, education, education. It seems to be getting there because it was community 
driven. 
The CHAIRMAN: In your view are Aboriginal people with strong cultural links any healthier than 
those with weaker links? 
Mr Cooper: I would say that having a strong cultural belief is vital to the wellbeing of Aboriginal 
people. I think that is what they are. I think they already are their beliefs; I think they already are 
their stories. They are their stories; they are their history. That is what it is all about and if they can 
relate to that—that is why when anyone enters the social support unit at OVAHS, we do an aim-
high assessment. Aim high was developed in Darwin at a university there. Every person who walks 
in does an aim-high assessment, and it is what is good and what is bad. So families, you know, like 
history is good, culture is good, old people are good, you know, eating healthy foods, drinking 
water is good, is good, is good. Then you ask them about what they believe is bad: ganja, alcohol, 
not getting out fishing, not getting out to country, not talking to the old people. So we actually get 
individuals to recognise what is good for them and what is not good. One of the highest indicators 
of what is good was connection to country, because connection to country is connection to 
themselves. That is how OVAHS kind of see it. However, you have got all of those other cues that I 
was talking about earlier just banging into that—banging into the culture, banging into family, 
banging into the old people, banging into the stories; all of that drugs, alcohol and all of the other 
issues surrounding it overcrowding, lack of appropriate housing, lack of job. I mean, how many 
jobs are there really in this population that is expanding, expanding; and what supports are there 
that will enable someone who does go to work, what supports are there that will enable them to 
actually continue to connect to country, connect to themselves, connect to the old people? And this 
is what we say is vital. That is where I bring you back to Aboriginal people setting examples, 
looking after and caring for Aboriginal people. It is vital. 
[10.00 am] 
The CHAIRMAN: Could I ask about children? Both in Broome when we were there and in Derby, 
and also in Fitzroy, it was suggested that because there are children on the street, maybe to get away 
from what was happening at home with alcohol, physical abuse and sexual abuse, maybe there 
should be shelters where those children can be taken. Could you tell us what you think about that? 
Mr Cooper: I think that is vital. I think that you need a shelter for the men and I think you need a 
shelter for kids. We have a women’s shelter that kids over a certain age cannot even access, so if 
mum goes there with two five-year-olds and a 16-year-old, the 16-year-old is not allowed in. So 
what is mum going to do—let her oldest son or daughter walk the streets, or go back? 
The CHAIRMAN: So the women’s refuge does not cater for families. 
Mr Cooper: No. I am not too sure what the age is, but it could be 14 or it could be 12. I really do 
not know; I just cannot remember. But there is a cut-off point, so that mum can bring in the young 
kids but she cannot bring in the older kids. Then mum is caught, “What am I going to do here? 
Where is the eldest one going to go?” That shelter, group home or whatever you want to call it for 
those kids who are with mum, who have left an abusive situation or who do not want to go back to 
an abusive situation, have somewhere to go. I do not know how you are going to staff that type of 
thing; I really do not. It is a toughie; it really is. But there is no doubt that is what is required. I 
actually think that it just goes without saying that the kids really do need somewhere to go, unless, 
of course, you change the home environment in the first place and then you will not need it. If you 
can deal with the overcrowding, with the alcohol, with the mental health issues, then maybe you 
will not actually need to develop a group home. Go back to where it is actually happening. It is 
quite interesting. The amount of issues is huge—they are massive—drug and alcohol abuse and co-
morbidity, drug and alcohol mental health issues. Why wouldn’t they be huge?  
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Can I just use the whiteboard to give you a bit of an idea of what OVAHS sees as a major issue? 
This is where Bob and Jenny live. This is next door, next door, next door, next door, out the back, 
out the back, out the back, out the back. This could be your house as well. Do you know what I 
mean? You may know this person and this person really well because they are your neighbours. 
You may know this person not so well because they are actually two doors down, but you kind of 
know them and you wave to them. You know this person and you know these guys because they are 
right behind you. With this person, there is a big tree here, so you really do not know these people. 
This is your house. If this is Bob and Jenny over at the ranch here behind all those, it is family, 
family, family, family, family, and this is the street and these are houses here—close relative, close 
relative, close relative, family. Out here, out here, and out here, they are all family or they know—
they are part of that extended family. These people go here for a party every second or third night. 
They have been to this house for a party, this house for a party and had a great time. So Bob 
walking along here remembers the party that they had but he also remembers how his sister was 
bashed over her head with an iron bar by her husband during a drunken session. He knows about the 
rape of a kid in this house. He knows about the death of a woman in this house. He knows the 
history. He knows what happened there 10 years ago. His grandmother and grandfather told him 
how a woman was also raped and killed there 15 years ago. He also knows about the great time that 
they had in this house and a great time they had in this house. He knows about the drinking session 
that happened here. Then Bob’s brother, who had just come back after three months in rehab, came 
back here dry, sober and looking for work. All these people converged on this house and they all 
encouraged him to drink, “Drink up, smoked ganja.” He ended up killing his wife. So this thing 
here is a community and this is what it is all about. You cannot get away from it; it is right there. So 
when you drink alcohol, why wouldn’t you be depressed; why wouldn’t you have a mental health 
issue; why wouldn’t you need counselling; why wouldn’t you need more services for alcohol, drugs 
and mental health? Mental health is a huge issue. It is not just pointy-end stuff; it is all that other 
stuff. Why is this happening in the first place and what are we going to do about it? That is where 
that co-morbidity model is vital, because you cannot have one without the other—you really cannot. 
That is what it is all about—that thing right there. This is all family here. Every single person knows 
that person who lives in that house, that house and that house. Isn’t that right? That is what you 
have got to get into your head. That is why services by Aboriginal people for Aboriginal people is 
just vital. That is why the co-morbidity model has to work. 
Twenty-four-year-old, non-Aboriginal people straight out of university just will not cut it. 
The CHAIRMAN: What do you mean “will not cut it”? 
Mr Cooper: They have got no idea what actually happens in that ranch area there. They walk in 
there with a clipboard and say, “I can help you.” That is why you have to expand the services. I 
think Councillor Mills—and I take you back to that—there is only one person in the Kimberley. No, 
there is not; there are four of them at Broome. There is only one here that works for the state. We 
have a mental health nurse but we also have Aboriginal drug and alcohol counsellors, we have a 
drug and alcohol nurse and we have got access to the psychologist. He did not mention OVAHS 
once. He did not mention how in the Connections program that he was talking about, we provide 
drug and alcohol counselling, FESD counselling and mental health counselling to those 
Connections girls who go to school. Do you know what they end up with, after being encouraged to 
go to school and they get through that whole Connections program? Nothing. They do not get a 
certificate; they get nothing. They go, “Thanks very much. See you later. Go out to the big world 
and get a job.” They do not even get a certificate. I understand that the Connections program is 
great, but you have to have something right there at the end. You have to at least bring them up and 
say, “Here is your certificate of achievement.” There has to be something right at the end of it. 
I wish we had answered these questions. 
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The CHAIRMAN: It does not matter if you do not cover all of these things. When we send you the 
transcript you are able to put in a supplementary submission, so if you have lots of points that 
because of the time you are not going to cover, you can put those into us by way of supplementary 
information. Maybe if you would like to think for a moment, and then in three or four minutes 
summarise for now. 
Mr Cooper: Sure. I will summarise the key points. I think there were four areas. One was the 
health education and other interventions on alcohol and illicit drugs in school-aged children. There 
have been bucketloads of packages released by the federal and state government aimed at drug and 
alcohol information for school-aged kids. It is the mainstream. It is all aimed at the mainstream. We 
actually tried to implement one of those packages. We found that we had to explain the packages to 
the older kids by using a kind of adapted model, because it was just way above their heads. It is for 
the district high school kids here who have loving families et cetera and have a really good 
education, but it is not for kids who hardly ever go to school. It is just straight over their heads. So if 
you are going to develop a package, it has to come from the community themselves. What is 
effective; what is going to work. This is the whole thing about services. As I mentioned the FESD 
service was developed through MG–OES partnership with OLAC. Our Healthy Lifestyles program 
was developed through partnership with MG–OES. The problem with funding of programs et cetera 
is that Canberra or Perth say, “Here is the issue. New Directions—mums and bubs. Here is 
$800 000 over three years. Do something with it. What OVAHS are saying, and I am sure MG–
OES, “This is what has been identified by the community. This is what we need. Take it back to 
Canberra. This is how much you need to give us. These are the programs that need to be 
developed.” It is all back to front here; everything is back to front. It is, “Here is a bucket of money. 
Do something with it”, instead of, “These are the issues. These are the solutions. Help us.” It has to 
be flipped on its head. It is the same with the school education packages. It needs to be community 
driven; it needs to be owned by, driven by and developed by the community. 
The second point was the evidence-based adequacy, accessibility and appropriateness of a broad 
range of services for treatment and support of people with alcohol and drugs, and the most 
appropriate ways to ensure integrated care. To summarise that, OVAHS have been providing 
tertiary-level case management—that is the pointy-end stuff—for years now. We have also been 
doing other people that correctional services refer to us. We do not actually get funded for it by 
correctional services. We did not get funded for AOD funding through DAO; they give us nothing. 
We provide all of the services but we get absolutely nothing from DAO. The first person that Grant 
Akkeson comes to see is us. “What is happening? How is it going? What are the issues?” 
Correctional services, the first people that they are referred to is OVAHS, because OVAHS has 
Aboriginal people working. OVAHS go where others fear to tread. We get into the deep, deep 
issues. So with that client psychotic episode, drug and alcohol and mental health services come in to 
deal with that psychotic episode. They may be sent up to Perth and come back up, and then what? 
Nothing; that is it. When someone has a psychotic episode they actually do provide a very good 
service for that psychotic episode. But everything else that is underneath it is not even touched; it is 
not even looked at. OVAHS does; OVAHS has to get in there. We have to get in there because we 
are community. OVAHS are the Aboriginal health service, and people look to OVAHS for services, 
and we have to provide it. We do not have a choice there. Do you know what I mean? They are our 
employers. We work for the community. So we have to get into them; we have to get in deep; we 
have to deal with those issues that no-one else will touch. It is tough. It is mind kind of a tough, 
dealing with those issues that I mentioned right there. Why wouldn’t you have a mental health 
problem? Why wouldn’t you drink alcohol? Why wouldn’t you smoke ganja? Because of what I 
mentioned earlier. But OVAHS gets in there and deals with it. That is what I was saying about 24-
year-olds coming out of uni. They cannot go in that deep, but we can. 
To summarise all of that, Aboriginal people are the ones who have to look after Aboriginal people. 
It is as simple as that. These issues will not be fixed by more government services. They will not. 
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As I said earlier, you have to flip it around. You have to come from the community back to the 
funding bodies. Those people who think that they already know what services are required—
sometimes they get it right; most times they do not. The domestic violence help is a great idea, an 
absolutely brilliant idea, but who is staffing it and who is getting the referrals? Do you know who 
gets the referrals? OVAHS gets the referrals. We do not get any funding for it. We just go in and we 
just do it, because these guys cannot. So if you are going to come up with a family domestic 
violence office, which is an absolutely fantastic idea, you have to have Aboriginal people working 
there; you have to have those connections to community. The best way to get connections to 
community is by having all programs come from the community back. These guys sitting behind 
me know exactly what is required. Edna knows. We live here. Edna has lived here for all of her life 
and knows what the community needs. That is what you guys actually have to listen to. 
The CHAIRMAN: I would like to thank you for your evidence before the committee today. A 
transcript of this hearing will be forwarded to for correction of minor errors. Any such corrections 
must be made and the transcript returned within 28 days from the date of the letter attached to it. If 
the transcript is not returned within this period, it will be deemed to be correct. New material cannot 
be added via these corrections and the sense of your evidence cannot be altered. However, should 
you wish to provide additional information, because of the timing, or elaborate on particular points 
when you read through the transcript, please include a supplementary submission for the 
committee’s consideration when you return your corrected transcript of evidence. Thank you very 
much for coming today. 
Mr Cooper: Thanks very much. 

Hearing concluded at 10.17 am 


