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Mr BRACKS (Premier) — By leave, I move:
That so much of standing orders and sessional orders be suspended on Wednesday, 21 March 2001, so as to allow —
1.

This house to invite Mr Neil Comrie, Dr David Penington, Dr Rob Moodie, Major David Brunt, Archbishop Pell, Professor
Margaret Hamilton, Mr Andy Hamilton and Mr Peter Wearne to attend on the floor of the house on Wednesday, 21 March 2001,
at 3.00 p.m. and address the house on drug education and prevention and to remain on the floor, save in the event of a division,
until the conclusion of the period allowed for questions.

2.

Mr Neil Comrie and Dr David Penington to attend on the floor of the house and address the house on drug education and
prevention for a maximum of 20 minutes each.

3.

Dr Rob Moodie, Major David Brunt, Archbishop Pell, Professor Margaret Hamilton, Mr Andy Hamilton and Mr Peter Wearne to
attend on the floor of the house and address the house on drug education and prevention for a maximum of 5 minutes each.

4.

At the conclusion of all such addresses, members of the Legislative Assembly and members of the Legislative Council be
permitted to address questions to Mr Comrie, Dr Penington and the other expert advisers for a maximum period of 30 minutes.

5.

Following the conclusion of any such questions:
(a) the members of the Legislative Council shall retire to their chamber; and
(b) there shall be debate on the motion ‘That this house takes note of the addresses of Mr Neil Comrie, Dr David Penington and
the other expert advisers’.

6.

The Speaker to put the question at 10.00 p.m. (or sooner if there be no further debate) and the time limits for each member’s
speech, with the exception of the lead speakers from the government, opposition and third party, shall be 10 minutes. No
amendment to the motion to be accepted by the Speaker.

7.

After such question has been resolved:
(a) if the question was put at 10.00 p.m. the Speaker shall forthwith propose the question ‘That the house do now adjourn’ in
accordance with sessional order 5(2)(b);
(b) if the question was put prior to 10.00 p.m. the house shall proceed, in accordance with sessional orders, with government
business as set down on the notice paper.

8.

The lower public gallery on the opposition side of the house be deemed to be part of the Legislative Assembly chamber for the
duration of the addresses and questions to provide additional accommodation for members of the Legislative Council.

9.

The Speaker of the Legislative Assembly shall chair the addresses, questions and debate, and the conduct of the proceedings shall
be in accordance with the standing orders of the Legislative Assembly.

Motion agreed to.
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The SPEAKER (Hon. Alex Andrianopoulos) took the
chair at 3.07 p.m.

JOINT SITTING OF PARLIAMENT
Drugs: education and prevention strategies
The SPEAKER — Order! The time has arrived for
members of the Legislative Assembly and members of
the Legislative Council to sit together to hear addresses
by Dr David Penington, Mr Neil Comrie and other
expert advisers on drug issues.
Members of the Legislative Council entered chamber.

The SPEAKER — It gives me great pleasure to
welcome Mr President, the Honourable Bruce
Chamberlain, and members of the Legislative Council
to the Legislative Assembly.
Serjeant-at-Arms escorted advisers into chamber.

The SPEAKER — It gives me great pleasure to
welcome to this joint sitting of the Legislative
Assembly and the Legislative Council our esteemed
and expert guests, who will speak on drug education
and prevention.
I welcome Dr David Penington, the chair of the Drug
Policy Expert Committee; Mr Neil Comrie, the former
Chief Commissioner of Police; Dr Rob Moodie, the
chief executive officer of Vichealth; Major David
Brunt, from the Salvation Army; His Grace Archbishop
George Pell, from the Catholic archdiocese of
Melbourne; Professor Margaret Hamilton, the director
of Turning Point; Mr Andy Hamilton, the principal of
Heatherhill Secondary College; and Mr Peter Wearne, a
youth worker from the Youth Substance Abuse Service.
Honourable members applauded.
The SPEAKER — The procedure set down for this
debate is that I will now invite Dr David Penington, and
then Mr Neil Comrie, to address us for 20 minutes, and
all other guests to address us for 5 minutes. At the
conclusion of that an opportunity will be given to all
honourable members to ask questions of the expert
witnesses for 30 minutes. Without further ado I now
invite Dr David Penington to address this gathering.
Dr PENINGTON — Mr Speaker, Mr President,
Premier, Leader of the Opposition and members: thank
you very much for the privilege of addressing you on a
very important issue.

1

The seriousness of the illicit drug problem and its
consequences for the Australian community are not in
dispute. After repeated inquiries in this state most of the
facts are well established, but still the issue arouses
strong feelings, and these get in the way of rational
decision making. Some people have firm views and are
reluctant to examine the facts.
Until now we have not had consensus across
Parliament as to the direction we should take. If
common ground can be found, there is a real
opportunity to give leadership and to make an impact
on the distress being experienced by our community.
Use of substances which alter the mind has been part of
human society for thousands of years. I speak of
alcohol, opium, cannabis, cocoa or tobacco leaves or,
for that matter, the many prescription drugs that are
currently widely used to combat anxiety or to relieve
tension. Many societies have adjusted by taking steps to
deal with the consequence of excessive or harmful use
of drugs. Some fundamentalist Islamic societies still
prohibit alcohol, as did the United States in 1919 after
many years of lobbying by the anti-saloon movement.
By 1933 prohibition of alcohol was judged by America
to have been a failure but ended only after a highly
contentious public debate in which such phrases as
‘sending the wrong message’ were often used.
International agreement to curb trade in opium dates
from the Shanghai conference of 1909 led by President
Teddy Roosevelt, with further elaboration and
extension many times over the years. Prohibition has
been at the core of these treaties led by the United
States throughout. It is repeatedly acknowledged by the
United Nations drug control program that world
production of illicit drugs has mounted inexorably
despite the treaties and is currently at an all-time high. It
is estimated that international trade in illicit drugs in
1996 was greater than US$400 billion.
South and South-East Asia are the principal world
sources of opium and, hence, heroin. Australia is the
nearest wealthy country, with a GDP greater than that
of the entire South-East Asian community. We are
inevitably at risk.
We would all wish to live in a society free from the
effect of drugs. Some cling to the view that there must
be a simple answer to achieve this. However, I can
assure you that there is no country in the world with a
simple, effective answer. In no country does law
enforcement prevent entry or use of drugs. In those
with a death penalty for trafficking the problem
continues. Some countries suppress evidence of use but
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have increasing deaths from drug overdose. The key
issue is how to reduce the demand for drugs.
In 1985 all Australian states endorsed a federal policy
framework. This is still current and has three arms:
efforts to reduce the entry or availability of the drugs;
strategies to reduce demand through education; and
policies to minimise the harm caused to users and to
society by the drugs.
The greatest proportion of government expenditure
throughout has been on law enforcement, but deaths
from heroin overdoses continue to mount. With persons
aged between 15 and 44 years there were 1.38 deaths
per million in 1964 and 63.5 per million by 1996, and
those deaths continue to mount. There are an estimated
75 000 dependent users of heroin in Australia and
probably three times that number of intermittent users.
A 1998 commonwealth survey reported 2.7 million
Australians — mostly young people — as having used
cannabis in the previous 12 months. Brief periods of
shortages of heroin and other drugs occur from time to
time, but those drugs are generally available in every
major city and throughout regional Australia.
Five years ago I warned this house that unless we took
a new approach to cannabis, including a realistic and
strong health-based campaign against excessive and
harmful use, we would see more and more young
people move from cannabis to heroin because heroin
was becoming cheaper.
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tobacco use and 3700 to the hazardous and harmful use
of alcohol. The remaining 800 or so were attributed to
illicit drug use, of which only 1 was ascribed to
cannabis.
If we want to influence young people we must talk
about cannabis as a health issue, not as a moral crusade.
A very important schools drug education program was
mounted following the 1996 report called Turning the
Tide. It developed progressively over three years. It
now involves every state and Catholic secondary school
in the state and over 85 per cent of the independent
schools. Much outstanding work is under way, and it is
still developing. The work of the Drug Policy Expert
Committee in 1999–2000 covered the full gamut of
issues — prevention, law enforcement, treatment,
rehabilitation and reintegration of former users into the
community. It looked at primary prevention by seeking
to reduce drug use, and at secondary prevention by
working with some of those 2.7 million young people
who have already used drugs despite their legal status,
and it also tackled tertiary prevention by working with
dependent users with the aim of getting them into
whatever type of treatments or rehabilitation that may
in time rescue them from drug dependency.
Media interest was confined almost entirely to the
proposed trial of supervised injecting facilities — a
strategy to deal with an urgent situation in five
metropolitan areas. This matter has now been resolved
in Parliament and I do not wish to reopen it.

In 1996 concern over sending the wrong message led to
no change in the approach to cannabis. No effective
health-based campaign against abuse was mounted.
However, the Victoria Police, led by Neil Comrie,
subsequently instituted the cannabis cautioning trial.
From this has developed the important national
diversion program for all drugs. It has largely taken the
offence of possession and use of cannabis away from
the courts into the realm of counselling — an important
part of what we were seeking.

Many other aspects of the drug problem remain critical.
Deaths and drug-related crime continue to increase.
Early in 1999, the Ross Trust approached me and
offered assistance. I saw prevention as the highest
priority and support was given to review evidence from
around the world of factors contributing to drug use and
drug dependency. The project involved behavioural
science at the University of Melbourne and the
Australian Institute of Family Studies, and later
La Trobe University and the Centre for Adolescent
Health. It culminated in a workshop held over two days
in July 2000 jointly with the Drug Policy Expert
Committee, with participants from around Australia
and a leading international figure from Sweden,
Dr Robin Room, who has had extensive experience in
North America and Scandinavia.

The excessive and regular use of cannabis undoubtedly
causes problems, including the potentiation of latent
psychiatric disease. However, when considering the
attitudes of young people it must be remembered that
the commonwealth’s figures on drugs in Australia for
1997 show that there was a total of more than
22 700 deaths. Of these, 18 200 were ascribed to

Much is known about the causes of drug dependency,
including cultural, social, behavioural and even genetic
factors. There are stages of transition in life that carry
particular risk. There are recognised protective factors.
Young people must be monitored and supported.
Understanding all of these issues is fundamental to
prevention. ‘Just say no’ campaigns consistently fail. It

Sadly, this is exactly what has happened in the past five
years. We are one of the few communities in the world
in which the age of initiation into heroin is falling
rapidly, now starting with young people in their
mid-teens.
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is clear that school programs on their own achieve little.
Parents and local communities must be mobilised to
influence behaviour and to influence peer pressure.
Early signs of risk and behaviour disturbance must be
tackled and families must be part of any such
endeavour.

local communities. It should monitor potential
developments for treatment and rehabilitation that are
expected to become available in the next few years with
the growing knowledge of the reward pathway of the
brain and of drugs that can influence addictive
behaviour.

At the end of August a discussion paper was sent to
every school in the state, to every local council, to
every parent organisation we could find, to every
church and religious group identified, and to youth
organisations. It was seen as an important source of
information for local government drug action plans
across the state. The media took absolutely no interest
as it was not controversial, and many are unaware of its
existence.

Such a council would need to have a chief executive
officer and support staff. It would have, desirably, an
independent chairperson who had a knowledge and
understanding of the issues. It could have legislative
status comparable to Vichealth and, like that body,
include members of Parliament from both sides of the
house in addition to people with appropriate expertise.
Like Vichealth, it should report to the Premier and
annually to the Parliament.

Given the success of the cannabis cautioning program
and diversion, legislation on cannabis need not be
changed in the near future. Vichealth is currently
assisting in the preparation of a strong campaign against
the harmful use of cannabis. The use of cannabis for
medical purposes by people suffering painful terminal
cancer, late-stage AIDS or some neurological
conditions with troublesome muscle spasm has been
supported by the House of Lords in the United
Kingdom and the American Academy of Medicine and
has been approved following referenda in a number of
states in the United States of America. It need not entail
legislation here. As we recommended in our final report
last year, police and courts can exercise discretion.

Mr Speaker, I commend these matters for your
consideration.

Legalisation of drugs is not a current option while
demand is out of control. A trial of prescription heroin
for those for whom other forms of treatment have
proved ineffective, which had bipartisan support in
1996, is not currently an option. It should be
reconsidered after a further review of new treatment
approaches.
Our committee was of the view that its work needs to
be followed by the establishment of an independent
review body to monitor progress. That is in
recommendation 5.3. Such a body might be termed a
Premier’s drug advisory council or even a Victorian
drug prevention council. It should have access to
information from relevant sources, such as the
departments covering health and community services,
education, youth affairs, and justice, and also from the
police and the Coroner’s office. Each of these agencies
will need to continue to mount programs within
government services.
The new council should maintain close liaison with
local government throughout the state and support the
preventive initiatives being undertaken in schools and

Honourable members applauded.
The SPEAKER — I now invite Mr Neil Comrie,
the former Chief Commissioner of Police, to address
the chamber.
Mr COMRIE — Mr Speaker, Mr President,
Premier, Leader of the Opposition and members of
Parliament: I am honoured to be provided with this
unique opportunity to address a joint sitting of
Parliament. I certainly understand the significance of
such an event and I thank the leaders of the parties for
providing this opportunity.
The abuse of illicit drugs has become the most
significant social issue confronting our community.
There has been a lot of commitment and investment in
addressing the problem to date and there are many
dedicated people involved doing their best to reduce the
impact of drug abuse. Despite this dedication and
investment the problem is getting worse.
In 1991, 49 heroin-related deaths occurred in Victoria.
In 1999, 359 heroin-related deaths occurred in
Victoria — a sevenfold increase in eight years. If we
extrapolate these figures it can be seen that we could be
facing 2500 deaths by 2007. I am certain everyone here
today would agree that that is too horrible a situation to
contemplate.
In 1996 the average age of first-time users of heroin
was 26.1 years. By 1998 that age had fallen to
171⁄2 years. Non-fatal overdoses attended by the
Metropolitan Ambulance Service in 1998 averaged
5 per day; by 2000 they were averaging 11 per day.
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There is now a strong body of research that says about
70 per cent of all major crime is drug related. Our
community is increasingly becoming victims of the
drug problem in one of three ways: they have lost a
family member or a friend to drug abuse; they have
been the victims of crime committed to support an
addiction; or they pay inflated insurance premiums to
cover the cost of drug-related crime.
Our community is also confronted with drug trafficking
and associated problems and is greatly concerned about
the health risk of discarded syringes. As a consequence
the community is frightened, angry, frustrated and
confused.
It wants strong leadership in dealing with the problem.
There has been a great deal of debate about the most
effective approach to the drug problem for several
years, but little progress has been made in real terms.
Clearly the problem continues to worsen. The debate to
date has largely focused on symptoms of drug abuse
and treatment options. Ongoing debate on supervised
injecting facilities, heroin trials and the legalisation or
decriminalisation of illicit drugs have been emotive and
have resulted in polarised views. Sadly, real progress
has been stifled because of these conflicting views. This
debate on controversial issues has consumed much time
and energy, but the reality is that once addiction occurs
it is extremely difficult to overcome. Breaking an
addiction will only occur when the individual makes a
conscious decision to give drugs away. While addicted
the probability is the addict will overdose and may die.
He or she may also commit crime to acquire cash to
support the addiction which in some cases is as much as
$400 a day. We must acknowledge that at this time we
do not have the answers to beat addiction on a
substantial scale.
Unless we take some different approach the number of
addicts will continue to grow. In simple terms the drug
problem is a consequence of the supply and demand
cycle. This means that while we have demand we will
always have supply to meet that demand. Despite the
best endeavours of law enforcement over many years,
we simply must concede that we cannot totally prevent
the entry of drugs into Australia. This reality is best
demonstrated here in Victoria where, despite the fact
that Victoria Police last year was responsible for half of
the arrests in Australia for heroin trafficking, the
problem continues to grow.
International trade would grind to a halt if we
thoroughly searched every shipping container entering
our ports. At the other end of the scale we have people
called mules who swallow heroin-filled condoms
overseas, fly to Australia and pass the condoms here.
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These desperate measures and massive logistical
problems cannot be overcome to reduce supply.
We now have an attractive marketplace for
international drug traffickers because our addicts
demand supply to feed their addiction. The only means
of breaking the cycle of supply and demand is to reduce
demand and make Australia an unattractive
marketplace for traffickers. Demand will only reduce
when people are able to decline the temptation to
engage in drug abuse or we can break the cycle of drug
abuse in the early stages before addiction takes hold.
The three key strategies in achieving this situation are
education, early intervention and diversion. These
strategies must support our current commitment to
strong law enforcement and treatment programs. They
are not alternatives but critical components of a holistic
approach to the drug problem.
There is strong anecdotal evidence that children likely
to be at risk from drug abuse can be identified during
their schooling. It is critical that at-risk children be
identified and provided with support and treatment if
necessary. Some argue that this is a parental
responsibility, which may be valid in some cases, but
this argument assumes all parents are responsible and
capable and ignores the fact that some children these
days have parents who themselves are addicts. Some
children have little or no influence in their lives from
family or the church. Therefore the school environment
is often the only stable environment where at-risk
behaviour can be assessed.
To this end we must provide a resource, not necessarily
a teacher, in each school who can recognise at-risk
behaviour. This person must have access to other
support mechanisms to which they can refer the child.
Those support mechanisms must be capable of
immediate response and be able to provide ongoing
support.
Victoria Police has clearly established that early
intervention works for those not yet addicted. We
introduced cautioning programs supported by
assessment and treatment in 1997. The results to date of
this program have been most encouraging. An external
evaluation of the cautioning program indicated a
73.3 per cent success rate in that in these cases the
offenders did not come under police notice again for
drug offences during the evaluation period. By
diverting about 8000 people per year early in the cycle
of drug abuse it is now firmly believed that the majority
of these people will break that cycle and not become
addicts requiring long-term treatment and rehabilitation.
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The benefits to the community of this achievement are
substantial: reduced drug-related crime, reduced
drug-related deaths, reduced serious health problems,
with an associated significant reduction in the costs of
residential treatment and rehabilitation.
One case study in Victoria clearly demonstrates the
potential for early intervention and diversion programs.
A 15-year-old girl was found by police in the early
hours of the morning with a heroin-loaded syringe
ready to inject. It was discovered that this child was an
incest victim, had been the victim of rape on four
occasions, had been reported missing on 23 occasions
and had attempted suicide four times. She was diverted
from the criminal justice system into a system of
support and treatment. Her previous bleak outlook has,
at last report, improved considerably.
However, getting full value from the diversion program
is limited by inadequate access to assessment and
treatment services. The value of early intervention and
diversion is now recognised nationally, and other
jurisdictions have followed Victoria’s lead. The federal
government has now funded diversion programs, but
despite the recognition of the enormous value and
potential of early intervention and diversion strategies
we simply do not have these services available for all
who need them. There are extensive waiting lists at
many counselling and treatment services. This is a
serious problem, as many cases require an urgent
response and effective intervention is more likely where
the response is immediate. This immediate response
will invariably require follow-up and in some cases
long-term support.
Likewise, many children in our schools still do not have
access to adequate or appropriate drug education
programs. Some of the programs currently presented
are of questionable value, and some are based on
religious and moral philosophy rather than on real
learning value. Victoria Police currently has about
65 school resource officers in the police schools
involvement program who attend some 200 schools
across the state. We need a broader and more
comprehensive program that reaches every child in
every school in Victoria.
There is an urgent need to identify an existing
education program or develop a new program that
effectively educates our children about the dangers of
drug abuse. This program must provide our children
with the knowledge to enable them to make informed
decisions about whether they wish to experiment with
drugs. Once they are better informed about the
physiological dangers of such abuse they are less likely
to go down this path.

5

We need to look no further than the outstandingly
successful road safety education program in Victoria
for evidence of what can be achieved. A bipartisan,
well-resourced and high-profile education program has
provided a much more responsible generation of young
drivers insofar as drink-driving and general road safety
are concerned. Our community has benefited from the
saving of thousands of lives and the prevention of
countless serious injuries, as well as a financial saving
of billions of dollars in our health system. In 1970 there
were 1061 road deaths in Victoria; 30 years later that is
down to 400.
Education has played a major role in this life-saving
strategy. There is no reason why such an education
program for our whole community, but especially for
our younger generation, would not have a similar
impact. It must be a concerted, coordinated, consistent,
high-quality and long-term program that can be
progressively evaluated, not a set of ad hoc,
uncoordinated and short-term arrangements such as we
currently have in place.
In my view a failure to commit ourselves to this
program of education, early intervention and diversion
would be serious neglect and would result in a heavy
price being paid by future generations. We cannot
procrastinate about this critical matter any longer, nor
can we allow political, moral, religious or other
differences to continue to polarise our views and stifle
real and meaningful action. Put simply, the wellbeing
of our future generations is in our hands today.
While I am prepared to readily concede that the
political process in our democratic society has
traditionally served us well, the political process is, in
my view, no longer appropriate for dealing with the
critical issue of drug abuse. The impact of drug abuse
now demands a response that rises above political
considerations and takes account of community needs
and expectations.
I doubt very much whether honourable members of this
Parliament would individually have great difficulty in
accepting the real opportunities offered to us in
combating drug use through education, early
intervention and diversion. However, the political
process has effectively stifled progress down this path.
Instead, we have been using a great deal of our time
and energy arguing about treatment models such as
supervised injecting facilities, heroin trials and
legalisation and decriminalisation.
We have certainly identified the issues we cannot agree
on, and we have experienced highly polarised views
and emotive debates on these issues. But these debates
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are largely about dealing with the symptoms of the
problem — how we deal with people after they become
addicted. It is now time to direct our attention to the
causes of the problem. How do we stop these young
people from becoming addicted in the first instance?
This is such a basic, non-controversial and
non-confrontational question that we have to ask
ourselves why we have so far failed to come to grips
with it. If we accept this position we must now use this
unique and important opportunity we have today to face
the challenge.
I firmly believe there is a way forward — a way that
can embrace the whole community and provide
Parliament with an opportunity to take a leadership role
in challenging the drug problem. However, to
overcome the restrictive barriers imposed by the
political process a new model of managing our
response to the drug problem is required. This model
must also eliminate existing bureaucratic complexity
and substantial coordination problems.
The political process creates a number of problems in
managing an effective response to drugs. Party politics
sometimes requires members of Parliament to vote
against something they personally believe in. The
delivery of policy commitments is often restricted to the
time frame established for a term of government.
Therefore, long-term strategies are difficult to
implement and sustain, and there is an expectation that
there will be short-term dividends on major policy
commitments.
Government priorities often fluctuate as a consequence
of political imperatives. What is required now is a
long-term strategy whereby both an ongoing
commitment and the allocation of vital resources are
guaranteed. Given that it has taken 30 years for our
drug problem to become entrenched, I consider that we
must commit to a 10-year strategy to turn the problem
around. For these reasons I believe Parliament is the
appropriate body to make this commitment and to
oversight the implementation and maintenance of this
strategy.
The new strategy must also address the problems
created by the present bureaucratic arrangements for
addressing the drug problem. In short, these problems
are as follows. Several government departments and
agencies independently submit annual bids to the
expenditure review committee (ERC) for drug-related
initiatives. These bids are not effectively coordinated
with the broad strategy. Changes to ERC and
departmental priorities militate against guaranteed
continuity of funding.
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Most services provided in early intervention diversion
programs are provided by non-government
organisations (NGOs), and they depend on certainty of
funding to guarantee ongoing service delivery. They do
not have that certainty. Annual funding grants by
departments to NGOs cause a considerable waste of
valuable resources in the preparation and assessment of
bids. Therefore, a new approach to managing valuable
and scare resources must have the feature of operating
outside the political and standard bureaucratic processes
to achieve the major goals established by a 10-year
strategy. In my view this requirement could best be met
by the creation of a new independent authority that
would report directly to Parliament.
There are a number of existing precedents within
Australia that could be examined as models for this
accountability process. One overseas model provides an
excellent basis for consideration — that implemented
by the Blair government in the United Kingdom in
1998. That model addresses many of the concerns and
barriers to progress that I have spoken about today. A
workable model that would offer the best opportunity
for success would have the following features.
Firstly, it would undertake research into what
information and education programs are effective for
different target audiences, such as children, parents,
grandparents, teachers and carers. This will ensure
young people are empowered through knowledge to
make informed life decisions when confronted with the
opportunity to be involved with drugs. It will also
ensure that those who can influence their decision
making and provide them with appropriate information
are given the tools, information, confidence and skills
to do so.
Secondly, it would undertake research into effective
means of identifying young people at risk and
establishing effective countermeasures to negate that
risk. This body should also undertake research into
establishing effective early intervention strategies when
young people unfortunately make poorly informed life
choices involving the use of drugs. The body should
also establish strategic plans for the most effective
delivery of education and information programs, the
identification of young people at risk, the
implementation of risk-reduction programs and the
provision of early intervention programs. It should
provide those programs either directly or through
third-party private or public agencies.
This body should also accredit programs, register
third-party agencies and provide a quality assurance
and audit function for the use of funds in research and
the delivery of programs. There is a need for that
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authority to have legislative powers to undertake the
functions that are both facilitative and regulatory. There
is a need for that authority to be able to acquit public,
community and private sector funds to support the
programs. This must be done in a way that ensures
community and private sector contributions are
protected from political and undue bureaucratic
interference so that the ongoing confidence of those
who are investing in the program is maintained.
However, it must also allow government to satisfy the
required stewardship accountabilities demanded by
Parliament of public expenditure.
There is a need for the authority to be seen as
independent of party politics if it is to draw on
non-government support and it is to fiercely and
objectively provide the most appropriate education,
at-risk identification, risk reduction and early
intervention programs.
There is a need for all public expenditure on those areas
to be acquitted through the authority to ensure a
whole-of-government approach for research, planning
and delivery functions, and that their implementation is
integrated and fully coordinated across the public,
community and private sectors.
The model that I propose to best meet the requirements
is a statutory authority to be established to report
directly to the Premier, but with a similar independent
status to that of the Auditor-General or the Ombudsman
and with a similar charter of responsibility to the
Parliament rather than the office of a particular minister
of the Crown. The moneys currently expended through
departmental budgets on research, planning and the
delivery of awareness and training programs, young
people at risk, identification and risk-reduction and
early intervention programs should be redirected to the
authority as its establishment budget.
The funds should be quarantined from the normal
budget process and maintained as a minimum base for a
reasonable period — say, 10 years — to enable the
authority to realistically address its charter. The
authority should be charged with seeking to supplement
these base seeding public funds with community
support and private sector funds and additional
government funding through the normal budgetary
process.
I also propose that Parliament establish and nominate
appropriate members to a board of directors of the
authority to provide the governance, policy and
strategic direction and to act as the employer of
appropriate staff to ensure the authority meets its
charter. The authority should be charged with
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undertaking all those functions and be accountable to
Parliament through the Premier for performance.
Registered providers of awareness and training
programs, young people at risk, identification and
risk-reduction and early intervention programs should
be funded by the authority to deliver accredited
programs in accordance with the authority’s delivery
plans.
The authority would validate and evaluate the
performance and utilisation of provided funds. The
authority would be subject to the normal rigours faced
by a statutory authority, including the Auditor-General,
the Financial Management Act, the Public Sector
Management and Employment Act and scrutiny by the
Ombudsman.
In conclusion, I again express my gratitude for the
opportunity to address Parliament on this critical issue.
The views and strategies expressed by me today are not
recent inventions but are based on my 20 years of direct
involvement in dealing with young people who are at
risk of serious damage. I have discussed my views and
strategies widely with a broad cross-section of the
community. I believe there is a very strong body of
community support for a new way forward in the fight
against drugs.
I know that these proposals will have made some
people feel uncomfortable. However, political and
personal agendas must be put aside in the best interests
of our community, especially for our younger
generation, whose future we hold in our hands.
We face one of the biggest and most important
challenges of recent times. We must get this right. If we
fail to seize upon this unique opportunity to move
forward with a fresh approach to the destructive drug
problem I believe we will be rightly criticised by future
generations for that failure.
If we do take full advantage of this opportunity, while
there can be no absolute guarantees of success, we will
be able to say that we placed the best interests of our
current and future younger generations ahead of any
other consideration. I would encourage Parliament to
view these proposals as a long-term investment in the
wellbeing of young Victorians.
Thank you, Mr Speaker and Mr President, for allowing
me to address Parliament on this critical issue. I
commend these proposals to Parliament.
Honourable members applauded.
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The SPEAKER — I now invite Dr Rob Moodie,
the chief executive officer of Vichealth, to address the
Parliament.
Dr MOODIE — Mr Speaker, Mr President,
Premier, Leader of the Opposition and members of
Parliament: as our concern about the deaths and injuries
resulting from illicit drugs increases, we do need to
remember the lessons we have learnt from some of the
major public health successes we have been involved
in.
In the early 1950s, 75 per cent of Victorian men
smoked cigarettes. That figure is now down to
somewhere about 22 per cent. As Mr Comrie said, in
1971 more than 1000 people died on our roads from
road trauma; now 600 fewer people die each year, and
there are 6000 fewer serious injuries.
How did we do it? We did it by agreeing on a long-term
strategy that aligned our collective skills and capacities
from a range of different sections and sectors
throughout our community. It worked because we put a
number of things together. We put together legislative
and policy reform; we put together excellent research
and surveillance; we mobilised communities; we put it
together with front-line service provision and
widespread community education.
What should we be doing now with illicit drug use? As
explained in the Drug Policy Expert Committee’s
report, one very effective way of looking at this and
trying to understand it is to examine the protective
factors and the risk factors that determine whether or
not we will be using drugs or whether we will use them
harmfully.
Let us look first at the protective factors. They include a
culture of cooperation and tolerance in our community,
a sense of belonging to family, to school, to your
community and your workplace. Good relations within
one’s family and outside the family are positive
achievements for stability and security. On the other
hand, risk factors include the availability of drugs;
poverty; low attachment to family, to one’s community,
and to one’s school or workplace; poor parenting;
family conflict; parental alcohol and drug use; marital
instability, and friends engaging in problem behaviours.
Our challenge is to work together to enhance the
protective factors and to diminish the risk factors. I
guess one of the bright lights when you look at it in this
particular scenario is that many of those same
protective and risk factors also determine a whole range
of other harmful behaviours and health problems in our
community such as depression, suicide, road trauma,
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alcohol abuse, tobacco addiction, early drop-out from
school, crime, homelessness and so on.
Any investment in the prevention of drug use by
increasing protective factors also has major benefits in a
number of other areas and vice versa. This joint sitting
is as much about preventing a whole range of other
problem behaviours as it is about the prevention of drug
use.
What should we now continue? What should we
expand? What should we begin now? Who should be
involved? I guess the question is, ‘Can any part of the
Victorian community afford not to be involved?’. Let
us start with schools: primary schools, secondary
schools, institutes of technical and further education
and universities. They must ensure students are in
physically safe and tolerant environments, ones that
support students’ connectedness, support them staying
at school and strengthen the student–teacher
relationships.
We now have better and better evidence about how
good school programs can work in this regard so that in
the long run there is much less need for children and
young adults to use drugs inappropriately.
The maternal child health and welfare services support
parents of children and young people to prevent
problematic drug use. They have a huge role in
promoting effective parenting, communication with
children and recognising behaviour problems.
Similarly, we must assist our sports, recreation and arts
organisations to increase their capacity to allow people
to participate, to belong and to have valued social roles.
We have to expand the opportunities that business and
industry provide for young people to participate in the
economy.
Youth, faith and service organisations must provide
services to those at risk and provide opportunities for
people to contribute and to belong. They also have to be
supported by communication strategies as we have
done before to actively discourage illicit drug use by
informing young people currently not using drugs of
the risks and effects. Similarly, we need communication
strategies for the families of drug users, residents and
traders in high drug use areas, specialists in generalist
work and peer education programs to assist users of
illicit drugs to reduce overdoses and avoid HIV and
hepatitis, and to help them to access social and
treatment services.
There was one point where there was an enormous
synergy between prevention and treatment. We have to
remember what we have learnt about tobacco use and
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what we might draw from the experience in Holland,
Switzerland and Sweden — that is, that the more
people we have who quit and the more people we have
under treatment the more effective are our overall
prevention efforts.
There are no short-term magic cures available. As
Mr Comrie said, we must commit ourselves to the long
haul. Successful dope use prevention requires a
comprehensive 10 to 30-year investment, which
includes all of us, not one that focuses only on our
young people. To do this, we must have the right
structures to ensure a connected response. We need to
consider again what we have learnt from tobacco and
road safety, and also from our experience from
Vichealth.
We need an independent authority that focuses on
prevention, one that provides a forum for real
differences to be resolved, and for collective
multipartisan strategies to be developed and adhered to.
It has to be a structure that has teeth and authority, one
that reports to the Premier and Parliament on behalf of
the people of Victoria.
The Victoria of the future where drug problems are
considerably reduced is an emotionally healthy creative
tolerant and economically productive Victoria, but we
must give much more to develop this Victoria of the
future. Not only must we invest in dollar terms but also
as importantly our collective goodwill, our intellect, our
capacity to organise and to come together because
together we do better.
Honourable members applauded.
The SPEAKER — I now invite David Brunt from
the Salvation Army to address the Parliament.
Major BRUNT — Mr Speaker, Mr President,
Premier, Leader of the Opposition and members of
Parliament, permit me to say at the outset that I am not
an academic but rather a person who has worked in this
field now for 30 years, in Brisbane, Kings Cross and,
for the past five years, in Melbourne. While working as
the head of the Salvation Army’s drug and alcohol
services I still see addicted people on a daily basis.
I recently conducted the funeral of a young man of
22 years of age. He was contacted on the streets of
St Kilda by our outreach worker and found his way to
our counselling service. He was admitted to a
residential rehabilitation program and for the next
three months life was rosy. His parents were rejoicing,
his health improved and everything seemed forthright
and good.
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Within a week of leaving the program after receiving
all the accolades of his peers this young man was dead.
The reason? The drug education services and
everything else that we could offer somehow had failed.
Because he started his heroin use again at the same
level he left several months before, his body would not
tolerate it. This young man’s death made me rethink
everything that we were doing in our services.
There are a number of aspects of the drug problem that
we need to look at clearly. Often the opportunity to
explore a person’s needs and know that help is
available is the extent of intervention that is required.
Across Victoria many people are able to provide
referral options and advice to the numerous community
members in their location who choose to seek
assistance through telephone or personal contact, such
as Lifeline or Direct Line. Only yesterday I was
privileged to be here to attend the launch of the family
drug help line, which I believe will be a valuable asset
to families in crisis.
We also need to offer programs that disseminate
information and provide community education to
minimise the harm to individuals who continue to
follow a lifestyle which puts them at risk. These
programs may include HIV/AIDS information, needle
exchange programs, sexuality groups, nutritional
information and so forth. They need to ensure that more
healthy lifestyle choices are available to young people,
together with viable future options for anyone who
chooses to access them, and that the harm experienced
by these individuals is minimised. These programs
must operate in a non-judgmental atmosphere which
supports young people’s rights to make individual
choices based on the fullest and most accurate
information available. We do not see total abstinence
and harm minimisation as opposing forces, but rather a
continuum that allows choices to be made. The harm
minimisation approach should inform all aspects of
treatment.
There is a need for community-based programs that
will offer both group and individual approaches to skills
development. These programs may cover relapse
prevention techniques, social skills, lifestyle changes
and support, and recreational options. They can operate
from shopfronts and church and community centres
right across the state. The drive of local councils to
respond with their own drug action plan needs to be
commended and supported.
Home withdrawal programs and non-residential
counselling programs are increasingly becoming part of
community-based programs. The Salvation Army
experience embraces these programs alongside
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residential programs. The trial of the mobile overdose
response service is one innovative approach just
beginning in many regions of Victoria.
There is a need for longer term programs that will
continue to exist for some people. Residential services
must be there to provide those with complex needs
some time-out facilities with good staff and role models
who can effectively demonstrate interactions, new skills
and lifestyle options which are being learnt. This
intensive approach, whether offered in a therapeutic
community or a residential rehabilitation program, is
one which provides models. It is the modelling
behaviour that many young people lack which I see
today.
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parenting; alternative leisure skills; help with
establishing a new social network; vocational training;
ongoing medical care; and, I believe, spiritual support
and direction. A variety of services are available at each
of those stages. People will benefit from the support of
each one.
Let me conclude by saying that I believe that addiction
is best described as a chronic relapsing condition. Many
of the people we will see need a number of entry points
in detoxification and rehabilitation facilities. That does
not mean that programs have failed but rather that the
service must be maintained and that easier access for
re-entry must be provided.
Honourable members applauded.

Residential rehabilitation programs need to be offered
to people who have undergone drug withdrawal
programs or other alcohol and drug treatment programs
and have not been successful in reducing or
overcoming their drug use problems. But that is not
enough. There has to be a continuity of care. The
residential portion of the program must be followed by
this continuation of care within the community and the
living environment of the participant, with daily
interchanges with others significant to them lending the
motivational material to continue with the difficulty of
mastering new skills. These programs require highly
skilled staff to act as negotiators in advocacy situations
and to facilitate growth across the wide range of skill
areas involved as young people and others may have
additional disabilities and exhibit quite challenging
behaviour.
Many studies have been made about matching clients
with their needs. I refer to one entitled ‘Project Match’
in drug treatment. Obviously it is important that any
service matches the person and their needs. Many
treatment facilities offer a limited range of services
appropriate for a limited number of clients. In reality, at
the time there may be only a few choices available to
the person. Nonetheless, the referral process needs to be
handled carefully as many people see it as simply
buck-passing.
The young people who I see with substance abuse
problems have associated lifestyle problems. They
frequently need the help of a number of different
services over a period of time. For instance, a person
who has serious alcohol and other drug problems and
who is sick, homeless and unemployed will often start
treatment in a detoxification centre and may then move
into a therapeutic community. Movement back into the
general community will happen, but it will require
financial aid; help in obtaining accommodation; skills
in communication, assertiveness and sometimes

The SPEAKER — I now invite His Grace
Archbishop George Pell from the Catholic archdiocese
of Melbourne to address the joint sitting.
Archbishop PELL — Mr Speaker, Mr President,
Premier, Leader of the Opposition and members of
Parliament: heroin deaths are only the tip of an iceberg
of misery and depression, much but not all of which is
caused by other drugs such as alcohol and marijuana.
The Australian youth suicide rate, one the highest in the
world, is a related but overlapping problem.
This joint sitting of the Victorian houses of Parliament,
which it is my privilege to address, is a worthy attempt
to spell out a long-term coordinated strategy to reduce
demand, especially among young people, by creating
significant areas of agreement and consensus among
Parliament and the people, leaving to one side
contentious issues especially over forms of treatment.
Mr Neil Comrie is to be congratulated on this initiative,
and all the major political parties and especially the
government are to be commended too for their ready
cooperation. I recognise and applaud the willingness of
Premier Bracks and the Minister for Health to embrace
and develop this initiative. I wish to acknowledge again
my gratitude to them for their strong and effective
commitment to grapple with this massive problem. For
the main game, they are heading in the right direction.
This is not just a problem for the government and the
police. Community money as well as government
money will be needed. Nor can it be dealt with
effectively by handing over the whole load to the
schools and the churches; the problem is too big. All
community organisations, especially the media and the
leaders among our young people at school and work
and at university, will need to combine effectively if we
are to change youth attitudes to drug usage, just as we
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have made drinking and driving unacceptable and as
we have improved road safety.
Traditional leaders such as parents, schools and
churches have lost authority among the young over the
past 40 or 50 years. Magazines, newspapers, television,
videos and the Internet are formidable agents of
influence that too often imply that greed is good,
self-indulgence is natural and high risk-taking is to be
glorified. While this escapism and entertainment will
not be eliminated and probably not much reduced, it
can be partially balanced by explicit advertising. A
Victoria-wide consensus would be an invaluable
contribution towards a fully resourced national media
campaign reinforced by community initiatives to
change the culture in Australia towards illicit drugs by
cutting down demand.
I will say a word on schools. We often expect too much
from schools as the most readily available agencies to
combat social ills. But all schools could and should
make a contribution to reducing the demand for drugs.
Such programs need to be prepared carefully, because
some incautious instruction has simply heightened
student curiosity.
Knowledge by itself rarely changes behaviour. A
spiritual framework in the broadest terms, a vision, a
system of meaning, perhaps around the golden rule of
treating others as we wish to be treated ourselves, is
needed as the context for information and
argumentation appropriate to the youngster’s level of
development. This is easily fitted at a variety of levels
into the ongoing health education units and units of
moral education and religious education where they
exist.
The causes of experimentation and the persistent usage
of illicit drugs are complex and care must be taken not
to oversimplify so that educators can avoid being seen
as simply old fashioned or irrelevant. The building
blocks for such a comprehensive education program are
already in place to be developed and refined.
Last year the Catholic Church in Melbourne opened the
Mary of the Cross Centre to help combat the drug
problem. A primary focus is to help the families of
users. If family breakdown worsens, it will cancel out
the gains of even the best social programs.
This joint sitting is a sign of hope to young people
generally and for drug users. It is a particular
expression of a widespread popular ambition to curtail
the suffering, to improve the situation of the young and
the vulnerable. None of us, as we have heard, has a
magic wand. There will be no sudden and spectacular
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breakthrough. It will be a long haul, but it is always
worthwhile to broaden community understanding and
to deepen the involvement of more and more people.
I am confident that there are large areas of agreement,
that we can build on these, and devise a long-term
coordinated strategy to curtail and then reduce demand
for drugs.
Honourable members applauded.
The SPEAKER — I now invite Professor Margaret
Hamilton, the director of Turning Point, to address the
joint sitting.
Professor HAMILTON — Mr Speaker,
Mr President, Premier, Leader of the Opposition,
members of Parliament and colleagues: one always
needs to ask the source of the title ‘expert’ when a
group such as this is introduced to you as experts. For
that reason I always try to make a point of explaining
my background. I spent 31 years working full time in
drugs as a clinician, researcher, teacher, policy thinker
and adviser and, from time to time, user of a range of
substances — mostly legal, I should add. But I have
also spent 20 years as a parent, and that would be the
other claim I would put to you for my expertise.
The title ‘prevention’ could include almost everything
we ever do in response to drugs. I do not always find it
helpful to say that prevention can be divided into
primary, secondary and tertiary, thereby incorporating
everything. I think the purpose of today is to try to
retain some focus on prevention.
The usual expectation is demand reduction, or what we
call primary prevention — that is, preventing the use of
illicit drugs in this case or preventing the uptake of
those drugs by young people and by adults. This is an
attractive and appealing arena; it tugs at the heart
strings; it sings to all of our tunes; it is something we
can all agree on and over which there is little conflict. I
would urge you of the need to look beyond this for
obvious reasons.
There remains limited evidence of our sometimes tired
approaches to primary prevention. Drug education in
schools on its own needs to be very carefully looked at.
It is only when it is fully integrated with a
whole-of-school approach and linked closely with other
community initiatives that it can be found to be in any
way protective or preventive in relation to young
people’s uptake of drugs.
Media campaigns on their own have very limited value
in my now extensive experience and, if these are not
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paralleled with a platform of other activities, are a great
waste of community resources.
We must also remember that many structural changes
have been going on in our community over the past
30 years, which include great disparity between wealth
and poverty. That was certainly not the case when I was
born, or if it was, I was unaware of it. People are now
aware of it. We must look to see how in this
environment we can enhance community competence
and cooperation, not contribute to communities feeling
incompetent, unable to respond to things and unable to
work together.
I want to mention secondary prevention, because many
people believe one hit a junkie makes. Most people
who try illicit drugs do not proceed to continued,
regular and repeated use of those drugs. Our response
to that first, second, third or maybe tenth attempt is
important. It is not just a case of early intervention —
parents need information about how to constructively
respond in a way that will not produce an effect that is
likely to lead to ongoing use.
Early responses need to be sheeted home in places
where people first present for help. The generic health
and welfare services, together with education in our
community, is where people with early trouble go and
early trouble appears, usually not asking for drug help
but in trouble nevertheless. If we continue to look to
specialist drug treatment services, which can at best
respond only to long-term dependent users, we miss
those opportunities for early responses.
So, where should we start? My first claim would be that
we have to prevent the community from becoming lost,
disempowered, disappointed and disillusioned. We
have to stop people feeling left behind. Those of us who
are so-called experts have to be much better at taking
the community with us, sharing our information,
encouraging dialogue, doing our research and ensuring
that the community understands it and participates in
debate. We must engage in long-term strategic planning
that is proactive not reactive to the crisis that appears on
the front of the newspaper every morning.
We have to prevent division. We need a cooperative,
collaborative, respectful approach to one another’s
ideas. We must listen to them. We must not compete
and just condemn them. We must also be willing to
seek evidence, to support specific ideas and not merely
go with something because someone has had a good
idea. We have to be willing to test and trial new
initiatives and to assess and evaluate the responses,
including initiatives that hold promise from other
places.
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We have to stop inefficient spending in our responses.
There is not much point constantly saying that we have
to increase or improve something if we do not have the
work force to ensure that this can be done effectively.
When we leave behind education and training, research
and information gathering, we do the future generation
of services no good.
We have to be willing to tap the community’s concern
as energy, for these people wish to engage in doing
something, anything about drugs, and help to
constructively form partnerships to ensure that they are
functional responses and not divisive and dysfunctional.
I want to say four more things about prevention. Firstly,
when we look at prevention in relation to special
groups, I believe the crude gateway theory has been
clearly debunked. However, we must recognise the
very strong associations between smoking cigarettes
and the subsequent uptake of illicit drugs. In the
Australian study done last year by the National Drug
and Alcohol Research Centre, or NDARC, and the
Centre for Adolescent Health in Melbourne, the
researchers concluded that cigarette smoking was an
important predictor of both initiation and persistence of
cannabis use. Further, research by Associate Professor
David Hill at the Centre for the Study of
Cancer-Related Behaviours showed strong associations
between the smoking of cigarettes among parents and
the increased likelihood of the children of those
smoking parents using cannabis.
Although historically we might have thought there is a
big leap between smoking cannabis and injecting
heroin, it is not true today. What we now see is the
practice of smoking or sometimes the chasing of heroin,
so that the transition from that route of
administration — that is, smoking — to the smoking of
another substance is a small move for a young person to
make. They are already smoking cigarettes; cannabis
and then smoking of heroin is not so different.
We have found from research done in Sydney that
people who persist with the smoking of heroin will
move in transition to injecting heroin within 6 to 10
weeks. It should be clear that when we talk about the
drug heroin we should also talk about tobacco and
alcohol.
Secondly, treatment is a part of prevention. Treatment
works. No Australian research compares the dollar
return on our investment for, say, certain forms of
interdiction or law enforcement with treatment or drug
education. The only research of this kind is available in
the USA, and it suggests that of all of the expenditures
that were studied, which did not include drug
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education — that is, treatment, interdiction and
policing — treatment gave the best dollar return for that
investment.
Why is treatment an important part of prevention? I will
not repeat what Dr Moodie has already said, but if you
take out the current dependent troubled users you take
out the major opposition to your prevention messages.
This has been found in a number of European countries.
Further, treatment ensures continuity between primary
prevention and working to prevent the next generation
of drug users expanding. The children of current drug
users are the next generation of drug users if we do not
intervene, and their children will be the subsequent
generation. Services such as child protection report that
45 per cent of the clients in their care had primary
substance abuse problems and a further 13 per cent had
secondary problems with substance abuse. What do we
do about substance abuse in those systems of care? The
situation is similar in mental health, homeless services
and juvenile and adult justice systems where the
proportion is much higher.
If we offer treatment we know it can work. Treatments
have been found to work overseas. A substantial study
in Britain — the National Treatment Outcome Research
Study, which is ongoing and which we are now
copying or repeating in Australia but it is too early to
call — found that: statistics on continued illegal drug
use after treatment were favourable; there was a clear
improvement in the use of heroin, cocaine and other
drugs; abstinence rates for illicit opiate use more than
doubled; major gains in reduced health risk behaviour
such as the sharing of injecting equipment was seen;
high rates of criminal behaviour were found prior to
treatment among this group; and after treatment there
was a marked reduction in the activity of criminals.
They estimate that the savings to society in the United
Kingdom with a reduced level of criminal behaviour
and demand upon the criminal justice system alone was
worth more than ₤5 million a year. I suggest that we
should therefore see treatment as an important and
fundamental component of prevention.
I have two more quick messages. There are many
preventive interventions that we can engage in with
drug users. Major Brunt has already alluded to some of
them, and I will not repeat them. They are well known,
and they are very important. It is not all or nothing with
a drug user. There is a hierarchy of harms and a
hierarchy of costs. There are many things we can do,
even with someone who persists in using, that will
reduce the harm and prevent further trouble and cost to
the community.
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The last thing we need to prevent is imports taking over
our local market, and in that regard I refer to the need to
retain an Australian approach to drugs. In my treatment
service, which also engages in research and policy
development, I talk about the need among our clinicians
and researchers for patience and persistence in this
field. One treatment does not a cure make! Perhaps the
message of patience and persistence also applies to
policy and program development. I hope we can take
two significant characteristics that I regard as
fundamental to our history and our character, and then
build on those in Australia. They are a humane concern
for our fellow citizens, including drug users, and a
pragmatic capacity to get together and solve problems.
Thank you for the opportunity to address you all today.
Honourable members applauded.
The SPEAKER — I now invite Mr Andy
Hamilton, the principal of Heatherhill Secondary
College, to address us.
Mr HAMILTON — Mr Speaker, Mr President,
Premier, Leader of the Opposition and members of
Parliament: schools can do much to prepare students to
face the world of drugs and develop the skills they need
to reject them. Many schools like mine have
implemented a number of their own programs and have
also been involved in government-funded pilot
programs, all of which were extensively evaluated and
judged to be extremely successful. Nevertheless,
funding for all of them has been discontinued. It is this
stop-start approach that prevents progress being made.
Let me briefly outline some of these programs. First,
the Open Your Mind program was the focus of the
Community Relations and Education project initiated
by the education department in 1995 to address racism
and related issues. A former student recently wrote to
me saying:
Do you realise that the Open Your Mind program in 1995
really allowed me to become the person that I am today?
Honestly, it was such a great way to get involved in the
school community.

This project was terminated in early 1996 when funds
were diverted to youth suicide prevention.
Second, the Turning the Tide anti-drug strategy funded
the Connect project from 1997 to 1999. One of the
highlights of this project was the involvement of
students from four local secondary colleges with
director Bryan Derrick in the Theatre of the Oppressed,
a strand of theatre aimed at influencing and promoting
better relationships between students, teachers, families,
peers and the wider community.
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The performances, each of which was followed by
extensive discussion with the audience, were held in
schools and other community settings. Issues and
experiences presented ranged from teenage pregnancy,
drug use, family conflict and racism through to bullying
and exploitation of junior employees. ‘Brilliant! Should
be adopted by all schools as a method of promoting
resilience and student participation’ was one comment
made after a performance in October 1999. As with its
predecessor, funding ceased soon after.
Third, our school participated as one of 100 pilot
schools in the Health Promoting Schools project, a
partnership between the Department of Education,
Vichealth and Deakin University. Visitors to
Heatherhill Secondary College from Asia–Pacific
countries for Vichealth’s Summer School for Health
promotion over the past two years were very impressed
with us as an example of a health-promoting school.
This project no longer exists.
Finally, Heatherhill was one of 20 pilot schools in the
Student Action Teams project, a joint initiative by the
departments of justice and education to work with the
Safer Cities and Shires program and to encourage
student leadership. Our students were most positive
about their participation in this project, and their efforts
were recognised when they won the education category
of the Fire Awareness Community Service Awards in
October 2000.
Many teachers believed that Student Action Teams was
a better concept than the traditional student
representative councils in schools. Funding, however,
for the Student Action Teams initiatives stopped after
two years.
Teachers and organisations involved in these exciting
initiatives spend many hours in planning, preparing and
developing resources and ideas. They then implement
the programs, only to have them removed within a short
space of time. It makes you wonder why they bother.
Each of the four programs described was evaluated by
consultants, and on each occasion it was acknowledged
that the program had benefited the students and that
they were most positive about their participation in
them. Such programs helped develop the protective
factors against drug abuse. The strength of them all was
the fact that they took a holistic approach to the health
and wellbeing of each individual student. The problem
appears to be that the positives from such programs are
not continued and that other schools have not had the
opportunity to benefit from them.
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I believe I have clearly demonstrated the ad hoc
approach that has been taken in relation to the issues of
health promotion and drug prevention over the past five
or six years. This approach must cease. We need
long-term creative and supportive approaches in the
future.
I would urge that the following action be taken by this
joint session of Parliament:
(1)

Agreement and commitment to a long-term
bipartisan vision for the health and
wellbeing of young people as part of the
drug prevention strategy.
The current government has developed
long-term goals for literacy, numeracy and
retention rates, so why not health and
wellbeing?

(2)

A commitment to implementing best
practice health programs for all schools.

(3)

Long-term funding for successful programs.

Thank you for the opportunity to share my thoughts on
the critical issue of drug prevention. Our young people
really do matter. We all have a responsibility to make a
difference. Thank you.
Honourable members applauded.
The SPEAKER — I now invite Mr Peter Wearne, a
youth worker from the Youth Substance Abuse Service,
to address us.
Mr WEARNE — I have to get this sort of right —
Mr Speaker, Mr President, Premier and Leader of the
Opposition: when I look out today I see a lot of familiar
faces, both within the gallery and among members of
both houses. There have been people who have shared
the experience of being on the streets of St Kilda with
me late at night — and Louise is having a smile
there — talking to young men and women who are
prostituting themselves.
The issue that I want to speak about today is really
about, firstly, establishing the difference between
prevention for young people who will experiment with
drugs and young people who will develop problematic
use.
Clearly society has changed in the last 20 years. I stand
before you — I will reveal my age to you now: I am 43.
I got this way naturally; no chemical assistance was
required whatsoever, which will probably shock some

JOINT SITTING OF PARLIAMENT
Wednesday, 21 March 2001

ASSEMBLY

of you. I am only a long-suffering St Kilda supporter;
this is what it has done to me.
I think about my own life and the enormous privilege
that I have had being raised in Victoria, being loved by
two parents, being supported by family and being able
to gain significant opportunity for employment. Really,
I have got nothing I could want for in my life. With
many of the young people I work with, that is
completely the opposite.
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once the effect of the drugs they have been taking has
gone. The drugs are an adaptive device for them, a
self-medicating device.
We have to provide more and more options for these
young people. We have to provide housing; we have to
provide significant support; we have to provide
employment — creative ways of engaging these young
people so they feel a part of this community and not
separate from this community.

Over the past two days we have had a young man in
our residential unit at Youth Substance Abuse Service,
known as YSAS, at Gertrude Street regressing through
the trauma of sexual abuse. I can only describe what
was seen by many of our staff as he relived that abuse
in a corner of a room and acted out the effects on him
of that abuse which occurred when he was under five
years of age — and being shown cigarette burns by a
person of 20 years of age that occurred to them when
they were under a year old, and having explained to you
by over 70 per cent of the young women who come
through our service how significant adults in their life
used them sexually and abused them physically.

I must say to the members of the media who are here
today: you have a significant role in shaping this debate
and community attitude. We need to have stories that
do not vilify these people but explain why they have
become the way they are. These things do not happen
by accident; they happen through well-documented
events in their lives.

When we talk about prevention for young people who
have significant dependency on drugs we are not
talking about a drug problem but about a lifestyle and a
life problem that has not been addressed by this
community.

The issue of consistency in service provision to young
people is significant. You can go to case planning
meetings and have 20 professionals sitting around a
table and ask the question, ‘Where is the consistency in
response here?’. We need to streamline our responses;
we need to act on the social issues that are the causation
of these factors in these young people’s lives; and we
need to support families because they are the principal
building block in giving hope to young people. Young
people are raised in families but supported by the
community, so the community needs to take a hand.
We need to provide opportunities. Young people
should be going through our education system with a
sense of hope and optimism in terms of where they
come out the other end.

Many of our jails, many of our homes and many of our
welfare organisations are populated by young people
who can tell you horror stories. There would not be a
person in this room who would not have heard a story
like that. You are representatives of this community —
you know how the community aches; you know how
the community hurts.
So where have we arrived at? We have arrived at a
system that is punishing and invalidating many young
people who live amongst us. I thought Margaret’s
words were particularly pertinent. We have to work
together as a community to find ways of identifying
early these people who are at risk. This is not brain
surgery, this is not rocket science — we know who they
are. We understand that many of our young people are
suffering from mental illnesses, we understand that
many of our young people are suffering from
depression and we understand that many of our young
people are suffering from traumatic events in their lives.
The role of trauma as a significant correlate and
causation factor in drug misuse and abuse is well
documented. In many cases the young people we
withdraw off drugs only re-experience their trauma

Our former executive officer at YSAS was fond of
saying, ‘When young people walk through our door,
they walk through in two ways: either they walk
through with 17 workers attached to them or they walk
through with no-one attached to them’.

Youth unemployment in a society like ours is totally
unacceptable. There is no reason on God’s earth why
young people leaving our schools should face
unemployment. We need to create wealth, and to create
wealth we need to create opportunities for young
people to participate in the many institutions and social
structures that this society values.
Because you have heard a lot today — and I commend
you for sitting through it — I would like to finish on
this note. This is a problem that has a solution.
Prevention is not about worrying about drugs; it is
about creating the social environment within which
young people can flourish. It is about enabling families
to do for their children what we are doing for our
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children. It is about making sure that we do not have a
society that favours a few and lets the rest look after
themselves. Our social justice principles and our
principles of humanity absolutely demand of all of us
that we pay attention to this.

and those sorts of things. I really would not like to see
us rush in and put in place another ad hoc arrangement.
This is too important and it must work. I would like it
to come in perhaps after a few months of reflecting on
how we do it best.

I am personally grateful to Neil Comrie for putting my
name forward. I will tell you a story. I met Neil over
20 years ago when he was working in an
anti-paedophile, anti-sexual abuse squad that worked in
the inner south and around Melbourne. I remember
standing across the grave from Neil at funerals of
15-year-old children who had died from drug
overdoses. I remember seeing the tears in his and
everybody else’s eyes as we buried children that should
never have died. These deaths are preventable if we as a
society — and we as people who have compassion and
hearts to reach out — are fair dinkum about doing
something significant.

Mr NARDELLA (Melton) — Dr Moodie, are there
different levels of prevention that you can expand upon
that, for instance, would assist in preventing some
people getting themselves into trouble in the future?

Young people will always experiment with drugs.
Young people will always take risks. Let’s minimise
the harm that can come from that. However, in terms of
problematic abuse and dependency, there are serious
questions being asked of us. We need to support
education systems. We need to support employers to
employ. We need to support all the structures that are
there as safety nets to allow these young people to
participate. The last thing we need to do is to validate
young people. We do not need to blame them; we need
to validate them.
These are the questions I will leave you with. How do
you mend a broken heart? How do you fix a trashed
life? And how serious are we about making sure that
this problem is seen to now and not put off to the
future?
Honourable members applauded.
The SPEAKER — I now invite questions from
honourable members to our expert panel.
Dr NAPTHINE (Leader of the Opposition) — My
question is to Mr Neil Comrie. I welcome your
contribution, including your outline of a model for an
independent authority reporting to the Parliament that
targets education and early intervention and diversion
initiatives. Do you have any thoughts on when this
model or authority could be set up?
Mr COMRIE — My only response to that would
be: as soon as is really possible, but not before
appropriate planning and discussion takes place as to
how that model might work most effectively. There
obviously needs to be time to consider the structure,
accountability, mechanisms, performance indicators

Dr MOODIE — I think it was alluded to by our last
speaker — that a lot of the issues we are talking about
in drug use are the same preventive and risk factors that
determine a whole lot of other health problems and
other problem behaviours. That is why there is a sense
that we are not talking about just drug use; we are
talking about a whole range of problem behaviours for
young people and for us as adults as well. The more we
start to address those bigger, more upstream issues
which relate to how people connect in their community,
in schools, families and workplaces and how they were
brought up — as Peter was talking about — in
supporting families that do fit in with and complement
specific education and drug use, the better. If we are
doing only the bit at the end about drug education, that
is simply not enough.
We are not dealing with the upstream causes of harmful
drug use, suicide, depression, tobacco addiction, early
drop-out from school, crime, homelessness, and a
whole range of other issues. That is why we can expand
all the effort being put on drug use to looking at a
whole range of social problems we need to deal with.
Mr RYAN (Leader of the National Party) — My
question is to Mr Comrie. Although in a sense
understandably the focus of today’s discussion has been
of a metropolitan nature, from a police perspective and
based on your former role can I ask you to give the
house information on the extent of the drug issues in
country Victoria and how you feel they might best be
approached?
Mr COMRIE — Sadly, I think it is fair to say that
drug abuse is not confined to the metropolitan area and
now in all of our regional centres in Victoria there is
very strong evidence of drug abuse, sometimes at the
level of that occurring in suburban Melbourne. I
believe — and I think it was Dr Penington who made
the point today — that to a large extent these problems
have to be identified and addressed at the local level.
But they must be supported by an overarching strategy
which has a number of key components, one of which
is the ability to provide the services where they are
required. There is little point in providing a lot of

JOINT SITTING OF PARLIAMENT
Wednesday, 21 March 2001

ASSEMBLY

assessment and treatment services in Melbourne if the
people requiring them live in other parts of the state.
Hon. KAYE DARVENIZA (Melbourne West) —
Major Brunt, prior to being involved in politics, for
many years I worked as a nurse in Victoria’s health
system, including on programs for substance abuse. I
am interested in hearing your views on how the
treatment system is coping with the drug problem and
also what suggestions you have in the next steps for
drug treatment.
Major BRUNT — There is no doubt that waiting
lists are a nightmare for everyone. We need facilities
that can respond immediately a person requires help,
particularly the need for detoxification or rehabilitation
facilities. Having said that, in the past few months the
government has brought online additional rehabilitation
and detoxification beds. Alongside that we need trials
of other pharmaceuticals to see whether they alleviate
the situation. Having brought on extra beds and having
introduced a number of trials of different chemicals, in
6 to 12 months we may be in a position to monitor
those trials and give an answer on their success.
However, at this time we are in an awkward situation.
We have just opened a 16-bed detoxification unit. In
the first three weeks we had more than 100 referrals, so
that is the level at which we are working.
The SPEAKER — With the indulgence of the
house, Professor Hamilton wishes to add to that answer.
Professor HAMILTON — It is true that the
treatment opportunities have been greatly enhanced
recently. As Major Brunt said, it is a little too early to
say whether that is sufficient, appropriate or the right
spread. I have been examining the heroin drought,
which we are researching to see what is happening.
Last year between 1 January and 20 March 211 calls
were taken by Direct Line, a statewide contact point for
people in relation to an initial request to get on to the
methadone program. During the equivalent time this
year we have received 354 requests. We have certainly
not yet satiated the demand for treatment, and until we
do some of the expenditure in other areas will need to
continue — in jails, in child protection in mental health
institutions and so on. It is very difficult to have
enough, but it is an issue that the house needs to be
aware of.
Hon. M. A. BIRRELL (East Yarra) — My question
is to Mr Comrie. This bipartisan forum and debate ends
at about 10.00 p.m. today. We have heard your
constructive suggestion for an independent body that
reports to Parliament. We all want to make sure that
there are some practical results. If you put yourself
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ahead three or four months and look back, what
practical extra programs would you like to see begun
during that three, four or five-month period so that we
can get a sense of what action you would like taken?
Mr COMRIE — I do not know I can say with any
great authority or expectation that I want to see any
programs commenced — that is part of the problem. To
a large extent the way the issue has been dealt with is
through projectitis — that is, every time we get an issue
we put another project in place.
What I am asking for and seeking support for today is a
commitment to a bipartisan, long-term strategy for
about 10 years, which I believe is the minimum period.
To undertake that, the first thing that needs to be done
is to come to an agreement on a structure that
effectively puts in place the necessary measures to go
down that path. I would consider it a remarkable
achievement if such a structure were put in place in the
next three months.
Mr TREZISE (Geelong) — My question is to
Professor Hamilton. I note your background in early
intervention programs. A number of organisations in
Geelong have regularly emphasised to me the role of
harm minimisation in dealing with the issue. I am
interested in hearing your views on harm minimisation
as a strategy.
Professor HAMILTON — I am a strong advocate
and supporter of Australian-style harm minimisation.
There has been a lot of unnecessary disagreement and
debate in this country because some people have a
misunderstanding of what that means.
Harm minimisation continues to be the fundamental
principle that underlies the national drug policy
framework to which the Prime Minister and the
ministers for health, justice and education federally and
in the states and territories have all signed up. It is the
fundamental policy principle that we all work toward.
The definition in Australia of harm minimisation can
include no drugs or in the treatment world, abstinence
from drugs. It is not, as it is sometimes thought of in the
United States of America, the equivalent of legalising
all drugs. The first thing that is needed in our dialogue
is to clarify terms.
The community should humanely do all that it can to
reduce the harm not just to individual drug users and
their families who feel ashamed, guilty, troubled and in
severe strife, but also to the community. We should also
try to reduce the harm to those of us who want to use
public space or want to feel safe when we go to an
event. We should reduce the harm to businesses and
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professional organisations who have to operate in a
street environment that sometimes includes drug users
who are trading.
Harm minimisation provides a constructive framework.
How it is implemented and understood at the local level
is something that bears great analysis and much
dialogue. In my experience I find harm analysis and
looking to see whether an intervention is net harm
reducing or harm enhancing enormously valuable in
responding to knee-jerk reactions. Sometimes our
knee-jerk responses seem okay, but when they are
looked at from a harm minimisation perspective they
can be harm enhancing.
Mr DOYLE (Malvern) — My question is directed
to Mr Comrie and I ask: what do you believe the
appropriate indicators for the evaluation of your
proposed independent statutory authority should be and
what agency or mechanism would you believe should
be responsible for collecting, analysing and evaluating
that data? In the most simple words: how do we judge
its success or failure and who should do that?
Mr COMRIE — There are many mechanical
aspects about the proposal that need to be worked
through. I have put forward a broad structure that
should be constituted through an independent authority
reporting through the Premier to Parliament. The
normal process of accountability for public funding
with the Auditor-General and various other pieces of
legislation will need to be complied with.
At the end of the day Parliament itself will need to be
satisfied through some reporting mechanism, whether it
be an annual report or progressive reports, as to the
efficacy of the solution I am putting forward. Those
details can be developed once agreement is reached to
go down the path of such an authority. Any authority
must be held highly accountable for the expenditure of
public funds. There is great attraction in such an
independent authority drawing on some of the private
funds that are currently committed to a whole range of
different programs, the real value of which must
somehow be questioned. If we can join public and
private funds in this approach, the resources available to
tackle the problem we are talking about today can be
greatly enhanced.
Mr HOLDING (Springvale) — My question is to
Andy Hamilton. One of the themes that has permeated
all the presentations today is the importance the family
can play in protecting children who are at risk, as well
as the pervasive influence of family breakdown.
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In the Springvale area the families that come from
non-English-speaking backgrounds face a particular
challenge because of the clash of cultures between what
happens where they have come from and their
experience in Australia. Will you comment on the
experience of Heatherhill Secondary College, and other
schools if you can, in the use of peer support as a
mechanism for overcoming those areas where families
are perhaps not providing the level of support they
should?
Mr HAMILTON — Mr Holding is quite correct in
relation to the question of family support. It is a serious
problem. There are families which, if they have a
concern about their child doing something wrong such
as running away from home, will toss that child out of
the home and create a problem. If there is any sort of
serious misbehaviour the family often wants to wipe the
child off the family book, so to speak. There is a great
need for family support. It is a problem across all ethnic
groups in Springvale. Getting family support on issues
such as school councils is an issue. We have people
from Anglo Saxon backgrounds on the councils and
getting people from different cultures on them is a
major problem. It is very serious.
There is a great willingness among young people to
work together. In the couple of programs I mentioned
there is a tremendous bonding between students from
different backgrounds, and they work together to
provide that support. We have had a number of crises
over the years and students have got together. There is
willingness to do that. That sort of program is really
worth while.
We have been able to get cooperation between schools.
Springvale is an area where the networks between
young people are incredible. They all know each other
and what everyone is doing, so it is a good way of
getting things done. I hope that answers your question.
Hon. BILL FORWOOD (Templestowe) — My
question is to Mr Comrie, and it deals with the issue of
funding. I understand there is widespread support for
the use of private funding in your proposed independent
statutory authority, but in your contribution you
suggested that there be hypothecation of existing funds
from existing departments and long-term funding. Will
you explore for members the funding models you have
in mind to ensure that such an independent statutory
authority is properly resourced?
Mr COMRIE — As I said during my address,
many good things are already occurring in addressing
the drug problem. There are very many committed
people and quite considerable sums of money have
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already been committed to various programs across the
state. The real difficulty for us is to be able to say with
any authority whether these programs are having any
effect, whether they are properly coordinated and
whether they work together to have us all headed in one
direction. I think the simple and basic answer to that is
we cannot say that with any authority at all.
What I am saying is that as a starting point we should
quarantine that funding, consider where it is being
directed and ensure it is being directed to the areas of
highest priority, where we are most likely to get the
most significant return. We can then consider other
options that might be available for funding. Here I am
talking about the private sector. I have spoken to many
people in the private sector and they are very keen to
make a contribution to some meaningful, long-term
strategy. There may also be a third option. Although it
is not for me to say, I cannot think of a better source of
funding than the Community Support Fund for
something as significant as this.
If put together, all of those things could provide a
strong base of funding for such an authority to operate
for the foreseeable future until we could clarify exactly
what we needed to commit down the track. Again, that
needs to be done on a long-term basis rather than on a
year-to-year ad hoc basis, which unfortunately is very
much the situation at the present time.
Ms DAVIES (Gippsland West) — My question is to
Mr Peter Wearne. Given that so many people who have
drug abuse problems are so obviously not in control of
their own behaviour and lives, in your experience
would compulsory detoxification and compulsory
residential rehabilitation in a hopefully supportive
environment be useful?
Mr WEARNE — I did not think I was going to get
a question. Thank you for that, I am really pleased.
When we use the term compulsory, we are going down
a path that is not in sync with what some people have
been through. A young woman went through our
residential program about two weeks ago to withdraw
from heroin. Through the withdrawal a whole lot of
other issues in her life came up — memories,
flashbacks and things like that. Her behaviour became
so difficult that we had to ask her to leave. One of the
myths about detoxification is that it is the end of the
problem, but for many people it is just the beginning.
All the things that have been dealt with by the drug
flood back into the person’s mind and life. We have to
be careful about having compulsory treatment. Some
people will disagree with me, but I think we have to
have a range of options for people who want to deal
with their drug issue.
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We have talked about the harm reduction continuum of
maintaining people as safely as possible while they are
using right through to the abstinence program option. It
is about providing many options. I am not a supporter
of compulsory anything. I think we have to provide
many interventions and many pathways out. The
biggest issue is where does a young person go when
they withdraw from a drug. Where do they go? They go
straight back to the mess they were in. This is the
challenge for the community. What is the six-month,
12-month, two-year, five-year strategy? David spoke
about that quite eloquently when he talked about the
young man who died. That is not an uncommon event.
Young people withdraw, they go back, they use, and
they die. Are they any better off than they were when
they were on the drug? We have to have a continuum of
care that incorporates life skills, family support,
reuniting families when possible and other options.
Mr DELAHUNTY (Wimmera) — Following on
from the Leader of the National Party I address my
question to Dr Penington. Many young country people
are moving to Melbourne or other large centres for
education, work or life experiences, but there is not a
lot of family or social support for these people. Are
there any figures that identify that country youth is
suffering from drug overdosing or death, and does he
have a strategy to address these concerns?
Dr PENINGTON — Mr Delahunty, I agree with
you that there are real problems for country youth.
When young people come to the city they do not have
the family support that is potentially available to
metropolitan young people, and that places them at far
greater risk.
There is no simple answer to that. Young people will
move around; they have every right to move around. As
has been said by others, we have to recognise that any
attempt to change the behaviour of a person who has
already started using drugs has to take into account the
whole situation of that person, including their family. It
has to take into account how to get them back into a
reasonable social existence and to get them to see the
possibility of getting employment and having a useful
role in society. That is not an easy task that can be done
by any simple quick fix; it has to involve all local
communities in our state. That is why I have
emphasised again and again that I think any body
which is set up must work with local communities.
It is within the local communities where local industry
is likely to be willing to make some contribution to
strategies to get young people back on track and into
employment. That is where we can mobilise an
understanding of the issue and deal with it at the local
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community level. It will not happen centrally, and I
have reservations about having all the money put into a
body that is in Melbourne. Services must be provided
through government in many areas. They must include
health services, community services, the education
department and our schools, policing, justice and youth
affairs. All these things continue to play a role. Those
functions of government must continue.
My view is that we need to have a body that will review
whether or not the programs are being successful, and
that body should be accountable to Parliament and
report to the Premier as required. We need to recognise
that the whole set of programs across the whole range
of government services is accountable in a way that is
producing the outcomes we need. Those outcomes have
to be in local communities right across the state.
Ms OVERINGTON (Ballarat West) — I am keen
to know the views of Archbishop Pell on the strengths
of family and community as a means of helping young
people turn from drug usage. All speakers today have
commented on the value of strengthening families in
our community to provide strong support so that our
young people have a fall-back position as they move
through life. Would you like to comment, Archbishop?
Archbishop PELL — My views on this topic may
be contentious. I believe, for a start, we should maintain
the legal protections for marriage to the extent that that
is possible. I find it strange that marriage is one of the
few contracts that you can break with impunity, and
there is no bad consequence for you if you renounce
your responsibilities not just to your partner but to your
children. What can be done in the area of the law is
limited, and it is a massive problem.
Years ago a President of the United States of America,
Lyndon Johnson, introduced a program to bring the
black community forward under a program that I
loosely call the Great Society plan. Senator Moynihan
of New York said he was frightened at the deteriorating
situation of black families destroying what President
Johnson was attempting to achieve. Now, 30 or
40 years later, the white communities in the United
States are deteriorating at the same rate as the black
communities had been deteriorating prior to the
President’s introduction of that program’s measures.
I would like to list four or five steps that would
immediately and truly help, but perhaps a first step is
for everybody to realise how grave the situation is and
to appreciate the long-term potential for damage unless
we can control and change it in some way. I am sorry
that I cannot be more helpful.
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Mr SMITH (Glen Waverley) — My question is
directed to Archbishop Pell. We have heard much today
about early intervention and treatment phases to help
people at risk. The rehabilitation phase, particularly
live-in accommodation, is perhaps the most expensive
phase. How do you think that important phase can be
expanded and funded?
Archbishop PELL — There appear to be two
stages of rehabilitation. One is the primary and initial
detoxification. The Catholic agencies looked at whether
we could be involved, but the recurrent costs seem to be
clearly beyond our capacity. However, the second stage
that has been mentioned involves trying to provide
communities for people who have gone through
detoxification — that is, halfway houses — to go back
into the community. Many such Christian communities
are working in that way in parts of Europe — for
example, in Italy. We will be looking at that within the
Catholic community to try to provide halfway houses.
As has been pointed out by Peter Wearne and David
Brunt, the incidence of relapse is significant and often
there is nowhere for people to go after they have
completed detoxification. A real need exists in that
regard. Community groups such as churches can play a
role in that area.
The SPEAKER — The time set down for asking
questions has expired. I call upon the Premier to move a
vote of thanks to our guests.
Mr BRACKS (Premier) — Thank you, Mr Speaker.
I have pleasure in congratulating the speakers. The
session today has been stimulating and I believe we
have all learnt something new by listening to the
different speakers.
A longstanding and abiding interest of this Parliament
is to ensure that it has the right ingredients, the right
support and the right mechanisms to make a difference
to Victoria’s drug crisis. Acknowledging the problem is
one thing, but to take steps to remedy it is another.
What we have heard today has assisted and supported
us enormously and will help in the debates that each of
us have in our respective houses.
On behalf of the people of Victoria, the Victorian
government and all honourable members, I thank
Dr Penington, Mr Neil Comrie, Dr Rob Moodie, Major
David Brunt, His Grace Archbishop George Pell,
Professor Margaret Hamilton, Mr Andy Hamilton and
Mr Peter Wearne. You have all acquitted yourselves
extraordinarily well. You deservedly hold the title of
experts in your own fields. It may not be directly in all
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cases, but in the sum total of experience you have
added significantly to the debate in Victoria.

compelling for us to act upon as parliamentarians. I
thank each of the speakers.

I also congratulate the Speaker on his conduct of this
afternoon’s proceedings. I notice that he afforded His
Grace Archbishop George Pell a greater parliamentary
privilege than we have as parliamentarians: when his
time expired he was allowed to continue speaking. I
have noted his preference in that matter for the future!

Ms DAVIES (Gippsland West) — I briefly thank
the speakers who came into the house today. I was not
in the house during the first of these momentous
summits. I hope that party-political sniping may be left
behind so that we may do something useful to stop so
many of our young people disappearing into the black
hole that is a wasted life caused by drug abuse.

On behalf of the Parliament I congratulate the speakers.
The experience has been rewarding. Thank you very
much.
Dr NAPTHINE (Leader of the Opposition) — I
second the Premier’s vote of thanks to the speakers,
Dr Penington, Mr Neil Comrie, Dr Rob Moodie, Major
David Brunt, Archbishop George Pell,
Professor Margaret Hamilton, Mr Andy Hamilton and
Mr Peter Wearne, for their excellent contributions
today. Their words were informative, very thought
provoking, constructive and full of ideas, which is
important. It is one thing to be a commentator on issues,
but it is a step forward to also make constructive
suggestions and introduce thoughts that can be built
upon.
The speakers have all challenged us as elected members
of Parliament in both houses to build on the work that
has been done today and to take some significant steps.
While initially they may be baby steps, let us turn them
into giant strides to make a real difference to the issue
of drugs in our society. We have been given a great
challenge in dealing with the issues of prevention, early
intervention and diversion for the next generation in our
society so that in 10 years time we may look back and
say that today made a real difference in ensuring that
young people did not succumb to a life of drugs and
crime which, unfortunately, has already happened to so
many.
Mr RYAN (Leader of the National Party) — I join
with the Premier and the Leader of the Opposition in
commending each of the speakers who have addressed
us today. One of the great virtues of the range of
speakers is that each has contributed something from
their own life’s experience in a practical and pragmatic
way.
I am grateful to them for giving their time to make
those contributions. Each speaker left a message for us.
With due respect to them all, the final message
delivered by Peter Wearne, who spoke about the faith
and hope which we owe our young people, was the
thread that linked all, and is the one that is most

The SPEAKER — I ask honourable members to
agree to the vote of thanks by showing their
appreciation.
Honourable members applauded.
The SPEAKER — I declare it agreed to
unanimously!
I thank our guests and ask them to do us the honour of
taking their seats in the Speaker’s gallery and following
the remainder of the debate.
I thank Mr President and members of the Legislative
Council for accepting the invitation of the Legislative
Assembly to participate in these proceedings.
Proceedings terminated 5.17 p.m.

