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THE COMMISSIONER: All right. Well, I think evegne is here. So, | can
indicate that we’re going to have a public heatimdpy of the Special Commission
Inquiring into the Drug Crystal MethamphetaminendAve have today a number of
very distinguished persons who have very kindlgt up their time today. And |
would perhaps just like to indicate to the IT peotplat we're ready for the live
stream. So, first of all, can | welcome you althes very important discussion on
the pros and cons, | suppose we would call it,eafighinalisation.

I would, firstly, like to acknowledge the traditiainowners of the land, the Gadigal
people of the Eora Nation and also their Elders, passent and emerging. And
could | just also indicate that | do have an applisgm Dr Elizabeth McEntyre, a
Worimi and Wonnarua woman who is a mental healtdies@vorker, and she’s also
the Aboriginal Official Visitor to New South Walgsisons and a member of the
New South Wales Mental Health Review Tribunal. yWwsadly, she rang in unwell
today. And | am very sorry that she can’t be heday. And — now, | have a list of
matters in my terms of reference for this Spec@in@ission of Inquiry.

And, briefly, the first is to inquire into the naé) prevalence and impact of crystal
methamphetamine, commonly known as ice, and olfi@r amphetamine-type
stimulants. So, the whole range of amphetamimes) MDMA and other
amphetamine-type stimulants to ice or crystal nmagiteetamine. I'm also to look
into the adequacy of existing measures to targeamnd illicit ATSs, amphetamine-
type stimulants, in New South Wales, and alsorengthen New South Wales’s
response to ice and illicit amphetamine-type stantd, including law enforcement,
education, treatment and rehabilitation.

Now, decriminalisation is an issue that we felv#s very important to look at,
particularly given that it touches on so many afsth issues that I've just raised.
Some decriminalisation programs have an emphasieeatment and bringing
people into health and treatment alternativesishh is relevant in the context of law
enforcement, whether we’re doing that the right walyether we should be changing
that, and also to existing measures to targetndelbcit amphetamine-type
stimulants. Within the last few months, the Unil¢ations Chief Executives Board,
which is the board for chief executives of the maggncies within the United
Nations, issued a communique which was supporfiveoriminalising the use and
possession of illicit drugs. That’s a very recgewelopment that is one —it's
appropriate that we are aware of and take note of.

Much academic literature has been written on thigext, and | can say that this
Inquiry has received many submissions in respam$ieetissues papers that we
prepared some months ago from many stakeholdersh\wargely — or many of
them certainly — seem to support the notion of id@oalisation for a variety of
reasons that they refer to in their submissions.

There is also the issue of stigma that is a magua in the entire question of how as
a state we should be approaching the issue df dliog use. Decriminalisation
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plays into that whole issue of perhaps lesseniagtiyma that surrounds those who
use drugs to the extent that they are, becausenoihalisation, concerned about
coming forward to help their drug addiction or isstreated. They're afraid of
coming forward for other reasons, such as feamwirty children removed from their
care. And a large question which is relevant is Whole issue of decriminalisation
is whether it would be a positive way of reducihgde aspects of stigma that are
causing perhaps a worsening of the problem oftilicigs in New South Wales.

So, with those introductory remarks, I'm very dated that we have Jennifer Hewett
here today, who is a very seasoned professionawasvill all find out by the way

she will be facilitating this roundtable hearingnd I've asked Jennifer to take that
role so that | can perhaps take a slightly one teward role and listen in and also
ask questions of my own while she very carefulees$ us through the agenda that
we have today. So, firstly, can | thank you, J&rnior being here. We're very
grateful for your expertise. And, that said, | idhe meeting over to you.

MS HEWETT: All right. Well, thank you, Commissier, and welcome to
everybody. It's — my name is Jennifer Hewett. orkvfor the Australian Financial
Review as a columnist specialising in politics #uginess. This is, obviously — the
ability to have a look at this round table is ofi¢he, you know, huge issues I think,
obviously, affecting all of our societies in thestjebut also in New South Wales and
how we deal with this.

So, it's great to have everybody at this roundedbldiscuss this over a period of
time, a period of a day. And what we’re going t@rtsby doing, | think, is going to
have all of you go around and give opening statésnelow, we know that the
roundtable is open to the public, but it's alsanigdive streamed on the website.
And an audio recording is also being made of teewdisions and a transcript will be
prepared and placed on the website. And therealgitl be some coverage by the
media.

So, as the Commissioner said, the purpose of dhisdtable is to focus on whether
New South Wales should respond to the problemystal methamphetamine and
other amphetamine-type stimulants by de-penaligsirdecriminalising the use and
possession of those substance, and also to distwaésnodel of depenalisation or
decriminalisation should be implemented. So, yeubbviously, got a briefing pack
in advance of this round table, including the déston paper, topics and questions to
be discussed, other reference material. So, éoptiblic, that pack is also available
on the inquiry’s website. We're going to go thrbugach of the topics that the
Commissioner has outlined in a methodical way.

Now, the first session concerns whether New Soudlte¥/should depenalise or
decriminalise the use and possession for pers@eabiicrystal methamphetamine
and other amphetamine-type stimulants, which from hwill now refer to ATS by
the acronym. Otherwise, I'm going to get myseifgoe-tied all day. And that’s
going to involve, obviously, a discussion of theesgths and weaknesses of the
current framework and existing schemes and a dssmusibout the strengths and
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weaknesses of depenalisation and decriminalisgeoerally. And that will also
include reference to the experience in other jictgzhs.

We're going to break for lunch, and then the secsession of the round table we
will discuss in more detail what depenalisatiomlecriminalisation might look like,
including whether criminal sanctions should be reeth what should take the place
of criminal sanctions, if they are to be removeaitrerwise not enforced, and
whether depenalisation and decriminalisation aresistent with international law.
My role as facilitator is to guide us through tdiscussion. Obviously, we want to
have an open discussion as much as possible dbsut t

So — but I would also — particularly in terms of fublic discussion, | think it's
important for many members of the public to realis# the terms “depenalisation”
and “decriminalisation” do kind of get confusedtdd and often used
interchangeably when they're not really. And, asderstand it now, depenalisation
retains the use or possession as a — of illicigslas a criminal offence, but it
introduces a mix of civil administrative measuresiéal with it. But the difference

is that it gives the police relatively wide diséoetwhether to charge a person or
impose a civil penalty, as opposed to depenalisatisorry — decriminalisation,
removing it as a criminal offence, so it, reallgcbmes a civil or administrative
offence not exactly akin to parking offences, butilr.

So, for that | would now like to ask participamstie round table to introduce
themselves and to provide some opening remarkseéefe go to a general
discussion. And | would — | know anybody who igaking, I'd ask them to repeat
their name and experience for the benefit of taedcription service.

Now, Geoff Gallop is an empty chair here. He iahle to attend this morning, but
he’ll be joining us for the afternoon session. Baill introduce him in his absence.
He is — Professor Gallop was a Premier of Westerstralia from 2001 to 2006, and
he’s director — and then director of the Sydneywrsity Graduate School of
Government 2015. He is chair of the New Democramyndation’s research
committee and a member of the Global CommissioBPrug Policy based in
Geneva. So, Mr Gallop will — Professor Gallop wjile his opening remarks when
he arrives this afternoon. Now, so what | wouke lio do now, though, is to ask
everyone around the table, starting with my lefg &aitlin Hughes, Associate
Professor of the Centre for Crime Policy and Redeat Flinders University, to start
with her opening remarks. Thank you, Caitlin.

PROF HUGHES: So, thank you very much. My nantéaglin Hughes, and I'm

an Associate Professor of criminology and drugqycéit Flinders University, also
visiting fellow at the National Drug and Alcohol s&arch Centre, and Vice
President of the International Society for the $tabilDrug Policy. So, my
background very much is a drug policy researclige been in the field for over 17
years now. I'm also the lead author of the Irigview on Alternatives to Arrest that
has been put into the briefing pack, as well asraber of other reports.

.SPECIAL COMMISSION 18.9.19 P-3963



10

15

20

25

30

35

40

45

So, | think what’s important to note is that, loaiacross the world, we can see,
we’re at a time of considerable change in relateodrug policy. A lot of debate
about the issues that we're raising here todaxihgpat the use and possession of
illicit drugs.

This is spurred in part by the evidence that, itespf best intentions, criminalisation
of simple possession leads to considerable econdmaith and social harms, that
often far outweigh the harms from the use of dihgsselves, as well as the wealth
of knowledge that has been borne from the more 3@arountries that have adopted
alternatives to arrest for simple use or possessi@mces.

But, I think, another key motivator, as noted by @ommissioner, is the recent
statement at the UN that has called on all mentagesto promote alternatives to
conviction and punishment in appropriate cased,dieg by decriminalisation. And
this, I think, really sets the scene for today.

But before we begin, | think it's also importantrezognise the huge wealth of
knowledge and experience that has been borne wAllistralia. So I've just
returned from Norway, from their decriminalisatideliberations, and many people
commented on how lucky we are, in Australia, toehbad a federated system, with
so many different policy experiments going on,afiéint states and territories,
different types of responses, both to the use asdgssion of cannabis, as well as
use and possession of other illicit drugs.

And | think this is really true, because the rgakl there’s a lot of challenges with
the language, but whether you call it “diversiom™depenalisation”, Australia has
amassed a huge amount of knowledge about the terafiwell as, in some cases,
the challenges or potential side effects of altévea to arrest. And we’ve seen the
emergence of a remarkable consensus, really, a8tegralia.

Nowhere was this more evident than in a recenbnatireview that | conducted with
Alison Ritter and Kate Seear and Lorraine Mazerdtiethe Commonwealth
Department of Health, where we assessed the rdanir current drug diversion
responses in relation to use and possession offeand then consulted police and
health and non-government stakeholders. And wedpuery much, all the
stakeholders were in agreement that in Australeneed to be expanding the use of
alternatives to arrest for use and possessionadfen

The key question is how. And our work, particulddr the Irish government, has
shown, there are many models, as was noted bydherssioner, whether using
civil penalties, or treatment responses, hybrigoases, whether you're targeting
different types of drugs. All of that, | think, lWbe gotten into later today. And each
of these has advantages and disadvantages.

But, | think, one of the key opening lessons thatl@arnt from our review is that
there’s no evidence that any alternative signifilyaincreases the use of drugs in
society.
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Another key thing that we have learnt is that haw pperationalise models really
does matter. And so that’s things like whether yee threshold quantities, where
you set those threshold quantities. That all mab@ the ground. And so that’'s why
I’'m delighted to be here today, to take part irs ilmportant deliberation.

And finally, just I'd like to close on two quickaifications from the briefing
material, as well. I'm asked to raise any claations. So, Portugal was not the first
country to decriminalise low-level drug use. Thee€h Republic actually did this in
1990, and some other countries, like Spain, havern@iminalised the use and
possession of drugs in the first place. It's aleted in the briefing statement that no
Australian states criminalise use of drugs thenesgliaut the reality is that seven
states and territories, that is, all states anttdges except in Queensland,
criminalise the use itself. I've got copies of thes for anyone who's interested.
Thank you very much.

THE COMMISSIONER: Thank you.

MS HEWETT: Thank you. And now | would like tolcan Andrew Scipione,
former Commissioner of New South Wales Police.

MR SCIPIONE: Yes, thank you, Jennifer. Andrevipme, 37 years with the
New South Wales Police Force, the last 10 serviniha 23 Commissioner in the
history of the organisation. My time and my cdmition today will be formed
around — based around my experience, clearly. 'Sty I'm here.

In 37 years, I've seen drug trends come and gogcartdinly I've seen them impact,
not only on those that would be consuming the drbgsthose supplying the drugs,
those that are living in families where drug usa goblem, right through to
communities that are just trying to get on withithisiness and that have been the
subject of horrible crimes. So, my view is goingoe very law-enforcement-centric,
as you would expect, Commissioner.

But | think it's important that a person like mylslkels a view around this table,
because you need to hear it from the other sidechhdf what | will take away from
this day will be the wealth of experience that cerfiem research; it comes from
policy consideration; it will come from dealingtivimatters related to the use of ice
in courts, and through tribunals. But no one elgebring a law enforcement
perspective from the — through the eyes of a palftieer. And | would extend that
through into — from — from, also, the views of anbailance officer, from those that
are out on the ground dealing with this first-hand.

You can’t go anywhere and talk to anyone that iskimg in this area and not have
them express some concern over the use, misusgh@atbuse of ice in today’s
society. So much so that on walking into the rdoday, and talking to Jennifer, she
relates a story of a young man she knows who tsiggimed the police force, who is
working in western Sydney, and says, the vast ntgjof domestic violence cases
that he attends, ice is a factor. And — and whegal that story, it makes me
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shudder, because domestic violence, when | wasiagyofficer, was very different
to the domestic violence situations we find ourssldealing with now.

Now, I'm retired; I've been out two years. Thingsuld well have changed even
more so. But | can assure you that when | finik@€ommissioner, we were seeing
horrific crimes, that would — that would bring wsthe point where we would be
almost saying, “Well, if we don’t do something sptms is going to overcome us,”
particularly around some of the damage that wasgogone to family members,
where the level of violence was extreme, where |geapren’t being assaulted by a
physical punch; they were being stabbed, or sitayyn over, or set on fire.

And then there was the officers that had to engagledeal with those situations; the
ambulance officers, that were simply there tryiogupport and help people that
were in times of crisis. The mental health impaittat the police were having to try
and deal with people that — that were not capableimg dealt with by a police
officer at that time.

So, there is much to be considered. There isnglessolution, I'm sure; otherwise
we would have cracked this egg a long time agmanlsay that there is a view out
there, generally, in police, that we do need tdlabchange. Things have to change,
because, necessarily, what's happening at the masrénworking. And so, | think
the environment is right, the time is right, préwvaj conditions are right, to look at
how we might best go forward from this point.

But we do know, and it’s clear, that whatever weitloe look at this more as a
health problem, then we need to make sure thatave additional investment in
health, and social services, because withoutig il be an unmitigated catastrophe
—in my mind at least. With nowhere to refer sootbto, it becomes nightmarish,
for the officer that has to deal with the case thar person that’s in the grip of a
terrible situation.

And then you have the complexity of moving fromitg ke Sydney to some of the
far remote western parts of this state, and yoliseethat there are no medical
services, let alone any other specialist servidealing with this type of problem. |
have many friends that are GPs, that will talk ®negularly about some of the
enormous problems they face here in Sydney. Thgyshake their hands when
they think about how tough it must be out in thestvd can only agree with them.

So, you know, that’s without even touching on sahthe — the other, wider
problems, which I’'m sure we will get a chance & tarough today. The notion of
depenalisation versus decriminalisation — the ihpaat a decision like that might
have on our international treaty obligations isxdigant. We can’t discount them.
We are part of a global response. And so, thendhat to decriminalise, based on
the advice that I've received in my pack, may birely problematic. Do we need
to look at a depenalisation model? So, there@raany variants to a theme on —
that we will need to talk through.
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But, | guess, | would finish simply by saying the are ready for some sort of
change. We do need to make this better. And ttsatynot only from the user’s
perspective, for the decision for somebody to udrug is one that’s entirely their
business. Until they decide to get on the roaddana, or decide to assault
somebody, or rob somebody, or commit a crime thaiicts us; then it’'s our
business. Then it's your police force’s businéssctually go about trying to bring
to an end the crime spree. Not necessarily the weée not medical workers. But
we certainly are in the business of bringing safetgommunity. And so, it's
something that will impact law enforcement, andod ask that whatever comes
from this inquiry takes that well into consideratioThat’'s one of the very, very
important things that we need to deal with, goiagviard. So, thank you.

MS HEWETT: Thank you very much, Andrew.
THE COMMISSIONER: Thank you.

MS HEWETT: And now I'd like to call on Alison Rér, who's the director of the
Drug Policy Modelling Program at the Social PolRgsearch Centre at the
University of New South Wales. Thank you.

PROF RITTER: Thank you very much. Thank you, @Gossioner. It's a pleasure
to be here. I, along with my colleague, Assockrefessor Caitlin Hughes, have
been working and studying drug policy, and varifouss of decriminalisation, for
many years. And | echo Andrew Scipione’s commémaswe need to do something
different, and the time is right. I'd like to mafaur key points as part of this
opening statement.

The first is the confusion of terms. It's very @fpful to have so many different
terms: “depenalisation”, “decriminalisation”, “derg/de facto”, “diversion”. | think
what's really clear is that the goal is the remafatriminal responses to people who
are using drugs for their personal use. And iff@ceis our goal on developing a
different response, other than a criminal respong@ever we might choose to call
that, then I think we’re focused on the right ggerticularly because of the evidence
that Caitlin has already outlined in relation tadt increasing use and the significant
health and social benefits associated with the vaiaf criminal penalties for the
personal use of drugs.

The second point | would make is that much of tiseuksion, internationally and
nationally, is in relation to cannabis; here we @wncerned with amphetamine-type
stimulants, in particular crystal methamphetaminé ecstasy, or MDMA. And
when you think about those two drug types withia ¢fass of ATS, removing
criminal responses is absolutely perfect for thesedrugs. In the first instance, in
relation to MDMA, or ecstasy, this is more ofteredsn a non-harmful way;
therefore, a criminal response is disproportion&eystal methamphetamine, on the
other hand, is often used in a harmful way, | thaskoutlined by Andrew Scipione,
and that also makes a criminal response inappteprighat we need is a health and
social response. So criminal penalties for theaisystal methamphetamine are
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completely misplaced, as they are for MDMA, andsthivo substances are perfect
for this kind of policy change.

My third comment is in relation to impediments.héts already been highlighted that
our obligations under the international treatiesxdbprevent us from moving
forward with the removal of criminal penalties tbe personal use of drugs. | would
also make note that New South Wales is a laggatd:sto other state in Australia
bar Queensland has the kind of repressive apptogoérsonal drug use as New
South Wales. Every other state bar Queenslanddéscto depenalisation for
crystal methamphetamine and for ecstasy. So, &va long way behind the eight-
ball nationally.

My last comment is in relation to public opiniomhere has been a lot of use of
various statistics around whether the public dgsupan approach that removes
criminal penalties from personal use. This morningviewed the latest data, which
is from the National Drug Strategy Household Surwelyich is a representative
sample of Australians, collected in 2006. Of ceurse don’t ask the public, “Do
you support decriminalisation?” because they dimtw what that is, just like most
of us can’t agree on what it is. What's askedhatshould happen to someone if
they are caught in the possession of a small qyasftmethamphetamine, or if they
are caught in possession of a small quantity absgs

65.2 percent of Australians believe that for crystathamphetamine, people caught
with that should not be subject to criminal perailti the vast majority, 45.7 percent,
think referral to education and treatment is appad@, echoing the greater concerns
about the importance of support, treatment and foangeople who are experiencing
problems. For ecstasy, of course, the public suppeven higher, as 76.5 percent
of the Australian public support responses thatatanclude a criminal response.
So, the Australian public is clearly in supportloé removal of criminal responses
for both crystal methamphetamine and for ecstd$yank you very much.

MS HEWETT: Thanks very much, Alison. And I'd ndike to call on Don
Weatherburn, whose official title at the momenAdjunct Professor, University of
Sydney Law School, but of course is better knowalltof us as the former director
of the New South Wales Bureau of Crime Statistra$ Research.

DR WEATHERBURN: It's probably more appropriategoint out that I'm at the
National Drug and Alcohol Research Centre at thenerd, so I'll let that pass. |
just want to correct a few factual things. | domdnt to declare a position for or
against decriminalisation or depenalisation yet.

The first point to make is that, reading the papieieppears that there are substantial
benefits claimed in terms of decriminalisation tiee workload of the courts. |

should point out, that’s not true, because a vamyd proportion of people who turn
up for amphetamine use and possession are turpifigy wther non-drug offences as
well, and when you remove those cases, when yooveite people that have got
the concurrent non-drug-related offence — whery I'san-drug-related offence”, |
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mean any kind of drug-related — any non-drug offeAgou’re down to about 1.2
percent. So, there wouldn’t be a substantial rediién the workload of the court if
you decriminalise the offence.

The second thing is that the avoidance of crimpoalvictions — a big proportion,
about 60 percent, of people who turn up for usepassession of amphetamine have
a prior non-drug offence, so they will already haveonviction, and decriminalising
is not going to reduce, in large measure, the numhe end up with a criminal
conviction. And it's also worth pointing out thabout 19 percent of them, within

the next four years, pick up a conviction for amothon-drug offence. So, the
avoidance of criminal convictions is not a greatdfe that would flow from this.

And likewise, the avoidance of prison, because,nwwi look at people who are
arrested and convicted for use and possession gietamine and have no prior
record, only a very, very small number go to prisétaving said that, | agree with
Alison; | think prison is a wholly disproportioratesponse to someone whose only
offence is use and possession of a drug.

| have to take issue with my colleague Caitlin lo@ issue of whether or not the
evidence on decriminalisation uniformly shows nieef In my paper, which | think
the Commission has, on the pros and cons of profgharugs, there is split
evidence on the question of whether or not decatisation increases consumption.
| should point out that the question of whethenatr decriminalisation has an effect
depends, or arguably depends, on the state opideraic you're in. If you're at the
point where drug use is now maximised, or staldlisay, for example, such as we
are or have been with cannabis, you're not likelgge too much effect. If you're in
the middle of an epidemic — I'd call it an epidemi€you're in the middle of a
rapidly rising drug consumption, | suspect the @Bef decriminalisation are likely
to be quite different. In any event, I'd refer yimuthe evidence that I cited in that
paper, Uses and Abuses — sorry — Pros and ComslmbRion.

The second thing is that if we did go for a lessifive model, I'd be wary of going
for fines. And the reason | say that is therdsrg history in this state and other
states of seeing people turn up in prison fort,firet paying their fines; second,
having their licence disqualified and then beingkpd up for driving while
disqualified. So, I think if you were going to fmr a less punitive approach, it
would be better to go down the caution track themfines track, for that reason.

Another couple of comments. Firstly, this constasritrast between a health
approach and a law enforcement approach is adgedt in the sense that when you
interview people, as we did back when the heroideapic was on, a very large
proportion of people entering treatment say thegirering treatment because of
contact with the police and the justice system, I'8onot suggesting for a moment
that it's a better result all round if we just tbe health side. All I'm saying is that
one of the reasons people seek treatment is td &wndher contact with the police.
So, it's not the case of going down one track erdther.
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There’s no questioning that prohibition generategana. That's what every
criminal offence does. And that's what it claimsoperate by, creating a stigma.
Whether that's worth the pain that it inflicts, vther the benefits — is a very difficult
to question to answer. | think the question isicla relation to imprisonment for
drug use and possession. | think that's highlpmiportionate, that we do know that
having a prison record substantially reduces agpéssemployment prospects and
substantially reduces their earnings prospectsat'3 probably way out of proportion
to the harm done by being picked up for use andgssson.

It's less clear for me in relation to decriminatisa, but if you were to go down the
decriminalisation route or the depenalisation rpliteurge for a cannabis caution
approach, rather than a fines approach, just beaziite unintended consequences
associated with fines. That’s it from me.

MS HEWETT: Thank you. And now I'd like to calhdeddie Lloyd, who is a
scholar at the Centre for Social Research and klealt

MS LLOYD: No. That's not me.

MS HEWETT: Sorry. Apologies. Sorry. Of courgs not. The councillor at the
Lismore City Council with plenty of other experienas well.

MS LLOYD: Thank you very much. Yes. I'm a coillar at Lismore City
Council, and I'm also a trial advocate with the Algmal Legal Service for the
northern region of New South Wales. In our regiweve got about six to seven
percent of our population from the Aboriginal commity. And they are
experiencing, like most Aboriginal people acrossbuntry, transgenerational
trauma, which is a result of the impacts of colaties and the impact of state-
sanctioned policies that have seen their land rechabheir children stolen, their
dignity and their liberty for many of them takenauw

And many of them deal with that trauma by self-nsating with substances. And
particularly crystal methamphetamine is prevalarthe Aboriginal communities in
my area. And there’s a great amount of traumagchkvhieans there’s a great amount
of self-medication. And that has led to disprojmadte incarceration of Aboriginal
people in our region. In the state the averagd@ut 25 percent of people
incarcerated are Aboriginal. Well, in our regiohdkiginal incarceration in some
parts of the region are double that of non-indigenpeople. And there’s a woeful
lack of treatment facilities in our region and ekaf culturally appropriate ways to
deliver justice.

So these social issues led me to establish thalShustice and Crime Prevention
Committee on Lismore City Council. And that israup of people from across the
divide. We've got people from the DPP, Communityi@ctions, Legal Aid,
Aboriginal Legal Service, Housing, lawyers, Heattie Aboriginal liaison officers
with the court. We have been meeting for abowga ynd have been gathering on-
the-ground statistics and experiences from peamplehave produced a paper that has
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been sent to our politicians to try to convincenthehow them the evidence, that we
have a lot of needs in our region and here is ¥igeace for that, in the hope that
we’ll see some change and services delivered.

A core belief of the committee and also for the Adpioal Legal Service is that, as
long as substances are criminalised, people usarg will be stigmatised, alienated
and they’ll suffer more harm. For many peopleutjig using substances does not
lead to experiencing substance use disorder aytdeh®ot actually harming anyone,
yet arresting and charging, convicting, we’re cagsnore harm, we’re reducing
their employment prospects, we’re disrupting thiees, their relationships,
alienating them, stigmatising them and separatiegitfrom community.

For others, including many Aboriginal people ussudpstances to self-medicate, the
social issues that they face in their lives, tliegllead to substance use disorder.
And even if treatment facilities were adequateunm@gion and across Australia, the
stigma of being a drug addict is a significant teeiin asking for help. And | know
this because that’s actually what happened toIspent many years living in shame
experiencing substance use disorder. And | wagnaoarrassed to ask for help. |
felt like a bad person, | felt like a criminal. &dmow | know | was experiencing a
chronic health issue. And I'm one of the lucky ®mého was able to make it out the
other side to tell the tale.

So today | speak for the Aboriginal Legal Servicgpeak for our regional
community, like many communities in New South Wdles are facing this crisis,
and all those people who have experienced andkaegxiencing substance use
disorder who desperately need drug law reform, méed decriminalisation of
substances and who need our political leadersdepathe war on drugs is over and
to put down their weapons and treat this as almeali social issue. The laws are
doing more harm. The only people benefiting fréva war of drugs are those that
are controlling the market, with criminal syndicatbere.

So the Aboriginal Legal Service, the council contedtand my personal view is that
I’'m not a supporter of depenalisation. For Abaraipeople, that does lead to
secondary offending, where they are unable to daea this leads to suspension of
license. They often don't get the letter in thalpmecause they live transient lives,
they don’t have stable housing. So, then theyoripht before the court for drive
whilst disqualified. And that leads to, for marfytieem, incarceration. Also, the
cannabis cautioning scheme in our region is nokimgrfor Aboriginal people.

There are strict eligibility requirements, thatwé went down that road, | would
support those eligibility requirements being lesgs to enable unlimited cautions
to be available.

We have seen that decriminalisation has got soally i@gnificant social benefits.
We've seen what's happened in Portugal. And tatimebvious that this is the way
forward. And | just don’t think that we can contato accept the criminalisation of
substances. And, also, | would note | know thatevielking about personal use and
the small amounts, but many, many people beforedhbes are also charged with
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supply, because many of them are feeding theitfial§io, | think that that's an issue
that we should talk about, as well.

But, of course, | think today I'm talking to maindyroom of sycophants, where most
of us are on the same page, and many of you harediing around roundtables
and expert committees and inquiries for decadesuglssng exactly this and still
nothing has happened. So, nothing is going toghamnless we deal with the
biggest barrier here. And that’s the politicisataf the issue. That is the biggest
barrier here. So, | think that | would hope tha¢ @f the key messages that comes
out of today is that we let our — you know, the Iaakers know that there needs to
be a bipartisan approach to this issue if we'regdd move forward at all.

MS HEWETT: Thank you very much. And I will novalton Annie Madden,
who’s from the Centre for Social Research and Heatlthe University of New
South Wales.

MS MADDEN: Thank you. Thank you for inviting niiere today, and thank you,
Commissioner. Yes. | am currently a PhD schdidine Centre for Social Research
in Health at the University of New South Wales.t Band | am also a founding
member and current board member of Harm ReductigstrAlia. | suspect my large
presence here today is to do with the fact thatvehfor almost 30 years now
represented people who use drugs, people witht@risf drug use, people in drug
treatment as my day job.

As a person with lived-experience myself, | hawentl 2016 | was the CEO of
AIVL, which is the Australian Injecting and lllicDrug Users League, the national
peak body, representing people who use drugs itrédlizs and have also been the
CEO of the New South Wales Users and AIDS Assamigtrior to that. So, | have a
personal history, as | say. I'm currently on meihvae. | have had a long history of
both injecting and other illicit drug use, both lwthe substances we’re specifically
talking about today and many others. So that’srevkien coming from in my
comments.

Just before | make a couple of comments, speakipgrspectives, some colleagues
of mine from Harm Reduction Australia, which is Fgnbrug Support, have asked
me to briefly state that they are not present tetay. We have talked about
families and the importance of families. FamilyuBrSupport is an organisation that
has over 30,000 contacts with family members eyegy and largely through their
national telephone support line and 40 programsg itlke every month. So, they
have a very unique perspective and understandibgrig. And they are very
disappointed that they aren’t here today to be gfatiis. And they do request that
they be part of future discussions. | think thagsy important.

To my own views on things, | think it's really imgant to say upfront that drug use
—you know, it’s not just about problems and disaand violence. And I think that
needs to be very clearly said and put on the recbirdiact, it is largely about people
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enjoyment — people enhancing their experiencesdard,| say it, even about
pleasure. So, | think that needs to actually I gafront.

My view on penalisation is that | think it's theakt amount of reform possible. |
wouldn’t oppose it, because | think an any positliange approach in this case
would be good. But I think we can do better. Ankink that depenalisation, as a
number of other people have already said, alsoisles associated with it, not the
least of which are the fines that have already Imeentioned, and the risks with
those approaches, but also there are big riskek,tin police discretion for such a
highly stigmatised and marginalised community.

So, decriminalisation, in my opinion, is the minimamount of reform that we
should be considering. And | think there are spmats to note, though, about that.
And | agree with — and that the model really mattérwe are to go down that road.
Threshold amounts, as she has said, really matied. Portugal has shown us that.
If they are too low, they simply will not do. Weowt reap the benefits of this kind
of reform. They have to match the reality of dusg for people and the issue of
user-dealers that has already been raised.

And | think we also have to really think about tlisue of selective approaches to
drugs. While I note the points Alison has madeualbdhy these particular
substances might be suitable, I think really youldanake that argument for any
currently illicit substance if you think about madgtthe harms that we experience
from these drugs are because of their illegality éneir criminalisation, rather than
the substances themselves. So, | think — andddeadependent drug use in that. |
do not believe it has to have the toll it has feople. | don’t believe it has to cause
the harms it causes for people. And | do belibag it is possible for people to live
productive, meaningful lives as dependent drugsyser well as people who use
drugs occasionally. That's a more complex maliet,'m happy to discuss it
further.

| think, also, in terms of moving from a criminal & health approach, absolutely,
yay, 100 percent, but | also think in doing thatlveere to be really careful about
overpathologising people. It happens very easilyy view. And you end up
giving us a choice between being criminals or b&cgms and sick people without
agency and who don’t know our own minds and carkendecisions for ourselves.
So, I think that’s really — really important factdthink, to consider in the detail of
things.

And it links for me to the issue of stigma and disenation, which is profound,
entrenched, absolutely, completely, utterly, yoown- is part of this issue from top
to bottom. And if we were to go down a decrimisation pathway, then | think
stigma reduction/elimination has to be part of apgroach. And that’s with police,
with health services, and also with the generalroomity, frankly, because just
because you decriminalise things, it's not magycgdiing to take away stigma and
discrimination overnight. We’ve spent a long timelding that story. So, it’'s going
to take some deconstruction.
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I think the final issue with decriminalisation lsetblack market. And I think that is
its biggest limitation, because it remains despé@eriminalisation. And it is the
biggest problem, in my view. You can decriminaliset people will still have to
buy their drugs in a black market and of unknowritpand unknown content, and
often going into environments that can be riskg, IShink there are some issues to
consider there.

Finally, I would just say that | know — | got theessage, got the memo, it's
legalisation and regulation is not on the table, woderstand that. But | wouldn’t be
representing people who use drugs adequatelyidrtdout on the record that | think
what we do need actually is legalisation and reguian this space. We need to
secure a safe, affordable supply of drugs. We kalbthe reasons for that. They've
been stated here. And we can also see it throingh i& happening in Canada as we
speak. So, | think these are really importantéssu think it needs to be on the
record. I think decriminalisation is fine, buistnot enough. It would be a first step,
not the final step.

MS HEWETT: Okay. Thank you, Annie. And now likle to call on Stephen
Odgers, a barrister.

MR ODGERS: Thank you. Yep, I'm a barrister. &’lseen a criminal barrister for
30 years, so I've seen my fair share of criminalesanvolving drugs, drug use, drug
supply, more particularly. But I'm here, reallgpresenting the Bar Association.
I've been chair of the Criminal Law Committee oétBar Association for 17 years.
And | can say that the Bar Association’s positias been for many years in support
of decriminalisation of all drugs, in relation tf,course, possession and use. It's
not — we're not supporting any decriminalisatiorsopply or trafficking or
manufacturing or cultivating. We’re focused on) &aow this round table is
focused on, possession and use.

The Bar Association has always appreciated thagdecan cause harm. | mean, no
one doubts that. We can disagree about the extéiné harm, but for some people it
can be terrible harm and it can cause harm for tinelnaidually, but also to society.
But — and it's the but — our view is that there @@ doubts about the effectiveness
of the current law enforcement focus, a punitiveuy which we believe is
ineffective and inappropriate and both wrong imgpiple and at a practical level.

We're also concerned in that context with the hattmas result from criminalisation.
They've been discussed already, but those harm®akeboth to users themselves
individually, but also to society. The consequenakcriminalisation affects how
people deal with drugs, how they use them and hewommunity deals with this
problem. The Bar Association has been impressdtidi?ortuguese experience.
It's been mentioned. That, of course, most of would be aware, involve the
complete decriminalisation of all drugs, not jugi®\drugs. And a reliance on civil
orders imposed by community tribunals in cases e/hguarticularly where there
was a perception that a person’s problems needeel &oldressed. The focus is on
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dependent users, not people who use occasionallfjoamvhom there is no apparent
harm resulting for problematic users.

And it's dealt with at a community level with noruptive sanctions, civil approach,
not necessarily fines, but encouraging peopletig@tment where it's necessary.
And, importantly — and | hear what Don Weatherkgaid a moment ago, but my
understanding — our understanding is that it hasesulted in a significant increase
in drug user. That'’s critical. It seems to md tha critical argument — the strongest
argument that’s always has been advanced agaiosinii@alisation is that that will
result in an increase in drug use and, thereforé@ease in drug harm.

So, our understanding of the Portuguese experi@md¢eéndeed for decriminalisation
in other jurisdictions is that it has not resulieén increase in drug use. And,
indeed, in some areas it’s led to reductions itageikinds of drug use and certainly
the harm that results from drug use. So, lookingfeom that perspective, the Bar
Association’s position is, as it has been for sgme's, there should be
decriminalisation; depenalisation is not suffi¢iett should not be a criminal
offence to possess or use small amounts of dragy-drug. Thank you.

THE COMMISSIONER: Thank you.

MS HEWETT: Thanks very much. As | said, so Pseter Gallop will be with us
later. So, I'd like to now move on to Kate Seednp’s an Associate Professor in
Law at Monash University.

PROF SEEAR: Thanks, Jennifer. Yes, so my narf@ais Seear. I'm an
Associate Professor in Law at Monash UniversityWiglbourne. I'm also an adjunct
research fellow at the National Drug Researchtistiat Curtin University. I'm a
practising lawyer as well, and I'm the academiectior of Springvale Monash Legal
Service, which is a large community legal centr¥iictoria.

So, I'd like to begin by thanking the Commissioaad everybody involved in this
Special Commission for the great opportunity andduw to be involved in this
roundtable today. | realise that we’re going & tbout a lot of these issues in
much more depth, so I'll keep my remarks brief, v/ do very much overlap with
many of the things that have been said already.th®ce’s a risk of repetition here,
but I will — I will repeat a few things that havedn said already.

So, in general terms, my position is that reformasy much needed in this space.
And | agree with Annie Madden that depenalisatind/ar decriminalisation are
worth considering, particularly decriminalisatidrut this should be seen as a first
step only. If we can get to that place, | thin&ttivould be terrific, but | don’t think

it should be the end of the conversation. I'm v@ych in favour of legalisation of
drug use more broadly. And | just note, in thapect — I'm sure that, in the agenda,
there’s going to be a conversation about this imengietail today — | note counsel’s
advice that decriminalisation could be problematen an international law point of

.SPECIAL COMMISSION 18.9.19 P-3975



10

15

20

25

30

35

40

45

view, but, that issue aside, | think it is well woconsidering decriminalisation and
legalisation, as | said.

Alison Ritter mentioned that New South Wales isyvauch lagging behind other
jurisdictions in this space. And | wanted to jtesttate that, and also mention some
other things that haven’t yet been mentioned. htssGommission is no doubt aware,
a number of other jurisdictions in Australia haweb and are considering at the
moment reform in this space, and so it's greaewNew South Wales having this
conversation. But in recent years Victoria hasl lzemajor inquiry into drug law
reform, and I’'m sure the Commission is — | know @@mmission is well and truly
familiar with that report. Western Australia hash looking at these issues over the
last couple of months. The ACT, of course, haslukeng work in this space. And
in that sense, New South Wales is not alone, thadta long way to go in terms of
catching up to what's happening in some other glicteons.

In this respect, | did want to mention briefly tlogtions for reforming New South
Wales’s approach have been canvassed in deptk retlent report that Caitlin
Hughes mentioned, that Caitlin, Alison Ritter, laine Mazerolle and | wrote on
diversion across Australia. | was going to speathéat report in depth, and | know
that Caitlin has submitted a more detailed statéméich does a wonderful job of
summarising that research, but what | would jusérate from that report is a key
finding, which is that New South Wales diverts jd46t8 percent of its offenders for
use and possession offences, and this puts ie ahitd-lowest jurisdiction in
Australia. Only Western Australia and Queenslandvdrse. And when we
compare that to a jurisdiction like South Australleat diverts 98 percent of its
offenders, we see that New South Wales really tlage a very long way to come.
And there are a range of measures that can beludea that would rapidly expand
New South Wales'’s approach to diversion or depsatitin, for example, which
we’ve documented in that report, and I'm sure wgdt some time to talk more
about that today.

There are otherwise just four brief points | wantihderscore. The first is that,
although I know it's not been a specific focuslod materials produced and
distributed for this roundtable, | think it is refnt that the Commission of Inquiry
consider the relevance of human rights to its @e#itons in this inquiry. Numerous
calls have been made at both the internationatantkstic level for drug policy to
be shaped or informed by a human rights-based fremke

The Commissioner mentioned the recent communiquéédheads of the 31 United
Nations agencies calling for decriminalisation, alsb, importantly, in that
communiqué, there was a reference for the needrfmy policy to be framed based
on human rights considerations. And in this resdegould point the Commission

to another recently released document, releasdlaeby NDP, which is a set of
international guidelines on drug policy and humights, that talks about some of the
many considerations that need to be taken intoustdor a drug policy to be human
rights compliant.
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The second point | just briefly wanted to makehittl realise that the focus of this
Commission and today is very much on decriminabsétiepenalisation, and I'm
aware that the Commission has very specific terimsference, but it would be
remiss of me not to mention one, | think, very impot point, and that is that illicit
drugs figure in the criminal law, of course, butytalso figure in a range of different
areas of law outside the criminal law, and it'seedl that if any reforms are
contemplated in relation to the criminal law, watnplate reform to those other
areas of law, too.

Professor Suzanne Fraser, from the Australian Resé&entre for Sex, Health and
Society, and | have written about this, as havedXiRitter, Kari Lancaster and I.
And I think it's important to undertake work thaaps all of those areas of law
where drugs figure, because, if we reform the erahiaw and we don’t look at
those other areas of law, that kind of de factmigralisation and punitive approach
will remain.

And so, in work done by Alison Ritter, Kari Lancasand | in Queensland, as just
one example, we mapped provisions that dealt victbhal or other drugs, and we
found more than 200 legislative provisions thatl dath alcohol or other drugs in
Queensland alone. As far as I'm aware, a similappmg exercise has not been
undertaken in New South Wales, but there are mamyigons here in New South
Wales that do deal with drugs: one example iS@edOPA of the Anti-
Discrimination Act, which essentially excludes dadgiction from anti-
discrimination law protections. And it's those &#of provisions that would need to
be looked at as well.

Two final quick points. Third, like Annie Maddelnwould very much caution
against any assumption that drug use should begeazerally as a medical problem.
That's — people use drugs for a wide range of regsand to see drug use in binary
terms, as either a criminal problem or a medicabjam, is both inaccurate and
stigmatising in and of itself, and it can oftendea other harms, particularly where it
becomes a logic to support compulsory or mandategl wleatment. And on that
point, | should note that the United Nations Spdeegpporteur on Torture, and also
the United Nations Special Rapporteur on the Rigllhe Highest Attainable
Standard of Health, have both expressed concemd abmpulsory drug treatment,
and many others have as well.

My final point is just to reiterate the importanmeaddressing and removing stigma,
both inside and outside the criminal law, as arraneding principle or framework

for this discussion. | would respectfully disagrgerhaps, with Don Weatherburn
that stigma in this respect can sometimes be pesitimay have misunderstood or
misrepresented your comments, Don, so | apolofideave. But, in my view, there
is very little or, | would say, no benefit to stigtising drug use in this respect. And |
note that the Commission has included some referensome of our recent work,
again with Alison Ritter and Kari Lancaster, whiobks at ways to evaluate the
relationship between drug law and stigma. I'm hajgpdiscuss that research in
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more depth today, but I think it has to be a dgvoonsideration and concern for
reform. So, thank you.

THE COMMISSIONER: Thank you.

MS HEWETT: Okay, thank you. And now, for ourdircontribution of prepared
remarks, Alex Wodak, President of the Australiandokaw Reform Foundation.

DR WODAK: Thank you very much. My journey to certo this gathering today
began on June the 5th 1981, in London, when | abadt the epidemic that we now
call HIV. And a few years later, | was workingtag director of the alcohol and
drug service at St Vincent's Hospital, and | learoga study in which 3000 to 4000
men who have sex with men had — were thought te RV infection in the Taylor
Square—Kings Cross area. And | deduced from Hatseveral hundred of them
presumably also injected drugs, and that we woufdve weren’'t smart about it —
we would see a cascade of HIV infections movinguigh to the general community.
And | remind you that at that time, and for anothemtil 1996, HIV was an almost
always fatal infection.

And so, a group of us worked very hard to try astalaish needle-syringe programs
in Australia, advocating them to Government, withsoiccess. And finally we
resorted to civil disobedience to speed up thatgss, on November the 12th 1986,
and ultimately HIV was kept under control amonggleavho inject drugs, and also
in the general community.

In 1987, | was sitting in my office one day, andds trying to understand this
process that | and my colleagues had been throwghy had we had to resort to

civil disobedience to get needle-syringe prograstaldished, when it was clear that
this was necessary to stem the epidemic? Andiseekthat — thinking it through —
that the main reason was drug prohibition. Andvédevoted, really, the rest of my
life to trying to understand why we adopted ourgdiaws. Did they work? Were
there better ways of managing the situation?

And that’s really why I’'m here today. I’'m not reahere because | think our drug
laws are ineffective, although I think they areffaetive. I'm not really here
because | think there are better ways to managetbblem, although I'm sure there
are less worse ways to manage the problem. [I'ttyreare because I think the drug
laws punish people who have minority drug prefeeshand absent harm to others |
think that’s unfair and unjust. And I've been venych influenced by the writings
of Professor Douglas Husak, a professor of theopbphy of the law, in New Jersey.

So, let me begin. What is the aim of drug polidy@grettably, though critical, the
aim of drug policy is rarely made explicit. Theuéing confusion is one of the
reasons drug policy discussions are so often d@appg. Drug policy, in my view,
should aim to reduce harm: specifically, reducathledisease, property crime,
corruption and violence. Though quite inapprogriatducing drug consumption is
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usually the tacit primary objective. Reducing doagisumption should only ever be,
in my view, a possible means to an end.

Global drug prohibition was introduced graduallyaba century ago. Australia
followed international developments. It cannosshal too often that drug
prohibition has been an abject failure. Any comypiailing as badly as drug
prohibition would have been declared bankrupt lagg.

Why do | say drug prohibition has failed? Firsteomany decades, the drug market
has expanded, and become much more dangerouse Ad®been an increase in
drug production, consumption, the number of diffédrugs available, the
hazardousness of newer drugs, and often in théahuay of drugs. Meanwhile,

drug prices have dropped substantially, and ptiaty often increased. Second, and
more importantly, where data are available, dedifigase, property crime,
corruption and violence have often increased. Swoinieese parameters, such as
corruption, are hard or impossible to measure rdl fgrowing numbers of political
and law enforcement leaders, initially only retiteg now also serving leaders, have
acknowledged not only the failure but also thditytof drug prohibition. Many
political elite figures have known for decades tiatg prohibition has been an
expensive way to make a bad problem even worse.tién Prime Minister Tony
Abbott said on the 29th of April 2014 that:

The War on Drugs is a war you can lose. You magwer win it.

Fourth, the shrinking numbers of prohibition defersdare unable to explain critical
questions. How can drugs be kept out of Kings €wasen they cannot be kept out
of our maximume-security prisons? How can law ecdonent reduce drug supply
when the price of drugs increases several hundedfieen transported from
countries of origin to countries of destination®wHcan law enforcement succeed in
— how can law enforcement succeed in reducing suppén drug traffickers are
much better resourced and equipped than they ldm® can drugs be kept out of
Australia with its coastline of 27,000 kilometreglavith 8 million containers,
including frozen containers, and 9 million intelinagl air passengers arriving every
year and with 4 billion letters and parcels delegeevery year? What is to be done?

First, the threshold step is redefining drugs asanily a health and social issue
rather than primarily a law enforcement issue. c8d¢drug treatment has to be
expanded and improved until it reaches the sanmed ssvother health services.

Third, all penalties for personal drug use and essien have to be scrapped.

Fourth, as much of the drug market as possiblédiae regulated while recognising
that part of the drug market is already regulasedh a methadone treatment, needle
and syringe programs, medically supervised injgotientres. It will, of course,

never be possible to regulate the entire drug nhaNk& have regulated parts of the
drug market before. Edible opium was taxed andletgd in Australia until 1906

and in the United States Coca-Cola contained ceaantil 1903.
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Fifth, efforts to reduce the demand for powerfujghgactive drugs in Australia have
had limited benefit and require a new focus. Unkasd until young Australians feel
optimistic about their future, demand for drugsl wemain strong. Young people,
understandably, want more certainty about theuriprospects, including climate,
education, jobs and housing affordability. Chamwgebe slow and incremental, like
all social policy reform. As Herb Stein, as advisePresident Nixon said:

Things that cannot go on forever don't.

Drug prohibition cannot go on forever and will leplaced by libertarian
paternalism. Thank you.

MS HEWETT: Okay. Thanks very much, Alex. Welbviously, there’s a lot of
different points of view there which we’re now ggito try and unpack, and | take
Eddie’s point that a lot of people have sat arosindlar tables and discussed these
issues, and some — but | don’t think, actuallyréteany consensus on the details of
how you go around the practical consequences séttiengs. And | think it's very
clear that we all — that there’s maybe a consetimissome changes are needed, but
there’s also the counterfactual of, you know, wdratthe possible unintended
consequences of changes. So | think what we’lliny do now is have a discussion
in slightly more detail about the weakness as aglihe strengths of the current
system.

And so, | would like to start with you, Andrew. V@bviously have heard from, you
know, many people saying this should never be,kymw, seen through the eyes
really of law enforcement or the criminal justigstem. And we’ve had Don say,
“Well, actually, that’s a bit of a fake frameworleally. You know, often it involves
both.” So, you said you thought change was reduexause the current system is
threatening, or has already, overwhelmed us. Ndgvat types of changes do you
think are going to work best in this area?

MR SCIPIONE: Well, | guess that’s the $64 milliquestion. Look, | don't know
that | bring any answers to the table. What | knewhat my observations over
many years would tell us that perhaps what we’iaglat the moment isn’t stopping
people from actually starting to experiment withigh and then going on to have
lives that are significantly impacted by drug useranany, many years. The whole
notion of changing the current arrangements is saimgethat law enforcement has
been part of for a number of years. And | knowm@dassioner, you're going to talk
about the cannabis cautioning scheme, and th&tel,ifor us, was a significant
shift.

Again, I've got to preface all that | say by sayifig no longer a policeman. |don’t
serve a government in terms of, you know — as arswfficer. My experience is
only my experience, but, you know, | thought it mngant that | come and talk here
because there needs to be a voice for every pafiicer in this country, for
everyone that gets involved. And I'm sure that ynahmy colleagues from around
Australia would say something needs to change t'Shdy we're happy to come
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around the table and to talk to experts, partityiifnose that come from fields where
there has been some significant shift and change.

Cannabis cautioning, I think, has been a usefabthil know that not that long ago
the commissioner in New South Wales actually soaghltwas given the authority
so that police could deal with minor amounts ofgdrthat are found in the
possession of people by way of a criminal infringatmotice. Now, | know that
there’s a whole lot of work that's gone into doeattmake it better or does that make
it worse: the fact that somebody has a fine apgl ttan’t pay it, then starts to spiral
for some — to the point where that becomes moeeprbblem to them than the initial
use of the drug or the possession of the drug.

So, I'm not sure that | can bring to you, you knatke golden solution, but what |
can say is there’s willingness, | think, amongsgt énforcers to look at options, to
look at what we can do together. And I'm mindtutte’s been some discussion
about, you know, you can’'t necessary differentatpush between the two current
approaches, that is, a law enforcement approaaheaslth approach. | don’'t know
what sits in the middle. Perhaps it's more abaitiigg the social setting right. The
issue that perhaps sits around this is the reasgrpeople decide that they would
look to self-medicate. Perhaps they’re the impurfactors that really need to be
approached and dealt with, and dealt with apprtgdyia That's why we used to say
to so many — in so many forums and to so many pe6tphe best thing you can do
is sit down with your child and talk to them abdutig use.”

MS HEWETT: Okay. Interms of the decriminalisatiand depenalisation,
obviously a lot of people at this table would thihlat depenalisation is — you know,
Is not a good idea. Others think it's the minimegquired in a possible first step.
But one of the issues is that depenalisation wgivd police quite a degree of
discretion. And | know we’re kind of at the begimy of this discussion, but there’s
kind of pros and cons to that. So what do youkilailbout that idea of the cautioning
which gives — does give police discretion on thpeshalisation model?

MR SCIPIONE: Well, | think that that's worked Wiell think police have - - -
MS HEWETT: And would work well beyond the canrabautioning?

MR SCIPIONE: Well, again, you know, you reallyrdoknow until you actually
get to the point where you trial it. Having saidt | know that criminal
infringement notices were trialled — | think it waxger the last summer period in
New South Wales, and the results, from what I'variewere quite promising in
terms of being able to stop people being forceal ln@ing part of the criminal justice
process by having to appear in a court. It's abvayportant that you have that
discretion as an officer. Most officers will agtpropriately and, as Don
Weatherburn said, you know, most of the peoplelgte dealing with that are in
this situation that we’ve been talking about, isathat have appeared in a court,
haven't appeared because they've used or theyrhieir possession, you know, a
street deal of ice.
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And I, for the life of me, couldn’t think of a cduihat would be dealing too harshly
with somebody that was before them for a firstnd2with a street deal of ice in
their possession or have used. It would be unhafdiat a person to go to prison for
that single offence.

DR WEATHERBURN: 1 just should - - -
MR SCIPIONE: You might tell me otherwise, Don.

DR WEATHERBURN: 1 just should clarify. | didnguggest that — my point was
really that there are a large proportion of peoyt® are picked up — turn up in court
for cannabis use and possession who have othedmgpeffices.

MR SCIPIONE: That's right.

DR WEATHERBURN: That's really a point about howah saving in the amount
of court workload there would be. | think the tpwvith a criminal conviction is
there’s good reason to suspect it has an advdisa eh a person’s earnings and
employment prospect and that's a bad outcome. Wudn’t want that, especially
for somebody for whom this is their only offencalamly ever will be their only
offence. That's the attraction of the cautiorm less confident than Alex has
always been — we've talked about this over theebgtart of 25 years — less
confident than he is that prohibition doesn’t exedonstraint on consumption.

Sorry if you've heard this before, Alex, but a fgears ago we conducted — it's a
survey of a general population about whether thege cannabis if it were legal, and
the intriguing thing to me was, not a very largegartion of those who'd never used
cannabis said yes, but those who were regular usettsink it was weekly users — of
cannabis said yes. 90 percent said they’d use.mfmd the thing about that is that
most of the harm comes from the regular usersfraot those who use once a year,
or once a month, or so. So, although it's notaterto me that decriminalisation
would increase consumption, it's possible.

And, you know, it's not like cannabis. We've g@&aqgple turning up in emergency
departments of hospitals with ATS-related psychaggg through the roof. So for
me, it's — it's a risky jump, you know? I'm notysag we wouldn’t get away with it,
but I’'m not so sure as everybody else that “Ah, tworry, Don. It's okay, you
know. You look at Portugal.” Everybody wantsdok at Portugal. But the thing is
that you really need to study the controls or ofhetors that might influence
consumption, not — not just a simple before/aftedy Anyway, I'm starting to
raise my - - -

MR SCIPIONE: I think — and, Jennifer, that's ngncern. And — and so, into —
even the Justice Action submission here said ttsaetis a possibility that
decriminalisation could increase the rates of drsg and worsen an existing pattern
of drug consumption. That’s an incredible riskatdually manage, if you're trying

to introduce that. So that's why | say it's imgort that we sit down at roundtables
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like these and talk about how we — we do deal witiAnd, look, Don, your point is
right, that is, in terms of why people appear inrto But clearly, most people that
we would deal with through the cannabis cautiorsicigeme escaped having that
conviction.

DR WEATHERBURN: Yes.

MR SCIPIONE: So if it was a one-off, they weretainted with a criminal record

PROF HUGHES: Yes.

MR SCIPIONE: - - - which didn’t impact on theirgspects for employment and,
you know, the future.

PROF HUGHES: And - - -

DR WEATHERBURN: The only other thing I'd haveriash in and say is that —
there’s no offence meant to your past, but it's/\aangerous to give police too
much discretion. Whenever you give people in atjposof authority a large amount
of discretion, you increase the risk for corruption

PROF HUGHES: Yes.
MS HEWETT: Right.
DR WEATHERBURN: So I'd want to see clear guidebn - -

MS HEWETT: Okay. I think that's a very, kind @food point. And I'll come to
you in a second, Caitlin. | just wanted to ask question, which is, we've talked —
there’s different arguments, which we’ll go intbdoait saving the courts time, but
what about saving police officers’ time? Has s&ted — | mean, the cannabis
caution — does that actually make much differenbees it - - -

MR SCIPIONE: Oh, it does.
MS HEWETT: And - - -

MR SCIPIONE: It does. Just the time of chargngiebody, the process of taking
somebody to a police station, charging them —ttiads - - -

MS HEWETT: Right.

MR SCIPIONE: - - - considerable time. If you adeal with it on the street, it's a
much better process. However, we think that tobertgd have been more time saved,
particularly around — and in fact there could hbeen more — better outcome from
some of the schemes. In a cannabis cautioningrsghgou have to have somebody
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who will admit the offence before you can exerc¢iséAnd in certain circumstances,
certain groups of people were getting legal adtheg said, “No matter what you've
done, you never admit the offence.” And, of couifsgou don’t, that immediately
excludes you from a caution, which seemed courtetive to us. We were trying
to reduce the number of people with criminal respaihd, in fact, based on the
advice they were receiving, they were getting anahrecords, because we had no
option but to charge, particularly younger people.

DR WEATHERBURN: Yes, but about 90 percent of themaybe more, plead
guilty.

MR SCIPIONE: That's right. They would go to cband plead guilty.
MS HEWETT: Right.

MR SCIPIONE: So they had the criminal record. 'M/saying, you know, let’s put
some — this is just the common-sense discussiaméeals to be had.

MS HEWETT: Okay.
THE COMMISSIONER: Can - - -
MS HEWETT: Canl---

THE COMMISSIONER: - - - just pipe in there, Andre You mentioned earlier, in
your opening statement, that there would needheife were more facilities and
more resources - - -

MR SCIPIONE: Yes, health and social services.

THE COMMISSIONER: Yes — for police to take peopde For example, | think
you said, there’s nowhere to refer to people tinats; it was a “nightmare” at
times, | think, was a word you used. And the latknedical services in remote
areas was something that you also highlighted.ldCyau just expand on those
iIssues a bit for me?

MR SCIPIONE: Well, | mean, it's — particularlysbmebody is presenting at a
crime scene, and they’re in possession of a p#aticliug, and there’s a notion of
psychosis, dealing with the person, it then isrtye@mental health issue that we’re
dealing with in the first instance. In many pladbere’s nowhere we can refer them
to. There — there’s — there is — you know, it'eeafvery difficult to actually get them
the help that they need. And that’'s what it's @batis about helping those people.
| don’t think that's — and there’d be experts ie thom that could tell me what the
density of, you know, drug support services wowddrbsome of the far, far remote
parts of New South Wales. But in fact, we knowt tiraig use in some of those
communities, you know, per capita, was much highan what we were
experiencing here in Sydney.
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DR WEATHERBURN: Alex used to have a lovely phrasethis: “It should be
easier to find treatment than a drug dealer.”

MR SCIPIONE: And that’s a really important statar

MS HEWETT: Now, Caitlin, we did raise this alkttit. I'd like your, kind of,
comments on what Andrew and Don said, but the dthieg — one of the things that
Don said was, “Everybody raises Portugal.” Anddés seem to me — and you did,
obviously, as well, Stephen. But it seems to na¢ tie comparison with Portugal is
slightly misleading, in the sense that you're nealthg with the same circumstances.
So you had Portugal, who went from absolutely pattnent available, and an
extremely punitive session, to then, you know, a&ntbe opposite. So — | mean, |
think that would be very different to a situatigkel Australia, surely, where you've
actually got a whole lot of treatment programs #mdgs. So I'm curious in your
views on that, as well.

PROF HUGHES: Yes. | might just start off by thew South Wales context, with
the criminal justice system, because we've had afloomments about, you know,
whether people who go before the courts are oniygihere if they've committed a
use/possess offence and another offence. Thené¢va we conducted — that |
conducted with Kate Seear, Alison Ritter and LoreaMazerolle — was looking only
at responses to people with a principal offencesef and possession. So that is an
offence for which this was their most serious offenso they had no other
concurrent offences for which, you know, other saiftactions could have been
taken. And in the New South Wales context, we ébtinat, on average, in any one
year, there’s close to — it was just under 11,48@pte who were being detected in
New South Wales for a use/possession offence wiashtheir most serious offence;
SiX - - -

MS HEWETT: Sorry; did you say 4007

PROF HUGHES: Sorry; 11,400; 6146 of those lae® going before the courts.
So this is on average, in any one year. Mostaftlare then found guilty. So, you
know, as Kate Seear said, what this data showgsn you look at how New South
Wales is doing in this regard versus other statelt@rritories, that only 46.8 percent
of people are being diverted from the court fos tharticular offence - - -

MS HEWETT: Andis that - - -
PROF HUGHES: - - - it's much higher in state®l|&outh Australia or Victoria.

MS HEWETT: Are those figures for cannabis as wallare you just talking illicit

PROF HUGHES: This includes all illicit drugs, yé&sit the majority of people who
are — based on our discussions with expert statel® who are going before the
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courts would be for drugs other than cannabis, Umx¢here is the cannabis caution
scheme, as Andrew has talked about.

In regards to Portugal, yes, the context for tlzatipular reform is different to the
context that we find ourselves in here in New Sdlfdiles, or in Australia more
generally, not only because New South Wales hamgog, you know, particularly
harm reduction services, as well as more treatnbent}’s also had these existing
diversionary schemes, like the cannabis cautioerseh and the more recent
criminal infringement scheme, that was triallednat festivals over the last six
months for particularly, the data would suggestinlgaMDMA. But at the same
time, there still remain some underlying, you knsunilarities in the — and as you
see in many parts of the world that are lookinthat issue — about, how do we
respond to use and possession of other illicit slinga way that can really, you
know, be more effective and reduce harms?

Because, at the end of the day, we’re seeing pdéoplehom — people who either go
to the courts or people who receive criminal cotiwre — it is often disproportionate
to the harms from the use of the drug itself. Angbu provide alternative
responses, whether that’'s through removing theigahpenalties by law and/or
some other means, then the evidence suggestsénatis significant reductions in
health, economic and social harms.

MS HEWETT: Okay. Now, I'm just aware, it's novalhpast 11. I'd leave it up to
the Commissioner to decide if you want to breaklifdominutes, to have a quick tea
or coffee, or would you rather just go throughundh?

THE COMMISSIONER: Well, look, I'll leave that tihe participants. If people
would like a stop for five or 10 minutes, we cantdat.

MR ODGERS: Do we have coffee available?

MS HEWETT: Yes, we do, over in the room just otrere. So why don’t we just
have a very quick break, and — it's now half pdst-land be back here, you know,
hopefully within about - - -

THE COMMISSIONER: Just 10 minutes.

MS HEWETT: Yes, at — 10 minutes at the latesidyeto go. Thank you.

ADJOURNED [11.30 am]

RESUMED [11.41 am]
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MS HEWETT: All right. Well, welcome back, every®. Now, | hope everybody
just has a bit of a break. Obviously, some vetgriee discussions we’ve had and
we’re going to continue, and | just wanted to cdraek on the point that there will
obviously become disagreements. I'm very hapgyatee a kind of free-flowing
discussion, but it's important not to interrupt Bledy at — you know, at every
minute. But if you — you know, if you have a respe to somebody and you want to
say something, you don't always have to diredtnbtigh me. And on that point, |
think Alison just wanted to make a couple of redlstt] suppose would be the way
of putting it, to something — a few things that Oad said.

PROF RITTER: Well, it was actually a conversatibat was going on and — so the
question about how much court time or policing twald be saved through
alternatives to a criminal justice response, th@stjon has some answers to it from
an evidentiary basis. In the first instance, #ort that Caitlin referred to
demonstrates that there is court time being usepgdople with simple use/possess
offences in the absence of any other criminal affieg behaviour, so there would be
savings to the courts. That is evidenced in tha that's being presented to the
Commission. The second - - -

MS HEWETT: Sorry, can | just ask one point onttha

PROF RITTER: Yes.

MS HEWETT: That data, is that referring to cansagain mainly?

PROF RITTER: It's referring to all drugs.

MS HEWETT: Butis it — but the majority of thabwld be the cautions or — a thing
on cannabis.

DR WEATHERBURN: Yes.

PROF RITTER: We might assume that — they're mottions. They're going
before the courts.

MS HEWETT: Well, sorry. Sorry. Going before ttwurt.

PROF RITTER: We might assume that - - -

MS HEWETT: Would most of that be cannabis?

PROF RITTER: - - - the majority is likely to barmabis but we do not know.

DR WEATHERBURN: Well, | do know. | spent 31 ysdooking it and | can tell
you the vast majority of use/possession chargéseiicourt relate to cannabis - - -

MS HEWETT: Right. So that would be - - -
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DR WEATHERBURN: - - -in New South Wales. Abstly.

MS HEWETT: And that would be a very differentuss | think, given in the
context of this when we’re talking about ice ankdentATS.

PROF RITTER: Yes, potentially. And it would lmeportant to source the data in
relation to court presentations for simple use/pss$n the absence of any other
criminal offending, and that piece of data woultbrm the relative costs and
benefits of removing the criminal office and useg®ss. A second question was
asked about whether the cannabis cautioning isesgaolice time. Andrew
Scipione clearly knows the answer from his exp&een policing. The answer is
yes. | would also comment that we also have rebearidence from Caitlin, Dr
Marian Shanahan and myself, a cost effectivenesiysis of the cannabis cautioning
scheme, which demonstrates that it is highly ctietgve in a number of factors,
including saving police time.

The third piece of discussion that’'s been goingiadathis morning has been the
conversation about whether versions of decrimiatibs or depenalisation will
reduce drug use and the extent to which it wiluesddrug use, or increase drug use,
or make no change to drug use. And | think thenismportant topic that needs to
be discussed because there is a lot of carefulingyrdthink, and | think the
comment was made earlier, reading out from onbe@stbmissions, that, you know,
the grave fear is the substantial increase in deggthat would be associated with
this, and Don’s comment in relation to cannabis garad to ATS, which | think is

an interesting point for potential discussion. | 8unk that’'s an important
conversation.

MS HEWETT: Yes.

PROF RITTER: Will it increase drug use?

MS HUGHES: Can | add just one further comment?
MS HEWETT: Yes.

MS HUGHES: One other thing we found in our Commealth Department of
Health review was that, when you look across Alistrthe diversion rates as a
whole have been reducing year on year and in lgage when we spoke to the
stakeholders, particularly police, they said treesom that this is occurring is because
of methamphetamine. So they're picking up moreopetor use and possession of
methamphetamine or like substance and, in the absdralternatives to arrest,
particularly in New South Wales and Queenslandwhebiggest states for which
people are being detected and for which there basaditionally been these
alternative measures, this has driven this ovaslbnal reduction in diversion.

MS HEWETT: Right. Okay.

.SPECIAL COMMISSION 18.9.19 P-3988



10

15

20

25

30

35

40

45

PROF SEEAR: Jennifer, could | add — could I justp in and add something if
that's okay?

MS HEWETT: Yes.

PROF SEEAR: | just wanted to make a sort of sgparomment but which relates
to the discussion that we're having and it's alibig question of what might — what
the future might hold and what risks might appé&arad make any changes. And |
just wanted to make the point that, in my viewhihk these kind of speculative
deliberations about the future aren’t unimportahtecognise that questions about
whether drug use might increase and so on are tando many people, but | also
think it’s just as important to — and perhaps -actually more important that we
focus on the people that are currently impactethbyexisting regime rather than
being sort of too focused on a speculative futhed hasn't yet arisen.

And | say that knowing that | realise that thosies are still important, but | don’t
think that they should hijack or fully shape theeersation that we're having. And
in that sense | just want to raise two related {goiand that is that the question of
how much we should speculate about a potentiatduthat doesn’t yet exist, as
opposed to the existing status quo, which | thenkugely problematic, comes back
to the question that Alex Wodak opened with, arad ththe question of what is the
goal of drug policy. And I'm not sure that we'raving a kind of explicit
conversation about that specific question here] thibk it is something that we do
need to focus on.

And in a related sense, what it is that we chooggdblematise — and there is quite a
lot of work in recent years about what we problaseaain the alcohol and other drug
field and what it is that we assume is problematit] on that point | would just like
to reiterate and underscore Annie Madden’s pointlwvhthink is extremely

valuable and not often said in these circles, aatlis that we often proceed, I think,
from a starting point that any drug use is a pnobéad that drug use itself is
problematic. And | recognise that it can be asdedi with harm and so on, but
people also do use drugs for a wide range of reasaciuding pleasure, as Annie
pointed out. And so if we proceed from the assumnghat increasing drug use — or
the risk of increased drug use is always alredadlyge problem, | think we skip over
some of the nuance and subtlety that the conversdbties need to retain.

MS HEWETT: Alex.

DR WODAK: Thank you. I'd like to make some commeeabout what’s been
discussed about drug consumption. Firstly, thiestlyf to reiterate the views that
others have already expressed, that the literggdearly clear that not only does
more liberal approaches or less restrictive appresito drug policy not lead to drug
consumption — there may be exceptions to that &oueiglly that is the case — and
many people have found this, many people have caortaden it. Secondly, | think
it's important to realise that — or to have a dgsion about the trade-offs. If we had,
let's say, a five percent — a policy change whigsuited in a five percent reduction
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in deaths but a five percent increase in consumptiell, | would enthusiastically
support that.

And most policy change involves trade-offs. Anddigcuss this as if the only issue
that matters is whether drug consumption increakesay be important, but I'm
much more interested in those other things: debglkease, crime, corruption,
violence.

Also, | think it's important to recognise that thehat illicit drug consumption is
very different from legal drug consumption, in gense that there is a very tight
correlation between consumption of legal drugslzamn. If people go from
smoking 10 cigarettes a day to 20 cigarettes aaa9 cigarettes a day to 40
cigarettes a day, you can plot on a graph whatisggm happen to the number of
heart attacks, lung cancers, and all the other fifiom smoking. Ditto for alcohol.

I's much more complicated with illicit drugs. Vden't really know what the
relationship is with illicit drugs consumption ahdrm, because, as Annie quite
rightly pointed out, the important variable here¢hs drug distribution system, the
black market. The black market imposes a gredtaféhe harm that is attributed to
drugs. Let’s take a couple of examples quicklyttmat. One is acetylmorphine,
more commonly known as heroin. Prescribed by dectbispensed by nurses and
pharmacists, it causes serious constipation. Aatistabout it. Rarely does it cause
death. It does cause death occasionally when peoeh’t paying attention. But it's
pretty harmless, apart from constipation.

MS HEWETT: Yes. |don’t think you would say thaiout ice.

DR WODAK: And when it is distributed — we’ll conte that. When it's
distributed through the black market, there’s oftdot of harm to the person who
uses the drug, also a lot of pleasure, also & lloaion to the families and the wider
community. With ice, the drug methamphetamineresgribed by doctors in the
United States, not in Australia. And we have gpakcognise not just the
guantitative effect of drug policy on the drug merkut also the qualitative effect.

And what we see with many different kinds of drugsiates, amphetamines,
cocaine, what we see with each of those drugsisgihg market has encouraged the
emergence of more dangerous forms of those druagsre risky forms of those

drugs than originally applied. So with cocaine weegone from cocoa leaf to basico
to cocaine hydrochloride powder to crack. Andactestep the harmfulness, the
riskiness, of the drug has increased. We've deesdame progression with
amphetamines. We’'ve seen the same progressioropidtes, now going to opiates
laced with fentanyl produced in China. So blackkets are inherently dangerous
and they make a bad situation a much worse situatio

MS HEWETT: Allright. But that, again, it refets the — | mean, | think it goes to
the point of legalisation, which we’re not realigclssing at the moment. So |
understand what you're saying, but just in therggts of time, I'll - - -
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DR WODAK: No. With respect - - -
MS HEWETT: ---leave - - -

DR WODAK: - - - | think this applies whatever po} prescription you apply. First
come the observations, then come the recommendatidnd this is an observation
that can be made regardless of what recommendatiet®me to.

MS HEWETT: Okay.

DR WEATHERBURN: Well, I'd just make the point thhe harms associated with
methamphetamine have been raising rapidly with womion. There’s no surprise
in that. It's also possible, of course, that yould reduce the harms without
reducing consumption, as we did with needle excbamgelation to heroin. But |
don’t think it's possible to avoid the questionvdiere we’re going to end up,
because that's what we're here to discuss.

MR SCIPIONE: That's right.

DR WEATHERBURN: What would happen if we were tcdminalise or
depenalise. And, you know, | don’t think it’'s cart either way, but to avoid
discussing it, | think, is impossible.

PROF RITTER: Can I just check. You're not tatkimbout the population
prevalence of consumption. You're - - -

DR WEATHERBURN: No, I'm not.

PROF RITTER: - - - talking about — thank you.nGau - - -
DR WEATHERBURN: No.

PROF RITTER: - - - just clarify what you're tafig about.

DR WEATHERBURN: So what I'm talking about herele tendency is to focus
on whether decriminalisation will result in an iease in prevalence, being the
percentage of the population who uses a drug.nt daink that’s the relevant point
to focus on if you're concerned about harm, as AdexThe relevant concern should
be about aggregate consumption. And the reasay aggregate consumption, Alex,
is because that’s as close as we can get to a prokyarm. It's not the only
determinate of harm. Obviously, other things affedut consumption, as you gave
the example in tobacco, when consumption of tobdcopped, we saw a drop in
lung cancer. So consumption and harm are pretet) related, if not, you know,
uniquely determinative.

MS HEWETT: Yes. Sorry, Don. So can you justs.y Can you just explain that a
little bit further?
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DR WEATHERBURN: So - okay. Well, maybe the siegtlway of putting it is
that most of the drugs that are consumed legallgal are consumed by a small
proportion of the users. So when you’re talkinguthconsumption, you're talking
about the total quantity consumed, knowing full Mieat the total quantity consumed
is largely accounted for by a small percentagdefdonsumers. Is that clear?

MS HEWETT: Yes. Butit-- -

DR WEATHERBURN: So it's not frequency; it's fregncy times percentage
using, if you like.

MS HEWETT: Right. But what you're — what I'm tng to understand is you're
saying that there is a risk of increased - - -

DR WEATHERBURN: Consumption.

MS HEWETT: - - - consumption by just — by morepke than that group or is - - -
DR WEATHERBURN: No. The people who currently- -

MS HEWETT: Already using.

DR WEATHERBURN: - - - use even more.

PROF RITTER: No.

MS HEWETT: Right. Who —that - - -

PROF RITTER: That's the problem with your argumen

MS HEWETT: So that is — so you're not saying @ think it would actually
expand the number of people using?

DR WEATHERBURN: Well, it may or it may not. Theidence, as | said, is - - -
MS HEWETT: Is mixed.

DR WEATHERBURN: - - - split down the middle. Mme has actually done the
work of seeing whether it affects consumption, beeaconsumption is extremely
hard to estimate.

MS HEWETT: Yes.

DR WEATHERBURN: My point is that if you’re goinip base the argument
around whether there’s a change in prevalencestitence points is inconsistent.

MS HEWETT: Right.
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DR WEATHERBURN: Some studies find no effect ieyalence. Some studies
find an effect.

MS HEWETT: Okay.

DR WEATHERBURN: Do you want me to cite the stugfie
MS HEWETT: Okay. Caitlin. Caitlin.

PROF RITTER: Caitlin can.

PROF HUGHES: Can I draw the Commission’s attentgoone particular piece of
evidence. It does pertain to cannabis use.

MS HEWETT: But that's the problem, you see? m’tlavant to go — to have too
much discussion about — | mean, obviously, wetki@about cannabis, but I think in
many ways the cannabis — the cannabis cautionimgnse is useful in some ways,
but it can be misleading if you're trying to thequate it to ice, which seems to me a
very different type of drug.

PROF HUGHES: Yes. But this is not about the admcautioning scheme. Just
to say that there was a recent cross-national stodglucted by Professor Alex
Stevens of the University of Kent, published in thieernational Journal of Drug
Policy that compared the use of cannabis in 36 tr@msn- sorry — 38 countries,
including countries that liberalised drugs as davgs, as well as those that had not,
and found that living in a country that had libesadl drugs led to no significant
difference in the odds ratio of using cannabisegith the lifetime or in the last 12
months.

MS HEWETT: All right.

PROF RITTER: The important point about this casaéon is the difference
between the population prevalence, that is, thebeuraf people who are using a
drug versus the quantity frequency or consumptimase Don’s word, of the drug.
Consumption is absolutely associated with harmpuRaion, prevalence, the
number of people using drugs, is not associateld natm. Under decriminalisation,
the removal of criminal penalties, the questiowiitit increase harm and
consumption amongst the people who are alreadyuooing, or will it increase or
decrease or change population prevalence? laingés population prevalence, it
probably doesn’'t matter, because that’s not whegdhaarm is. How then is the —
what'’s the mechanism for the removal of criminatgdées one which increases
consumption?

MS HEWETT: Ildon't---

DR WEATHERBURN: Can I just say it's not true taysthat prevalence doesn't
matter. When the prevalence of smoking droppedjdtung cancer. Now, it may
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not be the best proxy for harm, but it's simply troee to say there’s no relationship
between population prevalence of a particular @agsumption and the harm
associated with it.

MS HEWETT: | must say, also, | didn’t understahdt point either. | mean,
obviously, there’s been a huge increase in thegbeece, if you like, in the
population - - -

PROF RITTER: There hasn't.

MS HEWETT: No. In---

PROF RITTER: In amphetamine-type stimulants - - -

MS HEWETT: No. No.

PROF RITTER: - - - there has been no populati@vadence increase.

MS HEWETT: No. For example - - -

PROF RITTER: That is the point.

MS HEWETT: - - -in some regional towns, | mepapple talk about how much

PROF RITTER: Yes. That’s not population prevaenThat’s not - - -

MS HEWETT: Allright. Okay.

PROF RITTER: - - - what we're talking about. TKational Drug Strategy
Household Study has shown that there has beercrease in the population

prevalence of ATS use - - -

MS HEWETT: Except---

PROF RITTER: - - - and crystal methamphetamiree us
MS HEWETT: - - - there’s a lot of questions abthat particular study, that
particular - - -

PROF RITTER: Well - - -
MS HEWETT: - - - survey, surely.

PROF RITTER: | mean, arguably, represent samipfastralians, it's the one
we’ve relied on.
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MS HEWETT: Yes. Isn'tit the wastewater thing lsii®wn a completely different
picture?

PROF RITTER: Well, that's a whole other argumtiiatt we could get into about
wastewater, but the point is that in thinking abwbere the harms reside, there is a
difference between the number of Australians wieocansuming crystal
methamphetamine and the frequency and quantityadbfdonsumption amongst that
population that's associated with harm, and theatwshthe connection between
those two things and the criminal response? Thatat we're here to talk about, the
connection between giving a criminal response it th

MS HEWETT: All right. Stephen, you wanted to saynething?

MR OGDERS: Yes. | hesitate. I'm not going ta geo the debate about the
probabilities of increased use and harm, but tatlsisy My understanding is that no
one can say that decriminalisation will result isudostantially increased level of
consumption/harm. All that can be said is we denttw. There’s a possibility.
That’s — | think Mr Scipione said that. What I'dysin response to that is that that
can't be a sufficient basis for declining to go dothie path of decriminalisation,
given the benefits from decriminalisation and giatteast the argument that we
should find out what will happen in our jurisdiatiovhether that’s a pilot project or
adopting some mechanism to actually find out.héfré is a real chance of avoiding
the harms that flow from decriminalisation and al hance that it will not
significantly increase consumption and harm fromges then we should adopt that
strategy.

MS HEWETT: Well, 'm struck by, you know, the coments about people talking
about New South Wales as a lagger, and also didwesssvhich are clearly looking at
these issues. But it's my understanding that heradtate in Australia has
decriminalised the use of - - -

MR ODGERS: I'm talking about Portugal.

MS HEWETT: Right.

PROF RITTER: De facto depenalisation for crystethamphetamine is in South
Australia, Tasmania - - -

MS HEWETT: Yes.
PROF RITTER: - - - Victoria - - -
MS HEWETT: But not decriminalisation. That's whavas — yes.

PROF RITTER: Not decriminalisation as defineditoy Commission, no.
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MS HEWETT: Allright. And, now, Eddie, one ofglthings that really struck me
when you were talking about both the — two issthes stigma and also the trauma.
Right? And I think Andrew made, you know, in mamgys the same point. You've
got all these underlying issues that can be, yawkmlescribed as the root cause of
many of these problems — or problematic use. Bawevbeen struggling with this
for, you know, how many — forever. It's not asulgb those underlying issues are
actually going to be resolved. So the point, ISplés now, given their intersection,
you can't say, “Well, we need to fix those firdiecause they’re not actually going
to be fixed.

MS LLOYD: Well, we might not be able to — | hadged that we will be able to fix
the social issues, particularly facing Aboriginahamunities. | have some optimism
that we will, but we certainly need to provide ogpaities for healing for people.
And we’re not going to provide those opportunitieough the current laws that we
have prohibiting the substances that they're usirgglf-medicate the trauma that
they’re experiencing.

I think if I just could go to what we’re discussihgre and some of the comments
that I've heard and the concerns I've got in regdadthe current scheme of cannabis
cautioning and the discretion, is that discret®nat working for the Aboriginal
community. It's not being used. With the cannaiaistioning scheme, that’s
probably because of the threshold limits, as wahd I've already commented on
the fact that many of our clients — well, noneladh will be before the court with
just a possession offence. None of them. So 't #&oow how relevant those
statistics are, because most of them are therengiis@woncurrent offences, mainly
property-related offences that they're committiegduse they need to get more
substances to self-medicate their trauma; andsalgply offences, low level. So
many of them are user/dealers.

So in a way this discussion about decriminalisimglé amounts and — or possession
is not really going to assist or address the isthegspeople in the Aboriginal
community and wider are facing. And it's not gotogacilitate access to treatment
for them, and it's going to see them continuallp&criminalised and continually to
be stigmatised and continually to be incarcerated.

So, from the ALS point of view, discretion is vatgngerous. And | just don’t see
how it's going to — | mean, you could change thgilelity requirements. But, still, |
mean, | had someone in court the other day, aniginai person, facing a charge of
possession alongside other things of one gramrofatas; and another person with
12 seeds, 12 cannabis seeds. That should just nevefore the court. And | think
the issue there is maybe one of them couldn’t getudion, or it just wasn'’t offered
to them.

THE COMMISSIONER: It’'s interesting, that therejgite a variety, too, between
local area commands - - -

MR SCIPIONE: Yes.
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MS HEWETT: Yes.
THE COMMISSIONER: ---asto---
MS HEWETT: Huge.

THE COMMISSIONER: - - - you know, what the pertages of people who are
given a caution are. And that's a concern. That®ncern. | just want to make an
intervention here, in light of what Eddie has jsiaid. It seems to me that one of the
real potential weaknesses of the current systepe@ple aren’t getting into
therapeutic interventions as much as they need.thfamd that seems to me also to
be very much tied to the issue Andrew raised eadied one that | have certainly
heard a lot of evidence about in the course ofittgairy, which is the inadequacy of
resources being put into that space.

So I'm just wondering, in terms of the weaknesdab® current system, whether
another aspect of that is — for example, with @wenabis cautioning scheme — the
very low percentage of people who take up the atiaih to go to the drug assistance
— now, | forget its acronym. And even for the setcaution, the statistics are very
slow; it's less — low — it’s less than, | think) percent. And it's meant to be
compulsory, or mandatory, for them to do that, hade that education — that
education session. So | see these as weaknegfesanifirent system of cautioning.

| just wonder if | could throw that out there araksf anybody has a comment about
those issues.

MS HEWETT: Annie.

MS MADDEN: I'd like to make two comments, firdég go to the point the
Commissioner has just made, and then also to fallpwith something Eddie has
raised. Firstly, I think, to go to your questidoat why people might not take up
the opportunities available for education and tresadt, | think, often that will go to
the fact that what's available to people doesn’eéntieir needs, and doesn't suit
what - - -

THE COMMISSIONER: Yes.

MS MADDEN: - - - they want, and perhaps they ddiglieve that they need
treatment. And that’s their choice to make. $urik that it's really important to

not — | think it's a very slippery slope to getanhandated treatment. The evidence
is clear that that’s not an effective way to gtis mot an effective buy, for
Government to mandate treatment, by and large. tAae are some very specific
exceptions around mandated treatment, but by agd Iais not a strategy that, |
believe, is an effective or cost-effective one.

So I think that whether or not people take up omitor education and treatment will
largely go to what is available and what peopleasetheir needs in the situation, and
what their drug use is about, for them, in theied. And | don’t think we should be
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making assumptions that everyone’s drug use isl@nadtic in that regard. So |
think that’s part of it.

To go further to what Eddie has raised, one oferdls a sort of little known piece of
work that actually has been done in relation toRbgugal question, that the
International Network of People Who Use Drugs haweeked with their sister
organisation on the ground in Portugal, the Drugrdd©rganisation in Portugal,
who have been living with this decriminalisatiorssgm for some time.

And while there are some clear benefits that hés@ lzeen shown in the research,
around HIV infections and overdose reductions &wode sorts of things, to go to
Eddie’s point around, sort of, discretion, onehs big problems, coupled with the
low threshold amounts in Portugal, is that useesreporting, because they still have
to engage with the black market to buy the drugy’tk buying, they are often
forced to go into environments where the policgegr they are then targeted by
police not only to give up who they're buying thdiugs from, but also have their
drugs confiscated, the drugs they are apparergbllieallowed to possess, because —
under the system. So those drugs are confiscateditthey are within the
thresholds, which then drives people to have tehavind more money, to buy
more drugs, etcetera, etcetera.

So, you know, there are lots of — the model realatters. As both Caitlin and | have
said, we've got to be really careful around thsies of thresholds, the issue of
discretion, and how it kind of works with highly nganalised populations and
populations that are forced to deal with the blaxgtket, because there is no other
option for them. It's a particular environmentgdatis not — you know, it's not, sort
of — well, not — the same rules as a legal enviremndo not apply, and — yes.

DR WEATHERBURN: Could | comment on Annie’s - - -
MS HEWETT: Yes.

DR WEATHERBURN: - - - point. | totally agree WitAnnie that the vast majority
of people who don’t seek treatment don’t need @ d@on’'t want it, and | don’t think
I'd be too depressed about the two percent, althatsyprobably lower than I'd like.
What I'd like to see is those who needed treatrment

THE COMMISSIONER: Yes.

DR WEATHERBURN: - - - getting treatment. | dotftink there’s any point
forcing people who don’t think they need treatmenget treatment. | think that
would just add insult to injury. But the cruciakue is, are the treatment resources
there? And all the evidence points to the fact tia treatment resources are
appalling, and nowhere near the right number opfeeare getting access to
treatment who would like it. And if there’s moniybe spent, it ought to be spent
on the treatment domain, not in the additional émforcement domain.
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MS MADDEN: Or the type of treatment, either.sltiot just the amount.

DR WEATHERBURN: Yes.

MS MADDEN: It's the - - -

DR WEATHERBURN: No, | totally agree with you, amdhat’s appropriate for an
Indigenous person may be completely inappropr@ate inon-Indigenous person.
But the crucial issue is, are the right peopleiggtinto treatment? The answer is
obviously no. | would never expect success toQfdercent of people who've been
arrested for drug use and possession to be climbindreatment.

THE COMMISSIONER: Canl - - -

MS HEWETT: However, one — sorry.

THE COMMISSIONER: - - - just say, one of the -earf the interesting things
about the Portuguese model is that it triages.

DR WEATHERBURN: Yes.
THE COMMISSIONER: So it does distinguish betwgeople who - - -
DR WEATHERBURN: Yes.

THE COMMISSIONER: - - - don’t have a serious desb — it just will suspend the
hearing and let them go — but it's the more sermuess - - -

DR WEATHERBURN: Yes.

THE COMMISSIONER: - - - that they will recommeirdo treatment, and
encourage into treatment. And failing that, thera civil penalty, which - - -

DR WEATHERBURN: Sounds good.
THE COMMISSIONER: | mean, that does seem to Isme - - -
DR WEATHERBURN: Yes.

THE COMMISSIONER: - - - merit to me. So I'm justerested in what other
people would - - -

MS LLOYD: Canljust- - -

THE COMMISSIONER: - - - think of that.
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MS LLOYD: Can Ijust add one thing. My view Isat decriminalisation of small
amounts is not going to assist people gettingrireat, because they aren’t the type
of people that are needing treatment. It's thepfeebke my clients, who are
committing other crimes so that they can fuel thegiet more substances: they're
the ones that we need to be targeting. Decrinsa@din is not going to target that. |
have to agree with everyone else — at this enddeofable anyway, and some up there
— that the only way to deal with that is legalisatiregulating the market. And |

think that New South Wales is in a prime positiorbé doing that. And | draw the
Commissioner’s attention to the Home Affairs sulsas, which says that:

Between —
there’s a month missing:

Between 2018 and March 2019, the weight of amphe&tyipe stimulants
detected by the Australian Border Force at the falisin border was 4258
kilograms. Of this, ice comprised 4178 kilogramigh 94 percent intended for
importation in New South Wales.

And that’s just what’s detected. There’s a wholeof drugs coming into the

country that is completely out of law enforcemetsitrol, and out of your view.
And | think that, if we're going to really addrgseople who need treatment, such as
many Aboriginal clients, who are committing crintesyet money or property to sell
to fuel their substance use disorder, then the etatkould be legalised, and that
would mean that they would not need to commit thwsperty crimes, because they
could then go to a doctor, and then hopefully loe, know, facilitated into the
treatment that they need, and not into custodyrevbbviously they’re getting no
treatment at all.

MS HEWETT: Butin the absence of legalisatior you saying that
decriminalisation would actually not be effective?

MS LLOYD: 1don’t see how, and I'm not sure - - -
MS HEWETT: So it would be no better than the entrsystem?

MS LLOYD: Well, it's not going to target peoplena have got substance use
disorder, | don't think. The people coming beftite court with a real problematic —
drug problem have got other crimes associated thém, and long, long criminal
records that would not allow them a cannabis cayfiar example, under
depenalisation.

MS HEWETT: But, to Don’s point — accepting thiag¢ treatment facilities may be
completely inadequate, particularly in regional tkaka, or regional New South
Wales — | think you made the point earlier, Domttin some ways, the interaction
with the criminal justice system does — is the wagctually get into treatment, and
that that - - -
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DR WEATHERBURN: If it's there, yes.

MS HEWETT: - - - kind of provides a — if it's thee— provides a trigger for
treatment that would otherwise not occur.

MS LLOYD: Yes, that's true, but there’s no — th'srno adequate facilities.
MS HEWETT: Sure, but I'm — if there were adequaislities - - -
MS LLOYD: Yes.

MS HEWETT: - - - would you agree or — that, iatlsense, the idea that it is
actually an offence, or you’re going to run intbecause of your other issues, or
other offences — you’re going to run into the cralijustice system, you are more
likely to actually be in a — where you want to séelatment?

MS LLOYD: No, I don’t think so, because | thirks long as it’s still criminalised,
there’s still going to be the stigma, and thati gbing to prevent people from
wanting to access that treatment. | think thatsgaissue.

MS MADDEN: | think it goes back to the model issagain, you know. The model
is really important, about the detail of what iedaand doesn’t do, how people —
threshold amounts; what might include you in th&tesm or exclude you from the
system — all those sorts of things are really irtgoar

MS HEWETT: Yes.

DR WODAK: Beginning of this century, a heroin stage became established,
initially in this part of Sydney and then spreadihgoughout the country, and soon
after that there was a spike in cocaine availgbiéihd then there was a steady
increase in amphetamine use and — availabilityused And, working at St
Vincent's Hospital Alcohol and Drug Service, we salthat, and we wanted to
respond to that, and we were disappointed thatlpewpour doorstep were
obviously having serious problems, some of therd,vaeren’t coming to us.

So we sent somebody out to interview 20 or 30 pewjith serious cocaine use or
amphetamine use, and asked them whether they mterested in treatment, and if
not why not. And the answer was — for us — way d&appointing, very depressing.
And they said that “We didn’t come to you for hdhgcause we don’t think any
alcohol and drug service really understands owess We don’t think you've got
anything to offer us. We don’t think you could aaything that would help us.” |
regret to say, I'm sure they were right.

We turned our service around, and got some funding,we started a separate
psychostimulant section, which was separate framndlst, and we had people took a
particular interest in the literature and all odith And we also started prescribing,
lawfully prescribing, to very carefully selectedopée, dexamphetamine, controlled
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availability, under supervision. And — with thepeathat we would be able to do
something more than that in the future. And pathat was also looking at the
effectiveness, adverse effects, cost-effectivenotizat. With great difficulty —

every obstacle that anybody could put in our patimy path, was certainly put

there, and new ones were added as time went bygadte we published two papers,
and — but they were pilot studies. We wanted togand do larger studies, and that
was just impossible. And this is not just a nagicexperience. | know that other
people internationally, like in the United Statlead similar problems.

MS HEWETT: Yes.

DR WODAK: Now, it turns out, in retrospect, thhe agent we wanted to prescribe
— and part of the reason for prescribing was aot#&ordraw more people in. Part of
the reason that didn’t work as well as we wouldehiéked it to work is, the
replacement drug, dexamphetamine, is — has chastict® which make it unsuitable
for this kind of treatment.

MS HEWETT: Yes.

DR WODAK: There are better drugs now that ardlalke, and that are being
trialled.

MS HEWETT: Well, but bringing you back to icee-what is - - -

DR WODAK: This is all about ice.

UNIDENTIFIED FEMALE: This is the treatment forac

MS HEWETT: Right, but so in terms of the - - -

DR WODAK: Thisis a hundred - - -

MS HEWETT: - - - treatment of ice now - - -

DR WODAK: - - - percent about ice.

MS HEWETT: Yes, right.

DR WODAK: And this is really about getting moregple in Lismore, getting
more people wherever, who have serious problemddnit want to come — and
who are willing to push their stigma problem adlethe time being to get
treatment. One of the people who we prescribedmgketamine to is now at
university, not using any drugs — stopped smokidgesn’t drink alcohol — and is

doing a university course.

MS HEWETT: So if we go — I'm kind of — | know ti@ommissioner was
interested in this issue of — of stigma, as wKlhte, if | could ask you — | guess that
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one of the community senses would be to say, dgfuis perfectly reasonable to
have a stigma against ice, because the effettsisiat — you know, and obviously
there may be some people who just use it for pfeasumd who don’t impact on the
rest of the community, or, you know, whatever, inuiact, there’s a lot of evidence
that ice in particular has all sorts of social haiand effects. So what’s wrong with
the idea of stigma if — are you saying it's becatigeesn’t stop people doing it?
Are we so convinced that it does?

PROF SEEAR: Well, | mean, | could say a lot ilatien to your question, Jennifer.
You know, much of the evidence and literature as lias been canvassed in the
briefing documents and I’'m not going to repeat mottvhat has been said. What |
would say is two things. First of all, the questaf whether stigma sometimes — you
know, sometimes referred to in the literature as &opositive and negative stigma.
This distinction is sometimes drawn. The questibwhether or not stigma is
valuable or productive depends on what you thiekpioblem is and what your goal
is, to state something potentially pretty obvious.

But I think that that’s important, and my idea abahat the goals of drug policy
should be perhaps differs from people who wouldtkay stigma is productive and
valuable in and of itself. The other thing | woslaly is that we mentioned earlier
that Alison Ritter, Kari Lancaster and | have dsnene research on this in recent
years. We did a large study for the Queenslandtdétealth Commission. The
report is publicly available and we can send thi® Commission if they don’t have
that report. Part of what we did for that reseawvels interview people in Queensland
who had — were experiencing what we call problecnatiwhat the Commission
referred to as problematic use — substance useyamaterviewed a bunch of people
in Queensland about their experiences with stignobdéscrimination.

And what we found — perhaps unsurprisingly, oudifigs very much aligned with
the international literature on stigma and — dreigted stigma — was that people had
experienced significant and sustained stigma ind& wange of settings — in
healthcare setting, in particular, that was a wtrygng theme, also in employment
contexts and other stigma from family members andrs— that was severe and that,
you know, the international literature suggests, twaen people do experience
stigma, stigma can last a lifetime and can impaicaflifetime.

One of the reasons why | think that research is@afly significant is because a
very strong theme of the discussion today anderbtiefing document is that people
should be encouraged to move into healthcare gstintreatment if they feel that
they need it, or to receive education and suppdinely need it. And we can’t do that
— we can’t even contemplate that if we don’'t adslisgtgyma because of that strong
relationship between stigma and healthcare andi@sapticence to engage with
services because of this history of stigma andridnscation.

The only other observation that | would make iratieh to that is that — just to
reiterate something | think | said in my openingtement, that often we see in both
national and international documents a commitmen¢éducing stigma. It has been
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in the National Drug Strategy in the past, in ttaidbhal Hepatitis C Strategy, in
international documentation produced by the WHO athérs calls to produce an
enabling environment that reduces stigma and dmsgation, and also there is very
little detail in those strategies or policy docunseor guidelines about what that
actually means and what that would look like.

And so Alison Ritter, Kari Lancaster and | did toylook at those questions about
how we can actually reduce stigma, given thesernatenal and domestic calls to
do so, for all of the reasons the Commission hastified. And, in my view, we
can’t do it while retaining criminalisation of uaed possession because — and also
while retaining punitive approaches to drug usalliof the other areas of law that |
mentioned earlier because it continues to sepdratguse and possession out from
other kinds of behaviours and will continue to bemterproductive for all of the
reasons we’ve mentioned.

MS MADDEN: Can | just respond, just really brigl
MS HEWETT: Yes.

MS MADDEN: | just really — | really have to sayi$ at this point, given my
personal background and experience. And I'm starikind of depart for a moment
from the evidence and the research and all ofvthath is what we’ve mostly been
talking about, but when we talk about stigma aneétiér it can be beneficial, | just
ask all of you to just stop, for one second, andgime what it is like to live your
entire life as if you are a piece of dirt on thewgrd, something on the bottom of
people’s shoes. You are evil. You are social. evil

This is what people who use drugs live with eveay df their life. It is incredibly
disempowering. It is — you have no sense of selftiv Anything that — small value
of self-worth you have is crushed out of you by ¥mow, not only something like
police or courts and the criminal justice systeunt,lly the healthcare system. |
mean, the only reason you access — someone actes$eslthcare system is
because they need help, and the best our healthystean can do is to say, “You're
a piece of rubbish. Go away. We are not intede’st&nd worse, stigma kills
people. Itis not only a lifelong, you know, atfion that people live with, you
know, that they find very hard to engage as a membsociety. It's — it kills —
people die in a room next to someone else from-deleged overdoses because
they’re too ashamed to tell someone who loves t@nthey’ve got an issue
because of this very useful stigma that goes on.

I’'m sorry to get so — it's just — this is not arstract thing. This is real people, real
human beings, just like you and I, the same feslinthey are cared for, they are
loved by people and we have to really stop for aut@ and think if we seriously
think that treating people like rubbish for anysea is a good thing to do, | mean,
really? | mean, that is just beyond anything | gahmy head around for anything.

THE COMMISSIONER: Annie, can | — can | just saist
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MS MADDEN: Sorry.

THE COMMISSIONER: No, not at all. Thank you thiat intervention. The
Commission has been around to a number of regionals that have significant
issues with this drug — with these drugs and wa®ard a lot of evidence in private
from users and people with limited experience,udiig family members, and | can,
I think, fairly say that what you have just saidave heard many times, and it's a
message that’s getting through very loud and dte#ris inquiry.

MS MADDEN: Thank you.

THE COMMISSIONER: And I'm not, for a moment, warg you to think that it's
something we’re not aware of. It's a huge issi's.an enormous, vital issue to this
whole inquiry.

MS MADDEN: It really is.

THE COMMISSIONER: 1think the sense in which Deas using stigma was — he
will correct me if I'm wrong — was that — not thatvas good that people are
suffering as people who are stigmatised in the yeaysuggested, but rather that the
stink of a penalty can sometimes be a deterrenaarskful weapon in the armoury
of law enforcement. Am | - - -

DR WEATHERBURN: Look, the only point | was tryirig make is that the law
works by stigma.

THE COMMISSIONER: Yes.

DR WEATHERBURN: So it's not surprising that peepiho get convictions are
stigmatised. Whether it's a good thing or a badgh- | mean, it's a great thing in
relation to domestic violence, if you don’t mind seeying so. | think that should be
stigmatised. When it comes to drug use and passess I've been saying, | just
think that the sanctions, the consequences on gmgilat and the rest of it, far
outweigh the benefits associated with it. So taiely am happy with the
proposition that it ought to be dealt with lessipualy than it currently is. Whether
it will be better — whether the world will be a testplace if there were no sanctions
whatsoever or if there was no — complete decringaabn, I'm just less sure, for the
reasons that I've given already.

MS MADDEN: | guess it goes to more than justldng@s and the models and the —
it's about sort of the work this Commission coulyg flist to make some statements
about the — the basic humanity of people and tigt to basic dignity and respect
in all things, and that using drugs, legal or ideghould not put you outside of that.
And then when you layer on top of that all of theersectionalities with this issue
around poverty, race, you know, they’re the peeyie bear the brunt of this. So
it's, | think, on us all sitting here, and in evarlace we sit, to really have this front
of mind as really one of the most pressing sosgles of our time, in my view.
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MS HEWETT: Well, itis, except that | would hatr@ught the intersectionalities —
you also can't avoid the intersectionalities ofastbffences, including violence,
often against family members. So it's not jush-+that sense, | can’'t see, as a—in
the terms of the community or, you know, a broa€by the police or kind of social
response to this, people saying that's — as Andiad; if you then, because of your
drug use, abuse your family members or resortdtemce or have all sorts of other
impacts, that does affect everyone, doesn't it?

PROF RITTER: Yes. I think one of the biggestses that countries or sort of
country states choose to go down the road of détalieation as opposed to
depenalisation is about this issue to do with hungtrts and treating people who

use drugs like, you know, citizens who are fullgeiwing of the same sorts of
opportunities that other citizens receive. Andaiaty that's very, very explicit in

the Portuguese model, that this was about introguaimore humanitarian and
pragmatic approach and recognising that the taditiapproach has been very much
excluding people from other sorts of systems. Reapre not prepared to go to
treatment, even if the services were availableabge of the stigma. Same with the
harm reduction services.

But you also see similar rationales in Germanyciwlihrough a Constitutional Court
ruling they said, you know, it's — they changed ldngs. And what'’s interesting with
their particular model is they didn’t introduce aadiernate sanction. So that’s kind
of not one of the models that’s raised in the bngepaper, but they, basically,
removed the criminal penalties for use and possedsi law, but then didn’t place
any additional requirements on people who use drigs they said — but they —
they've, nevertheless, seen many more people angdssatment and harm
reduction services through voluntary means. Amslithlargely because you're
reducing the stigma.

DR WEATHERBURN: Well, they did massively increasegenditure on
treatment, though, didn’t they? So that could alse

PROF HUGHES: Well - - -
DR WEATHERBURN: - - - have been a reason.

PROF HUGHES: - - - Czech Republic is another gddamin all of these contexts
—well, I think one of the really important messagge you know, changing the law,

if you're going to do that with use and possessi®®a, really important means to sort
of be reducing stigma, as well as other effectst ddanging a law in and of itself is
barely going to be sufficient. It's a good — biugau really want to see the benefits
from changing the response, is increasing investimeneatment, harm reduction
responses is really important, as well as new ngasgabout — to address the stigma
and discrimination that has been occurring in dgcie

And I think, you know, these models, Portugal, GeRepublic and Germany, are
particularly important, because all of them pertaimodels that have changed
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responses for use and possession of all illicigslruSo it’s not just cannabis. And
you see very similar effects in terms of reductiondrug-related harms and
increased, you know, service access for the pavlpteare wanting it. So it's not
everyone going; it's people, but it's very muckating a more enabling
environment.

MS HEWETT: Well, I would imagine that there wile no one around the table
who would disagree with the idea that the curregdgtment is, you know, not
adequate and there needs to be a lot more invesiminat and a lot more skills in
that. So | don’t think — in a sense we can, béyicall say that it would be a good
outcome for society. It's a question of then haw est kind of access that. So |
would like to then talk to Andrew in terms of higews of that intersection with
treatment and law enforcement. You said you cantdram a law enforcement
view. And how you would see something like thergemalisation or the
depenalisation affecting that ability to accesattreent, on the basis that they're —
you know, that there should be more? | mean, alslo there is that issue.

MR SCIPIONE: | mean, the whole issue of decririigadion, the papers have
touched on the impasse that — the Commonwealthdasmilout in the Homeland
Security paper of our international treaty obligas, and says that it would be
inconsistent, | think they talked about, with imational law if we were to
decriminalise. Now, | noticed that we talked abdetriminalisation in other states,
but in fact it's not true decriminalisation, cortsist — as Alison said.

PROF RITTER: It's depenalisation. It's de fad&penalisation.

MR SCIPIONE: So - de facto penalisation we haweed That's the de facto with
the cannabis cautioning scheme.

PROF RITTER: But only with cannabis.

MR SCIPIONE: That's right. So we've done it hretpast, but no one in Australia
has gone the full nine yards to decriminalise, heeaf our international law
obligations. It then sets out — if we did do thiasets up a conundrum for police.
You have somebody in possession of a substancattRatmmonwealth level is
prohibited — prohibited to import it, prohibited possess it, prohibited to use it — but
at a state level, if we propose that we would hedecriminalised model, it would
say, well, it's not prohibited.

DR WEATHERBURN: Can I just check something, Angrel’'m right, am | not,
in thinking that a criminal infringement notice doé result in a conviction.

MR SCIPIONE: No. That's right. So that's pesation, effectively.
DR WEATHERBURN: Yes. So- - -

MR SCIPIONE: So - - -
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DR WEATHERBURN: - - - it's not just in relatiom tcannabis that we’ve,
effectively, got de facto - - -

MR SCIPIONE: No. And we in fact did somethingspically around crystal meth
through — and MDMA through the - - -

PROF RITTER: The festivals.

MR SCIPIONE: - - - festival period. Yes.

DR WEATHERBURN: Yes. That's the point I'm making
MR SCIPIONE: So — but that's not decriminalisatio

DR WEATHERBURN: No. No. | know. It's - - -

MR SCIPIONE: So the whole notion of decriminaiiisa is one that, | think,
consistent even with the legal advice that we\ketafrom counsel, that there could
be some real troubled water there. So if you thient back to the depenalisation
process, well, right now it's one thing to give slody a caution, a CIN — sorry — a
criminal infringement notice, which is known as BNCbut not offer them anything
else. | mean, before police are police they're &nsn They see that there is a
screaming need. This could be my brother. Thidccbe my father. They want to
have a solution. And the solution isn't just, “d&ra traffic — here’s the equivalent
of a parking fine or a traffic fine”; it's aboubshen what? What now?

And if there’s inadequate resources — and, logkllIgive you an example. Forget
the fact that | was ever a police officer, but d tzafriend whose son was a 30-
something year old businessman, very successfuriad a problem with drugs,
married, three beautiful children, and got caughd his life spiralled out of control
within six months. He ended up selling all of father’s business assets without his
father even knowing. Subsequently was arresteddore serious, serious violence
against his wife and children.

MS HEWETT: So are you saying, because he gothtatliat he spiralled out of
control?

MR SCIPIONE: No. He spiralled - - -
MS HEWETT: He spiralled out of control before.

MR SCIPIONE: - - - out of control because of &liction. Right. Okay. Then

got caught, though, in the spiral — the downwaidaspf addiction. And, you know,

| saw this man, who was a good man, change overnighd let's not demonise

him. My compassion levels went through the roefduse | couldn’t — | was then
making phone calls. He was at this stage in seti@muble running from the police,
but we were trying through his father to get hirtoian adequate, appropriate facility
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to get him help. Couldn’t get him one. | couldgédt it. I'm the Commissioner of
Police. | couldn't getit. Well, what does thaydor others? Because there was just
no room. And we would talk to him. He would sayes. | need help. | want

help.” That's an indictment.

MS HEWETT: Alison.

MR SCIPIONE: And, just to finish that, Alex, thtemes back to your very point.
You know, it should be easier to get help thas tbifind a drug dealer.

MS HEWETT: Well - - -

PROF RITTER: So just on the treatment thingd, gufew things for the record that
I know the Commission is well aware of, in an asayhat we've conducted, we're
treating about the half the number of people wigoveainting and seeking treatment.
That estimate includes alcohol, as well as othegsirheroin, crystal
methamphetamine and so on. And, importantly, éstitnate is driven by an
expectation that we only treat of 35 percent ofgbeavho meet diagnostic criteria.
So it’'s a low estimate. So we need to double ouestment in treatment in New
South Wales, throughout the whole of New South \8/atecluding in regional areas
to meet the current demand for treatment.

MS HEWETT: Just on Alex’s point, you said halétheople.
PROF RITTER: Yes.
MS HEWETT: But that includes alcohol. Have yooken it down any further?

PROF RITTER: We don’t have more detailed figulasg,it's probably about — it's
probably slightly less than that for crystal metipdigtamine. And we’re actually
treating more people with opioid dependence thah tBo there’s smaller unmet
demand for opioid dependence, higher for alcohpeddence, and probably — |
don’t know. I'd need to go away and look at thedelcand do some remodelling to
get a specific figure for amphetamine — for cryst@éthamphetamine. For MDMA,
we don't need treatment. This is not a drug tleaibe need treatment for. So we
also need to be clear about putting ecstasy teioleefor the moment.

The second thing is we need better treatment regsonAlex has alluded to them.
We need better pharmacotherapies for crystal mgithatamine. Lisdex is being
trialled at the moment. We need to increase amgb nap our research, our piloting
efforts in relation to new treatment options, imthg pharmacotherapies, as well as
other treatment options. So contingency managemsentreatment option that’s
been well demonstrated in the international liter@athat’s rarely provided here in
Australia, and it would, by — based on all of thedry and the research evidence, be
a good response for people who are dependent statmethamphetamine.
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The next thing is that not everyone who's chargét wor caught, under a
decriminalisation program — needs or wants treatm&he problem with the
Portuguese model is, everyone has to go to the Gesions of Dissuasion. Around
five percent of them end up being treated. Cai¢linodding, so I've got my
numbers right; thank you. So we’re wasting, sease, 95 percent of resources if
we set up a model similar to Portugal. It's expesisand it’s probably unnecessary,
if we can detect those five percent, 10 perceritehe

And, just on compulsory treatment, we have a laeskarch evidence around
compulsory treatment. There are two different sypkcompulsory treatment. The
first type is civil commitment, where someone is@tious risk of harm to
themselves or others. There is absolutely a milei¥il commitment. It's not about
criminal offending; it is about protecting the pen from dying or from killing
someone else. Those civil commitment programsnapertant, and part of the
system here in New South Wales. The IDAT prograuonie example — is the
example, actually.

The other form of compulsory treatment is mandatmgtment associated with a
criminal conviction. The research evidence fot tedhat these programs do not
work. So if we want to set up compulsory treatmest need to think about civil
commitment, which is not associated with criminahaglties, and we shouldn’t go
down the line of mandatory treatment associatel @ritninal responses, if we're
following the evidence. If we're not following tlevidence, we can do whatever we
like.

MS S. DOWLING: Is an exception to that the congpuy drug treatment centre
that’s in — the prison-based one associated welDitug Court, which is
compulsory?

PROF RITTER: Yes, but the evidence for effecte@nis not strong; that’'s my
point.

MS DOWLING: Of the CDTCC?

PROF RITTER: That'’s right.

DR WEATHERBURN: Well, I have a different - - -
MS HEWETT: Don, what do you think?

DR WEATHERBURN: Oh, look, I think the — it's ngbld standard, but there’s
certainly plenty of evidence that drug courts dfeative.

PROF RITTER: But drug courts are not - - -
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DR WEATHERBURN: But I'm not — | just want to —ea just — in saying that, I'm
not suggesting for a second that we should coerople into treatment. The key
difference with the Drug Court is that they havencaitted other serious offences.

MS HEWETT: Yes, yes.

DR WEATHERBURN: So I'm — | would not be inclinéd send people — coerce
people into treatment whose only offence was ugepassession of a drug. | think
that would be a great waste of resources. Orridogetissue, | don’t know how long
it takes to make a judgment about whether someas@bt a serious problem of
dependence, but | would imagine, even if you hadestalse positives, the gain
would be worth the investment, in terms of offertreptment to people who you
might subsequently discover — you know, I'm talkimgyre about a totally voluntary
scheme, so they've all put their hands up and $#g&k, I'm interested in treatment,
and you're doing a triage to make a judgment ald#ther or not your available
resources can allow you to take that person. lldvbave thought that would be —
could well be cost-effective, notwithstanding thésé positive issue, as long as it's
not being coerced, in which case you would haveedsof people who don’t want
to be there.

MS HEWETT: Yes.

THE COMMISSIONER: Can I just pick that up.

PROF RITTER: Thank you for correcting the Drugu@s.
DR WEATHERBURN: That'’s all right.

PROF RITTER: Don is right about the Drug Courts.

THE COMMISSIONER: Yes. Can I just pick up fronmat Don has just said. It's
interesting, because I've just had, sort of — asdiscussion has been ranging, I've
jotted down a few words — it's more a thought bebbéally, but I'd be interested to
know what people’s reaction is to this: a sorta$ there a midway, with a scheme
that might be something like a voluntary or coopeeadepenalisation, where
people, perhaps after a second or possibly thfrcthgement for drug use, were then
referred to something like the Dissuasion Board iteould be a tribunal or —
adequately staffed with an addiction specialistl atawyer, and a community
member, for example, who could then triage andd#eci

If there were people that were at a high level, whght have a substance use
disorder, that actually warranted treatment, trmyld assist them into treatment, not
make it mandatory, but — it's voluntary, but if therson doesn’'t want to do it, after
going through that process, and just wants to @& bo the criminal justice

system, then they can. So it's a time-out oppatyguor a person to be offered
treatment, that would be well resourced, if thatldde done. They could get
assessed, and know that, in fact, they had a pmlileat perhaps they didn’t realise
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they had before, and then offered an alternativedominal conviction by
cooperating with the recommendation of such a body.

DR WEATHERBURN: So there’s sort of coercion there

THE COMMISSIONER: There’'s—itsa- - -

PROF RITTER: But you've retained the criminalesf€e in that model.

THE COMMISSIONER: That's why it's depenalisatiand not decriminalisation.
But if one — if one accepts that there’s — theksbitgoing back before the courts is
some incentive to engage with treatment, | wonfivait isn’t — being respective of
human rights - - -

MR ODGERS: Sorry; can | just ask a questiorgteal to that.

THE COMMISSIONER: Yes.

MR ODGERS: What is the experience in Portugakemght is — there is some
element of compulsion; they triage, as you s&gy find people who they consider
problematic.

THE COMMISSIONER: Yes.

MR ODGERS: Well, they're either dependent users-o

THE COMMISSIONER: Yes.

MR ODGERS: - - -there’s some problem. And theyadopt various strategies to
“encourage” - - -

THE COMMISSIONER: Yes.
MR ODGERS: - - - the person into dealing withithmoblem.
THE COMMISSIONER: Yes.

MR ODGERS: What's the success rate? That's negtion. Do we know?
Because, if — | mean, | hear people say, arounthtble, it doesn’t work if you’re not
willing to do it. I'm just curious about that. W,at seems to be an important
guestion, because it is an — if you go down thtk,pgou do have to decide, are we
going to adopt a strategy where we’re going tddrpush people into treatment
where - - -

THE COMMISSIONER: “Encourage”.
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MR ODGERS: Encourage — encourage by, well, s@rigcarrots? | mean — so are
we going to have sticks and what are they goirge®

THE COMMISSIONER: Yes.

MR ODGERS: So I'm curious to know what — if thésedata from Portugal about
that.

MS HEWETT: Well, Annie, you seemed to suggest thare was data, didn’t you?
Sorry, Alison. Alison, you did seem to suggest¢hsas data on the Portugal thing
and - - -

PROF RITTER: So what | quoted was the five peroéipeople who go from the
Commission of Dissuasion who are then referrecbdreatment.

MR ODGERS: Yes.

PROF RITTER: But you're asking about outcomesp8én.
MR ODGERS: Yes, | am.

PROF RITTER: And I'll refer that to Caitlin.

PROF HUGHES: So if you're interested in the Pguiese model, | suggest you
have a look at, in the briefing pack, the repolteckthe Irish Review. It's page 40 to
42 — outlines kind of the context, the mechanisntstae outcome from that
particular reform. So it's absolutely correct thas is very much a triaging system
and so it's very much a minority of people who deemed to be dependent who are
referred on for treatment through the system. IBlibuld just note that something
that’s often not recognised is that the Commissfonghe Dissuasion of Drug
Addiction also involves social workers and have@ald network of social — sort of
other networks attached to the commission, inclyigi@ople — it's mental health
services, employment services, education. Yed ifsa very big wraparound.

And so from my perspective, as well as Alex Steyyaree of the biggest kind of
benefits of that approach is that it is this kiddavgeted social health option. It's
not doing it for everyone but it's enabling thosevices for those people who may
need it. So in the case of, say, a young 18 yidanvbo — or 17 year old who goes
before the commission, if they are not attendirfgpst but they're an occasional
drug user, then the commission can look at whatrereircumstances about why
that is occurring and look at other sorts of odifor — that are more social in
orientation, whereas someone for whom it's depehdésamore about encouraging
the treatment access.

So just to raise that because | think sometimedavget focused on it’s either got to
be, you know, criminal justice or health or finesbd, and | think the social element
can be really important as well.
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THE COMMISSIONER: It's the advantage of triagingo.

PROF RITTER: Yes.

THE COMMISSIONER: You can tailor it to the inddual - - -

PROF RITTER: Yes.

THE COMMISSIONER: - - - rather than just have-a -

DR WEATHERBURN: So your model with the triagendgust check something?
THE COMMISSIONER: Yes.

DR WEATHERBURN: Would there be triaging at eagp@arance or only after
the — right at the end, whatever your end may be?

THE COMMISSIONER: | would think at each.
DR WEATHERBURN: At each?
THE COMMISSIONER: Yes.

DR WEATHERBURN: That would make a lot of more serto me because the
thing is that you're trying to — you're trying tealv anyone who wants treatment
into treatment, and you don’t want to be walitirigthie third appearance or the
second or the nth or whatever it is, until you meiag offer.

THE COMMISSIONER: Yes.

DR WEATHERBURN: The only concern | would haverdd’'m not sure it's an
overwhelming concern — is that they’re going to epdyetting a criminal conviction
if it's the end of the third one and that crimiigahviction is going to do damage to
their employment and earnings prospects. Butlipgide of that is how many
people are going to turn up two times or three simefour times without any other
allied offence, no prior criminal history, no risk committing another non-drug
offence. So that sort of makes me think, well, beay’'s worth a go.

MS HEWETT: Now, on that point, we're due to brdaklunch for an hour. So
unless anybody has got any objections. Or, Comamiss, are you happy to break
for lunch now?

THE COMMISSIONER: Yes, | think we should.
MS HEWETT: Yes. Okay. So we will break for limeow and come back at 1.45.

And what | — I'm going to work on some things otee lunch break about some of
the practical kind of measures. You know, we'vd havery general discussion
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about lots of principles, lots of things this mamj and | think we’ll try and pin
down a few — kind of some concrete steps — or thtsugn concrete steps this
afternoon, including that whole issue, for examgiaf you — you know, you raised
about, you know, the barrier — or the blurringlod tines between use and possession
and supplying and, you know, all sorts of — anddépenalisation, the idea that Don
talked about, about the prospect of police disoretilso gives the prospect for
corruption, you know, all of those practical issu&o thanks very much for a great
discussion.

ADJOURNED [12.52 pm]

RESUMED [1.44 pm]

MS HEWETT: Okay. Well, we're getting close taiting. And we have, of
course, been joined by the eminent Dr Gallop h&w | will — what I'll first do is

get Geoff to have the opportunity, that the otlnerg earlier this morning, just to
make some opening remarks, and then we’ll go am fitzere. I'm just saying,
Geoff, that we're probably — | wouldn’t mind stagi and talking about the
consistency with international law about your opgmiemarks. But then after that, |
also want to get down into some specifics about something like this would work
in practice. So thank you very much for your - - -

PROF GALLOP: Thank you very much. | come to tiig as an expert in all of the
evidence that we can pull together in relationrappsals for — either the current
system or changing the system, but | come as soengba was involved in the issue
as a Member of Parliament and then as a Premiénvartook legislation through

the Parliament based on the recommendation of thg Bummit, which we
promised to do before the election, to decrimimalisers of cannabis — personal
consumption of cannabis.

And, | must say, | found that process pretty eastyally. I'm trying to find out
where the real obstacles were in the path of #rat,| can’t think of any. The police
were relaxed about what we were doing. The prevgoyernment had moved a bit
to cautioning, so there was already a bit of a ntbeéway. There were lobby
groups out there that were opposed, but it wewottin both Houses of Parliament.
So, you know, in a way, that was easy. The omggthie didn’t do, of course, is lock
in the Opposition. So when there was a changewémment, the policy went out
the door. So, I think, in terms of sustainabibfithings, that's an issue we might
think about as well.

Just a quick point: when | look at a public polprpposal, | always had three ideas
in my head. And you might have discussed thesentiorning, so | apologise if you
have. One, is it suitable? Is therefore evideéhaethat policy can deliver the things
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that you want it to deliver? In other words, ia buitable response to the issue
you're wanting to address?

The second question is a feasibility one: you kndevyou have the capacity to do
that with the resources and the capabilities irptiigic service? And in relation to
some of the issues I'm sure that you discussedrbiging, and Andrew would
know well, that if the police are going to be invedl in some sort of diversion,
obviously, their training in relation to these isstbecomes a question.

Acceptability gap: now, this is one that | think wnderplay. Is it acceptable?
Now, I think, the acceptability of something ha®telements to it. One is the
general public acceptability of an issue. Andipatarly in a contentious area, when
you move, it is important to have a good layer abl support. But also potential
people affected by the policy, so users in pardiculf they’re not part of the team,
you know, the policy may not turn out as you mawninato.

So when I look at an issue, is it suitable? feasible? Is it acceptable? And I think
just — I'll just throw that on the table for a framork that we could look at. My own
philosophy on the subject, | guess, is drawn froanl Ropper, the great philosopher,
who incidentally wrote a lot of his Open Societyldts Enemies in New Zealand,
where he was a professor. They called him ba&lutope — unfortunately lost him

— but he was a brilliant man. He said:

The role of the State is not to make people hamuyto avoid avoidable
suffering.

And | very strongly support the view that if youlmking at issues, the question of
human suffering has to be foremost in your thinkiggp when | would assess a law,
the criteria that | would bring to it — or a polieywould have two segments to it. |
would ask the question, does it lead to a redudgtiammnecessary death and clearly
identifiable suffering? And I think a lot of thetm reduction initiatives that have
been taken have been put to that test and have cotnkthink, very well in terms

of the results. If —the second question | wowdk, &hough, is another one which too
often we avoid, and that is, if yes, does it hawepconsequences which need to be
taken into account when considering the detailsnplementation and delivery?

So you make the philosophical case that you shioaNg a policy that reduces
unnecessary death and suffering, and | think that'g much part and parcel of what
| — how | would look at the issue. But then yohave to add to that and say, well,
when implemented, there might be other consequeahaeseed to be taken into
account when considering the details of implemeoriadand delivery. So, in a way,
there’s policy as it relates to individual peopheldhe way our society looks upon
their rights and their interests, the way our siydeoks at their health and
wellbeing; and on the other side, there’s thetgreommunity that are part of the
whole operation. And, of course, we've seen thait aith the arguments about
amenity in Kings Cross; you know, that's beenssaue raised vis-a-vis the injecting
centre. So they would be the two questions thaduld, you know, think that we
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should have foremost in our mind when we look aatgort of policy we would
want to take.

My observation, as a person sitting in a helicqgtaking down on policy in New
South Wales today, is that all of the — all of ¢hizve for change has been coming
from the harm reduction side, and the harm redocide has been able to show
pretty clearly, | think, that in many respects \tlage on the side of reduced
suffering; they’re on the side of supporting peoipl their life’s journey; and, given
human nature being what it is, that’s the best tedgok at the issue.

And so, when it comes to drug policy generally,oubd certainly advocate for
decriminalisation. In terms of what it would meanthe individual people
concerned, we know the debate about harms thew, velnms there are in terms of
having criminal convictions, the harms there imtgiof the stigma and — difficult for
people to access services, and whatever.

But, as you pointed out in your excellent papegrerare different ways of doing
that. And I think that, in many ways, the detditloing it becomes just as important
as the doing it, given that you had four modelghirik you had depenalisation
before decriminalisation, then decriminalisatiotthout penalties, decriminalisation
with sort of administrative fines and whatever, #meh decriminalisation with
referral to other services. So there are differeatlels that come up.

So that’s my general position. | personally bedievand | think we can marshal
evidence to that effect — it's — by the way, themd nirvanas here. This is not an
area of nirvana. You know, I'm reminded — | pickad this lovely quote you might
be interested in from Machiavelli:

Men are so thoughtless they will opt for a diett tfastes good without
realising there’s a hidden poison in it.

I mean, he — his view was, human nature is humamrena\We cannot assume
rationality; we cannot assume that people areggrbe perfect; we cannot assume
— we have to just assume the world as it is. Awdworld as it is is that people will
take drugs. And, as a result of that, we've gatéok out how we — you know —

how we position ourselves as a community in retatmthat issue. So my first
instinct is, decriminalise. And in and around thyatu know, what are the details?
The details become everything, in a sense — juishjpgrtant as the philosophy.

My second point would be in favour that, from a coamity point of view, | think, it
just sets a framework within which we can bettaal déth all of these issues, if we
have a decriminalised — I'm talking about use hbyethe way; | think you
understood that — users. If we have a decrimiedlgtuation, the world changes.
The way the users would look on their position,was the community could
intervene to help, the way that the whole sociebks$ at this thing — it'll be taken
from a more normalised approach, rather than mglch moral, you know,
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fundamentalist-type issues that never work welluman society. We — you know —
we try it and we try it.

| don’t know whether any of you have visited tha#2ia della Signoria, in Florence,
but if you go there, there’s a little plague rigihthe middle that says, “This is where
Savonarola the radical priest was hanged and therti bt the stake.” And then you
look around, and there’s the government buildingreiMachiavelli had his office.
And the fact is, Savonarola wanted a perfect peodie wanted to have virtue
reigning on this earth, and he had gangs of yowople checking up on behaviour,
and he had bonfires of the vanities, as the booteda be known. And it didn’t
work. It cannot — you cannot expect human natudotwhat it can’t do. You can
expect it to allow for change, but you can’'t expetd create perfection. So | come
in at that level. And for that reason, | thinks imuch better to have a decrim
framework.

So I'll leave it at that. Is it suitable? Is @dsible? Is it acceptable? are the three
frames | use for public policy. Secondly, my aitbe for analysis are, does it reduce
avoidable suffering, and death for that matter, thed, if it does, what are the
consequences that we need to take into accourdite hwork effectively? And
then, finally, | would favour a decriminalised appach to all drugs, but the key issue
then becomes, what is the detail that goes witt?thfnd the detail could vary
dramatically in terms of its impact. So reallytthgust the first step; there are a
bunch of many other issues that you would havaiserif you went down a
decriminalisation path. So | don’'t know how I'verg there, Jennifer, but - - -

MS HEWETT: You got a bit of dispensation. Okaiell, just on that point, we
are goingto go - - -

PROF GALLOP: Yes.

MS HEWETT: - - -to a lot of those details thfseanoon, because, you know,
obviously, it is true that the philosophy is im@ont, but so is exactly how you do it.
But on that — but, before we do that, | would kofdyjuite like to just deal initially
with this idea of the consistency with one inteioraél law in terms of
decriminalisation if that matters, and also theststency with Federal law. We
don’t, obviously — you would have seen, probalitg, submissions from the
Department of Home Affairs and their argumentshat,tso | won't go over them.
But, obviously, you know, they think this would &eery big negative.

So you don’t — anybody who wants to, you know — beagnly a few of you want to
contribute on this, but | thought we should atieakiress it. And | would like to
start with you, Andrew, on that point, (1) if yoe\got any views on the international
law, but (2), obviously, given your background, hgou think that plays into the
police enforcing state laws that may be in confhidh Federal laws.

MR SCIPIONE: Yes. Okay. Thanks, Jennifer. Lowok talked at length about the
whole notion of international law and the internatl obligations — treaty
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obligations that we have. And I think they’re wativered off. In fact, you've got
some specific independent legal advice that safs ybu know, if there’s a problem,
potentially - - -

THE COMMISSIONER: For decriminalisation.

MR SCIPIONE: For the decriminalisation. Corretronically, what would be
interesting, if you did manage to go down the pttecriminalisation in New South
Wales for ice, but you still had cannabis crimisadl, effectively, it would be
laughable. Thank you, Don. Perfect.

DR WEATHERBURN: That's all right.

MR SCIPIONE: So we will let the international latand and I'm sure that that's
something that will be for discussion elsewhergas talking to Jennifer a bit earlier
about — it's really important that we send cleasgsages to our police. And when
you have inconsistencies like — potentially, weldaiecriminalise amphetamine in
New South Wales, but they would still be a prol@ditmport under the
Commonwealth legislation. You get a lot of confusi There’s a lot of — any
messaging, there’s a lot around what it is thaheed to do. What are we trying to
do here?

Particularly you can imagine — and | was tryinghimk about it. Imagine if you had
somebody that walked off a plane from another stetehad been in the air at
Mascot Airport, stopped out the front and theyirdhe terminal building, and
they're arrested and when they're searched thdégired — they're spoken to,
searched. When they're searched, they're fourtktim possession of crystal meth.
The cops are going to be saying, “Well, where hasoffence been committed? Are
we on Commonwealth property or are we on stategutgp Is this a
Commonwealth offence or is it a state offence?”ll\Mee Commonwealth says that,
you know, we need to take certain action, becatissa crime. It's that sort of
confusion you do not want in your police force. uM@ant clear, concise directions,
so that they can work to the letter of what's regdiunder the law.

MS HEWETT: So, just on that, is there any adv¥roen the ACT, given they're
policed by the AFP, in relation to their laws sumding cannabis? So the cannabis

laws in the ACT differ from the Commonwealth canisdbws and it's the same
police force. So this might actually be the saiffieer.

MR SCIPIONE: Yes, but they're a contracted — theeg contracted police force.
MS HEWETT: Okay.

MR SCIPIONE: So, effectively, they've been leasat from the Federal Police.
They have their own administration, they have tbain administer, they have a - - -

MS HEWETT: Okay.
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MR SCIPIONE: - - - commissioner.

MS HEWETT: But they would still be in the samguation.

MR SCIPIONE: Accepting that, too — I'm not suidave they decriminalised - - -
MR SCIPIONE: - - - cannabis? Full decriminalisa®

PROF HUGHES: No.

MR SCIPIONE: It's-- -

PROF HUGHES: Effectively.

MR SCIPIONE: Sorry?

PROF HUGHES: Effectively, but it's depenalisation

MR SCIPIONE: Depenalisation. And that's the poi8o this is where it gets
really confusing. If a group like us are sittimpand a table and are confused,
depenalisation, decriminalisation, where doed,itcain you imagine what it’s like for
an officer on the ground trying to deal with, yawkv, information overload.
There’s risk, there’s threat, there are peopleethdt's just not good practice,
particularly if, and as is the case with a cannahigioning scheme, the infringement
notice scheme, we leave them with some discretion.

Now, if you separate out the corruption potentisdts take that to one side, because
that should be dealt with by other practices. €hould be strong management
control around the corruption practices. And itis an issue, that should be dealt
with by others. But if you think about that enviroent where they are going to and
they are daily exercising their discretion, it'saifor them to have really clear, you
know, unambiguous rules around what’s actually bapm. “What are we trying to
do here? Why are we doing this?” And | think tthett’'s something that does need
to be considered.

MS HEWETT: Okay. Thank you. |just wonderedoBgif you had, because of
your position on the Global Commission on Drug 8ok have you given any
thought to or have any particular views on thabmsistency with international law?

PROF GALLOP: Well, I'd make two. First of alhg Commission’s currently
doing a whole lot of work on the implications ofrent policy around the world on

MS HEWETT: Yes.

PROF GALLOP: - - -incarceration and human riging all that. So that’s
currently being looked at very, very carefully. &bof those... you can put that to
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one side. I've just joined this, so I'm not, yooidkv, clear on all of their positions on
everything and the work they've done I'm going tigh. But on the general issue
I'd like to make a couple of points. One is thréhe law and then there is the
politics. For example, at the national level & thoment, it was always interesting
to watch how the Federal Government approachethjipeting centre. Now,
obviously, initially, it was a pilot, so that wasisuch a big issue.

But one wonders whether they could have taken @ livee on it. | mean, just to give
other examples, Gough Whitlam used to always aagdeargue to me that the
Australian Government should go to the Internatidmdounal in Geneva to rule on
our electoral law, but no one ever did it. You wnaevould a national government try
to overthrow a state that introduced policies tfmatld be seen as inconsistent?
There are politics in this. And John Howard wasagmatist. He never intervened
on the injecting centre, which | found quite intgneg. As a pilot, obviously, they
might not have had a position to do so, but orisauft and running.

They did it in Canada. They tried to knock off three in Vancouver. So | take
Andrew’s point that he would know that there’s adb— sometimes we — someone
says, “This could be against the law”, you migiit db it, because the other side
who would take it up might not deem it politicalbAnd in our society, everything is
not clear. Democracy has fuzzy edges attachdd tomakes it work. Without the
fuzzy edges — there’s a huge fuzzy edge at the mbiméerms of abortion law in
New South Wales, for example, that parliamentyimy to fix up. But you can see
the point, that it doesn’t necessarily follow tifahere is a case it will happen. So |
don’t think New South Wales should necessarilydwit because of that. And |
know there’s probably other legal views on thatsfoa, but there is the politics.
On the, you know, the general — well, | will leavat that.

MS HEWETT: Okay. Now - - -

THE COMMISSIONER: | might just make an intervamtithere. Thanks for that,
Geoff. The medical safe injecting centre in Kin@®oss, of course, is a statutory
exception de jure, not de facto, to the criminaisaof possession of those drugs
that people take in there. So while they're irnt gace it's lawful for them to be in
possession. So that actually is an example ofrdewlisation.

PROF GALLOP: ltis.

THE COMMISSIONER: It's also interesting that bettime the UN objected to it,
and now we see safe injecting centres all arouaavtdrld, and it’s interesting that as
the international conventions stand, the word, itljatting centre is in breach.

PROF GALLOP: Yes.
THE COMMISSIONER: And the state has made an etxmeplespite those

conventions, because it was seen as being thethiglgtto do, in effect, as a matter
of policy. So I just make that point, that we ablg have a decriminalised operation
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in the medical self-injecting centre that techricalould be, arguably, in breach of
those conventions.

PROF GALLOP: But | don't think the Federal Gowerent would do that. That's
my judgment call. They may try, but | think - - -

THE COMMISSIONER: Well, you may be right. I'mgusaying it’s existed - - -
PROF GALLOP: No.
THE COMMISSIONER: - - - for about 20 years nowhink, and it’s still there.

MS MADDEN: It goes to Kate’s point, too, thougdgrlier about human rights
frameworks, as well, human rights law, because#se you raise about Canada and
the Federal Government in Canada, the reason #ieg in that attempt to close the
self-injecting room was predominately came dowhuman — on human rights
grounds. That's how the court — | mean, Kate stidi- -

PROF SEEAR: Yeah.
MS MADDEN: - --this. She knows more abouthah | do.

PROF SEEAR: Yeah. Thanks, Annie. | was keant&rvene when Geoff was
saying that, because that’s absolutely right, &isg, too, the important thing is that
that was because of the Canadian Charter of Raytfiseedoms, which is absolutely
different to any protection that we have here irsthalia, unfortunately. But,
nevertheless, as | mentioned at the outset totasg is this increasing rhetoric at the
international level about the need for human rigiupliant approaches, which —
which is, obviously, off to the side of the intetioaal law question about whether
decriminalisation might be in breach of those ie=at But | think is something that
can potentially be leveraged or needs to be thatngbugh, in any event.

THE COMMISSIONER: Can I just add one other thimgmnifer, thank you. This
Chief Executives of the United Nations’ agenciégjtcommunique which was
issued in January this year indicates in annexuhatlthat Board, which are the
head of the 30-odd different agencies under theutirella, including the United
Nations Office on Drug and Crime, resolved to préeradternatives for conviction
and punishment in appropriate cases, includingldoeiminalisation of drug
possession for - - -

UNIDENTIFIED MALE: Sorry.

THE COMMISSIONER: The decriminalisation of druggsession and use and to
promote the principle of proportionality. And thgg on with some other things, as
well. So it’s interesting that despite these in&ional conventions, the chief
officers of all the UN agencies have made that comigque. So | just put that out
there as another thing that might soften this issue
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PROF HUGHES: Can | add one thing to that, whécthat in 2015 the International
Narcotics Control Board actually came out withatesnent that the Portuguese
decriminalisation was a model of best practice thaiber states should be
following. And so if the international Narcotic @ol Board has been saying that
since 2015 and we now have the 30-odd member statdsding the United Nations
Office on Drugs and Crime, which was kind of thestn@cent to adopt this position,
stating this, | think it's a very important stataméhat has been put out to member
states including Australia. Another final commenthat another sort of
international law expert, Brendan Hughes, who’siaty no relation of mine, from
the European Monitoring Centre on Drugs and Addicthas recently stated that
decriminalisation is very much in the mandate ofmber states. So - - -

MS HEWETT: Now, does anybody else want to talkloa- - -

PROF GALLOP: Could I just push Andrew a littlé bn the discretion issue. As a
principle, absolutely agree with you. And | hadase study of this when the Federal
Government wanted to change the right to kill layegj know, when police are
confronted with a potential terrorist. | was thmee@erson who didn’t agree with the
changes, because | thought — | was advised byalizepservice that they had clear
directions, they knew what to do. This was loosgrii up.

And the poor Brazilian guy in London, as you knevas shot even though he wasn’t
a terrorist. So good point, | agree. How difftorbuld it be in this case, though,
really, do you think? | mean, all the time ouripelofficers are in complex
situations, you know? I've seen them at footbathgs dealing with very tricky
situations where they'’re very wise in the way tdegl with it. And it's all

discretion. How seriously difficult would it begally, to - - -

MR SCIPIONE: Give them discretion - - -

PROF GALLOP: In this area.

MR SCIPIONE: Well, look, they do it every day, @k They do it - - -

PROF GALLOP: That's my point.

MR SCIPIONE: - - - with cannabis cautioning, thyit with criminal
infringement notices.

PROF GALLOP: Yeah.

MR SCIPIONE: There are some criteria that havieetdhere, around the individual
and the particular - - -

PROF GALLOP: Yeah.
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MR SCIPIONE: - --case. And if they aren’t thgthen they don’t have the choice
to exercise their discretion. But if they comphen they're in a position to say,
“Well, we're not going to put you before a courtthis occasion. You know, we
need to give you a break. We need to help youy plint is that if you give them
that clear guidance, they’ll exercise their disoretvell. Some might suggest it
could open up potential in terms of corruption. INtBat's another issue, as I've
said.

But the thing is it's about making sure that, yowwWw, you give those people — and
they’re predominately younger people that they®alohg with in these
circumstances, where they sort of say, “We redhaeif you end up with a criminal
history, it's going to be very difficult for you tget work. And if you can’t get work,
you’re not going to probably go as well in lifeyasu potentially could or should. So
we need to give you a break. We all make mistakaad, as | said before, these
people, before their cops, they're people.

They don’t have a problem exercising discretiontbay need to have very clear
guidelines. They don't like confusion because’shahen it all goes wrong. “You
know, | thought | could do that, but maybe | coutdryou know.

MR ODGERS: When the United States was consideriagiumber of states were
considering legalising cannabis, as a number haxe,ne of the arguments
advanced against that was that it would be incterdisvith federal law and, indeed,
you know, there’s no doubt that under federal l@alithg in cannabis remains an
offence. But in practice it has not proved to baaor problem. My understanding
is the FBI and federal bodies in the United Stgaserally don’t enforce laws where
it's a situation where the law has been legalisetthé state.

MR SCIPIONE: | tell you where it's been a bitaf issue, Steve, it's been around
one state to another where there’s inconsistenagijmining states - - -

MR ODGERS: Yes.

MR SCIPIONE: - - - where they’re crossing overdsrs and they say, “Hang on a
minute. 100 yards down the road | was okay, bw 'ee come in here and you've
arrested me.”

MR ODGERS: It's plainly desirable that there lomsistency.
MR SCIPIONE: Consistency.

MR ODGERS: Plainly. Butthe question is: ddes fact that there might be some
inconsistency, that some police may have some samflabout how they’re to act,
is that sufficient reason not to take the step lodt@ver it is, decriminalisation or the
legalisation? And my view is that it's unlikely be a sufficiently serious practical
problem that it would discourage reform of the tyjpat we're discussing.
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MS HEWETT: Yes. Alex.

DR WODAK: Well, Geoff has reminded us of the imgamce of looking at not just
the legal aspects of this but also the politick.oAnd | don’t think it's a secret that
the United States has been a prime — the primgatst and prime enforcer of the
International Drug Control System over the lasttegn In recent decades, the most
senior US official spokesperson on drug policy,v8mnbeld, used to say that the
interpretation of drug treaties was inflexible. then changed his mind and a few
years ago started saying, no, actually the inteapos of the drug treaties was
flexible. He has since retired and | don’t knowatvhis replacement says.

But it's clear now that the situation of the instigr and enforcer is very different
when 10 of the 50 states have in fact — are nowlaéigg cannabis, but the states of
course, the 50 states are not parties to the ctiomeonly the federal government is,
so there’s some wiggle room there.

MR ODGERS: As there would be here if New SoutHa¥aecriminalised.

DR WODAK: Indeed. So I think the other point &mt to make is that the — that's
relevant to the medically supervised injecting ceaind also this debate is that in
about 2006 the UNODC, under a different name atithe — sorry, the INCB
commissioned a review from the legal section ofWNODC, which was called
something else at the time, about the legality umdernational law of harm
reduction measures. And they didn’t like the répmresumably, because the report
was shelved — was kept under wraps, but some wedlden leaked it and it's now
readily available, and it has been acknowledgdaktthe official report.

Anyway, the conclusion was that all of the thinigattwe discuss in relation to harm
reduction, and they specified the needle/syringgams, methadone treatment,
medically supervised injecting centres, all of théomot breach the international
treaties, but they made an exception in the capéldésting and said that they're
not sure about pill testing. They didn’t say itsagefinitely in or definitely out. That
was almost 15 years ago. So in terms of this dsou, | think that's encouraging.

MS HEWETT: Okay. Now, if — unless anybody elsans to talk - - -
PROF SEEAR: Can | make one — just one quick pdertnifer?
MS HEWETT: Yes.

PROF SEEAR: Just to pick up on Andrew’s commebviously | defer to
Andrew, not being a police officer, certainly netlee Commissioner of the Police
Force myself, so — but | make just one quick adddl observation. In the diversion
report that we’ve mentioned a couple of times alyghat Caitlin, Alison, Lorraine
Mazerolle and | conducted, we did interview peopkeCaitlin mentioned earlier,
from across Australia, including people in policiagd questions about the kind of
observation that Andrew makes about police confusioother bureaucratic and
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administrative minutiae was raised repeatedly asetloing that does shape how
willing police are to offer diversion to people.

But we also heard ways in which diversion, or degieation, as this Commission
would have it, can be facilitated, and we listatlanber of those facilitators in our
report, and one of those was police — puttingtd police performance monitoring
systems. If police — we were told repeatedly thatlice knew that diversion or
these kind of administrative alternatives were negiiand were required to report
accordingly, that they would be more willing to ¢akup. And, as | said, Andrew, |
defer to you if you — if that’s wrong, but we hedinat repeatedly.

MR SCIPIONE: Absolutely the case. As | saidythike clarity. They don’t want
any misunderstanding. They — simply, “If that'sueed, that's what we’ll do.”

And so that whole — then this comes down to theampoint. If it is to be a
diversion process that we go through, you've geelsomewhere to divert them to,
and the services are just not there.

MS HEWETT: Okay.

PROF HUGHES: Can | just add briefly. The otheng that was noted is probably
even more important than putting things into popegformance targets or measures
would be making schemes de jure, so it’s in law.S8uth Australia is a real
exception. You saw 98 percent of people beingrtidgethere for a principal offence
of use and possession, and the number 1 reasoremegold that state is such a
standout is because both of their schemes haveibégmn whereas — as opposed to
just discretionary. And the Victorian Parliamegtarquiry for drug law perform

also recommended that the diversion schemes imNache, again, put into law as a
mean of clarifying — just making it very clear, ahat would be one means of
reducing the differences that you see between fea commends.

DR WEATHERBURN: Doesn't the cannabis caution sobe - -

PROF RITTER: And protecting the police.

PROF HUGHES: And protecting the police.

DR WEATHERBURN: - - - have a legislative base?

MR SCIPIONE: It does.

DR WEATHERBURN: So that’s not really - - -

MR SCIPIONE: But it's not a direction. Theretls - -

DR WEATHERBURN: No, no. But there’s never gotlagoe a direction - - -

MR SCIPIONE: Well you will not get - - -
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DR WEATHERBURN: - --inlaw, “You must divert.”

MR SCIPIONE: Exactly, because, at the end ofdidng the oath of office, they take
the role that they perform as the office of conlgtalyou can’t — the commissioner
could never direct an officer to go and arrest doodg. It just - - -

PROF SEEAR: But can | just say, Don, | think,iag# the risk of stating the
obvious, there’s a very big distinction betweeridkgion that says you shall divert
and you may divert.

DR WEATHERBURN: Yes.

PROF SEEAR: And that's the kind of — | know wegeing to talk about the kind
of detail minutiae of any system, and system desigrery important, but that’s one
example of how one word in a provision could haveigely divergent impact on
what happens.

DR WEATHERBURN: | know the difference between “stiuand “shall”.

PROF SEEAR: | know you do. I'm just making — ljost putting that on the
record.

DR WEATHERBURN: | remember my Latin from firstge you know. The man
who cried out, “I will drown — | shall drown,” arelverybody let him drown. That’s
what he wanted to do.

MS HEWETT: All right. Well, I think | shall chaye the topic slightly, and that is
to go —although segueing in from this whole thing to go to this question of, you
know, as Geoff said, you know, about the detaris, lado think this is very
important. Now, | don’t want to verbalise everyenanyone, but | would kind of
like to get, just around the table, some viewshis because we come down, | think
— Il understand that some people obviously wouldepiegislation, but I'm — but in
the context of this particular debate, we seenetodiming down, | think, to whether
there should be any change in terms of decrimiat&tis or depenalisation.

And | wouldn’t mind getting, you know, an assesshwnthat from around the table,
what'’s the kind of — I think we’ve agreed theretssmusly no perfect solution and,
again, in some ways it’s kind of the least wordiamp So if we could kind of, like,
start on that, just as a kind of outline, and thexil go into exactly how that should
work, if it should be different for different drug#\nd on this basis, that's — because
we are kind of talking so much about, you know,aod ATS, | understand the
reference — you know, it's kind of useful to hawamabis there, but | don't really
want to get into cannabis very much or just — ynavk, because it's a very different
— I think it is very different drug, but also weatly want to kind of get specific on
methamphetamine. So, Caitlin.
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PROF HUGHES: So, to answer the question thattegdere, “Should drug
use/possession remain a criminal offence?” | waalgl on the basis of the available
evidence, the answer is no. So there should bxpaneling depenalisation would be
beneficial in New South Wales, but decriminalisati,emoval of the criminal
penalties for use and possession by law, would dre ffective and a better and
more just approach.

MS HEWETT: Okay. Andrew.

MR SCIPIONE: Well, as you probably imagine, I'ave a — probably a bit more
conservative view. The whole notion of — of degnatisation still, in my mind,
hasn’'t been finalised. We are signatories to m&gonal conventions, and certainly
the — you know — the paperwork that we were pralmigh makes that really clear.
We got an obligation to ensure that domestic lammgges with international
convention to which we’re a signatory. The Commealth Government has made
the — the point. Geoff’s point that in — you wobé& challenged — that could well be
the case. But from my perspective, | still thihlattwe need to look at some of the
systems and processes that are working, like thieatas cautioning scheme — not
talking about cannabis — like the — the crimin&lingement notice scheme, and the
scheme that was used over the last dance festvialdp that New South Wales
Police were able to issue infringements.

MS HEWETT: So that was effectively - - -

MR SCIPIONE: |- --

MS HEWETT: - - - depenalisation.

MR SCIPIONE: That was depenalisation.

MS HEWETT: And you think that’s a better option-

MR SCIPIONE: Well, |- - -

MS HEWETT: - - - than decriminalisation?

MR SCIPIONE: Well, | think it would be, from myepspective, in light of what
I've read, and — and even the independent advicsil-think that there is some —
it's not a good look to start, sort of, | thinkrtiing down your obligations that you
signed up for - - -

MR ODGERS: Can linterrupt; I'm sorry.

MR SCIPIONE: - - - internationally.

MR ODGERS: |think you're misstating the positiofhe advice is that it may be
inconsistent - - -
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MR SCIPIONE: Correct.

MR ODGERS: “May be”. It's not saying it is; itag be. I'm not aware of — even
the federal department didn’t say it would bemdy be. So there’s uncertainty
about it. We have numerous international bodigegat won't be. So I'm just
correcting your proposition - - -

MR SCIPIONE: Sure, sure.
MR ODGERS: - - - that it will be. |think thatat's misstating it.

MR SCIPIONE: But in the light of “it may be”, thia again — this is a — this is all
about, in my mind, getting certain clarity arouhdge things.

MS HEWETT: And also just — and then — and thehere’s clarity, but then there’s
also this idea that depenalisation — the use of@dliscretion, as well. So just - - -

MR SCIPIONE: Well - - -

MS HEWETT: - - -in terms of the practice of thdd you think that’s the - - -

MR SCIPIONE: Depenalisation - - -

MS HEWETT: - - - better option?

MR SCIPIONE: - - - ensures that there is disoretbased - - -

MS HEWETT: Yes.

MR SCIPIONE: - --on what we've seen. But agaition’t think any of it should
be adopted. We shouldn’t go anywhere near charagigthing, unless there are
services sitting behind such a decision that wédcomake sure we could refer to the
people that can deal with this. Because, you kradwhe end of the day, for us to do
anything — if we were to change the mix, and theow people like this out in this —

this whole process whereby we might divert themdwhere, would be terrible.

MS HEWETT: So you think that it'd actually be werthan the system we’ve got
now?

MR SCIPIONE: Oh, well, if we had nowhere to divikrem to — if we started to put
massive numbers through — and if you look — Dom, gauld tell me, how many
people have been through the cannabis cautioning?

DR WEATHERBURN: Sorry, can't tell you, actually.- - -

MR SCIPIONE: Thousands?
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DR WEATHERBURN: | don’t work in the Bureau of @re Statistics - - -
MR SCIPIONE: No, no, no, and I don’t work in tRelice Force any more.
THE COMMISSIONER: But tens of thousands - - -

MR SCIPIONE: Tens of thousands - - -

DR WEATHERBURN: Tens of thousands.

MR SCIPIONE: If you put them through a schemel wou sort of — you didn’t
give them anything that sat behind that scheme, ybe're setting — you know, |
mean - - -

DR WEATHERBURN: Pointless.
MR SCIPIONE: It's —sorry?
DR WEATHERBURN: Pointless. It'd be - - -

MR SCIPIONE: Pointless. Absolutely pointless, $ou know — and | look at a
number of the recommendations and a number ofrémeptations that are here, and
they're all saying, you must have that back of rpy®u must have that support, that
medical support, that social services supportrieoto make a difference that’s
going to be positive. Because it could be far wors

MS HEWETT: Okay, great. Thank you.

THE COMMISSIONER: Sorry — sorry. Andrew, I'm jusondering, coming back
to this idea | was talking about before lunch, with police are — well, if it was a
guided discretion, to the point that if somebodg bhaed up, say, two cautions — and
I’'m just snatching this out of the air; this isa’formal model, but — and then comes
before the police on a third occasion, and if la¢use then said they must fall into a
tribunal, which could then triage the extent ofitipeoblem, decide whether or not
they needed to be “encouraged” into treatment digpes allowed just back in the
system, that would be something that wouldn’t ledomplicated - - -

MR SCIPIONE: | think that'd have merit.

THE COMMISSIONER: Yes. And there would — thatsebe — | mean, there
could be clarity in a scheme like that.

MR SCIPIONE: Of course. Of course.

THE COMMISSIONER: Yes.
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MR SCIPIONE: | mean, and it — you know — it's ggito be that type of an
outcome - - -

THE COMMISSIONER: Yes.

MR SCIPIONE: - - - that, | think, will change muof what we’re doing today.
Because, as | said when | first spoke, what wedieglis not working.

COMMISSIONER: Yes.
MR SCIPIONE: So we do need to look for optiofithat would make sense.
MS HEWETT: Thank you. Alison.

PROF RITTER: | absolutely agree with Andrew’sl ¢ai treatment for crystal
methamphetamine.

MR SCIPIONE: Yes.

PROF RITTER: That call obviously is misplacedefation to MDMA. And you
can see the numbers under the current infringemaide scheme: it's
predominantly MDMA. So a — more treatment for deapith problems with crystal
methamphetamine, but that’s not required for a ghda the criminal penalties in
relation to MDMA.

Secondly, I — I mean, | think the discussion idlyeaoncerned with depenalisation
versus decriminalisation. And I’'m not sure, Consroser, but | think the model
you were describing is a depenalisation model - - -

THE COMMISSIONER: 1think that's probably rightou know.

PROF RITTER: - - - as you keep referencing bacthé courts. You know, based
on many years of considering these issues, anevidence that's before us, |
support decriminalisation — de jure decriminalisat- as the most appropriate and,
on balance, most likely to produce the outcometsatedesired. There will always
be trade-offs with any of these policy options twvatchoose, but on balance, that
would be the one that | would support.

THE COMMISSIONER: Could I ask you, Alison, if da@ainalisation were going
to happen - - -

PROF RITTER: Sure.
COMMISSIONER: - - - for whatever reason - - -

PROF RITTER: Yes.
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THE COMMISSIONER: - - - would a depenalisatiorparsion, such as the very
rough idea I've floated, be better than the curssniation?

PROF RITTER: Yes. So in other jurisdictions réhis a informal or, you know, de
facto depenalisation of all drugs. So if | hawguantity of crystal methamphetamine
on me for my own use, and I'm in the city of Melloe, | will not be charged with a
criminal offence. That is true in all of the otlwapital cities of Australia bar
Brisbane and Sydney, and we don’t need a commisai@hwe don’t need to bring
people before it; we could simply have de factpeslisation tomorrow, in New
South Wales, and it would bring us in line with titber states and territories in
Australia. That would be the absolute minimum.eiflyou would step it up to the
kind of model that you're talking about, with soma&tion of the drug types, | think,
Is important. Putting everyone with MDMA - - -

THE COMMISSIONER: Yes.
PROF RITTER: - - - before that scheme - - -
THE COMMISSIONER: Sure.

PROF RITTER: - - -is not a good use of resoyraggstal methamphetamine
arguably is.

THE COMMISSIONER: Thank you.
MS HEWETT: Yes, Don.

DR WEATHERBURN: So you're just asking for statartss not reasons, so I'll
just keep myself —so - - -

MS HEWETT: You can give some reasons as wejloif want.

DR WEATHERBURN: So, yes, | certainly think — noeds mentioned it; it's
hardly ever used — but | think it'd be good to gétof prison as a sanction for use
and possession simpliciter. | think that does werystantial harm, to very limited
effect. It'd be good to caution rather than cohviecause conviction also does
significant harm, but only up to a point. I'd bemied about a situation — and this
goes with my issue of decriminalisation — I'm stdlry nervous about the potential
consequences of decriminalisation, notwithstanthegconfidence of my colleagues
around this room about its benign effect.

MS HEWETT: Now, on the depenalisation, though,ymu're also rather dubious
about the effect of that, though, aren’t you? bmdf you're asked to choose
between one of those options - - -
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DR WEATHERBURN: Well, I'm — I'm very happy with aat we were discussing
before, which is that you massively expand treatroptions, and you do your best
to siphon people who are dependent users intariegdt Did | miss that bit?

MS HEWETT: No, no. I'm talking about when you ngdalking about that giving
police discretion is not a good option - - -

DR WEATHERBURN: Oh, no, | think that my point tieewas about unfettered or
unguided discretion. Andrew dealt with that adeglyavhen he - - -

MS HEWETT: Right.

DR WEATHERBURN: - - - pointed out that there wddde guidance. The extent
to which you put it in law or you just put Commimser — Police Commissioners’
instructions — he’s absolutely right, that if yaua police officer on the beat — and
I've talked a lot to them — if they're in any dowdiout what's right and what's
wrong for them to do, you get all sorts of problens® | don’t mind the discretion,
as long as the circumstances of its exercise agglglspelt out.

MS HEWETT: Okay. And so you don’t have the issu#n corruption, either, that
you'd mentioned this morning?

DR WEATHERBURN: Only if it's unfettered and ungigd.

MS HEWETT: Right, okay. Okay. And in practiceuydon’t think that would be
an issue?

DR WEATHERBURN: Well, no. Well - - -

MS HEWETT: Itwas very - - -

DR WEATHERBURN: Well, we can’t be sure about tes -

MS HEWETT: Right.

DR WEATHERBURN: - - - sorts of things. But — bybu know, if he’s —if he or
his successors are able to say, “You exerciseddisaretion that way, and that
violated the Commissioner’s Circular 345B,” theprtkis a way - - -

MR SCIPIONE: It can be dealt with.

DR WEATHERBURN: - - - dealing with it.

MS HEWETT: Okay.

MR SCIPIONE: That's right.
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MS HEWETT: Okay. Great. Eddie.

MS LLOYD: So I don't think it should be a crimihaffence to possess small
amounts of drugs, and I think the threshold needsetincreased. | do not — and the
ALS position is that we don’t — agree with depesstion, for all the risks, and the
evidence that we've seen of secondary offendingrfany Aboriginal clients, and
also the issue of discretion. Police discretiammiy experience, hasn’t been
operating well within Aboriginal communities. Amad many communities, including
In our region, in certain sectors, there’s quitegdivision in between the police and
the Aboriginal community. So also that affects tilee or not people are willing to
admit to an offence, as well; that could be aibarr

And | think we just need to acknowledge, in thisnmdtable and in the broader
inquiry, just keep — | need to keep reminding evegyof the overrepresentation of
Aboriginal people in custody, and the now 30-yel@r@ommission into Aboriginal
Deaths in Custody report, with deaths still happgniAnd any discussion on the
models, we need to really have that at the foréfobour minds, the
overrepresentation of Aboriginal people in the @niah justice system.

And depenalisation is not working. Decriminalisatis preferable, although I'd go
with legalisation, but | would agree it needs tadegure, in legislation. | think we
definitely need to look at increasing the thresbalfipossession, because so many
people who are using, particularly crystal methaet@mine, are user/dealers, and
quite often they've got certain — or they're noalileg, and they’'ve got quite a bit in
their personal supply; that is, because it's alierthreshold, they’re deemed to be
supplying, so then they get charged with supplthirik it's only three grams of
methamphetamine; over that, then they can be déeopmply. So, | think,
definitely the threshold needs to be increasednaaygbe then you’'d see savings of
cost to the system, because you'd be capturingetpesple as well.

And then any cautioning scheme, really — I've ¢i@ toncerns around the discretion,
but if there was going to be one, that treatmeatikin’t be mandated, because, of
course, there are so many people that won't neatdinient. And there shouldn’t be
any limit on how many cautions somebody gets.

And I'll just comment on the international law gties. | don't think it's a
significant barrier. | think it's important to resmber that the conventions that
we’ve signed are from 1988 and 1961, and that dinencuniqué from the UN has
come this year, and that’s the kind of guiding,ravehing recommendation to all
member states, to decriminalise. And that — vieflls face it, there are plenty of
international conventions we’ve signed that havendereached over time: The
International Convention for the children, the Regfea Convention. So | don’t think
that's a huge barrier at all. Any model that weeagwith has to come with an
expansion of treatment services.

MS HEWETT: Thanks. Annie.
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MS MADDEN: Yes. Well, so, as | said before, pport legalisation and
regulation. Outside of that, in this context,ihtty it needs to be decriminalisation de
jure, no sanctions attached; realistic threshfdpossession. | think it needs to be
all — for all currently illicit substances; | thirthere’s real problems with taking a
selective approach. There has to be more quantdyquality of services, and they
need to be health and social services, not justrirent services, and culturally
appropriate frameworks and approaches within #rat,not mandated. | think there
also needs to be a comprehensive stigma reductbelanination type program or
strategy that would accompany something like thiat targets everyone involved,
including the general community. That'll do forvmo

MS HEWETT: Thanks, Annie. Stephen.

MR ODGERS: Well, as | said at the beginning, association favours
decriminalisation of all drugs. That position hasnmy views on that haven’t
changed. Just apropos of the issue the Commissiaised about the possibility of a
depenalisation model with greater levels of disoreéind triaging and all of that, my
fundamental concern about that, apart from thecppied one which is, it should not
be a crime to use a drug per se — that’s a priedippproach — my fundamental
concern pragmatically is a cultural one, whichhigttif you retain it as a criminal
offence, that will inevitably feed through to théaele approach that various
governmental bodies, institutions, health serviedse way they approach the drug
user, even subtle, changing the way that that @gproccurs. And it seems to me
that, as in Portugal, whereas the Commissionengwiout, the whole premise of it
was to move away from a prohibitionist criminaltjas framework to a therapeutic,
socially-focused mechanism designed to help uskesenthey needed it, of course
they didn’t. Then you need to decriminalise to emage that. And so that seems to
me a pragmatic reason why simply going to depesiadis doesn’'t — won't be as
practically successful as is what is likely to be tase with decriminalisation.

DR WEATHERBURN: That'd be speculation, thougls.there any evidence of
that?

MR ODGERS: No. I'm talking at a level of prinépreally. | can’t — 1 mean, I'm
saying — the evidence, as | keep saying, let’s kltokhat’s happening in Portugal.
The fact is Portugal decriminalised. Right? THd&lnot retain a criminal offence.
They are able to — still able to have carrots dintts which | think is sensible, but
they don’t need — they haven't - - -

MS HEWETT: Yes.
MR ODGERS: - - - retained the option of a conwict
MS HEWETT: Yes, but to Don’s point, a lot of thscussion we have about the

use and possession of ice, as opposed to, say, MBIMAnnabis is often
accompanied with other offences.
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MR ODGERS: But they’'ll be dealt with by the crimai justice system.
MS HEWETT: Allright. Soit’s not - - -

MR ODGERS: It's not changing any of that.

MS HEWETT: Right. Okay.

PROF GALLOP: Look, I think in terms of my critariwhich was, you know, to
deal with avoidable suffering — and in respectef clearly there are elements of the
consumption of that that have suffering attacheithéon. And | think they're
avoidable. My view would be that if you don’t deemnalise, the difficulty you're
going to have is you're not going to encourage &'ngonot going to create an
environment in which those people that use thig avauld feel confident about, you
know, trying to deal with it. You'll leave it irhe hands of the police.

And, as Andrew says, if | might use a quote agairssposition, if you like, that
they’re in that discretion business, you know, theefiaving to make these decisions.
If you decriminalise, | think it's a much cleareafework within which for the user
to exist, within which the police to exist and wvitlwhich the overall community, |
think, can talk about what it needs to do. And Aawds right, the lack of services at
the moment is a major issue. | don’'t know whetfmrve seen the Uniting Church
film From Dubbo to Sydney, you know, it’s horrifigpu know, the lack of services
for people who want to get them in regional, bgbahe waiting lists here in — so, in
a sense, you'd have to tackle that on — tack thabgour issue, as well.

So decriminalisation is the cleaner solution adstratively, if linked with targeted
diversion as indicated here in 3.4 of the papehink it's — it would have good
health effects. | think it's easier for the poli€éhat was the framework. And just if
| can conclude by saying yes, there’s going tongensistencies in the way that our
society operates. We've already made cannabisaidifferent category. And it’s
already a different category and it's treated défdly. We've got the injecting
centre with that little, you know, framework arouhd Things that happen there
can’'t happen in the rest of society.

This is the way we develop our society. If welstigidly, you never change
anything. And | think the ice question is raisdare’s a lot of families interested in,
there were a lot of people concerned about it.eérich would add, | think, a
positive element to our society, just as the imjgctentre does, the methadone
programs have. You know, adding a little bit mof¢he harm reduction.

But | just say one thing in conclusion. If | wgsu know, the Premier, | can
understand, you know, where she’s at at the moméait know, | mean — and |
think we can’t avoid that issue. | mean, you knehe’s surrounded by people who
will not accept decriminalisation. I'm not makiagudgment call there. | think it's
probably correct, and she’s just gone through #ehatr she’s going through one at
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the moment. She might be wanting to say, “Loai $orry. It's just too hard. I'm
not going to go through this again.”

So | think it would be useful to make the casedecriminalisation, but then perhaps,
you know, to say, “If was to be — if it was to béhis is the things you would have to
do to make it at least half acceptable”, because kyow, the politics for her are
very tough at the moment. And | can see — you kmeevwant something to happen,
and we’ve got to be realistic about her position.

DR WEATHERBURN: Well - - -

PROF GALLOP: | think decrim’s a much better waygb.

DR WEATHERBURN: - - - I've got no intention ofattng a position for a political
purpose in order to enhance the likelihood of myseim preference. This is —we're
supposed to be here to discuss what’'s an apprepagponse to the problem - - -
PROF GALLOP: Well - - -

DR WEATHERBURN: - - - not to second-guess whabétician might do with the
advice.

PROF GALLOP: Well, I'm afraid I'm advocating falecriminalisation.
DR WEATHERBURN: Yes. I don’t, | don’t have a fmlem with that.
PROF GALLOP: Yes.

DR WEATHERBURN: 1 just don’t think the deliberatis of this group should be
guided by what the premier will or will not accept.

PROF GALLOP: No, but that's not the point. Them is if you — if the
Commission wants to have depenalisation, it's g@xplain very clearly in it - - -

DR WEATHERBURN: Sure.

PROF GALLOP: - --how it's going — that's wh&nlsaying.

DR WEATHERBURN: Sure.

PROF GALLOP: And that to me is a sort of a podtiissue.

DR WEATHERBURN: Can | say something about praindioi and treatment
seeking. We're right in the middle of prohibitiahthe moment, and people are
charging into treatment. The number of peopleitp in the emergency

departments of hospitals and turning up as inpetieith psychiatric symptoms is
going up like a rocket. Now, it may be true tHave decriminalised, more people
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would go in. On the other hand, maybe fewer woWke don’t know. So | don't
think it’s fair to assume that decriminalisatiorg@ng to result in a big increase in
the number of people seeking treatment. | thitgkatpossibility, as is the possibility
that if you remove the sanctions, there’ll be iesentive to seek treatment and it’ll
go down. | think it's — you can argue the casbeziivay.

PROF GALLOP: But, Don, surely the current systsnit working.

DR WEATHERBURN: No, look, in my view, the bigggsioblem with the current
system is the lack of treatment options for peogie are seeking treatment. | agree
with that. The second-biggest problem is that pegghose only offence is use and
possession of a drug are getting a criminal corncind in the odd case going to
gaol. And that’'s an unacceptable outcome. | agtteall of that. What I'm not
clear about, and you missed the earlier discughisrmorning, is whether or not it's
true to say we can be sure that if we decrimindhsee’ll be no increase in
consumption or prevalence of use. That I'm natw® about.

THE COMMISSIONER: Can | just make an observatiene that certainly the
whole process of this inquiry is an independent@ngolitics. From day one, that is
the way a Special Commission Inquiry is establishidgear what Geoff is saying,
but | also pretty much hear what Don is saying.d pnlitics is not a consideration.
We will decide — | will make my recommendationsdxhsn the evidence that | hear.
And this has been a fabulous exercise in gathewgence, which is what today is
about. | just make that point clear lest anybodgumderstand the Commission’s
position.

MS HEWETT: Okay. Thank you. Kate.

PROF SEEAR: Thank you. Well, my position is venyilar to Annie’s, in that, as
| said earlier this morning, that I'd prefer legaliion and regulation and, in the
absence of that, | think decriminalisation is tlestoption. And de jure
decriminalisation preferably. | think we need Bl a suite of options available to
people, for the reasons that we’ve discussing todayd, as | mentioned earlier this
morning, | have grave concerns about positionihgedple who use drugs as
suffering from a medical problem that demands tneatt. | think that inaccurate,
stigmatising and the like.

A couple of other things that | would just flaghére’s just been some mention of
threshold quantities in this discussion. | thirddi® mentioned it earlier. Of course,
some years ago Caitlin Hughes and others — mayismm you were involved in
that, too, so sorry if I've forgotten that — didhs® work on threshold quantities and
the inadequacies of threshold quantities in refatiopeoples’ patterns of
consumption. Obviously, patterns of consumptioangfe and evolve quite rapidly.
And, as far as | understand, that research haesit hpdated for five years or so, so
my strong recommendation to the Commission woulthbethreshold quantities not
only need to be looked at again, but that Caittid athers might be invited to update
that research again, because | think it's very irtgmt and valuable.
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| just wanted to make one other comment wearinghtl/ separate hat. |
mentioned earlier this morning that one of my ra¢eas a practising lawyer and an
academic director of Springvale Monash Legal Setviénd one thing that we’'ve
talked a lot about the impacts on policing and tand the economic implications
of any reform for police and courts. What we hawtatked about is the
implications for Legal Aid and community legal cexst more broadly. And | have
some concerns about that.

And what | mean by that is that we already exist olimate of significant unmet
legal need in this country, and that gulf is widni Increasingly, numbers of people
who come from marginalised backgrounds are unabdetess Legal Aid and unable
to access legal advice. Legal Aid Commissionsratdbe country, including in
Victoria, where I'm based, have tightened theilleajd criteria over time. I'm not
fully familiar with the New South Wales positionytdStephen and Eddie - - -

MR ODGERS: It's the same.
MS LLOYD: Yes.

PROF SEEAR: - - - can no doubt fill us in. Sdeefively, for instance, in Victoria,
if you're charged with a criminal offence or youdiyourself in contact with the
criminal justice system, you are not entitled t@lkAid unless there is a reasonable
prospect of imprisonment. And what that meankas people who are charged with
sort of more minor offences who don’t have a crimhirecord and who aren’t facing
gaol really can't get legal aid, and they havedme to community legal centres like
the one that | run. And we are overrun with peopgh® — and we have to turn
people away all the time.

I understand that this might seem an intuitivefarsge point to make, because if we
move towards decriminalisation, | know the assuorpWwould be that we would

need fewer lawyers, but if we use a model likedhe, Commissioner, that you've
flagged where people might find themselves deteateboffered diversion and/or
flipped across back into the criminal justice sgsi€they’re on their third detection,
etcetera, | actually think people need more ledaice in those contexts, because it's
an entirely new system, in two senses, both wheplpeare initially detected, if
they’re offered diversion, they might need legaliaed about what that means.

Those needs are more acute or they are differerttforiginal populations, as
Eddie’s reminded us. And that to me means thavea@d have potentially a risk of
an even greater number of very marginalised pewptecouldn’t get legal advice
and need it under this new quite complex systeneravthey need to decide whether
to accept responsibility, go into treatment or h&kng flipped across into the
criminal justice system. It's the same kind oflgeon we see in many schemes,
including, say, the infringement system in Victomaich is hugely complicated and
very problematic and creates all kinds of unintehdensequences.
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So | just want to put that on the record, that sttihere could be cost implications
for good or bad, for police and courts, from arfpme, there’s also a massive
problem in the legal services sector that | havgehtoncerns about that we need to
think through.

MS HEWETT: Alex.

DR WODAK: Thank you. Firstly, analysis. Andhink | agree with all the
comments that have been made before about thepdisdipg results of current
policy. Current policy has been an expensive wawpaking our drug problems
worse. And one of the ways it's done that is ttisigiven us more and more
dangerous drugs over time. And | favour the kihdamments that Annie and Kate
and other have made, not despite ice, but in m@adse of ice. Let’'s be clear. Iceis
here in the Australian market because of Austmlizug policies. Without those
drug policies, we may possibly have never havaagot

DR WEATHERBURN: Really?

DR WODAK: | mean, why did crack develop in couesrwith extremist drug
prohibition policies? Why - - -

DR WEATHERBURN: It's not really answering my qties, Alex, by asking me
one.

DR WODAK: Why does fentanyl get into the US md#ke here are good
pharmacological explanations for why that happertsghly repressed drug markets.

DR WEATHERBURN: Isn’tit fun to use ice?

DR WODAK: But let me go on without — if | may, éthen we maybe can have
this - - -

DR WEATHERBURN: Okay. Sorry.

DR WODAK: - - -discussion later on. | favous Annie and Kate and others
outlined, | favour decriminalisation. | favour Egsation, if that was possible. And,
ultimately, | think that's where we will end up.uBl appreciate this is an
incremental, slow process and best we can hops forimprove, not perfect, the
situation we're dealing with at the moment. Shihk it's unfortunate that we have
included ice and ecstasy together, MDMA, togetivaen they’re really two very
different drugs with two very different kinds ofdcities. And pharmaceutical
MDMA is a low risk drug and can be in appropriatesséls can be kept as a low risk
drug. | appreciate that’s not on the table now,tbat’'s something we should be
mindful of.

THE COMMISSIONER: It's certainly well within thigiquiry’s remit to look at the
difference between MDMA and crystal meth and déferpolicies in relation to each
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other, so | don’t want you to be under a misun@deding that whatever we do for
one we have to do for the other.

DR WODAK: Okay. Well, thank you for that claghtion. But Professor David
Nutt, who is a very eminent international psycha@dbgharmacologist in this area
has — and others have published attempts to tryamidlegal and illegal drugs, and
MDMA is not the bottom, but it's close to the battpin terms of toxicity,
harmfulness. But it’s to individuals in the comnityn So | want to make one other
comment and that is that Annie spoke very movirgand thank you for your
comments, Annie, about — especially about stigiffaey were very important and
comments we would be well to be mindful of.

As far as I've concerned, they didn’t go far enaouayid they didn’t go far enough
because not only is stigma enormously damagingople who use drugs, but it's
also enormously damaging to health systems andlssy@tems where people are
trying to help people who are struggling with segarug problems. And it damages
the health and social systems — and it's impottaattwe talk about health and social
systems both — it damages those systems in maioysevays. One way is to
reduce the amount of funding that they should fEndedon’t have, but also, when
they manage to get a bit more funding, they eitiaert get any staff to respond to
advertisements or else they get — forgive me -bdtom of the crop, and they’re left
with poor quality staff to deal with.

So if we want to raise the quality and quantityreatment available, we have to look
at the damaging effects of stigma on the treatreerntices available. People who
work in there pick up the stigma of the people waktend those services, and that
point is rarely made and it's very important. inththe important points that Kate
really made also shouldn’t be forgotten about thpedrtance of having a legal
system that is funded to protect these people ahmsi possible. I'll stop there.

THE COMMISSIONER: Alex, just to let you know thiate heard quite a lot of
evidence from some clinicians practising in thegdand alcohol field about exactly
what you're saying, about feeling stigmatised i@ittlclinical role because that is the
field they're working in.

DR WODAK: Forgive me for making an anecdote thedik be brief. Some years
ago | went down to Canberra to — for some purpaosi got involved with —

actually it was to support someone of the methagwogram, a science teacher on
the methadone program, who was going before thd sgstem. Because of the
boundaries between what he was able to get in §yaimethen, when he got a
promotion to Canberra, the benefits that he hddsnreatment in Sydney weren’t
available in the ACT — and he warned the treatmsentice in the ACT that he would
be thrown out of treatment and that that would nteamwould go back on drugs and
he would go back on crime and he would end upisopr All those things,
unfortunately, happened and | went down to Canlieregopear on his behalf.
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Anyway, in the course of that exercise, | was tdddut the methadone treatment in
the ACT tried to improve relations between staffl @atients and they organised a
gathering, and patients spoke very movingly abowt they had to catch three buses
and put their four children in care somewhere fohaur and a half while they went
to get methadone and came back and, if they weeenrfinutes late, everything
would be dropped, and the staff were shocked tothea And then the staff were
given an opportunity to tell the patients theiresaf the story, and they told the story
which, in part, I'm just relating to you now, wheteey got some extra funding with
great difficulty to open up some new positions amden they advertised for those
positions, there are no applicants. And this ésstigmatisation of the patients and
the stigmatisation of the staff. It's a very seggroblem.

MS HEWETT: All right. We can — so we've talkedaut stigma. | would like to
talk about, if everyone says stigma is a bad idésther or not we then kind of go
on to this broader question of stick and what'fuldbere. And the first — well, first
of all, I would like to discuss the differences think, you know, Alex mentioned,
you know, he was — didn’t particularly want to asate - - -

THE COMMISSIONER: MDMA.

MS HEWETT: --- MDMA with ice. So does anybodnt to speak to this point
of whether or not — you know, we talked — we’ve t@m in the one category but
whether or not the treatments should be compleli#figrent and also, you know,
how that should be dealt with.

PROF RITTER: So I'm happy to make a couple oébcomments. First up, | just
note that | presume we’re now talking about de fleeriminalisation, given the
numbers.

MS HEWETT: No, no, not necessarily. No. Web, n

PROF RITTER: Okay.

MS HEWETT: No. I'mjust saying - - -

PROF RITTER: Well, I'll speak to — | mean, I'vest been - - -
MS HEWETT: Because, | mean, there’s no — yes.

PROF RITTER: [I've just been mapping the opinioSa there’s a difference
between the response and the law, and | thinkathhenkeds to be the same whether
it's ATS or MDMA, but the response within that claa different. So from my
position of de jure decriminalisation, it would &eriminal offence either for

MDMA or ATS, but the response — and I think in trepers there’s a lovely list of
the different options that we have available. inkithere’s been a strong view
expressed that fines are not a good idea. Theynigage 7. So you might want to
preference — having decriminalised both drugs, maght want to preference caution
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and an educational response for MDMA, and preferdmalth and social responses
with 4, 5 -4 and 5 on page 7 for ATS.

MS HEWETT: Right. Anyone else have a view ort?ha

DR WEATHERBURN: No. | agree, but just can't stssaying something about
stigma. It's probably worth remembering that, ewdren a drug is completely legal
like alcohol, if you're dealing with alcoholics,gire hugely stigmatised.

MS HEWETT: Yes.

DR WEATHERBURN: The same is happening at the nrdmath people who
smoke cigarettes. Hugely stigmatised. So | ddatibt that criminal conviction
contributions to the stigma, but | don’t image itl\a&ll disappear magically if we
decriminalise.

MS HEWETT: Yes.

MR SCIPIONE: And we use stigma to drive publicerstanding. Drink driving is
not okay. It's a crime. We stigmatise people tirate when they’re drunk because
so many people die. We do it with domestic viokentf you're a domestic violence
offender, you know, you're stigmatised - - -

DR WEATHERBURN: Sorry, I've departed from the - -

MS HEWETT: No, no, no. That's fine.

MR SCIPIONE: The whole stigma issue is - - -

MS HEWETT: Yes.

MR SCIPIONE: Back to the other issue, though. Mand ice are two very
different horizons when it comes to outcomes ftavaenforcement agency, very
different, and | would agree that it's difficult tapture them all under the one
umbrella and do justice to the issues that arauad nere.

MS HEWETT: So you think the response should Iffemrint for them?

MR SCIPIONE: Well, | think it's difficult if youdon’t because you look at the
outcomes. The end state for the, you know, use-datis say it was overuse of
MDMA compared to ice. It's dramatically different.

DR WEATHERBURN: Yes.

MS HEWETT: Yes.
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PROF RITTER: But the law could be the same. jit& that the responses
available under the law could be different. | soggthat’'s what | was trying to - - -

DR WEATHERBURN: Well, that's only true if it's @eiminalised.

MR SCIPIONE: That's right.

DR WEATHERBURN: If it was penalised, the law cdnlt be the same for both.
PROF RITTER: So a great argument for decrim. nkhau.

DR WEATHERBURN: That would be going, “okay” .....

MR SCIPIONE: Well, we're working on the penalisBut, no, | think we've
screamingly agreed that there is a need for twizbos.

MS HEWETT: Yes.

MR SCIPIONE: Very different.

MS MADDEN: Can | ask a question? Is it a givhattwithin the context of the
work of this Commission that the discussion is atlput methamphetamine —
crystal methamphetamine and MDMA? Like, is théae potential to talk broader? |
am really concerned about selecting things. Wenkdiug use is a really movable
feast. What's in one year is not popular, you kntwo years later, things move.
We've got rising levels of opioid use and overdrses.

MR ODGERS: |think terms of reference is the appiate response here and - - -
THE COMMISSIONER: Look, I think, although the tes of reference speak about
amphetamine-type stimulants, a full range of thaSee of the things we’ve clearly
ascertained is that really many, many uses of thelsstances are polysubstance uses
as well.

MS MADDEN: That'’s right.

MR ODGERS: Yes.

THE COMMISSIONER: And you can't really disengagese two things - - -

MS MADDEN: Exactly.

THE COMMISSIONER: - - -in many cases.

MS MADDEN: Completely.
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THE COMMISSIONER: So I'm keeping an open mind alowhat further, perhaps
ancillary, recommendations will tie in with specifecommendations relating to - - -

MS MADDEN: Yes.

MR ODGERS: Can I just follow that up? Can | @lf? It's inconceivable that you
decriminalise ATS and ice and not cannabis.

MR SCIPIONE: And not cannabis.
MR ODGERS: Basically all those different otheugs. Inconceivable.
MS MADDEN: That's right.

THE COMMISSIONER: Well, | think that probablytise case. And I think the
point has been made. And that's something we teebdar in mind.

MS HEWETT: Thank you.

PROF GALLOP: Can I ask Alison, under the fourdymf change recommended in
the Irish review, one is decriminalisation withgered diversion to health and social
services. If that was — let’s just say that wasftamework, how would your — you
would fit into that by distinguishing between theigls in terms of who's targeted —
which ones targeted and which isn’t? How would yeu

PROF RITTER: Yes. So you would have a diffenmgésponse. After you've - - -
PROF GALLOP: Yes.

PROF RITTER: After they’'ve been detected, you lddwave a differential — well,
actually, under decriminalisation, it's de jureé’s hot a criminal offence so - - -

PROF GALLOP: Do we know how many people useaitbout apparent, you
know, ill effects?

PROF RITTER: |would - - -
DR WEATHERBURN: It depends on when you ask them.
MR SCIPIONE: Yes.

DR WEATHERBURN: Meaning that it starts off benigror, actually, it can be a
big problem straight off, but - - -

PROF RITTER: So justin terms of the researcdewe from the US, there’s not a
direct estimate for crystal methamphetamine — thegrtion of all of the people
who have consumed crystal methamphetamine, whabgron become dependent
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or experience a drug use disorder. We don't haveet data. We do have it for
cocaine and it's 23 percent. And we do have ibfoates, and it’'s 25 percent. So if
| was going to guess, | would say it's around thab. about a quarter of all people
who have used crystal methamphetamine are liketiet@lop a problem and the
remaining 75 percent would not. And that's workRypfessor Jim Anthony.

PROF GALLOP: And is that why you say in the Iriglview that it's targeted?
PROF RITTER: That was Caitlin.

MS HEWETT: Caitlin.

PROF GALLOP: Caitlin. Sorry, Caitlin.

PROF HUGHES: [I'll speak to that because | wadehd author. So for those
who’ve not read the full report, because it watajaktensive, the models that we —
we were tasked — so Alex Stevens and | and songe otileagues were tasked with
looking at experiences in nine countries that hedk@pted alternatives to use and
possession, countries like Portugal, the Czech RepGermany, Australia, United
States, UK and others in looking at what have liberexperiences to date in terms
of impacts in relation to use, health harms, crahjastice systems, stigma, social
issues to do with peoples’ access to employmenticgsrand the like.

We then devised models that extrapolated from aath®f the different
experiences. So the whole goal was to look atrhkelels across countries in
different contexts because, by doing that, thenstatt to see what are the similar
patterns of outcomes and what are the differeraseswhat does that then tell you
about what might be the consequences if you adopei versus model B. And
S0, as you've noted, we came up with — well, tteeee'tually six different models but
one is depenalisation. And then there’s three nsaafedecriminalisation, one of
which is decriminalisation with no sanctions, os@ecriminalisation with civil
sanctions or fines, and then the third is decrifisadon with a targeted health/social
response.

So Portugal was the best known example of thattHawe are also two other United
States examples that have done something fairlyasinalbeit to kind of sometimes
lesser outcomes. But the — so, | mean, if you takemodel, you could be targeting
based on, you know, who is deemed to be depen@&mit doesn’t matter what the
drug is. You know, if it happens to be methampiméte or it happens to be — you
know, if you do it for all illicit drugs, which isshat we have suggested is still best
practice, if someone happens to be dependent dheardrug like cannabis,
providing those referral systems through to treatnoe social services would still be
recommended under that particular approach.

But it's about a targeted approach so not every@seto go to the treatment system
or social support system. You have to, of coysseyide additional resources for
treatment, social services, committed with anynrafas has been spoken about.
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PROF GALLOP: And would the police have any rai¢hat?

PROF HUGHES: Well, yes. | mean, the police heeinitial referrals. | mean, of
course models can differ in some parts of the woltid the prosecutors who make
the decisions. In Australia it's more — you knatrg at the policing end. So if you
applied that model here, it would be the police \ah® making the initial referral.

MS HEWETT: So if we talk about some of the diéfleces between the drugs —
obviously, Alison has kind of got a view — it seehte me in terms of the treatment
we’re talking — certainly it's not just communitegeeption, | think; | mean, it's the
reality that ice is a very, very different drugdannabis, or to MDMA. So I've seen
your view about the response. Does anybody else ai@ery strong view about the
need to have, like, maybe mandatory assessmergabmient in one case or not in
another, or the admission of conduct, for exam@®uld that vary, or should it all
be kind of the same, dependent on what illicit dtug?

COMMISSIONER: 1think someone made the pointiead I've just forgotten
who it was — that it's — the key thing is the impatthe drug on the individual, and
the harm that it's causing.

MS HEWETT: But also on the individual and — wottlde the harm that it's
causing that person, but also what about the pewplend that person?

COMMISSIONER: Well, I think that's another, carly, dimension of harm that
any model would have to take into account. It ndesthat. And this is why I'm just
wondering this — an idea of a body like the Dissya€ommission, perhaps
differently designed, but say a tribunal, that dowith some nuance, triage people
according to the harm, be it harm to themselvasskrof harm to others around
them. Would that not be a way of distinguishingA®en the relative harms of the
different — of the different substances?

PROF GALLOP: Can I just —so one of the initldaghts | have on that is that if
there’s a lot of people that — well, a proportidrpeople using ice, MDA — would we
add cannabis in as well? — without any impact @ir tives - - -

COMMISSIONER: Yes.

PROF GALLOP: - --well, why should they havegmto a Dissuasion
Commission?

COMMISSIONER: Well - - -
PROF GALLOP: Only to be sent away?
COMMISSIONER: Well, this is what happens in Pgel you know: they are sent

away. The matter is stood over, and left in linoindil, perhaps, one day, they come
back.
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PROF RITTER: And it's expensive, and it's a wasbe 75 percent of the people
who are detected.

PROF SEEAR: And also, too, | just want to say stinimg, at the risk of putting in
something very controversial to the discussion - -

DR WEATHERBURN: No.

PROF SEEAR: - - - but | must say this. I'm notesif this is what you mean,
Commissioner, too. But if the harm of drugs werée¢ adjudged according to some
kind of population-level criterion, whatever it rhigbe, you know — there’s not only
the point that Geoff makes, which | think is a venportant one, which is that many
people will take those drugs without experienciagnm, but also, too, there is some
complexity in the way that we think about and ustiand harm. And | have some
reservations about family violence in particulargd gendered violence in particular,
and the attribution of harm to substances.

Now, | know there’s a lot of work done on thesefs. | know Don has done a lot
of work on these issues. You know, | have recettiypleted a project where what
| did was interview lawyers and judges from acrésstralia and Canada on these
issues, and one of the things, perhaps unsurplysitingit | heard repeatedly through
that research is that lawyers very much delibeyatttibute something like family
violence to drug use because they believe thastitagegically advantageous for
them to do so, in certain contexts, with certairgisiaates or judges; and then this
very much contributes to, and sort of concretiaasynderstanding of family
violence or other gendered violence as causedunysdr

And so, | guess, given that, you know, the vasonitgjof such violence is
perpetrated by men, and there’s been no discus$igender here today, | just want
to put that on the table; | think it's very impamt, and that if women — you know,
generally — if women or others who didn’t perpedrsitich violence, had to go
through such a system, and were in some way kirsaaétioned, or if the sanction
or administrative response was based on populéiei-understandings of the
relationship between drugs and violence that tresibte.

DR WEATHERBURN: Well, can I just say that the @smnce on ice and violence
takes full account of the other factors that mighigoing on. | don’t think there’s

too much debate that regular ice users are magby liknot definitely, but more

likely — to engage in violent behaviour. And | ¢ajour point about not wanting to
dismiss domestic violence as purely a consequeioeitng drunk, or purely a
consequence of being on ice. The public policyass not whether it — is not that;
it's whether it increases the risk. And | thinkstno — no doubt having a bad attitude
towards women increases the risk, too.

PROF SEEAR: But-—yes. But part of the point fimking, Don, is that if there’s a
— if it increases the risk at that level, and th®at logic is applied to the individual
who goes through the system — for instance, ifragrewere to come in front of a
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tribunal or other dissuasion committee, and thevwias, “Oh, you've taken ice, and
we think — we know that that increases the riskg know, based on the research
that you and others have undertaken. “Therefotdlyme sanctioned in a particular
way, because of the theoretical risk.” That - - -

DR WEATHERBURN: Well, | wouldn’t - - -

PROF SEEAR: - - -troubles me, that - - -
DR WEATHERBURN: - - - agree with that, no.
PROF SEEAR: - - -kind of conflation of - - -

DR WEATHERBURN: No. Well, | mean, the criminaWw is not supposed to
sanction people for what they might do.

PROF SEEAR: That's my point.

MR ODGERS: Well, can I can just follow upon thag¢cause | think one of the
benefits of the Portuguese model is, it attemptiotan overall assessment of a
person’s problems. They come — they may be coilmétguse they've — using
drugs, but the first thing that the tribunal with,dbr the — what's it called?
Commission?

COMMISSIONER: Dissuasion Commission.

MR ODGERS: Is look at whether there are problenmsterms of dependence;
obviously that’s one, but also in terms of othemsiderations. And it may be that
domestic violence will be mentioned, and they’llmean, they've got a social
worker; they've got a psychiatrist; they've ggdu know, a lawyer. So they'll be —
they’'ll be trying to come up with not just a resperto the drug problem; they’ll be
trying to assist that person to deal with what rbay whole range of problems.

PROF SEEAR: But you know - - -

DR WEATHERBURN: That's fine if you don’t belieubat the prohibition has any
effect on willingness to use drugs. If it doesdawn effect on willingness to use
drugs, that solution is not going to work on itsrowNow, I’'m not taking a position;
I’'m just simply saying, that's predicated on thewsption that the only harm is the
harm felt by the user or inflicted by the usemdan, the criminal law, for example —
the prohibition against drinking and driving is ésknot because there aren’t plenty
of people who could drive around drunk without Imgvan accident; it's because it
increases the risk of having an accident. So wahipit it for everybody. And the
logic behind — I'm not — you've already heard mgws on this.

MR ODGERS: Yes.
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DR WEATHERBURN: But the logic behind prohibiti@m ice use is that it will
discourage people from using it, and we want thdiappen because we think that if
they do use it, there’ll be more people experiegeissaults and the rest of it. So, |
mean, all I'm saying here is that the consideratibprohibition is not solely about —
this is the point you made earlier — not solelywthwhether it will benefit the user,
but whether there’ll be a macro benefit for theydapon as a whole.

MR ODGERS: Quite.

PROF SEEAR: Canljust---
MR ODGERS: I'mjustnot- - -
PROF SEEAR: Canl---

MR ODGERS: - - - following why what | was talkiradpout would not address
those issues as well. | mean, surely, taking bthie@equation a criminal conviction,
a risk of imprisonment: sure, that’s not theraut B every other respect, that body
is not — | mean, it is therapeutic, but it alsd daes have the capacity to impose
sanctions; it does have the capacity to push paafm places they don’t want to go.
I’'m just not persuaded that that won't be an adegjtesponse to the issues you - - -

DR WEATHERBURN: Well, I take it back to the — drtaking up too much time?
MS HEWETT: No, go on.

DR WEATHERBURN: So my point is simply this. Letimagine two scenarios.
One scenario is, we get rid of the prohibition agause and possession of the drug,
we supply treatment to everybody, and there’s oeegse in consumption or
prevalence: net outcome positive. Second scergnou do exactly the same
thing, and you get a reduction in harm caused ¢pleewvho are using
methamphetamine, but blow me down if it isn’t offeg the fact that more people
are now using it who wouldn’t have used it previguso what we won with one
hand we lost with the other. Now, I’'m not sayingeas more likely than the other;
I’'m just saying that both are possible scenariod, the one you're describing has a
net benefit on the on the assumption that ther@’'sat increase in consumption.
That'’s the point I'm making.

MS HEWETT: Okay. Well, ifwe go - - -

MR ODGERS: Well, on —even if — can | just respaery quickly — even if there
IS some increase in consumption, it may be thahétdenefit still is greater - - -

DR WEATHERBURN: Oh, it may be. It may be, abdely.

MR ODGERS: Because | think we need to emphabséénefits.
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DR WEATHERBURN: I'm just taking - - -

PROF GALLOP: Don - - -

DR WEATHERBURN: - - - issue with this certaintyatt everybody has that there’s
going - - -

PROF GALLOP: - --nobody’s certain.

DR WEATHERBURN: - - - to be no problem.

PROF GALLOP: Nobody’s saying that.
DR WEATHERBURN: But they're saying - - -

PROF GALLOP: But, Don, you'd have to stick in imareduction measures, too,
into your analysis, wouldn’t you?

DR WEATHERBURN: Well, I'm not quite sure what yaoean by saying I'd
“have to stick in harm reduction”.

PROF GALLOP: Well, because - - -
DR WEATHERBURN: I'm big fan of harm reduction nseaes.

PROF GALLOP: - - -the consumption of somethifg;s surrounded by harm
reduction, doesn’t necessarily lead to those canmhs you're talking about.

DR WEATHERBURN: Well, I tell you, there’s a grgad@per you should read, by
Jonathan Caulkins, about this. And the pointas yflou can reduce the harm for the
individual user substantially and still end up watimet increase in harm if more

people to start taking the drugs. Now, I'm notisgythat will happen; I'm simply
saying that's a possibility. So you can, for exénpupply needles and syringes, of
which | support, to drug users, and that’s a nsitp@, as long as there isn’t any

increase in consumption. And that’s, in fact, hbseems to have played out - - -

MS MADDEN: Well, that depends on how - - -

DR WEATHERBURN: - - - with needle exchange.

MS MADDEN: - - - you define “harm”, though.

DR WEATHERBURN: No increase in consumption; &enefit all around.

Totally agree with it. Whether it's going to beaedly the same if we decriminalise,
| think, is less certain.
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MS MADDEN: But it depends on how you're definitigarm” in the first place,
right?

DR WEATHERBURN: Sorry?
MS MADDEN: If you're defining “harm” as any drugse - - -

DR WEATHERBURN: Yes, I'm assuming any — my worgiassumption is that
increases in the prevalence of use - - -

MS MADDEN: Is necessarily harmful.

DR WEATHERBURN: - - - and increases in consumptiall generate more harm,
and that can be — that could be mitigated - - -

PROF GALLOP: That's right.

DR WEATHERBURN: - - - but only up to a point, Wiharm — so for disease, you
can do a substantial mitigation, through needldarge and the like; in terms of
crime, less sure, you know; in terms of violenggth this particular drug, less sure.
MS HEWETT: And that comes back to - - -

PROF RITTER: This was the discussion - - -

MS HEWETT: - - - Alison’s point.

PROF RITTER: - - - before lunch, about - - -

MS HEWETT: Yes, and also - - -

PROF RITTER: - - - prevalence versus harm.

MS HEWETT: But, | mean, you use those figure@®percent and 25 percent, but,
I mean, | think, the — again, the common perceptionld be that ice is a very
different drug, and that it — that is — that it knbbw it's very hard to get statistics on
this.

PROF RITTER: Sure. Sure.

MS HEWETT: But certainly the common perceptionebbe that there is virtually
—it's very hard to have safe use of ice. It mayghite feasible to have pretty safe
use of - - -

PROF RITTER: I'm not sure | agree with that at al

MS HEWETT: - - - cannabis, so, you know - - -
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PROF RITTER: Wait a moment. Yes, that is the eam perception. That is
absolutely the common perception.

MS MADDEN: That's the perception, yes.

PROF RITTER: And our problem is that that comrpenception is wrong.

MS MADDEN: Yes.

MR SCIPIONE: Well —well, | mean - - -

PROF RITTER: That is exactly the problem.

MS MADDEN: Thank you.

MR SCIPIONE: Then that's where there’'d be a diffg view, and you'd expect
me to talk about the other side of the coin. FRoéingagement with people that are
suffering from an addiction to crystal meth is ttiadre is a much greater risk of
serious violence than somebody that they weremtgalith that had a similar

addiction even to heroin.

PROF RITTER: Yes, we — | think we all agree oatthoint. The issue is whether
any use of crystal methamphetamine is always astsacwith harm.

MS HEWETT: No, no. But | think that's extremém't it? | mean, it's the “more
likely”. It's not 100 percent - - -

PROF RITTER: Well, it's - - -

MS HEWETT: - - - or zero percent.

PROF RITTER: It's that 25 percent.

MS MADDEN: Yes, that’s - - -

DR WEATHERBURN: But that's — hang on. That's dapent use.

PROF RITTER: | mean —that is dependent uset'Sha-

DR WEATHERBURN: Yes.

PROF RITTER: - - -dependent - - -

DR WEATHERBURN: Well, | just wanted to point atliat — I'm no medico — |
happened to read that book that NDARC just pubtishethis issue, and it does

seem that methamphetamine, unlike many other doagses significant
cardiovascular risks even on a single use. I'msagtng they're that high at that
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stage, but the health effects seem to start frenbéginning, not only at dependent
use. Whereas | understand it, with heroin, thesrége really low, in terms of health
effects, as long as it's clean supply.

DR WODAK: Well, always have to distinguish betwmggharmaceutical - - -

MS MADDEN: Exactly.

DR WODAK: - - - methamphetamine and black-markethamphetamine - - -

MS MADDEN: Exactly.

DR WODAK: - - - where you don’t know the dosegdaton’t know the
contaminants. And likewise with heroin, and likea/with any other drug.

DR WEATHERBURN: Yes, | know, but we weren’t dissing legalising
methamphetamine, so it’s still going - - -

DR WODAK: No, no, but - - -

DR WEATHERBURN: - - - be black-market - - -
DR WODAK: - - - you were talking about - - -
DR WEATHERBURN: - - - methamphetamine.

DR WODAK: You were talking about pharmacologigak, and I'm saying to you
that - - -

DR WEATHERBURN: Yes.

DR WODAK: - - - pharmacological risk has to besbéd on knowledge of what
happens with the pharmaceutical preparation oflthg - - -

DR WEATHERBURN: Right.

DR WODAK: - - - not with the black market, becauke black market adds a
considerable amount of toxicity.

MS HEWETT: All right. But if we could - - -

DR WEATHERBURN: [I'll defer to you.

MS HEWETT: If we can — if we can agree — well,yipa not agree, but at least
consider the possibility — that ice is associaté@tl wuite a degree of self-harm — not

always, but a strong degree — and a particularbngtdegree of violent behaviour
that is associated with it as well, then we kindjef to the point of, “All right, so

.SPECIAL COMMISSION 18.9.19 P-4054



10

15

20

25

30

35

40

45

how do we deal with it?” How do we deal with ths an issue before the
Commission, in terms of trying to minimise thatmaand whether you need, you
know, mandatory assessment, mandatory treatmewhether you have to admit
conduct — for example, you’ve said, that’'s a realie in terms of the cannabis thing.

MR ODGERS: Ifit's a crime.

MR SCIPIONE: Caution.

MS HEWETT: Cannabis caution.

MR ODGERS: Ifit's a crime.

MS HEWETT: Well, I don’t know - - -

MR ODGERS: It doesn't feature if it's not a crime

MS HEWETT: Well, it may be less of an issue s ot a crime, but in terms of —

in terms of treatment, and, | mean — | understamview that some people think —
have suggested that using ice is, you know — ersgmal choice, and that there
should be, you know, nothing against it, but thettee an awful lot of people, I think,
in the community, would say there’s — it’s stilithas the prospect of raising, you
know, all sorts of other issues, all sorts of ottréminal issues. So there is — there is
some kind of benefit in a stick idea as well. 3o just trying to get some sense of
how that would be best done as part of a kinddifarsion program or a treatment
program. Anybody got any views on that?

MS LLOYD: Well, can I just — there’s just onenigi| just have to say, and that's
about the stick approach, and | think it's relevanthe — | think it's — people have,
you know, said that it's almost supporting theguanent for depenalisation, the stick
approach. Well, someone that’s suffering substaseedisorder doesn’t care about
the legality of the drug, doesn’t care whetherdhgg is prohibited or not; they’re
just going to use it notwithstanding. And thatgdenced by the very high risk of
recidivism that we see of drug-related crime, the/tong criminal records that | see
of my clients that are using substances probleatichat | just don’t think that's a
good basis for going — for supporting the depeaabs model. And | just wanted to
clarify the word stigma that’s being used. | thiukdrew used it in a way — | think
he’s trying to say the deterrent effect of laws - -

MR SCIPIONE: Itis.

MS LLOYD: - - - like drink-driving and depenalisan, whereas a lot of us are
using stigma in a very different way. So | justnied to make it clear that, you
know, general deterrence is a very important faict@entencing and in drink-
driving and those public policy - - -

MR SCIPIONE: That's true.
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MS LLOYD: - - - laws, but in — for people suffag substance use disorder, | just
don’t think that that deterrent is a relevant cdasition, because they're not —
they’re going to use drugs no matter what.

MR ODGERS: Are you saying you shouldn’t use stitKs that what you're
saying? I'm trying to clarify.

MS LLOYD: Yeah.

MR ODGERS: So sticks - - -

MS LLOYD: Yeah.

MR ODGERS: So the Portuguese model of having danus of sanctions - - -

MS LLOYD: For someone who'’s using — someone wisofering substance use
disorder, | don't believe that the stick is goiegtave any impact on their using; |
think they’re just going to continue using notwitirsding. But for people — and |
don’t really know the evidence behind it, peopleovane just using personally and
not having any problems with their use, maybe tfaggtan effect. 1 don’'t know what
the evidence is, whether or not the stick apprdeshan impact or whether people
are just going to continually to casually use MDM#®festivals or use cannabis with
their friends and getting a penalty. | don’t knibwhat's going to stop them. Is there
any evidence anyone knows - - -

DR WEATHERBURN: Not on a single occasion. Theneb specific deterrent
effect from a tougher sanction on a person, whetloe for drug use or anything
else. But that’s not the issue; it’'s the longent effects. So, for example, just to
repeat, when we interviewed people seeking tredtatehe peak of the heroin
epidemic and asked them why were they seekinghiexat one of the most common
responses, as I've said, was to avoid trouble thighpolice and the courts.

And, secondly, there are studies in Switzerlancctvishow that when the police
closed down the Letten drug scene, there was d nagiease in the number of
people seeking treatment. And that makes peréatwes It's a real hassle when a
drug is illegal trying to score, trying to get catig trying not to get caught, trying
not to get a red dot. So there’s a whole lot afshes associated with illegality that
make treatment look pretty attractive after a f@arg. So it may not be everyone’s
preference for the way to get people into treatiaut as to the empirical question,
“Does the risk of being apprehended encourageniesatentry?”, yes, it does.

MS HEWETT: Well, that seems to be a kind of adamental difference of opinion
here, because there’s an awful lot of people saywdl encourage more people to
get treatment — or it should encourage more pdopyet treatment. And you're
saying the evidence is exactly the opposite.
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DR WEATHERBURN: Well, yes, this is not a philosopview. | am happy to
cite the evidence if you like.

DR WODAK: There are two major international ciisations of — diagnostic
classifications of drug dependence disorders, aerfan diagnostic and statistical
manual, WHO'’s International Classification of Disea And they’re very similar.
And both of them have, as very important criteriaiterion — and all the criteria are
supposed to be treated equally, but I think itistia say that most people treat — just
one criterion gets — seems to get more emphasishigeothers. And that is
continuing use despite severe adverse consequeAoeswhat that means is that
people have lost their health, lost their famibstitheir home, lost any savings they
had, lost a career, lost everything that anyongareably would hold dear to them
and they still use drugs.

We see that in life and we see that, no doubhencourts played out again and again
and again. And here we are talking about addingeraticks to these people and
assuming that that’'s going to change their behavidund | think it's inevitable

we’re going to have some sticks, but | very mucteagvith what Eddie’s saying;

I’d much rather see lots more carrots and lessmagbe no use, of sticks at all.

MS HEWETT: But it's a balance of risk, isn’t itBecause, obviously, some people
will continue to just do that no matter what thegd. And other people may be
deterred.

DR WODAK: But I think the other reason | say tleghe knowledge we have from
behavioural economics, where people respond taiisas very asymmetrically and
they respond much more to a positive stimulus theg do to a negative stimulus.
Now, it depends on how you set up the experim8&at,. for example, if we're talking
about gambling, they’ll respond much more to a thss they will to a gain. But in
a situation like this, | think setting it up so tigeople see that they get a benefit by
getting help when they’re really struggling. Irtkithat’s likely to be much more
effective than pushing them down further and pungglthem more.

DR WEATHERBURN: Well, hang on. | just want to bear - - -
MS MADDEN: One of the things we haven't talkedabhere - - -
DR WEATHERBURN: I'm not suggesting tougher peigat

MS MADDEN: Just hang on a sec. |think one @ things we haven't talked
about here at all is some of the sort of neuroadlagtffects of some of these drugs.
You know, this idea that people will just do it aedless and keep doing it no matter
what they lose, the fact is that people are unwiedly’'re suffering, they're sick,
they’re in withdrawal or whatever, depending on shbstance they're using. And
there are medical reasons for that. And | wouddy know, like to see a lot of people
sitting around this table just stop doing thath#y were really, really, unwell and
you knew there was this thing that was going tp stau feeling unwell. It's not —
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you know, it's not this — you know, and some ped@ege mental health issues that
they’'re managing, as well. Like, this is compldis - - -

MS HEWETT: But- - -

MS MADDEN: - - -it's not just some - - -

MS HEWETT: [don’t know.

MS MADDEN: - - - aberrant human behaviour.

MS HEWETT: | don’t think anybody is suggesting ihot complex, but | think
we’re trying to talk also - - -

MS MADDEN: Well, I think they are. | think youa

MS HEWETT: - - - about volunteer — voluntary trmant, mandatory treatment,
you know, that’s the other kind of big fundamernsale, | think.

PROF HUGHES: | think if we're going to answersthivhich | think we should
and, you know, it's set out in the terms, it's hgainportant to talk about whether
we’re talking about a model of decriminalisationraomodel of depenalisation as kind
of the first step. And, given the majority of p&mpround the table have been in
favour of decriminalisation model, that might bgaod thing to kind of talk through.
If we are putting up a model of decriminalisatiatle preferred one, then what
would the response be, if any? You know, threshpoids, all those sorts of things,
requirements.

THE COMMISSIONER: | hate to put a dampener or,that | think I'd like to
hear about both, if possible.

PROF HUGHES: Well, maybe do it as both, but hkhi’s just too open, it’s really
—it's very — like, it's almost impossible - - -

THE COMMISSIONER: It's complicated.

PROF HUGHES: - - -to answer.

THE COMMISSIONER: Yes.

MS HEWETT: Allright. So we’ll look at those twaptions then, one,
depenalisation; one, decriminalisation. What wdue the differences in the
preferred treatment there, in terms of voluntarg arandatory?

PROF HUGHES: Well, based on the evidence, | gdiyitely no compulsory

treatment. You know, if there is going to be aast f options, there needs to be
voluntary only. But I think - - -
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MS HEWETT: And that's in both systems or you'vstjtalking to the
decriminalisation?

PROF HUGHES: So - okay. So I'm talking abouteategisation, basically, like an
expanded diversion scheme for use and possess®mniSf | think what we've

learnt from the festival criminal infringement ne#ischeme was a great, you know,
initial trial, but requirements for people to pa4(® in order to avoid a criminal
conviction is pretty problematic for many peopleondse illicit drugs. As | wrote in
the statement that's been passed out to all ofty@uthreshold limits that were set in
regards to that particular scheme were very low p&ticularly it had the
requirement that people only possessed one eqsthey MDMA pill, whereas we
know that in — if you use the data on the — whpicgily people are carrying — or
using, rather, most people will use two or up t@eé¢h

MS DOWLING: So what threshold of pills, or quamnti - -

PROF HUGHES: So I think if you're going to desitye thresholds, then you need
to do something like | did with Alison Ritter, bNicholas Cowdery, as well, some
years back, where you take into account the |latestable evidence of what
quantities people who use drugs — and that inclbddsregular users as well as
occasional users — are using, but, also, what giesnre they purchasing, because
we know, particularly with MDMA, a lot of people Wbulk buy. So they may only,
you know, have two — consume two pills on one adoccadut if they are going out
and buying, you know, 10 or 20, then that's sonmgghihat you need to be able to
take into account in terms of the - - -

MS DOWLING: So it would be flexible definition @ personal — an amount for
personal possession?

PROF HUGHES: Yes. And I think, ultimately — sagdralia has been quite unique
in terms of devising drug trafficking laws wheretté are deemed supply provisions
in most states and territories, and where the gydrecomes the ultimate marker of
who is deemed to be a trafficker versus a consuméren you look in most parts of
the world, if there are threshold quantities, gitgntould be one indicator, but other
indications will also be looked at, like what i®tpurpose of the drugs? Is there
evidence of someone, you know, being a suppliek®, ldo they have scales at
home, lots of bags, those sorts of things.

DR WEATHERBURN: Can I just clarify something. #kte moment that's exactly
how the law works; it's a deemed supply that'sutedble. And the issue - - -

MR ODGERS: Just going to the burden of prooft puss the burden on the
defence, so - - -

DR WEATHERBURN: Yes. So the point is exactly wigau described as
happening in Portugal is what happens here. Ipthsecution wants to argue that
it's definitely supply and the defence wants toua g isn’t, the defence has to be
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able to make the point that, “Look, there are rastit bags. There’s no pill press
machine. There’s nothing that would otherwise éatk supply.”

PROF RITTER: But it reverses the burden of - - -
DR WEATHERBURN: Yes, it does reverse - - -

PROF HUGHES: It's the individual who has to mé#fke case. But | think,
bringing it back to the criminal infringement schesnwve can see that the scheme that
has operated for the last six months, there’s,kymw, a number of people who have
been able to access that scheme in regards to MDBAA the threshold limit that
was set was very, very low. So | think if you wgng to do an expanded
depenalisation scheme, you’d need much higher, neatestic, threshold quantities,
taking into account, you know, current using praesi

And I think the — one of the things we talked thgbua little bit in our diversion
review was whether there may be a means to use mmadern technology as a very
quick sort of assessment potential referral medmansuch as using apps or online
mechanisms, so that people can very quickly recsgwee sort of — basically, a
caution, they can do an online education systdnit, likke about amphetamine-type
substances, but there isn’'t a requirement, saydople to go to a tribunal
necessarily, because, particularly if you're thimkabout New South Wales, it's
very big. You know, rural regional issues, as Eduhs raised, are very complicated
when you start talking about access to — you krpitjng tribunals kind of all
around the state.

THE COMMISSIONER: Can | just make a point thefen just thinking from past
experience - - -

PROF HUGHES: Yes.

THE COMMISSIONER: - - - in another life, for exghe, the Mental Health
Review Tribunal, it reaches out to the whole sthézause of technology.

PROF HUGHES: Yes. Yes.

THE COMMISSIONER: And there are — you know - - -

PROF HUGHES: Yes.

THE COMMISSIONER: People present at the local camity health centre and
they have a link directly to Gladesville and thggtem is every bit as complicated as
anything like this sort of scheme could be andatks very well, surprisingly well.

It covers the whole state.

PROF HUGHES: Yes.
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DR WEATHERBURN: I've got an idea. How about yaaheme — because | was
worried about bumping someone into a criminal cotien just because they didn’t
want treatment. That doesn't sit well with me.t Baw about you have an
arrangement where you have a caution with a réfeertaeatment for those who
want treatment? You might have two or three oféhcautions. If someone decides
then that they don’t want treatment and they’regahg to go anywhere near that,
you have a fine with no criminal conviction attadheSo there’s some sort of - - -

PROF RITTER: Choice.

DR WEATHERBURN: - - - choice and it's not a cheithat involves having a
criminal conviction or not having a criminal contian.

PROF RITTER: Yes. That's possible. But with diker - - -

PROF HUGHES: Do you want me to talk about theepthodel?

MS HEWETT: Sure. Yes. We're just running - - -

PROF HUGHES: Yes.

MS HEWETT: - --close totime. That's all. Byes, | think that'sa - - -

PROF HUGHES: Sointerms of - - -

MS HEWETT: - - - good idea.

PROF HUGHES: In terms of decriminalisation, whiahk | said, was the preferred
option, there I think — the two best models, basedur review are either
decriminalisation with no sanctions and where ye@xpanding resources for
treatment, social services and the like concomitatit any reform, but it becomes
entirely voluntary for people to go and accessisesv And the other — the other
model is the decriminalisation with targeted redésr So it's like the Portuguese-
type approach. And — but, you know, they wouldhee— all of them would require

good threshold limits to be set.

MR ODGERS: Can | just query that. | thought Bgal wasn't just referral. They
can take away peoples’ entitlements, they can - - -

DR WEATHERBURN: They can. They can confiscate -
MR ODGERS: Yes. Ijust want to clarify that, bese - - -
DR WEATHERBURN: Driving license.

MR ODGERS: Yes.

.SPECIAL COMMISSION 18.9.19 P-4061



10

15

20

25

30

35

40

45

PROF HUGHES: They can —yes. They can ban yogoorg to a club, if - - -
MR ODGERS: Right. So just not referrals. It is-

PROF HUGHES: No.

MR ODGERS: They have sticks.

DR WODAK: Yes, they do.

PROF HUGHES: Yes. There are sticks attacheds. Ye

MR ODGERS: Right.

PROF HUGHES: But the ultimate aim is about shiftrom a criminal justice to a

MR ODGERS: Of course. | understand that.
PROF HUGHES: - - - health/social response.

MR ODGERS: |understand that. | did ask eabiefiore lunch what the success
rates are. And I'm not trying to get an answethat.

PROF HUGHES: Yes. And I didn't answer it, but #vidence is that many people
— the evidence shows that many of the people whoederred to treatment are —
change their mode of consumption, so switch froj@ctmg to smoking. So there’s
a lot of evidence of reductions in harms.

MR ODGERS: Harm reduction.

PROF HUGHES: And when you look at the overatliglocosts, the benefit to
society, it's significantly improved post-reform.

MR ODGERS: Thank you.

PROF GALLOP: There’s a difference, isn't therdyem — the paradigm that comes
to the table of policy is what we might call humaghts plus health as opposed to
just a narrow health, and Portugal is more, it seimme, on the health side of that
little spectrum. It's quite intensive. It's quit@erventionist. But it's
decriminalisation. But it is a very, very intensignd quite oppressive in some ways,
| think.

MS HEWETT: On the issues of thresholds, whichtl®a+ one of the things that
struck me was this blurring of the lines betwedat @f people who kind of supply —
kind of also classed as suppliers because thayirgtto supply themselves. Is that
an issue that should affect the thresholds? Howodosee that?
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PROF RITTER: So I think it's — | think settingsangle threshold is going to be
problematic, however it goes. | think there doescto be a range used, and this is
partly because drug consumption patterns diffay thange over time, and because
of social supply or supplying friends or purchasempugh for one’s own supply
over a weekend or something like that. So | thiin& complicated to come down to
kind of a single number or a single figure for ame drug. | think the issue of social
supply, which is purchasing enough for oneself amels friends, where there’s no
exchange of money is not technically cast as dgalind that, therefore, you can
have provisions for social supply in this notiortlmfeshold quantities.

How social supply is dealt with under the law iskmably a separate thing. | know
New Zealand has struggled a lot with notions ofa@upply and there might be
some good advice on that from - - -

THE COMMISSIONER: It's still a defence, of courseere.

MS LLOYD: Whether or not money is exchanged, st#l supply: offering,
sharing.

PROF RITTER: Yes. There's been an endeavounifbthat to make it clearer and

DR WEATHERBURN: The problem with the thresholgéeéis that what's
necessary for my consumption for one person - - -

PROF RITTER: Exactly.

DR WEATHERBURN: - - - is going to be enough tdl $&r somebody else.

PROF RITTER: Exactly. Yes.

DR WEATHERBURN: But, | mean, | know you don’t &khe presumption against,
but at least under the current arrangement yourcdee the case if you're over three
grams of methamphetamine - - -

MS LLOYD: But the practical reality of being imurt is it's very, very hard — very,
very hard, and if you've got, say, six grams of maphetamine, which is double
the indictable quantity, the magistrate doesn’dnieesee bags or paraphernalia.
DR WEATHERBURN: Right.

MS LLOYD: So double the amount, that's how - - -

DR WEATHERBURN: Okay. | take it as read, then.

MS DOWLING: It also means that they've got togevidence.
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DR WEATHERBURN: Yes. Okay.

MS LLOYD: But I think — does everyone agree ttint thresholds now are too
low?

MS HEWETT: Andrew, can | ask you on that?

MR SCIPIONE: Well, again, they have to be moviaggets. The reality is things
change, circumstances change, so it’s never remiliate to go back and review and
see how they are. They may well be underdoney ey well be overdone, if you
listen to some practitioners out there, in termguantities. But the thing is you
would need to go back and need to test that. ¥ma r- and that was the point that
was made, that you probably need to go back ane &aaether look because it's - - -
PROF HUGHES: Yes.

DR WEATHERBURN: So maybe you don't - - -

MR SCIPIONE: - - -it's old research.

DR WEATHERBURN: Rather than have a situation vehywu change the
threshold quantity, you chuck out the thresholdngiixanotion altogether and require
the Crown to prove that it was dealing on the add evidence they have.

MS LLOYD: Throw the onus back on them.

PROF RITTER: Indeed.

MS LLOYD: Imagine that.

MR SCIPIONE: Yes. But that would be an unlikelytcome, | would think.
Reverse onus is here for a reason and they’ll stickat, | would think, pretty

heavily.

DR WEATHERBURN: Well, they can do that, but yaanaecommend whatever
you like.

MR SCIPIONE: Yes. | mean, it doesn’t stop yolking a recommendation.
DR WEATHERBURN: How does it work under the oldistms Act?

MR SCIPIONE: Deemed supply was still there.

DR WEATHERBURN: Was it?

MR SCIPIONE: Deemed supply was still there.
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PROF SEEAR: Yes. But if someone — | mean, tlas wthis argument was run in
the High Court in Momcilovic and that — it failewl that instance, but | think it's
quite likely that another case could come to thghHZourt, and then it has to be
looked at across the board, in my view.

DR WEATHERBURN: Tell us more. What failed? Wihaippened?

PROF SEEAR: This argument. | mean, a Victoriasecof Momcilovic went to the
High Court where the argument was that the deemppl approach was in breach
of the Victorian Charter of Human Rights and it wasuccessful for technical
reasons which had to do with the limitations of Vhetorian Charter. But | think it's
just a matter of time until such an argument isagain. And the other thing | just
wanted to say as a separate issue which does telttis question of system design
is that, as | think many of you will know and soofeyou might have been involved
in, there was a case that was run in the UnitetkStast year of Eldred, in
Massachusetts.

And the issue in question in that case was thaa# a woman who had — I'm going
to not quite remember the facts, but essentiallgtvilad happened was, she, I think,
was paroled; she tested positive for drug use sardvas sent back to prison as a
result; and what she then did was argue, in thportant case, that she essentially
was being punished for having a medical problethénform of addiction — this was
the argument she made — and that this was a fooruef and unusual punishment,
that was in breach of the American Constitutiorawi\Nshe failed in that case, again,
for technical legal reasons, because the argunaaimt’'tbeen run at first instance,
but that is again a — that was a huge case, thay meernational experts — perhaps
even Alison; I'm not sure if you did — but manyamational alcohol and other drug
experts intervened in, and again is an argumeniatitisbe run again.

The reason why | think this is relevant to thiscdssion is because | think, if we — |
think, one of the problems with the kind of hybsigktem as we’re discussing is that,
you know, we might have — if we retained a threghiohit, which | agree we should
move away from, for all of the reasons said, bwtafretained a kind of threshold
limit of, say, three detections, it doesn’t makgidéal sense to me that we treat that as
a non-criminal and non-medical issue up to an hyitline, and then we treat it as a
criminal problem, if we also say that it's a medlijgeoblem. There’s a series of
different logics in circulation all at the one tim#ich, under the Eldred case, that |
mentioned, in the United States, sought to cha#lehgt legally. And I think,
actually, a legal challenge of that kind might beught here at some stage, and we
should take that into account in formulating angtegn design.

DR WEATHERBURN: There’s one correction I'd makeyour argument, and that

PROF SEEAR: Yes.
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DR WEATHERBURN: - - -is that it's not the caget you're treating it as a
medical problem up to three grams and as a crinonalafterwards. What you're
arguing is that the benefits of prosecution belokeé grams are not worth the cost.
That's why we have section five — what is it noWled? Section 10(1)(a), or (b) or
(c), or whatever. | mean, it's in that case yoaide that you're not going to impose
a conviction on somebody, because what they didsewdsvial, and the harm is
outweighed — | mean, the benefit is outweighedngyttarm. And that would — to me
—would be the argument you’d make if you're stugth a — | don't like the
threshold, but if you're stuck with the three-graute.

MR ODGERS: And can | interrupt and just say, Hrtttle confused about this
discussion, because there is no issue here — wetréebating whether or not there
should be a criminal offence of supply, and we'o¢ aceebating whether there should
be a criminal - - -

MR SCIPIONE: No, that’s right.

MR ODGERS: - - - offence of possession for theppae of supply.

DR WEATHERBURN: No.

MR ODGERS: The real issue is not what happenisarcourt. The real issue here
is what happens to the — when the police officene® across somebody who's got X
number of grams in their possession, and whattiey do. And, obviously, if the
police officer believes that they're actually a gligr, then they'll arrest them, and
they’ll have to — they'll go to court, and theyle dealt with. If the police officer,
however, applying some discretionary guidelingsgsahe view — considers that, on
the material, the amount taken puts them in sttggghsession situation, then it’ll —
they won'’t be - - -

MR SCIPIONE: Stephen, you're 100 percent righta police officer sees one
person transacting with another with one MDMA table-

MR ODGERS: That's right, it’s still - - -

MR SCIPIONE: - - - they'll deal with them as goglier.
MR ODGERS: Right.

MS HEWETT: They will deal with them as a supplier
MR SCIPIONE: Of course.

MS HEWETT: Because they have to, you mean.

MR SCIPIONE: Well, they see an exchange of moaay, they see - - -
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MS HEWETT: Right.

MR SCIPIONE: You know, like - - -

MR ODGERS: It's a supply.

MR SCIPIONE: They'll say, it's a straight supply.

MR ODGERS: So the problem is really just whemmebody'’s in possession of,
say — they've gone to their dealer, because they teaget two weeks’ supply, right,
and then the police officer comes across them iad them with X number of
grams. Could be for personal use; could be fppsu What do you do? That's the
problem you have to address.

MS HEWETT: And could | — and on that point, I'ta just like to ask — just to go
over this thing of the different treatment of MDM#&rsus ice, in terms of your
views of how they should - - -

MR SCIPIONE: Well - - -

MS HEWETT: - - - be treated differently.

MR SCIPIONE: Well, | think that the - - -

MS HEWETT: Or not.

MR SCIPIONE: The drug criminal infringement natischeme that run — what was
it, January to August, here in New South Wales?

MS DOWLING: Yes, it's been continued - - -
MR SCIPIONE: Sorry?

MS DOWLING: It's been continued - - -

MR SCIPIONE: Being continued, there you go.
MS DOWLING: - - - indefinitely now.

MR SCIPIONE: That covers not just MDMA and idethink the papers, in fact,
reflected about seven or eight different drug types

MS DOWLING: Yes, it's all illicits.
PROF RITTER: Page 17 of the - - -

PROF HUGHES: But mainly MDMA for which they weagplied.
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MR SCIPIONE: Yes, mainly MDMA, which is what itas — okay, so that was
specifically - - -

PROF HUGHES: 83 percent were for - - -
MS DOWLING: That's because it's only been — iisly being applied at festivals.

MR SCIPIONE: At music festivals. That will chand you broaden that out into
wider community settings.

PROF RITTER: That's right.

MR SCIPIONE: So — and that actually goes to Alsnigiestion about — we’re not
just talking about MDMA and ice here, because fitheme applies to all drugs.

THE COMMISSIONER: Can Ijust intervene here. riéar, | note the time. |
think I'm going to make it a — if people will indyg me to stay on till 4 o’clock —is
that possible for people? That doesn’t createdigitulties for - - -

DR WEATHERBURN: Well, I don’t know. We could amjrn for drinks at 5.

THE COMMISSIONER: And I think we really need ty and capture as much of
what remains of the questions on page 28 of tredibg paper as possible.

MS HEWETT: This is the administrative responsegiay? Yes.
THE COMMISSIONER: Yes.

MS HEWETT: Yes, okay. Well, so — well, we've betalking about the
administrative response that vaguely, kind of, &hoeply when a — apply when a
person is detected with drugs, and voluntary anddatory. And | think we
certainly haven’t come to any particular conser®uthis. But can | get people’s
views, then, on whether or not there should bedaicaional response, whether
there should be a mandatory health response, thbination, whether it should
apply to different types of drugs. We do seemaweeh~ maybe I'm wrong, but it
seems that there’s — would seem to be generalragraehat fines had lots of
problems. Have | —is there anybody wants to +c¢hations are a better idea than
fines.

PROF RITTER: Yes.
MS HEWETT: Okay. And then - - -
MR ODGERS: Can I just say, | wouldn’t rule ouvheg an ultimate — you know,

one possible sanction for a tribunal, in certanowinstances — a wealthy user, you
know, whatever — just, it shouldn’t be ruled ounaser available.
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MS HEWETT: Okay.

DR WEATHERBURN: Yes, I'd go along with that. lean, that was my
suggestion for avoiding a criminal conviction - - -

MS HEWETT: | think, Don - - -

DR WEATHERBURN: - - - that you start off with ypgautions, but when you
reach the point where the person’s not interestégeatment, still going to get
picked up, you want to — you want to have some kinsanction, but you don’t want

to have a sanction that results in a criminal ccim, that a fine might be
appropriate then.

MS HEWETT: Yes.

DR WEATHERBURN: But not a criminal infringemenbtice at first notice,
because — no offence to Andrew, but when they dired court attendance notices,
the number of people prosecuted in New South Waéed through the roof. So the
easier you make it for police to arrest somebduy,more people get arrested.

MS MADDEN: What would be the purpose of a finelanthose circumstances,
though? What would you be trying to achieve witat®

DR WEATHERBURN: Well, it just gets back to myigi about being nervous —
this is just the personal view — of being nervoloiswa what would amount to
decriminalisation.

PROF RITTER: You want a disincentive. Don wamtdisincentive. Okay.

MS MADDEN: Okay.

PROF SEEAR: And can | ask you this, Don: whatldde - - -

MS MADDEN: And is there evidence - - -

PROF SEEAR: - - - the consequence if someonétgdy the fine?

MS MADDEN: Yes.

DR WEATHERBURN: Well, the usual problems.

MS LLOYD: Because that’'s going to impact Aborigimpeople - - -

DR WEATHERBURN: But I'm comforted by the fact -ey don’t know this, but |

do — that the number of people picked up twiceus and possession of
amphetamine is quite small; the number pickedouphiree is almost — so that the
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problem is going to diminish the more times yowall caution. So you're going to
have a far smaller problem when you got peopléeit third — I'm just guessing it's
three; | don’t know what my learned colleague heitechoose - - -

DR WODAK: Well, is it possible that any systemfiofes could be adjusted for the
income of that person?

DR WEATHERBURN: Oh, that’s a great idea, yes.

MS HEWETT: But then would it make much differefic# they’re very wealthy,
would a $400 fine make - - -

PROF SEEAR: Well, in - - -

MR ODGERS: Well, that's the point.

DR WEATHERBURN: Well, that's what he’s suggesting
MR ODGERS: It could be adjusted.

MS HEWETT: Oh, | see.

MR ODGERS: It could be a $10,000 fine.

MS HEWETT: Oh, I see. Allright. Sorry, sorsgrry.

DR WEATHERBURN: It's the Bruce Chapman type ofieme, which | think was
a good one. And the Swedish day fine system ithenone.

DR WODAK: And Germany — Germany implements it.

MS MADDEN: And is there evidence that that adyaksults in some sort of
deterrent in terms of behaviour? What does it @@?we know what something like

DR WODAK: Well, it's - - -

MS MADDEN: - - - that would do? Why would - - -
DR WODAK: It’s introducing - - -

MS MADDEN: - - - we be doing that?

DR WODAK: - - - proportionality, after all.

DR WEATHERBURN: No, you mean the fine at all- -
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MS MADDEN: The fine.

DR WEATHERBURN: - - - does it have any benefit?

MS MADDEN: Why do — what are you trying to acheév

MR ODGERS: If you completely drug — if you're cplately dependent - - -
MS MADDEN: Are you just being moralistic about -

MR ODGERS: - - -you're probably right; it wonitork.

MS MADDEN: - - - their drug use? Is that it?

MR ODGERS: But not everybody is completely driggpendent. There’'ll be a
range of problems.

MS MADDEN: Yes. So we’re just being moralistiocut people’s - - -
MR ODGERS: No.

DR WEATHERBURN: No, I've got an answer to youregtion.

MR ODGERS: Just thinking individually.

DR WEATHERBURN: So if you come to the NDARC synspam, I'll give you
evidence that fines work, but | have to admit rightfront that, even though fines
work, love, it's a very, very weak effect, and pably not worth having them.

MS MADDEN: Thank you. All right.

MS HEWETT: All right. Well, then, if we go to edation — educational response,
such as a pamphlet or — you know, you were taliimgut apps — or the requirement
to attend an education session in general - - -

PROF RITTER: So I think —so I think C1, the psson of a pamphlet, is kind of a
no-brainer. | think that's really simple to dogdarould just be handed out as part — it
could be an app as well. | think the requiremerdttend an education session is
probably not an important part of this. If we'edking about a Commission of
Dissuasion type depenalisation, then they’re gtinge triaged through that system.
If we're talking about de jure decriminalisatioheh there’s no need for them to
attend an education session in any - - -

MR ODGERS: I'm confused - - -

PROF RITTER: In any mandatory sense.
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MR ODGERS: Sorry to interrupt. | thought we weegiing within the triage
system having the option of mandatory — of requeento attend counselling.

We're not talking about a general — | mean, | —uifdtlerstood. Maybe | — I'm just
clarifying now whether the — it — it's availableaacommission to require somebody
to attend.

PROF RITTER: Well, that's what I'm arguing.

THE COMMISSIONER: 1 think it could be both.

PROF RITTER: That’'s what I'm arguing about.

MR ODGERS: You — so you're supportive of - - -

PROF RITTER: That there shouldn’t be - - -

MR ODGERS: - - - that as distinct from - - -

PROF RITTER: Not required to attend. | wouldwghat irrespective of whether
it's a depenalisation panel or it's decriminalieatiwhat we need to do is make
available as many voluntary options as possibleluMarily attending an education
session, giving everyone a pamphlet with - - -

MR ODGERS: Yes.

PROF RITTER: - - - good information. Voluntardgtending education.
Voluntarily attending treatment and matching thaatment to the person’s needs. |
think all of it should be voluntary. We have maiwag mechanisms for drug courts,
for people with drug offending and serious offerdirwe have a prison-based
mandatory program in the CDP. We have a civil catmient program — the IDAT.
Those mandatory mechanisms are available for pedmbeare either at risk of harm
to self or others or engaged in serious offendiflgey work well. We don’t need

that in the context of simple use/possess. Whateeel is voluntary options and
good triage.

DR WEATHERBURN: Is this in a depenalisation atexriminalisation model?

PROF RITTER: In a depenalisation model. In aid@oalisation model you
wouldn’t have anything because - - -

DR WEATHERBURN: No. So my next question - - -
PROF RITTER: - - -it's not a criminal offence.

UNIDENTIFIED FEMALE: Yes.
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DR WEATHERBURN: Right. So my next question ishat do you do on the 14

used possession appearance? Do you - - -

PROF RITTER: |don’t think you do — | don’t thirylou do - - -
DR WEATHERBURN: You don'tdo - - -

PROF RITTER: If you've got the kind of treatment-

DR WEATHERBURN: So that’s kind of de facto deciralisation.

PROF RITTER: - - - system that Andrew’s been—iifs de jure decriminalisation.

There’s not a 14 because it's not a criminal offence.

DR WEATHERBURN: Sorry. | thought you were tallin - -
UNIDENTIFIED FEMALE: Iheard - - -

DR WEATHERBURN: - - - about the depenalisationtof
MS DOWLING: - - - talking about depenalisation.

PROF RITTER: | was trying to talk about both tlweess - - -
DR WEATHERBURN: Okay.

PROF RITTER: - - - the fact that both models @mehe table.

DR WEATHERBURN: All right. So there’s no problemth what you're
supposing if it's decriminalisation. Got that.

PROF RITTER: Yes.

DR WEATHERBURN: But if it's depenalisation - - -

MR SCIPIONE: There’s a problem.

DR WEATHERBURN: - - - what are you going to doevhyou get - - -

PROF RITTER: You - okay. Well, | mean, | woulgjae again that it doesn’t
matter if they come 14 times or - - -

MS LLOYD: Yes.
PROF RITTER: ---20timesor---

DR WEATHERBURN: Okay. Yes.
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PROF RITTER: - --25times. It's about someveere to listen to them, to offer
them advice and support, to try and facilitate asdethey need it. And as we know,
with quitting any addictive behaviour, it takes gamany goes and you never know
the moment that it's going to be the right time toat person.

PROF RITTER: You just keep doing it.

MS LLOYD: Canljust---

MS MADDEN: Alison, could I just ask you a questioWith the mandated
treatment stuff you just referred to - - -

PROF RITTER: Mmm.
MS MADDEN: - - - didn’t you say earlier that thdesn’t — it isn’t effective?

PROF RITTER: But when it's not one of those, witemthe kind of — you know,
the - - -

PROF RITTER: - - - compulsory detention - - -

MS MADDEN: All right. Thank you.

PROF RITTER: - - - programs like in Southeastadstountries and so on.

MS LLOYD: Can Ijust share just an anecdote fraelient | had many years ago.
And 1 just think we do need to appreciate that thifyou are suffering substance
abuse disorder, it is a chronic and baffling diseas

PROF RITTER: Mmm.

MS LLOYD: And it does take many people many times

PROF RITTER: Yes.

MS LLOYD: And sometimes they fail.

PROF RITTER: Yes.

MS LLOYD: And | had one client, he had a 53 pageinal history and he was a
user of heroin. And he just never wanted to gipe He'd been using since he was
13. He didn’t have any other life experience besidsing heroin. He was in and out
of jail. He had low quality of life, from my obsation, and was institutionalised.
And he was lucky enough to go in the ballot for tbenpulsory drug treatment

prison.

PROF RITTER: Mmm.
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MS LLOYD: And I'm not saying that it works for ewyone. And about a year after

| got a phone call from him. And everyone had sgodi know — my boss at the time
had said, “Give up on him. He’s always going tdéore the courts” and his
family had all walked away. He had no support.dAe rang me a year later and
said it worked.

PROF RITTER: Mmm.

MS LLOYD: “I'm clean for the first time in my lifé

PROF RITTER: Mmm.

MS LLOYD: And he was - - -

MS HEWETT: And that was through the compulsonygir - -

MS LLOYD: Yes.

MS HEWETT: - - - treatment program.

PROF RITTER: That's the prison-based program.

MS LLOYD: And I'm not saying that's the - - -

PROF RITTER: Yes.

MS LLOYD: - - - program for everybody. He was.4de had a 53 page criminal
history. 1think it’s just important to remembéiat it is a very difficult disease to
overcome and that - - -

PROF RITTER: Absolutely.

MS LLOYD: - --we need to continually provide mgrtunities - - -

PROF RITTER: Yes.

MS LLOYD: - - - for recovery from that, whethdérde down a harm minimisation
path or - - -

PROF RITTER: Absolutely.
DR WEATHERBURN: Mmm.

MS LLOYD: - - - an abstinent path. And that’'syhagree with you that you just
—if there are — it’s the 14time, you just keep offering, keep offering - - -

PROF RITTER: Yes.
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MS LLOYD: - - - keep offering because it's a vergly disease.

DR WEATHERBURN: Why — just not wanting to be pomative, but why
wouldn’t you combine that opportunity with an intga?

MS LLOYD: What do you mean?

DR WEATHERBURN: Not a nasty one. Not a threapo$on. Not a threat of a
criminal conviction. But, for example, a fine 6@h, God, not again. I've been
sprung for use and possession.”

PROF SEEAR: Butisn't the fine only an - - -

MS LLOYD: They might not be ready.

PROF SEEAR: - - - an incentive if it carries cegsences? And that comes back
to that problem of - - -

DR WEATHERBURN: Well, hang on a secured. Notrgbedy - - -

PROF SEEAR: Isn’t-- -

DR WEATHERBURN: - - - fined fails to pay theimn.

PROF SEEAR: No, but - - -

PROF RITTER: Not the majority anyway.

PROF SEEAR: - - - the clients of people that dothe kinds of people - - -
DR WEATHERBURN: No, not the majority.

PROF SEEAR: - - - that do are the kinds of petipd¢ come to Eddie and my
services and often don’t have money, and thene; fie example, under the
Victorian infringement system, which is quite difat - - -

DR WEATHERBURN: Yes.

PROF SEEAR: - - - the fine escalates multiplessmUItimately you can have your
possessions taken and you can be imprisoned. Herd-t- -

DR WEATHERBURN: Yes, I'm well aware of the adversonsequences of fines.
And I'm trying to dodge or scale that problem dawynavoiding fining people at
first or second instance. So — | mean, | take ymimt. There are - - -

MS LLOYD: A fine doesn't determine the end of smone’s health condition in
any way.
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DR WEATHERBURN: No, but the thing is that the @ance indicates that people
— if it's unpleasant, constantly getting drugs, stantly having to score, whatever,
sooner or later there’s going to be an incentivegtek treatment. Now, I'm all in
favour of giving treatment to everybody who wantsegardless of pressure. What
I’'m wondering is, if you have a depenalisation mpédee you going to do what
Alison says: just keep on cautioning them — andrbt going to comment on the
political feasibility of such an arrangement, brg gou going to keep on cautioning
them forever, or are you going to have, at somatpeiWell, look, you know, if

you don’t want to plead guilty and you don’t wantgo and seek treatment, then go
pay the fine.” And there’s no criminal convictio@therwise go for the full
decriminalisation model and live with the risk tieahsumption might increase and
undo all the benefits you get from decriminalisatio

MS LLOYD: Well, | just think - - -

PROF HUGHES: Can I just note South Australiatees a depenalisation model
where there have not been limits on the numbenuds people can be referred for
use and possession of amphetamine-type substancdsodrugs. They've had
very, very few frequent flyers. Like, the — thigas - - -

DR WEATHERBURN: No, that's what | was saying &l But, you know - - -
PROF HUGHES: Soit's-- -

DR WEATHERBURN: - - - you better tell them thehet half of what happened in
South Australia, which is the number of peopleioe fiefault went through the roof,
and the number of people who were using — collgatamnabis for sale, you know,
there was this 10-plant limit. So everyone wasvgng up to 10 plants, and someone
was collecting the plants for sale. It's a comgiex - - -

PROF HUGHES: No, I — I'm talking about the diversfor drugs other than
cannabis.

DR WEATHERBURN: Right.

PROF HUGHES: And that particular scheme hass-oitie of the reasons why
South Australia has had very high diversion rights.

DR WEATHERBURN: Yes. Well, look, if | could thknof a completely harmless
solution to the problem, | would. But | happilyrmede that everything | can cook
up has got a problem associated with it. And kuento guess everything you've
come up with has got a problem, too.

THE COMMISSIONER: Is there a point at which it wd make sense to refer —
and this is at point 4 A, page 28 — and this folam from what Don’s been saying —
we were talking about fine which is B in paragrdph but the point at which it

would be appropriate to refer the person back totco
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MR SCIPIONE: Yes, absolutely.
PROF RITTER: Only if you attained it as a criminéence.
THE COMMISSIONER: Yes, of course.

THE COMMISSIONER: ...but would there be a pointdtich it would be
appropriate to refer the person back to court.

MR SCIPIONE: Yes. Absolutely.

PROF RITTER: Only if you retained it as a criminéence.
THE COMMISSIONER: Yes, of course.

MR SCIPIONE: Yes.

THE COMMISSIONER: Of course. Okay. When willudo that if it was
retained as an offence in a penalisation example?

DR WEATHERBURN: | will tell you what the court Wido.

PROF RITTER: You have to ask Don and Andrew asottily two people that are
advocating for depenalisation.

DR WEATHERBURN: They'll give them a fine. Judged the current way things
work, it's either a fine or a bond and the majogst a bond and about half of the
ones who get a bond get a supervised bond andhbelmlf get an unsupervised

bond and I'm here to tell you it makes no differemehether they’re supervised or
not.

MR SCIPIONE: Supervisor or not, doesn’t matter.

PROF RITTER: Doesn’'t matter.

DR WEATHERBURN: Has no effect whatsoever.

PROF RITTER: Okay.

DR WEATHERBURN: But | worry about the court refeélt | mean, it’s kind of
like, you know, | can’t handle this. Maybe youd¢ak My worry about it is that
they’re going to end up with a criminal convictiand so we’re back in the situation
where someone picked up for use and possess sit@plitothing else but that - - -

PROF RITTER: Yes.

DR WEATHERBURN: - - - is ending up with a crimir@nviction - - -
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THE COMMISSIONER: Yes.

DR WEATHERBURN: - - - and that worries me thad & — the benefit in terms of
the social benefit is outweighed by the cost.ifkhhat's the case.

THE COMMISSIONER: Right.

DR WEATHERBURN: | don’t know that for sure.

MS LLOYD: If it's the 14th time that someone’sttjieg a caution and they're not
responding to any of the referrals, then | think yast — you know, there’s a point
where you've just got to stop intervening in somesmpersonal life and just - - -

DR WEATHERBURN: There is a happy scenario - - -

MS LLOYD: - - - refer them back to court.

DR WEATHERBURN: - - - which is no one at arredtdoesn’t want treatment.
PROF RITTER: Yes.

MS LLOYD: Yes.

PROF RITTER: There is.

DR WEATHERBURN: Which is to say, you know, if ygick — stop talking about
14 because it’s silly, but it would be a reallyeirgsting study to find out — | wrote
this down — really interesting to interview peopteheir first, their second and their
third arrest for use and possession and find oeaelh appearance what proportion of
them believe they have a problem.

MR SCIPIONE: Yes. What's changed.

DR WEATHERBURN: Because at the third, I'm guesgsihat quite a big — pure
guess quite a proportion would say, “I've got alpem”.

MS HEWETT: Just to finish this off - - -

THE COMMISSIONER: I'm sorry, | have one last gties - - -

MS HEWETT: Yes.

THE COMMISSIONER: - - - before 4 o’clock whichtisis: as far as an education
or a health response and I've wondered, if at aly paint of intervention when

somebody is cautioned or whatever, there wouldnlyesanse in requiring the person
to go and see a GP at Medicare rates to get aaassprescribed - - -
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PROF RITTER: Prescribed healthcare.

THE COMMISSIONER: Where the doctor has to sayet\ook, you have a
family history of mental illness and you’re usirug, you've got a heightened risk.”
Explain what it's all about and also give the persome useful advice.

DR WEATHERBURN: That's good.

PROF RITTER: Voluntarily, absolutely. A good tbagh health assessment would
be enormously beneficial.

MS HEWETT: That would be - - -

DR WEATHERBURN: And if they won't do that, themmy send them back to court
because you can combine this with your other suggesThe consolation prize is
that since you had to wait for n cautions to gethtd point, the number of people
who end up with a criminal conviction will be timpmpared with the number that
currently end up with a criminal conviction.

MS HEWETT: So just on that — the other point tyai wanted me to raise was that
— what power should a body administering the schieawve? Would that go to your

— would that go to your suggestion about being &blefer to Medicare?

COMMISSIONER: Possibly. Possibly, referring stroéy to a GP from
assessment. And | just — or an education session, -

MS HEWETT: Yes.

DR WEATHERBURN: It just should - - -

COMMISSIONER: - - - a health check.

MS HEWETT: And that would be — and, | suppose stiéhaven’t gone to that
system of that — well, we’re divided on that congaouy versus — or mandatory —
versus voluntary - - -

DR WEATHERBURN: Who's going to force them to se&P?

PROF RITTER: Are we divided?

PROF SEEAR: Yes, I'm not sure - - -

PROF HUGHES: | think we could do a hands up.

PROF SEEAR: Yes,I'mnot - - -

PROF HUGHES: Is anyonein - - -
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PROF SEEAR: - - - sure we're divided.

PROF HUGHES: - - - favour of compulsory?

PROF SEEAR: |don'’t think anyone’sin - - -

PROF HUGHES: Yes.

PROF SEEAR: - - - favour of compulsory.

PROF HUGHES: No.

COMMISSIONER: Then voluntary - - -

PROF HUGHES: Voluntary. Anyone - - -

COMMISSIONER: - - - is your recommendation.

PROF RITTER: Voluntary. Okay.

PROF SEEAR: Can | also just add that | thinkst jo tie that education
conversation off — | think it's extremely importahtt if education or any other —
you know, whether it's a pamphlet or a discussiath & GP, whatever it might be —
were offered voluntarily — then it, | think, goeghout saying that it has to be
carefully designed educational material that'sin@ny way stigmatising or
problematic. And in that sense | would recommédredimvolvement of various
experts, peer experts in particular, who have digaeto design that material,
including organisations that Annie has worked witte NUAA and AVOL, Harm
Reduction Australia, etcetera.

DR WEATHERBURN: Can I just add one last thingistlso you all know, we'’re
now talking about a really tiny number of peop&o we’ve thrown out all the
people that had a prior criminal record; we’veothin out all the people with a
concurrent conviction for another offence; we’ceé talking about the people who
will go on to commit another offence; we’re ndkiag about the people who got
one caution, or maybe even two. We're talking ablput the residue. So I just
wanted to tell you, there’s a small number.

PROF SEEAR: Can | say —can | say, Don, | ddnitk we have discussed - - -
MS MADDEN: Priors.

PROF SEEAR: - - - people with a prior convictioAnd actually that’s - - -

MS MADDEN: No, we’ve not.

PROF SEEAR: I'm glad you mention - - -
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DR WEATHERBURN: Okay.

PROF SEEAR: - --it, because one of the noteade is that for me, it would be
hugely problematic - - -

MS MADDEN: | agree.

PROF SEEAR: - - -to have any system that exdymople particularly who have

PROF RITTER: Yes.

DR WEATHERBURN: Yeah, right. Look, okay, | takkee point.
PROF SEEAR: Because it creates a system of pequst - - -
DR WEATHERBURN: Sorry. Totally concede the point

MS LLOYD: Signature with the cannabis - - -

PROF SEEAR: Punished under past systems and - - -

DR WEATHERBURN: But you'll still end up with arty number if you have a
concurrent conviction for another offence, a nongdoffence - - -

PROF SEEAR: Yes.

DR WEATHERBURN: - - - and if you've gone througbur first two cautions.
I’'m not criticising the arrangement, not at allju$t wouldn’t want to see inflated
expectations about the impact this is going to lavéhe justice system, or the
police, or - - -

PROF RITTER: Sure. Sure.

PROF SEEAR: But we also didn’t have a conversadioout that eligibility
criterion in relation to other offences, too. Alnkhow we’ve run out of time, but in
my view, you know, | think the Commission — it’snsething for the Commission to
reflect upon carefully, what the logic would betlmowing out all people with any
prior conviction. | don’t know what the rationdta that would be, but personally |
think that would be problematic, to throw out -deem all of those people as
ineligible.

DR WEATHERBURN: How does it work under cannakasittoning in relation to
prior record?

MS LLOYD: Two priors. Two prior cautions.
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COMMISSIONER: Two prior.

PROF HUGHES: You're not allowed to have concurdfences for violence,
sexual offences. You're only allowed two optioagyb through the scheme.

MR SCIPIONE: So there’s a range of things. ilt's - -

PROF HUGHES: Yes.

MR SCIPIONE: It's in those papers.

DR WEATHERBURN: You need - - -

COMMISSIONER: Thank you, Andrew.

PROF HUGHES: But again, in our diversion repsoine states don't - - -
COMMISSIONER: Thank you very much.

MS HEWETT: Well, I guess, we - - -

COMMISSIONER: Most appreciated.

MS HEWETT: Do you want to say anything, Commisgig before we draw this to
a - --

COMMISSIONER: Look, Ithinkitis - - -
MS HEWETT: Before you draw it to a close?

COMMISSIONER: - - - time to draw this to a closigank you. And I'd just like to
make a few thank-yous. Firstly, to Jennifer, facilitating this boisterous, and very
productive, | think, very interesting and helpfaundtable. I'd like to thank Senior
Counsel assisting, Sally Dowling, and the Commissitegal and policy research
staff for the enormous amount of work that went ithte preparation of the brief that
was circulated to all of you. And finally, I'd jubke to thank all of you for coming
here, giving us your time, your expertise, whick hust been splendid, and very
useful to me in my deliberations. I've got a lbhard thinking to do, and what
you've assisted me with today is of great help.d Anth those remarks, I think, I'll
call the meeting to a close.

MATTER ADJOURNED at 4.05 pm INDEFINITELY
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