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Insert at page 8.16 just before Table 8.12 (Replace all existing text between figure and 

table with this text) – note that referencing will need to be updated 

 

The AIHW (2003) reported that the mean age of initiation for injecting drugs for males was 16.8 
years and for females 17.1 years42. However, Day, Degenhardt and Hall43 found that the 2001 
Australian heroin shortage affected both the age at which substances were first injected (first 
injectors were older) and the first drug injected (change from heroin to methamphetamine). The 
drop in heroin injecting was offset by an increase in methamphetamine injecting, although there 
appeared to be a net decrease in the overall levels of youth drug injecting. The current sample of 
young offenders report very young ages of first injecting drug use as indicated in Table 8.12. 
 
New references for Chapter 8 
 
42 Australian Institute of Health and Welfare (2004). Australia’s young people: Their health and wellbeing 2004. Cat. PHE 
50. Canberra: AIHW. 
 
43 Day C, Degenhardt L, Hall W (2006). Changes in the initiation of heroin use after a reduction in heroin supply. Drug & 
Alcohol Review, 25(4):307-13. 
 
 

Replace Table 8.15 with this one, please – footnotes etc OK 

Table Error! No text of specified style in document..1 Factors influencing decision to first use 
illicit drugs (%) 

Males Females Total 
Influencing factors* 

Communitya Custodyb Communitya Custodyb Communitya Custodyb 
Curiosity  70 59 73 53 69[65] 58 
Peer pressure (friends 
used/offered drugs) 53 41 46 35 52[44] 40 

To do something exciting  17 10 16 6 17[10] 10 
Feel better /stop feeling 
unhappy 11 11 21 18 12 [5] 11 

To take a risk  10 5 12 0 10 [3] 5 
Family problems  7 8 9 6 7 [1] 8 
Work/school/relationship 
problems 5 3 8 0 5 [1] 3 

Traumatic experience 4 2 8 0 5 2 
Family complicity 3 1 3 0 3 1 
Don't know  3 2 4 6 3 3 
To lose or gain weight 1 0 4 6 2 1 
To relax or chill out 2 n/r 1 n/r 2 n/r 
Drunk at the time <1 0 0 0 <1 [2] 0 
 

 
 
Table 8.15 Factors influencing decision to first use illicit drugs (%) 

Males Females Total 
Influencing factors

*
 

Community
a Custodyb Community

a Custodyb
 Community

a Custodyb 
Curiosity  70 59 73 53 69[65] 58 
Peer pressure (friends 
used/offered drugs) 53 41 46 35 52[44] 40 

To do something exciting  17 10 16 6 17[10] 10 
Feel better /stop feeling unhappy 11 11 21 18 12 [5] 11 
To take a risk  10 5 12 0 10 [3] 5 
Family problems  7 8 9 6 7 [1] 8 
Work/school/relationship problems 5 3 8 0 5 [1] 3 
Drunk at the time <1 0 0 0 <1 [2] 0 
Don't know  3 2 4 6 3 3 
Traumatic experience 4 2 8 0 5 2 
To lose or gain weight 1 0 4 6 2 1 
To relax or chill out 2 n/r 1 n/r 2 n/r 
Family complicity 3 1 3 0 3 1 

‘n/r’ not recorded 
a Males=576, Females=101, Total=677; b M=181, F=17, T=198; *multiple responses permitted. 
Source: Victorian Youth Alcohol and Drug Survey (2004), Illicit drug findings, Table 1846 

8.3.3 Problems associated with substance use 
 
Table 8.16 examines relationships between three commonly reported symptoms (in the last month) 
and compares those who report no illicit drug use (i.e. excluding alcohol or tobacco) in the last month, 
with those who have used some of the main drug classes (in the last month). Because polydrug use is 
common and carries additional risks to the use of one substance, the table also presents data on 
those who have used one illicit drug class and those who have used two or more illicit drug classes 
(i.e. polydrug users). 
 
 

Table 8.16 Relationship between no, single and polydrug use and symptoms in past month (%) 

Substance use in past month
a 

n 
Tiredness/ 

energy loss
b 

Poor 
appetite

c 
Trouble 

sleeping
d 

No substance use  303 33 15 32 
One drug class 330 36 26 38 
Two or more drug classes 155 52 43 56 
Benzodiazepines   18 89 61 72 
Cocaine  29 38 35 59 
Other amphetamines  93 44 38 52 
Heroin   25 52 44 48 
Cannabis  445 41 31 44 

 
a N=792;  b N=301;  c N=197;  d N=308 
 
Table 8.17 reports on problems associated with illicit drug use in the past 12 months. 
 
 

 

 

 

 

8.3.3 Problems associated with substance 
use

Table 8.16 examines relationships between 
three commonly reported symptoms (in the 
last month) and compares those who report 
no illicit drug use (i.e. excluding alcohol or 
tobacco) in the last month, with those who 
have used some of the main drug classes 
(in the last month). Because polydrug use is 
common and carries additional risks to the use 
of one substance, the table also presents data 
on those who have used one illicit drug class 

and those who have used two or more illicit 
drug classes (i.e. polydrug users). Significantly 
more polydrug users reported symptoms of 
tiredness, energy loss, poor appetite and 
trouble sleeping than single or non substance 
users. Approximately one third of no or mono-
substance users reported tiredness/energy loss 
and trouble sleeping compared with more 
than half of poly-substance users. Appetite loss 
was reported by 15% of non-substance users 
compared with 26% mono-substance users and 
43% poly-substance users.

Table 8.15 Factors influencing decision to first use illicit drugs (%)

‘n/r’ not recorded
a Males=576, Females=101, Total=677; b M=181, F=17, T=198; *multiple responses permitted.
Source: Victorian Youth Alcohol and Drug Survey (2004), Illicit drug findings, Table 1846

Table 8.16 Relationship between no, single and polydrug use and symptoms  
in past month (%)

a N=792;  b N=301;  c N=197;  d N=308

Table 8.17 (overleaf) reports on social problems associated with illicit drug use in the past 12 
months.

The most common 
reasons cited for 

first using illicit 
drugs were:

• Curiosity (69%)

• Peer pressure 
(52%)

Poly-substance 
users were more 

likely to report 
tiredness, poor 

appetite and 
trouble sleeping 

than non-users and 
those using only 

one drug

Higher 
percentages 

of those using 
Benzodiazepines 

reported these 
three symptoms
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Table 8.17 Problems associated with illicit drug use in past 12 months (%) 

 Males Females Total 

Any problems* 42 45 43 

Problems with police (eg resisting arrest) 18 19 18 

Problems at home (incl tension/conflict) 17 13 17 

Problems with friends 14 10 13 

Problems at school 13 9 12 

Crime 12 7 11 

Health problems (eg concentration, memory, fitness)  9 11 11 

Lost friends 1 4 2 

Mental health 2 2 2 

 
Males=674, Females=118, Total =792; *M=636, F=112, T=748 

 
More young offenders from metropolitan areas (42%) compared to Regional young offenders (33%) 
reported that their substance use caused problems.  

8.3.4 Substance use and offending 
 
Fifty-three percent (53%, n=396) young offenders indicated that they had been under the influence of 
alcohol, drugs or both at the time of their offence [YPiCHS 54% (131)]. Table 8.18 displays the 
proportion whose offending behaviour was associated with alcohol and/or drug use. 
 
Table 8.18 Offending behaviour and alcohol and other drug use (%) 

Males Females Total 
Behaviour 

Community
a
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

Ever committed a crime to 
get drugs or alcohol 

45 61 48 76 45 62 

Affected by drugs        33 47 33 47 33 47 

Affected by alcohol     35 37 36 41 36 38 

Affected by either        52 59 53 59 53 59 
 

a Males=641, Females=113, Total=754; b M=204-6, F=17, T=221-3 
 
Almost all young offenders (97%, n=767) reported having consumed alcohol or other drugs. Figure 8.8 
presents the percentage of this ‘subset’ who reported committing a crime to get drugs or alcohol. 
 
Figure 8.8 Committed crime to get drugs or alcohol by gender, ethnicity, region, IQ and age (%) 

at  
time of 

last 
offence 

 
 

 
 

Table 8.17 Problems associated with illicit drug use in past 12 months (%) 
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Table 8.18 Offending behaviour and alcohol and other drug use (%) 

Males Females Total 
Behaviour 

Community
a
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

Ever committed a crime to 
get drugs or alcohol 

45 61 48 76 45 62 

Affected by drugs        33 47 33 47 33 47 

Affected by alcohol     35 37 36 41 36 38 

Affected by either        52 59 53 59 53 59 
 

a Males=641, Females=113, Total=754; b M=204-6, F=17, T=221-3 
 
Almost all young offenders (97%, n=767) reported having consumed alcohol or other drugs. Figure 8.8 
presents the percentage of this ‘subset’ who reported committing a crime to get drugs or alcohol. 
 
Figure 8.8 Committed crime to get drugs or alcohol by gender, ethnicity, region, IQ and age (%) 

at  
time of 

last 
offence 

Comparable percentages of males (42%) and 
females (45%) reported some form of problem 
associated with their illicit substance use in the 
past 12 months, the most common of which 
was problems with police. 

Subgroup analysis showed that more young 
offenders from metropolitan areas (42%) 
compared with regional young offenders 
(33%) reported that their substance use caused 
problems. 

8.3.4 Substance use and offending

Fifty-three percent (53%, n=396) young 
offenders indicated that they had been under 
the influence of alcohol, drugs or both at the 
time of their offence [YPiCHS 54% (131)]. Table 
8.18 displays the proportion whose offending 
behaviour was associated with alcohol and/or 
drug use.

Table 8.17 Problems associated with illicit drug use in past 12 months (%)

Males=674, Females=118, Total =792; *M=636, F=112, T=748

Table 8.18 Offending behaviour and alcohol and other drug use (%)

a Males=641, Females=113, Total=754; b M=204-6, F=17, T=221-3

Figure 8.8 (overleaf) presents the percentage of the ‘subset’ who reported committing a crime to 
get drugs or alcohol.

43% young 
offenders who 
used substances 
reported at least 
one problem 
associated with 
their substance use

29% reported 
problems with 
police or crime

53% young 
offenders were 
under the 
influence of 
alcohol, drugs or 
both at the time of 
their offence

45% young 
offenders had 
committed a crime 
to get drugs or 
alcohol
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Figure 8.8 Committed crime to get drugs or alcohol by gender, ethnicity,  
region, IQ and age (%)

Figure 8.9 presents data for the subset of 
young offenders with alcohol or substance use 
histories (n=767; 97%) who were under the 

influence of alcohol, drugs, or both at the time 
of their last offence.

Figure 8.9 Affected by alcohol, drugs, or both at time of last offence by gender, 
ethnicity, region, IQ and age (%)

Fewer CALD young 
offenders admitted 

to committing a 
crime to get drugs 

or alcohol than 
other sub groups

Regional offenders were more likely to be under the influence of alcohol at the time of their last 
offence.
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8.4 Drug treatment

To achieve reductions in substance use, drug 
policies need to simultaneously reduce both 
supply and demand. Supply reduction occurs 
through law enforcement and punishment for 
possession and distribution (i.e., the War on 
Drugs) as well as supply-reduction strategies 
designed to disrupt production and supply 
of illicit drugs. Demand-reduction strategies 
include the prevention of the initiation of 
drug use, reductions in pre-birth maternal 
use of drugs, environmental tobacco smoke, 
substance-impaired parenting, and harm-
reduction strategies to reduce drug-related 
harm for individuals and communities.46,47

Prevention and demand-reduction should 
constitute central strategies for young people. 
There are two primary ways to approach 
prevention. The first is based on the medical 
model of primary, secondary, and tertiary 
prevention.a The alternative approach assesses 
level of risk of a disorder and structures 
interventions based on assessed risk. Universal 
interventions are directed at whole populations 
at average risk; selective interventions target 
groups at increased average risk, and indicated 
interventions target individuals with early 
emerging problems.8,48 

Among adolescents, abstinence and 
zero-tolerance approaches to drug and 
alcohol prevention have been shown to be 
ineffective.49,50,51

Both international and Australian studies 
reveal very low rates of treatment utilisation 
for substance abuse among young offenders 
despite high problematic rates of abuse 
among this group. Given the strong association 
between substance abuse and crime and 
research that consistently identifies higher 
recidivism rates for substance abusing young 
offenders,33,52 successful treatment of substance 
abusing young offenders could be expected to 
reduce offending. However, fewer than 5% 
of young offenders who abuse drugs require 
detoxification.6 Despite using high levels of 
substances, most adolescent substance abusers 
do not reveal high rates of physiological 

dependence. However, irrespective of the 
physiological withdrawal syndrome, young 
people can reveal high rates of problematic 
behaviours immediately after ceasing drug use. 
The very high drop out rates reported in both 
adolescent and adult residential treatment 
programs reflect, in part, the psychological 
distress experienced by habitual drug users 
deprived of their drugs and the difficulties in 
adjusting to being “straight”.53

A meta-analysis of 69 studies54 investigating 
the impact of drug abuse treatments within 
the criminal justice system to reduce drug-
related crime found that offenders assigned to 
a treatment program were 41% more likely to 
show a reduction in criminal behaviour than 
untreated offenders. Treatment was more 
effective for juvenile than for adult offenders. 
There were little data available about the 
effectiveness of follow-up or aftercare programs, 
although the few studies that were available 
suggested that the more intense the after-care 
program, the greater the reduction in crime-
related behaviour. The results also showed 
that males but not females were more likely to 
reduce offending following treatment. Overall, 
the studies provided convincing support for 
the view that high intensity programs showed 
proportionally greater gains than low intensity 
programs with therapeutic communities and 
drug courts providing the best outcomes.

Nineteen percent (19%, n=125) male and 19% 
(n=22) female young offenders in the community 
sample reported receiving treatment for a 
drug or alcohol problem compared with 23% 
of the custody sample (22% males and 41% 
females). Of the young offenders with APS-
SF Substance Abuse Disorder severe symptom 
range (timeframe: six weeks) and/or ‘multiple/
high risk’ drinking (see Table 8.2), 30% (n=80) 
had received treatment for a drug or alcohol 
problem. In the custody sample, 16% (n=30) 
males and 23% (n=4) females believed they 
needed help for drug or alcohol problems.

Figure 8.10 (overleaf) reports perceived need 
for treatment for the sub sample of those 
young offenders who reported using drugs and 
alcohol.

a Primary prevention reduces risks and prevents new cases, secondary prevention limits harm in the early stages of a disorder, 
and tertiary prevention treats the long-term sequelae and consequences of the disorder

Abstinence and 
zero-tolerance 
approaches to 
drug and alcohol 
prevention have 
been shown to be 
ineffective

19% young 
offenders had 
received some 
form of treatment 
for their substance 
use problem 

30% young 
offenders with 
a substance use 
problem had 
received treatment
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Figure 8.10 Perceived need for treatment for young offenders with a history  
of drug or alcohol use by gender, ethnicity, region, IQ and age (%)

Figure 8.11 reports on the lifetime history of 
drug or alcohol treatment for the sub-sample of 
young offenders with a current drug or alcohol 
problem (meeting criteria for APS-SF Substance 
Abuse Disorder severe range and/or ‘multiple/
high risk drinking’). An additional 31% (n=149) 

young offenders not identified as having a 
current substance use problem reported that 
their substance use had caused them problems 
in the past year (with school, family, health, 
police, etc). 

Figure 8.11 Lifetime history of drug or alcohol treatment for young offenders with 
current drug or alcohol problems by gender, ethnicity, region, IQ and age (%)

An additional 31%  
young offenders 
not identified as 
having a current 

substance use 
problem reported 

that their 
substance use 

had caused them 
problems in the 

past year

Regional young 
offenders with 

a substance use 
problem were 

more likely to have 
received drug or 

alcohol treatment 
than young 

offenders in other 
metropolitan

ESB young 
offenders with 

a substance use 
problem were 

more likely to have 
received treatment 

than CALD young 
offenders
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Table 8.19 shows the percentage of young offenders who had received treatment for a drug and 
alcohol problem, number of times in detoxification and rehabilitation centres, whether they had 
completed their program, and length of stay (for rehabilitation centres only).  
 
Table 8.19 Experience of detoxification and rehabilitation centres for the subset of young 
offenders who had received alcohol or drug treatment (%) 

Males Females Total 
 

Community
a
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

Been in detoxification centre
i
 

Yes 37 33 57 43 40 35 

Number of times in detoxification centre
ii
 

1 59 71 75 0 62 57 

2 14 15 9 0 13 15 

3 to 5 20 14 8 100 18 29 

6 to 10 7 0 8 0 7 0 

Completed all detoxification programs
ii
 

Yes 45 50 42 0 44 41 

Been in a rehabilitation centre
i
 

Yes 48 39 41 57 47 41 

Number of times in a rehabilitation centre 

1 62 75 78 25 64 65 

2 15 0 11 25 15 5 

3 to 5 23 25 11 50 21 30 

Length of stay
iv

 

<4 weeks 51 42 62 75 53 50 

 1-3 months 39 42 13 25 35 38 

>3 months 10 16 25 0 12 12 

Completed all rehabilitation programs
iii

 

Yes 34 38 22 0 32 30 

 
a (i) Males=119-122, Females=21-22, Total=140-144; (ii) M=43-44, F=12, T=54-55 (iv) M=58, F=9, T=67 [low n] 
b (i) Males=42-44, Females=7, Total=49-51; (ii) M=14, F=3, Total=17; (iii) M=16, F=4, T=20 [low n] 

 

These rates are higher than the seven percent of the 398 young offenders in Dembo et al’s 
longitudinal study of high risk young offenders who had spent time in a drug treatment facility.

33
 

Similarly, a survey of 493 Australian drug abusing young offenders in a detained police sample found 
that 13% had accessed treatment, of which half were residential treatment programs.

56
 

 
Fifty-five (55%) young offenders on community orders who had received treatment reported having 
been in both rehabilitation and detoxification centres. 
 
Table 8.20 presents data on other drug and alcohol treatment received by young offenders. 
 

 

 

 

 

 

 

Table 8.20 Drug and alcohol treatment for total sample, and treatment received for young 
offenders receiving treatment other than detoxification and rehabilitation centres (%) 

Detoxification is one component of a 
rehabilitation (addiction management) 
plan, and involves management of physical 
withdrawal from substances of dependence; it 
may be medicated or non-medicated, and can 
occur in a variety of settings.55 Detoxification 
may be mandatory for those entering 
rehabilitation, which may be undertaken as an 
inpatient or as a participant in an outpatient 
program.

Table 8.19 shows the percentage of young 
offenders who had received treatment for a 
drug and alcohol problem, number of times 
in detoxification and rehabilitation centres, 
whether they had completed their program, 
and length of stay (for rehabilitation centres 
only). 

Table 8.19 Experience of detoxification and rehabilitation centres for the subset of 
young offenders who had received alcohol or drug treatment (%)

a (i) Males=119-122, Females=21-22, Total=140-144; (ii) M=43-44, F=12, T=54-55 (iv) M=58, F=9, T=67 [low n]
b (i) Males=42-44, Females=7, Total=49-51; (ii) M=14, F=3, Total=17; (iii) M=16, F=4, T=20 [low n]

Percentages of young offenders receiving 
substance abuse treament in detoxification 
and rehabilitation centres were higher than 
the seven percent of the 398 young offenders 
in Dembo et al’s longitudinal study of high 
risk young offenders who had spent time in 
a drug treatment facility,33 or the survey of 
493 Australian drug abusing young offenders 
in a detained police sample in which 13% 
had accessed treatment, of which half were 
residential treatment programs.56

Fifty-five (55%) young offenders on community 
orders who had received treatment reported 
having been in both rehabilitation and 
detoxification centres.

Table 8.20 (overleaf) presents data on other 
drug and alcohol treatment received by young 
offenders.

Of those who 
had received 
treatment;

• 40% had been 
in a detoxification 
centre

• 44% had 
completed 
detoxification 
treatment

• 47% had been 
in a rehabilitation 
centre

• 32% had 
completed 
treatment

55% young 
offenders who had 
received treatment 
reported having 
been in both 
rehabilitation and 
detoxification 
centres
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Males Females Total 
 

Community
a
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

Ever received other drug and alcohol treatment
i
 

Yes 19 22 19 41 19 23 

Treatment source
ii
 

AOD counsellor 26 14 42 0 32 8 

Youth workers 21 14 16 29 21 8 

Outpatient counselling 16 23 21 15 21 13 

Narcotics Anonymous (NA) 11 9 16 0 11 3 

Juvenile Justice Officer 11 0 5 0 11 0 

Psychologist 11 18 16 15 11 13 

Drug Court 11 14 11 15 11 8 

Alcoholics Anonymous (AA) 5 14 11 0 5 8 

Intensive Program Unit (JJ) 5 14 0 0 5 5 

General Practitioner 5 5 16 29 5 5 

Psychiatrist 5 5 11 15 5 3 

Type of treatment received
iii 

[low n]
 

Counselling 76 86 53 83 73 86 

Support/encouragement 12 7 27 0 14 5 

Medication 6 3 20 17 8 6 

Rehab/detoxification 3 4 0 0 3 3 

AA/NA 2 0 0 0 2 0 

Education 1 0 0 0 1 0 

Note: multiple response data 
a (i) Males=661, Females=115, Total=776; (ii) M=125 F=22 T=147; (iii) M=87 F=15 T=102; b (i) M=204, F=17, T=221; (ii) M=44 
F=7 T=51; (iii) M=29 F=6 T=35  

 

Table 8.21 reports on help received from other sources. 
 

Table 8.21 Help from other sources (family, friends, religious & community organisations) (%) 

Males Females Total 
 

Community
a
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

Ever received help from other sources
i
 

Yes 22 14 13 24 20 14 

Sources from which help was sought
ii
 

Family 55 78 67 100 56 81 

Friends 31 26 7 100 29 36 

Other counsellor 25 0 13 0 24 0 

Youth worker 10 4 20 50 11 10 

Salvation Army 1 4 0 0 1 3 

The Crossing 3 4 0 0 3 3 

Aboriginal medical service 2 7 13 0 3 7 

Priest 3 4 0 25 3 7 

Sydney City Mission/Mission Beat 1 7 7 0 2 0 

Help received
iii*

 

Family support unspecified 38 0 40 0 39 0 

Support/encouragement 34 4 33 0 33 4 

Counselling 23 86 20 70 23 84 

Education 2 0 0 0 2 0 

Rehab/detoxification 2 6 7 0 2 5 

Medication 1 1 0 30 1 5 

AA/NA 0 3 0 0 0 2 

Note: multiple response data 
a (i) Males=645, Females=114, Total=759; (ii/iii) M=140, F=15, T=155 

 
 

Males Females Total 
 

Community
a
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

Ever received other drug and alcohol treatment
i
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Type of treatment received
iii 

[low n]
 

Counselling 76 86 53 83 73 86 

Support/encouragement 12 7 27 0 14 5 

Medication 6 3 20 17 8 6 

Rehab/detoxification 3 4 0 0 3 3 

AA/NA 2 0 0 0 2 0 

Education 1 0 0 0 1 0 
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a (i) Males=661, Females=115, Total=776; (ii) M=125 F=22 T=147; (iii) M=87 F=15 T=102; b (i) M=204, F=17, T=221; (ii) M=44 
F=7 T=51; (iii) M=29 F=6 T=35  
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Priest 3 4 0 25 3 7 

Sydney City Mission/Mission Beat 1 7 7 0 2 0 

Help received
iii*

 

Family support unspecified 38 0 40 0 39 0 

Support/encouragement 34 4 33 0 33 4 

Counselling 23 86 20 70 23 84 

Education 2 0 0 0 2 0 

Rehab/detoxification 2 6 7 0 2 5 

Medication 1 1 0 30 1 5 

AA/NA 0 3 0 0 0 2 

Note: multiple response data 
a (i) Males=645, Females=114, Total=759; (ii/iii) M=140, F=15, T=155 

Table 8.20 Drug and alcohol treatment for total sample, and treatment received  
for young offenders receiving treatment other than detoxification  

and rehabilitation centres (%)

Table 8.21 reports on help received from other sources.

Note: multiple response data
a (i) Males=661, Females=115, Total=776; (ii) M=125 F=22 T=147; (iii) M=87 F=15 T=102; b (i) M=204, 
F=17, T=221; (ii) M=44 F=7 T=51; (iii) M=29 F=6 T=35 

Table 8.21 Help from other sources (family, friends, religious & community 
organisations) (%)

Note: multiple response data
a (i) Males=645, Females=114, Total=759; (ii/iii) M=140, F=15, T=155
b (i) M=198, F=17, T=215; (ii) M=27, F=4, T=31; (iii) M=70, F=10, T=80; *[YPiCHS: in custody]

19% of the total 
sample had 

received some 
form of drug and 

alcohol  treatment 

32% young 
offenders received 
treatment from an 

AOD counsellor; 
21% from a youth 

worker and 21% 
from outpatient 

counselling

Family (56%) and 
friends (29%) were 

other sources of 
support for young 

offenders with 
AOD problems
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Of the 147 who had received treatment 
for a drug or alcohol problem, 19% (n=28) 
young offenders in the community orders  
sample reported receiving pharmacological 
treatment; 18% (n=5) of this group had 
received methadone; 37% (n=10) had received 
buprenorphine; 26% (n=7) dexamphetamine; 
19% (n=5) Ritalin; 7% (n=2) Naltrexone and 7% 
(n=2) other medications.

It is preferable that treatments occur in the 
prevention context rather than as a tertiary 
process.6 Research in “prevention science”57 
indicates relative efficacy of life skills training 
programs as prevention programs for young 
substance abusers. The pessimism about 
treatment is associated with the observation 
that by the time a young person is offending 
and substance abusing, the complexity of their 
lives is a major restraining influence on the 
efficacy of treatment. For this reason, treatment 
programs should promote relationships and 
connectedness with socialisation units such 
as family, school and community as a strategy 
to enhance levels of resilience rather than 
maintaining a narrow focus on substance use 
per se.58,59 

8.4.1 Substance abusing parents and other 
relatives

There are currently no national household data 
on numbers of children living in Australian 
households with parental substance misuse. 
International household surveys indicate 
that approximately 10% of children live in 
households where there is parental alcohol 
abuse or dependence and/or substance 
dependence.58

Trocmé et al. (2001)60 using a representative 
sample of 51 child and protective services across 
Canada comprising 7,672 child maltreatment 

investigations, estimated parental substance use 
in cases of child maltreatment at 15%. Families 
with substance abuse problems had significantly 
more personal and social disadvantage and less 
residential stability than those who were not 
identified as substance abusers.61

Parental alcohol or substance dependence for 
young offenders was more than four times 
higher than international estimates and three 
times higher than the child maltreatment 
notifications. 

Forty-five percent (45%, n=326) young 
offenders’ parents and relatives were reported 
to abuse drugs or alcohol. Young offenders 
who reported dependent alcohol consumption 
on the AUDIT (58%, n=61) were more likely to 
have parents or relatives who abused drugs 
or alcohol than those who did not report 
dependence (42%, n=262). Young offenders 
scoring in the severe range for Substance 
Abuse Disorder on the APS-SF (55%, n=106) 
were more likely to have relatives who abused 
drugs or alcohol than those who did not score 
in the severe range (41%, n=211).

Young offenders with parents or relatives 
who abused drugs or alcohol were more likely 
to have a history of injecting drug use (62%, 
n=53) compared with those whose parents or 
relatives did not abuse drugs or alcohol (42%, 
n=272).

Table 8.22 (overleaf) reports on the relationship 
between young offenders’ alcohol and drug 
abuse and relatives who abuse drugs or alcohol. 
A small proportion of those with drug or alcohol 
abusing parents had other drug and alcohol 
abusing relatives of unspecified gender, and 
12% (n=38) reported drug and alcohol abusing 
relatives without specifying their relationship 
or gender.

Parental alcohol 
or substance 
dependence (45%) 
was more than 
four times higher 
than international 
estimates and 
three times 
higher than in 
families with child 
maltreatment 
notifications

Young offenders 
who reported 
dependent alcohol 
consumption on 
the AUDIT were 
more likely to have 
parents or relatives 
who abused drugs 
or alcohol than 
those who did not 
report dependence 

Young offenders 
with parents or 
relatives who 
abused drugs or 
alcohol were more 
likely to have a 
history of injecting 
drug use
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Table 8.22 Substance abusing relatives of young offenders who abuse drugs or alcohol* (%) 

Maybe include another row in the table for ‘any relative’ 
 

Relationship to young person Males Females Total 

Father 17 22 19 

Mother 12 18 15 

Both mother and father 12 12 12 

Other relative(s) 44 32 42 

Gender of substance-abusing relative 

Male 46 43 45 

Female 15 22 18 

Male and female 26 25 23 

Unspecified 13 10 12 
 

Males=178, Females=138, Total=316; [YPiCHS not available] 
*Young offenders in APS-SF Substance Abuse Disorder severe range and/or with multiple/high risk drinking (see Table 8.2) 
 

Figure 8.12 displays the percentages of young offenders’ with severe range scores on APS-SF 
Substance Abuse Disorder scale who have relatives who abuse drugs or alcohol. 
 
Figure 8.12 Young offenders in the severe range for APS-SF Substance Abuse Disorder with 
relatives who abuse drugs or alcohol by gender, ethnicity, region, IQ and age (%) 
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Young offenders with parents or relatives who abuse drugs or alcohol were more likely to score in the 
severe symptom range for conduct disorder (57%, n=75) compared to young offenders whose parents 
or relatives did not abuse drugs or alcohol (43%, n=57). 
 
8.5 Summary and Conclusions 

Most (97%) young offenders were consumers of alcohol and 90% reported having being drunk at least 
once. Fifty-one percent (51%) had their first full serve of alcohol and 42% had been drunk before the 
age of 13 years. Only 5% of young offenders, compared to 40% of a same aged comparison sample, 
had never had a full serve of alcohol. Using the AAG, 38% were classified as risky drinkers and 16% 
as high risk drinkers. Five percent (5%) drank daily or almost daily. Nine percent (9%) met AUDIT 
criteria for alcohol dependence.  
 
Eighty-one percent (81%) of both male and female young offenders currently smoked, of whom 93% 
were daily smokers. Young offenders smoked an average of 81 cigarettes per week. Seventy-six 

Table 8.22 Substance abusing relatives of young offenders who abuse drugs  
or alcohol* (%)

Figure 8.12 displays the percentages of young 
offenders’ with severe range scores on APS-

SF Substance Abuse Disorder scale who have 
relatives who abuse drugs or alcohol.

Males=178, Females=138, Total=316; [YPiCHS not available]
*Young offenders in APS-SF Substance Abuse Disorder severe range and/or with 
multiple/high risk drinking (see Table 8.2)

Figure 8.12 Young offenders in the severe range for APS-SF Substance Abuse 
Disorder with relatives who abuse drugs or alcohol by gender, ethnicity, 

region, IQ and age (%)

Young offenders with parents or relatives who 
abuse drugs or alcohol were more likely to 
score in the severe symptom range for conduct 
disorder (57%, n=75) compared with young 
offenders whose parents or relatives did not 
abuse drugs or alcohol (43%, n=57).

8.5 Summary and conclusions

Most (97%) young offenders were consumers 
of alcohol and 90% reported having being 
drunk at least once. Fifty-one percent (51%) 
had their first full serve of alcohol and 42% had 
been drunk before the age of 13 years. Only 
5% of young offenders, compared with 40% 
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substances
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abuse drugs or 

alcohol were 
more likely to 
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symptom range for 

conduct disorder 
(57%) compared 

with young 
offenders whose 

parents or relatives 
did not abuse 

drugs or alcohol 
(43%)
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of a same aged comparison sample, had never 
had a full serve of alcohol. Using the AAG, 38% 
were classified as risky drinkers and 16% as 
high risk drinkers. Five percent (5%) drank daily 
or almost daily. Nine percent (9%) met AUDIT 
criteria for alcohol dependence. 

Eighty-one percent (81%) of both male and 
female young offenders currently smoked, 
of whom 93% were daily smokers. Young 
offenders smoked an average of 81 cigarettes 
per week. Seventy-five percent (75%) of young 
offenders who smoked reported that either or 
both their parents also smoked. Only 25% of 
young offenders reported that neither of their 
parents smoked. Those living in rural/regional 
areas were likely to start smoking at an earlier 
age than urban dwelling young offenders. 

Alcohol and tobacco are the most commonly 
abused substances both in the community at 
large and in this sample of young offenders. 
However, there was also significant use of 
other substances in this sample - 89% had tried 
cannabis, 46% had tried amphetamines, 18% 
had used cocaine and 14% had used heroin. 
Mean age of initiation ranged from 11.9 years 
(tobacco) to 13.1 years for both cannabis and 
alcohol, 14.8 years for amphetamines and 
15.2 years for cocaine. Eleven percent (11%) 
of young offenders had injected substances 
(primarily heroin and amphetamines). Young 

offenders with parents or relatives who 
abused substances were more likely to inject 
substances. 

Forty-five percent (45%) of young offenders 
had committed a crime to get drugs or 
alcohol, and 53% reported being affected 
by substances during the commission of their 
offence. Nineteen percent (19%) of the total 
sample of young offenders on community 
orders had received some kind of substance 
based intervention. Thirty percent (30%) of 
young offenders with an identified drug or 
alcohol problem had received some form of 
treatment. 

These data paint a sobering picture of the extent 
of substance use in this sample, the early age of 
onset and its strong associations with parental 
substance use. Early education beginning during 
primary school, harm minimisation approaches 
and parental education and involvement in 
management of young substance abusing 
offenders are the interventions most likely 
to achieve reductions in substance use in this 
group. However, structural issues such as 
early dislocation from pro-social networks 
such as school, unemployment and adverse 
peer influence must be addressed together 
with issues associated with abandonment and 
abuse.62
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