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Table 7.7 Percentages and frequencies (n) of suicidal and self-harm ideation and behaviour 

 Males Females Total 
Suicide Ideation Communitya

 Custody
b
 Communitya

 Custody
b Communitya

 Custody
b
 

Considered (ever) 14 (92) 19 (38) 32 (37) 20 (4) 17 (129) 19 (42) 

Considered (past 12m) 7(47) 15 (30) 14 (16) 12 (2) 8 (63) 15 (32) 

Made plan (ever) 9 (59) 10 (19) 13 (15) 6 (1) 10 (74) 12 (20) 

Made plan (past 12m) 5 (32) 7 (14) 8 (9) 0 (0) 5 (41) 6 (14) 

Self-harm Ideation 

Considered (ever) 19 (125) 18 (37) 40 (46) 18 (3) 22 (171) 18 (40) 

Considered (past 12m) 10 (66) 12 (25) 27 (31) 12 (2) 12 (97) 12 (27) 

Made plan (past12m) 4 (26) 7 (14) 13 (15)   0 (0) 5 (41) 6 (14) 

Decreased* 7 (43) 50 (17) 18 (21) 50 (1) (64) 50 (18) 

Increased* 1 (9) 34 (12) 3 (3)  0 (0) (12) 32 (12) 

Suicide Attempts 

Attempted (ever) 8 (52) n/r 18 (21) n/r 9 (73) n/r 

Attempted (past 12m) 4 (27) 8 (16) 9 (10) 12 (2) 5 (37) 8 (18) 

One attempt (past 12m) 2 (13) 3 (6) 2 (2) 12 (2) 2 (15) 4 (8) 

2-3 attempts (past 12m) 2 (12) 4 (7) 4 (4) 0 (0) 2 (16) 3 (7) 

>3 attempts (past 12m) <1 (2) 2 (3) 4 (4) 0 (0) <1 (6) 1 (3) 

Self Harm Episode 

Attempted (ever) 15 (98) 13 (26) 28 (32) 6 (1) 17 (140) 12 (27) 

Attempted (past 12m) 7 (49) 9 (19) 16 (18) 6 (1) (67) 9 (20) 

One incident (past 12m) 2 (16) 3 (6) 2 (2) 6 (1) 2 (18) 3 (7) 

2-3 incidents (past 12m) 3 (20) 3 (6) 7 (8) 0 (0) 4 (28) 3 (6) 

>3 incidents (past 12m) 2 (12) 3 (7) 4 (5) 0 (0) 2 (17) 3 (7) 
 
a Males=665-667, F=114-116, T=779-783; * in past 12 months; b M=164-186, F=13-17, T=177-203; * since coming into custody 

 

Table 7.8 shows suicide methods for the subset reporting suicide attempts in the 12 months prior to the 
survey. 
 
Table 7.8 Most frequently reported methods for attempting suicide in past 12 months (%) 

Males Females Total Methods 
Communitya Custody

b
 Communitya Custody

b
 Communitya Custody

b
 

Attempted hanging 42 56 24 50 37 56 

Slashing wrists/body parts 18 33 67 50 32 33 

Overdose (pills and other) 26 19 39 0 30 17 

Attempted overdose (pills) 14 19 24 0 17 17 

Attempted overdose (other) 14 0 19 0 15 0 

Jumping in front of (train, car) 10 6 0 0 7 6 

Swallowing poisons 2 0 19 0 7 0 

Asphyxiation 6 25 0 0 7 22 

Jumping from a height 10 6 0 0 7 6 

Car accident 4 0 14 0 7 0 

Stabbing self 4 6 10 0 6 6 

Punch/kick things repeatedly 2 0 5 0 3 0 

Attempted overdose (alcohol) 4 6 0 0 3 6 

Attempted overdose (heroin) 4 0 0 0 3 0 

Eating foreign objects 0 0 0 0 0 0 

Banging head 0 13 0 0 0 11 

Self-immolation 0 13 0 0 0 11 

Drowning 0 6 0 0 0 6 

Firearm/ gunshot 0 0 0 0 0 0 
a Males=50, Females=21, Total=71; b Males=16, Females=2, Total=18 [YPiCHS: low n]; Multiple responses permitted 
 

Table 7.7 Percentages and frequencies (n) of suicidal and self-harm ideation and behaviour

a Males=665-7, F=114-6, T=779-783; *past 12 months; b M=164-186, F=13-17, T=177-203; *since entering custody

Table 7.9 (overleaf) shows the most frequently reported methods of self-harm used by this sample.

Table 7.8 Most frequently reported methods for attempting suicide in past 12 months (%)

a Males=50, Females=21, Total=71; b M=16, F=2, T=18 [YPiCHS: low n]; Multiple responses permitted

Replace table 

Table Error! No text of specified style in document..3 Most frequently reported methods for 
attempting suicide in past 12 months (%) 

Males Females Total Methods 
Communitya Custodyb Communitya Custodyb Communitya Custodyb

Attempted hanging 42 56 24 50 37 56
Slashing wrists/body parts 18 33 67 50 32 33
Overdose (pills and other) 26 19 39 0 30 17
Jumping in front of train, 
car

10 6 0 0 7 6

Swallowing poisons 2 0 19 0 7 0
Asphyxiation 6 25 0 0 7 22
Jumping from a height 10 6 0 0 7 6
Car accident 4 0 14 0 7 0
Stabbing self 4 6 10 0 6 6
Punch/kick things 
repeatedly 2 0 5 0 3 0

Attempted overdose 
(alcohol) 

4 6 0 0 3 6

Attempted overdose 
(heroin) 

4 0 0 0 3 0

Eating foreign objects 0 0 0 0 0 0
Banging head 0 13 0 0 0 11
Self-immolation 0 13 0 0 0 11
Drowning 0 6 0 0 0 6
Firearm/ gunshot 0 0 0 0 0 0

a Males=50, Females=21, Total=71; b Males=16, Females=2, Total=18 [YPiCHS: low n]; Multiple responses permitted

14% (7%) males 
and 32% (14%) 
females had 
considered suicide 
(past 12 months)

8% (4%) males and 
18% (9%) females 
reported a suicide 
attempt (past 12 
months)

19% (10%) males 
and 40% (27%) 
females had 
considered self-
harming (past 12 
months)

15% (7%) males 
and 28% (16%) 
females had self-
harmed (past 12 
months)

Hanging (37%) was 
the most common 
method used in 
suicide attempts, 
followed by slashing 
wrists and other 
body parts (32%) 
and overdosing 
(30%)
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Cutting (57%) was the most frequently reported form of self-harm 

Replace table 

Table Error! No text of specified style in document..4 Most frequently reported methods for 
self-harm in the past 12 months for the sub sample who reported self-harming (%) 

Males Females Total Methods 
Communitya Custodyb Communitya Custodyb Communitya Custodyb

Cutting of skin 58 42 54 0 57 41
Punching/kicking (eg. 
fighting) 

29 12 7 0 21 11

Banging/smashing 
head 13 15 7 0 11 15

Burning self (e.g. with 
lighter) 15 4 0 0 10 4

Blunt force (e.g. car crash) 9 - 0 - 6 -
Stabbing self 8 0 7 0 8 0
Overdose 8 4 7 0 8 4
Attempting to cut off oxygen 4 19 7 0 5 19
Eating foreign objects 2 4 0 0 2 4
Biting of skin 0 4 0 0 0 4

a Males=48, Females=28, Total=76; b Males=26, Females=1, Total=27 [YPiCHS: low n]; Multiple responses permitted

Change numbers in yellow highlight 

a Males=48, Females=28, Total=76; b M=26, F=1, T=27 [YPiCHS: low n]; Multiple responses permitted

Table 7.9 Most frequently reported methods for self-harm in the past 12 months  
for the sub sample who reported self-harming (%)

Sixteen percent (16%) (117) stated that a school 
peer had committed suicide; 28% (212) said that 
they knew someone who had committed suicide.

7.9 Relationships: Peers and other 
sources of emotional support

Table 7.10 shows the characteristics and 

behaviours of the peers of these young 
offenders. Alcohol and cannabis use were the 
most commonly shared activities between 
young offenders and their friends; at least half 
of all males and females indicated that all their 
friends used alcohol and/or cannabis.

Table 7.10 Characteristics and behaviour of peers of young offenders (%)

CHAPTER 7 

Table Error! No text of specified style in document..2  

None Few Most All Number of friends 
Comm.a Custodyb Comm.a Custodyb Comm.a Custodyb Comm.a Custodyb

Males
Have tried cannabis 11 10 18 21 19 18 53 51
Drink alcohol 8 8 18 24 23 22 52 46
Cut/skipped school 
without permission 13 18 22 25 18 16 48 42

Smoke cigarettes 7 8 22 24 28 24 44 44
Been suspended from 
school 16 17 29 31 21 16 34 35

Worked for employer 
or did odd jobs 13 15 29 32 24 25 34 29

Break the law (other 
than illicit drug use) 19 16 34 34 16 17 31 33

Dropped out of school 21 18 33 32 21 19 25 30
Have tried drugs other 
than cannabis 41 43 28 26 11 14 20 17

Have been in custody 32 31 35 42 15 11 19 16
Females
Drink alcohol 11 6 20 35 20 12 50 47
Have tried cannabis 17 0 14 35 19 12 50 53
Smoke cigarettes 8 0 18 24 30 18 44 59
Cut/skipped school 
without permission 18 12 22 24 19 12 41 53

Worked for employer 
or did odd jobs 18 24 31 59 23 6 28 12

Have tried drugs other 
than cannabis 33 35 23 29 17 12 27 24

Break the law (other 
than illicit drug use) 27 6 41 41 11 6 20 47

Dropped out of school 28 0 31 41 23 6 19 53
Have been in custody 35 24 40 59 10 6 15 12
Been suspended from 
school 31 6 30 35 24 29 15 29

Numbers under this table remain the same a Males=597-622, Females=104-5; b M=196-8, F=17

Cutting (57%) 
was the most 

frequently 
reported form of 

self-harm 

16% knew a school 
peer who had 

committed suicide

28% knew 
someone who had 
committed suicide

Alcohol and 
cannabis use 

were the most 
commonly shared 
activities between 

young offenders 
and their friends 

At least half of all 
males and females 

indicated that all 
their friends used 

alcohol and/or 
cannabis

31% males and 
20% females 

reported that their 
peers broke the 

law

25% males and 
19% females 

reported that their 
peers had dropped 

out of school
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Table 7.11 shows the frequency with which 
young offenders talked to their friends about 
their problems. Fifteen (15%) males and 33% 

females talked about personal problems to 
friends on a daily or near-daily basis. 

Table 7.11 Peer support: frequency of talking to peers about problems (%) 

Cut/skipped school 
without permission 

18 12 22 24 19 12 41 53 

Dropped out of school 28 0 31 41 23 6 19 53 

Been suspended from 
school 

31 6 30 35 24 29 15 29 

Worked for employer or 
did odd jobs 

18 24 31 59 23 6 28 12 

 

a Males=597-622; Females=104-105; b Males=196-198; Females=17 
 
Table 7.11 shows the frequency with which young offenders talked to their friends about their problems. 
Fifteen (15%) males and 33% females and talked about personal problems to friends on a daily or 
near-daily basis.  
 
Table 7.11 Peer support: frequency of talking to peers about problems (%) 

Males Females Total 
Frequency 

Community
a
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

Never 24 31 12 18 23 29 

Once or twice a month 41 26 26 6 39 25 

Once or twice a week 19 21 29 41 20 22 

Nearly every day 15 22 33 35 18 23 
 
a Males=622, Females=105, Total=727; b Males=197, Females=17, Total=214 

 
Table 7.12 shows the extent of peer influence on young people. Sixty-seven percent (67%) males and 
71% females indicated that they would consider their friends’ opinions when faced with a decision. 

Table 7.12 shows the extent of peer influence 
on young people. Sixty-seven percent (67%) 
males and 71% females indicated that they 

would consider their friends’ opinions when 
faced with a decision.

a Males=622, Females=105, Total=727; b M=197, F=17, T=214

Table 7.13 (overleaf) shows sources of emotional 
support. Emotional support was most commonly 
received from mothers (48%), followed by 
partners, either boyfriend or girlfriend (26%). 
There were no gender differences with respect 
to self-report of having people other than close 
friends to whom they could talk.

7.10 Bullying

Bullying is differentiated from other forms of 
aggressive behaviour in that it involves a more 
powerful group/individual dominating through 
violence, aggression or intimidation a less 
powerful group/individual over an extended 
period of time.50 Based on research examining 
gender and developmental differences in 
children’s aggression,51 bullying behaviours 
have been classified into two distinct categories, 

direct and indirect bullying.52 Direct bullying 
is characterised by behaviours that involve 
hitting, kicking, pinching, taking money or 
belongings, name calling, teasing, taunting 
and threatening.53 Crick and Grotpeter (1995)54 
define indirect bullying/aggression as the 
hurtful manipulation of peer relationships/
friendships to inflict harm on others through 
behaviours such as social exclusion and rumour 
spreading. 

Gender differences have been observed in 
school bullying. An extensive literature suggests 
that boys are more likely than girls to be both 
bullies and victims of bullying.55,56 Although 
maleness itself is probably not a causal factor 
as some have suggested (e.g. Egger, 1995),57 
the social and situational forces that combine 

Table 7.12 Peer influence (%)

a Males=623, Females=105; b M=197-8, F=17  

Table 7.12 Peer influence (%) 

True Mostly true Mostly false False 
Peer influence 

Comm.a Custodyb Comm.a Custodyb Comm.a Custodyb Comm.a Custodyb 

Males 

Friends push me to succeed and 
do interesting things 

27 35 32 28 11 9 30 28 

Consider my friends' opinion 
when making a decision 

35 44 32 31 11 5 22 19 

Friends push me to do foolish or 
stupid things 

12 11 17 16 24 15 47 57 

Females 

Friends push me to succeed and 
do interesting things 

35 29 24 41 11 6 30 24 

Consider my friends' opinion 
when making a decision 

45 41 26 29 9 18 21 12 

Friends push me to do foolish or 
stupid things 

10 6 12 29 18 18 60 47 

 

a Males=623, Females=105; b Males=197-198, Females=17   
 
Table 7.13 shows the source of emotional support young people indicated. Emotional support was 
most commonly received from mothers (48%), followed by partners, either boyfriend or girlfriend (26%).  
There were no gender differences with respect to self-report of having people other than close friends 
to whom they could talk. 
 
Table 7.13 Emotional support (%) 

Males Females Total 
 

Community
a
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

Talk to people other than friends about personal problems
i
 

Yes 74 67 78 77 74 68 

Relationship to person providing support
ii
 

Mother 48 46 49 39 48 45 

Father 19 28 15 15 18 27 

Stepmother <1 0 1 0 <1 0 

Stepfather 1 2 1 0 1 1 

Brother 15 24 7 0 13 22 

Sister 17 21 25 8 18 20 

Grandparent 6 14 5 15 6 14 

Other relative 13 17 18 31 14 18 

Friend of family or 
friend's parent 

4 8 8 0 5 7 

Parent's 
boyfriend/girlfriend 

4 13 4 15 4 13 

Teacher 1 0 3 0 1 0 

Coach or leader 2 2 1 0 1 1 

Other (eg family Dr) 6 15 8 15 6 15 

Girlfriend/boyfriend 25 N/A 31 N/A 26 N/A 

JJO/JJC 6 N/A 8 N/A 6 N/A 

Psychologist/counsellor/ 
youth/community worker 

4 N/A 4 N/A 4 N/A 

 
a (i) Males=666, Females=116, Total=782; (ii) M=491, F=91, T=582; b (i) M=201, F=17, T=218; (ii) M=136, F=13, T=149 

 
7.11 Bullying 

Bullying is differentiated from other forms of aggressive behaviour in that it involves a more powerful 
group/individual dominating through violence, aggression or intimidation a less powerful 
group/individual over an extended period of time.

50
 Based on research examining gender and 

15% males and 
33% females 
talked about 
personal problems 
to friends on a 
daily or near-daily 
basis

24% males and 
12% females 
reported that they 
never talked to 
their peers about 
their problems

67% males and 
71% females 
indicated that they 
would consider 
their friends’ 
opinions when 
faced with a 
decision

29% males and 
22% females 
reported that their 
friends pushed 
them to do foolish 
or stupid things
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Males Females Total 
Community

a Custodyb Communitya Custodyb Communitya Custodyb

Talk to people other than friends about personal problemsi

Yes 74 67 78 77 74 68
Relationship to person providing supportii

Mother 48 46 49 39 48 45
Girlfriend/boyfriend 25 N/A 31 N/A 26 N/A 
Father 19 28 15 15 18 27
Sister 17 21 25 8 18 20
Other relative 13 17 18 31 14 18
Brother 15 24 7 0 13 22
Grandparent 6 14 5 15 6 14
Other (eg family Dr) 6 15 8 15 6 15
JJO/JJC 6 N/A 8 N/A 6 N/A 
Friend of family or 
friend's parent 4 8 8 0 5 7

Parent's 
boyfriend/girlfriend 4 13 4 15 4 13

Psychologist/counsellor/ 
youth/community worker 4 N/A 4 N/A 4 N/A 

Stepfather 1 2 1 0 1 1
Coach or leader 2 2 1 0 1 1
Teacher 1 0 3 0 1 0
Stepmother <1 0 1 0 <1 0

Numbers under this table remain the same 

CHAPTER 8 

Table Error! No text of specified style in document..4 Parental tobacco use for young 
offenders who had ever smoked (%) 

Males Females Total Parent smokes 
Communitya Custodyb Communitya Custodyb Communitya Custodyb

No -  Neither 26 22 18 17 25 22
Yes - Mum 21 26 22
Yes - Dad 18 14 17
Yes - Both 35 [40] 

78
42 [41] 

83
36 [41] 

78

Numbers under this table remain the same 

Table 7.13 People who provide emotional support (%)

a (i) Males=666, Females=116, T=782; (ii) M=491, F=91, T=582; b (i) M=201, F=17, T=218; (ii) M=136, F=13, T=149

with masculinity may well be. School bullying 
seems to be more frequent among boys than 
girls and among younger than older students. 
Rigby and Slee (1993)58 identified 10% of 201 
boys aged 7-13 compared with 6% of 211 girls 
as victims of school bullying. Girls, however, 
may engage in more covert forms of indirect 
bullying behaviours such as rumour spreading, 
social rejection and exclusion59 so that the 
actual rates of bullying among girls may have 
been underestimated. The majority of boys 
in this sample were bullied by older or same 
age males; girls were bullied by both older and 
same aged males and females.

At least four factors contribute to bullying and 
victimisation in schools (a) personal factors 
such as ethnic background, religion and 
gender; (b) socio-economic issues such as area 
of residence, perceptions of being rich or poor 
and the way people dress; (c) school-attitudes 
held by students, scholastic aptitude, sports 
ability and (d) being perceived as different. It 
is unclear whether these characteristics apply 

equally to boys or girls and whether they apply 
differentially to those victimising or those 
being victimised.60

School children are concerned about bullying 
as indicated by the types of calls young 
people make to the Kids’ Help Line. Although 
relationship difficulties remain the primary 
concern for young people, in 2002 the next most 
common problem area was school, involving 
problems like bullying. Calls to the Kids’ Help 
Line about these problems increased from 11% 
in 1994 to 17% in 2002.13

Table 7.14 (overleaf) shows the patterns of 
bullying reported by victims. Bullying occurred 
most commonly between classes and before 
and after school hours (47%). The perpetrators 
of bullying were mostly older males (59%).

Table 7.15 (overleaf) shows young people’s 
experiences of recent bullying. Eleven percent  
(11%) indicated that they had experienced 
some form of bullying in the six months 
preceding the survey.

Between 68% 
(custody) and 

74% (community) 
young offenders 
reported having 
someone other 

than a friend to 
talk to about 

personal problems

Mothers (48%) 
and partners 
(26%) were 

most frequently 
nominated
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developmental differences in children’s aggression,
51

 bullying behaviours have been classified into two 
distinct categories, direct and indirect bullying.

52
 Direct bullying is characterised by behaviours that 

involve hitting, kicking, pinching, taking money or belongings, name calling, teasing, taunting and 
threatening.

53
 Crick and Grotpeter (1995)

54
 define indirect bullying/aggression as the hurtful 

manipulation of peer relationships/friendships to inflict harm on others through behaviours such as 
social exclusion and rumour spreading.  
 
Gender differences have been observed in school bullying. An extensive literature suggests that boys 
are more likely than girls to be both bullies and victims of bullying.

55,56
 Although maleness itself is 

probably not a causal factor as some have suggested (e.g. Egger, 1995),
57

 the social and situational 
forces that combine with masculinity may well be. School bullying seems to be more frequent among 
boys than girls and among younger than older students. Rigby and Slee (1993)

58
 identified 10% of 201 

boys aged 7-13 compared to 6% of 211 girls as victims of school bullying. Girls, however, may engage 
in more covert forms of indirect bullying behaviours such as rumour spreading, social rejection and 
exclusion

59
 so that the actual rates of bullying among girls may have been underestimated. Table 7.14 

shows that the majority of boys in this sample were bullied by older or same age males but that the girls 
were bullied by both older and same aged males and females. 
 
At least four factors contribute to bullying and victimisation in schools (a) personal factors such as 
ethnic background, religion and gender; (b) socio-economic issues such as area of residence, 
perceptions of being rich or poor and the way people dress; (c) school-attitudes held by students, 
scholastic aptitude, sports ability and (d) being perceived as different. It is unclear whether these 
characteristics apply equally to boys or girls and whether they apply differentially to those victimising or 
those being victimised.

60
 

School children are concerned about bullying as indicated by the types of calls young people make to 
the Kids’ Help Line. Although relationship difficulties remain the primary concern for young people, in 
2002 the next most common problem area was school, involving problems like bullying. Calls to the 
Kids’ Help Line about these problems increased from 11% in 1994 to 17% in 2002.

13
 

  
Table 7.14 shows the patterns of bullying reported by victims. Bullying occurred most commonly 
between classes and before and after school hours (47%) and the perpetrators of bullying were mostly 
older males (59%). 
 
Table 7.14 Experience of being bullied at school (%) 

Males Females Total 
Bullied at school 

Community
a
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

Ever been bullied
i
 29 19 37 29 30 20 

Frequency of bullying at last school
ii
: 

Never 81 8 74 20 80 9 

Once or twice a month 10 61 17 60 11 61 

Once or twice a week 3 11 3 0 3 9 

Nearly every day 6 21 6 20 6 21 

Bullying occurred
iii

: 

Before/after school 48 49 43 25 47 46 

Between classes 48 24 47 25 47 24 

In class time 37 30 30 50 36 32 

Bullied by
iv

: 

Older males 68 77 23 25 59 72 

Same age males 46 29 38 25 44 28 

Same age females 8 3 43 75 15 10 

Older females 8 6 30 25 12 8 

Younger males 5 11 13 0 6 10 

Younger females 2 6 7 25 2 8 
 
a i Males=668, Females=116, Total=784; ii M=667, F=116, T=783 iii M=128, F=30, T=158; iv M=128, F=30, T=158 
b i Males=201, Females=17, Total=218; ii M=38, F=5, T=43; iii M=33, F=4, T=37 iv M=35, F=4, T=39 

 

Table 7.15 shows young people’s experiences of recent bullying. Eleven percent indicated that they 
had experienced some form of bullying in the six months preceding the survey. 

Table 7.14 Experience of being bullied at school (%)

Crick and Dodge (1994)61 have proposed a social 
cognitive filtering model to explain individuals’ 
responses to social situations. The ‘cognitive filter’ 
in aggressive individuals is biased, interpreting 
neutral or ambiguous cues as hostile, making 
it more likely that such individuals will engage 
in aggressive behaviours. Bosworth, Espelage 
and Simon (1999)62 found that misconduct, 
anger and beliefs supportive of violence were 
significantly related to bullying behaviours in a 
sample of adolescent high school students.

Fifty-six percent (56%) young people admitted 
to bullying others, most commonly targeting 
same-age males (67%). Twenty-two percent of 

young offenders reported being both a victim 
and perpetrator of bullying.

Sixty-four percent (64%) bullies in this sample 
reported no or positive (feeling justified or 
superior) personal emotional consequences 
of their bullying behaviour. This lack of victim 
empathy is a major concern that predicts poor 
outcomes of intervention and recidivism and 
warrants further investigation.

Young offenders from regional (68%) areas 
were more likely to report bullying than Sydney 
offenders (52%), and younger offenders (<16 
years) were more likely to report bullying (62%) 
than older offenders (53%).

a (i) Males=668, Females=116, Total=784; (ii) M=667, F=116, T=783 (iii) M=128, F=30, T=158; (iv) M=128, F=30, 
T=158; b (i) M=201, F=17, T=218; (ii) M=38, F=5, T=43; (iii) M=33, F=4, T=37 (iv) M=35, F=4, T=39

Table 7.15 Experiences of being bullied in last 6 months and feelings about being bullied (%)

7.17

59% reported being bullied by older males 

Replace table 

Table Error! No text of specified style in document..5 Experiences of being bullied in last 6 
months and feelings about being bullied (%) 

Males Females Total Being bullied 
Communitya Custodyb Communitya Custodyb Communitya Custodyb

Bullied in last 6 mthsi 10 8 16 13 11 8
Frequency of being bullied in the last 6 monthsii

Once or twice a month 81 50 88 50 82 50
Once or twice a week 11 6 0 0 8 6
Less than once a week 8 44 12 50 10 44
Feelings about being the victim of bullyingiii

Made you angry 47 26 25 0 43 24
Doesn't bother you 23 32 19 0 22 29
Stressed you out 14 32 38 50 19 33
Made you sad 14 5 13 50 14 10
Mixed 0 0 6 0 1 0
Helpless 2 0 0 0 1 0
Intimidated 0 5 0 0 0 5

a i M=580, F=100, T=680; ii M=57 F=16 T=73; iii M=57 F=16 T=73 ;b i M=200 F=16 T=216; ii M=16 F=2 T=18; iii M=19 
F=2 T=21

8.10

Insert 1 
Twenty-seven percent (27%) young offenders had first smoked at age 10 years 
or younger.  A further 45% commenced smoking between the ages of 11 and 13 
years. In this sample, therefore, the majority (72%) had commenced smoking by 
the age 13 years.  

Insert 2 
Forty-eight percent (48%) young offenders smoked ten or more cigarettes daily, 
with 20% reporting that they smoked 20 cigarettes or more on a daily basis. 

8.13

CALD young offenders were less likely to use Cannabis at least weekly than ESB
or Indigenous young offenders. There were no other subgroup differences with 
respect to proportions who reported using Cannabis at least weekly. 

a (i) M=580 F=100 T=680 (ii) M=57 F=16 T=73 (iii) M=57 F=16 T=73; b (i) M=200 F=16 T=216 (ii) M=16 F=2 T=18 (iii) M=19 F=2 T=21

30% reported that 
they had been 
bullied

6% reported being 
bullied nearly 
every day

Bullying occurred 
most commonly 
between classes 
and before and 
after school hours 
(47%) 

59% reported 
being bullied by 
older males

56% admitted to 
bullying others, 
most commonly 
targeting same-
age males

Younger offenders 
were more likely 
to report bullying 
than older 
offenders
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Table 7.16 shows young offenders’  bullying frequency, targets of bullying and emotional outcomes 
of bullying others. 

Table 7.16 Bullying frequency, bullying victims and emotional outcomes of bullying (%)

a (i) Males=668, Females=116, Total=784 (ii) M=368, F=70, T=438 (iii) M=369, F=70, T=439 (iv) M=358, F=69, T=427 (v) M=654, 
F=108, T=762; b (i) M=202, F=17, T=219 (ii) M=102, F=10, T=112 (iii) M=101, F=10, T=111 (iv) M=91, F=9, T=100 (v) M=202, F=17, T=219

Table 7.15 Experiences of being bullied in last 6 months and feelings about being bullied (%) 

Males Females Total 
Being bullied 

Community
a
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

Bullied in last 6 mths
i
 10 8 16 13 11 8 

Frequency of being bullied in the last 6 months
ii
 

Once or twice a month 81 50 88 50 82 50 

Once or twice a week 11 6 0 0 8 6 

Feelings about being the victim of bullying
iii

 

Made you angry 47 26 25 0 43 24 

Doesn't bother you 23 32 19 0 22 29 

Stressed you out 14 32 38 50 19 33 

Made you sad 14 5 13 50 14 10 

Mixed 0 0 6 0 1 0 

Helpless 2 0 0 0 1 0 

Intimidated 0 5 0 0 0 5 
 
a i M=580, F=100, T=680; ii M=57 F=16 T=73; iii M=57 F=16 T=73 ;b i M=200 F=16 T=216; ii M=16 F=2 T=18; iii M=19 F=2 T=21 
 
Crick and Dodge (1994)

61
 have proposed a social cognitive filtering model to explain individuals’ 

responses to social situations. The ‘cognitive filter’ in aggressive individuals is biased, interpreting 
neutral or ambiguous cues as hostile, making it more likely that such individuals will engage in 
aggressive behaviours. Bosworth, Espelage and Simon (1999)

62
 found that misconduct, anger and 

beliefs supportive of violence were significantly related to bullying behaviours in a sample of adolescent 
high school students. 
 
Table 7.16 shows young offenders’ tendencies to bully others. Fifty-six percent (56%) young people 
admitted to bullying others, most commonly targeting same-age males (67%). Twenty-two percent of 
young offenders reported being both a victim and perpetrator of bullying. 
 
Table 7.16 Bullying frequency, bullying victims and emotional consequence of bullying (%) 

Males Females Total 
Bullying others 

Community
a
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

Ever bullied other kids
i
 55 51 60 59 56 51 

Frequency of bullying others
ii
 

Once or twice a month 75 72 73 70 74 71 

Once or twice a week 13 19 14 30 13 20 

Nearly every day 13 10 13 0 13 9 

Victims of bullying
iii

 

Same age males 72 74 41 50 67 72 

Older males 50 54 29 50 47 53 

Younger males 21 22 21 30 21 23 

Same age females 5 4 73 70 16 10 

Older females 5 3 34 60 9 8 

Younger females 4 3 24 30 7 5 

Emotional consequences of bullying others
iv

 

Doesn't bother you 44 25 35 11 42 24 

Guilt/shame/feel bad 15 14 13 22 15 15 

Mixed feelings 10 6 23 11 12 6 

Justified 8 4 7 33 8 7 

Angry 6 7 13 0 7 6 

Superior 8 17 3 0 7 15 

Create positive feeling 8 20 4 11 7 19 

Sad 1 1 1 11 1 2 

Unpleasant/strange 1 7 0 0 1 6 

Both victim and 
perpetrator of bullying

v
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Figure 7.5 Bullying experiences: Bully, bully and victim, and victim (%)

Figure 7.5 presents percentages of young offenders who were bullies, victims or both.

Similar rates of 
bullying were 

reported by males 
and females

22% were both 
perpetrators and 

victims of bullying

64% bullies 
reported no or 

positive (feeling 
justified, superior) 
outcomes of their 

bullying behaviour 

There were 
no differences 

between IQ groups 
in the report 

of bullying or 
victimisation from 

bullying
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7.11 Gambling

‘Problem gamblers’ are those who gamble in 
such a way that it impairs their occupational 
and social functioning.63 Problem gambling is a 
complex phenomenon and not simply a matter 
of excessive expenditure on gambling. Nine key 
factors identifying youth problem gamblers 
have been developed.64 These are:

Preoccupation with gambling1.	

Need to gamble with increasing amounts of 2.	
money in order to achieve desired level of 
excitement

Restlessness or irritability when attempting 3.	
to reduce gambling

Uses gambling to escape from problems or 4.	
reduce dysphoric mood

‘Chasing one’s losses’ i.e. return to gambling 5.	
to recoup previous gambling losses

Lies to conceal extent of gambling6.	

Often spends much more money on 7.	
gambling than intended (loss of control)

Commits unsocial or illegal acts such as 8.	
spending lunch money or bus fares or stealing 
from family and others to finance gambling

Jeopardises important relationships with 9.	

family and disrupts schooling because of 
gambling (e.g. truancy)

The data in this report supersedes those 
reported in the earlier Key Findings Report, 
which were derived from Fisher’s earlier (and 
often misinterpreted63) DSM-IV-J64,65 scoring 
system. The current data have been re-scored 
using Fisher’s revised DSM-IV-MR-J juvenile 
gambling screen.66

Five percent (5%, n=36) males and 4% (n=5) 
females were classified as ‘problem gamblers’ 
according to the DSM-IV-MR-J (based on DSM-
IV criteria).66 These figures concur with the 
gambling study of English and Welsh young 
people aged 12-15 years conducted by Fisher,64 
in which 5% (549) of 9,774 young people 
surveyed scored in the range for problem 
gambling.

Table 7.17 (overleaf) presents problems associated 
with gambling in the past 12 months. 

Figure 7.6 displays the percentages of young 
offenders who reported thinking about 
gambling more than twice (‘sometimes’ or 
‘often’) in the past 12 months, stacked by 
‘problem gambler’ status as classified by DSM-
IV-J-R criteria.

Figure 7.6 Thought about gambling more than once or twice in past 12 months  
stacked by problem gambling status (%)

Young offenders who were from Sydney and/
or less than 16 years old were more likely to 
be problem gamblers. Males, CALD, IQ>84 and 

those who were 16+ years were more likely to 
have thought about gambling more than once 
or twice during the past 12 months. 

5% males and 
4% females 
were classified 
as `problem 
gamblers’

Problem gamblers 
in this sample were 
likely to be from 
Sydney and less 
than 16 years old
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Table Error! No text of specified style in document..8 Primary life concerns (%) 

Life concern Male Female Total 

Physical health (body image) 34 22 32 

Work/school/crime 15 13 15 

Alcohol/tobacco/drug use 22 19 22 

Mental health, family, 
relationships 

16 21 17 

Sexual health 12 25 15 

 
 
 

Five percent (5%, n=36) males and 4% (n=5) females were classified as ‘problem gamblers’ according 
to the DSM-IV-MR-J (based on DSM-IV criteria).

66
 These figures concur with the gambling study of 

English and Welsh young people aged 12-15 years conducted by Fisher,
64

 in which 5% (549) of 9,774 
young people surveyed scored in the range for problem gambling. 
 
Table 7.17 presents problems associated with gambling in the past 12 months.  
 
Table 7.17 Problems/behaviours associated with gambling in past 12 months (%) 

Males Females Total 
Problems/behaviours 

Community
a
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

Spent more money than 
planned on gambling 

11 19 5 24 10 20 

Felt bad or fed up when 
tried to stop gambling 

5 7 2 18 5 8 

Led to arguments with 
friends 

4 8 10 12 4 8 

Taken money from out-
side family for gambling 

3 8 1 0 2 8 

Led to arguments with 
family 

2 5 3 12 2 6 

Taken money from family 
for gambling 

2 4 2 6 2 4 

Used school money/fare 
for gambling 

2 3 2 6 2 3 

Gambling led to missing 
school 

1 4 0 12 1 4 

 

a Males=673, Females=118, Total=791; b Males=202-204, Females=17, Total=219-221 
 

Figure 7.6 displays the percentages of young offenders who reported thinking about gambling more 
than twice (‘sometimes’ or ‘often’) in the 12 months before the survey, stacked by ‘problem gambler’ 
status as classified by DSM-IV-J-R criteria. 
 
Figure 7.6 Thought about gambling more than once or twice in last 12 months stacked by 
problem gambling status (%) 
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Table 7.17 Problems/behaviours associated with gambling in past 12 months (%)

7.12 Life satisfaction

Self-reports in the 2004-05 National Health 
Survey show that the majority of young people 
aged 15-24 years were satisfied with their 
lives overall (88%). Most were satisfied with 
the safety aspects (85%), their health (81%), 
the home in which they lived (81%) and their 
neighbourhood (78%).67

Fifty-six percent (56%) young offenders in this 
sample reported feeling ‘delighted, pleased, 
or mostly satisfied’ with their lives as a whole. 
More females (57%) than males (42%) tended 
to have mixed feelings, or felt mostly unsatisfied 
or unhappy with their lives. 

7.13 Life concerns

Of the 52% (n=386) young offenders who 
provided detail on their main concerns 32% 
(n=124) were concerned predominantly about 
their physical health (excluding substance 
use issues). Table 7.18 provides detail on the 
primary concerns of males and females. 

Fifteen percent (15%, n=57) young offenders 
provided multiple responses to this question. 
This was most commonly observed for young 
offenders nominating substance use concerns 
(36%, n=30).

Females (25%, n=14) were more likely than 
males (12%, n=40) to nominate sexual health 
as their primary concern.

7.14 Summary and conclusions

Thirty percent (30%) of young offenders scored 
in the severe clinical range on two scales of the 
Adolescent Psychopathology Scale-Short Form 
(APS-SF). The two highest frequencies occurred 
on the Substance Abuse Disorder (26%) and 
Conduct Disorder (19%) scales (8% of whom 
were comorbid for Substance Abuse Disorder 
and Conduct Disorder). ESB young offenders 
were more likely to have a Substance Abuse 
Disorder than CALD young offenders. Younger 
offenders (<16 years) were more likely to 
have a Conduct Disorder. Ten percent (10%) 
young offenders had more than two comorbid 
psychopathologies. 

Twenty-five percent (25%) of young offenders 
scored in the high/very high psychological 
distress range on the K-10; 38% of polysubstance 
users scored in this range.

Using the Childhood Trauma Questionnaire, 
the majority of the sample (74%) reported that 
they experienced some form of abuse, with 

a Males=673, Females=118, Total=791; b M=202-4, F=17, T=219-221
The most common 
concern associated 

with gambling 
was spending 

more money than 
planned 

56% young 
offenders reported 
feeling `delighted, 
pleased, or mostly 

satisfied’ with their 
lives

22% young 
offenders 

were primarily 
concerned with 

substance use 
issues

Young female 
offenders were 

significantly 
more likely to 

be primarily 
concerned about 

sexual health 
than young male 

offenders

Table 7.18 Primary life concerns (%)

Males=323 Females=60 Total=386. YPiCHS not available.
*Also includes settle down, buy a house, get rich.
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females reporting higher rates than males. 
Twenty-three percent (23%) of males and 38% 
of females reported some form of abuse in the 
severe range. Females were four times more 
likely than males to report three or more severe 
forms of abuse.

Scores in the severe range for Conduct Disorder 
were significantly associated with emotional 
and physical abuse. Young offenders with scores 
in the severe range on the Substance Abuse 
scale were more likely to report some form of 
abuse on the CTQ (24%) than those with no to 
moderate substance abuse (14%).

Fifty-nine percent (59%) young offenders 
reported some form of neglect.

Suicide is the leading cause of mortality in 
Australian young offenders after drug-related 
deaths. In this sample, suicidality and self-harm 
co-occurred. In the community orders sample, 
14% of males and 32% of females reported 
that they had considered suicide; 8% males 
and 18% females reported a least one suicide 
attempt. Fifteen percent (15%) of males and 
28% of females had self-harmed. Sixteen 
percent (16%) knew a school peer who had 
committed suicide.

Peers exerted significant influence on the 
behaviour of this sample. Sixty-seven percent 
(67%) males and 71% of females indicated that 
they would consider their friends’ opinions 
when faced with a decision. Alcohol and 
cannabis use were the most shared activities 
between young offenders and their friends. At 
least half of all males and females indicated that 
all their friends used alcohol and/or cannabis. 

Being a bully (56%) and being bullied (30%) 
were prominent features in the psychosocial 
histories of these young offenders. Similar 
rates of bullying were reported by males and 
females. The majority (64%) of bullies showed 
no victim empathy. 

Using Fisher’s revised DSM-IV-MR-J juvenile 
gambling screen, 5% of males and 4% of 
females were identified as problem gamblers.

Given the multiple problems faced by these 
young offenders, 56% nonetheless reported 
feeling ‘delighted, pleased or mostly satisfied 
with their lives.’
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 Alcohol, tobacco and other drug use

8.1

C ONTENTS     
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8 . 	A l c o h o l ,  t o b a cc  o 
a n d  o t h e r  d r u g  u s e
Drugs of abuse refer to substances that 
act on the central nervous system to alter 
consciousness, mood and thinking processes. 
Substance abuse in young people is related 
to mood regulation and curiosity.1,2,3 Neuro-
adaptation and tolerance, the key features 
of dependent use, are relatively rare in 
adolescence.4 DSM-IV-TR (2004)5 criteria 
for substance dependence emphasise the 
physiological component of substance use, 
although a diagnosis of substance dependence 
without physiological dependence is possible. 
Physiological dependence is almost always 
accompanied by psychosocial harms (eg failure 
to fulfil major role obligations at home, work, 
or school; risky behaviours such as driving a car 
under the influence of substances; substance 
use related legal problems; constantly recurring 
social or interpersonal problems caused by the 
substance use). Substance abuse is typified by 
the psychosocial harms of substance use without 
the physiological features of dependence. 
In Australia, estimates of dependent use by 
young people vary from 5% to 10%.6,7 Patterns 
of substance use established in adolescence are 
stable and predict chronic patterns of abuse, 
mortality, crime and morbidity.8

Different factors contribute to initiation (eg 
curiosity, peer influence) and maintenance 
of substance use.  Maintenance factors 
are of primary importance in terms of 
rehabilitation.9,10,11  These include:

disrupted family background and low •	
parental supervision; 

parental substance abuse; •	

experience of physical and emotional abuse •	
and neglect and sexual abuse; 

delinquent peer associations (anti-social •	
attitudes and values); 

poor social skills; •	

low psychological well-being; •	

history of age inappropriate behaviour •	
(early onset behavioural disturbance); and

having been placed in out of home care. •	

Other factors associated with substance use 
include: personality traits (such as impulsiveness, 
extroversion), alienation and mental illness or 
psychological difficulties (including depression, 
low self-esteem and ADHD). In adult prisoners, 
prior juvenile detention is associated with 
likelihood of having used drugs, earlier age of 
initiation into cannabis and amphetamine use 
(14 years vs. 16 years), regular use of substances, 
substance use and self-reported addiction.12

Protective factors against engagement in 
substance use include parental conformity, 
calm temperament, supportive family 
environment, external support systems (that 
help develop coping) and “social bonding” 
(strong attachments to parents, connectedness 
to schools, regular involvement in church 
activities, and conventional belief systems).13,14

8.1 Alcohol use

Alcohol abuse and alcohol dependence affect 
a significant number of adolescents and 
young adults between the ages of 12 and 20. 
Adolescents who begin drinking before age 15 
are four times more likely to develop alcohol 
dependence than those who begin drinking 
at age 21.15 Howard (1997)16 estimated that 
between 6% - 10% of adolescents who use drugs 
develop some form of substance dependence. 

Early age of drinking onset is associated with 
alcohol-related violence. The three leading 
causes of death for 15- to 24-year-olds are 
automobile crashes, homicide and suicide 
– alcohol is a leading factor in all three.15 
Community data indicate that the mean age 
of alcohol initiation (drinking a full serve of 
alcohol) among young people aged 14-24 
years is 14.6 years for males and 14.8 years for 
females.15 NSW Health estimates that 22% boys 
and 18% girls aged between 12-16 years drink 
on a weekly basis; 40% of 16-17 year olds binge 
drink at least occasionally.17 

Age of onset of alcohol use in the general 
population is 17.2 years.18 Almost all young 
offenders on community orders had consumed 
alcohol and been drunk at some time in the 
past, with most having been drunk before age 
16. The average age of first consuming alcohol 

The average age 
of first consuming 
alcohol was 13 
years for both 
males and females

Almost all young 
offenders had 
been drunk before 
age 16 
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Table 8.1 reports on age of onset of alcohol use and age when first drunk, with comparisons from the 
National Drug Strategy Household Survey (NDSHS)

16
 for the item ‘ever tried alcohol.’ 

 

Table 8.1 Alcohol use and drunkenness (%)  

Males Females Total  
 Community

a
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

Ever tried alcohol
i*
 97 [72]

* 
96 98 [75] 100 97 [73] 96 

Had full serve alcohol
i
 95 93 97 100 95 94 

   Age first serve
ii
 <11 14 15 9 0 13 14 

   Age first serve
ii
 11 -13 36 27 50 39 38 28 

   Age first serve
ii
 >13 50 58 41 61 49 58 

Ever been drunk
i
 90 84 93 100 90 85 

   Age first drunk
iii
 <12 10 15 8 0 10 14 

   Age first drunk
iii
 12 -13 30 28 45 33 32 28 

   Age first drunk
iii
 14 -15 41 37 34 45 40 38 

   Age first drunk
iii
 >15 19 21 12 22 18 21 

 
a (i) Males=673, Females=115, Total=788; (ii) M=635, F=112, T=747 (iii) M=595, F=105, T=700 
b (i) M=207, F=18, T=225; (ii) M=206, F=18, T=224; (iii) M=204, F=18, T=222; *Source: NDSHS (2004) Table 3.9, Ages 14-19

18
 

 
Figure 8.1 shows patterns of drunkenness before age 16 for key subgroups. 
 
Figure 8.1 Drunk before age 16 by gender, ethnicity, region, IQ and age (%) 
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Numerous assessment instruments and methods exist for the identification and classification of unsafe 
drinking.

19
 Unsafe drinking may be defined as excessive average daily or weekly consumption, 

excessive consumption in any one drinking session, negative social, behavioural and physiological 
consequences arising from drinking (or attempting to cut down). Identifying problematic adolescent 
drinkers is difficult because no level of drinking is considered safe for young people less than 18 years 
of age.

20
  Currently, quantitative measures for detecting unsafe adolescent drinking are based on adult 

guidelines that do not take into account issues relating to neurological development of young people. 
Further, adolescents tend to engage in occasional sporadic drinking episodes (binges) rather than 
regular moderate drinking. They may therefore be more likely to meet recommended cut-offs for 
minimising risk of long-term harm (standard drinks per week) but are at greater risk from short-term, 
physical and social alcohol-related harm. Adolescents’ cognitive, social and sexual maturity and the 

was 13 years for both males (range: 5 to 18) 
and females (range: 5 to 18). Young men were, 
on average, aged 14 years (range: 5 to 19) and 
young women were, on average, aged 13 years 
(range: 5 to 18) when they first got drunk. 

Table 8.1 reports on age of onset of alcohol use 
and age when first drunk, with comparisons 
from the National Drug Strategy Household 
Survey (NDSHS)18 for the item ‘ever tried 
alcohol.’

a (i) Males=673, Females=115, Total=788; (ii) M=635, F=112, T=747 (iii) M=595, F=105, T=700
b (i) M=207, F=18, T=225; (ii) M=206, F=18, T=224; (iii) M=204, F=18, T=222;  
*Source: NDSHS (2004) Table 3.9, ages 14-1918

Table 8.1 Alcohol use and drunkenness (%)  [NDSHS]

Figure 8.1 shows patterns of drunkenness before age 16 for key subgroups.

Figure 8.1 Drunk before age 16 by gender, ethnicity, region, IQ and age (%)

Numerous assessment instruments and methods 
exist for the identification and classification 
of unsafe drinking.19 Unsafe drinking may be 

defined as excessive average daily or weekly 
consumption, excessive consumption in any 
one drinking session, or negative social, 

95% young 
offenders reported 

having had a full 
serve of alcohol

90% had been 
drunk at least once

42% had been 
drunk by age 13

82% had been 
drunk by 16 years

CALD and IQ<70 
young offenders 

were less likely to 
be drunk before 

age 16 than other 
sub groups
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behavioural and physiological consequences 
arising from drinking (or attempting to cut 
down). Identifying problematic adolescent 
drinkers is difficult because no level of drinking 
is considered safe for young people less than 18 
years of age.20  Currently, quantitative measures 
for detecting unsafe adolescent drinking are 
based on adult guidelines that do not take 
into account issues relating to neurological 
development of young people. Further, 
adolescents tend to engage in occasional 
sporadic drinking episodes (binges) rather than 
regular moderate drinking. They may therefore 
be more likely to meet recommended cut-offs 
for minimising risk of long-term harm (standard 
drinks per week) but are at greater risk from 
short-term, physical and social alcohol-related 
harm. Adolescents’ cognitive, social and sexual 
maturity and the uncontrolled environment in 
which they tend to drink significantly increase 
the risk of harm including unsafe sexual 
practices, self-harm behaviour, substance use, 
violence and physical injury. Many young 
offenders combine the use of illicit substances 
with alcohol, thus compounding the risks. Since 
physiological dependence develops as a result 
of sustained use, adolescents are less likely to 
be identified by dependence measures despite 
showing evidence of behavioural precursors to 
dependence that increase risk of brain damage 
and diseases such as diabetes.20 Hence, it is 
appropriate to use multiple methods to identify 
unsafe drinking.

According to the Australian Alcohol Guidelines 
(AAG), one standard drink contains 10 grams 
of alcohol, approximately equivalent to one 
bottle of light beer, 30mL of spirits, or 150mL 
of wine. One can of full strength beer contains 
approximately 1.5 standard drinks. The 
guidelines advise that to minimise short and 
long term health risks, individuals should drink 
no more than four standard drinks (men) or 
two standard drinks (women) a day on average; 
never more than six standard drinks (men) or 
(four standard drinks women) on any one day; 
drinking should be spread over several hours; 
and both men and women should have at least 
one alcohol-free day each week.20 The NDSHS 

uses NHMRC guidelines to identify levels of 
risk. A drinking pattern that exceeds the daily 
limits described above carries with it short-
term risks. Two levels of long term risk are also 
defined: Risky (29-42 standard drinks per week 
for males, 15-28 for females) and high risk (43 
or more standard drinks per week for males, 29 
or more for females).18 

Fifty-three percent (53%; n=365) males and 
64% (n=74) females in the community orders 
sample met one or both of these criteria for 
risky drinking in the past 12 months. Seventy-
four percent (74%; n=210) of young people 
classified as low risk drinkers met WHO 
criteria21 (see section 8.1.1) for binge drinking 
(six or more standard drinks for males or 
four or more for females in a single session) 
at least once in the past 12 months. Thirty 
percent (30%) males [YPiCHS 46%] and 36% 
females (combined n=244) reported drinking 
at or above this level at least weekly in the 
past 12 months. The quantities young people 
typically reported consuming indicated levels 
of drinking far exceeding the cut-offs for the 
AAG. (Responses included: “I keep drinking 
‘til I pass out”, “I drink heaps,” “Once I start, 
I can’t stop,” and “I drink until the bottle is 
empty”). Young offenders in the community 
(26%, n=172; males; 24%, n=27 females) who 
reported drinking on fewer than one occasion 
per month also reported consumption that met 
binge drinking criteria. Fifteen percent (15%; 
n=90) males and 6% (n=6) females who fell in 
the low risk drinking category reported getting 
drunk at least monthly.

Five percent (5%; n=31) males and 10% (n=11) 
females reported drinking daily or almost daily 
(at least five days times per week). 

Table 8.2 (overleaf) displays the percentages of 
young offenders in five categories of alcohol 
consumption: never drinks, no drinks in past 12 
months, low risk, risky and multiple/high risk. 
Multiple/high risk includes those who drink at 
risky levels in both the short and long term, as 
well as those who drink at high risk levels in the 
long term. Sample figures are compared with 
percentages from the NDSHS, using the weekly 
drinking cut-offs outlined above.18 

According to AAG, 
patterns of alcohol 
consumption have 
been defined as:

• Safe

• Short term risk

• Long term risk: 
29-42 standard 
drinks for males, 
15-28 for females 
per week

• Long term high 
risk: 43 or more 
standard drinks for 
males, 29 or more 
for females per 
week

55% young 
offenders met 
AAG and NHMRC 
guidelines for 
unsafe drinking in 
the past 12 months 

30% males and 
36% females 
reported binge 
drinking on a 
weekly basis or 
more often
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uncontrolled environment in which they tend to drink significantly increase the risk of harm including 
unsafe sexual practices, self-harm behaviour, substance use, violence and physical injury. Many 
young offenders combine the use of illicit substances with alcohol, thus compounding the risks. Since 
physiological dependence develops as a result of sustained use, adolescents are less likely to be 
identified by dependence measures despite showing evidence of behavioural precursors to 
dependence that increase risk of brain damage and diseases such as diabetes

20
. Hence, it is 

appropriate to use multiple methods to identify unsafe drinking. 
 
According to the Australian Alcohol Guidelines (AAG), one standard drink contains 10 grams of 
alcohol, approximately equivalent to one bottle of light beer, 30mL of spirits, or 150mL of wine. One 
can of full strength beer contains approximately 1.5 standard drinks. The guidelines advise that to 
minimise short and long term health risks, individuals should drink no more than four standard drinks 
(men) or two standard drinks (women) a day on average; never more than six standard drinks (men) 
or (four standard drinks women) on any one day; drinking should be spread over several hours; and 
both men and women should have at least one alcohol-free day each week.

20
 The NDSHS uses 

NHMRC guidelines to identify levels of risk. A drinking pattern that exceeds the daily limits described 
above carries with it short-term risks. Two levels of long term risk are also defined: Risky (29-42 
standard drinks per week for males, 15-28 for females) and high risk (43 or more standard drinks per 
week for males, 29 or more for females).

18Error! Bookmark not defined. 
 

 
Fifty-three percent (53%; n=365) males and 64% (n=74) females met one or both of these criteria for 
risky drinking in the past 12 months. Seventy-four percent (74%; n=210) of young people classified as 
low risk drinkers met WHO criteria for binge drinking (six or more standard drinks for males or four or 
more for females in a single session) at least once in the past 12 months. Thirty percent (30%) males 
[YPiCHS 46%] and 36% females (combined n=244) reported drinking at or above this level at least 
weekly in the past 12 months. The quantities young people typically reported consuming indicated 
levels of drinking far exceeding the cut-offs for the AAG. (Responses included: “I keep drinking ‘til I 
pass out”, “I drink heaps,” “Once I start, I can’t stop,” and “I drink until the bottle is empty”). Young 
offenders in the community (26%, n=172; males; 24%, n=27 females) who reported drinking on fewer 
than one occasion per month also reported consumption that met binge drinking criteria. Fifteen 
percent (15%; n=90) males and 6% (n=6) females who fell in the low risk drinking category reported 
getting drunk at least monthly.

 

 
Five percent (5%; n=31) males and 11% (n=11) females reported drinking daily or almost daily (at 
least five days times per week).  
 
Table 8.2 displays the percentages of young offenders in five categories of alcohol consumption: 
never drinks, no drinks in past 12 months, low risk, risky and multiple/high risk. Multiple/high risk 
includes those who drink at risky levels in both the short and long term, as well as those who drink at 
high risk levels in the long term. Sample figures are compared with percentages from the NDSHS, 
using the weekly drinking cut-offs outlined above.
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Table 8.2 Risk level of drinking for community and custody samples by gender (%) [NDSHS] 

Males Females Total 
Alcohol consumption 

Community
a
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

Never had a full serve of alcohol 5 [41] 7 3 [39] 0 5 [40] 6 

No drinks in past 12 months 4 [3] 5 7 [2] 17 4 [3] 6 

Short term risk
 

Low risk 37 [32] 30 22 [30] 22 35 [32] 30 

Risky/high risk 54 [37] 62 67 [42] 72 56 [40] 63 

Long term risk
 

Low risk 76 [62] 66 63 [60] 28 74 [61] 63 

Risky 7 [5] 0 9 [8] 33 7 [7] 3 

High risk 9 [3] 21 18 [4] 22 10 [3] 21 

Combined risk
 

Low risk 39 27 25 11 36 26 

Risky* 37 40 39 17 38 38 

Multiple/high risk 15 21 25 55 16 24 

 

Table 8.2 Risk level of drinking for community and custody samples  
by gender (%) [NDSHS]

Figure 8.2 presents the percentage of young 
offenders in each risk category for each of 
the main sub groups. The small proportions in 
each category (on average 9%) who reported 
that they were non-drinkers are not presented 
in the figure. A higher proportion of young 

female offenders (25%) compared with male 
young offenders (15%) were high risk drinkers; 
similarly, 36% of Aboriginal young offenders 
were high risk drinkers compared with 20% 
ESB and 7% CALD. 

Figure 8.2 Level of drinking risk in past 12 months by gender, ethnicity, region,  
IQ and age (%)

9% males and 
10% females did 
not drink in the 
past 12 months 
compared with 

43% of the 
general adolescent 

population

56% young 
offenders drank at 

risky levels (short 
term) compared 
with 40% from 

NDSHS

17% young 
offenders were at 
risk of long term 

harm from alcohol 
abuse compared 

with 10% from 
NDSHS

54% young 
offenders were 

at short and long 
term risk of harm 

from alcohol abuse

Higher proportions 
of females and 

Aboriginal young 
offenders were 

high risk drinkers
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Table 8.3 reports on frequency of alcohol use, 
being drunk, and consuming six or more (males) 
or four or more (females) standard drinks in the 
past 12 months.

Twenty-seven percent (27%, n=182) males and 
23% (n=27) females reported being drunk at 
least weekly in the past 12 months.

Table 8.3 Frequency of alcohol use in past 12 months (%) [NDSHS]

a Males=672-3, Females=114-6, Total=786-9; b M=200-7, F=16-18, T=216-225 
Source: NDSHS (2004), Table 3.10, Age group 12-19, Australia18

27% males and 
23% females 
reported being 
drunk at least 
weekly in the past 
12 months 

5% males and 10% 
females reported 
drinking daily or 
almost daily (at 
least five days 
times per week) 

2% young 
offenders reported 
being drunk 
almost every day 
or every day in the 
past 12 months

31% males and 
35% females drank 
at risky levels at 
least weekly in the 
past 12 months
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3-4 days a week 7 9 8 18 7 9 

Almost everyday or everyday 2 13 7 18 3 14 
 

a Males=672-3, Females=114-6, Total=786-9; b M=200-7, F=16-18, T=216-225  
Source: NDSHS (2004), Table 3.10, Age group 12-19, Australia

Error! Bookmark not defined.
 

 

Twenty-seven percent (27%, n=182) males and 23% (n=27) females reported being drunk at least 
weekly in the past 12 months. 

8.1.1 Alcohol dependence 
 
Three items from the WHO Alcohol Use Disorders Identification Test (AUDIT)

21
 were used to assess 

drinking behaviours consistent with possible alcohol dependence (Table 8.4).  
 
Table 8.4 Indicators of alcohol dependence in community and custody samples (%) 

Males Females Total 
Indicator of dependence 

Community
a
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

Unable to stop drinking once started (last 12 months)
i 

Never 85 77 85 53 85 75 

Less than once a month 3 2 3 0 3 1 

Monthly 2 1 2 0 2 1 

Fortnightly 2 3 3 12 2 4 

1-2 days a week 4 8 2 6 4 8 

3-4 days a week 2 3 3 18 2 4 

Almost everyday/everyday 1 7 2 12 1 7 

Failed to do what was normally expected because of drinking
ii 

Never 82 75 77 63 82 74 

Less than once a month 7 2 9 0 7 2 

Monthly 3 2 4 6 3 2 

Fortnightly 2 4 2 6 2 4 

1-2 days a week 4 9 4 13 4 10 

3-4 days a week 1 2 3 13 2 3 

Almost everyday/everyday 1 6 1 0 1 6 

Needed an alcoholic drink in the morning
iii 

Never 96 91 95 82 96 90 

Less than once a month 1 2 1 0 1 2 

Monthly 0 1 0 0 0 1 

Fortnightly 1 1 1 6 1 1 

1-2 days a week 1 2 1 0 1 2 

3-4 days a week <1 1 1 6 <1 1 

Almost everyday/everyday 1 3 1 6 1 4 

 
a (i) Males=669, Females=114, Total=783; (ii) M=635, F=111, T=746; (iii) M=668, F=114, T=782 
b (i) Males=204, Females=17, Total=221; (ii) M=206, F=16, T=222; (iii) M=205, F=17, T=222 

 
A total AUDIT score which indicates the presence and severity of problem drinking must be calculated 
using data from all 10 AUDIT questions. This survey collected data on six of the ten AUDIT questions. 
However, scaled responses to the three items in Table 8.4 can be totalled to give a dependence score 
for the AUDIT. For problem drinkers (defined as risky and/or high risk drinkers in this survey; see 
Table 8.2), scores of 4 and above on the AUDIT dependence scale are considered indicative of 
existing or emerging alcohol dependence.

22
 

 
Figure 8.3 reports on percentages of young offenders who meet AUDIT dependence criteria, 
percentages of young offenders scoring in the severe range on the APS-SF Substance Abuse 
Disorder Subscale, and those meeting both sets of criteria, by gender, ethnicity, region, IQ and age.  
 
A higher proportion of those who had received custodial sentences displayed indicators of alcohol 
dependence, particularly female offenders, although the sample was small (n=19) for this group. 

Table 8.4 Indicators of alcohol dependence in community  
ordersand custody samples (%)

A total AUDIT score, indicating the presence and 
severity of problem drinking must be calculated 
using data from all 10 AUDIT questions. This 
survey collected data on six of the ten AUDIT 
questions. However, scaled responses to the 
three items in Table 8.4 can be totalled to give 
a dependence score for the AUDIT. For problem 
drinkers (defined as risky and/or high risk 
drinkers in this survey; see Table 8.2), scores of 4 
and above on the AUDIT dependence scale are 
considered indicative of existing or emerging 
alcohol dependence.22

Figure 8.3 (overleaf) reports on percentages of 
young offenders who meet AUDIT dependence 
criteria, percentages of young offenders scoring 
in the severe range on the APS-SF Substance 
Abuse Disorder Subscale, and those meeting 
both sets of criteria, by gender, ethnicity, 
region, IQ and age. 

A higher proportion of those who had received 
custodial sentences displayed indicators of 
alcohol dependence, particularly female 
offenders, although the sample was small 
(n=19) for this group.

a (i) Males=669, Females=114, Total=783; (ii) M=635, F=111, T=746; (iii) M=668, F=114, T=782
b (i) Males=204, Females=17, Total=221; (ii) M=206, F=16, T=222; (iii) M=205, F=17, T=222

On at least one 
day per week 
in the past 12 

months:

7% young 
offenders were 
unable to stop 
drinking once 

started 

7% young 
offenders failed 
to do what was 

normally expected 
of them because of 

drinking

3% young 
offenders needed 
an alcoholic drink 

in the morning

8.1.1 Alcohol dependence

Three items from the WHO Alcohol Use 
Disorders Identification Test (AUDIT)21 were 

used to assess drinking behaviours consistent 
with possible alcohol dependence (Table 8.4). 
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a Males=637, Females=111, Total=748; b M=191, F=17, T=208; *multiple responses permitted
Source: King et al (2005): Australian 15-17 year olds in 2000 to 2004 Figures 9, 10, 1623

 
 

 
 

 

Figure 8.3 Alcohol dependence and Substance Abuse Disorder (APS-SF severe) by gender, 
ethnicity, region, IQ and age (%) 
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Nine percent (9%; n=68) young offenders in the community sample who had drunk alcohol met AUDIT 
criteria for alcohol dependence. A further breakdown of dependent drinking by age indicated that 5% 
14 year olds, 6% 15 year olds, 11% 16 year olds, 13% 17 year olds and 8% 18 year olds met AUDIT 
criteria for alcohol dependence. 
 
Table 8.5 presents a breakdown of alcoholic beverages consumed by young offenders, with 
comparison with young Australians aged 15-17 years.

20 

 
Table 8.5 Alcoholic beverages consumed by young offenders (%) [King et al (2005)] 

Males Females Total 
Beverage* 

Community
a
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

Spirits (bottled)    61 [54] 73 65 [77] 77 61 [64] 73 

Beer (all types)    51 [55] 41 28 [13] 35 48 [36] 40 

Spirits (premixed)   43 [36] 31 62 [62] 24 45 [73]  31 

Alcoholic cider/soda
 

  10  [ 4] 12 20 [10] 12 12 [7] 12 

Wine (all types)     6  [ 5] 8 14 [14] 30 3 [10] 10 
 
a Males=637, Females=111, Total=748; b M=191, F=17, T=208; *multiple responses permitted 

Source: King et al (2005): Australian 15-17 year olds in 2000 to 2004 Figures 9, 10, 16
23

 

 
8.2 Tobacco use 

The 2004 National Drug Strategy Household Survey assessed the tobacco and illicit substance use of 
30,000 people aged 12 years and over. Ninety-six percent (96%) 12- to 15 year-olds reported never 
having smoked a cigarette; 10.7% young people aged 14-19 years reported smoking daily, and 
females aged between 16 and 17 years were almost twice as likely as males to smoke daily. Young 
people who do less well academically and who have a lower self-image are also more likely to smoke 
than other young people. Significant correlates of progression to established smoking include parental 
advice not to smoke, antismoking lessons in school, susceptibility to tobacco industry advertising and 
promotion, peer smoking, and exposure to smoking at home.

24
 According to the AIHW (2007),

25
 the 

mean age of initiation into tobacco smoking among young people aged between 14-24 years was 14.7 
years for males and 14.4 years for females. Seventeen percent (17%) young people (12-17 year olds) 
identified themselves as smokers.

25
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Nine percent (9%; n=68) young offenders 
in the community orders  sample who had 
drunk alcohol met AUDIT criteria for alcohol 
dependence. A further breakdown of 
dependent drinking by age indicated that 5% 
14 year olds, 6% 15 year olds, 11% 16 year olds, 

13% 17 year olds and 8% 18 year olds met 
AUDIT criteria for alcohol dependence.

Table 8.5 presents a breakdown of alcoholic 
beverages consumed by young offenders, with 
comparison with young Australians aged 15-17 
years.20

Figure 8.3 Alcohol dependence and Substance Abuse Disorder (APS-SF severe) by 
gender, ethnicity, region, IQ and age (%)

Table 8.5 Alcoholic beverages consumed by young offenders (%) [King et al (2005)]

8.2 Tobacco use

The 2004 National Drug Strategy Household 
Survey (NDSHS) assessed the tobacco and illicit 
substance use of 30,000 people aged 12 years 
and over. Ninety-six percent (96%) 12- to 15 
year-olds reported never having smoked a 
cigarette; 2% of this age group smoked daily. 
Eleven percent (10.7%) young people aged 
14-19 years reported smoking daily, and females 
aged between 16 and 17 years were almost 
twice as likely as males to smoke daily. Young 

people who do less well academically and who 
have a lower self-image are also more likely to 
smoke than other young people. Significant 
correlates of progression to established 
smoking include parental advice not to smoke, 
antismoking lessons in school, susceptibility to 
tobacco industry advertising and promotion, 
peer smoking and exposure to smoking at 
home.24 According to the AIHW (2007),25 the 
mean age of initiation into tobacco smoking 
among young people aged between 14-24 
years was 14.7 years for males and 14.4 years 

 5% young 
offenders met 
both criteria 
for substance 
dependence

APS-SF (severe 
category score) 
identified 
significantly more 
young offenders 
than the AUDIT 
criteria

9% young 
offenders who 
had drunk alcohol 
met AUDIT 
criteria for alcohol 
dependence

• 5% 14 year olds 

• 6% 15 year olds

• 11% 16 year olds

• 13% 17 year olds 

• 8% 18 year olds

Spirits were the 
most frequently 
consumed 
alcoholic beverage 
(61%)
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a (i) Males=673, Females=116, Total=789; (ii-iii) M=545, F=94, T=639; (iv) M=636, F=110, T=746
b (i) M=207, F=18, Total=225; (ii) M=113, F=12, T=125; (iii) M=174, F=17, T=191; (iv) M=195, F=17, T=212 
Sources: (i) NSW Health (2002)17 Tables 4 & 5 (ii) NDSHS (2004) Table 3.3, Age group 14-1918

 
 
In this sample of young offenders on community orders, the average age for commencing smoking 
was 12 years for both males and females, with 27% (199) reporting they had commenced smoking at 
ten years of age or younger.  

• 81% (545) males and 81% (95) females were current smokers.  
• 93% (597) of current smokers smoked daily or almost daily;  
• 36% males and 53% females smoked 10 or fewer cigarettes on the days that they smoked;  
• 25% (156) young offenders felt that they required assistance to quit smoking. 

 
Table 8.6 presents data on tobacco use and frequency with select community comparison data. 
 
Table 8.6 Tobacco use and frequency (%) [

i
NSW Health 2002] [

ii
NDSHS 2004]  

Males Females Total 
Smoking status

i
 

Community
a
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

Ever smoked
 

94 [42] 94 95 [42] 94 95 [42] 94 

Currently smokes
 

81 [12] 57 81 [15] 67 81 [13] 58 

Smoking frequency
ii
 

Daily 93 [75] 70 95 [85] 50 93 [79] 68 

Weekly 6 [15] 23 5 [9] 25 6 [12] 23 

Less than weekly 1 [10] 7 0 [7] 25 1 [9] 9 

Daily cigarettes smoked
iii

 

1 to 9 cigarettes 52 41 55 35 52 40 

10 to 19 28 28 30 18 28 27 

20 or more 21 31 15 47 20 32 

Age when first smoked
iv

 

10 or less 27 29 27 6 27 27 

11 to 13 44 43 49 77 45 45 

14 or more 29 29 24 18 29 28 

 
a (i) Males=673, Females=116, Total=789; (ii-iii) M=545, F=94, T=639; (iv) M=636, F=110, T=746 

b (i) M=207, F=18, Total=225; (ii) M=113, F=12, T=125; (iii) M=174, F=17, T=191; (iv) M=195, F=17, T=212  

Sources: (i) NSW Health (2002)
17

 Tables 4 & 5 (ii) NDSHS (2004) Table 3.3, Age group 14-19
18Error! Bookmark not defined.

 

 
Ninety-three percent (93%, n=594) young offenders who smoked report smoking everyday or almost 
everyday. The mean number of cigarettes smoked per week was 106 for custody and 81 for 
community young offenders. By comparison, NDSHS data

18Error! Bookmark not defined.
 reports a mean of 70 

cigarettes smoked per week (males 68, females 70) for Australian smokers aged 14-19 years. Figure 
8.4 displays the percentage of daily cigarette smokers by gender, ethnicity, region, IQ and age.  
 
Figure 8.4 Daily cigarette smoking by gender, ethnicity, region, IQ and age (%) 

for females. Seventeen percent (17%) young 
people (12-17 year olds) identified themselves 
as smokers.25

In this sample of young offenders on community 
orders, the average age for commencing 
smoking was 12 years for both males and 
females, with 27% (199) reporting they had 
commenced smoking at ten years of age or 
younger. 

Other characteristics include:

81% (545) males and 81% (95) females were •	
current smokers 

93% (594) of current smokers smoked daily •	
or almost daily (75% of total sample - see 
Figure 8.4)

36% males and 53% females smoked 10 •	
or fewer cigarettes on the days that they 
smoked 

25% (156) young offenders felt that they •	
required assistance to quit smoking.

Table 8.6 presents data on tobacco use and 
frequency with community comparison data.

Table 8.6 Tobacco use and frequency (%) [iNSW Health 2002] [iiNDSHS 2004] 

Twenty-seven percent (27%) young offenders 
had first smoked at age 10 years or younger.  A 
further 45% commenced smoking between the 
ages of 11 and 13 years. In this sample, therefore, 
the majority (72%) had commenced smoking by 
13 years of age. The mean number of cigarettes 
smoked per week was 106 for custody and 81 
for young offenders on community orders. 
Forty-eight percent (48%) young offenders 
smoked ten or more cigarettes daily, with 20% 

reporting that they smoked 20 cigarettes or 
more on a daily basis. By comparison, NDSHS 
data18 reports a mean of 70 cigarettes smoked 
per week (males-68, females-70) for Australian 
smokers aged 14-19 years. 

Figure 8.4 (overleaf) displays the daily cigarette 
smoking by gender, ethnicity, region, IQ and 
age (%).

Young offenders 
commenced 
smoking, on 

average, at 12 
years of age

27% commenced 
smoking at ten 
years of age or 

younger 

81% males and 
females were 

current smokers

93% current 
smokers smoked 

daily

48% current 
smokers smoked 

10 or more 
cigarettes a day

72% smokers 
began smoking at 
13 years of age or 

younger
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Table Error! No text of specified style in document..3  

Males Females Total 
Community

a Custodyb Communitya Custodyb Communitya Custodyb

Talk to people other than friends about personal problemsi

Yes 74 67 78 77 74 68
Relationship to person providing supportii

Mother 48 46 49 39 48 45
Girlfriend/boyfriend 25 N/A 31 N/A 26 N/A 
Father 19 28 15 15 18 27
Sister 17 21 25 8 18 20
Other relative 13 17 18 31 14 18
Brother 15 24 7 0 13 22
Grandparent 6 14 5 15 6 14
Other (eg family Dr) 6 15 8 15 6 15
JJO/JJC 6 N/A 8 N/A 6 N/A 
Friend of family or 
friend's parent 4 8 8 0 5 7

Parent's 
boyfriend/girlfriend 4 13 4 15 4 13

Psychologist/counsellor/ 
youth/community worker 4 N/A 4 N/A 4 N/A 

Stepfather 1 2 1 0 1 1
Coach or leader 2 2 1 0 1 1
Teacher 1 0 3 0 1 0
Stepmother <1 0 1 0 <1 0

Numbers under this table remain the same 

CHAPTER 8 

Table Error! No text of specified style in document..4 Parental tobacco use for young 
offenders who had ever smoked (%) 

Males Females Total Parent smokes 
Communitya Custodyb Communitya Custodyb Communitya Custodyb

No -  Neither 26 22 18 17 25 22
Yes - Mum 21 26 22
Yes - Dad 18 14 17
Yes - Both 35 [40] 

78
42 [41] 

83
36 [41] 

78

Numbers under this table remain the same 

77% 76%
72%

75% 76%

69%

74% 75% 75% 76%

71%

77%
75%

673 100 521 153 115 593 94 114 307 352 175 614102
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Recent research has shown that the most 
significant risk factor for smoking is having 
any family member currently smoking [OR 6.1 
(95% CI: 4.0–9.3)].26  A protective factor against 
tobacco use was participation in sports [OR 
0.3 (95% CI 0.2–0.4)]. Having asthma did not 
prevent teenagers from smoking. Since having 
a smoking family member is the major risk 
factor for tobacco use, prevention programs 
should be directed at smoking families in 

addition to the young person who smokes.26,27 
Table 8.7 displays the smoking patterns of the 
parents of young offenders in both custody and 
community orders samples. Only 25% (22% 
YPiCHS) reported that neither parent smoked. 
Thirty-six percent (35%) of the community 
orders sample reported that both parents 
smoked. In the custody sample, 78% reported 
that either or both parents were smokers.

Figure 8.4 Daily cigarette smoking by gender, ethnicity, region, IQ and age (%)

Table 8.7 Parental tobacco use (%)

a Males=641, Females=111, Total=752; b M=201, F=18, T=219
Source: Fairthorne et al (2002), Table 18 (Proportion of WA smokers living in household by age & gender 
- 2002)27

There were no 
differences in daily 
smoking behaviour 
for sub groups of 
young offenders

75% of either or 
both parents of 
current smokers 
were also smokers

36% of  both 
parents of young 
offenders who 
smoked were also 
smokers
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Males Females Total 
 

Community
a
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

Wants help to quit
i
 24 30 25 42 24 31 

Preferred help
ii
  

Nicotine patch / gum / medication 62 80 61 80 62 80 

Social support / encouragement 10 - 8 - 10 - 

Counselling* 8 20 15 20 9 20* 

Self-discipline / cold-turkey 6 - 15 - 7 - 

Distraction 6 - 0 - 5 - 

Health care professional 5 - 0 - 4 - 

Sport / exercise 3 - 0 - 3 - 
 

a (i) Males=542, Females=93, Total=635; (ii) M=86, F=13, T=99; b (i) M=112, F=12, T=124; (ii) M=25, F=5, T=30; YPiCHS only 
two options coded 

 
More young metropolitan offenders (65%) wanted to quit or had tried to quit smoking compared to 
Regional young offenders (45%). 
 
8.3 Substance use 

The use of multiple (poly) substances in substance users is increasing in Australia,
28

 a trend also in 
evidence internationally.

29,30
 Substance users typically commence using tobacco and alcohol, then 

proceed to cannabis, followed by a combination of other ‘hard’ drugs such as amphetamines, opiates 
and cocaine.

31
 Use of the initial substances continues even when users have progressed to other 

substances. Such use is dependent on access, availability and motivation to cease or reduce levels of 
use. 
 
Although young people demonstrate poly-substance and opportunistic drug use patterns, alcohol and 
tobacco remain the most commonly abused substances, followed by cannabis for non-offender 
juveniles.

32
  

 
Several large scale longitudinal studies of delinquency

33,34,35
 highlight the impact of substance abuse, 

particularly early onset abuse
36,37,34

 both on offending onset and in delaying the trajectory out of 
offending. Hammersley et al (2003)

38
 reported that more than 50% of their sample thought their drug 

use was causal in their offending. 
 
In this sample, a similar relationship was observed. Of the 191 young offenders who had been 
convicted of seven or more offences in their court history, 100 (52%) smoked cannabis five or more 
days per week compared with 12% who never smoked cannabis, 17% who smoked less than three 
days per week and 19% who smoked 3-4 times per week.  
 
Data on substance use in young offenders in Table 8.9 are compared with substance use of young 
people aged 14-19 years taken from the NSW Health Behaviours of Secondary School Students 
Survey (HBSSSS) 2002.

17
 

 
Table 8.9 Substance use history (%) [NSW HBSSSS 2002]  

Males Females Total 
Ever used 

Community
a
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

Cannabis 89 [24] 88 89 [19] 88   89 [22] 88 

Amphetamines* 44 [6] 47 56 [5] 59 46 [5] 48 

Other amphetamine related** 40 [5] 35 45 [4] 35 39 [4] 35 

Cocaine 17 [3] 20 23 [2] 29 18 [3] 21 

Heroin 13 [3] 18 20 [2] 47 14 [3] 20 

Hallucinogens 11 [4] 13 12 [4] 18 11 [4] 14 

Inhalants 7 [21] 2 10 [24] 12 7 [22] 3 

Painkillers 5 [90] n/r 7 [93] n/r 5 [91] n/r 

Steroids 1 [3] 2 1 [2] 0 1 [3] 2 

 
a Males=672, Females=114, Total=786; b M=206, F=17, T=223; Source: HBSSSS (2002)

17 
Table 17 

Seventy-five percent (75%; n=471) young 
offenders on community orders who smoked 
reported that their parents also smoked; 70% 
(n=93) young offenders who did not smoke 
reported that their parents smoked. This 
difference was not statistically significant. 
Of the young offenders who smoked, 96% 
smoked on three or more days per week. Those 
who smoked three or more days per week were 
more likely to have parents who smoked.

A comparison of smoking behaviour across 
regions in young offenders showed that 42% 
regional smokers commenced smoking at age 

10 or younger compared with 27% for young 
offenders from metropolitan areas (Sydney 
and Other Metropolitan). This finding has 
clear implications for school based smoking 
prevention programs to commence in early 
primary school.

Table 8.8 shows the percentages of young 
offenders who wanted to quit smoking and 
their preferred methods of smoking cessation.

More young metropolitan offenders (65%) 
wanted to quit or had tried to quit smoking 
compared with regional young offenders 
(45%).

Table 8.8 Intention to quit smoking (%)

8.3 Substance use

The use of multiple (poly) substances in 
substance users is increasing in Australia,28 
a trend also in evidence internationally.29,30 
Substance users typically commence using 
tobacco and alcohol, then proceed to cannabis, 
followed by a combination of other ‘hard’ 
drugs such as amphetamines, opiates and 
cocaine.31 Use of the initial substances continues 
even when users have progressed to other 
substances. Such use is dependent on access, 
availability and motivation to cease or reduce 
levels of use.

Although young people demonstrate poly-
substance and opportunistic drug use patterns, 
alcohol and tobacco remain the most commonly 
abused substances, followed by cannabis for 
non-offender juveniles.32 

Several large scale longitudinal studies of 

delinquency33,34,35 highlight the impact of 
substance abuse, particularly early onset 
abuse34,36,37 both on offending onset and in 
delaying the trajectory out of offending. 
Hammersley et al (2003)38 reported that more 
than 50% of their sample thought their drug 
use was causal in their offending.

In this sample, a similar relationship was 
observed. Of the 191 young offenders who had 
been convicted of seven or more offences in 
their court history, 100 (52%) smoked cannabis 
five or more days per week compared with 12% 
who never smoked cannabis, 17% who smoked 
less than three days per week and 19% who 
smoked 3-4 times per week. 

Data on substance use in young offenders in 
Table 8.9 are compared with substance use of 
young people aged 14-19 years taken from the 
NSW Health Behaviours of Secondary School 
Students Survey (HBSSSS) 2002.17

a (i) Males=542, Females=93, Total=635; (ii) M=86, F=13, T=99; b (i) M=112, F=12, T=124; (ii) M=25, F=5, T=30; 
YPiCHS only two options coded

42% regional 
young offenders 

compared with 
27% from 

metropolitan areas 
(Sydney and other 

metropolitan) 
commenced 

smoking at age 10 
or younger 

24% young 
offenders who 

smoked wanted 
help to quit 

smoking

62% of current 
smokers 

nominated 
nicotine patches/
gum/medication 

as their preferred 
method to stop 

smoking

Alcohol and 
tobacco remain 

the most 
commonly abused 

substances
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Males Females Total 
 

Community
a
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

Wants help to quit
i
 24 30 25 42 24 31 

Preferred help
ii
  

Nicotine patch / gum / medication 62 80 61 80 62 80 

Social support / encouragement 10 - 8 - 10 - 

Counselling* 8 20 15 20 9 20* 

Self-discipline / cold-turkey 6 - 15 - 7 - 

Distraction 6 - 0 - 5 - 

Health care professional 5 - 0 - 4 - 

Sport / exercise 3 - 0 - 3 - 
 

a (i) Males=542, Females=93, Total=635; (ii) M=86, F=13, T=99; b (i) M=112, F=12, T=124; (ii) M=25, F=5, T=30; YPiCHS only 
two options coded 

 
More young metropolitan offenders (65%) wanted to quit or had tried to quit smoking compared to 
Regional young offenders (45%). 
 
8.3 Substance use 

The use of multiple (poly) substances in substance users is increasing in Australia,
28

 a trend also in 
evidence internationally.

29,30
 Substance users typically commence using tobacco and alcohol, then 

proceed to cannabis, followed by a combination of other ‘hard’ drugs such as amphetamines, opiates 
and cocaine.

31
 Use of the initial substances continues even when users have progressed to other 

substances. Such use is dependent on access, availability and motivation to cease or reduce levels of 
use. 
 
Although young people demonstrate poly-substance and opportunistic drug use patterns, alcohol and 
tobacco remain the most commonly abused substances, followed by cannabis for non-offender 
juveniles.

32
  

 
Several large scale longitudinal studies of delinquency

33,34,35
 highlight the impact of substance abuse, 

particularly early onset abuse
36,37,34

 both on offending onset and in delaying the trajectory out of 
offending. Hammersley et al (2003)

38
 reported that more than 50% of their sample thought their drug 

use was causal in their offending. 
 
In this sample, a similar relationship was observed. Of the 191 young offenders who had been 
convicted of seven or more offences in their court history, 100 (52%) smoked cannabis five or more 
days per week compared with 12% who never smoked cannabis, 17% who smoked less than three 
days per week and 19% who smoked 3-4 times per week.  
 
Data on substance use in young offenders in Table 8.9 are compared with substance use of young 
people aged 14-19 years taken from the NSW Health Behaviours of Secondary School Students 
Survey (HBSSSS) 2002.

17
 

 
Table 8.9 Substance use history (%) [NSW HBSSSS 2002]  

Males Females Total 
Ever used 

Community
a
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

Cannabis 89 [24] 88 89 [19] 88   89 [22] 88 

Amphetamines* 44 [6] 47 56 [5] 59 46 [5] 48 

Other amphetamine related** 40 [5] 35 45 [4] 35 39 [4] 35 

Cocaine 17 [3] 20 23 [2] 29 18 [3] 21 

Heroin 13 [3] 18 20 [2] 47 14 [3] 20 

Hallucinogens 11 [4] 13 12 [4] 18 11 [4] 14 

Inhalants 7 [21] 2 10 [24] 12 7 [22] 3 

Painkillers 5 [90] n/r 7 [93] n/r 5 [91] n/r 

Steroids 1 [3] 2 1 [2] 0 1 [3] 2 

 
a Males=672, Females=114, Total=786; b M=206, F=17, T=223; Source: HBSSSS (2002)

17 
Table 17 

Table 8.9 Substance use history (%) [NSW HBSSSS 2002] 

Cannabis was the most frequent substance ever 
used – the majority of young males (89%) and 
females (89%) in this sample had a history of 
cannabis use. 

Figure 8.5 presents at-least weekly illicit 
substance use in the past 12 months by gender, 

ethnicity, region, IQ and age. CALD young 
offenders were less likely to use cannabis at 
least weekly than ESB or Aboriginal young 
offenders. There were no other subgroup 
differences with respect to proportions who 
reported using cannabis at least weekly.

a Males=672, Females=114, Total=786; b M=206, F=17, T=223;  
Source: HBSSSS (2002)17 Table 17
*Amphetamine, dexamphetamine, methamphetamine; **DOB, DOM, MDA, MDEA, MDMA (Ecstasy), Mescaline, 
PMA, TMA

Figure 8.6 (overleaf) presents cannabis use 
frequency in the past 12 months by gender, 
ethnicity, region, IQ and age. Aboriginal young 
offenders were more likely to use cannabis 

daily, while CALD young offenders were less 
likely to use cannabis daily and more likely 
never to use cannabis.

Figure 8.5 ‘At least weekly’ drug use in past 12 months:  
Cannabis only and other drug use by gender, ethnicity, region, IQ and age (%)

89% young 
offenders had used 
cannabis

46% had used 
amphetamines

18% had used 
cocaine

14% had used 
heroin

Of the 191 young 
offenders who had 
been convicted 
of seven or more 
offences in their 
court history, 100 
(52%) smoked 
cannabis five or 
more days per 
week compared 
with 12% who 
never smoked 
cannabis

CALD young 
offenders were less 
likely to be weekly 
cannabis users

Females were 
more likely to be 
poly-substance 
users
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In a 2001 community sample of young people 
aged 14-24 years, cannabis and inhalants were 
first used at mean age less than 16 years for 
both males and females, compared with 
amphetamines and speed, which were first used 
at 18 years for males and 17 years for females. 
The mean age of initiation into injecting 
drug use was 17 years for males and 18 years 

for females.32 The AIHW (2007) reported that 
the mean age of initiation was 15.7 years for 
marijuana, 18.0 years for meth/amphetamine 
and 18.4 years for ecstasy.25 Young offenders 
initiated illicit substance use on average two 
years earlier than community samples of young 
people as indicated in Table 8.10.

Figure 8.6 Cannabis use: ‘Daily/almost daily’, ‘weekly’ and ‘less than weekly’  
in past 12 months by gender, ethnicity, region, IQ and age (%)

Table 8.10 Mean age of initiation/onset of drug use (standard deviation)
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In a 2001 community sample of young people aged 14-24 years, Cannabis and inhalants were first 
used at mean age less than 16 years for both males and females, compared to amphetamines and 
speed, which were first used at 18 years for males and 17 years for females. The mean age of 
initiation into injecting drug use was 17 years for males and 18 years for females.

32
 The AIHW 

reported in (2007) that the mean age of initiation was 15.7 years for marijuana, 18.0 years for 
meth/amphetamine and 18.4 years for ecstasy.

25
 Young offenders initiated illicit substance use on 

average two years earlier than community samples of young people as indicated in Table 8.10. 
 
Table 8.10 Mean age of initiation/onset of drug use (standard deviation) 

Males Females Total 
Drug type    N (YPoCOHS) 

Community
a
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

Tobacco                        748 12.0 (2.7) 11.9 (2.5) 11.6 (2.6) 12.4 (1.1) 11.9 (2.7) 12.0 (2.5) 

Alcohol                          749 13.2 (2.5) 13.3 (2.6) 13.0 (2.1) 13.8 (1.3) 13.1 (2.4) 13.4 (2.5) 

Solvents/inhalants 58 13.2 (2.3) 15.6 (1.0) 12.7 (1.8) - 13.1 (2.2) 15.6 (1.0) 

Cannabis                      701 13.2 (2.3) 12.7 (2.5) 12.9 (2.1) 12.9 (1.7) 13.1 (2.3) 12.7 (2.5) 

Painkillers 36 14.8 (2.3) 14.3 (1.3) 14.3 (2.1) 16.0 (2.8) 14.6 (2.2) 14.8 (1.8) 

Benzodiazepines          105 14.9 (1.7) 15.1 (1.4) 14.1 (1.3) 14.5 (2.1) 14.6 (1.6) 15.1 (1.4) 

Amphetamines             363 15.0 (1.7) 15.0 (1.5) 14.0 (1.4) 15.0 (1.3) 14.8 (1.7) 15.0 (1.4) 

Hallucinogens 86 14.8 (1.9) 14.9 (1.3) 14.4 (1.1) 14.3 (1.2) 14.8 (1.8) 14.9 (1.2) 

Heroin                           110 15.2 (1.6) 14.8 (1.6) 13.5 (2.3) 15.0 (1.7) 14.9 (1.9) 14.8 (1.6) 

Non-prescribed methadone 22 15.4 (1.9) 15.3 (1.3) 13.8 (2.2) 14.6 (1.3) 15.1 (2.0) 15.2 (1.3) 

Cocaine                        141 15.4 (1.8) 15.7 (1.1) 14.1 (1.4) 15.8 (0.8) 15.2 (1.8) 15.7 (1.1) 

Other amphetamines  307 15.3 (1.5) 15.4 (1.3) 14.6 (1.4) 14.8 (0.8) 15.2 (1.5) 15.4 (1.2) 

Other opiates                40 15.4 (2.0) 16.0 (0.0) 14.7 (1.8) 17.0 (0.0) 15.2 (1.9) 16.5 (0.7) 

Other (specify)  13 15.3 (2.0) 12.4 (3.3) 15.0 (0.0) 15.5 (0.6) 15.3 (1.9) 13.0 (3.2) 

Steroids 5 16.5 (1.3) 16.0 (2.0) 13.0 (0.0) - 15.8 (1.9) 16.0 (2.0) 

Prescribed methadone 5 16.7 (0.6) 16.5 (1.3) 16.0 (1.4) 15.5 (0.7) 16.4 (0.9) 16.2 (1.2) 

 
Evidence is mounting that cannabis is not a benign substance. A recent study

39
 followed 3,239 

Australian young people from birth to the age of 21 years to ascertain whether age of first use or 
frequency of use of cannabis was associated with anxiety and depression (AD) in young adults. After 
controlling for confounding factors, including use of other illicit substances, those who started using 
cannabis before age 15 years and used it frequently at 21 years were more likely to report symptoms 
of AD in early adulthood (odds ratio 3.4; 95% CI: 1.9-6.1). The effects were similar for those who used 
only cannabis and for those who used cannabis in addition to other illicit substances. The study 

Aboriginal young 
offenders were 

more likely to use 
cannabis daily 

Young offenders 
initiated illicit 
substance use 

on average two 
years earlier 

than community 
samples of young 

people

Tobacco was the 
first substance 

used, followed by 
alcohol, solvent/

inhalants and 
cannabis
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concluded that early-onset and frequent use of cannabis was strongly associated with symptoms of 
AD and that this relationship was independent of individual and family background and other illicit 
substance use. Further, Trimboli and Coumarelos (1998)

40
 identified a dose response relationship 

between cannabis and crime: the greater the level of cannabis use, the greater the frequency of crime. 
 
In 2004, researchers from the Murdoch Children’s Research Institute surveyed 2,900 Victorian 
children in Years 5, 7 and 9 for their substance use. One in 50 (2%) Australian teenagers in Years 7 
and 9 reported using cannabis weekly.  
 
By comparison, although this sample is older than the Murdoch sample, 12% (n=81) young offenders 
on community orders (10% males [YPiCHS 26%] and 18% females) used two or more illicit 
substances on a weekly or more frequent basis.   

8.3.1 Injecting drug use 
 
Injecting drug use and sharing contaminated injecting equipment pose additional risks to health such 
as exposure to blood borne viruses. Adult prisoner populations, particularly female prisoners, report 
high rates of injecting drug use.

41
 

 
Amphetamine and heroin/amphetamine users (19%; n=67) [YPiCHS 35%]; heroin users (45%; n=50), 
and cocaine users (14%; n=19) [YPiCHS 32%] reported injection as the route of administration.  
Overall, 8% (n=64) (7% males, 17% females) [YPiCHS 19% combined] had injected drugs in the past 
12 months. Heroin and amphetamine (45% and 19% of injectors) were the two most commonly 
injected drugs. In the general population, amphetamines were found to be the most commonly injected 
substance and rates of injection of amphetamines were three times greater than for injection of 
heroin.

18
 

 
Table 8.11 presents data on injecting drug use histories of young offenders and comparison data for 
young people aged 14-19 years old.

18
 

 
Table 8.11 Injecting drug use – ‘ever used’ and ‘used in past 12 months’ (%) [NDSHS 2004] 

Males Females Total  
 Community

a
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

Ever injected 9 [1] 19 23 [1] 53 11 [1] 22 

Injected in last 12 months 7 [0.1] 16 17 [1] 53 8 [0.5] 19 
 

a Males=672, Females=114, Total=786; b M=206, F=17, T=223; Source: NDSHS (2004) Table 3.29, Age group: 14-19
18

 

 
Eight percent (8%, n=86) young offenders with histories of injecting drug use had shared needles or 
injecting equipment in the previous month. Three percent (3%, n=3) [YPiCHS 29%] had shared 
injecting equipment between one and six months prior to the survey; 6% (n=7) [YPiCHS 33%] shared 
injecting equipment between six months and two years ago.  
 
Figure 8.7 displays history of injecting drug use by gender, ethnicity, region, IQ and age. Females and 
those with IQ>84 were more likely to inject substances than males and those with IQ<70. 
 

Evidence is mounting that cannabis is not a 
benign substance. A recent study39 followed 
3,239 Australian young people from birth to 
the age of 21 years to ascertain whether age 
of first use or frequency of use of cannabis 
was associated with anxiety and depression 
(AD) in young adults. After controlling for 
confounding factors, including use of other 
illicit substances, those who started using 
cannabis before age 15 years and used it 
frequently at 21 years were more likely to 
report symptoms of AD in early adulthood 
(odds ratio 3.4; 95% CI: 1.9-6.1). The effects 
were similar for those who used only cannabis 
and for those who used cannabis in addition 
to other illicit substances. The study concluded 
that early-onset and frequent use of cannabis 
was strongly associated with symptoms of AD 
and that this relationship was independent of 
individual and family background and other 
illicit substance use. Further, Trimboli and 
Coumarelos (1998)40 identified a dose response 
relationship between cannabis and crime: the 
greater the level of cannabis use, the greater 
the frequency of crime.

In 2004, researchers from the Murdoch Children’s 
Research Institute surveyed 2,900 Victorian 
children in Years 5, 7 and 9 for their substance 
use. One in 50 (2%) Australian teenagers in 
Years 7 and 9 reported using cannabis weekly. 

By comparison, although this sample is older 
than the Murdoch sample, 12% (n=81) young 
offenders on community orders (10% males 
[YPiCHS 26%] and 18% females) used two or 
more illicit substances on a weekly or more 
frequent basis.  

8.3.1 Injecting drug use

Injecting drug use and sharing contaminated 
injecting equipment pose additional risks to 
health such as exposure to blood borne viruses. 
Adult prisoner populations, particularly female 
prisoners, report high rates of injecting drug 
use.41

Amphetamine and heroin/amphetamine users 
(19%; n=67) [YPiCHS 35%]; heroin users (45%; 
n=50), and cocaine users (14%; n=19) [YPiCHS 
32%] reported injection as the route of 
administration.  Overall, 8% (n=64) (7% males, 
17% females) [YPiCHS 19% combined] had 
injected drugs in the past 12 months. Heroin 
and amphetamine (45% and 19% of injectors) 
were the two most commonly injected drugs. 
In the general population, amphetamines 
were found to be the most commonly 
injected substance and rates of injection of 
amphetamines were three times greater than 
for injection of heroin.18

Table 8.11 presents data on injecting drug use 
histories of young offenders and comparison 
data for young people aged 14-19 years old.18

Eight percent (8%, n=8) young offenders with 
histories of injecting drug use had shared 
needles or injecting equipment in the previous 
month. Three percent (3%, n=3) [YPiCHS 29%] 
had shared injecting equipment between one 
and six months prior to the survey; 6% (n=7) 
[YPiCHS 33%] shared injecting equipment 
between six months and two years ago. 

Figure 8.7 (overleaf) displays history of injecting 
drug use by gender, ethnicity, region, IQ and 
age. Females and those with IQ>84 were more 
likely to inject substances than males and those 
with IQ<70.

 

Table 8.11 Injecting drug use – ‘ever used’ and ‘used in past 12 months’ (%)  
[NDSHS 2004]

a Males=672, Females=114, Total=786; b M=206, F=17, T=223;  
Source: NDSHS (2004) Table 3.29, Age group: 14-1918

10% males and 
18% females used 
two or more illicit 
substances on a 
weekly or more 
frequent basis 

11% young 
offenders had ever 
injected drugs, 
8% in the past 12 
months

Heroin and 
amphetamine 
were the two most 
commonly injected 
drugs

• 45% heroin users

• 19% 
amphetamine 
users

• 14% cocaine 
users 

reported injection 
as the route of 
administration  

8% of injecting 
drug users had 
shared injecting 
equipment in the 
previous month
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Figure 8.7 Injecting drug use by gender, ethnicity, region, IQ and age (%) 
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According to the AIHW (2004)

 42
,
 
the mean age of initiation for tobacco smoking among young people 

aged between 12-24 years was 14.7 years for males and 14.4 years for females. Seventeen percent 
(17%) young people (12-24 year olds) identified themselves as smokers. The AIHW reported in (2004) 
that the mean age of initiation was 15.7 years for marijuana, 18.0 years for meth/amphetamine and 
18.4 years for ecstasy. Table 8.12 presents data on age of first injecting drugs for the offender 
samples. 
 
Table 8.12 Age at first injecting drug use (%) 

Males Females Total 
Age 

Community
a
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

< 12 7 0 4 0 6 0 

12 - 13 9 16 46 33 20 19 

14 - 15 47 29 31 22 42 28 

16 or more 37 55 19 44 32 53 
 

a Males=59, Females=26, Total=85; b M=38, F=9, T=47; [low n] 

 
Table 8.13 presents data on the last drug injected by YPoCOHS participants and a community 
comparison sample.  
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Figure 8.7 Injecting drug use by gender, ethnicity, region, IQ and age (%)

The AIHW (2004) reported that the mean age of 
initiation for injecting drugs for males was 16.8 
years and for females 17.1 years.42 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.

Table 8.12 Age at first injecting drug use (%)

a Males=59, Females=26, Total=85; b M=38, F=9, T=47; [low n]

Table 8.13 (overleaf) presents data on the last drug injected by YPoCOHS participants and a 
community comparison sample [NDSHS]. 

Females were 
more likely to 

inject drugs than 
males

CALD were less 
likely to inject 

drugs than ESB 
young offenders

IQ<70 were less 
likely to inject 

drugs than IQ>84

68% of those who 
were injecting 

drug users began 
injecting by age 15 

or younger
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Table Error! No text of specified style in document..1 Self-reported substances of choice (%) 

Males Females Total 
Drug type 

Community
a
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

Tobacco 34 28 45 41 35 30 

Cannabis 33 46 27 29 32 45 

Alcohol 24 17 13 12 23 16 

Ecstasy/Designer Drugs 4 2 5 0 4 1 

Amphetamines 3 4 3 0 3 4 

Heroin 2 2 6 18 3 3 

 

 
 

 
 

Table 8.13 Last drug injected for YPoCOHS and [NDSHS]* (community comparison) (%) 

Males Females Total  
Last drug injected 

YPoCOHS
a
 YPoCOHS

a
 YPoCOHS

a
 

Amphetamines** 59 [84] 63 [82] 60 [84] 

Heroin 30 [21] 32 [26] 30 [23] 

Heroin and methadone 3 [0] 5 [0] 3 [0] 

Methadone 3 [7] 0 [8] 2 [7] 

Steroids 3 [2] 0 [0] 2 [1] 

MDMA 2 [0] 0 [0] 2 [0] 

Buprenorphine 2 [0] 0 [0] 1 [0] 

Other opiates 0 [5] 0 [5] 0 [5] 

Cocaine 0 [5]   0 [10] 0 [7] 

Hallucinogens 0 [3] 0 [5] 0 [4] 

Ecstasy 0 [7] 0 [9] 0 [8] 

Benzodiazepines 0 [1] 0 [<1] 0 [1] 

Other drugs   0 [18] 0 [7] 0 [7] 
 

a Males=44, Females=19, Total=63; YPiCHS not available; *NDSHS (2004)
 18

Error! Bookmark not defined. Table 3.31; **Incl. 

speed and methamphetamine 

8.3.2 Substances of choice 
 
The three main substances of choice were tobacco, cannabis, and alcohol. This finding is consistent 
with many studies that show similar levels of use of alcohol (90%) and marijuana (92%) amongst 
young offenders as found in this study.

36,38,44,45
 However, other substances also show high frequency 

use among young offenders in New South Wales, who were nine times more likely to use 
amphetamines and 10 times more likely to have used heroin than non-offending school children.

44
 

Almost 70% indicated that their crime was attributable to or related to their drug use.
44

 
 
Table 8.14 presents self-reported preferences for substances. 
 
Table 8.14 Self-reported substances of choice (%) 

Males Females Total 
Drug type 

Community
a
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

Tobacco 33 28 44 41 34 29 

Cannabis 32 46 26 29 31 44 

Alcohol 24 17 13 12 22 16 

Ecstasy/Designer Drugs 4 2 5 0 4 1 

Amphetamines 3 4 3 0 3 4 

Heroin 2 2 6 18 3 3 
 

a Males=632, Females=110, Total=742; b M=191, F=17, T=208 

 
Young offenders were asked about the factors that had influenced their decision to use illicit drugs 
(Table 8.15). 
 
 

 

 

 

 

 

Table 8.13 Last drug injected for YPoCOHS [NDSHS]* (%)

a Males=44, Females=19, Total=63; YPiCHS not available; 
*Source: NDSHS (2004) 18.  
Table 3.31; **Incl. speed and methamphetamine

8.3.2 Substances of choice

The three main substances of choice were 
tobacco, cannabis, and alcohol. This finding is 
consistent with many studies that show similar 
levels of use of alcohol (90%) and marijuana 
(92%) amongst young offenders as found in 
this study.36,38,44,45 However, other substances 
also show high frequency use among young 

offenders in New South Wales, who were nine 
times more likely to use amphetamines and 
10 times more likely to have used heroin than 
non-offending school children.44 Almost 70% 
indicated that their crime was attributable to 
or related to their drug use.44

Table 8.14 presents self-reported preferences 
for substances.

Table 8.14 Self-reported substances of choice (%)

a Males=632, Females=110, Total=742; b M=191, F=17, T=208

Young offenders were asked about the factors that had influenced their decision to use illicit drugs 
(Table 8.15, overleaf).

Amphetamines 
(60% of injecting 
drug users) and 
heroin (30% of 
injecting drug 
users) were the 
most frequent 
recently injected 
drugs

Preferred 
substances of 
young offender 
on commmunity 
orders were 
tobacco (34%), 
cannabis (31%) 
and alcohol (22%)
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New text for 8.16. 

 

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
 Custody

b
 Community

a
 Custody

b
 Community

a
 Custody

b
 

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 18

46
 

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 (%) 

 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 

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
 

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 

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 
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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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