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Hearing commenced at 1.02 pm 
 
COLLINGS, DR BRIAN ROY 
Senior Medical Officer, Royal Flying Doctor Service Western Operations, examined: 
 
The CHAIRMAN: On behalf of the Education and Health Standing Committee, I thank you for 
your interest and for your appearance before us today. I acknowledge and pay respect to the 
traditional owners, past, present and future, of the land on which we are meeting. The purpose of 
this hearing is to assist the committee in gathering evidence for its inquiry into the adequacy and 
appropriateness of prevention and treatment services for alcohol and illicit drug problems in 
Western Australia. The Education and Health Standing Committee is a committee of the Assembly 
of Parliament. This hearing is a formal procedure and therefore commands the same respect as 
proceedings in the house. This is a public hearing and Hansard is making a transcript of the 
proceedings for the public record. If you refer to any document or documents during your evidence, 
it would assist Hansard if you could provide the full title for the record.  
Before we proceed to your submission and questions we have for you today, I need to ask you a 
series of questions. Have you completed the “Details of Witness” form? 
Dr Collings: I have. 
The CHAIRMAN: Do you understand the notes at the bottom of the form about giving evidence to 
a parliamentary committee? 
Dr Collings: Yes, I do. 
The CHAIRMAN: Did you receive and read the information for witnesses briefing sheet provided 
with the “Details of Witness” form today? 
Dr Collings: Thank you. 
The CHAIRMAN: Do you have any questions in relation to being a witness at today’s hearing? 
Dr Collings: No. 
The CHAIRMAN: In that case, would you please state the capacity in which you appear before the 
committee today? 
Dr Collings: My capacity is that I am a senior medical officer of the Derby base of the Royal 
Flying Doctor Service western operations. 
The CHAIRMAN: Brian, as you know, for the whole of WA we are looking at problems with 
alcohol and drugs. You will have seen from the terms of reference that we are looking at what 
children receive in school to, I guess, prepare them not to take alcohol and drugs. We have been 
told over the past few days that we should be looking at problems before school, because there are a 
lot of children in this area who in fact are not reaching school. Then we are looking at what training 
all allied health professionals and other professionals who are in this area have—this is people who 
have alcohol or illicit drug problems. We are looking to see what treatment programs there are, 
what is working and what is not working, and we are looking at the social costs. I believe that, apart 
from what goes on in school, you would be able to probably talk a little bit to us about all those 
other areas. Would you like to maybe give us your input into this inquiry, and once you have made 
your submission, Ian and I will ask you some more questions. 
Dr Collings: Certainly; thank you. My brief, as I understood it, was to try to provide with you some 
data on the number of cases we have to deal with in the Kimberley each year that might be related 
to alcohol and drugs, which is fair enough; that is an area I am obviously familiar with. It is actually 
very difficult to obtain hard data due to the fact that the statistics we record do not actually include a 
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field specifically relating to the association of alcohol and drugs. I have spoken to hospitals and 
other medical providers, and this is a universal thing. There are two broad categories. There is, first, 
if a disease and trauma are directly related to the acuteness of drugs and alcohol, and those are the 
more obvious ones. They would include, for instance, a rollover accident involving a drunk driver 
or domestic violence fuelled by heavy drinking or an acute psychosis caused by the excessive use of 
illicit drugs. With those we can see the association quite easily. Then there is another group, which 
is a disease that is chronic and has alcohol and drugs as part of its causation or acute exacerbation—
for instance, a massive bleed from oesophageal varices in a patient with liver sclerosis due to 
chronic alcohol excess, which probably started 20 years ago; pulmonary oedema in a diabetic 
patient with renal failure on dialysis, who has absconded from treatment to attend a funeral. The 
association there is not obvious, but it is there nevertheless. Statistics that I have drawn from RFDS 
activity in the Kimberley over the past two financial years indicate that last year we moved 1 096 
patients in toto compared with 1 013 the previous year. So our activity has increased approximately 
10 per cent between 2008–09 and 2009–10, and that general trend, I think you will find, applies all 
over, and that what we do in the Kimberley represents 16 per cent of the total RFDS patient 
transport movements statewide, which is about what you would expect. We have five bases and we 
are doing roughly a fifth of the work. 
Of the transfers, 41 per cent of those went to hospitals in Perth. The remainder went to Darwin, Port 
Hedland and elsewhere in the Kimberley. Seventy-seven per cent of those were inter-hospital 
transfers, and only 23 per cent were primary retrievals, which reflects the changing nature of our 
work in recent years. There is an economic aspect to this as well, because the primary retrievals are 
funded by the commonwealth, and the inter-hospital transfers are funded by the state. The general 
public funds the rest, basically. I do not want to bore you with meaningless figures, but, basically, if 
I break down those 1 096 patients, 24 per cent, roughly, are injury and poisoning, 16 per cent are 
cardiovascular, 11 per cent are ill-defined in signs and symptoms, nine per cent are pregnancy and 
childbirth, nine per cent are digestive system, nine per cent are respiratory system, nine per cent are 
mental disorders. The rest is another 12 per cent. Those are the big groups as far as we are 
concerned. 
In order to try to get a handle on the incidence of alcohol, I analysed my personal flight assessments 
over a six-month period. Although it is, admittedly, a small sample, I found the percentage of 
alcohol and drug-related transfers by systems were roughly as follows: injury and poisoning, 80 per 
cent; cardiovascular, 25 per cent; ill-defined, 25 per cent; digestive system, 25 per cent; respiratory 
system, 25 per cent; mental system, 80 per cent; and infectious group, 25 per cent. That gives me an 
overall percentage of 35 per cent of all patient transfers directly or indirectly relating to drugs and 
alcohol, which is quite high. It is higher than I expected. If we extrapolate that to the RFDS figures 
for the Kimberley, that means that approximately 386 of the 1 096 patients we moved last year had 
pathology directly or indirectly related to alcohol and/or illicit drugs. Is it a substantial problem? 
Yes, it is. 
There are a couple of features that I think need to be highlighted. Most of our traffic accidents have 
alcohol or drugs as a causative or associated factor, and in those involving the Indigenous local 
population, it is closer to 100 per cent. Most of the Indigenous patients that we class, though, with 
acute exacerbations of chronic disease have alcohol or drugs as a contributing cause—for example, 
diabetes, heart disease, renal and liver failure. These people, broadly speaking, are rescued, but they 
are not cured. They are treated in the tertiary centres; they come back to their communities; and 
they tend to relapse more and more frequently until their premature death from organ failure. This is 
a huge, invisible tragedy. The roots, as you have correctly surmised, need to be addressed way back 
in childhood. Most of the mental patients we transfer—we want to flag these up—have alcohol and 
drugs as a causative or associated factor, and most of them are put onto forms 1 and 3, 
appropriately, which means they have to be moved to Graylands Hospital in Perth for assessment. 
There is no halfway house here or in Broome—much talk but not much has happened yet. Many of 
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them are frequent flyers, and many of them end up requiring intubation, ventilation, which is risky 
and expensive. 
Mr P. ABETZ: Is that when they are on the aircraft? 
Dr Collings: When they are on the aircraft. In other words, they arrive from wherever to the local 
hospital, the regional hospital. They are sedated, treated, very often inadequately, but because there 
is no safe facility to put them in, we have to then move them to Perth. By the time we get to them 
sometimes, because there is quite a logistic challenge getting these people there—we have to have a 
police officer, we have to have a dedicated aircraft and we have to make all the necessary 
connections—it is very often 24 or 48 hours before they are moved, by which time, if they are very 
psychotic, they are so heavily sedated that they are then at risk of aspirating and even dying. So we 
have the obscene situation—it must be, I think, almost unique in the world—where we move 
patients as ventilated, intubated patients just because their behaviour is uncontrollable. The chief 
psychiatrist is very concerned about this—appropriately—and we have now flagged up every single 
case as a clinical incident, and we are going to use this as pressure to have an in-house facility 
located somewhere in the north west. But for the moment that is the situation we deal with. 
Mr I.C. BLAYNEY: In Broome, they are building mental health beds, are they not? 
Dr Collings: I hope so. 
The CHAIRMAN: There are meant to be 14 beds, and two of those beds next year are meant to be 
for the acute patients. I know, in relation to the asphyxiations you are talking about—actually, I am 
not sure—I heard that there was a policy to try to prevent some of those problems that they have 
been having over the past few years with sedation of mental health patients. 
Dr Collings: Yes. I am not suggesting anyone is neglect here. There is a lot of hard work going on. 
Siva Bala, a local psychiatrist, has drawn up recommendations to try to standardise the management 
of them, and we are working hard to make sure that this is kept to a minimum. 
The CHAIRMAN: With the contacts you have had with the local psychiatrist, how many beds 
have you asked for? We have been told at these hearings that mental health problems are increasing 
in the Kimberley. If they are increasing from the numbers that you had there, how many beds are 
needed in the Kimberley? 
Dr Collings: I think, realistically speaking, anything we produce in the Kimberley is going to be a 
holding stage. It is not going to be the place where definitive treatment will be taken for a lot of 
these people. Nevertheless, that will enormously improve the safety and the efficiency of the service 
we can offer. The first time I was asked my opinion, I said, “Six beds will do.” That was 2005. The 
next time I was asked, which was 2008, I said 12. The next time I am asked, I will probably ask for 
18. It is that sort of range we are talking about. If we had a safe facility in Derby or in Broome, or 
even Hedland, for that matter, where we had between six and 10 beds, I would be deeply content. 
The CHAIRMAN: This is beds for patients who have been sectioned who have to stay there? 
Dr Collings: Patients who will be treated in a safe facility. Most of those obviously would end up 
being on forms, but not necessarily for every case. 
The CHAIRMAN: What section is that that they are committed under? I am just trying to think 
what it was. 
Dr Collings: I forget the number; I do apologise. We just refer to it as form 1 and 3. Form 1 is the 
sectioning form, and form 3 is the transport order. 
The CHAIRMAN: But you think that maybe six of those beds are required for the Kimberley area. 
Dr Collings: Yes, I think so. 
The CHAIRMAN: With the beds that they are building at Broome at the moment, unfortunately, it 
is still early days, because they had not started on the mental health wing that they are going to 
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build. Obviously, different facilities are required for patients who are admitted under legislation 
than for patients who are being seen for mental health who have a lesser problem. It would probably 
be worth, possibly even from this meeting, if you were to discuss this—if you happen to bump into 
the local psychiatrist, it would be worth just checking with him so that a recommendation could be 
made in relation to those beds before they actually start with the bricks and mortar. 
Mr I.C. BLAYNEY: Can you heal people like that? 
Dr Collings: Traditionally, we divide mental health into neurosis and psychosis along a very crude 
line: those who have neurosis have insight and those who have psychosis do not have insight. So if 
you had, let us say, a profound reactive depression after the death of your wife and you were feeling 
a bit suicidal, but you were willing to be treated and you were willing to be admitted into a mental 
facility, I would call that a neurosis. Your treatment would not be all that difficult, and your 
transport would not be difficult either. If, on the other hand, you have psychosis, where you have no 
insight into your condition—and that usually includes schizophrenia and bipolar disorders that are 
out of control and other things like that—the patient cannot be held responsible for his own 
behaviour, and things other than his preferences become paramount. If you are flying in a small 
aluminium tube at 23 000 feet, safety of the crew and the aircraft overrides the safety even of the 
patient. This, of course, is a totally new concept to most people, but we have to be absolutely certain 
that the flight is safe. 
The CHAIRMAN: When patients that Dr Collings is describing are high—I have worked with 
those patients—it might take 12 people to try to hold them down to give them an injection to sedate 
them, and this is someone my size or smaller. The energy that they have when they are high is just 
unbelievable. 
Dr Collings: Yes. We had a fairly typical sort of case last week, just by illustration, if I may, in 
Fitzroy Crossing hospital. I was phoned by Dr Reeler, who said they had a patient there who had 
been in the ward for three or four days. He had become increasingly aggressive. They had asked 
mental health to treat him. Some sort of treatment had been given, but it had been inadequate and 
low-key. Now the patient was completely out of control, and they had to bring in the police, and it 
required four burly policemen, two orderlies, three doctors, a couple of nurses and a CAT just to 
control the patient. I said, “All right; fine. Can you intubate this patient and we will come and fetch 
them more or less straightaway?” “No, I’m not happy to intubate this patient; he’s just too 
difficult.” She is a relatively seasoned doctor, but the other doctor there was relatively 
inexperienced, so, as we sometimes do in this situation, we flew there, went in and intubated the 
patient. I wish you could see this man. He was strapped, in straitjacket form, to a trolley, and he was 
so violent that the trolley was actually lifting off the ground with him. I had to intubate him from 
that as my starting point, which was a challenge, to say the least. Anyway, all went well, and then 
he had to be flown to Derby. By this stage, the day crew had run out of hours, because we had spent 
so much time at Fitzroy, so then we had to him put onto another crew. So that plane then flew to 
Port Hedland, where we had another meet, and another crew came up from Jandakot and flew him 
down to Perth, where, of course, he went into an ICU, because you cannot just send them straight 
into a mental facility as is. Then he was duly transferred to Graylands a day or two later. That took 
four medical flights and about 25 personnel. The cost of that little exercise is somewhere in the 
region of $19 000 to $20 000 of taxpayers’ money. 
[1.21 pm] 
The CHAIRMAN: But that is personnel; and then you add on top of that flying time, the fuel and 
the RFDS costs on top of the medical time, and that brings that figure up. 
Mr I.C. BLAYNEY: So, he goes into hospital in Perth. 
Dr Collings: He goes into hospital in Perth, he is assessed and after four days on average he goes 
back to the Kimberley. 
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Mr I.C. BLAYNEY: Seriously? 
Dr Collings: He sometimes gets back before I do. You know, this is the only situation — 
The CHAIRMAN: It is a peak. 
Mr I.C. BLAYNEY: Can we treat that person, fix them up? 
Dr Collings: We cannot cure him, if I can use that expression. What we can do is, with adequate 
facilities hopefully, we can manage him. Now, I do not know that particular person’s background, 
so I cannot comment on him. But a fairly typical sort of mix is a 23-year-old Aboriginal male, 
Bidyadanga, parents separated, he has been out of control, been brought up by his grandmother, 
dropped out of school to all intents and purposes at the age of 10, sits around and does nothing, is 
now drinking heavily and is using marijuana and other unspecified items, and his behaviour has 
now become difficult. The local night nurse flags it up and the mental health people come in, they 
talk to him, he refuses medication initially but eventually is persuaded to take some and he takes it 
for a month or two. He is more or less well controlled and then he absconds, stops taking the 
therapy, has a drinking spree and arrives in ICU totally psychotic, threatening to kill all the staff 
because he is Jesus and he has been told to do that. So now you have a patient who started off as a 
troubled teenager, then it becomes substance abuse, and now he is a full-blown mental patient with 
a history. So he is labelled now and he now goes back to Graylands where they put him onto 
medication and they just send him off. I do not understand how the process works there but I have 
never had any report back on a single patient in six years, so I have very little idea how they think; 
and maybe this is an area that we can improve on. So he goes back to the community where he has 
no work and he has very little to amuse him, he has very little control and he has very little 
accountability. The mental health nurse will pop in and see him, hopefully, once a month or so and 
try to ensure that he takes his medication. But unless he is on a depot injection form of medication, 
it is entirely up to him whether he actually does or not. So the level of compliance is appallingly 
bad, and the level of recurrence is very bad. And we are over-treating over and over and over and 
over and over again the same people because the management is inadequate. And I am not 
criticising anybody or any organisation; that is just the reality with which we live at the moment. 
So if you are going back to the roots of this, you have to go right back to something very 
fundamental like good parenting and hand-washing and all sorts of stuff that is outside the remit of 
this immediate discussion. But we are seeing the same people over and over again, and it is tragic 
because their prognosis is awful.  
Mr I.C. BLAYNEY: Let us say that is the first time that this happens and they are back here in four 
days or something, what is the expectation of how much longer they will survive? 
Dr Collings: Survive? It depends. I mean, the mental problem may not reduce their life expectancy 
per se; but the things that it causes people to do, like drinking and drugging and not eating properly 
and driving cars in a reckless fashion, those are the things which will reduce their life expectancy. 
Mr I.C. BLAYNEY: So how long would that be, do you reckon, on average? 
Dr Collings: I would say that young man has probably got a life expectancy of 42 to 45 years. 
Mr I.C. BLAYNEY: Okay, so he could be like that for 20 years. 
Dr Collings: Yes. 
The CHAIRMAN: And he could have several other trips down because it might be that after three 
or four months, he again goes off his medicines and again goes high and has to be transferred, or it 
might be six months. It could be several successive attempts. And that is why I would appreciate if 
you would discuss this with the psychiatrist up here and could maybe send us by way of 
supplementary information, because you have attended a hearing, a letter or a submission stating 
how many of those acute beds for those patients are required in the Kimberley, because it is a big 
cost moving those patients down south. It would be much more sensible to — 
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Dr Collings: Yes, and while saying that, I fully appreciate the challenges of staffing and everything 
else that goes with people in the North West. It is not just a question of money. It is not just a 
question of goodwill. There are some enormous logistic challenges; and we understand that, being 
in the business ourselves. 
The CHAIRMAN: My background is nursing, but I did mental health as part of my nursing, so I 
have come across it. So, you looked at your statistics over the last six months, so you would not 
happen to know then whether it has increased or decreased. I am just wondering whether I can ask 
you to do some more statistics to see what the numbers were for six months last year; because from 
what we are hearing at these inquiries, possibly because of the alcohol and drugs these mental 
health problems are on the increase. 
Dr Collings: Yes. 
The CHAIRMAN: And if, particularly in your area, there has been an increase over the last 
12 months, the sooner that something is done to address the problem, the — 
Dr Collings: Anecdotally we all sense that this is on the increase. A retrospective look at my 
figures, I am afraid, is going to be a crude science at best, but there might very well be a case for 
setting up a prospective study. We could do that quite easily within the company, which would at 
least give you an index; it is not the whole story. Would that be helpful? 
The CHAIRMAN: That would be very helpful. We would very much appreciate that. Are you able 
to follow up on that for us or would we need to write to the CEO? 
Dr Collings: Yes. 
The CHAIRMAN: You are able to follow up? 
Dr Collings: Yes, it is already done, because it is not a difficult paper to put together. I would 
suggest the way to do it would be to, say, take the Pilbara and the Kimberley as regions—do it for 
both. For every patient who we consider to be a mental health patient, however loosely we apply 
that, we would just do a quick, little additional addendum: age; name; sex; place of birth; 
educational level; is he employed; previous admissions; has he been to Graylands; is he known to 
the mental health team? It takes two minutes; we can do that. 
The CHAIRMAN: And possibly also because now, even with hearings that we have had with the 
Drug and Alcohol Office, they are now starting to look at mental health with alcohol as a co-
morbidity rather than as a separate thing, so if you are able to do this as well so that we can see 
whether a lot of the people who are coming with the mental health problems would have had an 
alcohol issue with you as well. Maybe we will take the mental health because it really would be 
good to get the bed situation sorted out up here. 
Dr Collings: Yes. I mean, obviously, a lot of people who present to us as out of control, once they 
are sorted out may turn out to be an organic psychosis. They may be just high on drugs, which is not 
a mental disease as such. But I think if you went to, say, suburban Melbourne and analysed 
100 medical mental admissions, you would find that somewhere in the region of five to 12 per cent 
would be alcohol related and the rest were not. Here it is the other way round: five to 12 per cent are 
not alcohol related. So that immediately suggests to us as medical people that this is a fixable thing. 
And you are right here. Can we cure these people? Yes, we can, if we can get rid of the original 
offending contribution. I mean, schizophrenics we have not cured and we will not cure in the 
foreseeable future; we live with that. But alcohol-induced psychosis, by definition, is treatable. 
The CHAIRMAN: That will be very useful. Maybe we might then also tap into—apart from 
statistics—as you have been up here for a period of time whether you think the problems in the 
Kimberley related to alcohol and other drugs are increasing or decreasing? What do you think about 
the social costs to the community? Do you think they have increased or decreased? 
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Dr Collings: I think in the areas where there is no control, they are definitely increasing. We are 
unanimous in agreeing that where there has been deliberate external limitation to alcohol, as in dry 
communities, it has made a definite difference. 
The CHAIRMAN: It has made a difference? 
Dr Collings: Definitely a difference, yes; quite a substantial difference. 
The CHAIRMAN: Obviously you would have discussed with people here the effect of the 
restrictions on alcohol in different communities. Has that influenced, I guess, your workload and 
how do you think that has influenced the Kimberley as a whole? 
Dr Collings: The nature of alcohol restrictions is that it is a blunderbuss approach which affects 
everybody in the community, and of necessity it is a restriction of people’s personal freedoms. And 
I can understand those who say: “This is not right.” But certainly in certain areas it is more than 
warranted by the potential benefit to the community as a whole. But, as we all know, this is not a 
long-term solution. You do not improve the community health by putting walls around it; you have 
basically got to address root behaviour patterns. So, it is not a long-term solution. And, as you have 
probably appreciated, the alcoholic community is highly mobile; more mobile than everybody else. 
So, when things become difficult in Halls Creek, they go and spot in Broome. And everybody in 
Broome says, “Oh, we don’t want this problem here!” But the fact remains that we cannot just 
ignore it. These are people who have a real need, and there are people who are profiting out of the 
alcohol ban. There are people who are deliberately and quite sanguinely taking advantage of people 
as a result, and all the usual kind of thing like bootlegging and prohibition we are seeing in 
microcosm here. So, if for the sake of argument the police in Halls Creek want to impose an alcohol 
ban for two weeks because we have got 14 funerals and two football matches coming up—and this 
kind of thing does happen—I would endorse that. But we cannot say we are solving the problem in 
Halls Creek, because we are not; we are simply putting a holding tag on it. The cure has to go 
much, much deeper than that. And I do feel that any community which in itself is not self-
propelling—self-sustaining—has the potential capacity to become a place where alcohol and drug-
related behaviour is going to be common. So, one of the things that we have to look at is the nature 
of the structure of communities. Are they self-sufficient; are they going to be sustainable in the long 
term? Because if it is just a place where people can live and do nothing, with enough money to get 
into mischief, then mischief will occur. That is the nature of people wherever they are. If we are 
talking about mental health specifically, then I think what we need to say is: “What can we do to 
identify the trouble with young people who do not have enough direction, who do not have enough 
discipline; they do not have enough support, they do not have any clear direction? There are lots of 
those. I think for a lot of the youngsters the difficulty is they would like to break out of the situation 
they are in, but they feel a burning loyalty to the group. Sometimes they manage to break out and go 
off to university and they become so homesick that they come straight back again to the 
community. And it is sad, but that is it. I have a colleague in the local clinic who has a daughter 
who is planning on going to medical school. Her daughter is going to a good boarding high school 
down in Perth in order to get the necessary grades to do that. It is breaking her heart. She finds it 
very, very difficult to be away from Derby. But she understands that that is the cost that she is going 
to have to pay to get the necessary educational qualifications to pull herself out of the vicious cycle; 
and she will do well. She is one. 
The CHAIRMAN: Coming back to the RFDS, we can see that there could be a huge saving 
through beds in mental health up here. 
Dr Collings: Yes. 
The CHAIRMAN: How many other transfers are there to Perth that could possibly be cared for? I 
mean, how many inter-Kimberley transfers or internal transfers are there within the Kimberley, and 
intra? 
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Dr Collings: Intra. 
The CHAIRMAN: How many people would you pick up who can be cared for here and what 
percentage then have to go down to Perth? And if you can give some idea of those percentages, is 
there kind of a grey area in between where they could be cared for in the Kimberley if there were 
more services provided?  
[1.38 pm] 
Dr Collings: If I can just talk about trends for a moment, the trend statewide is towards 
centralisation; that is, the population is increasing, the expectation of the population is increasing in 
terms of sophistication of medicine, and we have only one city. That is where it all happens, 
basically. The state government, to give credit where it is due, has tried hard to maintain a regional 
service in the North West, the Pilbara and the Goldfields, but it is against the gradient because, 
unless you can maintain a certain standard there, inevitably, things tend to diminish. They have 
made a decision to move the regional service from Derby to Broome. I personally am deeply 
opposed to this for a variety of reasons; the main one being that from the Aboriginal point of view 
this is a desolation. Their capital is Derby, not Broome. Broome is a white fellow’s town; it has got 
nothing to do with them. There is no capacity for them in hospitals and comfortable places in 
Broome. If one of their loved ones is transferred to Broome for medical purposes, there is nowhere 
for the rellies to stay. For an Aboriginal person out of the desert, going to Broome is like going to 
the moon. Going to Perth is like going to the next constellation; it is very, very foreign. They do not 
like it, by and large. There is a lot to be said for keeping resources in Derby. However, I understand 
there are scales of funding and there are aspects that are beyond our control. Broome is gradually 
becoming a respectable regional centre. It is not big enough yet; they do not have enough beds and 
they do not have a regional hospital mentality, which is what Derby, historically, did have. Derby 
has always taken the view, “Yes, we’ll take it. If we don’t have a bed, we will make one; we will 
put them in the corridor if we have to, but we will take it.” I have never had to phone Derby and 
say, “Please can I have a bed; I’ve got a patient.” It does not happen. It does happen in Broome. But 
Broome is gradually improving. It has a CT scanner now, which helps. If Broome can keep the staff 
there that it has; it will be all right. Derby has been systematically dumbed down and there is going 
to be less and less attraction for qualified, seasoned GP anaesthetists to stay there. It is like having 
two balloons attached to a piece of pipe, the emptier balloon will blow into the bigger balloon, and 
that is what is happening. From our company point of view, it is not logistically feasible for us to 
move to Broome at the moment anyway, so this is not an issue. But of course it means more work 
for us because people who we would otherwise have put into Derby we now have to take to Broome 
and then come back again.  
The problem that the WACHS has is staffing; it is not money, it is staffing. It always comes down 
to it. Housing as you know is ridiculously expensive up here. The fairly ordinary four-bedroom 
house that I live in at the moment cost $800 000. It is nothing special. Broome is worse. Karratha is 
phantasmagorial. It is kind of supply and demand. Paradoxically, one of the disadvantages of our 
minerals boom is that we have unaffordable housing and the problem is getting people into areas. 
All these and other factors tend to drive people south. Rather than people more and more remaining 
in the periphery and being treated in the periphery, they are tending more and more to go south. We 
as a company do not establish state or national quality; we simply go with the trends, so we have to 
provide what is needed. As a result we are providing more staff and more aircraft and the aircraft 
are swifter and more sophisticated. We recently acquired a jet, as you know, which has made a big 
difference.  
Mr I.C. BLAYNEY: I went to the launch of it. 
Dr Collings: I think we are on top of our game. It is all right, we are not flogged to death. We are 
busy and getting busier, but we are keeping up. In no sense are we becoming obsolete; in fact, if 
anything we are busier than ever. It is a fact of life at the moment that patients increasingly move 
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from the periphery to the centre rather than the other way around. The point I am making is that you 
can try very hard to put facilities into regions—I think we should—but it is always against the 
gradient.  
Mr I.C. BLAYNEY: How many beds are at Derby hospital now? 
Dr Collings: I think it has 40 beds. It used to be a 120-bed hospital; it is now about one-third of 
that.  
Mr I.C. BLAYNEY: How long ago was it 120? 
Dr Collings: Twenty-five years ago.  
Mr I.C. BLAYNEY: Then it was the main hospital for the West Kimberley was it, or was it for — 
Dr Collings: It really hummed in those days, I believe. Janet will probably know. It was a big 
hospital and people would tackle everything there. Surgery has gradually moved across to Broome. 
Obstetrics is still dominantly in Derby but will move. Paediatrics is still dominantly in Derby but 
will move. 
The CHAIRMAN: Remember that Broome is going to be 60 beds. 
Dr Collings: Eventually Derby will be a bit like Wyndham, which is questionably wise. There are 
some bright aspects; for instance, we now have a nice working relationship with Darwin, which is 
working, and WACHS and ourselves work hard. We have formally acquired the use of six beds at 
Darwin, which we try to fill. That means that if I have patients, particularly in the eastern 
Kimberley who need to go to a tertiary centre, I do not have to go cap-in-hand pleading to Darwin, I 
can arrange it and go.  
Mr I.C. BLAYNEY: How long has that been the case? 
Dr Collings: A year.  
Mr I.C. BLAYNEY: Generally—to the degree you can comment, I suppose—does the treatment 
appear to be equal to what they get in Perth? 
Dr Collings: Yes. Darwin is a good hospital. It has a couple of areas that it cannot serve. It cannot 
do neurosurgery, it cannot do cardiac catheterisation and it cannot do paediatric surgery, but it can 
do pretty well everything else and it does. The difference between Darwin and Perth is that Perth 
has got a succession of hospitals so we can always cascade from one down to another if there is a 
bed shortage. In Darwin there is one hospital and one ICU so quite frequently I phone Di Stephens 
and ask, “Have you got a bed, yes or no.” If she says no, I say “Bye”, and that is the end of the 
discussion because if she has not got a bed, she has not got a bed; she cannot create one, whereas in 
Perth there is a bit of flexibility in the system moving from hospital to hospital. That is the main 
difference from our perspective. Darwin is good; it does not refuse to take our patients. 
The CHAIRMAN: One of the questions I was going to ask was whether RFDS operations are 
based in Derby not Broome, but you said that was for logistical reasons.  
Dr Collings: For us to lift our base here and move it to Broome, assuming we could find the 
houses, assuming we could get some space at the airport and assuming that WACHS was happy 
with it, would cost us I think about a few bob short of $2 million. That money simply is not 
available. If we had to, if it became the need thing to do, we would obviously go to our paymasters 
and say that this is what we have to do. There are other factors in the equation; for instance, the 
retrieval service in the Northern Territory used to be supplied by NTAMS, which is up for tender, 
NTAMS having fallen down. CareFlight is looking after it for six months.  
Mr I.C. BLAYNEY: Who is NTAMS? 
Dr Collings: The Northern Territory Aerial Medical Service. It does the same thing in the Northern 
Territory as our RFDS does.  
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Mr I.C. BLAYNEY: That was the equivalent?  
Dr Collings: The difference was they did not have full-time doctors. They used to borrow the 
doctors from the hospital. It was cheerful but a little bit Heath Robinson. 
Mr I.C. BLAYNEY: Has it folded? 
Dr Collings: It has folded.  
Mr I.C. BLAYNEY: Has someone else — 
Dr Collings: CareFlight, which is a commercial organisation, has a temporary six-month contract 
until the end of the year. In the meantime it is up for tender and RFDS has tendered. If we are 
successful with that tender, that may mean some changes for the placing of our bases. We will be 
very busy.  
Mr I.C. BLAYNEY: That would make life quite interesting then, would it not, because you would 
by necessity have to be more integrated with the Territory’s medical service then, would you not? 
Dr Collings: If you look at the topography, the geography and the demographics, it makes good 
sense for us to look after the Northern Territory because, leaving the concrete wall of the state 
divisions aside, there is an obvious logical flow across the top.  
Mr I.C. BLAYNEY: We went to Balgo yesterday and they were saying how the linkages with the 
people there are more with the groups to their east than coming across to the west into WA.  
Dr Collings: So these are interesting times and it will be interesting to see what happens there.  
Mr I.C. BLAYNEY: A big subdivision is about to start in Broome, is there not, to the north? The 
government’s intention is to make more housing available but there is no doubt there will be more 
economic activity up here that will suck out a fair bit of the housing that is available anyway, will it 
not? 
Dr Collings: For example, locally, of course, we have got the prison that we are building across the 
way here. There is a little place called Curtin in which we have an active interest. We are looking at 
an additional population increase of about 1 000 over the next year, which is quite a lot in a town 
that contains only 5 000. I understand the hospital lost one of its houses recently to the prison 
because the prison can pay more. There is limited housing so, shall we say, the more unscrupulous 
landowners can just put it up to the highest bidder.  
Mr I.C. BLAYNEY: For sure, yes.  
Dr Collings: Shades of Karratha. 
The CHAIRMAN: We will come back again to alcohol and drugs because it is a problem. It 
creates additional work for you, which is a cost to you and in turn a cost to us or to the average 
taxpayer. If the government were to make more resources available in the Kimberley area because 
of the alcohol and drug problem—cannabis and other drugs—where do you think that money would 
best be spent? 
Dr Collings: Good question. I suggest that the money would be best spent on, firstly, presenting a 
safe facility, which we could use as our hub and, secondly, in suitably qualified and suitably 
motivated staff. Manpower is the key, I think. Once we have enough staff, I think probably what we 
need is a regional register of people at risk or people with mental health. It is like everything else. If 
you can treat this at a primary care level where you see these people regularly, ensure their 
medication is good, ensure basic standards of hygiene and nutrition, then we will see a dramatic 
decrease in the number of acute crises. The patients will still be there but we will not have to dash 
them back to Graylands. 
The CHAIRMAN: So one overarching agency caring for people throughout the Kimberley—is that 
what you suggested? 
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Dr Collings: That would be very good. We have some good people but they are outstripped, I think. 
The CHAIRMAN: Is there anything else you would like to add?  
Dr Collings: What we have touched on already but is not reflected in these statistics, is the hidden 
cost of child neglect, family breakdown, poverty, poor diet, school absenteeism and 
unemployment—all attributable to alcohol and drug abuse. It is almost impossible to know actually 
what the cost is but it is phenomenal. It is an iceberg and we are seeing only the tip. I am passionate 
about this and I am very excited that some positive moves are being made. I feel that if the local 
players are empowered along the lines you are talking, we can actually make a difference. There is 
every good reason to be enthusiastic and optimistic about addressing the problem. 
The CHAIRMAN: We thank you for your evidence before the committee today. A transcript of 
this hearing will be forwarded to you for correction of minor errors. Any such correction must be 
made and the transcript returned within 28 days from the date of the letter attached to it. If the 
transcript is not returned within this period, it will be deemed to be correct. New material cannot be 
added by these corrections and the sense of your evidence cannot be altered. Should, however, you 
wish to provide additional information or elaborate on particular points, including some of the 
things we have asked you for today, could you please include a supplementary submission for the 
committee’s consideration when you return your corrected transcript of evidence. Thank you once 
again for coming along today. 

Hearing concluded at 1.55 pm 


