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Hearing commenced at 1.00 pm 
 
 
VISSER, DR ERIC JOHN 
Pain Medicine Specialist, Faculty of Pain Medicine, Australia and New Zealand College of 
Anaesthetists, WA Regional Committee, examined: 
 
 
The DEPUTY CHAIRMAN: Thank you very much for coming in. On behalf of the Education and 
Health Standing Committee, I would like to thank you for your interest and your appearance before 
us today. 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 WA. You have been provided with a copy of the committee’s specific terms of 
reference. I need to go to another meeting soon, but Dr Janet Woollard, who is the chairman, should 
be back shortly. 
The Education and Health Standing Committee is a committee of the Legislative Assembly of the 
Parliament of WA. This hearing is a formal procedure of the Parliament and therefore commands 
the same respect given to proceedings in the house itself. Even though the committee is not asking 
witnesses to provide evidence on oath or affirmation, it is important that you understand that any 
deliberate misleading of the committee may be regarded as a contempt of Parliament. This is a 
public hearing and Hansard will be making a transcript of the proceedings for the public record. If 
you refer to any documents during your evidence, it would assist Hansard if you could provide the 
full title for the record. Before we proceed, I have to formally ask you some questions. Have you 
completed the “Details of Witness” form? 
Dr Visser: I have, yes. 
The DEPUTY CHAIRMAN: Do you understand the notes at the bottom of the form about giving 
evidence to a parliamentary committee? 
Dr Visser: I do. 
The DEPUTY CHAIRMAN: Did you receive and read the information for witnesses briefing 
sheet provided with the “Details of Witness” form today? 
Dr Visser: I have, yes. 
The DEPUTY CHAIRMAN: Do you have any questions relating to being a witness at today’s 
hearing? 
Dr Visser: No, thanks. 
The DEPUTY CHAIRMAN: Would you please state your full name and the capacity in which 
you appear before the committee? 
Dr Visser: Thank you. My name is Eric John Visser. I appear as the immediate past chairman of the 
Western Australian Regional Committee of the Faculty of Pain Medicine of the Australian and New 
Zealand College of Anaesthetists. I am here on behalf of our current chairman, Dr Max Majedi, and 
our committee. I also act as a pain medicine specialist at Fremantle Hospital and Joondalup Health 
Campus. 
The DEPUTY CHAIRMAN: Janet Woollard has just appeared. 
The CHAIRMAN: I am so sorry. Eric, you have obviously looked through our terms of reference. 
You are aware that this inquiry has been going on for a year now. We have held hearings in the 
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metropolitan area, in regional areas and in the Kimberley. If you would like to make an opening 
statement, committee members will then possibly interject during your opening statement and, if 
not, following your opening statement, will put some questions to you. 
Dr Visser: Thank you, Dr Woollard. Again, I appear here on behalf of the WA Regional 
Committee of the Faculty of Pain Medicine and also with the knowledge and input of Dr Majedi, 
who is our current chairman. We would just like to make a few points with regard to your inquiry. 
Although this committee quite rightly focuses on the main issue of alcohol and other substance 
abuse problems, we would also appreciate the opportunity to highlight the fact that the abuse of 
prescription opioids is an increasing problem in our community. Opioids have been increasingly 
prescribed, especially for chronic non-cancer pain, over the past decade or so. About 20 per cent of 
the Australian population have chronic pain, so it is a bit of a hidden epidemic. About one-quarter 
of these patients require long-term treatment with opioids, so, conservatively, about one per cent of 
the population will be on opioids for an extended period of time for their pain management. There 
has been a recent national pain summit in Canberra sponsored by our college involving all parties to 
address this major healthcare crisis. There is a lot of pain out there and, consequently, over the past 
decade there has been more prescribing of opioids to treat this. That has been a bit of a double-
edged sword, as we have said. The amount of morphine prescribed has gone up about four times 
and oxycodone has gone up about tenfold in the past decade, so there has been a massive increase. 
It is estimated that between five and 10 per cent of opioid prescriptions are being misused for either 
addiction or diversion for illicit sale, although the pharmaceutical services division of the health 
department should have the exact details. Certainly, on an informal basis, that is the ballpark figure 
they tell us. In previous testimony, I think Professor Lintzeris in September last year stated that each 
GP has about 10 patients with problematic opioid use, and we think that is about right. It is certainly 
a common problem for healthcare professionals as well. Indeed, in our practice as pain medicine 
specialists, up to 20 per cent of our workload deals with complex issues surrounding opioid 
prescribing, addiction and diversion. I know it is a big workload for the Drug and Alcohol Office 
and practitioners too. I think Dr Frazer and Dr Wodak mentioned that medically prescribed opioids 
is a big issue in their practice as well. The Australian Institute of Health and Welfare report lists 
medically prescribed opioids as the third most prevalent illicit drug of abuse after cannabis and 
stimulants. It is about five per cent of the total, and it is about the same as cocaine and much more 
than heroin at about one per cent. 
The CHAIRMAN: Were you hoping that e-health would have helped in controlling opioid use? 
Dr Visser: In general terms, I think electronic systems for prescription monitoring and all aspects of 
health care would be helpful as one of the strategies of dealing with this, yes. It is a problem. 
The CHAIRMAN: What is your feeling towards the coalition’s suggestion that it will drop this? 
Dr Visser: I am not really over the details of the policy, I must admit. But in general terms—in the 
policy document that I will be mentioning with regard to opioid prescribing, which has been 
promulgated by many medical colleges—an electronic surveillance and monitoring system for 
opioid prescribing is certainly one of the things that has been suggested or supported, yes. 
From a criminality point of view, there are issues with cannabis and opioids being the third most 
common issue. I realise the issue of drugs and youth is an important focus of this inquiry. The data 
also shows that about three to four per cent of 14-year-olds have used pain killers on a pretty regular 
basis for non-medical purposes, and over-the-counters in particular. Sixteen per cent of calls to drug 
and alcohol helplines in Victoria were related to prescription opioid abuse. As I am sure you know, 
the Victorian government has investigated this specific issue in recent years. Also, you will 
remember that non-prescribed pain killers are also problematic—combined anti-inflammatories and 
opioids such as codeine. We are seeing this much more in our emergency departments, in our 
general practice and in our pain practice. We all know that benzodiazepines, such as diazepam, are 
a whole problem of their own. We are mainly focusing on opioids as pain killers. As you well 
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know, prescription opioid medications are, in many cases, a heroin substitute. I see in some of the 
submissions that it is stated that the use and abuse of heroin is relatively low compared with that in 
previous epochs. That is probably because of the availability of the opioids that are being used as 
substitutes, and the data seems to indicate that. There are very strong links between those who abuse 
medically prescribed opioids and other substances. Certainly, in the United States there is good data 
that 40 per cent of patients who are prescribed opioids for their chronic pain have evidence of other 
illicit substances in their random urine tests. There is this sort of cross-pollination. That does not 
mean 40 per cent of our patients, but those who abuse it are obviously abusing other drugs as well.  
[1.10 pm] 
So, we as pain management specialists and indeed all medical and healthcare practitioners, 
particularly the GPs I must say, are in the increasingly difficult position of balancing the need to use 
opioids legitimately to treat chronic non-cancer pain; and on the other hand trying to minimise the 
potential for individual and community harm in terms of addiction, which is a healthcare issue; and 
also diversion, which is probably more of a criminal issue. Any consideration of multidisciplinary 
treatment programs for opioid addiction, including opioid substitution programs such as methadone, 
buprenophine or naltrexone, must consider not only heroin as the problem but also increasingly 
medically prescribed opioids used illicitly as the problem. So, there are strategies promulgated to 
deal with that. One is the prescription opioid policy promulgated last year by a joint committee of 
the Royal Australasian College of Physicians and our faculty of pain medicine; also addiction, 
psychiatry and general medicine, and I have submitted that electronically. But the main issues are 
the key points that they recommend, which are education for stakeholders, more research and an 
evidence-based multidisciplinary approach to the treatment and care of patients in pain so that we 
treat them properly and, therefore, not try to fuel the issue of the illicit use of opioids. Some of this 
is also related to capping the maximum amount of opioid we prescribe our patients so that it does 
not run away to ever-increasing doses. In harm minimisation strategies, that is one of them which is 
important at capping the maximum dose. Also resources for various clinics and education, 
particularly for the community, GP, pharmacy et cetera; and, as we said, real-time opioid 
prescription monitoring through computerised systems is very strongly supported; and a close 
working relationship and policy development between pain specialists, GPs, drug and alcohol 
specialists, pharmacists, nursing and other healthcare professionals and also the patients and clients 
is very important. 
So, in conclusion, we appreciate this opportunity just to highlight that the abuse of medically 
prescribed opioid medications is a major and increasing problem worldwide and certainly in WA. 
And since these drugs are medically prescribed and licensed, it may present a unique opportunity 
for us through medical and perhaps legislative measures to control this problem. Again I certainly 
support the prescription opioid policy of the Royal Australasian College of Physicians as a useful 
document, which highlights many of the factors involved. Thank you very much. 
The CHAIRMAN: Eric, is one of the problems in relation to this area the fact that waiting lists to 
get in to see experts like yourself are so long? 
Dr Visser: It is a big problem, yes. 
The CHAIRMAN: And that people are seeing people who do not have the expertise in this area 
and are, therefore, being given too much analgesia and becoming addicted? 
Dr Visser: It certainly is a problem, yes. 
The CHAIRMAN: So, how many specialists are there in the tertiary hospitals and in the secondary 
hospitals and how many specialists should there be in the tertiary hospitals and the secondary 
hospitals? Because of the number of people suffering from chronic diseases now, where chronic 
pain management is much more prevalent than it was 20 or 30 years ago, how many people should 
we have dealing with or caring for these people; would you please elaborate? 



Education and Health Thursday, 02 September 2010 — Session Five Page 4 

 

Dr Visser: Thank you, yes. This is an issue with regard to 20 per cent of the population who have 
chronic pain. This is becoming more recognised. They probably have been there in some regard 
over the years, but certainly there are more pain issues in development over the past decades or so. 
With regard to manpower of course like all things, systems are potentially under stress. At the 
moment in the teaching hospitals there are probably the equivalent of about 10 full-time specialist 
equivalents between the main tertiary pain centres, which are Fremantle Hospital, Sir Charles 
Gairdner and the Shenton Park campus of Royal Perth; and probably a similar number in private 
practice; so, maybe 20 full-time equivalents for our population. We would estimate you would need 
to double that, at least with regard to providing some adequate staffing. There are training programs 
but they are a bit undersubscribed at the moment; so, it is a matter of training enough specialists. 
The CHAIRMAN: I am sorry, did you say that currently there are 20 FTEs and you would 
need 40? 
Dr Visser: Probably 40 to really sort of — 
The CHAIRMAN: So, with those 20 FTEs, the waiting lists at the moment are how long? 
Dr Visser: It varies but probably in the order of about nine to 10 months for a routine appointment, 
and we still always try to see urgent patients, such as cancer pain, nerve pain or some of these 
chronic issues. But around about nine to 12 months for an average pain clinic in the tertiary; not a 
whole lot better in the private sector, perhaps half that time line. It is worse in some jurisdictions, 
not a whole lot better, but around about nine to 12 months on average by the time the referral is sent 
in and by the time some reasonable treatment is being enabled; because of course that is also 
incumbent on access to multidisciplinary care, to psychology, nursing, physiotherapy et cetera. So, 
it all becomes a little bit of a larger situation as well. 
The CHAIRMAN: And is that in the metropolitan area? 
Dr Visser: Yes. 
The CHAIRMAN: What about in the regional areas? 
Dr Visser: That is obviously more of an issue. We try as much as we can. One thing that we are 
trying to develop—but again it is an issue of availability—is telehealth, because telehealth is very 
useful in pain medicine and we certainly try to use that as much as we can in our clinics for our 
regional patients. 
The CHAIRMAN: When the committee did our trip to the Kimberley we actually saw—I think it 
was when we were at Fitzroy—them organising the teleconference there with the specialists to, I 
guess, facilitate the clinics, such as pain management, which was excellent, to try to get those 
services out there into those regional areas. 
Dr Visser: Yes, and certainly pain medicine is very good for that. It is a very appropriate speciality 
to do that in, but again waiting times are starting to blow out a bit at Fremantle with that as well, 
you know, up to four or five months. So we are trying to scratch a little more time for 
teleconferencing because, of course, that is also competitive. But that is another avenue also saving 
in cost and patient inconvenience and safety. There is nothing worse, if you have got chronic back 
pain, than having to drive all the way up from Albany for an hour appointment when we can do it at 
telehealth. So that is another avenue which is a practical way of dealing with rural and regional, but 
also waiting lists in general; because, of course, the rural and regional patients as well are at a 
double disadvantage having to travel for their waiting lists. So, that is another avenue which is very 
useful. 
The CHAIRMAN: I have got to bring this back to the inquiry. Obviously, my background is 
nursing, so I am very interested in pain management. I have lots of people—my constituents—who 
come in to see me who obviously I would like to help in relation to this area; but I will have Dr 
Worth here slapping me in a moment if I do not bring this back to the inquiry. So, give me the 
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rationale for why I should be asking you for the business case for more specialists in the pain 
management area in relation to alcohol and illicit drug problems. 
Dr Visser: Yes. 
The CHAIRMAN: Tell me now why I need to ask you for that business case as a part of this 
inquiry into alcohol and illicit drug problems. 
Dr Visser: Yes. First of all we have identified that it is a substantial problem. So, medically 
prescribed opioids being used for addiction and diversion is more of a criminal issue but still an 
unknown problem really. And so it comes down to the appropriate prescribing and use of opioids as 
part of pain management and multidisciplinary care. So, the issue is it often comes down to the 
overtaxed GP, because the patient presents to them and there are long waiting times to get in to see 
us, and so they may go for these nine or 10 months waiting for their appointment. So, the GP, quite 
reasonably, might start some opioids; and there is this issue then of dose escalation and then things 
getting out of control and it may not even be appropriate for them to be on opioids. For a quarter of 
patients it is appropriate; for three-quarters of patients using opioid medication to treat their pain for 
various reasons it is inappropriate, and that is where we have the skill base to make those decisions. 
So, whilst they are waiting, of course, there is this pressure to do something, they start on opioids, 
and then there will be that percentage who get out of control with addiction and that other 
percentage that we do not know about with regard to diversion. And there is a big pressure; I mean, 
the most common pressure we have from GPs and healthcare professionals is knocking on our door 
coming to see our clinic.  
[1.20 pm] 
Also, the pharmaceutical services division of the health department frequently asks GPs to get 
specialist authorisation or support for opioid prescribing. So at least 20 per cent of our workload is 
from this authority—that is, the pharmaceutical services division—which in monitoring opioid 
prescribing says you must go to a pain specialist; that is, the GP must send you there in order to get 
an authority to prescribe opioids. So that is a big workload as well.  
Therefore, firstly, if we can use opioids appropriately and get people into pain clinics expediently 
and treat their pain in a multidisciplinary fashion, we will probably decrease the total burden of 
opioid use, and therefore abuse and diversion. Secondly, there is the practical logistical issue that, 
because of surveillance by pharmaceutical services, GPs are required to make appointments for 
patients to see us in the clinic. That creates a huge workload for us as well. At least 10 or 20 per 
cent of our workload is just to authorise or review or tick off the box for opioid prescribing. So 
those are the two major issues. If we can get in early and treat the patients appropriately with 
multidisciplinary care, the total opioid burden will be reduced, and that will be better for patient 
care and outcomes. We also need to have more expedient review of the more problematic patients. 
The patients who are difficult are the ones who have genuine pain but also have a history of a 
substance abuse problem. They have the double whammy, and they are the ones who need a lot 
more input. The GPs also have the issue of time. Ten or 20-minute consults are at a premium. It is 
very hard for GPs even longitudinally over a number of appointments to really get a handle on the 
patients. We have a bit more time to do that in the clinic, of course. 
The CHAIRMAN: In terms of a business case, you have said that we need now an additional 20 
consultants. Are they there now; and, if they are not there now, how much would it cost to train 
them? 
Dr Visser: Training is the other issue. There are currently just four training positions per year in the 
metropolitan area—two at Sir Charles Gairdner, one at Royal Perth and one at Fremantle. At the 
moment there are only two trainees filling those positions. The trainees are usually from 
anaesthesia, but general practice or any division of medicine is appropriate. There are four training 
positions. We normally fill two of them. It is not necessarily one of the most attractive fields to go 
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into compared with anaesthesia traditionally or other sorts of specialities. We are probably just 
filling our training positions at the moment. Certainly interstate and overseas is also at a premium. It 
is also a matter of lifting the profile of the specialty and identifying the problem. So, yes, we do 
have issues with regard to training. 
The CHAIRMAN: What is the cost to train? 
Dr Visser: It would be a senior registrar salary for two years. I am ballparking about $120 000 or 
$130 000 per position per year for a senior registrar equivalent. 
The CHAIRMAN: If you were able to put in a submission to this committee, and you are saying a 
cost of $120 000 or $130 000, if the government were to approve an increase in numbers, how 
many years would it take for you to increase the number of positions in WA to the number that you 
require? Obviously it would take quite a while to fill the places that you actually need. 
Dr Visser: It would do, yes. As I say, realistically probably six to eight training positions would be 
a ballpark figure. Actually, it is a post-graduate specialty, so you would do anaesthesia, general 
practice or general medicine, and then you would do two years on that. So, if you add all those 
years and positions up, it would take quite a while to get to a full-time equivalent. The specialty of 
pain medicine is a relatively young speciality in a formal sense—about a decade old. Before that, it 
was traditionally a sort of non-official branch of anaesthesia and other specialties such as 
rheumatology. So we have got a bit of an inertia factor. It will take a long time, absolutely. 
The CHAIRMAN: In that case, could you provide by way of supplementary information a 
business plan in relation to the number of additional specialists required in this area over X number 
of years to be able to adequately service the WA population in this area? 
Dr Visser: Certainly; I will do that. 
The CHAIRMAN: Thank you. We know that there are good and bad apples in every bunch. Do 
you have any idea about how many medical professionals might be addicted to prescribed opioids?  
Dr Visser: I do not know the exact details. I do not think there are a lot, but there is obviously a 
small group. That is an issue, again, that the drug and alcohol specialists would have a better handle 
on, such as Dr Moira Sim et cetera who are dealing with that. I have no idea, but it would be less 
than one per cent. Certainly in our practice—a busy practice—we do not see too many medical 
professionals with the nexus of pain and substance abuse. I suspect they would go more to addiction 
medicine or psychiatry or something. 
The CHAIRMAN: My background is nursing, and Lisa’s background is psychology. I am sure 
there are nurses and psychologists as well—that it can be found in all professional groups. Do you 
believe that the social impact of alcohol and drugs has got worse or better over the last 10 years? 
Dr Visser: From my 22 years in public practice, definitely worse, but that is my observation for 
sure, on many levels. 
The CHAIRMAN: Does the college have some position statements in relation to alcohol and illicit 
drugs? 
Dr Visser: Because we are a pain medicine faculty, it would mainly be to do with opioid 
analgesics. The College of Anaesthetists I think has generic policy documents on substance abuse 
and the professional issues related to that. Because we are a pain medicine faculty rather than an 
addiction medicine speciality—although there is a lot of crossover—we have a position statement 
on the appropriate prescribing, dispensing and use of opioids for chronic non-cancer pain. Again, 
this document, the prescription opioid policy, is an example of pain medicine, addiction medicine, 
psychiatry et cetera all being involved in promulgating that. We specifically have a policy 
document on the appropriate prescribing of opioids, but of course we are not formally addiction 
medicine specialists, so we do not have the wide gamut of documents, say, for alcohol and other 
drugs. 
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The CHAIRMAN: Could we be provided by those by email and then we can circulate those to 
members? 
Dr Visser: Certainly, yes. 
The CHAIRMAN: Have you made any representations on these issues to the federal government? 
Dr Visser: Not through our Western Australian regional committee, although our national faculty 
and the Australian and New Zealand College of Anaesthetists are quite active in general terms in 
approaching the federal government with these issues. The National Pain Summit which I alluded 
to, which was held in Canberra in the first week of May, is the ongoing policy driving issue at the 
moment with regard to approaching the federal government with issues of pain, including opioids. 
The national pain strategy, which again I can give details of if you like, is the federal approach of 
that faculty and college on this issue. 
The CHAIRMAN: Yes; we would be happy to receive that by way of supplementary information. 
Ms L.L. BAKER: I just want to follow up on that question about federal funding with a question 
about state funding. Have there been any state contributions into research or anything to assist in the 
work that you are doing in this area? 
Dr Visser: Certainly to my knowledge there has been no specific funding at any stage over the last 
two decades. It just goes generically into public health funding. 
Ms L.L. BAKER: If the state were to provide funding, and you were in the wonderful position of 
being able to say, “I would like to put it into this field”, what would be your pet project?  
Dr Visser: Certainly, the thrust with regard to consensus and evidence is that timely access to 
multidisciplinary clinics is really what the patients and the consumers want, and what the clinicians 
are asking for as well. So that is an issue of providing facilities and staff and timely access. Any 
time in pain is long enough, but the Australian Pain Society, which is another overarching 
organisation, has some papers on that. So, really, it is timely access to multi-disciplinary care. With 
regard to this view on drug and alcohol, certainly we are spit balling with the drug and alcohol 
specialists for whom, in an ideal world, a combined clinic, particularly pain medicine and drug and 
alcohol, would be a very useful thing to set up. We have that nexus of the patients who have got 
genuine pain and yet have a substance-abuse problem and trying to deal with that in an ethical and 
humane fashion, while on the other hand protecting them from the issues of abuse. That would be a 
specific thing germane to this inquiry—a combined drug and alcohol service and pain medicine 
clinic for a lot of those patients out there who have pain and substance abuse issues.  
[1.30 pm] 
Ms L.L. BAKER: Would you spend money on that end of it and not so much the education of the 
medical? 
Dr Visser: Certainly education. We are already doing that to some extent. I think there has been 
some SHREC funding—my colleague, Dr Davies, would know more about that—through the health 
department for what they call spinal care. They call it the “road show”. They go out to regional 
centres—the pain specialists, physios et cetera—and talk to GPs and to patients about chronic back 
pain and spinal pain.   
Ms L.L. BAKER: I am assuming SHREC is not a large green monster. 
Dr Visser: It is a state health research grants system. I do not know the total acronym, but will find 
it out. I think it is stand-alone funding for projects in the state health department. I think Dr Towler 
is in charge of that. It is basically a research funding project. We have had some funding for 
research projects in various of the pain centres, which has been very much appreciated. We have 
also had some limited funding for general practice pain education sessions that we run 
metropolitan-wide and regionally a few times a year to talk about pain issues, particularly spinal 
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pain. Certainly, yes, there is no doubt that prevention is better than cure. That is definitely an 
important thing. 
The CHAIRMAN: Whilst your speciality is pain management, from our hearings both in Perth and 
in the regional areas, we have been looking at alcohol and illicit drugs. But the key problem 
everywhere we have held the hearings has been alcohol, alcohol, alcohol. I will give you a couple of 
minutes to think about this. Can you think of any new initiatives that the government could consider 
to limit the impact of alcohol consumption? 
Dr Visser: I certainly agree with you that that is the overarching problem as far as substance abuse 
in our society goes. We see this everywhere in a pain clinic, in an emergency department and in 
general practice. Obviously, there are many issues. Not being a specialist in the area, there are 
societal issues et cetera. Again, even in my clinic yesterday, there were two substantial alcohol and 
pain-related issues. The person in question said that they had to depend on alcohol to treat their 
pain. Again, it is enmeshed in what we deal with.  
In thinking of things to do, prohibition and things were tried in the 20s. It seems to be an issue in 
the young, although in all ages. I have noticed in hospital practice that the hospital treatment of 
alcohol withdrawal has been optimised among nursing and medical staff. When I was an intern you 
would see alcohol withdrawal and DTs in the ward, and they have been better managed but there 
are a lot more coming in, that is for sure.  
It is the youth–alcohol nexus in my observation, and that is also with other drugs a little bit, maybe 
of disinhibition and financial. I think there is more money around nowadays with our economic 
booms in the past. That seems to be an issue in access to all substances. The drinking age is 
something that has always crossed my mind. It is probably a very old-fashioned approach, but 
perhaps we could raise the drinking age again to 21. I think 18 years brings it down into the teenage 
years. There are ways around that, of course, but at least it would perhaps be a useful thing. That is 
coming from a personal perspective. I am sure education has been well addressed and thought of in 
schools and other places. They would be the major things obviously: education, access and 
availability. I was talking about this with colleagues the other day: the days of restricted drinking 
hours, and being closed on Sundays. Maybe there is something to that with regard to the overall 
availability. They are the things: availability, perhaps restricted alcohol access and drinking age, but 
that comes purely from a personal perspective. 
The CHAIRMAN: Thank you. In your pain management clinics, is there any evidence of your 
patients using cannabis for pain management? 
Dr Visser: Absolutely. Yes; that is another big issue. Again we were mainly restricted to the opioid 
issue, but that is a major issue. Many of the audits show that at least 60 per cent of patients with 
chronic musculo-skeletal pain have tried or are trying cannabis for pain relief. But the data is very 
clear. Cannabinoids, be they inhaled smoke or medicalised in the form of tablets, are very poor 
analgesics. When you talk to the patients or they tell you about this, they mainly use it to mellow 
out or dissociate from the pain and from their distress. Again, cannabis is very much enmeshed in 
pain patients as well. 
The CHAIRMAN: In 2004, the legislation changed in relation to cannabis. Have you found that 
since the legislation changed there has been an increase in the use of cannabis by your patients? 
Dr Visser: I cannot link it perhaps to a time, but generally over the past 10 years, anecdotally, the 
use seems to have increased. But I cannot link it to a particular time. It certainly has not reduced; it 
has increased.  
The CHAIRMAN: Have patients mentioned to you whether that use is through purchasing or 
growing their own? 
Dr Visser: They often do not talk a lot about it because, I suppose, of issues of confidentiality. 
They do not go into the details of access. My impression is that a lot of it is home grown.  
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The CHAIRMAN: We interjected rather quickly when you were making your presentation. Before 
I close this session is there anything else you would like to add by way of your submission because 
we really appreciate your coming here today? 
Dr Visser: Thank you for the opportunity. Certainly the questions about alcohol and cannabis use 
are not to be ignored in our context. They are very important. Specifically, we have focused on the 
opioid question because that is mainly in our area of expertise. I appreciate the opportunity to bring 
that to the fore as another issue with regard to substance abuse. But it is a growing issue and 
certainly timely access perhaps to multi-disciplinary pain management might be one strategy in 
dealing with that. In the end it is in the best interest of the patient or the client. Certainly, the 
pharmaceutical services department of the health department would be another useful body to 
approach because they have all the data on opioid prescribing. We have a very good rapport with 
the pharmaceutical services. They have been very helpful to us. I do not know whether they have 
been involved but that would be another useful body in the health department specifically on the 
issue of medically prescribed medicines. 
The CHAIRMAN: Are you suggesting that we could approach them to ask if they can provide us 
with — 
Dr Visser: They could provide exact details of opioid prescribing and the number of problematic 
patients. They have the number of so-called addicted opioid patients on file and they have a good 
record of exactly the number of patients who have opioid abuse issues. They have that all on file as 
far as I am aware. They have a very good surveillance system certainly improved over the past 
decade or so. As far as numbers are concerned, we have rough rules of thumb. The last time we 
talked to them, rough rules of thumb were that there were about 50 000 scripts for opioids a year in 
Western Australia—from unofficial discussions with them—and 5 000 scripts a year ongoing, I 
think, for opioids for chronic non-cancer pain. They would flag about 10 per cent or 500 of those as 
highly problematic in the addiction, needing careful surveillance rate. They were very off-the-cuff 
figures. They would have the firm details.  
[1.40 pm] 
The CHAIRMAN: If we ask the pharmaceutical services branch for that in terms of scripts, would 
it say scripts of 50 milligrams or whatever?  
Dr Visser: It can provide that type of detail and provide a workout on that.  
The CHAIRMAN: I am asking you because you are better able to advise us. What question should 
we ask to ensure that we get the best response?  
Dr Visser: Basically, ask whether it could present the latest data on opioid prescribing in general, 
so the number of scripts, but specifically how many opioid scripts ongoing per year for chronic non-
cancer pain—cancer pain is obviously a bit of a different situation—and how many of those it 
would flag as “addicted” or problematic opioid users. That will give you a rough figure of what the 
Department of Health is surveilling as far as patients. There might be double that who fall through 
the net, but at least you will have some up-to-date figures about opioid surveillance and perhaps 
what it might see from its perspective as useful mechanisms for dealing specifically with the 
question of abuse or diversion of medically prescribed opioids, because it might have some ideas as 
to whether computerised systems and surveillance may be helpful as well. Specifically you should 
ask for the numbers, particularly for those chronic non-cancer pain and what it would flag as 
problematic or addicted patients. That will give you a rough idea of what the problem is and what 
ideas it might have with regard to opioid prescribing control measures through pharmacy electronic 
prescribing et cetera. That might be a useful resource. Basically, I wanted to highlight the problem 
and appreciate your interest in that and the nexus between pain patients who have a higher 
proportion of substance-abuse problems—the chicken and egg phenomenon. Even though we are 
not formally drug and alcohol specialists, a big part of our workload is enmeshed with that as it is 



Education and Health Thursday, 02 September 2010 — Session Five Page 10 

 

with general practice and allied health in all aspects. A nexus with our drug and alcohol colleagues 
would be very useful. We do that semi-formally with Next Step, which is very helpful. Those in 
Fremantle are very good. But if that were formalised or funded, we would be able to help much 
better not only the pain patients, but also the pain patients who have a substance abuse problem. 
The CHAIRMAN: 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 corrections must be made 
and the transcript returned within 10 days from the date of the letter attached to the transcript. If the 
transcript is not returned within this period, it will be deemed to be correct. New material cannot be 
added via these corrections and the sense of your evidence cannot be altered. Should you wish to 
provide additional information or elaborate on particular points, please include a supplementary 
submission for the committee’s consideration when you return your corrected transcript of 
evidence. Again, thank you very much for coming in today, and my apologies for being late.  
Dr Visser: No problem at all. I appreciate the opportunity, as does our committee.  

Hearing concluded at 1.43 pm 


