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Hearing commenced at 1.02 pm 
 
BOSTWICK, MR RICHARD PHILIP 
Lecturer in Nursing, Edith Cowan University, examined: 
 
 
The CHAIRMAN: 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. You have been provided 
with a copy of the committee’s specific terms of reference. At this stage I would like to introduce 
myself, Janet Woollard; and Mr Peter Abetz and Mr Peter Watson. On my right we have Dr David 
Worth and Lucy Roberts, our research officers, and we have Moira with us from Hansard. 
The Education and Health Standing Committee is a committee of the Legislative Assembly. This 
hearing is a formal procedure of the Parliament and therefore commands the same respect given to 
proceedings in the house. Even though the committee is not asking you 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 document or documents 
during your evidence, it would assist Hansard if you could provide the full title for the record. 
Before we proceed to the questions we have for you today, I need to ask you: have you completed 
the “Details of Witness” form?  
Mr Bostwick: I have indeed, yes. 
The CHAIRMAN: Do you understand the notes at the bottom of the form about giving evidence to 
a parliamentary committee? 
Mr Bostwick: Yes. 
The CHAIRMAN: Did you receive and read the information for witnesses briefing sheet provided 
with the “Details of Witness” form today? 
Mr Bostwick: Yes, I did; David sent me it. 
The CHAIRMAN: Do you have any questions in relation to being a witness at today’s hearing?  
Mr Bostwick: No. 
The CHAIRMAN: In that case would you please state the capacity in which you appear before the 
committee today? 
Mr Bostwick: I appear in front of the committee as senior lecturer in mental health and population 
health at Edith Cowan University, Western Australia. 
The CHAIRMAN: Richard, you have had an opportunity to look at the terms of reference for this 
committee. 
Mr Bostwick: Yes. 
The CHAIRMAN: So we are looking at the whole ambit: prenatal, before school, what happens at 
school. Then what happens with health professionals in terms of education, education prep to work 
in the area where we are undertaking this. And we are also looking at what programs are available 
in the community, who is offering those programs and where are the gaps in those programs. 
Mr Bostwick: Yes. 
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The CHAIRMAN: So, would you like to make a submission now with your opinion of, I guess, the 
evidence that you can give that will help us with this inquiry? 
Mr Bostwick: Yes. 
The CHAIRMAN: Then, after you have made your submission, committee members will probably 
then ask you some questions. 
Mr Bostwick: Okay. I will try my best to answer the premise of your standing committee’s terms of 
reference to the best of my ability. I must say that these are my opinions and may not necessarily be 
the opinions of the stance of Edith Cowan University, so I just wanted to make that clear from the 
start. 
I have prepared, I guess, a few pointers that I wanted to really sort of cover in the areas that you 
have covered. In some of them I have not got the expertise to particularly talk about, and that is 
particularly pertinent towards school-based education programs. I have not been involved in school-
based education programs. I am aware of some of the content of them, but really the capacity to 
deliver and the extent to which they have any benefit I am not qualified to give judgement on that. 
So I will start with that. 
However, I must stress that I think the subtext for education campaigns within the schools should be 
around a health focus, rather than just this focus for dealing with alcohol and other drugs, and 
primarily targeting promotion and prevention as well as treatment issues as well. I think we often 
overlook the promotion and prevention and go to the pointy end of the stick with treatment far too 
often. So, I think that must be a clear message that we have to deliver with the school education 
programs. 
In relation to part (b) of question (1) in your terms of reference, I think the appropriateness of 
services, especially to youth, needs to be directed towards engaging the target population. Far too 
often I think the drug and alcohol strategies that we provide are adult-based strategies that have 
been adapted for youth and child adolescents, rather than specifically for child adolescents. I think 
we need to have a bit more thought into the engagement process because often in my clinical 
experiences, whilst delivering education programs, I found that there is a finite opportunity to 
engage youth and children within education and primary prevention and promotion strategies. And 
sometimes if the form by which we engage or the message that we give is not in a language that 
they understand, then they often get missed care or missed opportunities for treatment. 
The CHAIRMAN: Are you able to give us an example of a good youth and adolescent program 
that is running in WA? 
Mr Bostwick: I will like to, but could I do that in the treatment perspective because I think it is 
important? 
The CHAIRMAN: Yes, that is fine. 
Mr Bostwick: There are pros and cons with those programs, and I will go through them if I may as 
well. So I think it is important that we should really take, I guess, things that we have learnt from 
generic youth services in the way they engage with youth across a whole different set of domains 
and jurisdictions and use those lessons learnt for treatment of people with substance misuse 
problems, and also psychological distress as well. 
One of the things I guess I wanted to say about the comments that I am going to be making today is 
that I tend not to differentiate between the issues of substance misuse or substance use, substance 
misuse in particular, and psychological distress across a broad gamut from situational crisis that 
provides psychological distress for an individual, to somebody with an entrenched mental health or 
mental illness issue. And this term “comorbidity dual diagnosis” is something that is bandied about 
but not well understood within both jurisdictions of AOD or mental health; or if not well 
understood, not translated into practice very well. I think we often get quite polarised in mental 
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health and AOD treatment and, really, the combination of the two is often tacit and is often given 
lip service to at some quite senior levels, but actually does not eventuate into anything in terms of 
treatment programs. So I think we need to be cognisant about fact and strive towards integrated 
services at a real practical level on the ground. And I will talk a bit more about that, if I may.  
[1.10 pm] 
There is a lot of evidence around to suggest that different treatment models are effective with 
different target populations over a broad range of areas, but in terms of treatment, I think one thing 
that is becoming apparent to us is that if we are to improve the health of people with comorbidity—
substance misuse and psychological distress, whatever that may be—sometimes comorbidity is 
often used in terms of people with mental health problems and physical or intellectual disabilities. I 
want to make it clear that I am talking about substance misuse and mental health here, or 
psychological distress. One of the things that we deal with is the fragmentation across jurisdictions 
of health, welfare and education around dealing with people with mental health and substance 
misuse issues. If we are going to be serious about treating people with these issues, then we need to 
look at some real structural reform in terms of how we deliver care across both the public sector and 
the non-government sector. One of the encouraging things within the state of WA is that we now 
have a Minister for Mental Health. We are starting the commissioning process of looking at what 
services are needed and how we purchase those services for people who have got significant 
distress due to either singular mental illness issues or comorbid substance misuse and mental 
illness. We know that from the data that we have found from the mental health and wellbeing 
studies—the study has been synthesised for mental illness—that probably around 70 to 80 per cent 
of people with mental health problems have significant substance misuse issues.  
Mr P.B. WATSON: Alcohol or drugs?  
Mr Bostwick: A combination of both—poly-substance misuse, for various reasons, including 
socioeconomic reasons and boredom, to alleviate symptoms. There are a variety of issues that are 
far more extensive that I can talk about here. Also, in my opinion, from treating clients with 
substance misuse issues rather than “use” issues, 100 per cent of clients with substance misuse 
issues have some kind of psychological distress or else they would not be using substances. That 
often gets them reported in stats because of the way the national health and wellbeing study is 
synthesised. You are probably well aware that households get surveyed on a number of symptom 
presentations. That gets wound up into actual diagnostic groups or an appropriation of how many 
people will suffer from an illness at one particular point in time, with a combination of symptoms 
that they are telling a surveyor about. The figures that we use are not very accurate. This is another 
thing that I want to talk about later in terms of how we could possibly capture some data to work 
out what we are really dealing with here. Some of the figures are quite misleading and often lead us 
down the wrong treatment or wrong approaches to prevention and promotion.  
Getting back to my original point, structural reform: structural reform does not have to cost dollars. 
Sensible structural reform can be cost neutral. When we have worked out the treatment group’s 
needs, we can start to look at maybe additional services. I will explain a bit more about how things 
could be cost neutral. If you look at the way we currently commission mental health and AOD 
services, both across the public sector and the non-government sector, there is a lot of duplication in 
terms of the service that we provide and the people whom we provide services to. If you look at a 
typical client with a mental health problem and a poly-substance misuse problem, you will probably 
find there will be primary care involvement, a general practitioner; and maybe, if they have 
accessed Better Outcomes in Mental Health, which is a commonwealth initiative, they may have 
psychologists or a social worker involved. They have probably got tertiary mental health services 
involved, they may have an AOD service involved and they may have a non-government AOD 
service or mental health service involved to provide psych–social support. If you imagine yourself 
being a client, who probably because of the impact of their substance misuse or their mental health 
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does not lead them to be cognitively available to make informed choices, then it must be quite a 
confused world for them. To have to negotiate with five agencies must be quite confusing, as well 
as the fact that if you coordinated the care between those five agencies, you could release capacity 
back into the system to treat another group of people who have not got treatment pathways mapped 
out for them. That might be a generalist and oversimplified view, but it happens in the real world—I 
have seen it and I have dealt with clients, in a clinical capacity, who are so confused. The services 
that provide the services to them have not got a way of articulating how they work and working out 
appropriate clinical pathways and appropriate treatment plans as well. 
I guess answers to some of these problems, or solutions to some of these problems, do not have to 
involve money; they just have to involve reshuffling the cards on the deck and working out more 
appropriate communication processes between agencies. That is not in the form of memorandums 
of understanding or pieces of paper that will sit on somebody’s shelf at high level because they 
never filter down to grassroots into service provision. Nobody reads them from a clinician’s 
perspective. It will be far better to go down looking at articulating clinical pathways that clinicians 
would actually see and would use to navigate their clients through the system. We tend to look at 
memorandums between agencies that really do not do anything other than tick a few corporate 
governance boxes to make the agencies feel particularly good about themselves. This is not a dig at 
different agencies; I just think as a society we tend to do that to make sure we have ticked off the 
high clinical governance issues.  
If we started to look at some integration or structural reform, then we would look at some real 
integrated care. The first cab off the rank for me would be to integrate mental health and AOD 
services under one umbrella. It would seem appropriate that the mental health commissioner would 
take that on board as one of his roles to look at. The problem is that we have two jurisdictions, both 
within health. I think it is appropriate that we acknowledge that AOD should go into health because 
it is a health-related issue; it is not a criminal justice issue. It would fit quite nicely into health. It 
would obviously take some changes in legislation because, as you are probably aware, the ADA 
still exists in statute and legislation. That would have to be repealed. There would be some 
amalgamation things that happen here. You are the experts on how that would flow through. The 
shift from the ADA to the Drug and Alcohol Office happened in 1999, and nothing has been 
changed in statute since then really. We have still got that in the shadows or in the background; it 
was never repealed. I guess there is some legislative work to go on there to make sure it happens. If 
you did this, there would be a reduction in missed treatment opportunities, because essentially you 
could coordinate care between AOD and mental health services.  
One thing we have to be aware of in this process is that we do not go down wholly the biomedical 
model for treating people with substance misuse problems. We found with various programs—I will 
talk about Headspace in a minute as being one of those examples—we have the capacity, if we are 
not careful, to stigmatise people with transient psychological distress into people who have 
diagnosed mental illnesses. They are often labels that last a lifetime. I am not quite sure whether 
that is a smart way to go.  
I think there has to be a two-tiered approach in structural reform if we bring AD and mental health 
services together, and I will give you a couple examples of that. It would be useful if we could find 
a way of having a one-stop shop for mental illness services. In Western Australia and across all 
jurisdictions in Australia, we call them mental health services, but really they are mental illness 
services—they are not mental health services—that treat people with severe and persistent and 
enduring mental illness. There is no primary prevention and promotion work done; it is a tertiary 
service. So we need a mental health service to complement the mental illness service that we have. 
But we also need a mental health service that will provide good quality mental health and 
psychiatric input for people with substance misuse issues; those who are co morbid, that is. I do not 
want to underplay the seriousness of mental illness—those who also have schizophrenia, bipolar 
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disorder, severe depression or severe anxiety—as well as those with mild to moderate anxiety or 
depression, and a whole milieu of disorders that we diagnose.  
[1.20 pm] 
However, doing that, I stress that we need the emphasis on having good quality psychiatry in mental 
health and substance misuse services, because at the moment we do not. At the moment, we have 
GPs who have an interest in AOD providing services to clients with substance misuse issues. We 
have no psychiatrists who work in AOD services in this state at all. We had a 0.5 psychiatrist in 
Prue Stone, who at one time provided psychiatric services to the youth services at Next Step, but I 
am not aware of any psychiatry input per se into substance misuse services, which is a big gap if we 
recognise that 100 per cent of the people with substance misuse issues have psychological distress 
and yet we have no experts within substance misuse services to provide psychiatry input. It is a 
massive gap. 
The CHAIRMAN: We are short on psychiatrists across the board in WA, are we not? 
Mr Bostwick: We are, but psychiatrists providing psychiatry in mental health is appropriate. It has 
worked and it is where psychiatrists should be working. However, there also needs to be psychiatry 
input into substance misuse services. If you look at other jurisdictions in the world—I am familiar 
with those in the UK—the doctors who work within substance misuse services in the UK are 
predominantly psychiatrists, because they have expertise working with people with psychological 
distress. We have an added luxury in Australia that they do not in other jurisdictions around the 
world in that our psychiatrists, in the process of becoming qualified psychiatrists, sit a stringent 
medical examination on top of their psychiatry exams. Psychiatrists in other jurisdictions across the 
world, purely focus on psychiatry when they are getting their fellowship. It means, on the back of 
documents like the “Duty to Care” document Geoff Riley produced, that the physical and mental 
health wellbeing of people with psychological distress is seen to because psychiatrists in Western 
Australia have not an added, but a refresher of the medical training that they did as part of their 
fellowship exams. It means that people get a pretty good deal in terms of the way their doctors deal 
with their physical issues as well as their mental health issues. Saying that, we know that the 
average time spent with a GP for a person with a substance misuse problem or a mental health 
problem is far less than that spent by a white educated male who has been to university or another 
tertiary education establishment. There have been a few studies—I am not exactly aware of the 
names of the studies—showing that people with high levels of education probably take up around 
10 to 12 minutes of GP time in the consultation process, whereas people with substance misuse 
issues or mental health problems often have three-to-four minute consultations. The thought behind 
that is that the level of cognitive impairment due to the mental health or substance misuse problem 
overwhelms their ability to ask the questions that will extend the interview and that will allow the 
GP to probe the other issues the person is dealing with. 
The CHAIRMAN: You may not know the answer to this, but I know that some consultations are 
short and some consultations are long. When a patient sees their GP about a mental health issue, is 
that normally billed as a short consultation or longer consultation? 
Mr Bostwick: I think that it depends entirely on the GP, and it depends on the level of — 
The CHAIRMAN: So there is flexibility in Medicare? 
Mr Bostwick: Yes; there is flexibility. I guess I am saying that the ability for the individual to focus 
on health issues other than mental health or substance misuse issues would be limited because of the 
distress they are enduring and that that would not allow the GP to look at the physical health issues 
because he or she is concentrating on the mental health or substance misuse issues. That is why the 
rate of morbidity through things like cardiovascular disease and type II diabetes is exaggerated in 
the mental health community—because it is not picked up early enough. These things are often 
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picked up when it is too late. We have a body of knowledge to suggest that and the “Duty to Care” 
document that Geoff Riley produced contains some information about that.  
I think that that is all that I wanted — 
The CHAIRMAN: Is that document available to us? I know Geoff Riley, but is that document 
available on the internet? If not, we might ask you to provide us with a copy. 
Mr Bostwick: I am pretty sure that it on the Office of the Chief Psychiatrist’s website and also 
on—I am assuming there is one—the Mental Health Commission website. It was on the old mental 
health division website. So it is available. I am pretty sure that Geoff still works at UWA; I am 
pretty sure you could contact him there. In fact, I think he is looking after rural medicine now.  
So those are some of the kinds of structural reforms that we could look at. Talk in terms of focusing 
away from tertiary treatments as a one-stop shop for people with substance misuse and mental 
health issues needs, as I said before, some kind of health-related service or some mental health–
related service that incorporates psychological support services as well as a whole range of services, 
such as financial services and those services looking at housing and vocational unemployment. 
Therefore, we will start to move away from that illness focus and illness paradigm—to sort of work 
on that.  
The CHAIRMAN: When there is limited time with a client or a patient, are there some useful tools 
or models that you are able to, maybe not today, send to us by way of supplementary information? 
Mr Bostwick: In terms of treatment paradigms?  
The CHAIRMAN: But not necessarily for a mental health nurse or a social worker, but for other 
people from other government agencies who may be dealing with these people to help them identify 
that there is a problem; that is, identify not only that there is a mental health problem, but also that it 
might be linked with housing or unemployment or whatever, so that they are then able to use that to 
make appropriate recommendations to that person. For example, have you thought about going to 
see — 
Mr Bostwick: There are some practical suggestions that I could make. You may have met with a 
fellow called Gregor Henderson, who came across from Scotland to Western Australia about three 
months ago. He is currently the mental health adviser to the European Parliament and also to the 
UK Parliament as well. His comments were quite interesting. I am familiar with one example, 
because I am a registered and qualified trainer with the mental health first aid program. That 
program was thought up by Betty Kitchener and Tony Jorm from the University of Melbourne and 
from Orygen Youth Health and looks at building the capacity within communities to recognise 
mental health presentations and to then not treat them but refer them to appropriate services. It also 
starts to look at reducing the stigma of mental health within communities. I will give a really 
practical example of how this has previously worked in another jurisdiction. Curiously, in the 
eastern states where rural and remote communities have suffered drought conditions, there has been 
a spike in male suicide. They piloted the mental health first aid program with hairdressers in the 
local communities because the wives of the farmers would come in to have their hair done and 
would talk to the hairdressers.  
There is obviously a veil of secrecy around the relationship between a hairdresser and a lady who 
goes into a hairdresser’s salon. It seems to be open gamut in terms of what they talk about. The 
hairdressers were trained in mental health first aid. They would then give their client some advice 
and information about how the husbands could be told about appropriate treatment for their mental 
health problems. Subsequently, the rate of suicide within those rural and remote communities 
started to drop because of the opening of communication processes between the husband and the 
wife. We know in rural communities, because of the access to pretty lethal means such as firearms 
and machinery, that the increase in suicide rates is quite dramatic, or the completion of suicide rates 
is quite dramatic, in those communities.  
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[1.30 pm] 
Mr P.B. WATSON: Can that also be because of the isolation? 
Mr Bostwick: It can be isolation, lack of availability of services—all those kinds of things.  
Mr P.B. WATSON: It is very easy to get hold of a shotgun. 
Mr Bostwick: Exactly; go down the back paddock and —  
Mr P.B. WATSON: Yes. That happens a lot in the Great Southern between Albany and Esperance. 
There is a very high rate. 
Mr Bostwick: It is a big issue. As we see these enduring, I guess, natural disasters or phenomena 
happening, it could be something that we need to take into account. I am not saying that mental 
health first aid is a panacea for building all communities. I think there have to be other strategies. 
We need look only at the Act-Belong-Commit program that Curtin University students are involved 
in, which is essentially an investment in social capital and social cohesion so that people are 
involved in and feel part of their communities.  
Mr P.B. WATSON: It is an excellent program. 
Mr Bostwick: Yes. It leads to the reduction of isolation, which leads to a reduction in mental health 
problems, which leads to a reduction in drug misuse and suicide. It is a very simple campaign but a 
very successful one. It has proved to be particularly useful in this jurisdiction, and I think we should 
be proud of it. It is a Western Australian idea and it is proving to be very productive.  
Mr P.B. WATSON: One of the main problems with men in regional areas is that they do not want 
to go to their doctor. They might get an illness or they might get depression and not follow up. I do 
not think we advertise. I am involved with a prostate cancer support group down there. We have to 
go out to the farmers and talk to them; they will not come to us. Their attitude is: “I’m tough. I 
don’t want the digital or that sort of thing because I’m a man.” How do we change that? 
Mr Bostwick: First of all, we need to look at how stigma is formed and realised within 
communities. If we look at stigma within communities, we can start to break down a few of the 
barriers. Obviously, with males there is a whole masculinity issue that we need to break down as 
well. If we look at the way males and females are socialised in terms of health, females socialise in 
health-related issues very early on because they usually have good role models in their mums. As 
soon as they start menstruating, they start to get health checks and the health message starts to get 
through. Males do not do that very well. We often do not have good role models in terms of health 
messages and looking at health. We respond to illness; we do not approach it from a health 
perspective. Males are a bit more difficult to deal with. One of the things with mental illness and 
substance misuse and substance use is that we need to look at the stigma. If we think about the way 
we deal with substance use as well, we deal with it in isolation. I teach students how to recognise 
mental illness. To do that I teach them how to do a mental state examination and a risk assessment. 
Part of that examination is looking at behaviour. I teach substance use and substance misuse as just 
a component of the behaviour component of a mental state examination. If we putting outside 
something different—something that exists without psychological distress—we miss a lot of 
opportunities. It is important that the message we put across to the community is that it is a coping 
mechanism. It might be maladaptive, but it is a coping mechanism. We need to focus on the issues 
that are causing that psychological distress to deal with both the substance use issue, or misuse 
issue, and the psychological distress that is deep seated. 
The CHAIRMAN: That fits with your philosophy that mental health and drugs and alcohol should 
not be seen as separate identities, because there is a co-morbidity; they should be seen as one issue. 
The problem then is, whilst a lot of the stigma has gone in relation to mental illness; it has not 
completely gone. Therefore, if you are looking at that assessment for drugs and alcohol as part of 
the mental health assessment, you will miss—your students will miss—some of those people who 
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do have a problem with alcohol and drugs but possibly do not consider themselves at that stage as 
having a mental illness. Can you perhaps talk about what you are providing to the students at the 
moment to help prepare them for their work, be it in acute or community settings? 
Mr P. ABETZ: I understood you to say that excessive drinking and taking illicit drugs is not 
necessarily a mental illness, but is actually a symptom of psychological stress or distress of some 
sort, which does not exactly equal mental illness. Did I read that correctly? 
Mr Bostwick: I guess I am saying that the use of substances is often a coping mechanism for 
psychological distress. Whether the substance misuse comes before the psychological distress or 
vice versa is a factor. For example, we know that having a substance misuse problem will cause 
psychological distress in itself. It is hard work to keep a healthy heroin habit going without having 
to do a few illicit things or lead a life that may not be comfortable to yourself, which will cause 
distress in itself. Substance misuse may come as self-medication in terms of trying to block out 
things that are too uncomfortable or it might be self-medication in response to what is perceived as 
an effective coping mechanism. There are numerous ways to look at the relationship between 
substance misuse and psychological distress. Before I answer your question on the education, can I 
just finish on the treatment stuff? 
The CHAIRMAN: You can, but in the way you explained it to Peter, you are saying that where we 
look at it normally as a continuum of health, there is a continuum of mental ill health, with the acute 
versus chronic mental illness at one side, the psychological distress in the middle and the substance 
abuse on the other side. So, it is substance abuse, moving to psychological distress and possibly 
moving onto more intricate mental ill health problems? 
Mr Bostwick: It can go either way. For example, we know that the toxic effects of 
methamphetamine can cause psychosis. Whether that psychosis down the track turns into a process 
such as schizophrenia will be noted only by the duration of the symptoms. Some people will have a 
psychosis related to methamphetamine and it will be a one-off psychosis—a single episode—and 
they will never have another episode of psychosis. We know that there are toxic components to 
quite a few substances that will cause a mental illness. It is the same if you drink five gallons of 
water over a short period; you become toxic because your body cannot cope with the water. There is 
a toxicity issue there. Often, we find that people with mental illness use substances to cope with the 
fact that they are distressed. There is a chicken and egg thing both ways. It is not as clear as one 
causes either or the other; it goes both ways. That is why it is such a complex issue. 
The CHAIRMAN: That is obviously why you feel that mental health should be the umbrella for 
mental illness, psychological distress and substance abuse—they interlink, be it one way or the 
other.  
Mr Bostwick: Definitely—that is if we are talking about substance misuse, not substance use. We 
know that substance use, whether it be through peer pressure or just a natural developmental cycle, 
can lead to experimentation, which could lead to mental illness if the drug of choice is a toxic 
substance. 
[1.40 pm] 
We need to have education and a strategy to deal with how we manage and send a message to the 
community about what is a sensible way to use substances, whether it be illicit or not. If we are 
looking at it from a harm reduction and harm minimisation perspective and looking at investing in 
social capital in our communities, we probably should look at a harm minimisation and harm 
reduction route rather than an abstinence route, because it is a far more practical way to go. The 
message that it sends out is that we actually care about people who are in some kind of distress or 
using substances to a level that is uncomfortable. If we go down an abstinence route, it shuts off a 
lot of people that would feel comfortable to reduce their usage and then maybe stop, but that is just 
a personal point of view. 
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The CHAIRMAN: How many of your students would be binge drinking three or more times a 
week? 
Mr Bostwick: I would probably say quite a few, unfortunately. 
The CHAIRMAN: That is not ECU but probably across — 
Mr Bostwick: I think that is probably across the board. I have no evidence to suggest that they are 
binge drinking, but if you look at societal trends and norms, our students are no different from the 
rest of the population who enter tertiary education. I am sure there are quite a few of them binge 
drinking. 
Mr P.B. WATSON: I know you want to get on to what you are doing, but with alcohol, gambling 
and drugs you have the anonymous, and people cannot get fixed until they admit that they have a 
problem. How hard is it to convince someone with mental health, and is it essential for them to 
realise that they have a problem before you can help them? 
Mr Bostwick: The problem you have got, and if you look at the models we used for engagement of 
people with substance misuse, the predominant model of engagement that we use is one that was 
developed by Prochaska and DiClemente, which is around the cycle of change. So we look at 
clients that are at what we call a pre-contemplative stage, moving on to a preparation stage and then 
an action stage and maintenance stage. We often find with people with mental problems that they 
may be in a pre-contemplative stage with their substance misuse problem, because they do not put 
the linkage between the substance misuse and the exacerbation of mental illness or the contributing 
cause of mental illness. But we will also find, for example, that people are looking at their substance 
misuse problem because it is affecting the way that they relate to their families but have no idea that 
this is causing an underlying depression or anxiety to be exaggerated. So I think we have to look at 
the way we deal with people and the way that we gauge people throughout all the domains of 
awareness about the issues. 
The CHAIRMAN: You are using Prochaska’s model along with motivational interviews with your 
students? 
Mr P.B. WATSON: What was that model again? 
The CHAIRMAN: Prochaska and DiClemente—a motivational interview. Prochaska is from 
Rhode Island, and DiClemente. I can get you some more information on that, if you want. 
Mr P.B. WATSON: I am just going to look at that on the net. 
Mr Bostwick: We use Miller and Rollnick’s motivational interviewing as well as Prochaska. 
Mr P.B. WATSON: I am sorry to interrupt you. 
Mr Bostwick: I will finish on the treatment issues and then I will go on to education, if I may. 
There are good examples of integrated services, one being Headspace. Headspace is a 
commonwealth initiative that has been taken into all states and jurisdictions, and now we have three 
Headspace sites in WA. We have one in Broome; we have one in Fremantle; and we have one in 
Albany. This is the brainchild of Pat McGorry, really, and Ian Hickie and a few other people. 
Basically what it does is that it is a one-stop shop for youth mental health, where you have an 
amalgamation of different agencies. I devised, with a few other colleagues, the model for the 
Fremantle Headspace, and that involves the division of general practice down there, sexual health, 
youth services from Fremantle, mental health services from Fremantle, and the Drug and Alcohol 
Withdrawal Network from St John of God and Palmerston. They all provide services with a one-
stop shop in High Street in Fremantle. It is a youth-friendly and familiar place. They also access the 
Better Outcomes in Mental Health as well through the GPs, so there are two GPs based there and 
they refer out to counselling services.  
It is a really good model if it is driven correctly. One of the pitfalls with Headspace is that if we are 
not careful, the way that the commonwealth measures the outcomes for mental health services are 



Education and Health Wednesday, 25 August 2010 — Session Three Page 10 

 

around KPIs for mental illness. So what they tend to do is to ask services to give a diagnosis to 
somebody who comes in for psychological distress issues and they may not have a mental illness, 
which leads to this whole idea of stigmatisation. What they tend to do is that because these services 
are being run by very good NGOs who have no mental health specific training, you are getting non-
qualified NGOs to provide a mental health diagnosis to provide the stats to the commonwealth 
government to justify the existence of a Headspace site. So if we are not careful, we have the 
potential of grooming people with psychological distress for mental illness services, rather than 
having people that come in with psychological distress and getting them out of mental illness 
services as quickly as possible to psychosocial support, which will reduce stigmatisation. I am not 
naive enough to think that we have not got to measure the effectiveness of the outcome of service 
provision, but I think it is difficult to measure the unmeasurable with mental illness and mental 
health. It is not an exact science; it is not empirical. I think it would be far better to have a set of 
KPIs or a set of measurements that would measure the perceived effectiveness by the client of the 
services that they have got, rather than to give them a diagnosis with a mental illness and then say 
whether they have cured it or not. Particularly, in the case that they have not got a mental illness in 
the first place, you are going to get a lot of cures! That might look quite effective on the stats, but 
really did not give an understanding of what is going on. 
Going back to the measurement in terms of the way we amalgamate AOD and mental health 
services, because of the duplication of services, it would be sensible to have one database that will 
go across mental health and AOD, so that we can measure the overlaps of services and service 
provision. At the moment we have four separate databases across the NGO and public service 
across mental health and AOD, and the databases do not talk to each other. 
The CHAIRMAN: That is three—NGO, mental health, AOD—and what was the fourth one? 
Mr Bostwick: There is the NGO and public sector in AOD, and there is the NGO and public sector 
in mental health. There are four different databases that do not talk to each other, so we never get a 
good picture. The way that the services are set up to look at and overcome confidentiality issues 
with non-identified data is not probably the best it could be. We probably need to look at how we 
can integrate some of those datasets to make sure that we have a real understanding of what the 
need is out there. I am not quite sure whether we do that at the moment. I do not think that it would 
take much work; it would just need a shift in the paradigm of thought between the way that the 
services work, especially to overcome some of the fear that NGO services have in the relative 
anonymity that a lot of the clients feel when they are coming into services. I guess one of the 
caveats that I will put on in terms of collapsing mental health and AOD services together is that we 
have got to have a way of ensuring that people who access AOD services because they feel that it is 
more comfortable to do that then access mental health services because they do not want to, I 
guess — 
The CHAIRMAN: They do not want the stigma. 
Mr Bostwick: They do not want the stigma of mental health, which is a real issue. That will take 
some lengthy debate to work out how you could do that. 
The CHAIRMAN: And we could lose some people whilst that — 
Mr Bostwick: You could lose some people to treatment, in fact. But if you focused on health model 
and then an illness model, which is really the mental health service now, as a specialist tertiary 
service, we could capture that cohort there; then, if it was deemed that there was obviously a 
significant risk and they would probably need specialist tertiary services, mainstreaming them into 
those services.  
[1.50 pm] 
But if we could capture them from a rather non-threatening health-related service first, then we 
would not miss out on those opportunities.  
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The CHAIRMAN: I want to bring you back, because of time, to education. How many students do 
you have at ECU? Is mental health and drug and alcohol a core component of the curriculum? If it 
is a core component, how many hours are devoted to that? What practical experience do the 
students get as part of their educational program? Is there practical as well as exams that they have 
to pass in this area? 
Mr Bostwick: I will speak on behalf of my school, because that is the school I know. That is the 
school of nursing and midwifery postgraduate medicine.  
The CHAIRMAN: That is undergraduate nurses as well as postgraduate nurses? 
Mr Bostwick: Yes. In our undergraduate course, we have 450 students through in a year—about 
300 in the first semester, and 150 in the second semester, because we have mid-level and mid-year 
intakes. Of that 24-unit undergraduate degree, mental health is a core unit. Out of that, in terms of 
teaching time, over a 12-week period, they have 12 two-hour lectures specifically on mental health 
and 12 two-hour tutorials on mental health, plus they have an 80-hour practical placement in mental 
health services. 
The CHAIRMAN: Are you going to cover drug and alcohol separately or is drug and alcohol not 
covered at all? 
Mr Bostwick: We cover drug and alcohol as part of the mental health unit. 
The CHAIRMAN: As part of those 24 hours? 
Mr Bostwick: Yes. The modules that we use are Prochaska and DiClemente for the cycle of 
change, and Miller and Ronet for motivational interviewing. In our population health module, 
which is a stage 6 module, which again has 450 students a year, we look at substance misuse. We 
do two two-hour lectures on substance misuse in the 12-week period. 
The CHAIRMAN: So that is a separate elective that they choose to do? 
Mr Bostwick: No. It is a core unit that they do. That is looking at the population health perspective 
on substance use and misuse. So that is looking at everything from how we legislate and the legal 
aspects of substance abuse, right through to the costs around chronic disease and the costs to society 
around domestic violence, work-related injuries, and impact on families and the community—so a 
whole range of things around substance misuse. 
The CHAIRMAN: It would be nice if you could provide us, by way of supplementary information, 
with the curriculum and where that is identified. 
Mr Bostwick: Yes. 
The CHAIRMAN: What about clinical hands-on experience?  Where do they go to get that hands-
on experience? 
Mr Bostwick: They do 80 hours of clinical experience in tertiary mental health settings; so that 
would be, for example, Fremantle Hospital, Armadale Hospital, Bentley Hospital, Graylands 
Hospital or Joondalup Hospital. They have also got the option of doing a two-week elective in their 
third year in a community care setting as well, so that would be either a community mental health 
service or a community-driven alcohol service. As far as our curriculum is concerned, we are one of 
only eight curricula in the whole of Australia whereby we rewrote our curriculum a year and a half 
ago to match the national framework for mental health within the undergrad nursing curriculum, 
and that is now going to be used as part of the accreditation program for the Nursing and Midwifery 
Council. We are the only university in Western Australia that conforms to those standards now. So 
we meet the components for practical hours, and the teaching components as well. 
The CHAIRMAN: I would like to congratulate you. I do not know if you know my background, 
but I have a nursing — 
Mr Bostwick: Yes. I had a look at your background on the web! 
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The CHAIRMAN: I am very pleased to hear that you have got that as a core part of the curriculum. 
It would be interesting to hear why other universities have not taken this on. 
Mr Bostwick: We won a commonwealth grant to look at the rewrite of the curriculum. Myself and 
my colleague Mike and Ms Redman were brought from industry to integrate the things that we have 
learnt from industry to university to make it more focused on the real world. So we came across two 
years ago from industry. I previously managed mental health services in Rockingham, Kwinana and 
Peel and was the clinical director for the state co-morbidity service as well. So we have shifted from 
industry to academia to make a bit of a difference, hopefully, within the university scene. 
Mr P.B. WATSON: I think it is very important to get some people with commonsense back into 
the universities! 
Mr Bostwick: The thing I have learnt at university is that commonsense is not that common! 
Mr P.B. WATSON: I have been in this scene for 10 years and I have not seen much of it! 
Mr Bostwick: There are a couple of things that I want to say around education that would help 
enormously. It would be prudent if all health-related degrees went to a core common first year, and 
if one of those core units within the first year was mental health, which includes substance misuse. 
The reason being is that I firmly believe that the problems that we have got within health between 
the different professions are largely around the way we communicate and the language we use. If 
we had a shared language across disciplines for—I do not know about other areas of health, but 
especially for mental health—we would cut down on the confusion that exists within the 
disciplines, and we would cut down on the conflict that exists within disciplines, and we would 
focus on the patients. So it might be useful to have a core foundation unit—a common year 
foundation unit—which is mental health, and communication should be a core unit as well. 
The CHAIRMAN: You do realise that this was suggested in Western Australia almost 100 years 
ago, but unfortunately they went down the wrong path! 
Mr Bostwick: I am aware that some universities—UWA is one of these—are going to a common 
undergraduate degree with a professional masters. The other thing that would be useful is if the 
professional masters that they deliver had a common mental health foundation unit as well, so that 
if you are doing a masters in OT or social work or nursing, one of the common units is mental 
health. 
The CHAIRMAN: But they will not get it unless they move into a health area. 
Mr Bostwick: My understanding of what is happening with UWA, and it is happening with the 
University of Melbourne as well, is that if you want to go into a particular health profession, you do 
a common health degree, and then you do a professional masters to allow you to be able to register 
with the board of your relevant profession. It would be appropriate that that professional masters 
included a common unit within mental health, which included AOD.  
The CHAIRMAN: For how long did you say you have been at ECU? 
Mr Bostwick: Two years. 
The CHAIRMAN: In the two years that you have been at ECU, have you seen evidence of an 
increase in the consumption of alcohol by young people at university; and, if so, have you seen a 
related increase in mental health problems? 
Mr Bostwick: I personally have not seen it. I do not frequent the tavern that often! We have not 
seen a noticeable effect of alcohol on our students. We lecture to 300 students in an auditorium, so I 
do not get that close to them. The way we deliver our tutorials is that they are no bigger than 30 
students. We essentially run mini workshops—mini practical workshops—at our tutorials. I have 
had no evidence that students are becoming intoxicated. Certainly the chatter around the classroom 
has not been about excessive drinking. That is not is to say it does not happen, but I am not aware of 
it. 
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The CHAIRMAN: Do you think the social impact of alcohol in Western Australia has got worse or 
better or stayed the same over the past 10 years? 
Mr Bostwick: I think the reporting of it has become bigger as we focus on the injuries related to 
substance misuse. I think the classic examples have been around the one-punch deaths that have 
been fuelled by alcohol, and those kind of injuries. So I think we are becoming more aware of it. 
Whether it is on the increase, I have not got the statistics to say yea or nay on that one. 
The CHAIRMAN: If the government were to introduce a new initiative to limit the impact of 
alcohol consumption, what do you think that should be?  
[2.00 pm] 
Mr Bostwick: The increase of smaller bar licences, which is already happening, with integrated 
food areas would be a good way because it starts to normalise the social aspect — 
The CHAIRMAN: You might need to do some homework on what is happening in Victoria, 
because they are finding it is causing more problems in Victoria. 
Mr Bostwick: I have seen it work in Europe. The big beer barns are something we should really 
avoid. They are a recipe for disaster. 
Mr P.B. WATSON: How many Indigenous students do you have there? 
Mr Bostwick: We have three in our intake this semester. I am not quite sure of the figures in total; I 
could not honestly tell you. We have a campus down in Bunbury, and the number of Indigenous 
students in Bunbury is certainly higher than the number in metropolitan Perth. 
The CHAIRMAN: I really am very interested in what you are doing and may well come along one 
day and listen to you at university. 
Mr Bostwick: You are more than welcome. 
The CHAIRMAN: I would like to thank you very much 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. Thank you again for coming along today. 

Hearing concluded at 2.01 pm 


