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QUIGLEY, DR ALLAN

Director of Clinical Services, Next Step – Drug and Alcohol Office, examined:

ALARCON, MS SUSAN

Director of Operations, Next Step – Drug and Alcohol Office, examined:

The CHAIRMAN: On behalf of the Education and Health Standing Committee, I would like to thank you for your interest and for 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 Western Australia. 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. Also present is Mr Peter Abetz, Mr Peter Watson and Dr David Worth. Lucy Roberts will be in with us soon. We have Jacqui and Amanda from Hansard. This committee is a committee of the Legislative Assembly. This hearing is a formal procedure of the Legislative Assembly. Even though we are not asking you to provide evidence on oath or affirmation, any deliberate misleading of this committee will be regarded as a contempt of Parliament. As this is a public hearing, Hansard are making a transcript for the public record, so if you refer to any document 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 a series of questions. Have you completed the “Details of Witness” form?

The Witnesses: Yes.

The CHAIRMAN: Do you understand the notes at the bottom of the form about giving evidence to a parliamentary committee?

The Witnesses: Yes.

The CHAIRMAN: Did you receive and read the information for witnesses briefing sheet provided with the “Details of Witness” form today?

The Witnesses: Yes.

The CHAIRMAN: Do you have any questions in relation to being a witness at today’s hearing?

The Witnesses: No.

The CHAIRMAN: Would you please state your full name and the capacity in which you appear before the committee today.

Ms Alarcon: I am Susan Alarcon. I am the Director of Operations of the DAO – Next Step drug and alcohol services.

Dr Quigley: I am Allan Quigley. I wrote to the committee as the Chair of the WA Branch of the Chapter of Addiction Medicine. There was a submission from me in that role. That is a workforce development submission. But I am also the Director of Clinical Services at Next Step. 

[10.05 am]

The CHAIRMAN: We are very pleased to have you here today. We think you play a very valuable role at Next Step. Some of the things that have been put to the committee are that whilst providing a valuable role, in some of the other states there are more services available than what we have here in WA. There are actually units attached to the hospitals, and whilst particularly medical students really appreciate the opportunity to come to Next Step, in other states they would also have an opportunity, maybe, to go to units that are attached to hospitals. We would like to hear about Next Step and what you have to offer, but in talking about what you have to offer, maybe you could also talk about how you think Next Step could be either expanded or merged with hospital services by way of discrete units at the hospital; or should it be a separate, step-down service from hospital? We know a gap needs to be filled somewhere, but we are not quite sure where that gap needs to be filled. We know you are the experts in dealing with this, and we would really appreciate hearing your views on where those additional services could be provided.

Mr P.B. WATSON: That is the longest question I have ever heard! 

Ms Alarcon: I suppose I am here by default really, but there are two areas to cover. If you are talking about training opportunities for, particularly, our medical staff, I think it would probably be a good thing to have a closer relationship with the tertiary hospitals. I think that certainly happens—I am not sure—in South Australia; there are better links there with placements and so forth. We would probably then have, perhaps, a higher rotation of medical staff coming into the specialist alcohol and drug area, and perhaps seeing it as something that is not an elite area but something that everybody needs to be familiar with. In that regard, I think that would be positive. We have made some moves—I think that was in the Drug and Alcohol Office submission—around resident placements at Royal Perth Hospital and being accredited and being able to take some residents in our area, but that has not been progressed as far as we would like. I am not sure if you wanted to add on to that. 

[10.10 am]

Mr P. ABETZ: Just in connection with that, when medical students do their internship, or whatever it is called, at Charlie Gairdner, or wherever they do that, do all medical students get a couple of weeks at Next Step to —

Ms Alarcon: No, they do not currently. We have general practice registrar six-month placements, so it is a block placement. We get two a year—that is, two six-month placements—and, in addition, we have medical students coming for half-day placements at our different sites at East Perth, Fremantle and Warwick.

Mr P. ABETZ: So what would you say about the criticism, for want of a better word, of the medical education that med students get in WA compared with some of the eastern states; that is, that when our GPs come out, they are actually quite ill-equipped to deal with the drug–alcohol issue because they have not had exposure to that, compared with what is happening in the other states?

Ms Alarcon: I will defer to Allan on that.

Dr Quigley: I think the medical curriculum all around Australia is very crowded and I think getting drug and alcohol into that curriculum everywhere is difficult. The doctors from Next Step do have input into undergraduate medical education, but at UWA and at Notre Dame it is just two one-hour lectures in the whole course. Within UWA there is some capacity within the university; there are academic positions within the university so there is greater input into undergraduate education at UWA, but Notre Dame is limited. As Susan said, in addition, all students from both the medical schools get a half-day placement at Next Step, so the amount of training really is very limited and certainly could be strengthened. The doctors who have graduated might have some very basic knowledge—very basic—in drug and alcohol but very little skills or experience in actually treating outpatients. They really need to have further training either as part of their general practice training after university or even subsequent to that.

The CHAIRMAN: Allan, my understanding of Next Step is that Next Step is a facility whereby people are booked in to Next Step for a treatment program—a place is held for them and they are booked in for so many days. Because they are booked in for so many days, that is why a patient who is admitted to a tertiary hospital who maybe has taken an overdose of heroin or alcohol and who wants to go in for treatment of whatever the drug is may not be able to go into Next Step, because whilst Next Step has a bed available, it needs to keep that bed because it has someone booked in the next day so it cannot take someone in at that point in time. So could you maybe explain the type of people who are booked in, how the beds work for Next Step, and then could you —

Mr P.B. WATSON: Could you also explain, when they come in, how you work out how long they should be there?

The CHAIRMAN: I would like you to explain how Next Step works. Then I would like you to explain to the committee, for those people who are coming in to the tertiary sector who have taken an overdose of heroin or alcohol, who cannot go in to Next Step because you have the patients booked in from the community, what recommendations we, as a committee, can make to the government in terms of a future facility that maybe the government could consider in next year’s budget for those people who currently may be kept in hospital until they are over that crisis period but then are discharged without being able to be taken in for the treatment that maybe they are ready for at that point in time.

Dr Quigley: I think you have identified a problem and it is about the number of drug and alcohol detoxification beds that we have in Perth and in the state. Currently at Next Step we have 13 beds and four Aboriginal beds. The Drug and Alcohol Office has provided or operated many more beds than that in the past. I think it was closer to around 28 beds going back over 10 years ago. So I do not think we can be sure that on a population basis we actually have the right number of acute drug and alcohol withdrawal beds. Earlier this year we were doing some renovations to the inpatient withdrawal unit at East Perth, and we had to close two beds, or sometimes four beds. That really did put a lot of pressure on the service, particularly on emergency departments. More recently, that renovation work has finished and we have generally been able to tell the emergency departments—this is only for the past month or so—that on most days we will have one or two beds available for transfers, and we email them that information. 

I still think there is an additional group of patients that the emergency departments might like to have in an alcohol withdrawal unit, be it one within hospital grounds or very close to those departments. We are obviously located very close to Royal Perth Hospital, but Charles Gairdner hospital needs to put their people into an ambulance and send them across to it. As you mentioned earlier, in other states around the country there are alcohol and drug withdrawal beds within the campuses of hospitals. I think a strong case can be made to strengthen the hospital-based drug and alcohol services. Just how large they need to be and what access to beds they need to have I think does need a little bit more of health service planning. But I think the chapter would support the strengthening and developing of hospital-based drug and alcohol services and having some better access to beds, particularly for the emergency departments. 

The Next Step role is primarily providing community-based access to drug and alcohol treatment. The Alcohol and Drug Authority back in 1974, when it was established, was in part a response to the fact that people did not like going to the tertiary hospitals to access drug and alcohol services; they wanted a special facility. They did not want to go to psychiatric services; they did not see drug and alcohol problems as actually being a psychiatric problem, so it was identified that there needed to be some third service and the Alcohol and Drug Authority was established. Many of the factors that were considered back then are still relevant today. I think people do like to have community access, rather than hospital access, to drug and alcohol services. Next Step primarily provides outpatient services, and an inpatient unit, to support the non-government drug and alcohol sector. There is a very large number of residential beds in the non-government sector funded by the Drug and Alcohol Office, and many of the people going into those residential programs come into the community outpatient clinics, get referred into Next Step’s withdrawal service and then go out to Harry Hunter or Serenity Lodge or Cyrenian House or Palmerston. Most of the people in our withdrawal unit are on that pathway, rather than people who have moved out from hospital.

The CHAIRMAN: Would the people going in through the hospital setting, then, be more the type of people who are also using amphetamines and being more violent, rather than the people with less of a violent nature?

Dr Quigley: Yes, that is right.

The CHAIRMAN: Is that why you are saying that the two need to be separate? If you have got the skills there, why would we want to build up the hospital units instead of building up and putting more beds at your facility?

Dr Quigley: You could do that and they are obviously some of the choices—does Next Step get more beds and do we continue to have the patients transferred around the metropolitan area by ambulance come to the Next Step? Or, do you try and develop more of an in-house hospital-based service? One of the things about the hospital services—the chapter is keen to see drug and alcohol consultant physicians established at the hospitals—is that they would provide a whole range of drug and alcohol activities within the hospitals that provide a liaison service across the whole system. Lots of people in hospital beds who, through the screening process, would be identified as having a drug problem, might initially see a drug and alcohol nurse, but then have that backed up by, if needed, a consultation with a drug and alcohol specialist. The doctors in the hospital will need support and advice about managing drug and alcohol problems—how to do detox and provide post-detox treatment. As we were saying earlier, there is no doubt that if there were drug and alcohol consultants in hospitals, medical students would get more exposure to drug and alcohol issues as part of their teaching-hospital experience, separate to the exposure they get coming to Next Step.

[10.20 am]

The CHAIRMAN: Your submission said that the chapter believes that three training positions are needed to meet workforce requirements. Does that mean at the tertiary hospitals?

Dr Quigley: I think at tertiary hospitals we need consultants—people who have finished their training. Next Step is a place where training of people who want to become consultants can occur.

The CHAIRMAN: From your submission then, you meant three training positions at Next Step, and what you are suggesting now is that at each of the tertiary hospitals we need a three or four-bed discrete drug and alcohol unit with a consultant in charge.

Dr Quigley: I think it is a possibility to have some inpatient beds, but also to perhaps have an outpatient service and have a consultation liaison service across the hospital; that is one possible model. With the workforce development submission, the chapter is saying that we have got 13 consultants in the state at present. There is probably a need for 20.

Mr P. ABETZ: In the state system?

Dr Quigley: In Western Australia there are 13 fellows of the Chapter of Addiction Medicine. They are all located in the Perth metropolitan area—seven of them are at Next Step, one works in postgraduate psychiatry at Graylands Hospital and the others are in private practice. The chapter believes that in addition to those doctors, there would be a real benefit in having new —

The CHAIRMAN: Sorry, but are those consultants emergency doctors or psychiatrists?

Dr Quigley: No, they are addiction medicine specialists. There is a new specialty established in 2001 and recognised by the AMC called addiction medicine. They do a fellowship.

The CHAIRMAN: Please excuse my ignorance. In the eastern states—I believe the other hospital that was mentioned to us previously was St Vincent’s, where they had these discrete units—are these units run by the addiction specialists?

Dr Quigley: There are around 200 addiction medicine specialists in Australia, so most of the specialist drug and alcohol units in the hospitals in the eastern states do have fellows of the Chapter of Addiction Medicine. Many of those doctors also have other qualifications; they may also be psychiatrists, physicians or general practitioners—fellows of the College of General Practitioners. Addiction medicine is a second fellowship. You have to do a first fellowship with five or six years of postgraduate training and then to become an addiction medicine consultant you do a further three years of training after that first fellowship.

The CHAIRMAN: Where they have these units running at St Vincent’s, have you visited one of these units? If you have a cardiology unit you have a cardiologist in charge. If you have one of these drug and alcohol units, who is in charge of that unit?

Dr Quigley: In the eastern states it will generally be a fellow of the Chapter of Addiction Medicine.

The CHAIRMAN: Okay. I just wanted to know who was in charge.

Dr Quigley: In the past they were psychiatrists or they might have been physicians and only have a psychiatric or physician qualification. Now, with medical education, you often need two postgraduate qualifications to work in a position, so these people are now physicians and fellows of the Chapter of Addiction Medicine or psychiatrists.

Mr P. ABETZ: Roughly what proportion of the detoxes done at Next Step would be alcohol related versus opiates and other drugs? 

Dr Quigley: Around 60 per cent is alcohol; most of the work of the unit is alcohol. Then it is a mixture of amphetamines, opiates, sometimes cannabis or a poly-drug presentation.

Mr P. ABETZ: Not too many people would use just one drug then, it is very much a poly-drug thing.

Dr Quigley: That’s right.

Mr P. ABETZ: Is opiate detoxification still done at Next Step? We were given evidence that apparently the non-government sector does about 12 times as many detoxes as government services in WA. Is that because Next Step has gone away from detoxing people off opioids and switching them through to methadone as the preferred method of treatment? What is the reason for 12 times more detoxes being done by the non-government sector rather than the state?

[10.30 am]

Dr Quigley: That was probably Dawn, was it?

Mr P. ABETZ: I cannot actually recall who presented that.

Dr Quigley: Most of the opiate detox is done either by general practitioners or Fresh Start obviously does a lot of opiate detox. Next Step does some outpatient opiate detox but we also work with general practitioners to support them and give them advice about how to go about an outpatient opiate detox. An outpatient opiate detox is not a complicated procedure from a doctor’s point of view and does not have the potential risks that an alcohol detox has. Alcohol detox is much trickier. So we do some outpatient detoxification. People who want outpatient detoxification often want to access services within a day or two. To get access to outpatients generally takes four or five days and that can create a bit of a problem for people who wake up today and want detox today. In that situation we would suggest that people see their general practitioner and we would support the general practitioner. The inpatient opiate detox that we do is generally for people who are going to one of the rehab services. We think that opiate detox is a bit of a tricky and potentially dangerous thing. The actual detox is straightforward but in the days and weeks after, there is such a risk of overdose; so we tend to prefer that our patients are on a rehab pathway before we put them into our inpatient unit. And then obviously, as I mentioned earlier, there are a large number of people who also get detox from Fresh Start and then get the implants, which is another way of providing the support post-detox.

Mr P.B. WATSON: What is the youngest patient you deal with, what is the oldest and what is the average?

Dr Quigley: We have got a youth service, which is a collaboration between Next Step and Mission Australia. Notionally that starts at age 13. Then we go up to as long as people live. The average age of people in the opiate pharmacotherapy program has changed over the years. It used to be people in their late 20s and now the average age has moved up and people are in their mid to late 30s; so that the treatment population, certainly on the illicit drug side, has gotten older over the years.

Mr P.B. WATSON: It was interesting that when we were in the injecting rooms in Kings Cross, they said that the average age was 37 or 38 , which really surprised me because you tend to think of the young people on the streets; but at 37 they have been on it for a long time.

Dr Quigley: That is right. The opiate drugs were only used in any significant amount in Western Australia in the late 70s to early 80s. So there is a group of people who used then and obviously have stopped; but there is a group who have not stopped and they are now getting older. So we anticipate—and it is not too long really—that we will have some people who are starting to move into the nursing homes and will have drug and alcohol problems that have been going for 30 or 40 years.

Mr P.B. WATSON: They will carry them around in their Zimmer frame! It is scary!

Dr Quigley: They have always had the alcohol people in nursing homes, of course. It is the illicit drug users who will be new.

Mr P.B. WATSON: So is that a good sign, that people can take drugs and live to that age, or is it the standard of life they have when they get to that age?

Dr Quigley: They get there but they are not in good health when they are there.

Mr P.B. WATSON: So, they are a further burden on the health system or the aged system?

Dr Quigley: Yes. I think their life expectancy is still reduced; there is no question of that.

Mr P.B. WATSON: Is it a case of, “Look, I’ll be quicker if I go into the nursing home”?

Dr Quigley: That is right.

Mr P. ABETZ: I think one of the issues is that a lot of them actually pass away; that is the tragedy. There are many who do not get to the age of 45 because of other complications.

Dr Quigley: Yes. For illicit drug users, injecting drug users, most of the studies of people who come into treatment show that in 10 years 10 per cent of them will have died. So, over 20 to 30 years that number obviously increases.

Mr P.B. WATSON: And there are ones that you do not treat.

Dr Quigley: There are ones that we do not treat, obviously. A lot of people we know who use drugs do not go on and get problems. They just use a few times, see the problems they create and then stop. I do not think there are that many people who use a lot of drugs over a long period of time who do not come into the treatment services.

Mr P.B. WATSON: Well, look at Mick Jagger of the Rolling Stones! He looks ugly but he is still pretty healthy! What an example for young people!

Dr Quigley: I think he is very temperate these days.

Mr P.B. WATSON: He has had about 10 facelifts, I think!

Mr P. ABETZ: I am not sure how the situation changes. I used to run a drug rehab support group through the 90s to the early 2000s and one of the issues we had was that parents would say to me that Johnny was on heroin and he wakes up one morning and he has had a bad turn and he really decided he wants to come clean. They rang Next Step and were told, “We can probably fit him in in six weeks’ time”, and that kind of thing. Is that sort of delay still happening? One of the difficulties with that is the frustration when six weeks come around and they are often no longer in that space of wanting to change. What is the situation like nowadays?

Dr Quigley: Next Step does not for outpatient services have a waiting list. We can book people in to be seen most of the time within five days, so that we say that if we can get people an appointment for an assessment within five days, we do not need to have a waiting list as such. We just book people in for an appointment. Sometimes that can become a bit longer. It might get into the second week, but it is generally that sort of time frame—and that is to access Next Step’s medical services to see a doctor and to see a nursing case manager. On the counselling side, people who are assessed initially when they first contact our services—and our services are co-located or integrated with non-government agencies, so you ring, we get back to you very quickly, and we undertake an initial assessment of your problem on the phone. If, as a result of that process, it is thought that you do not need to see the Next Step medical or nursing services and that what you need is to see a drug and alcohol counsellor, on that side the waiting lists are longer and you do get put onto a waiting list as such.

The CHAIRMAN: And that waiting list could be how long?

Dr Quigley: People are prioritised.

The CHAIRMAN: How long could it be, maximum?

Dr Quigley: It could be six weeks or more.

Ms Alarcon: I just add, though, that in the youth service—DAO’s youth service—the system is a little bit different where we are working in an integrated way. Young people are generally assessed immediately, so that the call is made and an appointment is made for the following day. So, in terms of services through days, it is a different process and young people get services immediately.

The CHAIRMAN: I come back to your submission now, Allan. Again, going back to the submission, you said that the chapter believes that at least three training positions are needed to link workforce requirements. For the training positions, what are the costs of the training positions? So, each training position costs?

Dr Quigley: It would probably be around $200 000 a year.

[10.40 am]

The CHAIRMAN: We then talked about the cost of addiction medicine specialists, which is what they are called under the DRGs. If someone is being treated in a hospital under an addiction medical consultant, what would be the cost? 

Dr Quigley: That would be closer to $350 000.

The CHAIRMAN: How many did you say?

Mr P. ABETZ: Three training positions.

The CHAIRMAN: So that would be $350 000?

Dr Quigley: That is three times 200, so that is $600 000. 

Mr P.B. WATSON: That is $600 000 plus $350 000—$1 million.

The CHAIRMAN: That was the Next Step, but you mentioned the consultant positions we would need in hospital.

Dr Quigley: Royal Perth, Charles Gairdner and Fremantle would each be $350 000.

The CHAIRMAN: How many positions would we need at each of those hospitals?

Dr Quigley: Say, one—start with the minimum.

The CHAIRMAN: One at each of those hospitals at $350 000 each?

Dr Quigley: Yes.

The CHAIRMAN: In the eastern states, are those DRG addiction medical specialists only at the tertiary level hospitals or are those units at secondary level hospitals?

Dr Quigley: They are mainly at the tertiary hospitals, but they have a regional health service. If you look at Sydney, which is about the size of three or four Perths, they will have a large tertiary hospital—at least in each of those regions—and there might be a drug and alcohol service in the grounds of that hospital, but they will also often have a community-based clinic as well, which might be some distance from the hospital service.

The CHAIRMAN: We would need to look at the costings for these types of services, so where would we look for the costings for these?

Dr Quigley: In these sorts of services you could look at existing in hospitals in Victoria, New South Wales and in Queensland. They all have services that could provide costing information. Obviously, it depends on how big a service you set out to try and create, because some of the hospital-based services are quite big. I would not be recommending that we looked to creating large hospital-based services. Our hospitals now—the tertiary ones—have a full-time nursing person in the emergency department. They often have a full-time person in the department of psychiatry. I think those two nursing positions could be strengthened by having a drug and alcohol consultant. Once you have those three people, you may start to think who else we might need and is there a benefit from also having someone from social work and from psychology, and do you also need some reception staff. But that would be about as big as I would see those services. There may be four or five clinicians plus some clerical support. With that sort of a team, you can start to provide an outpatient service and a hospital liaison service, and you can strengthen the education and training for students. If you also add into that beds, that is an additional calculation because you obviously have all of the bed costs and nursing costs associated with beds; and then it also depends on how many beds you feel are necessary 

The CHAIRMAN: In the eastern states is it beds attached? From what I have heard in relation to this, it is beds attached; it is a dedicated unit that is attached to this. It is beds. It is not just a team. It is dedicated beds, so that this is a recognised entity within the hospital, and it has recognised staff devoted to this area. 

Dr Quigley: Yes, that is right. If you looked at the different hospital services, you might find the number of beds that they had—it may vary, and I would be surprised if there were any that had just four beds. They would probably have six to eight to 10 beds. You would need to look at that.

The CHAIRMAN: In which case I am just wondering, apart from the tertiary hospitals, whether something like this might also be applicable for a hospital like Bunbury hospital, so that patients will not be transferred up to Perth. 

Dr Quigley: That is right. In the regions it is really more about training the doctors and the nursing staff so they have the skills to look after these people in their existing hospital beds, and it is also getting a commitment from the health services that these are legitimate patients to be admitted to the hospitals because they can be at times difficult to manage and there may need to be additional nursing resources. It is really about legitimising this. The beds are there — 

Mr P.B. WATSON: Not always in regional areas.

Dr Quigley: Oh. We are probably looking at trying to find one or two beds in a lot of these hospitals. We are not looking for six or seven.

The CHAIRMAN: I might change tack with you now. The committee has been made aware of a new approach that is being used in Sweden for treating drug users where it has been mandatory treatment, and in fact it has been found to be very effective. Are you aware of the Swedish approach and model, and would you please discuss with the committee your thoughts on that approach?

Dr Quigley: I think there is no question that coercion into treatment does work, and people who are legally coerced into treatment do well. Some people have suggested that unless you are highly motivated, your going to treatment is not going to be of benefit to you, but there is very strong evidence that diversion programs for people who are not necessarily highly motivated are very beneficial. The Swedish programs have been looked at, I think, on a number of occasions from here in Western Australia. They do have very comprehensive rehabilitation programs, and often they are residential based, and people are going into residential treatment for long periods of time—three or six months or longer—with an enormous range of psychological, medical and vocational support, and there is no question they have very good outcomes. They are very expensive programs to run. I am not sure what the costings are that you have seen for a person going into these programs, but certainly when I looked at them last, the costings were as much as $100 000 or more per person a year. Now, it would be fantastic if we had that sort of money available to provide  treatment and rehabilitation programs for people.

[10.50 am]

The CHAIRMAN: It costs us that much to keep a lot of our Aboriginal people in prison for a year.

Dr Quigley: That is right.

The CHAIRMAN: So I personally think it would be a very good investment. What do you think in relation to our Aboriginal people in the Kimberley who are addicted to cannabis and the other drugs that are being used in the Kimberley?

Dr Quigley: I think we need to strengthen our treatment services, there is no question about that, in the Kimberley and in the Pilbara, particularly with regard to alcohol. Some of the other approaches which are around the supply and access to drugs, some of the things that are being done there, can also be very effective. Controlling access to cannabis in the community is obviously going to be difficult. But there has been some good work with controlling access to alcohol. I think if you can reduce alcohol use you are going to get a flow-on effect to other drug use as well.

Mr P. ABETZ: In terms of the big picture in WA, if the government had a huge pot of money that it said it was going to make available to you, what areas would you strengthen and what would you do in trying to reduce the number of people who are using drugs? Where would you want to invest more money to strengthen the system?

Dr Quigley: I think we have been through a period where our drug and alcohol services have been caught up in the commonwealth–state relations problems, with commonwealth funding not coming into the public sector and into the hospitals. It would be nice if we could better coordinate and manage our resource allocation across the areas where the state and commonwealth have responsibility, because I think the public sector has been missing out for about 10 years on commonwealth funding, so there is a bit of a catching up that we need to go through. Some of the things that we have talked about today in terms of these hospital-based services, and some of the workforce development issues, are a reflection of the fact that they are state government services and commonwealth funding has not come into them. I think we have got a good range of services. But for me it would be more about trying to strengthen those services that really have been perhaps a bit under-funded for some time and trying to remedy that. There is not a specific new treatment or new program that I think is going to make a big difference. I think we will get some gains by doing better what we are doing in a number of areas. Issues around diversion will always need to be looked at. We are starting to get better cost-effectiveness information. That will need to drive our expenditure of money as well, so that we can make sure that all of the programs can demonstrate that they are productive and effective. 

In terms of specifically what we would spend the money on, really, we have got a workforce that could be more professional and that could have a larger number of people with really good skills and training. Ultimately, it is the person with a drug and alcohol problem working with a counsellor, with a doctor or with a nurse on a one-to-one basis that is going to make the clinical difference. So, in our non-government services, that workforce need to be strengthened and up-skilled and made more professional; and then with our existing professional services, lots of things need to be done to strengthen them.

Mr P.B. WATSON: Of the people who come to you with their drug problems, are there many with problems with prescription drugs, or is it just things like Panadol?

Dr Quigley: That has been a major area of growth for us in the last three to five years. We were for a period of time seeing as many people with prescription drug opiate problems as we were with illicit drug opiate problems. We have been doing some work with the health department and some work with general practitioners to try to better control people’s access to schedule 8 drugs and to have general practitioners with better skills and training and clinical guidelines to know how to assess and treat those people. Within Next Step we have developed our own clinical expertise and experience based on seeing these patients. Critically, we need to reduce and slow down the prescribing of these drugs, and by working collaboratively between pain services, general practitioners, the health department and drug and alcohol services we can achieve that. But, again it is an under-resourced area, and people are trying to do some work in this area in among all of the other things that they are putting effort into.  

Mr P.B. WATSON: Thank you.

The CHAIRMAN: Susan, I do not know if you want to add to that, but also could you tell us whether there has been more of a demand or less of a demand for services from Next Step over the last 10 years?

Ms Alarcon: I would support what Allan has had to say in terms of consolidating what we have got. Certainly in the metro area the integrated service model, working together with the non-government sector, has really improved services and improved our skill base across both the sectors, so I would support that. In terms of the demand for services, over the last five years I think it has probably not been hugely different. People are presenting, as Allan said, with prescription drugs, but generally the demand has been pretty much the same I would say. I do not think there has been any dramatic increase. As we have expanded our services into some outer metro areas, there has probably been more access there for our clients who perhaps would not have used our services previously, and certainly in terms of opening the Aboriginal beds there has been much greater access by Aboriginal clients to our withdrawal service. That has increased from about four or five per cent to 14 per cent, and that has been very positive for us in terms of the sorts of people who are accessing our services. The greater demand has probably been on our detox service because of the better relationships with the sector and improving the access in that way, because our pharmacotherapy numbers have pretty much across the board remained quite steady, really.

[11.00 am]

Ms L.L. BAKER: Do you track unmet demand at any point?  

Ms Alarcon: We have not done it as efficiently as we should. 

Ms L.L. BAKER: Have you come with any estimates that combine with what the sector and you guys have done?  

Ms Alarcon: I would not like to say, but in terms of our integrated service we now have a way of recording the waitlist across, say, the sectors able to record that. So we are able then to see that people are dropping out when they are on the list and seeing what is happening there. 

Dr Quigley: I think there is a significant unmet demand. The fact that people are having to wait even four or five days results in a change to the number of people we see and the type of problem they present with. There is no doubt about that. We talked about the detoxification. When people decide they want detox, they want it today or tomorrow. I am sure we would be doing quite a lot of that work if we could see people very quickly. Often, even though I say that we suggest those people go out into general practice and get assisted there, it can take a couple of days or longer to get in to see a general practitioner, so I think we do miss an opportunity.

The CHAIRMAN: I thank you both 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 of 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 by 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 both very much. 

Dr Quigley: Thank you very much. 

Hearing concluded at 11.01 am
________

