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Hearing commenced at 10.21 am 
 
FRAZER, DR AMANDA 
Executive Director, Women and Newborn Health Service,  
examined: 
 
HODSON, MS JOANNE LYNN 
AOD Service Manager, Womens Health Services, 
examined:  
 
 
The CHAIRMAN: On behalf of the Education and Health Standing Committee, I thank you for 
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. At this stage I will introduce myself, Janet Woollard; 
Mr Peter Abetz; Mr Ian Blayney; Mr Peter Watson; our principal research officer, Mr David Worth; 
and our Hansard staff who are with us today. This committee is a committee of the Legislative 
Assembly of Parliament. This hearing is a formal procedure and 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. As it is a public hearing, Hansard is 
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 to your discussion and 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: In that case, would you please state your full name and the capacity in which 
you appear before the committee today. 
Dr A. Frazer: I am Dr Amanda Ruth Lovat Frazer and I am here in my capacity as the executive 
director of the Women and Newborn Health Service based at King Edward Memorial Hospital. 
Ms J.L. Hodson: My name is Joanne Hodson and I am the alcohol and drug service manager at 
Womens Health Services. I am here because Ann Deanus is in England. 
The CHAIRMAN: Amanda, as you arrived first, would you like to maybe start the ball rolling 
because we know this is an area that is very dear to your heart. We have been looking forward to 
hearing from you this morning.  
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[10.25 am] 
Dr A. Frazer: Thank you for the opportunity to present. Has the committee received the written 
submission from the Women and Newborn Health Service of Western Australia?  
The CHAIRMAN: No. 
Dr A. Frazer: I will speak to this and use it as a framework, but please ask any questions that you 
wish and when I get back to my office, I will forward you copies. Is that satisfactory?  
The CHAIRMAN: Yes.  
Dr A. Frazer: It is a four or five-page submission. I will make some introductory comments just to 
set the scene. You are all aware that King Edward Memorial Hospital for Women is a tertiary 
teaching hospital. We form part of the statewide Women and Newborn Health Service. You 
probably remember that about 5 000 babies are delivered at King Edward hospital each year. It is 
estimated that eight to 10 per cent of the women who deliver at the hospital use illicit drugs during 
their pregnancy. The number is relatively small but it is such a significant issue, as you will soon 
hear. It is important to set the scene. They are a very complex group of women because of their 
drug use. As you would understand, there are other lifestyle co-morbidities associated with alcohol 
and illicit drug use, which I will expand on later. 
The CHAIRMAN: Are those eight to 10 per cent of mothers referred to you because of their drug 
problems or drug history but could have delivered in other areas?  
Dr A. Frazer: Some of them are not specifically referred. We would pick up some of the women as 
they pass through the antenatal clinics and are questioned and talk to the midwives and doctors 
concerned. Of the overall cohort of our women, eight to 10 per cent have alcohol and drug-related 
problems. A smaller number of women—again, it is an intervention we have been working on—are 
delivering in the more peripheral hospitals, which is great. They are provided with care closer to the 
home. Often the women have ongoing relationships with the local child health care nurse, the local 
health service providers and local GPs. We certainly support that. We currently have an initiative 
with Swan District Hospital and, to a lesser extent, with Joondalup Private Hospital. Because of the 
complexities that women present, they generally deliver at King Edward hospital, which has the 
resource base. Interestingly, they are a high-risk group but it is very important to keep in mind that 
pregnancy is such an important time for these women, for their own health and of course for the 
health of the unborn baby and then the infant and the child. Studies worldwide have shown that the 
actual drug use of a pregnant woman goes down quite significantly through pregnancy. It is a great 
time not only for the obvious health advantages, but also to really get in there with education and 
prevention strategies as much as we can because the women are well motivated. From a public 
health viewpoint, it is always a good idea to try to take advantage of that. I might follow up with 
that later.  
We all know that the health and wellbeing of an unborn child, newborn and infant is of paramount 
importance. As I have said, pregnancy and the unborn child can be a strong motivator for these 
women to change their drug using behaviour. It is very important that the services that come in 
contact with these women provide appropriate information, support and referral to other agencies. It 
really is a public health issue. As such, the policies, strategies and practices really do need to mirror 
all of our other public health intervention such as, for example, vaccination or STD management. 
There are three areas that we try to focus on: firstly, the resources and the services that focus on 
specialised public education and prevention; secondly, early intervention for these women with 
well-trained universal services; and, thirdly, a well-funded research base because over time that will 
provide us with the best evidence of what interventions are needed to inform practice. I am pleased 
to let you know that recently King Edward hospital was successful in a NHMRC-funded grant with 
the University of Sydney. That is a follow up of whole families, the whole psychodynamic issues 
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around the family with the pregnant woman and then the new mother and the baby. That study will 
take over 10 years. That will provide excellent feedback. 
Mr P. ABETZ: Is that specifically for the alcohol and drug-related women?  
Dr A. Frazer: Yes. That is very good news for us.  
The CHAIRMAN: If you are going to cover this later, that is fine. Once you have identified them 
at the hospital, we know that for adults attending our major hospitals, the next step does not cover 
the hundreds of people who attend emergency departments with alcohol and illicit drug problems. 
There is currently a gap in service provision for these mothers who are coming to you. Will you be 
covering that?  
Dr A. Frazer: I will refer to that. In fact, it is just coming up now. At King Edward, to answer your 
question, we have WANDAS, the Women and Newborn Drug and Alcohol Service. We used to call 
it the chemical dependency unit but we changed the name. It is a dedicated service, as you are 
asking, for pregnant women with drug and alcohol problems. A specialised antenatal clinic was 
established in 1991 in response to these women who were misusing illicit substances and also 
frequently not attending the mainstream antenatal care. The gap was identified and at King Edward 
we now have a very well-resourced multidisciplinary clinic that is run once a week. On that clinic 
we have a specialist obstetrician, a clinical midwife, a consultant, two specially trained and 
interested midwives, a psychiatry registrar with a consultant on site ready to give advice if need be, 
a dietician, a parent education midwife and two social workers. We believe we have a well-
resourced and multidisciplinary team. The clinics are busy but we can also run follow-up clinics. 
We are just meeting our demands there. That service is going well.  
Just as an example, since 2004, the number of referrals to the clinics increased threefold. In 2008, 
136 women received their antenatal care through the clinic, and the numbers have significantly 
increased over the past couple of years.  
[10.30 am] 
Just very briefly, you would understand that these women do have complex medical needs. There 
are often associated blood-borne infections, such as hepatitis C and hepatitis B. We are also seeing a 
lot of bacterial endocarditis, so that there are actual infections on the heart valves, particularly in the 
intravenous drug using population. Also, particularly the marijuana users have very poor dental 
health, which can lead to dental abscesses and infections. Because of these associated medical 
problems, these women are more likely to have babies who are low birth weight, who are born 
prematurely and who also sustain an abnormality called placental abruption, where the placenta 
actually comes away from the uterine wall, as a consequence of the drug use, and brings on 
premature labour. 
Mr I.C. BLAYNEY: Does that usually happen at a particular time? 
Dr A. Frazer: I am not an obstetrician. It can, but it more commonly happens in the third trimester, 
when there is a fresh bleeding from the woman and then premature onset of labour with, 
unfortunately, some comorbidity for the baby. So it is in association with drug use. 
At the King Edward neonatal nursery, the paediatricians and the nursing staff managed over 2005–
06, 102 babies for the syndrome called neonatal abstinence syndrome. Would you like me just to 
make a few general comments, again not being a neonatologist? It is a very complex syndrome. Not 
all babies need to be admitted to the nursery, but basically a baby is essentially showing signs of 
abstinence from, it can be, a variety of drugs, so it can be opiates, marijuana, alcohol or even 
caffeine. So you see with the babies generally some physiological changes, such as irritability, very 
poor feeding, restlessness or spasms of the muscles and higher muscle tone. Most of the babies will 
respond with a suitable environment where there is very low noise and it is very dimly lit, where the 
babies can be swaddled, cuddled and soothed. But, of course, some babies are more severely 
affected and they do need to have an admission and ongoing medication, be it oral or be it 
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intravenous. Having said that, though, most of the babies do very well—certainly in that brief 
period. It is much more difficult for me to talk beyond that, because of the lack of ongoing evidence 
that really does track these babies through with their families in the first at least 10 years of life. 
I can also give you some information about women who have been seen by a social worker, and that 
is in the submission, who have drug and alcohol use as an indicator for intervention by a social 
worker. Essentially, each year their numbers are rising; that is, women who need a social work 
referral. Back in 2003–04, it was 256 women; in 2005–06, 346; and in 2007–08, 377. The 
complexity, and the sadness too, of requiring social work intervention is that it is the social workers 
who, when they need to, have to refer the mother and the baby to the Department for Child 
Protection in those instances where there are such complex social risk factors, and they use a proper 
risk assessment and have a well-worked-out process and liaison with the Department for Child 
Protection. Unfortunately, drug use is often associated with homelessness, with domestic violence 
and with mental health complications. Sometimes there is a history of concern of actual parenting 
for these mothers. Also, sometimes we find that these mothers already have other orders placed 
against other of their children, and so that again would be a flag for our social workers. It is up to 
around 80 per cent of women who do have drug and alcohol use, as a key indicator, do have 
problems with domestic violence and mental health problems. 
The CHAIRMAN: Sorry; it was 80 per cent? 
Dr A. Frazer: Eighty per cent so it is very, very high, unfortunately. 
The CHAIRMAN: Eighty per cent of the women? 
Dr A. Frazer: Of the women who have known drug and alcohol use, as a key indicator, so a 
significant use of drug and alcohol, do have associated domestic violence and associated mental-
health comorbidities, so it is extremely common. Over the last decade our DCP notifications have 
increased by about 100 per cent, so that is a significant social issue for all of us. 
I thought you might be interested to know the types of drugs that are being used, and it does change 
actually. We have year by year. Alcohol is probably the main problem, and that is because it is 
cheap, it is freely accessible and, to some extent, it is socially condoned. Alcohol is always a big 
issue. The other drugs that we are seeing, too, just recently are what we call diverted prescription 
drugs. What I mean by that is medications that are prescribed legitimately by GPs, by physicians by 
pain specialists out in the community, but then the prescription finds its way into the wrong hands, 
by whatever reason, and then are sold on the streets. So we are seeing a variety now of opiates as 
well—various codeine-based analgesics. Amphetamines are still a problem. Cannabis is still a real 
problem. Probably at the moment we are seeing less heroin. Again, I am not the expert. The Drug 
and Alcohol Office can let you know, but I presume that would reflect what is actually accessible 
on the streets at the time. 
I just thought I would let you know briefly about an audit project we took on in 2005–06. It might 
be a nice introduction of what you are about to go on and talk about. We did an audit of women 
with drug and alcohol problems who were referred to our social work department. We actually 
undertook a complex continuity of care community liaison project, because one big issue we find is 
that we do provide, as best we can, the education, the intervention and the management of living 
and a newborn babies in the hospital setting. Our outcomes are actually pretty good, so that is really 
good news, but that is not to say that ongoing the outcomes are good, because what these women 
really do need is high-level ongoing support in the community. So I will talk a bit about the issues 
that we found and the barriers that we found and some of our recommendations. That might then go 
quite nicely into your area. As I say, the aims of this audit were to understand the supports and 
barriers to effective interagency discharge planning for vulnerable parents with newborns, to try to 
get a good model for an effective continuum of care in collaboration with key agencies and also to 
build the capacity for interagency collaboration and engagement by key community agencies with 
our own clients or women. Forty-six of our patients participated and data was obtained for 80 per 
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cent of them. Our clients were referred to community health services, general practitioners, and 
Best Beginnings, which is now known as UnitingCare West. While not all of these women did have 
drug and alcohol issues, it was certainly a potential criterion for inclusion, though we also used the 
other factors that are so commonly associated—being homelessness, domestic violence, mental 
health problems, poor parenting skills and unwillingness to attend services.  
[10.40 am] 
Unfortunately, we found that in most of our cases the ongoing engagement with the agencies was 
minimal. It is significant to note that at three months post discharge only one-quarter of all of our 
referrals remained active with community agencies and 70 per cent of our clients were not receiving 
a service, but the good news was the majority of mothers did see their child health nurse. The child 
health nurse runs out of the child and community area, which belongs to the child and adolescent 
health service. It was great to see just recently an extra funding pool being given to that area by the 
government, because they are a crucial source of knowledge and support.  
The CHAIRMAN: Before you carry on from that, we know that there are 100 community health 
nurses short. 
Dr A. Frazer: Yes. 
The CHAIRMAN: Are you aware of the model in South Australia where funding has been 
allocated for up to 30 visits within two years for women who have been identified as having 
children who may be at risk?  
Dr A. Frazer: No.  
The CHAIRMAN: What is the relationship between you and community health nurses?  
Dr A. Frazer: It is very good, in that whenever there is a mother and infant who have been 
recognised as being at risk, we have written notification through to the child health nurse system—
the appropriate child health nurse in the area—followed up by verbal communication. We know 
that the child health nurse will contact that mother on the day that she is discharged. The important 
thing is that, say, the mother does not answer or makes an appointment and does not show, the child 
health nurse will visit the home. It is very good. We put a lot of work into developing up that 
relationship.  
The CHAIRMAN: From your side, then, the discharge planning and the follow-up is there — 
Dr A. Frazer: It is excellent. 
The CHAIRMAN: — but if there is lack of funding here, that is not your domain—it is that of the 
child and adolescent health service? 
Dr A. Frazer: Yes, that is more under the exec here, and you would talk to Phil Aylward, the 
executive director of Child and Adolescent Community Health. Certainly, we have put a lot of work 
and also some dedicated resource both in our maternity wards and our neonatal nursery, where we 
are flagging those high-risk, vulnerable babies right from the start. 
The CHAIRMAN: Would we be able to get data for, say, the past three years on the number of 
women you have flagged so we are then able to follow this up with Mr Aylward and ask, for those 
people who have been flagged, how many have been seen over a 12-month or 24-month period, and 
how many visits they may have had from the community health nurse or the child health nurse? It 
seems at your end, you are ensuring that the message is passed on, but it would be nice to be 
assured that the support is given when they leave.  
Dr A. Frazer: You would like to go back for three years?  
The CHAIRMAN: Yes, three years. 
Dr A. Frazer: We should be able to do that. That is fine.  
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The CHAIRMAN: If we would have the 2007-08 and 2008-09—the three previous years.  
Dr A. Frazer: That is fine. Of course, I will let Mr Aylward know that we are providing this 
information. 
The CHAIRMAN: Thank you.  
Dr A. Frazer: Is he coming to present to the committee?  
The CHAIRMAN: No, but now that you have mentioned this to us, we might want to schedule him 
at a later date. It is good that you have identified him because we would like to see how they are 
followed up.  
Dr A. Frazer: That is fine. We did actually find some ways to ensure integrated care by doing this 
audit. We identified various issues such as antenatal referral. Really, we would like to have a short 
gap between the referral and the agency making contact as clearly that is important. The agency that 
makes the contact meeting the family antenatally would also be of advantage; and also, of course, a 
supportive non-judgmental attitude. We believe a service delivery model, such as the intensive 
home visiting service with weekly, at least, face-to-face contact did have a better engagement rate. 
The women whom we talked to indicated that the hands-on nature of the services had been helpful, 
acknowledging that the practical assistance and advice is particularly helpful for a new mother. We 
would advocate more attempts at contacting or engaging the client. Again, that is probably getting 
back to the model from South Australia you were talking about. In interagency collaboration and 
coordination, you need clear information on clients and who to contact. There is a lot of evidence 
out there to support the notion that multi-agency working in practice does bring about actual 
benefits for children and families. Then, a longer transition period from discharge from the hospital, 
to enable ongoing education, advocacy, advice-giving and, then, of course, assessment and re-
referral as required. And, to try to pull it together and make some recommendations, we do believe 
service providers need to provide a package of service so that it includes education, drug treatment 
and counselling. We need good support services, good medical and dental care and, of course, legal 
support for women using drugs. The services, we say, should have the following: training and a 
mandate to provide child-focussed assessment and management, ideally located at a single location 
with an interconnected and assertive outreach focus from the single location; and adult services for 
mental health or domestic violence should have a well-facilitated pathway that can go straight to the 
experts and service providers around the care of the child and the family. The driver for meeting all 
of the needs of pregnant women and their families is the provision of income support for basic 
needs, such as food, clothing and a roof over their heads. Most of the clinicians, if not all, would 
outline accommodation as being such an important factor for these women and their children. There 
is a real urgency for housing and works and non-government agencies involved with supporting 
homeless families.  
Mr P.B. WATSON: Do you have a liaison with housing and works in these situations?  
Dr A. Frazer: I do not know. I know that we have very well developed liaisons with the various 
women’s hostels in the community. But, unfortunately, there are not many of them and most of the 
hostels do not really like taking women who are actively using drugs, for a variety of reasons. 
Homelessness is a really significant issue.  
Mr P.B. WATSON: I looked at an issue at homelessness in my electorate. I went over to 
Melbourne and there are some men’s shelters that take men in even when they are still taking drugs 
and try and get them off them, not necessarily force them off but show them better alternatives. It is 
interesting that some of these hostels do not take them here.  
Dr A. Frazer: It is interesting.  
The CHAIRMAN: We will come back to our questions, otherwise Joanne might not have an 
opportunity here. We have lots of questions and if we do not get to all our questions, we might put 
our questions to you in writing as this is such an important area.  
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Dr A. Frazer: I will make one final point, and again I am showing our strong support for 
mainstream universal service providers such as the child health nurse, which I know we have 
already talked about in some detail. They are able to undertake home visiting and, of course, 
support the general practitioner who may be able to take on the primary role of case management to 
address the various needs of drug-using women. That would complete my oral submission, unless 
there are further questions; and, as I say, I will send you a copy of this.  
The CHAIRMAN: We will let Joanne make a presentation and then there will be some questions. 
We may not have sufficient time for all the questions this morning, but we will come back to 
Amanda, hopefully.  
Ms J.L. Hodson: Can I say in terms of being able to go into a refuge if you have an AOD issue, 
there is one service, Anawin Aboriginal Women’s Refuge—you cannot actually go into the refuge 
itself—but they have an adjoining AOD so they have a way of referring women who show up.  
Mr P.B. WATSON: Where is this? 
Ms J.L. Hodson: It is close to the city, and it always runs with a waiting list, but it is a really 
responsive system so that they do not have to send women who are under the influence back out on 
to the streets or back home. We need more of those, actually. It would be great.  
Our submission is really, really long and I will not go through all of it. I will give you a little 
overview of us. We work closely with King Eddie—I did not realise you were doing the sorts of the 
things you were saying. Womens Health Service operates with a social model of health. We provide 
lots and lots of services. We are located at Northbridge—at 100 and 122 Aberdeen Street—and the 
domestic violence services are at Carillon Place in the city, plus we have some satellite offices.  
[10.50 am] 
At 122 Aberdeen Street is the alcohol and drug specific agency. The services that we offer are 
generalist services to women who have their own alcohol or other drug issue, or are affected by 
somebody else’s issue. The primary one is alcohol again, both whether the women are affected by 
somebody else’s problem and whether it is their own problem. Alcohol is number one. The other 
services are the PEPISU women and children’s service, and we very much work with places such as 
King Eddie, and that is for women who have—in the beginning it was illicit drug use issues, and it 
was federal funding, but it now is women who have alcohol or other drug issues and who are 
pregnant and/or parenting. It used to be just for young children. However, because oftentimes the 
women whom we deal with might have small children and they have older children, we discovered 
that if we did not offer services to the entire family, then none of the family came. So that is the 
PEPISU women and children’s services. There are also Aboriginal services—the Yowarling 
(Singing Up) Project. They just finally got funding. That is a key issue with Aboriginal services in 
this state and across this country; that is, they get small, little pockets of short-term funding, and it 
is really, really hard for them to do program planning for service delivery. It is always done on the 
hop. Averil has just managed to secure the longest period of funding she has ever had; it is three 
years, and it is COAG funding. They deliver services. They work with a holistic model, so they do 
not focus on just alcohol and drug use; they look at the whole family and the entire family. Yes, we 
do provide services to men as well. They seem to think we exclude them. 
Mr P.B. WATSON: Next question. 
Ms J.L. Hodson: There are lots of men who come; some are boys. 
The CHAIRMAN: With these services that you are describing, you are saying that one of the 
problems is that the funding is short lived on many occasions. I cannot think how to put it in your 
terms, but in hospitals you would call it a train-the-trainer approach. What are you doing to skill 
people within those areas so that when the funding runs out, there is someone there in the 
community who can carry on with the good work that you have been doing? 
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Ms J.L. Hodson: We are hoping the funding does not run out. It is a real need within the alcohol 
and drug sector itself. Having children as part of an alcohol and drug service is pretty new territory, 
and delivering services to mothers with infants and small babies, which we do, is new territory for 
us, so we have done a lot of learning around those things, and we offer that information in terms of 
education sessions all the time. I think the PEPISU women and children’s program has a really 
effective form of service delivery. It is a multi-service approach. It does not focus just on alcohol 
and drug services, which all the evidence tells you is very unlikely to be successful. It includes as 
many of the family as possible. It provides the children with opportunities to be normal. We also do 
school holiday programming and we have brokerage systems in place. We do an enormous amount 
of funding applications so that kids, for example, who want to take part in a sporting event in their 
community can make an application for brokerage money, and they can participate in a sporting 
activity. There is counselling, of course. We provide children’s counselling in children’s groups. 
Again, not many places are doing that. I guess the most important thing I want to say is that our 
program has grown in response to the evidence. There are a couple of really, really good Australian 
reports around what works and what does not work, and we need to pay attention to those reports. 
The ANCD report, which is about family work, is a really, really good report about —  
The CHAIRMAN: Which agency reported that? 
Mr P. ABETZ: Can you give us the title of that? 
Ms J.L. Hodson: I can send it to you if you would like it. 
The CHAIRMAN: By way of supplementary information, we will accept that from you. 
Ms J.L. Hodson: Yes. There is that report —  
The CHAIRMAN: Did you say that was the ANCD report? 
Ms J.L. Hodson: Yes, the Australian National Council on Drugs. There is the “Counting the Kids 
Evaluation Report” out of Odyssey House, which again has provided a lot of evidence about what 
works and what does not work, what is more effective and what works less well. So we have grown 
with that, but mostly we have grown in response to what the consumers who access our service 
request and what they think would be the most helpful to them. There are some real barriers towards 
women and children accessing services. We always talk about it in terms of stigma, but there are 
some much more practical ones than that. Most places do not have any child care or access to child 
care, and women always come with children in tow, so our place is a childcare centre, basically. A 
lot of them are catching public transportation, so you need to be somewhere where they can catch it, 
or provide them with some sort of assistance to get to services—so that is another one—and there 
are issues around poverty that get in the way of people coming in for the services. Currently at the 
alcohol and drug services, there are 500-plus women who access services every year, on a fairly 
minimal amount of funding, but that does not count children. We have a system that is, by and 
large—because it is just catching up with kids, a lot of the work we do is not captured. We were 
very, very lucky in terms of the fact that we just got the Kids in Focus money from FaHCSIA. They 
picked one service provider per state to deliver services to children impacted by parental substance 
use. Women’s Health Services, as the lead agency, in partnership with CLAN WA and Cyrenian 
House, ran a program, which is a women’s residential rehab service that is family based—I do not 
know whether they are going to speak to you. That will allow us to provide service to many more 
children and families. 
The CHAIRMAN: Is the submission that you obviously put in to receive the funding confidential, 
or would we be able to have a copy of that? You would have, as part of that submission, done all 
the homework. 
Ms J.L. Hodson: Yes. 
The CHAIRMAN: If it is possible, and that is not confidential, could we have a copy of that 
submission, because that would have —  
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Ms J.L. Hodson: I would have to find out from our funders, because they own it, basically, now 
they have given us the money, so I would have to find that out for you. 
The CHAIRMAN: Thank you. 
Ms J.L. Hodson: But one of the things, just in terms of gender services, is that we oftentimes get 
caught up in numbers. I can remember hearing from our different funders—understandably so—
who were saying, “Oh my God; your numbers are so low.” One of the things that we also know is 
that the work is, by and large, intensive. We might be counting one individual—that is, a woman—
but, as I said, she comes with children, and there is a whole bunch of work around that. This is not 
short-term work; it is long-term work. By and large, we do not get women at the early end of 
substance use; we get them usually with fairly entrenched issues around it. It would be interesting to 
know how we can get the women to present earlier than they do. 
The CHAIRMAN: As part of our previous inquiry and our report that we put to Parliament, we 
know that other states actually have a model and they have a plan for women’s health services. 
There is no plan at the moment in WA. That was one of the recommendations of this committee. If 
such a plan were to be developed for WA, who would be the key players in putting that together? 
Obviously, it would be King Edward because of its role. Who would be the people who would fit 
under that umbrella to look at services? You are saying that you have to look at the family, but who 
would the key players be in looking at women’s health services? 
Ms J.L. Hodson: Do you mean in terms of early intervention? 
The CHAIRMAN: In terms of looking at the whole picture, so acute, community — 
Ms J.L. Hodson: What is the peak body? 
The CHAIRMAN: Sorry; you were saying — 
Ms J.L. Hodson: There is a peak body for women’s services that addresses issues such as that. 
The CHAIRMAN: Is there? 
Ms J.L. Hodson: Yes. The peak body actually operates out of Women’s Health Services, but all the 
women’s centres are part of that. 
[11.00 am] 
The CHAIRMAN: Would King Edward Memorial Hospital for Women be part of that? 
Mr P. ABETZ: What is it called? 
Ms J.L. Hodson: It is called the peak body for women’s services. I do not know the exact title; I 
just know it as the peak body. There is that, but I am talking here very much about a treatment 
population, because that is what I do. That is what I am familiar with. That is what I have been 
doing for the past 25 years. 
Mr P. ABETZ: That is what we are interested in. Our inquiry is about treatment and prevention 
programs and how effective they are. 
Ms J.L. Hodson: I think there are some other hints in terms of how we are going. I was really 
struck by this story: because I am dealing, by and large, with people who have fairly entrenched 
problems, you get into a bit of a silo, but I was at a community education event—one of my friends 
who was organising it asked me if I would rate the calibre of one of the speakers there who was 
providing some community drug education—and one of the activities that the speaker got us to do 
was rate the prevalence of different substance problems of drugs and alcohol, and tobacco even, and 
we said what we thought was the percentage of young people who had ever tried them. One of the 
things that came out was that there was a vast overestimate of how much illicit drug use was 
happening. It was way out; it was huge. These people were, by and large, community members, and 
they hugely underestimated the prevalence of alcohol consumption amongst young people. In some 
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ways I think we have focused on illicit drug use almost to the detriment of some of the better work 
that we need to do with alcohol. Both we and King Edward have had the experience to say that 
infants born affected by alcohol are far scarier than some of these being born affected by illicit 
substances. You were speaking about neonatal abstinence syndrome, but the thing about it is that it 
is a soul-destroying thing to witness, which, sadly, I have witnessed before, but, by and large, it is 
very well managed. King Edward’s can manage it really well. A lot of the evidence is that it is 
transitory and it does not cause—that is not the case with alcohol, as we know. I know that the 
Telethon child institute is now doing some work and preparing some resources. With some of the 
younger women we see, particularly around alcohol, it has almost been presented to them, as—I 
have parents expressing relief to me and saying, “Oh God, she’s only drinking”, but she is getting 
arrested and she is getting into fights. How is that better? But it is still presented as a better thing 
than if she was using a drug. I do not know what we need to do about that because I am not an 
expert in that area, but it does cause me concern, because you cannot deal with something that you 
are blind to in some ways. 
Mr P. ABETZ: Foetal alcohol syndrome obviously has lifelong implications, whereas, say, 
withdrawal from heroin, for a baby, is not nice to see, but generally it does not have a lifelong 
impact. 
Ms J.L. Hodson: Yes, exactly. I am talking about the severe end of foetal alcohol spectrum 
disorder, because most of the babies are surprisingly healthy. We have a policy—it is a proven 
strategy—called “active engagement”. Some of our women call it “friendly stalking” because we 
connect, connect, connect. One of the biggest predictors of success, too, again, with any 
population—this is concluded—is connection to community. If you stay connected and if you can 
keep people connected to their communities, you are going to have a way better chance of being 
able to work effectively with them. 
I would like to say something to you on behalf of community justice, the Drug Court and diversion 
programs like POP. Therapeutic jurisprudence is an excellent way of engaging people into systems. 
It is very effective. They have become our number one referral source. It is an opportunity that a lot 
of women—but also a lot of men—never would get. They would never, ever access counselling on 
their own, but if it is part of a diversion program and they have to, it is amazing how well and 
effective it can be. We are great believers in therapeutic jurisprudence. Our second most common 
source of referral now is women themselves and their family members because we are becoming 
better known and we have been around for a while. The PEPISU women and children’s program 
has been around for about 10 years now. 
The CHAIRMAN: Those therapeutic jurisprudence programs you mentioned such as POP and 
STIR, if someone is referred to you from one of those programs, say for cannabis, how many 
sessions do you think would be needed with that person?  
Ms J.L. Hodson: I think they have to attend a set number of sessions, but one of the indicators of 
success is that we have an amazing number of those people who are compelled to come and see us 
and who continue to come and see us after the date that they no longer have to see us any more. 
There is also a case to be made for short-term intervention. Some people can come and have a 
couple of sessions, after which they are fine to get back out there. 
The CHAIRMAN: When you say a couple of sessions, I am trying to find out from you how many. 
Ms J.L. Hodson: Three sessions, I think. 
The CHAIRMAN: Sorry? 
Ms J.L. Hodson: I think they are compelled to come — 
The CHAIRMAN: For three sessions. 
Ms J.L. Hodson: Yes, I think so. 
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The CHAIRMAN: Is that for POP and STIR? 
Ms J.L. Hodson: STIR is almost nonexistent, just to let you know, but POP, yes. 
The CHAIRMAN: Is it three sessions for POP? 
Ms J.L. Hodson: I think it is three sessions—I do not do that much clinical work any more. 
Mr P. ABETZ: What is POP? 
Ms J.L. Hodson: It is the pre-sentence opportunity program. They come if they have an offence 
that they are waiting to be sentenced for. Shall I say anything more about my program or is that 
enough, or would you just like to ask questions? 
The CHAIRMAN: I will open it up for questions, and to make sure that we ask both witnesses, if 
someone asks a question, then we will take the next question for the other person. Do you want to 
go first, Peter? 
Mr P. ABETZ: Jo-anne, given the treatment programs in place, if extra funding was available, 
what could you do better, or what could be done to improve services, assuming that money was not 
a problem? I know that is hypothetical, but basically what I am looking for — 
Ms J.L. Hodson: “I have a dream”! 
Mr P. ABETZ: I have done drug rehabilitation work myself, running a drug rehabilitation group 
for about five years, so I guess I have certain ideas that seemed to work, but obviously you are 
working with a different subset to the sort of people I was working with. What can we recommend 
in our eventual report to improve the success rate? What could be done to improve things? 
Ms J.L. Hodson: I would just like to say that if anybody comes in front of you and says that their 
program is the only program, I would have a huge amount of scepticism about that. I think our 
programming has suffered from those beliefs in the past. I think that you need to have specific 
programs for specific populations, and there is lots of evidence to draw on in terms of what works 
better. I think there should be more family-based interventions whereby as many of the family as 
possible can come in. You are going to have a better chance of making a difference. This is when 
people actually have a problem. I really, really, really think that we need way more Indigenous-
specific services that they have a say in, in terms of how they are run. Avril, who runs our 
Indigenous services, and Kay, who does the healthy exercise, are just overrun in terms of that. It is 
not about Indigenous people always wanting to see Indigenous people, or women always wanting to 
see women; it is about having a choice. I have an example right now. We are under threat of losing 
our diversion money because it costs out. Right now everybody is under the gun in terms of 
finances and they have to justify that, and our costs are higher because women are not involved in 
those systems. They do not have the opportunities to engage as much in diversion services because 
they are not picked up. It is a systems issue at the very beginning. 
[11.10 am] 
At the moment they are less likely to be referred into those systems, which mean that we get fewer 
of them et cetera. I think that you need to take a bigger picture—beyond just numbers sometimes—
because you are recognising that some strategies, some interventions, work better with some groups 
than with others. 
The CHAIRMAN: I think that that is why Amanda is saying that we need the research. The 
research should be going on the whole time. 
Ms J.L. Hodson: Yes; and there is quite a bit being done. There is a keen interest in it. But I would 
say yes, definitely, in terms of what Amanda was saying was one of the luckiest things that has 
happened. I work under an umbrella of services. We have medical services. We have generalist 
counselling. We have domestic violence assistance. And clients benefit when they can come to our 
place and we can walk them to another service that they might need. It is nice when there is an 
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integrated service; especially when that integration means we work together with services outside 
our agency. I think that one of the best things with our KIF funding is that we are actually going to 
be able to provide a system of care for a family that comes to see us right from the very beginning 
until they exit out of the very end. That is an opportunity. 
Mr P. ABETZ: I would like to put the same question to Amanda. I would like to hear from 
Amanda about that, if I can ask two questions in one go! 
Dr A. Frazer: Sure. If we have the opportunity for more funding, firstly we would try to really 
maximise the medical intervention that we are able to do in the clinic. Certainly, we would like to 
have a consultant psychiatrist available for that clinic. We have a psychiatric registrar. He is very 
good, but is not a consultant. We would certainly want to have that consultant level input. We 
would also like to have access to dental therapy for these women. Dental disease is a real, real 
problem. I do not just mean aesthetically by any means; I mean really full-blown infections and 
morbidity associated with it. I would also like to bring on a community liaison officer; a person who 
can liaise really well with these women in the antenatal period and with the services that you have 
outlined and, of course, with the clinic nurses. One of our visions is that we will be able to have 
more clinic nurse resources available in the antenatal period. At least then they can meet the 
woman; they can start the educational process and get up some trust and rapport, which is just so 
important in terms of an incentive for the woman to keep seeing them post-delivery. We would also 
like to make much more of the training opportunities of that clinic. We would do that if we had 
more funding. Already, we do our level best. We have a lot of training midwives and training nurses 
going through the clinic. We have medical students who now do the whole of their, I think, end of 
fifth year–attachment at the clinic, which is wonderful. They will come and spend the whole 
Christmas-summer break at the clinic. We have had a couple doing that. But if we were to have 
more resources, we would actually get up a much broader dedicated educational program. We 
would then—like we do in other parts of our service—be able to target general practitioners and 
organise meetings with them. We can, for example, bring general practitioners back to our site and 
we put on education programs in the evening, which are usually extremely well attended. There is a 
lot of goodwill out there. People want to get involved. But you do need some resources, just to 
facilitate and enable the ongoing education. We would absolutely love to have an opportunity like 
that and we believe that it would make a real difference. 
Mr P. ABETZ: Just to clarify the point about GPs and the training of doctors and nurses: am I 
hearing you say that if you were able to provide that training, they would be out in the community 
in other areas and therefore be able to pick up on the other issues and feedback into your system or 
other community services? Is that the idea behind it? 
Dr A. Frazer: Exactly; that is the exact idea. Already, we have done that with maternity shared-
care with general practitioners. Because we have gone through all of that before—when we had our 
big demand issues at King Edward hospital, we were up over 6 000 deliveries a year—we have 
done quite a few innovative programs with the local GPs, and it has been really successful. We go 
out with a questionnaire, we have contact with them, we ask them if they are interested in shared 
care and a lot of people who might not have considered it before will put their hands up. We then 
run dedicated training sessions at the hospital. We have some very, very easy to follow and very 
detailed clinical guidelines for shared care—that is, when it is this time, you do this; any problems, 
you just ring us up straightaway and we are here as a resource for you et cetera. We are getting a lot 
of positive feedback from the women who like staying with their own GP for as long as possible 
before coming into the hospital, and that is great. And it is great job satisfaction for the GPs. If we 
could, we would target GPs who have a special interest in this area. As long as we provide them 
with the appropriate support and feedback, and put on six-monthly educational sessions, it usually 
works very well.  
The CHAIRMAN: Thank you. 
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Mr I.C. BLAYNEY: I was curious about the WANDAS program that you spoke about. To a point, 
you have been following through with children from 1991. 
Dr A. Frazer: Yes.  
Mr I.C. BLAYNEY: That is long enough to have a bit of an idea if some of them—I suppose that I 
am asking whether it is being handed on from generation to generation. Are the children of those 
you saw in the early 90s starting to present as patients? 
The CHAIRMAN: They would be 18 now. 
Dr A. Frazer: No; not that I know of. No; I cannot answer that with the level of certainty that I 
would need to here. If I were to have more funding, that is another area that we would need to focus 
on, because, if you remember, we do not have the resources or the people to be following up these 
children in that way. I think that when I started out talking, I said that it is great that we are now 
involved in a multicentre NHMRC–funded project with the University of Sydney. We are now 
embarking on that, because it is important to get the long-term outcomes for these children and their 
families. 
Mr I.C. BLAYNEY: Do you know whether anyone else in Australia has studied that? 
Dr A. Frazer: I am fairly confident that the Telethon Institute has gone down that path. Did Carol 
mention that before? 
The CHAIRMAN: She did not, but one of my daughters happens to be a part of one of those 
studies from King Edward hospital and they have been following up with children from the early 
90s. Every few years the children will have blood tests and will complete questionnaires. They are 
following that cohort of children. 
Dr A. Frazer: Do you mean the Raine Study? 
The CHAIRMAN: Yes. 
Dr A. Frazer: It is true to say that the Raine Study is a very important ongoing study. It is a very 
well funded and very, very interesting and well done study. You are exactly right. Babies born 
around the early 1990s have been followed up progressively over many years now. However, we 
must remember that that is not with respect to drug and alcohol issues. It is a fantastic study and 
certain issues might come out of it, but the focus is not on collecting that sort of data in a sensitive 
manner from the parents.  
Mr P.B. WATSON: Amanda, I was interested when you said that you are trying to get the GPs to 
work with you as a person goes through pregnancy. We were told by the previous witness that two 
standard alcohol drinks can have an effect on the foetus. What, for example, happens when a patient 
comes in, the doctor asks if she drinks, is told the person drinks regularly and indicates there will be 
possible problems after the child is born? I asked the previous witness, Carol, if there was any 
system in place whereby doctors, who realise there is a problem, can start looking at the child for 
telltale signs of the problem and, maybe, fix them before the child gets to two or three years-of-age, 
when the problems really magnify.  
Dr A. Frazer: I will just make a few comments about alcohol. Generally, the biggest issue we see 
with pregnancy, because alcohol is so accepted as part of society and so easily available, is that 
women might often not perceive that they have an alcohol issue. They may not disclose it to a 
treating doctor. Sometimes, we see that it is actually family members—as you were saying—who 
raise it with the treating clinicians as a problem. Now there are well-developed steps for a GP who 
finds out or who realises that a woman, early in pregnancy, is using too much alcohol. They include 
the community-based service providers and most GPs would have their own network that they use. 
However, the difficulty is that often it is not perceived as a problem and is not disclosed until, 
usually, late in the pregnancy.  
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With respect to foetal alcohol spectrum disorder, which I think is what the member is referring to, 
not my service but the child network at Princess Margaret Hospital with Dr Gervase Chaney has 
done a lot of work in developing what I think is a very, very good guideline around the diagnosis 
and management of foetal alcohol spectrum disorder. I am not sure, but I think it has been published 
on the health network. That is not in my area of expertise, but there are certainly experts in the state 
that the committee can draw on.  
Mr P.B. WATSON: Is there a facility someone can go to?  
The CHAIRMAN: I think Peter is referring to a place that a newborn child can be taken to for a 
development assessment, rather than waiting until they are three. Is there an early warning stage 
before that development assessment?  
Dr A. Frazer: At the very end of the spectrum, and this is still relatively rare, you will actually see 
dysmorphic changes in the baby. By that I mean changes in the face shape and changes in the 
position of the ears. Unfortunately, dysmorphia gets diagnosed at a very late stage. It is on a 
spectrum where that is the worst outcome. We very rarely pick it up in the neonatal nursery when 
the neonatologists are doing their assessment of the baby on a daily basis. In the framework that has 
been put out around foetal alcohol spectrum disorder, these issues are canvassed; for example, how 
the diagnosis is made. Often foetal alcohol spectrum disorder is diagnosed on quite complex 
behavioural changes, which is quite tricky to diagnose. Foetal alcohol spectrum disorder can be 
difficult to diagnose if there is no clear-cut physical or biochemical change.  
Mr P.B. WATSON: Some people do not realise that a couple of drinks can cause damage. If they 
tell the doctor they have a couple of drinks, is there a pathway for them and their child?  
Dr A. Frazer: Again, it is the pathway we have spoken about—I will get some data on it—whereby 
we recognise a vulnerable baby and vulnerable parents. With alcohol there are often significant 
problems with other associated issues such as domestic violence, homelessness, poverty and 
frequent brushes with the law, which lead to multiple offences. These are indicators that alcohol is a 
real problem for a family. Then it is down that pathway and, unfortunately, for extreme cases the 
DCP becomes involved, otherwise a child health nurse, a GP and, frequently, child development 
services become involved. That is the mainstay of service providers. 
Mr P.B. WATSON: I would like to find an area so that when a problem is identified it can be 
watched for telltale signs so that the problem can be nipped in the bud so that at three years old 
children do not have this problem.  
Dr A. Frazer: I recommend that you speak to one of the paediatricians who has done a lot of work 
in the area. It is a very complex area.  
The CHAIRMAN: John Wray might be a good person to contact.  
Dr A. Frazer: John Wray would be excellent. 
The CHAIRMAN: Amanda, in our previous inquiry you said that there are various issues around 
management of sexual assault. Because of the debate we have had recently in relation to alcopops 
and the current trend—personally I feel that the problems associated with alcohol are escalating; I 
am interested in your comments on that—I am interested in your comments on alcohol and sexual 
assault. What trends are you seeing?  
Dr A. Frazer: Certainly I reinforce what you are saying; alcohol is a huge problem. As you know, 
it affects people’s functioning, awareness and judgement; therefore, their decision making is quite 
impaired depending on the amount of alcohol they consume. If you throw that into adolescents, they 
take risks in any event. For the adolescents involved it is a detrimental situation. It raises complex 
issues around consent for sexual activity—very complex when their decision making and judgement 
making is impacted. Certainly at our sexual assault referral centre alcohol is recognised as being a 
significant issue. That is why we come out every year and try to make general, positive comments 
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to young people, particularly at times of school holidays and school leavers. At times you have 
probably heard our people trying to get the message through in the media. We do that with the 
police. They are working and targeting hard. It is an ongoing issue for us to manage. Recently we 
were successful in getting commonwealth-level funding for a project called “Respectful 
Relationships”. The focus now is on trying to educate young people and inform them that they have 
the power to make a choice. We try to explain in non-judgemental terms what the issues can be. It 
involves going out to school-age children and it has a train-the-trainer component, which you 
mentioned previously. We are hopeful that that will help. We need to be eternally vigilant and 
eternally out there with public education. Other government policies can really help. We see it in 
the smoking debate. What we have achieved here is absolutely wonderful.  
The CHAIRMAN: How many young people would you see each week through sexual assault?  
Dr A. Frazer: I did not know we would be discussing that today. I have not looked at it over the 
past couple of months. It is easy to get that data for you.  
The CHAIRMAN: It would be interesting because of the link with alcohol use.  
Dr A. Frazer: You would like to know year by year — 
The CHAIRMAN: For financial years.  
Dr A. Frazer: —the number of women presenting to staff with sexual assault.  
The CHAIRMAN: Yes, and girls. 
Dr A. Frazer: I can probably break it down into age.  
The CHAIRMAN: You have discussed the areas at King Edward where, if there were more 
money, you could make a difference. What about looking at the bigger picture; not only King 
Edward but also the community? What new initiative could the government introduce to try to stem 
the tide of alcohol problems that we are seeing in the community? Are there new initiatives in other 
states or countries that you are aware of that could be tried here?  
Ms J.L. Hodson: One encouraging thing that is happening as part of the KIF funding is our King 
Edward nurses will actually be onsite once or twice. They will go out to the community and help 
women to manage their pregnancy. I think they will attend once every fortnight. This is in the 
pipeline. As organisations, we are part of the community and we need to tell it how it is; that is, the 
community issues. I do not think the media does a very good job of reporting alcohol and drug 
issues. They have a tendency to take a sensationalist viewpoint. A lot of people are able to separate 
themselves right away by saying, “That is not me so I don’t have to read about it. It concerns those 
people.” It can happen to anybody, as evidence shows again and again. We need to be able to keep 
saying what our jobs are. Right now we are concerned about alcohol. It is not just about women and 
families who end up at our place at that extreme end; it is about some of the stuff that is happening 
in the community right now. Your impression that the problem is increasing is right.  
Mr P. ABETZ: The issue is that alcohol fuels so many other issues. My local police tell me that 90 
per cent of the domestic call-outs are related to alcohol and drug-related issues. It is a big issue.  
Ms J.L. Hodson: I struggle with that. I wonder whether it is correlation. I am concerned about 
giving people who are under the influence a bit of a pass in terms of their behaviour in the 
community, especially around violence.  
Mr P. ABETZ: It is not acceptable.  
[11.30 am] 
Ms J.L. Hodson: It is not acceptable. Do you know what I mean? There are a lot of people who 
drink to excess or whatever, and they are never violent. So it is not necessarily that clear cut of a 
relationship. In terms of the issue around sexual assault, we need to look at that. In some of the 
cases that we have had most recently, some of the women who have come in and have been 
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assaulted have been under the influence themselves and have been passed out. What goes into the 
thinking that it is okay to have sex with someone who is actually unconscious? Do you know what I 
mean? If we say just, “Oh, well, alcohol caused it”, I think we are going to miss so much of the 
other stuff that is going on. As agencies, because we are dealing at the coalface, we think these 
things all the time, and we think that we going to write that letter to the paper and we are going to 
talk in front of a committee, but we do not do it, because we are too busy doing the work.   
The CHAIRMAN: Do you want to add anything, Amanda? 
Dr A. Frazer: There probably is a lot of opportunity for broad, governmental policy intervention in 
this area, just as we have seen with the success of the Quit smoking campaign. It is fantastic. But I 
am not the expert to advise you with respect to that. But we do have a whole public health 
department, headed by Tarun Weeramanthri, sitting in the Department of Health — 
The CHAIRMAN: Who is doing a very good job. He is very professional.  
Dr A. Frazer: Yes. Certainly he could provide you with advice. But, yes, I think that is a very, very 
important issue. If you have got the right policy, you can achieve so much at that level. 
Mr P. ABETZ: On the illicit drug issue , I read a report, I think it was from Sweden, where people 
who get caught up in the drug scene basically are given a choice. They can either go down the court 
line and be dealt with in the criminal court for their drug behaviour or possession, or whatever, or 
they can choose to go into rehabilitation, which is pretty much a forced rehabilitation, because not 
too many of these people want to go to prison, so they go down that track. The interesting result of 
this research paper in Sweden was that the success rate for people becoming drug free at the end of 
the program was actually higher for those who were compulsorily diverted than for those who 
entered those rehab facilities voluntarily. Do you have any comments on that? I found that really 
interesting, because the notion is that people have to want to get off drugs. However, in this case, 
there is a pressure to stay off drugs, because the minute they take drugs, they will go off to prison, 
so there is pressure to toe the line. What are your thoughts on diverting people out of the court 
system and into, shall we say, forced residential rehabilitation programs—because they are a lot 
cheaper to run than prisons, apparently, so there is a cost saving for the government? Do you have 
any input on that? 
Ms J.L. Hodson: I am a great believer in that. When I first started working in the alcohol and drug 
field, I used to have this idea that people who came to see me of their own free will would somehow 
do better and be more motivated and all that sort of stuff than people who were somehow forced or 
compelled to see me. It did not take me long to see that they were indistinguishable.  Some of the 
people who were forced did as well as, if not better than, the ones who came of their own free will. I 
see it as providing them with an opportunity that they might hitherto not have had. I think that 
Western Australia is doing really well in terms of some of the court diversion programs that are in 
place already. Those services are doing an excellent job, and we could use more of them. That is my 
opinion. 
Dr A. Frazer: I would say in general terms that what possibly makes a difference is actually the 
person recognising or being forced to recognise that they have a problem, and then there is some 
insistence from the community that there is some associated behaviour change. From hearing what 
you have said about that study, I think there would be a lot of factors as to why a person would 
choose to go voluntarily and why a person would not, and that is probably confounding the outcome 
there. Not having read the study, I cannot really comment on that. The main thing there is that at 
least you are probably seeing positive outcomes because the person has been forced to acknowledge 
that there is a significant issue that needs to be managed. 
The CHAIRMAN: 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 from the date of the letter attached to the transcript. 
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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. You have already said that you are happy to provide us with a copy of your submission.  

Hearing concluded at 11.35 am 


