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Hearing commenced at 3.46 pm 
 
Associate Professor MATHEW COLEMAN 
WA Representative of Faculty of Addiction Psychiatry, Royal Australian and New Zealand College 
of Psychiatrists, sworn and examined: 
 
Professor MEGAN GALBALLY 
Chair of WA Branch Committee, Royal Australian and New Zealand College of Psychiatrists, sworn 
and examined: 
 
Dr BRENDAN JANSEN 
Consultant Psychiatrist, WA representative, Section of Infant and Perinatal Psychiatry, Royal 
Australian and New Zealand College of Psychiatrists, sworn and examined: 
 
Dr MICHAEL VERHEGGEN 
Member, WA Branch Committee; Chair, WA Faculty of Consultation–Liaison Psychiatry, Royal 
Australian and New Zealand College of Psychiatrists, sworn and examined: 
 
 

The CHAIR: On behalf of the committee, I would very much like to welcome you to this hearing. 
Today’s hearing will be broadcast. I want to first introduce who it is you are speaking to. I am 
Alison Xamon. I know some of you. I am the Chair of this inquiry. This is my colleague Hon Colin 
de Grussa. This is Hon Samantha Rowe, who is the Deputy chair Of the inquiry. This is 
Ms Lisa Penman, who is providing expert assistance to the committee. Today’s hearing is going to 
be broadcast. Before we go live, I would just like to remind you that if you have any private 
documents with you, you need to keep them flat on the desk so that you can avoid the cameras 
looking at them. Please begin the broadcast? 

Before we begin, can you please state your full name and the capacity in which you appear before 
the committee? 

Prof. COLEMAN: My name is Mathew Coleman. I am here as the WA representative for the faculty 
of addiction psychiatry for the royal college of psychiatrists. I am also the chair of the rural section 
of psychiatry for the college. 

Prof. GALBALLY: I am Megan Galbally. I am the branch chair for the WA branch for the college of 
psychiatrists. 

Dr JANSEN: I am Dr Brendan Jansen. I am the head of the department of psychological medicine at 
King Edward hospital and also the liaison psychiatrist to the women and newborn drug and alcohol 
service. I am here representing the Section of Perinatal and Infant Psychiatry. 

Dr VERHEGGEN: I am Michael Verheggen. I am a member of the branch committee of the college 
of psychiatrists in WA. I am also the chair of the faculty of consultation–liaison psychiatry in WA. 
I am representing both of those organisations. 

The CHAIR: I will now need you to take either the oath or the affirmation. 

[Witnesses took the affirmation.] 

The CHAIR: You will have signed a document entitled “Information for Witnesses”. Have you read 
and understood that document? 

The WITNESSES: Yes. 
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The CHAIR: These proceedings are being recorded by Hansard and broadcast on the internet. Please 
note that this broadcast will also be available for viewing online after this hearing, so please advise 
the committee if you object to the broadcast being made available in this way. A transcript of your 
evidence will be provided to you. To assist the committee and Hansard, could you please quote the 
full title of any document you refer to during the course of the hearing. Please be aware of the 
microphones and try to talk into them, ensuring that you are not covering them with papers or 
making noise near them. It is also really important that you try to speak in turn. I remind you that 
the transcript will be made public, so if you wish to provide the committee with details of personal 
experiences or if there are matters of patient confidentiality which need to be kept private during 
today’s proceedings, could you please request that the evidence be taken in private session. If the 
committee grants your request, any public and media in attendance will be excluded from the 
hearing. Until such time as the transcript of your public evidence is finalised, it should not be made 
public. I advise you that publication or disclosure of the uncorrected transcript of evidence may 
constitute a contempt of Parliament and may mean that the material published or disclosed is not 
subject to parliamentary privilege. 

Would any of you like to make an opening statement to the committee? If not, we will go straight 
into why you are here and our questions for you, if you do not mind. In particular, the committee is 
really interested in the way that the Mental Health Act is being used for people who are experiencing 
meth-induced psychosis. We want to know the degree to which, in your opinion, because there 
seem to be differing opinions around this, how can the act be used to detain people who are 
experiencing meth-induced psychosis but who may not have a mental illness? Do any of you want 
to begin by giving your understanding in your practise of how you are currently dealing with that 
situation? 

Prof. GALBALLY: Do you want us first to give you just an outline of the college and our role in terms 
of addiction psychiatry? 

The CHAIR: To be honest, I think we know what the role of the college is. What we are particularly 
interested in is your expertise and understanding of the way that you are able to use the 
Mental Health Act and to not use the Mental Health Act at the moment, particularly around the 
intersection of drug-induced psychosis and the limitations of the Mental Health Act. I have a series 
of questions that will make it quite clear what we are trying to grapple with at the moment. We 
have been advised that at the moment the Mental Health Act does not enable the detention of 
people who have meth-induced psychosis, but there are differing opinions around that. We are 
interested in hearing your opinion about that. 

Dr VERHEGGEN: I can certainly provide some insight into that as a psychiatrist working in a tertiary 
hospital with a busy emergency department. There is certainly some dispute and controversy about 
what constitutes methamphetamine intoxication versus methamphetamine-induced psychosis. 
When someone is acutely intoxicated with methamphetamine, it is quite common to experience 
psychotic symptoms that we would not necessarily consider to constitute a primary mental illness 
that would be treatable under the Mental Health Act. However, in that situation when someone is 
acutely intoxicated and having those symptoms and their judgement is impaired, they would more 
commonly be detained in hospital under the principle of duty of care to protect their safety until a 
period when they are no longer intoxicated and regain the capacity to make decisions about their 
welfare and discharge. 

The CHAIR: Conventionally, how long on average would people be detained for under a duty-of-
care arrangement as opposed to the time frame stipulated under the Mental Health Act? 

Dr VERHEGGEN: In practice, I think that would typically be on the order of maybe eight to 24 hours. 
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The CHAIR: So a very short period of time. 

Dr VERHEGGEN: Yes. If after the person is no longer intoxicated, they are still displaying features of 
psychosis, at that point I think most people’s interpretation is they would then be able to be treated 
under the Mental Health Act provided the other conditions of the Mental Health Act are met, 
including lack of capacity, significant risk to themselves or others and there being no other less 
restrictive option to provide their treatment. People in that situation will often be treated under the 
Mental Health Act until the point where the psychotic symptoms resolve, which may be in the order 
of days to weeks. 

The CHAIR: Do you think it is fair to say that that understanding of the Mental Health Act potentially 
being able to be used in that way is not well understood by a larger number of psychiatrists? 

Dr VERHEGGEN: My impression is that it is fairly broadly understood. I think the area of some 
disagreement is where do we draw the line between what constitutes acute intoxication and then 
what is an ongoing psychotic process? 

The CHAIR: Are you aware of any matters of people being detained under the Mental Health Act 
when perhaps their issue is primarily drug related rather than mental health being brought to the 
Mental Health Tribunal? 

Dr VERHEGGEN: I am not particularly aware of that. I think in those situations if someone is detained 
under the Mental Health Act when is it primarily a drug intoxication issue, that tends to happen. But 
typically if that is the case, the symptoms would tend to resolve within a couple of days so it is 
unlikely to get to the point of the tribunal before they are no longer meeting criteria for the act. 

The CHAIR: We have received evidence that there have been instances of people who have been 
taken to Graylands and been deemed to have primarily a drug psychosis and hence have been 
prematurely released back into the community. Are you aware of concerns around those sorts of 
things happening? 

Dr VERHEGGEN: I am not aware of any particular cases of that. 

The CHAIR: Are any of the other witnesses aware of any? 

Dr JANSEN: I think it is important to say at the outset there is a high comorbidity of substance use 
and mental health. When I was head of services at Mirrabooka, we would know when a truckload 
of meth had hit the streets because the relapses would be more severe and more violent. In the 
acute setting, in a cross-sectional setting, sometimes it is difficult for us to tell so we just have to 
treat it as we see it and in those situations, if the patient meets the criteria for the Mental Health 
Act, then I would say that that would be an appropriate use of the act. 

Prof. COLEMAN: One of the difficult issues, particularly with methamphetamine, is a concept that 
can be broadly referred to as reverse tolerance. It is not necessarily in all the literature but when 
somebody becomes psychotic because of methamphetamine, they can recover in its absence but it 
does not take much for them to experience a recurrence of psychotic symptoms with only a small 
use of methamphetamine again. Often with other substances you have an increase in tolerance. For 
instance, you need to drink more and more alcohol to become intoxicated. Sometimes with 
methamphetamine, once you have experienced a psychotic episode in relation to its use, it does 
not take much to become psychotic again. So I think families and carers see people coming in and 
out of the system or experiencing brief episodes of psychosis in response to methamphetamine use 
but as a psychiatrist, when you see someone in the absence of using—that is, they have been in 
hospital for 24 or 72 hours and they are no longer psychotic—it is hard to then use the 
Mental Health Act knowing that they might then go and use just a small amount and become frankly 
psychotic again. Although the classification system talks about intoxication and drug-induced 
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psychosis and there are these time periods of 28 days of recovery to then move on to schizophrenia–
like illness related to methamphetamine, life does not work so simply. 

Often our colleagues are presented with the fact that someone is psychotic symptom–free, knowing 
full well that if they were to relapse they would become unwell again fairly quickly. But being able 
to determine that is the hard bit. People, understandably, say, “I’m not going to use again.” The 
temptation is really quite high. The triggers for relapse are really quite high for a lot of people. 
I genuinely believe that people would prefer not to use again because the experience of psychosis 
is such that it is unpleasant—it is unpleasant for everybody—but circumstances are not so simple. 
I think a lot of our colleagues would attest to that. 

[4.00 pm] 

The CHAIR: You would be aware, of course—how could you not be?—of all the public discussions 
around compulsory treatment and where that might sit within the landscape. Could you give the 
committee your views as to the value or otherwise of compulsory treatment of people with 
addiction? We are most notably thinking of meth addiction. 

Prof. COLEMAN: My apologies to the committee. I have brought eight copies of the “Mandatory 
alcohol and drug treatment: What is it and does it work?” This is bulletin 27, published in March 
2019, from the National Drug and Alcohol Research Centre, NDARC. 

The CHAIR: Would you like to circulate that? Thank you. 

Prof. COLEMAN: For the record, I also trained in New South Wales around the time that the 
involuntary Drug and Alcohol Treatment Act came in, in 2012—I think the actual act was earlier than 
that. That was at Royal North Shore Hospital, which was the metropolitan area for New South Wales 
that was involved with that act. As the bulletin suggests, there is very little evidence that compulsory 
drug and alcohol treatment in and of itself, or civil commitment, which would involve doctors and 
addiction specialists, despite it being well intentioned and, I think, from the community’s point of 
view, a very expedient way to approach a very complex problem, particularly in Western Australia 
where there are always limited resources in health and when ample people are voluntarily trying to 
seek access into care, we would be seen as negligent as psychiatrists if we were using treatment 
modalities that were not terribly evidence based. From that perspective, and from a scientific and 
also a professional perspective, I think that the system and the resources and the types of treatment 
that are available for people in Western Australia, particularly with methamphetamine problems, 
are such that our resources really should be headed in the voluntary capacity, considering the 
evidence today is very poor with involuntary treatment. However, having said that, there is some 
good evidence, and there seems to be good economic evidence in the forensic system with court 
diversion in specialist drug and alcohol courts, for coercive treatment for people so that people are 
not funnelled into the justice system, but, rather, are funnelled into a treatment regime. There is 
good evidence nationally and internationally for those sorts of systems. 

The CHAIR: If I can correct you, it is not strictly coercive because people can choose not to have that 
sentencing regime if they wish. They can still reserve the right to go to prison if they do not want to. 

Prof. COLEMAN: Indeed, but in the literature that is how it is referred to—as coercive treatment. 

The CHAIR: I suppose I was just correcting. I am not sure it is entirely coercive in the way that we 
would ordinarily think. 

Prof. COLEMAN: I accept that. When it comes to involuntary treatment, the evidence thus far is 
pretty clear. Obviously, there are proponents of it. Even in the report — 

The CHAIR: Usually families. 
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Prof. COLEMAN: Definitely. I think it demonstrates the urgency in which people would like to see 
their loved ones access treatment. 

The CHAIR: “Desperation” is the word that usually gets bandied about in these circumstances. 

Prof. COLEMAN: Indeed. We see that often in acute settings. As medical practitioners—all four 
members here but also all our colleagues—we see that on a day-to-day basis in all hospitals 
throughout Western Australia. As it stands at this stage, at least predominantly in the community, 
the focus is on counselling. I think counselling is an important aspect or component to treatment 
for many drug and alcohol problems, particularly methamphetamine. But without a doubt people 
with addictions have complex physical and mental health needs and they often present in crisis. 
Unfortunately in Western Australia there is a huge gap between the person and the family who are 
presenting in crisis, to eventually getting the situation to the point where you can benefit from 
counselling. We have very few services that are specialised or specifically targeted towards that 
acute intervention when people present in crisis. The way I see it is every time someone presents, 
it is a missed opportunity. Being put on a waitlist for counselling often just does not cut it. I am sure 
you have had family members and carers present that to the committee. 

The CHAIR: That is correct. One thing that has been presented to this committee, which is of 
interest, is the difference between compulsory treatment, which you just talked about, and 
compulsory detox. That is something that the committee is interested in getting your views on as 
well. You have spoken already about the potential limitations around the Mental Health Act at the 
moment to detain people for a length of time against their will to detox. We have been told that it 
is up to potentially 12 days that people might need if they are particularly unwell and drug affected, 
to be able to detox from drugs sufficient to be able to make informed views about where they may 
want to go next. What would be your views about the dangers or problems if we were to look at a 
compulsory detox regime? 

Prof. COLEMAN: I think from the outset we just need to make it clear that detox or withdrawal, or 
treatment like detoxes, are treatments for withdrawal from substances; they are not treatment for 
the dependence on a substance. 

The CHAIR: No. There was no suggestion of that. We are distinguishing between detox and 
treatment. 

Prof. COLEMAN: Just providing detox in and of itself is really insufficient; it is only a very small part. 
I think that putting someone to — 

The CHAIR: Do you think it has a role at all? 

Prof. COLEMAN: Are we specifically talking about methamphetamine? 

The CHAIR: I think methamphetamine is probably the main thing. Bear in mind the purpose of this 
committee is to look at illicit drug use; that is the terms of reference of our inquiry. 

Prof. COLEMAN: Ironically, I would suggest that for alcohol, it could be indicated. But for 
methamphetamine, the main pattern of use for the majority of people is that they will use in 
periods, and they will often go through withdrawal themselves. They will use for a couple of weeks 
and then often have a week or two off—not everyone, but a good proportion of people are almost 
going through their own detox fairly regularly. To then make that compulsory is probably putting 
our eggs in the wrong basket. 

The CHAIR: Does anyone else have any thoughts about that? 

Dr VERHEGGEN: On a similar note, I have also got some information from a recent study in 
Switzerland, entitled “Coercion in substance use disorders: clinical course of compulsory admissions 
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in a Swiss psychiatric hospital”. I can distribute that to the committee. The relevant part of that data 
is that under the Swiss mental health legislation they are able to provide involuntary treatment for 
primary substance use disorders, as opposed to in Western Australia when someone has a 
substance-induced psychosis, for example, we can provide involuntary treatment for the duration 
that they remain psychotic. But as soon as the psychotic symptoms resolve, which is often in the 
course of a couple of days, we no longer have the option to continue treating them. The Swiss 
experience of treating people for primary substance use disorders on an involuntary basis has found 
that the median time in which people remain in treatment after their involuntary orders expire is 
zero days, which indicates that more than half of their patients disengage from treatment the 
moment they are legally allowed to. That number goes up to 75 per cent for a period of 10 days. 
Their experience is certainly that involuntary treatment does not seem to help people to remain in 
treatment programs or remain abstinent for any length of time after the order has expired. 

[4.10 pm] 

Prof. COLEMAN: The period that someone requires in terms of recovery from chronic 
methamphetamine dependence is about 12 months before your brain fully recovers. 

The CHAIR: We have heard up to four years. 

Prof. COLEMAN: It can be, but, you know, we try to be optimistic; we say 12 to 18 months—and a 
period of two-week compulsory detention for detox just ruins your opportunity to engage a person 
for the remaining 11 and a half months. 

The CHAIR: What would you say to arguments that one of the ways that you ensure that people 
seek out treatment is when they fall foul of the law, because methamphetamine is illegal? 
Sometimes people will argue that we should keep it illegal and not change the regime around how 
we deal with drug use, because by keeping it illegal, you enable people to hit rock bottom and fall 
foul of the justice system, which then becomes a trigger for them seeking help. What would you say 
to those arguments? Do you think there is something in it? 

Prof. COLEMAN: I am no policy wonk or legal expert — 

The CHAIR: But you do deal with people who potentially have hit rock bottom. 

Prof. COLEMAN: I do. The definition of someone being addicted is that they continue to feel 
compelled to use despite knowing that they are causing themselves harm. The issue for me as a 
clinician is how easy is it for someone who has an addiction to get help. The answer to that is fairly 
clear. I always put it to my colleagues as how welcome is somebody with a drug dependence in our 
health system. On the whole, they are not terribly welcome at all. That is for a number of reasons. 
Firstly, we do not have specific drug and alcohol treatment services within our hospitals because 
there is a culture of problems around people presenting with violence and aggression. That just 
becomes a repetitive cycle because people do not feel welcome but they are brought to hospitals 
by police, ambulance and family, and they feel as if they are not getting the services or the help that 
they necessarily would like in spite of all the difficulties. I think from my point of view, the diversion 
from the forensic system is that we are well and truly down the track. We have often had hundreds, 
or tens of hundreds for some people, of missed opportunities to engage somebody in treatment 
because they essentially do not feel welcome—nor do our staff in the health system in 
Western Australia particularly have the resources or the expertise to try to manage these sorts of 
people with very complex problems. 

The CHAIR: The Mental Health Commission did tell this committee that there are only 7.3 addiction 
specialists employed by the state government. I understand that even fewer of them are addiction 
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psychiatrists, if any, and that none of these people are employed in WA hospitals. That does not 
sound very good. Do you have any commentary on that? 

Prof. COLEMAN: I think that is one of the main messages and one of the main points that needs to 
be raised with the health department. 

The CHAIR: But what does an addiction psychiatrist do? 

Prof. COLEMAN: An addiction psychiatrist is a psychiatrist first and foremost—so manages, 
understands and deals with people with mental illnesses. An addiction psychiatrist is an expert and 
specialist that specifically focuses on all sorts of addictions, whether they be substance or 
behavioural, but also in the context of other mental illnesses and mental problems. There are two 
types of addiction specialists. There are addiction physicians, of which you mentioned 7.2 — 

The CHAIR: It was 7.3. 

Prof. COLEMAN: They have gone up by 0.1! Addiction physicians also focus on the addictive 
behaviours and the associated physical and medical comorbidities occurring with people with 
addiction problems, particularly substances. That in itself speaks to the complexity in which people 
with drug and alcohol problems present, and that you need two sets of specialist to try to provide 
the comprehensive care that is required for people with substance problems. It is a bit like saying 
that if you have a heart problem, you need a combination of cardiologists and cardiothoracic 
surgeons sometimes to manage a problem. In the case of people with substance addictions, they 
have lots of comorbidity, both physical and medical comorbidity and also psychiatric comorbidity. 
It is more likely than not that they have a complex array of problems, so you do need two types of 
medical specialists to at least lead the way in providing the sorts of care pathways that are required, 
but also to train and teach our generalist colleagues. For instance, a lot of our psychiatrists are 
dealing with methamphetamine-induced psychosis and other meth-related—it is not just 
methamphetamine psychosis that is a problem; it is depression, it is suicide, anxiety disorders, 
bipolar disorders as well, probably more so than psychosis in some instances. They need the expert 
experience and training as well. Again, in WA, we have no addiction psychiatry positions in the 
system at all. 

The CHAIR: Do any states have addiction psychiatrists in the system? 

Prof. COLEMAN: Of course. 

The CHAIR: How do we compare with other states then? 

Prof. COLEMAN: At the moment in New South Wales, I think there are 34 addiction psychiatry 
trainees. You need at least one supervisor per trainee, so that speaks to how many at least are in 
the system. In Victoria, there are 12 addiction psychiatry registrars. To date, Western Australia has 
not produced a single addiction psychiatrist. I am a trained addiction psychiatrist, but I went to 
Sydney. I took my family across for two years to train. Most of my colleagues who have 
contemplated that have either not done so because of the requirement to go elsewhere to train or 
have gone over east and stayed there because there are no specific jobs back here. You can become 
a general adult psychiatrist, of course, but it seems a bit of a waste of two years’ additional training 
to not even be able to necessarily use your skills, even though in general psychiatry most of our 
colleagues see substance problems in at least 50 per cent of their patient cohort. My problem is for 
my colleagues is: where do they get the training as a generalist psychiatrist in our health system to 
enable them to have the resources and the experience and the training to be able to meet that 
50 per cent comorbidity of substance problems in our health system? Unfortunately, they do not 
really get that opportunity. 
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Hon COLIN de GRUSSA: I just want to backtrack a little bit. You were talking about patients, if you 
like, feeling unwelcome in the current health system. One of the things that we saw as a committee 
in Sweden, I think it was, was specific AOD—alcohol and other drug—emergency departments that 
were quite separate. They were almost a separate hospital effectively—a separate entrance; a 
separate hospital. Those people with AODs would either attend themselves or were brought there 
perhaps by police or whatever and kept totally separate. Would you see any merit in a system like 
that or would it be better just to have the services available in mainstream emergency departments? 

Prof. COLEMAN: I think from my perspective bringing a marginalised and discriminated group in our 
community with complex mental health problems and physical problems into the mainstream 
seems like probably the preferred option. Again, the co-occurring physical and mental health 
problems that people with substance addictions have require that sort of comprehensive care. Being 
a psychiatrist, I always think about the new hospital that was built in Albany where I work. There is 
the front door and the emergency department is right next door. Mental health is always at the back 
of the hospital and we share a car park with the mortuary, and drug and alcohol is not even on the 
campus. I think further marginalisation in the context of an Australian culture is not helpful. It would 
be, in our instance of coming really from zero in the hospital system, unrealistic to think that we are 
going to have separate hospitals. It might be an ideal in a Scandinavian country that has dealt with 
these problems for many years, but at the moment we are at point zero in Western Australia when 
it comes to the health system inviting people with drug and alcohol problems into the system. 

Hon COLIN de GRUSSA: You just quickly mentioned Albany hospital. Security and protection of 
patients and other hospital users as well, is that different in a regional context as opposed to a 
metropolitan context? 

[4.20 pm 

Prof. COLEMAN: Yes. I think that is just an economies-of-scale issue. 

Hon COLIN de GRUSSA: But is that a problem? 

Prof. COLEMAN: There are some strengths in rural and remote Western Australia. As a health 
system, we work a lot closer with our police officers in town. We know them, but resources are 
really stretched. Also we have families who get perhaps more involved at times because of the 
smaller nature of communities. But the New South Wales ice commission that is going on at the 
moment speaks volumes to the difficulties that are occurring in rural and remote Australia, really, 
and Western Australia is no different. There are even fewer resources. There are, for instance, 
7.3 addiction physicians in the metropolitan area that do not work in hospitals but at least work in 
Perth. There are zero in country Western Australia as there are zero addiction psychiatrists. 
Whatever problems you see in the city you can times it at least by three or four as a conservative 
estimate for country areas. 

The CHAIR: Are you aware of how the new urgent care clinic at Royal Perth is operating—any of 
you? Have any of you had any experience with it? 

Dr VERHEGGEN: Not directly, no. 

Prof. COLEMAN: No, not directly. I am broadly aware of it. 

The CHAIR: But you have not yet got feedback as to how effectively it is operating? 

Prof. COLEMAN: No. 

Dr VERHEGGEN: No. 

The CHAIR: It picks up on this model of having a particular area where people can go. The other 
advice we have received is how inappropriate MHOAs are for people with drug induced psychosis. 
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Do any of you want to comment on whether you think that is the case or whether you think MHOAs 
are perfectly fine? 

Dr VERHEGGEN: The difficulty about commenting on that specifically is that there are several 
different MHOA models within Western Australia. I do not think — 

The CHAIR: Do you want to tell us when you think it might work and when it does not, because that 
would help as well? 

Dr VERHEGGEN: Where I think it very much does not work is in MHOAs that are set up as short-stay 
rapid-turnover units primarily for voluntary patients. A lot of these units are set up to be light on 
staff with very little security presence, very little medical support and environments that are very 
open without privacy for different patients, without safe places for people to go to to remove 
themselves from highly stressful situations. There are some other MHOA–branded units, for 
example, the one at Fiona Stanley Hospital, which is an authorised mental health unit and is quite 
secure and, therefore, has the security and those facilities to manage people who are highly agitated 
with drug-use problems. However, they are all very, very small units and when people are very 
agitated or highly distressed or unwell in those units, that does impede turnover and patient flow 
because you often end up with people who need to be in hospital for longer periods of time and 
that undermines the purpose of the units because you no longer then get the rapid flow through 
the emergency department and it is, essentially, the same as having any other long-stay mental 
health service. I guess the additional issue with using any mental health service for primarily drug 
and alcohol problems is that there is already inadequate resourcing to manage primary mental 
health issues. When you add other patients into that, you are further stretching very limited 
resources. 

The CHAIR: What we are trying to grapple with then is a plethora of potential solutions that are 
being proffered when people are presenting with psychosis. We are being told that current health 
services are not welcome. But we are also being told it is not going to be particularly helpful to 
create specialised health services where you might have staff that are well experienced and know 
what they are doing and people are not going to be, basically, kicked out of the emergency 
department because they are so incredibly disruptive to the six-year-old with a broken leg. We are 
also being told you cannot necessarily keep people under the Mental Health Act for a required 
period of time because it is uncertain around the act. Uncertainty has been put forward as evidence 
to this committee from the Chief Psychiatrist, so we sort of have to take that evidence pretty 
seriously. We are also being told there is no room for compulsory detox. This is the evidence we 
have received today, and yet, at the moment, it appears really the only option for people who are 
presenting for any period of time is to send them to remand. I suppose that the evidence to this 
committee to date has been that prison is also maybe not the best place to send people who are in 
the process of detoxing from methamphetamine in particular, although I want to say we are not 
talking about just psychosis from methamphetamine. I will get to that in a moment. I would like to 
talk about psychosis from other drugs as well. 

I suppose the simple solution to us is that when someone presents in crisis could all of these 
situations where nothing is working—what is the best solution for someone who needs to be 
detained to keep themselves safe and the community safe for that short period of time? Can any of 
you give us your professional opinion about what would be the best outcome? It may well be these 
people are presenting with co-morbidity but if they are still needing to deal with the specifics around 
drug induced psychosis, what is the solution? 

Dr VERHEGGEN: Ultimately, I think the crisis-driven response is always going to fall short because 
without adequate — 
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The CHAIR: Nevertheless, if you have a crisis, you have you to respond, so what would you do? 

Dr JANSEN: At the risk of frustrating the committee, I guess we are here as representatives of the 
college and even though we have our own clinical experiences, the college has also been very clear 
about its position and it has emphasised its position through many position papers and comments 
which is that, essentially, this is a complex problem — 

The CHAIR: Of course. 

Dr JANSEN: — and the crisis presentations are the pointy end of the complex problem. All of us have 
been touched—patients, even personally—by the meth crisis. But the complex problems require 
complex solutions and the solutions that have been recommended by the college include workforce 
issues, include de-stigmatisation and education in schools, include court diversion processes, 
include proper training for psychiatrists. We have critical incidents at King Edward all the time, 
unfortunately. MHOA is not the best place for it but it is certainly better than King Edward. It is not 
an ideal, neither is remand but we have to offer patients a space wherein they can be managed so 
that the risk to themselves and to others is mitigated. The most complex situation we have is when 
there is as co-morbid medical problem like they are in labour where we have to keep them in the 
medical setting while managing the detox. That is one example of compulsory detox that I think is 
absolutely necessary. We do that with great difficulty but MHOA, as I say, is not the ideal but those 
safe spaces continue to be important if we are going to manage patients safely. 

Prof. COLEMAN: Taking up what Brendan was saying about the complexity, I think it demonstrates 
the complexity of the problem and the fact that you need a range of our services to provide the 
right fit for people at different stages of whatever crisis or addiction they are currently suffering—
so whether someone presents with cardiac problems and initially comes in under a medical remit 
and needs the additional support of mental health or AOD, nurse or psychiatrist or physician, making 
sure there is competent, capable comprehensive outpatient treatments that you have access to the 
right sort of expertise and services in tertiary hospitals that can also reach out to the EDs, but then, 
also that you have that link from when people present in crisis.  

It is one thing having lots of AOD services in hospitals, but how do you make that link to the 
counselling services that already exist? It requires a degree of thinking rather than showcasing 
different new services that might have ribbons to cut. That really needs to be thought through, and 
that substance addictions are seen predominantly as a health problem rather than just purely a 
social phenomenon that we have a moral hypothesis of just saying no, and why don’t people do that 
and maybe the problem would go away. We can actually bring these sorts of complex problems into 
health departments in a comprehensive way rather than just trying to find the simple moral 
solution. 

[4.30 pm] 

Dr JANSEN: To add to that, just as there are social determinants of other illnesses like diabetes and 
so forth, we have to pay attention to that. The most frustrating part of my work is the lack of 
domestic violence services, refuges, homelessness—the poverty. The detox of the substances is only 
one issue. In my work, there is only one rehabilitation service in the whole of Perth that can have 
the mother and baby, and they are always full. 

The CHAIR: Is that Palmerston? 

Dr JANSEN: It is Saranna. 

The CHAIR: And they are always full? What sort of waiting lists are you talking about for your clients 
that you generally try to assist? 
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Dr JANSEN: I do not know that waiting lists are helpful if someone has given birth, because the 
decision is often then—does this baby go into care while we are waiting for a rehab position? That 
is the kind of decision that we make. 

The CHAIR: The consequence. 

Dr VERHEGGEN: That is not specific to the perinatal setting. Working in the hospital with the primary 
heart and lung transplant unit in WA we see young men in their 20s and 30s with methamphetamine 
induced cardiomyopathy who are in need of transplants. But because of the inability to address the 
underlying dependence, we have large numbers of people who are simply not suitable for transplant 
and go down a palliative care pathway rather than a curative treatment pathway. I think that link 
comes back to, as I mentioned before, the crisis driven approach is not necessarily helpful. We can 
treat the acute psychotic symptoms under the Mental Health Act when people are psychotic, but 
without the ability to engage people in ongoing treatment to manage the dependence, the risk that 
they will come back is incredibly high. We are missing opportunities to provide ongoing treatment 
because we do not have the resources to manage the dependence. 

The CHAIR: Some people would argue that the way you deal with the core issue around drug abuse 
is you just make sure you have got more police policing illegal substances and therefore you deal 
with it. What would be your response to that? 

Dr VERHEGGEN: I have yet to see evidence that that is particularly helpful. 

The CHAIR: It is the argument that gets put up. 

Dr VERHEGGEN: In fact, I think there is some evidence from the US particularly. A long time ago 
when alcohol was prohibited, alcohol use actually increased rather than decreased. 

Dr JANSEN: There is also evidence from the cigarette smoking literature that, in fact, the group that 
are most likely to continue smoking are the most socially disadvantaged and the ones that respond 
to all our public health campaigns are in the upper sociodemographic. 

The CHAIR: I want to ask some questions about the link between various drugs and psychosis. We 
have also received evidence that marijuana is completely safe. In fact, I do believe we have heard 
evidence that marijuana potentially cures cancer. I was wondering if any of you wanted to comment 
around marijuana and its correlation or otherwise with psychosis or whether it is actually a 
completely safe drug. 

Prof. COLEMAN: The evidence is pretty clear that it is not a completely safe drug. In reference to 
psychosis, high-dose cannabis can cause psychotic symptoms. In terms of precipitating a psychotic 
illness like schizophrenia, cannabis can, depending on your genetic vulnerability, precipitate an 
earlier onset and perhaps a worse prognosis if you are vulnerable to already developing a psychotic 
disorder such as schizophrenia. Having a general approach to, for instance, decriminalising cannabis 
would see an increase and exacerbation of some people’s pre-existing vulnerabilities. As I said, in 
high doses it can also cause psychosis in and of itself. That is at quite high doses. 

The CHAIR: We have just received evidence that criminalisation—in this case we are talking about 
marijuana—does not help. We have talked about the futility of a prohibitionist model. But we have 
also just received evidence that a model of decriminalisation—of course we are aware there are 
many models of decriminalisation—would increase the risk of harm. That sounds like we are 
between a rock and a hard place. 

Prof. COLEMAN: We could talk about alcohol as being another option. 

The CHAIR: Again, we are interested in talking about illicit drugs because that is the terms of 
reference for this. What do you think would be the solution, because part of the terms of reference 
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of this committee is to look at the legal regimes around currently illicit drugs and the best way to 
address that and treat these drugs in order to minimise. I do not expect that any of you are law and 
order experts, but you certainly deal with people who have drug addiction. What do you think is 
potentially the best way to move forward? 

Prof. COLEMAN: I would defer to my public health colleagues who extensively research this sort of 
area, like the National Drug Research Institute—the NDRI—that are providing policy alternatives. As 
a psychiatrist and as a youth psychiatrist in particular, there are broader harms associated with 
cannabis than just psychosis. 

The CHAIR: Would you like to elaborate on that? 

Prof. COLEMAN: Cannabis increases your chances of developing anxiety and mood disorders when 
you are using and also in later life. Cannabis in adolescence can also affect your neurological 
development as such. There have been studies that have shown that you lose about eight IQ points 
when you are smoking cannabis. That is completely reversible if you are an adult and dependent 
and then you abstain. It is not quite clear whether that is the case during your adolescence. One of 
the hypotheses is that the cannabis receptors which naturally occur in the brain—CB 1 and CB 2 
receptors—are active both in the neonatal period and also in adolescence. That means that during 
those critical times of developing, perhaps they are active and that they are responsible for the 
development of the brain. If you are dependent on cannabis, particularly in your adolescent years, 
that development can be adversely affected, both from a mental illness perspective but also from a 
neurocognitive development perspective. Also, rightly or wrongly, culturally in Australia, cannabis 
is often mixed with tobacco, so then you lead to other co-occurring problems like an increase in 
nicotine dependence. Tobacco remains the leading preventable cause of death in Australia. I think 
that, again, the simplistic question of whether something should be legalised or not, or remain 
criminalised, is a complex one. It needs weighty policy consideration. Also, as a youth psychiatrist, 
seeing young people who have criminal records because of possession of cannabis who might be 
using it for recreational purposes. It is important that the committee understands that substance 
use is part of the human condition. There is a spectrum of use from beneficial use all the way down 
to what we are really talking about, which is addiction. For a lot of young people, having a criminal 
record because of what largely could be considered a normative process of experimentation in 
recreational use in Australia, when you look at the statistics, seems to be a disproportionate effect 
on their future. It is not such a simple question. I think we have to represent the real risks that are 
associated with cannabis use and carefully consider the right sort of response both from a health 
but also from a social and legal perspective. 

[4.40 pm] 

The CHAIR: I am just aware that some more of you may want to actually respond to that. 

Dr JANSEN: I was going to talk more specifically about cannabis. 

The CHAIR: Please do. 

Dr JANSEN: I think that we are further along the way in our understanding of cannabis as compared 
to methamphetamine, but we are still not very far along the way of understanding cannabis. I guess 
what I mean by that is that we have some way to go to understand the epigenetic influences and 
the genotypic template that gives rise to a phenotypic problem. Just as I know many, many people 
who have lived to 100 and have smoked like chimneys, the evidence is that — 

The CHAIR: You are talking about tobacco when you say that? 

Dr JANSEN: Tobacco, yes. We are yet to identify those who are at risk of cannabis psychosis and 
likewise we are further away from meth psychosis. 
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The CHAIR: It sounds like you are suggesting that perhaps legalisation of marijuana at this point 
might be premature. Is that correct? If you nod, it is not actually going to be picked by Hansard! 

Dr JANSEN: The epidemiological data in Europe are quite clear about the impact of cannabis in 
psychosis. The difficulty is that, as Professor Coleman has said, it is not a level playing field. In some 
instances, it is helpful in the same way that we are going back to some substances for the treatment 
of post-traumatic stress, such as LSD. 

The CHAIR: Just out of interest, are you finding that marijuana has changed significantly over the 
years? 

Prof. COLEMAN: That was fairly clear from the study from Swift et al. from back in, I think it was 
2012, but that was eastern states examples of cannabis. The previous cannabis of old had a ratio of 
THC versus CBD—CBD being cannabidiol, being the, sort of, antipsychotic tranquillising effect of 
cannabis—was of equal ratio with the pro-psychotic effect of THC. The quantities were around 
about 2.5 milligrams, I think, per gram of cannabis. In the study from Swift, the median level of THC 
had gone up to 15 per cent, and the CBD had virtually been undetectable. Often what is discussed 
is that there is a difference between “bush” weed or hydroponically grown, and again that was 
shown not to be the case. Largely, growers were working on a genetic profile of cannabis that was 
much stronger. I guess just to contextualise those findings, the average, in at least the east coast—
that was from both Sydney and Lismore police confiscated cannabis both from users and also in 
larger raids—was 15 per cent THC versus virtually zero CBD. In Holland, the legal upper limit of THC 
quantity is 15 per cent, and that was our average. I suspect that there is probably very little 
difference in Western Australia, but that study has not been done. 

The CHAIR: You refer to a particular paper. Is it possible for us to get a copy of that paper? 

Prof. COLEMAN: I can get that. 

The CHAIR: I will put that down as question on notice B1 as a reminder, at least in the transcript. 

We have canvassed a broad range of issues. Is there any particular take home messages you would 
like to bring to the attention of this committee? Not talking about alcohol, but talking about illicit 
drugs, your dealings with this, anything from service delivery and response through to your 
experiences about trying to manage around legal limitations and the like? 

Prof. GALBALLY: I think from the college’s perspective, really it is an emphasis on workforce training, 
expertise and I certainly — 

The CHAIR: Could you elaborate? 

Prof. GALBALLY: Absolutely. I think you have all benefited today from having an addiction 
psychiatrist here answering many of your questions. 

The CHAIR: Yes, even if he is not in the public health system. 

Prof. GALBALLY: Absolutely. Three hundred and eighty members of the faculty of addiction 
psychiatry, and yet we only have two certified advance trained psychiatrists here in 
Western Australia. There is clearly a shortage. What you have heard today is the complexity of this. 
Clearly, the complexity belies the need for expertise, and I think that has been illustrated well today. 
Certainly, from the college’s perspective this is about supporting training pathways, supporting 
expertise in order to address this issue in Western Australia. 

The CHAIR: Just on that note, because I note you mentioned your consultant psychiatrists as well, 
is everything fantastic with numbers of consultant psychiatrists at the moment, or is there anything 
that you would like the committee to be aware of with the number of consultant psychiatrists in the 
system? 
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Prof. GALBALLY: Again, as a workforce issue, we are certainly looking at significant workforce 
shortages projected by 2025. That is not even taking into account some specialty areas such as 
addiction psychiatry. Just general psychiatry, and I think we have talked about that in terms of — 

The CHAIR: Can I just ask as a quick one: do we have some FTE of consultant psychiatrists in every 
hospital at the moment? I am talking public. 

Dr JANSEN: Unfilled, do you mean? 

The CHAIR: Are they even there? 

Dr JANSEN: Yes. 

The CHAIR: There is some degree of consultant psychiatrists in every public hospital at the moment? 

Prof. GALBALLY: Are you talking about metropolitan or are you talking about across the state? 

The CHAIR: In every hospital 

Prof. GALBALLY: No; not across the state. Metropolitan? My understanding would be yes, although 
I would have to check that, but certainly not — 

Prof. COLEMAN: Not in rural Western Australia. There are only psychiatrists in Albany, Bunbury, 
maybe Busselton, Geraldton—although they are not really in the hospital, and Broome hospitals. 

The CHAIR: So at the moment in other regional hospitals where there is no FTE of consultant 
psychiatry, are you able to access consultant psychiatrists via telehealth anywhere in the system, or 
are people just muddling on through? 

Prof. COLEMAN: The correct answer would be yes. Whether that is actually accessible in a timely 
manner — 

The CHAIR: I do not know whether that is it yes to muddling on through, or yes to you can access 
telehealth. 

Prof. COLEMAN: Yes to both. Everyone in Western Australia through the Western Australian 
Country Health Service should be able to access psychiatrists via telehealth. Whether that is done 
in a timely manner is really the question. Ironically, as my colleagues were pointing out, there has 
now been a rollout of emergency mental health telehealth service, and so ironically you have 
probably got better access if you present in crisis than if you present well before then—which 
demonstrates some of the nature of the current system. One of the difficulties that we face not only 
as a workforce, but also, is having some form of representation as an expert. It took 15 years of 
training to get to the point of being able to refer to myself as an addiction psychiatrist, yet there is 
no psychiatrist or addiction psychiatrist on the health ministry’s drug and alcohol expert panel, and 
there is very little if no representation as a psychiatrist in the Mental Health Commission. I think 
that demonstrates a fundamental problem that we have in Western Australia of trying to keep up 
with the demand, but also have the appropriate and effective representation as a psychiatrist as a 
senior clinical leader in mental health being able to sit at the right table is nigh on impossible at 
times, because we are either not considered or excluded. I would hope that out of this committee 
hearing we might get a better hearing or representation at some level, but hopefully at those high 
levels, because our colleagues deal with these sorts of issues on a day-to-day basis and are having 
to lead multidisciplinary teams in hospitals under a huge amount of pressure without the right 
resources, without the right training. Yet, we do not get the opportunity to sit at the right organising 
tables in the health department or at government level. 

[4.50 pm] 
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Dr VERHEGGEN: If I can also comment on resourcing and staffing, as the chair of the Faculty of 
Consultation–Liaison Psychiatry, I represent psychiatrists working in general hospital settings. 
I certainly would not dispute that regional and rural areas are more poorly resourced than are 
tertiary public hospitals, but even at the largest tertiary public hospital in Western Australia, the 
liaison psychiatry service, which provides input into drug and alcohol issues as well, is resourced at 
least 30 to 50 per cent below any published benchmarks for a hospital of that size. 

The CHAIR: And yet you have all the patients! 

Dr VERHEGGEN: There are 1 300 drug and alcohol patients per year. 

The CHAIR: Thank you very much for that. We have run out of time. I would like to thank you all for 
attending today. Please end the broadcast. A transcript of this hearing will be forwarded to you for 
correction. If you believe that any correction should be made because of typographical or 
transcription errors, please indicate these corrections on the transcript. Errors of fact or substance 
must be corrected in a formal letter to the committee; if you are concerned that you have 
misinformed us, you get a chance to correct the record. When you receive your transcript of 
evidence, the committee will also advise you when to provide the answer to the question that was 
taken on notice. If you do want to provide additional information or you want to elaborate on 
particular points, you can provide supplementary evidence for the committee’s consideration when 
you return your corrected transcript of evidence. Sometimes when you go through it, you go, “Oh, I 
should have said this.” You have a chance to do that. Thank you very much for making the time to 
come here today. 

Hearing concluded at 4.51 pm 

__________ 


