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Hearing commenced at 1.38 pm 
 
WALLEY, MRS DEBORAH 
Manager Ambulance Education, St John Ambulance (WA), 
examined: 
 
SWIFT, DR ROGER 
Doctor, Sir Charles Gairdner Hospital, 
examined: 
 
McCOUBRIE, DR DAVID LESLIE  
Medical Doctor representing the Clinical Staff Association, 
Royal Perth Hospital Emergency Department, 
examined:  
 
 
The CHAIRMAN: We might make a start. Unfortunately, when Mark arrives I will have to go 
through some of the preliminary advice again before he can give evidence to the committee, if that 
is okay with the three of you. He could be two minutes or he could be 15 minutes. 
The Witnesses: Yes. 
The CHAIRMAN: On behalf of the Education and Health Standing Committee, I would like to 
thank you for your interest in 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 Western Australia. You 
have been provided with a copy of the committee’s specific terms of reference. At this stage I 
would like to introduce myself, Janet Woollard, and next to me is Mr Peter Abetz, Mr Ian Blayney 
and Mr Peter Watson. On my right is our principal research officer, Dr David Worth, and we have 
Hansard with us today. The Education and Health Standing Committee is a committee of the 
Legislative Assembly of the Parliament of Western Australia. This hearing is a formal procedure of 
the Parliament and therefore commands the same respect given to proceedings in the house. Even 
though the committee is not asking you to provide evidence on oath or affirmation, it is important 
that you understand that any deliberate misleading of the committee may be regarded as a contempt 
of Parliament. This is a public hearing and Hansard will be making a transcript of the proceedings 
for the public record. If you refer to any document or documents during your evidence, it would 
assist Hansard if you could provide the full title for the record. Before we proceed to the questions 
we have for you today, I need to ask you 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 and did you receive and read the information for witnesses briefing 
sheet? 
The Witnesses: Yes. 
The CHAIRMAN: Do you have any questions in relation to being a witness at today’s hearing?  
The Witnesses: No. 
[1.40 pm] 
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The CHAIRMAN: You have had an opportunity to look at the committee’s terms of reference. 
From when we first started the inquiry several months ago, we have also included the social costs of 
alcohol. You are obviously dealing with people who are presenting with alcohol problems all the 
time to the departments in your area. Maybe I could ask each of you to make a presentation, and 
then the committee could follow up and ask some questions. Would you like to go first, David? 
Dr D.L. McCoubrie: Sure. I guess from the perspective of hospital medicine, alcohol is a 
significant burden on our health system. That does not necessarily need to be fleshed out too much. 
With this whole topic of drugs and alcohol and the adequacy of services, one problem we have is 
adequacy of data and the ability to measure. So much of what I say to you I cannot put accurate 
numbers to, but out of our annual census at Royal Perth Hospital of near enough to 64 000 patients 
a year, we estimate that—we are using some literature references to help with this and some 
previous surveys that we have done at the hospital—around 30 per cent of patients who present at 
the hospital may have a significant drug and alcohol problem. Obviously, alcohol represents the 
vast majority of those—probably over 90 per cent of cases. Some years back we did a prospective 
evaluation of the impact of amphetamines specifically on hospitals and the emergency departments, 
and in that study period in 2005, if I remember correctly, we determined, and published in the 
national medical journal, that about 1.2 per cent of all hospital presentations were directly 
amphetamine related. Obviously, there are significant burdens on the system. From the perspective 
of the hospital, there are some issues of resourcing that the hospital finds hard with respect to drug 
and alcohol presentations, but, more broadly, and just on a daily observation and daily experience of 
those people who deal with drug and alcohol presentations at the hospital, there appears to be a very 
large fragmentation of drug and alcohol services beyond the hospital borders. There is a very 
significant need of patients who present with major drug and alcohol problems to the hospital; that 
is, that once their acute issue has been dealt with, which may take some days within a hospital 
setting, there is a need to plug them into some form of structured, ordered follow-up to maintain the 
gains that may have been obtained at a hospital level, and in some cases to achieve major reform of 
someone’s drug and alcohol-taking habit. 
The CHAIRMAN: So that you are not really just a bandaid. 
Dr D.L. McCoubrie: Yes, so we are not just dealing with crisis intervention and then we set people 
free, and who knows what happens to them. In our original submission, we obviously wanted to 
impress upon this inquiry that we think that someone’s hospital presentation with a drug and 
alcohol problem needs to be recognised as a pretty important point in the whole process of 
intervention with someone with drug and alcohol problems. We have no data to say what happens 
to people when they leave hospital. 
The CHAIRMAN: Do you have any data in terms of the number of people who come into the 
accident and emergency department with alcohol-related problems and whom you then try to refer? 
Someone may come in with a broken leg or a broken arm, but it is alcohol related. As part of your 
diagnosis, is it broken arm, broken leg; or is it broken arm, alcohol related; broken leg, could be 
alcohol related? 
Dr D.L. McCoubrie: That is not formally recorded, as far as I am aware. From time to time pilot 
studies are undertaken. All patients, for example, who might be admitted to our trauma unit might 
have a screening for blood alcohol done to see what the denominator is in terms of blood alcohol 
and alcohol on trauma and injury, but that is not routinely collected. So the data that we are able to 
present at times is literally pilot study-type data, when for a fixed period of time we might have 
tried to measure what the denominator is. 
The CHAIRMAN: The Clinical Staff Association is a very powerful body in the hospital. Are you 
not able to say that you want that data collected? 
Dr D.L. McCoubrie: It depends on the clinical need for that data. You can collect data on lots of 
things, and it depends on what you are going to do with that data. From the viewpoint of the 
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hospital, I would not say that there is a need for a comprehensive data set as to the drug taking, 
distribution and character of all the inpatients in the hospital. The pilot studies that have been done 
in the past about alcohol and injury serve a particular public health agenda, which is to make known 
the impact of drug and alcohol presentations and trauma. So there is not a need necessarily to 
connect that information longitudinally, but certainly episodically that can be a beneficial thing. 
The CHAIRMAN: Are you happy with interjections as you go along? 
Dr D.L. McCoubrie: Yes, absolutely. 
The CHAIRMAN: You basically said previously that there was a problem in that once you have 
seen them, where are they going to? The services are not there. We need data to say that this many 
people are turning up at the accident and emergency department, so that we can make a 
recommendation to the government saying that it is costing so much for people going into our 
tertiary and secondary hospitals with alcohol-related problems; in order to stop that, more funding 
has to be put into treatment programs in the community. We really need your assistance so that we 
can make those recommendations. I hope you will go back to the Clinical Staff Association and 
stamp your feet. 
Dr D.L. McCoubrie: Yes. I guess the Clinical Staff Association, as a body, does not attribute, as 
far as I am aware, money directly towards research and that type of thing. 
The CHAIRMAN: It does not have to be money. Surely it could be a recommendation from you to 
the health department saying, “We want this to become part of the admission form.” 
Dr D.L. McCoubrie: Yes, I can do that. That is not a problem. 
The CHAIRMAN: Sorry; keep going. 
Dr D.L. McCoubrie: When I say that there is no data, what I am talking about is that all tertiary 
hospitals have a drug and alcohol service that is attached to their EDs, and invariably staff, 
depending on the tertiary institution.  
[1.50 pm]  
I understand drug and alcohol workers record their assessments and attempts at disposition in terms 
of arranging follow-up in the community. It is just that once people leave the door, we do not know 
what happens from there. There is not any data to determine efficacy of intervention and whether or 
not there is adequacy of community service uptake. We can look after people when they are within 
our boundaries, but it is beyond that, that we do not have any data. 
Mr P. ABETZ: Is there really no interconnection between the hospital ED and the services out 
there? If they happen to get in, good luck; if not, they disappear into the never–never basically. 
Dr D.L. McCoubrie: We just do not know what happens. At the amphetamine summit about 
three or four years ago I think that point was made, and that was obviously specifically for 
amphetamines. But because of the patchwork nature of the drug and alcohol service delivery post-
hospital, quite clearly that summit identified the lack of integration between those services and the 
need for better communication and transparency of what is happening across that more community-
based treatment service delivery.  
The CHAIRMAN: We might move round and then come back.  
Dr R. Swift: Thanks for the opportunity, and I will start by echoing what has been said in that it is a 
big burden of care in the emergency department and in the hospital. We are perhaps slightly more 
protected than Royal Perth Hospital in that we are not an inner city emergency department—we are 
in Nedlands—but we still see a very significant number coming through our doors. There is a 
paucity of data on how many inpatients in a public hospital may be suffering from alcohol 
dependence. The only published literature I have found is from about 20 years ago and it suggests 
that eight per cent of inpatients surveyed at a New South Wales hospital had a drug-related disorder. 
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Of those, eight per cent might suffer a seizure or a serious consequence during their admission. I am 
here not just representing the emergency department but also representing an alcohol and drug 
service that has been running very successfully for a number of years at Sir Charles Gairdner 
Hospital. They would estimate that they have had over 3 000 patient contacts a year related to drug 
and alcohol conditions. It is pretty standard practice at our hospital. 
The CHAIRMAN: How many did you say? 
Dr R. Swift: They estimate 3 000. It is pretty standard practice in the hospital for the nurses to seek 
the assistance of the drug and alcohol service if patients have a drug or alcohol-related problem. 
Our hospital has between 70 000 and 75 000 patients a year. I was talking our drug and alcohol 
officer this morning—Etza Peers—and she estimates that about between 300 to 500 are referred to 
some sort of residential care on discharge from hospital because they need some extra assistance 
after they leave hospital or are not going directly home or to their normal accommodation. There 
are several different areas to which she can refer them, but she lists number one as the 
Salvation Army Outreach program. It is the leading organisation that will take patients suffering 
particularly from alcohol problems on discharge. Derbarl Yerrigan Aboriginal Health Service is 
also of assistance, as is the St John of God healthcare drug and alcohol withdrawal network. There 
are other facilities, for instance Next Step, but she estimates that we have only referred 12 patients 
in the past 12 months and they have only accepted five, so they are not a really major concern 
insofar as patient disposition from the hospital goes.  
It is a big problem, and we have increased our drug and alcohol service, with the target being those 
patients admitted to hospital. The drug and alcohol service will see patients who are discharged 
from the emergency department, but it is mainly the patients who are admitted either to the 
emergency short stay ward or to a hospital ward. That is probably the time they have the most 
potential to intervene and change the patient’s habits or refer them on. 
The CHAIRMAN: Would it be possible to get the figures from you, Roger and David? Peter and I 
had an opportunity, with Eric Dillon, to do a tour of Sir Charles Gairdner Hospital and we saw the 
observation room where patients who come in with alcohol problems are cared for. Would you be 
able to give us the data just for the past financial year—in bed days—for both those hospitals? What 
was discussed when we visited as independent members, not members of this committee, was the 
costs of caring for those patients in a tertiary hospital. If we can get the costs for caring for those 
people in tertiary hospitals, then we can possibly make a recommendation to the government that 
some of the funding it is currently spending there be put into treatment services in the community. 
Roger said that of the 300 to 500 referrals, he was not able to tell us how many of those referrals 
were actually followed up on. I think is it very important that when people go in, they go out with 
someone and they are then basically case managed in the community until they get on top of their 
alcohol problems. Could you both provide those figures for the past financial year — 
Dr D.L. McCoubrie: For the emergency department or the whole hospital? 
The CHAIRMAN: Maybe we will just go for the emergency department, because it is a cost and I 
was told at Sir Charles Gairdner Hospital that these patients might be in that observation area for 
several days. 
Dr D.L. McCoubrie: Yes, 72 hours is not uncommon. Do you think that will be, statistically, an 
easy thing for us to collect? We could do our best, considering the imperfect databases we have in 
operation. 
Dr R. Swift: We can clearly identify those who have been admitted for alcohol-related problems, 
but a number of patients present with psychiatric problems are also intoxicated or have a coexistent 
alcohol or drug problem and they are less easy to identify. But I sure that just by identifying those 
with purely an alcohol problem, I think that would not be a hard thing. It may underestimate the 
numbers, but it may give an indication of the scale of the problem. 
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The CHAIRMAN: It might just give some indication and it might be a starting position in terms of 
trying to get those facilities out there in the community for you to refer patients to, so that they are 
not utilising those very high-cost beds. 
Dr D.L. McCoubrie: You may be aware of this, but the strategic importance of some form of 
residential ongoing rehabilitation—I do not want it to be left understated—it is quite important. In 
hospital we look after people with general bed pressures, and we look after people during the most 
acute and unwell phase of their either alcohol withdrawal or intoxication syndrome. We get them to 
the point where they are ambulant and—perhaps in the case of alcohol—their requirement for 
medication has reduced to a level that is sufficiently safe for them to leave the hospital. That does 
not mean to say they do not need that medication on an ongoing basis, but we have this ability to 
provide acute care and it is certainly our feeling—I do not know whether there is any data 
evaluating the effectiveness of residential detoxification programs generally; if there is, I am 
unaware of that data—but we would see a large cohort of patients daily who we get over their acute 
alcohol withdrawal and they probably need three or four days of additional input, reducing 
medication as their body actually gets off alcohol or whatever agent it is. It is there that there is a bit 
of a problem for a hospital. We see that need, but it is actually accessing that kind of service. I do 
not have any data, but I could try to find out what the data is for our ED from our drug and alcohol 
nurse, and about her difficulty of getting access to various services. I would say that we would 
probably, given our proximity to Next Step, use that a little bit more than Sir Charles Gairdner 
Hospital, although access there is an ongoing issue and it is a regular occurrence. 
The CHAIRMAN: I think it has 12 beds and it books people in for three days. With the number of 
people going through Royal Perth Hospital, you would not be getting that many. As you said, three 
days of residential care in your observation ward could be nine days of residential care in a purpose-
built facility for these people. It would be the same cost because of the difference between tertiary 
and secondary-level hospital care.  
Dr D.L. McCoubrie: I think that with these types of cases there is sometimes a need for hospital 
admission. They are at risk of seizures or major delirium or have medical complications from their 
alcohol abuse that might need to be finetuned. There is need for hospital admission, but, yes, it is 
once a person is at a safe level and not likely to fit or have other problems.  
The CHAIRMAN: They may be required to stay in the observation area for one or two days and 
then they might be able to be transferred. I would not want to see you discharging patients before 
they were fit to be discharged.  
Dr D.L. McCoubrie: We have not clarified this, but beyond hospital borders we are starting to talk 
about the character of the service that might be required. A lot of the services that have been 
mentioned have very strict criteria that must be met by the patients permitted there. There is also 
strict criteria around how many medications they are on, dosage-wise—I am particularly talking 
about diazepam, or valium, which is an agent commonly used around alcohol abuse. There are strict 
criteria and people have to be on a very low dose before they are accepted there. They do that in an 
attempt to avoid the major complications that are seen in people who require a far higher dose. The 
next step, because it is medically supervised by trained staff—nurses, doctors and so on—will 
accept people with a higher level of diazepam requirement. Obviously, when they are in hospital 
they have a higher requirement again. It gets to a level for some people where they are falling 
through the cracks. Some services like the Bridge program, which is wonderful, will only take 
people when they require so much. We get people regularly falling between the cracks—no bed and 
no Next Step, they are not suitable for the Bridge program or have been in hospital for three or four 
days.  
The CHAIRMAN: Further to that, I believe Next Step is reluctant to take people who might be 
having fits. There are several factors why they will not accept admissions from the hospital. We 
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need more than one treatment service in the community. We need some that maybe like an 
emergency-type area with some beds, but we need several outside the tertiary hospitals.  
Mr P. ABETZ: Out of the 300 to 500 referrals Roger mentioned—and, I guess, Royal Perth 
Hospital is similar—how many are able to actually get into those residential facilities?  
Dr R. Swift: I could not give an exact figure. Certainly the majority, but not necessarily to the first 
place to which we refer them. Sometimes referral is just for emergency accommodation, which is 
what these patients need as well. If it is to emergency accommodation it means that there is no-one 
to supervise, for instance, their care for their alcohol withdrawal, which is a downside to that. They 
are too well to stay in hospital, but there is nowhere else for them to go. It is a big problem for us. I 
will find out those numbers if you wish. Certainly, from Metza, who leads our alcohol and drug 
service, Rich House is the key player. I discussed the use of medications with her and she said that 
they are willing to be flexible. They try very hard to get patients across and to manage patients. 
There is a bit of pulling as well as pushing as far as getting patients to them is concerned.  
The CHAIRMAN: There are other services, Roger, that Sir Charles Gairdner refers to. Would it be 
possible by way of supplementary information for you to advise, other than Next Step, who your 
emergency nurses in the alcohol area would be referring people to?  
Dr D.L. McCoubrie: Certainly, I will try to get that data. I think it would be a similar spread with 
that regional preference to try to use Next Step. 
The CHAIRMAN: Thank you. Deborah, would you like to comment?  
Mrs D. Walley: From a pre-hospital environment we are the team that is involved in the care of 
people’s addiction rather than an illness or whatever is wrong with them at the time. It is more 
about treating the presenting problem rather than treating the whole of the patient. I suppose the 
impact it has on the ambulance services prolongs the seen times.  
The CHAIRMAN: The what times? 
Mrs D. Walley: The seen times. When an ambulance arrives on the scene at an incident that is 
alcohol or drug induced, if the patient is aggressive or violent the ambulance officers will need to 
call for police and wait for them to arrive. They may need to call for backup. Sometimes it will take 
two crews rather than one crew to deal with an incident. It takes a long time to convince a patient 
that he needs to go to hospital, to get them into the vehicle and transfer them to hospital. Also we 
need to take into consideration the police, because if the patient is tending to be violent the 
ambulance officers will want a police officer with them. It has a huge knock-on effect not only to 
the ambulance service, but also the police.  
The CHAIRMAN: Do you have statistics for the metropolitan area to show how much time is 
taken with that. Recently we had someone from St John Ambulance to give evidence to the 
committee and the waiting times—we think that they do a wonderful job—are higher in WA than in 
other states. Is it possible to give us an indication of the average pick-up time and the additional 
time when it is an alcohol or illicit drug problem call out?  
Mrs D. Walley: I can probably get that data. It depends on how specific the information is that the 
caller gives. It maybe that the patient is unconscious and it is not until the ambulance officers arrive 
at the scene that they realise it is drug or alcohol induced. There are only a few dispatch codes that 
apply to a call from somebody who says a person has an overdose or is intoxicated. There are the 
other things, such as domestic violence and road traffic accidents that are due to alcohol. For the 
specific drug and alcohol dispatch code we can look at the on-seen times. It is probably something 
we could get from our data.  
The CHAIRMAN: If that is the case, can you let us know whether St John is considering any 
strategies to work with police or someone else to assist in dealing with those people to try to bring 
the waiting times down?  
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Mrs D. Walley: It is a big part of our degree training program for paramedics. In the first year a 
whole unit is on the social environment. It looks at communication skills and the biggest social 
impact that these problems have on the community. They have a good understanding. We train our 
paramedics to deal with the problems and to get the patients to hospital as quickly as they can. 
Sometimes it is not because it has taken a long time to treat them; it is about persuading them that 
they need to go to hospital and you cannot rush that if they are taking drugs that are affecting their 
ability to make a sound decision.  
The CHAIRMAN: Can you also let us know what proportion of calls are related to alcohol and 
drug problems?  
Mrs D. Walley: If the data is specially processed in that manner we can get that information.  
Mr P. ABETZ: It would be an underestimate of the real size of the problem. For example, if 
someone breaks their leg because they jumped over a fence when they were drunk, it is a broken leg 
that is the cause, not alcohol. It would be the tip of the iceberg.  
Mrs D. Walley: It would be; it would be very specific people. It will be the person who made the 
phone call saying their friend has overdosed or is intoxicated. It will not take into consideration the 
domestic violence because of alcohol or the person who thought they could fly. It will give a very 
small reflection of what work is taken up by that. 
[2.10 pm] 
The CHAIRMAN: Maybe with that we could have the last two or three financial years to see 
whether there has been any increase. What is your opinion, from what you are hearing from your 
officers? Are alcohol and drug problems causing more work for your drivers and your paramedics? 
Mrs D. Walley: I did look at one of the dispatch codes, which is “alcohol induced”. That has shown 
an increase over the last three years of about 33 per cent. That was just one dispatch code, and there 
were several dispatch codes under that dispatch code. So, just from that one, just having a very 
quick count of cases, there was about a 33 per cent increase. That was from 2008 to 2009. We are 
about halfway through the year now, and we are at about the same numbers as we were at last year 
at the moment. 
The CHAIRMAN: Would all the admissions from St John’s go to the tertiary or secondary 
hospitals? Do your drivers sometimes take patients to the private hospitals? 
Mrs D. Walley: I would imagine that it is normally Royal Perth, Fremantle or Sir Charles Gairdner, 
or Osborne District. 
Mr P. ABETZ: I am not sure who to address this question to, but I have had a bit to do with drug 
rehab work in the community  This goes back nearly 10 years, I suppose. Back then, the issue 
seemed to be that there was a great shortage of live-in, residential rehabilitation-type places for 
people to go who had illicit drug problems and wanted to deal with their issues. Is that still pretty 
much the same situation now in terms of what you are experiencing with people from your hospitals 
who want to go to a rehab facility? Obviously they have had a crisis if they have come to the 
hospital, and they have dealt with their immediate medical issues, and perhaps that has been a bit of 
a wake-up call, and they say they want to get off drugs. How easy is it to find a place where they 
can go into residential rehab? 
Dr D.L. McCoubrie: Are you specifically referring to illicit drugs?  
Mr P. ABETZ: Yes. 
Dr D.L. McCoubrie: I am trying to think about how regular it is that we would refer people with 
illicit drug problems on. Certainly there are patients who present with life-threatening opiate 
intoxication who we look after in a hospital setting, and when they are awake and competent, then 
ideally, depending on the time of day or night when that occurs, the person is seen by a drug and 
alcohol nurse and an attempt is made to advise and educate the person to seek professional 
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assistance. I do not know whether a de novo referral would occur always from a tertiary hospital to 
a secondary or a community-based facility directly, largely because even a facility like Next Step 
would prefer people to do an initial telephone consultation and then make an outpatient appointment 
to see them and discuss things. So I would not have any data to make real comment on the difficulty 
that people would have with that problem of accessing services on discharge. 
Dr R. Swift: I think that apart from the residential services, there are a number of community-based 
services which come under the Alcohol and Drug Authority and which function quite well. I am not 
sure if that is what you are interested in. 
Mr P. ABETZ: I am interested in that as well, sure. 
Dr R. Swift: Our feeling is that they function reasonably well, but, again, we do not get any 
feedback about outcomes, so we cannot be certain of that. It is in fact much easier to slot someone 
into community-based, non-residential care, because they can obviously book and schedule ahead 
of time. The residential side of things is much more difficult, particularly for those in acute crisis. 
The CHAIRMAN: Your submission says that survey data has revealed that that 62 per cent of our 
18 to 25-year-olds have used illicit drugs. Was this from blood toxicology data? How did you 
gather that data? Are you able to give us, may be for the last three years—if you cannot do this off 
the top of your head, you can do it by way of supplementary information—what the key drugs 
were? Maybe, Roger, you could look at the data for Charles Gairdner and let us know the 
percentage for alcohol and for the key illicit drug, and then for the other illicit drugs.  
Dr D.L. McCoubrie: The reference that is referred to in that data was attached to the submission, I 
understand. It was a study that was presented at a national emergency medicine conference last 
year. I was not one of the investigators. Professor Daniel Fatovich at Royal Perth was probably the 
lead investigator. It was chiefly a survey into 19 to 25-year-olds who arrived and were screened for 
asymptomatic sexually transmitted diseases. They were just sequential patients who turned up and 
agreed to be surveyed and whether or not they would be prepared to give a urine sample. That was, 
in a sense, a pilot. They were asked whether or not they had used illicit drugs, and the character and 
type. That is where that figure comes from. So there was no confirmatory blood or urine analysis. It 
was just self-reported. Sixty-two per cent of the 19 to 25-year-olds within that survey said they had 
used illicit drugs. Because it was not specifically an illicit drug survey, the character of their drug 
taking I do not think was well documented in terms of was this a one off, does this happen once a 
month, or does this involve these agents? There were specific agents mentioned in that, and I am 
not 100 per cent familiar with their paper, but I know that they did try to cross reference their 
findings with respect to STDs with individual drugs of abuse. 
The CHAIRMAN: While that was for STDs, would I not be right to say that both of the emergency 
departments would have a number on the haematology request form, and would it not be possible 
for you to ask the haematology department to give for, for all the specimens that have gone from the 
department, a percentage on how many have shown cocaine, how many have shown heroin, and 
how many have shown amphetamines?  
Dr D.L. McCoubrie: I guess that is a formal medical study that would have to go through our 
ethics committee, because that would be assessing people’s blood without consideration of consent 
and non consent. Some of the agents that we are discussing are probably better and more 
persistently elevated in urine for some days after, and that would probably be a better sample. So I 
do not know if that would be an easy thing to do. It has been done for alcohol before. I do not know 
where it is published. There have been some studies in the past on breath alcohol, analysing every 
patient who presents to an ED. Where I worked in Edinburgh, they had done that and found that 
some ridiculous number—some 40 plus per cent of patients—had detectable blood ethanol on 
arrival to ED, out of their census of 100 000 patients per annum. So that is where we get some of 
these estimates of up to 30 per cent of people who present to hospital may have alcohol in their 
system or an alcohol and drug problem. 
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Mr P. ABETZ: It is certainly a major issue, is it not? 
Dr D.L. McCoubrie: Yes. 
Dr R. Swift: I do not have data here, but I can give you data from our alcohol and drug service, 
which categorises the patients they see by the drug that is most of a problem to them. I have seen a 
graph of that, and it is clear that alcohol is at least a four or five times higher problem than any of 
the illicit drugs. The trend would seem to be increasing in using alcohol and using those other 
drugs. Opiates are relatively uncommon as an opiate drought still continues. Amphetamines is an 
ongoing problem, more for the acute agitation and violence involved with the patients there, but, 
again, that is probably trending down. But alcohol continues to trend up. So that is still by far the 
leading problem. 
The CHAIRMAN: Would you both agree, then, that the social and economic costs of alcohol to 
the community are increasing, and have been increasing over how many years would you say? 
Dr D.L. McCoubrie: I do not know what the denominator is in terms of measurement. But I think 
Roger was saying “proportionately”. Proportionately, it appears in some settings that amphetamines 
are, for want of a better word, “going off the boil” a little bit. The tsunami of amphetamine 
presentations that we had four or five years ago seems to have settled. We have now entered a real 
crescendo phase of heroin presentations just in the last few months. But the overall final part of that 
is this very large population of fairly static alcohol presentations, which because there is such a 
large number it is hard to know whether or not they are getting worse. Our subjective feel is 
probably yes.  
The CHAIRMAN: Maybe if we could move to Deborah because whilst many of the staff at 
emergency departments would say that it is not adhered to, they have within the departments a 
policy of no tolerance when it comes to violence, and there is meant to be support staff available to 
assist the nursing and medical staff. How big a problem is violence to St John, as it relates to 
alcohol and illicit drugs? 
Mrs D. Walley: I would not know the answer to that off the top of my head, the impact is that they 
would need to call for the police for backup, so if alcohol presentations are increasing, that will 
increase the need for those kinds of things to happen. We do record assaults on paramedics, so we 
would be able to get the data for those to see if they are increasing; I do not know whether it is 
recorded whether they are alcohol or drug-related. 
The CHAIRMAN: Could you see whether you are able to provide us with that data for the past 
three financial years, in terms of both violence and whether the violence is related to alcohol and 
illicit drugs, so that we can see whether it actually increasing for St John. 
Mr P.B. WATSON: Deborah, is it the actual person who is the victim, or is it their friends who are 
also alcohol-affected? 
Mrs D. Walley: It can be both. Sometimes the person who is alcohol-affected is not in a fit state to 
object, but the friends will object, or it could be that there has been a fight that has not quite 
finished. 
Mr I.C. BLAYNEY: Do you keep records of things like alcohol issues in regional areas and split 
them up between different regions? 
Mrs D. Walley: A lot of the regional areas have a volunteer service, so their reporting may not be 
as accurate or as stringent as the metropolitan area, but I can check. We still collect all the case 
sheets, but it is whether it is actually audited in the way that the metropolitan areas are. 
The CHAIRMAN: Could we maybe come back to zero tolerance? How does it work in the 
emergency departments with these people who are presenting with alcohol and illicit drug 
problems? 
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Dr D.L. McCoubrie: I think it has been a policy to let people in the community know that we value 
the welfare of our staff and that it is not acceptable for staff to be assaulted and treated as of 
secondary importance. In practice, it all depends on a particular scenario and I cannot really make 
any generalisations, because we are there to treat patients and act in their best interests on the basis 
of the information that we have, and at times we do not have great information, yet we are told 
piecemeal bits and pieces that make us concerned about them. If they have been particularly violent 
or aggressive and we have concerns that there might be an underlying psychosis, then we need to 
treat them as we would normally treat them, which would involve medicating and so on. It is not as 
though, if they were to assault a staff member and we were suspicious that there could be an 
amphetamine psychosis at the base of it, we would push them out on the street; we would continue 
to manage them, because that is in their best interests and the interests of the community. If 
someone were to casually decide, under the influence of alcohol, whilst waiting to have their finger 
fixed, to become violent towards a staff member, then attempts would be made to try to negotiate a 
better resolution, but it would be made known to them that that sort of behaviour is not acceptable 
and that they are not welcome to receive treatment while they are displaying that attitude, because 
of staff safety concerns. Occasionally it is not unheard of for people to be walked off the campus. 
The CHAIRMAN: Roger, I do not know whether you want to add anything to that, but could you 
also maybe discuss any differences in relation to people—young people and elderly people—
presenting on weekdays and weekends and the particular problems you might have on weekends in 
dealing with these people? 
Dr R. Swift: The spectrum of the surge of weekend patients related to drug and alcohol use are 
usually patients with minor injuries, who are not a great problem. That is just an increase over the 
weekend on the background of those with more serious problems related to their alcohol or drug 
use. My impression would be that it happens, but it is usually more the minor injuries that come 
through. They are usually a little easier to manage. The more serious problems of dangerous alcohol 
intoxication and withdrawal, and amphetamine use, occur 24/7, so I am not sure — 
The CHAIRMAN: Seven days a week? 
Dr R. Swift: Yes. 
The CHAIRMAN: So it is not worse at the weekends? I would have thought that the emergency 
departments would have had more people, particularly younger people, presenting with alcohol and 
drug problems on Fridays and Saturdays, when — 
Dr D.L. McCoubrie: I think that is true; I think Roger’s point is that they tend to present for 
different reasons, so they have problems with acute intoxication, but the complication that has made 
them seek hospital care is that they have broken their knuckles after punching a wall, or whatever it 
might be. The paper that we published a few years back with regard to amphetamine use was quite 
interesting; it showed that there was not a weekend fluctuation in amphetamine-related 
presentations. Many of the complications were seen right across the week; the day did not really 
seem to make a difference, which seemed counter-intuitive, but that was just with regard to 
amphetamines. 
Mr I.C. BLAYNEY: Did you think about that and wonder why it was so? 
Dr D.L. McCoubrie: Out of the group that was in that paper, there was a tendency towards more 
regular hardcore users presenting at hospital with medical problems. It was just a tendency; I guess 
it was all recreational, in one sense, but the higher proportion of outpatients seemed to be recidivist 
users, although there were cases where, after a single tablet, X, Y and Z had happened. It was 
important for the general planning of our resourcing, because we realised that this was not just a 
weekend phenomenon. People who take amphetamines on the weekend might present on 
Wednesday with their psychosis after having been worried and paranoid for three days at home, 
suffering in silence, and they come in on the Wednesday. Similarly, amphetamine taking on the 
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weekend might lead to chest pain that they become aware of on the Monday morning when they 
finally wake up, and they come to hospital because of the chest pain, or they develop a stroke-like 
syndrome on a Wednesday after using on a Monday, so there is often a delay. 
Mr P. ABETZ: What about alcohol presentations? Do they definitely peak at the weekend or not? 
Dr D.L. McCoubrie: There is an acute intoxication problem; we see more of them on the 
weekend—just people who have been drinking too much and are drunk and incapable, and they 
might have an injury or something of that kind, but a more significant burden for us, I guess, is the 
group of patients with alcohol dependence. If they stop drinking, they get into major strife 
medically. One is a group that we watch for a few hours until the stuff wears off and they are fine, 
and then we fix their medical problem. There is the impression that a few more of those tend to 
come through on the weekend, definitely; particularly younger people. Then there is a large group 
of people with alcohol dependence. They can come at any time of the day or week or whatever, and 
they will need to be there for days. 
Dr R. Swift: I think maybe the issue that the committee is asking about is the incidence of binge 
drinking. We tend to separate binge drinking from chronic daily alcohol abuse, although there is 
evidence that both are harmful. Again, there are no good numbers on this, but the impression, not 
just in Australia but also overseas is that the incidence of binge drinking amongst young people is 
increasing. Possibly people are changing over from the amphetamine-derived ecstasy type 
medications and are now starting to binge-drink more. I think we are seeing more binge drinking, 
and that certainly does occur on the weekend. 
[2.30 pm] 
We often have far less to do with those because they are fairly brief presentations. The college 
committee has been talking about the issues of patients who present with alcohol-related problems 
in the emergency department who are not admitted and who are discharged and the facility for 
doing what might be described as brief intervention or referral to treatment. Unfortunately the 
evidence of the effect of that for patients in the emergency department is not proven at the moment 
so it is hard to get support for that to be done. It is much easier for us to talk about patients who 
become inpatients and, therefore, who are exposed to our care for at least a couple of days. They are 
the ones we can do the most with, but binge drinking certainly on the weekend is an issue.  
The CHAIRMAN: I wish you success if you are looking for funding for minimal intervention 
approaches. We certainly need more approaches than are currently available to help people with 
alcohol problems. If the government decided even in these economic times to make additional funds 
available, how could those funds be used to combat the problems that we are experiencing because 
of both the social and economic costs of alcohol? Perhaps you are aware of an initiative in the other 
states or overseas. What initiative could be considered to try to help with this problem?  
Dr R. Swift: From the perspective of working in emergency departments and the hospital, we see 
the “too late” phase. We are trying to mop them up and set them in the right direction. Purely 
answering from working in hospitals, we would like to see more money go into the residential care 
of those who have passed their acute medical crisis of drug or alcohol intoxication. But if you are 
talking about the broader picture of drugs and alcohol, that is a very complicated issue. Things are 
happening at the moment, such as advertising programs and increasing the cost of alcohol — 
The CHAIRMAN: You mean restrictions on advertising?  
Dr R. Swift: I mean public health advertising. I notice there has been an increase of that recently. I 
am not sure what effect that has had. Increasing the price always has an effect, putting the alcopop 
issue aside. A general increase in price has an effect. It is a complex issue. There is no one answer 
to this issue. It has to be a whole-of-community type of approach.  
Mrs D. Walley: I agree. It is also about education. We should start educating people about alcohol 
and drug abuse, particularly through school education. St John Ambulance is involved in quite a lot 
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of school education. That kind of thing will definitely help and steer people away from getting 
started in the first place.  
Dr D.L. McCoubrie: I do not think there is a magic bullet. There needs to be a comprehensive plan 
if new resourcing is to be allocated. Obviously an arm of that would need to integrate with current 
public health initiatives, which are very important, and are all about stemming the flow, as Roger 
mentioned. As I said at the start, this is such a data poor area; we do not know what is happening 
beyond hospitals. Hospitals barely have the resources to stem the flow of the cases they are dealing 
with, which are usually an acute and chronic mix. I know our staff association would like to 
broaden our alcohol and drug nurse cover .  
The CHAIRMAN: How many nurses do you have? 
Dr D.L. McCoubrie: We have two at Royal Perth Hospital. We have one in ED and one in the 
hospital.  
The CHAIRMAN: Is that one per shift? 
Dr D.L. McCoubrie: No, that is one full-time equivalent nurse.  
The CHAIRMAN: One FTE nurse in the whole hospital! 
Dr D.L. McCoubrie: When that nurse is on leave, that position is largely not covered. It is very 
piecemeal. The nurse who we have currently—all the tertiary hospitals gained an additional drug 
and alcohol nurse on the back of the amphetamine summit because we said we had no ability to do 
anything preventative from an integration viewpoint. It was obviously a step forward to move, in 
some cases, from nothing to something! But I think solidifying that and broadening that cover to be 
at least a seven day a week—not 24 hours a day, but certainly mornings, would be a great start right 
across the tertiary system, largely because we would have the greater burden of presentations rather 
than the whole health system. We suggested that that service be considered to be something worthy 
of additional resourcing.  
The CHAIRMAN: So you would like minimum one FTE nurse seven days a week for emergency 
departments and minimum one FTE for the wards?   
Dr D.L. McCoubrie: I do not know whether we can measure it in those terms because there could 
be cross-cover. Sir Charles Gairdner Hospital runs a more whole-hospital model, whereas we gave 
our amphetamine summit funding to an emergency-based nurse—and she is run off her feet. The 
psychiatry department has donated one FTE nurse to the hospital and he is run off his feet. It is 
almost too hard for them to think about cross-covering at the moment, whereas that would be a 
possibility if there were three or four nurses. We see that as a priority, and it would not necessarily 
be an expensive exercise. We are looking at only a small handful of FTE nursing positions across 
the tertiary system. Once we develop a bit of a department culture we would have the ability to 
collect better statistics and to trial better interventions and to follow-up on interventions. The other 
part of our submission referred to research nurse allocation which, again, is fairly cheap as far as the 
whole system is concerned. These people could collect statistics on drug and alcohol trial 
presentations. We could do trial interventions, hospital-based interventions. We could follow up and 
find out what happens to people beyond our borders. There are lots of possibilities. We could give 
you concrete data, which would inform what we do as well, which would be valuable. Currently, 
there is no resourcing for that. 
The CHAIRMAN: What about resourcing at Charlies?  
Dr R. Swift: I concur with what David said. Our drug and alcohol service is fairly well entrenched. 
Of all the hospitals, it has had that service for the longest. Curiously, it is run out of the department 
of psychiatry, although it does have a close relationship with the emergency department, clinical 
toxicologists and the emergency physicians in the emergency department. It has 2.5 FTEs at the 
moment. They can cover six days a week. They would love to be able to cover Sundays as well, 
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which they would see as a great advantage. Fortunately for them the daytime is the best time for 
them to do it, because usually the evenings are the time of acute intoxication and crisis. Things are 
much easier to manage during the day. Certainly it would be very useful to have seven days 
coverage for both ED and the hospital. Data is king as far as being able to make any changes. We 
cannot know what to change until we measure it.   
The CHAIRMAN: Deborah, we talked earlier about zero tolerance in the emergency departments. 
In relation to St Johns, do you have an occupational health and safety policy for staff when they 
deal with people with alcohol-related problems?  
Mrs D. Walley: Not specifically for alcohol problems, but more for physical and verbal abuse and 
strategies for coping with that, such as calling for backup or calling for the police. It more about 
dealing with the situation rather than dealing the alcohol-affected person. It is about their physical 
or verbal abuse. 
Mr P.B. WATSON: We have this problem in Albany. Once the person is taken to hospital, the 
police are called because there is no security, unlike in the city hospitals. That means that the police 
are held up and the ambulance drivers are held up. It puts a strain on other services. Is that a 
problem in the metropolitan area, too, apart from the major hospitals?  
[2.40 pm] 
Mrs D. Walley: I would imagine most definitely because if you have to call the police, ordinarily 
the ambulance officer would want one of the police officers to go with them in the vehicle; so that 
then takes a whole pair of police officers off the road, and they probably would not leave the patient 
at hospital if there was not security. If it was not a major hospital, they would probably stay there. 
so it has a huge impact not just on paramedic services but also on the police. 
Mr P.B. WATSON: So what is the security like at your hospitals; is it adequate? 
Dr D.L. McCoubrie: It is very functional, and I feel very fortunate. I work occasionally in Albany 
and I know what the situation is down there. It is very hard to look after patients properly without a 
good, well-functioned security service. And it is not just one person either in the sense that that is 
almost more dysfunctional. You need a bit of a team. In our security services, two to three security 
people coming to the ED several times a day is the norm with respect to patient care; whether that 
be for someone trying to abscond who is under the Mental Health Act with no bed, or whether that 
is due to someone who is presenting with an acute problem for which they definitely need medical 
intervention and they are not competent and need to stay. 
Mr P.B. WATSON: So how far away is help? If, say, you have security there and you are in 
emergency situation with someone who becomes violent through alcohol or drugs, someone can hit 
pretty quickly. 
Dr D.L. McCoubrie: It is usually minutes. I do not know about the response. Are you security 
based in your ED or are they based beyond? 
Dr R. Swift: Yes. We would probably normally try to identify problem patients from the beginning; 
obviously the ones brought in by police, for instance. In recent years the sort of change that I have 
noticed that has been very useful is that we will put on a person to surveil that person from our 
orderly staff; we call them HSAs. But they will just sit there and make sure they behave themselves, 
and therefore they can alert staff early on if the patient’s condition is going to change. And we have 
a very prompt and numerous security response. They are called code blacks; that is an unarmed 
security response in the hospital, and the emergency departments would probably pull half the code 
blacks in the hospital, although I have to say that it is probably most often for patients with mental 
health problems, particularly those who are brought in waiting for beds in a lock-up part ward. So 
they are the majority. Also because they are large emergency departments, there is a much larger 
number of staff there anyway, compared with Albany. So any shift will have at least 15 nurses and 
at least five or six doctors. We are fantastic with numbers in that way as far as security goes and 
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security guards. I think the country issues would be terrible; very difficult to approach, very 
difficult to solve. 
Mr P.B. WATSON: A boilermaker is one of the security staff in Albany. He always carries a 
wrench, I suppose! 
Mrs D. Walley: In a lot of the country areas there is only the one volunteer crew, so there is 
actually nobody to call for back-up for the police, and normally there is only one police officer, 
sometimes two. 
The CHAIRMAN: When the new Fiona Stanley Hospital opens, David, what implications will that 
have in relation to the Royal Perth Hospital accident and emergency department? 
Dr D.L. McCoubrie: I do not know if anyone has the answer to that. But with respect to drug and 
alcohol, I do not know. It is an inner-city site, it seems to be just conveniently located for all the sort 
of stuff that goes on within the five-kilometre radius; so beyond, you know — 
The CHAIRMAN: So there is no planning at the moment now in terms of the opening and changes 
that will be made? 
Dr D.L. McCoubrie: The changes seem to change, so I do not entirely know. I do not know if I am 
quite up to date with what the last lot of changes are with respect to what is going where and how 
and whatever. We are trying to be flexible. 
Mr P. ABETZ: It would make a lot of sense to keep that inner-city hospital if you are going to be 
confronted with drug and alcohol issues in an ongoing way. 
Dr D.L. McCoubrie: The demographic of an inner-city hospital on the whole is coloured by that 
type of presentation. 
The CHAIRMAN: I might just give you each two minutes, if there is anything you would like to 
say before I thank you and close the hearing. Is there anything, Deborah, that you would like to 
add? 
Mrs D. Walley: I do not think so. I think we have covered most of the things that we wanted to say. 
So I have not got anything to add on the hospital environment. 
The CHAIRMAN: If there is anything later, you can add it by way of supplementary information. 
Roger? 
Dr R. Swift: I think I have covered all the things I wanted to talk about. 
The CHAIRMAN: And David? 
Dr D.L. McCoubrie: The same for me. 
The CHAIRMAN: In that case, I thank you for your evidence before the committee today. A 
transcript of this hearing will be forwarded to you for correction of minor errors. Any such 
corrections must be made and the transcript returned within 10 days from the date of the letter 
attached to the transcript. If the transcript is not returned within this period, it will be deemed to be 
correct. New material cannot be added via these corrections and the sense of your evidence cannot 
be altered. Should you wish to provide additional information or elaborate on particular points, 
please include a supplementary submission for the committee’s consideration when you return your 
corrected transcript of evidence. Thank you once again for coming along today. 
The Witnesses: Thank you. 

Hearing concluded at 2.45 pm 


