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Dear Ms Ward W/

Following on from the recent appearance of five St Vincent’s Hospital clinicians before a
hearing of the NSW Parliament’s Joint Select Committee on Sydney’s Night Time
Economy, | write to provide the Committee with further information on the ‘Last Drinks’
initiative (previously known as ‘Driving Change’), as per your request.

Funded by the National Health and Medical Research Council and St Vincent's Health
Australia, Last Drinks is a 36 month trial of an Emergency Department-based data
collection and response model, involving nine EDs across Australia (including St
Vincent's Sydney and St Vincent's Melbourne), to help reduce alcohol-related harm.

Led by Professor Peter Miller (Professor of Violence Prevention and Addiction Studies
at Deakin University), the Last Drinks study involves utilising a ‘triage screening tool’ for
every presentation to a participating hospital's Emergency Department, to help identify
their recent alcohol consumption and whether it has contributed to their health status.

ED patients are asked an initial question at triage: ‘Have you consumed alcohol in the
12 hours before your injury?’. If ‘no’, the patient proceeds through the normal ED
process. If ‘yes’ they are asked several follow up questions: “How many drinks were
consumed in the 12 hours before injury?”, “Where was most of the alcohol you consumed
purchased?” (eg: bottle shop, supermarket, pub, bar, nightclub, etc), and finally “Where
did you consume your last drink?” (and if the last drink was consumed at a venue, the
specific name of the venue is sought).

As part of the trial, information is shared with police, licensing authorities, local
government, and venue operators (those which feature most frequently as sites from
which injured ED patients consumed their last drink).

Already the information collected at several of the ED sites has proven useful and is
helping communities develop a better understanding of harmful drinking, and particularly
which bottle shops and venues are most associated with alcohol over-consumption,
which in turn allows a more informed and evidence-based response.

St Vincent’s Health Network Sydney
St Vincent's Hospital Sydney
Sacred Heart Health Service

UNDER THE STEWARDSHIP OF MARY AIKENHEAD MINISTRIES St Joseph’s Hospital



| have attached to this letter a peer-reviewed paper into the Last Drinks initiative along
with several recent reports for the Committee’s interest and information. The Last Drinks
website (www.lastdrinks.info) is also a good source for more information.

Professor Peter Miller has also expressed a strong willingness to provide further
information to the Committee on the trial should they desire.

Professor Miller's contact details are:

Peter G. Miller, Professor of Violence Prevention and Addiction Studies

Director, Deakin University Centre for Drug use, Addictive and Anti-social Behaviour
School of Psychology, Deakin University,

E: petermiller.mail@gmail.com

M: +61 (0) 429 024 844

If the Committee requires further information, please contact Ms Abbie Clark, Director
Strategy, Planning & Partnerships, St Vincent's Health Network Sydney on 0428 865
577 or abbie.clark@svha.org.au.

Yours sincerely

AV\M.SOL.

A/Professor Anthony M. Schembri AM
Chief Executive Officer

Date: |6-08-19
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Abstract

Background: Sharing  anonymised
ED data with community agencies to
reduce alcohol-related injury and
assaults has been found effective in
the UK. This protocol document out-
lines the design of an Australian
multi-site trial using shared, anon-
ymised ED data to reduce alcohol-

Design and Method: Nine hospitals
will participate in a 36 month
stepped-wedge cluster randomised
trial. After a 9 month baseline
period, EDs will be randomised in
five groups, clustered on geographic
proximity, to commence the inter-
vention at 3 monthly intervals. ‘Last-
drinks’ data regarding alcohol use in
the preceding 12 h, typical alcohol

related harm. consumption amount, and location
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of alcohol purchase and consump-
tion, are to be prospectively collected
by ED triage nurses and clinicians at
all nine EDs as a part of standard
clinical process. Brief information
flyers will be delivered to all ED
patients who self-report risky alcohol
consumption. Public Health Inter-
ventions to be conducted are:
(i) information sharing with venues
(via letter), and (ii) with police and
other community agencies, and
(iil) the option for public release of
‘Top 5" venue lists,

Outcomes: Primary outcomes will
be: (i) the number and proportion of
ED attendances among patients
reporting recent alcohol use; and
(i) the number and proportion of
ED attendances during high-alcohol
hours (Friday and Saturday nights,
20.00-06.00 hours) assigned an
injury diagnosis. Process measures
will assess logistical and feasibility
concerns, and clinical impacts of
implementing this systems-change
model in an Australian context. An
economic cost-benefit analysis will
evaluate the economic impact, or
return on investment.

Key words: alcohbol, assault, emer-
gency department, injury, public
health intervention, violence.
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Introduction

This study protocol outlines the
design of a multi-site trial evaluating
the impact of sharing ED data on
alcohol-related harm within the
Australian context. The World
Health Organization promotes the
distribution and usage of ED data as
a major component in public health
approaches to prevent injuries."* An
emerging trend is the use of ED
recorded data on assaults and
alcohol-related injuries as a tool for
targeting police and other regulatory
community level interventions (e.g.
‘TASC’ - Tackling Alcohol-related
Street Crime).” The method of anon-
ymised ED data sharing to reduce
injury, violence, and assaults has
been frequently referred to as the
‘Cardiff model’. In a systematic
review of evidence for the model,?
seven of eight included studies were
conducted in UK EDs. All studies
that attempted to measure interven-
tion effectiveness reported substan-
tial reductions of assaults and ED
attendances post-intervention, with
the exception of one, which reported
no change" In Cardiff, UK,
police-recorded  assault rates fell
from seven to five a month per
100 000 population compared with
an increase from five to eight in com-
parison cities.® Over a 6 year post
data-sharing period in Wirral, UK,
ED attendances for intentional inju-
ries decreased by 35.6% and
alcohol-related assault attendances
decreased by 30.3%.° Economic
evaluations estimate that the cumula-
tive social benefit is £82 GBP for
each pound spent on the pro-
gramme, with a cost-benefit ratio of
14.8 for the health service and 19.1
for the criminal justice system."’
Intervention trials of the Cardiff
data-sharing model have yet to be
implemented in Australia. The public
health interventions in this study are
based on sharing of anonymised data
collected through ‘last drinks’ ques-
tions asked of all ED patients in par-
ticipating hospitals. A pilot project
conducted in a single hospital in
regional Australia demonstrated the
feasibility of collecting these data,
which indicate sources and locations
of alcohol-related harm.'" During

this 6 month pilot trial, 10.8% of
injury patients reported consuming
alcohol in the 12 h prior to injury.
During high-alcohol-hours (HAH;
20.00 hours Friday to 06.00 hours
Saturday and 20.00 hours Saturday
to 06.00 hours Sunday), alcohol-
related injuries accounted for 36.1%
of all ED injury presentations. In
total, 41.7% of alcohol-related atten-
dances during HAH were among
patients who reported consuming last
drinks at identifiable hotels, bars,
nightclubs or restaurants, or identifi-
able public areas/events. Approxi-
mately  two-thirds  (60.2%) of
attendances with alcohol-related pre-
sentations had purchased their alco-
hol at packaged liquor outlets. The
pilot demonstrated the feasibility of
implementing  sustainable  ‘last-
drinks’ data collection methods in the
ED with minimal cost to the hospital,
very high acceptance and cooperation
rate among triage staff, and no
impact to the quality of patient
care."

Based on the success of the pilot
study, we are undertaking an
Australian multi-site stepped-wedge
randomised clustered trial evaluating
the impact of sharing anonymised ED
data on alcohol-related harm. This
protocol paper outlines the design of
the trial, which has been funded by
the National Health and Medical
Research Council (NHMRC) Part-
nership Project scheme and St Vin-
cent’s Hospitals  Australia  with
additional self-funding support pro-
vided by The Canberra Hospital,
ACT Health.

Method

Interventions

Three public health data sharing inter-
ventions are based on the approaches
previously trialled and reported in the
UK by Shepherd et al.* Similar avenues
exist in Australia for public health
interventions around alcohol as exist
in the UK, such as dissemination of
intelligence through state and city level
police and liquor licensing bodies, and
established systems of liquor accords
and violent venues registers. Data can

be also be used to inform and
strengthen opposition to liquor expan-
sions and developments, and provides
important additional source of infor-
mation for licensing regulators.

Public bealth interventions

All sites will engage in intervention
methods (i) and (ii), with the option to
opt out of intervention (iii) at the dis-
cretion of local partner investigators.

(i) Quarterly letter to licensed
venues outlining how many ED pre-
sentations were among individuals
who had been drinking in their
venue prior to attendance.

In this intervention, the research
team generate customised letters for
the top five venues reported at each
ED, outlining the number of atten-
dances related to their business,
anonymised details of the cases
including prognoses and, where
appropriate, anonymised photos of
injuries. Letters will be delivered via
the Australasian College for Emer-
gency Medicine (ACEM) to regis-
tered licensees.

(i) Anonymised quarterly data
sharing with local authorities.

In intervention (i), de-identified,
aggregated data is prepared and
shared with local police, licensing
authorities and local government,
identifying the top five venues
reported in the relevant ED and pro-
viding an aggregated summary of
alcohol-related attendances to the ED.

(iii) Quarterly public reports rank-
ing the top five venues reported in
the ED and giving anonymous case
studies of the associated short- and
long-term harms with excessive alco-
hol consumption.

Intervention (iii) will publicly
report  aggregated data  every
3 months for each of the selected hos-
pitals via press release from ACEM,
about the source of alcohol for
patients with alcohol-related presen-
tations and the number of cases of
‘last drinks’ attendances for each
local venue. Research support staff
employed at each hospital will work
with clinical staff to generate brief
anonymised case studies to accom-
pany data releases. Press releases will
be publicly available for download
via the ACEM website, will be

© 2019 Australasian College for Emergency Medicine
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To Ty T2 Ts Ta Ts Ts Ty Ts Ta Tio Tio

Cluster 3m &m am 12m 15m 18m 21m 24m 27m 30m 33m 36m
A(2EDs)| 0 0 0 0 1 1 1 1 1 1 1 1
B(3EDs)| 0O 0 0 0 0 1 2% 1 | 1 1 1
C(1ED) 0 0 0 0 0 0 1 1 1 1 1 1
D (1ED) 0 0 0 0 0 0 0 1 1 1 1 1
E(2EDs) | 0 0 0 0 0 0 0 0 L 1 1 1

Figure 1. Stepped-wedge cluster randomised trial design for nine EDs grouped into

five geographic clusters. 0 = control; 1 = intervention active (all sites perform interven-
tion (i) and (i), and can opt-in to (iii). Unshaded (1) areas are the periods in which
intervention is active. Grey-shaded (0) areas represent the control period where base-
line data are collected. Geographic clustering: (A) Southwest Victoria, 2 EDs;
(B) eastern suburban Melbourne, 3 EDs; (C) Central Melbourne, 1 ED; (D) Central

Sydney, 1 ED; and (E) Canberra, 2 EDs.

distributed to local and state media
outlets per site, and publicised via
ACEM social media channels such as
Twitter. ACEM Public Affairs staff
will monitor media coverage and esti-
mated audience demographics and
exposure for each release for the
duration of the project.

Patient brief information

pamphlet
During project development, clinical
partners highlighted the service-

delivery importance of including an
immediate, patient-focused informa-
tion handout in response to the
information obtained through the
data collection model. In an effort to
proactively  reduce  drain  on
resources, many EDs utilise the pre-
sentation of alcohol-related injury
and harm as an opportunity to moti-
vate reduction in the patients’ alco-
hol consumption and subsequent
risk behaviours."

There are mixed findings from
reviews, trials and meta-analyses
assessing the effectiveness of brief ED-
based interventions at reducing risky
alcohol consumption and harms, with
conclusions varying according to the
type and outcome measures. One sys-
tematic review reported no impact of
single session intervention upon alco-
hol consumption,'® and an alternate
meta-analysis also concluded that
brief interventions based in the ED
had no significant effect on consump-
tion but had a small effect in reduced
self-reported incidence of injury at
patient follow up.'” As such, the inclu-
sion of a clinical information handout

in the current model meets a clinical
obligation and strikes the best balance
of evidence, cost, and clinical demand,
but is not expected to result in signifi-

cant changes in the outcome
measures.
Double-sided A4  information

handouts will be provided to all
attendances who self-report risky
alcohol  consumption above the
NHMRC guideline of two standard
drinks on any day,'"® and will be
delivered during control and interven-
tion phases of the project. Handouts
contain structured advice for reducing
alcohol consumption, Australian pop-
ulation drinking norms, and referral
information for local services, in a
format adapted from the Simple
Structured Advice Intervention tool."?

Design

A stepped-wedge design will be used,
with the duration of the trial being
36 months (Fig. 1). The stepped-
wedge cluster randomised trial is a
form of cross-over design with unidi-
rectional cross-over (from control to
intervention). In the application of
this design, the public health inter-
vention will be introduced in a stag-
gered roll-out where the sequence of
clusters (i.e. EDs) and time-period is
randomly allocated at the start of
the trial.'*2! All clusters sequentially
cross-over into an  intervention-
delivery phase in a randomly selected
order, until all EDs are delivering the
intervention (Fig. 1). The stepped-
wedge design was deemed most
appropriate because the intervention

© 2019 Australasian College for Emergency Medicine

model has demonstrable effectiveness
In previous international trials, and
the design makes the best use of the
number of participating emergency
departments. A stepped-wedge
design is ideal for scenarios where a
body of evidence for the intervention
exists, yet a controlled trial evalua-
tion is still required.?? In this study,
the model strikes a balance between
the researcher’s need for a rando-
mised trial to demonstrate evidence
of effectiveness, and the pragmatic
and clinical requirements of service
partners who are responsible for
providing evidence-based practice.
Randomisation of the clusters
was conducted using a random
number sequence by a biostatisti-
cian not involved in the project.
Clusters were determined according
to geographic location, with EDs
located closely to each other
grouped within the same cluster to
minimise the risk of contamination
of effect between clusters.
Outcomes are measured in each
ED at every time period, hence mea-
surement of outcomes takes place at
each step in the wedge; each ED pro-
vides data points in the control and
intervention  conditions  allowing
each ED to act as its own control,*?

Setting and participants

The nine EDs that have committed
to participate are located in Mel-
bourne, Sydney, Canberra and two
are located in regional centres Gee-
long and Warrnambool, both in Vic-
toria. In the 2013/14 financial year
participating EDs had a combined
total of 490 000 attendances.

Patient inclusion and exclusion
criteria. Inclusion criteria are all
attendances by  patients aged

>18 years, and being sufficiently alert
and oriented to respond to study
items either at triage or follow up.
Exclusion criteria are patients aged
<18, those suffering from a severe or
life-threatening injury or illness, a
serious mental health problem, being
too intoxicated to respond to clini-
cian questions, or being excluded at
the discretion of the administering
clinician. As such, in addition to Yes
and No, clinicians have the following
response categories available for
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In the past 12 hours, have you had an alcoholic drink? |

Yes

How many standard alcoholic drinks do you
have on a typical day when drinking?

| 2 orless | | More than 2 - Flag for Bl Pamphlet |
2

Supermarket

o e 8 8 8w

Restaurant
Bar

Where did you purchase most of the alcohol?

Large Bottle Shop .
Small Bottle Shop .
Wine Merchant .

* Hotel/Pub
Night Club
Sports Club
Private Function
Other

L 2

Where did you have your last drink, including
the name of the premises?

i .

[ Continue with Triage/Care Process

Figure 2. Mandatory data collection model.

question one of the data collection
model: Nown-Communicative: Patient
is unconscious, too intoxicated or
impaired to respond; Refused: Patient
refuses to answer the question;
Unknown: Patient is confused, or
offers an unintelligible response; Eth-
ical: Clinician perceives a cultural or
interpersonal issue, or other clinical
judgement, that makes the questions
inappropriate; NESP: patient is of
non-English speaking background.

Data collection model

The key principle of the last-drinks
intervention model is that informa-
tion is collected systematically and
mandatorily, and that this informa-
tion is used as intelligence guiding
public health level interventions. All
patients presenting to the ED who
meet inclusion criteria are screened
for alcohol intake. Every ED will
implement systematic data collection
and respond with a brief information
pamphlet for every patient who
screens positive for hazardous alco-
hol use. Implementation at each site
requires modification of existing ED
information systems to create a man-
datory and reliable system that will
have minimal impact to established
clinical process (Fig. 2).

Study data (Fig. 2) are prospec-
tively collected by ED triage nurses,

clerks, and clinicians at all nine EDs
as a part of standard clinical process
continuously throughout the data col-
lection period of 36 months. During
the 36 month data collection period,
research staff employed by the partic-
ipating hospitals will extract and de-
identify the last drinks data. These
de-identified data will be provided to
the research team for analysis and
preparation of intervention materials.
Starting at 9 months and subse-
quently at each 3 month interval,
clusters of EDs will commence deliv-
ering the public health intervention
according to the randomisation
schedule.

Measures

Outcome measures. Primary out-
comes will be: (i) both the absolute
number and proportion of presenta-
tions (per total number of presenta-
tions within inclusion criteria) in
which the patient reports alcohol use
via the proposed data collection sys-
tem; and (ii) both the number and
proportion of presentations (per total
number of presentations within inclu-
sion criteria) assigned an injury diag-
nosis that also occurred during HAH
(20.00 hours Friday to 06.00 hours
Saturday and 20.00 hours Saturday
to 06.00 hours Sunday, recorded at
time of triage). This data coding

method has been used in a number of
previous studies,>*2¢

Process measures. Previous
research by Boyle et al.'* found that
staff acceptance of the data collec-
tion model was high when combined
with feedback of project results. Pro-
cess measures will monitor the logis-
tical and feasibility  concerns,
barriers, challenges, and clinical
impacts of implementing the inter-
vention model in an Australian con-
text. A sample of 80 clinical staff at
participating EDs will be sought for
anonymous, self-completed  staff
experience surveys at 1, 6,
12, 24 and 36 month intervals fol-
lowing the commencement of data
collection. Staff surveys will address
estimated completion time, experi-
ence of negative feedback or negative
patient reactions, reasons for avoid-
ing or skipping study items, and per-
ceptions of the value of the model
overall. Further data will be collected
regarding added time to clinical
interactions and administration pro-
cess. Staff feedback will be provided
to all ED site managers via bi-
monthly newsletters to be distributed
to ED staff.

Economic evaluation. The eco-
nomic evaluation will use tools of
economic appraisal to estimate the
return on investment associated with
the intervention.”” The analysis
requires the development of a logic
pathway to describe the aims of a
research project, the activities under-
taken and the subsequent research
outcomes. The logic pathway will
use the available evidence to estimate
the likelihood that the research out-
comes will be adopted by the end-
user (i.e. clinicians, policy makers,
police). Programme costs including
labour and non-labour costs will be
monitored and collected throughout
the intervention period. A compari-
son of the economic benefits
(observed changes in the primary
outcomes): (i) number of presenta-
tions (per total number of presenta-
tions within inclusion criteria) in
which the patient reports alcohol use
via the proposed data collection sys-
tem; and (ii) both the number of pre-
sentations (per total number of
presentations within inclusion eri-
teria) assigned an injury diagnosis

© 2019 Australasian College for Emergency Medicine
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that also occurred during HAH
(20.00 hours Friday to 06.00 hours
Saturday and 20.00 hours Saturday
to 06.00 hours Sunday), with the
economic costs of the programme,
provides an indication of the return
on investment, or the cost-benefit of
the programme. Sensitivity analysis
will be conducted to test the robust-
ness of results where parameter
uncertainty may exist.

Analysis plan and power calcula-
tions. Based on previous data the
expected proportion of presentations
that are alcohol related is 11% and the
proportion during HAH is 36%. A 6
month pilot trial of the data collection
returned a data compliance rate of
100%, including 3.1% of patients
who were recorded as declining a
response or non-responsive."* Power
and sample size calculations were
undertaken using Stata’s ‘stepped-
wedge’ programme.”® FEach ED is
expected from previous data to con-
tribute an average of 26 000 total
attendances over a 6 month period of
the study (total of 36 months). Using
an average cluster size of 26 000 and
an intra-class correlation of 0,05, with
80% power and a 5% level of signifi-
cance, a sample size of 1 404 000 total
attendances would be large enough to
detect a difference between interven-
tion and control proportions of
alcohol-related attendances of 0.3%
(i.e. 11-10.7%). This would allow for
a relative risk reduction for alcohol-
related injuries of 3%
(11-10.7%/11%) to be detected.

Generalised linear mixed models
will be used to model all outcome
measures. These models will have a
fixed effect for time to adjust for any
temporal variation in the outcome
and an indicator variable to estimate
the effect of the intervention. The
models will also include random
effects for the variation between
clusters and the variation between
time within a cluster. These will
account for the repeated measures
on clusters over the duration of the
study with the potential for seasonal
effects.

Conclusions

The current approach to monitoring
the burden associated with alcohol

and other drug use in Australian
EDs is flawed. There is no systematic
method of screening and monitoring
the alcohol (or drug)-related harm
for patients attending the ED, nor is
there any method of identifying the
sources of these harms in the com-
munity. The proposed study will
provide an evaluation of an innova-
tive approach to reducing alcohol-
related harm in Australia.
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1.  PURPOSE AND SCOPE OF REPORT

Last Drinks data is collected by the Driving Change Project, which is administered by Deakin University with
funding provided by the National Health and Medical Research Council (NHMRC; APP1113693), St Vincent's
Hospital’s Australia and support provided by the Australasian College of Emergency Medicine.

At the time of reporting, Last Drinks data is collected in nine Emergency Departments throughout Australia:

e St Vincent's Hospitals in Fitzroy (Melbourne) and Darlinghurst (Sydney)
e Monash Health Hospitals in Clayton, Casey and Dandenong (Melbourne)
e Barwon Health in Geelong

e SouthWest Health Care in Warrnambool

e Calvary Hospital and The Canberra Hospital in Canberra.

This is the first official report and data summary for Canberra, ACT, which uses Last Drinks data collected from
The Canberra Hospital and Calvary Hospital in Canberra. The data used for this summary is from ED
attendances between 20/1/19 to 19/3/19. By collating data from these two emergency departments, we can
account for every adult ED attendance in the ACT.

2. INTERVENTION PARAMETERS

Calvary Hospital and The Canberra Hospital, ACT Health have nominated to perform interventions (i), (ii) and

(iii):
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g quarterly letters to top ranked licensed venues from ACEM outlining the occurrence of alcohol-
related ED presentations among individuals who had been drinking in their venue

ii. anonymised quarterly data sharing with local police (VPG) ranking the venues in a specific area

iii. public data releases distributed to media

The top venues are listed, and licensing information for the venues accompanies this report. The top licensed
venues linked to attendances where alcohol was consumed in the 12 hours prior:

1. Mooseheads (16 cases)

2. TIED 2": Mr Wolf, and Manuka Oval (Five cases per venue)

3. TIED 3": The Dock, Vikings Club (Erindale) and P.J O’Reilly’s - City (Four cases per venue)
- GENERAL SUMMARY -

This dataset was drawn from n=27,639 adult attendances during this window (20/1/19 to 19/3/19), 11,018 of
which were from Calvary ED and 16,621 were from Canberra ED.

Overall, between 3.7% (Calvary) and 5.6% (TCH) of all attendances had consumed alcohol in the preceding 12
hours. On Friday and Saturday nights, alcohol attendances increased to 15.8% at Calvary, and 13.5% at TCH
(8pm-6am).

The majority of attendances where patients had consumed alcohol are attributed to packaged liguor, with
21.9% (both sites) purchasing most of the alcohol that they had consumed prior to attendance from a
supermarket, 13.5% - 19.2% from a “large” bottle shop, 8.8% - 9.6% from a small bottle shop, and 4.2% - 4.7%
from a private function or sports club.

An additional 14.0% - 21.9% of patients who reported consuming alcohol reported that they were unsure
where the purchase location was, or that it was packaged liquor purchased by a friend.

All told, at least half (49.3% - 58.7%) attending the Calvary and TCH Emergency Departments that reported
consuming alcohol in the preceding 12 hours had purchased their alcohol from packaged liquor outlets. The
actual figure is likely to be higher, due to the proportion of attendances who were unable to recall the
purchase location or who were unconscious or refused to respond.

In contrast, 2.3% - 5.0% of attendances that had consumed alcohol in preceding 12 hours reported buying
most of the alcohol from a hotel or pub type venue, 3.1% - 9.8% from a bar type venue, 3.1% - 4.2% from a
nightclub type venue, and 2.3% - 3.2% from a restaurant.

The scope of harm attributable to packaged liquor is similar to all other ED’s participating in the project.

2.1 TYPES OF ALCOHOL+ PRESENTATIONS

Primary diagnoses and ICD-10 (International Classification of Disease) codes were reviewed for all
presentations that reported alcohol consumption in the 12 hours prior to attendance. The most common
presentation types are presented below.

i Alcohal Intoxication/Withdsawal Absconded (left before treatment)
5 Ankle Injury/Sprain Suicidal Ideation
& ' Face or Forehead Lacerations Alcohol - Unspecified
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ok

10.

Chest Pain/Cardiovascular
Injury/Contusion — Multiple Regions

Laceration to Head/Scalp

Alcohol Dependence
Alcoholic Gastritis/ Abdominal Pain

Cardiovascular - Palpitations

General Seizure

Chest Pain

Injury due to Fall

Mental/Behavioral Disorder due to Alcohol
Assault — Non-domestic

Acute Stress /Anxiety

Unconsciousness/Collapse (Syncope)

Poisoning

The charts below describe the general trends for alcohol+ presentations according to age and gender of the
patients. Also reported are the proportion of Alcohol+ patients who reported that their typical consumption
level was above the NHMRC cut-off for recommended safe alcohol consumption (more than 2 standard drinks

per occasion)

Overall, males were more frequently Alcohol+ patients compared to female attendees, and this trend was
consistent across age brackets.

Amongst patient who were Alcohol+ at the time of attendance, male patients were also slightly more likely to
report being “risky” drinkers (above NHMRC guidelines).

The Canberra Hospital saw a greater proportion of Alcohol+ attendances overall, across the spread of age groups
and gender. However, a higher proportion of Alcohol+ attendances to Calvary were “risky” drinkers.
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2.2  DRUG RELATED ATTENDANCES

Calvary ED are the only participating site to ask ED attendants guestions about illicit drug use, and misuse of
pharmaceutical drugs.

In total, 1.1% of adult presentations attributed their presentation to the misuse of pharmaceutical drugs, and
an additional 1.1% to illicit substance use. Almost half (46.15%) of these presentations had also consumed
alcohol in the preceding 12 hrs.

Information on specific drug type was only available in a small handful of these cases (n=6), with two patients
reporting illicit opioid use, one reporting cannabis, one reporting a type of hallucinogen, and ene reporting
illicit amphetamines.

3.  CONTACT FOR FURTHER INFCRMATION

Nicola Ballenden, Executive Director Policy and Strategic Partnerships

Vienna Richards, Media Relations Coordinator

Australasian Coltege for Emergency Medicine (ACEM)
34 Jeffcott Street, West Melbourne VIC 3003, Australia
Telephone +61 3 9320 0444
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1. PURPOSE AND SCOPE OF REPORT

Last Drinks data is collected by the Driving Change Project, which is administered by Deakin University with
funding provided by the National Health and Medical Research Council (NHMRC; APP1113693), St Vincent’s
Hospital’s Australia and support provided by the Australasian College of Emergency Medicine.

At the time of reporting, Last Drinks data is collected in nine Emergency Departments throughout Australia:

St Vincent’s Hospitals in Fitzroy (Melbourne) and Darlinghurst (Sydney)
Monash Health Hospitals in Clayton, Casey and Dandenong (Melbourne)
Barwon Health in Geelong

e SouthWest Health Care in Warrnambool

Calvary Hospital and The Canberra Hospital in Canberra.

This is the official report and data summary from St Vincent’s Hospital in Fitzroy, Melbourne. The data used
for this summary is from ED attendances between 3/9/18 through 18/11/18.

2. INTERVENTION PARAMETERS

St Vincent’s Melbourne has nominated to perform interventions (i), (ii) and (iii):

i quarterly letters to top ranked licensed venues from ACEM outlining the occurrence of alcohol-
related ED presentations among individuals who had been drinking in their venue

ii. anonymised quarterly data sharing with local police (VPG) ranking the venues in a specific area

iii. public data releases distributed to media
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it Alcohol Intoxication

@) Alcohol Dependence

3. Collapse/Unconsciousness

4, Open Wound/Bite of Head (excluding Face)
5. Suicide Attempt/Ideation

6. Open Wound of Face

7. Alcohol Toxicity (poisoning)

8. Superficial Injury to Head

9. Fracture of Wrist/Hand

10. Open Wound of Hand

The charts below describe the general trends for alcohol+ presentations according to age and gender of the
patients. Also reported are the proportion of Alcohol+ patients who reported that their typical consumption
level was above the NHMRC cut-off for recommended safe alcohol consumption (more than 2 standard drinks
per occasion)

Overall, trends for alcohol+ presentations per age group were consistent with the previous quarter, for both
male and female attendees.

However, compared to the previous quarter, the proportion of “risky drinkers” consuming for than the NHMRC
cut-off dropped between 15-25% in each age group for both male and female attendees — with the exception of
females aged 75+ where the rate remained stable. This decrease may be a result of changing drinking behaviour
amongst the attendee population, or may be an artefact of an increase in some missing data during this quarter.
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