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MHSC Mental Health Standing Committee of the AHMAC Health Priorities Principal Committee 

MHISS Mental Health Information Strategy Sub–committee of the MHSC 

MHQ–14 The self–report measure being used in the private sector consisting of 14 items related 
to issues associated with mental and behavioural problems drawn from the SF–36. 

National Model The National Model for the Collection and Analysis of a Minimum Data Set with 
Outcome Measures for Private, Hospital–based Psychiatric Services 

Network Private Mental Health Consumer Carer Network (Australia)  

PMHA Private Mental Health Alliance 

PMHA–CDMS MC PMHA–CDMS Management Committee 

RANZCP The Royal Australian and New Zealand College of Psychiatrists  

SPGPPS Strategic Planning Group for Private Psychiatric Services  

SQPWG Safety and Quality Partnership Working Group of the MHSC 
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1. OPENING AND WELCOME 

The second meeting of the Private Mental Health Alliance (PMHA) Centralised Data 
Management Service (CDMS) Management Committee (PMHA–CDMS MC), (the 
Meeting) was held on Thursday, 5 July 2007 at the Headquarters of the Royal 
Australian and New Zealand College of Psychiatrists (RANZCP) at 309 La Trobe 
Street in Melbourne. 

The Chair, Dr Bill Pring, opened the Meeting at the 3:00 PM and welcomed the 
following representatives. 

1. Dr Bill Pring (Chair) Clinicians 
2. Mrs Ruth Carson Carer Representative  
3. Ms Moira Munro Hospitals 
4. Ms Deborah Stephenson Health Funds 
5. Ms Janne McMahon Consumers 
6. Mr Peter Callanan DoHA Private Health Services Branch 
7. Mr Allen Morris–Yates CDMS Director  
8. Phillip Taylor (Secretary) PMHA Director 

2. REPORT OF THE PREVIOUS MEETING 

The Meeting considered the draft Report of the Inaugural (1st) PMHA–CDMS MC 
meeting, held in Melbourne 19 April 2007.  

Resolved (unanimous) 

That the PMHA–CDMS MC adopts the Report of the Inaugural PMHA–CDMS 
Management Committee Meeting, held on 19 April 2007 in Melbourne, as a true 
and accurate record of proceedings. 

3. PROGRESS REPORT ON ACTIONS ARISING 

The meeting then noted and updated the Table of Progress set out below. 

AGENDA ITEMS 4TH AND FINAL SPGPPS–CDMS MC MEETING RESPONSIBILITY STATUS 

 Report on the 4th SPGPPS–CDMS MC Meeting   
 Draft and circulate report of 3rd CDMS–MC Meeting for comment SPGPPS Secretariat Done 
 Revise Report based on comments received and prepare final PMHA Director Done 
 Agenda Item 1st PMHA–CDMS MC Meeting PMHA Director Done 

4.1.1 Changes to the HCP   
 Draft paper outlining the two reporting options for Hospital Casemix Protocol (HCP) Mr Morris–Yates Done 
 Agenda Item 1st PMHA– CDMS MC Meeting PMHA Director Done 

4.1.2 Copyright Issues with Respect to Standardised Measures   
 Circulate the details of copyright issues on Mini Mental Status Survey to CDMS–MC Ms Saw Done 
 Agenda Item 1st PMHA–CDMS MC Meeting PMHA Director Done 
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The Secretary reported that, in accordance with 4.1.1 in the table above, the previous 
advice developed by the CDMS Director, Mr Allen Morris–Yates titled, Continuing 
problems with the identification of Outreach Care visits in the administrative systems 
and statistical data collections of private Hospitals with psychiatric beds, had been 
forwarded to Ms Moira Munro.    Mr Morris–Yates indicated he would provide an update 
to that advice for Ms Munro and the APHA Psychiatric Sub–committee after further 
discussion of this issue under Agenda Item 4 below. 

4. HOSPITALS CASEMIX PROTOCOL (HCP) 

Mr Morris–Yates reported that it has now been twelve months since the document 
mentioned above was provided to the APHA, and to Hospitals.  A few Hospitals raised 
serious concerns over what that document suggested was required by the Australian 
Government in relation to the coding requirements for the changes to the HCP.  Mr 
Morris–Yates explained that he was reluctant to re–issue the document and had chosen 
instead to wait until Hospitals had a chance to fully implement the changes to the HCP.  
At the beginning of the 2007 Financial Year, Hospitals were experiencing substantial 
difficulties with the new requirements for the HCP.  At least two software vendors had 
substantive difficulties understanding the new requirements.   

Mr Morris–Yates then provided a presentation of his recent detailed analysis of the 
HCP data submitted to the CDMS for the first three months of 2007, to ascertain 
whether the occasions of outreach care can be determined.  It was clear from the data 
presented that Hospitals are currently not complying with the Australian Government’s 
expressed requirements for the coding of outreach care.   Some are being recording as 
Same Day, some as Overnight for Same Day, and others are being recorded as 
Overnight Inpatient. This may be due to what Payers are requiring Hospitals to do.  Ms 

AGENDA ITEMS 4TH AND FINAL SPGPPS–CDMS MC MEETING RESPONSIBILITY STATUS 

4.2 CDMS Standard Quarterly Reports   

 Inform Hospital CEOs CDMS is now located in Adelaide Mr Morris–Yates/Ms 
Munro Done 

 Inform Hospitals of due dates for data submission Mr Morris–Yates Done 
 Agenda Item 1st PMHA–CDMS MC Meeting PMHA Director Done 

5 Schedule for the Provision of Services by the CDMS and Work Plan 2007–
2008   

 Agenda Item 1st PMHA–CDMS MC Meeting PMHA Director Done 

7 CPoC Project Update   
 Refer the issue of ascertaining the carer to SPGPPS  Chair Done 
 Agenda Item 1st PMHA–CDMS MC Meeting PMHA Director Done 

8.1 AHMAC NMHWG Information Strategy Committee (ISC) Report   
 Agenda Item 1st PMHA–CDMS MC Meeting Ms Munro Done 

8.2 AHMAC NMHWG Safety and Quality Partnership (SQP) Report   
 Agenda Item 1st PMHA–CDMS–MC Meeting Dr Pring Done 

10 Meetings 2007   

 Organise 1st PMHA–CDMS MC for Thursday,12 April 2007@ RANZCP in 
Melbourne PMHA Director Done 

 Circulate Agenda and Papers PMHA Director Done 
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Stephenson indicated that she would follow this up with the AHIA Mental Health 
Committee.   

Mr Peter Callanan then explained that, under the new Broader Health Cover legislation, 
Hospitals will be able to offer, from 1 July 2008, outreach programs as part of Hospital 
Treatment without a requirement for Australia Government approval of such programs.  
Those Hospitals that choose to offer outreach programs will still be required to record 
outreach care in the HCP data.  The HCP data will then be the only way to determine 
which Hospitals are providing outreach care.  Mr Callanan explained further that, 
technically, some programs of outreach care could become Hospital Substitute 
Programs, or even Chronic Disease Management Programs.  Mr Callanan reported that 
the Australian Government is beginning to work on how these issues will be reconciled 
and a paper is being prepared for the Australian Government Health Data Standards 
Committee.  At this stage, the Australian Government is unable to determine whether 
the HCP will be able to be used accurately by Health Insurers, until after the legislative 
changes come into effect in 2008.  Mr Morris–Yates explained that this may require an 
agreed CDMS minimum data set to be defined for non–overnight care, which is 
consistent with the National Minimum Data Set.    Mr Callanan explained that Hospital 
Treatment will attract a minimum benefit, a Second Tier benefit, and require a 
contracting arrangement to be in place.  All outpatient services, which previously were 
not considered to be part Admitted, Overnight, or Day Only services will now be 
considered part of Hospital Treatment.  The only exclusions to the new Hospital 
Treatment arrangements are: 

 well newborn babies, which are not counted as patients of the hospital; 

 Chronic Disease Management Programs, which are covered under General 
Treatment; and  

 Emergency Department attendances.   

All the rest are considered Hospital Treatment, which includes outpatient, both medical 
and non–medical.  

There are a range of implications related to the overlap this will cause between Hospital 
Tables and Ancillary Tables.  General Treatment will include the traditional Ancillary 
Table, which Health Insurers will still offer.  In the Chronic Disease Management 
Programs, medical practitioner provision of services will be covered by Medicare and 
other parts will not be eligible for Medicare.  Finally, there will be Hospital Substitute 
Programs, which will constitute those services that are performed by someone in the 
community rather than the Hospital.  It is not compulsory for Health Insurers to offer 
any of these Programs.  If however, Health Insurers wish to offer a Hospital Substitute 
Program, they must offer a Hospital Table for Hospital Treatment.  They do not have 
to offer Chronic Disease Management Program, and Health Insurers have a choice as 
to what they can offer under the Ancillary Table, provided Community Rating is not 
breached. 

Mr Callanan indicated that in terms of the Hospital Substitute the reporting 
arrangements will be determined between the Health Insurer and the Provider, with 
some requirements that will have to be met for PHIAC.    The Hospital Substitute is 
complex and may affect State–based legislation.  All Hospital Treatment will fall under 
the ambit of the HCP.  The Australian Government has incorporated the HCP changes 
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that took effect on 1 April 2007 into the new arrangements and the Health Fund 
Business Rules.  There is no basic change to the HCP at present, however, what will be 
required from 1 July 2007 is yet to be determined.   

After detailed discussion, it was agreed it would be premature for the PMHA–CDMS to 
undertake any further work on the HCP until the effect of the changes are better 
understood.  In the interim, Mr Morris–Yates will further investigate the reasons behind 
the variation in how Hospitals are recording HCP.  Ms Stephenson undertook to brief 
the AHIA representative on the Australian Government Health Data Standards 
Committee, Mr Wayne Adams, on the HCP issues.  Ms Munro undertook to brief the 
APHA representative, Mr George Neal. 

Resolved (Unanimous) 

That the PMHA–CDMS MC requests Mr Morris–Yates to further investigate the 
reasoning used by Hospitals for the variation in how HCP data is being recorded 
on outreach care.  

Action: Mr Morris–Yates 

That the PMHA–CDMS MC requests that Ms Deborah Stephenson brief the 
Australian Health Insurance Association representative on the Australian 
Government Health Data Standards Committee, Mr Wayne Adams, on the HCP 
issues, and that Ms Moira Munro brief the Australian Private Hospitals 
Association representative, Mr George Neal. Mr Morris–Yates is asked to assist 
with these briefings, as required. 

Action: Ms Stephenson/Ms Munro 

That the PMHA–CDMS MC recommends that the advice developed by the CDMS 
Director, Mr Allen Morris–Yates titled, Continuing problems with the identification 
of Outreach Care visits in the administrative systems and statistical data 
collections of private Hospitals with psychiatric beds, be circulated as a reminder 
to Hospitals as to how HCP data should be collected. 

Action: Mr Morris–Yates/Ms Moira Munro 

5. CDMS STANDARD QUARTERLY REPORTS (SQRS) 

Mr Morris–Yates advised that the Standard Quarterly Reports (SQRs) for the Second 
Quarter of 2007 were circulated to Hospitals and Health Funds within the 13 week 
interval.  The ten week submission deadline is being enforced.  Hospitals who fail to 
submit data within eight weeks are being emailed in the beginning of the ninth week to 
ascertain how they are going and to request that they contact the CDMS if they 
anticipate or have any problems. Six Hospitals are missing from the 2007 Second 
Quarter SQRs.  Mr Morris–Yates explained the legitimate difficulties experienced by 
each of these Hospitals that resulted in their exclusion. 

5.1 CDMS XML Files 

Ms Munro provided a presentation on the graphical and tabular reports the Perth Clinic 
is producing internally using the CDMS XML Files, which are now being routinely 
provided to Hospitals and Health Insurers by the CDMS.  Ms Munro explained that, 
previously, generating such reports from SQRs was an incredibly time consuming task.  
The provision of the XML Files enables the same graphs and tables to be produced in 
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minutes, after they are exported into the Statistical Package for the Social Sciences 
(SPSS).  Preliminary Graphs show the Mental Health Diagnostic Groups (MHDG) for 
the Perth Clinic in current quarter, the Perth Clinic for the current 12 months and 
against all Hospitals in current 12 months.   

This data is then broken down further across multiple epochs.  Some of the other graphs 
that are easily produced include diagnoses across time for the Perth Clinic versus all 
Hospitals, and trend analysis across time.   The XML Files avoid transcription errors 
and can be easily added to the Perth Clinic’s other data and aggregated very quickly.  
Control Charts can now also be easily produced, which can quickly show whether 
variations are statistically significant.  

Mr Morris–Yates accepted an invitation to again meet with Health Insurers in Adelaide 
on Tuesday, 7 August to discuss the XML Files.  

6. SCHEDULE OF PROVISION OF SERVICES BY THE CDMS AND WORK 
PLAN 2007–2008 

Mr Morris–Yates updated the meeting on progress with the provision of CDMS 
services and provided a detailed explanation together with a statistical breakdown of 
how the CDMS Director time is allocated, now that the CDMS is located in Adelaide. 

17% Administrative Tasks 

11% Computer and Network Maintenance  

18% Preparation of SQRs 

8% Document Development 

28% Software Development 

6% Travel 

5% Advice and Technical Support 

The Meeting noted that the PMHA would initiate its review of the CDMS Reports and 
Services at its 6 July 2007 meeting by way of a presentation from Mr Morris–Yates.  
Mr Morris–Yates reported that the rebuilding of the CDMS Data Warehouse had 
commenced, which will enable a stable and secure platform for the re–development of 
the CDMS Reports and Services.   

7.  CONSUMER PERCEPTIONS OF CARE (CPoC) PILOT STUDY 

Mr Morris–Yates reported that there has been no further progress with the completion 
of the pilot study of NRI/MHSIP Inpatient Consumer Survey (CPoC Pilot Study). 
Currently, the following reports are under preparation. 

1. A draft aggregate report for private hospitals for consideration by the APHA 
Psychiatry Sub–committee that will contain feedback from their participating 
private sector consumers.  Release of this report to the public domain will be at the 
discretion of the APHA. 

2. A draft aggregate report for Queensland Health that will contain feedback from 
their participating public sector consumers  Release of this report to the public 
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domain will be at the discretion of the APHA 

3. A confidential report for the Australian Government that will contain the feedback 
from both participating private and public sector consumers.  Release of this report 
to the public domain will be at the discretion of the Australian Government. 
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8. MENTAL HEALTH INFORMATION STRATEGYS SUB–COMMITTEE 

(MHISS) 

The Secretary reported that the last MHISS meeting held on 12/13 April 2007 had 
been fully reported on in both the Draft Reports of the Inaugural CDMS–MC Meeting 
and the Inaugural PMHA Meeting.   

The private sector representative on the MHISS, Ms Moira Munro, reported that the 
next MHISS meeting would be held in Hobart on 30/31 August 2007.  A major issue 
for the private sector remains the National Mental Health Intervention Codes.  At its 
April meeting, MHISS agreed that only one of these codes will be implemented and 
included in the 2008 publication of the Australian Classification of Health 
Interventions.  The other codes will be taken back for further review as they have 
proven to be unworkable at trial.  Currently they are unable to reflect clearly what 
actually happens in practice.   

Ms Munro will request that the MHISS minutes be routinely provided to the PMHA 
Director. 

9. SAFETY AND QUALITY PARTNERSHIP WORKING GROUP (SQPWG) 

The Meeting noted a copy of the draft minutes of the meeting of the SQPWG held on 
Friday, 30 March 2007 in Melbourne, together with a copy of the agenda for the next 
meeting to be held on Friday, 20 July in Brisbane.  It was noted that the March 2007 
SQPWG meeting had also been fully reported on in both the Draft Reports of the 
Inaugural CDMS–MC Meeting and the Inaugural PMHA Meeting.  The private sector 
representative to the SQPWG, Dr Bill Pring, reported on following in relation to the 
next SQPWG. 

Reducing Adverse Medication Events  The Reducing Adverse Medication Events 
Working Group held its first meeting on 24 April 2007.  The Working Group is using 
existing national medication adverse event reporting mechanisms and strategies in an 
effort to improve the situation specifically in the mental health area.  An early draft 
report will be considered at the next meeting of the Working Group, which Dr Pring 
will circulate to PMHA. Ms Munro reported that the APHA Board had a presentation 
from the Australian Commission on Quality and Safety in Health Care (ACQSHC) on 
its four key objectives, one of which was medication errors.  Ms Munro reiterated the 
need for the PMHA to invite the Chairman of the ACQSHC, Mr Bill Beerworth, to 
meet with the PMHA. 

Safe Transportation Subgroup  This group is developing Safe Transport Principles, 
which are now with jurisdictions for broader consultation at the local level.  Feedback 
from this process will be incorporated and reconsidered by the SQPWG 20 July 
Meeting.  The Meeting noted that timeliness of transfer has been incorporated as 
Principle 5.  Ms McMahon was very supportive of the draft Principles.  

Seclusion and Restraint  Dr Pring discussed the SQPWG approach to reduce the use 
of seclusion and restraint, particularly in relation to its use in Emergency 
Departments.  In response to a question, Ms Munro indicated that private hospitals do 
not use seclusion.  Mental Health Acts are different in each jurisdiction in relation to 
the use of restraint and how long someone can be physically restrained.  In general, 
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physical restraint policies of private hospitals will require the least restraint possible. 
Physical restraint is only ever used when a patient is at risk of hurting themselves or 
someone else, and staff are trained in the best methods to restrain without injury.  In 
private Hospitals, this practice is usually only required when a patient is being 
restrained, on detention, prior to transfer to a closed ward in the public sector.   

Ms McMahon expressed concerns for consumers entering an Emergency 
Departments, where seclusion and restraint is becoming an increasing practice.   Ms 
Munro indicated that the practice is also tending to be institutionalised. In Western 
Australia, for example, there is a proposition that as part of the current review of the 
Mental Health Act, the six hour limit for seclusion be extended indefinitely because of 
the difficulties being experienced in Emergency Departments and with accessing 
secure beds.   Dr Pring indicated that there is a strong move to reduce seclusion and 
restraint.  Mrs Carson indicated resources were an issue and a brief discussion of the 
problems involved followed. 

10. PRIVATE MENTAL HEALTH CONSUMER CARER NETWORK 
(AUSTRALIA) (THE NETWORK) REQUEST FOR ADVICE 

Ms Janne McMahon, as Chair of the Network, sought the advice of the Meeting on 
the Networks proposals for progressing the following strategic directions. 

 Improve the utilisation of the HoNOS and MHQ–14 by consumers and carers. 

 Explore ways in which information can be used to allow consumers to track their 
progress over a period of time in the private hospital–based settings and to 
influence most appropriate care.  

The Meeting discussed these concepts at length and Ms McMahon suggested that the 
Network might consider the feasibility of developing a project that would involve a 
small group of office–based psychiatrists in a pilot study of the use of the clinician 
rated (HoNOS) and the consumer rated (MHQ–14) outcome measures in care plans 
for their patients.    

The Project would have to assess both the value of the use of the measures for 
psychiatrists in office–based practice, and whether the discussion with their patients 
of the results obtained was valuable for the consumers involved.    

The Project could be jointly led by the Network (on behalf of consumers and carers) 
and Dr Bill Pring on behalf of psychiatrists, with the involvement of RANZCP, 
Hospitals, Health Insurers, and the CDMS.   

It was thought that such a Project had the potential to increase the relevance of the 
current outcome measures for consumers and for psychiatrists, as well further 
developing what can be delivered from the CDMS.  Dr Pring agreed to ascertain if the 
RANZCP would be interested in participating in such a Project. 

Resolved (unanimous) 

That the PMHA–CDMS MC advises the Private Sector Mental Health Consumer 
Carer Network (Australia) that to progress the use of the clinician rated 
(HoNOS) and the consumer rated (MHQ–14) outcome measures by consumers 
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and carers, the Network might wish to explore the feasibility of developing a 
project involving a small group of office–based psychiatrists in a pilot study of 
the use of these measures in care plans for their patients.  The pilot study 
should seek to assess the value of the use of the measures for psychiatrists in 
office–based practice, and whether the discussion with their patients of the 
results obtained from the measures was valuable for the consumers involved in 
the study. The Network should ensure that the Royal  Australian and New 
Zealand College of Psychiatrists, private hospitals, private health insurance 
funds and the Private Mental Health Alliance Centralised Data Management 
Service are involved in the Project.  

Action: Ms Janne McMahon/Dr Bill Pring 

11. NEXT MEETING 

It was noted that the Third PMHA–CDMS MC Meeting will be held on Thursday, 25 
October 2007 at RANZCP Headquarters, 309 La Trobe Street Melbourne.   

There being no further business, the meeting closed at 6:00 PM. 

 

 

Dr Bill Pring Mr Phillip Taylor 
Chair Secretary 


