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The Thirty—Eighth (38"™) SPGPPS Meeting (or “the Meeting”) was held on Friday, 26 November
2004 at AMA House in Canberra, Australian Capital Territory.

1. PROCEDURAL MATTERS

1.1  OPENING AND WELCOME

Dr Yvonne White opened the meeting at 9:00 AM. The following representatives were in
attendance.

The Royal Australian and New Zealand College of Psychiatrists (RANZCP)

1. DrYvonne White SPGPPS Chair
2. DrJo Lammersma
3. Mr Chris Keegan Proxy for Ms Sharon Brownie (Observer)

Australian Medical Association (AMA)
4.  Dr Martin Nothling

5.  DrBill Pring (Observer)
Australian Government (AG) Department of Health and Ageing (DoHA)
6. Ms Suzy Saw Health Priorities and Suicide Prevention Branch

AG Department of Veterans’ Affairs (DVA)
7. Mr David Morton

Consumer Representative
8. Ms Janne McMahon Chair, National Network

Carer Representative
9. Ms Ruth Carson

Private Hospitals with Psychiatric Beds (Hospitals)
10. Ms Moira Munro SPGPPS Deputy Chair
11.  Ms Sue Williams

Private Health Insurers (Health Funds)
12.  Mrs Judy Hardy

SPGPPS Secretariat

13.  Mr Phillip Taylor SPGPPS Executive Officer

14.  Mr Allen Morris-Yates SPGPPS Principal Information Officer
15.  Ms Bronwen van der Wal SPGPPS Administrative Officer

Apologies

1.  Ms Sharon Brownie  Royal Australian and New Zealand College of Psychiatrists
2. Mr Peter Callanan DoHA, Private Health Insurance Branch

3. Dr Brian Kable Royal Australian College of General Practitioners

4.  Mr Brian Osborne Health Funds

Invited Guests
1.  MsCarole Turnbull CEO Ramsay Healthcare SA
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1.2.  REPORT OF THE 37" SPGPPS MEETING

The meeting approved the draft report of the 37" SPGPPS Meeting held on 10 September 2004 in
Perth, Western Australia.

RESOLVED (Hardy/Munro)

That the Strategic Planning Group For Private Psychiatric Services (SPGPPS)
approves the Report of the 37" SPGPPS Meeting, held on 10 September 2004 in
Perth, as a true and accurate record of proceedings, and directs that the Report
be made available on the SPGPPS website.

1.3. PROGRESS REPORT ON ACTIONS ARISING FROM THE 37" SPGPPS MEETING

The SPGPPS noted and updated the following Progress Report on Actions Arising from the 37"
SPGPPS Meeting and discussed any out—of—session decisions.

AGENDA ITEMS ACTION OFFICER (S) STATUS
Report on the 37" SPGPPS Meeting
> | Draftand circulate report of 37t Meeting for comment Secretariat Done
» | Revise Report based on comments received and prepare final Secretariat Done
» | Agenda Item 38" SPGPPS Meeting Secretariat Done
2 | Report on the 36t SPGPPS Meeting
» | Post Report on the SPGPPS website Secretariat Done
2.1 | SPGPPS Finance Committee (FC)
» | Organise 3¢ Quarter FC Meeting Dr Nothling/Secretariat Done
> | Agenda Item 38" SPGPPS Meeting Secretariat Done
2.2 | SPGPPS Operating Guidelines
> | Issue 21days written notice of the intention to publish the revised Guidelines Secretariat Done
» | After 21 days written notice, publish Gyidelines on SPGPPS website Secretariat Done
3.1 | Innovative Models Working Group (IMWG) Report
> | Organise IMWG Meeting Mr Taylor/Secretariat Done
> | Agenda Item 38" SPGPPS Meeting Secretariat Done
3.1.2 | Review of IMWG Terms of Reference (TOR)
» | Hospitals to prepare presentation for 38" SPGPPS Meeting Ms Munro/Ms Williams Done
> | DVAto prepare presentation for 38" SPGPPS Meeting Mr David Morton Done
> | Hospital and DVA presentations to Secretariat by Friday,12 November 2004 Secretariat Done
3.2.1 | Psychiatric Admissions to Non-Psychiatric Private Hospitals
> | Discussion deferred to 38" SPGPPS Meeting ISWG Pending
3.3 | Substance Abuse and Dependency Working Group Report
» | Data gathering SDWG Done
» | Agenda Item 38" SPGPPS Meeting Secretariat Done
4.1 | Name Change for SPGPPS
> | Prepare new version of the SPGPPS logo for 38" SPGPPS Meeting Secretariat Done
» | Agenda ltem 38" SPGPPS Meeting Done
4.2 | Access to Psychiatric Beds
» | SPGPPS Chair to progress with AHMAC NMHWG Dr White/Secretariat Done
» | Agenda Item 38" SPGPPS Meeting Secretariat Done
5.4 | Psychiatrist's Report
» | Health Funds basis for Medical Report Requests Mr Brian Osborne Pending
» | Consumer/carer/Health Fund/Hospital Reps Ito be included on on RANZCP post-natal WG Dr Jo Lammersma Done
» | Follow-up with Funds limiting ECT to 12 treatments per year Mr Brian Osborne Pending
6 | NextMeeting
> | Organise 38" SPGPPS Meeting AMA House Canberra Secretariat Done
» | Organise 5" SPGPPS | SWG Meeting AMA House Canberra Secretariat Done
> Organise SPGPPS Christmas Dinner Secretariat Done
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Dr White reported that the AHMAC National Mental Health Working Group (NMHWG)
National Disasters and Terrorism Working Group, chaired by Professor Beverley Raphael, will
meet for the first time in Sydney on 20 December 2004 and that she had been invited to join that
working group.

Dr Lammersma reported that the formation of a RANZCP post-natal working group had been
approved by the RANZCP General Council. Mr Harry Lovelock is in charge of bringing the
group together and further progress is not expected until the New Year.

2. FINANCIAL AND OPERATIONAL MATTERS
2.1 SPGPPS FINANCE COMMITTEE REPORT

The Chair reported that the fourth (4™) meeting of the Finance Committee was held on
Wednesday, 17 November 2004 via teleconference at 6:00 PM. SPGPPS noted the tabled copy
of the draft report of that meeting. The Chair of the Finance Committee, Dr Martin Nothling,
spoke to the report.

Dr Nothling reported that the Committee is satisfied that the pattern of spending appears to be on
target to the end of the third quarter of 2004. No problems appear to be emerging. Dr Nothling
advised that the 4" Quarter 2004 Meeting of the Finance Committee would not be held until
early March 2005. This is because the AMA would not be able to provide a final Statement of
Income and Expenditure for 2004 until after the end of the AMA Financial Year on 31
December 2004. Dr Nothling explained that expenditure in December 2004 could not be
accurately calculated until February 2005, after all records of expenditure for December 2004
were received and the AMA Audit of accounts had been completed. The Finance Committee
would then be in a position to advise the 39™ SPGPPS Meeting of the funding that would be
available for SPGPPS, CDMS and National Network activity in 2005, and any adjustments to the
2005 budgets that may be necessary.

RESOLVED

That the Strategic Planning Group For Private Psychiatric Services (SPGPPS) notes the
draft Report of the Third SPGPPS Finance Committee Meeting, held on 17 November
2004 via teleconference.

2.2 SPGPPS MEETING DATES 2005

Mr Phillip Taylor referred the meeting to the tabled Planner for 2005. The Planner contained
proposed dates for meetings of the SPGPPS and sub-groups thereof, together with relevant
meeting dates for other organisation’s, which SPGPPS representatives would be attending. The
Meeting agreed that the Executive Officer’s Teleconferences should only take place if there are
issues requiring resolution by a substantial number of SPGPPS stakeholders. The SPGPPS
directed that Mr Taylor inform the SPGPPS of the necessity for a meeting via teleconference
between meetings of the SPGPPS as required. In the interim, the proposed dates for the
Executive Officer’s Teleconference would remain on the SPGPPS Planner for 2005.

RESOLVED
1. That the SPGPPS adopts the following schedule of SPGPPS meetings dates for
2005.
39" SPGPPS Meeting | 40" SPGPPS Meeting | 4™ SPGPPS Forum 41% SPGPPS Meeting 42" SPGPPS Meeting
9:00 AM to 4:00 PM 9:00 AM to 4:00 PM 9:00 AM to 4:00 PM 9:00 AM to 4:00 PM 9:00 AM to 4:00 PM
Friday, 18 March 2005 | Friday, 24 June 2005 | Monday, 8 August 2005 | Friday, 7 October 2005 Friday, 2 December 2004
Adelaide Hilton Hotel | The New Farm Clinic Airport Hilton Hotel RANZCP AMA House
Suite 3 Level 1 22 Sargent Street Arrival Drive 319 La Trobe Street 3" Floor Conference Rooms
233 Victoria Parade New Farm Melbourne Melbourne 42 Macquarie Street, Barton
Adelaide Queensland Victoria Victoria Auwustralian Capital Territory
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2. The SPGPPS notes that the SPGPPS Information Strategy Working Group will
be held on the Thursday preceding the SPGPPS Meeting and in the same
location. The SPGPPS Innovative Models Working Group has scheduled a face—
to—face meeting for Monday, 7 February 2005 in Canberra

3. That the SPGPPS directs its Executive Officer, Mr Phillip Taylor, to inform
the SPGPPS when a meeting of the SPGPPS Executive Officers via
teleconference is necessary.

3. WORKING GROUP REPORTS

3.1  SPGPPS INNOVATIVE MODELS WORKING GROUP (IMWG)

The Chair then asked the Meeting to consider the self—explanatory draft report of the 10" IMWG
Meeting, which had been circulated with the agenda and papers for this meeting and invited the
Chair of the IMWG, Mr Phillip Taylor to speak to the report.

Mr Taylor reported that the 10" IMWG Meeting was held on Wednesday, 10 November 2004 via
teleconference. Mr Taylor advised that the presentations of stakeholder perspectives on innovative
models of service would be collated and considered at the next meeting of the IMWG scheduled for
Monday 7 February 2005 at AMA House in Canberra.

The Meeting noted that the suggestion of the IMWG Mr Peter Callanan had arranged for Mr
Steven Hann form the DoHA Acute and Coordinated Care Branch Health Services Division to
attend the last meeting of the ISWG held on 25 November 2004. Mr Hann was advising ISWG on
how best to the CDMS might capture “Outreach care” visits as occasions of service delivery that
are consistent with the National Minimum Data Set for non—admitted patient care.

RESOLVED

That the Strategic Planning Group For Private Psychiatric Services (SPGPPS)
notes the draft report of the 10" SPGPPS Innovative Models Working Group
(IMWG) Meeting held on 10 November 2004.

3.1.1 Hospital’s Perspectives on Innovative Models of Care

The SPGPPS Chair then invited Ms Sue Williams and Ms Carole Turnbull to address the meeting
on Hospital’s perspectives on innovative models of service delivery. Ms Williams gave a broad
overview of the Hospital’s perspective as set out below.

Utilisation

Ms Williams reported that a number of issues had impacted on an increased use of private
psychiatric facilities. Life—time Health Cover was introduced in July 2000 and its impact began
to be felt by July 2001, with private health insurance rates rising from 30% to 40%, an increase
in revenue for Health Funds of 40%. A number of Health Funds predicted that psychiatric bed
days would increase by 60% and the number of episodes of care would increase by 47% after the
introduction of Life-time Health Cover. Other factors have contributed to increased utilisation
including a reduction in stigmatisation and problems with access to psychiatric beds in the public
sector encouraging consumers to take up private health insurance. Consumer choice is also a
factor. Lastly, utilisation of private psychiatric hospitals is ultimately the decision of the
clinician and not under the control of the facility.
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Ms Williams then presented the following key indicators of utilisation rates in private psychiatric
facilities.

Overnight Separations Private Psychiatric Hospitals
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The number of separations decreased by 4.5% over the four—year period studied, whereas the
number of bed days increased by 9%, considerably less than the increase predicted by Health
Funds.
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Severity of lliness

Ms Williams advised that the length of stay figures over the four—year period should be
considered in conjunction with the severity of illness.

HoNOS MHQ-14
2002 q 1 11.6 33
2002 q 2 115 31
2002 q 3 11.4 31
2002 q 4 11.3 31

Same Day Private Psychiatric Hospitals
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Source AIHW

The most substantial increase in service utilisation has been in the area of ambulatory care, with
an overall increase of 24% in the last four years in same—day services. Ms Williams reported
that this has been driven by a number of factors including encouragement by Health Funds to
substitute day programs for in—patient care, preference of consumers to be cared for in the
community and the preferences of psychiatrists wishing their patients to have access to day
programs.

Ms Williams reported that in terms of day programs being an add—on to in—patient care, analysis
of the 9 Healthscope hospital’s data indicated that only 40% of in—patients are on-referred to day
programs.

Approved Outreach Services

Ms Williams reported that the facilities referred to in the table below are ‘stand alone’ facilities.
Co-located psychiatric units are usually too small to make outreach services economically
viable.

State No. Facilities No. Outreach %

Victoria 7 7 100

New South Wales 9 1 11
South Australia 3 2 67
Queensland 12 4 33
Tasmania 2 0 0
Western Australia 2 0 0

Feedback from Hospitals indicates that the obstacles to uptake of approved outreach services are
as follows.

e Health fund approval
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e No Health Fund has approved outreach services in WA

e Queensland approved services have agreements with a limited number of Health Funds
e The default rate is not a viable option

e Economies of scale are difficult to achieve

e Access to suitably trained staff is difficult particularly in rural and remote areas.

e Philosophical differences of some clinicians who prefer to have their patients treated as
either in—patients or day patients.

Cost of Care

AR-DRG |PSYCHIATRY AVG PUBLIC COST |AVG PRIVATE COST
u40z Mental Health Treatment, Sameday, W ECT 526 273
u60z Mental Health Treatment, Sameday, W/O ECT 479 165
UB1A Schizophrenia Disorders W Mental Health Legal Status 14626 12067
U61B Schizophrenia Disorders W/O Mental Health Legal Status 6340 5885
U62A Paranoia & Acute Psych Disorder W Cat/Sev CC or W Mental Health Legal S 13036 7563
U62B Paranoia & Acute Psych Disorder W/O Cat/Sev CC W/O Mental Health Legal 4277 4871
UB3A Major Affective Disorders W Cat or Sev CC or (Age>69 W/O Cat or Sev CC) 11723 9470
U63B Major Affective Disorders Age<70 W/O Catastrophic or Severe CC 7133 5454
u64z Other Affective and Somatoform Disorders 3438 4416
u65Z Anxiety Disorders 2354 2355
U662 Eating and Obsessive-Compulsive Disorders 11721 6384
u67z Personality Disorders and Acute Reactions 2967 4501
U682 Childhood Mental Disorders 4365 1434

ALL Psychiatry 5193.6 1337.5

Ms Williams advised that the data on the cost of care should be treated with caution. The two
sectors are very different and valid comparisons are difficult to make. However, as a general
indication, the average cost of care in the public sector is significantly higher than in the private
sector.

FUNDING MODELS

Health Funds and hospital operators agree that the current system is not economically
sustainable. The larger Health Funds are finding it difficult to make a profit. Hospitals are not
given funding that keeps up with increases in wages, consumables and drugs. There is a lack of
incentives to substitute for inpatient care. Care needs to be linked to quality/outcomes and the
CDMS is currently monitoring outcome quality.

Hospitals and Health Funds disagree in several important areas. There is a perceived notion that
inpatient care is unnecessary, and that providers drive demand for it. Ambulatory care, for all of
its cost—effectiveness is not an add—on, or an absolute substitute for in—patient care, for which
there will always be a need. Hospitals and Health Funds agree that quality measures are
necessary but they need to be within a hospital operator’s control. Change cannot be
implemented unilaterally. Consumers and clinicians need to be part of the solution.

Models of Care
Ms Williams then outlined the models of care from the Hospital’s perspective.
CAPITATION MODEL

Hospitals view this model as a mechanism for capping outlays. The model certainly rewards
substitution but has only tested in a monopoly environment. Default would be an issue in other
states where the patient has the option of using other facilities. The model assumes operators
have control over the way doctors practise.
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This model would require indexation to handle unforeseen rises in costs. Ms Williams reported
that, if capitation models were introduced then there may be reductions in average in—patient length
of stay. Hospitals are concerned about the risk of discounting by Health Funds in future periods.
Hospitals are also concerned that this model does not address the issue of quality.

Pay for Performance (P4P’s)

This model is based on block funding based on previous outlays with Hospitals competing for
growth funding, which introduces an element of competition and rewards the best provider. It is
a legitimate way of distributing funds, encourages substitution, and addresses quality although
the Key Performance Indicators (KPIs) attached to the model need to be within the operators
control.

CASE PAYMENTS

This model involves case payment for an entire episode of care based on the Average Length of
stay (ALOS) in the program compared with clinical practice guidelines. The model rewards
substitution but has a number of drawbacks. It does not take the severity of illness into account,
ignores the inherent variations/subjectivity of diagnoses and does not address quality.

Per Diem

Ms Williams reported that the perspective of Hospitals on the per diem model is similar to that
presented by the psychiatrists. The model is not necessarily bad but can certainly be refined by
the development of specific programs to improve the treatment of outliers and recidivist patients.

Hospitals would also like to focus more on Disease/Program specific models of care such as
personality disorder programs, which have proven very successful at keeping patients out of
hospital, but are usually long term programs. Hospitals would like to establish drug and alcohol
services to more effectively treat patients with these problems. The problem may, however, be
overrated as CDMS data indicates that in this patient category, only 15% come back more than
twice a year. Those hospitals with outreach programs would like to extend these to include crisis
intervention. A number of facilities are interested in setting up youth mental health early
intervention services.

Ms Williams reported that a number of Hospitals in Queensland treat large numbers of
involuntary patients.

Private hospitals have an interest in public/private partnerships. The private sector has the capacity
to reduce the pressure on an overburdened public system. Dr White reported that she had raised
this issue at the last meeting of the AHMAC National Mental Health Working Group, particularly
in relation to privately insured patients being scheduled to public hospitals thereby adding further
pressure to the public system. Ms Moira Munro advised that some Health Funds would not fund
patients in a facility having both public and private patients, as this mixture did not represent good
value for their members. Ms Carole Turnbull commented that this system had been used in South
Australia but had since been stopped. Ms Turnbull voiced the opinion that the flow of public
patients to the private sector could have a detrimental effect on the private health industry over the
longer term if patients elected to gamble that their care could in part take place in a private facility
whether or not they had private health insurance.

Ms Williams concluded her presentation by reiterating the following points.

e The private mental health system is performing well.

e Utilisation patterns are multi—factorial.

e Mental illness should not be treated differently from other chronic relapsing disorders.

e There is agreement that the current model is not economically sustainable. Change needs to be
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incremental and cannot be done unilaterally.

e Clinicians are part of the solution and quality measures are necessary to differentiate
performance.

Prospective Payment Model

The Chair then invited Ms Carole Turnbull to present the Prospective Payment Model (PPM) from
the provider perspective. The meeting noted that Ramsay Health Care (South Australia) Mental
Health Services (Ramsay Health) has been involved with the PPM since 2000. The model has
allowed for substitution of services where clinically appropriate. Ramsay Health has had
Community Services since 1998, involving a range of day programs, and is seeking to extend the
use of its telepsychiatry facilities for pre—assessment, admission for rural and remote patients and
for follow-up for patients who go home early. Telephone counseling has become a large part of
Ramsay Health’s activities.

Ms Turnbull reported that there are three Ramsay Health sites in South Australia, the Adelaide
Clinic at Gilberton, Fullarton Private Hospital at Fullarton and Kahlyn Day Centre at Magill.
These are all urban locations.

Advantages of the New Model
Ms Turnbull outlined the advantages of this model.
e A prospective payment system
e Payment provision of a full range of psychiatric services
e Simplified administration
e Increased choice of services for consumers

e Greater options for clinicians. Psychiatrists have the option to admit a patient to a day
program or community service first. They are not required to admit the patient for an
assessment.

e Shift of focus to emphasis on quality, outcomes and benefits to members.

e Involvement of consumers and carers in a quality monitoring committee. The PPM
model enhances consumer and carer involvement.

Utilisation

SA Psych Inpatient days Vs Outpatient Days
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SA Psych - Inpatient Days
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As the two graphs above show, overall there has been a trend downwards in in—patient days since

2001.

SA Psych Inpatient ALOS Jul'O2 - Oct'04

‘ — Inpatient ALOS —— Linear (Inpatient ALOS) ‘

J \

/\

I/\\l/\\ ./\A /\
N y

Y,

A\

n— ]

R

EEEERERE

There has not been a huge change in average length of stay (ALOS).

Regardless of the

intervention, the ALOS hovers at 14 days. On the graph above, the dip in May 2004 was the
result of the trial of an assessment and intensive short stay treatment service of around 4 to 7
days. While the program was effective, it was also extremely expensive and the ALOS remained

at 7 days.

Increased Day Patient activity

Kahlyn Day Patients - Jul'O3 to Oct "O4
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Ms Turnbull reported that Kahlyn Day Centre was a small 40 bed Hospital with drug and alcohol
patients and a few general psychiatric patients until October 2003, when Ramsay Health decided to
convert the facility to a day—patient service exclusively. The increase in day—patient care has taken
up the decrease in in—patient care.

Community Nursing

Community Nursing visits have also increased as shown by the graph below.

SA Psych Conrmunity Nursing Msits Jul'O1 - Oct' 04

‘ — Total —— Linear (Total) ‘

Clinical Focus

Ms Turnbull indicated that the treatment options at Ramsay Health are wider now, but remain
clinically focused. Triage and assessment are more intensive. The treating psychiatrist can choose
an admission and assessment, admission directly into a day program or a community visit.

There has been an increased use of multi—disciplinary teams. With the appropriate use of social
workers, occupational therapists, physiotherapists, psychologists etc, it has been possible to devise
programs suited to the individual patient. Ms Turnbull reported that the increased use of multi—
disciplinary teams is likely to continue.

New Programs
Drug and Alcohol

Upon the closure of Kahlyn, as an in—patient facility, the drug and alcohol program moved to the
Adelaide Clinic enabling a separation of programs with the detoxification component conducted at
one facility, and the CBT component (New Ways) conducted through an out—patient program at
another.

DBT

Ms Turnbull reported that the DBT program for personality disorders, based on the Marsha
Linehan Model, is currently being trialled. Ramsay Health is awaiting the outcome analysis for its
first year of operation. It is hoped that admissions for this group would significantly decrease if not
cease altogether by patients attending this program once a week for 40 weeks.

Substitute Services
Telepsychiatry

Ms Turnbull reported that one of the issues for Ramsay Health concerning expansion of the use of
telepsychiatry is that though clinicians are paid for conducting it, Hospitals are not. At the moment
the facilities are mostly used for rural and remote areas such as Darwin and Broken Hill, but links
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can be made with any practice, which has the facilities.
Community Assessments

Ramsay Health SA would like to do more pre and post admission community assessments, but this
is a staffing issue and an added cost.

Day Programs
The individualised, flexible delivery of day programs is expected to be a growth area.
Quality Measures

Ms Turnbull indicated that Ramsay Health has a number of quality measures in place to monitor
the prospective payment model including the following.

e Consumer Carer Advisory Committee

e External Evaluation — 2002 Patient surveys
¢ Clinician surveys

There has been no increase in significant events.
Efficiencies Gains

Ms Turnbull indicated that there have been a number of efficiencies made possible by this
model, which include the following.

e Centralisation of Services has given economies of scale

e Facilitation of efficiency in administration

e Increased doctor satisfaction

e Increased patient satisfaction

e Ownership of existing facilities provides distinct advantages for this model.
e Indexation is essential.

e Ensure clinical focus

e Collaborative approach between all participants is necessary.

Discussion

On request, Ms Turnbull outlined a brief summary of the prospective payment system. A number
of Health Funds have joined together in this model and based on costings over the previous two
years, a certain amount is allocated every month. With that amount of money, Ramsay Health
looks after the Funds’ members requiring care.

Dr Lammersma commented that one byproduct of the PPM in Adelaide was the education over
time of clinicians into alternative forms of treatment and thereby effecting change in clinical
practice. Nevertheless, over time substitution of less costly services for expensive in—patient
services could lead to less than optimal services. Ms Turnbull explained that the principal
safeguard was that programs have always been geared to a clinical focus on the needs of the
patient. The Chair indicated that this system works because Ramsay Health SA is the only
provider.

Ms Moira Munro indicated that from the perspective of other providers, Ramsay Health SA was
being fully funded to provide the kinds of services that other services were struggling to introduce
without adequate funding.

Dr Pring reflected that the psychiatrist’s control of referral to Hospitals represented a safeguard on
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the system compared to public practice where the clinician is an employee of the system. The flaw
of staid and unchanging practice could perhaps be dealt with by education about outreach services.

Ms Williams in response to a query, indicated that the high rate of uptake of Outreach Services in
Victoria occurred because Victorian Hospitals were part of the trials of these systems, clinicians
and consumers were very satisfied with the services and funding was not lost. Ms Williams
reported that growth in this area had increased enormously, so much so that some Health Funds
were moving to cap the number of Outreach attendances in each episode of care.

Ms Williams described a practice in the United States of America of providing doctors with de—
identified statistics concerning the ALOS of their patients compared to other clinicians. Ms Munro
reported that Perth Clinic provides that data for their clinicians and that, incidentally, the major
users were the younger psychiatrists leading to speculation that this was a matter of experience.

Mr Morris-Yates queried why there was only one facility with an approved Outreach Service in
NSW, presumably at a Healthscope facility. Ms Judy Hardy suggested that in both Queensland and
NSW, Hospitals view outreach services negatively as an attempt to impose practice upon the
Hospital. In Victoria and South Australia, the acceptance is largely based on a shared and
collaborative history of implementation. Hospitals in Queensland have reported difficulties
negotiating a sustainable level of remuneration from Health Funds.

Ms Janne McMahon, Chair of the National Network of Private Psychiatric Sector Consumers and
Carers (National Network) reported that promoting the uptake of outreach services across all States
and Territories is a top priority of the National Network. The Chair noted that the establishment of
consumer and carer advisory committees had also been slow in NSW and as this progressed,
promotion of outreach services would follow.

Mr David Morton reported further on the situation in NSW. DVA has been invited to approve day
programs, content unseen, at slightly less cost than in—patient services. There is however, no data
in support of these being better or equivalent programs clinically, merely slightly less expensive.
Mr Morton referred to a proliferation of day programs, many without a structure that indicates an
entry, an end point, treatment plan or discharge plan.

Ms Turnbull indicated that acuity has risen over the three years prompting caution in the analysis of
whether this reflected a more acute in—patient base with less acute patients consigned to ambulatory
care, or that the system overall was not working.

3.1.2 DVA Perspective

The Chair invited Mr David Morton to address the meeting on DVA’s perspective on innovative
models of care.

Mr Morton reported that DVA had released a Consultation Paper in June 2004 with the intention of
trying to get some proposals up by October 2004 in discussion with the Veteran community and
Hospitals. With the election and a change of Minister and Secretary the consultation process has
been delayed and final outcomes are not expected until March 2005.

However, nearly all stakeholders have commented with the exception of RANZCP. Mr Morton
asked Dr Jo Lammersma to take this matter up with RANZCP. While there were no concerns
expressed over the direction DVA was taking in improving access to the range of mental health
services, there were some reservations expressed about the speed of the process. Mr Morton
reported that as an influential and major purchaser of services, DVA was mindful that drastic
change too quickly, could have severe consequences for some service providers

Mr Morton reported that the former Minister for Veterans’ Affairs, prior to the election, announced
the development of the National Veterans’ Mental Health and Well Being Forum, on which ex—
servicemen organizations and serving members have a Minister—appointed representative that will
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provide advice to the Minister on mental health issues. Mr Morton indicated that the Forum would
have its first meeting in early December.

Mr Morton indicated that it was not possible to anticipate the outcomes of the consultative process,
but it appeared likely that DVA would consult with providers on a State-by-State basis to
determine the best mix of in—patient, out—patient and outreach care. Each of the States is at
different stages of evolution in the provision of the broad range of services. DVA also has
extensive contracts with a range of individual service providers in the allied health professions.

Some DVA services are not available to the general public, such as the Vietnam Veteran’s
Counseling Services (VVCS). Some day programs offered by Hospitals look very similar to those
of the VVCS. Providers need to address the complexities of DVA’s requirements and not duplicate
programs already in place.

Mr Morton indicated that DVA is only able to progress at the rate that some of the treating
clinicians are able to progress. Data over the last two years has indicated that clinicians have a
major influence on the services offered by a facility. Dr Lammersma advised that an approach to
RANZCP to discuss this issue would be helpful initially, but that clinician practices in each State
varied and, in the longer term, consultation with the State branches of RANZCP would be of
benefit.

Mr Morton reported that one issue raised in the consultation with providers in the context of
discussing the content of their programs, was the provider seeking clinical practice guidelines from
the purchaser and the reaction to being directed to professional bodies for the clinical guidelines
was not always positive. Mr Morton reported that there could be considerable inconsistency in
adherence to Guidelines apparent in the programs offered to DVA and cited the example of a six to
eight week in—patient alcohol program compared to a two week in—patient, two week outpatient
alcohol program, neither of which match best clinical practice. This is an industry—wide issue of
the gap between developing guidelines and the implementation of them and the promulgation of
evidence—based practice.

The Chair indicated that not all clinicians are aware of, or use, the clinical practice guidelines
published by RANZCP. Dr Pring advised that guidelines have evidence—based limitations.

Ms McMahon indicated that consumers and carers are concerned that the funding bodies would use
clinical practice guidelines as a mechanism for funding or not funding certain treatments, where
there is no universal acceptance of them in all situations. Mr Morton indicated that whether or not
the evidence for the efficacy of a treatment came from adherence to the guidelines published by a
professional body, or demonstrable by a provider, was immaterial. DVA was only concerned that
the program had good outcomes.

Ms Judy Hardy asked Ms McMahon to provide consumer and carer feedback on the PPM model
on South Australia. Ms McMahon reported that the consumer and carer advisory committee holds
bi—-monthly informal focus sessions at all three facilities in SA. Consumers indicate that there is no
deficit in the quality of services provided and consumers and carers appreciate the extra services
made available. Consumers and carers were concerned about the availability of acute beds with the
conversion of Kahlyn to a day program facility. The focus groups have indicated quite clearly that
this is not an issue. Focus groups were also overwhelmingly positive about the day programs
provided at Kahlyn. Concerns were allayed that day programs provided a lesser service in place of
in—patient services.

Ms McMahon reported that she had concerns over the inadequate input of consumers and carers
into the formal evaluation of the PPN model. However, given that consumers and carers have
good on—going communication with management, this has not been an issue.
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3.2 SPGPPS INFORMATION STRATEGY WORKING GROUP (ISWG)

The Chair reported that, in 2003, the SPGPPS established the ISWG to examine the development
of an information strategy for the private sector aimed at improving the quality, availability and
utilisation of information regarding private sector mental health services. The meeting noted that
ISWG has met on 25 November 2004, the day preceding the 38" SPGPPS meeting.

The Chair asked the meeting to note the draft report of the 4™ ISWG Meeting, which had been
circulated with the agenda and papers. The Chair of the ISWG, Dr Bill Pring, was then invited to
report verbally on the 5" ISWG Meeting and on general progress with the ISWG General Work
Goals 2004.

Dr Pring reported that, as previously reported under Agenda Item 3.1, Mr Steven Hann of the
Australian Government DoHA had attended the 5™ Meeting of the ISWG and provided useful
information on a number of issues the ISWG is progressing.

3.2.1 Outreach Services

Mr Hann informed ISWG that, so far as he is aware, there are no legislative or regulatory
requirements that would prohibit the SPGPPS and the Australian Private Hospitals Association
(APHA) recommending to Hospitals that they treat each “Outreach care” visit as a Same—day
admission. On that basis ISWG has agreed that the way forward would be for Mr Callanan to
identify any legislative or regulatory provisions that would prevent each “Outreach care” visit
being treated as a Sameday admission under the HCP. Dr Pring indicated he would be writing to
Mr Callanan shortly.

3.2.2 CDMS Quarterly Reports

Dr Pring reported that there had been a lot of interest expressed by Health Funds and Hospitals
in receiving electronic versions of the Quarterly Reports together with a summary in hard copy.
Currently Reports for some Health Funds run for over 500 pages and Reports for Hospitals
around 80 pages. To add further information to the reports, which is what all participants want,
would make the distribution of reports in their current format in hard copy untenable.

Dr Pring reported that Mr Hann provides HCP data on CD ROM for 500 hospitals. Mr Hann
described the problems associated with web-based electronic information provision. With the
information in CD ROM format, Hospitals could be provided with aggregated data with the
necessary safeguards on accessing only their information with the capacity to extract much more
data for their own analyses than is currently possible. Dr Pring indicated that this development
would take at least a year.

3.2.3 CDMS Support Groups

Dr Pring indicated that greater utilization of the CDMS data could be encouraged through State—
based support groups as had happened in Queensland. These support groups are important partly
to sustain the accuracy of recording. Due to staff turnover and other factors, there was a
tendency for the quality of recording of HONOS scales to decline over time.

3.2.4 Risk Management Strategies for the SPGPPS National Model and CDMS

Dr Pring reported that Mr Morris—Yates had informed the ISWG that the Australian Standards
concerning aspects of handling health information were available publicly. Mr Morris-Yates
explained that the Australian Government had bought a public license for many of the health—
related standards and they are available on the their website. Mr Morris—Yates had also
informed the ISWG that there were Standards related to contracts and Dr Pring advised that the
SPGPPS should refer to those Standards when next negotiating the contracts for the SPGPPS and
its CDMS.
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3.2.5 Consumer Perceptions of Care Outcome Measures

Dr Pring reported that there had been considerable discussion at the ISWG meeting concerning
the use of a USA-based measure of determining perceptions of care and seeing whether it could
be translated to the local private sector context. ~Mr Morris—Yates explained that jointly, the
Mental Health Statistics Improvement Program and the National Research Institute of the
National Association of State Mental Health Program Directors developed a measure of
consumer perceptions of care using a process, which involved consumers. There are two
measures, a community—based services measure and an in—patient measure. The measures are in
use all over the USA, either as the original measures or a variation of it. Mr Morris-Yates
indicated that the measures address the domains of concern to consumers. A number of
Hospitals are interested in trialing this instrument to see how it works in practice and how it
compares, for example, to one—off surveys of patient satisfaction. The measure has been referred
to the National Network for it to consider endorsing the trial of this measure in private hospitals
that might be willing to participate in such a trial.

3.2.6 Psychiatric Admissions to Non—psychiatric Facilities

Dr Pring reported that the CDMS had already provided information to the SPGPPS, its
Substance Abuse and Dependency Working Group, and the Innovative Models Working Group
that more than adequately demonstrated that psychiatric admissions from non—psychiatric private
hospitals is an issue that needs to be dealt with by individual stakeholders. ISWG has, however,
requested that Mr Allen Morris—Yates discuss this issue with Mr Hann and report back to the 6™
ISWG Meeting.

3.2.7 SPGPPS Website

Dr Pring reported that ISWG had requested that the following be undertaken prior to the public
launch of the SPGPPS website.

e ISWG and SPGPPS Members and Observers examine the website titled, spgpps.com/dev,
and inform the SPGPPS Secretariat of any amendments or corrections that may be
necessary.

e The words “Australian Government”, which appear in the left hand columns in both the
SPGPPS and CDMS sub-sites, be incorporated into the titles of the government
departments to which they refer. The hot links to these sites should then read:

Australian Government Department of Health and Ageing

Australian Government Department of Veterans' Affairs

e The title, “Beyond Blue”, which appears in the left hand column in the National Network
sub-site, should read, beyondblue.

e In the SPGPPS sub-site, a pass word protected subsection titled, SPGPPS Agenda and
Papers, should be created, which enables SPGPPS Members and Observers to securely
access electronic copies of the agenda papers for meetings of the SPGPPS.

e A consistent form of words for the public launch of the SPGPPS website should be
developed, which describes both the attributes and limitations of the website, and enables
SPGPPS stakeholders to:

e advertise the existence of the SPGPPS website through their constituent organisation’s
newsletters and websites; and

e encourages other organisations to include a link on their websites to the SPGPPS website.
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e The registered Domain Name, spgpps.com.au, should become the official Domain Name
for spgpps.com.

Ms Suzy Saw suggested that the SPGPPS should apply to have the SPGPPS website listed on the
Healthlnsite website.

Mr Taylor anticipated that the new website would be ready for launch the week beginning
Monday, 13 December 2004.

RESOLVED

That the Strategic Planning Group For Private Psychiatric Services (SPGPPS)
requests the website domain name www.spgpps.com be changed to
www.spgpps.com.au to reflect the Australian location of the organisation.

3.3 SPGPPS SuBSTANCE ABUSE AND DEPENDENCY WORKING GROUP (SDWG)

The Chair reported that, in June 2003, the SPGPPS agreed that substance abuse and dependency
was a major issue for private sector mental health services. This matter was referred to the
SPGPPS Innovative Models Working Group (IMWG) for it to investigate and advise SPGPPS
on the treatment and care of substance abuse and dependency, in respect of both alcohol and
other drugs in the private sector.

IMWG advised that this would be a complex and potentially costly task. Additional specialist
expertise in the area of the treatment of substance abuse and dependency would be required and
the work would take at least 12—18 months to complete. In September 2003, the SPGPPS agreed
that this work should proceed and the Substance Abuse and Dependency Working Group
(SDWG) was established.

SDWG first met on 24 November 2003 and decided that, given the complexities of the issues
involved, several further meetings would be required to determine an appropriate way forward.

The SPGPPS invited Ms Fiona Shand to attend and address the 36" SPGPPS Meeting in June
2004 on the NDARC Guidelines. The SPGPPS Secretariat also obtained and published the
schedule of workshops for the NDARC Guidelines in the first edition of SPGPPS News for 2004.
On 12 March 2004, the 35" Meeting and Planning Day of the SPGPPS agreed that SDWG
should reconvene to review its membership and further progress its recommendations following
Ms Shand’s presentation. The SDWG met on 4 August 2004 via teleconference.

The 37" Meeting of the SPGPPS noted that SDWG had now largely completed the task of
informing the private sector on treatment guidelines for alcohol. The Alcohol Treatment
Guidelines have been distributed to Hospitals participating in the CDMS and these Guidelines
were further promoted by the SPGPPS through the SPGPPS Newsletter.

The Chair invited Mr David Morton, Chair of the SDWG to report on developments.

Mr Morton indicated that there were still some questions about what data might be available on
drug and alcohol misuse in terms of the CDMS. Those questions were largely answered by the
analysis that Mr Morris—Yates presented to the last meeting of the SPGPPS. Mr Morton
reported that there did not seem to be any further specific task for the SDWG to perform.

Dr Lammersma indicated that there seemed to be little knowledge about co—morbidity issues
particularly in the private sector and there could be an educational role for the working group.
Mr Morton reported that there is a national project being funded by the Alcohol, Education and
Rehabilitation Foundation over the next two years through the Australian Divisions of General
Practice to improve the primary care response to people with alcohol misuse and mental illness
co—morbidity, particularly anxiety. About 19 projects have been funded across 33 divisions.
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The funding allows for two GPS to undertake ‘train the trainer’ processes on alcohol, depression
and anxiety through the Illawarra Division. The GPs will then integrate this within the existing
training arrangements in their own divisions.

Mr Morton reported that DVA would have no hesitation using SPGPPS as a vehicle for comment
and distribution of the DVA Alcohol Treatment Guidelines for Veterans when they are finalised.
Dr Lammersma indicated that the Drug and Alcohol Section of RANZCP is active in this area
Mr Morton reported that Dr Michael Baigent of RANZCP is a member of the reference group of
the ADGP projects and that these linkages were very important.

The Chair reported that the co—morbidity committee of the AHMAC National Mental Health
Working Group is not currently functional or funded. @ Ms Suzy Saw reported that the
Government’s mental health policy foreshadowed a refocusing of activity in this area towards a
greater emphasis on co—morbidity issues among young people.

The Meeting noted the statistics generated by the CDMS that 23.7% of all mental health patients
either had a principal or secondary diagnosis of substance abuse disorder. Clearly this is a
serious and growing issue for mental health services. Ms Suzy Saw reported that the issue of
co—morbidity was looked at under the ACE Mental Health Project. Of interest, the project came
to the conclusion that there was insufficient evidence or research to direct best clinical practice
in the treatment of co—-morbid conditions.

Mr Morton reported that research indicates that screening for substance abuse at the primary
health provider level contributed to better assessments and better outcomes overall. The meeting
agreed that promoting the screening for substance abuse and education on co—morbidity issues
was important.

Mr Morton proposed that a way forward would be for him to bring the Guidelines to the next
meeting of the SPGPPS. Ms Sue Williams suggested that the SPGPPS invite Professor John
Saunders to attend and address the 40" meeting of the SPGPPS in Brisbane.

RESOLVED
That the SPGPPS extend an invitation to Professor John Saunders to attend and
address the 40" SPGPPS Meeting to be held on 24 June 2005 in Brishane.

4. DISCUSSION ITEMS

4.1 SPGPPS L0OGO

The Chair reported that the 36" SPGPPS Meeting considered a name change from SPGPPS to
Private Mental Health Alliance. Members and Observers were asked to seek the advice of their
constituencies as to whether the title, Private Mental Health Alliance, is appropriate given it
captures the concepts of alliance, partnership and mental health, which the SPGPPS has agreed
will be critical to include in any new title.

The 37" Meeting unanimously agreed to the removal of the explanatory wording from the top
and bottom of the SPGPPS logo and the inclusion of the words Private Mental Health Alliance
under the acronym SPGPPS. There was agreement that the SPGPPS acronym was now well
known and the new wording under the logo represented a better explanation of what the SPGPPS
had evolved to. The trademarked logo should stay the same but all future stationery should be
arranged in this way.

The Secretariat prepared a draft of several variations of the logo arrangement for consideration
by the 12 October 2004 teleconference meeting of the SPGPPS Executive Officers. Consensus
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was reached that two of the logo arrangements should be incorporated into the SPGPPS
letterhead for consideration at this meeting of the SPGPPS.

Ms Carole Turnbull, as an observer, expressed the view that the acronym SPGPPS is well known
and should be kept and that the explanation for the acronym should be visible somewhere. The
meeting agreed to retain the explanatory wording of the acronym, Strategic Planning Group for
Private Psychiatric Services, as a footer on the letterhead and use Version 2 of the proposed
letterhead.

RESOLVED

That the SPGPPS requests the Secretariat to prepare the final version of the
SPGPPS letterhead. Current stock should be exhausted prior to implementation
of the new letterhead.

4.2 ACCESS TO PSYCHIATRIC BEDS

The Chair reported that the 36" SPGPPS Meeting considered this issue and the Chair
subsequently wrote to the appropriate State and Territory health authorities to ascertain their
policies and legislation concerning certification of private Hospitals and what the barriers are to
changing existing practices with regard to private hospitals being able to take involuntary
patients.

SPGPPS Hospital Representatives raised the issue of private hospitals being able to take
involuntary patients, with their State and Territory representatives. The Chair of the APHA
Psychiatric Sub—Committee indicated that the difficulty with this issue is the difference in
Mental Health Acts across the various States. Some States specifically exclude private hospitals
from taking involuntary patients and others allow it under certain conditions. Queensland and
South Australian Hospitals can take involuntary patients provided they are registered as
approved mental health facilities. Western Australian Hospitals are also allowed by legislation
to take involuntary patients but the regulations governing approval are onerous.

The 37" Meeting agreed that this issue should be referred back to AHMAC National Mental
Health Working Group for consideration when they are reviewing their legislation, under the
argument that disruption to continuity of care is a significant issue.

Ms Suzy Saw indicated that the NMHWG would have a much clearer picture of the scale of the
situation if the numbers of detained privately insured patients, in at least one private sector
jurisdiction, could be quantified as compared to the public sector. There would be some need to
justify changes to the legislation. Dr Lammersma reported that such figures were available for
Ramsay Health Care SA.

RESOLVED
That the SPGPPS requests the Secretariat to ascertain the number of patients
involuntarily detained in the private sector in Queensland and South Australia.

4.3 Privacy ACT REVIEW

The Chair reported that the Federal Privacy Commissioner, Ms Karen Curtis, is inviting
organisations and individuals to give their views about the operation of the private sector
provisions of the Privacy Act that came into effect on 21 December 2001.

The Commissioner released an Issues Paper on 28 October 2004 via email, which provides a
framework for assessing the extent to which the private sector provisions meet their objectives.
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Individuals and organisations may make a written submission to the Office of the Federal
Privacy Commissioner (OFPC) or they can put their views verbally by attending stakeholder
forums to be held around Australia during November and December. The closing date for
written submissions is 22 December 2004.

The Chair invited Dr Bill Pring, Chair of the Mental Health Privacy Coalition (MHPC) to speak
to this item.

Dr Pring indicated that it would be useful to include in the submission to the OFPC some of
those issues that had been raised in the production of the Privacy Kit for Mental Health Service
Providers (Kit). Those issues include the following.

e Primary purpose of data collection being for holistic care rather than episodic, with the right
for patients to opt for episodic care.

e The Public Interest Determination on the collection of family histories becoming permanent.

e Harmonizing and rationalizing Australian privacy law and privacy guidelines so that there is
just one set of legislation.

e That the media be a little more controlled over the revelation of sensitive medical information
since the current mechanisms of self-regulation did not appear to be effective.

e Politicians are excluded from the terms of reference for this review, but perhaps some
mention should be made of inappropriate use of parliamentary privilege.

Dr Pring suggested that, given the short time frame available, a short submission including the
points outlined above would be appropriate. Ms Janne McMahon indicated that from a
consumer perspective, the concerns raised in the Kit had already been discussed at length with
OFPC personnel.

Dr White reported that there were privacy issues around confidential reports produced for
university students for special consideration regarding exams being widely circulated within
university departments and even across the university.

Dr White related the negative effects on other patients of the media coverage following the
admission of a prominent person to a private psychiatric facility.

The meeting agreed that the submission should be written under the auspices of the MHPC.

RESOLVED

That the Strategic Planning Group for Private Psychiatric Services (SPGPPS)
requests Dr Bill Pring prepare, in consultation with the Mental Health Privacy
Coalition, a submission for the 2004 Privacy Act Review.
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5 STANDING ITEMS

51  AHMAC NATIONAL MENTAL HEALTH WORKING GRoOUP (NMHWG)

The meeting noted that the last meeting of the NMHWG was held on 5 November 2004 in Perth
and invited the SPGPPS representative on the NMHWG, Dr Yvonne White, to report on that
meeting. The Chair reported that the following relevant issues were discussed at the meeting.

e The final version of the Implementation Plan for the National Mental Health Plan 2003-2008
has been agreed, though not yet endorsed by AHMAC. Later amendments now allow more
inclusion for organisations such as SPGPPS and private psychiatrists. It was agreed that all
jurisdictions including the private sector and the primary care sector must report to the
NMHWG annually against the targets. The NMHWG will then prepare a report for AHMAC
and the Australian Health Ministers. The targets may need review at the end of 2005.

e Ms Suzy Saw intends to table an options paper on the evaluation of the National Mental
Health Plan 2003-2008 at the March meeting of the NMHWG.

e An implementation plan for the AHMAC NMHWG recommendations concerning Nursing
Workforce Recruitment and Retention is going ahead. The Executive of the NMHWG will
take responsibility for the implementation process and set up mechanisms for reporting back,
including the establishment of a National Mental Health Workforce Advisory Committee.

e The Workforce and Workplace Redesign Forum was held on Friday, 26 November 2004. The
draft agenda was circulated to SPGPPS Members and Observers via email.

e The NMHWG Safety and Quality Partnership (SQP) have devised a workplan and revised
their Terms of Reference. The SQP is establishing a National Standards for Mental Health
Services sub—committee to work on a reporting template for how the Standards are monitored
and compliance with the Standards. The SPGPPS will be included. Ms Saw reported that the
review of the Standards is a separate issue and will cover sections of the mental health sector
not adequately dealt with before, such as the private sector and child and adolescent mental
health services.

e The NMHWG Information Strategy Committee (ISC) reported on a range of issues. The
NMHWG agreed to the final draft of the Mental Health Priorities Framework paper. Subject
to clarification of reporting requirements, and the final agreement by the Statistical
Information Management Committee, the NMHWG endorsed the proposed Mental Health
Establishment’s National Minimum Data Sets and New Data Elements for inclusion in the
Community Mental Health Care National Minimum Data Set. In the Australian Institute of
Health and Welfare, Workplan for 2004-2005, DoHA will provide funding for projects
labelled core. Projects labelled non—core will be subject to the availability of funds from the
States and Territories. It was agreed in principle, to sponsor a national workshop as a first
step towards developing a nationally consistent approach in the measurement of consumer
and carer perceptions of care. The Chair of ISC, Dr Aaron Groves, will submit a business
case for funding at the 7 March meeting of NMHWG. There is a proposal to establish
national forums to promote benchmarking in the public mental health sector.

e The NMHWG agreed to continue funding for the National Consumer and Carer Forum
(NCCF) as core business for 2005, including indexation, on an even split between
jurisdictions.  Professor Beverley Raphael will be working with the NCCF on project
proposals to be submitted to the 7 March 2005 meeting of NMHWG.
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e Dr Rickwood has been engaged to undertake the consultation on the relapse prevention
discussion paper. With the inclusion of the private psychiatric sector, the NMHWG endorsed
the early intervention project developed by PPWP.

e The endorsement of the National Statement of Principles for Forensic Mental Health has been
delayed, as it is awaiting approval by the Corrective Services Minister.

The NMHWG Executive and Dr Ruth Vine, Director Mental Health Branch, Department of
Human Services, Victoria had teleconferenced with the Drug Strategy Branch of DoHA at the
Executive meeting on 4 November 2004 regarding the National Co—morbidity Initiative. Ms
Hefford, Assistant Secretary of the Drug Strategy Branch invited Dr Vine to continue discussion
of options on working collaboratively. Jurisdictional directors of mental health emphasised that
they had not yet been consulted regarding the development of the National Co—morbidity
Initiative or its projects. Dr Vine and Dr Knight will meet with Ms Hefford to consult on a way
forward and mechanisms for input from the mental health sector, including consumers and
carers.

e Mr Wilson stated that the MHCA would like to see the establishment of an independent
organisation such as a Mental Health Commission, with more accountability for funding. The
NMHWG declined to progress this issue at this time.

e Mr Fran Silvestri, Director of the International Initiative for Mental Health Leadership
(IIMHL) addressed the NMHWG regarding both the Initiative and the upcoming leadership
placements. The IIMHL will meet in Wellington, New Zealand next year. NMHWG
Members were asked if they were interested in having people visiting their services and/or
funding their personnel to attend the IIMHL meeting. This matter was raised with the
Australian Private Hospitals Association (APHA) who were not in a position to respond at
this time. Ms Suzy Saw reported that Mr Bob Glover, Director, National Association of State
Mental Health Program Directors and Ms Gail Hutchings, Senior Advisor of the Substance
Abuse and Mental Health Services Administration (SAMHSA) are visiting the ACT on 28
February 2005 for two days. DoHA will be meeting with them on the second day.

e Ms Pat McAlpine Service Delivery Manager, Commonwealth Rehabilitation Service (CRS)
Australia addressed NMHWG regarding the current operation and work of CRS Australia and
the role of work in recovery, in particular in psychiatric rehabilitation. Ms McAlpine tabled
information on the Mental Health Kit Journey to Recovery and brochures on CRS Australia.

e Mr Philip Robinson, Chair of Board of Directors AICAFMHA and Ms Elizabeth Fudge
COPMI Project Manager provided a video presentation of their project and were available by
teleconference to respond to questions from members.

e The NMHWG considered the Better Outcomes In Mental Health Care Initiative and noted
that the program will be continued and greatly expanded.

e The NMHWG considered the proposal to appoint a project officer to develop an
implementation plan for the National Practice Standards. The NMHWG identified the need
for the National Practice Standards Implementation Group to liaise with the private
psychiatric sector, through the APHA regarding the implementation of the National Practice
Standards. The previous standards, when developed, had no input from the private sector and
some of them were not applicable to the private sector.

e Mr Keith Wilson reported that copies of the MHCA report on economic costs associated with
mental illness had been posted to members and should arrive shortly.
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e Professor Raphael tabled a paper regarding the establishment of a National Older People’s
Mental Health Network (OPMH) to progress recommendations from the July 2003 NMHWG
meeting.

Dr White reported that the NMHWG had enquired as to progress with the use of outcome
measures in private psychiatrists’ practices. Dr White reported to the NMHWG that the
RANZCP had conducted a pilot study of outcome measures for psychiatrists in private practice
and had requested funding to undertake a wider study, which was rejected. Dr Lammersma
responded and indicated that the RANZCP did not consider this a current priority of the College.
Dr Lammersma referred to the RANZCP workforce survey, which will attempt to measure some
practice variables, such as time spent on clinical or administrative tasks. Mr David Morton
suggested that, given the pivotal role of psychiatrists in the provision of mental health services in
Hospitals as well as their own practices, the SPGPPS should write to the RANZCP flagging
outcome measurement in private psychiatric practice as a priority.

RESOLVED

That the Strategic Planning Group for Private Psychiatric Services requests
the Chair to write to the Royal Australian and New Zealand College of
Psychiatrists concerning the importance of promoting the use of outcome
measures in psychiatrists’ private practices.

Finally, Dr White reported that she is waiting for an out—of—session paper, an expert panel to
develop a response to the review of the law of negligence.

5.2 CONSUMERS AND CARERS REPORT

The Chair invited the SPGPPS Consumer Representative, Ms Janne McMahon and Carer
Representative, Mrs Ruth Carson, to report on any current issues relevant to consumers and
carers. Ms McMahon reported that the National Network was asked by the Australian Health
Insurance Association’s (AHIA) Mental Health Committee to determine the top four priority
services that consumers and carers would like to receive from Hospital-based services. This
issue was discussed at the 9™ Meeting of the National Network held via teleconference on 16
November 2004 and the following priorities were agreed.

1. Carer support and education services

Carer programs, that provide and emphasize greater communication, education and
support for carers. It is recommended these include education about mental illnesses,
practical information on how carers need to take care of themselves, how to handle the
conflict of negative emotions towards the one they are caring for, and how to handle
personal relationship issues, particularly partner relationships. The model should include
practical advice on how to be recognised and involved in admission and discharge
processes in private hospital and private psychiatrist settings. Carers have been
recognised as the silent workforce and, when properly equipped, are the front line in
relapse prevention and unwanted hospitalisations.

2. Community or outreach services

In the majority of private hospital settings, the need to have a community or outreach
service is considered by members of the National Network to be crucial. If the facility
does not have this service, then a model of care that allows access to one provided by
another facility needs to be introduced. Additionally, a model that allows telephone
support for consumers and their carers living in rural and remote areas of Australia is
paramount.

3. Post discharge or rehabilitation services
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« Programs that encourage coping skills to face the challenge of living with mental
illness and include relapse prevention strategies.

. Programs that support and facilitate recovery, or mental stability to improve quality
of life by dealing with living skills, functioning in the family context, in the
community and life activities.

« A model of care that enhances social rehabilitation thus reducing isolation and
loneliness, which are major barriers to recovery.

« Psychologist run models, particularly for disorders where treatment is time
consuming and may require behavioural therapy such as: Obsessive Compulsive
Disorder, Agoraphobia, Social Phobia and Panic Disorder etc.

4. More effective discharge services.

Programs that offer greater consumer and carer involvement and group activity around
discharge from care, be it either inpatient or day patient basis, and contain discharge
sheets incorporating treatment plans. Information on mental health support services in
the community is needed including where to obtain self-help tapes, books on recovery
and relapse prevention.

Ms Judy Hardy raised the issue of privacy concerns in carer support mechanisms. Ms McMahon
clarified that the services are envisaged as group support activities for generalized discussion of
diagnostic groups and their needs and problems. The Bouverie Centre, a public facility in
Melbourne, has an excellent carer support program.

Ms McMahon reported that the Victorian National Network Co-ordinator, Mr Wayne Chamley,
is presenting at the NMHWG Workforce and Workplace Redesign Forum, which was a welcome
opportunity to present the private sector consumer and carer perspective in detail.

Ms McMahon reported that prior to the Federal election, the National Network wrote to all the
major political parties highlighting the issues important to private sector mental health
consumers and carers. The same letter was also sent to the Human Rights and Equal
Opportunity Commissioner, who responded appropriately.

The SPGPPS noted that the Co-ordinator of AUSIENET has informed Ms McMahon that
AUSIENET has $50,000 in small grants funding and requested that the National Network apply.
Ms McMahon applied for funding for two small projects, the first would be a limited publication
of the diarised writings of the NSW National Network Co-ordinator, which details the daily
experience of coping with a mental illness. The second would enable the distribution of the
National Network Brochure to psychiatrists in private practice.

Ms McMahon then tabled the self-explanatory National Network Strategic Plan 2004 — 2006,
which was developed at the 23-24 August 2004 face—-to—face meeting of the National Network.

Dr Lammersma advised that, in addition to the Guidelines on Carer Participation cited at item 3
of the Plan, there are very good Family Participation Guidelines, which have been developed and
legislated in New Zealand. Ms Saw offered to supply the contact details for obtaining the New
Zealand Guidelines.

Ms McMahon reported that the National Network had provided the results of its survey of
consumer awareness of complaints mechanisms in Hospitals to the last meeting of the APHA
Psychiatric Sub—committee.

The Chair extended the thanks of the SPGPPS to Ms McMahon for the work that she had put
into chairing the National Network.

5.3 HOSPITALS REPORT
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Hospital representatives advised that they had no other issues to raise.

54 PSYCHIATRISTS REPORT

The Chair then invited the RANZCP and AMA representatives to report on any current issues
relevant to psychiatrists, which require consideration or action by the SPGPPS.

541 New MBS ltems

The new MBS Items are back on the agenda and at the negotiating stage only with respect to
remuneration. Dr Lammersma reported that, with the intervening Federal election, it is not
expected that the new items will be included in the MBS until May 2005.

5.4.2 Mother and Baby Admissions

In relation to the issue of a mother admitted for psychiatric treatment, and some Health Funds
refusing to pay benefits for the baby, at the last meeting of the SPGPPS, Mr Brian Osborne
undertook to contact the Health Fund concerned. Dr Lammersma agreed to discuss with the
RANZCP the feasibility of involving Consumers and Carers, Health Funds, and Hospitals in the
development of RANZCP guidelines for best clinical practice on this issue. Dr Lammersma
reported that the College had agreed these stakeholders would be invited to participate on the
RANZCP working group on post—natal psychiatry.

5.4.3 Clinical Practice Guidelines (CPGs)

Dr Lammersma reported that since the last meeting, RANZCP had received funding from the
Australian Government to publish the six consumer and carer versions of the CPGs in booklet
form. The booklets are being distributed through RANZCP and the Mental Health Council of
Australia. Dr Lammersma offered to arrange for copies to be sent to the SPGPPS Secretariat for
distribution to SPGPPS Members and Observers and the National Network.

5.4.4 2004 Review of the MBS and PBS Privacy Guidelines

The Chair reported that the Federal Privacy Commissioner, Karen Curtis, is asking organisations
and individuals to give their views about the operation of the MBS and PBS Privacy Guidelines.
All interested parties have been invited to make submissions to the review. The Privacy
Guidelines apply to the handling of information obtained by any government agency in
connection with a claim under the MBS or the PBS. Currently, this involves the Department of
Health and Ageing (DoHA) and the Health Insurance Commission (HIC). The Guidelines are
intended to ensure the functional separation of the MBS and PBS claims databases.

The Privacy Guidelines address issues such as limiting how long the HIC may retain information
which identifies individuals, restricting the circumstance under which the DoHA may receive
identified information from the HIC, and limiting the extent to which information from the two
databases can be linked. The Chair reported that individuals and organisations may make a
written submission to the OFPC. The closing date for submissions is 4 February 2005.

A copy of the Issues Paper distributed by the OFPC was tabled at the meeting. Dr Lammersma
directed the SPGPPS to consider the implications of creating linkages between the database
holding MBS information and the database holding PBS information. The second item of
concern was the secondary use of this de—identified but linked information.

Ms Janne McMahon reported that the Issues Paper had been distributed to the National Network
and its members had been asked to attend the consultation forums wherever possible. Ms
McMahon indicated that her major concern was also with linkage of data for the period of three
months.
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Concerns were also raised about the listing of a consumer's medical condition on authority
scripts and for Item 319 in data held by the MBS.

Dr Pring reported that the AMA also has concerns about developments in e—health, though the
AMA has been very supportive of e-health for the potential benefits it has for the consumer.
Consultations with Government on this issue ended in June and progress is occurring without
adequate consultation with consumers or professional bodies. In particular, there have been
established mechanisms for identifying what unique identifier numbers can be used for, and that
process is being bypassed. The Health Insurance Commission (HIC) is adding to the smart card
being issued in Tasmania, a unique identifier number besides the Medicare number. This step
has been taken without wide consultation. There is also concern that Governments would attach
extra information to that unique identifier, but what that information would be has not been
decided upon in an open forum. It has suggested that the information to be attached could be a
brief summary of a person's medical history for emergency purposes, some of which, the
consumer may not want widely known. There are issues around who incorporates that
information, how it is updated and the general reliability of the information.

Dr Nothling added that there are also issues around making the health information widely
available to health practitioners.

Ms Suzy Saw indicated that there are positives to the linkages of data as demonstrated by
experiences in Western Australia, where data linkage has been possible. One example is data on
poly drug use in the aged care sector.

The National Network will respond directly to the OFPC and will also make their concerns
known to RANZCP.

5.4.5 General Practice and Private Psychiatry: Working Towards Accessibility, Co-
ordination, Liaison and Shared Care

Dr Lammersma reported that the latest document on GP Liaison is with the DoHA and will be
discussed at BOIAG meeting to be held on 1 December 2004. It will also form part of the
proposed GP liaison workshop scheduled for 28 January 2005, which the RANZCP will host.
The workshop will be attended by representatives from GP groups, RANZCP, DoHA, MHCA
and consumers and carers.

5.4.6 Psychiatry Workforce

Dr Nothling reported that there are a significant number of unfulfilled trainee psychiatrist
positions in Australia (70 in NSW alone) at the moment. Mr Chris Keegan reported that 25% of
consultant psychiatrist positions in NSW are vacant. Dr Lammersma reported that accurate
figures on unfulfilled trainee psychiatrist positions would be available in January 2005. In
discussion at a recent meeting of the MHCA, there was speculation that a predisposing factor
was the perception that young doctors and medical students are witnessing a dysfunctional
public mental health system and have no wish to pursue a career in a system where acutely ill
patients cannot be admitted because of a lack of beds and there is a lack of facilities in the
community.

Ms Suzy Saw added that another factor might be that psychiatrist remuneration was the lowest
among all the medical specialisations. Figures have been published in Australian Doctor. Dr
Lammersma indicated that safety was also an issue. Increasing co—morbidity contributes to the
increasing violence.

Ms Munro indicated that if the government was funding trainee places for surgeons in the private
system, a similar case could be made for funding trainee psychiatrists. Dr Pring suggested that a
good initiative to pursue would be trainee provider numbers, as RACGP has, perhaps as part of a
wider training package.
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Ms Saw reported that the AHMAC National Mental Health Working Group is holding a forum
on the same day as this meeting of the SPGPPS to address this issue.

Dr Lammersma reported that the New Zealand government has offered funding to RANZCP to
produce promotional materials for medical students about psychiatry as decisions on
specialisation are often made at this stage.

Ms Janne McMahon reported that the National Network had approached DoHA concerning a
project to include consumers in health professionals’ education.

55 GENERAL PRACTITIONERS REPORT

In the absence of Dr Brian Kable, The General Practitioner’s Report was deferred until the next
meeting of the SPGPPS.

5.6 HEALTH FUND REPORT

The Chair invited the Health Fund Representative, Mrs Judy Hardy, to report on any current
issues relevant to Health Funds that requires consideration or action by the SPGPPS. Ms Hardy
reported that at the request of the 37" SPGPPS Meeting, Mr Brian Oshorne was following up on
two outstanding issues.

e In relation to the correspondence received from the RANZCP, concerning medical
reports to Health Funds for extensions of funding for Day Programs, Mr Osborne
had agreed to report back to the 38" SPGPPS Meeting as to what Health Fund
requests for medical reports are based on.

e Mr Osborne also agreed to follow—up with the two Health Funds that persist in
rebating only 12 ECT treatments per year, when other major funds now have no
limit.
In the absence of Mr Osborne, discussion of these two issues was deferred until the next meeting
of the SPGPPS.

5.7 AUSTRALIAN GOVERNMENT REPORT

Ms Suzy Saw reported that the Australian Government had agreed to expand the Better
Outcomes in Mental Health Initiative. The election commitment was additional funding of $30
million dollars over four years to address new issues and allow a greater focus on rural and
remote primary mental health care.

There will be new funding of $50 million over four years to address mental health including
addiction problems in young people. The funding will be used to support GPs in the detection,
early intervention and on—-going management of young people with mental health problems.

The third commitment was a further $30 million over four years to continue the work of
beyondblue. This will focus on changing community attitudes, supporting early interventions
and services for people with depression.

6 NEXT MEETING

The next meeting of the SPGPPS will be held on Friday, 18 March 2005 at the Adelaide Hilton
Hotel, 233 Victoria Parade, Adelaide. The meeting will commence at 9:00 AM and conclude at
4:00 PM. The SPGPPS Dinner will be held at an appropriate restaurant on the evening of
Thursday, 17 March 2005 from 7:00 PM on.
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7 CLOSE
There being no further business, the Meeting closed at 4:00 PM.

Dr Yvonne White Mr Phillip Taylor Ms Bronwen van der Wal
SPGPPS Chair SPGPPS Executive Officer SPGPPS Administrative Officer



