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The Thirty–Fourth (34th) Meeting of the SPGPPS was held on Friday, 28 November 2003 at 
AMA House in Canberra. 

1. PROCEDURAL MATTERS 

1.1 OPENING/WELCOME/APOLOGIES/PROXIES/GUESTS  

The Chair of the SPGPPS, 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. Dr Yvonne White  SPGPPS Chair 
2. Dr Jo Lammersma 

Australian Medical Association (AMA) 
3. Dr Martin Nothling 
4. Dr Bill Pring (Observer) 

Australian Government(AG) 
5. Ms Katherine Bates Department of Health and Ageing, Private Health Services Reform 
6. Ms Sheila Holcombe Department of Health and Ageing, Mental Health and Suicide Prevention 
7. Mr David Morton Department of Veterans’ Affairs (DVA) 

Consumer Representative 
8. Ms Janne McMahon Chair, National Network of Private Psychiatric Sector Consumers & Carers 

Carer Representative 
9. Ms Ruth Carson 

Royal Australian College of General Practitioners (RACGP) 
10. Dr Brian Kable 

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

Private Health Insurers (Health Funds) 
13. Mrs Judy Hardy 
14. Mr Brian Osborne 

SPGPPS Secretariat 
15. Mr Phillip Taylor SPGPPS Executive Officer 
16. Mr Allen Morris–Yates  SPGPPS Principal Information Officer 

1.2 APOLOGIES 
1. Mr Dermot Casey Department of Health and Ageing, Mental Health & Suicide Prevention 
2. Ms Sharon Brownie RANZCP 
3. Mr Peter Callanan Department of Health and Ageing, Private Health Services Reform 

1.3 REPORT OF THE 33RD
 MEETING OF THE SPGPPS 

The meeting approved the draft report of the 33rd Meeting of the SPGPPS held on 12 
September 2003 in Adelaide. 

RESOLVED () 

1. That the SPGPPS approves, as a true and accurate record, the report of 
the 33rd Meeting of the SPGPPS held on 12 September 2003 in Adelaide. 

2. That the SPGPPS directs that the Report of the 33rd Meeting of the 
SPGPPS be made available on the SPGPPS Website at: www. 
spgpps.com. 
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1.4 PROGRESS REPORT ON ACTIONS ARISING FROM THE 33RD
 MEETING AND 

OUT– OF–SESSION DECISIONS 

The SPGPPS noted and updated the following Progress Report on Actions Arising from 
the 33rd Meeting of the SPGPPS and discussed any out–of–session decisions. 

Agenda Items ACTION OFFICER(S) STATUS 

 Report on the 33rd Meeting of the SPGPPS   
 Draft and circulate report of 33rd Meeting for comment Secretariat Done 

 Revise Report based on comments received & prepare final Secretariat Done 

 Agenda Item 34th SPGPPS Meeting Secretariat Done 

1.2 Report on the 32nd Meeting of the SPGPPS   
 Post Report on the SPGPPS website Secretariat Done 

2.3 Future of SPGPPS beyond 2003   
 Brief SPGPPS Legal Counsel on new AMA Agreement requirements Secretariat/CDMS Done 

 Draft overarching AMA Agreement for SPGPPS Services Legal Counsel/Secretariat Done 

 Circulate draft Agreement prior to 28 October SPGPPS Teleconference Secretariat Done 

 Prepare final draft for 28 November SPGPPS Meeting Legal Counsel /Secretariat Done 

 Establish SPGPPS Finance Committee SPGPPS Done 

 Agenda Item 34th SPGPPS Meeting Secretariat Done 

2.1.1 Annual CDMS Progress Report Year 2 (4 June 2002 to 3 June 2003)   
 Prepare final version of CDMS Annual Report for Year 2 after Audit Secretariat/CDMS Done 

 Circulate final report to signatories to AMA CDMS Agreement Secretariat Done 

 Refer Year 2 over spend to SPGPPS Finance Committee Secretariat Done 

2.1.2 Participation in the CDMS by private psychiatric services without beds   
 Prepare paper for APHA on alternative subscription models Mr Morris–Yates Done 

 Agenda Item 34th SPGPPS Meeting Secretariat Done 

2.2 National Network of Private Psychiatric Sector Consumers & Carers   
 Agenda Item 34th SPGPPS Meeting Secretariat Done 

3.1.2 NF 2002 Goal 2: Uptake of Innovative Services   
 IMWG to reconvene to consider results of Hospital/Health Fund Survey IMWG Done 

 Agenda Item 34th SPGPPS Meeting Secretariat Done 

3.1.3 NF 2002 Goal 3: Access to Private Mental Health Services   
 RANZCP to survey psychiatrists RANZCP Pending 

 Agenda Item 34th SPGPPS Meeting Secretariat Done 

3.1.4 NF 2002 Goal 4: Workforce   
 Agenda Item 34th SPGPPS Meeting Secretariat Done 

3.1.5 NF 2002 Goal 5: Quality, Availability & Utilisation of Information   
 Circulate Patient Safety and Quality in Mental Health Services (Tito Report) Secretariat Done 

 Dr Pring to attend Safety and Quality Partnership meeting 17 September Dr Pring Done 

 Agenda Item 34th SPGPPS Meeting Secretariat Done 

3.2 Guidelines for Determining Benefits Review   
 Circulate Composite Draft 2 for comment Secretariat Done 

 SPGPPS to forward comments to Secretariat by 24 October 2003 SPGPPS Done 

 Secretariat to prepare Composite Draft 3 based on comments received Secretariat Done 

 GRWG to meet 1st week in November and consider Composite Draft 3 GRWG Done 

 Prepare Composite Draft 4 (final) for 28 November SPGPPS Meeting Secretariat Done 

 Agenda Item 34th SPGPPS Meeting Secretariat Done 

3.3 Privacy Kit for Private Sector Mental Health Service Providers   
 Organise design/layout of prepublication version of Kit Secretariat Done 
 Circulate prepublication version to MHPC for comment on design only Secretariat Done 
 Organise meeting with Privacy Commissioner Secretariat Done 
 Make any final amendments to Kit Secretariat Pending 
 Publish widely in electronic format and Stakeholder to include on websites Secretariat Pending 

3.4 Substance Abuse and Dependency (SAD)   
 Establish SAD Sub Group (MDM, MSW, MJH, DMN) Secretariat Done 
 SAD Sub–group to meet and advise IMWG on Project Brief SADSG Done 
 IMWG to meet and consider SAD Sub–group recommendations IMWG Pending 
 IMWG to advise 34th SPGPPS Meeting IMWG Pending 
 Agenda Item 34th SPGPPS Meeting  Done 

4.1 Private Hospitals Report   
 Organise Meeting with the ACHS and MMM, MJM DYW AMY TBA, PJT Secretariat Done 
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2. FINANCIAL AND OPERATIONAL MATTERS 

2.1 FUTURE OF THE SPGPPS 

The Chair reported that the AMA Agreement for Services, which supports the operation of 
the SPGPPS, expires on 31 January 2004.  The Parties to this Agreement (AMA, 
RANZCP, AG, APHA and AHIA) have reached consensus for the continuation of the 
SPGPPS, its Centralised Data Management Service (CDMS) and the National Network for 
Private Psychiatric Sector Consumers and Carers (National Network), under an 
overarching Agreement, for the period of three calendar years from 1 January 2004 to 31 
December 2006. The SPGPPS Legal Counsel, Ms Jane Ferry, subsequently drafted a new 
AMA Agreement for Services 2004–2006, which was circulated to all Parties and the 
SPGPPS for comment by 14 November 2003.  A final draft had then been prepared, based 
on the comments received. It was noted that a copy of the final draft had been circulated 
with the agenda and papers for this meeting. 

The Chair then welcomed Ms Ferry to the meeting and invited Jane to discuss the 
comments received and any necessary further amendments to the Agreement.  A clause–
by–clause discussion of the Agreement, resulted in the following changes being made. 

Parties to the Agreement 

The Commonwealth of Australia, as represented by the Department of Health and Ageing (DHA), will 
be the sole Australian Government Party to the Agreement.  All references to the Department of 
Veteran Affairs (DVA), as a Party, will be deleted. 

Pending their acceptance, beyondblue as a funding body of the National Network, should be a Party to 
the Agreement. 

Clause 2 Provision of Services 

A new clause 2.7, will be included to acknowledge that the AMA will receive an administration fee of 10% 
from the subscriptions at the start of the year of operation rather than the end. 

Clause 5 Funding 

5.4 Will be amended to ensure review of funding takes place in the final quarter of each year. 

Clause 9 SPGPPS Material and Intellectual Property 

9.2 An inventory of significant Existing Material will be added to the Agreement as Schedule D. 

Clause 14 Acknowledgement and Publications 

14.1 Will be amended to include the wording used by the Australian Government in standard 
contracts concerning the right to approve/vet material prior to publication. 

Clause 17 Suspension, Reduction and Termination 

This clause and all sub–clauses will be amended and re–ordered to ensure it is clear under what 
conditions the Agreement can be suspended, reduced or terminated.  Six months will be the agreed 
period of notice for withdrawl, to enable the Parties to resolve the future of the SPGPPS, CDMS and 
National Network. 

17.1 a) This clause is confusing and will be deleted. 

Clause 20 Insurance 

The list of insurances carried by the AMA will appear at Annexure 1. 
 
It was agreed that the final version of the Agreement should be sent to the Parties for 
perusal before signing.  

RESOLVED 

That the SPGPPS endorses the AMA Agreement for Services 2004–2006 as 
amended by the 34th Meeting of the SPGPPS and requests the SPGPPS 
Legal Counsel prepare a final version for the Parties to sign.  The SPGPPS 
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Secretariat is requested to co–ordinate the signing of this Agreement by 24 
December given the contingencies of the Christmas/New Year Holiday 
Period. 

2.2 SPGPPS CENTRALISED DATA MANAGEMENT SERVICE 

The Chair indicated that, the SPGPPS is responsible for oversight of the operation of the 
SPGPPS National Model and its CDMS and invited the SPGPPS Information Officer, Mr 
Allen Morris–Yates to provide an update on CDMS activity since the last meeting. 

2.2.1 New Hospitals 

Mr Morris–Yates reported that currently there are only three private hospitals with 
psychiatric beds (Hospitals) in Australia, which are not participating in the CDMS.  The 
SPGPPS noted that the two Hospitals, which have recently joined are Cape Hawke 
Community Private Hospital, located at Forster in New South Wales, and Southwest Sydney 
Private Hospital, which is a new facility, located in Sydney.   Training for both these 
Hospitals will take place in the New Year. 

2.2.2 Presentation 

Mr Morris–Yates then gave a short presentation highlighting some conclusions from the 
CDMS data collected over the previous financial year.  Mr Morris–Yates began the 
presentation with the observation that the vision underlying the SPGPPS’s Data Collection 
and Analysis Project was to enable, at the level of service management, the natural corrolary 
of evidence–based clinical practice, that is evidence–based service management.  Through 
the development of an information infrastructure that ensures the availability of 
comprehensive information about service provision and outcomes, providers will become 
able to apply the principles of evidence–based clinical practice to the improvement of the 
actual processes of service delivery. 

Mr Morris–Yates used the analogy of previous experience in a public sector Area Mental 
Health Service, where changes were made to the service delivery structure three times in five 
years, yet at no time was there solid information about how the service was performing 
before those changes were made, and what effect those changes had on how services were 
delivered in terms of simple things, such as referral patterns or the volume of services 
delivered to particular kinds of clients.  Some of those changes had a significant impact on 
the clinical pathways of patients.  Both senior administrators and line managers 
acknowledged that this was not an acceptable state of affairs. 

Mr Morris–Yates then made the following key points. 

 The process of developing the SPGPPS’s National Model effectively started in March 
1998.  The very substantial commitment made by Hospitals to the process of 
implementation has now meant that the original goals of the Project have been met. 

 Data over the last year indicated that completion rates of the standardised measures 
(HoNOS and MHQ–14) have, overall, steadily increased over the year, although the 
completion rate for the self–report measure is not as good as the clinician rated measure.  
While the processes required to support the completion of a clinician–rated measure were 
relatively familiar to most Hospital staff, the offering of a self–rated measure to patients 
at admission and discharge is still a relatively new undertaking for most clinical staff and, 
due to current limitations in the availability of reference materials, the measure is not as 
immediately clinically useful to staff as it could be.  This is an issue that will be focussed 
on with Hospitals in 2004. 

 The original intention of the HSMdb software was to allow Hospitals to collect the data 
and submit it to the SPGPPS CDMS.  It is very clear that this is inadequate in enabling 
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Hospitals to make effective use of the data at the local level.  The enhancements to the 
HSMdb software that are currently being developed will substantially increase the 
capacity for Hospitals to make local use of the data by enabling Hospitals to more 
effectively use the data in clinical quality improvement activities. 

 A major task in 2004 will be the development of clinical reference materials for the two 
outcome measures.  Mr Morris–Yates and Ms Linda Pettigrove of DHA are attempting to 
gain access to the data collected in the 1995 National Health Survey, which used the SF36 
self–report measure, conducted by the Australian Bureau of Statistics.  With access to that 
data Mr Morris–Yates will be able to produce population–based norms for the self–report 
measure that are specific to Australia and specific to the scoring methods in use.  The 
publication of this data for use by participating Hospitals will increase the clinical 
usefulness of both outcome measures in the private hospital setting. 

 In the past there has been a tendency by health service providers to collect data but do 
little with it.   While most state health departments have extensive collections of in–
patient data and less extensive out–patient and community–based statistics collections, 
there is little capacity to use this data at the local service management level where it is 
potentially the most useful.  An information system consists of three parts.  Data 
collection, analysis and reporting are the first and second parts.  The third part is to use the 
information in service management and clinical quality improvement.  This third part of 
the tripod is an evolutionary and recursive process and is in the early stages of 
development.  Having developed the data collection, analysis and reporting processes, the 
enhancements to the HSMdb software are now directed toward enabling Hospitals to use 
the accumulated data at the level of service management. 

Mr Morris–Yates then used simple time–series graphs for the HoNOS and MHQ–14 to 
demonstrate how even very simple ways of presenting data can reveal interesting things 
about service processes.  For example, in general, the completion rates for both measures in 
any given quarter run parallel to each other.  This suggests that processes within Hospitals 
that determine the completion rate for the clinician rated scale, also affect the completion of 
the self–reported measure.  It was also observed that completion rates are generally lower at 
discharge than at admission, particularly for the self–report measure.  Anecdotal reports from 
a number of Hospitals also indicates that, where the data collection process is not embedded 
in clinical staff practice, but instead relied on the drive of key staff members, completion 
rates dropped when that staff member was absent. 

Ms Janne McMahon commented that, from the consumer perspective, there was some 
anecdotal evidence that the MHQ–14 itself could be a factor in the lower rates of completion 
for the self–report measure as well as the judgment of staff of the best time for the 
completion of the MHQ–14.  Mr Morris–Yates agreed that in some cases consumers may 
find the completion of the measure too distressing or difficult at the time of their initial 
admission.  However, in both the data collection protocols and the training materials clear 
guidance is given as to the appropriate manner in which staff should  offer the self–report 
measure to consumers.  In particular, the guidelines very clearly indicate that where a patient 
indicates they are too distressed to complete the measure, staff should wait until the 
following day so that the person has time to settle into the new surroundings. 

Ms Moira Munro reported that one of the difficulties of the self–report measure is that it is 
not immediately relevant to Hospital staff.  Obtaining a score is possible only after all data is 
entered into the computer and, in any case, the score has no meaning without population 
norms to compare it with.  Mr Morris–Yates indicated that this was the reason for prioritizing 
work on developing Australian appropriate population norms for the self–report measure and 
upgrading the software to enable staff to make more clinical use of their local data. 
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The Chair reported that in the public system, each of the States and Territories is going to use 
a different self–report measure.  Currently there are three self–report measures in use.  The 
Mental Health Inventory (MHI), the Kessler 10 (K10) and the 32 item Behavior and 
Symptom Identification Scale (BASIS–32).  The MHI is derived from the same item source 
set as the SF–36.  The MHI, the SF–36 and the MHQ–14 all share a common five–item 
mental health subscale (MHI–5).  The K10, which is essentially a measure of the symptoms 
of anxiety and depression with other more general questions to measure emotional distress 
has been shown to be directly comparable to the MHI–5.  As a consequence, although 
different measures are being used, it is possible, at the aggregate statistical level, to make 
meaningful comparisions between the different clinical populations within which those 
various measures are being used. 

The BASIS 32 although somewhat longer than the other measures and not as easilly 
compared, is anecdotally, a more clinically useful measure, as it covers a broad range of 
symptoms.  The principle disadvantage of using the BASIS–32 is that there are no population 
norms for that instrument. 

Discussion then turned to the broader utility of the data being collected by the CDMS.  Ms 
Sheila Holcombe indicated that there is a role for data analysis in monitoring innovative 
models of care.  Mr Morris–Yates explained that while the CDMS had data for the past 
financial year, longer–term data of the order of two years would be needed to answer many 
questions. 

2.2.3 Year 2 CDMS Annual Report 

The Chair reported that the CDMS Year 2 Annual Progress Report, which outlines 
progress with the implementation of the SPGPPS National Model and the operation and 
activities of the CDMS had now been circulated to the Parties to supporting the operation 
of the CDMS (AMA, AHIA, APHA and AG).  The CDMS overspend, identified in the 
Annual Report was referred to the SPGPPS Finance Committee, which met on 12 
November 2003.  The outcome of the Finance Committee’s deliberations appears under 
Agenda Item 2.4 below. 

2.3 NATIONAL NETWORK OF PRIVATE PSYCHIATRIC SECTOR CONSUMER AND CARERS 

(NATIONAL NETWORK OR NETWORK) 

The Chair reported that the AMA, RANZCP, Beyondblue, and the APHA, are contributing 
funding to support the activities of the National Network.  Dr White invited the Network 
Chair, Ms Janne McMahon, to report on developments. 

Ms McMahon reported that the National Network met via teleconference on 21 October 
and advised that the next meeting would be held via teleconference on 16 December 2003.  
Issues currently being progressed include the following. 

2.3.1 Establishment of an Expert Advisory Panel 

Ms McMahon reported that letters to relevant organisations to establish an Expert 
Advisory Panel (EPA) for the Network had been drafted and would be sent in the near 
future.  Ms McMahon expressed the hope that the EPA would provide an innovative 
initiative in improving communication among the variety of perspectives in the provision 
of mental care in the private sector. 

 

2.3.2 Establishment of State and the ACT – based committees 

Ms McMahon reported that the establishment of these committees was going well.  The 
NSW Committee held their first meeting on 3 November 2003 at the Sydney Private 
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Clinic.  Queensland was meeting today, and it was anticipated that the remainder would 
have had their first meetings by the end of 2004. 

2.3.3 Promotional brochure for distribution to mental health providers 

Ms McMahon reported that the promotional brochure to promulgate the role of the 
National Network is currently being printed and expressed her thanks to the independent 
private hospital, which has undertaken to underwrite the costs of printing the brochure up 
to an amount of $2000. 

2.3.4 Consumer and carer participation in mental health professionals’ training  

Mr Taylor advised that Mr Bob Wells, First Assistant Secretary of the DHA had responded 
to a submission on consumer and carer participation in health professional’s training and 
will raise the matter with the Deans of the universities. 

Dr Jo Lammersma indicated that it would be important to target medical students as well 
as student nurses.  FAME, for example, is an organisation of parents with chronically ill 
children, which targets medical training in three separate ways, holding grand rounds, 
interviews of parents by medical students, and lectures to medical student groups. 

2.3.5 MHCA National Consumer and Carer Forum  

Ms McMahon reported that in discussions with Dr Grace Groom, Chief Executive Officer 
of the Mental Health Council of Australia (MHCA), it became apparent that organisations, 
such as the Australian Mental Health Consumers Network, GROW, ARAFMI and the 
Health Consumers Forum, are not financial contributors to the National Consumer Carer 
Forum (NCCF).  It is only beyondblue and the private sector that are asked to contribute 
financially for their representatives.  Ms McMahon has written to the co–chairs of the 
NCCF to request that the National Network be represented on the NCCF at no cost, given 
that other equivalent organisations are non–financial members and the restricted budget of 
the National Network.   This request will be considered at the 8 December 2003 meeting of 
the NCCF.  Mrs Ruth Carson has been Network’s representative on the NCCF. 

The SPGPPS Chair then reported that the last meeting of the AMHMAC National Mental 
Health Working group (MNHWG), noted the achievements of the NCCF during 2002 and 
2003 and considered a submission for future funding of the NCCF.  Dr White reported that 
the NMHWG agreed to continue funding the NCCF at the current level, for a further 
twelve months from December 2003, according to the AHMAC formula for State and 
Territory joint funding.  The NMHWG also agreed to consider an out–of–session paper 
that looks at suggestions from the NCCF, via the MHCA, on changes to the Terms of 
Reference and options on development of the role of the NCCF. 

2.3.6 Private sector consumer representation on the Board of the MHCA 

The SPGPPS noted that Ms McMahon has stepped down as the National Network 
representative on the Board of the MHCA and Mr Wayne Chamley, the Network’s 
Victorian State Co–ordinator, was elected to replace her. 

2.3.7 Private Sector ACHS Consumer Surveyors 

Ms McMahon reported that the National Network has been approached by the Australian 
Council on Healthcare Standards (ACHS) to recruit 5 consumer surveyors from the private 
sector for training as ACHS surveyors.  This matter has been included on the agenda for 
the December 16 Teleconference of the National Network. 

2.4 SPGPPS FINANCE COMMITTEE REPORT 

The Chair reported that the 33rd Meeting of the SPGPPS directed that and SPGPPS Finance 
Committee be established to meet and monitor SPGPPS, CDMS and National Network 
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budgetary expenditure, on a quarterly basis.  The meeting noted that the Committee is 
currently constituted as follows. 

1. Dr Martin Nothling Chair (AMA) 
2. Dr Jo Lammersma (RANZCP) 
3. Mr Dermot Casey (Australian Government) 
4. Ms Sue Williams (Hospitals) 
5. Mr Brian Osborne (Health Funds) 
6. Mr Howard Pickrel (AMA Corporate Services) 
7. Mr Allen Morris–Yates (CDMS) 
8. Mr Phillip Taylor (SPGPPS Secretariat) 

The Chair of the Committee, Dr Martin Nothling, reported that the Committee first met on 
12 November.  The SPGPPS then noted the Committee’s draft report and 
recommendations, which had been circulated with the agenda and papers.  Dr Nothling, 
reported that the purpose of this meeting was primarily to consider how best to manage the 
15% overspend in the CDMS Year 2 Budget (June 2002 to May 2003).  Dr Nothling 
reported the Committee had considered the following three possible options. 

Option 1 

Utilise the foreshadowed Year 3 under spend in SPGPPS funding to cover the Year 2 
CDMS over spend at the end of 2003 (31 December) prior to the commencement of the 
proposed AMA Agreement for SPGPPS Services 2004–2006 on 1 January 2004. 

Option 2 

Quarantine the foreshadowed Year 3 SPGPPS under spend and carry forward the Year 2 
CDMS over spend until the completion date of the original SPGPPS Data Collection and 
Analysis Project (June 3 2004) and attempt to reduce the over spend in the interim.  Then 
utilise the quarantined Year 3 SPGPPS under spend to acquit any remaining Year 2 CDMS 
over spend. 

Option 3 

Quarantine the foreshadowed Year 3 SPGPPS under spend and carry forward the Year 2 
CDMS over spend until the end of the proposed overarching AMA Agreement for 
SPGPPS Services on 31 December 2006.  In the intervening period, attempt to reduce the 
over spend across the three year period.   Any remaining over spend at the end of the three 
years would then be acquitted from the quarantined Year 3 (2003) SPGPPS under spend 

2.4.1 Recommendations 

The Finance Committee discarded Option 1 and recommended that Options 2 and 3 should 
be reviewed at the next meeting of the Committee to be held at the end of the first quarter 
in April 2004.  By that time, the extent of any SPGPPS under spend, and the CDMS over 
spend would be fully known.  The effect of Mr Morris–Yates taking his accrued annual 
leave on the CDMS over spend would also be evident.  It was anticipated that there would 
be a rough balance between the CDMS over spend and the SPGPPS under spend. 

Dr Nothling reported that the new AMA financial reports for the Committee would include 
the budget for the quarter against actual expenditure for the quarter, and the year–to–date 
budget against year–to–date expenditure. 

The SPGPPS then approved the following resolutions of the Finance Committee en bloc. 

RESOLVED 

That the SPGPPS endorses the following recommendations of the SPGPPS 
Finance Committee. 
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1. That Option 1 for dealing with the CDMS Year 2 over spend not be 
pursued. 

2. That consideration of Options 2 and 3 for dealing with the CDMS 
over spend be postponed until the next meeting of the Finance 
Committee, scheduled for April 2004. 

3. That the AMA, from 2004 onwards, provide a report for each 
quarterly meeting of the Finance Committee that details the 
following. 

(a) Actual SPGPPS expenditure against the SPGPPS budget 
for the for the period 1 February 2003 to 31 December 
2003, including any over or under spend. 

(b) Actual CDMS expenditure against the CDMS budget for 3 
June 2003 to 31 December 2003, including any under or 
over spend. 

(c) A summary of financial results for SPGPPS, CDMS and 
the National Network for Private Psychiatric Sector 
Consumers and Carers for the period 1 January 2004 to 
31 March 2004. 

4. That, wherever possible, the AMA reports to the SPGPPS Finance 
Committee include: 

(a) actual quarterly expenditure against quarterly budget; 

(b) year–to–date actual expenditure against  year–to–date budget; 
and 

(c) a forecast of budget expenditure for the reminder of the year. 

3. DISCUSSION ITEMS 

3.1 NATIONAL FORUM 2002 – AGREED GOALS 

The Chair reported that all stakeholders that attended the SPGPPS National Forum 2002 
defined an agreed set of five common goals for private sector psychiatric services and 
determined some of the short term and longer–term changes that would be necessary to 
achieve those goals.  The Chair reminded the meeting that, on 28 September 2002, the 
SPGPPS held a Strategic Planning Day to examine these five goals and determine what the 
SPGPPS, and its stakeholders, could do to progress them.  The 30th Meeting of the 
SPGPPS, held on 6 December 2002, considered progress with these goals and directed that 
the 2003 SPGPPS National Forum be postponed to enable the SPGPPS to concentrate on 
progressing these issues over the next 12 to 18 months (2003/4).   

The meeting then considered progress toward the achievement of the following goals. 

3.1.1 GOAL 1: ENHANCE CONSUMER AND CARER PARTICIPATION 

Enhance Consumer and Carer participation in the design, delivery and evaluation of private sector 
mental health services, so that Consumer and Carer participation becomes the driving force in all 
elements of change. 

There Chair reported that this item was dealt with under Agenda Item 2.3. 
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3.1.1 GOAL 2: UPTAKE OF INNOVATIVE SERVICES 

Enable private sector mental health services to provide comprehensive care by encouraging the 
uptake of innovative services that have been shown to be effective and feasible. 

The Chair reported that to progress Goal 2, the SPGPPS established an Innovative Models 
Working Group (IMWG), which the meeting noted is currently constituted as follows. 

1. Health Funds Mr Bruce Houghton (Chair) 
2. DVA Mr David Morton 
3. Consumers Ms Janne McMahon 
4. RANZCP Dr John Buchanan  
5. AG Ms Kathryn Bates/Ms Sheila Holcombe  
6. AMA Dr Bill Pring 

The IMWG met via teleconference on 29 September and 10 November 2003, and a copy of 
draft report of the 10 November meeting was noted.  Dr Bill Pring, in the absence of the 
Chair of the IMWG, reported that the purpose of these meetings was to progress the SPGPPS 
General Principles and Recommendations, developed by the IMWG.  These 
Recommendations seek to encourage the uptake of innovative models of service delivery and 
enhance co–ordination of care between general practitioners, psychiatrists and hospitals.  
They ask that, Hospitals and health funders jointly commit to a change process, involving the 
sharing of both risks and cost benefits, so that all Hospitals are able to implement Approved 
Outreach Services, to deliver improved cost effective mental health care to consumers and 
their carers in the private sector.  They also specifically recommend the development and 
maintenance of an easily accessible State–based referral directories of available specialist 
psychiatric services to facilitate access for general practitioners. 

Uptake of Approved Outreach Services 

Dr Pring then explained that the IMWG is currently gathering information concerning the 
barriers to the uptake of Outreach Services for Hospitals.  To that end, Mr Peter Callanan has 
provided the current list of Hospitals with Approved Outreach Services to the SPGPPS 
Secretariat.  The Secretariat provided both the list and the contact details of Hospitals without 
these services to Ms Sue Williams.  The meeting noted that Ms Williams agreed to go back 
to the Hospital State representatives for them to ascertain what current barriers there may be 
to the uptake of Outreach Services by these Hospitals.  Dr Pring reported that an article on 
Outreach Services was also included in the most recent edition of SPGPPS News. 

State–based Referral Directories 

Dr Pring reported the development of a referral directory is a concept that has been endorsed 
by the RANZCP General Council and is being progressed through RANZCP State Branches, 
RACGP, and the Australian Divisions of General Practice (ADGP).  It is largely a question 
of integrating the various databases, which is predominately an RANZCP task. 

Dr Jo Lammersma reported that the referral directory would be on the agenda at the 
RANZCP workshop to be held on 30 January 2004 to look at the co–ordination of the referral 
directory between the RANZCP and GP organizations.  A template of the referral directory 
has been developed and is available in Victoria.  A complication to integration of the 
databases is that RANZCP Headquarters has one data system and each State Branch has a 
different system.  The College aims to set up one integrated network early next year and it is 
anticipated that the referral directory may become a reality towards the middle of next year. 

Dr Kable reported that, in Victoria, the RACGP website is establishing an integrated GP–
Psychiatrist access line, so that GPs can access psychiatrist who will assist them with clinical 
assesments.  The access line is not just a database but has built into it an educational 
opportunity for both the GP, who gains clinical assessment points, and the psychiatrist who 
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gains RANZCP points for small group learning.  The databases, located in ADGP, contains 
lists of GPs with an interest in mental health. 

Dr Kable reported that there are significant problems in getting educational programs of 
quality to rural areas and perhaps Hospitals could develop outreach programs to remote areas 
outside of their immediate catchment area. 

The SPGPPS then endorsed the recommendation of the IMWG that the Substance Abuse and 
Dependency Sub–group report directly to the SPGPPS as a Working Group, given that the 
issues are outside the focus of the IMWG. 

RESOLVED 

1. That the SPGPPS notes the report of the  SPGPPS Innovative Models 
Working Group (IMWG) meetings, held via teleconference on 29 
September and 10 November 2003. 

2. That the SPGPPS directs the recently formed Substance Abuse and 
Dependency Working Group report directly to the SPGPPS and that the 
acronym for the group appear as SDWG. 

3.1.3 GOAL 3: ACCESS TO PRIVATE MENTAL HEALTH SERVICES 

Improve access to private sector mental health services by strengthening linkages and improving 
the co–ordination of care between GPs, Psychiatrists and Private Hospitals 

The Chair reported that all stakeholders that attended the SPGPPS National Forum 2002 
agreed that improvements in access to private sector mental health services should be 
pursued as a matter of urgency by the sector.  Strategies, such as strengthening linkages 
and improving the co–ordination of care between GPs, Psychiatrists and Hospitals were 
identified as important to achieving that goal. 

As a first step, it was agreed that work should be undertaken to identify the extent and nature 
of difficulties in access to after hours care, at all stages along the continuum of care.   In 
particular, to better inform the wider discussions concerning access to psychiatric services in 
the private sector, the following questions need to be addressed. 

 Do GPs have problems obtaining access to psychiatrists after hours? 

 Do psychiatrists have problems obtaining access to after–hours care for existing 
patients? 

 Do psychiatrists have problems obtaining access to after hours care for new patients? 

 Do GPs, Psychiatrists, or private hospital–based psychiatric services, have problems 
obtaining access to community–based care? 

 Where access problems do exist, what is the specific nature of the problems? 

 Where there is a potential for access problems, are there any mechanisms in place to 
address such problems? 

To progress this, it was proposed that the SPGPPS would conduct a survey of Hospitals, 
and the RANZCP would survey psychiatrists. 

The Chair reported that SPGPPS Hospital survey, and its subsequent follow–up by 
Hospital representatives, confirmed that the vast majority of people have 24 hour access to 
Hospitals in Queensland, New South Wales, Victoria, and Western Australia.  In South 
Australia, advice suggests that there are potential risks to Hospitals offering a 24 hour 
service related to shared liability and professional indemnity. 

Dr Jo Lammersma reported that in the last few months the RANZCP has developed a Policy 
Unit, which has given top priority to working with the issues around GP–Psychiatrist liaison. 
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Dr Brian Kable reported that as part of the Better Outcomes in Mental Health Care Initiative 
(BOIMHC), the Contracts have been let for urgent access to Psychiatrists by GPs.  Dr Jo 
Lammersma amplified that there are three contracts, but two are combined to provide a 1800 
telephone number, fax and email service for GPs to access Psychiatrists in the Eastern States.  
A different project is envisaged for South Australia, which will be looking at developing 
relationships between several ADGP and certain groups of Psychiatrists.  The Psychiatrist 
groups will be on a roster, available for GPs to call seven days per week, and also offer 
services such as acute assessment and follow–up.   The services are not for emergency care 
but for urgent cases where expert advice is needed and an answer can be provided within a 
24–hour period.  It is anticipated, that after 12 months an evaluation of the services will 
provide answers to what works and what GPs prefer.  Dr Lammersma suggested that the 
services could start as early as January 2004 with funding for 12 months after which, the 
Australian Government will determine what is required for an ongoing system.  Dr 
Lammersma advised that the Australian Government will indemnify psychiatrists providing 
these services and GP’s are covered under the current system for situations where they seek 
expert advice. 

Mr David Morton requested that the Secretariat obtain and circulate documentation that 
describes the service and how it can be accessed.  Ms Sheila Holcombe offered to approach 
the Project Officer, Dr Stephen Castle to get the information for the Secretariat. 

Ms Janne McMahon raised the point of patient privacy.  Dr Lammersma explained that the 
patient information would be de–identified and that case notes would be kept only by the GP 
for research purposes into the effectiveness of the service.   The evaluation framework is part 
of the terms of reference and evaluation is part of the contract for each of the contracting 
parties. 

Mr Phillip Taylor reported that the BOIMHC Evaluation Framework had been circulated to 
SPGPPS Members and Observers for comment back to the AHMAC National Mental Health 
Working Group some months ago. 

3.1.4 GOAL 4: WORKFORCE 

Seek to ensure that private sector mental health services are supported by a high quality 
workforce. 

The Chair reported that to progress this Goal, the SPGPPS has established a link with the 
DHA, Health and Industry Investment Division.  The Division’s First Assistant Secretary, 
Mr Bob Wells addressed the 31st Meeting of the SPGPPS concerning many of the issues 
impacting on mental health workforce  and took on notice the following issues that are of 
ongoing concern to the private sector. 

1 Attracting and Retaining Mental Health Nurses 

The Chair reported that this issue was raised at the last meeting of the AHMAC National 
Mental Health Working Group (NMHWG) in relation to the Mental Health Nursing 
Workforce Supply, Recruitment and Retention Report.   The NMHWG considered the 
Recommendations from the Report with particular reference to the need for action–
oriented solutions and a national approach to collaborative partnerships to achieve an 
increase in mental health nursing numbers. The NMHWG has asked that its Task Force 
provide an Action Plan with defined State and Territory responsibilities developed from 
the final report. 

There was also consensus that a whole of the workforce approach was required, with the 
mix and effectiveness of the workforce being considered.  NMHWG agreed that in order to 
adequately canvass whole of workforce issues, a different mechanism was required and the 
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NMHWG Chair agreed to contact Mr John Ramsay, Chair Australian Health Workforce 
Officials Committee (AHWOC) to discuss progress with wider workforce issues. 

2 Consumer and Carer Participation in all Health Professionals Training 

The Chair reported that the National Network of Private Psychiatric Sector Consumers 
and Carers accepted Mr Wells invitation and developed recommendations for him to raise 
with the Deans of the respective university training programs, concerning this issue.   

The Chair of the National Network, Ms Janne McMahon, has written to Mr Wells 
recommending that mental health consumer and carer participation be incorporated into 
the training programs at appropriate and relevant stages for all health professionals with 
the recommendation that stronger attention should be paid in the basic courses for health 
professionals, which address attitudes, values and beliefs and how they are embedded in 
our communities and often strengthened by institutional behaviours. 

Mr Taylor reported that Mr Wells had responded and agreed that one avenue for 
addressing this issue is to engage mental health consumers and carers as active facilitators 
and participants in training programs for health professionals.  Mr Wells will raise this in 
discussions with the deans of the respective university training programs during the course 
of his regular consultations with the relevant dean’s committees. 

3 Psychiatrist Training 

Dr Jo Lammersma reported that not all of the training positions available are taken up and 
there is still the issue of how to attract the medical students and interns into psychiatry.   
Dr Lammersma expressed the view that the problem was really access to medical 
specialists across the whole medical workforce, particularly for GPs. 

The Chair indicated that the use of less qualified personnel to perform some tasks was of 
some concern.  Dr Lammersma responded that this was not practicable in the long run as, 
for example, using nurses as nurse practitioners for other tasks was not a viable option 
given the nursing shortage. 

Ms Janne McMahon asked for clarification concerning the training of psychiatrists in the 
private sector.  The Chair responded that psychiatrists are trained in the public sector and 
can elect to work in the private sector.  With termination of Visiting Medical Officer 
positions in the public sector, trainees will have no exposure to private practice.  Ms Moira 
Munro reported that there are registrar positions in some Hospitals in some States.  Dr 
Lammersma reported that this is an issue that will be looked at under the advanced training 
regulations, which will come into effect next year and there has already been some 
discussion with DHA about ways that training positions in the private sector could be 
funded. 

The Chair reported that under the new Australian Health Care Agreements there is no 
separation between mental health and health in general, so that funding for mental health is 
general funding and there are no criteria that bind Area Health Services to spend money on 
mental health, as has happened when the funds were quarantined. 

3.1.5 GOAL 5: QUALITY AVAILABILITY AND UTILISATION OF INFORMATION 

Improve the quality, availability and utilisation of information regarding private sector mental health 
services 

SPGPPS Information Strategy Working Group 

The Chair reported that the SPGPPS has established an Information Strategy Working 
Group (ISWG) to examine the development of an information strategy for the private 
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sector.  The work of the ISWG will commence next year, provided the AMA Agreement 
for Services 2004–2006 is signed.  The ISWG is currently constituted as follows. 

1. Dr Bill Pring (Chair) AMA 
2. Ms Moira Munro Hospitals 
3. Mrs Ruth Carson Carer 
4. Mr Brian Osborne Health Funds 
5. Dr Brian Kable RACGP 
6. To be advised RANZCP 

Dr Jo Lammersma reported that the RANZCP nominee to the ISWG from the College 
Quality Improvement Committee would be whoever was appointed to the Data Manager 
position at the College.  This should be known early in 2004. 

The Chair of the ISWG, Dr Bill Pring, reported that it is anticipated the ISWG would hold 
its first teleconference in early February 2004 and that he would develop a framework to 
guide discussion that would be circulated to the SPGPPS early in 2004. 

Safety and Quality in Mental Health 

Dr Pring then reported on the outcomes of the meeting of the Safety and Quality 
Partnership Group of the AHMAC NMHWG held on 17 September 2003.  The purpose of 
this meeting was to consider the 17 recommendations of the Safety and Quality in Mental 
Health Report, as a first step in the development of a National Framework for Safety and 
Quality in Mental Health.  Dr Pring indicated that to produce a Framework that has the 
support of all jurisdictions, Recommendation 8 states that the Safety and Quality 
Partnership Group should conduct a workshop, as occurred with the Mental Health 
Information Development Plan (MHIDP), to develop a Framework for Quality and Safety 
in Mental Health Services.  This would underpin the focus on quality and safety in the 
National Mental Health Plan 2003–2008, in the same manner that the MHIDP underpinned 
the information needs part of the National Mental Health Plan 1998–2002. 

Dr Pring indicated that the Partnership Group has agreed that a considerable amount of 
work needs to be done before such a workshop can take place and a Project Officer will be 
commissioned to identify a work plan to assist the Partnership Group to achieve this.  
Funding for this position will be met by the Australian Government and State and Territory 
mental health services.  It was intended that the Project Officer would be located in the 
Office of the Chief Psychiatrist in Western Australia (WA), however, given the recent 
funding difficulties in WA there is now some doubt over whether the project can proceed 
from that location.  Ms Sheila Holcombe reported that this issue, and the problems of 
liaison between the Project Officer in Western Australia and the DHA, are still being 
resolved. 

Dr Pring reported that there would be another meeting of the Partnership Group on 11 
December 2003 in Melbourne.  It was agreed that Dr Pring would attend the meeting on 
behalf of the SPGPPS. 

3.2 REVIEW OF THE GUIDELINES FOR DETERMINING BENEFITS FOR HEALTH 

INSURANCE PURPOSES FOR PRIVATE PATIENT HOSPITAL–BASED MENTAL 

HEALTH CARE  

The Chair reported that earlier this year, the SPGPPS agreed to review Guidelines for 
Determining Benefits for Health Insurance Purposes for Private Patient Hospital–Based 
Mental Health Care (hereafter Guidelines) and established a Guidelines Review Working 
Group (GRWG) comprised as follows. 

1. RANZCP Dr Jo Lammersma (Chair) 
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2. AG Mr Peter Callanan 
3. Hospitals Ms Moira Munro 
4. Health Funds Mrs Judy Hardy 
5. AMA Dr Nothling 
6. Consumers Ms Janne McMahon 

The Meeting then considered a copy of the Composite Draft 4 of the Guidelines prepared 
by the GRWG. 

Dr Jo Lammersma reported that most of the changes to the Guidelines had been agreed to 
at the meeting of the GRWG held via teleconference on 10 November 2003.  The meeting 
agreed that the following final amendments should be made to the Guidelines. 

1.1 The word ‘safe’ should be omitted. 

1.9 Clause 1.9 should be included. 

4.1.2 This clause should be reworded as follows. 

All occasions of service must be determined on an individual basis.  This may include 
participation in a structured program of defined interventions and duration where it is indicated 
by best practice. 

6. Quality Standards 

The wording Accreditation by an industry recognised body should remain, as the new clause 
1.9 covers accreditation against the National Standards for Mental Health Services. 

7.2 Admitted Same–day Patient Services 

The clauses under Same–day Programs were amended to read as follows 

Same–day Programs full–day 

A minimum number of five hours of structured therapeutic contact hours per day, except where 
agreement has been reached for alternative arrangements. 

Same–day Programs – half–day  

A minimum number of three hours of structured therapeutic contact per day, except where 
agreement has been reached for alternative arrangements. 

6.1 References to the mandated need for occupational therapy rooms and kitchen areas as well as 
areas for same–day patient relaxation, recreation, exercise activities and craft were deleted. 

Ms Moira Munro advised that the revised Guidelines must be approved by the APHA before 
they can be endorsed by the SPGPPS.   It was agreed that the process for SPGPPS 
endorsement can take place via email, pending advice of endorsement from the APHA. 

RESOLVED 

That the SPGPPS forward the Guidelines for Determining Benefits for Health 
Insurance Purposes for Private Patient Hospital–Based Mental Health Care to 
the Australian Private Hospitals Association (APHA), as revised by the 34th 
Meeting of the SPGPPS, for approval. 

3.3 PRIVACY KIT FOR PRIVATE SECTOR MENTAL HEALTH PROVIDERS 

The Chair reported that in 2002, representatives of the Mental Health Privacy Coalition 
(MHPC) AMA, APHA, RANZCP, and MHCA, met with the Federal Privacy Commissioner, 
Mr Malcolm Crompton, and considered the impact on the mental health sector of the Privacy 
Amendment (Private Sector) Act 2000.  Mr Crompton was keen to participate with the 
Coalition in an educative process of the kind undertaken by the AMA and the Pharmacy 
Guild.  The Coalition subsequently agreed that a privacy kit could provide guidance on the 
development of privacy policies to suit the needs of mental health service providers and their 
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patients.  The Coalition also agreed to identify the changes it believed should be sought when 
the legislation is reviewed in 2004. 

The MHPC subsequently held several meetings with the AMA Legal Counsel, Ms Pamela 
Burton, to develop a draft Privacy Kit for Private Sector Mental Health Service Providers.  
The SPGPPS has been assisting the Coalition by providing detailed comments on the draft 
Kit, and all administrative support and funding for the activities of the Coalition.  The Kit 
was further revised based on comments received from the Office of the Federal Privacy 
Commissioner (OFPC).  The final draft version of the Kit was then sent to the OFPC 
seeking comment and approval.  The participation of the OFPC in the official launch of the 
Kit, by press release and/or press conference, was also sought. 

Dr Pring, Chair of the MHPC reported that Mr Crompton had responded just before the last 
meeting by phone and indicated that there were still some concerns with the Kit.  A meeting 
between representatives from the MHPC with Mr Crompton was convened on 22 October 
2003.  The Kit is currently being revised by Ms Burton, Mr Taylor and Dr Pring before being 
circulated for consideration to the MHPC.  When this process is complete, the Kit will be re–
submitted to the OFPC for consideration and possibly some form of endorsement. 

3.4 SUBSTANCE ABUSE AND DEPENDENCY 

The 32nd Meeting of the SPGPPS agreed that substance abuse and dependency is a major 
issue for private sector mental health services and referred this matter to the SPGPPS 
IMWG for it to investigate, and report back to the SPGPPS, on the current treatment and 
care of substance abuse and dependency, in respect of both alcohol and other drugs, in the 
private sector. 

The IMWG advised the 33rd Meeting of the SPGPPS that determining the current treatment 
and care of substance abuse and dependency in the private sector would be a complex and 
potentially costly task.  Additional specialist expertise in the area of the treatment of 
substance abuse and dependency would also be required and the work would take 
approximately 12–18 months to complete.  The 33rd Meeting agreed that the SPGPPS 
should proceed with this work and a small group comprised of the following 
representatives was established. 

1. Mr David Morton (Chair) 
2. Mrs Judy Hardy 
3. Ms Sue Williams 
4. Dr Martin Nothling 

The Chair of the Working Group, Mr David Morton, reported on the first meeting, which was 
held on Monday, 24 November 2003.  A copy of the draft report and recommendations from 
that meeting were tabled and considered.  The SPGPPS noted the meeting arrived at 
following recommendations. 

 That the SPGPPS Substance Abuse and Dependency Working Group 
(SDWG) recommends that the Expression of Interest from Ms Carole 
Turnball, Chief Executive Officer and Director of Clinical Services for 
Ramsay Health Care Mental Health Services, to participate on SDWG be 
referred to the Australian Private Hospitals Association’s Psychiatric 
Sub–committee. 

 That the SPGPPS Substance Abuse and Dependency Working Group 
recommends its Chair approach Ms Fiona Shand, Project Officer for the 
development of the National Drug and Alcohol Research Centre’s 
(NDARC) Guidelines for the Treatment of Alcohol Problems, to: 
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(a) obtain a copy of the schedule of the NDARC Guidelines Workshops;  

(b) explore the feasibility of devoting a workshop to the private sector to 
coincide with the release of the NDARC Guidelines; and 

(c) invite Ms Shand to attend and address the first meeting of the 
SPGPPS in 2004 on the NDARC Guidelines. 

 That the SPGPPS Substance Abuse and Dependency Working Group 
recommends the following steps be undertaken to better understand the 
current treatment and care of substance abuse and dependency, in 
respect of both alcohol and other drugs, in the private sector. 

(a) Mr Allen Morris–Yates in consultation with members of the SDWG to 
construct a profile of current practice in the private sector in relation 
to treatment of alcohol and substance abuse using data from the 
SPGPPS Centralised Data Management Service. 

(b) Establishment of a strong linkage with the National Drug and 
Alcohol Research Centre in Sydney. 

(c) Invite the RANZCP Section of Alcohol and Other Drugs to indicate 
what current activities in relation to substance abuse and dependency 
they are involved in and what activities they might be interested in 
undertaking through proactive partnerships with the SPGPPS, and 
other relevant organisations, particularly in relation to promoting 
best practice. 

Mr Morton then spoke to these Recommendations. 

Current Work 

Mr Morton reported that a wealth of knowledge already exists in relation to the different 
models that currently exist for treatment and care of people with substance abuse problems.  
There is excellent work being done on the development of Guidelines for the Treatment of 
Alcohol Problems (Guidelines) funded by the Australian Government and conducted by the 
NDARC.  There is a process in train for distribution of those Guidelines and that distribution 
is going to include a series of approximately 100 workshops aimed at GPs, Drug and Alcohol 
Workers and Allied Health Professionals, to look at the implementation of the Guidelines 
with supportive resource material. 

Mr Morton reported that he had not yet been in touch with Ms Shand, but the Australian 
Government was keen for there to be some opportunity to promote the availability of the 
workshops through the network of the SPGPPS.  There would be willingness to discuss the 
feasibility of having a workshop for the private sector and some interest in promoting the 
Guidelines as widely as possible. 

Mr Morton reported that there was discussion around the importance of making use of the 
information in the CDMS without having too great an expectation, but exploration was 
certainly warranted.  Mr Morton advised that while there are a range of activities going on in 
Hospitals, to get a picture of current practice would require yet another survey of private 
hospitals and Mr Morton cautioned that considerable effort could be expended without any 
tangible benefit.  In his opinion, the SPGPPS would have much more effect in the field if it 
pro–actively promoted the best practice guidelines, which already exist.   

Linkages 

The SDWG considered that establishing linkages was extremely important.  Dr Martin 
Nothling had raised the point that psychiatrists had been reluctant to become involved in the 
treatment of people with drug and/or alcohol problems until recently and that there might be 
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the possibility of forming a partnership with RANZCP.  The Alcohol Education and 
Rehabilitation Foundation (AREF) is currently in the stage of promoting funding for alcohol 
programs and programs that will promote best practice, and is looking at policy partnerships 
between various groups. 

Dr Jo Lammersma reported that this was timely as RANZCP was in the process of joining 
with the Royal Australian College of Physicians to establish a Chapter of Addiction 
Medicine so the partnership would include both the psychiatrists and the physicians.   The 
venture will be looking at the development of a joint training program for physicians and 
psychiatrists in this area. 

Dr Brian Kable reported that RACGP National Quality Care Committee has a very active 
Drug and Alcohol sub–group, mostly based in Victoria.  Dr Kable also referred to the GP 
practice software, which attempts in the alcohol and smoking sections of the database to 
capture a more complete picture of patient’s habits.  There is a prompt for GPs to raise the 
issue. 

Ms Katherine Bates reported that the National Health And Medical Research Council has 
recently funded a Strategic Mental Health Project looking at movement between drug and 
alcohol services and mental health.  The results of this Project would not be available for 
some time. 

The Chair referred to the NMHWG National Co–morbidity Workforce, which has been set 
up to look at mental health and alcohol and drug issues. 

The Way Forward 

Mr Morton advised that given the large amount of activity going on in this area, the SPGPPS 
should be careful to add value to current activities rather than replication.  Mr Morton 
reported that there was a proposal before AREF at the moment, which is a policy partnership 
between the Australian Divisions of General Practice, DVA and DHA, for selecting 10 
Divisions across the country to develop some training around alcohol and co–morbid 
depression and anxiety and building that into the Better Mental Health Outcomes level 2 
training. 

Mr Morton advised that what is still largely unknown is the ways in which programs for 
alcohol and other drug abuse might be funded and what is good practice in relation to those 
programs.  From the DVA perspective, programs would miss some of the issues to do with 
the relapsing nature of this condition and DVA intends to have discussions with Health 
Funds on these issues and will be looking at the treatment practice guidelines for support of 
possible program changes.  Ms Judy Hardy reported that Health Funds are funding a huge 
range of programs in and outside of psychiatric settings.   

The SPGPPS agreed that is was important to examine the Guidelines in depth and agreed to 
invite Ms Shand to address the first meeting of the SPGPPS in 2004.  The meeting noted that 
Mr Allen Morris–Yates had already distributed the Guidelines to Hospitals and Health Funds 
in pdf format.  

The meeting then approved the recommendations of the SADWG with amendment to 
recommendation 3 (a), which now reads: 

3 (a) Mr Allen Morris–Yates in consultation with members of the SDWG to 
construct a profile of current practice in the private sector in relation to 
treatment of alcohol and substance abuse using data from the SPGPPS 
Centralised Data Management Service, and other sources. 

Mr Allen Morris–Yates and Mr Morton will collaborate to develop a set of questions for the 
profile, which will be circulated to members of the Working Group. 
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4. STANDING ITEMS 

4.1 PRIVATE HOSPITALS 

The Chair reported that on 17 November a meeting was convened between representatives 
of the SPGPPS and the Australian Council on Healthcare Standards (ACHS) to discuss 
ACHS assessments of mental health services against the National Standards for Mental 
Health Services (NSMHS) and the considerable extra cost involved for private hospitals.  
Dr White explained that in the public sector, jurisdictions are required to report on the 
implementation of the National Standards to the Australian Government.  In the private 
sector accreditation surveys, including assessment against the National Standards, cost 
facilities extra.  This additional cost is a result of the need for a consumer surveyor to be 
part of the survey team. 

It was noted that the following representatives attended the meeting 

1. Mr Brian Johnson (ACHS) 
2. Ms Heather McDonald (ACHS) 
3. Dr Yvonne White (SPGPPS) 
1. Ms Moira Munro (Hospitals) 
2. Ms Darlene Hennessy (Health Funds) 
3. Ms Janne McMahon (Consumers) 
4. Mr Paul Mackey (APHA) 
5. Mr Phillip Taylor (SPGPPS Secretariat) 

Ms Moira Munro reported that the meeting was successful in making clear the concerns 
that Hospitals have with the accreditation of Hospitals against the NSMHS.  Ms Munro 
extended her thanks the SPGPPS for their support with this issue. 

The SPGPPS noted and discussed the following resolutions arose from the meeting. 

1. That the National Network of Private Psychiatric Sector Consumers and 
Carers select five appropriate consumers willing to be trained by the ACHS 
as dedicated private sector consumer surveyors. 

2. That the ACHS and APHA jointly approach the Australian Government to 
support the extra costs involved with the training and inclusion of consumer 
surveyors in all organisational wide accreditation surveys for private 
hospitals with psychiatric beds against the National Standards for Mental 
Health Services during the life of the National Mental health Plan 2003–
2008. 

3. That the ACHS undertake an assessment of the requirements for in–depth  
reviews against the National Standards for Mental Health Services. 

Ms Munro explained that the assessment of the requirements for in–depth reviews against 
the NSMHS would involve looking at re–defining the consumer surveyor role in the 
private sector, and whether the consumer surveyor had to be present during the whole 
period of the survey. 

Ms McMahon reported that in discussions with the ACHS concerning consumer surveyors, 
the work that is envisaged between the National Network, ACHS and Hospitals on the role 
of consumer surveyors could form a template for use in the public sector. 

The Meeting noted that the training for the consumer surveyors will occur in May 2004. 
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4.2 PRIVATE HEALTH INSURANCE FUNDS 

Mr Brian Osborne reported that the AHIA Mental Health Committee (MHC) recently held 
a workshop to look at alternative models of funding.   Mr Osborne reported that there were 
approximately eight presentations on different arrangements that Health Funds had made 
with providers, particularly funding that incorporated non in–patient services.  The original 
intention was to take the recommendations from this day to the IMWG, but considering the 
number and variety of the presentations, the MHC has decided to prepare summaries for a 
common template to present to the SPGPPS as some examples of how funding models can 
work to stimulate discussion about other ways of doing things.   The next meeting of the 
MHC will decide whether the presentation should be to the SPGPPS as a whole, or to the 
IMWG. 

Ms McMahon asked if consumers and carers had input into the development of the funding 
models.  Mr Osborne clarified that the models presented ranged from those that had been 
in operation for some time and had undergone consumer and carer evaluation, to other 
funding approaches that Health Funds were looking to pursue. 

4.3 RANZCP 

Dr Lammersma reported that there have been major changes made to the structure of the 
College and one of the most significant was the establishment of a Policy Unit, which over 
time hopes to develop an external policy base rather than focus on internal policy as was 
done in the past.  The workshop scheduled for the end of January will look at forwarding 
this external focus.  On the agenda for that workshop will be the referral directory, liaison 
with GPs, Better Outcomes in Mental Healthcare Initiative (BOIMHC) and an alternative 
to the previously proposed General Practitioner Referred Case Consultation Report 
Commonwealth Medicare Benefits Schedule Item Number for Psychiatrists.  Dr 
Lammersma reported that the alternative to the MBS Item Number proposed front–end 
loading approach, which is problematic as there is no obligation on the part of psychiatrists 
to write a report, or liaise with the GP. 

Dr Lammersma repoted that the Policy Unit has appointed a Complaints Officer as part of 
RANZCP’s strategy to improve the complaints process.  The RANZCP Complaints 
Handling Project is nearing completion.  The meeting noted that the Complaints Officer 
does not investigate complaints, but aids consumers and carers in resolving complaints.  
Liaison between the College and the Medical Boards has resulted in much better 
communication between the Medical Boards and the College. 

Dr Lammersma reported that there have been major changes to psychiatrists training.  
Training will be split into two parts; basic training of 3 years and 2 years of advance 
training.  The basic training remains the same.  The advance training is quite different and 
may, for example, make a significant difference to the numbers of psycho–geriatrician and 
child and adolescent psychiatric trainees, as their training will take the same time as other 
psychiatric sub–specialities and extra training for these will no longer be necessary.  A 
number of other advanced training modules will be made available such as forensic 
psychiatry, adult psychiatry, and psychotherapy. There will also be an opportunity to take 
1 year of administrative psychiatry.  There is, however, some concern about the changes, 
particularly given that a dissertation will be no longer required and trainees will, therefore, 
have no exposure to research.  Changes have also been made to examinations.  Clinical 
vivas have been replaced with a set of eight stations with eight different clinical scenarios 
in which patients are replaced by actors.  Training is currently a priority for the College.  
This is complicated by the issues surrounding accreditation of staff trained overseas.  
RANZCP has decided not to take personnel who have not done their basic exams. 
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Dr Lammersma pointed out that the advanced training includes participation in consumer 
and carer activity, which has always been a part of the basic training. 

RACGP 

Dr Brian Kable reported that the major area of activity for the College has been with the 
BOIMHC initiative.  Dr Kable explained that to participate in BOIMHC initiative, GPs 
must meet certain training requirements.  All participating GPs must attend Familiarisation 
Training, designed by ADGP, to familiarise them with the initiative.  Beyond the 
Familiarisation Training, there are two levels of mental health skills training that GPs can 
elect to undertake.  

 Level 1 Training teaches skills that equip GPs to perform mental health assessments, 
develop mental health plans, and conduct mental health reviews. In combination, 
completion of Familiarisation Training and Level 1 Training qualify GPs to register 
with the Health Insurance Commission to access Service Incentive Payments for 
providing a 3 Step Mental Health Process.  Completion of Level 1 Training is 
mandatory for GPs wishing to participate in the BOIMHC initiative. 

 Level 2 Training promotes skills and knowledge that enable GPs to deliver Focussed 
Psychological Strategies. Completion of Level 2 Training, coupled with Level 1 
training, enables GPs to access the new Medical Benefits Schedule for Focussed 
Psychological Strategies. 

Dr Kable explained that to qualify for completion of both Level 1 and Level 2 Training, 
GPs must either apply for recognition of prior learning or complete a recognised 
educational activity.  Dr Kable currently Chairs the General Practice Mental Health 
Standards Collaboration (GPMHSC), which sets and administers the education and 
training standards that govern which previous and current activities satisfy the 
requirements of Level 1 and Level 2 Training.  The SPGPPS noted that GPMHSC is a 
collaboration of the RACGP, the Australian College of Rural and Remote Medicine, 
RANZCP, the Australian Psychological Society, and the Mental Health Council of 
Australia. 

Dr Kable reported on developments with the GPMHSC and tabled statistics, which showed 
that the uptake had been greater than anticipated.  Up to 3500 applications had been 
received and 3200 are already registered.   The level 2 training has 500 participants.   The 
distribution of the applications is interesting, with high uptake in Western Australia and in 
small rural areas.  Dr Kable reported that uptake of the MBS items is growing, though well 
behind the uptake in training. 

The GPMHSC has approved training courses for basic and also for ongoing training, as 
participants must continually update their skills.  The GPMHSC has also completed a 
revision of the Standards for both the basic and advanced levels of training.  The revisions, 
which focused on course content and guidelines for implementation have also made 
consumer and carer participation in course design and delivery mandatory. 

Dr Kable advised that there have been problems with providing on line level 2 training to 
doctors in rural and remote areas.  A possible solution is to use some unspent BOIMHC 
funds to support sending teams to regional areas to conduct level 2 training sessions. 

An element of the BOIMHC initiative is allied health professional involvement.   Divisions 
of General Practice have funding available to provide access to allied health professionals, 
usually psychologists to assist the GP in the care of the patient. 

Dr Kable reported that the Australian Government has implemented an enquiry into the 
amount of red tape, which GPs face.  The review team is looking at doing away with the 
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Practice Incentive Program with an attached Service Incentive Program.  GPMHSC has 
lobbied strongly for the BOIMHC to be retained. 

4.5 AUSTRALIAN GOVERNMENT 

Ms Sheila Holcombe reported that the 3rd National Mental Health Plan 2003–2008 is now 
available on the DHA website. 

Ms Holcombe advised that though there had been a major restructure of the DHA, the 
programs remain unaffected as they each have their own funding and the relevant sections 
retained their staff.  The meeting agreed, however, that there was cause for concern that the 
new title of the Branch, Health Priorities and Suicide Prevention, had no direct reference 
to mental health.  Ms Holcombe advised that she would relay the concerns of the SPGPPS 
to the DHA. 

Ms Katherine Bates reported that consultations had begun on the comprehensive review of 
the Acute Care Advisory Committee.  The themes emerging are the need for an arbiter and 
the need to address the retrospective financial issue implications for consumers.  It is 
anticipated that the consultation phase would be completed by early February and the 
revised discussion document would be available in the public domain soon after that. 

Mr David Morton reported that last week the Repatriation Commission had agreed to a 
project, which will review DVA’s hospital–based programs and services over the next few 
months, resulting in the development of a briefing paper to be used as a basis for 
consultation with the College, Hospitals and the Health Funds in terms of models of 
service delivery.  The Paper will also be used in consultation with the Veteran community.  
The outcome of the consultation will be a proposal to the Commission to examine models 
of service delivery and contractual arrangements that will promote community–based and 
stronger outreach approaches. 

Mr Morton reported that DVA has created the new position, in its Canberra office, of 
Director of Mental Health Policy and that he has been appointed to that position. 

4.6  AHMAC NATIONAL MENTAL HEALTH WORKING GROUP (NMHWG) 

The Chair reported on the 7 November meeting of the AHMAC National Mental Health 
Working Group (NMHWG).  The key issues relevant to the SPGPPS were as follows. 

 The NMHWG was presented with the draft terms of reference for a steering 
committee, chaired by Professor Harvey Whiteford, to look at the National Mental 
Health Policy.   The Committee will include Housing, Education, Family and 
Community Services, Justice and Corrective Services, Employment and Workplace 
Relations, Indigenous Affairs, Disability Services, Child and Youth Services, Policing, 
Immigration and Multi–cultural Affairs, Defence and Veterans’ Affairs and Ageing.  
Dr White suggested to the NMHWG that RANZCP and RACGP should also be 
included. 

 Professor Beverley Raphael gave a presentation on the implementation of the 3rd 
National Mental Health Plan 2003–2008 (NMHP) and raised the issues about 
changing the way measurement and outcomes are looked at.  It was decided that the 
NMHWG Executive would develop priorities in terms of implementation of the 
NMHP and the four areas would be poly–morbidity, surveillance and evaluation, 
recovery and workforce. 

 In the new Australian Healthcare Agreements, funding for mental health care is 
integrated into the health schedules.  There will no longer be a requirement to monitor 
mental health funding.  The implications are that the commitment of the Australian, 
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State and Territory Governments to mental health reform is considered within the 
broader commitments in the Agreements.   The Agreements specifically commit to the 
ongoing implementation of the National Mental Health Strategy and mental health has 
been identified as a priority area for continuum of care reform.  A total of $330 million 
has been committed to the States and Territories over 5 years for the provision of 
mental health services.   Australian Government outlays are targeted toward promoting 
mental health and preventing mental health problems and mental illnesses, increasing 
service responsiveness, strengthening quality and fostering research innovation and 
sustainability. 

 The Chair reported that the NMHWG, in considering recommendations 33 and 38 from 
the Review of the Law of Negligence Report (Ipp Report), agreed to the establishment 
of an expert panel, funded by the Australian Government, to provide advice to the 
NMHWG on the development of guidelines and the use of expert witness panels in 
court hearings.  Jurisdictions agreed to nominate members to the expert panel, via the 
MNHWG Secretariat, and Dr Martin Nothling was endorsed as the SPGPPS nominee 
to the expert panel. 

 The Chair reported that terms of reference have been developed for the National 
Practice Standards Implementation Group. 

The Chair advised that the minutes of the 7 November meeting of the AHMAC NMHWG 
will be circulated when available. 

4.7 CONSUMERS AND CARERS 

Ms Janne McMahon requested that there be a standing item on the Agenda to allow the 
SPGPPS consumer and carer representatives to raise issues of concern. 

Ms McMahon reported that under the proposed New Medicare Plus Agreement the 
existing safety net for healthcare card holders had been raised from $320 to $500.  This is a 
concern for consumers who receive care from psychiatrists in private practice. 

Ms McMahon referred to the on–going difficulties between Healthscope and BUPA, 
particularly in Victoria. Consumers, who previously had their care in Healthscope 
Hospitals now have to find a new facility or change their health fund.  Their treating 
psychiatrist may not have visiting rights in the new facility. 

5. INFORMATION ITEMS 

The following Information Items were noted en bloc and then updated, where appropriate, 
by the Meeting. 

5.1 CLINICAL PRACTICE GUIDELINES (CPGS) 

The SPGPPS noted the summary of the CPG completion phase as set out in the table 
below.  

TOPIC 

Editorial 
Review 
Wshop 

Held 

CPG Summary CPG Comprehensive Consumer CPG 

Anxiety Panic & 
Agoraphobia  

Published in 
Australasian 
Psychiatry March 
2003 edition 

Submitted to publication ANZJP for 
publication June 2003 

Ready to submit to DHAC. A 
long and short version available 

Depression  

Published in 
Australasian 
Psychiatry March 
2003 edition 

Awaiting final to submit ANZJP Jan –
planned publication June 2003 

Reviewed, being finalized into 
short and long versions.  

Bipolar Disorder  

Published in 
Australasian 
Psychiatry March 
2003 edition 

Awaiting final to submit ANZJP Jan –
planned publication August 2003 

Not yet reviewed – draft being 
finalized. 
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Del Self Harm  

Published in 
Australasian 
Psychiatry June 2003 
edition 

Drafted – a second Review Workshop 
was held 17 Jan to consider overlap with 
new draft NZ CPG on Attempted Suicide.   

Reviewed multiple drafts – 3 
versions ready to submit, long, 
short and youth version – will 
submit following any editorial 
decisions in the professional 
versions. 

Anorexia 
Nervosa  

Published in 
Australasian 
Psychiatry June 2003 
edition 

Drafted & reviewed awaiting final 
submission for journal 
––planned publication October 2003 

Reviewed major redraft by chair 
and consumer team – 1 long 
version available awaiting final 
medical check to match any final 
changes made to professional 
version. 

Schizophrenia  

Published in 
Australasian 
Psychiatry June 2003 
edition 

To receive 2nd week Jan 
––planned publication October 2003 

Final Review in progress. One 
long version available. Is 
undergoing final rapid response 
review by Schizophrenia 
Fellowships and SANE and will 
be discussed 17 Jan with other 
two versions. 

The CPGs available on the RANZCP website are as follows. 

 Anorexia Nervosa (pdf) 
 Panic Disorder (summary) (pdf) 
 Panic Disorder and Agoraphobia (pdf) 
 Schizophrenia (pdf) 
 Bipolar Disorder (pdf) 
 Coping without self–harm (adult) (pdf) 
 Coping without self–harm (youth) (pdf) 

5.2 CLINICAL CARE PATHWAYS (CCPS) 

The SPGPPS noted that the RANZCP scoping exercise to explore the potential use of 
Clinical Care Pathways (CCPs) in psychiatry and mental health services was completed in 
1998.  A project report was provided to the CDHA.  The report highlighted the lack of 
experience and information in applying CCPs across community care in mental health and 
identified that most work to date had focused on diagnostic related groups, particular events 
such as Electro–convulsive Therapy, or events within a CCP such as assessment or 
admission.  The report, however, did conclude that CCPs could promote quality patient care 
by incorporating standards and Clinical Practice Guidelines and by providing a mechanism 
whereby care can be monitored on the basis of outcomes.  In March 2002, the Australian 
Government provided the RANZCP with $10,000 (GST inclusive) for the printing, 
dissemination and consultation in relation to the Discussion Paper.  The final version of the 
Discussion Paper Clinical Pathways in Mental Health was distributed for comment on 11 
March 2003.   

5.3 NATIONAL MENTAL HEALTH SERVICE INTEGRATION PROJECTS 

The Chair reported that these Projects are now winding down.  The final meeting of the 
National Reference Group for these Projects was held on 25 July 2003 in Sydney.  The 
meeting included reports from the project teams on the Illawarra, Far West and St Vincents 
Projects as well as reports from the Evaluators of these Projects.  The SPGPPS noted that the 
University of Wollongong’s Centre for Health Service Development, which  provided 
technical advice and support to all projects was in the process of preparing the final report. 

The SPGPPS noted that it is likely the following Projects will continue in some form. 

 The Public and Private Partnerships Project of inner East Melbourne initiative of St 
Vincent’s Mental Health Services and the Melbourne Clinic. 

 Far West Area Health Service Project has involved extensive consultation with 
consumers and carers, Indigenous Australian groups, as well as other 
stakeholders, and offers the opportunity to trial various ways of improving 
psychiatric services in a remote rural setting. 
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 Illawarra Area Health Service Project  

6. NEXT MEETING AND CLOSE 

The SPGPPS considered and agreed on appropriate dates for four face–to–face meetings of 
the SPGPPS in 2004.  The Secretariat was asked to determine appropriate locations for the 
face–to–face meetings and dates for “dial in” teleconferences of the SPGPPS Executive 
Officers for inclusion in this report. 

RESOLVED 

That the SPGPPS adopts the following schedule of SPGPPS meetings dates 
for 2004. 

SPGPPS Executive Officers’ “Dial In” Teleconferences 2004 

7:30 PM EDST 7:30 PM EST 7:30 PM EST 7:30 PM EST 
Tuesday, 10 February 2004 Tuesday, 6 April 2004 Tuesday, 20 July 2004 Tuesday, 12 October 2004 

SPGPPS Face–to–Face Meetings 2004 

35th SPGPPS Meeting 36th SPGPPS Meeting 37th SPGPPS Meeting 38th SPGPPS Meeting 
9 AM to 5:00 PM ESDT 10 AM to 4:00 PM EST 10 AM to 4:00 PM EST 10 AM to 4:00 PM EST 
Friday, 12 March 2004 Friday,11 June 2004 Friday, 10 September 2004 Friday, 26 November 2004 
RANZCP NSW Branch The New Farm Clinic The Perth Clinic AMA House 
Upstairs Board Room 22 Sargent Street 33 Havelock Street 3rd Floor Conference Rooms 

Maddison House New Farm West Perth  42 Macquarie Street 
761 Darling Street Queensland Western Australia Barton 

Rozelle   Australian Capital Territory 
New South Wales    

 

The Meeting concluded at 4:00 PM. 

 

 

Dr Yvonne White Mr Phillip Taylor 
Chair Secretary 


