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Glossary of Acronyms and Terms used regularly in this Report 
 

ACSQHC Australian Council on Safety and Quality in Health Care 
AHIA Australian Health Insurance Association 
AHMAC Australian Health Ministers’ Advisory Council 
APHA Australian Private Hospitals Association 
AMA Australian Medical Association  
CCPs Clinical Care Pathways 
AG Australian Government 
CDMS Centralised Data Management Service 
CPGs Clinical Practice Guidelines 
DVA Commonwealth Department of Veterans’ Affairs 
GP(s) General Practitioner(s) 
GRWG SPGPPS Guidelines Review Working Group 
Health Fund(s) Private Health Insurance Fund(s) that pay benefits for psychiatric care 
Hospital(s) Private Hospital(s) with psychiatric beds 
IMWG SPGPPS Innovative Models Working Group 
ISWG SPGPPS Information Strategy Working Group 
MHC AHIA Mental Health Committee 
MHCA Mental Health Council of Australia 
MHPC Mental Health Privacy Coalition 
NMHWG AHMAC National Mental Health Working Group 
PPN RANZCP Private Practitioners Network 
RACGP The Royal Australian College of General Practitioners 
RANZCP The Royal Australian and New Zealand College of Psychiatrists  
SPGPPS Strategic Planning Group for Private Psychiatric Services  
SQC Safety and Quality Committee of the AHMAC NMHWG 
QIC RANZCP Quality Improvement Committee 

The Thirty–Third (33rd) Meeting of the SPGPPS was held on Friday, 12 September 2003 at the 
Adelaide Hilton Hotel in Adelaide. 
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1. PROCEDURAL MATTERS 

1.1 OPENING/WELCOME/APOLOGIES/PROXIES/GUESTS  

The Chair of the SPGPPS, Dr Yvonne White, opened the meeting at 10:00 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 
3. Ms Sharon Brownie (Observer) 

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

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

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

Carer Representative 
11. Ms Ruth Carson 

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

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

Private Health Insurers (Health Funds) 
15. Mrs Judy Hardy 
16. Mr Brian Osborne 

SPGPPS Secretariat 
17. Mr Phillip Taylor SPGPPS Executive Officer 
18. Mr Allen Morris–Yates  SPGPPS Principal Information Officer 

1.2 APOLOGIES 
1. Mr Dermot Casey Department of Health and Ageing, Mental Health & Suicide Prevention 

In opening the meeting, the Chair reported that the process of nomination for a Health Fund 
representative to replace Ms Laurel Mitchell is on–going and Mr Brian Osborne was 
attending this meeting. 

1.3 REPORT OF THE 32ND
 MEETING OF THE SPGPPS 

The meeting approved the draft report of the 32nd Meeting of the SPGPPS held on 20 June 2003 
in Melbourne. 

RESOLVED (Mrs Hardy/Dr Pring) 

1. That the SPGPPS approves, as a true and accurate record, the report of the 
32nd Meeting of the SPGPPS held on 20 June 2003 in Melbourne. 

2. That the SPGPPS directs that the Report of the 32nd 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 32ND
 MEETING AND OUT– OF–

SESSION DECISIONS 

The SPGPPS noted and updated the following Progress Report on Actions Arising from the 
32nd Meeting of the SPGPPS and discussed any out–of–session decisions. 

Agenda Items ACTION OFFICER(S) STATUS 

 
Report on the 32nd Meeting of the SPGPPS   

 Draft and circulate report of 32nd Meeting for comment Secretariat Done 
 Revise Report based on comments received & prepare final Secretariat Done 
 Agenda Item 33rd SPGPPS Meeting Secretariat Done 

1.2 Report on the 31st Meeting of the SPGPPS   
 Post Report on the SPGPPS website Secretariat Done 

2.1 SPGPPS Data Collection and Analysis Project   
 Amend standard CDMS reports Allen Morris–Yates Pending 
 Refer the issue of substance abuse to the SPGPPS IMWG Secretariat/IMWG Done 

2.2 Network of Private Psychiatric Sector Consumers & Carers   
 Invoice beyondblue and RANZCP as per MoU Secretariat Done 
 Co–ordinate 2nd Meeting of Network, 18–19 August 2003 Secretariat/Ms McMahon Done 
 Agenda Item 33rd SPGPPS Meeting Secretariat Done 

2.3 Future of SPGPPS beyond 2003   
 Revise Paper SPGPPS Beyond 2003 to include definitive budgets Secretariat Done 
 AHIA, APHA, RANZCP reps to advise 33rd SPGPPS Meeting AHIA, APHA, RANZCP Pending 
 Agenda Item 33rd SPGPPS Meeting Secretariat Done 

3.1 National Forum 2002   

3.1.2 Goal 2: Uptake of Innovative Services   
 IMWG to reconvene to progress SPGPPS recommendations IMWG Done 
 Agenda Item 33rd SPGPPS Meeting Secretariat Done 

3.1.3 Goal 3: Access to Private Mental Health Services   
 Secretariat to post Hospital Survey on the SPGPPS website Secretariat Done 

 Hospitals reps to follow up Hospital Survey Hospitals Pending 

 RANZCP to survey psychiatrists RANZCP Pending 
 Agenda Item 33rd SPGPPS Meeting Secretariat Done 

3.1.4 Goal 4: Workforce   
 National Network Position Statement for Mr Bob Wells National Network Pending 
 Agenda Item 33rd SPGPPS Meeting Secretariat Done 

3.1.5 Goal 5: Quality, Availability & Utilisation of Information   
 Consider Paper, provide comments to Secretariat SPGPPS Nil Received 
 Agenda Item 33rd SPGPPS Meeting Secretariat Done 

3.2 Guidelines for Determining Benefits Review   
 Establish Guidelines Review Working Group  Secretariat Done 

 Organise teleconference of the Working Group Secretariat Done 
 Agenda Item 33rd SPGPPS Meeting Secretariat Done 

4.6 AHMAC NMHWG   
 Prepare Report for July 4 AHMAC NMHWG meeting  Secretariat Done 
 Agenda Item 33rd SPGPPS Meeting Secretariat Done 

5.1 RANZCP Clinical Practice Guidelines   
 Circulate Agenda Item to RACGP  SPGPPS Done 

6.1 Privacy Kit for Private Sector Mental Health Service Providers   
 Revise Kit with OFPC comments Secretariat/Coalition Done 
 Teleconference of Coalition to consider revised version Secretariat Done 
 Refer revised document to OFPC for final comment Secretariat/Coalition Done 
 Make any final amendments Secretariat/Coalition Pending 
 Organise design/layout and publication of Kit in electronic format Secretariat Done 
 Publish widely in electronic format Secretariat Pending 
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The Chair reported that, since the last meeting of the SPGPPS, the following matters had been 
dealt with out–of–session. 

 Submission of comments on: 

a) The paper presented to the Better Outcomes Implementation Advisory Group 
(BOIAG) on July 30 2003 by Professor Ian Hickie.  SPGPPS respondents were 
generally supportive of the Paper which describes a National Evaluation Framework 
for the Better Outcomes in Mental Health Care Initiative. 

b) The National Co–Morbidity Taskforce Terms of Reference and Workplan.  The 
SPGPPS strongly supported this document and drew the taskforce’s attention to the 
SPGPPS deliberations concerning the current treatment and care of substance abuse 
and dependency, in respect of both alcohol and other drugs, in the private sector. 

 Co–ordination of the generous donation of $4000 toward the National Network of Private 
Psychiatric Sector Consumers and Carers from the Australian Private Hospitals 
Association. 

 Based on the advice of the SPGPPS Innovative Models Working Group the Chair wrote to: 

a) The RANZCP concerning the importance of establishing a mechanism for consultation 
between the RANZCP, ADGP, RACGP, and ACRRM to progress the national 
implementation of easily accessible State–based referral directories of available 
specialist psychiatric services to facilitate access for general practitioners.  (refer to 
Agenda Item 3.1.2 below); 

b) Health Funds and Hospitals to promulgate the SPGPPS General Principles and 
Recommendations concerning innovative models of service delivery (refer to Agenda 
Item 3.1.2 below); and 

c) The Chairs of all Hospital Medical Advisory Committees, the RANZCP and the AMA 
encouraging psychiatrists to support the uptake of outreach programs. (refer to Agenda 
Item 3.1.2 below). 

2. FINANCIAL AND OPERATIONAL MATTERS 

2.1 FUTURE OF THE SPGPPS 

The Chair reported that the AMA is in the process of determining whether the Parties to the 
AMA Agreement for Services (AMA, RANZCP, CDHA, APHA and AHIA), which supports 
the operation of the SPGPPS, wish to continue to provide support for activities of the 
SPGPPS beyond 31 January 2004 when the current AMA Agreement expires.  At the last 
meeting of the SPGPPS, representatives of the Parties to the AMA Agreement were asked to 
consult further with their constituencies and provide definitive advice on the future of the 
SPGPPS to this meeting.  The Chair reported that the revised version of the discussion paper 
SPGPPS Beyond 2003 had been circulated with detailed definitive budgets following the 32nd 
SPGPPS meeting.  It was noted that a copy of the revised Discussion Paper had also been 
included with the agenda and papers for this meeting.  The Chair then invited the 
representatives of the Parties to the AMA Agreement to advise the meeting concerning their 
position on the future of the SPGPPS. 

AMA 

Dr Martin Nothling advised that the AMA has endorsed the continued funding of the 
SPGPPS under the auspice of an overarching AMA Agreement for SPGPPS Services, for the 
period of three calendar years from 1 January 2004 to 31 December 2006.  The Agreement 
must include the arrangements for the SPGPPS, its Centralised Data Management Services 
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(CDMS), and the National Network of Private Psychiatric Sector Consumers and Carers 
(National Network). 

RANZCP 

Dr Jo Lammersma reported that the RANZCP Resource Review Committee (RRC) has also 
approved the continued funding of SPGPPS in accordance with the arrangements specified in 
the Discussion Paper for three calendar years from 1 January 2004 to 31 December 2006.  The 
RANZCP supports the overarching Agreement including arrangements for the SPGPPS, 
CDMS, and the National Network. 

APHA 

Ms Moira Munro and Ms Sue Williams reported that the APHA has approved the continued 
funding of SPGPPS, CDMS and National Network for the next 3 years for the period 1 
January 2004 to 31 December 2006 under an overarching AMA Agreement for SPGPPS 
Services.  The APHA has requested that the SPGPPS establish a finance Committee to 
monitor budget expenditure over the period of the Agreement. 

Australian Government 

Ms Sheila Holcombe reported that the Australian Government has also endorsed the 
continued funding of the SPGPPS and CDMS under the auspice of an overarching AMA 
Agreement for SPGPPS Services, for the period of three calendar years from 1 January 2004 
to 31 December 2006.  The Australian Government, however, would not be making a direct 
financial contribution to the National Network, as beyondblue is already contributing 
financially. 

AHIA 

The SPGPPS then considered a copy of the formal response from the Chief Executive Officer 
of the AHIA, Mr Russell Schneider concerning the future funding of the SPGPPS, CDMS and 
National Network.  The SPGPPS noted that the AHIA Executive at its meeting held on 5 
August 2003 had decided the following. 

“Firstly, while the AHIA strongly supports continued funding of the CDMS, the AHIA Executive 
understands that the CDMS is required to function under the direction and guidance of a formal 
steering committee structure comprising representatives of all stakeholders.  Currently this is 
provided by the SPGPPS.  This leads to a situation where the CDMS and SPGPPS are linked, 
including for funding purposes.   

The AHIA agrees to fund the CDMS for the full 3 years to the requested amounts ($42,083 in 
2004, $63,119 in 2005, $65,219 in 2006) conditional upon amendment of the draft contractual 
arrangements to allow for supervision of the CDMS by the SPGPPS, or other suitable committee.  
This would give the AHIA, and other stakeholders, additional options in future if the CDMS and 
SPGPPS were not necessarily linked. 

Funding would also be conditional that by the end of 2004 the SPGPPS explore reasons why other 
stakeholders are not contributors to the CDMS, and seek their financial support.  The CDMS is 
presently governed by the SPGPPS, which includes non–contributors to the CDMS.  The AHIA 
understands that the RANZCP, for example, has access to CDMS Reports although it is not 
currently a financial contributor.  I am further given to understand that the RANZCP may be prepared 
to consider favourably a financial contribution to the CDMS. 

With regard to the SPGPPS, the Beyond 2003 Discussion Paper states that the purpose of the 
SPGPPS is to provide a “communication forum” for stakeholders.  I would suggest that in practice 
the SPGPPS is a vehicle providing more than this.  As a body the SPGPPS has in the past 
endorsed material and standards, which has provided a valuable imprimatur within the private 
mental health sector. 
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While the AHIA recognises the importance of a forum enabling dialogue, the SPGPPS should 
also reasonably accept that if goals of most importance to funds cannot be achieved within the 
SPGPPS, for example between funds and providers, then other methods exist by which these 
stakeholders can communicate. 

The AHIA believes that as a forum the SPGPPS must address and facilitate the discussion of 
issues important to health funds and our members in the area of private mental health.  The AHIA 
Mental Health Sub–Committee (MHC) has developed an agenda of objectives for 2003 /2004, 
which our representatives to the SPGPPS would be happy to discuss at your future meetings 

The AHIA will therefore fund the SPGPPS National Secretariat $48,889 for the calendar year 
2004, with options within the new contractual arrangements allowing the extension of funding for 
each of the following 2 years ($51,751 in 2005, $53,385 in 2006) subject to review, and 
dependent upon, set annual MHC determined goals being substantially achieved within the 
SPGPPS within each year.  

It may be that other stakeholders of the SPGPPS would also wish to set themselves goals and 
timeframes.  This could only make the SPGPPS a more vigorous, productive and accountable 
forum, delivering tangible benefits to all stakeholders. 

Presumably in the first instance all parties would wish both the CDMS and the SPGPPS National 
Secretariat to continue within, and with the support of, the AMA.  

Finally, the AHIA Executive agreed to contribute to the $8,000 to the NNPPSCC for 2004 with 
similar review and option to extend funding for each of the following 2 years.” 

There followed a discussion of the AHIA response and concerns were raised by the other 
stakeholders over the suggestion that the proposed overarching AMA Agreement should 
allow for supervision of the CDMS by an other suitable committee, other then the SPGPPS.  
These stakeholders agreed that there would be very severe potential consequences for the 
ongoing process of agreed data collection and utilisation should the CDMS be auspiced by 
any other suitable committee. 

During this discussion, the RANZCP also responded to the suggestions in the letter that the 
RANZCP has access to CDMS data and that the College may consider favourably a financial 
contribution to the CDMS.  Dr Lammersma indicated that, in the first instance, the only data 
the RANZCP has access to is the Summary statistics that are available publicly from the 
SPGPPS website.  The detailed data is only available to participating Health Funds and 
Hospitals.  Secondly, the understanding that RANZCP may consider favourably a financial 
contribution is incorrect.  Funding for SPGPPS alone over the next 3 years is very significant, 
particularly for a College that is not a business. 

Mr Brian Osborne then responded to concerns raised and indicated that the AHIA response 
was attempting to ensure that two important key issues are addressed.  Firstly, the AHIA 
would like to see clauses in the overarching AMA Agreement that ensure there is a 
mechanism in place to make sure SPGPPS Services (particularly the CDMS) are not lost, 
should a Party to the Agreement decide to withdraw.  Secondly, the AHIA would like to see a 
review at the end of each year of operation of the Agreement to assess whether the goals of 
the AHIA Mental Health Committee (MHC) have been substantially achieved within the 
context of the SPGPPS process for each year. 

The Chair responded to the first issue and explained that default and termination 
arrangements are already specified in the current AMA Agreements for Services for the 
SPGPPS and CDMS and that these would be a necessary part of any future overarching AMA 
Agreement.  However, it was acknowledged that those clauses could be further developed in 
the new Agreement to ensure that, should the SPGPPS cease to exist, efforts would be made 
to enable the continuation of the activities of the CDMS and the National Network. 

In response to the second issue, the Chair explained the process of SPGPPS National Forums 
which bring the entire private psychiatric sector together to formulate collaborative solutions 
on agreed key issues affecting private sector mental health services.  Progress against agreed 
goals is then assessed at every SPGPPS meeting and in each Annual SPGPPS Progress 
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Report.  The meeting then requested that Health Funds indicate what their goals for the first 
year would be.  Mr Osborne responded that the MHC had developed the following goals. 

1. Support the principle that the approval and funding of private hospital–based mental 
health services should ideally reflect demonstrated need for services within the 
anticipated catchment area.  However, ultimate decisions remain a matter between 
hospitals, health funds, health fund members, and the Australian Government through its 
regulatory function. 

2. Continue to explore with other stakeholders, particularly providers, innovative funding 
models designed to achieve: 

 profit–sharing; 

 a range of suitable and cost–effective services available to substitute for overnight 
admission; 

 delivery of the appropriate treatment in the appropriate setting; and 

 appropriate utilisation.  

3. Develop and implement appropriate performance measures that ensure cost–effective and 
efficient outcomes for our members and explore the inclusion of these in the CDMS 
reports. 

4. Apply agreed criteria as a minimum for fund recognition of new and existing private 
psychiatric services.  These may include: 

 Guidelines for Determining Benefits for Health Insurance Purposes for Private Patient 
Hospital–Based Mental Health Care; and 

 Accreditation based on the National Mental Health Standards. 

5. Recommend to the AHIA an appropriate strategy regarding psychiatric admissions to 
non–psychiatric facilities.  

6. To be alert to, and champion within the SPGPPS, new opportunities as they arise that 
offer scope to further the aims of private health funds to the benefit of our members. 

The meeting agreed that the MHC Goals were consistent with the current goals of the 
SPGPPS.  The meeting also supported a review at the end of each year of operation of the 
proposed overarching AMA Agreement, however, the AMA, RANZCP, APHA and AG did 
not believe that continuation of funding should be linked to the review, particularly given that 
any Party will be able to withdraw from the arrangements at any time, if they wish.  This is 
also the case with the current Agreements for the SPGPPS and the CDMS. 

Following further discussion, the meeting agreed to the continuation of the SPGPPS, CDMS 
and National Network under an overarching AMA Agreement for SPGPPS Services, for the 
period of three calendar years from 1 January 2004 to 31 December 2006.  The SPGPPS 
Secretariat was asked to commission the SPGPPS Legal Counsel, Ms Jane Ferry, to draft the 
Agreement in consultation with the Secretariat.  The Agreement must include clauses related 
to suspension, reduction and termination arrangements to ensure SPGPPS Services 
(particularly the CDMS and National Network) are not lost, should one or more Parties to the 
Agreement choose to withdraw. 

RESOLVED 

1. That the SPGPPS requests its Legal Counsel, Ms Jane Ferry, in consultation 
with the SPGPPS Secretariat, to draft an overarching AMA Agreement for 
SPGPPS Services between the AMA, RANZCP, Australian Government, 
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APHA, AHIA for the period of three calendar years from 1 January 2004 to 31 
December 2006. The SPGPPS directs that the Agreement must: 

 include the nature and extent of the services to be provided and funding 
arrangements to support the activities of the SPGPPS, its Centralised Data 
Management Service (CDMS), and the National Network of Private 
Psychiatric Consumers and Carers; 

 require the AMA to provide monthly income and expenditure statements on 
all SPGPPS Services for the SPGPPS Executive Officer and quarterly 
reconciliations for the SPGPPS Finance Committee; 

 ensure appropriate default and termination arrangements are in place 
such that SPGPPS Services, particularly the CDMS and National 
Network are not terminated, should a Party choose to withdraw from the 
Agreement; and 

 facilitate review of agreed stakeholder goals at the end of each year of 
operation. 

2. That the SPGPPS directs that an SPGPPS Finance Committee be 
established to meet and monitor budgetary expenditure, on a quarterly basis, 
for all present and future SPGPPS Services.  The SPGPPS directs that the 
finance Committee be constituted as follows.  

 AMA Dr Martin Nothling 
 RANZCP Dr Jo Lammersma 
 Australian Government Mr Dermot Casey 
 Hospitals Ms Sue Wiliams 
 Health Funds To be Advised 
 AMA Corporate Services Mr Howard Pickrell 
 SPGPPS Secretariat Mr Phillip Taylor 
 CDMS Mr Allen Morris–Yates 

2.2 SPGPPS CENTRALISED DATA MANAGEMENT SERVICE 

The Chair reported that the SPGPPS is responsible for overseeing the implementation SPGPPS 
National Model for the Collection and Analysis of a Minimum Data Set with Outcome Measures 
for Private, Hospital–based, Psychiatric Services (hereafter National Model), and the operation 
of the SPGPPS Centralised Data Management Service (CDMS) through an AMA Agreement for 
Services between the AMA, Australian Government APHA and AHIA.  Under this Agreement, 
over thirty–six private hospitals, representing 95% of the industry, are participating.  These 
Hospitals are collecting two standardised measures of clinical status, one clinician–completed 
rating scale (HoNOS) and one patient–completed questionnaire (SF14M), at admission and 
discharge from episodes of care.  Together with data collected under the Hospital Casemix 
Protocol (HCP), the information regarding patients’ clinical status is used in the generation of 
aggregate statistics regarding Hospitals’ workload (casemix) and the outcomes of the care 
provided. 

2.2.1 ANNUAL CDMS PROGRESS REPORT YEAR 2 (4 JUNE 2002 TO 3 JUNE 2003) 

Mr Taylor reported that, at the end of each of the three years (4 June 2001 – 4 June 2004) of the 
SPGPPS Data Collection and Analysis Project, an annual report is prepared which outlines 
progress with the implementation of the National Model and its CDMS.  The report for Year 1 
covered the period from 4 June 2001 to 3 June 2002.  The SPGPPS noted the draft Report for 
Year 2, covering the period 4 June 2002 to 3 June 2003, had been circulated with the agenda 
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and papers for this meeting.  The Chair invited the SPGPPS Principle Information Officer 
responsible for the implementation of the National Model and its CDMS, Mr Allen Morris–
Yates, to speak to the report. 

Mr Morris–Yates reported that, to date, the implementation of the National Model had 
proceeded in two stages, the first having the objective of enabling participating hospitals to 
collect and submit the required data, and the second having the objective of enabling the 
CDMS to provide Hospitals and Payers with reports based on that submitted data. 

Stage One 

Apart from the training and support requirements of new subscribers, stage one was 
completed in the second half of 2002.  By November 2002, all participating Hospitals had 
been provided with training materials and software and had been visited on at least two 
occasions.  At that time, almost all participating Hospitals were able to collect the 
standardised measures (HoNOS and MHQ–14) at admission and discharge from episodes of 
overnight inpatient care.  The majority of Hospitals were also able to collect that data for 
episodes of ambulatory care.   

Stage Two 

In stage two the goal is to consolidate and refine the National Model through a process of 
evolutionary development of the national data collection and reporting process, with the 
objectives being that the:  

(a) quality of the data submitted by Hospitals can be assured; 

(b) content, format and pattern of return of the regular reports has been refined and 
standardised through a consultative process based on the use of the reports by 
stakeholders; and 

(c) functions of the CDMS have been extended beyond the simple return of standardised 
quarterly reports to include the ability to respond to requests by the SPGPPS for ad–hoc 
and more complex statistical analyses designed to assist the various stakeholders in 
meeting their shared objectives. 

Mr Morris–Yates reported that as of June 2003, Standard Quarterly Reports that included 
detailed statistics regarding episodes of overnight inpatient care were being provided on a 
routine basis to both participating Hospitals and Health Funds, and the Australian Government 
Departments of Veterans Affairs and Defence. 

The SPGPPS noted that progress in these first two years with the implementation of the 
National Model has been slower than was initially planned.  Major factors responsible were: 

1. Changes to the National Model required in making it consistent with the new Private Sector 
Privacy Act.  This had flow on effects, requiring changes to the training and reference 
materials and the database application provided to Hospitals. 

2. Inability to employ a project officer with the necessary skills.  This substantially increased 
Mr Morris–Yates’ workload and placed restrictions on the work schedule.  These changes in 
staffing resulted in significant changes to the work schedule for both the 1st and 2nd years of 
operation. 

3. Unforseen shortfalls in funding associated with the introduction of the GST and additional 
travel and infrastructure requirements.  These shortfalls in funding have, to some extent, 
been made up for by re–deploying funds initially budgeted for the project officer and the 
operations support officer.  However, it is now apparent that the infrastructure and ongoing 
support and consultation requirements of CDMS stakeholders were not adequately taken 
into account in the initial CDMS budget estimates. 
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Expenditure Year 2 

Mr Morris–Yates reported that, after bringing forward an under spend of $16,737 in Year 1, 
there remains a fifteen percent over spend, amounting to $28,661, for Year 2 of operation of 
the CDMS.  It is anticipated, however, that this figure would be reduced after charges 
approximating $4000 had been reclaimed from the APHA for the costs associated with the 
assistance provided by the CDMS to new hospitals enrolments in implementing the National 
Model, namely Albury Wodonga Private Hospital in New South Wales and Cambridge 
Private Hospital, in Perth.  This should bring the over spend down to approximately $24,000. 

The SPGPPS noted that the over spend was principally associated with significant 
unforeseen, expenditure related to support, consultation, and infrastructure as detailed in the 
draft annual Progress Report. 

Dr Martin Nothling reported that the AMA identified the over spend during the 
reconciliation, which was conducted in preparation for the annual audit of the CDMS.  In 
response, the AMA has implemented a monthly reconciliation process for both the SPGPPS 
and the CDMS to ensure that Mr Taylor and Mr Morris–Yates have up–to–date budgetary 
information every month.  The SPGPPS acknowledged that it is difficult to manage budgets 
when reconciliations are only provided on an annual basis.  It was agreed that reconciliations 
should be quarterly.  The AMA further recommended that, should the SPGPPS and its CDMS 
continue beyond 2003, then a finance committee should be established to examine 
expenditure outside of that explicitly identified in SPGPPS and CDMS budgets.  Dr Nothling 
reported that the AMA is currently examining options that may help to reduce any future 
financial burden that this over spend may place on the CDMS and its financial stakeholders.  
Mr Taylor foreshadowed that, all being well, there should be an under spend of 
approximately $24,000 at the end of Year 3 of operation of the SPGPPS. 

Following discussion, it was agreed that the over spend should be quarantined, for the time 
being, and dealt with as separate from Year 3 CDMS funding and the proposed funding 
arrangements for SPGPPS Services from 2004 on.   Three possible options for managing the 
over spend were then considered. 

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 Two  

Quarantine the foreshadowed Year 3 SPGPPS under spend and carry foreward the Year 2 
CDMS over spend until the completion date of the original SPGPPS Data Collection and 
Analysis Project (June 4 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 Three 

Quarantine the foreshadowed Year 3 SPGPPS under spend and carry foreward 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. 

In considering these three options, the SPGPPS acknowledged that it would not be possible to 
reduce the Year 2 over spend from the Year 3 CDMS budget.  The Year 3 budget was only 
recently revised and varied after extensive consultations with the AMA, APHA, AHIA, and 
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the Australian Government.  These stakeholders have already provided additional funding for 
Year 3. 

The meeting agreed that it would be very problematic were the SPGPPS to determine that it 
was necessary to ask CDMS financial stakeholders to contribute additional funds to cover the 
over spend.   

The SPGPPS referred the over spend to the newly established SPGPPS Finance Committee 
for it to consider the above, and any other, possible options and advise how the over spend 
should be managed. 

 

RESOLVED 

1. That the SPGPPS notes the SPGPPS Centralised Data Management Service 
(CDMS) Draft Annual Report Year 2 of operation: June 2002 to May 2003, and 
requests that the final version of the Report be prepared and forwarded to the 
Parties to the AMA Agreement for Services, after completion of the audit of the 
CDMS accounts for Year 2. 

3. That the SPGPPS notes a fifteen percent over spend in the Year 2 budget 
associated with significant unforeseen, expenditure related to support, 
consultation, and infrastructure.  The SPGPPS requests its Finance Committee 
consider available options and advise the November 28 2003 meeting of the 
SPGPPS how best to manage the over spend. 

2.2.2 PARTICIPATION IN THE SPGPPS CDMS BY PRIVATE PSYCHIATRIC SERVICES 

WITHOUT BEDS 

Mr Morris–Yates reported that he has been approached by St John of God Health Services, 
who are operating private sector mental health services in an ambulatory care setting in 3 
sites, one in Perth, one in Freemantle and a third in regional Victoria.  These services have 
expressed strong interest in participating in the SPGPPS’s CDMS.  It is known that there are 
a number of similar services being run elsewhere, regarding which Health Funds have 
expressed some concern in respect of their quality evaluation processes.  At the last meeting 
of the SPGPPS, representatives strongly endorsed the involvement of such services in the 
SPGPPS and its CDMS.  However, as these are not bed–based services, the question arises as 
to how their subscription fee should be calculated.  Mr Morris–Yates indicated that this issue 
needs to be addressed by the APHA before the services can be invited to subscribe.  Mr 
Morris–Yates suggested that the following alternative subscription models may assist the 
APHA in its deliberations. 

 Flat rate. 
 Rate based on FTE clinical staff 
 Rate based on expected patient throughput. 
 Variable rate plus CDMS year 1 loading. 

It was agreed that Mr Morris–Yates would develop a brief paper concerning how these 
models would operate to assist the APHA. 

RESOLVED 

That the SPGPPS requests Mr Allen Morris–Yates to prepare a brief paper for 
the APHA on the participation of private psychiatric services without beds in the 
SPGPPS Centralised Data Management Service.  The paper should describe the 
following subscription models. 
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 Flat rate. 
 Rate based on FTE clinical staff 
 Rate based on expected patient throughput. 
 Variable rate plus CDMS year 1 loading. 

The SPGPPS thanked Mr Morris–Yates by acclamation for his outstanding work in 
implementing the SPGPPS National Model and for the excellence of the Reports for 
Hospitals and Health Funds.   Because of the unique nature of the Project, the first of its kind 
in Australia, the SPGPPS also recommended that the work be published in appropriate 
international journals. 

2.3 NATIONAL NETWORK OF PRIVATE PSYCHIATRIC SECTOR CONSUMER AND CARERS 

(NATIONAL NETWORK OR NETWORK) 

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

Ms McMahon reported that the National Network held its Second (2nd) Meeting and a 
Workshop on 18/19 August 2003 at RANZCP Headquarters in Melbourne.  The SPGPPS 
Secretariat provided the administrative support for the two days.  Ms McMahon thanked the 
SPGPPS Executive Officer, Mr Phillip Taylor and Administrative Officer Ms Bronwen van 
der Wal for the excellent management of this meeting and also the RANZCP for providing 
the venue.  Ms Elizabeth Morgan, of Morgan Disney and Associates, was commissioned by 
the National Network to facilitate the Workshop on the second day. 

Ms McMahon indicated that a report on the two days had been drafted for the National 
Network by the SPGPPS Secretariat for consideration and approval at the Network’s next 
meeting, scheduled for 21 October 2003.  Ms McMahon believed that transparency of process 
would be key to the success of the Network and clarified with the SPGPPS whether a copy of 
the final report should be included with the agenda and papers for the 34th Meeting of the 
SPGPPS, scheduled for 28 November 2003, or whether the final report should be received 
separately prior to that meeting.  Given that the focus, at this stage, will be on developing 
relationships with Hospitals with existing consumer/carer participation mechanisms, Ms 
Moira Munro requested that the final report be distributed separately. 

In summary, Ms McMahon indicated that the 2nd Meeting and Workshop resulted in the 
following. 

 Clarification of role and purpose of the National Network to the extent that an agreed 
vision and set of terms of reference were endorsed. 

 An agreed set of manageable goals and work plan to achieve those goals over the next 
twelve months. 

 A communication strategy to enable Network members to communicate effectively with 
each other, the SPGPPS Secretariat, and other key networks, particularly Hospitals. 

 Endorsement for the establishment of an Expert Advisory Panel as an intellectual resource 
and point of expert reference for Network members on technical matters related to the 
design and delivery of private sector mental health services. 

 Agreement for the preparation of a Promotional Brochure for the Network. 

 Recommendations concerning the integration of mental health consumer and carer 
participation into all training programs for health professionals for the Australian 
Government to raise with the Deans of the respective university training programs.  Ms 



SPGPPS 33rd MEETING   REPORT 
12 September 2003  Page 13 of 30 
 

 

McMahon drew attention to the letter sent to Mr Bob Wells, as previously distributed by 
email to the SPGPPS. 

 Agreement that the National Network will be unable to commit funding to participate in the 
National Consumer and Carer Forum (NCCF) for the year 2003, due to financial constraints.  
(The National Network will revisit this decision in 2004, if the outcome of deliberations 
between the AMA, RANZCP, AHIA, APHA and the Australian Government, over the 
future of SPGPPS, results in a continuation and funding of SPGPPS beyond January 2004.)  

The SPGPPS noted that Ms McMahon had written to Hospitals, and other relevant 
organizations to promulgate the role of the National Network and foreshadow the 
establishment of the Network’s State and Territory–based Consumer and Carer Committees 
(STCs). The SPGPPS Secretariat was also assisting State and Territory Co–ordinators by 
compiling a list of Hospital contacts.  Ms McMahon explained that the National Network Co–
ordinators would be liaising only with those Hospitals with existing consumer/carer 
participation mechanisms.  For those hospitals who do not have formal consumer carer 
mechanisms, a Getting Started Kit would be developed and made available, upon request to 
the SPGPPS Secretariat, as a sample of what could be formulated by them in relation to their 
future specific needs.  Ms McMahon anticipated that State and Territory Co–ordinators would 
have held the first meeting of their respective STC by the end of this year. 

Responding to questions raised, Ms McMahon noted that the National Network would, in 
time, progress development of strategic relationships with stakeholders and other consumer 
and carer organizations. It was noted that this process had already begun with an invitation to 
the CEO of the RANZCP, Ms Brownie, to address members at the National Network’s 18 
August meeting.  It was further noted that the Network holds a position on the board of the 
Mental Health Council of Australia and it is anticipated that, with additional funding for 
2004, a representative of the Network will be able to participate on the NCCF. 

The SPGPPS congratulated Ms McMahon, on progress to date.  A general discussion 
followed and Ms McMahon noted that the Australian Government would be prepared to 
contribute toward the facilitation process that enables the Network to meet, but would not 
contribute funding toward the Network as a new group. 

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 agreed goals were as follows. 

1. 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. 

2. 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. 

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

4. Seek to ensure that private sector mental health services are supported by a high 
quality workforce.   
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5. Improve the quality, availability and utilisation of information regarding private sector 
mental health services 

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 these issues in 2003. 

SPGPPS and individual stakeholder activity toward the achievement of these goals was then 
discussed. 

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. 

The Meeting agreed that the establishment of the National Network was a substantial step 
toward progressing the achievement of this goal (see Agenda Item 2.2). 

3.1.2 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 the 32nd Meeting of the SPGPPS endorsed and adopted a set of 
General Principles and Recommendations, developed by the SPGPPS Innovative Models 
Working Group (IMWG), to encourage the uptake of innovative models of service delivery 
and enhance co–ordination of care between general practitioners, psychiatrists and hospitals.  
The 32nd Meeting also asked the IMWG to reconvene for it to determine how best to progress 
the General Principles and Recommendations.  The IMWG was also asked 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 Chair reported that, since the 32nd SPGPPS Meeting, the IMWG had met via 
teleconference on 29 July 2003.  The SPGPPS noted the copy of the report of that meeting, 
had been circulated with the agenda and papers. 

General Principles and Recommendations 

Based on the recommendations of that teleconference, Dr White reiterated that she had 
written, to the following organisations to progress the General Principles and 
Recommendations. 

1. The RANZCP Executive concerning the importance of establishing a mechanism for 
consultation between the RANZCP, ADGP, RACGP, and ACRRM to progress the national 
implementation of easily accessible State–based referral directories of available specialist 
psychiatric services to facilitate access for general practitioners.  The correspondence was 
also forwarded to the ADGP, RACGP and ACRRM under cover of another letter from Dr 
White urging these organizations to work with the RANZCP on this initiative to improve 
co–ordination of care between general practitioners, psychiatrists and hospitals. 

The SPGPPS noted that a State–based referral directory has been established in Victoria and 
that this work was informing the establishment of a national referral directory. 

2. All Health Funds and Hospitals to promulgate the General Principles and 
Recommendations; and to determine, via a brief survey, how many Hospitals conduct 
outreach programs and how many Health Funds provide benefits for such programs. 
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The SPGPPS noted that the timeframe for the Hospital and Health Fund Survey had been 
extended in an attempt to improve the response rate.  The Secretariat reported that the 
IMWG would meet again on 29 September 2003 to consider the results of these surveys. 

3. The Chairs of all Hospital Medical Advisory Committees, the RANZCP and the AMA 
encouraging psychiatrists to support the uptake of outreach programs. 

Substance Abuse and Dependency 

The IMWG advised the SPGPPS that determining the current treatment and care of substance 
abuse and dependency in the private sector is a complex and potentially costly task that 
would take 12–18 months to complete, and would require the involvement of persons with 
specialist expertise in the treatment of substance abuse and dependency.   

The IMWG recommended that the SPGPPS determine whether it wishes to proceed with this 
work and, if so, what questions are to be addressed by any such undertaking, what tasks need 
to be completed to address those questions, and how the completion of those tasks is to be 
funded. 

The SPGPPS noted that a separate Agenda Item has been prepared to enable further 
discussion of this matter (see Agenda Item 3.4). 

RESOLVED 

That the SPGPPS notes the report of the SPGPPS Innovative Models Working 
Group (IMWG) meeting held on 29 July 2003. 

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 private 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. 

Hospital Survey 

The Chair reported that the Hospital survey was completed and circulated to the SPGPPS in 
April 2003. Nineteen (51%) of the 37 Hospitals surveyed had responded. 
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At the 32nd SPGPPS Meeting, there was some discussion as to how geographically 
representative the Survey results were, given that postcode data had not been collected, and 
the size of non–respondent Hospitals was not known.  Postcode data had not been collected in 
order to protect the identity of participating Hospitals.  Despite the lack of postcode data, the 
APHA Psychiatric Sub–committee had examined the results and agreed that, while South 
Australia may be slightly different, these results were fairly representative of experience in 
Queensland, New South Wales, Victoria and Western Australia. 

Hospital representatives reported that, since the 32nd Meeting, they had followed–up the 
Survey results and were now able to confirm that the vast majority of people have 24 hour 
access to Hospitals in Queensland, New South Wales, Victoria, and Western Australia.  In 
South Australia, preliminary legal advice suggests that there are potential risks to Hospitals 
offering a 24 hour service related to shared liability and professional indemnity. 

Access in Rural and Remote Areas 

Mrs Ruth Carson then raised the issue of the need to improve linkages between the public and 
private sectors particularly in relation to the provision of access to mental health services for 
people living in rural and remote areas of Australia. 

Dr White indicated that the Australian Government’s National Mental Health Integration 
Projects had addressed this issue in the Far West Area Health Service.  This project provided 
an opportunity to trial various ways of improving psychiatric services in the remote rural 
setting, including psychiatrists being flown in on a regular basis to provide training for the 
Mental Health Teams in the area. 

Dr Lammersma felt that there was no easy solution to the problem in rural and remote areas 
and even where it is possible to provide services on an outpatient basis, inpatient care is 
virtually non–existent. 

Dr Kable acknowledged these concerns and indicated that, at present, the bulk of the work 
falls to GPs.  However, under Component 5 (Access to Psychiatrist Support) of the Australian 
Government’s Better Outcomes in Mental Health Care (BOIMHC), a MBS rebate enables 
psychiatrists to take part in case conferencing on a consumer’s behalf.  Another sub–
component involves the provision of consultancy assistance to GPs by psychiatrists via an 
1800 number, for emergency situations, where a significant risk of harm to the safety of a 
patient and/or others exists.  This sub–component is targeted at semi–urgent cases, and is not 
designed to replace state–based mental health services providing emergency care.  It is 
available to all GPs and is not limited to those who are registered with the HIC to participate 
in the BOIMHC 3 Step Mental Health Process. 

Dr Pring indicated that, in Victoria, people in rural areas can get access to hospitalisation and 
that rural GPs are excellent at assessing whether someone has to be hospitalised or not.  Ms 
Munro indicated that, in Western Australia, twenty percent of the patients have to travel from 
rural or remote areas to Perth for treatment.  Alternative means of providing services, for 
example through the use of telepsychiatry, are being examined.   

Dr Kable reminded the meeting that the 2001 SPGPPS National Forum had recommended that 
private psychiatric hospitals and psychiatrists should form close cooperative links with general 
practitioners in rural areas of Australia.  This recommendation could still be progressed through 
the Australian Divisions of General Practice. 

Survey of Psychiatrists 

Dr Lammersma reported the survey of psychiatrist has been delayed by the restructure of the 
RANZCP and its Secretariat.  At present, the first priority for the College is preparation for the 
forthcoming accreditation.  There followed a discussion concerning the current situation with 
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the RANZCP database and Mr Allen Morris–Yates agreed to meet with Ms Sharon Brownie 
and discuss this matter further. 

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 
Australian Government, Health and Industry Investment Division concerning the specialist 
mental health workforce.  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, which are of ongoing concern to the 
private sector. 

1. There are serious difficulties in attracting and retaining mental health nurses, despite 
the capacity of the private sector to offer very attractive employment packages. 

The SPGPPS has noted that the recent budget in relation to the proposed reforms of the 
Australian higher education system exempt nursing teaching from being considered part of 
those changes.  What impact this will have is unknown, but the view of the Australian 
Government is that, in the medium and longer term, the current situation would lead to 
changes in how the workforce is used.  This has already started to occur internationally.  The 
consensus is that this is not an issue that will be solved in the near future. 

2. Difficulties arise under the current training system whereby psychiatrists are trained in 
the public sector, when over sixty percent of the RANZCP fellowship is located in 
private practice, resulting in a potentially serious lack of skills by the time psychiatrists 
start working in the private sector environment.   

Dr Lammersma reported that this issue is still being looked at by the RANZCP.  There are, 
however, numerous obstacles to the training of psychiatrists in the private practice settings, 
including how such training should be funded.  The College is working toward having some 
proposals in place in time for the 2005 College Accreditation. 

3. Some private hospitals have declined to fund training positions for psychiatric 
registrars, given the costs involved.   

Ms Munro indicated that this remains a serious issue for some Hospitals and remains the 
only form of training for psychiatrists in a private sector setting. 

4. The need for mental health consumers and their carers to be able to participate directly 
in training programs to help reduce stigma and demystify working in the mental health 
area. 

As previously identified under Agenda Item 2.3, Mr Wells has invited the National Network to 
develop recommendations to raise with the Deans of the respective university training 
programs, concerning this issue. 

Ms McMahon reported that this matter was considered at the 18/19 August 2003 meeting of the 
National Network.  Following that meeting Ms McMahon wrote 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.  In acknowledging the issues 
relating to stigma and myths within the training programs, the Network has recommended 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.  In making its recommendations the National Network 
has supported consumers and carers as active facilitators and participants of the educational 
process for all health providers.  In particular, the Network has advised Mr Wells that basic 
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mental health education could be a very useful requirement for all health professionals.  The 
SPGPPS noted that Ms McMahon was awaiting Mr Well’s advice regarding how this strategy 
might be progressed with the universities. 

Ms McMahon reported that the Network has also recommended that a comparative analysis 
should be undertaken of the proportion, over the last five years, of those high school 
graduates selecting nursing as a first choice and the number actually admitted to a nursing 
course.  The meeting noted that this request arose from the SPGPPS debate about the 
problems of attracting and retaining staff in mental health services (see point 1 above). 

In summary, there was some consensus that ensuring private sector mental health services are 
supported by a high quality workforce will be a difficult goal to achieve, given the decrease 
in workforce participation rates in the health professions generally, and the increasing 
unaffordability and unsustainablity of specialist medical training and practice. 

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 6 May 2003 teleconference the SPGPPS Executive Officers 
formed an Information Strategy Working Group (ISWG) to examine the development of an 
information strategy for the private sector. 

Health Funds reported that the 24 June 2003 meeting of the AHIAMHC agreed to appoint Mr 
Brian Osborne as the Health Fund nominee on ISWG.  Mrs Ruth Carson agreed to replace Ms 
Janne McMahon, and Dr Brain Kable agreed to represent the RACGP on the Working Group.  
The RANZCP will advise the Secretariat shortly of their nominee from the College Quality 
Improvement Committee.  The SPGPPS noted that the ISWG would now be 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 Brain Kable RACGP 
6. To be advised RANZCP 

The Chair then reminded the meeting that the work of the ISWG would commence once the 
future of the SPGPPS beyond 2003 is formalised.  In the interim, Members and Observers 
present at the last meeting of the SPGPPS were asked to consider the document titled, 
Information Strategy Draft Discussion Paper June 2003, and forward any comments they 
might wish to make to the SPGPPS Secretariat.  The meeting noted that a copy of the 
Discussion Paper had also been circulated with the agenda and papers for this meeting.  The 
Secretariat reported that no comments had been received. 

Safety and Quality in Mental Health 

The SPGPPS noted that on 26 November 2002, representatives from the NMHWG Safety and 
Quality Committee (SQC), RANZCP QI Committee, SPGPPS, Australian Council on Safety 
and Quality in Health Care (ACSQHC) and Commonwealth Mental Health and Special 
Programs, met to discuss the possible future directions of the Safety and Quality agenda in 
mental health.  The meeting confirmed the need for more background work to be undertaken, 
and further agreed that the safety and quality agenda should be taken forward in partnership.  
On 7 March 2003 the NMHWG subsequently agreed to: 



SPGPPS 33rd MEETING   REPORT 
12 September 2003  Page 19 of 30 
 

 

 Endorse a Safety and Quality Project Brief to undertake a select tender process for 
employment of an appropriate consultant to undertake the Project. 

 Establish a Safety and Quality in Mental Health Partnership Group, to provide leadership in 
the area of safety and quality in mental health.   

 Establish an Operational Group, drawn from the financial contributors on the Partnership 
Group. 

Mr Phillip Taylor reported that the Operational Group is overseeing the Project and work of 
consultant, Ms Fiona Tito of Enduring Solutions.  The objective of this work is the development 
of a national policy and strategic framework for quality and safety in mental health that is 
consistent with mainstream health initiatives.  The Project acknowledges the current work that 
is already being undertaken under the National Mental Health Strategy and any work proposed 
in the context of the National Mental Health Policy 2003 and the National Mental Health Plan 
2003–2008. 

The SPGPPS noted that the Australian Government has provided $25,000 for the Project and 
$10,000 had been provided by the RANZCP.  

Mr Morris–Yates and Mr Taylor reported that they had met with Ms Tito and briefed her in 
relation to private sector issues.  

Mr Taylor reported that Ms Tito was in the process of finalising the draft project report, 
Patient Safety and Quality in Mental Health Services.  A meeting of the Partnership Group 
was scheduled for 17 September 2003 at RANZCP Headquarters in Melbourne.  It was 
agreed that Dr Bill Pring would attend the Partnership meeting.  The Secretariat was asked to 
circulate Ms Tito’s draft report as soon as it is available. 

RESOLVED 

1. That the SPGPPS requests Dr Bill Pring attend the meeting of the Safety and 
Quality in Mental Health Partnership Group to be held on 17 September 
2003 in Melbourne. 

2. That the SPGPPS requests the Secretariat to circulate a copy of the draft 
project report, Patient Safety and Quality in Mental Health Services, to 
SPGPPS Members and Observers as soon as it is available.  Members and 
Observers are asked to forward any comments they might wish to make 
directly to Dr Bill Pring. 

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 the SPGPPS has agreed to review Guidelines for Determining 
Benefits for Health Insurance Purposes for Private Patient Hospital–Based Mental Health 
Care (hereafter Guidelines) to provide better guidance for Hospitals and Health Funds on 
what constitutes legitimate private hospital–based psychiatric care programs.  The meeting 
noted that copies of the Guidelines had been circulated for comment to the RANZCP, 
Hospitals and Health Funds, and that the 32nd Meeting of the SPGPPS established a 
Guidelines Review Working Group (GRWG) comprised as follows. 

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

Dr Lammersma reported that the GRWG held its first meeting, via teleconference, on 26 
August 2003 and attempted to revise the Guidelines in light of comments received.  The 
teleconference agreed, however, that several areas of proposed amendment required further 
discussion and debate at this meeting of the SPGPPS. 

The meeting then considered a copy of the Guidelines, in the form of a Composite Draft, 
which had been circulated with the agenda and papers as work–in–progress.  Dr Lammersma 
explained that the Composite Draft incorporated all changes agreed to by the GRWG, and 
identified those suggested changes where further discussion was required.  In the discussion 
that followed, it became clear that there would be insufficient time to reach agreement on the 
issues involved at this meeting.  It was agreed that working from the current Composite Draft 
members and observers would forward any further comments and or changes to the 
Secretariat by the end of the third week in October.  The Secretariat was asked to then prepare 
a revised Composite Draft, based on comments received.  The GRWG agreed to meet again 
in the first week of November and prepare a final draft of the Guidelines for consideration at 
the 28 November meeting of the SPGPPS. 

RESOLVED 

That the SPGPPS requests Members and Observers to forward any comments they 
might wish to make on Composite Draft 2 of the Guidelines for Determining Benefits 
for Health Insurance Purposes for Private Patient Hospital–Based Mental Health 
Care to the SPGPPS Secretariat by Friday, 24 October 2003.  The Secretariat is asked 
to revise the document based on comments received and prepare Composite Draft 3 for 
consideration by the SPGPPS Guidelines Review Working Group.  The Working 
Group is asked to reconvene in the first week in November with a view to preparing a 
final version of the Guidelines for possible endorsement by the 28 November 2003 
meeting of the SPGPPS. 

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 
patients.  The Coalition also agreed to identify the changes it believed should be sought when 
the legislation is reviewed in 2004. 

The SPGPPS noted that 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 for the activities of the Coalition. 

The Chair of the MHPC, Dr Bill Pring, reported that since the last meeting of the SPGPPS the 
Kit was further revised based on comments received from the Office of the Federal Privacy 
Commissioner (OFPC).  The final 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, had also sought. 
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Dr Pring reported that Mr Crompton had recently responded by phone and indicated that there 
were still some concerns with the Kit.  Mr Crompton foreshadowed the need for a further 
meeting in order to progress this issue and it was noted that Dr Pring would follow this up. 

3.4 SUBSTANCE ABUSE AND DEPENDENCY 

3.4.1 The Right Mix – Your Health and Alcohol  

Under this Agenda Item, Mr David Morton provided a presentation for the SPGPPS on the 
DVA initiative titled, The Right Mix – Your Health and Alcohol.  Mr Morton advised that this 
initiative is the health promotion package of the DVA Alcohol Management Project and 
complements other project activities aimed at strengthening alcohol treatment services.  Mr 
Morton explained that The Right Mix was developed because: 

 Alcohol misuse is a significant health concern within the veteran community.  

 The harm caused by alcohol is often seen in the mental and physical health problems 
experienced by individuals and in the social and relationship difficulties experienced by 
families. 

 The problems of alcohol are not limited to veterans.  Alcohol is the second most 
preventable cause of drug–related illness and death (after tobacco). 

 We needed a health promotion response to these and other issues identified in the 
Vietnam Veterans Health Study and the DVA mental health policy. 

The Alcohol Management Project has three broad aims. 

1. Increase awareness within the veteran and provider community of the impact of alcohol 
misuse. 

2. Enhance the effectiveness of services and treatment providers by promoting a better 
understanding of veterans needs and encouraging best practice. 

3. Create a range of opportunities for veterans and their families to reduce the harm caused 
through alcohol misuse. 

The project supports the principle of Harm reduction.  The Right Mix is for any veteran who 
would just like to have information about health and alcohol or those who would like to do 
something about their drinking. 

How we talk to veterans and providers about alcohol and the types of services or treatment 
programs made available through DVA should be based on best practice.   Partnerships and 
shared responsibility are the critical to the project.  We agreed on a formal Partnership 
Agreement with the veteran community, which recognises that promoting a healthier 
approach to alcohol use in the veteran community is a shared responsibility. 

The Alcohol Management Project has active external and internal partnerships with: 

 Department of Health and Ageing; 

 Department of Defence; 

 Australian Centre for Post–traumatic Mental Health; and 

 DVA State offices, Vietnam Veterans Counselling Service (VVCS) offices and different 
groups within the DVA National Office. 

The Project is aiming for the best fit – making sure that treatment options meet the needs of 
veterans. 

Project History 

Mr Morton reported that DVA started the project with some information.  In the Health study, 
thirty six percent of Vietnam veterans have said they abused alcohol.  This is an interesting 
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number, but this doesn’t tell us that much.  They could have had a big night last Saturday, or 
could drink heavily every day.  There is a high level of alcohol and co–morbidity with mental 
and physical health conditions.  For example, we know that alcohol dependence is one of the 
four most commonly accepted mental health disabilities amongst veterans.  Eighty eight 
percent of veterans with an accepted disability of alcohol dependence have an associated 
mental health condition, predominantly Post Traumatic Stress Disorder (PTSD). 

There is a pattern of heavy and binge drinking amongst some veterans.  So it is clear that the 
relationship between veterans and alcohol is complex.  Despite this, as veterans have told us, 
we still need to do something about it.  For some veterans, it is a major contributor to both 
mental and physical health problems, yet they can be very reluctant to talk about it or seek 
help – much like the rest of us.  The reluctance is not limited to veterans – some health 
providers are reluctant to raise health and alcohol issues with veterans. 

We pulled together our partners to help us with the health promotion.  Our Health Promotion 
Working Group included representatives from Essential Services Organisations (ESOs), the 
Department of Health and Ageing, Department of Defence and alcohol agencies.  Our 
partners shared research, information and helped us develop the communication strategy and 
Right Mix package. 

Though we had some information about veterans and alcohol, we needed to do some formal 
market research to find out what veterans thought about health and alcohol.  Research 
replaces ‘gut instinct’ and helps us get the message and the communication tools right.  The 
Department of Health and Ageing research for their alcohol campaigns gave us a good 
understanding of what the general community knew and thought about alcohol, helping us 
conduct even more targeted research with veterans. 

First, a researcher talked to over 120 veterans in metropolitan, regional and rural areas 
including World War 2, veterans from Korea and other conflicts; Vietnam veterans; war 
widows; peacekeepers; and veterans partners.  Different health providers were interviewed 
and their views helped us write our communication strategy.  Then we market tested the first 
designs of our materials to get the message and tools right. 

The research told us that as with general community, while veterans may acknowledge that 
heavy drinking is a problem, some might be reluctant to identify it as a personal problem.  It’s 
easier to see that it’s others that have a problem.  Many veterans recognise the relationship 
between their drinking and their previous military experience.  Linked to this is the view that 
alcohol is a reward and relaxant.  Some veterans think that they can drink more, and need 
more, but notice that they can’t handle it like they used to.  Some veterans talked about using 
alcohol for ‘medicinal purposes’, to help them get to sleep or for perceived health benefits.  
Most veterans, and their partners, recognised the negative social effects of alcohol misuse.  
Veterans are just as concerned about their health as the rest of the community (especially as 
we get older).  We found that they are therefore more open to hearing about alcohol if it’s 
raised in the ‘good health’/healthy lifestyle approach.   This can come from GPs, other health 
providers and DVA, which veterans told us are all highly credible sources of information. 

We converted what the veterans told us into key messages, which are the core of our 
communication strategy.  They capture the thoughts and interests of veterans, and are 
designed to engage veterans in a personally relevant way – i.e. ‘that’s talking to me’.  There 
are different messages for different veterans – not every key message will apply to every 
person.  A measure of our success will be if the target audience can recall 1 or more of the 
key messages.  We’ll test this in formal and informal evaluation. 

Key Messages 

Mr Morton then outlined the following key messages of the Project. 
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choose – it’s up to you; it’s your choice – a self–help approach. 

alcohol free days – key message for everyone, but particularly relevant for older veterans and 
war widows, as some may not be heavy drinkers, but more likely to drink every day. 

Even small changes – not asking the impossible – it’s not about cutting out, just small 
changes. For example, it is not possible to ask someone drinking 15 schooners of full strength 
beer to go cold turkey, but it is possible to think about having a soft drink spacer between 
beers; choosing light beer; eating while drinking; playing a game of pool while drinking, etc. 

medication – alcohol and medication can be a dangerous cocktail – an important message for 
veterans and their partners of all ages. 

effects – highlighting the impact of particular relevance to veterans – again, ‘that’s me’ and 
highlights the relationship between alcohol & mental health conditions. 

age – we all know we can’t handle it like we used to, but veterans were interested to read this 
from an authoritative DVA source. 

GP – where to go for help, you don’t have to do it alone – important to give a call to action 
after all the information and suggestions for change. 

These key messages are infused throughout the health promotion materials – not always in 
the same words, but the same concept. 

Approach of the Project 

The research told us to base our communications on a ‘good health’ approach – we knew it 
wouldn’t work to ‘bash people over the head’ with alcohol messages. 

The health promotion approach reflects this.  It’s about first raising awareness, then providing 
some information that educates in a relevant, informative and up–to–date way so as to 
generate confidence in their own ability to make informed choices and take action, on their 
own, with support of family and friends, or with the help of a provider 

We had the right messages and the approach, now we needed a brand that would engage 
veterans in a personally relevant way. To make them sit up and take notice and identify with 
the materials – i.e. ‘that’s me’!  The Right Mix brand – gets the balance right – between health 
and alcohol messages and branding the materials as veteran without making them feel too 
different from the rest of the community. 

In the second stage of research veterans told us they appreciated the straightforward 
approach. Veterans liked the logo.  The dog tag and the bottle top logo was very favourably 
received by veterans, had an impact and was attention getting.  The logo showed a clear 
connection between alcohol and the military, yet in an intriguing and interesting way, not in a 
threatening way.  The meaningful message of the design is reinforced by the tag line, ‘your 
health and alcohol’. 

The Right Mix Kit 

Mr Morton explained that the Kit contains the following. 

 A Poster to display in your office or other venue to help raise awareness. 

 The Right Mix: Your Health and Alcohol brochure – a first point of call for veterans 
and their families. This is the first thing you would use with veterans – introduces the 
issue in a non–confronting way, takes them through info and some ideas. Likely to be the 
most popular product with veterans. 

 Facts and Furphies – challenges some of the myths about alcohol. These will move fast 
too. 
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 Changing The Mix – A Guide to Low–Risk Drinking for the Veteran Community – an 
easy to follow self–help resource for veterans interested in changing their drinking 
behaviour. This could be used by a GP or other health professional to encourage/support 
veterans who want to cut down or cut out their drinking, (Not a first ‘point of call’). 

 Handy Hints for Functions – best displayed near the bar or function area of your club or 
workplace. 

 Change the Mix: Ten Tips – ten tips for low–risk drinking. For display or copying and 
providing to veterans as appropriate. 

 Partnership Agreement – highlighting the endorsement of The Right Mix by ex–service 
and veteran community organisations. 

 Coasters – Have sets in locations where veterans might meet State Office staff over 
coffee or a drink. Use at functions involving the veteran community. 

 Order form  – fax back form to order more materials. 

Mr Morton advised that the Right Mix information is also on the DVA website: 
www.therightmix.gov.au.  The website also has extra information about health and alcohol 
issues, which features an interactive self–assessment tool by which visitors can assess their 
drinking patterns and behaviour, as well as get feedback on whether they are ready to change 
their drinking behaviour.   Materials can also be ordered online from the website.  The home 
page has different ‘help’ buttons – help yourself/help your partner/help your mate/help a 
client or patient – so that visitors can go quickly to the information most relevant to them.  
Visitors can also subscribe to DVA’s regular bi–monthly website newsletter to stay in touch 
with The Right Mix and get articles on different alcohol and health issues.  The website is 
linked to useful alcohol websites.  The icon is available for use on ESO and other websites. 

Mr Morton reported that about 10,000 kits had been distributed nationally in April 2003 to: 

 DVA State, VAN and VVCS offices 

 Health providers such as, GPs/psychiatrists/psychologists/social workers/community 
nurses/hospitals running PTSD and alcohol programs 

 Ex–service organisations 

Kits were also distribute by working with local contacts at State office and VVCS offices to 
get the message out to local veteran and DVA networks.  There was no public launch as 
veterans told us they preferred Right Mix message to go out through veteran networks and the 
Minister agreed with this – she is sending a kit to all Presidents of ESOs in the Partnership 
Agreement, thanking them for their contribution and to all Federal Ministers of Parliament 
and Senators. 

Public relations support for the dissemination of the Kit was in the form of articles in ESO 
newsletters/DVA publications and through peak bodies.  The Kit can be ordered by 
contacting the DVA State Office Health Promotion officer or by faxing the order form. 

Mr Morton reported that The Right Mix complements other project activities including the 
following. 

 Pathways to Care Conference – November 2001 – this helped to set the directions for the 
project overall and emphasised the importance of having a health promotion strategy to 
deliver effective messages. Involved DVA, health providers, alcohol & drug experts, 
veteran community 

 Alcohol Screening and Brief Intervention (AS+BI) is being promoted as a best practice 
approach to early detection & intervention of alcohol related harm in the veteran 
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community. As part of this, DVA has written a training manual for health providers and 
there’s a link to it on the website www.therightmix.gov.au 

 Training courses for VVCS staff & counsellors are using AS+BI with all clients and a 
trial to introduce AS+BI as a standard protocol in community nurse DVA assessments is 
being set up. 

 Most people who change the way they are drinking will do so themselves.  This program 
is aimed at these people and those who for all sorts of reasons will not consult a GP or 
counsellor.  This Self–Help Correspondence program will be available through a 1800 
number and can be used by veterans and their families.  It is not a counselling service but 
will send out printed material based on a proven treatment program developed by the 
University of Queensland. 

Encouraging evidence–based practice amongst service providers and treatment programs is 
important.  Through a partnership with the Australian Centre for Posttraumatic Mental Health 
(ACPMH), DVA is developing Clinical Treatment Guidelines that will strengthen service 
provision and assist DVA in knowing what programs to purchase for veterans and their 
families.  Guideline topics are: 

 screening and assessment; 
 withdrawal and detox; 
 problem drinking; 
 relapse prevention; and 
 alcohol and PTSD treatment 

Following their evaluation, later this year the guidelines will be the basis of a series of 
demonstration projects, developed in consultation with State Office, VVCS and ACPMH. 

Following a brief discussion, the Chair thanked Mr Morton for his presentation. 

3.4.2 SUBSTANCE ABUSE AND DEPENDENCY – IMPLICATIONS FOR THE PRIVATE SECTOR 

The Chair then reported that the 32nd Meeting of the SPGPPS agreed that substance abuse and 
dependency is a major social problem and a significant issue for private sector mental health 
services.  The 32nd Meeting referred this matter to the SPGPPS’s 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, particularly in 
relation to: 

 what models are being used in private hospitals for the treatment of 
substance abuse and dependency, including the extent to which the more 
complex needs of patients with dual diagnoses are being adequately 
addressed; 

 how the treatment of substance abuse and dependency is being funded; 
and 

 what is currently known about best practice in respect of the types of care 
required by patients with substance abuse or dependency problems. 

The SPGPPS noted that this matter was considered at the 5th meeting of the IMWG held on 
29 July 2003, via teleconference, together with the data from the CDMS Standard Quarterly 
Report to the SPGPPS, which showed that 14% of patients admitted to Hospitals have a 
principal diagnosis of substance abuse disorder and 52% have a principal diagnosis of mood 
disorder.  The Health of the Nation Outcome Scale (HoNOS) ratings on Item 3, regarding 
problems with alcohol and other drug use, indicate that approximately 30% of patients 
admitted to overnight inpatient care have clinically significant problems.  This indicates that 
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there are about 15% of patients not having a principal diagnosis of substance abuse disorder 
who nevertheless have clinically significant problems (though not necessarily sufficiently 
severe to warrant a diagnosis of substance abuse disorder). 

The Chair reported that the IMWG has agreed 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.  On that basis, the IMWG has requested that the SPGPPS determine whether it 
wished to proceed with this work.   

Following discussion, the meeting agreed that the SPGPPS should proceed with this work and a 
small group comprised of the following representatives was established. 

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

The Sub–group was asked to advise the IMWG in relation to the development of an SPGPPS 
Substance Abuse and Dependency Project Brief that clearly sets out: 

 what questions are to be addressed by the project; 
 what tasks need to be completed to answer those questions; and  
 how the Project is to be funded. 

The meeting requested that the IMWG report back to the 28 November meeting of the SPGPPS 
concerning this Project. 

RESOLVED 

That the SPGPPS requests the Innovative Models Working Group (IMWG), Substance 
Abuse and Dependency Sub–group, advise the IMWG concerning the development of 
an SPGPPS Substance Abuse and Dependency Project Brief.  The IMWG is requested 
to report back to the 28 November meeting of the SPGPPS concerning this Project. 

4. STANDING ITEMS 

4.1 PRIVATE HOSPITALS 

Ms Munro reported that in the private sector there was continued concern over the 
accreditation processes of the Australian Council on Health Care Standards (ACHS) as they 
relate to the National Standards for Mental Health Services (hereafter National Standards).   
Use of the of the National Standards for Mental Health Services (hereafter National 
Standards) particularly in relation to the extra costs accruing to private facilities for this 
assessment, principally related to the inclusion of an additional surveyor to represent 
consumers and carers.  The SPGPPS noted the long history in relation to these concerns and 
the current situation was clarified as follows. 

Public Sector 

The Australian Government, together with the Directors of Mental Health for all states and 
territories, has formally agreed that all survey teams undertaking review of public mental 
health services against the National Standards should include a consumer or carer reviewer.  
This policy position has been agreed and clearly articulated at the National Mental Health 
Working Group.  The Australian Government is, therefore, fully committed to formal 
consumer and carer participation in implementation of the National Standards.  This includes 
consumer or carer participation as members of review teams. 
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Under the Australian Constitution, and as articulated in the Australian Health Care 
Agreements and the National Mental Health Strategy, the delivery of public mental health 
services is the responsibility of state and territory governments.  Jurisdictions are likewise 
responsible for the implementation of the National Standards within those services and for the 
manner in which the implementation occurs.  This responsibility extends to ensuring that the 
agreed policy position of consumer or carer participation on review teams is mandated at 
service level. 

Individual Directors of mental health determine the manner in which individual jurisdictions 
seek to inform services and stakeholders of this position.  However, to assist the greater 
understanding of the agreed policy position the Australian Government has written to all 
states and territories recommending that jurisdictions actively communicate this agreed policy 
to their services and ensure it is implemented.   The Australian Government has also written 
to key accreditation agencies to clarify the agreed position. 

Private Sector 

Under current legislation, there is no requirement for Hospitals to be accredited using the 
National Standards in the private sector.  At this point, however, one Hospital has achieved 
accreditation against the Standards and several other Hospitals have expressed an interest.  
The remaining majority of Hospitals are accredited by the ACHS using the EQuIP model.  
State and Territory licensing arrangement for Hospitals vary from state–to–state, and 
licensing agencies do not necessarily undertake inspection of facilities.  Mrs Judy Hardy 
expressed concerns over these licensing arrangements, and the current capacity of some 
facilities to meet accreditation against the National Standards. 

Ms Munro then explained that several issues still mitigate against Hospitals seeking the in 
depth review using the National Standards.  Firstly, the in–depth review, under the National 
Standards is not integrated into the ACHS EQuIP model and is seen as an “add on”.   
Secondly, hospitals must pay an additional amount for both the in–depth review and the 
inclusion of consumer and carer surveyors.  The majority of private psychiatric facilities are 
freestanding hospitals that only provide psychiatric care, which is quite different from public 
sector hospitals.  It should be the responsibility of ACHS to provide an integrated 
accreditation product for stand–alone private mental health facilities, rather than offering an 
‘add–on’, survey at extra cost.  Secondly, there remain concerns about consumer and carer 
surveyors being included in accreditation survey teams who have not received treatment and 
care in private hospital settings. 

Ms Munro indicated that these issues have been clearly identified and articulated to ACHS 
over the last three years.  Assurances have previously been given to both the APHA 
Psychiatric Sub–committee and to the SPGPPS, but it appears that the issues remain as a 
major impediment to stand alone private psychiatric hospitals seeking accreditation under the 
National Standards.  Ms Munro requested, on behalf of the APHA Psychiatric Sub–
committee, that a meeting to discuss these issue be convened with the Executive Officer of 
the ACHS, Mr Brian Johnson.   

It was agreed that the following representatives would attend the meeting. 

1. Dr Yvonne White 
2. Ms Moira Munro 
3. Health Fund representative (possibly Ms Darlene Hennessy – to be confirmed) 
4. Ms McMahon 
5. Mr Allen Morris Yates 

The SPGPPS Secretariat was asked to coordinate arrangements for the meeting. 
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RESOLVED 

That the SPGPPS requests the SPGPPS Secretariat to coordinate a meeting 
between the SPGPPS representatives and the Executive Officer of the Australian 
Council on Health Care Standards to discuss the National Standards for Mental 
Health Services (hereafter National Standards) and their use in ACHS 
accreditation process in the private sector. 

4.2 PRIVATE HEALTH INSURANCE FUNDS 

Mr Brian Osborne reported that later this year the AHIA Mental Health Committee (MHC) 
would hold a meeting to look at alternative models of funding and how things might be done 
better.  The recommendations from this day will be forwarded to the IMWG. 

4.3 RANZCP 

Dr Lammersma reported that the RANZCP would be meeting this week with the Australian 
Division of General practice (ADGP) as a first step toward developing more formal and 
coordinated interaction between GP groups and psychiatrists 

Dr Lammersma then updated the meeting on progress with the RANZCP proposal for a 
General Practitioner Referred Case Consultation Report Commonwealth Medicare Benefits 
Schedule (CMBS) Item Number for Psychiatrists.  It was noted that the negotiations between 
the RANZCP and the Australian Government would be delayed, as the Item cannot be 
included in the MBS as proposed.  Dr Lammersma explained that future negotiations would 
be progressed through the Medicare Benefits Consultative Committee MBCC process.  The 
negotiations will also include discussion of such issues as cost neutrality and front end 
loading.  The RANZCP will be providing two representatives to the MBCC. 

4.4 RACGP 

Dr Brian Kable reported that the major area of activity for the College has been with the 
Better Outcomes in Mental Health Care (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 
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Australian College of Rural and Remote Medicine, RANZCP the Australian Psychological 
Society, and the Mental Health Council of Australia. 

Dr Kable then tabled a copy of the GPMHCSC data concerning the GP Registrations in the 
initiative as at 11 September.  There followed a brief discussion of the BIOAC initiative and 
it was noted that the SPGPPS had submitted comments to the BOIMHC Advisory Group 
concerning the evaluation of the initiative. 

4.5 AUSTRALIAN GOVERNMENT 

Ms Sheila Holcombe reported that Health Ministers had signed off on the National Mental 
Health Plan 2003–2008 and the Australian Health Care Agreements. 

4.6 AHMAC NATIONAL MENTAL HEALTH WORKING GROUP (NMHWG) 

The SPGPPS noted the report of the NMHWG held on 4 July 2003 in Darwin. 

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. 

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. 

Dr Lammersma indicated that the CPGs, when published, are made available on the 
RANZCP website. 

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 
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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 Commonwealth 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. 

 Illawarra Area Health Service Project  

6. NEXT MEETING AND CLOSE 

The Chair reported that the last meeting of the SPGPPS for 2003 would be held on Friday, 28 
November 2003 in Canberra. 

It was agreed that an SPGPPS End of Year Dinner would be held the evening before on 
Thursday, 27 November 2003.  The arrangements for the Dinner and the meeting are set out 
below with suggested accommodation close to AMA House.  

 
SPGPPS Dinner 
7:00 PM for 7:30 PM 
The Ottoman Restaurant 
Cnr Blackall & Broughton Streets 
BARTON ACT  
Ph: 02 6273 611 
Fax:  02 62736011 

34th SPGPPS Meeting 
9:00 AM to 4:00 PM 
3rd Floor Conference Rooms 
AMA House 
42 Macquarie Street  
Barton ACT 
Ph: 02 6270 4000 
Fax: 02 6270 5499 

Suggested Accommodation 
Quote AMA Rate $171 per night 
The Kurrajong Hotel 
8 National Circuit 
BARTON ACT 2600 
Ph: 02 6234 4444 
Fax: 02 6234 4466 

 

The Meeting concluded at 5:00 PM. 

Dr Yvonne White Mr Phillip Taylor 
Chair Secretary 


