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Glossary of Acronyms and Terms used 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 
CDHA Commonwealth Department of Health and Ageing 
CDMS Centralised Data Management Service 
CPGs Clinical Practice Guidelines 
DVA Commonwealth Department of Veterans’ Affairs 
GP(s) General Practitioner(s) 
Health Fund(s) Private Health Insurance Fund(s) that pay benefits for psychiatric care 
Hospital(s) Private Hospital(s) with psychiatric beds 
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–Second (32nd) Meeting of the SPGPPS was held on Friday, 20 June 2003 at the 
Melbourne Airport Hilton Hotel in Melbourne. 
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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 9:00 AM.  The following 
representatives were in attendance. 

The Royal Australian and New Zealand College of Psychiatrists (RANZCP) 
14. Dr Yvonne White  Chair SPGPPS 
15. Dr Jo Lammersma 
16. Ms Sharon Brownie (Observer from Noon onward) 

Australian Medical Association (AMA) 
17. Dr Martin Nothling 
18. Dr Bill Pring (Observer) Chair, SPGPPS Data Collection & Analysis Project Working Group 

Commonwealth Department of Health and Ageing (CDHA) 
19. Mr Peter Callanan Private Health Services Reform 
20. Mr Dermot Casey Mental Health and Suicide Prevention Branch (Until Noon) 

Consumer Representative 
21. Ms Janne McMahon Chair NNPPSCC 

Carer Representative 
22. Mrs Ruth Carson  

Royal Australian College of General Practitioners (RACGP) 
11. Dr Barbara Burge Proxy for Dr Brian Kable 

Private Hospitals with Psychiatric Beds (Hospitals) 
12. Ms Sue Williams Replacing Mr Ashley Cooper 
13. Ms Moira Munro 

Private Health Insurers (Health Funds) 
14. Mrs Judy Hardy  
15. Mr Bruce Houghton Proxy for Mr Brian Osborne in place of Ms Laurel Mitchell 

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

1.3 APOLOGIES 
1. Dr Brian Kable Royal Australian College of General Practitioners 
2. Mr David Morton Department of Veterans’ Affairs 

In opening the meeting the Chair reported on the following developments concerning 
representation on the SPGPPS. 

a. Ms Sue Williams has replaced Mr Ashley Cooper as one of the two Hospital 
Representatives. 

b. Ms Sharon Brownie replaces Mr Craig Patterson as RANZCP Observer, on her 
appointment as Chief Executive Officer of the College.  Ms Brownie will attend the 32nd 
Meeting after lunch. 

c. Dr Brian Kable has been re–appointed to represent the RACGP.  Dr Barbara Burge is 
attending this meeting as proxy for Dr Kable. 

d. The AHIA Mental Health Committee has advised the Secretariat that the process of 
nomination for a Health Funds representative to replace Ms Laurel Mitchell is on–going 
and Mr Bruce Houghton was attending this meeting in her place. 
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RESOLVED 

1. The SPGPPS endorses the nomination of Ms Sue Williams to replace Mr Ashley 
Cooper as one of the two Hospital representatives on the SPGPPS.  Ms Williams 
can be contacted as follows. 

Ms Sue Williams 
National Psychiatric Manager 
Healthscope Ltd 
Level 5, 369 Royal Parade 
PARKVILLE VIC 3052 

2. The SPGPPS extends its appreciation to Mr Ashley Cooper for participating in 
the work of the SPGPPS. 

3. The SPGPPS extends its appreciation to Ms Laurel Mitchell for participating in, 
and supporting the work of, the SPGPPS. 

1.2 REPORT OF THE 31ST MEETING OF THE SPGPPS 

Following minor amendment, the meeting approved the draft report of the 31st Meeting of the 
SPGPPS held on 13 March 2003 in Sydney. 

RESOLVED (Mrs Hardy/Dr Pring) 

1. That the SPGPPS approves, as a true and accurate record, the report of the 
31st Meeting of the SPGPPS held on 13 March 2003 in Sydney. 

2. That the SPGPPS directs that the Report of the 31st Meeting of the SPGPPS 
be made available on the SPGPPS Website at: www. spgpps.com. 

1.3 PROGRESS REPORT ON ACTIONS ARISING FROM THE 31ST
 MEETING AND OUT– OF–

SESSION DECISIONS 

The SPGPPS noted and updated the following Progress Report on Actions Arising from the 
31st Meeting of the SPGPPS and discussed any out–of–session decisions. 

Agenda Items ACTION OFFICER(S) STATUS 

 Report on the 31st Meeting of the SPGPPS   
 Draft and circulate report of 31st Meeting for comment Secretariat Done 
 Revise Report based on comments received & prepare final Secretariat Done 
 Agenda Item 32nd SPGPPS Meeting Secretariat Done 

1.2 Report on the 30th Meeting of the SPGPPS   
 Post Report on the SPGPPS website Secretariat Done 

2.1 Election of Deputy Chair   
 Notify Sector of appointment of SPGPPS Deputy Chair Secretariat Done 

2.2 SPGPPS Data Collection and Analysis Project   
 Revise Progress Report to include AMA advice Secretariat Done 
 Forward Report & Invoices for Year 3 to CDHA, AHIA, APHA Secretariat Done 
 Agenda Item 32nd SPGPPS Meeting Secretariat Done 

2.3 Network of Private Psychiatric Sector Consumers & 
Carers 

  

 Draft interim MoU between AMA/RANZCP/beyondblue Secretariat/Ms Ferry Done 
 Incorporate AHIA, APHA in overall funding of SPGPPS 

2004–2007 
Secretariat Done 

 Agenda Item 32nd SPGPPS Meeting Secretariat Done 

2.4 Future of SPGPPS beyond 2003   
 Secretariat to draft & circulate Briefing Paper SPGPPS 

Beyond 2003 
Secretariat Done 

 Stakeholders to consult constituencies on future of SPGPPS SPGPPS Done 
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Agenda Items ACTION OFFICER(S) STATUS 

 Agenda Item 32nd SPGPPS Meeting Secretariat Done 

3.1 National Forum 2002   
3.1.2 Goal 2: Uptake of Innovative Services   
 IMWG to finalise recommendations for SPGPPS IMWG Done 
 Agenda Item 32nd SPGPPS Meeting Secretariat Done 

3.1.3 Goal 3: Access to Private Mental Health Services   
 Secretariat to compile Hospital Survey Data Secretariat Done 
 RANZCP to survey psychiatrists RANZCP Pending 
 Agenda Item 32nd SPGPPS Meeting Secretariat Done 

3.1.4 Goal 4: Workforce   

 
Include all future developments on safety & quality under 
Goal 5 

Secretariat Done 

 Agenda Item 32nd SPGPPS Meeting Secretariat Done 

3.1.5 Goal 5: Quality, Availability & Utilisation of Information   

 
Form Information Strategy Working Group @ 6 May 
Teleconference 

SPGPPS Done 

 
DBP&AMY to prepare discussion paper for SPGPPS & 
ISWG 

Dr Pring/Mr Morris–
Yates 

Done 

 Agenda Item 32nd SPGPPS Meeting Secretariat Done 

3.4 National Health Privacy Code   
 Submission on Code to AHMAC NHPWG  Secretariat/Chair Done 

4.1 Private Hospitals   
 Letter to MHCA concerning resolution of SPGPPS Secretariat/Chair Done 

4.2 Private Health Insurance Funds   
 Review Guidelines for Determining Benefits at 32nd Meeting Secretariat/CDHA Pending 
 Agenda Item 32nd SPGPPS Meeting Secretariat Done 

4.6 AHMAC NMHWG   

 
Circulate Consultation Draft on the NMHP 2003–2008 when 
available  

Secretariat Done 

 Stakeholders to discuss with constituency SPGPPS Done 
 Special Teleconference to discuss Consultation Draft Secretariat Done 
 Secretariat to prepare dot point summary for Chair Secretariat Done 
 Chair to take private sector views to 2 May Summit Chair Done 

5.1 RANZCP Clinical Care Pathways   

 
Comments to Secretariat by 17 April SPGPPS Nil 

received 
 Secretariat to draft submission, if comments received Secretariat Not Done 

2. FINANCIAL AND OPERATIONAL MATTERS 

2.1 SPGPPS CENTRALISED DATA MANAGEMENT SERVICE (CDMS) 

The SPGPPS is responsible for oversight of the operation of the SPGPPS National Model and 
its CDMS through an AMA Agreement for Services between the AMA, CDHA, the APHA and 
the 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. 
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2.1.1 Variation to the AMA Agreement for Services for the CDMS 

The Chair reported the budget estimates for Year 3 of operation of the CDMS, detailed in the 
report Planned, Actual and Proposed Progress with implementation of the SPGPPS National 
Model, were approved by the 31st Meeting of the SPGPPS.  Following that meeting, the 
Report was forwarded to the Parties to the AMA Agreement for Services (APHA, AHIA, and 
CDHA) with invoices for Year 3, which commenced on Wednesday, 4 June 2003.  A 
variation to the AMA Agreement was also prepared by the SPGPPS Legal Counsel, Ms Jane 
Ferry, to reflect the changes in contributions for Year 3.  The Secretariat reported on the 
implications of the delay that had occurred with the signing of this variation.  It was noted the 
delay had necessitated the AMA advising Parties to the Agreement that it would only be able 
to continue the operation of the CDMS for a short period.  While the Agreement variation had 
now been signed by all Parties, the meeting agreed that all SPGPPS Financial Stakeholder 
representatives must take the necessary steps to ensure that such delays do not occur in the 
future. 

RESOLVED 

That the SPGPPS notes the delay with the signing of the Variation to the AMA 
Agreement for Services, for Year 3 of operation of the CDMS and requests that 
SPGPPS financial stakeholder representatives take the necessary steps to ensure 
that such delays do not occur in the future.  

2.1.2 CDMS Progress Report and Recommendations 

The SPGPPS then considered the CDMS Progress Report–June 2003, and its 
recommendations, which had been prepared by the SPGPPS Principal Information Officer, 
Mr Allen Morris–Yates.  Mr Morris–Yates spoke about the consultations he had undertaken 
concerning the further development of reports produced under the SPGPPS’ National Model, 
and the Year 3 work plan for the CDMS.  The SPGPPS then considered the following 
recommendations that emerged from the consultations. 

1. The standard CDMS reports need to be augmented with graphical representations of key 
statistics.  These graphs should generally be in the form of bar charts that enable 
Hospitals to easily and quickly identify important trends and key areas for improvement. 

2. Certain key statistics should be placed at the beginning of the reports as a summary of 
the more detailed information which follows.  Some of these statistics are already 
available, however others will need further development to determine the most 
appropriate method of calculation and format for presentation.  The recommended 
summary statistics include: 

 Completion rates (admission + discharge) for clinician ratings and patient self reports 
for episodes of overnight care completed during the reporting period 

 Completion rates (period start + finish) for clinician ratings and patient self reports for 
periods of ambulatory care completed during the reporting period 

 Average HoNOS Total score and SF–14–M Total score (to be defined) at Admission 
to episodes of overnight inpatient care completed during the reporting period 

 Average HoNOS Total score Effect Size and SF–14–M Total score (to be defined) 
Effect Size (change from admission to discharge) for episodes of overnight inpatient 
care completed during the reporting period 

 Average total number of days in hospital per person during the current reporting 
period 
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 Average total number of ambulatory care contacts per person during the current 
reporting period 

 Average total number of days in hospital over the 12 month period including the 
current reporting period per person for all persons in care during the current reporting 
period 

 Ambulatory care ratio for the Hospital, defined as the ratio of Total ambulatory care 
days divided by the sum of Total overnight inpatient days plus Total ambulatory care 
days, during the current reporting period. 

 High needs patients as a proportion of total patients in care during the period. 

1. Development of more comprehensive analyses based on the patient rather than the 
episode as the subject of the analysis will require substantial further discussion and 
exploratory analysis of the existing data.  Mr Morris–Yates indicated that the 
development of a discussion paper which outlines the issues and canvasses various 
alternative approaches to the analysis and presentation of the required information had 
begun.  Comments will be sought on the proposals contained in the discussion paper 
from Hospitals, Health Funds and others stakeholders.  The inclusion of additional 
statistical analyses in the Standard Reports will follow, if an acceptable and statistically 
coherent approach can be identified.  

4. Both Hospitals and Health Funds identified the current lack of an agreed classification of 
services provided as a significant limitation.  Currently, the ICD–10–AM Procedure 
classification enables only a limited description of the services provided and the extent to 
which there is consistent use of the classification in hospital–based (private or public) 
psychiatric services is unknown.  At present, reliable indications of the use of ECT can 
be obtained and it was recommended that aggregate statistics regarding the use of ECT 
should be included in the Standard Reports.  The inclusion of statistics regarding the use 
of other types of interventions, based on Procedure coding in the HCP records, may need 
to be postponed until exploratory analyses of the extent and consistency of coding have 
been completed.  The general issue of the development of an agreed classification of 
services and interventions should be referred to the SPGPPS Information Strategy 
Working Group 

Mr Morris–Yates then tabled a copy of the Standard Report for SPGPPS Representatives for 
the 4th Quarter of 2002 and provided a detailed presentation of the fully de–identified (ie no 
individual Hospital or Health Fund was identified) aggregate statistics contained in the report.   
Mr Morris–Yates indicated that a standard quarterly report of this type would be distributed 
to SPGPPS representatives at the same time as the Hospital and Health Fund respective 
standard quarterly reports are distributed.  Mr Dermot Casey indicated that this approach 
would also meet the requirements of the Commonwealth for an aggregate report on the 
utilisation of these outcome measures in the private sector. 

Following the presentation, Dr White raised a recent case whereby a patient had been 
discharged from overnight in–patient care on the understanding that they would go into an 
ambulatory day care program.  The patient, however, could not do so for eight days because 
their Health Fund would not cover them between the admission and going into the day 
program.  This almost led to the patient being readmitted.  Mr Morris–Yates indicated that it 
would be possible to calculate a statistic, based on the data provided to the CDMS by 
Hospitals, that identified the time between discharge from overnight in–patient care and 
admission to ambulatory care. 

Ms Moira Munro indicated that Hospitals were finding the CDMS standard reports very 
useful and helpful, and congratulated Mr Morris–Yates on the quality of these reports.  
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However, Hospitals are only now starting to look at the reports closely, particularly in 
relation to the last year’s results.  There will, therefore, be a gap between what is known now 
and any real sense of improvement.  The accuracy and the reliability of the reports, in relation 
to Length of Stay for example, is also still being worked through. 

Dr Lammersma asked how the data might be used to compare the private sector with the 
public sector.  Mr Casey indicated that the CDHA had recently funded a similar national data 
collection mechanism for the public sector.  It is envisaged that such comparisons would be 
feasible in the future, particularly in relation to how each system is using mental health 
service resources within the context of the increasingly global health market. 

Dr Nothling then raised the issues of people who are often admitted with a diagnosis of mood 
disorder and then it is discovered that they actually have significant problems with substance 
(alcohol or other drugs) abuse or dependency.  Mr Morris–Yates indicated that this was an 
important issue for the CDMS reporting process, as the difficulty of adequately reporting 
outcomes for patients with dual diagnoses also applies to patients with a co–occurring 
diagnosis of personality disorder.  Mr Morris–Yates suggested that, in the process of data 
analysis, it would be useful to identify if patients have either a primary or secondary 
diagnosis of substance abuse or dependency, or primary or secondary diagnosis of personality 
disorder, and report aggregate statistics for those patients as separate groups, as there are 
implications for having either of these classes of diagnoses, regardless of whether they are 
primary or secondary. 

Mrs Hardy felt that the SPGPPS had given scant attention to these major problems.  Health 
Funds and Hospitals devote substantial resources to the treatment and care of people with 
substance abuse and dependency problems and yet little is known about: 

 what models are being used in 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. 

Dr Lammersma reported that the Royal Australasian College of Physicians (RACP) has 
established an Australasian Chapter of Addiction Medicine, with structural and training 
linkages to the Paediatrics and Child Health Division, the Australasian Faculty of Public 
Health Medicine, the Australasian Faculty of Rehabilitation Medicine, the RANZCP and the 
RACGP. 

There was consensus that substance abuse and dependency is a major social problem and a 
significant issue for private sector mental health services.  It was agreed that the SPGPPS 
would refer this matter to its Innovative Models Working Group 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. 

Ms Carson then asked whether there was any likelihood of introducing ethnicity into the 
analysis. Mr Morris–Yates indicated that, as the data element, Country of Birth, is not 
currently included in the HCP data set, it would not be possible to include ethnicity in 
standard reports, at this stage. 

Ms McMahon raised concern over the inclusion in the current HSMdb of a navigation 
function that allows the user to select a patient and undertake an Individual patient review 
function.  This function allows the Hospital staff member using the database to examine the 
selected patient’s clinical profile and history in detail.  Mr Morris–Yates indicated that this 
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function occurs at the Hospital level only and not the national level.  Patient privacy and 
confidentiality will, therefore, be explicitly protected under the same regulation and standards 
that govern access to any other clinical data within the hospital setting. 

The SPGPPS then endorsed the recommendations contained in the CDMS Progress Report – 
June 2003, concerning the further development of standard reports produced under the 
SPGPPS’ National Model, and the Year 3 work plan for the CDMS.  It was agreed that 
graphical presentations should be used wherever possible in CDMS standard reports.  

RESOLVED 

1. That the SPGPPS notes and endorses the Recommendations for the further 
development of its Centralised Data Management Service (CDMS) standard 
reports, and the Year 3 Work plan for the CDMS, as detailed in the CDMS 
Progress Report – June 2003. 

2. That the SPGPPS requests that its Innovative Models Working Group 
investigate the 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 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. 

2.1.3 New Enrolments 

The SPGPPS then noted that the Albury Wodonga Private Hospital and Cambridge Private 
Hospital have paid their contributions to join the SPGPPS and its CDMS.  Mr Morris–Yates 
has visited both facilities and provided initial training and software set up support. 

RESOLVED 

That the SPGPPS notes that the Albury Wodonga Private Hospital and Cambridge 
Private Hospital have paid their contributions to join the SPGPPS and the CDMS 
and that both facilities have received initial training and software set up support. 

2.2 NATIONAL NETWORK OF PRIVATE PSYCHIATRIC SECTOR CONSUMER AND CARERS 

(NNPPSCC OR NATIONAL NETWORK) 

The Chair of the National Network, Ms Janne McMahon reported that the AMA and 
beyondblue have confirmed that they are prepared to contribute $8000 per year for the next 
three years to support the activities of the National Network and the RANZCP will contribute 
$8000 for one year (total $24,000 for year 1 of operation).  This will severely restrict what the 
Network will be able to achieve, for the remainder of 2003 and in the first half of 2004.  On 
that basis, the funding will be used to enable the Network to further develop its structure and 
strengthen its position within the sector. 

The Secretariat reported that the SPGPPS Legal Council, Ms Jane Ferry, had prepared a 
Memorandum of Understanding (MoU) between the AMA, RANZCP and Beyondblue to 
support the operation of the National Network.  The SPGPPS noted that a copy of the MoU 
had been circulated with the agenda and papers for this meeting.  The Secretariat reported that 
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beyondblue had signed the MoU and the RANZCP and AMA would sign shortly.  The AMA 
will then invoice the Parties for their contribution. 

The meeting noted that, as requested, the Discussion Paper, SPGPPS Beyond 2003 (see 2.3 
below) included a strong case for the infrastructure and funding support for the National 
Network being provided under a common overarching AMA Agreement for Services from 
2004 on.  If such an Agreement comes into effect on 1 January 2004, then the 2004 
contributions required from those stakeholders who had already contributed to the National 
Network would be adjusted accordingly. 

Mr Casey indicated that the Commonwealth would be prepared to contribute toward the 
operation of the National Network, provided it was auspiced by the SPGPPS with a primary 
function of providing support for the private sector consumers and carers representatives on 
the SPGPPS and subgroups thereof. 

2.3 FUTURE OF THE SPGPPS BEYOND 2003 

The Chair reported that the AMA is in the process of determining whether the Parties to the 
AMA Agreement for Services (AMA, RANZCP, APHA, AHIA, CDHA) which supports the 
operation of the SPGPPS, wish to continue to provide support for activities of the SPGPPS 
beyond 2 February 2004, when the current Agreement expires.  To assist the AMA, the last 
meeting of the SPGPPS, asked representatives of these Financial Organisational Members to 
consult with their constituencies and provide preliminary advice to this meeting.  The Secretariat 
prepared and circulated a discussion paper titled, SPGPPS Beyond 2003, which provided advice 
concerning the indicative funding and contractual arrangements required to support the activities 
of the SPGPPS beyond 2003.  The Discussion Paper was based on the experience of the last two 
years and proposed one overarching AMA Agreement for SPGPPS Services that encompassed all 
the activities of the SPGPPS including its National Secretariat, the CDMS, and the NNPPSCC.  
The Secretariat circulated the Discussion Paper to the following. 

 SPGPPS Members and Observers 
 AHIA and its Mental Health Committee 
 APHA and its Psychiatric Sub–committee 
 CEOs of private hospitals with psychiatric beds 
 RANZCP and its Private Practitioners Network 
 Commonwealth Department of Health and Ageing 
 AMA and its Federal Council 

It was noted, that a copy of the Discussion paper had been circulated with the Agenda and Papers 
for this meeting. 

AMA Response 

The AMA supported the continuation of the activities of the SPGPPS beyond 31 January 2004 
under the arrangements proposed in the Discussion Paper.  The AMA indicated that the SPGPPS 
is now at an important crossroads and acknowledged that there is a hierarchy of decisions to 
be made by its Financial Organisational Members.  Essentially, these Member Organsations 
must ask themselves if they value the work that has been done by the SPGPPS to the extent 
that they are willing to provide adequate financial support to ensure its effective ongoing 
operation.  The AMA reminded the meeting that the outcome of the work of the SPGPPS is 
difficult to measure definitively, unlike the CDMS which quite clearly provides a defined 
service.  The SPGPPS is not a service provider, but rather a group of representatives whose 
task is to engage in the development and progression of high level strategic and policy 
initiatives that seek to promote the adequate funding and effective provision of private sector 
mental health services.  The AMA indicated that the SPGPPS is not just about getting 
something for one’s particular stakeholder group, rather it is principally about enabling each 
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stakeholder group to participate in the central objective of ensuring that effective mental 
health services are provided to those in need of such services. 

RANZCP Response 

The RANZCP reported that the College Council had considered the future of the SPGPPS at its 
meeting held in Hobart on May 10 2003.  Council generally supported the continuation of the 
SPGPPS and had referred the Discussion Paper to its Finance Committee and its Resource 
Review Committee.  The RANZCP requested that the definitive budgets, from which the 
Discussion Paper’s Summary Budgets had been derived, be provided in time for the 1 August 
2003 Resource Review Committee meeting. 

Commonwealth Response  

The Commonwealth indicated that it supported the continuation of the activities of the SPGPPS. 
It was suggested, however, that rather than cost the services to be provided separately, 
stakeholders might wish to consider contributing one overarching amount of funding.  This raised 
the issue of whether the RANZCP and the AMA should contribute to the CDMS.  The AMA and 
the RANZCP indicated that this would be not be possible at this point in time, given the nature 
and role of these professional organisations and their current level of subscription to the SPGPPS.  
The AMA indicated that such a proposal could be considered at a later stage, but would have to 
be balanced against other competing AMA priorities.  Hospitals and Health Funds believed that 
the separate costing of SPGPPS Services should be retained. 

Hospital Response 

Hospitals advised that the APHA supported the continuation of the SPGPPS, as detailed in the 
Discussion Paper, and also requested that the definitive budgets, from which the Discussion 
Paper’s Summary Budgets had been derived, be provided in time for the June 27 2003 meeting of 
the APHA Psychiatric Sub–committee. 

Health Fund Response 

Health Funds indicated that the Discussion Paper would be considered at the June 24 2003 
meeting of the AHIA Mental Health Committee and requested that the definitive budgets, from 
which the Discussion Paper’s Summary Budgets had been derived, be provided in time for that 
meeting. 

Summary 

Following further discussion, the meeting agreed that the Discussion Paper should be revised, as 
a matter of urgency, to include the definitive budgets from which the Summary Budgets had been 
derived.  The Secretariat indicated that the Discussion Paper would be revised and circulated on 
Monday, June 23 2003. 

The meeting requested that the SPGPPS representatives of the AHIA and RANZCP, who had 
indicated that their organisations had not yet reached a definitive view regarding their continuing 
involvement in the SPGPPS and funding arrangements for its secretariat, consider the revised 
Discussion Paper and provide definitive advice to the 12 September 2003 meeting of the 
SPGPPS. 

RESOLVED 

1. That the SPGPPS requests that the Discussion Paper titled, SPGPPS Beyond 
2003, be revised to include the definitive budgets from which the Discussion 
Paper’s Summary Budgets have been derived. 

2. That the SPGPPS requests that SPGPPS representatives of RANZCP and 
AHIA, consider the revised Discussion Paper and provide definitive advice to 
the 12 September 2003 meeting of the SPGPPS as to whether these 
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organisations wish to continue to provide support for activities of the 
SPGPPS beyond 2 February 2004. 

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.   

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

On September 28 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 NNPPSCC 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, in order to progress Goal 2, the SPGPPS established an Innovative 
Models Working Group (IMWG) to report back to this meeting on ways to overcome 
constraints to future uptake of innovative models of service delivery.   It was noted the 
IMWG had been constituted as follows. 

Health Funds Mr Bruce Houghton (Chair) 
Hospitals Mr Ashley Cooper 
CDHA  Ms Kate Medwin/Mr Peter Callanan 
DVA  Mr David Morton 
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AMA  Dr Bill Pring 
RANZCP Dr John Buchanan 

The Chair of the IMWG, Mr Bruce Houghton, reported that the obstacles to achieving 
innovation in service delivery had been considered carefully by the Working Group and a 
practical set of recommendations determined for consideration and endorsement by this 
meeting of the SPGPPS. 

The recommendations of the IMWG were then discussed and endorsed following amendment 
of Recommendation 2 to strengthen the joint commitment between Health Funds and 
Hospitals toward implementation of outreach programs.  The meeting noted that some Health 
Funds continue to decline funding for outreach programs. 

It was then agreed that the IMWG should reconvene to progress these recommendations 
within the private sector.  It was noted that Ms Sue Williams would replace Mr Ashley 
Cooper on the Working Group, and Ms Janne McMahon would represent consumers. 

There was consensus that these recommendations should also be considered as part of the 
review of the Guidelines for Determining Benefits for Health Insurance Purposes for Private 
Patient Hospital–Based Mental Health Care. 

RESOLVED 

That the SPGPPS endorses and adopts the following General Principles and 
Recommendations prepared by the SPGPPS Innovative Models Working Group 
(IMWG) and requests that the IMWG reconvene to determine how best to 
progress these recommendations. 

General Principles 

The term Innovation in these recommendations means, evidence–based services 
that are not yet available locally, not yet sufficiently utilised, or for which appropriate 
funding arrangements do not yet exist. 

A. The SPGPPS supports innovative services that are based on the following 
principles. 

1. Implementation of the proposed service will result in the improvement, or at 
the very least maintenance, of the quality of patient care. 

2. Implementation of the proposed service will result in an increase, or at the 
very least maintenance, of the overall cost–effectiveness of service 
provision. 

3. The proposed model of service delivery is based on best available evidence 
and represents best practice. 

4. There is a clear commitment to the maintenance of quality and overall cost–
effectiveness of service provision. 

5. Appropriate mechanisms are established for the ongoing evaluation of the 
quality and overall cost–effectiveness of the proposed service. 

B. The SPGPPS supports the substitution of overnight admitted patient care with 
less restrictive models of care, where those less restrictive models of care meet 
the principles specified under principle A above. 

Recommendations 

In accordance with the above Principles: 

1. The SPGPPS recommends that initiatives to enhance co–ordination of care 
between general practitioners, psychiatrists and hospitals be identified and 
implemented. 

 In particular, the SPGPPS recommends the development and maintenance 
of an easily accessible State–based referral directory of available specialist 
psychiatric services to facilitate access for general practitioners. 
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 SPGPPS Representatives from the Australian Medical Association, (AMA), 
the Royal Australian and New Zealand College of Psychiatrists (RANZCP), 
the Royal Australian College of General Practitioners (RACGP), private 
hospitals, private health insurance funds, and consumers and carers 
support the RANZCP proposal for a General Practitioner Referred Case 
Consultation Report Commonwealth Medicare Benefits Schedule Item 
Number for Psychiatrists. 

2. The SPGPPS recommends that, private hospitals with psychiatric beds 
(Hospitals) and health funders jointly commit to a change process, involving the 
sharing of both risks and cost benefits, so that within twelve months, all 
Hospitals have been able to implement approved outreach services, based on 
the South Australian and Victorian Hospital in the Home (Outreach Trials) to 
deliver improved cost effective mental health care to consumers and their carers 
in the private sector.  Psychiatrists are encouraged to support this change 
process through their local Medical Advisory Committees, the RANZCP and the 
AMA. 

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 the SPGPPS had agreed that to progress this goal 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? 

The Chair explained that, as a first step, the SPGPPS Secretariat sought the co–operation of 
the Chief Executive Officers (CEOs) of all private hospitals with psychiatric beds (Hospitals) 
with a survey to try to gain a more accurate picture of problems these Hospitals may have in 
providing and obtaining, access to after–hours care for both existing and new patients.  The 
RANZCP also agreed to survey psychiatrists, but this survey has been somewhat delayed due 
to the change over in the College Executive. 

The SPGPPS then considered a copy of the results from the, SPGPPS Access to After Hours 
Care in the Private Sector Survey (hereafter Survey), that had been circulated with the agenda 
and papers for this meeting.  It was noted that 19 (51%) of the 37 Hospitals surveyed had 
responded. 

A discussion followed 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.  The Secretariat reported that postcode data had not been collected in order to protect 
the identity of participating Hospitals. 

Hospitals indicated that, despite the lack of postcode data, the APHA Psychiatric Sub–
committee had examined the results and agreed that, while South Australia may be a slightly 
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different, these results were fairly representative of experience in Queensland, New South 
Wales, Victoria and Western Australia. 

The meeting agreed to follow–up this Survey and determine how many Hospitals in each 
state are providing after–hours services, and how many acute/emergency admission they have 
after hours.  Hospital representatives agreed to undertake this task. 

RESOLVED 

That the SPGPPS requests its Hospitals representatives to follow–up the 
SPGPPS Access to After Hours Care in Private Hospitals with Psychiatric Beds 
Survey Report and report back to SPGPPS on how many Hospitals in each state 
are providing after–hours services, and how many acute/emergency admissions 
they have after hours. 

The SPGPPS requests that a copy of the SPGPPS Access to After Hours Care in 
Private Hospitals with Psychiatric Beds Survey Report should be made 
available on the SPGPPS website. 

3.1.4 GOAL 4: WORKFORCE 

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

The Chair informed the meeting that to progress this Goal, the SPGPPS had established a link 
with the CDHA, Health and Industry Investment Division to ascertain what is being done to 
support the specialist workforce across the mental health area.  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, which are a reflection of what is occurring 
across the entire industry.  Mr Wells took on notice the following three key workforce issues 
that have been 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. 

Mr Casey updated the meeting on nursing workforce and indicated that the recent budget 
in relation to the proposed reforms of the Australian higher education system exempted 
nursing teaching from being considered part of those changes.  What impact this will 
have is unknown, but it does highlight the stress the key planning strategies are under for 
both the health and education industries due to the difficulties of attracting people into 
these areas. Mr Casey’s personal view was 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.  There followed a general discussion of the current 
problems and there was consensus 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 while this issue was being looked at by the RANZCP, there 
are numerous obstacles to the training of psychiatrists in the private practice settings, 
including how such training should be funded.  The College, however, 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.  Hospitals indicated that this remains a serious issue for some 
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Hospitals and is, at present, 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. 

Ms McMahon reported that the NNPPSCC had accepted Mr Wells invitation to develop 
recommendations to raise with the Deans of the respective university training programs, 
concerning this issue.  Ms McMahon indicated that this matter would be considered by 
the NNPPSCC shortly. 

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 

3.1.5.1 SPGPPS Information Strategy Working Group 

The Chair reported that, at its 6 May 2003 teleconference the SPGPPS formed an Information 
Strategy Working Group (ISWG) to examine the development of an information strategy for 
the private sector.  At present, the ISWG is constituted as follows. 

Dr Bill Pring (Chair)  AMA 
Ms Moira Munro (TBC) Hospitals 
Ms Janne McMahon  Consumer 
TBA    Health Funds 
TBA    RANZCP 

Dr Bill Pring and Mr Allen Morris Yates agreed to write a brief preliminary discussion paper 
for ISWG.  A copy of the self explanatory, Information Strategy Draft Discussion Paper June 
2003, was then tabled and considered by the meeting. 

Dr Pring spoke to the Paper and indicated that the development of an information strategy 
should encompass the needs of the SPGPPS in several areas, including its Secretariat and 
CDMS.  The Strategy should build on the capacity of the organisation to provide information 
for SPGPPS Stakeholders.  A key question for the ISWG would be to consider new ways to 
utilise the Secretariat and the CDMS.  Dr Pring indicated, however, that it would be difficult 
for ISWG to undertake such work until the future of the SPGPPS, and its CDMS, had been 
decided.  Following a brief discussion, Dr Pring sought the involvement of the SPGPPS in the 
further development of the Discussion Paper and requested that any comments be forwarded 
to the SPGPPS Secretariat. 

Health Funds representatives agreed to take the invitation for Health Fund nominee on ISWG 
to the 24 June 2003 meeting of the AHIA Mental Health Committee.  The RANZCP will 
provide the name of a nominee from the College Quality Improvement Committee.  The 
RACGP were also invited to provide a representative to the ISWG. 

RESOLVED 

That the SPGPPS requests its Members and Observers 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. 

3.1.5.2 Safety and Quality in Mental Health 

The Chair reported that the SPGPPS has agreed that future developments in the area of safety 
and quality in mental health will be included under Goal 5.  The meeting then noted the 
following brief summary information prepared by the Secretariat concerning the AHMAC 
National Mental Health Working Group (NMHWG) safety and quality agenda. 
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1. 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. 

2. On 7 March 2003 the NMHWG agreed to: 

 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.  The Partnership group is 
currently constituted as follows. 

1. NMHWG, 
2. RANZCP QI Committee, 
3. State and Territory Chief Psychiatrists, 
4. SPGPPS, 
5. ACSQHC, 
6. Carer and Consumer representative of the MHCA, 
7. Commonwealth Mental Health and Suicide Prevention Branch, and 
8. New Zealand Ministry of Health. 

 Establish an Operational Group, drawn from the financial contributers on the 
Partnership Group, as follows. 

1. NMHWG 
2. RANZCP 
3. Commonwealth Mental Health and Suicide Prevention Branch 
4. Carer  
5. Consumer 
6. NMHWG Chair and ACT Chief Executive Health 
7. NMHWG Secretariat 

The Operation Group will oversee the Project and work of the chosen consultant, 
which is to be undertaken with the objective of developing a national policy and 
strategic framework for quality and safety in mental health that is consistent with 
mainstream health initiatives.  It is intended that this should acknowledge 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 development of such a strategy would 
involve the following. 

 An accurate and balanced reflection of the concerns of consumers and carers 
relating to safety and quality in mental health. 

 Better understanding of any gap between safety and quality in mental health 
versus the mainstream health system. 

 Identification of linkages between current developments in data collection and 
the utilisation of that data at the local level for improvement of safety and 
quality. 

 Development of recommendations for future national activities. 
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Mr Casey reported that the Commonwealth has provided $25,000 for the Project and $10,000 
had been provided by the RANZCP.  The Project is now being managed under an ACT Health 
Procurement Plan for the Safety and Quality in Mental Health Partnership Group Project 
and Ms Fiona Tito has been appointed to undertake the Project. 

Mr Taylor reported that the next meeting of the Partnership Group would be held on 
Wednesday, 2 July 2003 via teleconference to ratify the Groups’ Terms of Reference. 

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 Secretariat 
reported that copies of the Guidelines had been circulated for preliminary comment to the 
RANZCP, Hospitals and Health Funds.  The meeting noted that, to date, only one comment 
had been received and that was from a Hospital 

The meeting then discussed to what extent the Guidelines are actually being used.  Hospitals 
and Health Funds indicated that, in many instances, their constituents were unaware of the 
existence of the Guidelines and how they should be used.  Health Funds felt the use of the 
Guidelines was an evolutionary process.  Discussion resulted in agreement to establish a 
small working group to undertake the review of the Guidelines, comprised as follows. 

1. RANZCP Dr Jo Lammersma 
2. Commowealth Mr Peter Callanan 
3. Hospitals Ms Moira Munro 
4. Health Funds Mrs Jud Hardy 
5. AMA Dr Bill Pring/Dr Nothling 
6. Consumers Ms Janne McMahon  

Under this Agenda Item, Mrs Hardy reported that, while reviewing the Guidelines was 
important, Health Funds still have difficulties in determining the quality of the services being 
provided, and whether those services were actually matched to need.  Mrs Hardy indicated 
that, until this is known, it will remain difficult for Health Funds to determine, in an objective 
way, whether funding resources are matched to service need. 

Mr Morris–Yates indicated that there are some things the SPGPPS could do to address this 
problem.  For example, by combining information from the National Survey of Mental Health 
and Well–being with similar data submitted by Hospitals to the CDMS, it would be possible 
to determine the proportion of people that may be expected to require admission to 
psychiatric hospital in a given year.  More detailed analyses of this type of information could 
then enable both Hospitals and Health Funds to estimate the needs for services within various 
demographic groups and regions.  There was consensus that this important work would take 
the SPGPPS 12 to 18 months to complete and should only be undertaken if the SPGPPS 
continues for a further three years after 2003. 

4. STANDING ITEMS 

4.1 PRIVATE HOSPITALS 

Ms Munro and Ms Williams indicated that Hospitals had nothing further to raise beyond the 
matters listed in the Agenda for this meeting. 
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4.2 PRIVATE HEALTH INSURANCE FUNDS 

Mrs Hardy and Mr Houghton reported that Health Funds had nothing further to raise beyond 
the matters listed in the Agenda for this meeting. 

4.3 RANZCP 

Dr Lammersma reported that the RANZCP Private Practitioners Network (PPN) had 
recommended to the May 2003 meeting of the RANZCP General Council that the College 
should look at strengthening the relationship between psychiatrists and GPs.  Council 
accepted the recommendation and the College is now looking at ways to develop more formal 
and coordinated interaction between GP groups and the College. 

Dr Lammersma indicated that the RANZCP proposal for a General Practitioner Referred 
Case Consultation Report Commonwealth Medicare Benefits Schedule (CMBS) Item Number 
for  Psychiatrists is currently before the Better Outcomes Implementation Advisory Group 
(BOIAC).  Dr Lammermsa reported that a positive response had been received from the 
Australian Divisions of General Practice concerning the Item Number.  It was noted that the 
BOIAC was still awaiting a response from the Mental Health Council of Australia.  The 
Commonwealth will then look at the inclusion of the Item in the CMBS. 

4.4 RACGP  

Dr Barbara Burge reported on the GP Mental Health Standards Collaboration, which is 
setting the standards for new mental health CMBS Items for GPs.  As part of that work, a 
network of psychiatrists and allied health professionals is being established for those GPs 
who are accredited to use those CMBS Items to access. 

Dr Burge indicated that the RACGP had nothing further to raise beyond the matters listed in 
the Agenda for this meeting and those already discussed above. 

4.5 CDHA 

Mr Peter Callanan reported on phasing out of second tier default benefit arrangements and 
introduction of the new rural and regional default benefit as follows.   

4.5.1 Phasing Out of Second Tier Benefits 

The second tier default arrangements will be phased out by 30 June 2004.  Those private 
hospitals and day hospital facilities that already have a recommendation from the Second Tier 
Advisory Committee (hereafter Committee) that they are eligible to receive second tier 
default benefits will have that recommendation honoured until it expires.  Therefore, if a 
facility had second tier eligibility until 30 June 2004 before the Minister’s announcement on 3 
April 2003, it will continue to receive second tier default benefits from non–contracted health 
funds until 30 June 2004.  In addition, the Committee met on 19 June 2003 to consider 
applications from: 

 facilities seeking renewal of their current second tier eligibility for the period 1 July 
2003 to 30 June 2004; and 

 applications from facilities that have gained second tier accreditation in time for the 
June meeting. 

Facilities that put forward an application to the June 2003 meeting and are assessed as 
meeting all of the second tier criteria will be eligible for second tier benefits until 30 June 
2004. 
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Mr Callanan explained that it is recognised that there may have been extensive waiting 
periods when booking a second tier assessment by an approved accreditation agency.  
Therefore, those facilities that have or do book an assessment before 1 July 2003 will also be 
able to apply to the Committee once they have received second tier accreditation.  Any 
recommendation from the Committee that a facility is eligible for second tier will expire on 
30 June 2004.  The Committee will require a Statutory Declaration from the Chief Executive 
Officer (or equivalent) of facilities who had booked an accreditation assessment before 1 July 
2003 and wish to apply for second tier eligibility. The Statutory Declaration should include 
the date that the facility booked the assessment, which accreditation agency it is booked with, 
and the date that the assessment will take place. 

The Committee has not scheduled meetings beyond June 2003. However, the Committee will 
schedule further meetings based on need from further applications. 

4.5.2 New Rural and Regional Default Benefit 

Mr Callanan reported that the new rural and regional default benefit will be introduced on 1 
July 2003.  Along with private hospitals, day hospital facilities in rural and regional areas will 
also be eligible to apply for this new benefit. 

The benefit will be available to quality private hospitals and day hospital facilities with 50 or 
less beds in rural and regional areas outside capital cities and other metropolitan areas with a 
population of greater than 100,000. 

Private facilities seeking the new benefit will have to submit an application demonstrating 
that they meet eligibility criteria regarding location, size and administration of the facility. 
They will also need to be accredited by an approved accreditation agency as being fully 
compliant with quality and safety criteria, as required for the current second tier default 
benefit. 

Private facilities will also need to include in their application an analysis of health services 
provision and utilisation within their local community to demonstrate that they are vital to 
maintaining access to a reasonable range of private health services. 

The CDHA will be working in consultation with the private hospital and private health 
insurance industries to finalise the details of the application process.  The Department will 
issue further information as soon as the details of the new arrangements are finalised. 

4.6  AHMAC NATIONAL MENTAL HEALTH WORKING GROUP (NMHWG) 

The Chair reported that, since the 7 March 2003 meeting of the NMHWG, most of this 
groups’ work had been focused on the consultation process for the revision of National 
Mental Health Plan 2003–2008 (NMHP 2003–2008) and the National Mental Health Policy 
2003 (NMH Policy), prior to re submission of these documents to the 29 May 2003 meeting 
of AHMAC.  Dr White thanked those non–government representatives who had participated 
in the preparation of the private sector response to the consultation process.   

The meeting noted that, as well as providing a written submission, several SPGPPS 
Representatives had also attended the National Summit, which was held in Sydney on 2 May 
2003.  The Summit took the form of a participative workshop involving one hundred 
participants and involved a broad range of stakeholders, consumers, carers and providers of 
mental health services. 

Following the Summit, the NMHP 2003–2008 and NMH Policy were further revised and 
subsequently submitted to AHMAC on 29 May.  AHMAC endorsed the NMHP 2003–2008 
Plan for presentation to Health Ministers at the July 2003 meeting of the Australian Health 
Ministers Council (AHMC).  AHMAC further agreed that the NMH Policy should be 
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considered as a whole of government document, and this should be considered in 
development of the NMH Policy and consultancy arrangements. 

Dr White reported that a final copy of the NMHP 2003–2008 would be considered at the next 
meeting of the NMHWG to be held in Darwin 4 July, prior to its submission to AHMC.  It 
was noted that the Mental Health Council of Australia has objected to lack of formal 
mechanisms of accountability in the NMHP 2003–2008 and has written to the NMHWG 
concerning this matter.  Dr Lammermsa indicated that RANZCP had also expressed similar 
concerns and the need for services to be properly resourced if the Plan’s outcomes are to be 
achieved. 

The meeting then noted and discussed a copy of the Agenda for the NMHWG Meeting and 
the question was raised as to whether the SPGPPS representation on the NMHWG continued 
to be of value to the private sector.  Representatives who were involved in the re–drafting of 
the NMHP 2003–2008, believed this was an important example of the relevance of the 
relationship between SPGPPS and the NMHWG.  SPGPPS representation on the NMHWG 
had resulted in specific and appropriate references being included in the Plan to private 
psychiatric services, in particular to private psychiatrists, Health Funds and Hospitals. 

There then followed discussion of the National Practice Standards and progress with their 
implementation and it was noted that Professor Beverley Raphael would be reporting on 
implementation of the Standards at the 4 July Meeting. 

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) 

Dr Lammersma reported that  an the editorial overview of the series was submitted in 
December 2002 to Australasian Psychiatry to make a quality statement on how to use the 
CPGs, to ensure transparency of the consultation and development processes, and to 
introduce evidence status of the series.   
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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. 

The meeting then noted the following update which as submitted by Ms Jonine Penrose Wall, 
Consultant Editorial Manager, CPG Program. 

The CPG completion phase has enjoyed good collaboration between the Professors and researchers in each CPG 
team to bring the resources to completion as a set. All drafting content in the series was completed in late 2002.  
As minor editors continued with journals, we took into the resources any new evidence to March 2003. The 
exception to the completion time–table is the Deliberate Self Harm title, which required further consideration by 
additional meetings of that full CPG team.  Its complexity was due to it not being a disease state, but the 
management of behaviour.  Accordingly, it needed to cover all evidence pertaining to all clinical conditions, 
rather than DSH in only one clinical population and we took into consideration the content of the other CPGs in 
the series.  The difficult overlap between DSH and suicide was another consideration. 

Since the last report to the SPGPP, the CPGs have progressed through final and coordinated editing to ensure a 
structural logic between the resources, notwithstanding their very different topics and styles. All the Summaries 
have or are in the process of being published in editions to July 2003 of Australasian Psychiatry.  Despite their 
publication in AP, the guidelines could benefit from further editing into a suite of resources to make them more 
accessible in clinical practice. This is the next step “dissemination and implementation”. 

The comprehensive versions are now progressing to editorial review by ANZJP and coordination of edits 
continues between the Chairs of the writing teams, the journal and Prof Boyce.  Alignment between all versions 
has been the key consideration. 

The Consumer series is now completed and is being placed on RANZCP website. Copies have been sent to the 
Department for further discussion should further edits and endorsement of other agencies be considered. It was 
recommended that all be released widely except DSH titles (one for youth and one for adults), which RANZCP 
recommended be the subject of a pilot evaluation.  There are two versions of the Panic title.  All drafts were re–
edited them with considerable collaboration between consumer authors and the chairperson of each team. Each 
title was scrutinized against the DISCERN instrument to appraise clinical guidelines for consumers.  Quality 
Reports on each CPG have been distributed to the Department with recommendations. 

All the consumer versions require further design and photographic enhancement to humanise the resources 
further for hard copy production.   

Considered Consumer Responsive Practitioner Bi–national Strategic Framework for implementing clinical 
practice guidelines in mental health produced for the College and stakeholders in September 2001 (Penrose–
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Wall, Truman & Harris, 2001) outlines all other steps the College and other organisations might consider for 
active implementation and future segmenting of the resources for use in mental health clinical governance 
efforts. 

The current level of publishing should be considered the bare minimum required for implementation and 
alternative publishing for non–medical disciplines is needed. 

The meeting then discussed the Guidelines and it was noted that the evidence base cannot be 
applied in every case.  There followed a discussion concerning how the different stakeholders 
might best use the CPGs.  Dr Burge felt it was very important that GPs are able to access the 
CPGs.  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 
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 SPGPPS noted that the aim of these Projects is to establish and document approaches to 
integrating private psychiatric services and public sector mental health services.  The purpose 
is to create and test a more flexible integrated framework within which mental health care can 
be delivered, and to optimise outcomes for consumers.  The Projects are expected to achieve 
improvements in the quality, appropriateness, and efficiency of mental health service delivery 
by: 

 assisting greater involvement of private psychiatrists in public sector mental health 
services; 

 providing continuity of care for private psychiatrists’ patients who require hospitalisation; 
and 

 improving linkages with primary care, especially general practitioners. 

Three projects, one in Victoria and two in New South Wales, are in a Live Phase, as set out 
below. The University of Wollongong’s Centre for Health Service Development is providing 
technical advice and support to all projects. 

 Victoria 

The Public and Private Partnerships Project of inner East Melbourne is a joint initiative of 
St Vincent’s Mental Health Services and the Melbourne Clinic.  The project commenced in 
September 2000 after completing a lengthy 2–year planning phase. The evaluation team for 
this project is headed by Ms Jenni Livingston from the Centre for Health Program 
Evaluation, University of Melbourne. 

 New South Wales 

Two projects commenced the Live Phase on 1 July 2001. 
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1. Far West Area Health Service – the 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. 

2. Illawarra Area Health Service – the project proposes an integrated mental health 
network that will: facilitate improved access for consumers across a range of services; 
provide private psychiatrists in the region with an opportunity to better target their 
skills in an innovative way; and provide multi–disciplinary support for local general 
practitioners in their role as primary carers.  Rather than being a discrete 
demonstration project, all aspects of mental health service provision, related projects 
and services in the region have been considered in the development of this proposal.  

The evaluation team for the two New South Wales projects is headed by Dr Natasha 
Posner from the Social Policy Research Centre at the University of New South Wales. 

 Queensland 

A Queensland project, auspiced by the Toowong Private Hospital and Royal Brisbane 
Hospital, is not proceeding to a Live Phase. 

Dr White reported that there would be a final meeting of the National Reference Group for these 
Projects on Friday, 25 July 2003 in Sydney.  The meeting will include reports from the project 
teams on the Illawarra, Far West and St Vincents Projects as well as reports from the Evaluators 
of these Projects. It is also intended to provide an opportunity for members to discuss the 
progress made through the various Projects, lessons learnt and the generalizability of this work.  
The meeting noted that Dr White represents the SPGPPS on the Reference Group.  Mr Callanan 
stated that reports will also be available from the CDHA Mental Health and Suicide Prevention 
Branch website. 

6. OTHER BUSINESS 

6.1 Privacy Kit for Private Sector Mental Health Service Providers 

The Chair reported that, in 2002, representatives of the Coalition (AMA, APHA, RANZCP, and 
MHCA) had 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 Chair of the Coalition, Dr Bill Pring reported that the Coalition had held several 
workshops and meetings with the AMA Legal Counsel, Ms Pamela Burton, to assist with the 
development of 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 
administrative support for the activities of the Coalition. 

On 21 March 2003, the Coalition forwarded the final version of the draft Kit to the OFPC for 
consideration and comment.  On 10 June 2003, a detailed response was received from the 
OFPC.  A copy of the OFPC response, together with a copy of the draft Kit was tabled at the 
meeting. 

The SPGPPS Secretariat reported that a teleconference of the Coalition would be organized 
shortly to undertake preliminary discussions of the comments received, with the AMA Legal 
Counsel, Ms Pamela Burton.  In the interim, any comments that the SPGPPS might wish to 
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make should be forwarded to the SPGPPS Secretariat by Friday, 4 July 2003.  Comments 
received will be forwarded to the Coalition for inclusion in their deliberations. 

7. NEXT MEETING AND CLOSE 

The schedule of remaining SPGPPS meetings is set out below.  It was agreed future meetings 
would commence at 10:00 AM and that an SPGPPS Dinner will be held to coincide with the 
34th Meeting of the SPGPPS in Canberra. 

MEETING AND DATE TIME LOCATION VENUE 

33rd SPGPPS Meeting 
Friday, 12 September 2003 

Start:: 10 AM 
Finish:   5 PM 

Adelaide Adelaide Hilton 
233 Victoria Parade 
Adelaide South Australia 
Ph: 08 8217 2000 
Fax: 08 8217 2001 

34th SPGPPS Meeting 
Friday, 28 November 2003 

Start:: 9 AM 
Finish: 5 PM 

Canberra AMA House 
3rd Floor Conference Rooms 
42 Macquarie Street  
Barton ACT 
Ph: 02 6270 5400 
Fax: 02 6270 5499 

 

The Meeting concluded at 5:00 PM. 

 

Dr Yvonne White Mr Phillip Taylor 
Chair Secretary 


