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AHIA Australian Health Insurance Association

AHMAC Australian Health Ministers” Advisory Council
APHA Awustralian Private Hospitals Association

AMA Australian Medical Association

AMWAC  Australian Medical Workforce Advisory Committee
CCP Clinical Care Pathways

CDHA Commonwealth Department of Health and Ageing
CDMS Centralised Data Management Service

CFC Consumer Focus Collaboration

CPG Clinical Practice Guidelines

CMBS Commonwealth Medicare Benefit Schedule

CME Continuing Medical Education

ERP Enhancing Relationships Project

HFPCLG  Health Fund Psychiatric Care Liaison Group
MHCA Mental Health Council of Australia

NMHS National Mental Health Strategy

NDI National Depression Initiative

NMHWG  AHMAC National Mental Health Working Group
NOAC Network of Australian Consumer Advisory Groups
OFPC Office of the Federal Privacy Commissioner

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

The Twenty-Sixth (26™) Meeting of the Strategic Planning Group for Private Psychiatric
Services (SPGPPS) was held on Thursday, 6 December 2001 at the Hilton Adelaide Hotel in
Adelaide.

This meeting was held back—to—back with the 7 December meeting of the Australian Health
Ministers Advisory Council’s (AHMAC) National Mental Health Working Group (NMHWG).

A conjoint dinner between the NMHWG and the SPGPPS was held on the evening of the 6
December at the Sammys on the Marina Restaurant.
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1. PROCEDURAL MATTERS
1.1 OPENING/WELCOME/APOLOGIES/POXIES/GUESTS

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

Present

The Royal Australian and New Zealand College of Psychiatrists (RANZCP)
1. Dr Yvonne White Chair SPGPPS

2. Dr Johanna Lammersma

3. Mr Craig Patterson

Australian Medical Association (AMA)

4. Dr Bill Pring Chair, SPGPPS Data Collection and Analysis Project
Commonwealth Department of Health and Ageing (CDHA)

5. Mr Mick O’Hara Mental Health Branch and Special Programs Branch
6. Mr Peter Callanan Private Health Industry Branch

7. Ms Kathy Blunden Observer, Private Health Industry Branch

Department of Veteran Affairs (DVA)
8. Mr David Morton
9. Ms Kay Grimsley Observer, DVA Younger Veterans and Health Support

Consumer Representative
10. Ms Janne McMahon

Carer Representative
11. Mr John McGrath

Private Hospitals with Psychiatric Beds (Hospitals)
12. Mrs Sue Feeney
13. Ms Moira Munro

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

SPGPPS Secretariat

15. Mr Phillip Taylor Executive Officer

16. Mr Allen Morris Yates Principal Information Officer

Apologies

1. Mr Dermot Casey CDHA Mental Health and Special Programs Branch

2. Dr Choong-Siew Yong AMA
3. Ms Lynn McDonald-Duke Health Insurers

4. Dr Brian Kable RACGP

Invited Guests

1. Dr Jonathan Phillips Chair SPGPPS Forum

2. Dr Margaret Tobin AHMAC National Mental Health Working Group
3. Ms Jane Ferry AMA Legal Consultant

1.2  REPORT OF THE 25" MEETING OF THE SPGPPS

The SPGPPS then considered a copy of the draft report of its 25" Meeting held on 28
September 2001 in Melbourne. Following minor amendment the report was approved as a true
and accurate record of proceedings.
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RESOLVED (Ms Munro/Mr McGrath)

1. That the SPGPPS approve, as a true and accurate record, the report of the
25™ Meeting of the SPGPPS held in Melbourne on 28 September 2001.

2. That the SPGPPS directs that the Report of the 25" Meeting of the SPGPPS
be made available on the SPGPPS Website at: www. spgpps.com.

1.3 CHAIR’S REPORT

The Chair indicated that this would be the last meeting of the SPGPPS for 2001 and, as such,
came almost at the end of Year 1 of operation of the SPGPPS under new funding
arrangements auspiced by the AMA. The Chair, therefore, suspended formal proceedings and
called for an open and frank discussion of any issues or concerns stakeholders might have,
related to the overall operation of the SPGPPS.

The Chair of the SPGPPS Forum, Dr Jonathan Phillips, was invited to facilitate this
discussion to enable the Chair of the SPGPPS to participate. In accepting this invitation, Dr
Phillips provided a summary of the history of the SPGPPS since its inception in 1996. Dr
Phillips indicated that the SPGPPS had been instrumental in increasing the awareness of
Commonwealth, State and Territory Governments to the importance of the private sector's
contribution to the provision of specialist mental health services in Australia.

Dr Phillips then opened the meeting to discussion.
1.3.1 OPERATIONAL ISSUES — STAKEHOLDER VIEWS
Consumers and Carers

Ms Janne McMahon strongly believed that consumers and carers needed the SPGPPS to
continue as a structured forum for vibrant, vigorous and unprejudicial debate. Ms McMahon
felt the SPGPPS must continue, particularly given the waning of private sector consumer and
carer input in the mental health sector. Processes to progress the development of consumer
and carer networks in the private sector also appear to have stalled. Private sector consumers
and carers do not appear to be involved at the grassroots in the development of services at the
local private hospital and community level.

Ms Sue Feeney and Ms Moira Munro supported Ms McMahon’s concerns and briefed the
meeting on the Consumer and Carer Participation Policy Template that is being developed by
the Mental Health Council of Australia (MHCA). The purpose of the Template is to provide a
guide for mental health services within the public, private and non—government sectors, to
utilise in the development of consumer and carer participation policies. The APHA Psychiatric
Sub—committee has seen the draft Template as a very positive and helpful tool that will enable
Hospitals to act on the recommendations of the SPGPPS 2002 National Forum concerning
consumer and carer participation.

Mr Craig Patterson felt consumer and carer participation was a good example of where the
SPGPPS had started to make a difference, but that more work needed to be done. Mr
Patterson suggested that the SPGPPS could work through the La Trobe Consumer Resource
Centre to give advice to providers in various settings about how to better engage with
consumers. The Centre is funded to develop resources around the sites of consumer
involvement.

Mr McGrath then spoke about the challenges the SPGPPS had faced in bringing together
what has been an historically divided sector with the goal of improving services for people
with a mental health problem or disorder. In the future, the SPGPPS needs to continue to
work towards improving collaboration between the public and private sectors as both have
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much to learn from each other. Mr McGrath believed that the SPGPPS should revisit its
Strategic Plan 2000-2003 early in the New Year.

Mr McGrath supported Ms McMahon’s concerns and spoke about the difficulties involved
with providing representation for private sector consumers and carers. Mr McGrath
supported the need for the development of national consumer and carer networks at the
coalface of private sector service delivery. The meeting noted that the consumer movement
in Australia is currently under review by the CDHA. Mr McGrath warned that the private
sector will need to be able to demonstrate that a network exists and can be drawn on for
representation at a state and national level.

RANZCP

Mr Craig Patterson spoke about a range of issues that the RANZCP would like to develop
solutions for in consultation with SPGPPS stakeholders. Those issues included the need for
the College to work through the SPGPPS process to:

1. facilitate the development of alternative models of service delivery to improve access to
psychiatric services in Australia. Such models must be inclusive and acknowledge the
role of all mental health providers and consumers and their carers;

2. address quality and safety issues, particularly in relation to the development of
appropriate systems of outcome measurement to provide the sort of data that can support
and improve clinical decision—-making processes for psychiatrists; and

3. provide training opportunities for future psychiatrists outside of the public sector setting.

Mr Patterson believed that SPGPPS stakeholders needed to be very open and honest about
their respective imperatives to ensure that the SPGPPS is able to continue to facilitate reform
for psychiatrists. Mr Patterson also felt that conflict was a good thing in the group and should
be encouraged at meetings of the SPGPPS.

Dr Jo Lammersma reported that, since her appointment, she had been impressed by the
SPGPPS and that it had achieved a great deal since its inception. In the future however, the
focus needs to be on issues where further reforms can be achieved such as the issue of access
to private psychiatrists and how that area can work better. Dr Lammersma felt that this was a
good example of an area where the RANZCP, Hospitals, Health Funds and the
Commonwealth could work together to make a real difference in the private sector.

Health Insurers

Mrs Judy Hardy supported the comments made so far and reiterated that the sector had been
traditionally very divided and that much had been done to address that division through the
partnership embodied in the SPGPPS process. While there have been good outcomes from
that process there is now some divergence of opinion within the SPGPPS about what
partnership means. Health Funds would also welcome some discussion around the
imperatives of the SPGPPS as they are currently facing a difficult situation whereby there are
many new psychiatric beds being opened around the Australia, without any apparent
direction. Mrs Hardy felt that the SPGPPS needed to be flexible enough to address issues
that are of concern to the various SPGPPS stakeholders.

Mrs Hardy indicated that Health Funds, through the HFPCLG, had taken the SPGPPS
Strategic Plan and looked at what actions they could take to help implement the Plan and
reviewed where they were up to from time to time. In reviewing the Plan, Health Funds
found they were unable to move forward in several areas, because they are so dependent on
other SPGPPS stakeholders in achieving outcomes. The RANZCP Clinical Practice
Guidelines Project was a clear example of this. Mrs Hardy suggested that the other
stakeholders may wish to revisit the Plan and undertake a similar analysis and develop a list
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of priorities to bring back to the SPGPPS. Stakeholders could then determine how much they
have in common and where they want to go.

Hospitals

In concurring with the comments of others, Mrs Feeney reported that Hospitals strongly
supported the SPGPPS and the achievements associated with the development and
implementation of National Model for the Collection and Analysis of a Minimum Data Set
with Outcome Measures for Private Psychiatric Services (hereafter National Model) and its
Centralised Data Management Services (CDMS). Any concerns that Hospitals have, still
relate to the National SPGPPS Forum 2001 and its strong focus on access to psychiatric
services, which had not been seen as relevant by Hospitals operating in the private sector.

Hospitals felt strongly that the issues of partnership and collaboration would be important to
the future of the SPGPPS. There is a need for the SPGPPS agenda to focus on operational
activity and for meetings of the SPGPPS to be working—based rather than reporting back. To
facilitate that approach, Hospitals indicated that it was the responsibility of all stakeholders to
become more pro—active concerning their imperatives and issues to ensure the SPGPPS
continues to work in an effective way.

Ms Munro then reported on her recent experiences in a course at Harvard University in the
United States of America (US) looking at the problems inherent in the American health care
system. In speaking about the SPGPPS, American course participants responded with
astonishment that such a group could come together and meet for as long as it has, let alone
develop and implement a model for the collection of outcome measures in a nationally
consistent manner. Course participants felt that there is no hope that this could be achieved in
the US currently. One of the major US health funds provided a presentation on ten years of
managed care in the US. In seeking advice for Health Funds in Australia the presenter stated,
*“...don’t hammer the providers and furthermore remember that you are an industry and work
together to solve the problems.

CDHA Private Sector Industry Branch

Mr Peter Callanan indicated that the Branch supported and endorsed the continuation of the
SPGPPS for several reasons, including the leadership role the private sector is providing for
public sector services in relation to what can be achieved in terms of reform. Mr Callanan
indicated that it was important for the SPGPPS to continue fulfil this leadership role and to
remain focussed on big picture issues in the provision of mental health care services.

AMA

Dr Bill Pring indicated that the SPGPPS should continue to focus its activity predominately
on facilitating changes in the provision of psychiatric services in the private sector. In doing
so, the SPGPPS needed to look at ways in which private sector might better interface with the
public sector, where feasible. Dr Pring believed that one of the reasons private sector
psychiatric services has adopted a careful and cautious approach to reform was due to the
relative cost effectiveness of the private sector system. Strategies to improve access and
services will have cost implications and SPGPPS needs to remain receptive to the sensitivities
involved.

Dr Pring saw the SPGPPS as a strategic alliance that is entering an exciting time of change
with a strong Secretariat that provided excellent administrative support for the SPGPPS. Dr
Pring indicated that the work involved with implementation of the National Model and its
CDMS should not be underestimated as a key action process that the SPGPPS is significantly
involved with.
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In the future, the SPGPPS would need to build a formalised knowledge base as to how
stakeholders are performing against the SPGPPS Strategic Plan.

SPGPPS Chair

Dr White believed that the SPGPPS had been a highly co—operative alliance between groups
who are usually very much at odds with one another. Dr White felt it was important for
stakeholders not to underestimate, or become impatient with, the change process initiated by
the SPGPPS, as sustained reform is never achieved as fast as one might like it to. Dr White
also felt that the reporting back function of the SPGPPS meetings was very important to
ensure the SPGPPS remained focussed on the big picture and stakeholders activities. The
SPGPPS was now much more accepted by other relevant peak national and state
organisations. In closing, Dr White indicated that stakeholders needed to assist the SPGPPS
Executive by becoming more proactive in advising the Executive of the issues they would
like to see addressed at meetings of the SPGPPS.

Dr White reminded the meeting that the SPGPPS is geared toward reaching consensus on
issues and finding an agreed way forward. It is then the responsibility of SPGPPS
stakeholders to progress those issues. Financial SPGPPS stakeholders, at present, only
provide funding for the SPGPPS Secretariat to provide administrative support for the
meetings and activities of the SPGPPS. Mrs Hardy believed that the SPGPPS had an
enormous ability to do things without extra funding given the skills around the table. The
SPGPPS meetings provide a forum to debate issues and agree on a position that can be shared
by those around the table. This is an enormous achievement and should continue.

SPGPPS Secretariat

The Executive Officer of the SPGPPS, Mr Phillip Taylor, indicated that he had been
responsible for providing support for the activities of the SPGPPS since its inception and
spoke about some of the achievements of the Group. Mr Taylor believed that the views being
expressed were consistent with the directions set out in the SPGPPS Strategic Plan 2000—
2003. There is a need, however, to formally establish what progress stakeholders have made
toward the policy goals set out in the Plan. Mr Taylor also indicated that it would greatly
assist the Secretariat if stakeholders would respond to Notices of Meetings and forward any
items they would like debated, together with supporting documentation. It would also assist the
Secretariat if stakeholders responded when documents are circulated for comment. Mr McGrath
was supportive of these concerns and indicated that part of an SPGPPS meetings could be
devoted to work shopping an issue.

DVA

Mr David Morton indicated that a main attraction for DVA in joining the SPGPPS initially
had been the establishment of the CDMS. DVA also recognised that there was also a lot of
effort going into networking and the development of partnerships and the potential for that
should not be underestimated. Mr Morton encouraged the SPGPPS to take an action oriented
approach to issues.

CDHA Mental Health and Special Programs Branch

Mr Mick O’Hara made it clear that the Branch strongly supports the SPGPPS and sees it as a
alliance that has proven its capacity to progress issues, examples of which included the
negotiations that resulted in the establishment of the SPGPPS Secretariat and the
implementation of the National Model and its CDMS. Mr O’Hara cautioned the meeting not
to underestimate the complexities involved in this work and that which needs to be done in
the future. As well as supporting the SPGPPS financially, the CDHA has also supported the
SPGPPS by drawing it into other relevant forums and meetings.
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Mr O’Hara felt the key strategic issues for the private sector are clearly articulated in the
SPGPPS Strategic Plan 2000-2003. It is not clear, however, how those issues are being
addressed. Mr O’Hara felt that the Strategic Plan needed to be revisted and put into an
operational framework that enables the SPGPPS stakeholders to set priorities and determine
the key activitites that need to be undertaken. At any point in time, the SPGPPS would then
be able to easily determine how well stakeholders are performing and, where necessary, set
directions for the future.

1.3.2 LEADERSHIP ISSUES — STAKEHOLDER VIEWS
Dr Phillips then drew attention to the issues of SPGPPS leadership in the future.
AMA

Dr Pring felt it was difficult to apply the usual concepts of democracy to a strategic alliance that
operates by consensus. Dr Pring supported the RANZCP chairing the group, particularly at
such a sensitive stage in the groups development. If the College is not in the Chair, then Dr
Pring favoured a system whereby the Chairmanship would be rotated.

RANZCP

Mr Patterson favoured the RANZCP retaining Chairmanship of the SPGPPS, particularly
given the current sensitivities involved with private psychiatry and the perception that change
is being imposed on the profession from outside rather than coming from within. Dr White
strongly supported this position and shared the concerns expressed by Mr Patterson on this
issue. Dr White felt that it was important to maintain continuity and that this was not possible
with a rotating Chair.

Consumers and Carers

Ms McMahon felt the RANZCP should Chair the SPGPPS. For consumers it adds an
independent "umpire” dimension to the alliance. If members feel more comfortable, then
perhaps a democratic election of the RANZCP Members of the SPGPPS could be an option.
The deputy chair then, should be a democratically elected member of the SPGPPS, perhaps
excluding the Commonwealth. If, on the other hand, the SPGPPS was to adopt the rotating
Chair model, then the group should ensure that when the Chair is a non—psychiatrist the Deputy
Chair should be elected from the SPGPPS psychiatrist Members.

Mr McGrath expressed the strong view that the Chair of the SPGPPS should be chosen by a
democratic electoral process. The success of any alliance or partnership is fundamentally
dependent upon an open and inclusive process. Mr McGrath indicated that the issue of
perception is of critical importance, especially if stakeholders of the group are to feel equal
and valued as partners in the alliance or partnership. It is important, therefore, that any
stakeholder group has the opportunity to nominate for either position should they wish, and
that the outcome is decided by all stakeholders. Mr McGrath believed that this process would
provide a sound foundation for mutual respect. Respect will need to be both evident and
valued if the SPGPPS is to continue its important work.

Health Insurers

Mrs Hardy felt that the Chair of the SPGPPS should be chosen by a democratic election process.
Mrs Hardy also suggested that face—to—face meetings of the SPGPPS could be facilitated rather
than Chaired.

Hospitals

Ms Munro reported that Hospitals generally felt that, at this point in time, the RANZCP
should continue to Chair the SPGPPS.
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CDHA Private Sector Industry Branch

Mr Peter Callanan felt that the RANZCP should continue to Chair the SPGPPS, as it ensured
that the day—to—day policy activity of individual funders, providers and regulators remained
at arms length from the SPGPPS. Mr Callanan indicated that it would not be appropriate for
the Commonwealth to Chair the SPGPPS.

1.3.3 SUMMARY

Dr Phillips then summarised the discussion and indicated that, while there was obvious and
overwhelming support for the work of the SPGPPS to continue, there was a need to do the
following.

1 Revist the SPGPPS Strategic Plan 2000-2003 and put it into an operational framework
to:

» enable the SPGPPS to set priorities and determine the key activitites that need to be
undertaken in the future;

» enable measurement of how well SPGPPS is performing, at any point in time,
against specific performance indicators;

» improve collaboration between the SPGPPS and other groups in both the public and
private sectors; and

» facilitate the evaluation of recommendations arising from the National Forums of the
SPGPPS against the Strategic Plan.

2 Stakeholders are to be more proactive with bringing their imperatives to the attention of the
SPGPPS and the Secretariat.

3 Review the leadership options for the SPGPPS within the context of the following four
models.

1. RANZCP Chair and democratically elected Deputy Chair

2. Rotating Chair and democratically elected Chair

3. Rotating Chair with a psychiatrist holding the Chair or Deputy Chair.
4. Elected Chair and Deputy Chair

Dr White resumed the Chair and thanked Dr Phillips for facilitating this important and timely
discussion.

Formal proceedings recommenced.



SPGPPS 26" MEETING
6 December 2001

REPORT
Page 9 of 25

1.4 PROGRESS REPORT ON ACTIONS ARISING FROM THE 25™ MEETING OF THE SPGPPS

The SPGPPS then noted a copy of the following progress report on the actions arising from
its 25" Meeting.

ITEM ACTIONS ARISING FROM THE 25™ MEETING ACTION OFFICER(S) STATUS
1 | OPENING/PRESENT/APOLOGIES/ALTERNATES/GUESTS
» | Letter to Mr Houghton Secretariat Done
2 | REPORT ON THE 25™ MEETING OF THE SPGPPS
» | Draft and circulate report for comment. Secretariat & Chair Done
3.1 | SPGPPS NATIONAL FORUM 2001
> | Amend Draft Forum Report and Recommendations Secretariat Done
» | Amend the Post—Forum Publication Secretariat Done
> | Prepare covering letter for Post-Forum publication Secretariat Done
> | Finalise design and layout of publication Secretariat Done
> | Liaise with Eli Lilly concerning costs of printing 3,500 copies Secretariat Done
> | Prepare and circulate Post-Forum publication & covering Secretariat Done
> | Include Forum recommendations on Agenda for 26" meeting Secretariat Done
3.2 | SPGPPS BUDGET 2002
> | Prepare stakeholder invoices for circulation in December 2001 AMA Done
» | DVA to advise December meeting on financial contribution. DVA v'Pending
3.3 | SPGPPS DATA COLLECTION AND ANALYSIS PROJECT
» | National Model to comply with Privacy Legislation Mr Morris-Yates Pending
» | Training Materials to comply with Privacy Legislation Mr Morris-Yates Pending
» | Conduct training Sessions for Hospitals on use of software Mr Morris-Yates Done
3.4 | NATIONAL STANDARDS FOR MENTAL HEALTH SERVICES
» | Notify Hospital CEOs of SPGPPS Resolutions Secretariat Done
> | Provide copies of Hospital Training Materials to NSIWG Mr Morris-Yates v'Pending
3.5 | QUALITY AND SAFETY COUNCIL
> | Invite Dr Margaret Tobin to speak at 26" Meeting Secretariat Done
3.6 | NEW PRIVATE SECTOR PRIVACY LEGISLATION
» | Circulate Health Privacy Guidelines to SPGPPS Secretariat Done
» | Draft Letter to Attorney General on Privacy Guidelines Secretariat Done
3.7 | CONSUMER AND CARER PARTICIPATION
> | Consumer/Carer/Hospitals to report to 26" meeting Consumer/Carer/Hosp | v'Pending
itals
3.8 | PRE-EXISTING AILMENT RULE
> | Include on the Agenda for discussion at the 26™ meeting Secretariat Done
3.10 | LEGISLATION AMENDMENT ACT & OUTREACH SERVICES
> | Include on the Agenda for discussion at the 26" meeting Secretariat Done
3.11 | SEcOND TIER BENEFITS
> | Include on the Agenda for discussion at the 26™ meeting Secretariat Done
3.12 | INTEGRATED NATIONAL MENTAL HEALTH SERVICE PROJECTS
> | Include on the Agenda for discussion at the 26" meeting Secretariat Done
3.13 | ENHANCING RELATIONSHIPS PROJECT
> | Include on the Agenda for discussion at the 26™ meeting Secretariat Done
5 | WORLD MENTAL HEALTH DAY
> | Include Flannel Flower on Agenda for 26™ meeting Secretariat Done
6.1 | GUIDELINES FOR DETERMINING BENEFITS
> | Include on the Agenda for discussion at the 26™ meeting Secretariat Done
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1.5 NEW PRIVATE SECTOR PRIVACY LEGISLATION

The last meeting the SPGPPS expressed deep concerns over the impact the new private sector
privacy legislation and the Health Privacy Guidelines would have on the mental health sector.
Following the last meeting, the Secretariat drafted a letter to the Attorney General, the Hon.
Daryl Williams AM QC MP, to explain why the legislation and the Guidelines would be
untenable in the mental health sector.

CDHA responded to the draft letter and expressed concern that, as a financial stakeholder of
the SPGPPS, this letter could not purport to reflect the views of CDHA. CDHA has remained
silent on the issues that others have raised because any representations on these issues from
CDHA are handled on a cross portfolio basis. CDHA was unable to agree that any letter,
particularly one that was so strongly worded, could be seen to represent the CDHA view on
this matter. In acknowledging these concerns, the following options were considered.

1. Coalition response from the AMA, RANZCP, MHCA, APHA and AHIA.
2. Individual responses from the AMA, RANZCP, MHCA, APHA and AHIA

3. Caoalition responses and individual responses from AMA, RANZCP, MHCA, APHA and
AHIA.

The meeting agreed that a coalition response from the AMA, RANZCP, MHCA, APHA and
AHIA, was the most appropriate way forward. It was agreed that the response should carry
the logos of the organisations concerned, rather than appear on SPGPPS letterhead. It was
noted that the AMA, RANZCP, MHCA, APHA and AHIA have indicated that they are happy
to be signatories to such a response.

RESOLVED

That the SPGPPS approves the draft coalition letter between the AMA,
RANZCP, MHCA, APHA and AHIA, to the Attorney General, the Hon. Daryl
Williams AM QC MP, concerning the new private sector privacy legislation and
the Health Privacy Guidelines. The SPGPPS directs that the SPGPPS
Secretariat co-ordinate the signing and despatch of this response before
December 21 2001.

2. FINANCIAL AND OPERATIONAL MATTERS

21  SPGPPS BUDGET 2002

The SPGPPS noted the contributions that would be necessary for operation of the SPGPPS for
Year 2 and Year 3, as previously advised. Mr Taylor reported that the AMA will issue invoices
shortly to enable Parties enough time to process their payments before the commencement of
Year 2, on 1 February 2002.

Mr David Morton indicated that DVA is still considering making a financial contribution to the
operation of the SPGPPS and would have a definite answer for the 27" Meeting of the SPGPPS.

2.2 SPGPPS MEETINGS 2002

The SPGPPS then determined appropriate dates for meetings in 2002, two of which will be held
back-to—back with meetings of the NMHWG. It was agreed that a process for deciding on
which SPGPPS representatives are to attend meetings of the NMHWG in 2002 was required
and should be discussed at the first meeting of the SPGPPS in 2002.
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To progress the issues set out under Agenda Item 1.3 above, the SPGPPS agreed to hold a one—
day strategy meeting early in 2002 with an external facilitator. The Secretariat was asked to
investigate appropriate individuals and the costs involved.

RESOLVED
That the SPGPPS adopts the following schedule of meetings for 2002.

MEETING AND DATE TIME LOCATION VENUE

SPGPPS Strategy Meeting Start:: 10 am | Melbourne Hilton Melbourne Airport Hotel

Monday, 18 February 2002 Finish: 4 pm Arrival Drive, Melbourne Airport
MELBOURNE VIC

Ph: 038336 2000
Fax: 038336 2001
Rate: $160 a night (if required)

27" SPGPPS Meeting Start:: 10 am | Sydney The Department of Veteran Affairs
Thursday, 14 March 2002 Finish: 4 pm 280 Elizabeth Street
Back-to—Back with NMHWG SURRY HILLS NSW

Ph: 02133254
Fax: 02 92137400

28" SPGPPS Meeting Start:: 10 am | Brisbane New Farm Clinic
Friday, 7 June 2002 Finish: 4 pm 22 Sargent Street
NEW FARM QLD 4005
Ph: 07 3358 3888
Fax: 07 3358 4781
3" National SPGPPS Forum Start:: 10 am | Melbourne Hilton Melbourne Airport Hotel
Friday 16 August 2002 Finish: 4 pm Arrival Drive

Melbourne Airport

Ph: 038336 2000

Fax: 038336 2001

Rate: $160 a night (if required)

29" SPGPPS Meeting Start:: 10am | Perth The Perth Clinic

Friday, 27 September 2002 Finish: 4 pm 33 Havelock Street
WEST PERTH WA 6005
Ph: 08 9278 2980
Fax: 08 9278 2977

30" SPGPPS Meeting Start:: 10am | Melbourne RANZCP Headquarters

Thursday, 5 December Finish: 4 pm 309 La Trobe Street

Back—to—Back with the NMHWG Melbourne VIC 3000

Ph: 038336 2000
Fax: 03 8336 2001

2.3 SPGPPS OPERATING GUIDELINES

It was agreed that the discussion, which occurred under Agenda Item 1.3.2 above, covered many
of the issues that otherwise would have been raised under Agenda Item 2.2. On that basis, Ms
Jane Ferry and Mr Taylor were tasked to prepare a discussion paper on the four options for
SPGPPS Chairmanship that emerged from the discussion, namely:

1. RANZCP Chair and democratically elected Deputy Chair
Rotating Chair and democratically elected Chair

Rotating Chair with a psychiatrist as Chair or Deputy Chair
4. Elected Chair and Deputy Chair

Stakeholders were asked to forward their views to the Secretariat, as soon as possible, and
include any proposals as to how the Guidelines should be altered.

wn

It was agreed that the discussion paper should include any proposed draft clauses as this
would fulfil the requirements for alteration of the Guidelines namely, ...that 21 days written
notice be given to all members of the SPGPPS of the proposed repeal or amendment(s). The
27" Meeting of the SPGPPS could then vote on proposed amendments and alter the
Guidelines accordingly.
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RESOLVED

1. That the SPGPPS Secretariat prepare a discussion paper concerning the
following four options for future leadership of the SPGPPS.

1. RANZCP Chair and democratically elected Deputy Chair

2. Rotating Chair and democratically elected Chair

3. Rotating Chair with a psychiatrist as Chair or Deputy Chair.
4. Elected Chair and Deputy Chair

2. The SPGPPS requests that the discussion paper set out any proposed
amendments to the SPGPPS Operating Guidelines that might be necessary
for these options.

Dr White thanked the AMA for providing the services of its legal consultant, Ms Jane Ferry,
for assisting with this item.

3. DISCUSSION ITEMS

3.1 SPGPPS NATIONAL FORUM 2001 RECOMMENDATIONS

The meeting then considered the recommendations of the Second National SPGPPS Forum,
Access to Psychiatric Services, held on 3 August 2001 in Canberra.

While there was general consensus that the recommendations should be progressed, the meeting
acknowledged that the recommendations under 4.3 Rural Health placed unrealistic expectations
on Hospitals, Health Funds and the RANZCP. It was agreed that these recommendations
constituted what the ideal situation might be, but would be very difficult to progress in the
private sector without proper funding.  There was consensus, however, that the
recommendations were an important resource for stakeholders that would assist with their
deliberations on the complex issues involved with improving access to psychiatric care. As
such the recommendations provided an important private sector perspective. There was
consensus that the recommendations should be considered when the SPGPPS revisits its
Strategic Plan at the Strategy Meeting to be held on 18 February 2002.

RESOLVED

1. That the SPGPPS requests stakeholders to utilise the recommendations
arising from the SPGPPS National Forum 2001: Access to Psychiatric
Services, as a resource for organisations that have responsibility for action,
to assist in their efforts to improve access to psychiatric services.

2. That the SPGPPS consider the recommendations within the context of the
review of the SPGPPS Strategic Plan 2000-2003 at the SPGPPS Strategy
Meeting to be held on 18 February 2002.

3.2 QUALITY AND SAFETY IN MENTAL HEALTH

The meeting noted that, earlier this year, the SPGPPS wrote to the Australian Council for Safety
and Quality in Health Care (ACSQHC) to bring SPGPPS activities to the attention of the
Council. Dr Margaret Tobin also met with the Secretariat of the ACSQHC on behalf of the
AHMAC National Mental Health Working Group to discuss areas of potential joint interest and
the work plan of ACSQHC. The meeting also noted the recommendations that the SPGPPS:

e form an alliance with the Quality Improvement Committee of the Royal Australian and
New Zealand College of Psychiatrists to advance quality and safety in mental health care
by co—sponsoring a national seminar on Mental Health Quality and Safety issues; and
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e support an approach by the Australian Health Ministers Advisory Councils’ National
Mental Health Working Group, to the National Quality and Safety Council, to host and
fund a national seminar on Mental Health Quality and Safety issues.

Since the last SPGPPS meeting, a State—based Quality and Safety Forum has been held in
Adelaide. As requested by AHMAC, ACSQHC has also written to the National Mental
Health Working Group seeking their advice on how the ACSQHC can add value to existing
mental health initiatives.

3.2.1 PRESENTATION — SAFETY AND QUALITY IN MENTAL HEALTH “TIME FOR ACTION

The Chair then welcomed Dr Margaret Tobin to the meeting. Dr Tobin provided a
presentation that dealt with the key issues that need to be considered within a mental health
safety and quality framework to:

e bring together the leaders of safety and quality with the leaders of mental health;
e highlight the safety and quality issues which need to be addressed for mental health;

e articulate components of a safety and quality framework for mental health providing
examples of its application; and

e establish a link with the ACSQHC.

Dr Tobin then spoke about mental health safety and quality in relation to ACSQHC national
agenda. Relevant issues included the following.

e The role of the RANZCP Quality Improvement (Ql) Committee and the NMHWG,
Quality and Safety Committee.

e The urgent need for a Coalition to be formed between the MHCA, RANZCP QI
Committee, ACSQHC, SPGPPS and the NMHWG Quality and Safety Committee.A
National Symposium be held in 2002 to bring opinion leaders together to scope the topic
and assist in the development of an action plan for safety and quality in mental health.

Dr Tobin explained that ACSQHC currently has no mental health expertise or agenda.
ACSQHC has acknowledged that there is a need for advice to be provided to the Council on
the safety and quality in mental health. The priority is to explore opportunities for working
with ACSQHC to ensure more focussed efforts to address safety and quality issues and
promote the active involvement of the RANZCP.

Current Status of Safety and Quality in Mental Health

Dr Tobin reported that, at present, there is wide variation in clinical practice across services
and mental health safety and quality issues are neglected. There is little evidence of
systematic thinking and much resistance to change at various levels. The standard of care
provided to patients in some mental health facilities is not routinely subject to quality
improvement assessments in relation to such issues as adverse events management, physical
facilities, staff supervision and development. At present, adverse events are not recorded
systematically or reviewed in a way that leads to system learning. Many opinion leaders in
the general health sector know little about mental health, and mental health opinion leaders
have published little systemic thinking about safety and quality.

Dr Tobin then categorised and explained some examples of serious safety issues in mental
health to include the following.

1. Transport of people in involuntary care
o safe transport
e minimising trauma
e use of sedation
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e monitoring side effects
ambulance

police

retrieval

mental health
general practitioners

YVVVVY

2. Critical incidents within the emergency departments
did not wait — no follow up — tragedy

absconding — tragedy

“down” triage

aggression and violence

self harm

stigma and discrimination

poor management of restraint practices

3. Inpatient admissions

repetitive assessments

degree of engagement / information provided / consent

side effects of medication well tolerated by staff

seclusion and restraint practices

aggression, violence, self harm, suicide

appropriate physical and laboratory assessment — lack of drug screening
sexual assault and violence

engagement and inclusion of carers and family

lack of discharge planning and follow up

4. Community based care
e definition of critical incidents, notification and management
community based risk assessment and management
suicide and attempted suicide
continuity of care with general practitioners and the private sector
integrated care with Non—-Government Organisations, Police, and Housing

Dr Tobin then explained that general indicators for quality improvement include:

Safety The extent to which potential risks are avoided and inadvertent harm
minimised in care delivery processes.

Effectiveness The degree to which an intervention produces measurable increases in
survival, improved quality of life, improved health outcomes when applied
to routine practice.

Appropriateness The extent to which the consumers get the right information, treatment,
and support at the right time, in the right way, and in the right place.

Efficiency The extent to which services maximise benefits for a given cost.

Access The capacity of the individual to gain a service at the time it is required,
by the people who require it, and in an appropriate form.

Continuity The extent to which an individual episode of care is coordinated and
integrated into overall care provision.

Consumer focus The extent to which the intervention has occurred with the consumer
having had knowledge, choice and provided consent.
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Dr Tobin indicated that a mental health safety and quality framework for Australia and New
Zealand must:Recognise the important role that all of those have within the mental
health system for improving quality of care. This includes:

» mental health consumers;

» mental health care professionals;

» professional associations;

> health unit boards and executives; and

» government departments at State, Territory and Cmmonwealth levels.

2. Agree on targets and indicators of safety and quality consistent with ACSQHC
targets.

Dr Tobin suggested that the following targets for safety and quality development in mental
health in Australia and New Zealand are needed.Responsive complaint and consumer
feedback mechanisms, which are systematized and can be analysed and benchmarked.

e Systematic measurement of quality in mental health based on reducing unnecessary
variation.

e Mental health treatment based on the best available evidence.
e Adverse events monitoring and risk management.
e Critical incident review and analysis.

In every place where a person receives a mental health service there needs to be capacity for:
o facilitated incident monitoring;

e sentinel event monitoring;

e the effective use of clinical indicators;

e  peer review meetings;

e morbidity and mortality meetings;

e ad hoc clinical audit and review;

e retrospective chart audit; and

e the effective use of complaints.

For example, in the past week, has there been:

e any drug errors

e any unanticipated admissions to a psychiatric acute unit
e non-compliance with (identified) guidelines

e any inappropriate admissions/discharges

e any inappropriate treatments

e delayed discharges/transfers

e any complaints

Peer review meetings need to include:

e discussion of adverse events;

e quantitative indices of the professional’s individual +/- team performance;

e identification of systemic deficiencies;

e follow up of previously identified matters; and

e (rarely) the recognition of serious concern about an individual’s performance.

Dr Tobin then spoke about the need to create an environment that encourages identification of
errors through the introduction of remedial steps to reduce the risk of recurrence, the
engagement in proactive systems analysis and an error reduction strategy; and continuous
improvement of communications in the care delivery process.
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The key to successful implementation of a quality framework in mental health in Australia
and New Zealand will require alignment with the mainstream approach towards safety and
quality. Safety and quality must be at the heart of mental health service delivery and
leadership and management structures and processes are needed to create an organisational
culture that attends to quality as part of normal everyday responsibilities. In particular
fellows of RANZCP need to demonstrate leadership to create a professional culture which
attends to quality as part of their normal responsibilities.

Dr Tobin indicated that a National Workshop in 2002 to progress quality and safety in mental
health would require the following.

1. An organising committee lead by RANZCP QI committee.

2. Relevant boards and committees would need to provide potential discussion
points/agenda items and nominees to attend.

Strong consultation with ACSQHC.

4. Round table format with presentations based on the available data.Outcome to be agreed
and the way forward would need to be identified.3.2.2 DISCUSSION

Dr Pring felt it was important to involve the consultation/liaison committee of the RANZCP
in these developments.

Mr O’Hara indicated it would be important to ensure that the proposed approach
acknowledge the work already undertaken through the National Mental Health Strategy, such
as, the Clinical Practice Guidelines Project, Clinical Care Pathways, the National Standards
for Mental Health Services and the implementation of outcome measures in the private sector.
Dr Tobin felt that these were important fundamental quality improvement tools and needed to
be recognised. The proposed approach, however, should be premised on the systematic
collection of data that enables open and honest ongoing review of the problems inherent in
the current mental health system in Australia.

Mrs Hardy was keen to see the Health Insurers participating in the proposed approach. Dr
Tobin indicated that an approach from Health Funds would be welcome and Mrs Hardy
agreed to take this matter back to the HFPCLG.

Dr White spoke about the Guide that had been produced through the Mental Health
Implementation Group in New South Wales for medical practitioners working in accident and
emergency departments on how to deal with mental health emergencies when they present.

Ms McMahon supported the approach proposed by Dr Tobin and indicated that consistency
in safety and quality frameworks across States and Territories was very important to
consumers and carers.

Mr Patterson hoped some joint programs would come out of this approach that would support
routine reflection, particularly in areas of high cost, high volume work.

Mr McGrath felt the message concerning the proposed approach needed to be carefully
crafted so as to engage the entire sector and deal with the stigmatization that is embedded in
the system.

Dr White thanked Dr Tobin for addressing the meeting.

3.3 SPGPPS DATA COLLECTION AND ANALYSIS PROJECT

The SPGPPS Data Collection and Analysis Project aims to put in place systems for the routine
collection of data that will enable the relative effectiveness of various models of service delivery
in the provision of mental health care services in private hospitals to be determined.
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The Project also aims to simplify overall hospital data collection requirements. Stage One of
this Project was completed in May 2000 with the publication of the report titled: A National
Model for the Collection and Analysis of a Minimum Data Set with Outcome Measures for
Private Psychiatric Services.

Mr Allen Morris—Yates reported that, during July 2001, initial interviews of participating
Hospitals concerning their current data collection activities were conducted. Sets of training
materials were subsequently developed and distributed to participating Hospitals as part of
the training process. Software to support the model has been developed and training sessions
have been conducted in the use of the software for all hospitals.

Mr Morris—Yates then reported on the impact the Privacy Amendment (Private Sector) Act
2000 would have on the National Model and the modifications that would be necessary to
ensure compliance with the Act.

Mr Morris-Yates indicated that Funds could collect information about patients, including the
diagnosis, if that information was related to the payment of benefits or was required under
Commonwealth or State or Territory legislation. Since the collection of outcome measures
does not meet either of those two conditions, Funds would need to seek members’ consent to
identified information collection at each episode of care. It would not be sufficient for Funds
to rely on consent obtained on joining the Fund. Obtaining informed consent for the
submission of personally—identified information regarding outcomes to either Funds or the
SPGPPS’ CDMS is likely to be impractical in many cases. As a consequence, there will
inevitably be significant gaps in the data collected, and the resulting information will be
unreliable and of questionable validity. Similar considerations would apply to any
requirement for the submission of personally—identified data to the SPGPPS’ CDMS.
Therefore, in order to comply with the Act, and avoid the need for the ascertainment of
consent, data submitted to the CDMS will be de—identified.

The SPGPPS thanked Allen for the work he is doing for Hospitals, Health Funds and the
SPGPPS. The CDHA thanked Allen for his expert input into the AHMAC NMHWG
Information Strategy Committee and subgroups thereof.

3.4 CONSUMER AND CARER PARTICIPATION

Ms Munro reported that the APHA Psychiatric Sub—committee has become a major player, in
collaboration with the SPGPPS, to further the SPGPPS commitment to consumer and carer
participation in the private sector. This is consistent with the recommendations arising from
the recent SPGPPS National Forum 2001, namely:

45.3 That consumer and carer advisory committees be established in all
private hospitals to enable consumers and carers to contribute
constructively to service development, evaluation and current practice.
Consideration should be given to the appointment of external
representation of consumers and carers to these committees.

45.4 That mechanisms be established to enable private hospital advisory
committees to network at a state and national level.

Ms Munro indicated that Hospitals with existing Consumer and Carer Advisory Committees
have agreed to share their knowledge with other Hospitals. SPGPPS Hospital representatives
will continue to progress this work in consultation with Ms McMahon and Mr McGrath and the
other SPGPPS stakeholders where necessary. It is anticipated that a national network of
consumers and carers in Hospitals will evolve, from which private sector consumer and carer
representatives can be drawn. Ms McMahon believed that this was an encouraging
development and was keen to reconvene the SPGPPS Consumer and Carer Working Group, at
an appropriate time, to look at how all constituent groups might utilize the network at local,
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state and national level. Mr McGrath commended this work and clarified the requirements for
MHCA Board Membership.

Mr McGrath then updated the SPGPPS on the proposed National Consumer and Carer Forum
to be co-ordinated by the MHCA in partnership with States/Territories. Mr McGrath
indicated that the proposed terms of reference for the Forum would be:

e To promote and progress the partnerships between mental health consumers and carers.

e To provide a mechanism for sharing information between national networks and
organisations regarding the development of mental health services and mainstream health
services which are responsive to mental illness.

e To strengthen the consumer and carer focus of the MHCA through the National Forum.

e To facilitate the development of consumer and carer focus in the organisational members
of the National Forum.

e To increase the capacity of Consumers and Carers to participate in policy discussions at a
national level.

e To provide a mechanism for meaningful discussion with other key stakeholders as
represented on the MHCA Board.

The meeting noted that, at this stage, the membership of the Forum would consist of:

e The Australian Mental Health Consumer Network;

e The Carers Association of Australia;

e The Association of Relatives and Friends of the Mentally IlI;
e GROW,

e The Consumer Health Forum;

e Appropriate representation from the private sector;

e One or two representatives from each State and Territory;

e An indigenous representative;

e A youth representative; and

e A Transcultural representative.

3.5. GUIDELINES FOR DETERMINING BENEFITS FOR HEALTH INSURANCE PURPOSES FOR
PRIVATE PATIENT HOSPITAL-BASED PSYCHIATRIC CARE

The meeting noted that the CDHA Private Health Industry Branch will initiate the review
process for the Guidelines for Determining Benefits for Health Insurance Purposes for
Private Patient Hospital-Based Psychiatric Care shortly. The review process will reflect
stakeholder experience with the Guidelines and changes in the legislation relating to
community—based care.

Mr Taylor indicated that the comments and concerns received by the SPGPPS Secretariat to
date were as follows.

Hospital Issues

e There is continuing concern over the existence of level 1 and level 2 hospitals in New
South Wales.

e Under point 6. Treatment Options in the Guidelines there may be a need to take account
of any confidentiality issues that may arise in the use and documentation of the care plans.



SPGPPS 26" MEETING REPORT
6 December 2001 Page 19 of 25

e Funding for the time taken by psychiatrists in providing clinical supervision needs to be
addressed.

e Itis important for the Guidelines to make reference to evidence—based practice.

e The Guidelines need to acknowledge that there will be situations where evidence—based
practice does not apply due to the complexity of some psychiatric problems and the
nature of some forms of psychotherapeutic treatment.

e Applicability of the National Standards for Mental Health Services.
Health Fund Issues

e Consistency with National Health Act e.g professional attention definition.
e Adherence to National Standards for Mental Health Services.

e Reference to National Practice Standards for the Mental Health Workforce.
Consumer and Carer Issues

e Consumer and carers are concerned to ensure that the issue of early intervention is dealt
with more explicitly under the section 2. Service Provision of the Guidelines. This is
particularly important to consumers and carers in minimising the incidence of relapse and
maximising recovery.

It was agreed that the SPGPPS establish a small working party to participate the review of the
Guidelines.

RESOLVED

The SPGPPS requests that the SPGPPS Secretariat, co—ordinate the establishment
of a Working Group to participate in the review of the Guidelines for Determining
Benefits for Health Insurance Purposes for Private Patient Hospital-Based
Psychiatric Care. The Working Group will consist of the following
representatives:

Dr Jo Lammersma RANZCP

Ms Lynn McDonald Duke  Health Funds
Ms Moira Munro Hospitals

Ms Janne McMahon Consumers
Mr Phillip Taylor Secretary

3.6. PRE-EXISTING AILMENTS RULE

The meeting noted that Recommendation 16 from the report into the operation of the current
pre—existing ailment rules that apply to private health insurance members asks the SPGPPS to:
...develop a guide to assist health funds determine whether or not a psychiatric
illness was pre—existing by identifying which psychiatric illnesses are typically

clustered or contingent on one another, and which conditions can be generally
regarded as distinct and unrelated.

In response the SPGPPS initially expressed the view that identifying which psychiatric illnesses
are typically clustered or contingent on one another, and which conditions can be generally
regarded as distinct and unrelated, is a complex area that is currently the subject of a major
international research effort. The SPGPPS has suggested that an alternative and manageable
approach might be to develop a timely and socially just determination mechanism and
associated right of appeal processes. CDHA responded and indicated that the decisions
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involved with the pre—existing ailment rule were medical decisions and that it was important
that the appropriate specialists (in this case psychiatrists) are involved in the further
development of this area.

The meeting noted that the 24™ meeting of the SPGPPS had suggested that it may be possible
to develop a guide for health funds as to an appropriate mechanism and appeal process that
could be used when trying to determine whether a psychiatric illness is pre—existing or not.
The SPGPPS wrote to the CDHA suggesting this approach but CDHA has not yet responded.
Mr Callanan reported that the CDHA is undertaking a complete re-think of how this matter
will be handled. Ms Chris Herrington will write to the SPGPPS shortly concerning a revised
approach.

3.7 GUIDELINES FOR OUTREACH SERVICES

The meeting noted that the Health Legislation Amendment Act (No.1) 2001 enables the
private health industry to fund outreach services, that is, alternative models of health care
delivery, as a direct substitute to in—hospital care for admitted patients who are acutely ill.
Under the Act, Hospitals seeking to provide outreach services to private patients will be
required to gain Ministerial approval before providing outreach services. Only approved
services will be covered by hospital table insurance arrangements. To gain approval,
hospitals are required to meet specified Guidelines for Outreach Services.

Mr Callanan reported that the Guidelines had been released and are available on the
Department’s website. Private hospital and day hospital facilities wishing to offer an
approved outreach service have been invited to make an application to the CDHA Private
Health Industry Branch and application forms are also available on the Department’s website.
A working group of key stakeholder groups will be set up to advise on the suitability of the
applications.

3.8 SECOND TIER BENEFITS

CDHA Private Sector Industry Branch has undertaken a review of the default table of benefits
following consultation with the private health industry. The then Minister for Health and
Aged Care approved the recommendations from the review and a revised version of the
second tier determination under paragraph (bj) Schedule 1 of the National Health Act 1953
was gazetted on 20 July 2001. The revised second tier provisions, took effect from 1 August
2001, and aim to correct anomalies that existed in the original provisions, which include:

e hospital eligibility for second tier benefits being assessed by individual RHBOs;
e difficulty in hospitals obtaining second tier benefits;

e complex calculation for the second tier benefit;

e lack of transparency; and

e questionable effects of the dispute resolution mechanism.

The new second tier provisions aim to improve quality of care through quality criteria that are
outcome focussed and reflect best practice in relation to management of the operation of the
hospital, clinical practices, safety and quality of medication, personnel and consumer rights.

Mr Callanan reported that, to ensure fairness and provide hospitals with more certainty about
their eligibility for second tier benefits, an Industry Second Tier Advisory Assessment
Committee has been established. The Committee will consider applications from hospitals
for a recommendation that all relevant RHBOs should pay second tier benefits for episodes of
hospital treatment provided at the facility where a HPPA has not been agreed.

The dispute mechanism has been improved. Should the Committee fail to reach agreement on
compliance matters or an RHBO/hospital either disagree with the findings of the Committee
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or cannot resolve the second tier benefits that should be paid, they may refer the matter to the
Private Health Insurance Ombudsman (PHIO) for mediation. If the parties do not agree to
adopt the recommendation of PHIO then the issue may be referred to the Minister for Health
and Ageing who may give a direction as to the scope and level of benefits to be paid.

The calculation of second tier benefits has been more clearly defined. The second tier benefit
level that a relevant RHBO will pay for an episode of hospital treatment will be no less that
85% of the average of schedule rates referred to in the relevant RHBO’s HPPAs that were in
force on 1 August of each year.

Mr Callanan indicated that, to improve transparency of second tier benefit levels for
hospitals, RHBOs will be required to make their second tier schedules available to both the
Department and facilities who request them. All RHBOs will also be required to conduct an
independent audit, in compliance with Australian auditing standards and provide the
Department of Health and Aged Care and the Private Health Insurance Administration
Council a statement confirming that their second tier benefits have been calculated in
accordance with Schedule 6.

Mr Callanan reported that, full details of the new arrangements for the second tier benefit,
including a copy of the schedule listing the eligibility criteria, are contained in the CDHA
Circular HBF721/PH455, which is available from the Branch website.

3.9. CLINICAL CARE PATHWAYS

The meeting 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 1999 and 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
providing a mechanism whereby care can be monitored on the basis of outcomes.

Mr Patterson indicated that the Commonwealth has agreed to publish the report as a
discussion paper for consideration and comment. Discussion between the RANZCP and
CDHA has now also clarified the consultation process.

3.10 CLINICAL PRACTICE GUIDELINES PROJECT

The meeting noted that, in late 1998, the Commonwealth Department of Health and Ageing
and the New Zealand Health Funding Authority provided funding for the Royal Australian
and New Zealand College of Psychiatrists (RANZCP) to develop a series of evidence—based
Clinical Practice Guidelines (CPGs) for clinicians and for consumers on:

1. Schizophrenia

2. Anorexia Nervosa

3. Deliberate Self Harm

4. Major Depression (in adults)

5. Bipolar Disorder

6. Panic Disorder and Agoraphobia

This initiative was intended to result in a set of user friendly and accessible CPGs that could
be used as a resource for clinical decision—-making. The series would replace an earlier and
now outdated Treatment Outline series. All available CPGs can be obtained from the College
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website: www.ranzcp.org and draft CPGs are currently being prepared for Deliberate Self
Harm and Bipolar Disorder.

Since the last SPGPPS meeting, the RANZCP released the report, A Bi—national Strategic
Framework for the Disseminating and Implementing Clinical Practice Guidelines in the
Mental Health Field. This document does not address the specifics of local dissemination
strategies, but rather is intended to provide an analysis of the context for mental health
guideline introduction and summarises the literature relevant to planning local and national
dissemination. The report indicates that plans to disseminate each ‘set’ of CPGs will be
developed from this strategic framework as each draft CPG is finalised in late 2001 and early
2002.

The RANZCP also convened a bi-national workshop on 8 November 2001 to enable an
expert panel of experienced consumer and carer consultants and agencies specialising in
consumer health informatics, to critically appraise five of the draft consumer titles in the CPG
series. The SPGPPS noted a copy of the report on the workshop.

Mr Patterson reported that, the CPGs were originally being developed through a decentralised
development process with six separate writing teams. A national Steering and Implementation
Committee, was convened by the RANZCP, to oversee the CPG development process and the
dissemination/implementation planning.  The Steering Committee was comprised of
representatives from consumers and carers, the CDHA Mental Health and Special Programs
Branch, the SPGPPS, non-government consumer informatics, and medical education and
implementation expertise.

The SPGPPS has previously expressed the view that the development and consultation
processes, associated with the Project, had not resulted in CPGs that are relevant to private
sector psychiatric services. The SPGPPS did not believe that the CPGs, in their current form,
could be implemented by private sector psychiatric services.

Mr Patterson indicated that the RANZCP Quality Committee is currently determining how to
proceed with the CPG Project and that there is need to learn from the problems that have
arisen with the CPG Project.

3.11 INTEGRATED NATIONAL MENTAL HEALTH SERVICE PROJECTS

The meeting 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.

Four projects, one in Victoria, two in New South Wales, and one in Queensland, are in
different phases of development and implementation as set out below.

e 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.
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e New South Wales
Two projects commenced the Live Phase on 1 July 2001.

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 has been appointed and is
headed by Dr Natasha Posner from the Social Policy Research Centre at the
University of New South Wales.

e Queensland

A Queensland project, auspiced by the Toowong Private Hospital and Royal Brisbane
Hospital, has commenced its planning phase.

The University of Wollongong’s Centre for Health Services Development is providing
technical advice and support to all projects. The evaluation of the Public and Private
Partnerships Project in Victoria is being conducted by the University of Melbourne’s Centre
for Health Program Evaluation.

Dr White reported on the 30 November 2001 meeting of the National Reference Group for these
projects and it was noted that there will be no further meetings for six months.

3.12 ENHANCING RELATIONSHIPS PROJECTS

The SPGPPS has been monitoring progress with the project to progress the recommendations
outlined in the report by Frank Small and Associates, Attitudes of Health Professionals,
which was undertaken by the Mental Health Council of Australia (MHCA) with funding from
the Commonwealth Department of Health and Ageing.

The current Project, titled Enhancing Relationships Project, involved the development of
strategies, including costing for utilising and implementing the findings and recommendations
of the Attitudes of Health Professionals Project.

In 2000, a Discussion Paper was developed by the Steering Committee overseeing the Project
and a national consultation process was subsequently conducted involving stakeholders from
within the mental health sector and other relevant sectors, such as general health and education.

A draft final report for the Project was subsequently developed which outlined priorities for
implementation, and for future scoping. A copy of that draft was circulated for comment in July
2000 to members of the SPGPPS. The final report and its recommendations were submitted to
the August 2000 meeting of the AHMAC National Mental Health Working Group. The Report
was published earlier this year and copies were circulated to the SPGPPS.

Mr John McGrath reported that the CDHA has not yet developed a response but has adopted
some of the recommendations such as the need for funding consumer and carer participation.
Mr McGrath asked that this issue remain on the agenda.
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3.13. FLANNEL FLOWER

The meeting noted that the MHCA has established an enduring symbol for mental health
awareness in Australia, the Flannel Flower. The Flannel Flower was launched on World
Mental Health Day (WMHD) 2000 and comprehensively accepted by the Australian mental
health sector over the last twelve months. The Flannel Flower is heavily promoted during
National Mental Health Week and WMHD. The MHCA has trademarked the Flannel Flower
to protect its use and to ensure that Australia’s entire mental health sector has free access to
its use when promoting mental health awareness to their constituency. Organisations wanting
to use the Flannel Flower need to complete a single page application advising the MHCA of
their intended use and that no merchandise will be produced for commercial purposes.

Ms Janne McMahon felt that it is important to promote the flannel flower as a symbol of mental
health in the same way that the pink ribbon represents breast cancer. The flannel flower is a
particularly appropriate symbol of resilience, given that it flourishes where nothing else will
grow and should be promoted more widely. There was some discussion concerning the
feasibility of the Hospitals purchasing the badges for sale to patients. Hospitals indicated that
they would take this suggestion on notice.

4. INFORMATION ITEMS

4.1. AMA/DVA MENTAL HEALTH CARE PLANNING PROJECT

The SPGPPS noted that, a model for mental health care planning and case conferencing for
veterans is being developed with funding agreed in the Memorandum of Understanding
between the AMA and DVA, under the direction of the Local Medical Officers Advisory
Committee (LMOAC). This work builds on the emerging results of the DVA Health Care
Planning Evaluation Trial (DVA HCPET), which ran from 1998-2000. During the trial,
support for GP care planning and case conferencing for veterans with complex mental health
and addiction problems, in addition to physical conditions, was identified as a gap and led to
the development of this project.

Mr Morton reported that the primary aim of the project is the better medical management of
mental health and addiction problems, and other comorbidities, in veterans through care
planning, case conferencing and a team work approach.

Objectives of the project are to:
e undertake a search of the literature;

e undertake consultations with relevant stakeholders including LMOs, veterans,
psychiatrists, Vietnam Veterans Counselling Service (VVCS) counsellors;

e develop a framework for a bio—psychosocial model of planning and coordinating care for
veterans with mental health, addiction and other comorbidities;

e develop educational materials, a care plan proforma, and information brochures for LMOs
and veterans;

e field test the educational materials with LMOs who have already been educated and
participated in the DVA HCPET; and

e to provide a final report and the refined educational resources and care plan and case
conferencing proformas to DVA.

DVA reported that, consultations have been undertaken with LMO’s, through phone
interviews, and with veterans and VVCS counsellors via focus groups. One of the areas of



SPGPPS 26" MEETING REPORT
6 December 2001 Page 25 of 25

focus has been to look at the organisation of care between providers i.e. GPs, psychiatrists
and VVCS.

A questionnaire for psychiatrists has been developed with general questions on the care
provided by GPs and psychiatrists for patients with mental health and addiction issues. More
specific questions are also included in the questionnaire regarding assessment and
management of such patients that will assist in the development of the care—planning
framework. The questionnaire has been provided to the managers of PTSD programs via the
RANZCP. The questionnaire has also been sent to a sample of psychiatrists identified by
DVA.

The information gained from the literature and the consultations will inform the development
of the educational materials and care plans that will be trialed with GPs in February—March
2002.

Psychiatrist members of the SPGPPS are welcome to complete the questionnaire for
psychiatrists. Copies of the questionnaire and further information can be obtained from Ms
Rowena Robinson, on (02) 6279 5400 or rrobinson@ama.com.au. The SPGPPS will
continue to be informed as the project develops.

5 CLOSE

There being no further business, the meeting closed at 5:00 pm.

Dr Yvonne White Mr Phillip Taylor
Chair Secretary



