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Submission to the Consultation Paper 
Definitions and Cost Drivers for Mental Health Services 

Prepared for the IHPA by the University of Queensland 
 

The NRHA 
The National Rural Health Alliance is comprised of 34 Member Bodies, each a national body 
in its own right, representing rural and remote health professionals, service providers, 
consumers, educators, researchers and Indigenous health interests (see Attachment).  The 
vision of the National Rural Health Alliance is good health and wellbeing in rural and remote 
Australia, with the particular goal of equal health for all Australians by 2020. 

General 
The Alliance is strongly supportive of the special consideration given through block funding 
to the current and future situation facing smaller hospitals, the bulk of which are in rural and 
remote areas. It welcomes the premise for block funding which is that it should be applied to 
those entities where costs exceed the flow of funds that would generally be available under 
activity-based funding (ABF).   
 
While the Alliance is not well placed to provide detailed comments on Activity Based 
Funding options for mental health services, we understand from the consultation paper that a 
definition of mental health services is being developed that is likely to extend beyond the 
scope of services priced by IHPA. This definition is one that would be capable of being 
applied nationally to mental health care delivered in both hospital and community settings, 
irrespective of the provider. (Under the National Health Reform Agreement, IHPA only has a 
mandate to price public hospital services.)   
 
The Alliance supports the development of an appropriate definition of mental health services 
and assessment of costing drivers to underpin improvements to the delivery and funding of 
mental health services across the country.  However, given the scarcity of specialised mental 
health services in many parts of rural and remote Australia, the Alliance is concerned that a 
definition focusing only on specialised mental health services across acute and community 
settings would compromise the potential for improvement of mental health services through 
block funded hospitals and in the community in rural and remote communities. 
 
Preventive approaches and the contributions of primary care professionals, supported by and 
in conjunction with innovative models for providing more specialised care, are necessary for 
improving access to mental health services in rural and remote areas.   
 
A focus on specialised mental health services would also tend to undercount or under-
represent the need for mental health services through failing to count the sorts of services and 
measures that are put in place when there is not a specialised team nearby.  This would 
continue to exacerbate the poor mental health outcomes for people who live in rural 
communities.  
 
The National Strategic Framework for Rural and Remote Health highlights the fact that, in 
2007, people living outside major cities were 1.1 times as likely as their city counterparts to 
have a mental disorder at some point in their lives.  Rates of substance use disorders were 
higher outside major cities, due largely to the higher rates of risky alcohol consumption in 
these areas.   
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The higher prevalence of mental health problems in rural communities is thought to be due to 
socioeconomic disadvantage, a harsher natural and social environment, loneliness and 
isolation and fewer available health services.  In 2004-06 suicide rates were 1.3 times higher 
in areas outside major cities.  In particular, suicide rates among farmers and farm workers 
were higher than those in the general population. The COAG Reform Council reported in its 
rural supplement that, in 2009-10, in most jurisdictions the proportion of people receiving 
clinical mental health services under the MBS and DVA decreased with remoteness. This 
results in underservicing, poor outcomes and, potentially, avoidable hospitalisation. 
 
The Alliance is concerned that mental health needs are already underestimated in rural and 
remote health settings.  For example, acute mental health episodes in country areas are likely 
to include calling the police for transport of patients to specialised mental health services in 
regional centres, as there is not a local specialised mental health option. This will not be 
recorded locally as a metal health episode or intervention.  
 
If such a patient’s condition is insufficient to prioritise their admission to the specialised 
mental health service in the regional centre, this vulnerable person is now ‘on the street’ far 
from home with no care and support.  Or the remote health service seeks assistance with an 
emergency evacuation, but until such time as the case can be prioritised, chemical sedation 
with associated risks and side effects may be the only treatment option and is not measured as 
a mental health service.   
 
People with mental health needs may choose to be accommodated in small hospitals for 
medical reasons, in order to stay closer to home and family, when in fact they would be better 
treated with more specialised mental health care in a regional centre. Again the costs of such 
an admission in a small rural hospital to the patient and the service should be deemed a 
legitimate mental health costs to that hospital. 
 
Overall it is important that the development of definitions and cost drivers recognises the 
many ways in which mental health services are delivered outside the cities, with a view to 
supporting improvements in access to mental health care for people who live in rural and 
remote communities.   
 
The ‘Focused Consultation Questions’ 
 
The Alliance has received the following views from some of its member bodies on the 
specific questions raised in the consultation paper.  
 

1. Is a Mental Health Care Type the best way of encompassing those admitted services 
that should form part of a new national mental health classification?  

 
“A 'mental health' care type could be a useful way to classify hospital admissions. This would 
be useful for reporting and understanding mental health care as well as research activity.” 
 
“We support the description and definition of an element Mental Health Care Type in the 
National Health Data Dictionary.” 
 

2. What would be the criterion, or criteria, for the definition of services within a national 
mental health Care Type?  
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“Diagnosis according to ICD Chapter V is not a sufficient criterion for the definition of 
services in a mental health care type. We would support a definition that includes the 
provision of care by a mental health provider/specialist/program - no matter the location 
(mental health unit, public hospital, emergency department).” 
 
“We would support the definition of a mental health service being based on the person 
accessing treatment from a specialised mental health unit or through a specialised mental 
health program irrespective of the range of care offered by the unit/program, the setting and 
how the services are delivered (e.g. through telemedicine, through hospital in the home 
services) and the ownership/source of funding of the unit / program. 
 
We believe this approach is consistent with other care types and would allow the funding of 
overarching services that support the care of individuals (e.g. teaching and training, research, 
medication safety activities etc).” 
 

3. What community-based mental health services should be defined as mental health 
services for casemix classification purposes?  

 
“It seems reasonable to include community services that provide assistance/care/support to 
clients with a presenting/existing/diagnosed mental health disorder.”  
 
“We believe that the same principles that apply to community-based services for other care 
types (e.g. rehabilitation) should be the ‘minimum’ applied to the definition for mental health 
services and that the delivery of services to persons in rural and remote Australia through 
innovative service delivery e.g. telemedicine must be included.” 
 

4. Are there any services that are provided by specialised mental health units or 
programs that can be considered primary mental health? 

 
“The Commonwealth Government definition included seems reasonable.” 
 

5. Should the mental health classification include alcohol and drug-related disorders? If 
so, is it the diagnosis or specialised treatment setting that is used as the decisive 
criterion for inclusion in the definition? 

 
“Alcohol and drug related disorders are a reasonable inclusion in the mental health care type 
and being included should be defined in a similar fashion - diagnosis and the provision of 
care by a specialised provider/program.” 
 
“In principle, we believe that the decisive criterion should be based on intent of 
treatment/services and the most effective way of delivering the services/care required.  This 
approach suggests that alcohol and drug-related disorders should be included in the mental 
health classification.” 
 

6. Should long-term non-acute bed-based clinically-staffed mental health public hospital 
services be classed as residential, admitted mental health or admitted maintenance 
care? 
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“Could long-term non-acute mental health admissions be simply identified as that - 
'residential' suggests that they will not be discharged, 'admitted mental health' is not accurate 
enough, and 'admitted maintenance' does not identify the mental health aspect of the care 
provided. It may be useful to have a long or short term option, acute non-acute or 
maintenance, as well as the care type for an accurate identification.” 
 
“We believe that the same principles that apply to other long-term non-acute bed-based 
clinically staffed services for other care types (e.g. rehabilitation) should apply here.” 
 

7. Should the Psychogeriatric Care Type continue to exist or should all of the mental 
health care of older people be defined as Mental Health for classification purposes? 

 
“The psychogeriatric care type can continue to exist if there is also a child/adolescent care 
type, otherwise the age of the patient should be accessible through another item and all 
mental health provision can be identified under the mental health care type.” 
 
“We believe that the Psychogeriatric Care Type should continue to exist. This patient group 
is typically very old and frail, with multiple medical co-morbidities as well as the mental 
health and psychosocial issues.  Most of the patients will be admitted because of the 
complication of advanced dementia, which makes them very different to other mental health 
clients (e.g. multiple medicines for dementia and multiple co-morbidities). Their length of 
stay is often prolonged and they are often discharged to residential care; waiting times for 
access to residential care frequently leads to delayed discharge from acute or sub-acute care.” 
 

8. Should mental health care in the emergency department (ED) be defined as ED or 
mental health for classification purposes? 
If mental health encompasses emergency department care services, how should these 
services be classified (e.g. diagnosis based on MDCs?) 
 

“Is there a location identification for care provided generally (example: ward) - would this 
not be sufficient to identify mental health care being provided in the ED? ED services should 
be classified with the same definition as any other service.” 
 
“We support that the definition of a mental health service being based on the person 
accessing treatment from a specialised mental health unit or through a specialised mental 
health program.  It would follow that mental health care in the emergency department would 
be classified through the URG system with suitable amendment.” 
 

9. Are there other examples of care models or pathways that are broadly similar, but are 
classified differently by jurisdictions in the mental health patient-level NMDSs? 

 
No comment.  
 

10. How should current mental health NMDSs be adapted to facilitate the implementation 
of a mental health service classification without adding to the data collection burden 
that services and clinicians currently face? 

 
“It is matter of making the data collection structures standard and more user-friendly.”  
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Attachment 
 

Member Bodies of the National Rural Health Alliance 
ACHSM Australasian College of Health Service Management 
ACRRM Australian College of Rural and Remote Medicine 
AGPN Australian General Practice Network 
AHHA Australian Healthcare & Hospitals Association 
AHPARR Allied Health Professions Australia Rural and Remote 
AIDA Australian Indigenous Doctors’ Association 
ANF Australian Nursing Federation (rural members) 
APA (RMN) Australian Physiotherapy Association Rural Member Network 
APS Australian Paediatric Society 
APS (RRIG) Australian Psychological Society (Rural and Remote Interest Group)   
ARHEN Australian Rural Health Education Network Limited 
CAA (RRG) Council of Ambulance Authorities (Rural and Remote Group) 
CHA Catholic Health Australia (rural members) 
CRANAplus CRANAplus – the professional body for all remote health  
CWAA Country Women’s Association of Australia 
ESSA (NRRC) Exercise and Sports Science Australia (National Rural and Remote Committee) 
FS Frontier Services of the Uniting Church in Australia 
HCRRA Health Consumers of Rural and Remote Australia 
ICPA Isolated Children’s Parents’ Association  
NACCHO  National Aboriginal Community Controlled Health Organisation  
NRHSN National Rural Health Students’ Network 
PA (RRSIG) Paramedics Australasia (Rural and Remote Special Interest Group 
PSA (RSIG) Rural Special Interest Group of the Pharmaceutical Society of Australia 
RACGP (NRF) National Rural Faculty of the Royal Australian College of General Practitioners  
RDAA Rural Doctors Association of Australia 
RDN of ADA Rural Dentists’ Network of the Australian Dental Association 
RHW Rural Health Workforce  
RFDS Royal Flying Doctor Service 
RHEF Rural Health Education Foundation 
RIHG of CAA Rural Indigenous and Health-interest Group of the Chiropractors’ Association of 

Australia 
RNMF of RCNA Rural Nursing and Midwifery Faculty of the Royal College of Nursing Australia  
ROG of OAA Rural Optometry Group of the Australian Optometrists Association 
RPA Rural Pharmacists Australia 
SARRAH Services for Australian Rural and Remote Allied Health 
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