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	Development of the Australian Mental Health Care Classification
	Response from Queensland


The following response has been developed following consultation with clinical and finance staff from a number of Hospital and Health Services (Cairns, Central Queensland, Children’s Health Queensland, Darling Downs, Gold Coast, Metro South, Metro North, North West, South West, Sunshine Coast, West Moreton and Wide Bay) and staff of the Department of Health.
General comments

The scope of which services and patient populations are to be included in the classification is not well articulated in the paper.  Queensland considers that this needs to be clearly stated as comments and concerns will vary depending upon the scope, as not all mental health services and patient populations will fit ‘in the box’.  It is acknowledged that there will be similarities across patient populations and services, but Queensland considers it most likely that there may be elements of a classification that are unique to patient populations and services (particularly across service settings).  Queensland acknowledges that this is a difficult concept to capture in classification that is supposed to be consumer centric.

With respect to the reviewed international and national classifications, Queensland identified that the consideration of both consumer and facility factors (as used in the United States and New Zealand, for example, setting) is relevant for the classification of mental health care in Australia.  Queensland understands that most studies focused on care in inpatient and residential facilities.  This limits the availability and applicability of classifications for the care provided in community settings.  Additionally it was considered that none of the reviewed classifications would be totally transferable to the Australian context.
Queensland notes there is limited international and national experience in classifying mental health care provided to specific populations, particularly children and adolescents, aged persons and forensic patients. The paper does not clearly articulate if these populations are to be dealt with separately or as part of a single classification and has concerns about how the needs of these groups will be addressed.  Queensland considers resolution of this issue pivotal to progressing. 
Cost drivers
For Queensland mental health services, the way the AMHCC addresses the cost drivers associated with rurality (of services and consumers), Indigenous consumers, comorbidities and legal status are vital.  
In addition to consumer factors, it was noted there are a range of systemic issues which will impact on the cost of delivering services.  In particular the need for significant coordination and interaction across health, social and education systems.

System failure outside of mental health was also raised as a key issue, where the mental health service takes responsibility for provision of care that should be provided by alternate services.  For example, lack of services (such as GPs in rural areas) or where other health services refuse to provide care to a mentally unwell patient.  Anecdotal evidence suggests this has a huge impost on service delivery, although it is acknowledged that system issues will be difficult to capture in a classification that is supposed to be consumer centric.
Queensland also felt it was important to reiterate that the major costs in mental health services are salaries and wages, which would make it difficult to identify and compare efficiency across some services.  For example, the staffing difference between a 24 and a 25 bed unit is minimal, however there is significantly less activity able to be provided.  

Architecture
It is difficult to comment on the proposed architecture as it is not clearly articulated in the paper and the results and impact of the costing study are largely unknown.  However, as participants in the study Queensland has identified the following issues related to the known elements of the proposed architecture:

Phase of care

Inter-rater reliability is of significant concern and Queensland recommends that this be explored further to ensure it is relatively robust. Participants noted overlap between the phases, particularly initial assessment and acute phases because consumers with acute symptoms will be constantly assessed.  Participants also noted volatility in how the phase changed.  As such, transition between care types needs to be a more significant milestone than currently defined; as a consumer may see one clinician (such as a speech pathologist) for an initial assessment, but be receiving acute care from a different clinician with each clinician determining different phases depending on the care given.  Intensive education for clinicians could assist and reduce overlap, and guidelines for completion to minimise significant and frequent changes to phases would be necessary. 

Mental Health Intervention Classification
The MHIC was not developed with a full classification and costing perspective and as such has limitations in accurately capturing interventions and activities.  There are known high cost interventions, such as dialectical behavioural therapy, that are not included.  It is recommended that a review of the MHIC be undertaken to enhance and improve its utility within costing and classification environments.

Outcomes

Queensland understands the need to determine complexity and severity of illness for classification purposes through use of the NOCC suite of tools.  However, as with phase of care, participants noted a lack of inter-rater reliability and noted more regular training would be needed to improve this.
The requirement to complete outcomes measures when phases changed in the community setting proved burdensome and ineffective due to volatile phase changes as outlined above.  Queensland suggests the trigger for completing outcomes needs to be examined further in order to achieve pragmatic and clinically meaningful collections.

Setting
The information architecture proposed by UQ, while stated to be setting agnostic, does not clearly articulate how setting will be addressed.  Queensland supports an approach to the classification which separates community and inpatient settings, provided it avoids perverse incentives to admit consumers.

Next steps

A key consideration for the development of the AMHCC is to ensure the classification can deliver benefits which outweigh the cost of education (initial and ongoing) and modification and/or establishment of systems to implement the classification, particularly if the decision to fund services on a population basis remains in place.  

The following issues were explicitly raised as requiring further investigation and/or clarification regarding how they will be dealt with in the classification:

· Consultation Liaison – it is difficult to recognise contribution of Consultation Liaison within inpatient episodes.
· ECT – the costs vary significantly across services.  For example, for some services there are travel costs involved in providing ECT, for others there are not. 

· Costing of the non-clinical workforce (such as integration coordinators).
Finally, it is unclear why timeframes remain so tight given the Commonwealth’s move away from actually funding via an ABF model, and a small extension should be considered to allow achievement of the objectives of the classification. 
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Ruth Fjeldsoe, Director, Information and Performance Unit, Mental Health Alcohol and Other Drugs Branch, Health Services and Clinical Innovation Division, Department of Health, Queensland
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