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The availability of information is critical in allowing us to ask, and to answer, the right questions
about mental health care in Australia. For this reason, information development was identified as 
a continuing priority over the life of the National Mental Health Strategy.

The ‘first edition’ statement of national priorities for mental health information was released in June
1999 and signalled a major investment by all jurisdictions in improving the range and quality of
information to support service delivery and planning purposes. A central feature of the directions
taken was the introduction of an outcome focus in mental health, through the implementation of a
core set of standardised measures for monitoring the progress of consumers in all mental health
services. This work has put Australia at the forefront of international developments in this field and
impacted on all areas of service delivery. Achieving this progress has required substantial
cooperation between all governments and other major parties.

The current document represents an update on the earlier statement and outlines the national
priorities for further developing mental health information over the period of the National Mental
Health Plan 2003-2008 and beyond. Designed to align with the key themes of the Plan, it
recognises that while much has been achieved, the task of building an ‘informed mental health
system’ is far from complete. The central challenge ahead is to apply the various information 
tools developed in recent years in ways that genuinely improve mental health care in Australia.

The document outlines an extensive work program that will require continued effort by all
governments. Developed as a consensus statement between the Australian, State and Territory
governments, the work program acknowledges the individual responsibilities of each jurisdiction
and also highlights that ongoing collaboration between jurisdictions will be required to make real
progress in many of the agreed priority areas.

The release of this document under the auspice of the National Mental Health Strategy reflects 
the commitment by all governments to continue improving mental health information within the
services under their control as well as collaborating in areas where national coordination is
required.

Dr Tony Sherbon
Chair
Australian Health Ministers’ Advisory Council
National Mental Health Working Group
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This document outlines the priorities that will guide the development of national mental health
information over the next five years and beyond. Prepared as a consensus statement between 
the Australian, State and Territory governments under the framework of the National Mental 
Health Strategy, the document carries forward and extends the work undertaken over the past
decade to foster an information culture within the mental health sector.

The priorities described are concerned with ‘national information’. This concept is used to refer
information that is comparable nationally, national in coverage, or nationally relevant. It also
encompasses information that is cross-jurisdictional (Australian and State and Territory governments
and other agencies, public and private) and that requires cooperation and coordination between
jurisdictions for health information activities to proceed on a coherent basis.

The first edition of national mental health information priorities was released in June 1999 and
stimulated major developments by all jurisdictions. In preparing new priorities to move forward
under the National Mental Health Plan 2003-2008, it was recognised that the four overarching
themes underpinning the 1999 first edition workplan remain relevant to the years ahead and will
continue to guide the next phase. They describe a vision for the mental health sector in which
information is used to:

• strengthen the focus on consumer outcomes;

• support improvements in service quality;

• shift the focus of concern from cost to value for money; and

• improve our understanding of population needs.

This second edition recognises that much has been achieved in building an information
foundation for mental health, but the task is far from complete. Achieving the vision over the 
next period of the National Mental Health Strategy requires consolidation of the work already
underway, as well as extension into new areas of activity that are driven by the requirements of
the National Mental Health Plan 2003-2008.

Three key challenges are identified:

• Moving from information collection to information use

The investments made so far by jurisdictions have concentrated primarily on the basic
collection aspects of information – putting systems in place, preparing documentation,
training the clinical workforce and so forth. However, collection of information has little value
unless it is used to support decision making. The next phase of information development 
will focus on fostering a service delivery culture in which information is used to support
decisions at all levels. For this to occur, feedback systems are required that provide timely
access to those collecting these data. Additionally, incentives and training need to be in
place to facilitate individual service providers and organisations in using information 
routinely for clinical review, evaluating performance, benchmarking and related activities.

National Mental Health Information Priorities 2nd Edition 1
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• From projects to sustainable systems 

Securing the long-term sustainability of the initiatives that have been taken so far will be a
focus over the years ahead. Much of the work has been conducted as special projects or
‘research and development’ activities, involving time limited funds and appointment of special
task groups. While most jurisdictions are progressively incorporating the new initiatives within
their recurrent budgets and operational systems, sustainability requires attention to ongoing
workforce training issues and longer term planning to keep the work evolving.

• Responding to new policy drivers

The National Mental Health Plan 2003-2008 extends Australia’s mental health policy beyond
its initial focus on the specialist sector, particularly in the emphasis given to promotion and
prevention, and the role of the primary health care sector. National information in relation to
each of these is substantially less developed compared to other areas covered by the Plan
and will require strategies to chart a future development path.

Within this context, the following ten priority areas are identified for action:

1. Using outcome measurement to improve mental health care.

2. Further development of a mental health casemix classification.

3. Using information to improve safety in mental health care.

4. Establishing performance indicators and benchmarking in mental health services.

5. Strengthening workforce uptake and capacity to use information.

6. Improving national minimum data sets for mental health care.

7. Information to support mental health care provided external to the specialist sector.

8. Monitoring population mental health and wellbeing.

9. Information to support mental health prevention and promotion.

10. Monitoring and reporting of progress under the National Mental Health Strategy.

A number of specific initiatives are identified in each of the ten priority areas. Overall, a total of 42
action items are outlined that will be the focus for mental health information development under
the National Mental Health Plan 2003-2008.
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1.1 The central place of information in the National Mental 
Health Strategy

Information development has been central to National Mental Health Strategy since it began in
1992. There were several factors that made this an imperative.

Firstly, information about mental health services was not readily available to the public, contributing
to the stigma commonly associated with mental disorders and their treatment. Making a wide range
of information about mental health accessible was seen as an important first step towards tackling
community misunderstanding and building trust in the reforms foreshadowed by the Strategy.

Secondly, the absence of a consistent data collection about what services are delivered and 
who receives them isolated mental health services from the mainstream health system, where
significant advances had been made in the use of information over the decade that preceded 
the National Mental Health Strategy.

Thirdly, building an information base to monitor changes in mental health care was essential to
meet the accountability requirements of the National Mental Health Strategy. In endorsing the
Strategy, Health Ministers agreed that an important aspect of the reform process was to ensure
that progress of all jurisdictions was monitored and reported publicly on a regular basis.

Fourthly, local clinical information systems were not in place in most Australian mental health
services at the beginning of the Strategy, limiting the extent to which initiatives to improve service
quality could be facilitated by modern information tools.

Each of these factors served as a barrier to the achievement of many of the goals of the Strategy
that depended upon an ‘informed mental health system’, where information is available to guide
decisions at all levels – to inform consumers about the services they receive, support clinicians 
in their treatment decisions, help managers manage, and inform policy makers in planning 
and funding services.

1.2 The first decade of development: 1993-2003

Initiatives were taken early in the National Mental Health Strategy to begin addressing these
deficiencies and build the information culture envisaged by the Strategy.

The period of the First National Mental Health Plan, extending between 1993 and 1998, can be
described from an information perspective as the ‘research and development phase’. Projects
were undertaken to trial new measurement concepts, develop consistent data standards and
commission specific research that would gather critical data to inform future policy. At the
forefront during this period were projects aimed at developing consumer outcome measures for
routine use, the design of a casemix classification system for mental health services, and
research to quantify the extent of mental disorders in the community. Considerable effort was 
also given to put in place a national collection that met the accountability requirements of the
National Mental Health Strategy and enable progress to be monitored regularly.

National Mental Health Information Priorities 2nd Edition4
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The renewal of the Strategy under the Second National Mental Health Plan (1998-2003) introduced
new priorities, culminating in the release in June 1999 of the ‘first edition’ of a national framework
for mental health information development.1 The document signalled a transition from the earlier
emphasis on research and development and national-level collections to the important role of
clinical information systems in supporting local service delivery and quality improvement
activities. The framework outlined the case to develop comprehensive, local clinical information
systems within mental health that would:

• support and encourage good practice;

• regularly inform about consumer outcomes;

• inform judgments about value for money; and

• produce national data as a by-product.

The 1999 national information priorities statement was backed by formal Information Development
Agreements between the Australian Government and each of the States and Territories, providing
financial assistance for redevelopment of the technical infrastructure and training of the clinical
workforce. A central feature of the Agreements was the commitment by all States and Territories
to introduce consumer outcome measurement as a component of routine service delivery.

Part 2 of this document describes the status of information development in each of the major
areas of activity. In summary, the work has impacted on all areas of service delivery and extended
beyond the public sector into private hospital sector. From its relatively undeveloped base in
1993, mental health now leads the health industry in several areas, particularly in its commitment
to the use of standardised measures for assessing consumer outcomes and the establishment 
of a national system for reporting on community care. Achieving this progress has required
substantial cooperation between all governments and other major parties.

1.3 Purpose of the National Mental Health Information 
Priorities Second Edition

Much has been achieved over the past decade, but the task is far from complete. As discussed
later, the upgrading of outdated systems and development of nationally consistent information
collections has created the foundation for an ‘informed mental health system’. The potential is
there, but new initiatives are required to foster a culture of using and applying information in 
ways that support and improve service delivery.

Converting the potential to a reality is the primary focus of this ‘second edition’ statement of
national information priorities for mental health. The purpose of the document is to:

• provide a stocktake of progress in information development achieved so far under the
National Mental Health Strategy;

• identify the key tasks that lie ahead to promote the application and use of information 
for improving mental health services; and

• map out the priorities that will guide the ongoing collaboration between all major parties in
the further development of mental health information over the period of the National Mental
Health Plan 2003-2008 and beyond.
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The work program outlined represents both a consolidation and logical extension of the directions
taken over the course of the Strategy and is aligned with the key themes of the National Mental
Health Plan 2003-2008.

1.4 National Mental Health Plan 2003-2008

In July 2003, Australian Health Ministers endorsed the National Mental Health Plan 2003-2008,
renewing the National Mental Health Strategy for a further five year period.

The Plan acknowledges the long term nature of the reform process and aims to consolidate the
achievements of the first and second plans, address the gaps identified in both, and take the
Strategy forward with restated and new directions.

The Plan outlines a future framework for policy development and activity in mental health service
reform, organised around four priority themes:

• promoting mental health and preventing mental health problems;

• improving service responsiveness;

• strengthening quality; and

• fostering research, innovation and sustainability.

A total of 34 outcomes and 111 ‘key directions’ for progressing these themes are identified 
in the Plan. The central role of information permeates all aspects of the Plan.

1.5 Scope of the National Mental Health Information Priorities

The breadth of the mental health field and the many related developments in health information
that are in train throughout Australia make it important to be clear about the scope of this
document – that is, about what is covered and what is not.

1.5.1 Focus on ‘national information’

The priorities outlined are concerned with national information. The concept of ‘national health
information’ has been defined previously as “… information that is comparable nationally, 
national in coverage, or nationally relevant.” 2

The concept also encompasses information that is cross-jurisdictional (Australian and State and
Territory governments and other agencies, public and private) and that requires cooperation and
coordination between jurisdictions for health information activities to proceed on a coherent basis.

Within the mental health context, national information is concerned with a number of domains
including:

• mental health interventions and services at the individual and population level, the
consumers of those services and their outcomes;

• the mental health of the population generally and of specific groups;

National Mental Health Information Priorities 2nd Edition6
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• the determinants of the population’s mental health, including those in the external
environment and those internal to individuals; and

• the relationship between these elements.

This document therefore is not a strategic plan on how information systems will be developed, 
nor is it a prescription that binds each of the parties to the National Mental Health Strategy on 
how information technology should be managed within their jurisdictions. It is instead a 
statement of common intent, which pursues agreed directions to the extent that is possible for
each of the parties.

This focus on national information, rather than the technical aspects of systems development, is
based on a recognition of how responsibilities are distributed across Australia’s federated system
of governments. Within this, each State and Territory jurisdiction is responsible for the design,
funding and organisational arrangements for public sector mental health service delivery,
including the information environments in which those services operate.

While differences exist between the jurisdictions in their arrangements for mental health
information, the release of this document under the framework of the National Mental Health
Strategy reflects the commitment by all parties to:

• implement changes within the services under their control, or influence, in a consistent
manner for the purpose of nationally pooling and sharing information in the future; and

• continue the collaboration that has been a feature of the past decade in pursuing the work
program outlined in this document.

1.5.2 Focus on the mental health service sector

The principal focus of the work foreshadowed by this document is on specialist mental health
services.3 Reform of the specialty sector was the original ‘core business’ of the National Mental
Health Strategy and continues to be the area that generates most community attention.

However, the priorities include a recognition of the need to extend information development
beyond an exclusive concern with specialist services. The framework advocates a number of
initiatives in areas that fall outside the specialist public sector, including:

• private hospital psychiatric services;

• primary mental health care – to address the critical role played by general practitioners; and

• emergency departments within general hospitals – recognising the role played by these
services in providing a front line response for many people presenting in psychiatric crises.

Additionally, the work program includes steps to further improve our understanding of mental
health and mental disorders in the Australian population and support future promotion and
prevention efforts that are advocated by the National Mental Health Plan 2003-2008.
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1.5.3 Focus on information use as well as content

Historically, the target of national-level agreements on health information has been on content,
emphasising the importance of consistent definitions and standards for data collection and
reporting. These concerns also underpin the current statement on national mental health 
priorities, but are complemented by an equal focus on how information is used. This recognises
that the effectiveness of mental health information depends not only on the relevance of its
content, but also on the way that information is applied for a range of purposes.

Particular emphasis is given to the application of information to improve the quality of mental
health services and outcomes for consumers, as well as to improve our understanding of mental
health needs in Australia.

1.5.4 Relationship to mental health research

This statement on national priorities incorporates a research and development component but,
while recognising the close relationship between the two, does not constitute a mental health
research strategy as such. The National Mental Health Plan 2003-2008 includes a separate
commitment to a national mental health research and development strategy, which is
foreshadowed to ‘take a strong, forward-looking approach to research development and
sustainability’.4

The boundary between an information development strategy and a research and development
strategy is not easy to define when it is considered how information is essential to research.
However, a national approach to information development is expected to support mental 
health research.

For example, the promotion of data standards and consistency in routine information collections
generates a wide range of data, in significant volumes, that is readily accessible to researchers.
Some of this work has already been done, as in the introduction of standardised assessment
measures in all Australian mental health services that provides a basis for future research on 
the outcomes of clinical care.

1.6 Linkage to national health information policy context

Directions for mental health cannot be considered in isolation of other developments occurring in
Australia to strengthen a national approach to health information. Of particular significance are 
the following initiatives:

• The establishment by Australian Health Ministers in late 2003 of new governance
arrangements to facilitate coordination between jurisdictions in all areas of health information
development. The Australian Health Information Council and the National Health Information
Group were created as the new peak bodies to assist in transcending jurisdictional
boundaries and take Australia forward in achieving common solutions to shared problems.

• Within these new arrangements, continuation of the Health Information Action Plan for
Australia, initiated under the Health Online program, which is designed to advance the use of
online technology and related innovations to develop new ways of delivering health services.

National Mental Health Information Priorities 2nd Edition8

4 Australian Health Ministers (2002). National Mental Health Plan 2003-2008. Australian Government, Canberra.



• Continuation of national collaboration, through the HealthConnect program, toward an
interconnected health system and electronic health records, where information is shared at
the clinical ‘coalface’ in a way that promotes integrated care to benefit the consumer.

• The recent agreement by Australian Health Ministers to create a new national entity (the
National E-Health Transition Authority) to accelerate development of information and
communications technology infrastructure throughout the health system.

• Ongoing work coordinated through the National Health Information Group in relation to the
use of unique patient identifiers and record linkage, along with development of appropriate
privacy and security safeguards.

• The establishment of the Australian Council on Safety and Quality in Health Care in 2001,
which has set new requirements for national information to be compiled and used for the
purpose of improving the quality of health care.

• The National Public Health Information Development Plan prepared by the National Public
Health Partnership, which sets priorities for information about population health and 
related areas.

The mental health sector has a major stake in successfully progressing each of these initiatives
but cannot act alone in developing its own solutions. This document therefore does not
specifically address a range of requirements that are fundamental to the development of an
informed mental health sector, where these need to be advanced as part of the broader
development of health information systems across Australia.

1.7 Special requirements of the mental health sector that 
impact on information priorities

The integration of mental health into general health care is not a simple undertaking and raises
challenges for information collections. Mental health care differs in its nature and organisation
from the conventional image of acute hospital specialities around which much of Australia’s
information development has been centred. Many of these differences are also characteristic 
of other specialities, such as the health care of older people or those with chronic illnesses, 
for example:

• Care may be long term or may occur in shorter but recurring episodes.

• Care is usually provided by multiple treatment teams working across hospital and community
settings, including the consumer’s home. This poses practical difficulties for clinical staff
recording details of their work, and thus has implications for what information can become
‘national information’.

• Coordination of the overall care effort can be difficult, and is dependent on modern
communication technologies, most of which are not currently available to the typical mental
health service provider.

• Outcomes are relatively difficult to study as many facets of consumers’ and carers’ lives may
be affected over long periods of time.
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In addition, there are some characteristics that are specific to mental health care:

• Because mental illness may affect all aspects of living, including work, family, and social life,
mental health care has significant overlap with the work of the welfare sector, particularly in
the areas of housing and disability support services. Capturing information about the mental
health-welfare interface within national information collections is especially difficult.

• Services may need to work with consumers who, as a result of their illness, are affected by
disorganisation or disinclined to accept treatments that professionals consider important for
them to have.

• Special confidentiality and data protection issues arise from working with police and criminal
justice agencies.

• The need to record, and report on, the use of the different Mental Health Acts operating
within each State and Territory requires specific data collection and reporting.

• Concerns about public safety are high, with a relatively small number of service failures 
given substantial publicity. As a result, there is considerable public interest in information
about the performance of mental health services.

Collectively, these factors impact at all levels of the information development chain. They create
special challenges for local system developers, who are required to ensure that the information
needed by mental health clinicians is included in general health information systems. Current
approaches to health information consist mainly of the collection and analysis of unlinked
individual treatment episodes. A more complex data collection model is required that is consistent
with the continuity of care and service integration themes of the National Mental Health Strategy.

At the national level, the factors outlined above emphasise the need for a specific focus on the
mental health sector that takes account of the whole and not just parts of the service system, 
that looks at care provided over the longer term, and gives proper consideration to the specific
requirements of the National Mental Health Strategy.

These factors support the development of a national mental health information plan that is
progressed concurrently with the higher level system approaches to health information
development that are taking place in Australia.

1.8 Types of information required

A recent report from the Mental Health Statistics Improvement Program of the United States
Centre for Mental Health Services provides a useful framework for classifying the types of
information required to support a comprehensive mental health care system.5 It describes four
categories of information, summarised in Figure 1.
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Descriptive information – What are we doing?

Basic descriptive information is needed to answer questions of the ‘who, what and how’ kind,
including, for example: Who needs services and who receives services? Who provides those
services and at what cost?

Evaluative information – How well are we doing?

Information in this category is needed to provide feedback on whether intended goals are
being met. Evaluative information provides feedback on the outcomes of services and
treatments for consumers and indicates how well individual providers, programs, and the
system as a whole perform in regard to the provision of accessible, appropriate, high quality,
and cost-effective care.

Prescriptive information – What should we be doing?

Information in this category is derived from what the research literature or clinical or
managerial experience indicate will produce the best results and usually takes the form of
service standards or clinical and system guidelines. Prescriptive information is fundamental 
to evidence-based practice.

Corrective information – Does what we are doing match what we should be doing?

Corrective information comprises feedback that compares actual clinical and system
practices to those practices recommended in evidence-based guidelines. Typically, corrective
information is available in the form of performance indicators or benchmarks that ask the
question ‘does what we are doing match what we should be doing’. When desired effects 
are not achieved, the information obtained through these measures provides the focus for
quality improvement activities.

Information addressing each of these categories is required to support decisions at all levels of
the mental health system.

Initial information development efforts under the National Mental Health Strategy were focused 
on gathering descriptive information, and were designed to answer the question of ‘who receives
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what services from whom and at what cost …’.6 The final part of this question – ‘… with what
effect’ – has been the focus of more recent work to introduce outcomes data into routine mental
health collections and extended the national focus into the evaluative domain.

Information development for prescriptive and corrective purposes – that is, to move from
collection of information to using that information to support decision making – has not yet been 
a focus of national activity. As discussed in Part 3, this is the key challenge ahead. The work plan
outlined aims to move the mental health sector closer to the ideal, while recognising that building
the full complement of information categories is a long term objective.

1.9 Information needs of key stakeholders

The mental health system in Australia comprises a number of key players who all have a
legitimate stake in the way that information development is advanced at the national level:

• Consumers need information to understand their illnesses better, gain an appreciation of their
treatment options and to enable them to participate actively in their treatment. Information
needs to be available in a form that provides a structure to guide dialogue with the clinician
about treatment planning and personal progress. Consumers also expect the clinicians who
are responsible for their care to be engaged in evidence-based practice, using modern
information approaches to regularly review their treatment methods and outcomes, and
ensure that it meets accepted safety and quality standards.

• Carers have similar requirements for information to understand mental illness and be aware
of the treatment options so that they are able to care for themselves and the person for 
whom they are caring.

• Mental health service providers need access to information to conduct needs assessments,
formulate individual care plans, monitor progress and evaluate outcomes. Mental health
clinicians are living in a world of increasing advances in therapies, greater emphasis on
evidence based health care, increasing community expectations, and better-informed and more
empowered consumers. All of these create demands on service providers to be ‘information
literate’ and apply information in ways that support the services they offer to consumers.

• Mental health service managers need information about the services under their control to
manage resources, monitor workflows and assess the overall efficiency and effectiveness 
of the service.

• Health policy makers need information to assess the population needs for mental health 
care, plan and pay for services, determine priorities for the allocation of resources, monitor
the achievement of outcomes set by government and enable formal accountability to the
public and parliament for resources.

• Health service researchers need information to enable them to analyse and report on trends
and contribute their expertise on ‘cutting edge’ issues affecting mental health planning and
service delivery.

In combination, these needs present significant demands to collect, collate, analyse and action
increasing volumes of mental health data.
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1.10 Benefits of a national approach to mental health information

The approach being pursued under the National Mental Health Strategy is intended to have
several benefits:

• It produces economies by reducing duplication of effort by jurisdictions in finding solutions 
to common issues, while enabling targeting of the remaining resources to other problems.

• It allows for the combined input of all stakeholders to contribute to solving complex issues
that are often beyond the capacity of local resources.

• The collection and sharing of uniform data allows comparisons between services and
opportunities for benchmarking and related quality improvement activities, within and
between jurisdictions.

• The national pooling of data gives greater depth to the analysis of issues and informs
debates about mental health and mental health services in Australia.

• A national approach provides a means for issues of national significance, such as the
monitoring of population mental health, to be addressed with the combined resources of 
all parties.

• It provides a basis for international and interstate comparisons that could otherwise not
occur. This allows Australia to account for and monitor itself in an international context as 
well as to monitor various regional subdivisions such as by State and Territory.
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Information development under the National Mental Health Strategy has to date covered a 
diverse array of initiatives including national agreement on data standards, establishment of new
data collections and specific research and development projects designed to point the way for
the future. Aspects of the work undertaken have no international precedent and required
considerable innovation.

This section summarises the main elements of the information foundation that has been built 
over the past decade.

2.1 Information to monitor the National Mental Health Strategy

An early priority driving much of the collaborative effort between jurisdictions was the need to
monitor progress of the Strategy itself. At the beginning of the Strategy, none of the existing
national health collections had the capability for delivering the type and range of information
needed within the time frame required. Thus, a separate collection was needed, tied to the
national mental health policy objectives, that could be used as the basis for annual monitoring 
at the national level.

This special purpose data collection, first implemented in 1993, was aimed at building a picture 
of the range, level and costs of services available in each of the States and Territories and
evolved into the annual National Survey of Mental Health Services. The survey covers all
specialised mental health services managed or funded by the State and Territory health
administrations, and requires the collection of data elements covering activity, expenditure and
staffing in admitted patient services, community based services, and a range of ‘system level’
categories such as research and mental health promotion.

The first National Survey of Mental Health Services was undertaken by the Department of Health
and Ageing in 1994 and has been repeated annually for all subsequent years of the Strategy. 
The data from the survey is reported periodically in the National Mental Health Report series.7

These reports are widely regarded as presenting the most comprehensive compilation of
information about mental health services produced in Australia and have played an important 
role in informing government policy and resourcing by all governments.
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2.2 Information about Australia’s mental health

An accurate estimate of the community’s need for mental health care was recognised as critical 
to planning services, allocating resources and evaluating the overall effectiveness of the Strategy.
Estimates made prior to the Strategy pointed to a substantial level of unmet need. However, these
estimates were based on a small number of local studies and overseas evidence. A more direct
measure was deemed to be required as a base for future planning.

Commencing in 1995, a specific population study was planned to gauge the level of need.
Known as the National Survey of Mental Health and Wellbeing, the study was the first major
survey of the Australian population aimed at gathering direct measures of mental disorders in
Australia. The survey sought to:

• estimate the prevalence of the main categories of mental disorder and of significant
psychological symptoms in the Australian population;

• determine the amount of disablement associated with those disorders; and

• determine service utilisation by persons with mental disorders, including an estimation of
unmet need.

The study comprised three surveys: one for adult Australians, one for children and adolescents,
and one in relation to low prevalence disorders.

The adult survey, conducted by the Australian Bureau of Statistics in 1997, highlighted significant
unmet need:

• almost one in five (18%) of Australians experienced a mental disorder at some time in the
twelve months prior to the survey; and

• of these, only 38% used a health service over the same period, with about half of this group
seeing a mental health professional.

The child and adolescent survey was a household survey conducted by the University of
Adelaide in 1998. In general, the study followed the findings from the adult study, finding that
approximately 14% of children and adolescents experience mental health problems, but only 
one out of four receives professional help.

The low prevalence survey was conducted by the University of Western Australia in 1998. 
The study examined specified catchment areas in four jurisdictions and provided estimates of
one-month and one year prevalence of severe mental illness in the community. The study also
assessed the personal and social circumstances and the extent of service utilisation of persons
with a ‘low-prevalence’ mental illness. Results highlighted the extensive disability experienced by
people affected by such disorders. Despite the fact that specialist mental health services were
targeting this group as a priority for treatment and care, the survey found that the health and
disability-related needs of many people with a psychotic illness remained unmet.

Overall, the National Survey of Mental Health and Wellbeing was instrumental in highlighting that
potential demand for mental health care is high. In particular, it has highlighted the need to take 
a broader ‘whole of community’ approach to mental health than was envisaged when the 
Strategy was drafted in the early 1990s and raised the priority assigned to the Strategy’s
promotion and prevention themes.
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2.3 National minimum datasets for mental health services

It was clear at the outset of the National Mental Health Strategy that the structure and content of
existing national health data did not provide the framework to guide data collection at the mental
health service delivery level, nor to build a national picture of services and the consumers of
those services. Little quantitative data were available to answer the question of ‘…who receives
what services from whom’.

The main contributing factor was the isolation of mental health service delivery from mainstream
health care. The emphasis on developing data standards and investments in information
infrastructure that occurred in the acute health sector over the ten years preceding the Strategy
largely bypassed mental health services. A critical step for the future was to translate the
Strategy’s emphasis on ‘mainstreaming’ to the information aspects of mental health reform and 
to ensure that any new developments were both tested and incorporated within the broader
health information environment.

Consequently, an early priority agreed by all the jurisdictions was the development of a consistent
set of data definitions and the establishment of national collections of agreed minimum datasets.
Responsibility for this work has been carried by the Australian Institute of Health and Welfare,
advised by the Information Strategy Committee of the AHMAC National Mental Health Working
Group. Through its national role in health information management, the Institute was best placed
to coordinate the development and implementation of mental health collections across both
hospital and community settings.

Three ‘patient level’ national collections have been implemented that cover mental health care
provided in hospitals, residential settings and the community:

• National Minimum Data Set – Admitted Patient Mental Health Care collects information at 
the national level on consumers admitted to public and private psychiatric hospitals or in
designated psychiatric units in general hospitals. Commenced in 1996-97, the collection
provides information on approximately 110,000 treatment episodes per year.

• National Minimum Data Set – Residential Mental Health Care reports on the care provided 
to consumers admitted to government-operated, 24-hour staffed residential units. This is a
new collection, commencing in 2004-05.

• National Minimum Data Set – Community Mental Health Care is designed to collect
information on the services provided by public sector mental health services to consumers
who are living in the community, external to hospital and residential settings. Commenced 
in 2000-01, the collection gathers information on an estimated 5 million service contacts
provided to approximately 300,000 consumers. It is the largest (and one of few) patient-level
collections of community-based care in the Australian health system.

Data collected in each of these national collections is detailed in Appendix A.

Together, the mental health national minimum data sets have advanced our understanding of
mental health service delivery in Australia and established the building blocks for further work.
Results from each collection are reported annually by the Australian Institute of Health and
Welfare in its publication Mental Health Services in Australia.8
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2.4 Introduction of routine consumer outcome measures

The emphasis on health outcomes and information systems to support service quality
improvement has been gaining momentum in the wider health sector for several years. Increasing
focus is being given to the responsibility of health care providers to use outcome measures to
contribute to the ongoing review and development of clinical practice as well as to inform health
service planning, policy development and the broader community.

Within the mental health field, the regular assessment of consumer outcomes has been a priority
of the National Mental Health Strategy since it was first agreed by Health Ministers in 1992. 
The National Mental Health Policy includes as one of its original objectives:

“To institute regular review of client outcomes of services provided to persons with serious
mental health problems and mental disorders as a central component of mental health
service delivery.” 9

The concept was simple but ambitious in the context of the poor status of information in mental
health services in the early 1990s. Most services did not routinely collect basic clinical and
service delivery data nor have systems capable of timely analysis and reporting of such data to
inform clinical care. Simple and reliable instruments for measuring consumer outcomes were 
not available at the commencement of the Strategy, nor was a set of candidate measures 
evident. Perhaps more significantly, there were few precedents to follow as no other country had
established routine consumer outcome measures comprehensively across their publicly funded
mental health services.

In response, a research and development program was initiated early in the Strategy to identify
measures of outcome that were feasible for use in routine clinical practice with adult consumers,
resulting in the selection of a small set of standard measures that were put to trial.10,11 Similar
work was undertaken in relation to outcome measures for use in child and adolescent mental
health services.12

Implementation of the selected measures in public sector mental health services commenced
under the Second National Mental Health Plan and was a central objective of the ‘first edition’
statement of national mental health information priorities released in 1999. All States and Territories
prepared comprehensive Information Development Plans to guide their implementation activities. 
A summary of the outcome measures selected for use in public sector services is shown in Table 1.

Recognising the complexity of the work required and its national significance, the Australian
Government contributed substantial funding to assist States and Territories to implement their
plans and support a range of related quality and safety initiatives in specialist mental health care.
This was made available through bilaterally negotiated ‘Information Development Agreements’.
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Implementation of the ‘simple concept’ articulated in 1992 has taken the mental health sector 
into a period of major industry re-development and involved all public mental health services. 
By June 2003:

• approximately 57% of Australian public mental health services had commenced the process
of consumer outcome measurement (Figure 2);

• an estimated 10,000 clinicians had participated in training sessions for the collection and 
use of outcome information, representing approximately 60% of the public sector mental
health workforce;

• information systems in all States and Territories had been overhauled, or commenced the

• States and Territories began the process of pooling data at the national level, contributing
approximately 70,000 de-identified records for which outcome data had been collected.
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Table 1: Consumer outcome measures introduced in public sector mental health services
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Clinician-rated outcome measurement scales

Health of the Nation Outcome Scales (HoNOS) ✓

Health of the Nation Outcome Scales for Older People (HoNOS 65+) ✓

Health of the Nation Outcome Scales for Children and Adolescents (HoNOSCA) ✓

Life Skills Profile (abbreviated version) (LSP-16) ✓ ✓

Consumer self-report outcome scales

Mental Health Inventory (MHI), Behaviour & Symptom Identification Scale (BASIS-32), 
Kessler-10 (K10) * ✓ ✓

Strengths & Difficulties Questionnaire (SDQ) ✓

* One of these three instruments is implemented in each jurisdiction, selected at the jurisdiction’s discretion

Figure 2: National progress of services routinely collecting mental health outcomes
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2.5 Developments in the private hospital sector

Services provided by the private sector were not originally considered within the scope of the
National Mental Health Strategy but governments have become increasingly aware of the
importance of partnerships with private sector services.

Significant information initiatives took place within the sector over the 1998-2003 period, led by the
Strategic Planning Group for Private Psychiatric Services (SPGPPS). Comprising representatives
drawn from private hospitals, health insurers, the Australian Government, consumer and carer
groups, the Royal Australian and New Zealand College of Psychiatrists and the Australian Medical
Association, the SPGPPS was established in 1996 to facilitate increased collaboration on issues
relevant to the funding of private mental health services. Subsequently, the group’s role expanded
to encompass a wide range of issues related to private sector development. It is the only group of
its kind in the private health sector in Australia that brings together provider, funder and consumer
stakeholders to work on developing a common agenda for service development.

The first key development was agreement for the implementation of a national model for the
collection and use of data within the psychiatric services provided by private hospitals.13

Developed following extensive consultation within the industry, the model established systems 
for the routine collection of information that will enable hospital providers, funders and consumers
to compare services and assess the relative effectiveness of various models of care.

The use of standard measures of consumer outcome as an integral part of service delivery is
central to the model. The approach taken parallels that being introduced in public mental health
services, with measures of outcome completed both by clinicians and consumers at admission
and discharge from care. Information collected in this way is pooled subsequently at the national
level in de-identified format for analysis and feedback to participating hospitals.

By July 2003, 43 of the 46 Australian private hospitals providing psychiatric care were
participating in the collection and reporting of data under the SPGPPS’s National Model. This
involved the implementation by almost all participating hospitals of a common database
application for collecting, submitting and making local use of outcomes and service utilisation
data. Concurrently, a centralised data management service was established, providing
comprehensive quarterly reports to all participating hospitals and health insurance funds.

2.6 Development of casemix for mental health

Alongside the work to put routine outcome measures in place, separate research and
development was directed to design a casemix classification suited to the needs of the mental
health sector. Recognising that the accepted casemix standard (AR-DRG’s or Australian 
Refined National Diagnosis Related Groups) was not appropriate for describing the ‘outputs’ 
of mental health services, the National Mental Health Strategy set as one of its priorities the
development of an alternative classification model that could be used for both hospital and
community-based care.
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This subsequently became one of the largest investments on any single project funded over the
first five years, with significant implications for future data collections. The Mental Health
Classification and Service Costs Project (MH-CASC) was commissioned to determine whether
clinical factors explained service costs and whether these could be used to build a patient
classification that was both clinically meaningful as well as resource homogeneous. Taking three
years to complete, the study collected detailed socio-demographic and service use data on
approximately 18,000 consumers attending specialised mental health services, covering 25% of
Australia’s private and public mental health services.14

The project found that there is an underlying episode classification, not just in inpatient care but
also in the community. The volume and type of services (and thus cost) provided to patients 
was found to have a clinically and statistically logical relationship to the patient’s clinical status.
The project recommended a first version casemix classification model to be introduced within
mental health services that includes 42 patient classes – 19 for community episodes and 23 for
inpatient episodes. A summary of the classification is provided in Figure 3.

Adoption of the classification requires routine use of a small number of clinical scales, drawn
mainly from the same family of instruments used for measuring consumer outcomes and applied
at periodic intervals.

National collection and reporting of these data required for the classification began during the
Second National Mental Health Plan, in parallel with the introduction of outcome measures. 
All States and Territories committed under their various Information Development Agreements to
pool their data nationally as a resource for the further development of the classification.
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Figure 3: Summary of MH-CASC classification
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2.7 National mental health outcomes and casemix protocol

The introduction of outcomes and casemix concepts within routine data collections requires a set
of nationally agreed rules that guide clinicians as to what is expected of them in the collection 
and reporting of data. The protocol used for outcomes data is, in many ways, the most critical
aspect of the process. Andrews et al (1994) summed this up simply by stating that ‘a measure 
is not a method’.15

Consumer outcomes presume a change over time in the person’s health status and functioning.
Gathering information about consumer outcomes therefore requires the measures to be used 
at regular intervals in the cycle of care. It is important that the information is collected at times 
that make sense to both the clinician and the consumer, for example: at entry or re-entry to the
service; at case review; and at discharge or case closure. In conjunction with this requirement,
there is a need to have some standard to help understand the outcome data and enable
reasonable comparisons to be made between, for example, different agencies or different 
groups of consumers.

This is a difficult issue in the mental health field because there is no ‘standard’ care cycle. 
Some people require only a brief period of treatment, while others are under the ongoing care of
the mental health services for many years. For this latter group, we need to distinguish between
short and long term outcomes – that is, to use the measures to review progress at defined
intervals, as well as to assess the overall change between the beginning and end of treatment.

Because many of the concepts and definitions used in Australia’s standard health collections are
centred on hospital care only, the development of a comprehensive reporting protocol for mental
health services was unable to draw on established precedents. To resolve these issues, all States
and Territories collaborated in the development of a data collection protocol for what has become
known as the ‘National Outcomes and Casemix Collection’ or ‘NOCC’. Released in August 2002,
the protocol defines the counting rules to be used and establishes the basis for the new
outcomes and casemix data to be reported in consistent ways.16

2.8 Upgrading of information systems

The collection of minimum data sets, outcomes and casemix measures and their incorporation
into routine clinical practice require functional clinical information systems at the local service
delivery level. Lack of progress in this area was identified as a major obstacle at the close of the
First National Mental Health Plan. An independent evaluation of the Plan concluded:

“Information in mental health is grossly undeveloped … A precondition to the changes
proposed … is the existence of an information infrastructure built from the clinical services
level that contributes to individual consumer care and service quality improvements as
well as feeding into higher level planning and policy review. …Putting such systems in
place needs to be identified as an imperative for the next Strategy period”.17
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Each jurisdiction faced unique challenges, as well as issues that were common across all States
and Territories. Starting from different points, the major challenges for all has been to incorporate
the new mental health data within ‘mainstream’ hospital-based systems.

The solutions pursued differ across jurisdictions, with choices driven by local preferences and the
need to interface with wider corporate systems operating across their health portfolios. At the end
of the Second National Mental Health Plan, the extent of implementation of upgraded systems
differed significantly across jurisdictions, with all foreshadowing further work being needed to
complete the task. Table 2 summarises the development phases within each jurisdiction.
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Table 2: Summary of the development of mental health information systems in each of the 
States and Territories and the private hospital sector

• Limited participation by
psychiatric inpatient services
in mainstream inpatient data.

• No systems for community
mental health services.
Proliferation of local
developments but no
requirements for state
reporting of unit records, 
only aggregate counts of
occasions of service.

• No standard for unique 
patient identifiers.

• No systems in place to
promote information sharing
between service provider
agencies.

• All mental health inpatient
data reported from
mainstream hospital systems.

• Major investment in
development of enterprise-
wide community health
information system ‘CHIME’.

• Pilot process for unique
patient identifiers trialed.

• Introduction of interim local
systems to collect ambulatory
and outcome data.

• Area and State data
warehouses configured to
accept mental health admitted
and ambulatory data with
unique patient identifiers.

• Possible inclusion of outcome
data in hospital systems.

• Migration from interim local
systems to CHIME for non
admitted and outcome data
where permitted by dept/Area.

• Inclusion of non admitted and
outcome data in strategic
systems (eg CERNER) in 
some Areas

• Strategic State wide Unique
identifier process established.

• Implement multilevel
integrated reporting from 
data warehouses with
‘Business Objects’.

• Warehouses used as
repository of all mental health
data from disparate systems.

NSW

• Comprehensive information
system for mental health
services (PRISM) covering
inpatient and community
services. Developed
separately from mainstream
health collections as a
reporting system, with 
limited functionality for
service providers.

• Statewide unique patient
identifiers in place.

• Inpatient and community
systems shared information
through ‘live’ statewide
network.

Pre-National Mental 
Health Strategy

Key system developments
1993-2003

Future direction/
Next steps

• Major investment in
replacement of PRISM by
new ‘RAPID’ system,
designed to modernise the
statewide network.

• Developing functionality in
RAPID to improve access to
information to support and
assist in decision-making by
services.

VIC
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Table 2: Summary of the development of mental health information systems in each of the 
States and Territories and the private hospital sector (continued)

• No systems for community
mental health services.

• Paper-based reporting to
head office of patient
registrations in community
mental health care, partial
coverage only.

• No standard for unique
patient identifiers.

• Specific mental health
requirements in hospital-
based systems not
addressed.

• No systems established for
community mental health
services. Paper-based
reporting arrangements for
community patient
registrations and service use.

• Statewide case register
covering inpatient and
community services bringing
together mental health activity
data from paper-based and
electronic sources.

• Statewide unique patient
identifiers for research
purposes in place, managed
through central allocation
within statewide case register.

• Several local sites with
information systems
established for community
mental health services and
data reported centrally.

• Collection of limited Child &
Adolescent community
information.

• Registration of adult & older
persons by metropolitan
services to create a limited
unique patient identifier
(community & inpatient).

• Development of CESA system
for community mental health
services, comprehensive
statewide rollout. Operated 
as a series of stand alone
systems.

• Development of separate ‘add
on’ systems for collection of
outcomes data.

• Unique patient identifiers
established at district level.

• Mental health admitted patient
collection mainstreamed into
hospital-based systems.

• Development of LAMHIS as
stand alone electronic system
for community mental health
services.

• Redevelopment of LAMHIS 
to a new centralised mental
health clinical information
system (PSOLIS), covering
all services within the State
across all service settings
(inpatient, community and
community residential).

• Implementation of CMS
system to collect community
mental health information.

• Upgrade of systems, multi
user access and extended
collection of Child &
Adolescent community
information.

• Country community systems
(stand alone, incorporating
mental health) implemented.

• Central data consolidation for
reporting & analysis purposes.

• Replacement of CESA by a
integrated patient management
system for community mental
health care as part of, or
linking to, enterprise system.

• Development of single State-
wide identifier.

• Development of hospital
system to incorporate mental
health requirements with
linkages to the community
system(s).

• Development of reporting and
decision support tools.

• Further development of
PSOLIS to:
– build in reporting and

clinical decision support
tools to improve utility of
information at service
delivery level; and

– establish a framework for a
comprehensive Electronic
Patient Record system.

• Replacement of CMS and
CAMHS metropolitan mental
health community systems
with a new CBIS system.

• CBIS to collect both
community and inpatient
NOCC data.

• Consolidation of stand alone
Country community
information systems.

• Development of reporting &
decision support tools to
improve utility of information.

QLD

WA

SA

Pre-National Mental 
Health Strategy

Key system developments
1993-2003

Future direction/
Next steps
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Table 2: Summary of the development of mental health information systems in each of the 
States and Territories and the private hospital sector (continued)

• No systems established for
community mental health
services. Paper-based
collections submitted to
central office.

• Statewide unique patient
identifiers in place, but
allocated manually, managed
through central allocation, not
full coverage of all services.

• No organised mental health
information system in place.

• General Hospital information
system in place (Caresys),
used by mental health
services covering inpatient
services only.

• Statewide unique patient
identifiers in place
(community and inpatient).

• Separate stand alone
community statistical
collection systems
(FormOHSt) in major centres.

• Community mental health
data collection performed
indirectly by administrative
staff. No effective clinical
reporting output.

• Data accuracy and validation
difficulties, no central
coordination of information
requirements.

• Implementation of paper-
based OARS information
collection and reporting
system for community
mental health services.

• Reviewed options for
community system
development.

• Initial development of locally
designed database (OSCAR),
deployed as separate
standalone system in each
centre.

• Subsequent development of
the Mental Health Assessment
Generation and Information
Collection (MHAGIC) system,
a networked electronic
medical record which makes
clinical information available
in real time.

• Implementation of Territory-
wide Health Identifier.

• Major investment in
development of a corporate
Community Care Information
System (CCIS), deployed
across the Territory.

• Client Master Index (CMI)
fully integrated across NT
community and inpatient
information systems.

• Generic aggregate service
activity reporting available to
all users.

• Direct clinical data input and
on-line access to individual
consumer records available 
in real time and across all
service settings and NT
service locations.

• Establishment of local clinical
information systems for
community mental health
services.

• Redevelopment of hospital
systems to incorporate 
mental health requirements.

• Statewide unique patient
identifiers incorporated with
new information system.

• Increase the use of MHAGIC
in bed-based services.

• Develop and deploy subsets
of MHAGIC on hand-held
devices.

• Improve linkages with
mainstream health
collections.

• Improve data quality and
aggregate reporting.

• Development of reporting 
and decision support tools 
to improve utility of
information at service
delivery, management and
program levels.

• Seamless integration of
patient/client management
system across hospital and
community mental health
services.

• Integrated information
development workforce
training and support systems
provided within MH Program.

TAS

ACT

NT

Pre-National Mental 
Health Strategy

Key system developments
1993-2003

Future direction/
Next steps



2.9 National infrastructure to support an outcomes focus

To complement the work of States and Territories, the Australian Government established the
Australian Mental Health Outcomes and Classification Network (AMHOCN) in 2003, as a focus 
for national activity in the development of outcomes and casemix concepts in mental health.
AMHOCN comprises three components:

• a ‘data bureau’ centre to receive and process the mental health outcomes and casemix data
submitted by States and Territories;

• a specialist research and development centre for the analysis, reporting and ongoing
development of mental health outcomes and casemix information at a national level; and

• a national training and service development resource centre for the ongoing use of outcomes
and casemix measures, designed to both inform and improve practice through workforce
training, benchmarking and related activities.

The AMHOCN network represents a milestone in the development of collaborative work 
between the Australian Government and States and Territories, being based on sharing of
information to advance the national interest in improving mental health services. Over the years
ahead it is expected that the network will increasingly provide a resource that supports parallel
developments at the State and Territory level while also producing national information to guide
judgements about value for money in publicly funded mental health care.
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Table 2: Summary of the development of mental health information systems in each of the 
States and Territories and the private hospital sector (continued)

• Hospital data collections
based on jurisdictional
requirements. Quality of 
data was variable.

• A small number of hospitals
engaged in the routine
collection of outcome
measures. However there
was no general agreement 
as to what measures were
appropriate in the sector 
and no standard systems for
their collection.

• Commencing 1995,
implementation of standard
data collection requirements
under the Hospital Casemix
Protocol, a collection
maintained by the Australian
Government.

• During this period, private
Hospitals were also required
to meet their jurisdiction’s
increasingly sophisticated
data submission
requirements.

• Implementation of the
SPGPPS’s National Model 
for the Collection and
Analysis of a Minimum Data
Set with Outcome Measures
for Private Psychiatric
Services was completed in
over 95% of the private
hospitals with psychiatric
beds throughout Australia.

• Maintain and improve
adherence with nationally
agreed data protocols.

• Continuous improvement of
the utility of information
derived from these data
collected.

• Resolve problems with the
uniform collection of service
utilisation data in ambulatory
care (same day, hospital
outpatient, and community-
based) services provided by
private hospitals.

• Refine the statistical reporting
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Three national advisory groups were also set up late into the Second National Mental Health 
Plan period to provide forums for clinician, consumer, carer and other experts to contribute to
future mental health information developments. Specifically focused on outcome measurement
but with a wider brief to advise on other areas, separate groups were established to cover 
adult, child and adolescent and older persons mental health services with responsibility for
advising on:

• the measures introduced within the National Outcomes and Casemix Collection including
future modifications;

• the use of routine outcome measurement to improve clinical practice and service quality; and

• the training and support implications of routine outcome measurement.

Representatives from each Australian jurisdiction and New Zealand participate in the national
forums, reflecting both countries commitment to promote outcome measurement concepts in
mental health practice.

2.10 Performance indicator framework for mental health services

Significant advances have been made over the past decade in the development of indicators for
the Australian health industry, focusing mainly in the field of acute hospital care. Mental health
services have lagged behind – due, in part, to the lack of suitable data sets, but more to the 
lack of consensus within the sector on how to apply performance measurement concepts to 
the mental health field. As a result, little national information has been available to provide
stakeholders with insights into how services compare, or which allow normative expectations 
to be formed about how the mental health system should perform.

The development of performance indicators for mental health services was foreshadowed by the
Second National Mental Health Plan and is emphasised further in the current Plan. The context for
development is now set by a broader framework, the National Health Performance Framework,
agreed to by all Health Ministers in 2001 for monitoring the performance of the health system.18

The framework identifies three ‘tiers’ across which indicators are needed to provide a
comprehensive picture of the population’s health and how the health system is performing in
meeting health needs. The National Health Performance Framework is shown in Figure 4.

An important design feature of the framework is that it is intended for use at all levels of the 
health system – that is, for assessing an individual service or at higher levels of aggregation, such
as State and Territory or national. Since the adoption of the framework, two national-level reports
have been presented to Health Ministers by the National Health Performance Committee.19

The inclusion of mental health indicators in future reports has been identified as a priority.
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Figure 4: Australia’s National Health Performance Framework
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A formal work program to apply the framework to the mental health sector was undertaken in the
final year of the Second National Mental Health Plan, focused on indicators of health service
performance (Tier 3). Arising from this work, a set of ‘stage one’ performance indicators has been
agreed to by the National Mental Health Working Group for progressive implementation over the
period of the National Mental Health Plan 2003-2008.20 Figure 5 summarises the new mental
health indicator framework.

2.11 Developments in primary mental health care

The primary health and community care sector is the most commonly used part of the health
system, being accessed by 85% of Australians each year. General practitioners play the central
role and provide the first point of contact for people seeking help for mental health problems.
Recent data suggest that mental health problems account for approximately 7% of all problems
managed by general practitioners and are a presenting feature in about 10% of all attendances.21

A series of financial incentives, training programs and other initiatives were taken under the
Second National Mental Health Plan to strengthen the capacity of general practitioners to respond
to common mental health problems in the community. In particular, the Better Outcomes in Mental
Health Care program, introduced in 2001, established new arrangements designed to expand
treatment choices in general practice, increase access to psychological therapies, improve the
integration of primary and secondary care mental health services, and strengthen the provision 
of more evidence based treatments. Incentives include new reimbursement arrangements under
the Medicare Benefits Schedule that remove financial barriers that previously acted to discourage
general practitioners from providing mental health care. Additionally, funds have been made
available for general practitioners to refer patients to allied health professionals. By June 2003, 
an estimated 15% of general practitioners had ‘signed up’ to participate in the new arrangements.

An important feature of the new approach is the requirement for participating general 
practitioners to use standardised measures of consumer outcome in monitoring individual progress.
While specific arrangements have not been made for pooling these data at national level, the
introduction of an outcomes focus in primary mental health care provides a foundation to develop
the use of these measures for evaluation, decision support and related purposes.

National Mental Health Information Priorities 2nd Edition30

20 National Mental Health Information Strategy Committee (2005). Key Performance Indicators for Australian Public
Mental Health Services. Information Strategy Committee Discussion Paper No. 5. Commonwealth Department of
Health and Ageing, Canberra.

21 Australian Institute of Health and Welfare (2004). ibid.



National Mental Health Information Priorities 2nd Edition 31

Figure 5: ‘Tier 3’ performance framework and indicators for Australian public sector 
mental health services
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PART 3

The Challenges
Ahead
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The past decade has laid the foundation for a comprehensive set of information about the cost,
quality and outcomes of Australia’s mental health services that is rich by national and international
standards. The potential for an ‘informed mental health sector’ exists, but continued effort is
needed to make this a reality.

The first edition of the national information priorities statement, released in 1999, mapped out 
an ambitious agenda that is likely to take ten years to complete. The four overarching themes
underpinning the 1999 first edition workplan remain relevant to the years ahead and will continue
to guide the next phase. They describe a vision for the mental health sector in which information
is used to:

• strengthen the focus on consumer outcomes;

• support improvements in service quality;

• shift the focus of concern from cost to value for money; and

• improve our understanding of population needs.

Achieving the vision over the next period of the National Mental Health Strategy requires
consolidation of the work already underway, as well as extension into new areas of activity that 
are driven by the requirements of the National Mental Health Plan 2003-2008.

3.1 From information collection to information use

Data standards and collections mean little unless they are used to support decision making. 
The investments made so far by jurisdictions have concentrated primarily on the basic collection
aspects – putting systems in place, preparing documentation, training the clinical workforce 
and so forth.

These activities have taken place within a workplace culture where information collection is
perceived as an administrative burden rather than as a means to drive quality improvement and
benefits for consumers. This is not surprising given that the historical approach within the mental
health sector has emphasised information as a reporting obligation rather than as a resource.
Years of mistrust and lack of confidence have built up within the workforce around information
collections that are seen to be intrusions into their busy schedules and provide no benefit to 
either providers or consumers.

This is clearly changing but it is important to be mindful that, while the sector has taken major steps,
these are early in the sequence of actions entailed in applying information to the performance
management and quality improvement cycle. The results of research and development have 
been applied and new concepts introduced to routine collections. The next steps to be 
undertaken involve the provision of feedback systems for service providers to use in reviewing 
their performance, benchmarking to identify best practice, evaluating services against results and
adjusting service delivery systems based on what has been learnt. Figure 6 summarises the status
of the mental health sector within the ‘measurement for quality improvement’ cycle at June 2003.
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There is strong consensus between all jurisdictions that the main challenge for the future is to
engage service providers to build a culture of information use where:

• consumer outcome measures are used routinely to contribute both to improved clinical
practice and service management;

• benchmarking is established as the norm with all services having access to regular reports on
their performance relative to similar services that can be used in a quality improvement cycle;

• casemix tools are available to assist in understanding the contribution of provider variation 
to performance differences between agencies; and

• policy and planning decisions are regularly informed by reliable information on service
delivery and outcomes.

This will require investing in approaches that foster the use and application of data for clinical 
and management purposes at the service delivery level. Feedback systems are required that
provide timely access to those collecting the data. Additionally, incentives and training need to 
be in place to facilitate individual service providers and organisations in using information
routinely for clinical review, evaluating performance, benchmarking and related activities.

These activities figure prominently in the work plan described in Part 4 of this document.
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cycle at June 2003
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Figure 6: Status of the mental health sector in the ‘measurement for quality improvement’



3.2 From projects to sustainable systems

There are also challenges to be faced in securing the long-term sustainability of the initiatives that
have been taken. Much of the work to date has been conducted as special projects or ‘research
and development’ activities, involving time limited funds and appointment of special task groups.
While most jurisdictions are progressively incorporating the new initiatives within their recurrent
budgets and operational systems, sustainability requires attention to ongoing workforce training
issues and longer term planning to keep the work evolving.

3.3 Responding to new policy drivers

The National Mental Health Plan 2003-2008 further extends mental health policy beyond its initial
focus on the specialist sector, particularly in the emphasis given to promotion and prevention, 
and the role of the primary health care sector. National information in relation to each of these is
substantially less developed compared to other areas covered by the Plan and will require
strategies to chart a future development path.
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The work program outlined in this section is set against the background of mental health
information development over the past decade. It takes account of the work required to complete
the agenda set out in the first edition of the national mental health information priorities and adds
new elements, designed to support the directions advocated by the National Mental Health Plan
2003-2008.

The potential agenda for national mental health information is substantial, so not all areas of work
can be progressed simultaneously. In addition, different stakeholders also hold varying views on
the relative priority to be given to any specific area.

A national workshop was held in February 2004 to provide an opportunity for stakeholders to
contribute to future planning. Many views were expressed, but substantial consensus emerged
about those areas of work requiring consolidation and the new items that need to be added to 
the agenda over the next few years.22

The final list of priority areas described in this section for national action has been developed 
with consideration to:

• the level of importance of specific proposals as rated by stakeholders at the national
workshop;

• the need for significant effort to be made in consolidating the gains made under the previous
information development framework, particularly, the embedding of an outcomes focus into
routine service delivery;

• the feasibility of implementation in the short to medium term; and

• the need for work to be undertaken on a national basis to extend into a number of new 
areas outside the scope of specialist mental health services, consistent with the emphasis 
of the National Mental Health Plan 2003-2008.

A total of 10 priority areas and 42 specific initiatives are identified for action.23 This section
summarises the rationale for each area identified for priority development and outlines the key
initiatives to be taken.

4.1 Using outcome measurement to improve mental health care

4.1.1 Rationale

As noted earlier, considerable resources and effort have been invested by all jurisdictions to
introduce an outcomes focus within mental health service delivery. Despite the progress made to
date, there is agreement between all parties that substantial work lies ahead beyond the basic
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implementation tasks to achieve the vision of an ‘informed mental health industry’. Long term
sustainability depends ultimately on the extent to which consumer outcomes data are applied 
in ways that support service delivery and are perceived to be useful tools within a quality
improvement framework. To this end, further National Mental Health Program funding is being
made available by the Australian Government to assist States and Territories in ensuring that
sustainable systems are in place by 2006.

In addition to initiatives to be taken by individual States and Territories, more work is needed to
develop accessible, nationally comparable information on mental health consumer outcomes. 
The recent establishment of AMHOCN as the vehicle for national information has commenced 
the process and needs to be developed in the years ahead.

Further work to refine the measurement instruments used to collect consumer outcome data and
develop supplementary measures for specific purposes was foreshadowed in the first edition
information priorities framework, but not progressed to any significant degree. The experience 
to date in implementing routine consumer outcome measurement in Australia’s mental health
services has emphasised the need to keep this work on the agenda.

4.1.2 Consolidation activities

• Completing the basic implementation tasks

Additional steps will be undertaken by all jurisdictions to complete the comprehensive
implementation of routine consumer outcome measurement across specialist mental health
services under their control:

– For most State and Territory jurisdictions, this involves completing the information
infrastructure enhancements and orientation training programs for the clinical workforce
commenced under the previous Information Development Agreements.

– Within the private hospital sector, the work program to establish routine outcome
measurement is well advanced but will require consolidation targeted at promoting the
uptake and application of available information by clinicians and service managers.

• Local reporting systems to facilitate utilisation of consumer outcomes data 

All States and Territories are committed to the development of outcome reporting systems
that provide timely feedback to clinicians, consumers and carers. These will aim to integrate
outcome measurement within clinical practice and support their use as tools for quality
improvement initiatives.

• National analysis and reporting

Steps commenced under the Second National Mental Health Plan to establish arrangements
for the national pooling and reporting of consumer outcome information (through AMHOCN)
will be extended over the 2003-08 period. A range of publications that provide aggregated
results and norms, derived from the national collection, will be produced to facilitate
interpretation of local data by service delivery agencies and benchmarking between
agencies. Results will be stratified in ways that meet the needs of the various subspecialties
within the mental health sector (for example, child and adolescent services).

• Expert Advisory Groups

Expert advisory groups on adult, child & adolescent and older persons mental health will 
be maintained to advise on the use and ongoing development of outcome and casemix
information in mental health services.
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4.1.3 New initiatives

• Review and refinement of clinical outcome measures for adult, child &
adolescent and older persons 

Where permitted by the various licenses governing use of copyrighted instruments, the
consumer outcomes measures implemented nationally will be reviewed with the aim of
improving their utility. This will be based on analysis of the data collected and reported by
States and Territories, the views of clinicians, consumers and carers and advice from the
outcomes expert groups. Special attention will be given to review and improvement of the
HoNOS ‘family’ of instruments (HoNOS, HoNOS65+ and HoNOSCA). The scope for
developing a single, consolidated instrument of clinical symptoms and functioning for 
adult populations will be examined. Parallel work on child and adolescent measures will 
also be undertaken.

• Enhancement of consumer self-report measures 

Action will be taken by States and Territories, individually and collaboratively, to move
towards a national standard self-report measure that incorporates the domains identified 
by consumers as critical to the assessment of outcomes. This will be based on review of
experience in the use of existing measures, in consultation with consumers, and may 
replace or supplement those measures.

• Development of measures of carer outcomes and perceptions of care 

Consistent with the National Mental Health Plan 2003-2008 emphasis on improved
responsiveness to the needs of carers, available measures of carer wellbeing and burden 
will be evaluated, with a view to developing a national standard measurement tool for
inclusion in the core outcomes suite. This work will also incorporate a measure of carer
perceptions of care.

• Information about Indigenous consumer outcomes 

Preliminary explorations by several jurisdictions, aimed at adapting available clinical
measures to improve their utility and validity in assessing outcomes for adult Indigenous
consumers, will be continued and extended to include child and adolescent and older
person populations. New work will be commissioned to develop nationally agreed, culturally
valid alternatives for self reporting on outcomes by Indigenous consumers and their families.

• Development of measures of consumer perceptions of care

Initiatives being taken by several jurisdictions to regularly monitor consumer perceptions 
of care will be reviewed with the aim of developing a national standard set of indicators for
use by all States and Territories. These will be incorporated in the key performance indicator
framework being developed to monitor Australia’s public mental health services.

• Measures designed for older persons

Work will be undertaken to improve the relevance of the outcomes measures for older
persons, particularly in the approach taken to the assessment of functioning. Special issues
arising from the need to rationalise information collections specific to mental health services
also subject to general aged care reporting requirements, will also be addressed.
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4.2 Further development of a mental health casemix 
classification

4.2.1 Rationale

Australia’s investment in developing a casemix classification for mental health services was
initiated in the mid 1990s, culminating in a ‘first generation’ classification (MH-CASC) that was
foreshadowed for further development. Further research and development to improve the
classification was suspended over the 1998-2003 period, while States and Territories
implemented arrangements for the collection and national reporting of the required data.

As that work nears completion, Australia is in a position to recommence its planning for a casemix
classification, building on the work completed in the 1990s. The original rationale for commencing
on the path to develop a casemix for mental health remains as relevant today as it was then.

Casemix is often seen as solely concerned with the funding of health services, and as such, has
been viewed with concern by the mental health community. However, its original purpose was to
provide a basis for quality assurance. In Australia, casemix was introduced initially as a
management information system to assist in improving efficiency, standards and patient outcomes,
not as a basis for determining payments. This role of a casemix classification is often lost in
discussions about its potential in the mental health field, a barrier that remains to be crossed.

Casemix classifications provide a standardised method for describing the activities of health
services in terms of the types of patients treated, their treatment episodes and associated
resource use. They add an important dimension to value for money assessments because they
provide tools that distinguish variation between health services attributable to patients (ie.
casemix) from those that are caused by provider factors. Separating these two sources of
variation in health service data is an essential step in developing benchmarks to compare
services on costs, outcomes and quality.

Casemix classifications are inherently evolutionary and require an ongoing investment in research
and development. Casemix classes need to be modified with experience, cost weights adjusted
based on changing patterns of care, and so forth. Compared with the acute health field, where
such work has been in progress for more than 20 years, the mental health sector is only at the
beginning of this cycle.

4.2.2 Consolidation activities

• Completing the implementation of the MH-CASC collection requirements

Most States and Territories have further work to ensure comprehensive coverage of services
in their data collection and reporting arrangements.

• Promoting the understanding and application of casemix in mental health
services

Considerable misunderstanding exists in the mental health workforce about the purpose of
casemix and its value as a tool in quality improvement activities. In the years ahead, a range
of information and training resources will be developed through AMHOCN that are designed
to promote a more informed workforce.
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4.2.3 New initiatives

• Trialing and refinement of the classification 

As data of sufficient quality become available, a range of analyses will be undertaken to
further develop the casemix classification produced by the Mental Health Classification and
Service Costs (MH-CASC) Project. This will include addressing issues identified in the 1999
‘first edition’ of national information priorities such as:

– testing the classification based on its performance in explaining service utilisation 
(as proxy measures for cost);

– implementing desirable clinical modifications to improve its utility in quality assurance 
and other clinical applications;

– identifying cost weight refinements and possible future costing studies; and

– addressing the need to rationalise classifications in the field of aged care.

4.3 Using information to improve safety in mental health care

4.3.1 Rationale

The growing emphasis on safety in health care and strategies for its improvement highlight the
importance of information about the process of health service delivery and its outcomes. 
Although concerns about consumer rights and prevention of abuse have underpinned the
National Mental Health Strategy since its beginnings, the mental health sector is only at an early
stage in translating the concepts about patient safety that are being developed within the acute
hospital sector.

The Australian Council for Safety and Quality in Health Care provides leadership in this area.
Established in January 2000 by agreement of all Health Ministers, the Council’s role is to
coordinate national efforts to improve safety and quality of health care, with a particular focus 
on minimising the likelihood and impact of error.

A priority of the Council has been to enhance the collection and use of data to drive safety and
quality improvements. Examples of the Council’s work in this area relevant to the mental health
sector include:

• the development of consensus between State and Territory jurisdictions on an agreed
national list of core sentinel events;

• identification of the components of the effective incident management systems for use in
Australian health care and agreement by Health Ministers to the introduction by all public
hospitals of incident management systems to monitor, investigate, analyse and guide their
actions in dealing with patient safety and quality incidents, by June 2005;

• completion of a review of current approaches to reporting and investigation of deaths
associated with health care related adverse events;

• improvements in the use of routinely collected hospital mortality and morbidity data for 
safety improvement;

• agreement by all Health Ministers that, by the end of 2005, public hospitals will report all
agreed core sentinel events and contribute to a national report on Sentinel Events to be
produced by the end of 2005; and
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• working with jurisdictions and relevant expert groups to identify what nationally consistent
information should be collected and reported, and to ensure national consistency in data
definitions, classifications, and reporting.

Within the mental health field, accreditation agencies have developed tools and indicators for use
in reviewing services against the National Standards for Mental Health Services, including those
that are specific to safety. Additionally, the Australian Council on Healthcare Standards regularly
publishes clinical indicators, including safety indicators.24 Beyond this, little work has been
undertaken to date to build the national information foundation needed for a systematic approach
to improving safety in mental health care, for example:

• no information is routinely reported across the mental health sector on whether safety
protocols exist that make the activities and environment of mental health services safe for
consumers, carers, families, staff and the community. Whilst some of this information is
provided in a number of different ways including accreditation, there is no agreed 
information standard;

• reliable national information is not available on the safe and quality use of medicines. 
This includes information on the extent of education given to consumers, carers and families
as well as reporting systems for adverse medication events;

• no nationally agreed information is routinely reported on a number of other sentinel events 
in mental health; and

• indicators to monitor safety in mental health care are not yet included in the national
framework agreed by all States and Territories to monitor the performance of mental health
services (see section 4.4).

The National Mental Health Working Group established the Safety and Quality in Mental Health
Partnership Group to address these gaps. The Partnership Group is working collaboratively with
the Australian Council for Safety and Quality in Health Care and other stakeholders, to develop 
a national plan for addressing safety priorities in mental health. This will also address information
development requirements. Priorities identified are:

• reducing suicide and deliberate self-harm in mental health and related settings;

• reducing use of, and where possible eliminating, restraint and seclusion;

• reducing adverse drug events in mental health services; and

• safe transport of people experiencing mental disorders.

4.3.2 Consolidation activities

• Monitoring the implementation of national standards 

Safety is a core component of the National Standards for Mental Health Services (Standard 2:
Safety) and the National Practice Standards for the Mental Health Workforce (Standard 1:
Rights, responsibilities, safety and privacy). Systems to monitor and report on the ongoing
implementation of the standards, commenced under the Second National Mental Health
Plan, will be extended over the 2003-08 period.
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• Full implementation and use of incident monitoring systems 

Most States and Territories have invested in establishing incident monitoring systems within
their inpatient services for monitoring and guiding action in response to safety and quality
incidents. Further work will be undertaken to make full use of the potential of these systems
at the local and national levels, as well as identifying areas where changes may be needed
to better reflect the nature of safety issues in mental health care. For example, adverse
events associated with electro convulsive therapy (ECT), involuntary status (absconding/
absence without leave), and the use of restraint and seclusion are not well catered for in
existing incident management systems. Services will need to pay particular attention to 
each of the nationally agreed priority areas.

4.3.3 New initiatives

• Development of national indicators of safety in mental health care 

The Information Strategy Committee and the Safety and Quality in Mental Health Partnership
Group will work together to develop nationally agreed performance indicators and associated
data sets for the safety domain of the National Health Performance Framework. Indicators 
will be chosen based on their ability to support safety improvement initiatives and improve
information on adverse events in mental health care.

• Using local information collections and related data sources in safety and
quality improvement processes

Data collections on incidents and adverse events maintained by individual States and
Territories will be examined for their potential to contribute to a national approach to
improving safety in mental health care. These include mandatory reporting to the various
State and Territory Chief Psychiatrist offices or equivalent internal review units, complaints
data, and reports from external scrutiny bodies (such as Australian Council on Healthcare
Standards clinical data, accreditation reports, or official/community visitors). The feasibility 
for record linkage to make better use of this information will be explored.

4.4 Establishing performance indicators and benchmarking in 
mental health services

4.4.1 Rationale

Key performance indicators are a central component of health service quality improvement
processes. They also provide a basis for accountability and monitoring, allowing assessment of
whether a program or service does what it is intended to do and whether it does it well.

The absence of performance data on the mental health sector contrasts sharply with the
increased profile being given to mental health in public policy. The Report on Government
Services, an annual cross-jurisdictional publication produced under the auspices of the Council 
of Australian Governments, has made mental health a priority for reporting since 1999. Similarly,
as noted earlier, the National Health Performance Committee has identified development of
mental health indicators as a priority for inclusion in future editions of its biennial National Report
on Health Sector Performance Indicators publication for Australian Health Ministers.
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As discussed in section 2.10, a set of ‘stage one’ performance indicators has been agreed by the
National Mental Health Working Group, based on the national health performance framework
adopted by Health Ministers.25 The task ahead is to progressively implement and refine these
indicators in a way that meets the needs of key stakeholders.

The publication of indicators alone is not sufficient to stimulate a culture of quality improvement
and benchmarking throughout the mental health industry.26 The introduction of performance
measurement systems requires attention not only to the technical issues, but also to the process
of building interest, capacity and leadership within service organisations to use them creatively.

Lessons from the acute health sector have shown the benefits of applying roundtable and related
methods to the health field. The engagement of organisations in learning about their performance
through comparison with peer organisations grounds performance measurement in practice and
provides a means for quality improvement to be realised.

A recent Australian report reviewed the status of benchmarking in mental health and concluded
that much work was needed to make this a reality: “The challenge for the mental health sector is
clear. The use of performance indicators and the movement towards benchmarking is becoming
routine in the Australian health care system. The challenge for the mental health sector is to
develop a set of meaningful performance measures and to develop the culture and the 
processes so that benchmarking becomes the norm”.27

4.4.2 Consolidation activities

• Implementing the agreed key performance indicators 

Over the period 2003-08, States and Territories will implement the agreed ‘stage one’
indicators within a timetable that is consistent with each jurisdiction’s capacity. This will be
supported by the establishment of a National Mental Health Performance Sub-committee that
will be responsible for preparation of technical documentation and the ongoing development
of the national performance measurement framework for mental health services.

4.4.3 New initiatives

• Further development of the national performance framework for mental health

Collaborative work between jurisdictions will be undertaken to refine the indicators based 
on experience, fill gaps where key aspects of health system performance are not currently
covered, and extend the ‘stage one’ indicators to improve their utility beyond the specialist
public mental health sector. Significant gaps in the current framework are indicators that
measure the domains of responsiveness and safety of mental health care.
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• Establishment of benchmarking forums

Options will be explored for creating incentives for organisations to participate in collaborative
benchmarking, whereby the indicators are used as tools for quality improvement. Experience
in the acute health sector has highlighted that such activities have start up costs due to them
being data intensive. Benchmarking partners need to prepare their data as well as make
resources available to investigate differences in performance, encourage changed practices
and evaluate results.

• National reporting on the performance of the mental health system 

Steps will be taken to publicly report on the performance of Australia’s mental health services
in a form that protects agency confidentiality but provides sufficiently detailed information for
comparative evaluation and monitoring of trends. National reports on mental health system
service performance will be designed to provide benchmarks to support the use of indicators
by service organisations while also satisfying accountability expectations under the current
Australian Health Care Agreements.

4.5 Strengthening workforce uptake and capacity to use 
information

4.5.1 Rationale

The success of the various initiatives taken in Australia to improve mental health information
depends, ultimately, on a change in the way information is both regarded and used by the mental
health workforce. Much of the effort under the Second National Mental Health Plan was directed
to introducing clinicians to the new information collections being put in place by all jurisdictions 
as well as implementing training in the use of standard outcome measures. By June 2003,
approximately 10,000 clinical staff participated in training events designed to raise awareness of
information developments and build basic skills that were conducted by the States and Territories.

More is needed to develop a workforce that is genuinely engaged, rather than simply cooperative
with, the information developments taking place in Australia’s mental health services. Feedback
from clinicians points to the discrepancy between the information now available within the mental
health sector and the capacity of the workforce to access, interpret and apply that information in
ways that support quality improvement. A misconception is also evident regarding the intention 
of governments in providing support to information initiatives, based on concerns that it may 
be related to an underlying desire to reduce funding to mental health. Each of these factors
compromises the extent to which the current investments in information will produce real benefits.

The work ahead requires action across three areas:

• First, continuing effort is needed to improve awareness of the objectives and scope of
Australia’s mental health information development approach. This will require communication
through a range of media to promote accurate understanding of both the direction being
taken as well as the potential benefits that are created for improving mental health services.

• Second, continuing training programs are needed to consolidate the achievements of the
training forums conducted under the Second National Mental Health Plan. New training is
required both to extend skills beyond the basic level and address the needs of new 
clinicians as they enter the mental health workforce.
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• Third, specific initiatives are needed to improve the skill of the workforce in accessing and
applying the new information for its intended purposes. This involves assisting clinicians in
analysing and interpreting data for such purposes as development of care plans, monitoring
client progress or informing risk management. Beyond the individual clinician, team leaders
and service managers need to be equipped to use information to better understand their
agency’s performance and undertake quality improvement exercises.

The emphasis on developing an ‘information literate’ workforce is consistent with priorities
emerging across the whole health sector. The recently established Australian Health Information
Council has identified the development of information technology and information management
skills in the health workforce as one of its early priority tasks.

4.5.2 Consolidation activities

• Continuing training programs in data collection protocols and measurement
instruments

Initiatives will be taken by all States and Territories to develop training approaches designed
to maintain skill levels of the existing workforce and respond to new needs arising from staff
turnover. Options for self-directed learning through interactive websites, CD-ROM formats
and distance education will be introduced progressively to supplement more intensive 
face-to-face approaches.

• Communication strategy for promoting industry awareness of information
development objectives

Current State and Territory activities to inform their workforces about information
developments through local websites, newsletters and other media will be extended. 
These will be complemented by a national-level communication strategy coordinated by
AMHOCN that will include further development of the national ‘casemix and outcomes’
website (www.mhnocc.org) and its various user forums, conferences, newsletters and 
related publications.

4.5.3 New initiatives

• Building competency in information use amongst clinical leaders and service
managers

Initiatives will be taken by individual State and Territory jurisdictions to provide skill
development opportunities for clinician leaders and service managers in using information
outputs for a range of purposes. Training will focus on both the technical and conceptual
aspects of data analysis and interpretation and use of information in service management
and in clinical quality improvement.

• Accreditation systems for professional trainers

Options will be explored to develop formally accredited education courses designed for
professional staff who are responsible for implementing education programs in the routine
use of clinical measurement instruments. This work will be progressed at a national level 
by AMHOCN.
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4.6 Improving national minimum data sets for mental health care

4.6.1 Rationale

National Minimum Data Sets represent the building blocks of all information strategies in the
health field and are a pre-requisite to many of the activities described in this document.

Substantial progress has been made in developing national minimum data sets for mental health
care through the work of the Australian Institute of Health and Welfare, working in collaboration
with the States and Territories. These data sets enable consistent information to be collected 
and pooled nationally across all public sector specialised mental health service settings.

Notwithstanding these achievements, there remain significant gaps in the information available 
at the national level, which limit the extent to which informed policy choices can be made in
response to emerging issues. Additionally, elements of these data available on the mental health
sector have been developed outside the framework normally governing the reporting of national
health information and, in some instances, differ from those requirements.

Achieving sustainability of national mental health information requires three steps:

1. incorporating the special collections that the mental health sector has developed over the
course of the National Mental Health Strategy within mainstream health arrangements;

2. ensuring that health collections developed within other health sectors are responsive to
mental health requirements; and

3. refining the existing national minimum data sets for mental health care to ensure their
continuing relevance and that high priority gaps are filled.

4.6.2 Consolidation activities

• Transfer of the National Survey of Mental Health Services to a National
Minimum Data Set for Mental Health Establishments 

The National Survey of Mental Health Services, conducted annually since 1994, has served
as the main source of information on the progress of mental health reform in Australia.
Conversion of this collection to a national minimum data set, collected and reported under
the same arrangements applying to other national collections, is necessary to ensure future
information for monitoring of the National Mental Health Strategy.

• Progressive integration of the Mental Health National Outcomes and Casemix
Collection (NOCC) within admitted patient, community care and residential care
minimum data sets

The NOCC dataset provides the source information about consumer outcomes and casemix
in mental health care. Developed as a ‘research and development’ collection, the aim of
incorporating the various elements within existing collections was foreshadowed from the
outset, subject to their review and proven worth. This is likely to take the full 2003-08 period.

• Review of National Minimum Data Set for Admitted Patients – Mental Health Care 

Introduced in 1997, this collection was the first of the national minimum data sets for mental
health and provides the basis for reporting on the activity of all specialised psychiatric
inpatient services. A review of the collection is being undertaken by the Australian Institute 
of Health and Welfare, with a view to improving its quality and utility for future requirements,
such as informing policy development and reporting on performance.
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4.6.3 New initiatives

• Enhancement of National Minimum Data Set – Community Mental Health Care 

This collection, introduced in 2001, is currently the largest of its type in the Australian health
system, covering over 5 million community contacts and approximately 300,000 consumers
per year. Further development will be undertaken to improve the way in which data are
recorded when consumers are seen in the community, with a particular focus on establishing
consistency in how community contacts are defined and recorded. The collection will also be
enhanced with information on contact duration as a basis for quantifying the varying levels of
care provided to mental health consumers in the community.

• Development of nationally agreed mental health intervention codes

Work will commence to develop a national system for coding mental health interventions 
that will provide information on the types of services provided to mental health consumers. 
A nationally agreed system for describing services is essential to answer the question of
‘what works for whom’.

• Review of other health and welfare data collections and concepts to improve
relevance to mental health requirements 

A number of datasets developed in other areas have relevance to mental health and offer
potential to improve our understanding of the needs of the Australian population. These will
be reviewed with the aim of exploring opportunities to improve the capacity of the 
collections to inform mental health service development, or link to mental health datasets.
Foremost among the collections to be examined are:

– health labour force collections gathered by registration bodies;

– alcohol and other drug treatment services national minimum data set;

– national collections in relation to services provided by general practitioners;

– Commonwealth/State/Territory Disability Agreement (CSTDA) minimum data set;

– Supported Accommodation Assistance Program National Data Collection; and

– Commonwealth/State/Territory Housing Agreement data.

4.7 Information to support mental health care provided external 
to the specialist sector

4.7.1 Rationale

The growing recognition of the extent of mental health care provided by health services operating
external to the specialist sector has not been reflected in mental health information development
at the national level. Major policy initiatives such as Better Outcomes in Mental Health Care,
targeted at general practitioners (see section 2.11), and the National Institute of Clinical Studies
Mental Health Emergency Care Interface Project, aim to enhance the capacity of the health
system to respond to mental health issues. Information requirements to support such initiatives
need to be identified, along with work designed to develop information at the national level that
will guide further policy and planning.

Areas for initial work outlined below are those identified as the highest priority in terms of
community impact.
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4.7.2 New initiatives

• Further development of outcome measures to enhance the role of general
practitioners

Steps to support the use of outcome measures currently being collected under the Better
Outcomes in Mental Health initiative will be explored in consultation with the Australian
Divisions of General Practice. A number of options are available to make better use of the
data including, for example:

– development of normative data to guide interpretation by general practitioners;

– incorporation of outcome measurement within general practitioner-based clinical
information systems to support monitoring of individual patient progress and clinical
decision making; and

– analysis of samples of these data to inform the evaluation and future planning of primary
mental health care initiatives.

• Information support for improving emergency department mental health care:

A series of studies has described the role played by general hospital emergency
departments in providing a front line response to people presenting with a mental illness,
highlighting the need to improve the assessment, triage and referral process. Apart from
‘one-off’ studies, information is not collected at the national level to monitor developments in
this area and inform future policy. Opportunities will be explored to link with related initiatives
that have potential to contribute to future directions in this area including:

– mental health related projects being progressed under the National Institute of Clinical
Studies ‘Emergency Care Community of Practice’ projects;

– the emergency department ‘term set development project’ being conducted through the
National Centre for Classification in Health; and

– the ongoing development of the Non-Admitted Patient Emergency Department Care
National Minimum Data Set being led by Department of Health and Ageing.

4.8 Monitoring population mental health and wellbeing

4.8.1 Rationale

A population health approach is important across all areas of activity in mental health and all 
key themes of the National Mental Health Plan 2003-2008. The National Survey of Mental Health
and Wellbeing, conducted during 1997 and 1998, provided the first comprehensive source of
information on the distribution and type of mental health problems in the Australian population.
The work produced vital information about population mental health needs that has guided the
planning and development of many new initiatives under the Strategy.

The 1997-98 surveys set the baseline but regular surveillance will be needed to assess changes
over time, and provide current information about mental health needs and service utilisation in 
the community that can inform future policy and planning. Refinements in surveying methodology
are also needed to identify common risk factors that may act as determinants of mental health
and wellbeing.
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Several developments in population surveying have added to Australia’s capacity to monitor
mental health trends in the community:

• The Australian Bureau of Statistics has incorporated a mental health component in its 
general National Health Survey. The survey, conducted at three-yearly intervals, now includes
a brief measure of psychological distress (the Kessler 1028). This is also used in similar
population surveys in Canada and the United States, and enables time series information 
on the adult population.

• A number of individual States and Territories have established their own population health
surveillance approaches, based on the Computer Assisted Telephone Interview (CATI)
method, that complement information derived from national surveys. The Kessler 10 measure
has been included in New South Wales, Western Australia and South Australia and has
potential to be used in others. Possible approaches to national pooling of data are being
progressed through the National Public Health Information Working Group.

• The Australian Bureau of Statistics Indigenous Health Survey, undertaken over 2004-05,
incorporates aspects of social and emotional wellbeing that recognises the importance of
including mental health in understanding the health status of Indigenous Australians.

A strategic approach to population mental health monitoring is required that establishes linkages
between these related initiatives and builds an information base for ongoing mental health policy
development. Regularly updated information on the extent of mental health problems in the
community is also necessary to meet expectations under the National Health Performance
Framework, agreed by all Health Ministers, which require reporting on changes in population
health status and determinants of health.

From the perspective of national information priorities, the main tasks ahead are to develop a
coordinating framework that:

• makes best use of the opportunities created by existing national and state-level general
health population surveys to ensure that a basic mental health screening measure is
included; and

• resolves how often these general collections should be supplemented by further specific
national surveys of population mental health.

4.8.2 Consolidation activities

• Continuation of a mental health component in general and specialist National 
Health Surveys

Action will be taken to maintain and build on the mental health component of the National
Health Survey and Indigenous Health Survey conducted by the Australian Bureau of
Statistics. This will give basic time series information on population mental health status 
and risk factors.

National Mental Health Information Priorities 2nd Edition 51

28 Kessler RC, Andrews G, Colpe LJ, Hiripi E, Mroczek DK, Normand S-LT, Walters EE and Zaslavsky A (2002). 
Short screening scales to monitor population prevalences and trends in nonspecific psychological distress.
Psychological Medicine, 32(6): 959-976.



4.8.3 New initiatives

• Strategic framework for population mental health surveillance

A strategy will be developed in consultation with stakeholders that maps out a coordinated
and long term approach to the monitoring of population mental health and encompasses
national and state-level surveying approaches. Particular attention will be given to
opportunities for linkage and common methodologies between related surveys conducted 
by individual States and Territories, the Australian Bureau of Statistics and the Australian
Institute of Health and Welfare. Ongoing collaboration will be pursued through the National
Public Health Partnerships to develop a common agenda between mental health and
public/population health.

• Further national survey of mental health and wellbeing

As a component of this overall strategic framework, planning will be undertaken to conduct 
a second specialist epidemiological survey of mental health and wellbeing. Specific mental
health surveys aim to add detail on risk factors, chronicity and service utilisation that are not
possible through general surveys. The future survey will take account of the learnings from
the 1997 survey and more recent international work as well as take into consideration how 
to best address specific age groups and sub populations. It is expected that the survey will
be conducted approximately 10 years following the original 1997 survey, to give timely
information that will guide the priorities for the National Mental Health Strategy beyond the
current National Mental Health Plan.

4.9 Information to support mental health prevention 
and promotion

4.9.1 Rationale

Promotion of mental health and prevention of mental illness have been central objectives in the
National Mental Health Strategy since it began in 1992.

Under the First National Mental Health Plan (1993-1998) activities focused on reducing stigma,
raising community awareness, and highlighting the importance of early intervention. Promotion
and prevention subsequently became a key theme under the Second National Mental Health 
Plan with the release of the National Action Plan for Promotion, Prevention and Early Intervention
for Mental Health29 and the LIFE Framework30 guiding promotion, prevention and early
intervention activity over the past five years. Under the current Plan, promotion and prevention 
are now cornerstones of the National Mental Health Strategy.

However, national information in relation to promotion and prevention is significantly less
progressed compared to other areas covered by the National Mental Health Strategy. This is 
due to several factors:

• the long-term nature of promotion and prevention activities – information on outcomes may
not be collectable until some time after the activity has occurred;
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• the many sectors and settings outside of mental health and health in which promotion and
prevention activities happen; and

• difficulties in tracking resources dedicated to promotion, prevention and early intervention
activities. Jurisdictions indicate that such tracking is currently very problematic.

All jurisdictions have committed to increasing their mental health promotion and prevention
capacity under the National Mental Health Plan 2003-2008 and agreed to the need to establish
processes to monitor the extent to which this occurs.

4.9.2 Consolidation activities

Given the current level of development in the area of information to support promotion and
prevention activities in mental health, the task ahead is one of initiating work on agreed new
priorities rather than building on past work.

4.9.3 New initiatives

• Development of a ‘promotion and prevention scorecard’ to monitor State and 
Territory programs

Work will be undertaken through collaboration between the National Mental Health
Information Strategy Committee and the Mental Health Promotion and Prevention Working
Party to develop a structured process for monitoring the extent to which promotion and
prevention is included in government programs (the ‘Promotion and Prevention Scorecard’).
The aim will be to establish baseline information that can be monitored over time about
progress in development of promotion and prevention policies and programs, and the
ongoing commitment to them. The scope of the scorecard is expected to examine:

– policies and strategies implemented at State and Territory level and their relation to key
priorities in this field;

– implementation against State and national targets and priorities;

– progress in development of key partnerships with agencies for promotion and prevention,
and their roles and responsibilities;

– workforce capacity, training and central coordination;

– resources allocated to promotion and prevention activity;

– community, consumer and carer involvement and commitment beyond mental health; and

– involvement of general practitioners.

• Targeted information collections and data linkage to monitor outcomes of
specific prevention programs

The potential to develop a national approach for monitoring the impact of prevention
programs, through data linkage between currently independent State/Territory and national
collections, will be explored.

• Incorporation of mental health literacy components in existing State/Territory
and national health surveys

Specific proposals regarding the possibilities for this will be explored.
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4.10 Monitoring and reporting of progress under the 
National Mental Health Strategy

4.10.1 Rationale

Evaluation and accountability are key themes of the National Mental Health Strategy and were the
drivers of much of the information development that occurred in the early years. The agreement
by all governments to a national approach to mental health recognised that an important aspect
of the reform process was to ensure the process would be monitored and reported publicly on 
a regular basis. This has been achieved through regular reporting of progress in the National
Mental Health Report, supplemented by independent evaluations of each five year National Plan.

The National Mental Health Report series has reported on all years of the Strategy since 1993 
as a specific requirement of the Australian Health Care Agreements 1998-2003 and the former
Medicare Agreements. When the current series concludes, the reports will have provided detailed
snapshots of mental health services in Australia across the 1993-2003 decade, charting the
changes in spending, service mix and workforce that have resulted from the national reforms. 
The report has no counterpart in Australia’s health system or in the international mental health field.

Additional benefits have accrued through the national monitoring process, particularly the
provision of comparative data for use by States and Territories in planning and resourcing their
services. It has also given insights into Australia’s mental health reforms for consumers, carers
and the community that would otherwise not be accessible. For these reasons, it is not surprising
that feedback from the national consultation forum held in February 2004 argued strongly for
continued access to this type of information.

While acknowledging these achievements, a new approach to national monitoring of mental
health services is needed that responds to the emerging issues and priorities outlined in the
National Mental Health Plan 2003-2008. The National Mental Health Report has been based on
indicators developed in 1992 that emphasised structural changes in service mix and overall
resourcing levels. These were appropriate to the original reform goals of the Strategy, but do 
not address the actual performance of the mental health system in meeting the needs of the
community. Additionally, the focus of reporting to date has been confined primarily to public
sector specialised mental health services, giving only limited attention to the role of primary
mental health care and the private sector.

The objectives under the National Mental Health Strategy have broadened substantially over the
past decade, from efforts to transform an outmoded and institution-centred system of care to
wider concerns that reflect a new appreciation of the central place of mental health in the overall
health and wellbeing of the community. Monitoring progress across all key Strategy areas 
requires an approach that continues the role of previous National Mental Health Reports in 
putting national data into the public domain, while also having the flexibility to report on the new
and emerging issues.
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4.10.2 Consolidation activities

• Continued collection and reporting of national data on mental health resourcing

Data on State and Territory mental health spending, workforce and service mix, previously
compiled through the annual National Survey of Mental Health Services, will be collected 
as a new National Minimum Data Set from 2005-06 (see section 4.6.2). This will ensure its
sustainability and facilitate integration with ‘mainstream’ health datasets. Particular attention 
is being given in planning the transfer to make these data collected under the new
arrangements comparable with these historical data, thereby allowing long term trends in
mental health to continue to be monitored. Aspects of this information will be reported in the
Department of Health and Ageing annual reports on the performance of States and Territories
under the Australian Health Care Agreements, as well as in the Australian Institute of Health
and Welfare’s annual publication, Mental Health Services in Australia. These will provide 
important source data on mental health resources and service development.

4.10.3 New initiatives

• Future monitoring of the National Mental Health Strategy

Periodic reporting on the progress of the National Mental Health Strategy will continue 
to ensure that the latest summary information on key indicators is available publicly. 
The specific format for reporting will be determined in consultation with stakeholders, 
but is expected to incorporate a broad range of input to give coverage across the full 
extent of National Mental Health Strategy activities.

• Evaluation of National Mental Health Plan 2003-2008

As specified within the Plan, an independent evaluation will be undertaken to assess
achievements and implementation of all key initiatives.

4.11 Summary of priorities

Table 3 summarises the 42 priorities that will provide the focus of future national mental health
information development activities.
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Table 3: Summary of national information development priorities for mental health

Consolidation Activities New Initiatives

USING OUTCOME MEASUREMENT TO IMPROVE MENTAL HEALTH CARE

1. Completing the basic implementation tasks

2. Local reporting systems to facilitate utilisation of
consumer outcomes data

3. National analysis and reporting

4. Expert Advisory Groups

5. Review and refinement of clinical outcome
measures for adult, child & adolescent and older
persons

6. Enhancement of consumer self-report measures

7. Development of measures of carer outcomes and
perceptions of care

8. Information about Indigenous consumer outcomes

9. Development of measures of consumer
perceptions of care

10. Measures designed for older persons

FURTHER DEVELOPMENT OF A MENTAL HEALTH CASEMIX CLASSIFICATION

11. Completing the implementation of the MH-CASC
collection requirements

12. Promoting the understanding and application of
casemix in mental health services

13. Trialing and refinement of the classification

USING INFORMATION TO IMPROVE SAFETY IN MENTAL HEALTH CARE

14. Monitoring the implementation of national
standards

15. Full implementation and use of incident
monitoring systems

16. Development of national indicators of safety in
mental health care

17. Using local information collections and related 
data sources in safety and quality improvement
processes

ESTABLISHING PERFORMANCE INDICATORS AND BENCHMARKING IN MENTAL HEALTH SERVICES

18. Implementing the agreed key performance
indicators

19. Further development of the national performance
framework for mental health

20. Establishment of benchmarking forums

21. National reporting on the performance of the
mental health system

STRENGTHENING WORKFORCE UPTAKE AND CAPACITY TO USE INFORMATION

22. Continuing training programs in data collection
protocols and measurement instruments

23. Communication strategy for promoting industry
awareness of information development objectives

24. Building competency in information use amongst
clinical leaders and service managers

25. Accreditation systems for professional trainers



National Mental Health Information Priorities 2nd Edition 57

Table 3: Summary of national information development priorities for mental health (continued)

Consolidation Activities New Initiatives

IMPROVING NATIONAL MINIMUM DATA SETS FOR MENTAL HEALTH CARE

26. Transfer of the National Survey of Mental Health
Services to a National Minimum Data Set for
Mental Health Establishments

27. Progressive integration of the Mental Health
National Outcomes and Casemix Collection
(NOCC) within admitted patient, community care
and residential care minimum data sets

28. Review of National Minimum Data Set for
Admitted Patients – Mental Health Care

29. Enhancement of National Minimum Data Set –
Community Mental Health Care

30. Development of nationally agreed mental health
intervention codes

31. Review of other health and welfare data collections
and concepts to improve relevance to mental
health requirements

INFORMATION TO SUPPORT MENTAL HEALTH CARE PROVIDED EXTERNAL TO THE SPECIALIST SECTOR

32. Further development of outcome measures to
enhance the role of general practitioners

33. Information support for improving emergency
department mental health care

MONITORING POPULATION MENTAL HEALTH AND WELLBEING

34. Continuation of a mental health component in
general and specialist National Health Surveys 

35. Strategic framework for population mental health
surveillance

36. Future National Surveys of Mental Health and
Wellbeing

INFORMATION TO SUPPORT MENTAL HEALTH PREVENTION AND PROMOTION

37. Development of a ‘promotion and prevention
scorecard’ to monitor State and Territory
programs

38. Targeted information collections and data linkage
to monitor outcomes of specific prevention
programs

39. Incorporation of mental health literacy components
in existing health surveys

MONITORING AND REPORTING OF PROGRESS UNDER THE NATIONAL MENTAL HEALTH STRATEGY

40. Continued collection and reporting of national 
data on mental health resourcing

41. Future monitoring of the National Mental Health
Strategy

42. Evaluation of National Mental Health Plan 
2003-2008





PART 5

Arrangements 
for Managing 
the National 
Work Program
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This section of the document describes the national governance arrangements for overseeing
information development in Australia and outlines:

• the various committees and task groups that have been established under the National
Mental Health Strategy; and

• the relative roles of the Australian, State and Territory governments and other key
stakeholders in progressing the work plan described in Part 3.

5.1 Overall health information governance arrangements

In July 2003, Health Ministers agreed to a revised national health information organisational
structure to provide improved coordination and governance of national data collection, data
standards and information technology development. The structure includes two peak bodies
under the auspices of the Australian Health Ministers’ Advisory Council (AHMAC) and the
Australian Health Ministers’ Conference (AHMC):

• the Australian Health Information Council, comprising experts drawn from within and external
to the health industry, which advises on the longer term strategic directions for health
information; and

• the National Health Information Group, comprising jurisdictional representatives from each of
the States and Territories and the Australian Government, which oversees national health
information activity and advises on information requirements, technology planning and
management, and the allocation of resources to work groups.

A number of other standing committees and working groups operate beneath and alongside
these two peak bodies to take the national work forward in specific areas. Figure 7 summarises
the arrangements.

5.2 National coordinating arrangements for mental 
health information

The mental health sector feeds into these processes through the Australian Health Ministers
Advisory Council National Mental Health Working Group (NMHWG), which acts as the key forum to
advise on and monitor the implementation of mental health reforms under the Strategy. The Working
Group has established a number of standing committees to manage its work agenda. Within these,
the National Mental Health Information Strategy Committee (ISC) has primary responsibility for
information development activities and bringing all key parties together to foster collaborative effort.
Details of membership of the NMHWG and ISC are provided at Appendices B and C respectively.

Several subcommittees and task groups have been set up by the ISC that are responsible for
advising on various aspects of information development. Figure 8 provides a summary outline of the
groups established under the auspice of the National Mental Health Working Group. Responsibilities
of the groups with specific information development roles are summarised in Table 4. 
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Figure 7: National health information governance structure at October 200331

31 A number of structural changes have since been made to these arrangements, in particular, the establishment of the
National E-Health Transition Authority (NEHTA) in 2004 to promote the adoption of e-health across the Australian
health sector. 
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Figure 8: National Mental Health Working Group arrangements for mental health 
information development



5.3 Relative responsibilities

Advancing the priorities described in this document is premised on cooperation between key
parties to develop a coherent national approach. Ongoing collaboration between the States 
and Territories and the Australian Government is fundamental.

The work program includes activities that need to be jointly managed by the States and 
Territories and the Australian Government, as well as activities managed solely by each party.
In summary terms:

• Collectively, all parties need to work together in setting directions, developing the framework
for action and investing the necessary resources required by the work program.

• States and Territories will carry responsibility for the implementation of agreed concepts and
systems within the public mental health services under their control. Additionally, individual
jurisdictions will need to take the lead role on one or more national initiatives.

• The Australian Government’s role is to create the enabling environment by establishing the
required national infrastructure, contributing funding to projects undertaken on a national
basis and facilitating coordination and action where a national approach is required.

The specific roles of the States and Territories and the Australian Government in each of the ten
priority areas are summarised in Table 5.
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National Mental Health Working Provides advice and recommendations to AHMAC National Mental Health 
Group Information Strategy Working Group on initiatives to address the information requirements of the 
Committee National Mental Health Strategy.

Outcomes Expert Groups Provide expert clinical and technical advice on standardised measures used to 
(Adult, Child & Adolescent, monitor consumer outcomes including: use of routine outcome measurement 
Older Persons) to improve clinical practice and service quality; future modifications to the 

outcome measures; training and support requirements; data analysis and 
reporting.

National Minimum Data Set Provides technical advice to the Information Strategy Committee and 
Subcommittee Australian Institute of Health and Welfare on developments in mental health 

information.

National Mental Health Provides advice on the ongoing development of a national performance 
Performance Subcommittee measurement framework for mental health services, to support benchmarking 

for health services improvement and to provide national information on 
mental health system performance.

NOCC Technical Specifications Provides advice on development of technical specifications for the collection  
Drafting Group and reporting of NOCC (National Outcomes and Casemix Collection) data.

AMHOCN Reference Group Provides a liaison point between AMHOCN, ISC and Outcomes Expert Groups 
to interact and advise on jurisdictional requirements, AMHOCN work program 
and future directions. 

Group

Table 4: Roles of AHMAC National Mental Health Working Group committees and 
subcommittees with specific information development responsibilities

Primary role
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Table 5: Relative responsibilities of Australian and State and Territory governments in each
of the priority areas

Priority area States & Territories Australian Government

1. Using outcome
measurement to
improve mental
health care

2. Further
development of 
a mental health
casemix
classification

• Establish systems for the full
introduction of agreed consumer
outcome measures.

• Ongoing workforce development.

• Implement system enhancements for
clinician feedback reporting systems.

• Develop processes for state-level
analysis and reporting of data.

• National reporting of agreed consumer
outcomes data.

• Contribute to national forums for
ongoing development of outcomes
focus.

• Establishing systems for comprehensive
collection and reporting of classification
data.

• Collaborate in the further development
of classification system.

• Contribute the national perspective on
the further development of outcome
measurement in mental health
including: review and refinement of 
core outcome measures; consumer and
carer perceptions of care; indigenous
consumer outcomes; carer outcomes;
outcome measures for older persons.

• Coordinate the national infrastructure to
support an outcomes focus in mental
health (expert groups, AMHOCN).

• Manage the national-level analysis and
reporting of data.

• Ongoing development of national
specifications for collection and
reporting of data.

• National-level analysis and reporting of
casemix data.

• National coordination of further
development of casemix classification
for mental health.

3. Using information
to improve 
safety in mental
health care

• Full implementation of National
Standards for Mental Health Services.

• Implementation of local incident
monitoring systems.

• Review state-level data sources for
potential to contribute to national
approach to safety in mental health care.

• Contribute the national perspective on
development of safety indicators for
mental health.

• Stimulate strategic research to improve
safety in mental health care.

• Coordinate linkages with relevant
national organisations.

4. Establishing
performance
indicators and
benchmarking in
mental health
services

• Implement national key performance
indicator framework and indicators.

• Development of state reporting and
monitoring arrangements.

• Collaborate in development of national
benchmarking forums and development
on the national performance framework
for mental health.

• Development of arrangements for
national-level reporting of performance
indicators.

• Establish funding arrangements for
national benchmarking forums.

• Contribute the national perspective on
further development of the national
performance framework for mental
health.

5. Strengthening
workforce uptake
and capacity to 
use information

• Promote approaches to use of data to
support delivery and management of
services.

• Ensure availability of reporting systems
at service delivery level.

• Introduce new training programs to
build clinical leadership in use of data.

• Development of a national communication
strategy, through AMHOCN, to promote
industry awareness of information
development objectives.

• Establish arrangements for the
development of national accreditation
approaches for trainers in the collection
and use of mental health information.
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Table 5: Relative responsibilities of Australian and State and Territory governments in each
of the priority areas (continued)

Priority area States & Territories Australian Government

6. Improving national
minimum data 
sets for mental
health care

• Continue the collection and reporting 
of all national minimum data sets.

• Establish new state-level collection
arrangements to replace functions of
National Survey of Mental Health
Services.

• Ongoing development of systems for
the incorporation of NOCC datasets
within State and Territory-level
mainstream collections.

• Collaborate with States and Territories 
in ongoing development of minimum
data sets.

• Establish a negotiated framework for
incorporation of NOCC data within
national minimum data sets.

• Contribute the national perspective on
the further development of national data
relating to community mental health care.

• Establish a process to develop nationally
agreed mental health intervention codes.

• Review national health and welfare
collections to improve relevance to
mental health requirements.

7. Information to
support mental
health care
provided external
to the specialist
sector

• Contribute to the development of
emergency department national data
collections.

• Promote linkage between specialist
mental health services and general
practitioners.

• Lead the further development of an
outcomes focus in primary mental
health care.

• Explore options for incorporating
outcomes information within general
practice clinical information systems.

• Establish linkage to relevant national
projects to improve information on
emergency department mental 
health care.

8. Monitoring
population 
mental health 
and wellbeing

• Incorporate nationally agreed measures
of mental health status in State and
Territory level population surveys.

• Contribute to development of a
nationally consistent, strategic approach
to population surveillance.

• Lead the development of a nationally
strategic approach to population
surveillance.

• Lead negotiations on the
implementation of future national
surveys of mental health and wellbeing.

9. Information to
support mental
health prevention
and promotion

• Collaborate in the development and
implementation of a ‘promotion and
prevention’ scorecard to monitor State
and Territory programs.

• Contribute to the development of a
national ‘promotion and prevention’
scorecard monitoring system.

• Coordinate national research efforts
including data linkage studies to establish
a process for monitoring the impact of
promotion and prevention programs.

10. Monitoring and
reporting of
progress under the
National Mental
Health Strategy

• Develop alternative State and Territory-
level collections to replace the functions
of the National Survey of Mental Health
Services.

• Report agreed data nationally for
publication on progress of National
Mental Health Strategy.

• Coordinate the regular publication of
mental health data that inform
judgements about the progress of the
National Mental Health Strategy.

• Coordinate an independent evaluation 
of the National Mental Health Plan 
2003-2008.
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Appendix A:
Elements of the National Minimum Data Sets
for Mental Health

National Minimum Data Set for Admitted Patient Mental Health Care

Data elements
Supporting data elements and

data element concepts

• Additional diagnosis

• Admission date

• Area of usual residence

• Care type

• Country of birth

• Date of birth

• Diagnosis related group

• Employment status – acute hospital and private
psychiatric hospital admissions

• Employment status – public psychiatric hospital
admissions

• Establishment identifier

• Indigenous status

• Intended length of hospital stay

• Major diagnostic category

• Marital status

• Mental health legal status

• Mode of separation

• Person identifier

• Person identifier type – health care

• Principal diagnosis

• Referral to further care (psychiatric patients)

• Separation date

• Sex

• Source of referral to public psychiatric hospital

• Total leave days

• Total psychiatric care days

• Type of accommodation

• Type of usual accommodation 

• Acute care episode for admitted patients

• Admission

• Admitted patient

• Diagnosis

• Episode of care

• Establishment number

• Establishment sector

• Hospital

• Patient

• Region code

• Separation

• State/Territory identifier
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National Minimum Data Set for Community Mental Health Care

Data elements
Supporting data elements and

data element concepts

• Area of usual residence

• Country of birth

• Date of birth

• Establishment identifier

• Indigenous status

• Marital status

• Mental health legal status

• Person identifier

• Principal diagnosis

• Service contact date

• Sex

• Diagnosis

• Establishment number

• Establishment sector

• Region code

• Service contact

• State/Territory identifier

National Minimum Data Set for Residential Mental Health Care

Data elements
Supporting data elements and

data element concepts

• Additional diagnosis

• Area of usual residence

• Country of birth

• Date of birth

• Episode of residential care end date

• Episode of residential care end mode

• Episode of residential care start date

• Episode of residential care start mode

• Establishment identifier

• Indigenous status

• Leave days from residential care

• Mental health legal status

• Person identifier

• Principal diagnosis

• Referral from specialised mental health 
residential care

• Residential stay start date

• Sex

• Diagnosis

• Episode of residential care end

• Episode of residential care start

• Episode of residential care

• Establishment number

• Establishment sector

• Region code

• Resident

• Residential mental health care service

• Specialised mental health care service

• State/Territory identifier
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Appendix B:
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Appendix D:
Contacts for information about 
mental health services




