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1. Opening

1.1 Welcome, apologies, adoption of Agenda
The Chair opened the meeting by welcoming everyone to Hobart for the 51st
NATMOC meeting.

The Chair formally welcomed Mrs Audrey Blood National President Widows
Guild of Australia, who hasformally replaced MrsNormaWhitfield asthe
NATMOC representative for theWWG.

The Chair introduced and welcomed Mss Elizabeth Quinn, Deputy Commissioner
Tasmaniato the meeting.

The Chair noted that Dr Killer was unable to attend the meeting and wished to
extend his apologies.

The members formally adopted theagenda. The Chair noted that Mr Ryan and
Ms Reggett had additional agendaitemswhich would be covered by Mr Douglas
under agendaitem 5. Air Vice Marshal (AVM) Paule noted that he had an
additional agendaitem on Hearing. The Chair noted that he could addressthis
under agendaitem 11 — Other Business.

1.2 Minutes of the previous NATM OC meeting (10/04/07)

The members accepted the minutes of the previous meeting as an accurate record
of the meeting. Mr Bullians stated that he had some feedback on the Darwin
meeting which he passed to Mr Douglas. Theinformation concerned the
scheduling and the times of the Darwin meeting. The Chair noted that with the
Minister in Darwin at the sametime and the scheduling of flightsin and out of
Darwin therehad to be a re-shuffle of theschedule for theday .

1.3 Mattersarising from the previous Minutes

Minutes of the previousNATM OC meeting (29/11/07)

3. DVA/ Defence Links

Mr Ryan asked the Chair on the progress of the multiple agenciesissue ashis
understanding was that ComSuper were happy to accept DV A reviews where
DVA could show that the TPl had contact with the treating practitioner. Mr
Ryan also asked about the level of involvement from the Department of
Employment, Education and Workplace Relations (DEEWR) in the process.
The Chair noted that he would look into thisissue for Mr Ryan. Action: The
Chair to follow-up onthelevel of invol vement of DEEWR in multiple agencies
and providean answer to Mr Ryan. The Chair informed the Committee that Mr
Killesteyn would cover thisissuein hisbriefing in agendaitem 3.

6. Mental Health Update

Mr Telford noted that the Suicide Study’ sdraft Termsof Referencewere
discussed at the last Mental Health and Wellbeing Forum and amended, and the
Minister now had the Terms of Reference (TORs) and the amendments. Mr
Ryan enquired why al ESOsdid not seethe TORs. Mr Telfordnoted that the
TORswere only discussed at theforum. Mr Telford offered to forward acopy
of the TORsto Mr Ryan. Action: Mr Telford to provide Mr Ryan with a copy of
the Suicide Sudy’ sdraft Terms of Reference. Both Mr Ryan and Mr Telford




2. Review of
the State
TMC minutes

noted that thisaction had been completed.

Mr Douglas provided an update on the TM Cs by noting the comprehensive set of
minutes from the various TMCs. Mr Douglas stated that the minutesincluded the
standard items of complaints and compliments. Healso noted that at thelast
TASTMC meeting, the membershad an interesting presentation on Dementia
and Mental Health.

AVM Paule noted that in the QLD TM C minutesthere was reference to aco-
payment for the transfer of filesfrom onedoctor to another. Mr Douglassaid
that this should not have occurred but that if the veteran paid it would become a
Medical Expenses Privately Incurred issue (i.e. theveteran could seek
reimbursement from the Department) and it does not appear to beaprevalent
practice.

Mr Doust queried the NSW TMC minutes and the figures quoted in relation to
Lady Davidson Hospital. Mr Douglas commented that the figures were
indicative of theincreasein availability of accessto hospitals. MsCollinsnoted
that Concord hospital had the greater throughput in NSW and that Lady
Davidson isarelatively small hospital with afocus more on rehabilitation.

Mr Doust also sought clarification from the NSW minutesin relation tothe
suggestion to contact local VAN Offices with any queries. Mr Doust raised the
concern that some of the VAN officesmay not be ableto handle the queries
raised. Mr Douglas stated that the suggestion to call is dependent on the type of
guery and that generally acall to VAN may be the better option for some people.
Mr Douglas further added that should the members have any specific concerns
about the answering of calls to please forward this through to the Department.

Ms Reggett raised the concern that she had recently put acall through which had
been answered by the V SC and the officer refused to speak with her further as
shehad her phoneon ‘hands free’ so that theclient could participate in the
conversation aswell. Thereason given to Ms Reggett wasfor privacy reasons.
Mr Douglas stated that he would follow-up on this, asto whether or not there
were privacy implications.

Action: Mr Douglasto follow-up on the privacy implications of conversations
between DVA staff and clients on hands-free speaker phones.

Ms Reggett also raised the concern of beingtransferred by staff throughto
varioussections of the Department during Sate-specific public holidays. The
Chair asked that staff be made aware of thisissue when transferring calls. Mr
Douglas noted that thistype of notification did occur but that it would be
reinforced to staff.

Mr Doust sought clarification about the VIC TMC minutes whereby it wasstated
that there were three occurrences where veterans had been charged additional




3.DVA/
DefenceLinks

fees— these being - pathology tests, administrative surgical feesand additional
chargesfor MRI scans. Mr Douglas informed the membersthat he would be
covering thefirst two issues under agendaitem 5. With regards to the additional
feefor MRI scansMr Douglas noted that MRI scansare covered by the Gold
Card and if an issue presented where the Gold Card was not accepted by a
facility then thisshould be brought to the Department’ s attention.

Ms Reggett raised the issue that a number of doctors’ surgeries had advised that
they were not aware on how to use the Booked Car With Driver (BCWD)
system. Mr Douglas noted that there had been work done surrounding promotion
of the system however would take the comments on board and assess other
options for raising awareness.

Action: Mr Douglasto investigate the possibility of developing wallet size cards
for cardholdersto provide asassistancefor doctors surgeriesunfamiliar with
the BCWD process.

Mr Killesteyn referred to theaccompanying information that was provided to
members prior to the meeting. Mr Killesteyn noted that he had been now
reporting on thisagendaitem for almost three years now and discussed the three
main activities surrounding DV A/Defence Links being the short term practical
initiatives, legidative and policy issues and machinery of government issues.

Mr Killesteyn reported that at the Interdepartmental Working Group (IWG)
meeting in October, Defence confirmed the ADF ID card as a Category B
document for proof of identity purposes worth 40 points and that Defencehave
written to other Department Secretaries/Chief Executive Officers requesting
acceptance of thisdecision in relation to use of the ADF ID card for identity
purposes. Mr Killesteyn note that DV A hasalready had Commissions approval
to accept the I D card asa Category B document.

Mr Killesteyn informed the Committee that ComSuper have recently completed
adatamatching exercise and that of the 2000+ cases reviewed, 246identified
were TPl and they will now be advised that ComSuper will permanently defer
further reviews. Thereview of long term MRCA and SRCA incapacity clients
against ComSuper clientswill commence shortly.

Mr Killesteyn notified the membersthat the information bookl et containing
detailsand contactsfor whole of government serviceswascurrently in
production and planned for distribution to ADF members from December this
year.

Mr Killesteyn noted that the Separation Health Examination (SHE) trial
commenced inthe ACT and Waggaregions on 3 November 2008 and an interim
evaluation will be conducted in February/March 2009, and a final evaluation in
May 2009.

Mr Killesteyn provided the members with an update on the Policy Working
Group, which is currently working on aligning policy and establishing business




4, Health
Studies

5. Health
Service
Delivery
Update

rulesto ensure agencies are aware of, and able to base decisions on the same or
similar policy guidelines ensuring consistency in decisionsacrossagencies. The
first policy areabeing aligned is marriage-like rel ationships.

Mr Richards sought an update on the progression of providing medical records
ondiscto ADF personnel. Mr Killesteyn informed the membersthat this had
been raised at the last meeting, where Defence confirmed they weredtill looking
intoit. Mr Killesteyn offered to report back to the members on the progression
of thisat the next meeting. Mr Doust sought clarification of the type of medical
recordsthat would be placed onthedisc. Mr Killesteyn again undertook to
report back on thisto next meeting.

Action: Mr Killesteyn to report back to members at the next meeting on the
progression of providing medical recordsondisc to ADF personnel.

Mr Ryan sought an update on the multiple agencies issueespecialy asregards
the complexity of DFISA. Mr Killesteyn informed the membersthat it isonthe
agendafor discussion with the Department of Families, Housing, Community
Services and Indigenous Affairs (FaHCSIA) which has significant responsibility
for any policy changes. Mr Killesteyn noted that there were some complexities
of shifting the responsibility of payments. The Chair noted that both sidesare
supportiveand are moving forward but want to ensure that it will be undertaken
with simplicity and on acost-neutral basisto Government.

Commissioner Rolfereferred to the paper that was provided to al members prior
to the meeting and briefly discussed the Family Study program and referred to
the tablein the papers, noting the number of those participating inthestudy .
Commissioner Rolfe aso referred to the additional handouts that the members
had received which included copies of theletters and brochuresthat were sent to

participants.

Commissioner Rolfe informed the members that there waswork being
undertaken in assessing other methods of communication, aswell as hope that
more press advertisement would al so encourage take up of the program. Thereis
recognition thatthe programhas not reached high numbers at thisstage but the
Centrefor Military and Veterans' Health (CMVH) finds thenumbersto dateare
encouraging. Commissioner Rolfe concluded the agendaitem by noting that
there was arange of research work being undertaken, one of whichisassessing
theway inwhich DV A usesthe datait collects.

Mr Douglas provided an update on a number of the Department’ s Health Service
Delivery arrangements and referred to the summary paper provided to the
members prior to the meeting.

5.1 New D800 trave reimbur sement form/ Booked Car with Driver IT
system




Mr Douglasnoted that an I T system change resulted in the need to redesign the
D800 Claimfor Travelling Expenses formand so DV A took this opportunity to
make the form more user friendly by spacing out the questions and using bold
typeto highlight key parts of theform. The receipt threshold to substantiate
travel has a'so been increased from $10 to $30and the form now includes space
for aperson such as a practice manager, nurse, or receptionist to certify the
information on behalf of the health provider. The D800 form now coverstravel
for treatment under the Australian Participantsin British Nuclear Test
(Treatment) Act 2006, which meansthat thereisonly now oneform.

Mr Douglasinformed the members that focus testing was conducted with
members of the veteran community in both acity (Sydney) and non-metropolitan
area (WaggaWagga). Mr Douglas noted that an article advising veterans about
the new form appeared in the September edition of Vetaffairs, and flyersand
letters were a so sent to key health provider bodies advising them of the change.
Mr Douglasreferred to the copy provided to membersin their meeting package.

Mr Douglas aso informed the membersthat DVA isundertaking areview over
the next few monthsto identify optionsfor the updating of the BCWD system to
ensure that this serviceismaintained at ahigh level into the future. Mr Ryan
asked if the mileage alowance was regularly reviewed by DVA.

Action: Follow-up on the timeframes for reassessment of the mileage allowance.

5.2 Release of revised RAP National Schedule of Equipment

Mr Douglas briefed the members on the revision of the RAP Schedule. The
RAP Nationa Schedule of Equipment lists 269 aids and appliances available on
the basis of clinically assessed need. The Schedule also sets out the request
procedures and protocolsfor each item that health providersarerequired to
follow.

Mr Douglas noted that the RAP Reference Commiittee, in conjunction with DVA
staff and advisers, agreed that after five yearsit wastimely to undertake afull-
scalereview of the Schedule. The Commissions approved the revised Schedule
infull on 11 August 2008 and a flyer outlining the outcomes of the Review was
distributed to professional organisationsin September 2008, and wasalso
provided to the members for their information.

5.3 RAP Retendering

Mr Douglas informed the membersthat in 2007 — 2008, the value of RAP
products supplied under contract was $39 million. An additional $15 millionis
spent on direct purchasing of specialised and custommade productsunder either
the Rehabilitation Appliances Program (RAP) or programs additional to RAP
such as Medica Grade Footwear (MGF), HomeFront and the V eterans Home
Maintenance Line (VHML).

Mr Douglas noted that many of the current contractsfor the supply of RAP
products end in 2009 and 2010, and DV A isrequired to approach the market and




issue atender to allow supplierswho can meet DVA'’s requirementsto bid for
the supply of RAP products. DV A isinthe process of analysing the various
optionsfor efficiently and effectively procuring RAP productsin the future.
Currently ro final decisions has been madeand it is expected a report to the
Commissionsin the next monthwill detail the expected stepsfor the future.

The Chair asked Mr Douglasif RAP had experienced growth and Mr Douglas
indicated that the expected peak isin 2008-09. Mr Doust sought clarification
about the transportation of RAP products as he recently experienced afew issues
when goods were supposed to beddivered and no notes were left from the
transportation company. Mr Douglasstated that he would follow up on thisto
seeif therewas alarge problem or just asmall number of cases.

Action: Mr Douglasto follow-up on the transporting of RAP products and seek
astowhether there have been other similar issuesreported.

5.4 OnlineClaiming

Mr Douglas briefed the members on the introduction of online claiming which is
essentialy where thevoucher system isbeing removed and providersare ableto
claim directly fromMedicareAustralia (MA). Mr Douglas noted that online
claiming isa collaborative project between DVA and MA which enables
paperless eectronic claiming for DVA Medical, Private Hospitals, Allied Health
providers and Community Nurses.

Thebenefitsof online claiming were noted as allowing providers/hospitalsto
submit DV A claimselectronically for processing and payment, reducing practice
administration and management costs andallowing for less manual intervention.
Mr Douglas informed the members that DVA have met withMA to put together
astrategy to promote online claiming with the aim to increasing uptake, and MA
have reported medical online claiming has increased from 38% for the January —
March quarter to 68% for the July - September quarter 2008. 1t was noted that
online claiming should al so mean less complaintsfrom health providers by
reducing clamtimes anddelays if lodged electronically. Currently there aretwo
private hospitals using In Hospital Claiming and Allied Health isthe latest
modality to be developed online.

55VVCStender update and program update

Mr Douglas referred the members to the materia in the summary briefing paper
and reported the following matters in relation to VVCS as advised to him by the
National Manager, VVCS:

Mr Douglas noted that Quality Improvement Council (QIC) accreditationis
being undertaken by VVCS. Thisisthethird round of accreditation with QIC
and involved an independent review team visiting the mgjor VV CS locations and
assessing V'V CS systems and processes against community and mental health
standards of service delivery. Mr Douglasinformed the membersthat request
for tenders for the Operation Life Workshops have now closed and 23 tenders
werereceived. Thesetendersare currently being evaluated.




TheVVCSaudit of group programs has been completed by the Australian
Centrefor Posttraumatic Mental Health (ACPMH) andthe final report is
expected in thenext two weeks. Evaluationsof all Anger, Lifestyleand Hedlth
and Wellbeing programs conducted between July 07 and June 08 are being
reviewed by each Centre to assess reasons and explanationsfor variability in
results

It was noted that the Stepping Out Program continuesto be promoted with the
second round of advertising in ADF newspapers about to be placed, but take up
isdow and numbers aretill small at thisstage. Mr Douglas noted that VVCS
will participate in the case management and family support trial for ADF
memberstransitioning from Defence. Thisis being overseenby ACPMH

Mr Douglas briefed the members on theMental Health Competency Training for
community-based menta health providers, which isbeing developed by
ACPMH and being supported by VVCS. DVA and VV CS contracted providers
will betheinitial target group for new training modules for providers on mental
hedlth interventions for veterans and their families. The ADF and VVCS Service
Agreement which will enable ADF to refer serving membersto VVCSfor
counselling is about to befinalised. Thiswill be overseen by ajoint steering
committee and implementation supported with ajoint road show to inform ADF
and VVCS staff in early 2009.

Ms Reggett sought clarification on the referral to VVCS. Mr Douglasclarified
that serving members can access VV CS separately but if Defencerefers a
member for counselling then VV CSisoneof the optionsfor thereferral of cases.
Ms Reggett al so asked about the option to undertake Stepping Out, even if after
the 12 month period of leaving the ADF. Mr Douglas suggested that M s Reggett
speak with the individua VVCS Directorssince whilst the programis
specifically targeted for these members, it may be possible to undertake the
program at alater dateif it is considered to be appropriatefor theclient.

AVM Paule asked about the igibility for accessing VVCS. Mr Douglas
informed the members that the eigibility for VVVCSis contained within the
Treatment Principles of the VEA and to call VVCSwhere unsure. He noted that,
in generad, igibility was based on having operational service Mr Doust sought
clarification about the possibility of repeating the lifestyle and heart health
progransif already completed by aclient. Mr Douglasstated that usually this
would not occur but if aVVCS counsellor made aclinical decision and thought
it to be appropriate, then access may be granted.

5.6 Medical and Allied Health Update

Mr Douglasspoke to the members about Medica and Allied Health, including
the processing of prior approval requests which has been consolidated into the
Adelaideoffice for amost ayear now. Thedecision to consolidate the functions
inonelocationisto gain efficiencies and standardisation which has been
achieved, although there were some small teething problemsin theinitial days.

Mr Douglas noted that there has been an emphasisplaced on staff training of




processes and policy and the establishment of close working relationshipswith
their colleaguesin associated areas of the Department, together with more
structured input from Clinical Advisers, which has meant that the Adelaide
M& AH team are now consistently meeting their processing and quality
benchmarks.

In September thisyear, 4 418 prior approval requests were processed and 13 735
phonecalls were taken by the team. Thetop three request categoriesare
specialist consultation approvaks including— norHM edicare Benefits Schedule
items, dental approvals, and White Card holder approvals - mostly operations.

Mr Douglasreferred to thefollowing six itemsraised by Mr Ryan and provided
the memberswith abriefing on the initial request and DV A’ sresponse.

a) GP Payments - Medicarebulk billing items and VAP incentive payments -
Item 10991 until the 1st of November attracted a fee of $9-80 via the Gold Card
for certainitemscarried out. Isit correct that this payment has been
discontinued?

Items 10990 and 10991 are the Medicare Bulk Billing Incentive Items. InMay
2006, the DV A Veteran Access Payment was aligned with these itenms and paid
on the same basis. An incentive payment ismade for all GP-related itemsthat are
under the categories of professional attendances and services provided by Nurse,
Allied and Dental Health Professionals. Incentive payments are not payable for
procedures or diagnostic work. Thisisbecause as part of the May 2006 changes,
GPswere given access to the Repatriation Medical Fee Schedule (RMFS) and
paid on the same basisas specialists. For most procedures, thismeansthat they
moved from a payment of 115% of the MBS fee + VAP, to 140% of the MBS
feefor an out of hospital service. Theremova of the incentive payment ensures
that speciaistsand GPs are paid the same fee for the same work.

A GP through the National Advisory Committee of the VVCS and a Practice
Manager through the AMA have raised concernsthat Incentive Paymentsare no
longer applied to services provided by Practice Nursesand ECGs. It has dways
been DVA'’s intention that practice nurse itemswould continueto attract an
incentive payment and feedback from Medicare Australiaindicates that thisis
the case. For ECGs, these are funded under the RMFS arrangements at 140% of
the MBS fee and therefore do not attract an incentive payment. The DVA feeis
$40.40 whereas Medicare funds the equivalent service at 75% of MBS. GPs
should not have been claiming an incentive payment for thisitem and the system
change now ensuresthat they get paid the same fee asadiagnostic specialist for
thisservice.

b) Gold Card CPI Increase - Isit correct that the Gold Card CPI fee increase
for GPswas 2.3% when the yearly CPI was 5% and that the medical CPI
accepted level is8%?

All Australian Government medical and other health fees are indexed by WCI-5.
W(CI-5 for 2007/08 was 2.3%. The CPI for the same period was 4.5% and the




Health CPI was 4.8%. The Australian Bureau of Statistics (ABS) also notesthat
the CPI increase to the end of June 2008 excluding housing and financial and
insurance serviceswas 3.3%.

¢) 12 Month prescriptions— Blister Packs - There was an el ection commitment to
extend prescription to cover a 12 month period and to introduce the use of
Blister Packs. Can you provide an update on this?

There was an announcement in the Budget that people with chronic conditions
would be able to get extended prescriptions from their doctor for adesignated
range of pharmaceuticals. Thisinitiative was intended to commence on 1 July
thisyear but is dependent upon an assessment by the Pharmaceutical Benefits
Advisory Committee of those pharmaceutical s suitable for this arrangement.
Thiswork iswell under way and an announcement from the Department of
Health and Ageing on thisis expected shortly.

Blister packs and the Dose Administration Aid (DAA) have been introduced and
therehasbeen asteady increase in the uptake of these Ms Reggett referred to a
case where afee had been incurred for the use of ablister pack. Mr Douglas
noted that there must be aprescription for this otherwise there will be afee. Mr
Telford added there were some caseswhere ablister pack isnot suitable for
some medicines and thisis at the discretion of aGP. The 12 month prescription
initiative is expected within thisfinancia year.

d) Specialist theatre booking fees - Thisissue relatesto two specific cases where
a specialist booking fee was charged to veterans undergoing surgery— the first
casein Latrobe Private Hospital and the second concerned with an orthopaedic
surgeon.

Any contracted hospital charging veteransfees of the sort outlined aboveisin
breach of its contract with DVA. Veteranswho are billed in thisway should
contact the Department who will organise either the withdrawal of the bill or
reimbursement by thehospital. The exception to thisiswhere the veteran has
agreed to meet the cost of aprivate room.

Case One: A phone call was madeto the Veteran Liaison Offer (VLO) at
Latrobe Private Hospital (LPH) on Thursday, 13 November 2008 to investigate
the matter. The VLO advised that avisiting doctor books one of the consulting
suitesat L PH to perform minor procedureson hispatients. The patientsare not
inpatients or day patients of L PH and they do not appear in the hospital records.
LPH providesanursefor the procedures and billsthe doctor for the cost of
consumables, nursessalary and use of theroom.

The $75.00 referred to isaprocedure room fee charged by the doctor to his
pensioner patients. However, the VLO assures DV A that veteransare not
charged thisfee on the understanding that the treatment item claimed by the
doctor through DVA compensatesfor the costsincurred in the consulting suite.
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The Chair asked that thisissue be followed up with the veteran concerned and
the VLO at thehospital to investigate asto whether thisisaone-off or a

systematic problem.

Action: Mr Douglasto follow-up with the veteran and the VLO concerned to
investigate asto whether thisisa one-off problemor a systematic problem.

Case Two: An orthopaedic surgeon who operatesin the Albury area charges
patients atheatre booking fee of $350.00 (cash only) which must be paid prior to
surgery. The patient isobliged to sign a Theatre Booking Fee form consenting to
thispayment. Thedoctor explains on theform that thefeeis required because
of: “the significant explosion in medical defencefeeslevied each year”.

This doctor isone of three or four specialistswho have cometo DV A’ sattention,
nationally, for this practice and they are also known to charge the sameratefor
all patients, regardless of whether they are entitled veteransor not.

When DVA becomes aware of such cases, its practice isto contact the
specialist’ srooms and attempt to dissuade the charging of the out-of-pocket fee
toveterans. In addition assistance is offered to the veteran to access dternative
specialists who accept the DVA schedule fee.

DVA'’sinvestigationsinto thisissue have found that there are two orthopaedic
practices operating in the Albury area; one charging the theatre booking fee and
the other not. DVA will work with the Albury Private hospital to ensure that
veterans are aware that thereisalocal option to accessa‘nocharge’ specialist
orthopaedic service.

The Chair asked that aletter be sent to the Doctor concerned detailing DVA’s
position to the additional fee.

Action: Mr Douglasto follow-up via letter with the doctor concerned detailing
DVA' sposition to this situation of additional charges.

€) Specialist fees - Are specialist fees paid at the market ratearrived at asan
aver age of the payments made by the Private Health Funds?

Asoutlined previoudly, the indexation approach used followsthe general
Government approach to health fee indexation.

All of themedical and allied health fees covered by the changesin 2006 are
currently indexed by WCI-5 which isthe same index used to index the Medicare
Benefits Schedule and arange of other Health expenditure areas. A review in
2006 suggested that WCI-5 was areasonable surrogate in the short term asiit
paralleled theincrease in no-gap and known gap fees paid by health insurers
reasonably well.
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DVA hashad preliminary discussionswiththe AMA, the Australian Dental
Association, pathol ogistsand some of the allied health groups about gathering
dataon real cost increases so that an accurate picture can be gained of cost
increases relative to indexation. Should agap be established, thereisthe
potential for thisdatato be used asthe basis for a submission to Government
seeking an adjustment to restore fees to the equivalent of the 2006 levelsinrea
terms. Current feedback from the AMA and the other provider groupsindicates
that the arrangements are working well.

f) Diabetes medication - As of January next year, will DVA only pay for 2
individual medications for diabetes control.

DVA has been advised by the Department of Health and Ageing that, onthe
recommendation of Therapeutic Goods Administration (TGA) and
Pharmaceutical Benefits Advisory Committee (PBAC), there have been some
changesto thelisting of Roziglitazone. This anti-diabetic drug hashad some
serious side effects reported and indicationsfor its use have been changed on the
PBS. Changeswere notified on 1 October 2008 and 1 November 2008. The
changesinvolveremoval of thedrug in triple therapy (in combination with
metformin and sulphonylureas). Essentially, people can beon three medications
for diabetestreatment but there is concern for people on the three drugs asthere
arereports of side effects.

Provisions have been made for those people holding repeats for Roziglitazone
and the repeats can be dispensed until they run out. Inthissituation the
prescriber (LMO) can change treatment to alternativedrugs. If intherare
situation where a prescriber needsto weigh up the risks and benefits of using
roziglitazone in difficult to manage diabetic veterans, the adviceisthat the
prescriber should discussthe need with VAPAC. The changestothe PBS are
made on expert advice after reports of seriousadversereactionstothedrug. The
PBSisacting in theinterests of patients. If thereisanissue adviceistoget the
veteranand their LM O to contact DVA and VAPAC.

Mr Douglasreferred to the following item raised by Ms Reggett and provided
the memberswith abriefing on the initial request and DV A’ sresponse.

g) Pathology - Thereisgeneral concern that pathology companieswill beginto
charge DVA clients an additional fee for home visit collection.

Under DVA'sarrangements for pathology services, DV A paysfor all pathology
servicesdelivered to DV A entitled persons afee of 100% of the Medicare
Benefits Schedule (MBS). In addition, effective from 1 November 2008, the
"coning rule" for pathology itemswill no longer apply to DV A patients. The
"coning rule" limited the payment of pathology itemsto the three highest value
items claimed, where more than three pathology items were requested by aLMO
for patientsin the community (non-hospital). With the changesimplemented by
DVA, pathology providerswill now be paid for al itemsrequested. While this
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changeto the businessrule for pathology only cameinto effect on 1 November
2008, under the changes DV A will pay for these previously unpaid services
dating back to 1 November 2007. The combined effect of these changes gave
pathol ogists an increase of nearly 20% over the feesthat applied prior to
November 2006.

In caseswherea DV A entitled person is not house bound, they are also ableto
access DV A'stransport arrangements to travel to and from apathology provider,
aswell asLMO or specialist.

Aswith other DV A health services, when health providerstreat a veteran under
their Gold or White Card they are required to accept the Department’ s conditions
when providing servicesto veterans. These arrangementsinclude accepting the
appropriate feefor service asfull payment for their services, and not levying any
additional fee on theindividual veteran. Discussions with the Australian
Association of Pathology Practices hasindicated that they remain committed to
ensuring that thisoccurs. Therefore, if aprovider who has agreed to provide
servicesunder DV A arrangements attempts to charge the veteran afee, the
veteran should not pay the bill and should contact DVA.

5.7 Low vision aids schedulereview

Mr Douglas informed the members that a working group, including nominees of
the Optical Advisory Group (OAG) and DVA staff, commenced areview of the
arrangements for provision of low vision aidsin 2007. Thisreview looked at the
itemsin Schedule 3 - Low Vision Aids (thelow vision aids schedul€) of the
Pricing Schedule for Visua Aidsand thelow vision items on the Rehabilitation
Aidsand Appliances(RAP) Schedule with an aim toalign them with industry
practice and standards, and streamline the arrangementsfor supply.

Thereview of thelow vision aids scheduleitems has resulted in arange of
changes being recommended. Consideration isnow being given to the
recommended changes and the impact that these may have on the provision of
services.

5.8 Veterans Service Centre Update

Mr Douglas briefed the members on the VSC, which continuesto provide phone
servicesto veteransfrom Victoria, South Australia, Northern Territory and
Western Australia. On occasion, the V SC answers calls originating from
Tasmaniaand Queendand when back-up arrangements are required to cover
staffing absences inthose locations. Significant planning isunder way to enable
the VSC to answer al veteran callsfrom all partsof Australia

The V SC enablesveteransto access DV A servicesthrough asingle contact
point. Theaim of the VSC isto complete 80% of calls at thefirst point of
contact. VSCis currently completing 70% of calls, and thisisimproving sowly
with training and as staff increase in confidence and experience.

Mr Douglas noted that given the undertaking that clientswould speak directly
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6. Mental
Health

with aperson and not amachine that there have been some difficultiesinits
establishment given the breadth of knowledge that the staff must have, whilst
noting that it isa continual and gradual process of improvement.

5.9 Client Liaison Unit Update

Mr Douglas provided the memberswith an update and background information
on the CLU which was established in June 2007 to manage the relationships
between those clients who are vulnerable and/or have complex needsand DVA.
The CLU, asmall Nationa unit in Melbourne, is currently actively managing 32
clientsand have detail s of another 270 plus clients who are being monitored.

The CLU have developed anumber of processes and proceduresto assist in these
relationships between DV A and clients such as processesto notify clientsin
advance about entitlement changesthat are known to trigger client distress. The
CLU have also developed highly trained staff in handling complex situations,
who have become an invaluable resource for DVA.

Mr Ryan sought clarification about how clients at risk were flagged or referred to
the unit. Mr Killesteyn noted that the conditionsfor referral varied and that
officersin the unit were trained to deal specifically with the conditions displayed
by the clients. Mr Doust asked whether the unit would be expanded. Mr
Killesteyn explained that the CLU operates nationally from Mebourne and was
working efficiently and effectively. Mr Killesteyn noted that there had been
extensive work undertaken in identifying indicators of peoplethat may be at risk
such as potentially accepted disabilities, alcoholism, or the complexity of claims.

Mr Telford provided an update on Mental Health to the Committee and referred
to the paper that had been provided to the members prior t o the meeting.

Theimplementation of an ADF Mental Health Lifecycle Package where
initiatives currently being worked on includes Barriersto Rehabilitation;
Improved Treatment Optionsfor Hard to Engage Clients Project; and Transition
Case Management and Family Support initiative. Mr Telford informed the
membersthat DV A has commissioned ACPMH to devel op, implement and
evaluate the nationa training measuresto improve the competencies of
community-based mental health practitionersincluding VVCS and DVA
contracted counsellors and social workersin treating veterans with common
mental health problems.

A National Suicide Prevention Strategy for the Veteran Community - Operation
Life will include apilot program to introduce online counselling and support
servicesfor veteransand their familieswho find it difficult to attend face-to-face
counsalling, aswell astheintroduction of web-based or CD ROM resources
aimed at increasing suicide awareness and prevention. Thepilot project isdueto
commence in 2009 with new online Operation Life servicesto belaunched in
2009-10.

The Terms of Reference for the independent study of suicidein the ex-service
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community was announced by the Minister for Veterans Affairson 22 August
2008. The study included acall for submissions, consultations with key
ex-service organisations and an international literature review, aswell asthe
review of specific cases. Professor David Dunt, public health specialist and
epidemiologist was appointed to undertake the study, as wel as the Review of
Mental Health Carein the Australian Defence Force and transition through
discharge. Both reportsaredueto be presented to the Government shortly.

Mr Telford noted that The Right Mix project and websiteis currently being
updated and an a cohol correspondence program is being devel oped to enhance
the effectiveness of thisresource and ensure improved links to other mental
health programs. Griffith University iscurrently finalising research that outlines
thelast clinical contact suicide victims had with health professionalsin order to
determine whether this contact offered an opportunity for intervention. Data
collection isdueto befinish by December 2008. The final report isexpected to
be available in October 20009.

The PTSD algorithm for health practitioners, developed by ACPMH, isfinalised
and is currently being disseminated nationally to General Practitioners, Clinica
Psychol ogists and community-based mental health providers.

Mr Telford referred to the paper that had been provided to the membersprior to
the meeting. Mr Telford informed the member’ sthat NERTAC' slast meeting
was held on 7/8 August in Sydney where the following points were the main
issues discussed.

It was agreed that theissue of Affordable Home Carefor the Elderly (including
rental problems) should betaken up by NERTAC rather than the State
committees. Membersreceived a presentation entitled Towards2030 by Pamela
Rutledge, Executive Director, Office for Ageing, Department of Ageing,
Disability and Home Care, who advised the members that ESOs should be
reflecting on their role in prevention and early intervention; asacommunity of
interest in promoting innovation and leadership; and as an employer. The
evaluation report of Veterans' Home Careby Wollongong University was
released on 17 March and the members were updated that thegovernment isstill
considering the options presented.

One of the other main issues discussed were the Guidelines for Meeting “ Specia
Needs”, whereterms of referencefor aproject to providing apractical guideto
best practice in meeting “ special needs’ in aged care are being drawn up.

The Chair of NERTAC has retired since the last meeting.

The Chair informed the membersthat the firss PMAC meetingwasheld on 9/10
October in Canberra.

The Chair noted that the PMAC members agreed on Terms of Reference (TORS)
and the Minister asked PMAC to consider anumber of issues, one being
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consultation between the veteran community and DVA.

Ms Reggett, amember of PMAC, noted that the TORs clearly state that the
committeeisan advisory committee to provide advice on major issuesand
facilitate better outcomesfor the veteran community. Other issuesdiscussed by
PMAC werethe Clarke Report, consultative processes and the MRCA review.
During the first meeting over two days, PMAC received presentations from the
Secretary of DVA, the Minister and Professor Dunt.

The Chair referred to the several layers of current consultation betweenthe
veteran community and DVA. The Chair noted that whatever the final outcome
of the consultative review, thereisacommitment for the Commissionto hold a
forum with the major ESO groups afew times ayear which is complimentary to
PMAC — asPMAC isnot the Commissions forum. The Chair also noted that he
felt there was agap in the Department since the old Operational Working Group
has been disbanded and further noted that NATMOC and the Sate TMCs were
originally created to monitor the divestment of the Repatriation Hospitalsover a
decade ago, and since thattime the forums have changed.

The Chair confirmed that the datefor the next NATMOC meeting isstill 26
March. However, it is possible that by thistime there may be adifferent
configuration of this meeting. Thelocation for this meeting, should it proceed,
was confirmed as Canberra.

Mr Ryan sought clarification of theadministrative arrangements for the PMAC.
Ms Reggett stated that DV A providesthe secretariat and administrative support
at thisstage. The Chair further clarified that Dr Alan Hawkeis Chair of the
Committee and the committee agreed for DV A to provide the secretariat support
at thistime. The Minutesfor the PMAC meeting are available on theMinister’s
website.

Mr Telford referred to the papers that had been prepared by Dr Killer and
circulated to the members. Mr Telford informed the membersthat the next
MATES module will be on Warfarin scheduled for release in January 2009.

With regard to the Neuromonicstrial, Mr Telford commented that the trial had
proved to have significant benefitsfor peoplewith tinnitus, and if positive and
successful outcomes continued, the trial wouldhopefully be broadened after
further assessment and consideration by the Commission.

Mr Douglas briefed the memberson SRCA/MRCA performance. Mr Douglas
noted that there was improvement in the timestaken to process(TTTP) for SRCA
and MRCA and that days on hand was|essthan the 120 day target. For
Permanent Impairment clams TTTPfor SRCA has again reduced. MRCA
TTTP hasremained fairly stable. Completion ratesfor both SRCA and MRCA
are exceeding intake across most locations. Reconsiderations received for SRCA
havedecreasad, while MRCA intake has doubled.
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The clearancerate of AAT casesremainsliow. Theoverall number of new
Return to Work (RTW) cases and the percent of successful return to work
remainsconsistent. Thisisadirect result of the successful implementation of the
ADF rehabilitation program and the cooperative working practices between

DVA and Defence particularly in transition of membersto civilian life.

The Integrated People Support Strategy (IPPS) wasrolled out during September
to Sydney Central, ACT/NSW, RiverinlMurray Valey, Vic and Sydney West .
Further rollouts have taken place during October and the final regionswill be
Tasmaniaand Southern Victoriain November . Theinitial uptake by Defence
Trangtion staff in Sydney Central and Riverina/Murray Valley was
disappointing but uptakeisimproving. There hasbeen apositivetrendin Single
Access Mechanism (SAM) activity so far thisfinancial year and DVA and
Defence SAM teams continue to meet monthly to discuss and document waysin
which toimprove SAM business activities, with aview to improving request
responsetimes.

The members noted that they did not receive the report that Mr Douglasis
referredto. Action: The Secretariat to e-mail the paper to the members.

Ms Reggett asked for an update onthesingle claim form. Mr Douglasinformed
the membersthat work is still being undertaken on the design and how DV A will
screen the form when it comes to the Department for processing. Mr Douglas
noted that heis confident the form will be implemented in the first half of next
calendar year and that there was a dedicated project officer working through
theseissues. It wasfurther noted that regarding the review of MRCA , adecision
announced by the government prior to the election will be apublic process with
calsfor public submissions and PMAC will only consider this review; it will not
beundertaking the actua review.

The Chair invited the NATMOC membersto raise any further issues.

AVM Paule informed the committee that the National Hearing Consultative
Committee appeared to still bein limbo and when hewaslast in touch with the
committee he was informed that there were no new appoi ntmentseven though
the nominations to the committee ran out last year. Mr Killesteyn stated that
Department of Health and Ageing were still to progress further with the
committee and he was waiting for an update on this.

The Chair and members noted that the next NATMOC mesting datewill be the
26 March 2009 in Canberra.
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