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Chapter 1 

Introduction 
Referral of inquiry 

1.1 On 22 June 2011, the Senate referred the following matter to the Community 
Affairs References Committees for inquiry and report: 

The Government’s funding and administration of mental health services in 
Australia, with particular reference to: 

a) the Government’s 2011–12 Budget changes relating to mental 
health; 

b) changes to the Better Access Initiative, including: 

i. the rationalisation of general practitioner (GP) mental 
health services; 

ii. the rationalisation of allied health treatment sessions; 

iii. the impact of changes to the Medicare rebates and the 
two-tiered rebate structure for clinical assessment and 
preparation of a care plan by GPs; and 

iv. the impact of changes to the number of allied mental 
health treatment services for patients with mild or 
moderate mental illness under the Medicare Benefits 
Schedule; 

c) the impact and adequacy of services provided to people with 
mental illness through the Access to Allied Psychological 
Services program; 

d) services available for people with severe mental illness and the 
coordination of those services; 

e) mental health workforce issues, including: 

i. the two-tiered Medicare rebate system for psychologists, 

ii. workforce qualifications and training of psychologists, 
and 

iii. workforce shortages; 

f) the adequacy of mental health funding and services for 
disadvantaged groups, including: 

i. culturally and linguistically diverse communities, 

ii. Indigenous communities, and 

iii. people with disabilities; 

g) the delivery of a national mental health commission; and 
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h) the impact of online services for people with a mental illness, 
with particular regard to those living in rural and remote locations 
and other hard to reach groups; and 

i) any other related matter. 

1.2 The reporting date for the inquiry was originally set as 16 August 2011; this 
date was subsequently extended to 20 September 2011, and again until 
20 October 2011. The committee tabled an interim report on 20 October, indicating 
that the final report would be tabled by 28 October. A second interim report was 
presented on 28 October 2011 to give the committee time to fully consider the 
evidence to the inquiry. 

Conduct of inquiry 

1.3 The inquiry was advertised in The Australian and on the internet. The 
committee also wrote directly to a number of organisations and individuals inviting 
submissions to the inquiry. The committee received over 1500 submissions as well as 
form letters, other correspondence and additional information. The committee held 
two public hearings, the first in Melbourne on 19 August 2011 and the second in 
Canberra on 5 September 2011. 

1.4 The large volume of evidence provided to the committee has delayed 
completion of the processing of submissions. In a later sitting week there will be a 
supplementary tabling of evidence received. 

Privilege matters 

1.5 In mid-July 2011 the committee was considering the submissions that it had 
received. The committee noted that over ten submissions incorrectly stated that the 
committee had reached a conclusion: 

The Senate Community Affairs Committee has concluded that there are no 
grounds for the two-tiered Medicare rebate system for psychologists and 
recommends the single lower rate for all psychologists including clinical 
psychologists.1 

1.6 The committee established that these submissions had been prepared in 
response to a newsletter circulated via email by Mr Cichello from the Australian 
Psychological Society's College of Clinical Psychologists (CCP). This newsletter had 
presented a hypothetical scenario, intended to encourage CCP members to make 
submissions to the inquiry, but was widely misconstrued as implying that the 
committee had prejudged the issue. 

1.7 Once the committee became aware of the source of this problem, it made 
contact with the Australian Psychological Society (APS) and was advised that there 

 
1  For example, Natalie McCall, Submission 24, p. 1. 
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had already been clarification within the organisation to address the misconception. 
As the newsletter was by this time some days old, the committee took the view that 
there was no merit in trying to correct the record to the original email distribution list. 
While it meant that the committee received submissions that inaccurately described 
the committee's work, this did not actually interfere with that work. The committee 
decided to place on its submissions webpage a notice stating: 'The committee advises 
that, contrary to some submissions, it has made NO recommendation regarding the 
two-tiered rebates system'.2 

1.8 On 24 July, the Australian Association of Psychologists Incorporated (AAPI) 
sent a newsletter by email to a distribution list that comprised a large number of 
psychologists (not only its own members), and placed the newsletter on its website. 
The email / newsletter included the following: 

Reading the submissions already received by the Senate Inquiry, one can 
quickly and easily ascertain how many of our 'clinical colleagues' view the 
86% of their non 'clinical' colleagues. 

We will be presenting to our readers some of the more interesting 
comments over the next few weeks, along with the names of the people 
who have made such arbitrary and derogatory statements. Their comments 
and names are already publicly available on [the committee website]... 

Treat yourself to their collective wisdom by reading their submissions on 
the above webpage. If you feel inspired to lodge complaints to the PBA 
about their unethical conduct, you may like to familiarise yourself with 
Sections C.1.2, C.2.1, C.2.3.a.b.d & f; as well as the expectations that 
psychologists conduct themselves in ways which respect the rights and 
dignity of all others, with propriety and integrity. You will get plenty of 
material from reading their submissions for ethics complaints. All such 
complaints need to be assessed by the PBA. 

As most, if not all of these people are members of the APS; you might 
consider sending the same ethics complaints on to their professional body 
that developed the Code of Ethics... 

... 

AAPi will be naming the 'clinical' psychologists who denigrate most of 
Australia’s psychologists in their submissions to the Senate Inquiry, to 
assist you in deciding who you want your training funds to go to. 

1.9 Within 48 hours of the emailed newsletter being distributed, the committee 
had received complaints about the newsletter from representatives of two different 
professional associations, including Mr Cichello. It also received complaints from 

 
2  Senate Community Affairs References Committee, Commonwealth Funding and 

Administration of Mental Health Services: Submissions received by the Committee, 
http://www.aph.gov.au/senate/committee/clac ctte/comm fund men hlth/submissions.htm 
(accessed 16 October 2011) 

http://www.aph.gov.au/senate/committee/clac_ctte/comm_fund_men_hlth/submissions.htm
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individuals who believed the message was threatening them or their professional 
practice. 

1.10 The issue was further complicated by the fact that the Mr Cichello had 
emailed members of the CCP on or around 25 July, drawing their attention to the 
AAPI newsletter and advising them that he had complained about it to the committee. 
Some of his organisation's members, concerned about the AAPI newsletter, then wrote 
to the committee asking that their names be withheld from their submissions, or that 
their submissions be made confidential. 

1.11 On 26 July, the committee held a private meeting, at which it agreed to write 
immediately to the AAPI, asking them to email a message to their distribution list: 
• Indicating that they have withdrawn their most recent newsletter as it may 

have led some psychologists to believe they were being threatened or attacked 
over evidence they had given to the Senate inquiry; 

• Stating that it was not the AAPI's intention to make any such threat;  
• Explaining the requirements of privilege resolution 6(10) and section 12 of 

the Parliamentary Privileges Act 1987; and 
• Encouraging their members to make submissions to the inquiry should they so 

wish. 

1.12 The committee also wrote to Mr Cichello, asking him to email his members: 
• Indicating that the Community Affairs Committee had reminded all parties 

participating in its inquiries, including the Australian Association of 
Psychologists Inc, of the requirements of privilege resolution 6(10) and 
section 12 of the Parliamentary Privileges Act 1987; and 

• Encouraging their members to make submissions to the inquiry should they so 
wish. 

1.13 On the evening of 26 July, the AAPI complied with the committee's request 
both by issuing a corrective email and removing the 24 July newsletter from their 
website. Mr Cichello likewise immediately sent out an email in response to the 
committee's request. 

1.14 Also on 26 July, the committee wrote a general letter to all four psychology 
associations it had been dealing with to that point: the AAPI, the CCP, the CCP's 
parent organisation the Australian Psychological Society (APS), and the Australian 
Clinical Psychology Association (ACPA). The letter stated in part: 

The committee is taking this opportunity to draw to the attention of 
stakeholders the Senate Privilege Resolutions... Of most relevance are 
resolutions one and six, which concern procedural protection of witnesses, 
and matters constituting contempt. 

If, at any stage, you have any concerns about the conduct of any party in 
relation to the committee's inquiry, you should bring these concerns directly 
to the attention of the committee, and let the committee deal with them. 
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1.15 Unfortunately, this did not represent the end of the matter. Over subsequent 
weeks the committee received a number of communications from psychologists, 
complaining about the conduct of members of their own and other organisations. 
Subjects of the complaints included representatives of the AAPI, the CCP, the APS, 
and some individuals. Some of this correspondence reflected professional 
disagreements and debates about submitters' evidence. These were generally accepted 
as supplementary submissions and answers to questions on notice, which have been 
published by the committee. 

1.16 However, there were also complaints that individuals were being threatened 
with penalties as a result of their evidence to the committee. The threats included the 
possibility of loss of office within organisations. As a result of some of these 
complaints, the committee provided oral advice to a range of parties and on 12 August 
2011 wrote to the Australian Psychological Society and to the chairs of its individual 
colleges, reiterating the importance of parliamentary privilege and the protection of 
witnesses. It wrote to the APS on a third occasion on 23 August 2011 for a similar 
purpose. 

1.17 Despite the committee's swift response to several complaints, it continued to 
receive emails and phone calls, right up to the time of tabling the report, from 
submitters wanting their names withheld or removed from the committee's website, or 
for their submissions to be made confidential. A significant proportion of these emails 
and calls appeared to stem from disquiet over the actions of professional associations, 
particularly the AAPI. 

1.18 The committee wishes to place on record that the actions of numerous parties 
within the psychology profession caused considerable frustration for the committee, 
anxiety for submitters, and reflected poorly on most of the professional bodies 
involved. The events above caused significant additional work for the committee 
without any benefit to its consideration of the terms of reference. 

1.19 On balance the committee decided not to seek a referral of any of the above 
matters to the Senate Committee of Privileges because, while many of the actions 
involved may constitute potential contempts, the committee's main concer—the 
obtaining of evidence—as not significantly impeded. While large numbers of 
submitters sought a change in the status of their submissions (to name withheld or 
confidential) very few sought to withdraw from the process. On the contrary, several 
submitters appeared to have been provoked into making submissions because they 
were angry about the conduct of individuals or organisations. 

1.20 The committee advises the professional associations that it remains vigilant 
regarding any penalties imposed on a witness as a result of evidence given to this 
inquiry. 

Scope of inquiry 

1.21 The Government's 2011–12 Federal Budget includes a commitment to 
National Mental Health Reform. Most of the Terms of Reference for the inquiry are 
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related to, or affected by, funding changes made in the budget.3 The Government 
explains in the budget papers that the major goal of the National Mental Health 
Reform is to address service gaps in the mental health care system, with a particular 
focus on early intervention and addressing the needs of priority groups. 4 

1.22 Priority groups identified in the budget papers include: 
• People with a severe and persistent mental illness; 
• Young people (under 25); 
• Men; 
• Indigenous people; 
• People from Culturally and Linguistically Diverse (CALD) backgrounds; 
• Carers of people with a mental illness; 
• Residents of rural and remote areas; 
• People living in low income areas; and 
• People with a disability.5 

1.23 As well as stating its immediate goals for mental health reform, the 
Government also plans to develop a ten year reform roadmap for mental health. This 
will be informed by the results of the current reform agenda, data analysis, research, 
and the advice of a National Mental Health Commission also established through 
funding provided in the 2011–12 budget.  

1.24 The first of the two major programs affected by the budget changes is the 
Better Access Initiative.  This is a program designed to encourage patient referrals 
between GPs, psychologists, clinical psychologists, social workers and occupational 
therapists, and to promote mental health education and training for health 
professionals. 6  The program expands services that attract a rebate under the Medicare 
Benefits Schedule (MBS), and like other MBS items often involves a co-contribution 
by the consumer.  The program is not capped by government.     

1.25 The second program is the Access to Allied Psychological Services (ATAPS) 
program.  This has been in existence since 2002 and was designed to fund 'short term 

 
3  All Terms of Reference have some link to the 2011–12 budget changes except for items (i) and 

(ii) of 'mental health workforce issues'. These issues are addressed in Chapter 4. 

4  National Mental Health Reform 2010–12—Ministerial Statement, 10 May 2011, p. 3. 

5  Several of these priority groups were identified as traditionally underserved by Medicare. 
National Mental Health Reform 2010–12—Ministerial Statement, 10 May 2011, pp 10–14. 

6  Department of Health and Ageing, Better Access to Psychiatrists, Psychologists & General 
Practitioners through the Medical Benefits Schedule Initiative, 
http://www.health.gov.au/internet/mentalhealth/publishing.nsf/Content/better-access-through-
mbs-1 (accessed 5 August 2011). 

http://www.health.gov.au/internet/mentalhealth/publishing.nsf/Content/better-access-through-mbs-1
http://www.health.gov.au/internet/mentalhealth/publishing.nsf/Content/better-access-through-mbs-1
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psychology services for people with mental health disorders through a capped 
fundholding arrangement delivered through Divisions of General Practice'.7  The 
ATAPS projects enable GPs to refer patients with high prevalence disorders such as 
depression and anxiety to allied health professionals (predominantly psychologists).8 
The program is not funded through the MBS and does not generally attract a co-
contribution from consumers.    

General views on the budget announcements 

1.26 There was a mixed reaction for the budget announcements with broad support 
for the overall increase in the mental health budget, qualified by some stakeholders 
who objected to aspects of the detailed proposals.  Consumer organisations in 
particular welcomed the focus in improving mental health in Australia. The Mental 
Health Council of Australia expressed the view that the announcements were:   

...an important step towards improving the mental health system and the 
mental health of all Australians. They reflect a commitment by the 
Government to improving mental health and increasing the availability of 
mental health services in Australia.9    

1.27 The Consumer Health Forum agreed with the view that changes will have 
benefits for mental health consumers: 

The Federal Government's 2011-12 Budget promised a range of new 
initiatives for mental health services that will result in improved outcomes 
for many Australians.10 

1.28 The Public Health Association of Australia also concurred that the changes 
demonstrate a commitment to improving mental health: 

The overall changes to the Federal Mental Health Budget are justified and 
the focus on mental health is welcomed by PHAA.11  

1.29 The Australian College of Mental Health Nurses stated: 
When the Government's mental health reform package was announced as 
part of the Budget in May 2011, the ACMHN welcomed and supported this 
investment in improving services and support for people with mental health 
issues.12 

 
7  Department of Health and Ageing, Review of  the Access to Allied Psychological Services 

Component of the Better Outcomes in Mental Health Care Program– February 2010, p. 3. 
8  Department of Health and Ageing, Evaluating the Access to Allied Psychological Services 

Component of the Better Outcomes in Mental Health Care Program, Sixteenth Interim 
Evaluation Report, July 2010, p 3.    

9  Mental Health Council of Australia, Submission 198, p. 2. 

10  Consumers Health Forum of Australia, Submission 179, p. 1. 

11  Public Health Association of Australia, Submission 195, p. 4. 

12  Australian College of Mental Health Nurses, Submission 447, p. 2. 
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1.30 Similarly, the Australian Nursing Federation strongly endorsed the package: 
The Australian Nursing Federation (ANF) has welcomed the Australian 
Government's additional $1.5 billion budgetary commitment to Australia's 
mental health services. The raft of new initiatives announced in the 2011/12 
Budget will help provide much-needed social and clinical support for 
mental health across the country.13 

1.31 The Australian Medical Association, the Royal Australian College of General 
Practitioners, as well as the Australian Psychologists Society all expressed concerns 
about the impact of the changes to the Better Access initiative.  The AMA requested 
that the committee: 

...recommend that the Government reverse its 2011/12 Federal Budget 
decision to cut Medicare funding for mental health services delivered by 
GPs and psychologists under the Better Access Program.14  

1.32 The Australian Psychological Society urged the committee to: 
...focus its attention on the Federal Budget cuts to the Better Access 
initiative as these are due to come into effect on 1 November 2011 and will 
deny effective psychological treatment to an estimated 87,000 people per 
annum from this date.15 

1.33 While the Royal Australian College of General Practitioners said that: 
The College is gravely concerned regarding the proposed cuts to the Better 
Access program and the subsequent impact on mental health delivery for 
every patient age group, demographic, and geography throughout 
Australia.16 

Consultation on mental health spending 

1.34 In 2008, the Government established the National Advisory Council on 
Mental Health (NACMH). Granted $2.4 million over three years as part of a 2007 
Federal Election commitment, the Council: 

...provide[s] a formal mechanism for the Australian Government to gain 
independent advice from a wide range of experts to inform national mental 
health reform.17 

 
13  Australian Nursing Federation, Submission 542, p. 1. 

14  Australian Medical Association, Submission 185, p. 1. 

15  Australian Psychological Society, Submission 159, p. 3.   

16  Royal Australian College of General Practitioners, Submission 172, p. 3. 

17  Department of Health and Ageing, National Advisory Council on Mental Health, 
http://www.health.gov.au/internet/mentalhealth/publishing.nsf/Content/National+Advisory+Co
uncil+on+Mental+Health (accessed 7 October 2011). 

http://www.health.gov.au/internet/mentalhealth/publishing.nsf/Content/National+Advisory+Council+on+Mental+Health
http://www.health.gov.au/internet/mentalhealth/publishing.nsf/Content/National+Advisory+Council+on+Mental+Health
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1.35 The NACMH is chaired by the Hon Mark Butler MP, Minister for Mental 
Health and Ageing. Appointed members were: 

Mr Michael Burge; Monsignor David Cappo AO, Deputy Chair; Associate 
Professor Neil Cole; Ms Adele Cox; Mr David Crosbie; Professor Allan 
Fels AO; Professor Ian Hickie AM; Professor Lyn Littlefield OAM; 
Adjunct Professor John Mendoza, former Chair;18 Professor Helen Milroy; 
Ms Dawn O’Neil AM; Dr Rob Walters.19 

1.36 In December 2010, the Mental Health Expert Working Group was established 
specifically to provide advice on mental health reform in the lead-up to the 2011–12 
Federal Budget. Membership of this group comprised: 

Dr Christine Bennett; Monsignor David Cappo AO; Dr Pat Dudgeon; Mr 
Anthony Falker; Mr Toby Hall; Professor Ian Hickie AM; Professor Lyn 
Littlefield OAM; Ms Janet Maher; Dr Christine McAuliffe; Professor 
Patrick McGorry; Professor Frank Oberklaid; Ms Sally Sinclair.20 

1.37 The Terms of Reference for the expert group were determined as follows: 
The Mental Health Expert Working Group (MHEWG) is being established 
as a time-limited working group to provide confidential, strategic and 
practical advice to the Australian Government to inform mental health 
reform directions and decisions. 

The MHEWG will provide significant input to the Australian Government 
about how to achieve well coordinated, cost-effective and lasting reforms to 
mental health care across a broad range of clinical and non clinical service 
systems with the aim of developing a strong, sustainable system now and 
into the future.21 

1.38 Questions were asked by some submitters during the inquiry as to why it was 
necessary to establish a new group to provide advice on the above matters rather than 
consult the NACMH. In response to a question about how the membership of the 
expert group was determined, the Department of Health and Ageing responded: 

Twelve members were appointed by the Minister for Health and Ageing, as 
individual experts on broader social care and participation issues affecting 

 
18  Adjunct Professor John Mendoza tendered his resignation from the Council on 18 June 2010. 

19  Department of Health and Ageing, National Advisory Council on Mental Health, 
http://www.health.gov.au/internet/mentalhealth/publishing.nsf/Content/National+Advisory+Co
uncil+on+Mental+Health (accessed 7 October 2011). 

20  Ms Jane Halton, Secretary, Department of Health and Ageing, Estimates Hansard, 30 May 
2011, p. 71. 

21  Department of Health and Ageing, Answer to a question on notice, 30 May 2011, received 26 
July 2011. The answer to question E11- 219 has not been quoted in full; see Senate webpage 
http://www.aph.gov.au/Senate/committee/clac ctte/estimates/bud 1112/DoHA/index.htm for 
the answers to eight written questions on notice in relation to the Mental Health Expert 
Working Group. 

http://www.health.gov.au/internet/mentalhealth/publishing.nsf/Content/National+Advisory+Council+on+Mental+Health
http://www.health.gov.au/internet/mentalhealth/publishing.nsf/Content/National+Advisory+Council+on+Mental+Health
http://www.aph.gov.au/Senate/committee/clac_ctte/estimates/bud_1112/DoHA/index.htm
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people with mental illness. Membership was settled in consultation with 
other relevant Commonwealth Portfolios.22 

1.39 However, other submitters were dissatisfied with its composition: 
This submission refutes the defence that this group are independent and 
impartial including proffered explanation that the group are picked from a 
small academic mental health sector. There are nearly forty Australian 
Universities who could make solid contribution to a mental health policy 
expert panel... 

This issue is considerably more significant than concerns about conflict of 
interest. The mental health reform agenda is intrinsically based in closed, 
non-consultative and exclusive process which is part of the larger imposed 
shift of health reform.... 23 

1.40 The Department rejected the suggestion that such a group could comprise 
members without any perceived conflict of interest: 

Everyone here declared their conflict of interest. Let us be very clear. 
Mental health is not a large community. Everyone, in some way, is 
conflicted because everyone is involved in the delivery of service. All of 
these people are passionate advocates, and good on them, because they care 
about the delivery of service. What we did and what the minister did with 
this process was actually try to get a balanced view about how you deliver a 
balanced package to meet mental health needs, and the important thing that 
came out of this was an acknowledgement that mental health is not just a 
health issue. Mental health is an employment issue, a housing issue, an 
issue of income, an issue of social justice and I could go on.24 

 

 
22  Department of Health and Ageing, Answer to a question on notice, 30 May 2011, received 25 

July 2011. 

23  Name Withheld, Submission 483, pp 24–25. 

24  Ms Jane Halton, Secretary, Department of Health and Ageing, Estimates Hansard, 30 May 
2011, p. 72. 



 

                                             

Chapter 2 

Better Access Initiative 
Background to Better Access 

2.1 The Better Access to Psychiatrists, Psychologists and General Practitioners 
through the Medicare Benefits Scheme initiative (Better Access) is a central part of 
the Australian Government's contribution to COAG's National Action Plan on Mental 
Health (2006–11). 

2.2 The purpose of Better Access is to integrate allied health and GP services to 
improve the treatment and management of mental health, by expanding the services 
that attract a rebate under the Medicare Benefits Schedule (MBS). The expansion of 
such services was designed to encourage patient referrals between GPs, psychologists, 
clinical psychologists, social workers and occupational therapists, and to promote 
mental health education and training for health professionals.1 The initiative 
commenced on 1 November 2006. Changes were made in 2009 that enabled GPs with 
specific mental health training to claim higher rebates. 

2.3 Under Better Access, new (rebatable) Medicare items were introduced that 
enable: 

• GPs to provide mental health assessments and to develop and implement 
treatment plans; 

• Clinical psychologists to provide therapy; 

• Psychologists, social workers, GPs and occupational therapists to provide 
focussed psychological strategies services; and 

• Psychiatrists to see new patients for an initial consultation.2 

2.4 Such items may be provided to eligible patients for up to 12 individual and 12 
group sessions per year (plus an additional 6 sessions in exceptional circumstances).3 

 
1  Department of Health and Ageing, Better Access to Psychiatrists, Psychologists & General 

Practitioners through the Medical Benefits Schedule Initiative, 
http://www.health.gov.au/internet/mentalhealth/publishing.nsf/Content/better-access-through-
mbs-1 (accessed 5 August 2011). 

2  Department of Health and Ageing, Better Access to Psychiatrists, Psychologists & General 
Practitioners through the Medical Benefits Schedule Initiative, 
http://www.health.gov.au/internet/mentalhealth/publishing.nsf/Content/better-access-through-
mbs-1 (accessed 5 August 2011). 

http://www.health.gov.au/internet/mentalhealth/publishing.nsf/Content/better-access-through-mbs-1
http://www.health.gov.au/internet/mentalhealth/publishing.nsf/Content/better-access-through-mbs-1
http://www.health.gov.au/internet/mentalhealth/publishing.nsf/Content/better-access-through-mbs-1
http://www.health.gov.au/internet/mentalhealth/publishing.nsf/Content/better-access-through-mbs-1
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Evaluation of Better Access 

2.5 In 2009, the Department of Health and Ageing tendered for consultants to 
evaluate seven components of the Better Access program. The evaluation was 
undertaken by researchers from the University of Melbourne (components A, A.2, B 
and E), Flinders University (component C), KPMG (component D), and the 
Department (component F). A summative evaluation, undertaken by a consortium of 
researchers from the University of Melbourne and the University of Queensland, was 
released in mid-February 2011.4 The evaluation was overseen by a Project Steering 
Committee convened by the Department, comprising nine members with 'specific 
experience, expertise and knowledge in relation to program evaluation and the 
delivery of mental health services'.5 

2.6 The evaluation synthesised data from twenty sources to provide responses to 
three key questions: 
• Has Better Access improved access to mental health care? 
• Is Better Access an effective (and cost-effective) model of service delivery? 
• Has Better Access had an impact on the profile and operation of Australia’s 

mental health workforce?6 

2.7 The evaluation concluded that the initiative has improved access to mental 
health care, and the Better Access model has had a generally positive impact on 
service delivery and the mental health workforce.7 More detailed findings relevant to 
the inquiry included: 

• Since the introduction of Better Access, more people have accessed mental 
health services. The uptake of the rebatable sessions has been high and 

                                                                                                                                             
3  Department of Health and Ageing, Better Access to Psychiatrists, Psychologists and General 

Practitioners through the MBS (Better Access) Initiative—Overview, 
http://www.health.gov.au/internet/main/publishing.nsf/content/mental-ba-over (accessed 5 
August 2011). 

4  Department of Health and Ageing, Evaluation of the Better Access to Psychiatrists, 
Psychologists and General Practitioners through the Medicare Benefits Schedule initiative: 
questions and answers, http://www.health.gov.au/internet/main/publishing.nsf/Content/mental-
ba-eval-ques#15 (accessed 5 August 2011). 

5  Department of Health and Ageing, Evaluation of the Better Access to Psychiatrists, 
Psychologists and General Practitioners through the Medicare Benefits Schedule initiative: 
questions and answers, http://www.health.gov.au/internet/main/publishing.nsf/Content/mental-
ba-eval-ques#15 (accessed 5 August 2011). 

6  Dr Jane Pirkis, Dr Meredith Harris, Dr Wayne Hall and Dr Maria Ftanou, Evaluation of the 
Better Access to Psychiatrists, Psychologists and General Practitioners through the Medicare 
Benefits Schedule Initiative: Summative Evaluation Final Report, 22 February 2011, p. 2. 

7  Dr Jane Pirkis et al, Evaluation of the Better Access to Psychiatrists, Psychologists and General 
Practitioners through the Medicare Benefits Schedule Initiative: Summative Evaluation Final 
Report, 22 February 2011, p. 44. 

http://www.health.gov.au/internet/main/publishing.nsf/content/mental-ba-over
http://www.health.gov.au/internet/main/publishing.nsf/Content/mental-ba-eval-ques#15
http://www.health.gov.au/internet/main/publishing.nsf/Content/mental-ba-eval-ques#15
http://www.health.gov.au/internet/main/publishing.nsf/Content/mental-ba-eval-ques#15
http://www.health.gov.au/internet/main/publishing.nsf/Content/mental-ba-eval-ques#15
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increasing: 2.7 million, 3.8 million and 4.6 million Better Access services were 
delivered in 2007, 2008 and 2009 respectively. 

• Many Better Access consumers are suffering from anxiety or depression, and 
are experiencing significant psychological distress, that is, moderate to severe 
rather than mild symptoms. 

• Better Access has gone some way to providing services to people on low 
incomes, living in regional areas or for other reasons not previously accessing 
Medicare services. 

• Of the consumers who accessed services, most accessed between one and six 
consultations (72.7 per cent).  

• According to the evaluation, Better Access services appear to deliver better 
health outcomes in a cost-effective manner.8 

2.8 These findings were qualified by the suggestion, repeated several times 
throughout the summative evaluation, that limitations in available data prevented the 
authors from drawing comprehensive conclusions about the effectiveness of any 
aspect of the program.9 

2.9 A list of the strengths and weaknesses of each data source was presented in 
Table 1 in the report. The strengths listed in relation to many of the data sources 
include: large and representative sampling; use of MBS to provide useful data; and the 
unique nature of the data collected. Common weaknesses were identified as: selection 
bias or reliance on self-reporting; a lack of potential to track any change or 
improvement over time; and difficulties in inferring conclusive information about 
Better Access from the data.10 

2.10 Several submitters commented on what they considered weak aspects of the 
methodology or limitations of the data.11 The methodology of the study was the target 
of particular criticism: 

                                              
8  Department of Health and Ageing, Key findings from the program evaluation of the Better 

Access to Psychiatrists, Psychologists and General Practitioners through the Medicare Benefits 
Schedule Initiative: Fact Sheet, 
http://www.health.gov.au/internet/main/publishing.nsf/content/mental-ba-eval-fact#key 
(accessed 5 August 2011). 

9  Dr Jane Pirkis et al, Evaluation of the Better Access to Psychiatrists, Psychologists and General 
Practitioners through the Medicare Benefits Schedule Initiative: Summative Evaluation Final 
Report, 22 February 2011, for example, p. 6. 

10  Dr Jane Pirkis et al, Evaluation of the Better Access to Psychiatrists, Psychologists and General 
Practitioners through the Medicare Benefits Schedule Initiative: Summative Evaluation Final 
Report, 22 February 2011, pp 14,16–20. 

11  For example, see Mrs Katrina Frost, Submission 60, p. 2.; Mental Health Council of Australia, 
Submission 198, p. 6. 

http://www.health.gov.au/internet/main/publishing.nsf/content/mental-ba-eval-fact#key
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The recent evaluation of BA did not proceed according to scientifically 
accepted methods, the latter crucial for establishing the most accurate 
results. We believe the conclusions drawn are readily disputed based on the 
very poor methodology of the evaluation and therefore of limited value as a 
basis for decision-making going forward.12  

2.11 As well as the methodology, the findings of the study are also open to 
interpretation. For example, some commentators welcomed the evidence that Better 
Access increased mental health services in rural areas, as well as its significant uptake 
rate overall. Other commentators were concerned that mental health services in rural 
areas remain less accessible than in metropolitan areas, and that the significant uptake 
of Better Access overall has been very expensive. The Government made significant 
changes to its mental health spending in the 2011–12 Federal Budget, and used 
findings of the evaluation demonstrating the significant expense of Better Access to 
support its rationalisation of the initiative.13 

Changes to Better Access in the 2011–12 Federal Budget 

2.12 In its 2011–12 Budget statement, the Government stated that Better Access is 
an increasingly costly program, and that it has not been fully effective in addressing 
the mental health needs of all target groups.14 To address this cost issue, and increase 
access to mental health care to groups such as Indigenous people, people in regional 
Australia and people on low incomes, the Government redirected funding from Better 
Access towards other programs.15 Savings from Better Access will fund a quarter of 
the mental health package over the forward estimates period.16 Programs awarded 
significant funding increases include Access to Allied Psychological Services 
(ATAPS), headspace, and Early Psychosis Prevention and Intervention Centres 
(EPPIC), which are discussed in chapters 3–4. 

2.13 The savings are gained from two major changes to Better Access: 

• The rationalisation of services provided by GPs by introducing time-dependent 
rebates (allocating separate Medicare items to consultations taking between 20 
and 39 minutes, and those taking 40 minutes or more); and 

                                              
12  Nicholas Allen, Henry Jackson, Eoin Killackey and Raymond Rudd, Submission 657, p. 2. 

13  While acknowledging the limitations of the available data in their evaluation, two of its authors 
subsequently reflected favourably on the government's budgetary reform to Better Access. Dr 
Jane Pirkis and Dr Meredith Harris, Were the budgetary reforms to the Better Access to Mental 
Health Care initiative appropriate? YES, Medical Journal of Australia, 12 May 2011, 
http://www.mja.com.au/public/issues/194 12 200611/pir10582 fm.html (accessed 11 October 
2011). 

14  National Mental Health Reform 2010–12—Ministerial Statement, 10 May 2011, p. 20. 

15  National Mental Health Reform 2010–12—Ministerial Statement, 10 May 2011, p. 21. 

16  Dr Lesley Russell, Mental health provisions in the 2011–12 budget, Menzies Centre for Health 
Policy, May 2011, p. 1. 

http://www.mja.com.au/public/issues/194_12_200611/pir10582_fm.html
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• The rationalisation of MBS rebatable allied health services sessions—from 12 
individual and 12 group sessions, plus an additional 6 sessions in exceptional 
circumstances—to a maximum of 10 with no provision for exceptional 
circumstances.17 

2.14 The following section discusses each of these changes, and the arguments in 
support of and against the changes that were made in the course of the inquiry. 

Rationalisation of GP mental health services—new time dependent rebates 

2.15 The budget measures lower the fees charged and rebates applicable to all 
mental health items provided by GPs, introducing a timed rebate system. In making 
these amendments, the Government has sought to align mental health consultation 
rebates more closely with standard consultation rebates; GPs will receive the same 
rebate for a mental health consultation as they would for a standard Level C or D 
consultation of the same length.18 However, a relatively higher rebate will be 
available to GPs who have undertaken specific mental health training.19 The two-tier 
rebate system refers to the standard rebate available to GPs who have completed the 
mental health skills training—tier one—in comparison with that available to those 
who have not—tier two. 

2.16 A comparison between the current charges for mental health consultations and 
the new timed charges is presented below. It should be noted that these figures 
represent the total fees charged by GPs, not the total amount charged to the patient; 
the Medicare rebate is 75 per cent of the total cost for items 2702, 2710 and 2712 and 
100 per cent of the cost of item 2913.20 
 

                                              
17  Department of Health and Ageing, Fact Sheet: Rationalisation of Allied Mental Health Services 

Under Better Access: 2011–12 Budget Measure, May 2011. 

18  MBS Online, Medicare Benefits Schedule—Note A5: Attendances by General Practitioners 
http://www9.health.gov.au/mbs/fullDisplay.cfm?type=note&q=A5&qt=noteID&criteria=standa
rd%20consultation (accessed 7 September 2011). 

19  National Mental Health Reform 2010–12—Ministerial Statement, 10 May 2011, p. 22; 
Department of Health and Ageing, Changes to Rebates For GP Plans, 
http://www.health.gov.au/internet/budget/publishing.nsf/Content/budget2011-factsheet02.htm 
(accessed 2 September 2011). 

20  Department of Health and Ageing, Medicare Benefits Schedule Book, Operating from 1 July 
2011, http://www.health.gov.au/mbsonline (accessed 7 September 2011). 

http://www9.health.gov.au/mbs/fullDisplay.cfm?type=note&q=A5&qt=noteID&criteria=standard%20consultation
http://www9.health.gov.au/mbs/fullDisplay.cfm?type=note&q=A5&qt=noteID&criteria=standard%20consultation
http://www.health.gov.au/internet/budget/publishing.nsf/Content/budget2011-factsheet02.htm
http://www.health.gov.au/mbsonline
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Item Current 
untimed total 
fee charged by 
GPs who 
have not 
completed 
mental health 
skills training 

Current 
untimed total 
fee charged by 
GPs who 
have 
completed 
mental health 
skills training 

New timed 
total fee 
charged by 
GPs who 
have not 
completed 
mental health 
skills training 

New timed 
total fee 
charged by 
GPs who 
have 
completed 
mental health 
skills training 

2702: GP Mental Health 
Treatment Plan taking 20 
to 39 minutes21

$128.20 $163.35 

 

$67.65 

(-$60.55) 

$85.92 

(-$77.43) 

2710: GP Mental Health 
Treatment Plan taking 40 
minutes or longer22

$128.20 $163.35 $99.55 

(-$28.65) 

$126.43 

(-$36.92) 

2712: GP Mental Health 
Review23

$108.90 $108.90 $67.65 

(-$41.25) 

$67.65 

(-$41.25) 

2913: GP Mental Health 
Consultation24

$71.85 $71.85 $67.65 

(-$4.20) 

$67.65 

(-$4.20) 
 

Use of BEACH data 
2.17 The Government has made these changes noting the Bettering the Evaluation 
and Care of Health (BEACH) report, which was one of the twenty data sources used 
to compile the summative evaluation of Better Access (detailed earlier). The BEACH 
report indicated that over 80 per cent of GP mental health treatment plans were being 
completed in less than 40 minutes, with an average time of 28 minutes.25 

                                              
21 Department of Health and Ageing, Submission 199, p. 6; Department of Health and Ageing, 

Changes to Rebates For GP Plans, 
http://www.health.gov.au/internet/budget/publishing.nsf/Content/budget2011-factsheet02.htm 
(accessed 1 September 2011). 

22 Department of Health and Ageing, Submission 199, p. 6; Department of Health and Ageing, 
Changes to Rebates For GP Plans, 
http://www.health.gov.au/internet/budget/publishing.nsf/Content/budget2011-factsheet02.htm 
(accessed 1 September 2011). 

23  Department of Health and Ageing, Changes to Rebates For GP Plans, 
http://www.health.gov.au/internet/budget/publishing.nsf/Content/budget2011-factsheet02.htm 
(accessed 1 September 2011). 

24  Department of Health and Ageing, Changes to Rebates For GP Plans, 
http://www.health.gov.au/internet/budget/publishing.nsf/Content/budget2011-factsheet02.htm 
(accessed 1 September 2011). 

25  National Mental Health Reform 2010–12—Ministerial Statement, 10 May 2011, p. 22. 

http://www.health.gov.au/internet/budget/publishing.nsf/Content/budget2011-factsheet02.htm
http://www.health.gov.au/internet/budget/publishing.nsf/Content/budget2011-factsheet02.htm
http://www.health.gov.au/internet/budget/publishing.nsf/Content/budget2011-factsheet02.htm
http://www.health.gov.au/internet/budget/publishing.nsf/Content/budget2011-factsheet02.htm
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2.18 The Australian Medical Association (AMA) was concerned that the BEACH 
data referred to above does not accurately reflect the total time spent by GPs on 
mental health treatment plans, just the face-to-face time spent with a patient.26 The 
AMA, and other GP representative groups such as the Royal Australian College of 
General Practitioners claim that the Government has misinterpreted the BEACH data 
and that the changes devalue mental health care.27 Further, a survey undertaken by the 
AMA itself indicates that the average time spent by GPs developing mental health 
plans is closer to 35 minutes with the patient as well as an additional 17 minutes spent 
developing the plan, co-ordinating patient care and other related work.28 

2.19 The Department of Health and Ageing (DoHA) responded to the suggestion 
that the data had been misinterpreted.  Mr Bartlett from DoHA said: 

All BEACH data is face-to-face time. None of it includes non-face-to-face 
time. All consultations include a non-face-to-face element. There is debate 
about how much that is. The AMA over a period of time has suggested that 
you can split it up 75 face-to-face, 25 non-face-to-face. As I said earlier, 
when you work through that there is a difference between a level C 
consultation as an example and a mental health treatment plan in terms of 
non-face-to-face if you accept the AMA's 18-minute response from the 
survey, but the difference is considerably smaller than something or 
nothing. So I think that the use of BEACH data in that way is not invalid.29 

Workforce implications 

2.20 headspace, amongst other submitters, objected to the changes on the basis that 
they might exacerbate workforce difficulties. headspace's submission explained that it 
is very difficult to attract GPs into youth mental health care, and that reducing the 
rebate rate, by up to 47 per cent, would act as a further disincentive for GPs to work 
within the headspace mental health care model.30  

2.21 Similarly, the Rural Doctors Association of Australia (RDAA) was concerned 
about the rationalisation of GP services under Better Access because of the lack of 
specialist services in rural and remote areas, and the reliance on GPs with advanced 

                                              
26  The AMA quote the head of the BEACH program, Associate Professor Helena Britt, in an 

interview in the Medical Observer, where she suggests that the '28 minute' average refers only 
to face-to-face time. Australian Medical Association, Submission 185, p. 11. 

27  Professor Claire Jackson, President, Royal Australian College of General Practitioners, 
Committee Hansard, 19 August 2011, pp 2–5; Dr Steve Hambleton, Federal President, AMA, 
Committee Hansard, 5 September 2011, p. 76. 

28  Essential research (2011) MBS changes—GP Survey: An Assessment of the Impact of 2011-12 
Budget Cuts to Medicare Funding for GP Mental Health Services, Australian Medical 
Association, 2011; Australian Medical Association, Submission 185, p. 11. 

29  Department of Health and Ageing, Proof Committee Hansard, 5 September 2011, p. 7. 

30  headspace, Submission 169, p. 3. 
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skills.31 The RDAA considered that a rural pathway for GPs is more likely to be 
favoured where there is scope to perform higher level clinical work, and that reducing 
MBS rebates will act as a disincentive, exacerbating the health services in rural 
areas.32  

2.22 However, the committee did receive submissions supportive of the budget 
changes to Better Access. Beyondblue supported the introduction of timed rebates for 
GP mental health items, as well as the continued higher rebate for GPs who have 
completed mental health training.33 Other submitters expressed general support for the 
rationalisation of Better Access on the basis that funds would be better diverted to 
improving services to target groups identified in the Budget.34 

Mental health consultations compared to standard consultations 

2.23 Standard MBS rebates for GPs are based on the amount of time spent with the 
patient, the complexity of assessment and treatment and other matters such the 
location where the consultation takes place. GP consultations at the GP's consulting 
rooms are divided into Levels A, B, C and D. Level A is intended for short, 
straightforward appointments. Progressively higher rebates are claimable when GPs 
treat more complex issues that require more time: less than twenty minutes (Level B); 
at least twenty minutes (Level C); and at least forty minutes (Level D).35 A Level D 
consultation is described as a: 

Professional attendance by a general practitioner (not being a service to 
which any other item in this table applies) lasting at least 40 minutes, 
including any of the following that are clinically relevant:  

(a) Taking a detailed patient history; 
(b) Performing a clinical examination; 
(c) Arranging any necessary investigation; 
(d) Implementing a management plan; 
(e) Providing appropriate preventative health care; 
in relation to one or more health-related issues, with appropriate 
documentation.36 

                                              
31  Rural Doctors Association of Australia, Submission 182, pp 4–5. 

32  Rural Doctors Association of Australia, Submission 182, p. 6. 

33  Beyond Blue, Submission 171, p. 4. 

34  See for example, Mental Health Community Coalition ACT, Submission 204, p. 4; Office of the 
Commissioner for Social Inclusion SA, Submission 153, p. 2. 

35  Department of Health and Ageing, Medicare Benefits Schedule Book, Operating from 1 July 
2011, http://www.health.gov.au/mbsonline (accessed 7 September 2011). 

36  Department of Health and Ageing, Medicare Benefits Schedule Book, Operating from 1 July 
2011, http://www.health.gov.au/mbsonline (accessed 7 September 2011). 

http://www.health.gov.au/mbsonline
http://www.health.gov.au/mbsonline
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2.24 The process for preparing a Mental Health Treatment Plan includes an 
assessment of the patient and the preparation of a plan.  According to the MBS both 
steps must include the following: 

Assessment 

• recording the patient’s agreement for the GP Mental Health 
Treatment Plan service; 

• taking relevant history (biological, psychological, social) including 
the presenting complaint; 

• conducting a mental state examination; 
• assessing associated risk and any co-morbidity; 
• making a diagnosis and/or formulation; and 
• administering an outcome measurement tool, except where it is 

considered clinically inappropriate. 
 
Plan 
• discussing the assessment with the patient, including the mental 

health formulation and diagnosis or provisional diagnosis; 
• identifying and discussing referral and treatment options with the 

patient, including appropriate support services; 
• agreeing goals with the patient – what should be achieved by the 

treatment - and any actions the patient will take; 
provision of psycho-education; • 

• a plan for crisis intervention and/or for relapse prevention, if 
appropriate at this stage; 
making arrangements for•  required referrals, treatment, appropriate 
support services, review and follow-up; and 

• documenting this (results of assessment, patient needs, goals and 

2.25 t 

 done with a mental health 

2.26 The committee heard that GPs providing mental health consultations are 
concerned that such consultations require a time commitment beyond face-to-face 

                                             

actions, referrals and required treatment/services, and review date) in 
the patient’s GP Mental Health Treatment Plan.37 

The committee explored the issue of comparing a mental health treatmen 
plan with a standard Level C or D consultation which incorporates preparation of a 
management plan.  DoHA responded that: 

...there is not a stark distinction between what is
treatment plan and what can be and is done under a level C consultation. 
There is a comparability there...If you go back and accept what the [AMA] 
said—that the relative value study reflects what you would expect for a 
level C consultation—you are looking at something like eight to 10 minutes 
non-face-to-face time for a standard level C consultation. There is a 
difference, but again there is also a difference in rebate.38 

 
37  Department of Health and Ageing, Medicare Benefits Schedule Book, Operating from 1 July 

2011, http://www.health.gov.au/mbsonline (accessed 7 September 2011). 

38  Department of Health and Ageing, Proof Committee Hansard, 5 September 2011, p. 11. 

http://www.health.gov.au/mbsonline
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time and as such should be recognised with a higher rebate. However, the committee 
also notes that it did not seek evidence in relation to GPs who receive standard Level 
C or D rebates and who may also provide additional services outside the appointment 
time for patients with other severe or persistent illnesses. 

2.27 While the inquiry has not received evidence about preparatory or follow-up 
work undertaken by GPs treating a range of severe illnesses, the above guidelines for 

In addition, as mentioned above, the committee notes that the premium will be 
retained for GPs who have completed mental health training. It is hoped that this 

h treatment sessions—10 session entitlement 

ed at 10 
individual and 10 group sessions—a course of six sessions plus four additional 

 in the context of data indicating that 87 per cent of 
consumers access between one and ten sessions, and the argument that individuals 

 the sufficiency of 10 sessions from psychologists 

2.31 Much of the concern expressed about the rationalisation of rebatable sessions 
under Better Access from a maximum of 18 to 10 was from psychologists. A 

                                             

Level B, C and D consultations recognise that additional time beyond that spent face-
to-face with the patient is necessary for many health issues, not just mental health 
care. 

2.28 

incentive for GPs to undertake training will encourage continued quality care.39 
DoHA explained to the committee that 72 per cent of GPs have completed the mental 
health training, and therefore will be eligible for the higher rebate.40 As such, most 
GPs will continue to receive higher rebates for mental health consultations than they 
do for standard consultations. 

Rationalisation of allied healt

2.29 The number of rebatable allied health treatment sessions will be capp

sessions following a review. The previous maximum for both individual and group 
sessions was 18—two courses of six sessions plus an additional six sessions in 
exceptional circumstances.41 

2.30 This change is made

requiring more than 10 sessions may be better suited to other specialist services such 
as psychiatrist consultations.42 However, as mentioned earlier in this chapter, the 
limitations of the available data about the Better Access program have been 
acknowledged. 

Feedback about

 
39  Ms Georgie Harman, First Assistant Secretary, Department of Health and Ageing, Committee 

Hansard, 5 September 2011, p. 12. 

40  Ms Rosemary Huxtable, Deputy Secretary, Department of Health and Ageing, Committee 
Hansard, 5 September 2011, p. 8. 

41  Department of Health and Ageing, Fact Sheet: Rationalisation of Allied Mental Health Services 
Under Better Access: 2011–12 Budget Measure, May 2011. 

42  National Mental Health Reform 2010–12—Ministerial Statement, 10 May 2011, p. 22. 
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significant number of submissions received from psychologists expressed strong 
views on this issue suggesting broad agreement across the discipline that severe and 

0 and goes up to 20. That is considered brief 

2.33 ess are 
from lo  these 
people s for mental health 
care. It argued that after the 10 MBS rebatable sessions are exhausted, people with 

ds, who may require additional sessions in 
order to build trust, explain the problem or find and build rapport with an interpreter.49 

                                             

persistent mental illness requires longer-term treatment than 10 sessions.43 Others 
submissions discussed a delineation of severity of mental illness, such as via the 
multi-axial system, noting that people with some Axis 1 disorders also require more 
than 10 sessions of treatment.44  

2.32 The Australian Association of Psychologists inc (AAPi) suggested that 18 
sessions is 'sufficient and not oversufficient...[to]...allow a person to overcome a 
substantial life difficulty': 

I would suggest that almost all people who come to a psychologist with a 
substantial emotional difficulty, a depressive situation, an anxiety situation, 
a traumatic occurrence, would require 18 sessions. Brief psychological 
therapy exceeds 1
psychological therapy for a person who is undergoing a severe life 
difficulty. They are not the chronic people. The chronic people come after 
that and require weekly or fortnightly monitoring lifelong. I would say 
psychology desperately requires the 18 sessions to do its job.45 

Carers NSW cited data indicating that many people with a mental illn
w-income backgrounds.46 Carers NSW was concerned that some of
may not be eligible for ATAPS and rely on Better Acces

limited means will not be able to afford the full cost of extra sessions.47 Carers NSW 
also asserted that many carers rely on GPs for the provision of mental health care, for 
reasons such as the perceived stigma associated with visiting other specialists, or the 
additional costs of such appointments.48 

2.34 The Federation of Ethnic Communities Councils of Australia (FECCA) stated 
in its submission that capping Better Access sessions to 10 may disadvantage people 
from a non-English speaking backgroun

 
43  For example, the APS provided figures which states that 13% or 87 000 of Better Access 

ttee 

44  logist, Submission 432, p. 1 and Submission 519, p. 1.  

46  ouncil of Australia, Mental Health Carers Report 2010, Canberra, 2010, cited 

47  

ouncils of Australia (FECCA), Submission 187, pp 9–10. 

consumers have moderate to severe, or severe mental health disorders. APS, Proof Commi
Hansard, 19 August 2011, p. 9.  

Amanda Burlock, Clinical Psycho

45  Mr Paul Stevenson, President, Australian Association of Psychologists inc, Committee 
Hansard, p. 51. 

Mental Health C
in: Carers NSW, Submission 176, p. 4. 

Carers NSW, Submission 176, p. 3. 

48  Carers NSW, Submission 176, p. 3. 

49  Federation of Ethnic Communities C
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2.35 ACON (formerly known as the AIDS Council of NSW) was concerned that 
recovery from mental health illness may be delayed if limited sessions are available, 
and that there should be exemptions for people with co-morbidities or complex 

h submissions asserting that 
the 18 session maximum should be retained. Several individual submitters explained 

 under Better Access are appropriate 
to treat people with a severe mental illness. This was debated amongst submitters; 

2.38 The Better Access evaluation and the various ATAPS evaluations discussed in 
 that Better Access either does not meet the needs of 

hard to reach groups, or that the ATAPS model is more suited to the task. However 

2.39 The AMA also emphasised the increase of Better Access service delivery to 
hard to reach groups: 

                                             

needs.50 This suggestion that discretion will be required if sessions are rationalised 
was echoed by the Australian Counselling Association.51 

2.36 Many people who have first-hand consumer experience of psychiatrist 
sessions under Better Access provided the committee wit

that management of and recovery from their mental illness would not have been 
possible without access to the full 18 sessions.52 

2.37 The arguments above in favour of retaining the 18 session maximum rely on 
the assumption that Medicare rebatable sessions

some considered that Better Access was not designed to treat people with a severe 
mental illness, while others contended that it was. The opinion was also expressed that 
whether or not Better Access was originally intended to treat people with a severe 
mental illness, viable alternatives do not presently exist and therefore Better Access 
should be funded to fill the gap. 

Targeting hard to reach groups 

Chapter 3 of this report indicate

some witnesses questioned these conclusions. The Royal Australian College of 
General Practitioners (RCAGP) for example disputed DoHA's assertion that Better 
Access is not reaching rural and remote areas. The RACGP suggested that it is 
workforce shortages, that contribute to fewer services being delivered outside 
metropolitan areas, and that Better Access has actually had the opposite effect: 

The Better Access Evaluation Report actually concludes that while some 
groups have had greater levels of uptake of Better Access than others, 
Better Access has reached all groups  and increased most dramatically for 
those who have been the most disadvantaged in the past, including people 
aged 0–14, rural areas, and the most socio-economically disadvantaged 
areas.53 

 
50  ACON, Submission 175, p. 5. 

6, pp 1–2. 

to a question on notice from public 
st 2011, p. 2. 

51  Australian Counselling Association, Submission 173, p. 8. 

52  Name withheld, Submission 16

53  Royal Australian College of General Practitioners, Answer 
hearing 19 August 2011, received 29 Augu
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The criticisms of it are that it is not reaching the target groups. The greatest 
growth in this program is actually in those target groups, so, if you like, it is 
coming to maturity just now. The greatest growth was actually in the young 

mographic, where over 150,000 people were being treated, 
54

2.40 in the 
Better A ever it 
maintai s: 

cess for hard-to-reach 
populations has, to some extent, improved. But, as Ms Huxtable has just 

2.41 ccess 
services

 2009, 
the richest quintile of Australians accessed 2½ times the number of services 

Better A

2.42 eing's 
Mental 

Individuals with a clinically diagnosed mental disorder who would benefit 
from a structured approach to the management of their mental care needs, 

        

people getting access to this program. The next greatest growth was in the 
lowest sociode
but the growth rate in that area was the greatest.   

DoHA accepted RCAGP's point that there was some improvement 
ccess performance in terms of reaching disadvantaged groups, how

ned that ATAPS is the more appropriate service delivery for these group
The [Better Access] evaluation showed that ac

said, those groups traditionally less well served by Medicare continue to 
miss out on mental health services that they need and that is a feature of any 
universal fee-for-service rebate type scheme. In particular, we know that 
Better Access continues to struggle to adequately service hard-to-reach and 
vulnerable groups such as young people, men, people living in rural and 
remote regions, Indigenous Australians and people living in areas of high 
socio-economic disadvantage. The evaluation also confirmed that the usage 
and distribution of services across the community is relatively poor. In rural 
and remote Australia service levels drop off dramatically. So, for example, 
the use of services is approximately 12 per cent lower for people in rural 
areas and approximately 60 per cent lower for people in remote areas 
compared to that for people living in capital cities. The evaluation data also 
showed a clear difference in access according to socioeconomic status, with 
use of Better Access services approximately 10 per cent lower for the 
people living in the most socioeconomically disadvantaged areas. 55  

The department also noted a significant disparity in uptake of Better A
 between socio-economic groups: 
The use of Better Access services was approximately 10 per cent lower for 
people living in the most socio-economically disadvantaged areas. In

and received three times the Medicare rebates, compared to the poorest 
quintile.56 

ccess as a means of treating people with a severe mental illness 

The summary of Better Access on the Department of Health and Ag
Health website explains that the initiative is designed to assist: 

                                      
54  Australian Medical Association, Proof Committee Hansard, 5 September 2011, p. 73.  

55  Department of Health and Ageing, Proof Committee Hansard, 5 September 2011, p. 9. 

56  Department of Health and Ageing, Committee Hansard, 5 September 2011, p. 8. 
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using the short to medium term treatment available under the Better A
57

ccess 
initiative.  

ople with less 
severe m t'. It is 
also cle ged to 
treat hig  of the 
Better Access scheme states:

g a multi-disciplinary approach to their care.  

2.44 m the 
inceptio tment 
by psyc ental 
illness' alence 
disorder COAG 
National Action Plan on Mental Health 2006 – 2011, introduced around the same time 

2.45 ork 
together

                                             

2.43 This suggests that the program might be targeted towards pe
ental illnesses who would benefit from 'short to medium term treatmen

ar from a number of sources that the Better Access initiative was envisa
h prevalence mental illnesses, for example, the Summative Evaluation

 
The Better Access to Psychiatrists, Psychologists and General Practitioners 
through the Medicare Benefits Schedule (Better Access) initiative was 
introduced in November 2006 in response to low treatment rates for 
common mental disorders (e.g., anxiety, depression and substance use 
disorders). Its ultimate aim is to improve outcomes for people with these 
disorders by encouragin 58

The  Department of Health and Ageing's budget publication dating fro
n of Better Access in 2006 indicated that the program would include trea
hiatrists of an 'estimated 35,000 additional individuals with a severe m
by 2010–11, suggesting that some people with severe high-prev
s were expected to access the initiative. This is consistent with the 

that Better Access was introduced. It stated that the treatment of severe mental health 
disorders would occur at least in part through the primary health care system through 
practitioners who are included in the scope of Better Access including: 

...psychiatrists in the community and a primary health care sector of GPs, 
psychologists, mental health nurses, and other allied health workers that 
provide clinical services to people with mild, moderate and severe mental 
illness including early identification, assessment, continuous care and case 
management.59 

Better Access was designed to encourage mental health professionals to w
 to ensure people's care needs were met in the most appropriate way: 

 
57  Department of Health and Ageing, What is the Better Access to Psychiatrists, Psychologists 

and General Practitioners through the Medical Benefits Schedule Initiative? 
http://www.health.gov.au/internet/mentalhealth/publishing.nsf/Content/better-access-through-
mbs-1 (accessed 9 September 2011). 

58  Dr Jane Pirkis et al, Evaluation of the Better Access to Psychiatrists, Psychologists and General 
Practitioners through the Medicare Benefits Schedule Initiative: Summative Evaluation Final 
Report, 22 February 2011, p. 2. 

59  Council of Australian Governments, National Action Plan on Mental Health 2006 – 2011, July 
2006, p. 9. 

http://www.health.gov.au/internet/mentalhealth/publishing.nsf/Content/better-access-through-mbs-1
http://www.health.gov.au/internet/mentalhealth/publishing.nsf/Content/better-access-through-mbs-1
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Reforms will be made to...allow private psychiatrists to see more new 
patients and refer on those patients who could be more effectively treated

60
 

2.46  extent 
to whic   the following years, nor the 

at Better Access is not the appropriate program to be providing 

f sessions, more people will get into Better Access and, with an 

2.48 s like 
Better A PS program are not the most appropriate programs 

 Access, it was never intended to provide 

 people who currently receive more than 

ed mental health services are still eligible for up to 50 

                                             

by appropriately trained psychologists and GPs.  

However, it is likely that policy makers in 2006 did not anticipate the
h Better Access sessions would be utilised in

extent to which people accessing the program would be experiencing severe or very 
severe symptoms. It is also the case that state and territory governments provide most 
services for people experiencing severe mental illness, a role Better Access was never 
intended to supplant. 

2.47 Professor Hickie of the Brain and Mind Research Institute, University of 
Sydney, considered th
long-term assistance to people with a severe mental illness. He explained to the 
committee that rationalising Better Access sessions could actually assist more people 
to receive care: 

There will be no reduction in psychological services. With a reduction in 
number o
increased investment in ATAPS, more people will receive the various 
levels of ATAPS services.61 

The Department of Health and Ageing agreed that primary care program
ccess or Tier 1 of the ATA

for people with severe mental illness: 
While some people with more complex or intensive care needs may benefit 
from interventions under Better
intensive, ongoing therapy for people with severe ongoing illness. 

People in this group are generally clients of state and territory government 
specialist mental health services. 

It is important that people get the right care for their needs. As indicated on 
the Medicare Australia web site,
ten allied mental health services per calendar year under Better Access are 
likely to be patients with more complex needs and would be better suited 
for referral to more appropriate mental health services. This may include 
the following: 

• People with severe and persistent mental disorders who require over 
ten alli
Medicare subsidised consultant psychiatrist services; and 

• The specialised mental health system in each state or territory.62 

 
60  2006–07 Federal Budget, Budget Paper 2, http://www.budget.gov.au/2006-

07/bp2/html/bp2 expense-11.htm (accessed 27 October 2011). 

Professor Ian Hickie, Committee Hansard, 5 September 2011, p61  . 71. 

62  DoHA, Answer to question on notice, received 27 October 2011. 

http://www.budget.gov.au/2006-07/bp2/html/bp2_expense-11.htm
http://www.budget.gov.au/2006-07/bp2/html/bp2_expense-11.htm


26 

2.49  was able to 
deliver appropriate levels of mental health care for those suffering severe mental 

me of the 

2.50 e received some submissions that concured with Professor 
Hickie and the Department's view. The Mental Health Council of Tasmania as well as 

 that Better Access is an appropriate 
measure, or the best available measure, to treat people with severe mental illness, and 

work was also concerned that 
a reduction in GP mental health sessions would disadvantage people with severe 

t of the initiative, evidence from the Australian 
Psychological Society suggested that the majority of people accessing mental health 
treatment under Better Access are experiencing severe symptoms. A 2010 APS survey 

 The Department stated that, in the long term, the current approach

illness.  They also noted that some gaps in service delivery do exist: 
...as I say, we are looking at the package as a whole: a balanced package of 
services to start to reform the mental health system and close so
gaps that we know exist. We are working very closely with the states and 
territories and will be seeking investment from the states and territories, in 
respect of the national partnership agreement, for example. And as the 
government has clearly said through this budget package, they know it is 
just the start.63 

The committe

the Consumers Health Forum of Australia supported the savings generated by the 
rationalisation of Better Access sessions and considered that ATAPS is targeted 
towards assisting people with a severe and persistent mental illness.64 The Consumers 
Health Forum, however, qualifies its support for the rationalisation by suggesting that 
a review and further evaluation of Better Access take place to measure any impact that 
the changes may have on consumer outcomes.65 

2.51 Conversely, other submitters considered

that it is working effectively. For example, some witnesses to the inquiry considered 
that Better Access is needed to support people with eating disorders, for which the 
committee heard at least 18–20 sessions are required.66  

2.52 The Private Mental Health Consumer Carer Net

mental illness for whom psychiatrists may be less accessible.67 The Network 
considered that GPs play an integral role in the provision of mental health care and 
that a reduction in rebatable sessions would have a negative effect on the long-term 
health of people with mental illness.68 

2.53 Regardless of the original inten

                                              
63  DoHA, Proof Committee Hansard, 5 September 2011, p. 18. 

64  Mental Health Council of Tasmania, Submission 377, p. 3; Consumers Health Forum of 
Australia, Submission 179, pp 3–4. 

65  Consumers Health Forum of Australia, Submission 179, p. 4. 

66  Mrs Christine Morgan, Chief Executive Officer, Butterfly Foundation, Committee Hansard, 5 
September 2011, p. 1. 

67  Private Mental Health Consumer Carer Network, Submission 189, p. 4. 

68  Private Mental Health Consumer Carer Network, Submission 189, pp 4–5. 
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indicated that 81 per cent of Better Access clients requiring more than 10 sessions had 
depression and/or anxiety disorders; that is, high prevalence, severe disorders.69 

Committee view 

2.54 The rationalisation of rebatable Medicare items for mental health 
uld align more closely with standard timed consultations. In addition, 

the relatively higher rebates should continue to be made available to GPs who have 

range of presentations of severe or complex 
illnesses require follow-up work by GPs. In order to justify a continued higher rebate 

                                             

consultations sho

undertaken mental health skills training. 

2.55 Aligning rebates for mental health consultations with standard Level C and D 
consultations would be appropriate, as a 

for GPs providing mental health consultations without specific training, the case 
would have to be made very strongly that mental health plans take significantly more 
time to develop than do the follow-up tasks required to treat all other severe and 
persistent illnesses. 

 
69  Australian Psychological Society, Submission X, p. 4. 



 



Chapter 3 

Access to Allied Psychological Services program 
Introduction 

3.1 The Government's 2011–12 Federal Budget National Mental Health Reform 
package is designed to address service gaps in the mental health system to ensure that 
early and consistent rather than crisis-driven care is provided to people who need it.1 
In addition, the reform is focused on addressing the needs of people identified as not 
always receiving adequate mental health services (see Chapter 1).2 The Access to 
Allied Psychological Services program is seen as one way of meeting these 
challenges. 

Access to Allied Psychological Services (ATAPS) 

3.2 The ATAPS program has been in existence since 2002 and was designed to 
fund 'short term psychology services for people with mental health disorders through 
fundholding arrangements delivered through Divisions of General Practice'.3  The 
ATAPS projects enable GPs to refer patients with high prevalence disorders such as 
depression and anxiety to allied health professionals (predominantly psychologists).4 

3.3  Since 2003 there have been a number of policy developments which have 
impacted on the original design of the program.  The most significant of these was the 
introduction of the Better Access program in 2006 which serves a similar client group, 
but through the Medicare Benefits Schedule rather than a fundholding arrangement. 

3.4 The ATAPS program has been evaluated regularly since its inception with the 
University of Melbourne's Centre for Health Policy, Programs and Economics 
producing 16 interim evaluations since 2003.  A review of the program was also 
ordered by the Minister for Health and Ageing in April 2008, and this was completed 
in February 2010.  The purpose of the review was to refocus the program to "better 
complement Better Access and to target service gaps for people who cannot easily 
access Medicare based programs."5 The review was overseen by an Expert Advisory 

                                              
1  Ministerial Statement— National Mental Health Reform 2010–12, 10 May 2011, p. 1. 
2  Ministerial Statement— National Mental Health Reform 2010–12, 10 May 2011, p. 1. 
3  Department of Health and Ageing, Review of the Access to Allied Psychological Services 

Component of the Better Outcomes in Mental Health Care Program– February 2010, p. 3. 
4  Department of Health and Ageing, Evaluating the Access to Allied Psychological Services 

Component of the Better Outcomes in Mental Health Care Program, Sixteenth Interim 
Evaluation Report, July 2010, p 3.    

5  Department of Health and Ageing, Review of the Access to Allied Psychological Services 
Component of the Better Outcomes in Mental Health Care Program– February 2010, p. 2. 
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Committee comprising representatives of many of the key stakeholders in the mental 
health field. 6   

3.5 Figures produced by the review of the program show that since 2003 it has 
provided over 600,000 mental health sessions of care, achieving improved consumer 
outcomes in 86 percent of cases.7  The last evaluation report, which looked at data 
from January 2006 to June 2010, found that there had been 150,954 referrals made in 
that period, with 113,107 patients receiving at least one episode of care.8 The figures 
are small compared to the 11.1 million Better Access services that were delivered 
from 2007 to 2009. However a number of recent government health publications have 
foreshadowed the expansion of the program announced in the budget. 

Broader Policy Context 

3.6 In 2009 the National Health and Hospital Reform Commission (NHHRC) 
published a report called A Healthier Future for All Australians. This report included 
a number of recommendations intent on improving access and equity to better care for 
people with serious mental illness.  Many of these recommendations focus on 
providing a more holistic approach to mental health care outside of the hospital sector, 
as well as specifically proposing a national mental and sexual health service aimed at 
young people and the expansion of early intervention programs for this group.  In the 
broader context the report also recommends the establishment of Primary Health Care 
Organisations (Medicare Locals) that will evolve from or replace existing Divisions of 
General Practice.9  

3.7 The Department of Health and Ageing's Building a 21st Century Primary Care 
System–National Primary Health Care Strategy (2010) report has a number of key 
priorities for the delivery of mental health services. Some of the policies outlined 
include:  

• Access to core services supported by universal access to a Medicare 
rebate will be retained but will be supplemented by targeted local 
programs and collaborations across the service system; 

 
6  Department of Health and Ageing, Review of the Access to Allied Psychological Services 

Component of the Better Outcomes in Mental Health Care Program, February 2010, Appendix 
A. 

7  Department of Health and Ageing, Review of the Access to Allied Psychological Services 
Component of the Better Outcomes in Mental Health Care Program, February 2010, p.3. 

8  Department of Health and Ageing, Evaluating the Access to Allied Psychological Services 
Component of the Better Outcomes in Mental Health Care Program, Sixteenth Interim 
Evaluation Report, July 2010, p. 5. 

9  National Health and Hospital Reform Commission Report,  A Healthier Future for All 
Australians, June 2009, p. 19. 
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• Address current variability in access and outcomes, including for 
after-hours access, traditionally under-serviced groups, and for 
patients in transition across the service system; 

• Service delivery will proactively respond to the needs of those 
Australians who find it difficult to access mainstream services, or 
who have specific health care needs whether because of their location 
or demographic characteristics or health status or because of the 
circumstances under which they need to access care. At the same 
time, mainstream services will be more responsive to the needs of 
different groups; and 

• Service delivery and funding arrangements will support flexible 
service delivery models, promote effective and cost-effective use of 
technology and drive innovation by supporting information flows and 
workforce education and training.10 

3.8 The Fourth National Mental Health Plan was endorsed by the Australian 
Health Ministers Conference in 2008.  The Plan commits to supporting better access 
to primary mental health services, particularly to those consumers unable to access 
Medicare Services. It also cites ATAPS as an example of a flexible delivery model at 
a local level that can provide targeted services that address service gaps.11 

3.9 The ATAPS review report summarised the common themes across all of the 
these reports as— 

• The Australian Government has an important role in primary health 
care including primary mental health care; 

• There is a continuing need to ensure Medicare based universal 
services are provided in addition to blended funding models which 
utilise fundholding arrangements to target services to particular local 
and population needs, including episodic care;  

• Service gaps need to be better identified and targeted through planned 
and coordinated approaches;  

• Key groups within the community such as children and youth and 
Aboriginal and Torres Strait Islander people, remain a significant 
priority and require care sensitive to their needs and which they are 
more likely to access;  

• Collaborative partnerships engaging non‐government organisations 
can play an important local and regional role in providing integrated 
treatment; and  

 
10  Department of Health and Ageing, Building a 21st Century Primary Care System—National 

Primary Health Care Strategy, 2010, p. 18.  
11  Department of Health and Ageing, Review of  the Access to Allied Psychological Services 

Component of the Better Outcomes in Mental Health Care Program, February 2010, p.7. 
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• There is potential to better utilise new technology including web 
based modes of care in the provision of health services.12  

ATAPS – performance to date 

3.10 As mentioned above, ATAPS has provided over 600,000 mental health 
services from 2003 to 2009 with a total spend in that period of $80.7m.  These 
services were provided by 10,296 GPs (5,914 urban; 4,382 rural) who referred 
consumers to 3,527 allied health professionals (2,548 urban; 979 rural). The numbers 
steadily rose between 2003 and 2006 until Better Access was introduced in 2006.  To 
put these figures in context there are currently 24,000 GPs, 16,450 allied health 
professionals and 1,700 psychiatrists using Medicare items under Better Access.13 
Over 90 percent of the allied health professionals under both programs are 
psychologists. Following the introduction of the Better Access program the number of 
people referred by GPs to allied health professionals declined for around a year before 
rising steadily again.  Figures show that the impact of Better Access on ATAPS 
participation has been much less pronounced in rural areas.14  

3.11 Over 70 percent of consumers using the ATAPS program are women with an 
average age of 39.  Around 2 percent are Aboriginal or Torres Strait Islanders.  Most 
people accessing the program present with high prevalence disorders such as anxiety 
and depression and between 2 percent and 6 percent of referrals include a diagnosis of 
severe mental illness.15 The breakdown of figures for ATAPS does appear to support 
the premise that the program has the potential to be able reach marginal groups with 
68 percent of all services delivered through ATAPS being accessed by people on a 
low income, and 45 percent delivered in rural areas.16 In contrast, 25 percent of Better 
Access services are delivered in rural areas.  

3.12 The treatment profile of those who received treatment through ATAPS is 
almost identical to that of Better Access patients with approximately 5 services 
provided per consumer.17  Discussion of the relationship between the treatment 
variables and the clinical outcomes in the sixteenth interim evaluation report of 

 
12  Department of Health and Ageing, Review of  the Access to Allied Psychological Services 

Component of the Better Outcomes in Mental Health Care Program, February 2010, p. 8. 
13  Department of Health and Ageing, Review of  the Access to Allied Psychological Services 

Component of the Better Outcomes in Mental Health Care Program, February 2010, p.7. 
14  Department of Health and Ageing, Evaluating the Access to Allied Psychological Services 

Component of the Better Outcomes in Mental Health Care Program, Fourteenth Interim 
Evaluation Report, June 2009, p 3. 

15  Department of Health and Ageing, Review of  the Access to Allied Psychological Services 
Component of the Better Outcomes in Mental Health Care Program, February 2010, p.10. 

16  Department of Health and Ageing, Review of  the Access to Allied Psychological Services 
Component of the Better Outcomes in Mental Health Care Program, February 2010, p.3. 

17  Department of Health and Ageing—Review of  the Access to Allied Psychological Services 
Component of the Better Outcomes in Mental Health Care Program, February 2010, p.10. 
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ATAPS suggests that six sessions of care 'are not only sufficient, but perhaps optimal 
in many cases', and that 'greater numbers of sessions are associated with poorer 
outcomes'.18  

3.13 Around 75 percent of ATAPS services did not include a co-payment, and 
where it did it was more common in urban areas than rural.  The costs of each service 
ranged hugely from $57 to $631.  The review suggests that care be taken with 
interpreting these costs as they are affected by other factors such as the delivery of 
services to remote areas, or targeting hard to reach groups.    

Australian National Audit Office Report 

3.14 The Australian National Audit Office (ANAO) undertook an independent 
audit of the ATAPS program in 2010-11, reporting to Parliament on 21 June 2011. 
The comprehensive report considered the design of the program; delivery aspects; the 
use of ATAPS in the response to recent natural disasters; and the monitoring and 
evaluation program for the program.19 

3.15 The ANAO report highlighted positive features of the ATAPS program, as 
well as drawing attention to the challenging aspects of administering the scheme.  The 
positive aspects of the program discussed in the report included its capacity to respond 
quickly and with agility as illustrated during the Victorian bushfires and Queensland 
floods, and its ability to be used as a platform for new and innovative service delivery, 
targeting particularly hard to reach groups such as rural and remote consumers and 
young people.20 

3.16 The administration of the scheme requires attention if the program is to meet 
the aims of the recent budget changes.  The ANAO report cites problems with the 
design and subsequent administration of the program to date: 

...the administrative arrangements established by DoHA have not 
consistently supported the achievement of program objectives. In particular, 
there has been variable administrative performance, over the relatively long 
life of the program, in relation to a number of important program elements 
including: the allocation of program funding on the basis of identified need; 

 
18  Department of Health and Ageing—Evaluating the Access to Allied Psychological Services 

Component of the Better Outcomes in Mental Health Care Program, Sixteenth Interim 
Evaluation Report, June 2009, p 12. 

19  Australian National Audit Office (ANAO), Administration of the Access to Allied 
Psychological Services Program, ANAO Audit Report No. 51, June 2011, pp. 5-6. 

20  Australian National Audit Office (ANAO), Administration of the Access to Allied 
Psychological Services Program, ANAO Audit Report No. 51, June 2011, pp. 15-16. 
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monitoring compliance with program requirements; and the administration 
of new ATAPS initiatives.21 

3.17 Aspects of the funding system in particular drew comment in the report.  The 
funding model of the program was initially population based, but has not correlated 
consistently with the gradual policy transition to a more needs-based targeted 
approach.  This aspect, tied with the lack of regular assessment of health care needs 
within GP Divisions, has resulted in 'some communities not receiving an equitable 
share'.22  

3.18 The report found that the risk management of the program was also not 
designed to ensure that the limited resources available had the greatest chance of 
reaching those most in need.  The report suggested:  

A risk‐based approach to monitoring compliance would enable the 
department to more effectively deploy its limited resources and to better 
identify, and if necessary treat, the risk of ATAPS not being used as 
specified in the program guidelines.23 

3.19 The report had five recommendations, all of which were agreed to by the 
Department of Health and Ageing.  These were: 

• To support the effective targeting of program funding, the ANAO 
recommends that DoHA provide options, for Ministerial 
consideration, that would allow the ATAPS program to transition to 
an appropriate needs based funding model.  

• To strengthen management of the ATAPS program, the ANAO 
recommends that DoHA enhance support for program administrators 
through the provision of: 

(a) induction and training tailored to the administration of the ATAPS 
program; 

(b) fit‐for‐purpose policy and procedural materials to guide 
administrators, support consistent administrative practice and retain 
corporate knowledge; and 

(c) a central repository to provide administrators with ready access to 
key program decisions that they require to efficiently discharge their 
responsibilities. 

 
21  Australian National Audit Office (ANAO), Administration of the Access to Allied 

Psychological Services Program, ANAO Audit Report No. 51, June 2011, p. 15. 

22  Australian National Audit Office (ANAO), Administration of the Access to Allied 
Psychological Services Program, ANAO Audit Report No. 51, June 2011, p. 15. 

23  Australian National Audit Office (ANAO), Administration of the Access to Allied 
Psychological Services Program, ANAO Audit Report No. 51, June 2011, pp. 15-16. 
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• To support equitable access to treatment for eligible consumers 
experiencing a mental health disorder, the ANAO recommends that 
DoHA periodically review the demand management strategies 
employed by Divisions funded under the ATAPS program and 
provide additional assistance and guidance where necessary. 

• In order for DoHA to effectively monitor progress and assess the 
success or otherwise of any future ATAPS initiatives, the ANAO 
recommends that the department: 

(a) establish success indicators at the commencement of each initiative 
and use these indicators to inform ongoing monitoring and evaluation 
activities; and 

(b) record key implementation and evaluation decisions to support 
accountable program delivery. 

• In order to plan and coordinate its compliance activities, the ANAO 
recommends that DoHA establishes a risk‐based compliance strategy, 
promulgates the strategy to internal and external stakeholders, and 
periodically reviews the strategy.24 

ATAPS—next steps 

3.20 The Government signalled its commitment to expand access to mental health 
interventions for marginalised and disadvantaged groups through ATAPS with the 
commissioning of the review of ATAPS in 2008.  The review indentified four areas 
for ATAPS to focus on: 

Better Addressing Service Gaps 
• The review recommends that there needs to be increased service 

provision in areas where Medicare services are limited through 
geography or locality.   

• ATAPS should also be utilised to provide services for hard to reach 
groups including Aboriginal and Torres Strait Islander people, 
children and young people, services for parents of children with 
mental health problems, people at high risk of suicide, homeless 
people, and any other group that could benefit from a more flexible 
model of care. 

Increasing Efficiency 
• The review recommends a change to the funding structure of ATAPS 

through the introduction of a two tier funding model.  The first tier 
would continue to provide services to supplement Better Access in 
areas, or for groups with limited access to Better Access.  The second 

 
24  Australian National Audit Office (ANAO), Administration of the Access to Allied 

Psychological Services Program, ANAO Audit Report No. 51, June 2011, pp. 21-22.  
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tier would be able to target funding to areas or groups with particular 
needs.   

• An option for services to be delivered by NGOs where GP Divisions 
cannot or do not want to administer ATAPS services was also 
proposed. 

Encouraging Innovation 
• The Tier 2 funding would be able to be used by Divisions with a track 

record of providing innovative services for hard to reach groups.   

• This tier of funding would also be used for special purposes which in 
the past have included perinatal depression, bushfire support and 
telephone based cognitive behaviour therapy. 

Improving Quality 
• The review proposes the introduction of a requirement for continual 

professional development for all those health practitioners involved in 
the delivery of ATAPS services. 

• Information exchange, best practice and benchmarking initiatives 
should be incorporated into all ATAPS projects and programs.25 

3.21 The Government has committed to the expansion of the ATAPS program to 
incorporate the recommendations of the review in the recent budget changes.  The 
funding for ATAPS will increase from $36.1m in 2010-11 to $108.7m in 2015-16.  
This represents a total spend over the next five years of $432.7m. The aim is to 
provide services for an additional 185,000 people over five years, specifically 
targeting hard to reach groups.26    

The ATAPS service delivery model 

3.22 As discussed at paragraph 3.2 the service delivery model of ATAPS is to fund 
short term psychology services for people with mental health disorders through 
fundholding arrangements delivered through Divisions of General Practice, or 
Medicare Locals as they come on stream.  The delivery of these services is more 
likely to involve the input and collaboration of a number of health practitioners rather 
than a GP and a psychologist as is typical under Better Access.  It is this flexibility in 
service delivery which the various reports and evaluations have identified as being the 
strength of the program, but it also presents challenges around areas such as workforce 
management.   

 
25  Department of Health and Ageing—Review of  the Access to Allied Psychological Services 

Component of the Better Outcomes in Mental Health Care Program, February 2010, pp.4-5. 
26  Delivering National Mental Health Reform—Media Release—May 2011, pp. 2-3. 
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3.23 The Australian General Practice Network (AGPN) have been instrumental in 
designing how ATAPS will function following the budget changes, but also in the 
context of the introduction of Medicare Locals.  They have been funded to develop a 
'clinical governance framework for ATAPS that can be implemented in the Medicare 
Local environment and also to do a systematic workforce mapping exercise to better 
understand the status, skills and qualifications of the ATAPS workforce.'27    

3.24 AGPN gave evidence that suggests the potential for ATAPS is significant but 
there are barriers to its realisation: 

ATAPS and related programs make for an opportunity to really embed a 
robust primary mental health care system. But this also means investment in 
those functions over and above what you could describe as straight program 
administration. I am talking about functions such as service planning; 
service development; partnership and linkage development with other 
providers28  

3.25 They also refer to challenges presented by ATAPS being a capped program, 
rather than being funded through the MBS: 

...while these service models have injected much-needed new services that 
are complementary to MBS funded services, these are capped programs and 
it has not been uncommon to see demand outstrip supply.29    

3.26 AGPN's concerns about the type of infrastructure required for ATAPS to be 
successful are supported by the Australian Association of Psychologists inc. (AAPi) 
who said: 

Our opinion is that the ATAPS funding is targeted towards a client group 
which requires case management as its primary service. Multidisciplinary 
teams operate to help people who are homeless and need housing and who 
are alcohol intoxicated and need detox. A whole range of services can be 
only provided by case managers and not psychologists. Psychologists are 
not the right people to be doing that. That money will go into services 
within offices that last 50 minutes. What is needed is for ATAPS to be 
directed more to community services like community health centres, 
community mental health centres, social workers, nurses and welfare 
officers.30   

3.27 The Public Health Association of Australia also recognised that the ATAPS 
program requires the involvement of many health practitioners: 

 
27  AGPN, Proof Committee Hansard, Monday 5 September 2011, p.32. 

28  AGPN, Proof Committee Hansard, Monday 5 September 2011, p.32. 

29  AGPN, Proof Committee Hansard, Monday 5 September 2011, p.32. 

30  Australian Association of Psychologists inc., Proof Committee Hansard, Friday 19 August 
2011, pp. 47-48.  
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The Budget’s extension of access to the ATAPS program will help to 
promote collaborative care.31  

3.28 An example of the diversity of an ATAPS program was provided in evidence 
by North East Health Wangaratta who told the committee: 

We are mental health nurses, with a psychologist and a social worker. 
Given the work we are doing, I think we are doing it admirably.32 

3.29 This is in contrast to evidence received from the Australian College of Mental 
Health Nurses who submitted: 

Mental Health Nurses have informed the ACMHN that they have difficulty 
obtaining work under ATAPS. At least one former Division of General 
Practice which is now a Medicare Local has made a decision only to engage 
psychologists under ATAPS.33   

3.30 The AGPN confirmed this diversity in ATAPS teams, and the challenges 
involved in data collection around the issue:  

In some cases some general practice networks employ a single discipline, in 
some other cases there are multidisciplinary staff... That is one of the things 
that we are about to try to look at to get some more substantial and 
significant information on exactly what the ATAPS workforce looks like 
because we have some of the workforce that is subcontracted and some that 
is employed. Many general practice networks find it extremely difficult to 
actually recruit an allied health workforce, particularly in the rural and 
remote areas.34 

3.31 The Australian Counselling Association contributed to the debate on the 
diversity of the ATAPS workforce by describing mental illness as a continuum which 
could be treated by a variety of different health professionals depending on the stage 
of the illness: 

[We] believe that we certainly meet the criteria for ATAPS. However, that 
sort of detracts a little bit from the perspective we are coming from in that 
we believe that mental health is in a continuum...the problem is the siloing 
of professions. Every profession wants the dollar for their profession and 
every peak body wants the money for their members—which is fine... 
Shouldn't it be based on consumer need? The consumer need is best looked 

 
31  Public Health Association of Australia (PHAA), Submission 195, p. 6. 

32  Northeast Health Wangaratta, Proof Committee Hansard, Friday 19 August 2011, p. 33. 

33  Australian College of Mental Health Nurses, Submission 447, p. 4.  

34  AGPN, Proof Committee Hansard, Monday 5 September 2011, p.33. 
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after by ensuring that the person whom they are seeing is at the appropriate 
level—not over qualified or underqualified.35  

3.32 The Australian Psychological Society (APS) also commented on the potential 
negative impacts. They said in evidence that one of their great worries was that under 
a capped ATAPS program funded through Medicare Locals or GP Divisions, 
consumers would be treated by inexperienced psychologists: 

They try to find the psychologists they can get for the lowest possible 
salary...Because the money is much lower for the psychologists [than 
through Better Access] you do not tend to get the very experienced ones 
and because now it has become such a niche program to these hard-to-deal-
with groups you want the most experienced psychologists there. You 
actually want people that have really good training in those niche areas. 
That is a worry.36  

3.33 One of the consequences of the variety of delivery models with ATAPS is the 
proportion of the budget that goes into the administration of the program.  The AMA 
submission cites the ANAO report that says: 

Originally about 85 percent of ATAPS funding was utilised by Divisions 
for service delivery and the remaining component was set aside for 
administration (15 percent). Over recent years, the proportion of funding 
quarantined by Divisions for administering the initiative has substantially 
increased. Now many Divisions use a ratio of 75 percent service delivery to 
25 percent administration.37   

3.34 The AMA contrasted these ratios to those of the Better Access initiative in 
which they say 'every dollar allocated...goes directly to the delivery of clinical care.'38 

3.35 The committee put these figures to the AGPN at its public hearing in 
Melbourne on 19 August. The AGPN provided an expansive answer on what 
additional administration costs may cover: 

We have made it clear in our submission that we think the 85:15 ratio is 
inadequate. Our key point in making that statement, though, is that we 
would draw a distinction in relation to the sorts of activities that that 15 per 
cent would cover by way of administering a program, managing a contract 
with government, entering data into a minimum dataset, which are some of 
the program administration types of activities that divisions do as a routine 
undertaking in managing ATAPS. Where we think there needs to be 
additional capacity is for something that you would not necessarily 

 
35  Australian Counselling Association, Proof Committee Hansard, Friday 19 August 2011, p. 37. 

36  Australian Psychological Society, Proof Committee Hansard, Friday 19 August 2011, p. 18. 

37  AMA, Submission 195, p. 12. 

38  AMA, Submission 195, p. 12. 
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categorise as administration but it is a legitimate function of service 
delivery and service design, and that is to have capacity to do the local 
consultation and work with local hospital networks and state funded 
services about how this new expansionary funding into ATAPS can be best 
mobilised on the ground. It is meant to be a targeted program, so you would 
not want a division to just replicate a state funded service in the region; you 
would want it to integrate and to target elsewhere. They are quite 
sophisticated service development and planning functions that you cannot 
buy with a 15 per cent admin vote.39 

3.36 The APS also commented on the additional administration expenses 
associated with ATAPS: 

I think ATAPS is quite expensive, in part for good reason. It is targeting 
niche groups which are quite difficult, such as homeless people, Indigenous 
people, people that are suicidal, et cetera. You do need to spend money 
sometimes on outreach. It is not all in the office and so forth. ATAPS is run 
through the divisions at the moment and Medicare Locals in the future that 
take a cut for administration. I personally do not see the need for that 
happen. I think it can be direct referral through the GPs like Better Access 
is.40 

3.37 The ANAO report surveyed GP Divisions on the issue of administration cost 
for the ATAPS program, and the potential costs following the government's reforms:   

All Divisions interviewed by the ANAO commented on the adequacy of 
administration funding and the implications of the recent increased 
emphasis on targeting ‘hard to reach’ consumers through more flexible and 
innovative models of service delivery. Divisions considered that these 
developments, coupled with a heavy reporting and data collection 
workload, warranted a review of the current level of administration 
funding.41 

Administration costs 

3.38 The committee notes the expansion of ATAPS to hard to reach groups, and to 
better meet the mental health needs of consumers in an ongoing and holistic manner. 
It notes the expectation that this will entail higher administrative costs.  It also notes 
that the ATAPS program is not intended as an alternative to the Better Access 
initiative.  It may be able to provide a different type of care, and one of the ATAPS 
program's strengths is its flexibility to provide a broad care package to consumers.  

 
39  AGPN, Proof Committee Hansard, 5 September 2011, p. 34. 

40  APS, Proof Committee Hansard, 19 August 2011, p. 17. 

41  Australian National Audit Office (ANAO), Administration of the Access to Allied 
Psychological Services Program, ANAO Audit Report No. 51, June 2011, p. 54. 
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However, it is expensive in comparison to Better Access,42 and the substantial funding 
increases are not due to come on stream until after Better Access has been reduced. 

3.39 The ATAPS service delivery model is also complex in nature and requires 
long-term planning and design, particularly around workforce issues, before it can 
begin to meet the anticipated needs of consumers. The committee notes that there has 
been 16.1 million allocated in the 2011–12 financial year, which has begun to be 
provided to GP divisions.43 The committee hopes that the various reports, reviews and 
evaluations provide DoHA with a template to work from in the design and planning 
necessary for the implementation of an expanded ATAPS program.  

Can ATAPS fill the gaps?  

3.40 The key question that came up in the evidence before the committee was 
whether the newly designed program could meet the demands placed on it given the 
reduction in some aspects of the Better Access program. 

Funding barriers 

3.41 The ability of ATAPS to improve access for hard to reach groups more 
effectively than Better Access has been recognised in DoHA's 2010 review, as well as 
the ANAO report, as one of its potential strengths.  However while the emphasis on 
meeting the needs of key groups within the community such as Aboriginal and Torres 
Strait Islander people, or people in rural and remote areas is welcomed, the question 
remains of what happens to those consumers who require an extended level of care 
that will in future not be provided through the Better Access program.  

3.42 The APS were quite forthright in their view that ATAPS is not ready to fill 
the gap: 

The government has stated that people affected by the cuts can be seen 
under the Access to Allied Psychological Services, or ATAPS, program run 
through the divisions of general practice, but this is not a viable referral 
option under current arrangements. There is simply not enough funding in 
ATAPS to provide services for anything like the 87,000 people per 
annum.44 

3.43  The issue of funding levels and administration requirements as barriers to 
using ATAPS came up frequently during the committee's public hearings.  The Royal 

 
42  The APS gave evidence that said ATAPS costs from two to 10 times more per session than 

Better Access. APS, Proof Committee Hansard, 19 August 2011, p. 9. 

43  Australian Government, 2011–12 Federal Budget, Part 2: Expense measures, 
http://www.budget.gov.au/2011-12/content/bp2/html/bp2 expense-12.htm (accessed 
31 October 2011). 

44  APS, Proof Committee Hansard, 19 August 2011, p. 9.  

http://www.budget.gov.au/2011-12/content/bp2/html/bp2_expense-12.htm
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Australian College of General Practitioners (RACGP) highlighted the difficulties 
faced by many GP Divisions in administering ATAPS: 

If I refer a patient to ATAPS, as I did last week—and I work in an 
Aboriginal medical service—I am trying to access services where they are 
not going to be out of pocket, which is what ATAPS does. I have to be 
registered with the division myself. That takes time. It requires a meeting 
with someone from the division. I then have to get a reference number for 
my patient and I have to determine whether the psychologist I want to send 
them to also has a reference number. I have to conduct a specific tool that 
they want—the DASS21 tool—to assess their patient. We then have to 
complete all the ATAPS forms alongside our mental health plan form, 
which we do for Better Access anyway. It is an enormous amount of 
paperwork and the rebate is not there; it is basically the same.45 

3.44 The RACGP also commented on the budgeting requirements for a capped 
program such as ATAPS: 

...ATAPS has different rules and regulations across Australia. A lot of 
divisions spend their ATAPS funding six months into the 12 months and 
then there is nothing left. Also...often there are bureaucratic issues that have 
to be gone through to finally access the service. Often in mental health 
emergencies timing is everything. If you have someone who is suicidal or 
in acute personal crisis, you want to link them with services quickly. So, 
from my perspective, nationally those are the three issues that most concern 
our members about ATAPS.46 

3.45 On this specific issue the committee also heard from Northeast Health 
Wangaratta who provided information on how they budget within the ATAPS 
framework: 

We budget ours and because it is an employment model we employ the 
EFT that we can with that funding. I have heard of other divisions where 
their money has run out three months into the year. Because we have an 
employment model it is balanced across the year. It means that there is less 
during the year but it is spread.47 

3.46 However, Northeast Health Wangaratta added the following points regarding 
their funding arrangements: 

For the last five years, base funding to the ATAPS program for tier 1 
services has remained constant, with no consideration of increases in 
clinician wages or increased travel costs relating to fuel price increases. 
This has been highlighted to the department repeatedly as an issue for this 

 
45  RACGP, Proof Committee Hansard, 19 August 2011, p. 3. 

46  RACGP, Proof Committee Hansard, 19 August 2011, p. 7. 

47  Northeast Health Wangaratta, Proof Committee Hansard, 19 August 2011, p. 34. 
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service in annual plans and reports. The increase in wages for clinicians and 
associated service provision costs has meant a 15 per cent reduction in 
clinician hours for this coming financial year. This is in stark contrast with 
the state funding for the area mental health services, which is recurrent and 
indexed.48  

Clinical need 

3.47 Despite the high participation rate of Better Access, there remains a 
significant number of people in need of more expert care than Better Access, in its 
current form, can provide.  In evidence to the committee Professor McGorry described 
the types of disorders this group may be experiencing: 

They suffer from a variable mix of persistent mood and anxiety disorders, 
eating disorders, post-traumatic stress, complex personality problems, 
substance abuse and psychotic disorders. This group of people need access 
to more specialised forms of care than the basic primary care approach can 
provide. This means we need a secondary model involving many different 
types of expertise running from clinical psychology, psychotherapy, 
psychiatry and addiction medicine through to social programs for housing, 
family support, further education and employment.49    

3.48 The question is whether ATAPS can fulfil the role of that 'secondary model'.  
The Flexible Care Packages (FCPs) and the 'Tier 2' ATAPS funding initiatives have 
the potential to better meet the needs of consumers with persistent long-term 
disorders.  In its discussion paper on the Flexible Care Package aspect of ATAPS the 
Government had originally pledged $60 million of funding for the three years from 
2011-12.  This funding was revised in the budget when the Government announced 
that the money earmarked for FCPs for the two years from 2012-13 would now be 
rolled into the Coordinated Care and flexible funding for people with severe, 
persistent mental illness and complex care needs.50 

3.49 The purpose of the funding has presumably not changed.  The January 2011 
Discussion paper provided a description of how the FCPs funding would deliver care 
to consumers:  

The total number of ATAPS flexible care services provided to an individual 
(both clinical and case coordination) will depend on the individual’s 
particular needs. It is estimated that an average of 20 clinical services in a 
calendar year will be provided to each individual, although it is recognised 

 
48  Northeast Health Wangaratta, Proof Committee Hansard, 19 August 2011, p. 30.  

49  Professor McGorry, Proof Committee Hansard, 5 September 2011, p. 65. 

50  National Mental Health Reform 2010–12—Ministerial Statement, 10 May 2011, p. 18; 
Department of Health and Ageing, Improving outcomes for people with severe and debilitating 
mental illness, http://www.health.gov.au/internet/publications/publishing.nsf/Content/nmhr11-
12~nmhr11-12-priorities~outcomes (accessed 13 October 2011).  

http://www.health.gov.au/internet/publications/publishing.nsf/Content/nmhr11-12%7Enmhr11-12-priorities%7Eoutcomes
http://www.health.gov.au/internet/publications/publishing.nsf/Content/nmhr11-12%7Enmhr11-12-priorities%7Eoutcomes
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that some clients may need more clinical services in a calendar year 
depending on the level of severity of their illness and associated disability. 
In addition nonclinical support will be available to the individual, subject to 
their needs and care plan.51 

3.50 The Tier 2 ATAPS funding initiative is also an attempt to utilise the agile and 
flexible capacity of the ATAPS program.  The Tier 2 funding is described earlier in 
this chapter as funding that would be available to GP Divisions, or Medicare Locals 
for special purposes such as disaster relief or innovative projects to meet the needs of 
hard to reach groups.  Again this is an important initiative with the potential to 
enhance flexibility and reward innovation.  However the question as always remains 
whether the funding levels will be sufficient to meet the needs of consumers. 

3.51 The committee agreed in principle with Professor Hickie's statement that the 
movement of consumers with complex needs from Better Access is not necessarily a 
bad thing as it will guide them towards a more appropriate care model provided 
through ATAPS.52   

 
51  Department of Health and Ageing, Flexible Care Packages For People with Severe Mental 

Illness, Discussion Paper, January 2011, p. 4. 

52  Chapter 2, para 2.49. 



 

 

                                             

Chapter 4 

Youth mental health 
Introduction 

4.1 The Government's 2011–12 Federal Budget mental health reforms focus in 
part on addressing the needs of people identified as not always receiving adequate 
mental health services (see Chapter 1).1 Young people were identified as one of these 
groups not receiving adequate mental health care.2 To address their needs, the Budget 
included expansion of: 

• headspace; and 
• Early Psychosis Prevention and Intervention Centres (EPPIC).3 

4.2 While much of the commentary about headspace and EPPIC links the two 
programs, there are fundamental differences between them. EPPIC is an early 
intervention program specifically targeting young people with a psychotic illness, 
whereas headspace is a holistic model of providing mental health care to young 
people. This chapter provides background information about each program, its 
funding in the 2011–12 Federal Budget, and commentary from submitters about such 
funding. It then addresses more general concerns raised about the provision of youth 
mental health funding in the 2011–12 Federal Budget. 

headspace 

4.3 headspace is a model of delivering integrated mental health services to young 
people by co-locating specialist and primary health services at headspace centres.4 
headspace's vision is:  

To improve the mental and social wellbeing of young Australians through 
the provision of high quality early intervention services, that are 
welcoming, friendly and supportive.5 

 
1  National Mental Health Reform 2010–12—Ministerial Statement, 10 May 2011, p. 1. 

2  The mental health treatment rate for young people is 25 per cent. National Mental Health 
Reform 2010–12—Ministerial Statement, 10 May 2011, p. 1. 

3  National Mental Health Reform 2010–12—Ministerial Statement, 10 May 2011, pp 24-27. 

4  headspace centres are also known as Communities of Youth Services (CYS). headspace, 
Submission 169, p. 3. 

5  headspace, Strategic Plan 2010–2012, p. 3., 
http://www.headspace.org.au/media/55063/headspace strategicplan.pdf (accessed 1 October 
2011). 

http://www.headspace.org.au/media/55063/headspace_strategicplan.pdf
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4.4 Health professionals at the centres—including GPs, psychologists, social 
workers, mental health nurses and occupational therapists—are either directly 
employed through headspace core funding, or self-funded through MBS items or 
private billing.6 

4.5 headspace targets 12–25 year olds with a mild to moderate mental disorder, 
and seeks to assist them across four key areas: 
• General health; 
• Mental health and counselling; 
• Alcohol and other drug services; and 
• Education, employment and other services.7 

4.6 headspace was established in 2006 with Commonwealth funding and 
currently delivers services at 30 centres across all states and territories. Its original 
Foundation Executive Committee was formed with the assistance of Orygen Research 
Centre, the Australian Psychological Society, the Australian General Practice 
Network, the Brain and Mind Research Institute at the University of Sydney and the 
University of Melbourne, all of which are now represented on the headspace board.8 
The board assumed governance of headspace in 2009 when it became a company 
limited by guarantee, with charitable (not for profit) status.9 Core funding continues to 
be provided via the Department of Health and Ageing Youth Mental Health Initiative 
Program.10 Funding for individual headspace centres is awarded by the headspace 

                                              
6  headspace, Submission 169, p. 3. 
7  headspace, What we do, http://www.headspace.org.au/about-headspace/about-us/what-we-do, 

(accessed 1 October 2011). 

8  headspace's board membership comprises: Wendy McCarthy AO (Chair), Professor Ian Hickie 
AM, Barbara Hingston, Professor Lyn Littlefield OAM, Ian Marshman, Peter Mason AM, 
Professor Patrick McGorry AO, John McGrath AM, Professor Helen Milroy, Sheree Vertigan, 
Dr Rob Walters and Chris Tanti (CEO). headspace, web prospectus, 
http://www.headspace.org.au/media/75806/prospectus web.pdf (accessed 1 October 2011). 

9  Kristy Muir et al, Headspace Evaluation Report, Independent Evaluation of headspace: the 
National Youth Mental Health Foundation, Social Policy Research Centre, University of New 
South Wales, November 2009, p. 2., 
http://www.sprc.unsw.edu.au/.../Report19 09 headspace EvalReport.pdf (accessed 
1 October 2011). 

10  headspace, Strategic Plan 2010–2012, p. 3., 
http://www.headspace.org.au/media/55063/headspace strategicplan.pdf (accessed 1 October 
2011). 

http://www.headspace.org.au/about-headspace/about-us/what-we-do
http://www.headspace.org.au/media/75806/prospectus_web.pdf
http://www.sprc.unsw.edu.au/.../Report19_09_headspace_EvalReport.pdf
http://www.headspace.org.au/media/55063/headspace_strategicplan.pdf
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Grants Committee via a competitive process. Tenders are made by lead agencies on 
behalf of a consortia of government and non-government organisations.11 

4.7 In 2008–2009, the Social Policy Research Centre at the University of New 
South Wales (UNSW) conducted an Independent Evaluation of headspace. The 
Headspace Final Evaluation Report, released in June 2009, commented on the extent 
to which headspace centres assist young people with mental health issues with respect 
to the four key areas (above). 

4.8 The Report notes that headspace has improved mental health services for 
young people, especially early-intervention services for people aged 12–17. The 
Report attributes these positive outcomes to 

effective engagement of young people via good CA [Community 
Awareness] and high quality, youth-friendly services.12 

4.9 The Report also provided a number of 'lessons and recommendations' 
suggesting ways in which headspace could improve its service delivery. Some of 
these are particularly relevant to the present inquiry because they relate to issues that 
also arose in relation to wider budget changes. These include timeframes for service 
delivery, the need to engage target groups and funding issues: 
• CYSs [headspace centres] require 9–12 months to become fully operational, 

including 6–7 months for set-up and establishment and 3–6 months to recruit 
a full complement of staff and refine policies and procedures. 

• As CYSs have now established themselves as service providers within their 
communities, it is important that they ensure their services are engaging 'hard 
to reach groups', for example, young people in the lowest socio-economic 
status groups, those with limited family support, refugee communities and 
Indigenous young people. 

• The sustainability of CYSs, which will only be achieved with strong clinical 
governance, cost-effective models that draw on a diverse range of funding 
sources, some core [Commonwealth] funding, engagement with the 
community and demand for the service from young people. 

 
11  Kristy Muir et al, Headspace Evaluation Report, Independent Evaluation of headspace: the 

National Youth Mental Health Foundation, Social Policy Research Centre, University of New 
South Wales, November 2009, p. 3., 
http://www.sprc.unsw.edu.au/.../Report19 09 headspace EvalReport.pdf (accessed 
1 October 2011). 

12  Kristy Muir et al, Headspace Evaluation Report, Independent Evaluation of headspace: the 
National Youth Mental Health Foundation, Social Policy Research Centre, University of New 
South Wales, November 2009, p. xx., 
http://www.sprc.unsw.edu.au/.../Report19 09 headspace EvalReport.pdf (accessed 
1 October 2011). 

http://www.sprc.unsw.edu.au/.../Report19_09_headspace_EvalReport.pdf
http://www.sprc.unsw.edu.au/.../Report19_09_headspace_EvalReport.pdf
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• CYSs in remote areas will require a very high proportion of core funding.13 

Budget increases to headspace funding 

4.10 In the 2010–11 Federal Budget, the Government funded 30 new headspace 
centres. The locations of ten of these centres have been determined and these centres 
are expected to be operational by December 2011.14  In the 2011–12 Federal Budget, 
the Government substantially increased headspace funding. The new measures 
($197.3 million over the next five years) provide for the establishment of 30 new 
headspace centres, and will increase funding across all headspace centres. The 
Government intends for a total of 90 sustainable headspace centres to be operational 
by the end of the forward estimates period.15 

4.11 headspace's submission to the inquiry welcomed the additional funding but 
noted that the rationalisation of Better Access, particularly the changes to MBS mental 
health treatment items, is likely to add to existing workforce issues with respect to 
attracting GPs to headspace centres. 

Attracting GPs is already a considerable challenge, particularly in areas of 
GP shortage. headspace, across its 30 centres, has a full time equivalent of 
only eight GPs. headspace centres are finding it increasingly difficult to 
recruit GPs as there are not sufficient incentives for GPs to work in youth 
mental health. We believe that with the current systems and initiatives in 
place, it is not financially viable for GPs to work with young people. Many 
GPs are not comfortable working with this client group in general, and 
financial disincentives exacerbate this reluctance.16 

4.12 headspace CEO Mr Chris Tanti expressed concern that GPs may reduce their 
availability to practice at headspace centres once the proposed cuts are implemented: 

Mental health treatment plans are a core activity for GPs working in a 
headspace centre. For example, analysis of 28 out of our 30 centres showed 
that in the last financial year item No. 2710, for a 40-minute preparation of 
a mental health treatment plan, equated to over one quarter of the total GP 
revenue billed at headspace centres... 

                                              
13  Kristy Muir et al, Headspace Evaluation Report, Independent Evaluation of headspace: the 

National Youth Mental Health Foundation, Social Policy Research Centre, University of New 
South Wales, November 2009, pp. xvi–xix., 
http://www.sprc.unsw.edu.au/.../Report19 09 headspace EvalReport.pdf (accessed 
1 October 2011). 

14  Department of Health and Ageing, answer to question on notice E11–239, Budget Estimates 
2011–12, Community Affairs Legislation Committee, 30–31 May 2011. 

15  Department of Health and Ageing, answer to question on notice E11–239, Budget Estimates 
2011–12, Community Affairs Legislation Committee, 30–31 May 2011. 

16  headspace, Submission 193, p. 4. 

http://www.sprc.unsw.edu.au/.../Report19_09_headspace_EvalReport.pdf
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The majority of GPs who are working in our centres are very passionate 
about working with young people...So I suspect they will not leave entirely 
but they will reduce the amount of time they have available at headspace.17 

4.13 Rather than a reduction to MBS rebates, headspace suggested that a specific 
MBS item be introduced for the provision of youth mental health services in order to 
encourage GPs to work with young people with mental health needs.18 This would 
provide an incentive for practitioners to train in headspace models.19 As Mr Tanti 
explained:  

What they are saying to me is that they are already not remunerated 
appropriately given that they are often doing well in excess of 60 minutes... 
An obvious solution would be to have a particular item number in this 
space—a youth mental health or a youth health item number. I know that in 
New South Wales they have been arguing for this for some time, and it 
makes perfect sense to me.20 

4.14 Prominent mental health policy advocate, academic and headspace board 
member Professor Ian Hickie also expressed concern about mental health workforce 
issues in relation to headspace. Professor Hickie supported the budget changes to 
Better Access—although considered that they do not go far enough—and suggested 
that a reformed ATAPS might better address workforce issues than the 'old Better 
Access model [which] is poor spending and poor planning'.21 Professor Hickie 
considered that better underlying incentive structures alongside genuine commitment 
from professionals would address issues that arise in the delivery of headspace 
services as well as more systemically in the mental health system: 

Many of the problems with ATAPS and seemingly with headspace—and I 
am sure this will happen with the new services—stem from having models 
that reward GPs, clinical psychologists and mental health nurses for 
working in those new frameworks instead of working in isolated single 
practices in the better resourced suburbs in our major cities. At the moment, 
we do not have the investments of people power under preferential schemes 
in those areas such as headspace and what will be the new early psychosis 
programs. That has been the problem with ATAPS. A lot of the criticism of 
ATAPS, particularly by the professions, is highly self-serving. We need 
those professions to actually align themselves with the transformational 
projects and we need a government that is serious about putting the 

 
17  Mr Chris Tanti, Committee Hansard, 19 August 2011, pp 53–54. 

18  headspace, Submission 193, p. 7. 

19  headspace, Submission 169, p. 8. 

20  headspace, Proof Committee Hansard, 19 August 2011, p. 55. 

21  This issue of whether Better Access or ATAPS is a more effective program was discussed 
further in Chapters 2 and 3. See also Professor Ian Hickie, Committee Hansard, 5 September 
2011, p. 72.  
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incentives, the allocations of workforces, particularly training workforces in 
medicine, general medicine, psychiatry and psychology and nursing in 
those transformational centres. 

4.15 Conversely, the Australian Medical Association (AMA) suggested that 
increased funding to headspace should not come at the expense of Better Access. 
AMA anticipated that the time likely to elapse before new headspace centres are 
operational would suggest continued support to other initiatives in the interim is 
justified.22 

4.16 Some submitters were opposed to the substantial additional funding for 
headspace on the basis that a wider range of youth services should have been 
considered for additional funding. The Australian Clinical Psychology Association 
(ACPA) submission states: 

While additional investment in child and youth mental health is vital, we 
are concerned that 85% of the $491.7 million funding to boost services for 
children and young people has been allocated to two models of care—
EPPIC and headspace—to the exclusion of other treatment programs which 
may also be of significant value to the broader community, and which may 
have a more substantial evidence‐base.23 

4.17 However, the ACPA submission did not mention the alternative programs it 
considers of significant value. Similarly, the Psychologists Association (South 
Australian Branch) expressed concern about headspace funding but did not present a 
specific alternative for youth mental health care.24 The Australian Association of 
Psychologists inc. (AAPi) suggested that headspace and EPPIC received increased 
funding because they are high profile initiatives, but that Better Access has been more 
effective:  

[W]e agree that EPPIC and headspace are very good programs and that 
they deserve to be funded. But there is plenty of evidence for Better Access 
as well...  

[G]enerally speaking, there is strong evidence for Better Access to take 
that; better evidence, I think, than there has been for the other programs.25 

4.18 This concern about the rationalisation of Better Access was also expressed by 
witnesses who supported headspace. These submitters drew parallels between the 
effectiveness of headspace and the availability of MBS items for GPs. The Royal 
Australian College of General Practitioners (RACGP) and the Australian General 

                                              
22  Australian Medical Association, Submission 185, p. 12. 

23  Australian Clinical Psychology Association, Submission 327, p. 8.  

24  Mr Quentin Black, Secretary, Psychologists Association (South Australian Branch), Committee 
Hansard, 5 September 2011, p. 40–41. 

25  Mr Paul Stevenson, President, Australian Association of Psychologists inc. Committee 
Hansard, 19 August 2011, p. 49. 
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Practice Network explained to the committee that cuts to Better Access would reduce 
the provision of mental health care to young people at headspace centres.26 These 
organisations considered that higher MBS items make it viable for GPs to provide 
care to people who would be unable to make significant gap payments themselves. 
RACGP considers that Better Access MBS items directly enable GPs to provide 
mental health services to lower-income target groups via models such as headspace: 

headspace...is largely staffed by GPs using the very items that are going to 
be reduced.27 

4.19 Several organisations representing health professionals—apart from GPs—
and consumers also welcomed headspace funding. These included the Mental Health 
Council of Tasmania and the Federation of Ethnic Communities' Councils of Australia 
(FECCA) which further suggested that such funding should in part be directed 
towards assisting young people from Culturally and Linguistically Diverse 
backgrounds.28 The National and NSW Councils for Intellectual Disability and 
Australian Association of Developmental Disability Medicine suggested that 
headspace should be better equipped to cater for people with co-occuring intellectual 
disability and mental health needs.29 

4.20 Many organisations with direct experience of the headspace model supported 
the funding increase. The Australian Counselling Association has members who work 
at headspace centres and EPPIC and welcomed the expansion of the program.30 The 
Consumers Health Forum considered that the initiative provides effective early-
intervention services to young people, but sought reassurance that ongoing evaluation 
will take place to ensure services continue to be well-targeted.31 Other groups 
supportive of headspace included Mission Australia, the Royal Australian and New 
Zealand College of Psychiatrists and the Australian Nursing Federation (Victoria 
Branch).32 

 
26  Professor Claire Jackson, President, Royal Australian College of General Practitioners, 

Committee Hansard, 19 August 2011, p. 2, Ms Leanne Wells, Chief Executive Officer, 
Australian General Practice Network, Committee Hansard, 5 September 2011, p. 35. 

27  Professor Claire Jackson, Committee Hansard, 19 August 2011, p. 4. 

28  FECCA, Submission 187, p. 5, Mental Health Council of Tasmania, Submission 377, p. 8. 

29  National and NSW Councils for Intellectual Disability and Australian Association of 
Developmental Disability Medicine, Submission 196, p. 8. 

30  Australian Counselling Association, Submission 173, p. 9. 

31  Consumers Health Forum, Submission 179, p. 2. 

32  Mission Australia, Submission 209, p. 4., Royal Australian and New Zealand College of 
Psychiatrists, Submission 389, p. 6., Australian Nursing Federation (Victoria Branch), 
Submission 466, p. 7. 
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Early Psychosis Prevention and Intervention Centre (EPPIC) 

4.21 The origins of EPPIC date from the 1988 establishment of a ward in the 
Aubrey-Lewis Unit at Royal Park Hospital dedicated to the treatment of young people 
hospitalised after their first episode of psychosis. The provision of targeted, early 
intervention care to young people developed into the EPPIC model which was 
officially founded in 1992 under the Directorship of Professor Patrick McGorry.33 

4.22 EPPIC facilitates care to young people (aged 15–24) living in West and North 
West Melbourne at risk of or exhibiting psychotic illness, and their families and 
carers. Referrals to the service may be made by any person, and referred young people 
are subsequently invited to an assessment to determine if EPPIC can most effectively 
address their needs. If so, an Outpatient Case Manager (OCM) will be assigned to the 
person, a care plan developed and care services facilitated for a period of two years. 
The EPPIC model aims to prevent young people from needing to be hospitalised, but 
if it does become necessary, the Inpatient Psychiatric Unit (IPU) in Footscray can 
accommodate 16 people.34 Specialist intervention services provided by EPPIC are 
modelled on collaborative and continuing care and with a focus on the early 'critical 
period' considered to be crucial in the management of and recovery from psychosis.35 

4.23 Over the past 19 years the EPPIC model has grown and expanded in 
Melbourne and internationally. Orygen Youth Health (OYH) was established in 2001, 
building on the EPPIC model to provide care to young people experiencing other 
major (non-psychotic) mental illnesses. EPPIC is now a sub-clinic of OYH.36 In 1996, 
the first International Conference on Early Psychosis was held and the International 
Early Psychosis Association was formed in 1997. Early intervention care based on the 
EPPIC model is now provided by clinics in North America and Europe.37 

EPPIC funding in the 2011–12 Federal Budget 

4.24 In the 2010–11 Budget, the Federal Government committed to funding four 
additional EPPIC sites in partnership with interested states and territories.  The 2011-
12 budget changes commit the Government to engage the states and territories to 
share the cost of funding and supporting an additional 12 centres, bringing the total 

                                              
33  EPPPIC, About Us, http://www.eppic.org.au/about-us (accessed 25 August 2011); 

34  EPPPIC, About Us, http://www.eppic.org.au/about-us (accessed 25 August 2011); EPPIC, 
Acute Care, http://www.eppic.org.au/acute-care-1 (accessed 26 August 2011). 

35  EPPPIC, About Us, http://www.eppic.org.au/about-us (accessed 25 August 2011); EPPIC, 
Acute Care, http://www.eppic.org.au/acute-care-1 (accessed 26 August 2011). 

36  EPPIC, Our History, http://www.eppic.org.au/our-history (accessed 25 August 2011). 

37  International Early Psychosis Association, About Us, 
http://www.iepa.org.au/ContentPage.aspx?pageID=40 (accessed 6 October 2011). 
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number of centres to 16.38 The Federal Government commitment amounts to $222.4 
million over the next five years.39 

4.25 While no formal partnership with the states or territories has been announced, 
the Department of Health and Ageing informed the Community Affairs Legislation 
Committee during the 2011–12 Budget Estimates hearing that there has been 'strong 
interest...on the EPPIC rollout' from the states and territories.40 The Department also 
indicated that the states and territories had committed to early intervention psychosis 
services in the National Mental Health Plan 2009–2014.41 

4.26 The submission from Orygen Youth Health itself welcomed the measure and 
provided the following specific recommendations that it considers will 'ensure 
national governance and implementation of the EPPIC measure comprehensively 
addresses issues of quality, accountability, model fidelity, project selection and 
workforce and system development': 
• Providing capable, committed and accountable national leadership to drive 

quality and strong model fidelity across all new EPPIC services; 
• Ensuring new EPPIC services are selected on the basis of being the candidates 

best equipped for success in terms of impact potential, quality of local 
leadership and local availability of expertise and resources; 

• Supporting new EPPIC services to develop the skills and culture to provide 
high quality care consistent with Australian Clinical Guidelines for Early 
Psychosis; and 

• Ensuring the availability of clear and reliable outcome measures through 
ongoing evaluation and monitoring.42 

 
38  The Hon Julia Gillard MP, Prime Minister, the Hon Nicola Roxon MP, Minister for Health and 

Ageing, and the Hon Mark Butler MP, Minister for Mental Health and Ageing, 2011–12 
Budget offers greater support for mental health patients, Media Release, 13 May 2011 
http://www.pm.gov.au/press-office/2011-12-budget-offers-greater-support-fo-mental-health-
patients (accessed 26 August 2011). 

39  The Hon. Julia Gillard MP, Prime Minister, the Hon Nicola Roxon MP, Minister for Health and 
Ageing, and the Hon Mark Butler MP, Minister for Mental Health and Ageing, 2011–12 
Budget offers greater support for mental health patients, Media Release, 13 May 2011 
http://www.pm.gov.au/press-office/2011-12-budget-offers-greater-support-fo-mental-health-
patients (accessed 26 August 2011). 

40  Ms Georgie Harman, First Assistant Secretary, Mental Health and Chronic Disease Division, 
Department of Health and Ageing, Committee Hansard, Community Affairs Legislation 
Committee 2011–12 Budget Estimates, 30 May 2011, p. 55. 

41  Ms Georgie Harman, Department of Health and Ageing, Committee Hansard, Community 
Affairs Legislation Committee 2011–12 Budget Estimates, 30 May 2011, p. 79. 

42  Orygen Youth Health, Submission 507, p.  7. 

http://www.pm.gov.au/press-office/2011-12-budget-offers-greater-support-fo-mental-health-patients
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4.27 In agreement with OYH, Consumers Health Forum supported the expansion 
of EPPIC on the condition that it—as well as headspace—is subject to regular 
evaluation: 

CHF welcomes the commitment to these services, particularly the 
significant expansion of the number of EPPIC sites, in recognition of the 
current poor management of youth psychosis... 

Thorough evaluation will ensure that the ongoing administration of these 
services will be appropriate.43 

4.28 Submitters supportive of the expansion of EPPIC included South Australia's 
Office of the Commissioner for Social Inclusion,44 Mission Australia,45 and the Royal 
Australian and New Zealand College of Psychiatrists.46 

4.29 Other submitters raised concerns about the extent to which EPPIC addresses 
the needs of people with mental illnesses across the population. As noted above, the 
Australian Clinical Psychology Association was concerned about the large amount of 
funds being allocated to just the two programs (headspace and EPPIC).47 Catholic 
Social Services Australia considered that early intervention for young people is 
important, but was concerned about the reach of EPPIC and headspace beyond major 
cities: 

At least some of the proposed new services should be placed in rural and 
remote locations. In addition, the model needs to be flexible enough to be 
responsive to local needs and priorities, rather than being developed and 
imposed in accordance with what has worked in a metropolitan area.48 

4.30 The Melbourne Children's Psychology Clinic expressed concern that the 
target group for EPPIC, young people experiencing or at risk of experiencing their 
first psychotic episode, is a relatively small part of the total youth population with 
mental health needs: 

[I]t is estimated that only 2 per cent of people will experience a psychotic 
episode at some stage in their life... 

This is a significantly small proportion of children and adolescents 
compared with estimates of anxiety, depression and other common 
childhood disorders that cause significant distress and significantly impact 
on daily level of functioning. For example, Dadds et al., (2000) noted 
twelve month prevalence rates ranging from 17 per cent to 21 per cent in 

                                              
43  Consumers Health Forum of Australia, Submission 179, p. 2. 

44  Submission 135. 

45  Submission 209. 

46  Submission 389. 

47  Submission 165, p. 9. 

48  Catholic Social Services Australia, Submission 206, p. 3. 
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childhood anxiety and furthermore, that around 8 per cent will be 
significant enough to require treatment...49 

4.31 The AMA expressed concern about the time it would take to create the new 
headspace centres, but also queried what will become of the initiative if the states and 
territories do not enter into a partnership with the Commonwealth as envisaged. 

Research on early intervention 

4.32 Early intervention for young people at risk of or exhibiting a first psychotic 
illness is not a settled field of medicine. There is debate within the psychiatry 
profession, as well as the broader community, about how to approach early 
intervention for psychosis. 

4.33 An Access Economics analysis undertaken on behalf of Orygen Youth Health 
found that early intervention is effective in the 'critical [early] period': 

Access Economics estimated there will be some 5,320 FEP new incidences 
per year in Australia... 

For this cohort, if EI was universally available…the net present value of 
savings over the critical period would be $212.5 million ($82.5 million in 
financial savings and $130 million in reduced burden of disease).50 

4.34 The committee is also aware that there are some in the medical community 
who have suggested that advocates of early intervention are 'undoubtedly overstating 
the evidence'.51 Louise Newman, past president of the Royal Australian and New 
Zealand College of Psychiatrists, was recently reported saying the 'focus on early 
intervention was too narrow and could lead to young people being overmedicated, 
prematurely diagnosed and stigmatised'.52 

4.35 The current debate over the evidence base supporting early intervention in 
psychosis is reflected in current discussion about revising the Diagnostic and 
Statistical Manual of Mental Disorders (DSM). There is currently a proposal to 

 
49  Melbourne Children's Psychology Clinic, Submission 543, p. 3. 

50  Access Economics, The economic impact of youth mental illness and the cost effectiveness of 
early intervention, December 2009, Cited on the OYH website: 
http://www.eppic.org.au/epnews/cost-effectiveness-early-intervention-psychosis-report-access-
economics (accessed 27 October 2011). 

51  David Castle, head of psychiatry at Melbourne's St Vincent's Hospital, quoted in Jill Stark, 
'McGorry accused of conflict of interest', The Age, 7 August 2011, 
http://www.theage.com.au/national/mcgorry-accused-of-conflict-of-interest-20110806-
1igxd.html (accessed 16 October 2011) 

52  Jill Stark, 'McGorry accused of conflict of interest', The Age, 7 August 2011, 
http://www.theage.com.au/national/mcgorry-accused-of-conflict-of-interest-20110806-
1igxd.html (accessed 16 October 2011) 

http://www.eppic.org.au/epnews/cost-effectiveness-early-intervention-psychosis-report-access-economics
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include in the DSM a 'psychosis risk syndrome'.53 This proposal is fiercely contested. 
The former chair of the task force that presided over the last revision of the DSM in 
the 1990s, Professor Emeritus Allen Frances, has said of the proposed revisions that: 
'DSM5 would create tens of millions of newly misidentified false positive "patients", 
thus greatly exacerbating the problems caused already by an overly inclusive DSM4'. 
Professor Frances is most critical of the proposal for psychosis risk syndrome: 

The Psychosis Risk Syndrome is certainly the most worrisome of all the 
suggestions made for DSM5. The false positive rate would be 
alarming―70% to 75% in the most careful studies and likely to be much 
higher once the diagnosis is official, in general use, and becomes a target 
for drug companies. Hundreds of thousands of teenagers and young adults 
(especially, it turns out, those on Medicaid) would receive the unnecessary 
prescription of atypical antipsychotic drugs. There is no proof that the 
atypical antipsychotics prevent psychotic episodes, but they do most 
certainly cause large and rapid weight gains (see the recent FDA warning) 
and are associated with reduced life expectancy―to say nothing about their 
high cost, other side effects, and stigma. 

This suggestion could lead to a public health catastrophe and no field trial 
could possibly justify its inclusion as an official diagnosis. The attempt at 
early identification and treatment of at risk individuals is well meaning, but 
dangerously premature. We must wait until there is a specific diagnostic 
test and a safe treatment.54 

4.36 James Phillips, associate clinical professor of psychiatry at the Yale School of 
Medicine, recently expressed similar concerns regarding: 

the controversies surrounding these diagnostic categories, involving the 
question of creating populations of false-positive patients who would be 
subjected both to diagnostic mislabeling and unwarranted, potent 
medications.55 

4.37 While there may be concerns about the description of disorders and the 
consequences, there has been for some years now research on early intervention to 
address psychosis, with some positive results. Nevertheless, a review of the literature 
in 2010 observed: 

                                              
53  Allen Frances, 'Opening Pandora’s Box: The 19 Worst Suggestions For DSM5', Psychiatric 

Times, 11 February 2010, http://www.psychiatrictimes.com/dsm/content/article/10168/1522341 
(accessed 16 October 2011). Also referred to as ''attenuated psychotic symptoms syndrome': 
see, for example, SW Woods, BC Walsh, JR Saksa and TH McGlashan, 'The case for including 
Attenuated Psychotic Symptoms Syndrome in DSM-5 as a psychosis risk syndrome', 
Schizophrenia Research, vol. 123, 2010, pp 199–207. 

54  Allen Frances, 'Opening Pandora’s Box: The 19 Worst Suggestions For DSM5', Psychiatric 
Times, 11 February 2010, http://www.psychiatrictimes.com/dsm/content/article/10168/1522341 
(accessed 16 October 2011) 

55  James Phillips, 'The Leaders’ Report on DSM-5', Psychiatric Times, 23 August 2011, 
http://www.psychiatrictimes.com/blog/dsm-5/content/article/10168/1934043 (accessed 16 
October 2011) 
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Despite initially encouraging results concerning the predictive validity of 
[psychosis risk syndrome] criteria, recent findings of declining conversion 
rates demonstrate the need for further investigations. Results from 
intervention studies, mostly involving second-generation antipsychotics and 
cognitive behavioral therapy, are encouraging, but are currently still 
insufficient to make treatment recommendations for this early, relatively 
non-specific illness phase.56 

4.38 Underpinning this policy debate are fundamental questions about whether 
there are identifiable underlying biological processes associated with psychosis or not; 
and a debate about whether identifying people at high risk of developing psychosis 
actually helps ensure appropriate intervention.57 Some suggest, of psychosis, that 
'there has never been an underlying disease process to be identified',58 while others 
think this to be an open question, worthy of continued research.59  

4.39 Despite the debate, there are significant points of agreement,60 and the 
committee notes that the focus of the EPPIC model is not exclusively on prevention, 
but represents a broader model. The EPPIC model recognises that: 

Preventative intervention can occur in the three key phases of early 
psychosis: 

1. The "at-risk" phase, when symptoms are subtle and can be confused with 
adolescent development issues 

2. The period of frank symptoms of psychosis that remains untreated, which 
may compound the issues of risk and the development of prolonged 
disability 

3. The critical period after the onset of the first psychotic episode, which 
can be up to five years in duration, when treatment needs to be 
comprehensive and phase-specific.61 

 
56  C. Correll, M. Hauser, A. Auther and B. Cornblatt, 'Research in people with psychosis risk 

syndrome: a review of the current evidence and future directions', Journal of Child Psychology 
and Psychiatry, 51(4):390–431, April 2010, p. 1. 

57  Anthony Jorm, '"Prodomal diagnosis" of psychosis: an impartial commentary', Australian and 
New Zealand Journal of Psychiatry, vol. 45, pp 520–523. 

58  Stephen Rosenman, Peter Anderson, 'Does prodromal diagnosis delay early intervention?', 
Australian and New Zealand Journal of Psychiatry, vol. 45, pp 509–514. 

59  Patrick McGorry, 'Pre-emptive intervention in psychosis: agnostic rather than diagnostic', 
Australian and New Zealand Journal of Psychiatry, vol. 45, pp 515–519. 

60  See, for example, Anthony Jorm, '"Prodomal diagnosis" of psychosis: an impartial 
commentary', Australian and New Zealand Journal of Psychiatry, vol. 45, pp 520–523. 

61  Early Psychosis Prevention and Intervention Centre, Early Intervention: a Rationale, 
http://www.eppic.org.au/node/169 (accessed 19 October 2011). 
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4.40 Early Psychosis Prevention and Intervention Centres address the needs of 
young people with, or at risk of developing, a psychotic illness. As discussed earlier, 
service gaps do exist in the care of people with severe mental illness and the 
Government's commitment to EPPIC is welcome in this context.  

4.41 Psychosis can be debilitating and contributes to a heavy disease burden, 
disproportionately borne by the young. Early intervention is a worthwhile objective, 
provided it: 

• Is carefully based on published research and evidence; 

• Engages with the full range of views in the research and clinical community; 

• Involves multi-disciplinary teams; 

• Includes a substantial role for psycho-social interventions; and 

• Actively engages patients and families. 

4.42 There is some disquiet around the funding of EPPIC, however the committee 
believes the above conditions are being met. The committee did not receive evidence 
to suggest that the EPPIC model involved inappropriate prophylactic use of anti-
psychotic drugs, which is a particular point of concern in some quarters. 

4.43 It will be important for EPPIC to publish regular reports that outline its 
operations and that there should be an external clinical review after an appropriate 
period, to help ensure that the EPPIC program reflects the range of results in the 
research literature of what is a fast-evolving field. 

4.44 It is also essential that the significant funding directed to EPPIC demonstrably 
delivers cost-effective, good health outcomes. In this respect the committee holds 
some reservations: 
• An independent evaluation of the cost-effectiveness of EPPIC has not been 

carried out. 
• There is no guarantee that the Government's commitment to EPPIC will be 

matched by state and territory funding, and therefore no guarantee that the 
Government will be able to fully deliver its planned expansion to EPPIC. 

• It is likely that EPPIC will be unable, at least in the short term, to deliver 
services to people outside metropolitan areas. In this respect the committee 
continues to urge the Government to identify or develop strategies to meet the 
needs of young people in rural and remote areas. 

Recommendation 1 
4.45 The committee supports the increased funding to EPPIC and headspace 
in the 2011–12 Federal Budget on the proviso that this significant policy 
transformation be evaluated after two years. However, the committee urges the 
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Government to identify or develop strategies that will address the need for early 
psychosis prevention and intervention in rural and remote areas. 
 





  

 

                                             

Chapter 5 

National Mental Health Commission 
Introduction 

5.1 In the 2011–12 Federal Budget the Government allocated $32 million over 
five years for the establishment and operation of the National Mental Health 
Commission (the Commission).1 The Commission will comprise nine commissioners, 
raising the profile of mental health issues, and the provision of independent advice to 
improve transparency and accountability in mental health policy.2 

5.2 The Commission's advice and feedback on mental health policy and spending 
measures is envisaged to help inform and shape future reform and spending: 

The core function of the Commission will be to monitor, assess and report 
on how the system is performing and its impact on consumer and carer 
outcomes.3 

5.3 In the first instance, the Commission will produce an Annual National Report 
Card on Mental Health and Suicide Prevention. The Report Card will assess the 
relative effectiveness of a range of mental health programs and services, highlighting 
which services are actually delivering outcomes for people experiencing mental 
illness.4 

5.4 The Government intends to establish the Commission as an executive agency 
within the Department of Prime Minister and Cabinet and governed by a Chief 
Executive Officer. Under this model, the Commission will report to an agency 
minister within the Prime Minister's portfolio, who will also be responsible for 
appointing the nine commissioners.5 

 
1  Of the $32 million, $12 million is new funding while the remainder has been redirected from 

the 2009–10 budget measure, Leadership in mental health reform—continuation and further 
efficiency. Department of Treasury, Part 2: Expense Measures—Health and Ageing, 
Budget 2011–12, 
http://www.budget.gov.au/2011-12/content/glossy/health/html/health overview 11.htm 
(accessed 9 October 2011). 

2  National Mental Health Commission Interim Office, Submission 527, p.1. 

3  Department of Treasury, A new National Mental Health Commission, Budget Overview 2011–
12, http://www.budget.gov.au/2011-12/content/glossy/health/html/health overview 11.htm 
(accessed 9 October 2011). 

4  National Mental Health Reform 2010–12—Ministerial Statement, 10 May 2011, p. 33. 

5  Department of Prime Minister and Cabinet, Answer to a question on notice, Estimates 2011–12, 
Outcome 1.1.1., 8 July 2011. 
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5.5 While most submitters who commented on the Commission supported the 
concept of an independent voice on mental health,6 several suggested changing the 
format of the Commission, mostly with respect to ensuring its independence from or 
links to government, but also its membership and representation, accountability and 
operation. 

Membership and representation 

5.6 Under the Government's plan for the National Mental Health Commission, the 
commissioners will be appointed by the relevant agency minister, presently the 
Minister for Mental Health and Ageing. The Interim Office of the Commission notes 
that consultation is underway to inform the selection of the commissioners and that an 
announcement is expected in the coming months. The first meeting of the 
Commission is planned for early 2012.7 

5.7 Some submitters expressed views about which groups should be represented 
on the Commission. The Aboriginal and Torres Strait Islander Healing Foundation, 
for example, welcomed the Commission but considered that an Indigenous 
Commissioner would be integral to its success in meeting the needs of Indigenous 
people: 

However, it is important...that any strategies to address the mental health 
issues for Aboriginal and Torres Strait Islander people are undertaken 
within a cultural framework and meet the diverse needs of the Aboriginal 
and Torres Strait Islander community. The appointment of an Indigenous 
Mental Health Commissioner will ensure that cultural responses are given 
appropriate weight and the community will feel that the Federal 
government is sincere in their efforts to Close the Gap at all levels.8 

5.8 The Australian Clinical Psychology Association held the view that the 
Commission may be able to facilitate better coordination of mental health service 
delivery, but that it 'need[s] experts': 

We may need some representation from professional bodies like our own 
and others, but it needs to have experts working in the field and we need 
representation from our psychology board.9 

5.9 The Private Mental Health Consumer Carer Network considered that 
consumers, carers and the private sector should be represented on the Commission: 

 
6  See for example, Mr Frank Quinlan, Chief Executive Officer, Mental Health Council of 

Australia, Committee Hansard, 5 September 2011, p. 82.; NSW Nurses Association, 
Submission 178, p. 6.; SANE Australia, Submission 654, p. 1. 

7  National Mental Health Commission Interim Office, Submission 527, p. 2. 

8  Aboriginal and Torres Strait Islander Healing Foundation, Submission 208, p. 14. 

9  Dr Judy Hyde, President, Australian Clinical Psychology Association, Committee Hansard, 19 
August 2011, p. 23. 
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We are of the very firm belief that there must be a consumer commissioner 
and a carer commissioner in order to bring the consumer and carer 
perspectives to the very entity that is going to be looking at the 
transparency of services and also looking towards policies and looking 
towards advising government on perhaps where...mental health funding [is] 
best allocated. 

I also think that the private sector is an area that too often gets forgotten in 
our health system, certainly in mental health. We have approximately 20 
per cent of inpatient beds and around the same for the mental health 
workforce, so it is a significant area... 

We believe that the commission must have a consumer commissioner, a 
carer commissioner and a commissioner from the private sector.10 

5.10 Similarly, the National Mental Health Consumer and Carer Forum believed 
that people with first-hand experience of the mental health system should be 
represented on the Commission: 

We believe that the development of a national mental health commission 
will be an outstanding and exciting opportunity to involve mental health 
consumers and carers. We are advocating for the establishment of a 
consumer and carer specific advisory body to inform the commission... 

It is seen as essential that there must be commissioners who have a lived 
experience as a consumer and/or a carer.11 

5.11 With respect to consumer representation on the Commission, the committee 
notes that the budget overview indicates that the Government wishes to engage 
consumers: 

[The Commission] will also provide a strong and consolidated consumer 
voice, which will contribute to more responsive and accountable policy and 
program directions within the sector.12 

5.12 The committee notes that consumer representation can be delivered in 
different ways. In New Zealand consumers are members of its Mental Health 
Commission Advisory Group.13 In Western Australia there is an association of 
consumers funded by the Western Australia Mental Health Commission, as well as a 

 
10  Ms Janne McMahon, Independent Chair, Private Mental Health Consumer Carer Network, 

Committee Hansard, 5 September 2011, pp. 53–54. 

11  Mr Keiran Booth, Carer Co-Chair, National Mental Health Consumer and Carer Forum, 
Committee Hansard, 5 September 2011, p. 46. 

12  Department of Treasury, A new National Mental Health Commission, Budget Overview 2011–
12, http://www.budget.gov.au/2011-12/content/glossy/health/html/health overview 11.htm 
(accessed 9 October 2011). 

13  New Zealand Mental Health Commission, Our Advisory Group, http://www.mhc.govt.nz/our-
advisory-group (accessed 27 October 2011). 

http://www.budget.gov.au/2011-12/content/glossy/health/html/health_overview_11.htm
http://www.mhc.govt.nz/our-advisory-group
http://www.mhc.govt.nz/our-advisory-group
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Consumer Advisor appointed to the Commission.14 There is consumer and carer 
representation on the Board of the Mental Welfare Commission for Scotland,15 while 
there are also members with lived experience of mental illness amongst the directors 
of the Mental Health Commission of Canada.16 New South Wales, which is currently 
in the process of establishing a commission, has recognised that it will need 
'designated and ongoing consumer, carer and family engagement and representation'.17 

Accountability and operation 

5.13 Some submitters queried whether or not the Commission, as an executive 
agency of the Department of Prime Minister and Cabinet, would be able to provide 
fully independent advice. However, it was clear from the evidence that the 
Commission's wider accountability and effective operation was also important. 

5.14 As the body promoting accountability and transparency in mental health 
services, some submitters asserted that the Commission's own operation must be 
accountable and transparent. The Australian Council on Healthcare Standards 
expressed concern that the parameters governing how the Commission will report on 
mental health services have not yet been determined: 

It is encouraging to note that the Commission will ‘report on Australian 
Government and state system performance against service expectations’. It 
is unclear however, what system performance will be measured against, and 
no reference is made to the recently updated National Standards for Mental 
Health Services 2010, nor an accreditation framework to drive 
implementation of, or monitor assessment against, these standards.18 

5.15 The Australian College of Mental Health Nurses held a similar view, but 
extended it to the authority of the Commission: 

The ACMHN believes that the national Mental Health Commission must 
operate with clear guidelines around its roles and responsibilities, 
independence, and authority to implement changes.19 

 
14  Western Australia Mental Health Commission, Consumer and carer involvement, 

http://www.mentalhealth.wa.gov.au/mentalhealth changes/Consumer carer.aspx (accessed 13 
October 2011) 

15  The Mental Welfare Commission for Scotland, Our Board, 
http://www.mwcscot.org.uk/web/FILES/Commissioners/BoardDetails2011.pdf (accessed 
13 October 2011) 

16  Mental Health Commission of Canada, Non-Government Directors, 
http://www.mentalhealthcommission.ca/English/Pages/MHCC Non Gov Directors.aspx#Peter 
(accessed 13 October 2011) 

17  New South Wales Health, Establishment of the NSW Mental Health Commission, 
http://www.health.nsw.gov.au/mhdao/mhcommission.asp (accessed 13 October 2011) 

18  Australian Council on Healthcare Standards, Submission 110, p. 1. 

19  Australian College of Mental Health Nurses, Submission 447, p. 8. 

http://www.mentalhealth.wa.gov.au/mentalhealth_changes/Consumer_carer.aspx
http://www.mwcscot.org.uk/web/FILES/Commissioners/BoardDetails2011.pdf
http://www.mentalhealthcommission.ca/English/Pages/MHCC_Non_Gov_Directors.aspx#Peter
http://www.health.nsw.gov.au/mhdao/mhcommission.asp
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5.16 Rather than implementing changes, the Public Health Association of Australia 
considered that the Commission should exert pressure on governments to consider 
mental health issues in implementation across a broad range of initiatives. It 
recommended that the Federal Government should: 

Use the new National Mental Health Commission to advocate for the 
inclusion and measurement of mental health in all government initiatives 
and programs. This will allow the effect of the multiple influences on 
mental health to be visible and for broad, appropriate action to be taken.20 

5.17 The committee notes that the Commission's stated function is advisory rather 
than authoritative. This advisory role is a function that some submitters consider will 
only be possible in partnership with other organisations and governments. The Mental 
Health Council of Australia considered that the Commission will need to engage 
effectively with the states and territories, as well as the broader health and community 
sectors, in order to link the many levels of mental health services and inform 'effective 
planning': 

Ensuring that various plans are linked to clearly defined and reportable 
targets is one way of ensuring greater scrutiny of progress. Feeding all of 
these processes into the 10 Year Roadmap will also be important. 21 

5.18 Similarly, Catholic Social Services Australia (CSSA) believed that the 
Commission's success will 'depend on active participation by community managed 
services and NGOs'.22 In addition, CSSA expressed concern about whether the 
Commission as currently envisaged will be able to generate practical, coordinated 
improvements to mental health services: 

In the absence of clear terms of reference, it is hard to comment on the 
Commission’s potential as an effective ‘watchdog’ and advisory body. 

The Commission will need to represent a broad spectrum of consumer, 
carer, service provider and community interests in order to guide realistic 
long term planning and coordination. A very real challenge for the 
Commission will be to demonstrate leadership for systemic and policy 
change that transcends jurisdictional and portfolio silos. 23 

5.19 While CSSA expressed doubts about whether or not the Commission could 
transcend portfolio and jurisdictional boundaries, several other submitters suggested 
that the Commission must be completely independent from government in order to 
deliver impartial advice. 

 
20  Public Health Association of Australia, Submission 195, p. 7. 

21  Mental Health Council of Australia, Submission 198, pp 3–4. 

22  Catholic Social Services Australia, Submission 206, p. 3. 

23  Catholic Social Services Australia, Submission 206, p. 3. 
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5.20 The Department of Health and Ageing explained that the rationale for the 
Commission's positioning in the Prime Minister's Department is to ensure cross-
portfolio coordination: 

...really importantly, the fact that the mental health response is not just a 
health response. The thinking behind having the agency housed within the 
Department of the Prime Minister and Cabinet is really recognising the 
need for many portfolios to be engaged in improving mental health 
outcomes.24 

5.21 Some witnesses to the inquiry considered that this arrangement will be 
effective, while others suggested that the Commission should be independent from 
government. Those satisfied with the placement of the Commission as an executive 
agency under the Prime Minister's portfolio included the National Mental Health 
Consumer and Carer Forum.25 

5.22 The Mental Health Council of Australia explained that there could be both 
advantages and disadvantages to independence from government: 

We certainly have a view that the principle of independence is an important 
one to the commission, but so too is the power and capacity of the 
commission to get access to a range of data sources. We think that 
positioning the commission within the Department of Prime Minister and 
Cabinet will allow the commission to gain access to and have the authority 
across portfolios within the federal government, and that is welcomed... 

We will adopt a supportive but a wait-and-see approach.26 

5.23 Beyondblue expressed a similar view, as did Professor Hickie, who 
considered that the Commission needed to operate at a high level order to be equipped 
to make decisions about overarching policy and funding issues: 

...I think at this stage we have become more generally concerned that we 
get a national commission that does operate at a higher level; and, within 
the bureaucracy, Prime Minister and Cabinet is obviously the highest level. 
We would expect it, however, to have the characteristics of independence 
that you are talking about...27 

5.24 Professor McGorry agreed, although noted that eventually, independence 
could be better achieved outside of government: 

 
24  Ms Rosemary Huxtable, Deputy Secretary, Department of Health and Ageing, Committee 

Hansard, 5 September 2011, p. 21. 

25  Mr Keiran Booth, Carer Co-Chair, National Mental Health Consumer and Carer Forum, 
Committee Hansard, 5 September 2011, p. 48. 

26  Mr Frank Quinlan, Chief Executive Officer, Mental Health Council of Australia, Committee 
Hansard, 5 September 2011, pp 82–83. 

27  Professor Ian Hickie, Committee Hansard, 5 September 2011, p. 69. See also, Ms Dawn O'Neil, 
(then) Chief Executive Officer, Beyondblue, Committee Hansard, 19 August 2011, p. 61. 
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I think the ideal is actually an independent commission—I think that is 
what we should aim for in due course; that is really the only way to 
guarantee independence—similar to the Human Rights Commission and 
those sorts of structures.28 

5.25 Several other witnesses were more sceptical of the level of independence that 
the Commission could have if it were an executive agency within the Department of 
Prime Minister and Cabinet. Professor Lyn Littlefield, Australian Psychological 
Society, considered that the Commission should be independent from government 
because one of its key roles is to evaluate government spending: 

It should be an independent body. I think it should be a body that looks at 
transparency, accountability and evaluation of the money that is spent in 
mental health. In those respects I do think it is a very important body. It 
should give advice as to the best services possible for what we want to do. 
It needs real experts on it.29 

5.26 The Royal Australian and New Zealand College of Psychiatrists expressed a 
similar view: 

The Royal Australian and New Zealand College of Psychiatrists supports 
the development of a mental health commission but that this needs to be 
independent of government to objectively report on the state and progress 
of mental health services.30 

 

 
28  Professor Patrick McGorry, Committee Hansard, 5 September 2011, p. 69. 

29  Professor Lyn Littlefield, Executive Director, Australian Psychological Society, Committee 
Hansard, 19 August 2011, p. 17. 

30  Dr Maria Tomasic, President, Royal Australian and New Zealand College of Psychiatrists, 
Committee Hansard, 5 September 2011, p. 25. 



 

 



 

 

                                             

Chapter 6 

Two-tiered Medicare rebate system for psychologists 
Introduction 

6.1 As discussed in Chapter 2, the Better Access initiative provides Medicare 
rebates for mental health services provided by GPs, psychologists, occupational 
therapists and social workers. The rebatable amount for psychological services varies 
according to: 
• the time spent providing services to the client; 
• where such services are provided (in consulting rooms or otherwise); and 
• whether such services are provided by a clinical or non-clinical psychologist. 

6.2 The inquiry's term of reference (e) addresses the 'two-tiered Medicare rebate 
system for psychologists'. The 'two-tiered system' refers to the situation whereby 
services provided by clinical psychologists (tier one) attract a higher rebate than those 
provided by registered psychologists (tier two). The Department of Health and Ageing 
notes that this has been the case since the implementation of the Better Access 
initiative, and 'based on advice from the psychology profession'.1 The Medicare items 
relevant to psychologists are: 
• Items 80000, 80005, 80010 and 80015—Individual Psychological Therapy 

services provided by a clinical psychologist; 
• Item 80020—Group Psychological Therapy services provided by a clinical 

psychologist; 
• Items 80100, 80105, 80110 and 80115—Individual Focussed Psychological 

Strategies services provided by a psychologist; 
• Item 80120—Group Focussed Psychological Strategies services provided by a 

psychologist.2 

6.3 As seen above, Medicare differentiates the services provided by psychologists 
from those provide by clinical psychologists. The items that clinical psychologists 
may use attract a higher rebate than those provided by (general) psychologists. For 
example, the recommended fee and benefit rate for item 80000—a 30 to 50 minute 
consultation for psychological therapy provided by a clinical psychologist at 

 
1  Department of Health and Ageing, Submission 199, p. 11. 
2  Department of Health and Ageing, MBS Items – Psychologists and other allied mental health 

professionals, http://www.health.gov.au/internet/main/publishing.nsf/content/health-pcd-
programs-amhpm-pdf-factsheet (accessed 16 August 2011). 

http://www.health.gov.au/internet/main/publishing.nsf/content/health-pcd-programs-amhpm-pdf-factsheet
http://www.health.gov.au/internet/main/publishing.nsf/content/health-pcd-programs-amhpm-pdf-factsheet
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consulting rooms—are $92.20 and $78.40 respectively. However, the recommended 
fee and benefit rate for item 80100—a 20 to 50 minute consultation for focussed 
psychological strategies services provided by a psychologist at consulting rooms—are 
$65.30 and $55.55 respectively.3 

6.4 This chapter examines the differing requirements for registration as a general 
psychologist, a clinical psychologist and an endorsed psychologist (in any of the nine 
practice areas). It then provides a summary of the arguments presented both for and 
against the two-tiered system. The committee notes that no proposal to adjust the two-
tiered system was made by the government in the 2011–12 Federal Budget. 

Training to be undertaken by psychologists providing rebatable services 
under the Better Access initiative 

6.5 Psychologists eligible to provide rebatable focussed psychological strategies 
services under the Better Access initiative are required to hold and maintain General 
registration with the Psychology Board of Australia (the Board), and be registered 
with Medicare.4 In most cases, General registration for a psychologist is granted to 
applicants who have completed a total of six years of training approved by the Board; 
for example, six years of university training, or five or four years of university training 
plus an approved internship for one or two years respectively.5 Many submitters to the 
inquiry cited four years' study and a two-year internship (the '4+2' pathway) as the 
most common pathway to General registration. However, the Board is currently 
liaising with the Australian Psychology Accreditation Council (APAC) and 
universities to transition away from the 4+2 system and towards a new 5+1 system.6  

6.6 This registration system is part of the National Registration and Accreditation 
Scheme for psychologists which replaced previous state- and territory- based 
registration arrangements on 1 July 2010.7 On the day of the commencement of the 
scheme, registration was transferred at equivalent level from state and territory boards 
to the Australian Psychology Board. Subsequent renewal applications (required on an 

                                              
3  Department of Health and Ageing, Group M6—Psychological Therapy Services and Group 

M7—Focussed Psychological Strategies, Medicare Benefits Schedule Online, 
http://www.health.gov.au/internet/mbsonline/publishing.nsf/Content/Downloads-201107 
(accessed 16 August 2011). 

4  Department of Health and Ageing, Allied Mental Health Professional Eligibility, 
http://www.health.gov.au/internet/main/publishing.nsf/content/health-pcd-programs-amhpm-
pdf-explan (accessed 16 August 2011). 

5  Psychology Board of Australia, General Registration, 
http://www.psychologyboard.gov.au/Registration/General.aspx (accessed 16 August 2011). 

6  Psychology Board of Australia, 5+1 Internship Program, 
http://www.psychologyboard.gov.au/Registration/Provisional/5-1-Internship-Program.aspx 
(accessed 17 August 2011). 

7  The scheme commenced on 18 October 2010 in WA. Psychology Board of Australia, General 
Registration, http://www.psychologyboard.gov.au/Registration/General.aspx (accessed 17 
August 2011). 

http://www.health.gov.au/internet/mbsonline/publishing.nsf/Content/Downloads-201107
http://www.health.gov.au/internet/main/publishing.nsf/content/health-pcd-programs-amhpm-pdf-explan
http://www.health.gov.au/internet/main/publishing.nsf/content/health-pcd-programs-amhpm-pdf-explan
http://www.psychologyboard.gov.au/Registration/General.aspx
http://www.psychologyboard.gov.au/Registration/Provisional/5-1-Internship-Program.aspx
http://www.psychologyboard.gov.au/Registration/General.aspx


71 

 

                                             

annual basis) are made to the Board. The transition will be complete by 30 November 
2011 at which time psychologists in all states and territories will be uniformly 
registered with the Board until 30 November 2012.8 

6.7 As part of the transition arrangements, registrants were initially transferred to 
the equivalent registration level in the national scheme for a period of less than one 
year and are subsequently obliged to register under the national scheme. All 
psychologists in all states must have applied for General registration under the current 
national scheme by 30 November 2011.9 

6.8 To maintain General registration, the Board requires psychologists to 
complete 30 hours of Continuing Professional Development (CPD) each year. Board 
guidelines stipulate details of acceptable training, record keeping, auditing and related 
matters.10 This training requirement came into effect on 1 July 2010 as part of the 
National Registration and Accreditation Scheme. 

6.9 In the 2009–10 Federal Budget, and to apply from 1 July 2011, the 
Government introduced further training requirements for allied health professionals, 
including (non-clinical) psychologists providing focussed psychological strategies 
services. Eligible psychologists must have completed 10 hours of focussed 
psychological strategies Continuing Professional Development (FPS CPD) in the 
period 1 July 2009–1 July 2011, and then an additional 10 hours of approved training 
annually to remain eligible for Medicare registration.11  

6.10 Rebatable psychological therapy services under the Better Access initiative 
may only be provided by clinical psychiatrists registered as such with Medicare. In 
order to be eligible for registration with Medicare, clinical psychiatrists must: 

• Hold and maintain General registration with the Psychology Board of 
Australia, and either: 

o Hold and maintain membership of the Australian Psychological 
Society’s (APS) College of Clinical Psychologists; or 

 
8  Psychology Board of Australia, Psychology Registration Renewal Fact Sheet, 

http://www.psychologyboard.gov.au/Registration/General.aspx (accessed 17 August 2011). 
9  Psychology Board of Australia, Transition, 

http://www.psychologyboard.gov.au/Registration/Transition.aspx (accessed 17 August 2011). 
10  Psychology Board of Australia, Continuing professional development registration standard, 

http://www.psychologyboard.gov.au/Registration/General.aspx (accessed 17 August 2011). 

11  Department of Health and Ageing, Fact Sheet: Focussed Psychological Strategies Continuing 
Professional Development, 
http://www.health.gov.au/internet/main/publishing.nsf/Content/mental-ba-focus#wan (accessed 
16 August 2011). 

http://www.psychologyboard.gov.au/Registration/General.aspx
http://www.psychologyboard.gov.au/Registration/Transition.aspx
http://www.psychologyboard.gov.au/Registration/General.aspx
http://www.health.gov.au/internet/main/publishing.nsf/Content/mental-ba-focus#wan
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o Meet the requirements of such membership as judged by the Australian 
Psychological Society; or 

o Hold and maintain endorsement as a clinical psychologist by the 
Psychology Board of Australia. 

6.11 In order to gain eligibility for membership of the Australian Psychological 
Society’s (APS) College of Clinical Psychologists: 

...a minimum of six years university training, including approved postgraduate clinical 
studies and placements in mental health settings, plus a further two years approved 
supervision in the clinical field is required. Members are also required to maintain a 
program of ongoing professional development.12 

6.12 The Psychology Board of Australia may grant endorsement to eligible 
psychologists in nine areas of practice: clinical psychology, counselling psychology, 
forensic psychology, clinical neuropsychology, organisational psychology, sport and 
exercise psychology, educational and developmental psychology, health psychology 
and community psychology.13 Of these nine areas, only clinical psychologists can 
access the higher rebate tier of the Medicare rebate. 

6.13 In order to gain endorsement in any of the nine practice areas, candidates must 
satisfy an area-specific list of competencies and have completed further specialised 
study (usually an approved doctorate or master degree and one or two years' approved 
supervised practice respectively).14 

6.14 As discussed above, a national registration scheme was introduced relatively 
recently. As part of the transition from the state- and territory- based accreditation 
systems to endorsement by the Board, transition arrangements and grandparent 
clauses apply. In the case of WA, psychologists holding specialist registration in 
seven practice areas (including clinical psychology), were eligible for automatic 
endorsement. Titles such as 'Specialist Clinical Psychologist' may not be used by any 
psychologist except those registered as specialist psychologists in WA on 17 October 
2010, for a period of three years from 18 November 2010.15 

                                              
12  Australian Psychological Society, APS College of Clinical Psychologists—About Us, 

http://www.groups.psychology.org.au/cclin/about us/ (accessed 16 August 2011). 

13  Psychology Board of Australia, Codes Guidelines Policies, 
http://www.psychologyboard.gov.au/Endorsement/Codes-Guidelines-Policies.aspx (accessed 
17 August 2011). 

14  Psychology Board of Australia, Codes Guidelines Policies, 
http://www.psychologyboard.gov.au/Endorsement/Codes-Guidelines-Policies.aspx (accessed 
17 August 2011). 

15  Psychology Board of Australia, Frequently Asked Questions, 
http://www.psychologyboard.gov.au/Endorsement/FAQ.aspx (accessed 17 August 2011). 

http://www.groups.psychology.org.au/cclin/about_us/
http://www.psychologyboard.gov.au/Endorsement/Codes-Guidelines-Policies.aspx
http://www.psychologyboard.gov.au/Endorsement/Codes-Guidelines-Policies.aspx
http://www.psychologyboard.gov.au/Endorsement/FAQ.aspx
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Two-tiered Medicare rebate system for psychologists—debate 

6.15 Submitters were divided as to whether the current scheme should remain 
unchanged (the argument primarily made by clinical psychologists) or should be 
changed to a single- or multi- tiered system (the argument primarily made by non-
clinical psychologists). Aspects of this debate—alongside the rationalisation of 
rebatable sessions from a maximum of 18 to a maximum of 10 as discussed earlier—
provided the impetus for more than a thousand psychologists to submit to the inquiry. 

In favour of the two-tiered system 

6.16 Most witnesses who considered that the higher rebate should be retained for 
clinical psychologists justified this position by referring to the higher education and 
training requirements for registration as a clinical psychologist as opposed to general 
registration as a psychologist. 

6.17 As discussed above, candidates are required to have completed six years of 
formal education and two years of supervised practice in order to be eligible for 
Medicare registration as a clinical psychologist. Several submitters considered that 
this combination of education and experience better equips clinical psychologists to 
make holistic diagnoses and implement treatment plans.16 

6.18 Some clients who had experienced positive mental health outcomes as a result 
of treatment by a clinical psychologist made submissions in support of the two-tiered 
rebate. For example, submitters 58 and 213 (both name withheld), considered that 
clinical psychologists provide better treatment, especially to clients with complex 
mental health needs: 

Originally, and for nearly 20 years, [my son's] schizophrenia was controlled 
almost entirely with medication. Counseling from a clinical psychologist 
from 2006 onwards worked a miraculous improvement in the quality of his 
life.17 

6.19 Given that study leading to endorsement as a clinical psychologist requires 
significant time and financial commitments, some submitters held the view that 
abolishing the higher rebate for clinical psychologists may act as a disincentive to 
professional development in that field: 

The loss of the two tiered system will lead to the loss of the clinical 
skills...to the community of Australia. Simply, the loss of the two tiered 
system will turn back the advancements that have been achieved over 30 
years. In a short period of time the skills of the clinical psychologist will be 

 
16  See for example, Name Withheld, Submission 71, p. 2. 

17  Name Withheld, Submission 58, p. 1. 
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lost because there will be no incentive and no career path for psychologists 
to train and move to specialisation.18 

6.20 Several submitters emphasised the considerable expense of post-graduate 
education in clinical psychology: 

A professional clinical doctorate costs in excess of $100,000 when course 
fees and loss of income to attend lectures and clinical placements is taken 
into account. This is a significant disincentive to those early in their 
careers.19 

6.21 Other clinical psychologists cited international training standards and asserted 
that Australia has comparatively low requirements for registered psychologists. These 
submitters consider that clinical psychologists should be recognised with the higher 
rebate because the number of years they spend training is similar to that required of 
registered psychologists overseas.20 

6.22 The Australian Psychological Society (APS) College of Clinical 
Psychologists stated that the higher rebate for clinical psychologists is vital to the 
public interest—that the general population needs to be able to compare clinical and 
non-clinical psychologists in order to make informed choices when accessing 
psychological services: 

In the best interests of the public, who cannot be reasonably expected en-
masse to have the required knowledge-set to easily differentiate who has 
received accredited specialist training in the provision of evidence-based 
and scientifically-informed psychological interventions with psychiatric 
disorder across the entire lifespan and all levels of complexity and 
severity...21 

6.23 While those who supported the continuation of the current two-tier rebate 
cited the educational qualifications of clinical psychologists, other submitters held that 
their own qualifications justify the opposite argument. 

In favour of change to the two-tiered system 

6.24 Many submitters who advocated for change to the present two-tier rebate 
arrangement did so on the basis that clinical psychology is only one of nine practice 
areas eligible for endorsement by the Psychology Board of Australia. As discussed 
earlier, endorsement in any given practice area has approximately equivalent 
requirements with respect to post-graduate study and experience. Several submissions 
were received from psychologists endorsed in one of the practice areas apart from 

                                              
18  Dr Darryl Monaglio, Submission 57, p. 8. 

19  Mr Chris Wilcox, Submission 549, p. 3. 

20  See for example, Australian Clinical Psychology Association, Submission 165, pp 4–5. 

21  Australian Psychological Society (APS) College of Clinical Psychologists, Submission 161, p. 
6. 
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clinical psychology who consider it inequitable that they are ineligible for the higher 
rebate. The sentiment of the following submitter, a forensic psychologist, is echoed in 
many other submissions from psychologists endorsed in non-clinical practice areas: 

I am an experienced forensic psychologist with a Doctoral Degree and eight 
years experience in the field. 

At present, my clients are within the criminal justice system and have drug 
addictions, homelessness and mental illness. 

Although, I am a recognised specialist in working with these clients, the 
two tiered Medicare system does not recognise me. Instead, if I was a 
clinical psychologist with no experience working with individuals in the 
criminal justice system, I would receive a higher rate of pay for working 
with these clients. 

I do not charge my clients a fee and rely solely on the Medicare rebate. This 
is because my clients are often homeless and suffering significant financial 
hardships. Equality in the rate of pay for the Medicare system would allow 
me to broaden my work with disadvantaged clients and provide additional 
services.22 

6.25 The above example illustrates the primary arguments made in favour of 
change to the two-tiered system: that other endorsed psychologists are also highly 
trained; that the current system favours one particular qualification over experience; 
and that other endorsed psychologists and their clients deserve more assistance from 
Medicare. 

6.26 Other submitters suggested that an independent assessment process should 
take place to recognise highly-skilled psychologists.23 This process is envisaged to be 
completely separate both from the present recognition of clinical psychologists 
through the top tier rebate, or current PBA endorsement requirements: 

Rather than maintaining a ‘two-class’ rebate system based on which degree 
someone completed at university, I propose to implement a national 
registration and accreditation body (perhaps as part of the Australian Health 
Practitioner Registration Agency) which assesses the knowledge and skills 
of all health professionals at the time they apply for their Medicare provider 
status. In this way if a non-clinical psychologist or allied health professional 
could demonstrate that they possess equal skills to those of a Clinical 
Psychologist they should be able to provide psychological therapy services 
and charge accordingly.24 

 
22  Name Withheld, Submission 569, p. 1. See also, for example, Australian Psychological Society 

(APS) College of Counselling Psychologists, Submission 125, p. 3. 

23  See for example, Name Withheld, Submission 225, p. 3. 

24  Dr Carsten Schley, Submission 77, p. 2. 
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6.27 The proposal was also made that the two-tiered system be abolished 
completely. Under the model proposed by some submitters, every registered 
psychologist would be eligible for the same Medicare rebate, regardless of any further 
qualification:  

The solution to the dichotomy created in the profession by the two-tier 
Medicare rebate system is to immediately abolish this discriminatory and 
divisive system and replace it with a single rebate covering consultations 
with registered psychologist under a mental health care plan.25 

6.28 While the committee received a very high volume of submissions from 
psychologists regarding the two-tiered rebate, the vast majority cited anecdotal 
evidence in support of their positions. There was almost no systematic, independent 
evidence demonstrating any difference or similarity in health outcomes achieved by 
clients of clinical compared with other psychologists. 

Health outcomes for clients 

6.29 Some submitters claimed a comparison of results achieved by clinical and 
non-clinical psychologists shows no difference in health outcomes. The committee is 
not aware of any reputable study supporting this, nor the opposing claim. In early 
2009, an AAP article cited University of Canberra academic Associate Professor Tim 
Carey's claim that comparable treatment outcomes can be achieved by clinical and 
non-clinical psychologists.26 The Australian Psychological Society responded to this 
assertion, stating: 

[N]o study has been done comparing the two, therefore there is no 
evidence... 

Given their differences in training, it is reasonable to expect that general 
and clinical psychologists will often be treating cases of different 
complexity. It is this and their more extensive, specialised training that 
justifies the higher Medicare rebates for their patients, just as similar factors 
justify higher rebates for medical specialists.27 

6.30 Pirkis' evaluation of Better Access included an analysis of the outcomes 
achieved by clinical psychologists, general psychologists and GPs.28 Three linear 
regression analyses were undertaken to demonstrate factors contributing to clients' 

                                              
25  Australian Association of Psychologists inc., Submission 197, p. 3. 

26  AAP, 'Money spent on psychologist rebate wasted: academic', 3 February 2009, 
http://www.medicalsearch.com.au/News/Money-spent-on-psychologist-rebate-
wastedacademic-36680 (accessed 11 October 2011). 

27  Mr Bob Montgomery, then Australian Psychological Society President, Attack on Medicare 
rebates for clinical psychology unfounded, 
http://www.psychology.org.au/news/media releases/5feb09/ (accessed 17 August 2011). 

28  Dr Jane Pirkis et al, Evaluation of the Better Access to Psychiatrists, Psychologists and General 
Practitioners through the Medicare Benefits Schedule Initiative: Summative Evaluation Final 
Report, 22 February 2011, pp 28–32. 

http://www.medicalsearch.com.au/News/Money-spent-on-psychologist-rebate-wastedacademic-36680
http://www.medicalsearch.com.au/News/Money-spent-on-psychologist-rebate-wastedacademic-36680
http://www.psychology.org.au/news/media_releases/5feb09/
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improvements as measured by the Kessler Psychological Distress Scale (K-10). 
However, the purpose of the analysis was to examine factors contributing to 
improvements within the cohort of clients receiving treatment by each group of 
professionals—clinical psychologists, general psychologists and GPs—rather than 
comparing them. Nevertheless, the analysis demonstrated similar trends in treatment 
outcomes across professional groups: 

...for all three groups of consumers, those with worse baseline 
manifestations of psychological distress demonstrated greater levels of 
improvement than those with lower pre-treatment scores.29 

6.31 This trend is reflected in the mean improvement in K-10 scores of the sample 
groups who consulted clinical psychologists, registered psychologists and GPs: 9.53, 
10.58 and 8.01 respectively.30 While the raw data may appear to suggest slightly 
better results are achieved by registered psychologists, it is actually reflective of the 
higher distress level recorded pre-treatment by clients in the sample group who 
consulted registered psychologists. As quoted above, the greater the initial distress 
experienced by the client, the greater the improvement, regardless of which 
professional was engaged to provide treatment. 

 

 

 

Senator Rachel Siewert 

Chair 

 
29  Dr Jane Pirkis et al, Evaluation of the Better Access to Psychiatrists, Psychologists and General 

Practitioners through the Medicare Benefits Schedule Initiative: Summative Evaluation Final 
Report, 22 February 2011, p. 28. 

30  Dr Jane Pirkis et al, Evaluation of the Better Access to Psychiatrists, Psychologists and General 
Practitioners through the Medicare Benefits Schedule Initiative: Summative Evaluation Final 
Report, 22 February 2011, p. 27. 





  

 

Chair's Additional Comments 
Introduction 

1.1 The Community Affairs References Committee strives to reach consensus in 
inquiry reports. In this case, the committee has tabled a majority report that it agrees 
outlines the evidence received during the course of the inquiry. However, committee 
members were unable to agree on specific recommendations to address the concerns 
raised by those who contributed to the inquiry. Therefore, Senators from each party 
have tabled additional comments or dissenting reports. The Chair has carefully 
considered all the material presented to the committee and identified 
recommendations that she feels best reflect the breadth of the evidence received. This 
report needs to be read in conjunction with the majority report as it specifically 
addresses issues raised in the majority report. 

Better Access 

1.2 Given the conclusions reached in both the Better Access and ATAPS 
evaluations, the Chair accepts the Government's conclusions that Better Access has 
not reached lower socio-economic groups or rural or remote areas as well as it has 
people in metropolitan areas. There is greater scope for ATAPS to meet the needs of 
hard to reach groups than Better Access, in particular, ATAPS is structured more 
appropriately to reach those groups. 

1.3 Better Access began as an initiative aimed at high-prevalence disorders. 
However, the initiative has been increasingly used by people experiencing severe 
symptoms. The Government has not been sufficiently clear in communicating whether 
its objective is to target particular mental illnesses, particular levels of severity of 
condition, or conditions of a particular duration (chronic versus short-term episodic). 
The Government needs to communicate better to both professions and the public 
about what Better Access is for, and what it is not for. It also needs to make clear, to 
those for whom Better Access is not the right program, what existing service they 
should be accessing. 

1.4 In the case of severe conditions, such as eating disorders, the committee heard 
that people have difficulty securing treatment. This echoes evidence received over six 
years ago by the Select Committee on Mental Health.  The extended 18 sessions of 
Better Access have provided a way for professionals to deliver a recognised treatment 
program for these disorders. The Government's view may be that this was not the 
intention of Better Access, but at this point there is no alternative.  This situation will 
become worse under the Government's proposed changes. 

1.5 The rationalisation of MBS rebatable sessions under the Better Access 
initiative is likely to, in the immediate term, exacerbate existing service gaps for 
people with severe and persistent mental illness. The committee has not received 
evidence that ATAPS will meet the needs of these people in the short term. In theory 
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the Better Access initiative was designed to address high prevalence disorders that 
could be treated by 6–12 sessions. However, in the absence of viable alternatives, this 
initiative has been utilised to provide treatment to people with a severe mental illness 
who need the maximum 18 sessions. Until the Government provides an alternative, 
effective means to address the needs of people with a severe mental illness, it cannot 
justify excluding these people from accessing services under Better Access. 

Recommendation 1 
1.6 The Chair of the committee recommends that the rationalisation of the 
number of rebatable allied health sessions under Better Access be delayed until it 
can be demonstrated that other programs (such as ATAPS) are adequately 
equipped to provide services to people with a severe or persistent mental illness. 

Recommendation 2 
1.7 The Chair of the committee recommends that the Government consider 
putting in place an interim program through the MBS that would allow access to 
six additional sessions under Better Access for consumers who meet tightened 
criteria based on the severity of their condition. 

Recommendation 3 
1.8 The Chair of the committee recommends that the Government continue 
to evaluate Better Access and keep a watching brief on how the program is being 
accessed nationwide with a particular focus on the take up of Better Access 
services by hard to reach groups. 

Access to Allied Psychological Services 

1.9 The mental health workforce is key to the delivery of any mental health policy 
initiative.  The expansion of ATAPS, in conjunction with the introduction of Medicare 
Locals, presents significant opportunities to embed mental health services in primary 
care.  However, the program faces significant challenges.  The composition of the 
workforce should be expanded more consistently, beyond GPs and psychologists, to 
incorporate more mental health nurses, social workers and counsellors.  In addition, 
the design and planning of care initiatives through interaction with hospital and NGO 
networks should be central to what the program can deliver. The Northeast Health 
Wangaratta model is an excellent example of this. 

1.10 The Chair supports the Government's initiatives to broaden the ATAPS 
program and provide the type of holistic care that is required by some consumers.  The 
effort to reward innovation through Tier 2 funding is also encouraging.     

1.11 ATAPS will not and is not designed to meet the needs of consumers in crisis.  
For this reason it is not going to meet the needs of those experiencing severe mental 
illness who are currently receiving treatment under the 'exceptional circumstances' 
provision of the Better Access program. 
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1.12 In addition, ATAPS places a greater administrative burden on GPs than the 
Better Access program does. The APS suggestion that referrals could be carried out in 
a similar administrative manner to Better Access should be explored. 

1.13 Further, ATAPS is a capped funding model while Better Access is not. In the 
context of specific funding arrangements, financial management will become an 
important consideration for GP Divisions, Medicare Locals or NGOs. The 
employment model used by Northeast Health Wangaratta is a useful model, although 
in some cases this may not be appropriate. 

1.14 While flexibility and the ability to design the program according to local need 
is one of the positive elements of ATAPS, there is a danger that this could result in 
patchy or inconsistent service delivery across the country.  The Government needs to 
develop guidance to assist in the rollout of Medicare Locals and the expansion of 
ATAPS and advise practitioners on how to achieve the full potential of ATAPS.  This 
guidance should include advice on financial management and the development of 
innovative programs targeting hard to reach groups.  Given that the timescale for the 
expansion of ATAPS is relatively long, there is also scope to establish a 
comprehensive performance assessment framework that could highlight examples of 
best practice in service delivery that could be disseminated and adopted across the 
country. 

Recommendation 4 
1.15 The Chair of the committee recommends that the Government develop 
guidance materials as quickly as possible to assist Medicare Locals and GP 
Divisions in meeting the full potential of the expanded ATAPS program.  This 
material should include examples of nationwide best practice in areas such as 
financial management and the development of innovative projects targeting hard 
to reach groups. 

Recommendation 5 
1.16 The Chair of the committee recommends that a comprehensive 
performance assessment framework be established as part of the ATAPS 
expansion.  The data gathered should be used to develop benchmarking tools to 
compare ATAPS service delivery across Medicare Locals and GP Divisions with 
similar geographic and demographic indicators. 

1.17 The expansion of ATAPS is an appropriate recognition of the complex 
challenges which face mental health delivery nationwide.  The diversity possible 
within the program, ranging across the traditional Tier 1 funding, through Tier 2, to 
the Funding Care Packages and Coordinated care model, is an encouraging first step 
in what needs be a long term policy commitment by Government to bring mental 
health to the same stage as physical health care.  However while the committee did not 
hear any evidence that opposed the expansion of the ATAPS program, it has also not 
heard any evidence that supported a view that the program will be substantially 
operational in its new form by November 2011. Under the current proposals there will 



82 

 

almost certainly be a substantial period where Medicare Locals and GP Divisions will 
not be fully engaged with the ATAPS program, and consequently will not be able to 
deliver appropriate mental health care for consumers.  The Chair is greatly troubled by 
this scenario. 

Recommendation 6 
1.18 The Chair of the committee urges the Government to revise its 
scheduling for the 2011–12 Federal Budget changes to ensure continuity of care. 

Youth Mental Health 

1.19 There is widespread support for headspace, but also widespread concern 
about whether all the policy settings are right to ensure the initiative succeeds. The 
external evaluation identified a range of issues, and submitters have added to those. 
The greatest concern appeared to be whether the funding model would be effective in 
ensuring the ongoing participation of GPs. 

1.20 Adequate remuneration for GPs will be needed if they are going to agree to 
participate in headspace centres rather than working elsewhere. However, as 
headspace pointed out, health professionals including GPs working in the centres do 
not have to be self-funded through the MBS. They can also be paid as employees of 
the centres. 

1.21 The Government is increasing the level of funding for each centre, not only 
expanding the number of centres. Accordingly, one of the options available is for the 
headspace consortia to seek to make use of this money to employ GPs directly, 
ensuring a guaranteed funding base that provides a buffer against the time pressures 
and other issues that submitters identified as discouraging some GPs from working in 
this field. 

1.22 The Chair is concerned about the transitional issues. Fundamentally, an 
approach that cuts funding for one program now, with the expansion of funding of 
other programs only coming later, cannot be supported. Funding shifts should be 
closely matched. Changes to Better Access should take place, for example, only as 
expansion measures such as additional headspace centres come online. As the 
evaluation report noted, this will be 9–12 months after there is agreement to fund 
them, to which must be added the lead times involved in the competitive bid process. 

Recommendation 7 
1.23 The Chair of the committee recommends that any tightening of eligibility 
for Better Access be delayed until the youth mental health initiatives funded in 
the 2011–12 Federal Budget are fully expanded and operational. 
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National Mental Health Commission 

Recommendation 8 
1.24 The Chair of the committee considers that consumers must have a central 
role in any mental health advisory body, and that Aboriginal and Torres Strait 
Islander people should be represented. The National Mental Health Commission, 
which will have nine Commissioners and a Chair, should include at least one 
commissioner who is a consumer, one who is a carer and one who has Aboriginal 
or Torres Strait Islander heritage. 

Recommendation 9 
1.25 The Chair of the committee recommends that the Government review the 
operation and structure of the National Mental Health Commission after two 
years with a view to placing it on a statutory basis. 

Two-tier rebate for psychologists 

1.26 The evidence does not provide adequately compelling arguments to change 
the current arrangements. Out of nine areas of practice endorsement that generally 
require higher levels of study, only one attracts a higher Medicare rebate. The Chair 
recognises, however, the value of the services provided across the range of practice 
areas.  In these circumstances, the Government should undertake ongoing monitoring 
of any effects of the two-tier Medicare rebate for psychologists on workforce 
composition. 

Recommendation 10 
1.27 The Chair of the committee believes that the new Mental Health 
Commission should undertake ongoing monitoring of the two-tier Medicare 
rebate for psychologists to ensure that patients have access to the most 
appropriate practitioners and that workforce balance across the mental health 
sector is maintained. 

 

 

 
Senator Rachel Siewert    Senator Penny Wright 
Chair       Australian Greens, South Australia 
Australian Greens, Western Australia



 

 
 



  

 

Minority Report 

Australian Labor Party 
 

It is the view of Labor Senators that while Better Access is a good program for those it 
is reaching, it is still not servicing hard to reach groups like young people, men, 
people living in rural and remote regions, Indigenous Australians and people living in 
areas of high socio economic disadvantage.   

The Better Access evaluation showed that people on lower incomes received both 
significantly less services and funding under Better Access than those on higher 
incomes. The evaluation also showed that almost three-quarters of people who access 
services used between one and six sessions a year meaning that the vast majority (87 
per cent) of people will therefore be unaffected by this change.  

The Better Access initiative was introduced to address low treatment rates for high 
prevalence mental disorders such as depression and anxiety – particularly 
presentations of mild to moderate severity where short term evidence based support is 
most likely to be useful. 

While some people with more complex or intensive care needs may benefit from 
psychological interventions under Better Access, the initiative was not designed to 
provide intensive, ongoing therapy for people with severe, ongoing illness.  

It is important that people get the right care for their needs.  People who currently 
receive more than ten allied mental health services under Better Access are likely to 
be patients with more complex needs and would be better suited for referral to more 
appropriate mental health services. GPs can continue to refer those people with more 
severe ongoing mental disorders to Medicare subsidised consultant psychiatrist 
services, where 50 sessions can be provided per year, or state/territory specialised 
mental health services.  

It is also important to note that Better Access will continue to be a growth program 
with more than $4 billion projected to be spent over the next five years.  

The changes being implemented by the Government will achieve a better balance 
between the Medicare fee based model provided through Better Access and the low to 
no cost services directly targeted to hard to reach groups through ATAPS.  

This measure will see funding shifted from Better Access to ensure a doubling of the 
services currently provided through ATAPS and to a range of other mental health 
services including those provided online, for young people and for people with severe 
and debilitating mental illness.  
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Every dollar redirected from Better Access, as part of these measures, will be re-
invested into other and new mental health services targeting some of the most 
disadvantaged people in our community. 

 

 

 

 

Senator Claire Moore    Senator Carol Brown 

Queensland      Tasmania 

 

 

 

 

Senator Mark Furner 

Queensland 



 

                                             

Dissenting Report by Coalition Senators 

Chair’s Report 

1.1 Coalition Senators note that the Chair's report was to only have reported the 
evidence given at the hearing or extracts from submissions.  This was the agreement 
reached at the meeting of the Community Affairs Committee on 28 October.  Instead, 
the Chair's report includes commentary about the evidence.   

1.2 The Coalition's comments herein are intended to comment solely on the 
evidence received and our conclusions drawn from the same. 

Better Access Initiative 

1.3 The Better Access to Psychiatrists, Psychologists and General Practitioners 
through the Medicare Benefits Scheme initiative (Better Access) was a central part of 
the Howard Government's contribution to COAG's National Action Plan on Mental 
Health (2006–11).  The agreement by COAG in July 2006 was:  

based on a recognition that, after a decade of national reform, renewed 
government effort was needed to give greater impetus to the reform 
process.  The Action Plan represented a landmark in the history of mental 
health services in Australia.  For the first time, leaders of all governments 
focused on the issue of mental health and agreed to a plan to reform mental 
health services that addressed not only health needs, but made 
commitments to activities in other key areas of housing, employment, 
education and correctional services, all of which have an essential part to 
play in improving the mental health of Australians.1   

1.4 The intention of the Coalition’s historic 2006 investment of $1.9 billion in 
mental health and its centrepiece Better Access was to integrate allied health and GP 
services to improve the treatment and management of mental health, by expanding the 
services that attract a rebate under the Medicare Benefits Schedule (MBS).  The 
expansion of such services was designed to encourage patient referrals between GPs, 
psychologists, clinical psychologists, social workers and occupational therapists, and 
to promote mental health education and training for health professionals.  The 
initiative commenced on 1 November 2006.  

1.5 The joint media release by then Minister Abbott and Pyne of 9 May 2006, 
outlines the objective of the COAG mental health announcement: 

The 2006-07 Budget delivers on the Government’s commitment of $1.9 
billion to improve services for people with a mental illness, their families 

 
1  Council of Australian Government, National Action Plan for Mental Health 2006-2011, Second 

Progress Report covering implementation 20 2007-08, September 2009, Foreword, p. 1. 
Available at: http://www.coag.gov.au/coag meeting.../2006.../nap mental health.pdfSimilar 
(accessed 31 October 2011). 

http://www.coag.gov.au/coag_meeting.../2006.../nap_mental_health.pdfSimilar
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and carers. These measures are the Commonwealth Government’s 
contribution to the COAG Mental Health package, as announced by the 
Prime Minister on 5 April 2006. 

These practical measures will provide families, schools and health 
professionals with more support in recognising and addressing mental 
illness and new assistance to people who are living with mental illness and 
their families. 

A national information campaign will raise awareness of the links between 
illicit drug use and mental illness.2 

1.6 Under Better access to psychiatrists, psychologists and general practitioners 
through the Medicare Benefits Scheme new rebatable Medicare items were 
introduced: 

New Medicare rebates will be introduced for people with mental illnesses 
to access improved services from appropriately trained GPs and 
psychiatrists and, on referral, from clinical psychologists.  

It is expected that, in the fifth year of the initiative, an additional 35,000 
people with severe mental illness will be able to obtain access to a 
psychiatrist. Also in the fifth year, approximately 400,000 Medicare-funded 
services will be provided by clinical psychologists. 

It will encourage team-based mental health care in the community with 
psychologists working alongside GPs, psychiatrists, mental health nurses 
and other allied mental health professionals. G Ps will be provided with 
training to improve their detection of mental illness and quality of services.3 

1.7 It is clear from the Ministers' press release and comments such as the 
following from then Prime Minister Howard, that the focus was on mental illness, 
with no differentiation between mild to moderate or severe: 

The package I am announcing today comprehensively addresses the key 
shortcomings in mental health services in those areas for which the 
Australian Government has responsibility. 

… 

We are providing: 

• A major increase in clinical and health services available in the 
community and new team work arrangements for psychiatrists, GPs, 
psychologists and mental health nurses; 

• New non-clinical and respite services for people with mental illness 
and their families and carers; 

• An increase in the mental health workforce; and 

                                              
2  http://www.health.gov.au/internet/budget/publishing.nsf/Content/budget2006-hmedia2.htm 
3  http://www.health.gov.au/internet/budget/publishing.nsf/Content/budget2006-hmedia2.htm 

http://www.health.gov.au/internet/budget/publishing.nsf/Content/budget2006-hmedia2.htm
http://www.health.gov.au/internet/budget/publishing.nsf/Content/budget2006-hmedia2.htm
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• New programmes for community awareness.4 

1.8 Eligible patients were able to receive up to 12 individual and 12 group 
sessions per year (plus an additional 6 sessions in exceptional circumstances).5  
Changes were made in 2009 that enabled GPs with specific mental health training to 
claim higher rebates.   

Evaluation of Better Access 

1.9 In 2009, the Department of Health and Ageing tendered for consultants to 
evaluate seven components of the Better Access program.  The evaluation was not 
released until mid-February 2011.   

1.10 Criticism of the evaluation included the lack of measurement of key 
objectives of the Better Access program and how performance over the time of the 
program had been measured.  For example, one of the initial objects was better co-
ordination of services between mental health professionals.  The evaluation did not 
measure this and other objectives.   

1.11 The evaluation showed positive results including that since the introduction of 
Better Access, more people have accessed mental health services and the uptake of the 
rebatable sessions has been high and increasing with 2.7 million, 3.8 million and 4.6 
million Better Access services being delivered in 2007, 2008 and 2009 respectively.   

1.12 These findings were qualified by the suggestion, repeated several times 
throughout the summative evaluation, that limitations in available data prevented the 
authors from drawing comprehensive conclusions about the effectiveness of any 
aspect of the program.  Indeed, there were real criticisms levelled at the evaluation, 
including from the Mental Health Council of Australia.   

1.13 The Government is spending about $10 million a week on this program but 
only about $1 million on this evaluation.  Since 2007 over 2 million people had 
received more than 11.1 mental services, yet only about 1,350 consumers were 
assessed despite the 2 year long evaluation.  Uptake rates of treatment were 10% 
lower for people in the most disadvantaged areas and there was no evaluation at all of 
those traditionally disadvantaged, those from culturally and linguistically diverse 
backgrounds and Aboriginal and Torres Strait Islander people.  This evaluation raised 
more questions than it answered. 

                                              
4  http://pandora.nla.gov.au/pan/10052/20060621-

0000/www.pm.gov.au/news/media releases/media Release1858.html  
5  Department of Health and Ageing, Better Access to Psychiatrists, Psychologists and General 

Practitioners through the MBS (Better Access) Initiative—Overview, 
http://www.health.gov.au/internet/main/publishing.nsf/content/mental-ba-over (accessed 5 
August 2011). 

http://pandora.nla.gov.au/pan/10052/20060621-0000/www.pm.gov.au/news/media_releases/media_Release1858.html
http://pandora.nla.gov.au/pan/10052/20060621-0000/www.pm.gov.au/news/media_releases/media_Release1858.html
http://www.health.gov.au/internet/main/publishing.nsf/content/mental-ba-over
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1.14 The Coalition raised questions at past Estimates about the evaluation 
including about the tender process.  As indicated, Better Access has assisted about two 
million people but the evaluation only surveyed about 1,350 consumers; or about 
0.07%.  It is questionable whether the sample used was an effective one, in order to 
achieve statistically and clinically significant results and whether the Government 
adequately consulted on what such an effective sample might have been to achieve 
statistically and clinically significant results.   

1.15 The Coalition also raised questions about who determined the consumers to 
be surveyed in that it appeared that the very providers who were providing the 
services chose the consumers to be surveyed. 

1.16 As indicated above in the Abbott/Pyne media release of 9 May 2006, one of 
the explicit founding objectives of this program is to encourage collaborative care, the 
Coalition is concerned that this was not properly assessed.  The evaluation reports that 
there have been some 16 million mental health sessions under the program and it was 
unclear from the evaluation what therapies were being provided and whether they 
were evidence based care like cognitive behavioural therapy or just non-specific 
counselling. 

1.17 At previous Estimates, evidence was provided about the overall proportion of 
new customers to repeat customers.  Answers provided on notice indicate that in 2008, 
68% of better Access clients were new customers.  In 2009, this percentage had 
dropped to 57%.  This would indicate that the program was designed for short sharp 
(cognitive behavioural therapy) CBT-based interventions were being used to provide 
ongoing or continual mental health services to the same clients. 

1.18 Table 1 in the evaluation report purports to list the strengths and weaknesses 
of each data source.  The strengths listed in relation to many of the data sources 
includes supposedly large and representative sampling which is questionable given 
that only 1,350 consumers were assessed.  The common weaknesses identified were 
selection bias or reliance on self-reporting; a lack of potential to track any change or 
improvement over time; and difficulties in inferring conclusive information about 
Better Access from the data. 

1.19 Several submitters commented on what they considered weak aspects of the 
methodology or limitations of the data set.  The methodology of the study was the 
target of particular criticism in that it did not proceed according to scientifically 
accepted methods, the latter crucial for establishing the most accurate results. For 
example, the Australian Psychological Society College of Clinical Psychologists drew 
the committee's attention to: 

...significant research methodological flaws within the Better Access study, 
which cautions us as to the credibility of the study and to any unintended 
simplistic equating of its findings to “proof” or “fact” to a level of evidence 
that would inform thinking around service planning and workforce issues. 
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The level of evidence attributable to a single study with such a research 
design is not sufficient for such purposes.6   

1.20 The Coalition shares the concerns of various submitters and believes the 
conclusions drawn are readily disputed based on the very poor methodology of the 
evaluation and therefore of limited value as a basis for decision-making going 
forward. 

1.21 As well as the methodology, the findings of the study are also open to 
interpretation.  For example, some commentators welcomed the evidence that Better 
Access increased mental health services in rural areas, as well as its significant uptake 
rate overall.  Other commentators were concerned that mental health services in rural 
areas remain less comparative to metropolitan areas, and that the significant uptake of 
Better Access overall has been very expensive.  The Government asserts it has made 
significant changes to its mental health spending in the 2011–12 Federal Budget and 
has used findings of the evaluation demonstrating the significant expense of Better 
Access to support its rationalisation of the initiative. 

1.22 In short, it is arguable that the Better Access evaluation, with all its 
methodology and data set faults was set up to fail in order to enable the Government 
to take the money out of the program in order to recycle money back into the sector to 
give the appearance of "mental health reform" at a time when the Government has no 
real money available to spend on mental health.   

1.23 There appears to be little evidence in the evaluation that justifies changing the 
GP rebate or the number of psychology sessions. 

Changes to the Better Access Initiative 

1.24 In its 2011–12 Budget statement, the Government stated that Better Access is 
an increasingly costly program, and that it has not been fully effective in addressing 
the mental health needs of all target groups.  To address this cost issue, and increase 
access to mental health care to groups such as Indigenous people, people in regional 
Australia and people on low incomes, the Government wants to redirect funding from 
Better Access towards other programs such as Access to Allied Psychological 
Services (ATAPS), headspace, and Early Psychosis Prevention and Intervention 
Centres (EPPIC). 

1.25 Rather than reforming mental health, it appears that the Government here is 
robbing Peter to pay Paul!  By rationalising services, the Government is redirecting 
funds from one program to another. 

1.26 In so doing, it is unclear whether the Government has any plan to monitor any 
impact on the quality of care available to people as a result of the changes.   

                                              
6  Submission 161, p. 9. 
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1.27 Criticism has also been levelled at the Government at the lack of transparency 
leading up to the decision to cut the Better Access program.  In 2008 

General views on the budget announcements 

1.28 There was a mixed reaction for the budget announcements with some initial 
support for what appeared to be overall increase in the mental health budget, qualified 
by some stakeholders who objected to aspects of the detailed proposals.   

1.29 The Mental Health Council of Australia expressed the view that the 
announcements were: 

...an important step towards improving the mental health system and the 
mental health of all Australians.  They reflect a commitment by the 
Government to improving mental health and increasing the availability of 
mental health services in Australia.7    

1.30 The Consumer Health Forum commented: 
The Federal Government's 2011-12 Budget promised a range of new 
initiatives for mental health services that will result in improved outcomes 
for many Australians.8 

1.31 However, the Australian Medical Association, the Royal Australian College 
of General Practitioners, as well as the Australian Psychologists Society all expressed 
concerns about the impact of the changes to the Better Access initiative.  The AMA 
requested that the committee: 

...recommend that the Government reverse its 2011/12 Federal Budget 
decision to cut Medicare funding for mental health services delivered by 
GPs and psychologists under the Better Access Program.9  

1.32 The Australian Psychological Society urged the committee to: 
...focus its attention on the Federal Budget cuts to the Better Access 
initiative as these are due to come into effect on 1 November 2011 and will 
deny effective psychological treatment to an estimated 87,000 people per 
annum from this date.10 

1.33 While the Royal Australian College of General Practitioners said that: 
The College is gravely concerned regarding the proposed cuts to the Better 
Access program and the subsequent impact on mental health delivery for 

                                              
7  Mental Health Council of Australia, Submission 198, p. 2. 

8  Consumers Health Forum of Australia, Submission 179, p. 1. 

9  Australian Medical Association, Submission 185, p. 1. 

10  Australian Psychological Society, Submission 159, p. 3.   
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every patient age group, demographic, and geography throughout 
Australia.11 

Consultation on mental health spending 

1.34 In 2008, the Government established the National Advisory Council on 
Mental Health (NACMH) with the objective to: 

...provide[s] a formal mechanism for the Australian Government to gain 
independent advice from a wide range of experts to inform national mental 
health reform.12 

1.35 Professor John Mendoza was appointed the Chairman but in June 2010, he 
resigned criticising the Rudd government for its lack of action on mental health.  In an 
interview on PM on 21 June 2010 gave his reasons for his resignation: 

Well it’s a frustration rather than anger. When I took this role on I 
genuinely believed that the Government was going to take a different 
approach to mental health reform.  They’d certainly made clear in 
opposition that they were determined to address the long standing problems 
in this area.  

They had commented on many aspects of the Howard government’s 
response in this area as being inadequate and wanting to do a lot better and, 
in fact, the formation of the council was specifically in response to, I guess, 
the lack of progress from the reform policy agenda that had been in place 
for some time.  

So after two years, however, it was pretty clear we were getting nowhere.13 

1.36 The chairmanship remained vacant until December 2010 when the Minister 
for Ageing and Mental, the Hon. Mark Butler appointed himself as the chairman of 
the NACMH.  Either Mr Butler could not find anyone to replace Professor John 
Mendoza who quit the council in disgust in June or he wants to take a ‘hands-on’ 
approach and steer the council on the government’s path which appears to be to do 
very little.  South Australia’s Social Inclusion Commissioner, Monsignor David 
Cappo, was appointed as deputy chair.  At the time there was criticism about lack of 
transparency and objectivity – how can you have an advisory council to the minister 
chaired by the minister himself?   

1.37 Despite the existence of the NACMH, in December 2010, the Mental Health 
Expert Working Group was established by Minister Butler specifically to provide 
advice on mental health reform in the lead-up to the 2011–12 Federal Budget.  
Membership of this group comprised: 

                                              
11  Royal Australian College of General Practitioners, Submission 172, p. 3. 

12  Department of Health and Ageing, National Advisory Council on Mental Health, 
http://www.health.gov.au/internet/mentalhealth/publishing.nsf/Content/National+Advisory+Co
uncil+on+Mental+Health (accessed 7 October 2011). 

13  http://www.abc.net.au/pm/content/2010/s2932959.htm  
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Dr Christine Bennett; Monsignor David Cappo AO; Dr Pat Dudgeon; Mr 
Anthony Falker; Mr Toby Hall; Professor Ian Hickie AM; Professor Lyn 
Littlefield OAM; Ms Janet Maher; Dr Christine McAuliffe; Professor 
Patrick McGorry; Professor Frank Oberklaid; Ms Sally Sinclair.14 

1.38 The Terms of Reference for the expert group were determined as follows: 
The Mental Health Expert Working Group (MHEWG) is being established 
as a time-limited working group to provide confidential, strategic and 
practical advice to the Australian Government to inform mental health 
reform directions and decisions. 

The MHEWG will provide significant input to the Australian Government 
about how to achieve well coordinated, cost-effective and lasting reforms to 
mental health care across a broad range of clinical and non clinical service 
systems with the aim of developing a strong, sustainable system now and 
into the future.15 

1.39 Questions were asked by some submitters during the inquiry as to why it was 
necessary to establish a new group to provide advice on the above matters rather than 
consult the NACMH.  However, other submitters were dissatisfied with its 
composition: 

This submission refutes the defence that this group are independent and 
impartial including proffered explanation that the group are picked from a 
small academic mental health sector. There are nearly forty Australian 
Universities who could make solid contribution to a mental health policy 
expert panel... 

This issue is considerably more significant than concerns about conflict of 
interest. The mental health reform agenda is intrinsically based in closed, 
non-consultative and exclusive process which is part of the larger imposed 
shift of health reform.... 16 

1.40 The Australian Clinical Psychology Association (ACPA) commented: 
While this group includes eminent mental health professionals whose 
knowledge and direction may be generally useful in determining policy, the 
group was dominated by public sector interests, and under-represented by 
those working within the Better Access Initiative, which was the program 
most affected by the changes made.  The recent resignation of Dr Christine 

                                              
14  Ms Jane Halton, Secretary, Department of Health and Ageing, Estimates Hansard, 30 May 

2011, p. 71. 

15  Department of Health and Ageing, Answer to a question on notice, 30 May 2011, received 26 
July 2011. The answer to question E11- 219 has not been quoted in full; see Senate webpage 
http://www.aph.gov.au/Senate/committee/clac ctte/estimates/bud 1112/DoHA/index.htm for 
the answers to eight written questions on notice in relation to the Mental Health Expert 
Working Group. 

16  Name Withheld, Submission 483, pp 24–25. 

http://www.aph.gov.au/Senate/committee/clac_ctte/estimates/bud_1112/DoHA/index.htm
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McAuliffe, who represented GPs within this group, is of considerable 
concern.17 

1.41 The Association of Counselling Psychologists (ACP)also expressed disquiet 
about the group: 

The ACP questions the independence of the Mental Health Expert Working 
Group, on the basis that a significant number of the members of that group 
have a longstanding bias against Better Access and a conflict of interest 
towards funding their own projects.18 

1.42 The Coalition is concerned that there was confusion about the consultation 
processes that this expert group undertook.  In Estimates evidence was given that this 
group did consider the Better Access evaluation.  Indeed, there is a real issue as the 
precisely why this expert group was established, and having been established, why it 
failed to contain with its ranks key representatives of the affected groups, including 
consumers.   

1.43 The process was not handled as well as it could have been, and appears to 
have raised doubts amongst some stakeholders about the effectiveness of the National 
Advisory Council on Mental Health.  It not only reinforces the earlier point about the 
credibility of an advisory body set up to give advice to the minister but chaired by the 
minister himself, but raises real questions about transparency and objectivity of its 
deliberations. . 

Rationalisation of GP mental health services—new time dependent rebates 

1.44 The budget measures lower the fees charged and rebates applicable to all 
mental health items provided by GPs, introducing a timed rebate system.  In making 
these amendments, the Government argues it has sought to align mental health 
consultation rebates more closely with standard consultation rebates and that GPs will 
receive the same rebate for a mental health consultation as they would for a standard 
Level C or D consultation of the same length.  However, a relatively higher rebate will 
be available to GPs who have undertaken specific mental health training.  The two-tier 
rebate system refers to the standard rebate available to GPs who have completed the 
mental health skills training—tier one—in comparison with that available to those 
who have not—tier two.  

1.45 The Royal Australian College of General Practitioners (RACGP) have 27,000 
GPs on their vocational register.19  Figures from 2006/07 show that 31% of these GPs 

                                              
17  Australian Clinical Psychology Association, Submission 165, p. 9.  

18  Association of Counselling Psychologists, Submission 214, p. 3. 

19  Professor Claire Jackson, President, Royal Australian College of General Practitioners, 
Committee Hansard, 19 August 2011, p. 8 
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worked in areas outside major cities.20 In the first full year of the Better Access 
program in 2007, GPs provided services to 618,867 people through the Better Access 
Initiative, rising to 971,836 in 2009.21  In 2010 an estimated 72% of GPs using Better 
Access have completed mental health skills training and are eligible to claim the 
higher rebates for consultations.22   

1.46 The Government asserts it has made these changes noting the Bettering the 
Evaluation and Care of Health (BEACH) report, which was one of the data sources 
used to compile the evaluation.  The BEACH report indicated that over 80% of GP 
mental health treatment plans were being completed in less than 40 minutes, with an 
average time of 28 minutes.  Criticism was levelled at the use of BEACH data because 
it does not take into account the total time spent by GPs in preparing plans. 

1.47 The Australian Medical Association (AMA) was concerned that the BEACH 
data only refers to face-to-face time between GPs and patients and as such does not 
accurately reflect the total time spent by GPs on mental health treatment plans.  In 
evidence at the hearing the AMA and other GP representative groups such as the 
Royal Australian College of General Practitioners claim that the Government has 
misinterpreted the BEACH data and that the changes devalue mental health care.23   

1.48 Further, a survey undertaken by the AMA itself indicates that the average 
time spent by GPs developing mental health plans is closer to 35 minutes with the 
patient as well as an additional 17 minutes spent developing the plan, co-ordinating 
patient care and other related work.24  Professor Claire Jackson, President, Royal 
Australian College of General Practitioners (RACGP) summarised these concerns for 
the committee: 

The cuts to the Better Access program announced in the recent federal 
budget will jeopardise the mental health care of an estimated one million 

                                              
20  Australian Government Department of Health and Ageing (DoHA), 2008. Report on the Audit 

of Health Workforce in Rural and Regional Australia, April 2008. Commonwealth of Australia, 
Canberra, p. 8. Available at: 
http://www.health.gov.au/internet/main/publishing.nsf/Content/4F3A981914316A11CA257434
008189EC/$File/rur2.pdf (Accessed on 1 November 2011). 

21 Evaluation of Better Access to Psychiatrists, Psychologists and General Practitioners through 
the Medicare Benefits Schedule (Better Access) initiative, Component F: Analysis of the 
Second National Survey of Mental Health and Wellbeing, December 2010, p. 17. Available at: 
http://www.health.gov.au/internet/main/publishing.nsf/Content/8D0647CB60F3EBCACA2578
4C00767E20/$File/F.pdf (accessed 31 October 2011). 

22  Department of Health, Submission 199, p. 6. 

23  Professor Claire Jackson, President, Royal Australian College of General Practitioners, 
Committee Hansard, 19 August 2011, pp 2–5; Dr Steve Hambleton, Federal President, AMA, 
Committee Hansard, 5 September 2011, p. 76. 

24  Essential research (2011) MBS changes—GP Survey: An Assessment of the Impact of 2011-12 
Budget Cuts to Medicare Funding for GP Mental Health Services, Australian Medical 
Association, 2011; Australian Medical Association, Submission 185, p. 11. 
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patients per annum, risking the current high patient access levels, quality of 
patient care, excellent clinical outcomes and our mental health workforce 
capacity.25 

1.49 Moreover, the changes fail to take into account that they might exacerbate 
workforce difficulties.  headspace's submission explained that it is very difficult to 
attract GPs into youth mental health care, and that reducing the rebate rate, by up to 
47%, would act as a further disincentive for GPs to work within the headspace mental 
health care model.26  

1.50 Similarly, the Rural Doctors Association of Australia (RDAA) was concerned 
about the rationalisation of GP services under Better Access because of the lack of 
specialist services in rural and remote areas, and the reliance on GPs with advanced 
skills and that a rural pathway for GPs is more likely to be favoured where there is 
scope to perform higher level clinical work, and that reducing MBS rebates will act as 
a disincentive, exacerbating the health services in rural areas.27  It is clear that the 
major provider submitters were very concerned about these changes. 

1.51 GPs providing mental health consultations are concerned that those 
consultations require a time commitment beyond face-to-face time and as such 
advocate they be recognised with a higher rebate.  However, in acknowledging this 
view, the Coalition notes that there was no specific evidence in relation to GPs who 
receive standard Level C or D rebates and who may also provide additional services 
outside the appointment time for patients with other severe or persistent illnesses.  In 
this sense, it would have been preferable for consultations to occur with key providers 
and stakeholders to canvass the effect of these changes and other options available.  
This was not done.  Accordingly, in the absence of clear evidence about this, the 
Government cannot draw this conclusion as the Department sought to do in evidence. 

1.52 In addition, the Coalition notes that the higher rebate will be retained for GPs 
who have completed mental health training but it is unclear whether this incentive for 
GPs to undertake training will encourage continued quality care.  At the hearing, the 
Department of Health and Ageing (DoHA) explained to the committee that 72% of 
GPs have completed the mental health training, and therefore will be eligible for the 
higher rebate.  It can be inferred (although there is no evidence of this) that most GPs 
will continue to receive higher rebates for mental health consultations than they do for 
standard consultations. 

1.53 The Coalition believes that any rationalisation of rebatable Medicare items for 
mental health consultations to align more closely with standard timed consultations 
ought to have been discussed and fully canvassed with key provider groups and 
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26  headspace, Submission 169, p. 3. 
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98 

stakeholders before being arbitrarily inserted into the budget purely as a cost saving 
measure.   

Rationalisation of allied health treatment sessions—10 session entitlement 

1.54 The number of rebatable allied health treatment sessions will be capped at 10 
individual and 10 group sessions—a course of six sessions plus four additional 
sessions following a review.  The previous maximum for both individual and group 
sessions was 18—two courses of six sessions plus an additional six sessions in 
exceptional circumstances.  This change has been made as a savings measure based on 
an evaluation which at the very least has limitations of the available data about the 
Better Access program and at worst, asks more questions than it provides answers.  It 
is clear from the evidence at the hearing that the impact on patients was not fully 
canvassed. 

1.55 Concerns have been expressed about the rationalisation of rebatable sessions 
under Better Access from a maximum of 18 to 10 mostly by psychologists.  
Understandably, many of their patients would feel reticent about providing 
submissions about this change, although the committee is grateful to those patients 
who have made such submissions.   

1.56 The arguments above in favour of retaining the 18 session maximum relies on 
the assumption those Medicare rebatable sessions under Better Access should be used 
to treat people with a severe mental illness.  This was debated amongst submitters; 
some considered that Better Access was not designed to treat people with a severe 
mental illness, while others contended that it was.  The opinion was also expressed 
that whether or not Better Access was originally intended to treat people with a severe 
mental illness, viable alternatives do not presently exist and therefore Better Access 
should be funded to fill the gap.   

1.57 This goes back to the objectives of the original program.  It is the basis of the 
Coalition's criticism of the Better Access evaluation in that it did not measure whether 
the program actually achieved what it set out to do. 

Targeting hard to reach groups 

1.58 The Better Access evaluation and the various ATAPS evaluations discussed in 
the Chair’s report appear to suggest that Better Access either does not meet the needs 
of hard to reach groups or that the ATAPS model is more suited to the task.  However 
some witnesses questioned these conclusions.  RCAGP for example disputed DoHA's 
assertion that Better Access is not reaching rural and remote areas.   

1.59 The RACGP suggested that it is workforce shortages, that contribute to fewer 
services being delivered outside metropolitan areas, and that Better Access has 
actually had the opposite effect: 

The Better Access evaluation actually concludes that while some groups 
have had greater levels of uptake of Better Access than others, Better 
Access has reached all groups and increased most dramatically for those 
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who have been the most disadvantaged in the past, including people aged 
0–14, rural areas, and the most socio-economically disadvantaged areas.28 

1.60 The AMA also emphasised the increase of Better Access service delivery to 
hard to reach groups: 

The criticisms of it are that it is not reaching the target groups. The greatest 
growth in this program is actually in those target groups, so, if you like, it is 
coming to maturity just now. The greatest growth was actually in the young 
people getting access to this program. The next greatest growth was in the 
lowest socio demographic, where over 150,000 people were being treated, 
but the growth rate in that area was the greatest. 29  

1.61 The Coalition recognises the conclusions reached in both the Better Access 
and ATAPS evaluations but also notes that these, most particularly the Better Access 
evaluation, have been criticised.  Despite the increased access to services afforded by 
Better Access, there remain issues about access by lower socio-economic groups, 
those living in rural or remote areas as well as people in metropolitan areas.   

1.62 Whilst there may be greater scope for ATAPS to meet the needs of hard to 
reach groups than Better Access, there is a real issue as to whether ATAPS is 
structurally able to do so.  In the absence of this assessment, the Coalition is 
concerned that denying access under Better Access, in the absence of a clear, viable 
and properly structured alternative, is not in the best interests of patients. 

1.63 However, it is likely that policy makers in 2006 did not anticipate the extent 
to which Better Access sessions would be utilised in the following years, the extent of 
the dormant demand in the community, nor the extent to which people accessing the 
program would be experiencing severe or very severe symptoms.  It is also the case 
that state and territory governments provide most services for people experiencing 
severe mental illness, a role Better Access was never intended to supplant. 

Better Access as a means of treating people with a severe mental illness 

1.64 DoHA maintains that primary care programs like Better Access or Tier 1 of 
the ATAPS program are not the most appropriate programs for people with severe 
mental illness.  DoHA also maintained that in the long term the current approach was 
able to deliver appropriate levels of mental health care for those suffering severe 
mental illness.  However they did concede that some gaps in service delivery do exist:  

...these are people who should not necessarily be treated in the kind of 
primary care program like Better Access or, indeed, ATAPS. We would be 
encouraging states and territories, through their specialist mental health 
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systems, to be lifting their game and closing service gaps that we all know 
exist in those kinds of areas—the pointy end of service delivery.30   

1.65 Coalition notes that some submissions support the savings generated by the 
rationalisation of Better Access sessions and consider that ATAPS is targeted towards 
assisting people with a severe and persistent mental illness.   

1.66 The Consumers Health Forum, however, qualifies its support for the 
rationalisation by suggesting that a review and further evaluation of Better Access 
take place to measure any impact that the changes may have on consumer outcomes.   

1.67 Conversely, other submitters considered that Better Access is an appropriate 
measure, or the best available measure, to treat people with severe mental illness, and 
that it is working effectively.  

1.68 The RACGP commented:  
The budget cuts have been formulated despite the proven benefit of the 
Better Access program, including improved overall treatment rates for 
patients...31    

1.69 The Australian Psychology Association (APS) conducted research on the 
types of conditions that were treated through Better Access: 

The research conducted on a large sample of 9,900 people who received 
between 11 and 18 sessions of treatment from psychologists under the 
Better Access initiative last year shows that these people are 
overwhelmingly those with severe depression or anxiety disorders...These 
people would be denied the additional sessions of psychological care 
required for effective treatment through the Better Access initiative under 
the 2011 budget funding cuts.32 

1.70 It is very clear that there is a real difference of opinion as to whether Better 
Access or ATAPS is the more appropriate service delivery for these groups.  The 
existence of this disparity of views is further testimony that the Government has failed 
to undertake proper consultation on the most appropriate way forward. 

1.71 The Coalition is concerned that the rationalisation of MBS rebatable sessions 
under the Better Access initiative is likely to, in the immediate term, exacerbate 
existing service gaps for people with severe and persistent mental illness.  We are 
further concerned that the committee has not received evidence that ATAPS will meet 
the needs of these people in the short term.   
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1.72 In theory the Better Access initiative was designed to address high prevalence 
disorders that could be treated by 6–12 sessions.  However, in the absence of viable 
alternatives, this initiative has been utilised to provide treatment to people with a 
severe mental illness who need the maximum 18 sessions.   

1.73 Until the government provides an alternative, effective means to address the 
needs of people with a severe mental illness, it cannot justify excluding these people 
from accessing services under Better Access. 

Access to Allied Psychological Services (ATAPS) 

1.74 The Government's asserts that its 2011–12 Federal Budget National Mental 
Health Reform package is designed to address service gaps in the mental health 
system to ensure that early and consistent rather than crisis-driven care is provided to 
people who need it and that its reform is supposedly focused on addressing the needs 
of people identified as not always receiving adequate mental health services.  The 
Government believes that the Access to Allied Psychological Services (ATAPS) 
program is seen as one way of meeting these challenges. 

1.75 The ATAPS program was established by the Coalition in 2002 with the 
objective of funding 'short term psychology services for people with mental health 
disorders through fund-holding arrangements delivered through Divisions of General 
Practice'.  The ATAPS projects enable GPs to refer patients with high prevalence 
disorders such as depression and anxiety to allied health professionals (predominantly 
psychologists). 

1.76 Since 2003 there have been a number of policy developments which have 
impacted on the original design of the program.  The most significant of these was the 
introduction of the Better Access program in 2006 which serves a similar client group, 
but through the Medicare Benefits Schedule rather than a fund-holding arrangement. 

1.77 The ATAPS program has been evaluated regularly since its inception.  Since 
2003 it has provided over 600,000 mental health sessions of care, achieving improved 
consumer outcomes in 86%.  The last evaluation report, which looked at data from 
January 2006 to June 2010, found that there had been 150,954 referrals made in that 
period, with 113,107 patients receiving at least one episode of care.33  Certainly, the 
150,954 referrals made from January 2006 to June 2010 are relatively small compared 
to the 11.1 million Better Access services that were delivered from 2007 to 2009.  

1.78 As mentioned above, ATAPS has provided over 600,000 mental health 
services from 2003 to 2009 with a total spend in that period of $80.7m.  These 
services were provided by 10,296 GPs (5,914 urban; 4,382 rural) who referred 
consumers to 3,527 allied health professionals (2,548 urban; 979 rural).  The numbers 
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steadily rose between 2003 and 2006 until Better Access was introduced in 2006.  To 
put these figures in context there are currently 24,000 GPs, 16,450 allied health 
professionals and 1,700 psychiatrists using Medicare items under Better Access.34 
Over 90% of the allied health professionals under both programs are psychologists.  
Following the introduction of the Better Access program the numbers for referring 
both GPs and allied health professionals declined for around a year before rising 
steadily again.  Figures show that the impact of Better Access on ATAPS participation 
has been much less pronounced in rural areas.35  

1.79 Over 70% of consumers using the ATAPS program are women with an 
average age of 39.  Around 2% are Aboriginal or Torres Strait Islanders.  Most people 
accessing the program present with high prevalence disorders such as anxiety and 
depression and between 2% and 6% of referrals include a diagnosis of severe mental 
illness. 36   

1.80 The breakdown of figures for ATAPS does appear to support the premise that 
the program has the potential to be able reach marginal groups with 68% of all 
services delivered through ATAPS being accessed by people on a low income, and 
45% delivered in rural areas.  In contrast, 25% of Better Access services are delivered 
in rural areas.  

1.81 The Australian National Audit Office (ANAO) undertook an independent 
audit of the ATAPS program in 2010-11, reporting to Parliament on 21 June 2011.  
Whilst the ANAO report highlighted positive features of the ATAPS program, it did 
draw attention to the challenging aspects of administering the scheme.  The positive 
aspects of the program discussed in the report included its capacity to respond quickly 
and with agility as illustrated during the Victorian bushfires and Queensland floods, 
and its ability to be used as a platform for new and innovative service delivery, 
targeting particularly hard to reach groups such as rural and remote consumers and 
young people. 

1.82 However, the ANAO report cited problems with the design and subsequent 
administration of the program to date: 

...the administrative arrangements established by DoHA have not 
consistently supported the achievement of program objectives.  In 
particular, there has been variable administrative performance, over 
the relatively long life of the program, in relation to a number of 
important program elements including: the allocation of program 
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funding on the basis of identified need; monitoring compliance with 
program requirements; and the administration of new ATAPS 
initiatives. 37 

1.83 Aspects of the funding system in particular drew comment in the ANAO 
report.  The funding model of the program was initially population based, but has not 
correlated consistently with the gradual policy transition to a more needs-based 
targeted approach.  This aspect, tied with the lack of regular assessment of health care 
needs within GP Divisions, has resulted in 'some communities not receiving an 
equitable share'. 

1.84 The ANAO report also considers that the risk management of the program 
was also not designed to ensure that the limited resources available had the greatest 
chance of reaching those most in need.  The ANAO report made certain 
recommendations noted in the Chair’s report and the areas identified for ATAPS to 
focus on namely: better addressing service gaps, increasing efficiency, encouraging 
innovation and improving quality.   

1.85 The Government asserts that it has committed to the expansion of the ATAPS 
program to incorporate the recommendations of the review in the recent budget 
changes with funding for ATAPS to increase from $36.1 million in 2010-11 to $108.7 
million in 2015-16 ($432.7 million over 5 years) with the aim being to provide 
services for an additional 185,000 people over five years, specifically targeting hard to 
reach groups. 

1.86 As indicated earlier, the service delivery model of ATAPS is to fund short 
term psychology services for people with mental health disorders through fund-
holding arrangements delivered through Divisions of General Practice, or Medicare 
Locals as they come on stream.  The Coalition has been critical of Medicare Locals 
and has stated its objective of abolishing them. 

1.87 The Coalition notes evidence that the Australian General Practice Network 
(AGPN) have been funded to develop a 'clinical governance framework for ATAPS 
that can be implemented in the Medicare Local environment and also to do a 
systematic workforce mapping exercise to better understand the status, skills and 
qualifications of the ATAPS workforce.'  However, that evidence suggests that whilst 
the potential for ATAPS is significant, there are barriers to its realisation: 

ATAPS and related programs make for an opportunity to really embed a 
robust primary mental health care system.  But this also means investment 
in those functions over and above what you could describe as straight 
program administration.  I am talking about functions such as service 
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planning; service development; partnership and linkage development with 
other providers. 38  

1.88 The Coalition points to evidence in the hearing about the challenges presented 
by ATAPS being a capped program rather than being funded through the MBS 
including: 

a. reports by Divisions that demand far outstrips supply and funds are running 
out well and truly before the end of the year; 

b. the funding is targeted towards a client group which requires case 
management as its primary service with multidisciplinary teams and the 
involvement of many health practitioners; 

c. concerns that only psychologists are providing services and other allied 
mental health professionals are being excluded;  

d. the capped funding means that in some cases, Divisions may be forced to 
employ less experienced psychologists to make funding go further; and 

e. the proportion of the budget that goes into the administration of the program 
(with the ANAO report stating that originally 85:15 ratio of service delivery 
to administration has now become 75:25. 

1.89 The Coalition notes that the AMA’s submission contrasted these ratios to 
those of the Better Access initiative where 'every dollar allocated...goes directly to the 
delivery of clinical care.'39   

1.90 At the hearing, the AGPN stated the 85:15 ratio is inadequate and advocated 
for an additional capacity for service development and planning functions that you 
cannot buy with the current 15% administration vote.   

1.91 The Coalition is concerned that there has been lack of consultation about the 
impact on the mental health workforce of the shift from Better Access to ATAPS.  
Given our criticism of Medical Locals, the proposed expansion of ATAPS does 
present challenges that have not been properly considered.  The Government has 
failed to consult key stakeholder providers. 

1.92 It is also unclear whether the Government proposes ATAPS as an alternative 
to the Better Access initiative.  Whilst it is arguable that ATAPS may be able to 
provide a different type of care, and one of the ATAPS program's strengths is its 
flexibility to provide a broad care package to consumers, it is expensive in comparison 
to Better Access, and the substantial funding increases are not due to come on stream 
until after Better Access has been reduced. 
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1.93 The ATAPS service delivery model is also complex in nature and requires 
long-term planning and design, particularly around workforce issues, before it can 
begin to meet the anticipated needs of consumers.  The Coalition cannot see how the 
necessary foundations will be in place by November 2011.   

1.94 The key question that came up in the evidence before the committee was 
whether the newly designed program could meet the demands placed on it given the 
reduction in some aspects of the Better Access program. 

1.95 Whilst it has been argued that ATAPS can improve access for hard to reach 
groups more effectively than Better Access, the Coalition is concerned as to what 
happens to those consumers who require an extended level of care that will in future 
not be provided through the Better Access program.  

1.96 The Australian Psychological Society (APS) were quite forthright in their 
view that ATAPS is not ready to fill the gap: 

The government has stated that people affected by the cuts can be seen 
under the Access to Allied Psychological Services, or ATAPS, program run 
through the divisions of general practice, but this is not a viable referral 
option under current arrangements.  There is simply not enough funding in 
ATAPS to provide services for anything like the 87,000 people per 
annum.40 

1.97  The issue of funding levels and administration requirements as barriers to 
using ATAPS came up frequently during the committee's public hearings.  RACGP 
highlighted the difficulties faced by many GP Divisions in administering ATAPS 
paperwork in the absence of any rebate, including: 

(a) accessing services where the patient will not be out of pocket; 
(b) ensuring the GP and any psychologist referred to also has requisite 

reference number; 
(c) ensure the appropriate assessment tools are adopted; 
(d) complete ATAPS forms and any mental health plans; 
(e) other general administrative requirements.41 

1.98 The RACGP also commented on the budgeting requirements for a capped 
program such as ATAPS and pointed to the following three issues of concern: 

(a) ATAPS has different rules and regulations across Australia; 
(b) a lot of divisions spend their ATAPS funding six months into the 12 

months and then there is nothing left; and 

                                              
40  APS, Committee Hansard, 19 August 2011, p. 9. 

41  Dr Elizabeth Marles, Committee Hansard, 19 August 2011, p. 3. 



106 

(c) often there are bureaucratic issues that have to be negotiated to access 
the service and these are especially challenging in cases of mental health 
emergencies where timing and the need to access services quickly is 
critical (for example where patients are suicidal or facing an acute 
personal crisis and therefore need to be linked with services quickly).42  

1.99 Whilst the Coalition appreciates the flexibility of ATAPS, there are concerns 
that this could result in patchy or inconsistent service delivery across the country.  We 
are concerned that the shift from Better Access to the ATAPS structure is not adequate 
to meet the challenges of the added requirements placed on the ATAPS program.  As 
a consequence, we share the concerns of those submitters in relation to adequate 
service delivery. 

1.100 The Coalition is concerned that the impact of the shift from Better Access to 
ATAPS has not been fully considered, especially given the complex challenges which 
face mental health delivery nationwide.  The Government’s assertions of the diversity 
possible within the program, ranging across the traditional Tier 1 funding, through 
Tier 2, to the Funding Care Packages and Coordinated care model have not been 
properly assessed with key stakeholders. 

1.101 Clearly, there is no evidence that the program will be substantially operational 
in its new form by November 2011.  The Coalition is concerned that under the current 
proposals there will almost certainly be a substantial period where Medicare Locals 
and GP Divisions will not be fully engaged with the ATAPS program, and 
consequently will not be able to access appropriate mental health care for consumers.   

Youth mental health 

1.102 The Coalition supports headspace and Early Psychosis Prevention and 
Intervention Centres (EPPIC).  The Coalition’s Real Action Plan for Better Mental 
Health will provide a nationwide network of staged care to assist young Australians to 
access quality mental health services and pursue productive and fulfilling lives.  The 
Coalition’s announcement at the 2010 election includes: 

(a) 20 Early Psychosis Intervention Centres; 
(b) 800 mental health beds; and 
(c) 60 additional youth headspace sites. 

headspace 

1.103 The Coalition established headspace in 2006 with Commonwealth funding. 
headspace currently delivers services at 30 centres across all states and territories.  
headspace is a model of delivering integrated mental health services to young people 
by co-locating specialist and primary health services at headspace centres and its 
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vision is: “To improve the mental and social wellbeing of young Australians through 
the provision of high quality early intervention services, that are welcoming, friendly 
and supportive.” 

1.104 The Coalition shares the concerns of headspace that these changes will affect 
headspace services given that health professionals at the centres, including GPs, 
psychologists, social workers, mental health nurses and occupational therapists, are 
either directly employed through headspace core funding, or self-funded through 
MBS items or private billing.   

1.105 headspace targets 12–25 year olds with a mild to moderate mental disorder, 
and seeks to assist them across four key areas: general health; mental health and 
counselling; alcohol and other drug services; and education, employment and other 
services.  The Chair’s report outlines the history of headspace and various evaluations 
of its work which indicate that headspace has improved mental health services for 
young people, especially early-intervention services for people aged 12–17.   

1.106 The report also suggests ways in which headspace could improve its 
timeframes for service delivery, the need to engage target groups and funding issues, 
all of which will be impacted by the Government’s proposed changes. 

1.107 The Coalition notes that in advocating an expansion of the headspace centres, 
the Government is adopting the Coalition’s policy.  Whilst the headspace's 
submission to the inquiry welcomed additional funding, it highlighted that the 
rationalisation of Better Access, particularly the changes to MBS mental health 
treatment items, is likely to add to existing workforce issues with respect to attracting 
GPs to headspace centres: 

Attracting GPs is already a considerable challenge, particularly in areas of 
GP shortage. headspace, across its 30 centres, has a full time equivalent of 
only eight GPs.  headspace centres are finding it increasingly difficult to 
recruit GPs as there are not sufficient incentives for GPs to work in youth 
mental health.  We believe that with the current systems and initiatives in 
place, it is not financially viable for GPs to work with young people.  Many 
GPs are not comfortable working with this client group in general, and 
financial disincentives exacerbate this reluctance.43 

1.108 headspace CEO Chris Tanti expressed concern that GPs may reduce their 
availability to practice at headspace centres once the proposed cuts are implemented: 

Mental health treatment plans are a core activity for GPs working in a 
headspace centre.  For example, analysis of 28 out of our 30 centres 
showed that in the last financial year item No. 2710, for a 40-minute 
preparation of a mental health treatment plan, equated to over one quarter of 
the total GP revenue billed at headspace centres... 
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The majority of GPs who are working in our centres are very passionate 
about working with young people...So I suspect they will not leave entirely 
but they will reduce the amount of time they have available at headspace.44 

1.109 Conversely, the Australian Medical Association (AMA) suggested that 
increased funding to headspace should not come at the expense of Better Access.  
AMA anticipated that the time likely to elapse before new headspace centres are 
operational would suggest continued support to other initiatives in the interim is 
justified.45   

1.110 The Coalition is aware that there is widespread support for headspace, but 
also widespread concerns about whether all the policy settings are right to ensure the 
initiative succeeds.  The external evaluation identified a range of issues, and 
submitters have added to those.  The greatest concern appeared to be whether the 
funding model would be effective in ensuring the ongoing participation of GPs. 

1.111 The Coalition is critical of the Government for not having undertaken the 
necessary consultations with key stakeholders about these changes to fully assess their 
impacts.  Whilst the Government is increasing the level of funding for headspace, the 
Better Access changes may result in headspace centres being forced to use such 
additional funding to employ GPs directly, thereby countering the disincentives 
caused by changes to the Better Access Initiative. 

Early Psychosis Prevention and Intervention Centre (EPPIC) 

1.112 The Chair’s report traces the origins of EPPIC from the 1988 establishment of 
a ward in the Aubrey-Lewis Unit at Royal Park Hospital dedicated to the treatment of 
young people hospitalised after their first episode of psychosis.   

1.113 Whilst the Coalition recognises some disquiet about EPPICs, the Coalition 
supports early psychosis intervention centres as an important frontline service in 
addressing mental health issues.  Indeed, such disquiet is compounded by the fact that 
the Government is cutting Better Access to provide funding for headspace and 
EPPICs, a criticism levelled at it by various submitters.   

1.114 As indicated above, the Coalition is committed to Commonwealth funding for 
20 centres.  This is in contrast with the Government’s less promising commitment to 
fund four additional EPPIC sites in partnership with interested states and territories.  
The 2011-12 budget changes commit the Government to engage the states and 
territories to share the cost of funding and supporting an additional 12 centres, 
bringing the total number of centres to 16. 

1.115 The Coalition is concerned that if the States and Territories do not make a 
contribution, then it is questionable whether the Commonwealth will maintain its 
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commitment.  Despite repeated requests, the Commonwealth and its department have 
not been prepared to commit to full Commonwealth funding if the deal falls through 
with the States and Territories.  Hence, there is no guarantee that the Government's 
commitment to EPPIC will be matched by state and territory funding, and therefore no 
guarantee that the government will be able to fully deliver its planned expansion to 
EPPIC. 

1.116 The Coalition is also concerned about the transitional issues in that the 
Government is cutting funding for Better Access now, with the expansion of funding 
of other programs only coming later.  Accordingly, the Coalition believes that any 
changes to Better Access need to be considered in the context of new headspace 
centres and EPPICs coming online.   

National Mental Health Commission 

1.117 In the 2011–12 Federal Budget the Government allocated $32 million over 
five years for the establishment and operation of the National Mental Health 
Commission (the Commission) which it asserts will comprise nine commissioners, 
raise the profile of mental health issues, and provide independent advice to improve 
transparency and accountability in mental health policy.46 

1.118 The Coalition supports the establishment of an independent National Mental 
Health Commission.   

1.119 The Coalition has expressed grave reservations about the lack of transparency 
in appointments to the new National Mental Health Commission and most especially, 
about the appointment of Monsignor David Cappo as the first National Mental Health 
Commissioner.   

1.120 Rather than being an independent body, the Government established a version 
of a NMHC as a unit in the Department of Prime Minister and Cabinet.  Despite 
repeated questions, the Government has failed to outline what the selection process 
was for three appointments to the National Mental Health Commission. 

1.121 In a Media Release on 1 June 2011, Minister for Ageing and Mental Health, 
the Hon Mark Butler promised greater accountability in mental health.  He stated that:  

More transparency and accountability in the mental health system will drive 
continuous improvement and innovation and help inform future investment 
in mental health...47 

1.122 However, in a recent Estimates hearing, Mr Richard Eccles from the 
Department of Prime Minister and Cabinet, was not able to explain the selection 
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process for the new CEO, Robyn Kruk, announced on 1 June 2011 or for the choice of 
Monsignor David Cappo as chair of the commission or of his replacement, Professor 
Allan Fels. 

1.123 Monsignor Cappo had to step down barely a week after accepting this 
important role.  In light of the media reports surrounding his appointment and various 
matters raised in the senate by Senator Xenophon, it was not surprising that 
Monsignor Cappo decided to step down for the position of Chair of the National 
Mental Health Commission.   

1.124 The appointment of Monsignor Cappo had caused quiet concern in the sector 
as the role is seen as needing experience and the ability to deliver at the highest levels 
of government and the public sector.  Mental Health is too important to be 
compromised in any way.  His appointment lacked transparency and any semblance of 
a proper selection process.  Indeed, the Coalition questioned the assertion by Minister 
Butler that Monsignor Cappo was the 'obvious choice', a position he maintained in the 
media release announcing Monsignor Cappo’s resignation. 

1.125 There has been no consultation on any of the appointments and now no 
official explanation as to who made the choices or on what basis they were made.  The 
Coalition has been critical of Minister Butler for failing to clarify how the 
appointments were made, how the nine new commissioners will be chosen and what 
the role and remuneration for all appointments will be.  

1.126 Despite this criticism, Minister Butler persists in making assertions, such as 
the following in a Media Release of 7 September 2011:  

This will drive greater transparency and accountability in our mental health 
system and deliver better outcomes for consumers and carers...48 

1.127 The Chair’s report sets out the core function of the Commission namely to 
monitor, assess and report on how the system is performing and its impact on 
consumer and carer outcomes.  The Commission will produce an Annual National 
Report Card on Mental Health and Suicide Prevention which will assess the relative 
effectiveness of a range of mental health programs and services, highlighting which 
services are actually delivering outcomes for people experiencing mental illness.  The 
Chair’s report also indicates that the Government intends to establish the Commission 
as an executive agency, within the Department of Prime Minister and Cabinet, 
governed by a Chief Executive Officer. Under this model, the Commission will report 
to an agency minister within the Prime Minister's portfolio, who will also be 
responsible for appointing the nine commissioners. 

1.128 Criticism has been levelled at the Government on two fronts about the 
Commission – about its limited scope and its lack of independence.   
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1.129 The Coalition shares the views of most submitters who commented on the 
Commission and supported the concept of an independent voice on mental health.49 
Several submitters suggested changing the format of the Commission, mostly to 
ensure its independence from to government, but also to improve its membership and 
representation, accountability and operation. 

1.130 Under the Government's plan for the National Mental Health Commission, the 
commissioners will be appointed by the relevant agency minister, presently the 
Minister for Mental Health and Ageing.  Given the lack of transparency of the process 
thus far, the Coalition shares the concerns of submitters about the selection of the 
commissioners and the need to ensure key stakeholders views are represented. 

1.131 Some submitters queried whether or not the Commission, as an executive 
agency of the Department of Prime Minister and Cabinet, would be able to provide 
fully independent advice.  However, it was clear from the evidence that the 
Commission's wider accountability and effective operation was also important. 

1.132 As the body promoting accountability and transparency in mental health 
services, some submitters stressed that the Commission's own operation must be 
accountable and transparent.  Submitters expressed concern that the parameters 
governing how the Commission will report on mental health services have not yet 
been determined and indeed, that the Commission should operate with clear guidelines 
around its roles and responsibilities, independence, and authority to implement 
changes. 

1.133 Beyondblue commented that at this stage we really don't know what the 
Commission will look like: 

it is a bit hard to respond...because no-one really knows just yet what it is 
going to look like... Our vision would be an entity that would be able to 
gather information and monitor the performance of mental health service 
delivery in Australia.50 

1.134 Professor McGorry emphasised the importance of the Commission being 
independent: 

I think the ideal is actually an independent commission—I think that is 
what we should aim for in due course; that is really the only way to 
guarantee independence...51 

1.135 While the Mental Health Council of Australia also underlined the issue of 
independence and transparency: 
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We think there remain a number of questions to be answered, really, about 
how a national mental health commission will relate to similar or related 
bodies in the state jurisdictions and whether a mental health commission 
will in fact carry the independence and authority that are required.52 

1.136 Whilst the Government explained that the rationale for positioning the 
Commission in the Department of Prime Minister and Cabinet was to ensure cross-
portfolio coordination, this was not a rationale accepted by submitters who expressed 
doubts about whether the Commission could transcend portfolio and jurisdictional 
boundaries.  Indeed, several submitters suggested that the Commission must be 
completely independent from government in order to deliver impartial advice and 
evaluate government spending. 

Two-tiered Medicare rebate system for psychologists 

1.137 The Chair’s report outlines the applicability and amounts of Medicare rebates 
for mental health services provided by GPs, psychologists, occupational therapists and 
social workers.  The rebatable amount under Better Access for psychological services 
varies according to: 

(a) the time spent providing services to the client; 
(b) where such services are provided (in consulting rooms or otherwise); 

and 
(c) whether such services are provided by a clinical or non-clinical 

psychologist. 

1.138 The 'two-tiered system' refers to the situation whereby services provided by 
clinical psychologists (tier one) attract a higher rebate than those provided by 
registered psychologists (tier two).  The Chair’s report indicates that this has been the 
case since the implementation of the Better Access Initiative, and according to the 
Department of Health and Ageing, is based on advice from the psychology profession.   

1.139 Medicare differentiates the services provided by psychologists from those 
provide by clinical psychologists. The Chair’s report examines the differing 
requirements for registration as a general psychologist, a clinical psychologist and an 
endorsed psychologist (in any of the nine practice areas) and then provides a summary 
of the arguments presented both for and against the two-tiered system. 

1.140 The registration system is part of the National Registration and Accreditation 
Scheme for psychologists which replaced previous state and territory based 
registration arrangements on 1 July 2010.  On the day of the commencement of the 
scheme, registration was transferred at equivalent level from state and territory boards 
to the Australian Psychology Board.  Subsequent renewal applications (required on an 
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annual basis) are made to the Board.  The transition will be complete by 30 November 
2011 at which time psychologists in all states and territories will be uniformly 
registered with the Board until 30 November 2012. 

1.141 Submitters were divided as to whether the current scheme should remain 
unchanged (the argument primarily made by clinical psychologists) or should be 
changed to a single- or multi- tiered system (the argument primarily made by non-
clinical psychologists). Aspects of this debate—alongside the rationalisation of 
rebatable sessions from a maximum of 18 to a maximum of 10 as discussed earlier—
provided the impetus for more than a thousand psychologists to submit to the inquiry. 

1.142 The Chair’s report traverses the arguments for and against the two-tiered 
system.  The proposal was also made that the two-tiered system be abolished 
completely.  Under the model proposed by some submitters, every registered 
psychologist would be eligible for the same Medicare rebate, regardless of any further 
qualification.  

1.143 Whilst the committee received a very high volume of submissions from 
psychologists regarding the two-tiered rebate, the vast majority cited anecdotal 
evidence in support of their positions.  However, it is clear that at a time when one in 
five Australians have some form of mental illness and the demand for mental health 
services is increasing, such a major difference of view amongst psychologist should 
be resolved, especially given the impact on workforce availability and on health 
outcomes for patients. 

1.144 The Coalition suggests that consideration be given to referring the issue of the 
two-tiered system to the Australian Health Practitioner Regulation Agency (AHPRA) 
for further consideration as to whether current arrangements should be altered, 
including consideration of all the evidence provided to the inquiry.  AHPRA was 
established on 1 July 2010 as part of the National Registration and Accreditation 
Scheme to regulate 10 health professions.  The ten health professions regulated by 
AHPRA are: chiropractors; dental practitioners (including dentists, dental specialists, 
dental hygienists, dental prosthetists and dental therapists); medical practitioners; 
nurses and midwives; optometrists; osteopaths; pharmacists; physiotherapists; 
podiatrists; and psychologists.  The AHPRA annual report for 2009–10 indicated that 
from July 2012, a further four health professions are planned to join the scheme: 
Aboriginal and Torres Strait Islander health practitioners; Chinese medicine 
practitioners; medical radiation practitioners; and occupational therapists.  

1.145 In any case, the Coalition suggests that that the Government should undertake 
ongoing monitoring of any effects of the two tier Medicare rebate for psychologists on 
workforce composition. 

Conclusion 

1.146 In summary, the Coalition is critical of the Government for the way it has 
undertaken changes to Better Access.  There has been scant consultation with key 
stakeholders to assess the impact of the changes, most especially on patients.  Instead, 
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the Government has relied heavily on the Better Access evaluation, which has been 
criticised on deficiencies in methodology and data sets. 

1.147 The Coalition believes that until the EPPICs and additional headspace centres 
have been established and are operational, it will be difficult to fully assess the impact 
of these changes. 

1.148 Furthermore, we are concerned that the consequences of the shift from Better 
Access to ATAPS have not been fully considered.  This is particularly worrying given 
the challenges facing ATAPS which are highlighted in the ANAO report.  
Fundamentally, there is a real question as to whether the ATAPS structure is sufficient 
to meet this new demand.  This is especially concerning given the estimates given at 
the hearing that there are potentially 87,000 people who are going to move from better 
Access to ATAPS.  This is also complicated by the uncertainty of the move from the 
current system of Divisions of General Practice to Medicare Locals and how these 
changes will exacerbate already strained financial and structural issues. 

1.149 In short, the Government has, like many other issues in Health and Ageing, 
taken action but failed to adequately assess the impact of its actions on key 
stakeholders and most importantly, on patients. 
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645 Ms Julie Piercy and Ms Judy Hyde  
646 Confidential 
647 Ms Jan Lavoipierre  
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678 Mr Brad Johnston   
679 Ms Brigid Goldberg   
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695 Ms Celia Dickson  
696 Mr Chris Probets  
697 Ms Emma Sanders  
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701 Ms Cinzia Gagliardi  
702 Mr Daren Wilson  
703 Mr Dino Cipriani  
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Additional Information  

1 Dr Anthony Jorm - Additional information: Better Access Scheme 

2 Additional information received from Australian Healthcare and Hospitals 
Association, received 29 July 2011: Mental Health Funding Methodologies 

3 Australian Psychology Board's Guidelines on area of practice endorsements 

4 I. Hickie, S. Rosenberg, How to Tackle a Giant: Creating a Genuine 
Evaluation of the Better Access Program, Australian Psychiatry, Vol. 18, No. 
6, December 2010  

5 J. Perkis, M. Harris, Were the Budgetary Reforms to the Better Access to 
Mental Health Care Initiative Appropriate?-Yes, MJA, 12 May 2011 

6 I. Hickie, S. Rosenberg, Were the Budgetary Reforms to the Better Access to 
Mental Health Care Initiative Appropriate?-No, MJA, Volume 194, No. 11, 
6 June 2011 

7 A. Rosen, R. Gurr, P. Fanning, The Future of Community-Centred Health 
Services in Australia: Lessons from the Mental Health Sector, AHA, 2010, 
received 5 August 2011 

8 A. Rosen, D. Goldbloom, P. McGeorge, Mental Health Commissions: 
Making the Critical Difference to the Development and Reform of Mental 
Health Services, received 5 August 2010 

9 V. Miller, A. Rosen, P. Gianfrancesco, P.Hanlon, Australian National 
Standards for Mental Health Services: a Blueprint for Improvement, The 
International Journal of Leadership in Public Services, Vol.5, No. 3, October 
2009, received 5 August 
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 Answers to Questions on Notice 
 

1 The Royal Australian College of General Practitioners, received 29 August 
2011 
 

2 The Australian Clinical Psychology Association, received 30 August 2011 
 

3 The Australian Medical Association, received 12 September 2011 
 

4 Attachment to answers to Questions on Notice from the Australian Medical 
Association, received 12 September 2011 
 

5 The Royal Australian and New Zealand College of Psychiatrists, received 13 
September 2011 
 

6 The Private Mental Health Consumer Carer Network, received 14 September 
2011 
 

7 The Butterfly Foundation, received 19 September 2011  
 

8 The Department of Health and Ageing, received 19 September 2011 
 

9 The Department of Health and Ageing, received 20 September 2011 
 

10 The Department of Health and Ageing, received 5 October 2011 
 

11 The Association of Counselling Psychologists, received 13 September 2011 
 

12 The Association of Counselling Psychologists, received 13 September 2011 
 

13 The Department of Health and Ageing, received 27 October 2011 
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WITNESSES WHO APPEARED BEFORE THE 

COMMITTEE AT PUBLIC HEARINGS 

 

Friday, 19 August 2011 
St James Court Conference Centre, 12 Batman St, West Melbourne 
 
Witnesses 
 
Royal Australian College of General Practitioners  
 
JACKSON, Professor Claire, President  
MARLES, Dr Elizabeth, Vice President 
RAWLIN, Associate Professor Morton, Chair, Victoria Faculty  
 
Australian Psychological Society 
 
GIESE, Ms Jill, Executive Officer  
LITTLEFIELD, Professor Lyn, Executive Director 
 
Australian Psychological Society College of Counselling Psychologists 
 
HOSIE, Ms Elaine, National Chairperson 
 
Australian Psychological Society College of Clinical Psychologists 
 
CICHELLO, Mr Anthony Michael, National Chair 
LEONARD, Ms Erika, Chair, Board of Assessors 
 
Australian Clinical Psychology Association 
 
BRETHERTON, Dr Lesley Faye, Founding Member and Chair, Victorian Section 
HYDE, Dr Judy, President 
 
Northeast Health Wangaratta 
 
AHRENS, Ms Jennifer Gaye, Manager Integrated Primary Mental Health Service  
 
North-East Victorian Division of General Practice  
 
ORGIAS, Ms Natalie Kim, Program Manager 
 



152 

 
Australian Counselling Association 
 
ARMSTRONG, Mr Philip Richard, Chief Executive Officer 
JONES, Dr Clive, Board Member 
 
Australian Association of Psychologists inc. 
 
POINTER, Ms Michael Alexander, Executive Director 
STEVENSON, Mr Paul Joseph, President 
NORTHEY, Ms Wendy Lillian, Director 
 
headspace 
 
LLOYD, Miss Sian, Senior Policy Adviser 
TANTI, Mr Christopher John, Chief Executive Officer  
 
BeyondBlue 
 
O'NEIL, Ms Dawn Marie, AM, Chief Executive Officer  
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Monday, 5 September 2011 
Parliament House, Canberra 
 
Witnesses 
 
Butterfly Foundation 
 
MORGAN, Mrs Christine, Chief Executive Officer 
 
Department of Health and Ageing 
 
HUXTABLE, Ms Rosemary, Deputy Secretary  
 
BARTLETT, Mr Richard, First Assistant Secretary, Medical Benefits Division 
 
HARMAN, Ms Georgie, First Assistant Secretary, Mental Health and Drug Treatment 
Division  
 
SINGH, Mr Alan, Assistant Secretary, Mental Health System Improvement Branch, 
Mental Health and Drug Treatment Division  
 
NICHOLLS, Ms Fiona, Assistant Secretary, Mental Health Services Branch, Mental 
Health and Drug Treatment Division  
 
LOWREY, Ms Phillipa, Acting Assistant Secretary, Mental Health Early Intervention 
and Prevention Branch, Mental Health and Drug Treatment Division  
 
Department of Human Services 
 
GOLIGHTLY, Ms Malisa, Deputy Secretary, Health and Older Australians 
 
Royal Australian and New Zealand College of Psychiatrists  
 
TOMASIC, Dr Maria, President 
 
Australian General Practice Network 
 
WELLS, Ms Leanne, Chief Executive Officer 
PARHAM, Ms Jennie, Principal Network Adviser, Mental Health 
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Psychologists Association (South Australian Branch) 

NIPPRESS, Mr Adrian, Industrial Officer 
BLACK, Mr Quentin, Secretary  
TUSTIN, Mr Don, Coordinator of Private Practitioners 
 
National Mental Health Consumer and Carer Forum  
 
BOOTH, Mr Keiran, Carer Co-Chair 
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McMAHON, Ms Janne Christine, Independent Chair 
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MIGLIORINO, Mr Pino, Chair  
 
Private capacity 
 
McGORRY, Professor Patrick Dennistoun 
HICKIE, Professor Ian Bernard, Executive Director, Brain and Mind Research 
Institute, University of Sydney 
 
Australian Medical Association 
 
HAMBLETON, Dr Steve, Federal President 
SULLIVAN, Mr Francis, Secretary General  
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QUINLAN, Mr Frank, Chief Executive Officer 
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