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We thank you for the opportunity to provide a response to the Productivity Commission
Report on behalf of our membership. The Australian Association of Psychologists Inc
(AAPi) is the largest not-for-profit member association for psychologists in Australia.
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Introduction
AAPi has limited its response to the Productivity Commission Report to those areas most
closely aligned with the mission and values of the AAPi.
AAPi agrees with the Commission that a rigorous evaluation of Better Access is required.
We would ask the commission to consider the focus on this evaluation being on the areas
of funding, that is access, and number of sessions allowable under Better Access. In our
opinion effectiveness between practitioner types has already been demonstrated. What
has not been tested is effectiveness against numbers of sessions. Previous studies have
been limited in what they could demonstrate because the number of sessions available
was limited. Therefore, the known minimum of 20 sessions is never achieved and a
proper evaluation of the better access program has not been possible.
AAPi asserts there is an immediate need to cease the two-tier Medicare Rebate for
psychological services. There is no evidence of greater effectiveness associated with any
particular subtype of psychologist or in relation to their endorsement status. As part of
the ongoing work of the Productivity Commission, AAPi advocates for further peer
reviewed, high quality research into the question of whether outcomes between
registered psychologists and endorsed clinical psychologists differ significantly in a
direction that suggests tertiary masters or doctorates in clinical psychology are correlated
with better outcomes. Our hypothesis is that there is no significant difference in
outcomes. To date, no such research exists that unequivocally supports higher education
pathways. AAPi is strongly opposed to the two-tier Medicare Rebate for psychology,
especially without clear evidence to justify this additional expenditure.
The two-tier system disadvantages clients and reduces access to psychology services.
Furthermore, the community should not be expected to pay higher rebates/loadings for
the services of endorsed psychologists when there is no evidence of greater outcomes or
effectiveness. All psychologists should be on the one, higher rate allowing for more
sessions to be bulk billed or gap payments minimised. A core tenet for improving mental
health in Australia is improving access to appropriate services, and the access to a clients’
preferred mental health clinician of their choosing. We are particularly concerned about
access to psychological services in rural, remote and very remote areas. The current twotier model for psychologists, with clients of clinical psychologists receiving a much higher
rebate than clients of registered psychologists, is especially discriminatory to clients in
rural and remote areas, where access to clinical psychologists is limited or non-existent.
This is strongly opposed by AAPi and we ask the productivity commission to evaluate this

PO Box 107, North Melbourne, Victoria, 3051
Telephone: 0488 770 044
Email: admin@aapi.org.au

and the benefits to the community of having all psychology therapy sessions eligible for
the higher tier and thus improving access to vitally needed services.
AAPi agrees with the commissions’ findings that current funding is inadequate, especially
the reactive nature of input-based funding, which misses the complex nature of mental
health and unmet need/demand. AAPi agrees that the capped 10 sessions currently
offered under the Commonwealths Better Access Scheme is grossly inadequate for
Psychology Treatment. AAPi supports the Productivity Commissions recommendation
that this be increased to up to 20 sessions and would like to suggest that this be increased
further to up to 40 sessions, similar to the new Eating Disorder Medicare Items for clients
requiring this level of support.
AAPi would like the Productivity Commission to acknowledge the large role of
Psychologists in all levels of care and service delivery. AAPi supports and values the input
and contribution of psychologists across the spectrum from prevention, early
intervention, treatment and continuing care and acknowledges the specialised skills that
psychologists contribute. AAPi would like the Productivity Commission to acknowledge
the important part private practice psychologists play in the mental health care in
Australia, especially where publicly accessible services are lacking and urges the
commission to investigate properly funded access to psychologists in private practice,
through a one-tier Medicare rebate with little to no gap payments from those requiring
this service. AAPi is supportive of a collaborative, multidisciplinary model of care and
thank all those working tirelessly in the field.
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1. Early help for people

AAPi supports the Productivity Commission recommendations for early intervention both with
children and in management of suicidal clients where there is evidence supporting the approach.
The AAPi calls on the Productivity Commission to cite the research it relies upon.
The AAPi supports the Productivity Commissions funding of practitioners who have the time and
capacity to make a positive difference to clients whether they are in schools or the community. We
do not support rebranding such as new wellbeing leader roles in schools. We support better
funding of qualified psychologist- practitioners who can provide the long or short term benefits that
good therapeutic engagement as opposed to placebo effectsi delivers in the long run.
While talking about stigma it is important to acknowledge that stigma within mental health services
may be strongly associated with diagnostic criteria. That is, the very fact of being diagnosed may be
causal in relation to stigma. Once again, most current research seems to be suggesting that the
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common factors (especially the therapeutic relationship) are the most significant contributor to
healing regardless of diagnosis, or treatment modality.
The AAPi supports Aboriginal and Torres Strait Islander Peoples being the drivers of their own
recovery and Aboriginal Psychologists, such as Tracey Westerman, leading in the development of
Aboriginal psychologists.

2. Improving peoples’ experiences with mental healthcare

Evaluation has been performed on Better Access with regards to Psychologists and General
Practitioners. The lack of acceptance by some of the peer supported and reviewed research already
conducted tends to suggest either an unrealistic expectation of research in the psychology space or
a bias in favour of the application of medication alone as a treatment modality. See Dr Clive Jones
and others at https://reformaps.org/respources/research and the heading “Responding to
naysayers” for comment about the problems with research in the clinical psychology field. Results
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of bona fide research by Pirkis et al (2011) showed that there was marked improvement in
Depression, Anxiety and Stress scores across all professions with effect sizes in the range of those
experienced in other countries. We support the Productivity Commission report where it was
acknowledged that for moderate level conditions face to face services are effective and cost
effectively delivered under Better Access.
In relation to the Commissions estimate that 1/3rd of people with mild conditions could be better
targeted using online resources- we do not support statements whereby no evidence is provided
pointing in the direction of efficacy of untested approaches.
We agree with the report on pages 20 and 21 Volume 1 that greater flexibility of better access
would allow practitioners to provide services as needed. The fact that some patients use less than
their six sessions indicated that practitioners in general can be trusted to assess clients needs and
to work with them on those needs.
Regarding the assertion that GP’s need to manage referrals there is no evidence provided to
support that assertion. However, generally it is agreed they may be the best person to “case
manage” a client. However, a better approach would be for the patient to identify for themselves
who should case manage them. There is an untested hypothesis, but an anecdotally supported one,
which suggests that for some patients their psychologist or clinical social worker or mental health
nurse or psychiatrist or GP would be the best person to case manage them. In other words, and in
line with the Power, threat, meaning framework coming out of the experience of the UK, the person
with whom the patient has formed the best relationship is most likely to best support their
recovery. The idea that treatment plans and diagnoses are the most important aspect of recovery
is almost completely unsupported by the research. The therapeutic relationship and client factors
account for roughly 80% of therapeutic change and that science has not changed as a result of the
increasing emphasis on specialism in mental health.
The fact that mental health care has worsened over the last 15 years since the destruction of the
divisions of GP’s, lends support to the idea that centralisation of systems does not increase
effectiveness of treatments. The Governments since Divisions of GP’s were decommissioned, have
contributed to a layer of governance in PHN’s that does not translate into the effective service
delivery or gap closing that it supposedly has been intended to deliver. Large hubs cannot be
flexible. Flexibility is required.
Patients complain more now of being passed from pillar to post in so called wrap around teams,
than ever before. They anecdotally report feeling alienated. They want to avoid these services
because they feel alienated and disconnected. It is agreed that a standard referral would be an
improvement on the waste of time and money in making mental health care plans.
The Commission reported that there should be more mental health nurses and no more
psychologists on the basis that Australia has one of the highest number of psychologists per
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population ratios in the world. That is not a rationale for lack of support for more psychologists.
The uptake in the Australian community of Better Access suggests that psychologists services are
highly valued. The evidence from countries such as the UK, is that psychologists there are not coping
with workloads and lack of resources. Appealing to International ratios that are not working is not
a valid response to the situation in Australia. We say put forth evidence that supports effectiveness
of mental health nurses in reducing the incidence of mental health in communities, before
suggesting a model of training them to fill gaps in regional and rural areas.

3. Improving peoples’ experience with services beyond the health system

AAPi supports psychosocial measures to improve conditions for people with mental health
concerns.
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4. Increasing the participation of people with mental illness in education and work

AAPi supports measures to improve psychological well -being in workforces and to change a bullying
culture in workcover investigations.
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5.

Reforming the funding and commissioning of services and supports

Under Reform 5, the report talks about system reform; this has all been repeatedly discussed. What
is not acknowledged is the difficulty in treating a mental health concern. Mental health concerns
cannot be seen and the people experiencing them are often unsure about why they are occurring
and what can work. Our government treatment services are overburdened with people who will
largely remain unwell for much of their lives, according to medical model diagnoses. Perhaps it is a
fact there will always be people who will require this level of ongoing care, although there are
sectors of the international mental health research community who challenge the numbers so
diagnosed1.

1

Grof,C., & Grof, S (2017). Spiritual emergency: “The understanding and treatment of transpersonal crises.
International Journal of Transpersonal Studies, 36 (2)
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The AAPi supports only evidence- based opinion. The report suggests that the care people receive
is well below best practice and provides no reference for this opinion. A critique of current
standards of care needs to be openly and informatively debated. We do not support a mantra
about best practice in a public productivity report, when the referencing for such a statement is
absent.
We support ‘cost effective delivery’, in the same manner that we support environmental
sustainability. That is, a longer term investment, if that is needed, in supporting clients to have an
ongoing relationship with a practitioner of their choice. Short term solutions, we submit, generally
lead to relapse and lifelong but perhaps episodic need for care.

Information request 3.1 Education activities that support mental health and wellbeing
AAPi supports the funding of psychologists in all schools and suggest that they be the lead
practitioners of mental wellbeing in schools.

PART II

Reorienting health services to consumers

Information request 5.2 — Mental health treatment plans
How should the requirements of the Mental Health Treatment Plan (MHTP) and MHTP Review be
changed to ensure that GPs assess, refer and manage consumers in line with best practice (as laid
out in the Australian Department of Health’s guidance)?
Consumers should be allowed to complete whatever treatment they require without breaks or
barriers to treatment. A simple referral with a brief mental health screen would suffice for an
initial referral and communication between Mental Health Clinician and GP should also suffice for
the continuation of treatment until the Consumer and the treating practitioner agree that
treatment is completed. Putting a halt to treatment due to rebated sessions running out is not
supportive of long-term recovery and increases the chances of relapse into mental ill health. What
should be added to the MHTP or MHTP Review to encourage best-practice care?
It should be reduced not added to. The administrative burden exceeds the benefit. There is an
assumption that mental health professionals are not motivated to provide best-practice care. No
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evidence supports that assumption. It would be more cost effective to prosecute those who fail
than to act on an assumption that mental health care professionals do not take their practice
seriously and are motivated to provide the best care research can suggest.
Are there current unnecessary aspects of the MHTP or MHTP Review that should be removed?
Diagnosis. A GP is not qualified to make a formal diagnosis of a mental illness. Distress and need
for treatment should be enough to warrant the referral for treatment. All registered psychologists
are qualified to assess, diagnose and treat (according to their training both tertiary and
professionally).
Are there additional or alternative clinical thresholds (to a mental disorder diagnosis) that a
consumer should meet to access Psychological Therapy Services or Focused Psychological
Strategies?
No, it should be the consumers choice who they access for treatment. These two terms are an
artefact in the imaginations of a self -serving group. They are not terms referred to in the vast
literature on How should the requirements of the Mental Health Treatment Plan (MHTP) and
MHTP Review be changed to ensure that GPs assess, refer and manage consumers in line with
best practice (as laid out in the Australian Department of Health’s guidance)?
Consumers should be allowed to complete whatever treatment they require without breaks or
barriers to treatment. A simple referral with a brief mental health screen would suffice for an
initial referral and communication between Mental Health Clinician and GP should also suffice for
the continuation of treatment until the Consumer and the treating practitioner agree that
treatment is completed. Putting a halt to treatment due to rebated sessions running out is not
supportive of long-term recovery and increases the chances of relapse into mental ill health.
What should be added to the MHTP or MHTP Review to encourage best-practice care?
It should be reduced not added to. The administrative burden exceeds the benefit. There is an
assumption that mental health professionals are not motivated to provide best-practice care. No
evidence supports that assumption. It would be more cost effective to prosecute those who fail
than to act on an assumption that mental health care professionals do not take their practice
seriously and are motivated to provide the best care research can suggest.
Are there current unnecessary aspects of the MHTP or MHTP Review that should be removed?
Diagnosis. A GP is not qualified to make a formal diagnosis of a mental illness. Distress and need
for treatment should be enough to warrant the referral for treatment. All registered psychologists
are qualified to assess, diagnose and treat (according to their training both tertiary and
professionally).
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Are there additional or alternative clinical thresholds (to a mental disorder diagnosis) that a
consumer should meet to access Psychological Therapy Services or Focused Psychological
Strategies?
No, it should be the consumers choice who they access for treatment. These two terms are an
artefact in the imaginations of a self -serving group. They are not terms referred to in the vast
literature on therapeutic effectiveness. Focussed Psychological Strategies are not trainings
referred to anywhere in the professional training of psychologists.
Should consumers continue to require a MHTP for therapy access if being referred by a GP?
No. They should simply require a referral.
What new clinical thresholds, if any, should be introduced to access additional sessions beyond
the first course of therapy? Should these be part of or separate to the MHTP Review? Should a
MHTP Review be required to access additional sessions, instead of just a new referral?
No. Placing more barriers to treatment will ensure people do not access the support they need.
How could audits be used to ensure that clinicians are assessing, referring and managing patients
in line with best-practice and the stepped care model?
We support only consumer choice as paramount. Current anecdotal evidence from clients of our
members suggests they are alienated by a system of being sent from practitioner and team to
another practitioner or team and they prefer to form a relationship with a primary therapist, and
to collaborate with that therapist about any further care they may or may not require. Perhaps
this is an area of research that would be profitable in setting up funding to support treatments
and reduce barriers. That is, research consumers experiences of stepped care to date.
What information should clinicians be required to give the consumer when completing a MHTP or
MHTP Review? Should they be required to give the consumer the completed and reviewed Plan?
A client has a right to their information if they request it. It should be based on consumer choice.
Should GPs continue to receive a higher rebate for MHTPs and MHTP Reviews than for standard
consultations?
Yes
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Information 5.1 Low-intensity therapy coaches as an alternative to psychological
therapists
We support the involvement of any practitioners where gains are made for mental health which
are cost effective. However, in our collective experience, there are very few people who seek
psychological therapists that would be better assisted by therapy coaches. If such professionals
were available psychologists would be more than capable of referring to such services.

Information request 7.1 Freeing up psychiatrists for people who need them most
There needs to be an evidence base for the effectiveness of psychiatry before more support
should be given to increasing the number of consultations involving new patients. If psychiatrists
are effectively providing therapy, then they should continue. We support consumer choice.

Information request 17.1 — funding the employment of wellbeing leaders in schools
We support the funding of psychologists in schools as wellbeing leaders in schools. They are
already qualified for the role.

Information request 18.1 — greater use of online services
Students as consumers should have choice. It is a known fact that tertiary student counselling
services are and always have been in high demand. These services already provide online courses
and approaches. Students who are tech savvy are likely to take up those options if they work.
However, if students continue to seek face to face services perhaps that is the evidence that it is
actually common factors that work, and not placebo type programs. See research referred to
elsewhere in this report.

Information request 19.2 — personal care days for mental health
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We believe allowing and encouraging employees to take mental wellbeing days from existing
personal leave would support their wellbeing. The evidence from some European cultures
(Nordic) about reduced working hours and the productivity benefits might be more fruitful.

Information request 23.1 — architecture of the future mental health system
The model preferred by AAPi is the model allowing consumers greatest choice. We do not
support large centralised purses, for reasons explained elsewhere. They are insufficiently
flexible.
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https://aeon.co/ essays/how-attachment-theory-works-in-the-therapeutic-relationship
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