
Submission 
 
To:   Senate Community Affairs References Committee inquiry into Commonwealth 

 Funding and Administration of Mental Health Services 
 
“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” 
 
Summary:   
Proposal for rural communities to have a safer transition from Better Access to the extended 
ATAPS initiative, and no further cuts to the Medicare rebate for clinical psychologists. 
 
Background: 
Please find attached reply from the DoHA to my letter to the PM about budget cuts to the 
Better Access program. I wrote about the danger of an implementation lag for the 
government’s new mental health initiatives and the adverse impact this may have on my 
NSW rural patients. For Leeton, Narrandera and surrounding areas, there is only one 
generalist psychologist and a social worker working under the current ATAPS program and 
myself as a private clinical psychologist under the Better Access program.  
 
According to the DoHA letter, the current ATAPS program and private or public psychiatrists 
can take up the slack from cuts to private psychologist services from 1 November 2011.  They 
mention that a private psychiatrist can see each patient up to 50 times a year. This simply 
won’t work in my region. Patients have to travel huge distances and wait at least 6 to 18 
months to see the nearest private psychiatrist. They can be referred to the local GP Network’s 
visiting psychiatrist, but she only visits at best one day a fortnight. The public psychiatrist 
also used to visit one day a fortnight, but patients had to go through at least 2 triage layers to 
see him (ie. crisis line referral and screening by a mental health worker). The waiting periods 
for visiting psychiatrists in this region are understandably long, so the only intervention 
possible is pharmacological. There is simply not enough time for them to provide talking 
therapies as suggested in the DoHA letter. An exclusive biological focus on mental health can 
attract criticism about the violation of human rights (http://www.cchr.org/about-us/mental-health-
declaration-of-human-rights html). To ensure an integrated bio-psycho-social approach standard 
for mental health, it is necessary to more adequately fund and provide talking therapies. 
 
In this region, public mental health workers only have enough time to (a) assess new cases 
referred by their telephone crisis service, (b) support a small number of patients who are on 
community treatment orders, and (c) complete extensive paper work for the national data 
base. Almost half their time is wasted on a national data collection system that, as far as I am 
aware, has never produced a single research paper about mental health. I have worked as a 
mental health worker for more than a decade in the ACT, SA and NSW. About 6 years ago I 
began working in this region as one. Most mental health workers tend to be general nurses or 
counsellors with TAFE certificates, so they are unable to provide talking therapies to the same 
standard as psychologists who have had from 6 to 8 years of formal training in these clinical 
techniques.  
 
Leeton and Narrandera now only receive an outreach service from the local Community 
Mental Health Service that is based about an hour away at Griffith. Patients can only see a 
public psychiatrist for treatment if they are unwell enough to be scheduled to the acute 
psychiatric unit at Wagga Base Hospital (eg. suffering psychoses, self-harming, suicidal or 
homicidal).  On discharge they may have to wait 3 to 6 months for a follow up session with a 
visiting psychiatrist. Contrary to what was suggested in the DoHA letter, most people who are 
referred to a community based mental health service, never actually get to see a psychiatrist 
or even a psychologist for that matter.  
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ATAPS stands for “access to applied psychological strategies”. The federal government funds 
this program and local GP Networks run it. The cost of funding a psychologist session under 
ATAPS is far more expensive than through the Better Access program, even when the latter is 
with a clinical psychologist.  Criteria for referral to the current ATAPS in my region exclude 
anyone with a chronic major mental disorder. Those with mild to moderate mood disorders 
are restricted to only 6 sessions, with provision for another 6 sessions if absolutely necessary. 
This may look like better access to a psychologist than the Better Access program (soon to be 
only 6 sessions with another 4 sessions if approved by the GP). Of course waiting periods in 
this region are expected to increase for ATAPS after 1 November 2011.  This is because I can 
no longer take referrals that might go beyond 6 sessions or even 10 sessions.  Referrals are 
based on a GP Mental Health Care Plan, but there is no provision or stipulation in the plan 
about how many sessions are required. This is understandable and often a reason why patients 
are referred to a psychologist in the first place. Thus, contrary to what has been suggested in 
the DoHA letter, the current ATAPS program is unsuitable for people with a chronic major 
mental disorder or moderate to severe disabilities arising from their illness.   
 
The government has promised to fund an extended version of ATAPS over the next 5 years 
with a multi-disciplinary team to manage chronic mental illnesses with unlimited treatment 
sessions. Although my local GP network has been one of the first to establish a Medicare 
Local, the responsible officer was unable recently to give me any idea when they would be 
ready to recruit the multi-disciplinary team or the coordinator to broker clinical services for 
the more severely mentally ill.  This is the hub of my concern. Who is going to look after this 
vulnerable group of patients after 1 November 2011? 
 
The DoHA letter criticised the Better Access program for failing to adequately service 
indigenous people, youth, rural patients and men. However, I see all of these groups and 
probably slightly more men than women. I did not participate in the Better Access program 
evaluation, but the conclusions drawn to justify cuts from a single study seem dubious, 
especially when they don’t appear to adequately represent rural services. There should have 
been an additional examination of Medicare statistics and even a comparative evaluation of 
private psychiatric services.  
 
When NSW WorkCover reforms were introduced in 2010, fees were capped 30% below the 
APS recommended fee and the cost of accessing their city based mandatory day workshop 
was over $1,000. It was no longer viable for me to do that kind of work and it would have 
been a waste of money to do their training. So for ethical reasons I continued to see a number 
of existing patients for free. I don't want to be caught again working for nothing, so I have 
stopped taking any new referrals.  
 
Position:  
As a clinical psychologist, GPs have been referring their more difficult cases to me. In 
particular, those that fall outside the current ATAPS criteria. The evaluation averages cited in 
the DoHA letter and their minimisation of the problem do not apply to my region.  At least 
half of my case load consists of patients with a chronic mental illness and most of these have 
moderate to severe disabilities (eg. bipolar disorders, schizophrenia, borderline personality 
disorders, obsessive compulsive anxiety disorders, and patients with recurrent depressive and 
dysthymic disorders, etc). Many are involved to some degree with the local public mental 
health service. Quite a few have recurrent acute mental episodes. Through collaboration with 
local GPs and mental health services, these patients can be reviewed by one of the visiting 
psychiatrists. They certainly require more than 10 sessions of psychological therapy a year 
and many would benefit from the more intensive and multi-modal interventions promised 
under the new extended ATAPS initiative.  However, we know that this new program will 
take time to establish, possibly 1 to 2 years for my region and maybe even longer where 
communities have yet to establish their Medicare Locals.  Recruitment of allied health  
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practitioners has always been problematic for rural communities like this one and there are 
regrettably no special incentives to attract them here. In the meantime, who is going to look 
after my chronically mentally ill patients after 1 November 2011?  Why can’t the government 
wait for the new ATAPS initiative to be up and running before cutting Better Access?  It just 
feels like the government has pulled the rug from under the most vulnerable patients. 
 
Finally, if the clinical psychologist rebate is abolished, then it will no longer be viable for me 
to run a private practice in this rural region. I can't even get a mechanic to work on my car for 
less than $90 per hour and local plumbers want that much for just 15 mins work to change a 
tap washer. I spent a lot of money and several years of my life studying part time for my 
Master of Clinical Psychology degree. To pay for that investment, I have been bulk-billing all 
my patients to earn just under $120 per session. A session for me can range from 1 to 2 hours. 
The first few sessions are always longer because most patients have a history to communicate.  
 
The standards for my profession continue to rise, but the work is actually under valued and 
certainly under paid. Requirements for specialist registration like mine now require a 
doctorate or a 7 year degree, yet employers are happy to fill generic mental health positions 
with less qualified and less experienced staff. Running a small business on Medicare rebates 
does not compare with a salaried job like a mental health worker in NSW. The latter is far 
better paid, but the work does not reflect or satisfactorily use the skills and knowledge of a 
clinical psychologist.  The problem is not the 2-tier system of Medicare rebates. Rather it's the 
inadequate value and remuneration for the work and seniority of both generalist and clinical 
psychologists. For example, the rebate for the first consult with a psychiatrist is considerably 
more than for subsequent sessions, so why is the rebate for our first consult the same as every 
other session? Clinical psychologists like psychiatrists still have to take an exhaustive history 
to complete their assessment.  Even a mental health worker employed by a state government 
takes at least 2 hours for their initial structured assessment, so why can't the Committee look 
at this kind of comparative work value? I hope the Committee is not just interested in cutting 
costs.  The focus should really be on fairer remuneration for both generalist and clinical 
psychologists?  
 
Conclusion: 
We need a more sensitive and timely transition to the extended ATAPS initiative. Otherwise, 
the impact of cuts to the Better Access program will be devastating for some of my patients.  I 
have already stopped taking any new referrals, so there will be people in this region who are 
already unable to access appropriate mental health care. If the clinical psychology rebate is 
abolished and there is a further rebate cut of 30%, then I will have no choice but to wind up 
my rural practice as soon as practical. This will be travesty for some of the most vulnerable 
people in our region.  
 
 
Thank you for your consideration. 
 
Trevor Cocks, BSc, Dip App Psych, M Clin Psych, M Public Policy, Cert Public Health, MAPS 
 
Clinical Psychologist,  
 
4 August 2011 
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