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1
Introduction and Executive Summary

The Australian Psychological Society has a strong interest in, and commitment to, the various aspects of health in Australia.  Through its membership of psychologists (over 13,000), who function as practising clinicians, academic researchers and educators, managers and government advisors, it exercises considerable presence and influence in this domain.  As a result, it has well-developed, research-based views on a number of the issues currently before this committee.  It is grateful for the opportunity to represent its members and wider-community views to the Senate Select Committee. 

The concepts that are the drivers of the Australian Psychological Society’s views on health policy, and Medicare in particular, centre on universal access and evidence-based practice in health care.  The Australian Psychological Society concurs with repeated Australian Governments that universal access to services is a fundamental principle in health care policy.   Australian psychologists are unique among health care providers in having grown as a profession from an academic and research-oriented perspective.  As a consequence, the principle of evidence based practice in all aspects of our work, but specifically in this case in health care, is a strongly held objective.  

What concerns the Australian Psychological Society about the current proposed reforms is that they further increase the problems of access for many sufferers of health disorders by exacerbating the gap between services that are currently supported and those that are not.  This dilemma is intensified by the fact that there is now substantial scientific evidence that some of the services currently un-supported by Medicare are in fact the ones as effective, if not more so, in treating these health disorders.  

The best examples of this are found in the area of mental health where many psychological strategies have been shown to be the most effective treatments either in combination with medication or even alone.  Furthermore it has been shown that many of these treatments can be effectively accomplished for many depressed or anxious clients within 12 to 15 sessions.  Despite this evidence, Medicare continues to fund Psychiatrists for 50 sessions per client per year (another 170 at a lesser amount if “required”) and does not reimburses at all the providers and promoters of evidence-based practice - psychologists.

It is examples of this type that prompts the Australian Psychological Society to ask questions about Medicare’s real commitment to principles of universal access and evidence-based practice.  It will be demonstrated below that the current proposed changes to Medicare only increase this anomalous injustice.

2
The Context of the Submission
To set the context for the submission to the Senate committee, the Australian Psychological Society has placed its concerns within the context of the National Health Performance Framework Report (National Health Performance Committee, Queensland Health, 2001) published by the Commonwealth Government under the auspices of the Australian Health Ministers’ Conference.  This identifies nine areas against which health performance can be assessed.  The three most relevant to this submission are those of patient access to services, effectiveness and cost efficiency.  

Access is one of the most important and easy to measure aspects of health service performance.  It refers to the “ability of people to obtain health care at the right place and right time irrespective of income, physical location and cultural background".  It is one of the fundamental principles that drove the development of Medicare and continues to be one of considerable social and political sensitivity.

Effectiveness lies at the heart of performance evaluation and management.  It specifies that the "care, intervention or action achieves desired outcome".  Most other dimensions of performance management are concerned with process issues.  Effectiveness is perhaps the best, if not only, measure of real health outcomes that are central to whether the intervention has achieved what it set out to achieve.  As such, it is a crucial measure in contributing to evidence based practice.  Not surprisingly, it is also the hardest measure for which to generate accurate performance indicators.

Efficiency is normally treated as the domain of cost analysis.  It is defined as "achieving desired results with most cost-effective use of resources".  From a government planning and health policy perspective, where gaining the best use of tax-payer dollar is a prime concern, programs that can demonstrate cost-effectiveness are of supreme interest, but as it will be shown, not always attracting governmental commitment.

It is in this context that the Australian Psychological Society would argue that the current Medicare program fails to support the provision to clients of universal access to evidence-based effective interventions that are also cost effective.  What concerns the Society is that the proposed reforms to Medicare not only fail to address these inadequacies but in fact further entrenches them.

3
Medicare Funding of Specialists

A crucial component of health practice considered necessary to explore the cost-effectiveness and efficiency issues in health care is the funding of medical services.  In the Report on Government Services, 2003, (Productivity Commission, Melbourne) data is provided that “non-specialist general practitioners” (conventional GPs) were provided $3.1 billion for services to patients during the fiscal year 1998/99.  Medicare was responsible for $2.5 billion and the balance came from the Department of Veterans Affairs and other Commonwealth initiatives.  Considerable detail is available to assist with understanding the clients and illnesses addressed by GPs services including even an analysis of their share of the $3 billion pharmaceutical costs accrued in that period.  No such detail is available for specialist medical services!

What is clear is that the total medical services (including GPs, other medical officers and medical specialists) cost the taxpayer $7.6 billion in that period.  It would be tempting to assume that the $4.5 billion difference (7.6 minus the 3.1 for GPs) would all be accounted for by specialist medical services but it may not be quite that simple.  Just what that figure is may be difficult to deduce, but it would be at least as much as the $3 billion spent on GPs.  Whatever the precise figures may be, they constitute a massive expenditure item and represent an area where it is necessary to be sure that the Australian public is getting cost-effectiveness for that level of spending.

The issues of cost is even more marked when one looks at the area of specialist psychiatric services.  The ABS report on Commonwealth expenditure (ABS 1998) identifies that of the $2.6 billion spent by governments (federal and state) on mental health services, $1 billion at least is provided by the Commonwealth government.  A massive 60 per cent of this is accounted for by PBS and MBS payments to psychiatrists (approximately $400 million and $190 million, respectively).  In addition, another $120 million (12.5 percent) and $150 million (15.3 percent) is expended by the Department of Veterans Affairs and GPs on mental health patients.  A substantial amount of this latter cost would also be for prescription medication and specialist or GP consultations.

The essential point of this analysis is that nearly 90 percent of Commonwealth spending on mental health is devoted to medically originating prescriptions and consultations, some following visits to GPs but mostly to psychiatrists.  So, it can be concluded that by far the majority of the $1 billion spent by the Commonwealth government on mental health services is absorbed by visits to psychiatrists and the resultant pharmaceuticals.  The point to be made once again is that this significant expenditure being made by the Commonwealth government on undoubtedly “very needy and vitally important patients” but raises the question of whether these dollars are spent in the most cost-effective and efficient manner.  

4
Evidence-based Psychology

Psychologists have had a unique origin as a group in that their clinical and practice-oriented profession grew out of an academic and research-oriented environment.  This has meant that psychologists, even those in the very social and action-focused settings, have inherited a legacy of research and experimental groundings.  Not only has this given a strong academic core to the practice of psychology, but also has prompted psychologists to maintain a commitment to research and investigation into the validity of their practice.  Psychologists are scientist-practitioners and therefore have a strong commitment to evidence-based practice.  Not surprisingly therefore, a great wealth of research and well-validated evidence of effective and appropriate interventions has gradually been amassed.

As an example of the extent of information and support for psychological interventions for health disorders, a summary of current research is included into the very vital area of mental health interventions and treatments.  What is not commonly well understood by health policy planners and administrators is that psychologists also have gathered a significant body of evidence to demonstrate the effectiveness of psychological interventions in areas other than mental health.  Included below also is a sample of research into some important areas of physical medicine where psychological interventions have been shown to be not just effective in supporting other treatment programs but also effective in treating the primary condition directly.

4.1
Endorsed Psychological Treatments in Mental Health

Many psychologists are trained in the assessment, diagnosis and treatment of psychological and mental disorders and work with a wide range of client groups including infants, children, adolescents, families and the elderly. The mental health issues that have become the focus of psychological interventions include psychotic disorders such as schizophrenia, depressive disorders, anxiety disorders, disorders of childhood, personality disorders and behavioural disorders such as obsessive-compulsive or impulsive behaviour problems. The most common mental health issues that psychologists deal with are anxiety and depression. Depression in particular, is a significant burden on health services. In a report put out by the Australian Institute of Health and Welfare, depression accounted for the highest proportion of mental health related hospital admissions and schizophrenia for the greatest number of days in hospital. 

It has been shown that for disorders such as major depression or psychotic disorders, a combination of both medication and psychological interventions provides the best outcome. A large number of studies have shown that psychotherapy, in particular cognitive behavioural therapy in the treatment of depression, produces outcomes that are comparable 10,19,34 or better  than medication alone40, and reduces the risk of relapse following treatment 19. Furthermore, dropout rates for participation in treatment are much higher for pharmacological treatments than they are for psychological interventions or for combined psychological and pharmacological treatments 18.

Similarly, reviews of treatment approaches for anxiety disorders show that psychological interventions, such as cognitive-behavioural therapy, lead to increased understanding and management of anxiety. Outcomes following treatment with either medication or psychotherapy are similar but the effectiveness of psychotherapy is retained longer-term with relapse rates less for patients who received psychological treatment when compared to patients who received medication 4,28,29.

In the treatment of schizophrenia and other psychotic disorders, it is largely accepted that psychological treatment is an adjunct to medical intervention. However, the provision of psychological interventions for patients with psychotic disorders have led to significant improvements in daily functioning 22,24,25,41, increased medication compliance 11, and reduced service utilisation 6,36. 

This review has encompassed only the most common mental health disorders. However, similar findings occur in various mental health areas including eating disorders, substance-use disorders, conduct disorders, sexual disorders, sleep disorders and others.

For many patients, the opportunity to receive effective non-pharmacological treatment results in improved quality of life, better long-term outcomes and reduced health services utilisation. 

In view of the costs identified in Section 3, the potential for cost savings implied here are significant.

4.2
Endorsed Psychological Treatments in Physical Medicine

Traditionally, clinical and health-related psychology has been perceived most relevant to those who suffer mental illness. However, psychology has always had relevance to other areas of specialisation including population health, focussing on the promotion and maintenance of health, the prevention and treatment of illness, and the enhancement of conventional interventions. Psychologists working in a medical setting work closely with medical practitioners but use non-drug techniques to treat patients with various health-related problems. Their impact is not just on secondary issues like emotional adjustment, grief and loss, and in effective communications with health services, family and friends but has direct influence on the illness itself through aspects like stress management, pain management, treatment compliance and the development of coping strategies.

There is also some evidence for the effectiveness of a range of psychological approaches. For example, family therapy has been shown to promote treatment adherence with children or adults with a mental illness 30 and better coping for cancer patients 39.

Research findings demonstrate the effects of psychosocial factors (stress, worry, anxiety, personal attributes, family, habitual behaviour, and social situations) on general well being as well as on the incidence and progression of physical illness9. Even for illnesses that are truly organic in nature, health outcomes are highly influenced by the person’s mood, coping skills and level of support. Several specific psychological interventions have been found to be successful in improving patient coping and in promoting better health outcomes. In particular, cognitive-behavioural interventions have been shown to be effective in the treatment of various medical problems including cancer3,16,27; obesity2,17; asthma1; diabetes15,37; cardiac disease7,12; pain management21,30; preparing patients for medical procedures8,23,35; and in promoting treatment compliance31,32. Psychological interventions have been shown to promote disease-free periods and extend the life of some terminally ill patients 13,33,39.

Studies have also compared the effectiveness of psychological treatments when compared with pharmacological treatments. A review of a large number of studies of treatment interventions for pain management found that psychological treatments for pain demonstrated effectiveness for up to a year across a range of outcome measures whereas pharmacological interventions are generally effective only when delivered on fixed schedules rather than on a needs basis43. Patients who often experience side effects from pharmacological interventions, such as the elderly, have been shown to benefit more from cognitive or behavioural interventions for the management of pain and anxiety associated with illness14. Behavioural interventions in the treatment of diabetes have been found to lead to better outcomes than usual care on a range of outcome measures15 and there is good evidence that psychological interventions lead to quicker recovery periods and a lower demand rate for ongoing medical services and hospital stays 20,38,41. Hence, the use of cognitive-behavioural interventions in the medical setting is both appropriate and cost-effective.

The evidence reviewed above would be sufficient grounds to at least fund psychological interventions equally with many medical and psychiatric services.  The fact is, however, that these psychological services receive no funding at all under Medicare and this is a serious anomaly and denial of access of patients to cost-effective evidence-based practice.

5
Cost-Effective Psychology

The Commonwealth Government through the Department and Health and Ageing (CDHA) has made some moves to acknowledge the evidence-based validity of psychological interventions.  Through its GP focused initiative – Better Outcomes in Mental Health Care (BOMHC) – the Commonwealth is attempting to address the fact that anxiety and depression as a group now constitutes the third largest burden of disease category in the Australian community.  In encouraging GPs to work more readily with, and treat, these patients, they have provided extra incentives to enable them to be paid for the longer sessions and greater demands of such patients. 

What is of importance to this submission is the decision by the CDHA to endorse psychological strategies as one of the treatments of choice for such patients.  GPs can choose to be trained in these techniques or refer to Allied Health providers (often psychologists) in the community who will be paid for these services.  This is a great step forward.  What is also of interest is that on the basis of research evidence, they have chosen to limit the number of services to 12 per patient as the literature has shown that significant change can be achieved in 12 to 15 sessions.  This stands in marked contrast to the 50 sessions permitted per patient per year under Medicare for Psychiatrists or the additional 170 per year allowed at a lower rate.

What is even more powerful is the as-yet-unpublished findings of the Commonwealth funded study on cost-effectiveness in mental health (the Assessing Cost Effectiveness Committee – ACE).  Preliminary comments have consistently supported psychological interventions such as Cognitive Behavioural Therapy (CBT) as the treatment of choice and public sector psychologists as the most cost- effective providers of that service.  

6
The Inequitable Support of Specialist Medical Services

That Medicare support for services has been inequitable deserves spelling out in detail. This is necessary to develop a basis for the comments to be made about the current Government’s “reforms” to Medicare.

The first example comes from psychiatry services.  Currently, members of the public with depression or anxiety seeking the specialist services of a psychologist receive nothing from Medicare while the same person referred to a psychiatrist receives a rebate of $141.90 per session.  The psychiatrist’s patient can gain these rebates for up to 50 sessions per year. After the 50 sessions, the patient will no longer receive $141.90 per session but will nonetheless still receive something: $70.00 per session for another 170 sessions per year.  This means that a patient can see their psychiatrist for 4 to 5 times a week for a whole year and Medicare will refund up to $18,995.  On top of that, the Psychiatrist can charge an amount over the rebatable fee (usually $50 to $100 more) and the patient will have to find that themselves: potentially another roughly $10,000 to $20,000 dollars in the extreme case scenario.  This is important to note in the proposed revisions to Medicare and stands in stark contrast to zero dollars for patients or clients of psychologists. 

It should be noted, but with no alacrity, that if the patient who has seen a private psychologist is insured for Extras/Ancillary Benefits (Medibank Private, HBA, Australian Unity, etc), they may get back from their health fund about $50.00 or less than a third of the recommended fee for seeing a psychologist ($166.00 per hour).  However, for most funds the Psychologist’s service is capped by the private health insurer at around $300 to $500 per year, so no more than six to ten sessions in a year are minimally funded.

Given the now overwhelming scientific evidence that for many of the mental health disorders common in the community, the most effective and more longstanding treatments are psychological in nature, and assuming a psychiatrist attempts these treatments, one can assert that for the same service the patient gets nothing rebated by the government to see a Psychologist (who, for CBT and other psychological services, is the better trained professional) but $141.90 to see a psychiatrist.

There is another aspect where the principles of universal access are significantly poorly met.  The inequitable funding arrangements under Medicare would make some sense if psychiatry services were readily available to people.  There is growing evidence that this country is faced with a shortage of psychiatrists. Even if we allow, as some contend, that overall numbers are adequate, nonetheless their distribution is very uneven.  Policy planners speak of psychiatrists inhabiting the “leafy suburbs” of Turramurra and Wahroonga on Sydney’s North Shore or the “hallowed glades” of South Yarra and Hawthorn in Melbourne.  Their circumscribed location not only denies universal access but often shifts the focus of service from groups with high need to those with less critical needs but sufficient income to pay the gap.

It was reported that there existed only one Psychiatrist west of the Blue Mountains in NSW (a situation apparently quite accurate until very recently).  The Glover Report (SA Health Department) identified that not only were there problems of access to psychiatrists in many regions of Australia, but that the intakes for trainee psychiatrists in teaching hospitals were often not fully taken up. The likelihood of a shrinking workforce appears highly probable. 

While there is something like close to 1800 private psychiatrists in Australia, there are some 16,000 registered psychologists, a good percentage of whom are trained and practised in clinical psychological interventions.  In combination with psychiatry, they would constitute a major resource to allow for better access to vital services.

But the funding and resource inequities do not stop with mental health patients.  It was noted above that there are millions of dollars being invested with surgeons, physicians, endocrinologists, cardiologists, respiratory physicians, etc for a whole range of conditions.  Clearly some of their treatments and interventions are at least improved in efficacy (savings on medication and repeat visits), if not even equally well treated with less costly psychological interventions with often-greater permanency.

7
Proposed Revisions Within the Medicare Legislation

The proposed Medicare changes (“A Fairer Medicare”) promised to reduce inequities.  At least in the domain described above, the changes will increase inequities significantly.  The paradigm case above of a depressed or anxious person, seeking a psychiatric service will still receive $141.90 per session for up to 50 sessions per year.  However under the new recommended provisions, if the patient is a health cardholder, they would also receive from the Government most of whatever the Psychiatrist charges over and above $141.90. They will have to cover the first $500 of those extra costs, but then will receive 80 per cent of those from the Government.  As noted above, this could be as much as $20,000 per patient.

If not a health card holder, they will still get the Medicare rebate of $141.90 plus they will now be able to take out Gap Insurance that, for about a dollar a week, will cover anything extra the Psychiatrist wishes to charge (usually $40 to a $100 extra).  What has not been clarified is whether this private gap insurance or the Commonwealth’s cardholder cover will extend to the gap when the 50 sessions run out and they are on the 170 quota.  If it does, then it effectively removes the 50 session cap and allows for 220 sessions per year per patient and either health insurers or the tax payer could be paying out these additional costs for psychiatry.  This, of course could also apply for specialist medical patients, but such repeated visits as seen in psychiatry are rarely seen for other specialists.

Previously the 50-session cap and the additional 170 sessions at a reduced rate, liberal as they were, set some constraints on services.  The gap between $141.90 and the actual psychiatrist’s fee also produced some limits.  Now government may (under the “improvements” to Medicare) pay the whole bill for a psychiatrist’s patient. This may well be an improved arrangement for psychiatrists but what about efficiency and cost reduction?  Blowouts in costs here will mean less services elsewhere and this means less access to services.  Apart from the injustice, where is the accountability?

8
Conclusions and Recommendations

There are some obvious consequences and conclusions that flow from the issues identified and elucidated above.  The most obvious are as follows:

8.1 Evidence-based practice should be at the core of a good health service.  Applied to mental health or many physical health disorders, this means that psychological interventions should be just as well supported by Medicare as conventional medical and psychiatric services. If, as is suggested above, the psychological treatments are more effective, it would be much better for health program initiatives to favour or direct patients to psychological services.

8.2 The principle of universal access suggests that discrimination between services is unsupportable and that evidence-based services that are shown to be cost effective should receive the same backing as other established services.

8.3 There are potential cost savings to be generated here.  It was noted above that psychiatric consultation and resultant pharmacological scripts account for close to $1 billion dollars per year.  Specialist medical services overall may cost between $4 billion and $5 billion per year for consultations alone without adding in the pharmacological costs.  If it can be shown that psychological interventions are more efficient, then funds should be redirected accordingly.

8.4 Inequity of treatment session limits. If, as is suggested, only 12 sessions are felt necessary for treating some high prevalence mental health conditions, then why are psychiatry patients offered 50 sessions (or 220)?  To place a similar defensible restriction on psychiatry costs would mean that in place of one psychiatry patient with depression or anxiety with a conventional 50-session package, four other patients could be seen for a CBT or similar treatment package.  That is not a 10 or 20 per cent improvement (which would be not a bad achievement) but 400 per cent: four times the number of services for the same cost.  The possible savings in pharmaceuticals has not even been taken into account.

8.5 Issues of accountability and constraint need to be imposed on specialist services.  The same detail demanded of GPs should be set for specialist services as well.  These issues have often been acknowledged but shelved by government departments as too hard.  It would be a “fairer Medicare” if accountability for this expenditure of billions of dollars was confronted.

At this stage these recommendations are very general in nature and indicate directions rather than specific mechanisms to achieve better outcomes.  The Australian Psychological Society would welcome the opportunity to consult over, and assist in the development of, concrete and defensible mechanisms for achieving real reform.
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