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Objective:  To compare the Better Access to Psychiatrists, Psychologists and 
General Practitioners through the MBS initiative with the Better Outcomes in 
Mental Health Care initiative, to test contentions that Better Access is used 
more often by advantaged major city patients and that the role of GPs has been 
reduced to that of referrers.

Design and setting:  Analysis of Bettering the Evaluation and Care of Health 
data relating to management of depression from April 1998 to March 2011, with 
the Better Outcomes period defined as January 2002 to October 2006 and the 
Better Access period defined as November 2006 to December 2011.

Main outcome measures:  Rates of depression management by GPs, including 
rates of mental health care item claims, referrals, prescribing and counselling, 
by patient location and socioeconomic group.

Results:  During the study period, rates of depression management increased 
and rates of referrals to psychiatrists halved. Compared with Better Outcomes, 
Better Access resulted in: increased depression management for advantaged 
major city and disadvantaged non-major city patients (16.0% and 21.5% 
increases, respectively); a small decrease in prescribing for advantaged major 
city patients; decreases in GP counselling; increases in referrals to psychologists 
for all patient groups (three- to fourfold increases), with advantaged major city 
patients referred more often than patients in other groups; and increases in 
mental health care item claims for all patient groups (44–65-fold increases), 
with more claims for advantaged major city patients than both non-major city 
patient groups.

Conclusion:  Far from becoming “glorified referrers”, GPs remain heavily involved 
in the management of depression. Better Access brought about an enormous 
increase in access to primary care management of depression, although 
advantaged major city patients gained most. Any changes to the system 
must not compromise the strong improvements in access that have occurred 
for all groups.

Abstract
inc
go
agS
 e 2000, there has been a

vernment focus on man-
ement of mental illness,

particularly depression. In parallel
with multiple National Mental Health
Plans and funding of organisations
which focus on depression, such as
beyondblue, two major initiatives tar-
geting mental health care in general
practice have been introduced.

Recognising the importance of the
general practitioner’s role in managing
mental health, the federal government
introduced the Better Outcomes in
Mental Health Care initiative in 2001.
A new set of Medicare Benefits Sched-
ule (MBS) items were created to allow
GPs to claim for using focused psycho-
logical strategies and creating a three-
step mental health care plan, which
required at least two follow-up visits
and a 1–6-month review. To access the
incentive payments and refer patients,
GPs had to complete training in psy-
choeducation, interpersonal therapy
and cognitive behaviour therapy.

The three-step mental health com-
ponent was withdrawn in 2007 as it
was superseded by the GP Mental
Health Care Plan — part of the Better
Access to Psychiatrists, Psychologists
and General Practitioners through the
MBS initiative that was introduced in
2006. The most important changes
were that GPs did not need additional
training to conduct a GP Mental
Health Care Plan and, unlike Better
Outcomes, a review was not required
to claim the incentive. The review
became a separate item. Preparation
of a GP Mental Health Care Plan
allowed GPs to refer patients to psy-
chologists for Medicare-subsidised
care. The creation of a plan allowed
trained GPs to provide patients with
Medicare-subsidised care in their own

omes
ce its
t Bet-
 rela-
major
r have

have
allowed their role in Better Access to
dwindle to that of glorified referrers”.2

Several evaluations of Better Access
have been published over the past
year.3,4 Critics have called for the use
of Bettering the Evaluation and Care
of Health (BEACH) data to assist the
evaluation process.5 In this article, we
test the above two contentions in GP
management of depression, as
depression is the most frequently
managed psychological problem in
general practice.6

Methods

We analysed data from the BEACH
program (detailed methods are
described elsewhere).7 In summary,
each year about 1000 GPs from a
national, rolling random sample
(drawn by the Department of Health
and Ageing) participate by providing
patient and encounter information for
100 consecutive encounters with con-
senting, unidentified patients.

We weighted each April to March
year in the dataset (about 100 000
encounters) to match the age–sex dis-

tribution of all GPs in the sample
frame and for each GP’s activity level
(measured by number of MBS GP
items claimed). The annual weighted
BEACH encounter samples have
repeatedly been shown to be repre-
sentative of GP service items claimed
through Medicare.7

The BEACH encounter data used in
this study were: up to three MBS item
numbers; postcode of patient’s resi-
dential address; and up to four prob-
lems managed. GPs are instructed to
describe the problem under manage-
ment at the highest diagnostic level
possible. For each problem, linked
management data include medica-
tions, clinical treatments and referrals.

For each year between 1998 and
2011, we examined the rates of depres-
sion management by GPs, including
rates of mental health care item claims,
psychologist and psychiatrist referrals,
prescribing and counselling.

We defined January 2002 to Octo-
ber 2006 as the Better Outcomes
period and November 2006 to
December 2011 as the Better Access
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period. Applying the Socio-Economic
Indexes for Areas8 to patients’ resi-
dential postcodes, we defined Groups
6–10 as advantaged and Groups 1–5
as disadvantaged. Major city was
defined according to the Australian
Standard Geographical Classifica-
tion.9 Depression was defined as
problems classified as “P76 – Depres-
sive disorder” in the International
Classification of Primary Care (Ver-
sion 2).10

We calculated robust 95% confi-
dence intervals using survey proce-
dures in SAS, version 9.2 (SAS

Institute Inc, Cary, NC, USA), which
took into account the study’s cluster
design. Statistical significance of dif-
ferences was judged by non-overlap-
ping 95% confidence intervals.

The ethics committees of the Uni-
versity of Sydney and the Australian
Institute of Health and Welfare
approved the BEACH study and its
further analysis.

Results

The overall rates of depression man-
agement, items claimed for depres-

sion and referrals for depression are
shown in Box 1. Rates of depression
management increased significantly
during the study period, with the
sharpest increase between 2006–07
and 2008–09. Between 2002–03 and
2005–06 (Better Outcomes), GPs used
about one mental health care item
number per 500 depression contacts.
Between 2007–08 and 2010–11 (Better
Access), this changed to a mental
health care item being claimed for
about one in six depression contacts.

From the low point in 1999–00 to
2010–11, the rate of total referrals for

2 Comparison of rates of depression management by patient location and socioeconomic group during the Better Outcomes 
(January 2002 – October 2006) and Better Access (November 2006 – December 2011) initiatives

Better Outcomes (rate [95% CI] or number) Better Access (rate [95% CI] or number)

Socioeconomic 
group Major city Non-major city Major city Non-major city

Depression contacts per 100 
encounters

Advantaged 3.76 (3.63–3.89) 4.40 (4.14–4.65) 4.36 (4.23–4.49) 4.75 (4.51–5.00)

Disadvantaged 3.95 (3.64–4.25) 4.05 (3.86–4.24) 4.19 (3.96–4.41) 4.92 (4.69–5.15)

Mental health care items 
claimed per 100 depression 
contacts

Advantaged 0.28 (0.15–0.42) 0.34 (0.05–0.62) 18.18 (17.08–19.28) 15.07 (13.32–16.82)

Disadvantaged 0.27 (0.05–0.49) 0.30 (0.05–0.55) 15.58 (13.58–17.57) 13.76 (12.04–15.48)

Referrals to psychologists per 
100 depression contacts

Advantaged 2.78 (2.41–3.16) 3.15 (2.41–3.89) 11.65 (10.95–12.35) 9.79 (8.58–11.01)

Disadvantaged 1.87 (1.22–2.52) 2.74 (2.03–3.46) 8.36 (7.18–9.53) 8.65 (7.67–9.63)

Proportion of depression 
contacts in which medication 
was recorded

Advantaged 65.80 (64.44–67.16) 68.23 (65.88–70.57) 62.33 (61.08–63.58) 64.69 (62.36–67.02)

Disadvantaged 68.27 (65.55–71.00) 69.58 (67.53–71.63) 66.20 (63.93–68.47) 67.32 (65.44–69.21)

Proportion of depression 
contacts involving GP 
counselling

Advantaged 43.82 (42.25–45.39) 41.31 (38.53–44.09) 40.12 (38.66–41.59) 35.87 (33.33–38.40)

Disadvantaged 41.76 (38.91–44.60) 36.11 (33.80–38.43) 38.94 (36.32–41.57) 31.80 (29.58–34.02)

Number of depression 
contacts†

Advantaged 9 756 2 842 12 015 3 053

Disadvantaged 2 342 3 478 2 645 4 129

Total 12 098 6 320 14 660 7 182

* Significant changes are expressed as percentage increase, percentage decrease, or factor by which rate was multiplied. † For major city patients, n = 18 418; for n
n = 21 842.

1 Rates of depression management, items claimed for depression and referrals for depression, April 1998 to March 2011

* The Better Outcomes initiative started in this data year. † The Better Access initiative started in this data year.  ◆
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depression management doubled,
with the sharpest increase being after
the introduction of the Better Access
initiative. However, referrals to psy-
chiatrists halved during the study
period, while referrals to psycholo-
gists increased sixfold.

A comparison of depression man-
agement during the two initiatives by
patient location and socioeconomic
group is shown in Box 2. During Bet-
ter Outcomes, the highest depression
management rate was for advantaged
patients from non-major city areas.
The rate of depression management
increased significantly during Better
Access for advantaged patients from
major cities (16.0% increase) and for
disadvantaged patients from non-
major city areas (21.5% increase).

During Better Outcomes, there
were no significant differences
between patient groups in the rate at
which mental health care items were
used. During Better Access, the use of
these items increased significantly for
a ll  patient groups (44–65-fold
increases), but were used at a signif-
icantly higher rate for major city
advantaged patients than for both
groups of non-major city patients.

During Better Outcomes, there was
no significant difference between
patient groups in referral rate to psy-
chologists per 100 depression con-
tacts. During Better Access, referrals
to psychologists increased for all
patient groups (three- to fourfold
increases), but advantaged patients
from major cities were referred signif-
icantly more often than patients in
both disadvantaged groups.

During Better Access, the propor-
tion of depression contacts with a
record of medication being prescribed
decreased significantly among the
advantaged major-city patients while
the proportion involving GP counsel-
ling decreased in both advantaged
patient groups.

During Better Outcomes and Better
Access, a greater proportion of disad-
vantaged patients from non-major
city areas had a record of medication

being prescribed at their depression
contact than did advantaged patients
from major cities. Conversely, in both
periods a greater proportion of advan-
taged patients from major cities
received GP counselling at their
depression contact than did disadvan-
taged patients from non-major city
areas.

Discussion

This study shows that, since the
inception of Better Access, there has
been a surge in referrals to psycholo-
gists for the management of depres-
sion. However, it also shows that GPs
remained as active in the manage-
ment of depression over the Better
Access period as they were during
Better Outcomes — GPs managed
depression at a significantly higher
rates, prescribed medication at similar
rates, and provided counselling at
slightly lower rates. We found no evi-
dence from the BEACH data that the
role of GPs has been reduced to that
of “glorified referrers”.2

Although relatively advantaged
patients from major cities are more
likely to have a mental health care
item used and to be referred to a
psychologist under the Better Access
initiative, the difference is not as large
as feared by some. The difference may
be related to barriers of access to GPs
and psychologists in rural areas and/
or a barrier of co-contribution for
costs of most psychologist visits.

The study had some limitations.
While we know the number of refer-
rals written for psychologists, we do
not know what proportion of these
were used. Also, there may have been
confounding influences over the study
period for which adjustments cannot
be made.

This study shows that GPs remain
heavily involved in the management
of depression. While Better Access
has been used more by relatively
advantaged patients from major cities,
it also brought about an enormous

increase among all patient groups in
use of mental health care items and
referrals to psychologists. Any
changes to the system must not com-
promise the very large gains made for
all groups in access to primary care
management of depression.
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