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Recommendation 1: Models of service delivery that complement Better Access are warranted. For 
those with severe and complex needs, Better Access should be supplemented by other 
multidisciplinary models that not only provide more intensive, longer-term clinical care but also 
offer holistic support for dealing with life’s complexities. For those with lower levels of need, less 
intensive options (e.g., digital services) should be explored. The way in which combinations of these 
models might work for consumers, providers and funders should be carefully evaluated. 

Recommendation 2: Means of addressing workforce capacity and composition issues should be 
considered in the context of the National Mental Health Workforce Strategy and the complementary 
service delivery models noted above. Improved tailoring of the program would be likely to reduce 
overall demand and allow consumers’ needs to be better matched to providers’ training, levels of 
experience and scopes of practice. 

Recommendation 3: Workforce distribution issues – particularly the lack of providers in rural and 
remote areas – should also be considered in the context of the National Mental Health Workforce 
Strategy. Broad measures to recruit and retain providers in rural and remote areas are likely to be 
more successful than ones that are tied to the MBS.  

Recommendation 4: Additional psychological therapies could be added to the list of approved 
therapies under Better Access, providing that they meet National Health and Medical Research 
Council (NHMRC) Level 1 or 2 evidence standards.  

Recommendation 5: A tool like the Initial Assessment and Referral Decision Support Tool (IAR-DST) 
could be used to inform and better target the mental health treatment plan, in order to direct 
people towards (or potentially away from) Better Access services based on their level of need. 
Appropriate training and support for GPs would be required, as would suitable mechanisms for 
recompensing GPs for appropriate triage and referral.  

Recommendation 6: GPs should be supported to refer to the most appropriate providers within 
Better Access and to a broader range of services (particularly low intensity services) outside it. Up-to 
-date service directories that list allied health professionals providing services within Better Access 
and point to high quality digital services might be one means of doing this.  

Recommendation 7: The mental health treatment plan should be retained but should be 
standardised, simplified and used to help GPs understand the needs of individual consumers and 
work collaboratively with other providers to meet these needs, rather than just being a requirement 
for referring consumers to Better Access. Appropriate funding mechanisms will need to be in place 
to achieve this. 

Recommendation 8: The case conferencing item numbers announced in the 2022-23 October 
Federal Budget should also be used as a way of fostering more collaborative care. The uptake and 
impact of these item numbers should be monitored. 

Recommendation 9: The appropriate level for schedule fees should be determined in a 
standardised, transparent way. 



 

Recommendation 10: The rules around the Extended Medicare Safety Net (EMSN) should be 
modified to increase the affordability of Better Access services. Potential options might include 
modifying the threshold, or quarantining a threshold for mental health-related item numbers. 

Recommendation 11: Other options to increase affordability that sit within or outside the MBS 
should also be explored (e.g., bulk-billing incentives, loadings on specific item numbers, practice 
incentive payments, service incentive payments, and blended funding models). 

Recommendation 12: The additional 10 sessions should continue to be made available and should 
be targeted towards those with complex mental health needs. If the additional 10 sessions are 
retained, the review could occur after the initial 10 sessions. However, alternative review cadences 
might be recommended based on consumers’ levels of need. Recommended reviews might also be 
complemented by reviews done at the discretion of the GP, allied health professional and consumer, 
as a means of collaborating and in line with best practice. 

Recommendation 13: Telehealth options should continue to be monitored to ensure they are 
achieving their maximum effect. 

Recommendation 14: Further investigation is required to determine whether the dedicated item 
numbers for people living in residential aged care facilities are the best means of ensuring access to 
high quality mental health care for this group. 

Recommendation 15: Dedicated family/carer item numbers should also be considered as a means of 
providing more holistic care. Again, if such item numbers were to be introduced their uptake and 
impact should be monitored.  

Recommendation 16: Steps should be taken to implement routine outcome measurement as a 
quality assurance tool for the Better Access program. This will require significant effort and 
investment in consultation and communication, system design and governance, technology, and 
ongoing administrative and financial support. 

 

 

 

 

 


