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GPMHSC submission to the
Royal Commission into Victoria’s
Mental Health System
Key recommendations and issues
•
•
•
•
•
•
•
•

Public education focused on connections, active self-care, resilience development, pathways for help
and when it is needed.
Improve the system to support better integration of quality mental health services through primary care,
in particular, through general practice
Provide support for GPs providing Focussed Psychological Strategies (FPS) services in gaining and
maintaining their FPS provider eligibility
Invest in guaranteeing a primary mental health team (similar to Crisis Assessment Teams) wherever
consumers are based, and support GPs to conduct group FPS for communities affected by suicide
Lack of programs that focus the social determinants of health, particularly improving health literacy and
reduce social exclusion and the reliance on e-mental health initiatives
Primary mental health care research vital to ensuring good evidence based care
Increased support for those unable to access the National Disability Insurance Scheme (NDIS)
An ongoing Victorian Mental Health body

Introduction
The GPMHSC welcomes the Royal Commission into Victoria’s Mental Health System and the overall objective to
consider prevention, support, delivery, and improvement of services to those effected by mental illness, their families and
communities. The issues around social determinants of health, mental health workforce distribution and remuneration are
particularly important to ensure there is provision of training such as Focussed Psychological Strategies (FPS) by
GPMHSC-accredited general practitioners (GPs).
GPs are an important source of support and referral for those who experience mental health conditions.1 Often
considered as the first point of contact for people concerned about their mental health, GPs are in a unique position to
provide mental health care across the illness spectrum and the lifespan. GPs are central to a patient’s care coordination
and play a key role in a stepped care model.
According to the Australian Institute of Health and Welfare (2017), approximately 18 million GP encounters in 2015-16
were mental health related. This is an annual increase of 4.7 percent and comparable to the 9 million services provided
by State and Territory mental health services in the same period.2
The GPMHSC hopes the Commission’s recommendations will assist to improve the mental health of the Australian
population, a challenge GPs face in their consultation rooms every day.
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About the General Practice Mental Health Standards Collaboration
The General Practice Mental Health Standards Collaboration (GPMHSC) is a multi-disciplinary body managed by the
Royal Australian College of General Practitioners (RACGP) and is responsible for establishing standards of education
and training for the Better Access to Psychiatrists, Psychologists and General Practitioners (Better Access Initiative)
under the Medicare Benefits Schedule (MBS). The GPMHSC:
•
•
•
•
•
•

establishes standards for general practitioner (GP) training in mental health in relation to the Better Access
Initiative
accredits training activities related to general practice mental healthcare. This includes Level 1 Mental health
skills training (MHST) and Level 2 Focussed Psychological Strategies (FPS).
promotes accredited general practice training in mental health that aims to develop GPs’ knowledge of and
skills in detecting and treating mental illness
promotes the uptake of MBS mental health items under the Better Access initiative
develops resources to support GPs to provide mental health services
regularly updates the general practice sector about current mental health issues and contributes to the
development of policy for general practice and mental health.

The GPMHSC committee includes representatives from general practice, psychiatry, psychology and the community.
The RACGP chairs the group, and provides Secretariat services. The GPMHSC is funded by the Commonwealth
Department of Health.
Committee members are nominated by:
•
•
•
•
•

The Royal Australian College of General Practitioners
The Australian College of Rural and Remote Medicine
Mental Health Australia (consumer and carer representatives)
The Royal Australian and New Zealand College of Psychiatrists
The Australian Psychological Society

Mental health funding in general practice
It is important to understand the current funding model for mental health in general practice. There are a number of key
MBS item numbers that support GPs deliver mental health care, however many GPs will often bill using standard nonmental health specific MBS consultation items.
Mental Health Skills Training
GPs who undertake GPMHSC accredited Mental Health Skills Training (MHST) are eligible to claim higher schedule item
numbers related to the preparation of General Practice Mental Health Treatment Plans (GPMHTP): 2715, 2717.
The uptake of MHST has been extremely successful with approximately 91.2% of vocationally registered GPs in
Australia registered with Medicare as eligible to access the corresponding item numbers. 1
Focussed Psychological Strategies Skills Training
GPs who complete Focussed Psychological Strategies Skills Training (FPS ST) and undertake Focussed Psychological
Strategies Continuing Professional Development (FPS CPD) once every three years are eligible to provide specific
evidence-based psychological therapies accessing item numbers 2721, 2723, 2725 and 2727.
Uptake of the FPS ST has not been as successful as MHST uptake. Approximately 3.2% of vocationally registered GPs
in Australia are registered with Medicare as GP providers of FPS.1
The comparison with the MHST figures show the GP FPS item numbers are clearly under-utilised.
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Responses to Terms of Reference and questions relating to Victoria’s
mental health system relevant to the GPMHSC
1.
•

What are your suggestions to improve the Victorian community’s understanding
of mental illness and reduce stigma and discrimination?
Public education focused on connections, active self-care, resilience development, pathways for help
and when it is needed.

There has been an increase in mental illness case-finding in the community, which contributes to pressure on services.
For example, children with shyness/anxiety and school refusal may increasingly receive a mental health diagnosis, while
patients in GP waiting rooms are asked to complete the K10 assessment for depression and anxiety despite not actively
seeking mental health care.
The provision of mental health care has been heavily influenced by the view that mental difficulties come as diagnosable
disorders that can be treated by specialist practitioners who aim for symptom reduction.1 However, the high prevalence
rates of mental disorder indicate the need for a coherent public mental health approach that addresses the social
determinants of health and encompasses the integration of mental, medical, substance use and social care.
Education needs to work towards an informed public who can take helpful positive actions for themselves, their families
and their communities to promote good mental health and reduce risks of mental illness. If they come to need mental
health services then they should arrive well informed about the benefits and costs of key treatment options and then be
provided with unbiased information about later options.2
There should be a steering away from purely medicalised responses, including from raising unrealistic expectations of
medications. Typically the greatest benefits from mental health care arise through coordinated psychosocial and physical
treatments delivered in an empowering recovery framework and this should guide mental health care across sectors and
organisations.
A campaign to improve emotional literacy beyond just awareness of diagnoses such as depression or anxiety. This could
be via a public education campaign and could include mandatory education goals at the primary and secondary levels for
students to learn relevant emotional capacities and skills necessary for their age.3
GPs as community health professionals are well placed to provide holistic individualised care in the context of the
patient’s physical and social determinants of health. The majority of GPs have completed GPMHSC-accredited MHST
and are able to provide mental health assessment for common mental disorders but may lack the supporting elements
that encourage them to undertake further training that would make for a comprehensive response to the level of identified
problems.4
Approximately 1000 GPs have completed additional GPMHSC-accredited training to deliver FPS such as cognitive
behaviour therapy and interpersonal therapy.

2.
•

What is already working well and what can be done better to prevent mental
illness and to support people to get early treatment and support?
Improve the system to support better integration of quality mental health services through primary care,
in particular, through general practice

The mental health sector is complex and fragmented, with multiple providers and siloed funding streams.5 Variability
exists in both state government funded services and the federally funded Better Access program. Mental health care
provision in the community is provided by general practice, Primary Health Networks, community health organisations,
state hospital care, Headspace, the National Disability Insurance Scheme (NDIS) and aspects of private care, all
contributing to fragmentation of the mental health system. Fragmentation results in limited consumer understanding of
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the services provided by these sources. Consumers and carers experience poor care and unmet needs due to overlaps,
insufficiencies, poor planning and lack of coordination of services.
The highest uptake of mental health care in major cities is focussed in affluent urban areas. Socioeconomically deprived
areas of metropolitan regions have increased rates of mental illness but lower levels of access to mental health service
delivery so people living in such areas can face severe barriers to securing appropriate mental health care.6
Inequity in mental health service levels also impacts regional and remote regions of Australia, where the accessibility and
quality of mental health services can be significant barriers to care.5 Consumers, particularly regional and remote patients
or those in socio-economically deprived areas are more likely to receive help for mental distress from their GPs. The GP
is often a trusted source of advice and health but is also frequently overburdened with such problems.7,8,9
National Mental Services Standards emphasise specialist care. These do not guarantee or mandate levels of mental
health care provisions, responsiveness or number of sessions relevant to primary care. As such, there are no primary
mental health care standards for consumers that address current needs.
•

Provide support for GPs providing Focussed Psychological Strategies (FPS) services in gaining and
maintaining their FPS provider eligibility

GPs play a central role as the first and therefore most accessible step in the primary mental health care. Data from the
Bettering the Evaluation and Care of Health (BEACH) survey of general practice activity indicated that during 2015-16,
around 12.4% of all GP encounters were mental health-related, an increase from 10.8% in 2007–08.10
Currently, there are approximately 1000 GPs across Australia registered with Medicare to provide FPS to patients with
mental health issues. These GPs provided more than 33,000 charged on FPS item numbers sessions in 2015-16 to
patients in need.11 FPS rebates provided per patient for such consultations do not reflect the challenges and work
undertaken when compared to other general practice functions.
GPs who provide higher level mental health care are disadvantaged compared to GPs that do not because of time-based
item numbers that penalise longer consultations. According to MBS data, GPs provided 3.2 million Medicare-subsidised
mental health-specific services in 2015–16, however just 1% of MBS items claimed for this period10 was for the provision
of FPS. It is widely suspected that FPS provided by GPs is charged under general time-based consultation item numbers
and therefore are not recorded in Medicare statistics.
In addition, day-to-day practice schedules are often not conducive to seeing patients for consultations over 40 minutes.
Further evidence of this issue can be found in MBS data supplied by the Department of Health, showing there has been
a -3.3% decrease in the use of FPS item numbers by GPs between 2011-2012 to 2015-2016.10 This is of particular
concern to the GPMHSC as there are currently very few GPs registered to provide these services.
In 2016, 300 GPs either nominated to be deregistered or did not meet the CPD requirements to continue as FPS
Providers.6 Feedback from GPs indicates that while an increasing number of patients are presenting with issues
requiring psychological treatments, the current MBS funding system is a disincentive for GPs to provide this service and
does not allow for the best care for patients in need of these interventions.
Managing patients with complex mental health needs in the general practice environment can be challenging. Providing
an appropriate incentive to undertake further training and CPD will attract more GPs to become registered FPS
Providers, ensuring better access for patients needing help. A suitably trained GP is best placed to provide timely
personalised care.

3.
•

What is already working well and what can be done better to prevent suicide?
Invest in guaranteeing a primary mental health team (similar to Crisis Assessment Teams) wherever
consumers are based, and support GPs to conduct group FPS for communities affected by suicide

The Victorian Place-based Suicide Prevention initiative is a good example of systematic strategies featuring evaluation.
Extension of this program should be considered if evidence supports its value.
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What can be done better
Access to urgent treatment
The College of Emergency Medicine has pointed out that mental health patients spend twice as much time on hospital
trolleys in Emergency Departments than any other type of presentation to emergency. There is a large per capita
shortage of mental health related beds, when compared to the average for the rest of Australia.
Unfortunately suicidal behaviour and thoughts are not limited to those who already have a diagnosis. Quite often this is
the first presentation and in the case of completed suicide, the last. It is important that people are able to access just-intime treatment usually through services such as general practitioners where they can readily access help in a urgent
situation. 11, 12
Support GPs in under serviced areas
GPs are dealing with rising trauma; evident in suicide rates and the raised expectations for mental health outcomes
created by public information campaigns and public investigations e.g. outcomes from the Royal Commission into
Institutional Responses to Child Sexual Abuse, domestic violence, lack of housing and persistent disadvantage despite
strong economic growth.13
MBS data suggests that during 2007 – 2011, the uptake of GP FPS items in remote and very remote regions was at a
rate of 10 and 5 items per 1,000 people respectively.10 In contrast, major cities have the highest uptake rate of 85 FPS
items per 1,000 people.14 These figures suggest that there is real need for GP FPS services in rural and remote areas.
As GPs are often the only mental health provider in these areas, it is crucial that GPs are supported to provide
appropriate mental health care in these under serviced areas.
The current two FPS items are for consultation periods of between 30-40 minutes and greater than 40 minutes.15
Currently, patients with a Mental Health Treatment Plan (MHTP) can access up to 10 consultation sessions in total with a
psychologist, a social worker, an occupational therapist or a GP Provider of FPS. However, the limit of 10 sessions per
person per calendar year restricts GPs’ flexibility in treating patients who present with mental health issues that best
meets their needs. This restriction may also affect patients’ future referral options as these sessions are not excluded
from those provided by psychologists. Consequently, many GPs are avoiding charging under FPS item numbers so as
not to disadvantage patients.
Ensure flexibilty
Some patients require longer consultation sessions, while others may require more sessions spanning a longer period.16
Other patients might have their needs best met through more and different interventions from a clinical psychologist or
psychiatrist after seeing their GP for initial FPS services. The system lacks flexibility to support different alternatives.
According to the Australian Institute of Health and Welfare (AIHW), there are only 10 Clinical Psychiatrists and 63 Clinical
Psychologists per 100,000 population.10 By allowing up to 10 sessions to be delivered by a GP Provider of FPS, and
excluding those sessions from the 10 allowed for psychologists and psychiatrists, coordinated multidisciplinary care can
be provided depending on the needs of the patient.
Utilise a stepped care approach
The benefits of these 10 independent sessions would include increased accessibility to mental health services, patient
choice by enabling them to see a mental health professional (their GP) they are already familiar with, and the option for
referral to a psychologist or psychiatrist if further care is needed. This framework would also support the implementation
of the stepped care model by ensuring patients can access the level of service appropriate to their need. A stepped care
approach aims to ensure a range of service types, making the best use of available workforce and technology, which are
available within the local region to better match individual and population needs.17
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4.

•

What makes it hard for people to experience good mental health and what can be
done to improve this? This may include how people find, access and experience
mental health treatment and support and how services link with each other.
Lack of programs that focus the social determinants of health, particularly improving health literacy and
reduce social exclusion and the reliance on e-mental health initiatives

Critical social determinants of health include education, income, avoidance of relative and absolute poverty, and positive
community social capital. Inequality in societies goes along with poorer mental health to a degree that good mental
health services alone can never expect to correct. Services should exhibit what the WHO has called proportionate
universality, provided according to the level of need of people across the entire social gradient.
GPs are an integral part of community based care and are usually a first port of call in times of stress and grief. A
medical model that includes an understanding of mental processes such as trauma and grief in addition to a biological
model of genes, receptors and pharmacology requires time, skill and patience to ensure proper implementation.
The GPMHSC is particularly concerned around what may be an excessive and persistent promotion of a wide range of emental health interventions that are not evidence-based as a preferred solution to barriers in treatment.
The GPMHSC has reservations on the required level of patient literacy and mental functioning needed for this therapy to
be effective. This is especially concerning in contexts where the effect of social determinants or an active disorder may
each impact effective patient literacy at time of help-seeking.
This may perpetuate inequitable provision where people in poorer areas may be offered an online service while better
positioned and resourced citizens may receive face to face services with better demonstrated effectiveness due to
availability of services. This type of mental health care delivery may be less appropriate for many who are most in need
of care.
In addition, the impacts of physical health of the mentally ill is not considered. Research shows that the physical health of
patients with mental illness; for example, people with schizophrenia often die decades earlier than they should due to
conditions such as diabetes or heart disease.18

5.
•

What are the drivers behind some communities in Victoria experiencing poorer
mental health outcomes and what needs to be done to address this?
Duplication of services are sidestepping the important role of the GP in primary mental health care

The current funding and commissioning arrangements for PHNs and organisations such as Headspace contribute to
concern around siloed services that bypass the patient’s existing therapeutic relationship with their GP who is best
placed for assessment and long term care coordination.
GPMHSC Chair Morton Rawlin was a member of the PHN Advisory Panel on Mental Health convened to provide advice
to the Minister for Health about the progress of mental health reform being implemented through PHNs.19 The GPMHSC
supports the report Reform and System Transformation: A Five Year Horizon for PHN for improving understanding and
implementation of stepped care for primary mental health care.20
•

Increasing out of pocket costs for consumers

The GPMHSC is also concerned with the increasing out-of-pocket costs for consumers with Australia ranking high on this
OECD measure.21 GPs see the pressure placed on consumers despite overall increased spending on mental health
care.22 Programs such as Psychological Support Services (previously ATAPS) for consumers with health care cards –
where out of pocket expenditures are not required – are limited in access to a relatively small number of people in the
community.
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The needs of Indigenous communities should be a continued focus, along with refugees and under-served regional and
remote communities. The largest body of excess suffering in communities in number terms lies in poorer and otherwise
disadvantaged areas of our cities. Addressing relative and absolute disadvantage should be a whole of government
agenda beyond mental health policy. Some of this will require collaboration and shared vision across all
government.23,24,25

6.
•

What are the needs of family members and carers and what can be done better to
support them?
Psychological support for carers

The GPMHSC operates on the principle value of the importance of not only consumer contribution, but also carer input in
the development of standards for mental health training for GPs. As such these peer workers play an ever increasing role
in mental health care for the population. Carers’ needs should be supported with access to preventive and psychological
sessions.
Respite care is also important especially for carers with family members who have chronic mental health problems. This
can be very taxing and lead to mental health problems in the carers and family members themselves. It is important
therefore to provide respite care so that families have time away from their caring duties.
The deinstitutionalisation of mental health care has improved the welfare of mental health patients but as a
consequence, has placed a greater burden on family members and carers. In many cases the diminished role of
institutional psychiatry has been largely matched by increases in criminal incarceration and homelessness.26,27

7.

What can be done to attract, retain and better support the mental health
workforce, including peer support workers?

Poor salaries and working conditions in NDIS funded services is a developing problem. Cross government coordinated
action is needed to promote decent working conditions for peer workers and others across the sector.28

8.

What are the opportunities in the Victorian community for people living with
mental illness to improve their social and economic participation, and what needs
to be done to realise these opportunities?

The principles in the recovery agenda for mental health patients including connectedness, hope, identity, meaning and
empowerment need to permeate the entire mental health system, along with co-design and co-production of services as
strategies to support this.
People with mental illness are colleagues and team members and therefore the questions to be addressed is not, ‘How
can they get more involved?’ but rather, ‘How can we understand when they need to get less involved and withdraw from
participation during times of suffering?’ People with mental illness should be warmly welcomed back into the fold rather
than criticised and ostracised. It is important in our workplaces and sporting environments to embrace mental health
days.29,30
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9.

Thinking about what Victoria’s mental health system should ideally look like, tell
us what areas and reform ideas you would like the Royal Commission to
prioritise for change?

Equity in opportunity and service delivery should receive greater emphasis across the service system. The ideal mental
health system should look like the ideal public transport system. People with mental health issues should be able to
easily enter or exit the system as needed. The administration should be seamless, and different modes of the system
should be inextricably linked together to enable the person with mental health issues to get where they need to go
without needing to walk on their own for long (unless they want to).

10.
•

What can be done now to prepare for changes to Victoria’s mental health system
and support improvements to last?
Primary mental health care research vital to ensuring good evidence based care

The GPMHSC believes further investment in quality longitudinal research is needed around the consumer journey within
primary mental health care. There is a lack of research around primary care mental health episodes, particularly since
the bettering the evaluation and care of health (BEACH) survey is no longer conducted. In addition, there are limited
statistics in relation to Aboriginal and Torres Strait Islander mental health.
This area is lacking evidence of increased productivity and good outcomes from the range of services available to
consumers and has resulted in many expensive short-term solutions of unknown efficacy. Appropriate funding for
research in primary mental health care would contribute an evidence-base for addressing the multiple factors of mental ill
health.
•

Increased support for those unable to access the National Disability Insurance Scheme (NDIS)

Feedback from GPs has indicated that the introduction of the NDIS has added a level of complexity for mental health
consumers and access to assistance. A study from the ACT shows that the new structure has led to a high degree of
instability in the system for mental health service providers.31
Other reports have indicated a lack of communication to scheme participants from the National Disability Insurance
Agency (NDIA), confusion among NDIA staff and time wasted through double-handling.32
The GPMHSC supports the key messages set out in Mental Health Australia’s report on the NDIS Psychosocial Disability
Pathway. This includes the need to provide resources targeted specifically at general practitioners to explain their role in
the NDIS access and planning processes, and provide detailed information about how to support people with
psychosocial disability to access the scheme.33
The report from the Victorian Auditor General’s Office on Access to Mental Health Services highlights multiple problems
with catchment areas including ‘misalignment between service levels and types within a catchment and population
growth and demographic changes in that area.’34 Attempts to realign catchment areas better with such structural
imperatives have often foundered because there is no agreed or determined funding mechanism that goes with transfer
of responsibilities between services. This is an area that needs further improvement.
•

An ongoing Victorian Mental Health body

It is important that the system has a memory. This can take the form of a long-standing ongoing expert committee or
Board that is not abolished or overturned with each new minister or government. This committee should be well-funded
and staffed. Committee members should remain for a fixed term but renewable basis which lasts as long as a senate
seat. The importance of such a committee is to maintain a system which can modify and develop over time and also
without short-term political and populist pressures and treatment trends.
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Is also important that adequate increases in budgets are maintained and guaranteed in the long-term. The GPMHSC
recommend such a body is established following this Royal Commission to gradually implement the recommendations so
investment in the system is efficiently spent.

11.

Is there anything else you would like to share with the Royal Commission?

GPs, being the first contact with the health care system for most patients, are best placed to provide appropriate,
personalised, and long term mental health treatment and support. It is obvious that mental health care provision in the
form of therapeutic or supportive counselling is more time consuming than the standard consultation. The remuneration
system currently punishes GPs for spending longer time with patients.
GPs working in mental health are therefore accepting a lower income than their peers who do not. The level of funding
should adequately reflect the longer time needed to be spent by GPs in delivering primary mental health care.
Appropriate funding will further encourage GPs to upskill to provide FPS to their communities.
In a stepped care model, the GP should be central to a patient’s care coordination, ensuring they do not fall through
cracks in service provision. Productivity is limited when large numbers of individuals who need greater care fail to
progress beyond the first hurdle.
The current complex, disjointed and siloed system has created numerous barriers and much confusion for those seeking
timely help. The absence of agreement on causes, effective treatments and optimal outcomes for mental illness is
reflected in the complexity and ad hoc nature of current approaches. It is very difficult to improve productivity when there
is no consensus about desired outcomes.35,36,37
Key issues include:
•

A redesign of the system to focus on the delivery of evidenced-based treatment instead of risk management

•

Integration of Alcohol and Other Drugs and Mental Health (to ensure people do not keep going between the two
services), and better management of people with complex mental health issues and dual diagnosis in
Emergency Departments

•

A focus on prevention, particularly focussed on at-risk groups

The GPMHSC remains committed in supporting the development of a mental health workforce that is better equipped to
respond to needs of patients. For this to happen, the barriers to the accessibility and quality of mental health services in
Australia need to be addressed.
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