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Key points

* |n 2019, the Australian Government made
significant enhancements to Medicare to
allow delivery of evidence-based treatment
for eating disorders in the community

* Uptake has been swift, with almost 30 000
care plans initiated nationwide in the
first 2 years, including increased use of
dedicated telehealth items during the
COVID-19 pandemic

¢ Although many individuals are accessing
eating disorder care plans, few are
accessing the number of sessions
recommended by the evidence,
suggesting that adjustments may be
needed to ensure that policy intent is
achieved

Abstract

Objective: The Australian Government’s landmark 2019 implementation of
dedicated Medicare items for people with eating disorders was the first of
its kind for a mental illness. We investigate the first 24 months of uptake of
these items across regions, settings and healthcare disciplines, including
intermediate changes to the program prompted by the COVID-19 pandemic.

Methods: This was a descriptive study using item data extracted from the
Australian Medicare Benefits Schedule database for November 2019 to
October 2021. Data were cross-tabulated by discipline, setting, consultation
type and region.

Results: During the first 24 months of implementation of the scheme, 29 881
Eating Disorder Treatment and Management Plans (or care plans) were
initiated, mostly by general practitioners with mental health training. More
than 265 000 psychotherapy and dietetic sessions were provided, 29.1% of
which took place using telehealth during the pandemic. Although the program
offers up to 40 rebated psychological sessions, fewer than 6.5% of individuals
completed their 20-session review under the scheme.

Conclusions: Uptake of the Medicare item for eating disorders was swift, and
the item was used broadly throughout the pandemic. Although feedback from
those with lived experience and experts has been overwhelmingly positive,
data show that strategic adjustment may be needed and further evaluation
conducted to ensure that the reform achieves the best outcomes for patients
and families, and its policy intent.
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Introduction

In November 2019, the Australian Government
introduced a set of reforms that drastically altered
access to government-rebated private community

care options for people with an eating disorder.! This
involved the introduction of Eating Disorder Treatment
and Management Plans (EDPs): government-subsidised
sessions via the Medicare system for community
treatment of eating disorders of 20-60 sessions over
approximately the same number of weeks, to better reflect
evidence-based therapeutic protocols for this illness
group.25This followed a lengthy national consultation
process, a year-long advisory group process reporting
to the Medicare Benefits Schedule Review Taskforce,
and an implementation liaison committee that addressed
practical aspects of introducing the initiative. Previously,
access to mental health services for any person with

a mental health condition was provided via the Better
Access (to mental health) scheme®, introduced in 2001.
This scheme covered up to 10 rebated psychological
sessions per year.

The new EDP scheme means that people with
anorexia nervosa, bulimia nervosa, binge eating disorder,
and other specified feeding and eating disorders who
meet the criteria have access to up to 40 rebated
sessions of psychological therapy per year, along with
20 dietetic sessions. Regular appointments with a general
practitioner/family physician (GP) every 10 sessions
were also built into the architecture of the system, and
consultation with a psychiatrist and/or paediatrician was
mandated at the mid-point of care (20 psychological
sessions) to confirm diagnosis and the ongoing need for
treatment.’

In March 2020, in response to the coronavirus disease
2019 (COVID-19) pandemic, the Australian Government
introduced the first telehealth delivery items for rebated
mental health care services under the Medicare Benefits
Schedule (MBS) for people outside remote geographic
regions.® As a result of this change in the ability to deliver
services using telehealth and the national lockdowns that
occurred in every Australian state and territory around
that time, uptake of telehealth services for mental health
conditions increased greatly.® Evidence suggests that it
has not decreased to pre-pandemic levels. ™0

Eating disorders are serious mental and physical
illnesses that have among the highest mortality rates of
all mental illnesses and carry significant economic cost to
the community>'* Yet, if treated early with an evidence-
based package, full remission is often realised' ¢, the
individual returns to a normal developmental trajectory,
and the burden on the health system is reduced. Access
to an adequate dose of therapeutic care is therefore
needed within the community. This was reflected by the
MBS revisions, allowing rebated access to this level of
care. The EDP scheme targets moderate to severe illness,
with specific eligibility criteria of a clinical diagnosis
plus a score above the clinical cut-off on an evidence-

based symptom severity measure — excepting those
with a diagnosis of anorexia nervosa who, because of
the severity of the diagnostic category, have the latter
requirement waived. 18

This set of reforms to the MBS makes eating disorders
the first diagnostic category among mental illnesses to
have its own item numbers. That mental illnesses have
been grouped together until now has been a major
impediment to attempts to examine the efficacy of the
MBS Better Access (to mental health) scheme for specific
mental health disorders. The current report is therefore
the first to examine the use of Medicare-rebated services
in treatment of eating disorders.

The aim of the current study was to broadly examine
the national response to the scheme post-implementation,
to understand whether the intent of the policy is being
met. We report on the rate of uptake of the new eating
disorder item numbers across Australia, identify health
professionals by type of service they provided and by
setting (face-to-face or telehealth), and examine patterns
of use across states and territories. We were not able
to address people with eating disorders treated under
the Better Access scheme because of the lack of any
diagnostic category in that program; nor could we
account for people who claimed psychological sessions
under Better Access rather than under an EDP.

Methods

We performed descriptive analysis of all new Medicare
item numbers introduced as part of the EDP scheme from
1 November 2019 to 31 October 2021. Data included all
GP, specialist medical, mental health and dietetic services
with an item number for eating disorders introduced
in November 2019. Providers were GPs, psychiatrists,
paediatricians, clinical psychologists and other eligible
providers of psychological services, and registered
dietitians.

Service use was ascertained from the MBS. The
MBS provides a list of all government-subsidised out-
of-hospital healthcare services. Data on service use
are publicly available' and provide monthly counts
of services by service category. Relevant service
categories in this analysis were initiation of treatment
and management plans for eating disorders, review of
treatment and management plans for eating disorders,
and dietetic services or psychological services billed
against the scheme. Relevant MBS item categories were
classified into face-to-face and telehealth services, and
stratified by practitioner type and state/territory. For
service setting, ‘COVID video/phone’ is distinct from
‘video remote’; the latter was an existing item reserved
for those living more than 15 km from services, and the
former was introduced nationwide in March 2020 during
the pandemic to ensure access to services via telehealth
during the crisis.

Main outcome measures were service use rates.


https://doi.org/10.17061/phrp32232211

Public Health Research & Practice July 2023; Vol. 33(2):e32232211 « https://doi.org/10.17061/phrp32232211
Healthcare reform for eating disorder treatment

Data were analysed using simple descriptive statistics
for total number of consultations cross-tabulated to
express frequencies and distributions across discipline,
setting, duration and region. Frequency of service uptake
was calculated to provide proportional uptake of some
key services by state and territory (i.e. number of services
delivered divided by total state or territory population).

Results

Eating Disorder Treatment and Management
Plans (EDP) and reviews

A total of 29 881 EDPs (also referred to as eating disorder
care plans) were initiated from November 2019 to
October 2021, mostly by GPs (93.4%), 77.5% of whom
have mental health training and 22.5% of whom do not
(Table 1). The remainder were provided by psychiatrists
(3.6%), paediatricians and ‘other medical practitioners’
(less than 1.5% each). However, in contrast to the other
states, psychiatrists provided more than 20% of EDPs in
South Australia.

The majority of EDPs were provided in rooms (face-
to-face) (82.4%), and 12.0% were provided as a COVID
telephone service. Only 5.3% were provided as a COVID
video service. Distribution of EDPs provided by state
and territory was relative to population. The majority
were delivered in New South Wales (29.6%), followed by
Victoria (29.2%) and Queensland (20.3%) (see Figure 1).
In most states and territories, this equated to 0.11-0.13%
of the state or territory population, except in the Northern
Territory, where only 0.03% of the population were
provided with an EDP.

Figure 1.
November 2019 — October 2021
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Just under half (49.3%) of the consultations provided
to initiate an EDP were of ‘long’ duration — that is, longer
than 40 minutes in the case of GPs and other medicall
practitioners, or 45 minutes in the case of psychiatrists
and paediatricians.

The distribution by month of initiation of EDPs is shown
in Figure 2. The largest number of EDPs were processed
in August 2021, at the height of extended COVID
lockdowns across the country; however, distribution was
fairly stable across the 24 months.

Of people with an EDP, a maximum of 26.3% reached
a review; a total of 11 826 reviews were undertaken in
the 24-month period. A maximum of 6.5% completed a
20-session review, which gives access to an additional
20 rebated psychological sessions (to a total of 40) under
the scheme. Reviews were mostly assessed by GPs
(82.7%) with 23.4% undertaken via COVID telehealth.
Psychiatrists and paediatricians, who must conduct the
20-session review, undertook a combined 16.3% of all
reviews.

Services

A total of 266 056 eating disorder treatment services were
provided under an EDP in the 24-month period, (Table 2).
These comprised 189 832 psychological and 76 224
dietetic services. Two-thirds (65.1%) of all services were
delivered face-to-face in rooms and 25.8% as a COVID
video service. The remaining services were provided as
video remote (where an eligible patient lives more than

15 km from the treating professional), COVID telephone
and ‘out-of-rooms’ services. An average of 8.9 services

Eating disorder care plans initiated and reviewed, by Australian state and territory,
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Table 1. Eating disorder care plans initiated and reviewed by discipline, Australia, November 2019 — October 2021
Discipline o Reviewed
Initiated N (%)
Setting Duration
In rooms r(\a/rlr(ljc(?t(;a C\/lod\é!:) (;:g/r:g Total Short® Longe®
0, 0, 0,
N (%) N (%) N (%) N (%) N (%) N (%) N (%)
23016 1451 3431 27 898 13033 9780
GP (82.5) NA (5.2) (12.3) (93.4) 14865 (53.9) (46.7) (82.7)
Psvchiatrist 859 72 91 48 1070 0 1070 1596
y (80.2) (6.7) (8.5) (4.5) (3.6) (0.0) (100.0) (13.5)
Pacdiatrician 369 16 34 4 423 0 423 334
(87.2) (3.8) (8.0) (0.9) (1.4) (0.0) (100.0) (2.8)
Other medical 376 NA 16 98 490 242 248 116
practitioner (76.7) (3.3) (20.0) (1.4) (49.4) (50.6) (1.0)
24 620 88 3581 29 881 15107 1477, 11 826
Total (82.4) 03 19263 0 (1000) (50.6) (504)  (100.0)

NA = not applicable

2 Video remote’ means non-COVID video items. These items are for patients located within a telehealth-eligible area — that is, at the time of
attendance located at least 15 km by road from the treating professional.

b ‘Short’ means <40 minutes (GP, other medical practitioner) or <45 minutes (psychiatrist, paediatrician).

¢ ‘Long’ means >40 minutes (GP, other medical practitioner) or >45 minutes (psychiatrist, paediatrician).

were provided per EDP (6.3 psychotherapy sessions
and 2.6 dietetic sessions).

The monthly frequency of services provided
increased between November 2019 and September
2020 - from 1207 sessions in November 2019 to
14 917 sessions in September 2020 — before declining
to around 9000-11 000 per month from late 2020.
Service provision steadily increased again from May
2021 to a peak of 17 246 in September 2021.

Psychological services

A total of 189 832 psychotherapy sessions were
provided under EDPs over the 24-month period. These
were mostly delivered by clinical psychologists (60.5%)
and registered psychologists (34.0%). More than 98%
of the sessions were of ‘long’ duration (more than

50 minutes for psychologists and allied health, and
more than 40 minutes for GPs). They were delivered
mostly in New South Wales (NSW) (33.4%), followed
by Victoria (29.1%) and Queensland (18.2%). This was
proportionate to population in every state and territory
except the Northern Territory (0.2%). More than 33%
of all psychotherapy sessions were provided using
telehealth services; one-quarter (28.0%) of these were
COVID services, and 5.5% were regular telehealth

services delivered to individuals in regional and remote
locations.

Dietetic services

A total of 76 224 dietetic services were provided under EDPs
in the 24-month period. All were longer than 20 minutes in
duration. The largest proportion were provided in Victoria
(31.5%), followed by NSW (28.5%) and Queensland
(23.0%). Again, relative to population, the rate of access was
similar across all states and territories except the Northern
Territory (0.10%). Of the dietetic sessions, 32% were
provided as a COVID telehealth service.

Uptake of COVID telehealth services

Provision of COVID telehealth services implemented

in March 2020 was significant. Just over 17% of EDPs
processed and 29.1% of all eating disorder treatment
services provided used a COVID telehealth service/item
number. There was a peak of service provision at the height
of regional lockdowns. Almost half (48.0%) of all COVID
telehealth services were provided in Victoria, the state most
affected by regional lockdowns during the pandemic; 33.7%
were delivered in NSW and 10.7% in Queensland.
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Table 2. MBS eating disorder services provided by discipline, Australia, November 2019 — October 2021

Discipline Services provided Duration of consultation Location of consultation
Psychology Dietetics® Short? Long® In rooms Out of rooms  Video remote® COVID video COVID phone
N (%) N (%) N (%) N (%) N (%) N (%) N (%) N (%) N (%)
Psychologist 114 763 NA 1329 113 434 74 965 720 (0.6) 6 420 29 022 3636
(clinical) (60.5) (1.2) (98.8) (67.3) ‘ (4.6) (24.1) (3.4)
Psychologist 64 591 NA 1179 63 412 42 444 509 (12) 3385 16 889 1274
(registered) (34.0) (1.8) (98.2) (66.2) ‘ (4.7) (25.5) (2.4)
. 8767 316 8 451 5829 706 1363 228
Social worker (46) NA (36) (96.4) (65.3) 641(65) (6.4) (19.1) (27)
Occupational 711 NA 40 671 573 24 27 83 4
therapist (0.4) (5.6) (94.4) (79.7) (2.5) (0.3) (16.3) (1.2)
897 102 795 398 0 50 449
GP (0.5) NA (11.4) (88.6) (23.8) 0(0.0) (0.0) (3.4) (72.9)
Other medical 103 5 98 15 75 13
practitioner (0.05) NA (4.8) (95.2) (23.4) 0(00) 0(00) (56.2) (203)
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Table 2. MBS eating disorder services provided by discipline, Australia, November 2019 — October 2021 (continued)

Discipline Services provided Duration of consultation Location of consultation
Psychology Dietetics® Short® Long® In rooms Out of rooms  Video remote? COVID video COVID phone
N (%) N (%) N (%) N (%) N (%) N (%) N (%) N (%) N (%)
I 49 070 2723 21270 3161
Dietitian NA 76 224 (100.0) NA NA (64.4) 0(0.0) (3.1) (27.7) 4.7)
Total 189 832 76 224 2971 186 861 173 294 1984 13 261 68 752 8765
(100.0) (100.0) (1.1)* (70.2)* (65.1)* (0.7)* (5.0 (25.8)* (8.3)*

NA = not applicable

a All dietetic sessions were >20 minutes.

5 Short’ means <30-50 minutes (clinical psychologist), 20-50 minutes (registered psychologist, occupational therapist, social worker) or 30-40 minutes (GP, other medical practitioner).

¢ ‘Long’ means >40 minutes (GP, other medical practitioner) or >50 minutes (clinical psychologist, registered psychologist, occupational therapist, social worker).

4 Video remote’ means non-COVID video items. These items are for patients located within a telehealth-eligible area — that is, at the time of attendance located at least 15 km by road from the treating

professional.
*Percentages are based on total services provided (including both psychology and dietetics services)
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Figure 2. Eating disorder care plans and services initiated by month, Australia, November 2019-October 2021
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Discussion

Almost 29 881 EDPs were initiated in the 24-month period
from the implementation of the scheme, which equates
to approximately 0.12% of the Australian population
accessing a plan. Considerably more plans were initiated
than reviewed in the first 24 months of operation of
the scheme across all states and territories, indicating
that many people are not claiming the full number of
psychological sessions they are entitled to under the
scheme; most did not move beyond the first review at
the 10-session mark. Although the data did not allow
determination of the number of sessions delivered per
client, we calculated an average of nine services per EDP,
the majority being psychological sessions (approximately
six psychological services and two dietetic sessions per
individual). The same pattern was observed across the
dataset, with dietetic services claimed accounting for less
than one-third of the total number of services. This is to
be expected because most treatment models for eating
disorders involve weekly psychological therapy sessions,
with less frequent dietetic input.®

Under the MBS, psychological services can be
delivered by a range of mental health professionals. Data
from the first 24 months of operation of the EDP scheme
reveal that the vast majority of these services were
provided by clinical psychologists, followed by registered
psychologists, and very few were provided by other
mental health care providers. This could in part reflect the
different rebates for mental health professionals — clinical
psychologists receive the highest rebates and hence
have sufficient motivation for delivering these services.

Mar21 May 21 Jul21 Sep 21

Alternatively, it could be because the available evidence-
based treatments for most eating disorders are mainly
developed by clinical psychologists, who tend to be the
group most often trained in them.

Most people given an EDP are provided with the
plan by their GP; the majority (77.5%) of these were
specialist mental health trained. Since only a portion
of the GP workforce is specialist mental health trained,
this may have access implications for people with
eating disorders who present to GPs who are not mental
health trained, as well as for the mental health trained
portion of the GP workforce who, in this study, provide
the majority of access and care planning under this
scheme. The only variation to this pattern was found in
South Australia where, although GPs still initiated most
care plans, psychiatrist-initiated plans accounted for
a larger proportion than in other states and territories
(approximately 20% vs 0-4.90%).

GPs can conduct a 10-session review; they are
required to conduct a review at 20 and 30 sessions
alongside a psychiatrist or paediatrician. It is not
possible to distinguish between the three levels of review
claimable under the one item number. However, given
that only 16.3% of all EDPs reviewed were psychiatry or
paediatrician reviews (1970 in total), and these reviews
must occur at the 20+ session mark, at least 75% of
people are not moving past the 10-session review,
and very few access care under the scheme beyond
20 sessions of therapy. Although there is some evidence
that milder eating disorders can be treated in less


https://doi.org/10.17061/phrp32232211

Public Health Research & Practice July 2023; Vol. 33(2):€32232211 « https://doi.org/10.17061/phrp32232211
Healthcare reform for eating disorder treatment

than 10 sessions?'??, and a body of literature suggests
that a range of eating disorders can be treated within

20 sessions, most research suggests that the more
severe eating disorders require 40 or more psychological
sessions to achieve remission.® Because the policy
intent of the reform was to provide care for moderate and
severe illness?, these early data suggest that the scheme
in its current configuration is not achieving this aim. This
may be because of several factors, including financial
burden (despite the rebate, individuals usually make a
gap payment that can be significant), accessibility issues
(many clinicians have long waiting lists, and a limited
number are eating disorder trained)?, the limited number
of specialist psychiatrists for review in most locations,
confusion about the process to access services beyond
the 10- and 20-session marks both on the client side and
for the GP, and lack of treatment efficacy and/or patient
engagement. Further research should be undertaken

to explore potential barriers to effective implementation
of a scheme specifically designed to extend access to
services where access was previously insufficient.

Low overall use of psychiatrists within the scheme
may reflect the higher gap payment charged by
this professional group and/or limited availability of
psychiatrists with expertise in eating disorders. If the
latter, an urgent need exists to develop the specialty
workforce and train psychiatric physicians in eating
disorder management. Further investigations are
suggested to determine whether the current configuration
of the scheme is suited to the practice habits of the
psychiatry profession — specifically, whether psychiatrists
are reluctant to engage a new patient only for the
purposes of providing them with an EDP or review.

The introduction of social restrictions in response to
the COVID-19 pandemic in March 2020% saw both a
spike in the overall number of EDPs initiated — to almost
the same levels as at the advent of the scheme — and
the introduction of COVID telehealth items. Just over
17% of all EDPs were initiated in the period using a
COVID telephone or video service item, and 25.8% of
all psychological and dietetic services provided used a
COVID video service item number, with very few using
telephone. Unsurprisingly, given that it had the harshest
and longest lockdowns of any state or territory, the largest
proportion of telehealth/video item numbers were claimed
in Victoria, highlighting the importance of government
support for this pathway to access care for many
Australians during the past 2 years.

The rates of access to EDPs and services mostly
aligned with the population in each state and territory,
except for the Northern Territory, where the rate of EDPs
and services claimed was much lower. This may reflect
the state’s largely rural and remote population, and the

resultant difficulties accessing mental health clinicians?6-28,

or an underdeveloped workforce with limited capability to
treat eating disorders.?® Further, the Northern Territory has
a large Aboriginal and Torres Strait Islander population
(25% compared with 3.4% in New South Wales) who,

despite being more vulnerable to eating disorders,
are less likely to seek help.® Further research must be
undertaken, and policy designed, to understand and
address potential inequities in service access.

The present data are limited by the inability to
ascertain service contact per individual client, meaning
that individual patterns of use and detailed inferential
statistics were beyond the scope of the study. The
study must therefore be regarded as indicative; detailed
individual-level data evaluation of the program is needed.
Additionally, data reflecting the proportion of the health
workforce trained in mental health and specifically eating
disorders are scant. The number of services delivered
to people with eating disorders in this report is an
underestimate because services for people with eating
disorders treated under the MBS Better Access scheme
cannot be analysed. EDPs are only for individuals
with moderate to severe eating disorders, and those
with milder iliness treated under Better Access are not
reported here. Further, there are many anecdotal reports
of individuals with moderate to severe eating disorders
first accessing the 10 psychological sessions rebated
under Better Access and then progressing to an EDP, and
reports of psychological service providers inadvertently
billing Better Access rather than an EDP (which is allowed
under the scheme).

Conclusion

The change to the MBS to give people with eating
disorders access to the number of sessions
recommended by the evidence was an important step
forward in evidence-based care provision. Although
feedback on the introduction of this reform to the MBS
from people with lived experience of an eating disorder
and experts in the field has been overwhelmingly positive,
this study suggests that the program may need some
adjustments to ensure that the policy intent is achieved. A
full evaluation of individual service use data is warranted
to provide a full and accurate picture of program uptake
and use, and better identify barriers to implementation.
Improving access for targeted populations and access to
professional groups trained in eating disorders, improving
service retention and undertaking further research into
the best models for policy context would ensure that this
landmark reform for an illness group with relatively low
remission and high mortality rates achieves its intent and
has the greatest impact on remission rates, personal
suffering and health system burden.
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