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Abstract

Rising out-of-pocket costs for psychotherapy in Australia have heightened concerns
about financial barriers to mental healthcare, particularly for lower-income households, who
disproportionately experience psychological distress. Using nation-wide linked adminis-
trative records of income and healthcare use, we estimate the magnitude of income-related
inequity in psychotherapy use among 5.4 million individuals diagnosed with a mental health
condition, and examine how such inequity has evolved over the decade from 2014 to 2023.
Our findings show that income-related inequity is substantial, consistently higher among
children than among adults, and has nearly doubled over the decade. By 2023, only 32% of
low-income children and 40% of low-income adults accessed psychotherapy within three
months of receiving a mental health treatment plan, compared with 55% among both high-
income children and adults. We rule out changes in complexity of mental health disorders
and the introduction of telehealth services as key drivers. We find no discernible difference
by gender or age subgroups. Examination of antidepressant use reveals a growing gap in
the opposite direction, with lower-income individuals increasingly reliant on medication
without psychotherapy, relative to higher-income individuals. This suggests a shift towards
lower-cost treatment pathways among disadvantaged groups. Our findings highlight the need
for policies to address the increasing costs and other barriers to accessing psychotherapy,
especially for lower-income households.
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1 Introduction

Access to mental healthcare remains a significant challenge. Even in high-income countries with
well-developed healthcare systems, about half of those experiencing mental disorders do not
receive professional treatment (Bijl et al., 2003; Bruffaerts et al., 2015; Kovess-Masfety et al.,
2017; Merikangas et al., 2010). This ‘treatment gap’ is more common among economically
disadvantaged individuals (Bartram and Stewart, 2019; Black et al., 2025; Lopes et al., 2023),
who are not only more likely to experience psychological distress (Enticott et al., 2016; Lam
et al., 2019), but also face greater financial and other barriers to accessing care (Knapp et al.,
2006; Rosenberg, Park and Hickie, 2022; Yang and Zhang, 2025). However, there is limited
evidence on income-related inequities at the population level, particularly studies that cover both
children and adults. Existing research often relies on small survey samples or focuses on a single
age group, limiting the ability to assess system-wide patterns and to compare how inequities
manifest across the life course. Moreover, very little is known about how these inequities have
changed over time. This is surprising given the concerted efforts by many countries, including
Australia, the United Kingdom and Canada, to make mental healthcare more accessible and
affordable by subsidising psychotherapy (Bartram, 2019). Measuring trends in income-related
inequities over time is important for evaluating whether such policies have improved equity in

access or whether disparities have persisted or even widened despite increased investment.

We contribute to these evidence gaps by estimating the magnitude of income-related inequity
in psychotherapy use among Australian children and adults. Our analysis is based on observed
healthcare use among individuals formally diagnosed with a mental disorder by a GP, providing
a policy-relevant view of how income shapes access to treatment within the current referral and
funding system. We examine how these inequities have evolved over the decade from 2014 to
2023. To explore potential mechanisms, we document changes in average out-of-pocket costs,
waiting times, and the number of psychotherapy providers over the study period, and assess
whether trends in inequity are associated with rising rates of complex mental disorders or the
expansion of telehealth services. We further investigate income-related inequities in the use of
antidepressants, to assess whether lower-income individuals may be increasingly substituting

medication for therapy. Our analysis draws on whole-of-population linked administrative records
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of income and healthcare use from the Australian Taxation Office and Medicare, Australia’s

universal health insurance provider.

Australia is an important setting for this study. Approximately one in five Australians experience
mental illness in any given year (Australian Bureau of Statistics, 2023), a prevalence rate com-
parable to that in the United States, Canada, the United Kingdom, and many European countries
(NHS Digital, 2016; National Institute of Mental Health, 2022; Statistics Canada, 2023). Despite
a universal health care system and subsidised psychologist services since 2006, affordability
remains a significant barrier to mental healthcare. Psychologists in Australia are free to set their
own fees, while the Medicare subsidy is fixed annually and applies uniformly to all patients.
In 2024, the Medicare subsidy covered only 46% of the Australian Psychological Society’s
recommended fee of $311 for a 50-minute session with a clinical psychologist (Australian
Psychological Society, 2025), leaving a sizable out-of-pocket cost for many patients. According
to the 202324 Patient Experiences Survey, 26% of those who needed to see a psychologist
delayed or did not see one due to cost. By comparison, only 10% delayed or missed needed care
from General Practitioners (GPs), and the rate for other health professionals was 18% (Australian

Bureau of Statistics, 2024b).

Our study builds on the well-established literature that examines horizontal inequity in healthcare,
which is the principle that individuals with equal health needs should have equal access to care,
regardless of their socioeconomic status or ability to pay. Much of this literature focuses on
inequities in access to GPs, hospital care, and specialist services. Most studies find that GPs and
hospital services are accessed roughly in proportion to need or exhibit a slight pro-poor bias,
while specialist services tend to have persistent pro-rich inequities (Arnault, Jusot and Renaud,
2024; Cookson et al., 2016; d’Uva, Jones and Van Doorslaer, 2009; Jui-fen et al., 2007; Morris,
Sutton and Gravelle, 2005; Pulok, van Gool and Hall, 2020; Watanabe and Hashimoto, 2012).
However, relatively few studies have examined how horizontal inequities evolve over time. Two
exceptions are Watanabe and Hashimoto (2012), who found increasing pro-rich inequities in
physician visits in Japan between 1986 and 2007, and Arnault, Jusot and Renaud (2024), who
showed that while pro-rich inequity persisted in Europe following the COVID-19 pandemic, it

did not widen.



Much less is known about inequities in access to mental healthcare. Recent evidence that adjusts
for mental health needs at an individual level suggest there are inequities in accessing mental
health care favouring more highly educated adults in Australia (Black et al., 2025), and higher
income adults in the Netherlands (Lopes et al., 2023). Studies focused on children have found
that in Ontario, Canada, low-income children are less likely to be prescribed first-line psychiatric
medication for depression and anxiety, conditional on diagnosis (Currie, Kurdyak and Zhang,
2024), and in Australia, low-income children are less likely to see a psychologist than high-
income children, conditional on either a GP diagnosis or poor reported emotional health (Black

et al., 2024).

One study that has examined trends in inequity in access to mental healthcare in Australia over
time is Hashmi et al. (2023). Using panel survey data from 2009 and 2017, they found that
need-standardised inequity in psychiatric service use increased over this period. The study also
reported rising inequity for both males and females, and for rural and urban residents. These
findings suggest that disparities in access to psychiatric care have worsened over time. We build
on this contribution by using administrative records of Medicare-subsidised services, which allow
us to examine inequities in both psychotherapy and medication use with greater precision and
national coverage than self-reported service use. Using similar data to our study, a commissioned
report, which evaluated Australia’s initiative to subsidise psychological services also examined
income inequities in adults accessing psychological services in 2017 and 2020, conditional on a
mental health diagnosis (Pirkis et al., 2022). They found evidence of a socioeconomic gradient,
which appeared to have worsened over the two time points. We extend this study by using data
that spans a full decade, enabling year-by-year estimates of inequity and allowing us to capture
trends through the COVID-19 period. Importantly, we explore inequities in access to care for

both children and adults, and we explore possible explanations for the trends that we find.

2 Institutional Setting: Australia’s Mental Health System

Australia’s universal public healthcare system, Medicare, provides subsidies for a wide range of

medical services and prescription medications. Since 2006, the Better Access initiative (BAI)



has extended Medicare coverage to include psychotherapy (also known as psychological therapy
or talk therapy) provided by general and clinical psychologists, as well as eligible occupational
therapists and social workers. Psychotherapy is considered an effective treatment for reducing
the burden of depression and anxiety (Cuijpers et al., 2023). The main distinction between
general and clinical psychologists is in their training: clinical psychologists complete at least
eight years of accredited specialist training, compared to six years for general psychologists.
Medicare subsidies reflect these differences, with higher rebates for clinical psychology services
than for general psychology services. Social workers and occupational therapists attract a lower

subsidy than general psychologist services.

Access to Medicare-subsidised psychotherapy in Australia typically begins with a GP assessment.
If the patient is diagnosed with a mental disorder, such as anxiety or depression, the GP may pre-
pare a Mental Health Treatment Plan (MHTP), which outlines a structured approach to managing
the patient’s mental health. A MHTP is required to access subsidised psychotherapy and entitles
patients to up to 10 individual and 10 group sessions per calendar year with eligible psychologists,
occupational therapists, or social workers. Clinical guidelines recommend psychotherapy as the
first-line treatment for mild to moderate mental health disorders, while more severe conditions
may require a combination of therapy and medication (Hazell, 2022; Malhi et al., 2021). GPs are
the most common prescribers of psychiatric medications, such as antidepressants and anxiolytics.
These can be prescribed either independently or alongside a MHTP and subsequent psycho-
therapy. For more complex conditions, such as bipolar disorder and severe depression, or for
childhood conditions, such as ADHD and autism, patients are typically referred to a psychiatrist

or paediatrician for specialist care and medication management.

3 Data and Measures

3.1 Person Level Integrated Data Asset (PLIDA)

The primary data source for our analysis is the Person Level Integrated Data Asset (PLIDA)

(Australian Bureau of Statistics, 2025). PLIDA is a comprehensive longitudinal dataset covering



a wide range of domains, including demographics, healthcare, income and taxation for the
Australian population (Biddle et al., 2019). We use data from the 2011 Australian Census of
Population and Housing, which provides detailed information on all individuals and households
present in Australia on the night of August 9, 2011. The PLIDA Census 2011 contains records
for approximately 21.5 million people. This Census data is further linked to government
administrative sources, including tax records from the Australian Taxation Office (ATO) and
medicare records from the Medicare Benefits Schedule (MBS) and Pharmaceutical Benefits

Scheme (PBS).

Our analysis focuses on individuals with a GP diagnosis of a mental health disorder, which we
identify through Medicare records of a Mental Health Treatment Plan (MHTP). The relevant
MBS item numbers are listed in Appendix Table Al. Between 2011 and 2023, 7.8 million
individuals received at least one MHTP. To ensure consistency in treatment history, we restrict
our analysis to each individual’s first observed MHTP, since follow-up plans are likely to reflect
prior experience with and access to mental healthcare. To increase the likelihood that we are
capturing truly initial plans, we define a pre-analysis window from 2011 to 2013 and exclude
any individuals with an MHTP recorded during this period. This restriction ensures that all
individuals in our analytic sample had no MHTP in at least the three years prior to their observed
plan. Our analysis period therefore begins in 2014 and extends through 2023, yielding a sample
of 6.6 million individuals. We further exclude individuals with missing information on income or
area of residence (Statistical Area 1, SA1), resulting in a final sample of 5.4 million individuals.

Appendix Figure A1 illustrates the detailed sample selection process.

We analyse children (<18 years old) and adults (25-54 years old) separately throughout our study.
These groups differ in important ways that are likely to affect mental healthcare use and access.
For children, healthcare decisions are typically made by parents or guardians, whose willingness
and ability to pay may differ from that of adult patients. In addition, the set of providers differs,
with some psychologists and other professionals specialising in paediatric care. The composition

of diagnosed mental health conditions also varies systematically between children and adults.

For adults, we restrict the sample to those aged 25-54, reflecting the prime working-age popula-

tion. This restriction improves the comparability of income as a proxy for ability to pay, since



younger adults may be full-time students or financially dependent on their parents, and may not
accurately report their own income or residential address (e.g. while studying or travelling). At
the upper end, we exclude older adults because some may have already entered retirement, where
taxable income may be a poor proxy for financial resources due to access to superannuation,
pension income, or accumulated wealth. In a robustness check, we extend the adult sample to

include all individuals aged 18 and older and find that the results are similar.

In our analytical sample, 53% of children are female, with an average age of 11 years. Among
adults, 58% are female, with an average age of 38 years. The higher proportion of females likely
reflects both higher rates of mental health disorders and a greater propensity to seek care among

women (Australian Institute of Health and Welfare, 2024a,b).

3.2 Mental healthcare use

Our main outcome variable is a binary indicator of whether an individual received any psychother-
apy services within three months of their diagnosis, as proxied by the date of their initial MHTP.
A three-month window reflects a policy-relevant measure of timely access to care, consistent
with clinical expectations for early intervention following diagnosis. In sensitivity analyses, we

examine alternative time frames ranging from one to twelve months post-diagnosis.

Psychotherapy services refer to evidence-based psychological therapies delivered either indi-
vidually or in groups by accredited allied health professionals, including general and clinical
psychologists, occupational therapists, and social workers. These therapies are the recommended
first-line treatment for common mental health conditions such as depressive and anxiety disorders,
and are typically the intended care pathway following a GP diagnosis and Mental Health Treat-
ment Plan; though it may not be appropriate for some less common or complex conditions. We
include both face-to-face and telehealth-delivered services (via videoconferencing or telephone).

Appendix Table A2 lists all the services used in the analysis.

Over the period 2014-2023, just over half of individuals accessed at least one mental health
service within three months of receiving their MHTP: 55% among children and 54% among

adults. However, Appendix Table A3, which presents detailed descriptive statistics by year,



shows that these averages mask a clear downward trend. Among children, the proportion
accessing care within three months fell from 63% in 2014 to 45% in 2023. A similar pattern
is observed among adults, with service use declining from 58% to 48% over the same period.
The most pronounced drop occurred between 2019 and 2021, coinciding with the COVID-19
pandemic, and use remained below pre-pandemic levels through to 2023. These declines suggest
growing barriers to accessing care, even among individuals who have been formally diagnosed

and referred for treatment.

3.3 Income

Our measure of inequity is based on the income of residents in a neighbourhood, measured at
the Statistical Area Level 1 (SA1). SAls capture small, relatively homogeneous communities of
approximately 200 to 800 residents (average 400). We use neighbourhood-level income instead
of household income due to data limitations: household structure is not consistently observable in
our administrative records. For instance, when multiple adults are observed at the same address,
it is not always possible to distinguish between co-residents with shared finances (e.g. couples)
and those with separate economic circumstances (e.g. roommates). This constrains our ability
to construct valid and consistent household income measures over time. Neighbourhood-level

income provides a consistently observable proxy that is available annually for the full sample.

To construct the neighbourhood-level income measure, we use data on all individuals aged 25-54
years (working-age), irrespective of whether they received a MHTP. For each SA1 neighbourhood
and year, we calculate the average annual taxable income using linked tax records from the
Australian Taxation Office, excluding neighbourhoods with implausibly large population counts
that likely reflect address recording errors. Each individual in our analysis, regardless of their age
or personal income status, is then assigned to an income quintile based on the average income
of their neighbourhood. Quintile 1 (Q1) includes individuals living in neighbourhoods in the
bottom 20% of the income distribution, while Quintile 5 (Q5) includes those in the top 20%.
Appendix Table A4 reports the mean income for each quintile by year. In 2023, the average
income of 25-54 year olds in Q1 was approximately AUD $39,000, compared to AUD $102,000

in Q5. These values differ slightly between the child and adult samples due to small differences
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in the set of neighbourhoods in which they reside.

4 Methodology

We use regression analysis to estimate the magnitude of income inequity in psychotherapy service
use among individuals diagnosed with a mental health condition. Specifically, we estimate the

following regression model:

psych; = By + BoIncome®® + BsIncome? + ByIncomel* + BsIncome? + A\X! +¢&; (1)

where psych; is a binary indicator that equals one if the individual has accessed any psychother-
apy service within three months of receiving a MHTP, and 0 otherwise. Income; represents
indicators for an individual’s income quintile, based on income measured at their neighbourhood
of residence, with the first quintile as the omitted reference group. The income quintile coeffi-
cients capture the difference in access across income groups, conditional on having a diagnosis,
which we interpret as income-related inequity. X/, is a vector of control variables, including
state fixed effects, and a full set of gender-by-age fixed effects to flexibly control for variation in

mental health conditions and service use that systematically differ by age and gender.

We estimate the regression model separately for adults and children, and for each year from
2014 to 2023. To explore heterogeneity, we also stratify the analysis by gender, age group, and
whether the individual has a more complex mental health condition. In additional specifications,
we modify the dependent variable to separately capture use of face-to-face versus telehealth
psychotherapy services, allowing us to assess whether the expansion of telehealth during the
COVID-19 pandemic contributed to recent trends in inequity. We also estimate models where the
outcome is an indicator for use of psychiatric medications commonly prescribed for anxiety and
depression, enabling comparison between income-related inequity in therapy versus medication
use. Across all specifications, results are presented as percentages relative to the relevant sample
mean, in order to facilitate interpretation and comparison across population subgroups and

outcomes.



A key empirical challenge throughout the analysis is potential selection into receiving a MHTP.
For a given level of psychological distress, higher-income individuals may be systematically
more likely to seek care and obtain a MHTP. If so, our estimates would understate the true extent
of income-related inequity in access to treatment, as lower-income individuals with equivalent
need may be underrepresented in our estimation sample. It is difficult to quantify the extent of
this selection bias without direct measures of psychological distress. Prior research using survey
data on children’s emotional difficulties (at ages 10-17 years) from the strengths and difficulties
questionnaire, linked to individual Medicare records, found no evidence of income-related

selection into MHTPs from 2010-2017 (Black et al., 2024).

Using complete Medicare records from PLIDA from 20142023, we examine the likelihood of
receiving a MHTP by neighbourhood income quintile among all Australians (Appendix Figure
A2). On average, both children and adults in higher-income neighbourhoods are more likely to
receive a MHTP than those in lower-income areas, although the difference is small (<1%) and
not adjusted for underlying need. Given that psychological distress is more prevalent among
socioeconomically disadvantaged individuals (Lorant et al., 2003; Reiss, 2013), it is plausible
that some pro-rich selection into MHTPs exists. Our estimates of horizontal income inequity in

psychotherapy use should therefore be interpreted as conservative.

Another empirical consideration is that while Medicare-subsidised services account for the
majority of psychotherapy delivered in Australia (Australian Institute of Health and Welfare,
2025¢), individuals may also access similar care through other channels. These include services
delivered through community mental health centres, hospitals, or school-based programs, none
of which are captured in our data. Unfortunately, there is no comprehensive administrative
dataset covering these services, limiting our ability to assess their impact on measured inequity.
However, these alternative services generally do not require a MHTP. As such, individuals who
have received a MHTP, and are therefore eligible for Medicare-subsidised care, are more likely
than the general population to use Medicare-covered services. This mitigates concerns that the

exclusion of non-Medicare services substantially biases our findings.



5 Results

5.1 Trends in access and inequity

Before presenting regression estimates, we first describe trends from 2014 to 2023 in key
potential barriers to care: out-of-pocket costs, the likelihood of receiving a zero-cost service,
waiting times, and provider availability. These descriptive figures aid understanding of how

potential barriers to accessing timely care have changed over time.

To construct these measures, we use the sample of individuals with a MHTP and consider
only their first psychotherapy service following the plan. Out-of-pocket costs are expressed
in inflation-adjusted 2023 AUD. Waiting time is measured as the number of days between the
MHTP date and the date of the first psychotherapy session. Provider availability reflects the
number of unique Healthcare Provider Identifiers (HPIs) associated with Medicare-subsidised
psychotherapy services. All figures are calculated separately for children and adults. One
important caveat is that these measures are based only on individuals who received care, and may

not reflect the costs or delays faced by those who did not access any psychotherapy services.

Figure 1 shows that real out-of-pocket costs for both children and adults have more than doubled
over the past decade (Panel A). For children, the average cost per session rose from approximately
$44 to around $90 (in 2023 AUD), while for adults, it increased from $35 to $80. Mirroring this
trend, the share of zero-fee services declined substantially, from 44% to 17% for children, and
from 50% to 23% for adults (Panel B). These patterns suggest that financial barriers to accessing

care have intensified over time, disproportionately affecting lower-income individuals.

Panel C presents trends in waiting times, measured for individuals who eventually received care.
For adults, average waiting times remained relatively stable at around 30 days until 2020, but
rose sharply during the COVID-19 pandemic to approximately 40 days by 2023. For children,
waiting times increased steadily from 30 days in 2014 to 45 days in 2023, with more pronounced

increases occurring during the pandemic.

Panel D shows growth in the number of providers offering Medicare-subsidised psychotherapy.

For adults, the number increased from approximately 12,000 in 2014 to 18,000 in 2023, and
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for children, from 9,000 to 12,000. However, it is unclear whether this represents a meaningful
expansion in service capacity, as effective access depends not only on the number of registered
providers, but also on hours worked, provider productivity, and the distribution of clients across
the workforce. In Appendix Table A5, we document a steady increase in the number of MHTPs
issued over time for both children and adults, with a notable spike during the COVID-19 years,

suggesting that service demand has also increased.

Out-of-pocket costs (2023 $)
% of bulk-billed services

0 0
2014 2015 2016 2017 2018 2019 2020 2021 2022 2023 2014 2015 2016 2017 2018 2019 2020 2021 2022 2023
-e- Children == Adults -~ Children == Adults
(a) Average out-of-pocket costs (b) Share of zero-fee services
60 20000
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(c) Average waiting times (d) Number of providers

Figure 1: Trends in out-of-pocket costs, zero-fee services, waiting times, and providers over
time

Notes: Data is sourced from PLIDA. This figure presents the trends in average out-of-pocket costs, share of zero-fee
services, waiting times and the number of provider identifiers from 2014 to 2023, based on each individual’s first
psychotherapy service.

Overall, the trends suggest that, despite an increase in the number of providers delivering
Medicare-subsidised psychotherapy, both affordability and waiting times for initial care have
worsened over the past decade. These pressures became more pronounced during the COVID-19

period, when the number of MHTPs issued rose sharply. Taken together, the results indicate that
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growth in the provider workforce has not been sufficient to offset increased demand, resulting in

reduced access to timely and affordable care.

To understand how reduced access to psychotherapy services has varied across the income distri-
bution, we next examine differences in service use between low- and high-income individuals.
Figure 2 plots the proportion of individuals receiving any psychotherapy service within three
months of their MHTP, separately for the lowest and highest neighbourhood income quintiles, as

well as the overall average, from 2014 to 2023.

Panel A shows that among children, service use declined substantially over the decade, with
a particularly sharp drop among those from low-income neighbourhoods. In 2014, 56% of
low-income children accessed care within three months, compared to 70% of high-income
children. By 2023, the rate had fallen to just 32% for low-income children, while remaining at

55% for those from high-income areas, a gap of 24 percentage points.

Panel B shows a similar but more modest pattern for adults. Psychotherapy use within three
months of a MHTP declined from 53% to 40% among adults in the lowest income quintile, and
from 61% to 55% among those in the highest quintile. The next sections formally quantify these
income gradients in mental healthcare use.

100 100

80

60($&===$=-- e

T

40

20

% of receiving mental healthcare
% of receiving mental healthcare

0 0
2014 2015 2016 2017 2018 2019 2020 2021 2022 2023 2014 2015 2016 2017 2018 2019 2020 2021 2022 2023
Low income -o Average -¢ High income Low income -e Average -¢ High income
(a) Children (b) Adults

Figure 2: Psychotherapy use by income group over time

Notes: Data is sourced from PLIDA. This figure shows the proportion of individuals who accessed a psychotherapy
service within three months of receiving their first MHTP. Income groups are based on SA1 neighbourhood income:
low and high income refer to the bottom and top income quintiles, respectively, while average refers to the average
across all income groups.
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5.2 Estimated income-related inequity over time

Figure 3 presents our main regression results, showing the estimated probability of accessing
psychotherapy within three months of receiving a MHTP, for individuals in the highest income
quintile relative to those in the lowest quintile. Each point represents the coefficient 5 from
Equation 1, expressed as a percentage of the sample mean (see Appendix Table A6 for the

coefficient estimates). All estimates adjust for state fixed effects and gender-by-age fixed effects.

Income-related inequity in access to psychotherapy increased markedly between 2014 and 2023
for both children and adults, with the steepest rises occurring after the onset of the COVID-19
pandemic. Among children, individuals from high-income neighbourhoods were 23% more
likely than those from low-income neighbourhoods to receive psychotherapy within three months
in 2014. This inequity grew steadily over the decade, reaching 34% in 2019 and then jumping to
51% by 2023. For adults, the initial gap was 18% in 2014, rising to 22% in 2019 and 31% in
2023. There is some indication that the adult inequity may have stabilised between 2022 and

2023, but for children it appears to have continued rising.

60
s ;o
30 i ¢ ¢ ¢

15

Effect of Top vs. Bottom income quintile
(% change)
HoH

0
2014 2015 2016 2017 2018 2019 2020 2021 2022 2023

e Children ¢ Adults

Figure 3: Income inequity in psychotherapy use over time

Notes: This figure presents the coefficient estimates and 95% confidence intervals for 35 from Equation 1, expressed
as a percentage relative to the sample mean. These represent the likelihood of receiving a psychotherapy service
among individuals in the highest income quintile (QS5), compared to those in the lowest (Q1), conditional on having
a MHTP. All estimates adjust for state fixed effects and gender-by-age fixed effects. Estimates for other quintiles are
provided in the Appendix Figure A3.
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Appendix Figure A3 displays results for all income quintiles. As expected, the service use gap
increases with income quintiles, but similar trends over time are observed across quintiles Q2
to Q4, not just for the top quintile. We also confirm that these findings are robust to including
all adults aged 18 and over in the analysis, rather than restricting to the 25-54 age group (see

Appendix Figure A4).

In another robustness analysis, we examine whether our main findings are sensitive to the choice
of a three-month window for defining timely access to psychotherapy following a MHTP. A
possibility is that individuals from lower-income neighbourhoods take longer to access care,
and that the observed inequities reflect delayed, but not ultimately lower, use of services. To
assess this, we replicate the main income inequity estimates for 2023 using alternative time
windows ranging from 1 to 12 months post-MHTP (Appendix Figure AS5). The results show
that the income gradient remains substantial and consistent across all time windows, with no
evidence that lower-income individuals eventually catch up. In fact, the inequity is slightly more
pronounced when shorter time windows (1-2 months) are used, suggesting that higher-income

individuals are particularly advantaged in securing prompt access to psychotherapy services.

5.3 Estimated heterogeneity by patient characteristics

In this section, we assess whether the rise in income-related inequity documented in Figure 3
is consistent across different patient subgroups. First, we examine differences by gender and
age group, with children grouped into ages 6—13 and 14—17, and adults into ages 25-39 and
40-54. Gender and age are well-established predictors of mental health needs, help-seeking
behaviour, and patterns of service use. For example, females are generally more likely than
males to seek mental healthcare, which could influence their likelihood of receiving treatment.
For children, patterns of care-seeking depend heavily on parents (Black, Johnston and Ride,
2025). Parents may differ in how they perceive the necessity of mental health treatment based on
the child’s age, with younger children more likely to receive care initiated by a parent, and older
adolescents more likely to be involved in their own care decisions. Differences in preferences for

psychotherapy versus medication may also vary by age.
Figure 4 shows that the substantial rise in inequity has been widespread, increasing similarly
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over time for both males and females and across all age groups, despite the differences in mental
health needs and care-seeking behaviours discussed above. One exception is in 2023, where
inequity among older children (aged 14—17) is significantly greater than among younger children

(difference is significant at the 1% level).

Next, we examine whether trends in income-related inequity differ by the complexity of a
patient’s condition. Over the past decade, the diagnostic composition of mental health conditions
has shifted, particularly among children, with rising diagnoses of complex conditions such
as Attention Deficit Hyperactivity Disorder (ADHD) and autism spectrum disorder (ASD)
(Australian Bureau of Statistics, 2024a; Australian Institute of Health and Welfare, 2025a).
These changes may affect care pathways, as complex conditions often involve multidisciplinary
management and require treatment from paediatricians or psychiatrists alongside psychological
therapy. To assess whether changes in case complexity could explain the rise in inequity, we
estimate trends separately for individuals who have and have not received care from a psychiatrist
or paediatrician at any point between 2014 and 2023. While this is an imperfect proxy for clinical
complexity, due to the absence of data on formal diagnoses, it is the most feasible approach given
available information. This check also helps us to understand whether our results could be in-part
explained by the roll-out of the National Disability Insurance Scheme (NDIS) (2016-2018), which
may provide alternative cover for psychotherapy services for eligible participants. Only people
with a disability that is caused by a permanent impairment may be eligible, and this includes
ASD (the most common disability on the NDIS), psychosocial disability, and developmental
delay, but excludes ADHD. Evidence of the permanence and severity of impairment typically
involves a physician such as a paediatrician or psychiatrist (or an existing treating mental health

professional, which we exclude from our baseline sample).

The results in Figure 4 show similar increases in income-related inequity across both groups.
This suggests that the widening gap in access to psychotherapy is unlikely to be driven by

changes in care complexity or the introduction of the NDIS over time.
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Figure 4: Heterogeneity in access to mental healthcare

Notes: This figure presents the coefficient estimates and 95% confidence intervals for 35 from Equation 1, expressed
as a percentage relative to the sample mean, for 2014 and 2023, by gender, age and complexity of mental health
disorder. These represent the likelihood of receiving mental healthcare among individuals in the highest income
quintile (QS5), compared to those in the lowest (Q1), conditional on having a MHTP. All estimates adjust for state
fixed effects and gender-by-age fixed effects.

5.4 The role of telehealth services

Figure 3 shows that income-related inequities in access to psychotherapy increased markedly
during and after the COVID-19 pandemic. While this period was characterised by rising demand
for mental health services, one of the most significant changes to service delivery was the rapid
expansion of telehealth psychotherapy from March 2020. Prior to this, telehealth services were
only available to individuals in specific geographic areas with limited access to in-person care.
The pandemic reforms removed these restrictions, making video and telephone consultations
widely accessible. Video consultations were generally promoted as the preferred substitute for
in-person care, with telephone used when video was not feasible. On average, out-of-pocket
costs were similar for face-to-face and video consultations, and lower for telephone services (see
Appendix Table A7). Between 2020 and 2022, telehealth accounted for over one-quarter of all

psychotherapy consultations.

In addition to supporting social distancing and reducing disease transmission during the pan-
demic, the expansion of telehealth may have improved access by lowering travel and time costs
associated with in-person care. However, video consultations can also introduce new barriers for
disadvantaged populations, who are less likely to have access to suitable technology, may be

less confident using digital platforms, and often lack private spaces for confidential discussions
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(Yeatman et al., 2023). Prior research suggests that, at the aggregate level, video-based psychiatry
consultations have been distributed less equitably than face-to-face services since the onset of
the pandemic (Yeatman et al., 2023), but there is limited evidence on whether similar patterns

are observed for psychotherapy use among individuals with identified mental health needs.

To examine the role of telehealth in shaping income-related inequity, we re-estimate our primary
regression model separately for face-to-face and telehealth psychotherapy services. As shown in
Figure 5, the pattern of inequity for face-to-face consultations closely mirrors the overall results
presented in Figure 3. This is unsurprising, given that the majority of psychotherapy services

were delivered in person throughout the study period.

For both children and adults, we observe a pro-rich inequity in access to telehealth psychotherapy
during the peak COVID-19 years (2020-2022), although the magnitude of inequity is generally
smaller than for face-to-face services. Confidence intervals are wider for children, reflecting their
lower rates of telehealth use compared to adults. By 2023, however, the pattern shifts: among
children, income-related inequity in telehealth access is no longer statistically distinguishable
from zero, while among adults, the inequity reverses direction, becoming significantly pro-poor.
Given that the average out-of-pocket costs for services changed little between 2022 and 2023,

price differences are unlikely to explain this shift.
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Figure 5: Face-to-face vs telehealth services

Notes: This figure presents the coefficient estimates, expressed as a percentage relative to the sample mean,
separately for face-to-face and telehealth mental health services. These represent the likelihood of receiving mental
healthcare among individuals in the highest income quintile (QS5), compared to those in the lowest (Q1), conditional
on having a MHTP. All estimates adjust for state fixed effects and gender-by-age fixed effects.

When we disaggregate the telehealth services by type of service (see Appendix Figure A6),
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we find that inequity in video consultations closely resembles that of face-to-face care, while
telephone-based consultations exhibit substantially lower inequity and account for the observed
pro-poor gradient in 2023. This pattern likely reflects strong income-related selection into
telephone services, which are typically used when video is not feasible. Thus, the pro-poor
gradient in telephone-based care likely reflects constrained choices rather than improved equity,
with telephone consultations serving as a fallback option rather than a form of high-quality,

accessible care.

Overall, these findings suggest that while the introduction of telehealth changed how care was
delivered, it did not substantially alter the broader trend of rising pro-rich inequity in access
to psychotherapy. Further research, including data beyond 2023, is needed to assess whether
telehealth can serve as a more equitable mode of service delivery in the longer term. Such
evaluations should consider not only access, but also the quality and effectiveness of care across

different population groups.

5.5 Income-related inequity in psychiatric medication use

Our focus so far has been on inequities in psychotherapy because it is the recommended first-line
treatment for depression and anxiety, particularly for mild to moderate cases (Hazell, 2022;
Malhi et al., 2021). However, patients may be prescribed psychiatric medication, such as
antidepressants or anxiolytics, either as a substitute for psychotherapy or alongside it. This
can depend on clinical severity, patient preferences, or GP assessment of what is feasible and

appropriate, including considerations of local service availability and cost (Malhi et al., 2021).

Unlike out-of-pocket costs for psychotherapy, which have risen markedly over the study period,
the cost of psychiatric medications has remained relatively stable due to the structure of the
Pharmaceutical Benefits Scheme (PBS). Under the PBS, patients pay a capped co-payment,
which was approximately $30 for general patients and $7 for concessional patients in 2023
(Pharmaceutical Benefits Scheme, 2025). Around 83% of antidepressant and anxiolytic prescrip-
tions are issued by general practitioners, who typically charge lower out-of-pocket fees than

psychiatrists or psychologists (Australian Institute of Health and Welfare, 2025b). As a result,
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the total financial cost associated with the medication treatment pathway is substantially lower

than that of the psychotherapy pathway.

In this section, we examine income-related inequities in the use of antidepressants and anxiolytics,
and how these have evolved from 2014 to 2023. Appendix Table A8 lists all included PBS-listed
medications. If medications are typically prescribed as complements to psychotherapy, we might
expect similar pro-rich inequities. However, if they are used more as substitutes, we would
expect a pro-poor inequity in medication use, particularly as psychotherapy becomes increasingly
pro-rich over time. In standard consumer choice theory, when the relative price or availability of
one good changes (e.g. psychotherapy becomes less accessible), demand may shift toward its

substitute (e.g. medication), particularly among more constrained consumers.

We restrict our analysis to individuals who received a MHTP and exclude those with antide-
pressant or anxiolytic use in the 12 months prior, to reduce confounding from prior treatment
history. We focus on children aged 14 and above, given that antidepressant use is rare among
younger children. We estimate income-related inequity across three indicators: (1) receiving
any treatment (psychotherapy or medication); (2) receiving medication only; and (3) receiving
medication only, conditional on receiving treatment. The first measure captures overall treatment
access, while the latter two focus on potential substitution away from psychotherapy, which may
represent a less optimal treatment approach (Malhi et al., 2021). The distinction between the
second and third indicators is the comparison group: the second includes all others with a MHTP,
while the third excludes those who receive neither psychotherapy nor medication, and can be

considered individuals who are more willing to use some form of treatment.

Figure 6 presents estimates for 2014 and 2023. For both children and adults, the probability of
receiving any treatment is substantially higher among those from higher-income neighborhoods,
consistent with earlier findings on psychotherapy use. In contrast, when considering the use of
medication-only, the gradient is reversed and especially striking among those who receive some
form of treatment. In 2014, children from high-income areas were 92% less likely than those
from low-income areas to receive medication only (relative to those receiving psychotherapy
only or both treatments). This pro-poor inequity increased to 119% in 2023 (the increase is

statistically significant at the 1% level). A similar pattern holds for adults. In 2014, high-income
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adults were 55% less likely to use medication only, with the gap increasing to 71% in 2023 (also

significantly different at the 1% level).
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Figure 6: Income-related inequity in psychiatric medication use

Notes: This figure presents the coefficient estimates, expressed as a percentage relative to the sample mean. These
represent the likelihood of receiving mental healthcare among individuals in the highest income quintile (Q5),
compared to those in the lowest (Q1), conditional on having a MHTP. The three comparison groups are defined
as: (1) psychotherapy or medication treatment; (2) medication treatment only; and (3) medication only among a
subgroup of individuals who received some treatment (psychotherapy or medication). All estimates adjust for state
fixed effects and gender-by-age fixed effects.

These findings suggest that lower-income individuals are more likely to rely on psychiatric med-
ication instead of psychotherapy, likely reflecting financial and access barriers to psychological

care. The extent of this apparent substitution has increased over the past decade as out-of-pocket

costs and average wait times for psychotherapy increased.

6 Discussion and Conclusion

This study provides new evidence on the growing income-related inequity in access to timely
mental healthcare among children and adults in Australia. Using Census-linked administrative
data, we show that inequities in access to psychotherapy have widened substantially over the
past decade, with individuals living in lower-income neighbourhoods increasingly disadvantaged.
These disparities are particularly pronounced among children. For example, in 2023, children in
the highest-income quintile of neighbourhoods were 51% more likely to receive psychotherapy

within three months of a mental health treatment plan than those in the lowest-income quintile.
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The increase in inequity closely reflects rising out-of-pocket costs and longer waiting times for
care, pointing to growing affordability constraints and service shortages. These patterns are
consistent with known barriers to accessing timely mental healthcare (Dawadi et al., 2024; Yang

and Zhang, 2025; Rosenberg, Park and Hickie, 2022).

It is important to note that our estimates likely understate the full extent of inequity. The analysis
focuses only on individuals who have already engaged with the healthcare system and received a
diagnosis and mental health treatment plan from a GP. Previous research suggests that individuals
in lower-income communities face greater challenges at this initial stage, including lower mental
health literacy, stigma, and difficulties navigating care pathways (Knapp et al., 2006; National

Mental Health Commission, 2021).

We find little evidence that the observed increase in inequity can be explained by differences in
individual characteristics such as gender, age, or case complexity. While telehealth dramatically
altered service delivery during the COVID-19 pandemic, it did not substantially change the
trajectory of increasing income-related inequity. This is consistent with other studies suggesting
that telehealth, particularly video-based services, may replicate existing access issues (Yeatman

et al., 2023).

Our findings on psychiatric medication use reveal a different pattern: individuals in lower-income
neighbourhoods are much more likely to receive medication without accompanying psychother-
apy. We also find that this pro-poor inequity in the use of psychiatric medication instead of
psychotherapy increased over the decade from 2014 to 2023, likely reflecting increasing financial
and access barriers to psychological care. This is concerning, especially for children, for whom
psychiatric medication without psychotherapy is not typically recommended (Hazell, 2022).
These patterns are consistent with evidence from other countries showing that individuals from
socioeconomically disadvantaged backgrounds are more likely to be treated with medication,
possibly due to financial, geographic, or time-related barriers to accessing therapy (Cuddy and

Currie, 2020; Niemeyer and Knaevelsrud, 2023; Selinheimo et al., 2023).

Overall, these findings highlight the need for policy responses aimed at improving access to
mental healthcare to ensure that mental health support is timely, appropriate, and accessible

to all. Reducing out-of-pocket costs for psychotherapy should be a central focus. This could
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involve increasing Medicare rebates, introducing targeted subsidies, or expanding low-fee service
models. Policies to increase the availability of psychologists in under-served areas, such as
rural regions and low-income urban neighbourhoods, are also likely to be important. Given the
increasing reliance on psychiatric medication in place of psychotherapy among lower-income
populations, greater integration between general practice and psychological services may help
ensure that patients receive care aligned with clinical guidelines. Finally, future workforce and
service planning should monitor access and equity outcomes directly, to ensure that mental health
system reforms are not only increasing capacity overall but improving access for those most in

need.
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Online Appendix

Table A1: MHTP item numbers used in the analysis

F2F Telehealth
Video Telephone
20-40 mins (including GPs without mental health training) 2700 92112 92124 (a)

40 mins (including GPs without training) 2701 92113 92125 (a)
2702 (a)
2710 (a)
20-40 mins (with training) 2715 92116 92128 (a)
40 mins (with training) 2717 92117 92129 (a)

Notes: Items marked with (a) indicate services that have been discontinued during the analysis period
from 2014 to 2023.
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Individuals with MHTP e ;

(2011 —2023) s Telehealth items included '
7,846,572 people

(15,242,270 records)

l

Excluding multiple MHTP | :
records within same person- | Excluded: ;
date T 57,149 records (0.37%) _
(15,185,121 records)

l

Keeping the initial MHTP . - No treatment in the past 3 years
record for each person - Excluded: 1,207,438 people
6,639,134 people B (15.4%)
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l

Matching locations (SA1) | Excluded:
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l

Matching income (SA1)

5,390,445 people EES—— - Children (<18)

- Adults (25-54)

Figure A1: Sample Selection
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Table A2: MBS mental health item numbers included in the analysis

Face to face  Existing/mew COVID Telehealth
teleconference Video Telephone

Clinical Psychological therapy - 30-50 mins 80000 80001 (a) 91166 91181
psychologists  Psychological therapy - 30-50 mins - 80005
other than a consulting room
Psychological therapy - at least 50 mins 80010 80011 (a) 91167 91182
Psychological therapy - at least 50 mins - 80015
other than a consulting room
Group therapy at least 60 mins 80020 80021
Group therapy at least 90 mins 80022 (n) 80023 (n)
Group therapy at least 120 mins 80024 (n) 80025 (n)
General FPS - 20-50 mins 80100 80101 (a) 91169 91183
psychologists ~ FPS - 20-50 mins - other place 80105
FPS - at least 50 mins 80110 80111 (a) 91170 91184
FPS - at least 50 mins - other place 80115
FPS - group - 60 mins 80120 80121
FPS - group - 90 mins 80122 (n) 80123 (n)
FPS - group - 120 mins 80127 (n) 80128 (n)
Occupational ~ FPS - 20-50 mins 80125 80126 91172 91185
therapist FPS - 20-50 mins - other place 80130
FPS - 50 mins 80135 80136 91173 91186
FPS - 50 mins - other place 80140
FPS - group - 60 mins 80145 80146
FPS - group - 90 mins 80147 (n) 80148 (n)
FPS - group - 120 mins 80152 (n) 80153 (n)
Social workers FPS - 20-50 mins 80150 80151 91175 91187
FPS - 20-50 mins - other place 80155
FPS - 50 mins 80160 80161 91176 91188
FPS - 50 mins - other place 80165
FPS - group - 60 mins 80170 80171
FPS - group - 90 mins 80172 (n) 80173 (n)
FPS - group - 120 mins 80174 (n) 80175 (n)

Notes: FPS stands for Focused Psychological Strategies. Items marked with (a) indicate services that have been discontinued,
while items marked with (n) represent newly introduced services during the analysis period from 2014 to 2023.
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Table A3: Sample descriptives

Children
Year  Sample size Female Age Any psychotherapy services Any medication
2014 99,999 0.50  11.17 63.11 4.03
2015 111,297 0.50 11.18 62.96 3.84
2016 118,956 0.50 11.12 61.65 3.52
2017 126,816 0.50 11.23 60.74 3.65
2018 126,986 0.51 11.19 59.00 3.55
2019 122,390 0.52 11.26 56.37 3.56
2020 121,152 0.56 11.61 51.41 4.31
2021 111,003 0.59 11.74 45.16 431
2022 96,752 0.57 11.47 44.95 4.17
2023 94,347 0.56 11.21 44.87 3.71
Adults

Year Sample Size Female Age  Any psychotherapy services Any medication
2014 285,319 0.60  38.31 57.90 17.75
2015 298,027 0.59  38.16 58.01 17.07
2016 311,071 0.58  38.05 57.09 16.24
2017 319,703 0.59 38.04 56.33 15.38
2018 301,710 0.58  38.06 56.01 15.04
2019 291,666 0.57  37.87 54.50 14.45
2020 266,854 0.58  37.71 53.14 14.25
2021 235,182 0.58  37.66 47.70 13.27
2022 187,760 0.57  37.77 48.69 13.43
2023 177,855 0.56  38.09 47.89 12.77

30



Table A4: Summary statistics - Income quintiles

Children

SAT1 Income - Quintiles

Ql Q2 Q3 Q4 Q5
2014 26,449 36,970 44,143 52,369 73,469
2015 27,572 38,474 45,953 54,439 76,264
2016 28,285 39,630 47,351 56,114 78,490
2017 29,222 40,816 48,833 57,692 80,591
2018 30,001 41,991 50,104 59,017 81,728
2019 30,892 43,220 51,404 60,340 82,100
2020 32,139 44,927 53,407 62,723 84,724
2021 34,165 47,312 56,261 66,077 89,691
2022 37,624 51,684 61,150 71,706 97,417
2023 39,492 54,136 64,163 75,220 102,576

Year

Adults

SAT1 Income - Quintiles

Q1 Q2 Q3 Q4 Q5

2014 26,317 36,909 44,069 52,265 72,708
2015 27,342 38,425 45,898 54,409 75,510
2016 28,197 39,583 47,299 56,034 77,536
2017 29,075 40,797 48,7761 57,614 79,573
2018 30,004 41,968 50,057 58,964 80,885
2019 31,020 43,182 51,377 60,273 81,242
2020 32,181 44,752 53,269 62,520 83,294
2021 34,073 47,257 56,190 65,976 88,295
2022 37,321 51,451 60,954 71,487 96,308
2023 39,226 54,070 64,099 75,084 101,694

Notes: This table presents the average income of each quintile by
year.

Year
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Figure A2: Selection in MHTP

Notes: This figure shows the proportion of individuals with a MHTP by income group. Low and high income refer
to the lowest (Q5) and highest (Q1) income quintiles, respectively.

Table A5: Number of
MHTPs over time

Year Children Adults
2011 106,353 450,452
2012 126,311 460,058
2013 145,453 508,435
2014 163,244 560,729
2015 183,939 600,001
2016 199,313 644,538
2017 216,590 677,082
2018 228,769 702,219
2019 232,922 738,752
2020 242,408 760,268
2021 232,473 739,383
2022 213,092 677,738
2023 208,184 688,977

Notes: The number of MHTPs
issued over time, separately for
children and adults.
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Table A6: Estimated income-related inequity - Coefficient estimates

Children Adults
Year Coef. Est. Std. Err. % Change Coef. Est. Std. Err. % Change
2014 0.148 0.005 23.452 0.106 0.003 18.306
2015 0.153 0.005 24.302 0.101 0.003 17.410
2016 0.169 0.005 27.414 0.109 0.003 19.091
2017 0.169 0.005 27.826 0.111 0.003 19.705
2018 0.177 0.005 30.000 0.114 0.003 20.353
2019 0.191 0.005 33.886 0.121 0.003 22.202
2020 0.189 0.005 36.763 0.121 0.003 22.772
2021 0.197 0.005 43.620 0.124 0.003 25.998
2022 0.210 0.005 46.716 0.147 0.004 30.188
2023 0.229 0.005 51.038 0.150 0.004 31.325

Notes: These represent the coefficient estimates for 35 from Equation 1. All estimates adjust for
state fixed effects and gender-by-age fixed effects. % change is the coefficient estimate divided
by the outcome mean.
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Figure A3: Inequity across income quintiles

Notes: This figure presents the coefficient estimates and 95% confidence intervals from Equation 1, expressed as a
percentage relative to the sample mean. Reference group is the first quintile. All estimates adjust for state fixed
effects and gender-by-age fixed effects.
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Figure A4: Income inequity in psychotherapy use over time: All adults aged 18 and above

Notes: This figure presents the coefficient estimates and 95% confidence intervals for 35 from Equation 1, expressed
as a percentage relative to the sample mean. These represent the likelihood of receiving mental healthcare among
individuals in the highest income quintile (Q5), compared to those in the lowest (Q1), conditional on having a
MHTP. All estimates adjust for state fixed effects and gender-by-age fixed effects.
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Figure AS: Alternative windows

Notes: This figure presents the coefficient estimates and 95% confidence intervals for 35 from Equation 1, using
alternative time windows ranging from 1 to 12 months for 2023. These represent the likelihood of receiving mental
healthcare among individuals in the highest income quintile (QS5), compared to those in the lowest (Q1), conditional
on having a MHTP. All estimates adjust for state fixed effects and gender-by-age fixed effects.
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Table A7: Number of mental health services and average out-of-pocket costs for
face-to-face and telehealth consultations

Number of observations

Average out-of-pocket cost

Year Face-to-face Telehealth Face-toface Telehealth
Video Telephone Video Telephone

2014 4,353,083 30.2

2015 4,782,862 322

2016 5,156,658 34.1

2017 5,426,950 36.8

2018 5,763,077 40.2

2019 5,966,942 45.2

2020 4,458,487 1,145,273 560,615 50.4 41.5 13.1
2021 4,501,651 1,168,998 454,737 58.3 60.5 20.1
2022 4,165,344 1,166,361 386,426 67.1 67.0 22.9
2023 4,887,055 1,012,672 277,933 70.9 65.0 22.4

Notes: This table presents the number of mental health services and average out-of-pockets costs
for all mental health items from 2014-2023.
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Figure A6: Income inequity by type of service

Notes: This figure presents the coefficient estimates, expressed as a percentage relative to the sample mean,
separately for face-to-face, video and telephone based services. These represent the likelihood of receiving mental
healthcare among individuals in the highest income quintile (Q5), compared to those in the lowest (Q1), conditional
on having a MHTP. All estimates adjust for state fixed effects and gender-by-age fixed effects.
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Table AS8: List of medications and their

classifications

ATC Code Drug Name Drug Class

NO5BAO1  diazepam Anxiolytics

NO5BA0O4  oxazepam Anxiolytics

NO5SBA12  alprazolam Anxiolytics

NO6AAO2  imipramine Antidepressants
NO6AAO4  clomipramine  Antidepressants
NO6AAQ9  amitriptyline Antidepressants
NO6AA12  doxepin Antidepressants
NO6AB03  fluoxetine Antidepressants
NO6AB04  citalopram Antidepressants
NO6ABO5  paroxetine Antidepressants
NO6ABO6  sertraline Antidepressants
NO6AB0O8  fluvoxamine Antidepressants
NO6AB10  escitalopram Antidepressants
NO6AG02 moclobemide  Antidepressants
NO6AX other Antidepressants
NO6AX03  mianserin Antidepressants
NO6AX11  mirtazapine Antidepressants
NO6AX16  venlafaxine Antidepressants
NO6AX18  reboxetine Antidepressants
NO6AX21  duloxetine Antidepressants
NO6AX23  desvenlafaxine Antidepressants
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