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Important note 

The views and recommendations in this review report from the Allied Health Reference 
Group have been released for the purpose of seeking the views of stakeholders. 

This report does not constitute the final position on these items, which is subject to: 

 Consideration by the MBS Review Taskforce; 

Then if endorsed 

 Stakeholder feedback; 

Then 

 Consideration by the Minister for Health; and 

 Government. 

Confidentiality of comments: 

If you want your feedback to remain confidential please mark it as such. It is important to be 
aware that confidential feedback may still be subject to access under freedom of 
information law. 
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1. Executive summary 

 Introduction 

The Medicare Benefits Schedule (MBS) Review Taskforce (the Taskforce) is undertaking a 

program of work that considers how more than 5,700 items on the MBS can be aligned with 

contemporary clinical evidence and practice and improve health outcomes for patients. The 

Taskforce will also seek to identify any services that may be unnecessary, outdated or 

potentially unsafe. 

The Taskforce is committed to providing recommendations to the Minister for Health (the 

Minister) that will allow the MBS to deliver on each of these four key goals: 

 Affordable and universal access. 

 Best-practice health services. 

 Value for the individual patient. 

 Value for the health system. 

The Taskforce has endorsed a methodology whereby the necessary clinical review of MBS 

items is undertaken by clinical committees, primary care reference groups (PCRGs) and 

working groups. 

 Review of the allied health MBS items 

The Allied Health Reference Group (the Reference Group) was established in 2018 to make 

recommendations to the Taskforce on MBS items in its area of responsibility, based on rapid 

evidence review and clinical expertise.  

The PCRGs provide recommendations to the Taskforce in a review report. Once endorsed by 

the Taskforce, the review reports are released for targeted stakeholder consultation. The 

Taskforce then considers the revised review reports, which include stakeholder feedback, 

before making recommendations to the Minister for consideration by Government.  

 Main themes 

The Reference Group has recommended significant amendments to existing items and the 

creation of new items. These recommendations ensure that the MBS aligns with current 

clinical guidelines and provides access to high-quality allied health services. The final 
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recommendations in this report (Recommendations 13–18) suggest ways to improve 

community-based allied health care in Australia. 

 

The Reference Group’s recommendations aimed to address nine broad themes. 

 Ensure that clinical services align with best-practice guidelines. 

 Increase access to allied health in primary care. 

 Ensure that the list of eligible allied health professionals under the MBS reflects 

contemporary practice. 

 Facilitate group-based allied health therapy where clinically appropriate. 

 Ensure that patients with an Autism Spectrum Disorder (ASD), Pervasive Developmental 

Disorder (PDD) (Complex Neurodevelopmental Disorder (CND) or disabilities have 

adequate access to high-quality allied health services. 

 Strengthen evidence base for the provision of allied health care in Australia. 

 Improve access to allied health services in rural and remote areas. 

 Change the delivery model and focus of allied health in Australian primary care.  

 Improve communication between allied health professionals and other health care 

professionals. 

 Key recommendations 

The Reference Groups recommendations are described below. 

1. Introduce initial assessment appointments (of more than 40 minutes) for allied 

health professionals. 

2. Increase the number of allied health appointments under team care arrangements 

(TCAs; item 721 and 723) by stratifying patients to identify those with more 

complex care requirements. 

3. Introduce a new item for orthotic or prosthetic services under the MBS.  

4. Introduce a practice incentive payment for allied health professionals who provide 

group therapy under items 81105, 81115 and 81125. 

5. Conduct a systematic review of the evidence for group allied health interventions 

to inform future models of care. 
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6. Update the M10 descriptor to encompass Autism Spectrum Disorder, Complex 

Neurodevelopmental Disorder and Disabilities.  

7. Increase the number of assessment items available for children with a potential 

ASD, CDD or eligible disability diagnosis. 

8. Allow up to two assessment items to be used for case conferencing for children 

with a potential ASD, CDD or eligible disability diagnosis. 

9. Allow M10 treatment items to be delivered as group therapy under the Helping 

Children with Autism (HCWA) program. 

10. Include patients with severe speech/language disorders in the list of eligible 

disabilities under M10 items. 

11. Increase the ASD, CDD and eligible disability assessment and treatment age to 25. 

12. Allow inter-disciplinary referral between allied health professionals during the 

assessment phase for eligible disabilities, CDD and ASD. 

 Longer-term recommendations 

The Reference Group was also tasked with exploring longer-term issues. The following 

recommendations relate to that examination:  

13. Build an allied health research base. 

14. Expand the role of telehealth in allied health care. 

15. Pilot non-fee-for-service allied health payment models. 

16. Enhance communication between patients, allied health professionals and general 

practitioners (GPs). 

17. Add non-dispensing pharmacists to the list of eligible allied health professionals 

under the MBS. 

18. Expand the role of allied health in the Australian public health care system. 

 Consumer impact 

The Reference Group has developed recommendations that are consistent with the 

Taskforce’s objectives, with a primary focus on ensuring that patients have access to high-

quality allied health care. 

The Reference Group’s recommendations will benefit consumers in the following ways. 



  

Report from the Allied Health Reference Group, 2018  Page 11 

 

 Improving service quality. Introducing initial assessment appointments for allied health 

services referred through TCAs will ensure that allied health services are performed in 

line with best-practice guidelines. This will ensure that patients are appropriately 

assessed during their first attendance with an allied health professional. 

 Ensuring consumers are adequately informed. Enhancing communication between 

consumers, GPs and allied health professionals (Recommendation 16) will ensure that 

patients are adequately informed about their current and future treatment, and will 

facilitate consumers’ involvement as active participants in their care. This 

recommendation will also increase transparency for patients on the number of MBS-

rebated appointments they can access under their chronic disease management (CDM) 

plan, and any out-of-pocket fees that may be payable to allied health care professionals. 

 Increasing access to services. Increasing the number of allied health appointments for 

eligible patients with highly complex care requirements under CDM plans. 

 Providing flexibility in service delivery and peer support. Expanding group therapy 

(after a systematic review of M9 items) will provide consumers with flexibility in the way 

that allied health care is provided, and enable more peer support. This will provide the 

option of having therapeutic interventions in group sessions if the consumer desires. 

 Ensuring care is evidence-based. Building an allied health research base will ensure that 

current and future allied health services delivered to consumers is informed by an 

evidence base. 

 Next steps 

This report from the Reference Group is being released for stakeholder feedback 

simultaneously with the reports from the other reference groups. 

This is to enable stakeholders to examine the issues within the overall context of primary 

care. In this regard the Phase One and Phase Two reports of the GPPCCC are an important 

part of the examination of primary care across the MBS. The two reports were released for 

stakeholder feedback in December 2018. 

The Reference Group will consider feedback from stakeholders then provide 

recommendations to the Taskforce in a finalised Review Report.  

The Taskforce considers the Review Reports from the reference groups and any stakeholder 

feedback before making recommendations, if required, to the Minister for consideration by 

Government.  
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2. About the Medicare Benefits Schedule (MBS) 

Review 

 Medicare and the MBS 

2.1.1 What is Medicare? 

Medicare is Australia’s universal health scheme that enables all Australian residents (and some 

overseas visitors) to have access to a wide range of health services and medicines at little or no 

cost.  

Introduced in 1984, Medicare has three components:  

 Free public hospital services for public patients. 

 Subsidised drugs covered by the Pharmaceutical Benefits Scheme (PBS). 

 Subsidised health professional services listed on the MBS. 

 What is the MBS? 

The MBS is a listing of the health professional services subsidised by the Australian 

Government. There are more than 5,700 MBS items that provide benefits to patients for a 

comprehensive range of services, including consultations, diagnostic tests and operations.  

 What is the MBS Review Taskforce? 

The Government established the Taskforce as an advisory body to review all of the 5,700 

MBS items to ensure they are aligned with contemporary clinical evidence and practice and 

improve health outcomes for patients. The Taskforce will also modernise the MBS by 

identifying any services that may be unnecessary, outdated or potentially unsafe. The MBS 

Review is clinician-led, and there are no targets for savings attached to the review.  

2.3.1 What are the goals of the Taskforce? 

The Taskforce is committed to providing recommendations to the Minister that will allow 

the MBS to deliver on each of these four key goals: 

 Affordable and universal access—the evidence demonstrates that the MBS supports 

very good access to primary care services for most Australians, particularly in urban 

Australia. However, despite increases in the specialist workforce over the last decade, 
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access to many specialist services remains problematic, with some rural patients being 

particularly under-serviced. 

 Best-practice health services—one of the core objectives of the MBS Review is to 

modernise the MBS, ensuring that individual items and their descriptors are consistent 

with contemporary best practice and the evidence base when possible. Although the 

Medical Services Advisory Committee (MSAC) plays a crucial role in thoroughly 

evaluating new services, the vast majority of existing MBS items pre-date this process 

and have never been reviewed. 

 Value for the individual patient—another core objective of the review is to have an MBS 

that supports the delivery of services that are appropriate to the patient’s needs, 

provide real clinical value and do not expose the patient to unnecessary risk or expense. 

 Value for the health system—achieving the above elements of the vision will go a long 

way to achieving improved value for the health system overall. Reducing the volume of 

services that provide little or no clinical benefit will enable resources to be redirected to 

new and existing services that have proven benefit and are underused, particularly for 

patients who cannot readily access those services currently. 

 The Taskforce’s approach 

The Taskforce is reviewing existing MBS items, with a primary focus on ensuring that 

individual items and usage meet the definition of best practice. Within the Taskforce’s brief, 

there is considerable scope to review and provide advice on all aspects that would 

contribute to a modern, transparent and responsive system. This includes not only making 

recommendations about adding new items or services to the MBS, but also about an MBS 

structure that could better accommodate changing health service models.  

The Taskforce has made a conscious decision to be ambitious in its approach, and to seize 

this unique opportunity to recommend changes to modernise the MBS at all levels, from the 

clinical detail of individual items, to administrative rules and mechanisms, to structural, 

whole-of-MBS issues. The Taskforce will also develop a mechanism for an ongoing review of 

the MBS once the current review has concluded. 

As the MBS Review is clinician-led, the Taskforce decided that clinical committees should 

conduct the detailed review of MBS items. The Taskforce also established PCRGs to review 

MBS items largely provided by non-doctor health professionals. The clinical committees and 

PCRGs are broad-based in their membership, and members have been appointed in an 

individual capacity, rather than as representatives of any organisation. 
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2.4.1 What is a primary care reference group? 

The Taskforce established the PCRGs to focus on items that are primarily or exclusively 

provided by non-doctor health professionals, and which have a close relationship to primary 

care. The MBS Review Taskforce established five PCRGs:  

 Aboriginal and Torres Strait Islander Health Reference Group 

 Allied Health Reference Group 

 Mental Health Reference Group 

 Nurse Practitioner Reference Group, and 

 Participating Midwives Reference Group. 

The PCRGs are similar to the clinical committees established under the MBS Review. Each 

PCRG reviewed in-scope items, with a focus on ensuring that individual items and usage 

meet the four goals of the Taskforce. They also considered longer-term recommendations 

related to broader issues (not necessarily within the current scope of the MBS) and provided 

input to clinical committees, including the General Practice and Primary Care Clinical 

Committee (GPPCCC). Each PCRG has makes recommendations to the Taskforce, as well as 

to other committees, based on clinical expertise, data, and evidence.  

The PCRGs are unique within the MBS Review for several reasons: 

 Membership: Similar to clinical committees, the PCRGs include a diverse set of 

stakeholders, as well as an ex-officio member from the MBS Review Taskforce. As the 

PCRGs focus on items that are primarily or exclusively provided by non-doctor health 

professionals, and which have a close relationship to primary care, membership includes 

many non-doctor health professionals, as well as an ex-officio member from the 

GPPCCC. Each PCRG also includes a general practitioner (GP), a nurse, and two 

consumers.   

 Connection to the GPPCCC: As part of their mandate from the Taskforce, the PCRGs 

were tasked with responding to issues referred by the GPPCCC. The PCRGs also reviewed 

some items delivered by GPs and proposed recommendations with implications for GP 

care. The GPPCCC ex-officio member on each PCRG helped to strengthen the connection 

between the two bodies and supported communication of the PCRGs’ responses to the 

GPPCCC.   

 Newer items: The items reviewed by the PCRGs have a shorter history than other items 

within the MBS; many were introduced only in the last decade. While this means that 

there is less historical data to draw on, it also means that there are fewer items under 
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consideration that are no longer relevant, or that no longer promote best-practice 

interventions, compared to other committees. 

 Growth recommendations: Several of the PCRGs’ in-scope items have seen significant 

growth since their introduction, often with the potential to alleviate cost pressures on 

other areas of the MBS or the health system, or to increase access in low-access areas. 

As a result, many recommendations focus on adjusting items that are already working 

well, or recommending expansion of recently introduced items to facilitate access to 

evolving models of health care delivery. 

2.4.2 The scope of the primary care reference groups 

All MBS items will be reviewed during the course of the MBS Review. Given the breadth of 

the review, and its timeframe, each clinical committee and PCRG developed a work plan and 

assigned priorities, keeping in mind the objectives of the review.  

The PCRG review model approved by the Taskforce required the PCRGs to undertake three 

areas of work, prioritised into two groups. 

 Priority 1 - Review referred key questions on draft recommendations from the GPPCCC 

and develop recommendations on referred in-scope MBS items. 

As part of this work, the PCRGs also reviewed and developed recommendations on 

referred issues from other committees or stakeholders where relevant.  

 Priority 2 - Explore long-term recommendations. 

These included recommendations related to other MBS items beyond the PCRGs’ areas 

of responsibility, recommendations outside the scope of existing MBS items, and 

recommendations outside the scope of the MBS, including recommendations related 

to non-fee-for-service approaches to health care.  
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3. About the Allied Health Reference Group 

The Allied Health Reference Group (the Reference Group) was established in 2018 to make 

recommendations to the Taskforce on MBS items within its area of responsibility, based on 

rapid evidence review and clinical expertise.  

 Allied Health Reference Group members 

The Reference Group consists of 18 members, whose names, positions/organisations and 

declared conflicts of interest are listed in Table 1.  

Table 1: Allied Health Reference Group members 

Name Position/organisation Declared conflict of interest 

Ms Merrin Prictor (Chair)  Allied Health Consultant  Nil 

Ms Jenny McConnell Registered Physiotherapist, private practice; 

Fellow of the Australian College of 

Physiotherapy  

Nil 

Ms Joanne Baumgartner  Consumer Representative, Community Care 

Clinical Governance, eHealth Consumer 

Reference Group; Community Member, 

Tribunals, Australian Health Practitioners 

Regulation Agency; Assessor, National Alliance 

of Self Regulating Health Professionals, 

Audiology Australia 

Receives sitting fee for 

assessing applications to join 

the National Alliance of Self-

Regulating Health 

Professionals (NASRHP) and 

the Australian Health 

Practitioner Regulation 

Agency (AHPRA) 

Ms Karen Booth Registered Nurse; General Practice Manager; 

President, Australian Primary Health Care 

Nurse Association  

Nil 

Ms Petrina Burnett  Consumer Representative, Breast Cancer 

Advisory Group, Cancer Australia, Breast 

Cancer Network Australia and Breast Cancer 

Trials Australia 

Nil 

Mrs Christine Coop Occupational Therapist; Director, Enable 

Occupational Therapy in Mental Health 

Nil 
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Name Position/organisation Declared conflict of interest 

Ms Michelle Funder Registered Osteopath; Director, Osteopathy 

Australia  

Nil  

Mr Adrian Henry  Registered Podiatrist  Nil 

Ms Liz Kellett Fellow of the Dietitians Association of Australia  Nil 

Ms Rosalind Knox Departmental Advisor  Nil  

Mr Roland Balodis  Department Advisor  Nil  

Dr Matt McConnell Public Health Physician, Country Health SA 

Local Health Network; Taskforce Ex-Officio 

Nil 

Assoc. Prof. Mark Morgan General Practitioner and GPPCCC Ex-Officio  Works for Bond University, 

which teaches a variety of 

allied health programs; 

Member of the Centre of 

Research Evidence Based 

Practice (CREBP), which 

produces the Royal Australian 

College of General 

Practitioners (RACGP) 

Handbook of Non-Drug 

Interventions (HANDI) 

Mr John Pearcy Audiologist in independent practice; Full 

member of Audiology Australia; Queensland 

representative on the Board of Audiology 

Australia; Member of Independent 

Audiologists Australia 

Board member of Audiology 

Australia (unpaid) 

Mr Tim Perry  Consultant Pharmacist and GPPCCC Ex-Officio Nil 

Ms Caoimhe Scales Accredited Exercise Physiologist  Nil 

Dr Adam Smith  Registered Chiropractor; Board Secretary, 

Chiropractors Association of Australia QLD  

Holds unpaid positions on 

several committees 

Ms Robyn Stephen Certified practising Speech Pathologist; 

Director and Principle Clinician at Melbourne 

Child Development; Consult Speech 

Pathologist at Melbourne Paediatric Specialists  

Nil 
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 Conflicts of interest 

All members of the Taskforce, clinical committees and PCRGs are asked to declare any 

conflicts of interest at the start of their involvement and reminded to update their 

declarations periodically. A complete list of declared conflicts of interest can be viewed in 

Table 1.  

It is noted that a number of Reference Group members share a common conflict of interest 

in reviewing items that are a source of revenue for them (i.e. members claim the items 

under review). This conflict is inherent in a clinician-led process, and having been 

acknowledged by the Reference Group and the Taskforce, it was agreed that this should not 

prevent members from participating in the review. 

 Areas of responsibility of the Reference Group 

The Reference Group reviewed 26 MBS items in three main subgroups: 

 M3 – allied health individual services, items 10951–10970.  

 M9 – allied health group services, items 81100–82035. 

 M10 – autism, pervasive development disorder and disability services, items 82005–

82035.  

In 2016-17, these items accounted for approximately 6.9 million services and $370 million in 

benefits. Over the past five years, service volumes have grown by 12.7 per cent compounded 

annually (Figure 1). 
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Figure 1: Drivers of benefit growth, 2011-12 to 2016-17 for in-scope items  

 

 

In 2016-17, podiatry had the highest service volumes of all in-scope items (3,010,000 

services), with an approximate benefit cost of $159.8 million (Figure 2).  
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Figure 2: Top 10 in-scope items by service volume in 2016-17 

 

 

 Summary of the Reference Group’s review approach 

The Reference Group completed a review of its items across four full meetings, over a four 

month period of time, during which it developed the recommendations and rationales 

contained in this report.  

The review drew on various types of MBS data, including data on utilisation of items 

(services, benefits, patients, providers and growth rates); service provision (type of provider, 

geography of service provision); patients (demographics and services per patient); co-

claiming or episodes of services (same-day claiming and claiming with specific items over 

time); and additional provider and patient-level data, when required.  

The review also drew on data presented in the relevant literature and clinical guidelines, all 

of which are referenced in the report. Guidelines and literature were identified through 

medical and allied health journals and other sources, such as professional associations. 
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Exercise physiology group service; 2-12 patients, >=60 mins81115

Diabetes education service to person with chronic condition under a care plan 

>20 mins
10951

Speech pathology service to person with chronic condition under a care plan 

>20 mins
10970

Osteopathy service to person with chronic condition under a care plan >20 

mins
10966

Exercise physiology service to person with chronic condition under a care plan 

>20 mins
10953

Chiropractic service to person with chronic condition under a care plan >20 

mins
10964

Physiotherapy service to person with chronic condition under a care plan >20 

mins

10960

Dietetics service to person with chronic condition under a care plan >20 mins10954

117.3 

Occupational therapy service to person with chronic condition under a care 

plan >20 mins
10958

4.2 

▪ Podiatry service had 

the highest service 

volume of all in-scope 

items

▪ 10965 and 10960 

together (podiatry and 
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represent 75% of in-

scope service volume

▪ 9 out of the top 10 

items are for Allied 

Health individual 

services (group M3 in 

MBS)

Potential discussion 

points

SOURCE: MBS data, 2011/12 – 2016-17
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4. Main themes 

During its review, the Reference Group identified several themes that are relevant not just 

to the recommendations in this report, but also to the current challenges and future 

directions of allied health care in Australia. The Reference Group agreed that there are 

opportunities to: 

 Expand allied health involvement in primary care. There are opportunities to 

strengthen primary care teams by involving allied health professionals more frequently, 

and by enabling closer, more comprehensive communication. Better integration of 

allied health into primary care is likely to improve clinical outcomes and satisfaction for 

consumers. Recommendation 16 expands on how communication between medical 

practitioners and allied health professionals can be improved. 

 Improve access to allied health for rural and remote populations. There are far fewer 

allied health professionals in rural and remote regions, compared to metropolitan 

areas. The Reference Group agreed that there is a need to expand the allied health 

professional workforce in these areas, and to use remote care delivery models to fill 

this gap (for example, see Recommendation 14 on the role of telehealth in allied health 

care). 

 Enhance preventive care and health promotion using allied health. There is an 

opportunity to prevent the occurrence, or delay the onset, of chronic conditions 

(primary prevention) by facilitating access to appropriate allied health services for 

individuals with identifiable risk factors. The Reference Group agreed that this 

opportunity should be seized and linked to the broader approach to preventive health 

care in Australia, and the approach to do so should be based on a sound evidence base. 

 Strengthen the evidence base for allied health. The Reference Group agreed that there 

is an opportunity and a need to build an allied health research base (Recommendation 

13) to target allied health interventions to provide cost-effective, high-value care.  

 Improve data collection and transparency for allied health use across Australia. There 

is limited available data linking allied health use across funding streams and patient 

journeys in Australia. Improving this data would enhance primary health network 

(PHN), state and federal understanding of the drivers of patient choice and clinical 

outcomes, as well as strengthening decision-making. It could also lead to cost savings 

and improved patient outcomes in the medium to long term. 
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5. Recommendations 

 Allied health individual services under chronic disease management 

plans (M3 items) 

Table 2: Items 10951–10970  - Allied Health individual services under chronic disease management 

plans under 20 minutes  

Item Descriptor Schedule fee 

Services 

FY2016-17 

Benefits 

FY2016-17 

Services 5-year 

annual avg. 

growth 

10951 Diabetes education service to person 

with chronic condition under a care 

plan >20 mins 

62.25 92,688 $4,937,916 5.0% 

10952 Audiology education service to 

person with chronic condition under 

a care plan >20 mins 

62.25 1,868 $105,655 12.4% 

10953 Exercise physiology service to person 

with chronic condition under a care 

plan >20 mins 

62.25 279,323 $14,908,153  20.9% 

10954 Dietetics service to person with 

chronic condition under a care plan 

>20 mins 

62.25 414,899 $22,172,147  10.5% 

109561 Mental health service to person with 

chronic condition under a care plan 

>20 mins 

62.25 5,726 $332,292  9.6% 

10958 Occupational therapy service to 

person with chronic condition under 

a care plan >20 mins 

62.25 69,219 $4,158,674  16.1% 

                                                           

 

 

1 Also in the Mental Health Reference Group’s area of responsibility. 
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Item Descriptor Schedule fee 

Services 

FY2016-17 

Benefits 

FY2016-17 

Services 5-year 

annual avg. 

growth 

10960 Physiotherapy service to person with 

chronic condition under a care plan 

>20 mins 

62.25  2,197,772 $117,264,835  16.6% 

10962 Podiatry service to person with 

chronic condition under a care plan 

>20 mins 

62.25  3,009,782 $159,800,577  12.8% 

10964 Chiropractic service to person with 

chronic condition under a care plan 

>20 mins 

62.25  354,501 $18,775,603  14.3% 

10966 Osteopathy service to person with 

chronic condition under a care plan 

>20 mins 

62.25  165,201 $8,876,660  13.9% 

109681 Psychology service for person with 

chronic condition under a care plan, 

>20 mins 

62.25  28,390 $2,131,564  23.1% 

10970 Speech pathology service to person 

with chronic condition under a care 

plan >20 mins 

62.25  156,592 $9,025,165  7.3% 

5.1.1 Recommendation 1 – Encourage comprehensive initial assessments by 

allied health professionals 

The Reference Group recommends: 

a. creating a new item (109AA) for an initial allied health appointment of at least 40 

minutes 

b. placing the following restrictions: 

(i) claiming to the first attendance for a unique presentation and a maximum of 

one per patient, per provider, per calendar year 

(ii) claiming by allied health professionals in the same practice providing care for the 

same unique presentation, and 

(iii) co-claiming with M3 items (10950–10970) and M9 items for assessing the 

suitability of group sessions (81100, 82110 and 81120), 

c. the proposed item descriptor as follows: 
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d. the proposed explanatory notes as follows: 

New Item 109AA – example text 

Initial allied health service provided to a person by an eligible allied health provider, if: 

a) the service is provided to a person who has: 

i. a chronic condition; and 

ii. complex care needs being managed by a medical practitioner (including a 
general practitioner, but not a specialist or consultant physician) under a 
shared care plan or under both a GP Management Plan and Team Care 
Arrangements or, if the person is a resident of an aged care facility, the 
person’s medical practitioner has contributed to a multidisciplinary care plan; 
and 

b) the service is recommended in the person’s Team Care Arrangements, 
multidisciplinary care plan or shared care plan as part of the management of the 
person’s chronic condition and complex care needs; and 

c) the person is referred to the eligible allied health provider by the medical 
practitioner using a referral form that has been issued by the Department or a 
referral form that contains all the components of the form issued by the 
Department; and 

d) the person is not an admitted patient of a hospital; and 

e) the service is provided to a patient for the first attendance for a unique 
presentation 

f) the service is provided to the person individually and in person; and 

g) the service is of at least 40 minutes duration; and 

h) an initial assessment service has not already been provided by an allied health 
provider of the sample profession (e.g. physiotherapy) for the same unique 
presentation in the same practice (where it is practical to gather this information); 
and 

i) after the service, the eligible allied health provider gives a written report to the 
referring medical practitioner mentioned in paragraph (c). 

j) for a service for which a private health insurance benefit is payable - the person 
who incurred the medical expenses for the service has elected to claim the 
Medicare benefit for the service, and not the private health insurance benefit; 

- to a maximum of one service per eligible allied health provider per patient per 
year  

- Not to be claimed with items 81100, 82110, 81120 or 10950–10970. 
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5.1.2  Rationale 1 

This recommendation focuses on providing high-quality care to patients, in line with 

professional standards. It is based on the following: 

 It is standard practice for allied health professionals to undertake initial assessments. 

 All allied health professionals governed by the Australian Health Practitioner Regulation 

Agency (AHPRA) must meet and abide by their specific board’s regulations and codes to 

maintain registration. Service descriptors and scopes of practice set out by their 

associations facilitate meeting these requirements. 

 Professional associations that are members of the National Alliance of Self Regulating 

Health Professions (NASRHP) set service descriptors and scopes of practice for their 

individual professions to align with NASRHP standards.  

 Service descriptors set out by allied health professional associations distinguish between 

initial assessments and subsequent assessments. Examples of which can be drawn from 

the following references (1; 2; 3; 4; 5; 6). Notwithstanding some differences in structure 

across allied health professions, initial assessments tend to include the following 

activities: 

o Taking a more thorough history (as the patient is often new). 

o Conducting a bio-psycho-social assessment. 

o Reaching a diagnosis. 

o Setting goals and planning treatment. 

The Reference Group agreed that these activities are not required (or take less time) in 

subsequent consultations. 

New Item 109AA Explanatory note – example text 

A unique presentation includes: 

- A primary (presenting) complaint for which the allied health professional has 
not seen the patient before. 

- A primary (presenting) complaint for which the allied health professional has 
seen the patient before, but where a significant change in the quality or 
severity of the complaint necessitates reassessment. 

Allied health professionals in the same practice are expected to share information 

about the initial appointment findings, where clinically relevant. 
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 Differences between initial and subsequent appointments are already reflected in the 

private practice billing structure across all professions, and by the following subsidy 

schemes:  

o Return-to-work schemes across Australian states (7) 

o Private health insurance company rebate structures (8) (9) 

o The Department of Veterans’ Affairs model (10), and 

o Motor and road traffic vehicle accident insurance schemes (11).  

 The Reference Group agreed that creating an item for initial appointments under chronic 

care plans would promote best-practice care in the MBS. 

 The Reference Group agreed that initial appointments should take at least 40 minutes, 

based on clinical experience and analysis of allied health professional service descriptors. 

 The Reference Group further agreed that creating a new item for initial assessments 

would better align Schedule fees with the duration of service provided. 

 To ensure that item 109AA is used in clinically appropriate circumstances, the Reference 

Group has recommended the following restrictions: 

o Cap item 109AA claims at one per patient, per provider, per year. 

The Reference Group agreed that there should be an annual restriction of one claim 

per patient, per provider, per year in order to limit low-value use of item 109AA. 

o Restrict co-claiming of item 109AA with routine M3 and M9 appointments. 

The Reference Group agreed that there are no circumstances in which it would be 

appropriate to claim both an initial and a routine attendance together. The 

Reference Group also agreed that there are no circumstances in which it would be 

appropriate to claim both an initial appointment and an M9 item for assessment of 

suitability for group therapy. 

o Restrict claiming to services provided for the first attendance for a unique 

presentation. 

The Reference Group agreed that initial assessments provide high-value care for 

unique presentations (i.e. the first time seeing a patient with a given presenting 

complaint) because they provide more time in which to take an in-depth history, 

perform a comprehensive examination, identify a diagnosis and create a 

management plan. 
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The Reference Group agreed that once the allied health professional has seen a 

patient for a given presenting complaint, an additional initial assessment for this 

presentation would be high value for the patient if there has been a significant 

change in the degree of severity of the presenting complaint.  

o Restrict claiming by allied health professionals in the same practice providing care 

for the same unique presentation. 

The Reference Group agreed that allied health professionals within the same 

practice are expected to share relevant clinical information about a patient’s initial 

assessment if the patient changes allied health professionals within a practice. 

The Reference Group further agreed that the content of initial assessments is 

sufficiently different between allied health professions that it is not appropriate to 

restrict different types of allied health professionals in the same practice from 

claiming item 109AA for a given patient. For example: 

- A physiotherapist seeing a patient who has had an initial assessment within 

the past year with a different physiotherapist in the same practice cannot 

bill for item 109AA (unless it is for a different unique presentation). 

- A dietitian seeing a patient who has had an initial assessment within the 

past year with an osteopath in the same practice can bill for item 109AA. 

 The Reference Group agreed that use of this item should be reviewed in 12 to 24 

months so that any abnormal claiming patterns can be analysed. 

5.1.3 Recommendation 2 – Expand allied health involvement under team care 

arrangements 

The Reference Group recommends: 

a. increasing the number of allied health appointments under GP Management Plans 

(GPMPs) and team care arrangements (TCAs) by stratifying patients to identify those 

with more complex care requirements (items 721 and 723) 

b. creating a follow-on piece of work that identifies and details a model to stratify 

patients with a GPMP who could benefit from additional allied health appointments 

c. consideration of the following: 

(i) Patients identified under this stratification model could receive an additional 

envelope of appointments with an eligible allied health professional (for example, 

five or more) after accessing the first envelope of five appointments.  

(ii) Multiple stratification dimensions could be used, including: 
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- The number of chronic conditions a patient has (defined by chronic 

conditions eligible for a GPMP). 

- The severity of the chronic conditions. 

- The discretion of the referring practitioner, based on the number of chronic 

conditions and/or the severity of those conditions. 

(iii) The follow-on piece of work should test and identify the most appropriate 

stratification approach, 

and 

d. implementation of the new model be phased, so that the effects of additional allied 

health appointments on health outcomes can be studied during a pilot period with 

consideration that this process could include: 

(i) A pilot with a limited sample size of the population receiving TCAs. 

(ii) A study of the health outcomes of patients in this pilot program over a multi-

year period, compared with patients with TCAs who are not in the pilot patient 

sample (control group). 

(iii) Targeted expansion of the increased number of allied health appointments to 

the rest of the chronic disease patient population in Australia, based on the 

findings from the pilot. 

5.1.4 Rationale 2 

This recommendation focuses on ensuring that the MBS provides access to high-quality, 

high-value care for consumers and the health care system. It is based on the following: 

 The Reference Group agreed that a set of five MBS-funded allied health appointments is 

often insufficient to adequately treat patients with chronic conditions. It noted the 

following problems: 

o MBS data shows that 26 per cent of patients with TCAs use all five allied health 

appointments available under their care plans. This means that approximately 

575,000 patients every year (based on 2016 data) reach their annual cap of MBS-

funded allied health appointments and may be unable to access allied health 

services. 

o Allied health services under TCAs are shared between allied health professionals, 

meaning that a patient often does not get a Schedule fee for seeing a given allied 

health professional more than one to three times in a year (unless they pay out of 

pocket). 
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 Patients who require more than five allied health appointments are often not 

adequately supported by other sources of funding. States, territories and PHNs: 

Demand-driven waiting times often restrict patient access, and patients are prioritised 

based on medical condition, not on capacity to pay. Forty-five per cent of Australians do 

not have private health insurance for general treatment (including allied health services) 

(12). 

 Evidence indicates that allied health interventions are effective and cost-efficient 

(including mitigating downstream health care costs) in managing a range of chronic 

health conditions (Appendix D). However, there is limited evidence regarding the 

optimal annual number of allied health attendances for Australian patients with chronic 

disease. This has been complicated by the diverse range of treatments provided to 

patients with chronic disease, as well as the range of presenting conditions. 

 The Reference Group agreed that this recommendation represents an opportunity to 

provide more allied health appointments to patients with highly complex conditions 

under TCAs, while studying the effects of this increase on outcomes through phased 

implementation (via a pilot). The Reference Group agreed that both clinical outcomes 

and cost-efficiency (including hospitalisations) should be measured during this pilot 

phase. 

 The Reference Group agreed that there are several ways to stratify patients to identify 

those who may benefit from additional appointments, and that the follow-up piece of 

work should identify the most effective approach. 

5.1.5 Recommendation 3 – Improve access to orthotic or prosthetic services 

The Reference Group recommends: 

a. creating a new item (109BB) in the M3 group for the delivery of orthotic or 

prosthetic services, lasting at least 40 minutes 

b. allowing this item to be claimed when referred by a GP as part of a CDM plan (item 

721), including TCAs (item 723) 

c. specifying in the explanatory notes that eligible allied health professionals include 

prosthetists and orthotists 

d. capping the number of times this item can be claimed to once per patient, per 

calendar year 

e. the proposed item descriptor as follows: 
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5.1.6 Rationale 3 

This recommendation focuses on providing high-quality care to patients with complex care 

requirements who are at risk of hospitalisation. It is based on the following: 

Access to private orthotic and prosthetic services is limited to patients who can afford to 

pay the cost of the clinical service. Private health insurance rebates are available for 

prosthetic devices, but not for the clinical service.  

Patients who cannot pay for these services have access to publicly funded services 

through the public hospital system. However, the hospital service is in high demand, so 

New Item 109BB – example descriptor 

Orthotic or prosthetic allied health service provided to a person by an eligible allied 

health provider, if: 

a) the service is provided to a person who has: 

i. a chronic condition; and 

ii. complex care needs being managed by a medical practitioner 
(including a general practitioner, but not a specialist or consultant 
physician) under a shared care plan or under both a GP 
Management Plan and Team Care Arrangements or, if the person is 
a resident of an aged care facility, the person’s medical practitioner 
has contributed to a multidisciplinary care plan; and 

b) the service is recommended in the person’s Team Care Arrangements, 
multidisciplinary care plan or shared care plan as part of the management of 
the person’s chronic condition and complex care needs; and 

c) the person is referred to the eligible allied health provider by the medical 
practitioner using a referral form that has been issued by the Department or 
a referral form that contains all the components of the form issued by the 
Department; and 

d) the person is not an admitted patient of a hospital; and 

e) the service is provided to the person individually and in person; and 

f) the service is of at least 40 minutes duration; and 

g) after the service, the eligible allied health provider gives a written report to 
the referring medical practitioner mentioned in paragraph (c). 

h) for a service for which a private health insurance benefit is payable - the 
person who incurred the medical expenses for the service has elected to 
claim the Medicare benefit for the service, and not the private health 
insurance benefit; 

- to a maximum of one service per year. 
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programs stratify patients by risk. This means that there is a delay in getting the first 

appointment for patients with lower care requirements (who are often eligible for 

community care). For these patients, the wait can be several months, during which time 

their clinical condition can deteriorate. The patient may then present at a “crisis point” 

in their condition (13). 

 Services provided by orthotists and prosthetists have been shown to improve clinical 

outcomes in several health conditions such as diabetes (14; 15), stroke and other 

neurological conditions (16; 17; 18), and arthritis (19). 

 Early intervention in foot disease (especially for people with diabetes) is likely to reduce 

overall health care costs for patients (20). 

 The Reference Group agreed that although podiatrists have a similar scope of practice, 

orthotists and prosthetists are uniquely positioned to provide orthotic and prosthetic 

services in complex cases. As such, the Reference Group agreed that their inclusion in 

the MBS would improve clinical outcomes. 

 The Reference Group agreed that the total cost of this recommendation is likely to be 

low, as orthotic and prosthetic services will likely be an (appropriate) substitute for 

podiatry appointments under M3 items. 

 There are 220 orthotists/prosthetists (in total) practising privately in Australia (21), 

compared to 3,462 privately practising podiatrists (22). This means that service volume 

is likely to be low.  

 The Reference Group noted that state-funded equipment schemes are in place to fund 

orthoses or prostheses for patients with specific criteria, such as a functional disability. 

The specific gap in care is for clinical services to assess for suitability of orthoses or 

prostheses, and the Reference Group has recommended an item to fill this gap. The 

Reference Group acknowledged that there are other ways—outside the MBS and the 

remit of the Reference Group—to increase the funding for community-based orthotic 

and prosthetic services across Australia but has chosen this as one way to improve 

service delivery. 

 The Reference Group agreed that the Australian Orthotic Prosthetic Association’s 

(AOPA) submission on this topic provides a detailed analysis of the evidence and the 

case for including orthotists and prosthetists, as per this recommendation. (23) 
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 Allied health group services under chronic disease management plans 

(M9 items) 

Table 3: Items 81100–81125 – Allied health group services under chronic disease management plans 

Item Descriptor Schedule fee 

Services 

FY2016-17 

Benefits 

FY2016-17 

Services 5-year 

annual avg. 

growth 

81100 Assessment of suitability for group 

diabetes education service >45 mins 

79.85 1,871 $127,085.65  8.30% 

81105 Diabetes education group service; 2-

12 patients, >=60 mins 

19.90 1,135 $19,238.25  -13.29% 

81110 Assessment of suitability for group 

exercise physiology service >45 mins 

79.85 10,440 $709,080.94  12.86% 

81115 Exercise physiology group service; 2-

12 patients, >=60 mins 

19.90 55,089 $935,701.55  15.14% 

81120 Assessment of suitability for group 

dietetics service >45 mins 

79.85 1,200 $81,489.70  -11.16% 

81125 Dietetics group service; 2-12 patients, 

>=60 mins 

19.90 2,649 $44,905.45  -12.11% 

5.2.1 Recommendation 4 – Incentivise group therapy for chronic disease 

management 

The Reference Group recommends introducing a practice incentive payment for allied health 

professionals who provide group therapy under items 81105, 81115 and 81125. 

5.2.2 Rationale 4 

This recommendation focuses on ensuring adequate access to high-quality allied health 

services for consumers. It is based on the following: 

 The Reference Group agreed that current group therapy items for type 2 diabetes are 

underused. MBS data shows that claims for exercise physiology group services are 

growing at 15 per cent per year, while claims for group diabetes education and dietetics 

services are decreasing at 13 per cent and 12 per cent annually, respectively.  

 The Reference Group agreed that group therapy items are underused because allied 

health professionals face barriers in organising and running group sessions. The 

following barriers limit access to group services for patients: 
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o There are significant fixed costs associated with running group sessions—for 

example, the costs associated with renting or setting up a large room. 

o A significant time investment is required to organise the logistics to run group 

sessions. 

o Allied health professionals need to have a large enough group to cover the costs of 

providing the service, including when patients cancel or do not attend sessions.  

 The Reference Group agreed that introducing a practice incentive payment for allied 

health professionals providing services under items 81105, 81115 and 81125 would 

increase the likelihood that they offer group therapy sessions, thereby increasing access 

for patients and providing a more beneficial modality for the delivery of this treatment.  

5.2.3 Recommendation 5 – Understand the effectiveness of group allied health 

interventions 

The Reference Group recommends: 

a. conducting a systematic review to support evidence-based expansion of group allied 

health interventions.  

b. that this systematic review be conducted to specifically identify: 

(i) The clinical scenarios (across all eligible allied health professions under the 

MBS) in which allied health group interventions provide high-value care to 

patients. 

(ii) The ideal ratio of participants and allied health professionals for group therapy 

(including whether there are different types of professionals—i.e. a 

multidisciplinary team) in each of these high-value clinical scenarios. 

and 

c. the expansion of allied health group therapy be targeted based on the findings of 

this systematic review, by: 

(i) Expanding patient eligibility for M9 MBS items, and 

(ii) Accessing funding outside of the MBS. 

5.2.4 Rationale 5 

This recommendation focuses on ensuring that patients have access to high-quality clinical 

services. It is based on the following: 

 The Reference Group agreed that clinically appropriate group therapy is of high value for 

patients. Compared to individual therapy, group therapy: 
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o Enhances socialisation and peer support. 

o Improves motivation and self-management. 

o Encourages patient independence while under clinical supervision. 

o Can be more cost-effective. 

o Can reduce waiting lists for services and help patients receive care faster. 

o Can enhance the delivery of integrated multidisciplinary care. 

 M9 items under the MBS are currently limited to patients with type 2 diabetes. The 

Reference Group agreed that there are benefits to providing group therapy in other 

patient cohorts. During its review, it noted that the following patient cohorts may 

benefit from multidisciplinary group-based allied health interventions. 

o Patients with heart failure. Exercise-based rehabilitation programs have been shown 

to reduce hospitalisations and improve health-related quality of life for patients with 

heart failure (24). Dietitians are also recommended providers of group education 

sessions for heart failure, and for education and counselling regarding weight 

management and fibre, alcohol, saturated fat and/or caffeine intake (25). 

o Patients with cancer. The Clinical Oncology Society of Australia recommends that 

exercise led by accredited allied health professionals should be integrated into 

standard cancer care. (26) The Cancer Council of Victoria recommends including diet 

and exercise in group exercise programs (27). 

o Children with speech and language delay. Group therapy and individual therapy 

have been shown to lead to similar outcomes (28). 

o Patients receiving pulmonary rehabilitation. The Reference Group notes that an 

application to expand group therapy for pulmonary rehabilitation has been 

submitted to the MSAC (29). 

 A systematic review would allow for equitable and cost-effective expansion of allied 

health group therapy interventions. 

 Implementation of the clinical care recommended in this systematic review could be 

achieved through the MBS, or outside the MBS through a non-fee-for-service structure. 
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 Allied health services for autism, pervasive developmental disorder 

and disability (M10 items)  

Table 4: Items 82000–82035 – Allied health services for autism, pervasive developmental disorder 

and disability 

Item Descriptor 

Schedule 

fee 

Services 

FY2016-17 

Benefits 

FY2016-17 

Services 5-year 

annual avg. 

growth 

82000 Psychology service provided to a child 

(<13 years) by eligible psychologist, 

>=50 mins 

99.75 10,258 $1,300,698.90  10.16% 

82005 Speech pathology service provided to a 

child (<13 years) for diagnosis or 

contribution to PDD/disability 

treatment plan, >=50 mins 

87.95 4,697 $506,641.70  8.21% 

82010 Occupational therapy service provided 

to a child (<13 years) for diagnosis or 

contribution to PDD/disability 

treatment plan, >=50 mins 

87.95 1,146 $110,386.60  9.11% 

82015 Psychology service provided to a child 

(<15 years), for treatment of PDD or an 

eligible disability by eligible 

psychologist, >=50 mins 

99.75 4,645 $540,563.42  1.70% 

82020 Speech pathology service provided to a 

child (<15 years) for PDD/disability 

treatment, >=30 mins 

87.95 20,016 $1,741,776.00  2.41% 

82025 Occupational therapy service provided 

to a child (<15 years) for PDD/disability 

treatment, >=30 mins 

87.95 10,154 $928,442.45  10.15% 

82030 Audiology, optometry, orthoptic or 

physiotherapy service provided to a 

child (<13 years) for diagnosis or 

contribution to PDD/disability 

treatment plan, >=50 mins 

87.95 533 $40,521.53  70.49% 

82035 Audiology, optometry, orthoptic or 

physiotherapy provided to a child (<15 

years) for PDD/disability treatment, 

>=30 mins 

87.95 1,245 $118,236.05  30.81% 
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5.3.1 Recommendation 6 – Improved access to paediatric allied health 

assessments 

The Reference Group recommends: 

a. amending the item descriptor for M10 items to Autism Spectrum Disorder (ASD), 

Complex Neurodevelopmental Disorder (CND) and Disability and remove Pervasive 

Developmental Disorder (PDD). 

b. updating the M10 explanatory notes to reference DSM V and incorporation of PDD 

under ASD in DSM V 

c. the list of eligible disabilities for M10 items should be extended to include: 

(i) Foetal Alcohol Syndrome Disorder (FASD); 

(ii) Lesch-Nyhan Syndrome; and  

(iii) 22 g deletion Syndrome (previously Velocardiofacial Syndrome  

5.3.2 Rationale 6 

This recommendation focuses on ensuring that the MBS provides adequate access to 

paediatric allied health assessments. It is based on the following: 

 This recommendation provides an update to the clinical terminology and condition 

examples aligning M10 items with other MBS specialist paediatric complex plan items.  

 Throughout the MBS Review process, stakeholders have contacted the department 

seeking clarification on the existing MBS Item terminology and in particular the inclusion 

of Foetal Alcohol Syndrome Disorder and other Complex Neurodevelopmental 

Disorders.  This recommendation is in line with the items currently under review by the 

Specialist and Consultant Physician Consultations and Psychiatry Clinical Committee. 

 There may be ongoing work associated with this recommendation requiring further 

amendments ensuring all M10 item descriptors best encapsulate their targeted cohort 

and service provisions. 

5.3.3 Recommendation 7 – Improve access to complex paediatric allied health 

assessments for children with a potential ASD, CND or eligible disability 

diagnosis 

The Reference Group recommends: 

a. increasing the number of assessment items (82000, 82005, 82010 and 82030) 

available for children with a potential ASD, CND or eligible disability diagnosis. 
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b. the number of allied health assessment appointments available for a child with a 

potential ASD, CND or eligible disability diagnosis be increased from four per lifetime 

to eight per lifetime, and  

c. a review by the referring practitioner be required between the first four and 

additional four appointments. 

5.3.4 Rationale 7 

This recommendation focuses on ensuring that the MBS provides adequate services to 

diagnose ASD and eligible disabilities. It is based on the following: 

 National guidelines for ASD assessment (approved by the National Health and Medical 

Research Council [NHMRC]) suggest a two-tiered approach for diagnosis. For patients 

with complex or subtle presentations (tier 2), accurate diagnosis requires a 

multidisciplinary team. Specifically, the guidelines state that diagnosis should be 

conducted by at least two diagnosticians, with input from at least two professional 

informants. Allied health professionals play an important role in this process as 

diagnosticians (psychologists, speech pathologists, occupational therapists) and as 

professional informants (all other allied health professionals) (30) (31). 

 The Reference Group agreed, based on an overview provided by two members working 

in this field, that allied health professionals typically require more than two attendances 

(and often up to four) to adequately assess a child with potential ASD. Four assessment 

appointments do not always allow for adequate allied health input to reach consensus 

on a team diagnosis. 

 The Reference Group noted that assessment services are not provided under the 

National Disability Insurance Scheme (NDIS), and that the MBS provides an important 

service to eligible children. 

 To ensure equitable access to assessment services for patients with eligible disabilities, 

the recommended change to assessment items should apply to both ASD, CND and 

eligible disabilities under the MBS. 

5.3.5 Recommendation 8 – Encourage multidisciplinary planning for children 

with a potential ASD or eligible disability diagnosis 

The Reference Group recommends allowing up to two assessment items to be used for case 

conferencing for children with a potential ASD, CND or eligible disability diagnosis (items 

82000, 82005, 82010 and 82030). 
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Note: Case conferencing involves the referring practitioner and other members of the 

multidisciplinary team assessing a child. The parent may also be present. 

5.3.6 Rationale 8 

This recommendation focuses on ensuring that the MBS provides adequate services to 

accurately diagnose ASD, CND and eligible disabilities. It is based on the following: 

 National guidelines for ASD assessment (as highlighted in Recommendation 6) require 

the diagnostician to weigh input from an allied health diagnostician and other allied 

health informants (including allied health professionals) in making their diagnosis. 

Communication between the referring practitioner and allied health professionals is 

important in making an ASD diagnosis (31). 

 The Reference Group agreed, based on an overview provided by two members working 

in this field, that allied health professionals often undertake case conferences specifically 

to determine whether a child meets the Diagnostic and Statistical Manual, Fifth Edition 

(DSM-5) criteria for ASD or a different eligible disorder. It agreed that these interactions 

are an important part of the ASD diagnostic process and should be enshrined in the 

MBS. 

 The Reference Group agreed that new items are not necessary for this purpose. Allowing 

current assessment items (and those added through Recommendation 6 to be used for 

case conferencing would provide adequate capacity for allied health professionals to 

assess children and liaise with the referring practitioner.  

 Case conferences would not require the child to be present, but the parents of the child 

may be invited to attend.  

 To ensure equitable access to assessment services for patients with eligible disabilities, 

the recommended change to assessment items should apply to both ASD and eligible 

disabilities under the MBS. 

5.3.7 Recommendation 9 – Improve access to M10 treatment items as group 

therapy 

The Reference Group recommends allowing M10 treatment items to be delivered as group 

therapy under the HCWA program, including: 

(i) allowing the 20 M10 treatment items for the HCWA program to be delivered as 

either group therapy (with two to four participants) or individual therapy 

(ii) requiring at least one allied health professional to be present for the full group 

session 
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(iii) allowing all allied health professions to deliver these services when nominated on 

the care plan, and 

(iv) specifying a minimum duration of 60 minutes for group sessions. 

5.3.8 Rationale 9 

This recommendation focuses on ensuring that the MBS provides access to flexible, high-

value care to children with ASD. It is based on the following: 

 Evidence indicates that group-based social skill interventions are at least as effective as 

individual therapy for patients with ASD. Miller et al. conducted a systematic review of 

44 studies on group-based ASD therapy and identified significant evidence 

demonstrating the usefulness of social skills groups as an intervention for adolescents 

with ASD (31). Tachibana et al. showed that for pre-school children with ASD, both 

individual and group interventions showed significant effects (compared to the control 

condition) on overall outcomes of “reciprocity of social interaction towards others.” (32). 

 Group-based interventions provide social and support networks for families facing 

similar challenges.  

 Children and adolescents need group opportunities to generalise social skills learnt in 

individual sessions to small, supported groups of peers. This is a stepping stone to using 

skills in larger groups, such as in kindergarten and at school. Children and adolescents 

also develop a social network and social supports in group treatment. Children and 

adolescents who have no friends often make long-term connections with other 

members in the groups. 

5.3.9 Recommendation 10 – Improve access to M10 items for patients with 

severe speech and language disorders 

The Reference Group recommends: 

a. including patients with severe speech/language disorders in the list of eligible 

disabilities under M10 items 

b. the list of eligible disabilities for M10 items be extended to include: 

(i) Stuttering. 

(ii) Childhood apraxia of speech (CAS). 

(iii) Developmental language disorder, where the child or adolescent scores more 

than 1.5 standard deviations below the mean on a standardised language 

assessment.  
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Note: Further consultation will be needed to determine which language 

assessment to use. Options include the Pre-school Language Scale, Fifth Edition 

(33) and the Clinical Evaluation of Language Fundamentals (34), used in 

conjunction with functional impact reports. 

(iv) Phonological disorder that results in either: 

- A score below 64 per cent for the percentage of consonants correct 

(conversational PCC) in children aged between 4 years, one month and 

eight years, six months. 

- Six missing consonants or six sounds in error across three manner 

categories. 

and 

c. particularly for younger children, developing a list of concerns or “red flags” for GPs 

to use to help identify when children who may have these conditions should be 

referred for assessment (refer to Appendix E for a sample list). 

5.3.10 Rationale 10 

This recommendation focuses on ensuring that the MBS provides equitable access to 

assessment and treatment services for children with disabilities. It is based on the following: 

 Evidence shows that allied health interventions improve outcomes for children with the 

following conditions. 

o Stuttering. Stuttering is a severe communication disorder that can worsen with age 

and become permanent if untreated. Early intervention is the most effective and 

efficient intervention. The Lidcombe program, delivered by a qualified speech 

pathologist, is the gold standard treatment for stuttering in children. (35) A meta‐

analysis (n = 136) of Lidcombe program clinical trials and short exposure 

experiments showed an odds ratio of 7.7 for recovery from stuttering for those 

exposed to the program (36). 

o Developmental language disorder. A Cochrane meta-analysis found that speech 

and language therapy appeared effective for children with phonological or 

vocabulary difficulties (but less effective for children with receptive difficulties). 

(37) Other research supports the effectiveness of speech and language therapy 

(38). 
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o Phonological disorder. Speech and language interventions, as provided by speech 

pathologists, have been shown to be effective in improving clinical outcomes in 

children with phonological difficulties (28). 

o Childhood apraxia of speech. Research into the most effective therapies for CAS 

has expanded during the last five years. Murray et al. recommend that clinicians 

use a variety of treatment methods to improve outcomes. (39) Qualified speech 

pathologists deliver these treatments. 

 The Reference Group agreed, based on clinical experience, that this patient cohort does 

not have adequate access to allied health services through CDM plans and TCAs because 

they are not often considered to have a “chronic condition”. These conditions are not 

always eligible for support under the NDIS (based on clinical experience engaging with 

families with speech, language or stuttering conditions).  

 Adding children with the above conditions to the list of eligible disabilities under the 

MBS would improve access to services through access to associated Schedule fees. 

 The Reference Group agreed that any conditions added to the list of eligible disabilities 

under the MBS should be comparable to existing conditions on the list in terms of 

impact on quality of life. 

5.3.11 Recommendation 11 – Improve access to the ASD and eligible disability 

assessment to people under 25 

The Reference Group recommends increasing the age limits on the following items: 

a. 82000, 82005, 82010 and 82030 – from 13 to 25 years old 

b. 82015, 82020, 82025 and 82035 – from 15 to 25 years old, and 

c. Changing the relevant item descriptors to say “a child or young adult” instead of 

“child”. 

5.3.12 Rationale 11 

This recommendation focuses on ensuring that the MBS provides access to high-quality 

health services for young adults with ASD and/or eligible disabilities. It is based on the 

following: 

 ASD is increasingly being diagnosed between the ages of 13 and 25, particularly in 

people with mental health illnesses, and in parents who may have undiagnosed ASD and 

may seek a diagnosis for themselves after their child has been diagnosed.  
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 There is a need to support young adults with ASD and disabilities as they go through 

important transitions, such as secondary to tertiary education, and education to 

employment; and to address evolving physical and mental health issues associated with 

moving into adulthood. 

 Research has indicated that formal transition plans are often missing for tertiary 

students with ASD. Many students feel the need for extra support, and comorbid 

anxiety, depression and executive function difficulties are major contributors to student 

difficulties (40). 

 National guidelines for ASD assessment (as highlighted in Recommendation 6) specify 

that allied health professionals should be involved in making an ASD diagnosis. (30) 

 For patients over the age of 13 with a potential ASD diagnosis, there is no Schedule fee 

available for allied health assessment services. Patients require a diagnosis to access 

allied health services through Helping Children (people) with Autism Plans/M10 items. If 

patients over 13 who require assessment for ASD and/or eligible disabilities cannot pay 

out of pocket for allied health assessment services, they may remain undiagnosed and 

without treatment. 

 Extending current M10 items for ASD and CND to young adults under 25 years old would 

facilitate high-quality care for Australians presenting late with ASD. 

 To ensure equitable access to services for patients with eligible disabilities, the 

recommended changes should apply to both ASD and eligible disabilities under the MBS. 

 To ensure equitable access to treatment services for children and adolescents, the 

recommended increase in age to 25 should apply to both assessment and treatment 

sessions. 

5.3.13 Recommendation 12 – Improve allied health collaboration during 

assessments 

The Reference Group recommends: 

a. allowing inter-disciplinary referral between allied health professionals during the 

assessment phase for eligible disabilities and ASD (items 82000, 82005, 82010 and 

82030), and 

b. referrals be permitted: 

(i) Within the first group of four allied health assessment appointments under M10 

items (i.e. the referral can come from an allied health professional for the 

second, third or final appointment of this envelope). 
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(ii) Within the second group of four allied health assessment appointments under 

M10 items (i.e. the referral can come from an allied health professional for the 

second, third or final appointment of this envelope), if Recommendation 7 of 

this report is implemented. 

(iii) In consultation and agreement with, but without a physical attendance by, the 

original referring practitioner (i.e. via telephone call, secure messaging): 

- For M10 items for ASD, the original referring practitioner is the referring 

paediatrician or psychiatrist. 

- For M10 items for eligible disabilities, the original referring practitioner is 

the referring specialist, consultant physician or GP. 

5.3.14 Rationale 12 

This recommendation focuses on ensuring that patients with potential ASD and eligible 

disabilities have access to timely diagnosis. It is based on the following: 

 Based on clinical experience, the Reference Group agreed that there are instances 

where inter-disciplinary referral between allied health professionals facilitates a more 

timely diagnosis.  

For example, a paediatrician may refer a child (using M10 items) to a speech pathologist 

for diagnosis of ASD. Based on information collected when assessing the patient, the 

speech pathologist may identify that the patient needs to see another allied health 

professional to meet the diagnostic requirements of the national guidelines for ASD 

assessment (as highlighted in Recommendation 6). Under the current system, the 

patient must return to the paediatrician to get a referral for an assessment appointment 

with the second allied health professional in order to be rebated under the MBS. Wait 

lists for specialists are often long, and requiring a patient to return to the referring 

practitioner for an additional allied health referral can slow down the ASD assessment 

phase. 

 Throughout its discussions on this recommendation, Reference Group members who 

assess patients with potential ASD reported that inter-disciplinary referral between 

allied health professionals already occurs, but there are no Schedule fees for M10 items. 

Instead, patients who are referred to an allied health professional by another allied 

health professional for assessment of ASD or an eligible disability must pay the full cost 

of the service out of pocket or through private health insurance. 

 To ensure equitable access to services for patients with eligible disabilities, the 

recommended changes should apply to both ASD and eligible disabilities under the MBS. 
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6. Longer-term recommendations 

 An allied health research base 

6.1.1 Recommendation 13 – Support the codifying of allied health research and 

evidence 

The Reference Group recommends: 

a. building an allied health research base, and 

b. investing in allied health research—potentially funded by the Medical Research 

Future Fund (MRFF)—in the following ways. 

(i) Collect and publish data on allied health usage patterns across all funding 

streams in one place. This data should provide transparency on which patients 

use which allied health interventions and should be publicly available. 

Information on both the therapy delivered and the outcome measures should be 

collected and included to build a robust data set for future research.  

(ii) Identify priority areas for research, based on gaps in current research and 

burden of disease in the community. The Reference Group noted the following 

topics as high priorities. 

- Effective strategies for establishing behaviour change and self-

management, as well as validated tools to measure this. 

- Effective multidisciplinary/integrated care approaches to CDM and primary 

prevention. 

- Interventions to address the burden of chronic disease in Australia and 

health inequities (for example, among Aboriginal and/or Torres Strait 

Islander peoples, rural and remote communities, people with low socio-

economic status). 

- Long-term outcomes for patients with chronic disease receiving allied 

health interventions. 

- The frequency and intensity (“dose”) of allied health appointments that 

improve outcomes for patients. 
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- The cost-effectiveness profiles of different allied health interventions. 

(iii) Collate available, high-quality evidence for allied health interventions into an 

easy-to-use guide for allied health and other health professionals. 

6.1.2 Rationale 13 

This recommendation focuses on ensuring impactful investment into allied health research. 

It is based on the following: 

 The Reference Group identified three main issues with current allied health research:  

o Data collection and collation on allied health usage patterns across state, federal, 

private health insurance and privately funded allied health services is inadequate. 

For example, an Australian Bureau of Statistics survey revealed a 38 per cent 

average increase in services for 10 allied health professions between 2011-12 and 

2014-15. It is not known why the Australian population is using more services (41). 

o High-quality evidence on the effectiveness of some allied health interventions is 

limited. 

o Available evidence has not been adequately translated into easy-to-use guidelines 

for health care professionals (including non-allied-health professionals, such as GPs). 

 Investing in evidence-based allied health interventions would facilitate the provision of 

cost-effective, high-quality care to Australians. The Reference Group agreed that the 

proposals outlined in Recommendation 13 could identify the best ways to target allied 

health interventions to provide cost-effective, high-value care.  

 The Reference Group noted the following specific issues regarding a lack of effective 

strategies to increase patient compliance: 

o Non-compliance with home exercises in musculoskeletal cohorts can be between 30 

per cent and 50 per cent. This places an additional burden on patients and health 

care providers and may be partially to blame for poor clinical outcomes. Strong 

exercise adherence is linked to improved treatment outcomes in patients 

experiencing neck and back pain and osteoarthritis symptoms.  

o It is widely accepted that there is no gold standard for measuring adherence to 

unsupervised home-based exercise at present. A significant proportion of outcome 

measures used in the literature rely on patient self-report and are therefore 

susceptible to bias.  

o Good adherence requires an individual to change, alter or even maintain a 

behaviour. Reasons affecting adherence rates include perceived barriers such as a 

lack of time, work commitments, the patient’s own beliefs or their self-efficacy 
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regarding the exercise task. For patients with chronic pain, compliance will also 

decrease if the home exercise increases their pain. Improved tracking of patients’ 

coping strategies, pain and difficulties with home-based exercise should improve 

rehabilitation outcomes. 

 Biomedical research tends to dominate Australian health research, but it is not always 

the most cost-effective way to improve outcomes for patients (42). The Reference Group 

agreed that this recommendation would provide an opportunity for the MRFF to invest 

in practical, policy-level research in allied health. 

 The role of telehealth in allied health care 

6.2.1 Recommendation 14 – Improve access to allied health services via 

telehealth 

The Reference Group recommends: 

a. undertaking a follow-on piece of work detailing the highest-value opportunities for 

telehealth integration into allied health care, to gather national evidence, building 

on existing research on telehealth interventions conducted at the state and territory 

level and in federally funded trials and to identify: 

(i) Telehealth interventions provided by allied health professionals with evidence 

for comparable or superior clinical outcomes (compared with face-to-face 

interventions). 

(ii) Cost savings associated with using telehealth in allied health care. 

(iii) The views of consumers and feedback on telehealth use in allied health care. 

(iv) Exploring the use of telehealth interventions to complement existing models of 

care, especially for rural and remote areas. 

b. in the interim, creating a new MBS item for the provision of telehealth services for 

patients consulting with an allied health professional via teleconference, with the 

following restrictions: 

(i) The patient must not be an admitted patient. 

(ii) The patient must be located both within a telehealth-eligible area and at least 

35 kilometres by road from the allied health professional. 

(iii) The patient must reside in a rural or remote region (defined as Modified 

Monash Regions 4 to 7). 
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(iv) The allied health professional must be a primary health care provider for the 

patient, defined as having had at least two face-to-face consultations with the 

patient. 

and 

c. that the new item should only be claimable for types of allied health professionals 

who can deliver the same outcomes via teleconference as in face-to-face 

consultations to ensure that there is no compromise in service delivery or standard 

of care.  

6.2.2 Rationale 14 

This recommendation focuses on improving access to effective telehealth services. It is 

based on the following: 

 The Reference Group acknowledged that telehealth could be used to improve delivery of 

allied health care for rural and remote populations. However, it also noted that the 

current fee-for-service system under the MBS does not always create the right 

incentives for telehealth.  

 There are 382 allied health professionals per 100,000 people in metropolitan areas, 

compared to just 136 in remote/very remote areas. (43) In rural and remote areas, one 

in five patients report that they experience longer-than-acceptable waits to access 

health services (44). 

 The Reference Group agreed that this recommendation has the following benefits: 

o It would increase allied health service provision in remote, regional and rural areas. 

This would decrease the need for patients in rural and remote communities to travel 

(and take time off work) to receive allied health care. 

o For providers already providing telehealth services, the recommendation would 

reduce out-of-pocket fees by allowing rebates for patients. This would relieve the 

financial burden on patients who already face the hardships of distance, limited 

service provision and inequitable access to services. 

o The recommendation would increase local employment by creating opportunities 

for locally based allied health assistants (who may provide patient-side support).  

 There is some evidence to support telehealth interventions in allied health care. A recent 

Australian review of allied health video consultation services found that clinical 

outcomes have generally been similar to outcomes for usual care, although it 
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acknowledged large differences in the breadth and quality of evidence between 

different allied health professionals (45).  

 There is evidence that telephone counselling by a dietitian achieves dietary behaviour 

change and improves metabolic parameters in individuals with metabolic syndrome. 

Swanepoel and Hall (2010) conducted a systematic review of telehealth applications in 

audiology and found that outcome measures for conventional face-to-face services and 

remote telehealth services were similar, with no negative impact on patients who 

received telehealth services. Various types of audiological assessment were found to be 

viable, such as otoscopy, pure-tone audiometry, immitance audiometry, otoacoustic 

emission, and auditory brainstem response audiometry, with no clinically significant 

differences in results compared to face-to-face administration of these assessments 

(46). 

 Non-fee-for-service allied health payment models 

6.3.1 Recommendation 15 - Pilot non-fee-for-service allied health payment 

models 

The Reference Group recommends: 

a. undertaking a piece of work to understand how bundled and other non-fee-for-

service remuneration models could help to better integrate allied health into the 

Australian primary health care system, to include the following: 

(i) Undertaking a cost-effectiveness analysis on the benefit of better integrating 

allied health into Australian primary health care. 

(ii) Reviewing patient groups, diseases and conditions that would benefit most from 

such integration. 

(iii) Designing and detailing remuneration models that would help to improve 

integration of allied health into the health care system. 

(iv) Monitoring patient outcomes from increased allied health intervention. 

(v) Determining a pilot approach for implementation of these findings.  

and 

b. any pilot of a non-fee-for-service system for allied health care in Australia should 

preserve the autonomy of allied health professionals and should be voluntary for 

patients. 

6.3.2 Rationale 15 

This recommendation focuses on incentivising high value care. It is based on the following: 
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 The MBS fee-for-service system does not always provide the right incentives for high-

value care. 

 The fee-for-service system may not always improve patient outcomes via allied health 

care in the most timely or cost-effective way. 

 There is some evidence that allied health improves patient outcomes and is cost-

effective for the health care system (Appendix D). 

 A research project could identify the most efficient and effective models to maximise the 

potential benefits of allied health care. 

 Communication between patients, allied health professionals and GPs 

6.4.1 Recommendation 16 – Enhance communication between patients, allied 

health professionals and GPs 

The Reference Group recommends: 

a. investing in a CDM pathway education campaign for allied health professionals and 

GPs (especially if the MBS Review results in significant changes). This should 

promote shared decision-making, which integrates a patient’s values and care goals 

with the best available clinical evidence in order to make treatment decisions 

b. improving communication between allied health professionals and GPs by: 

(i) Providing financial support for GPs and private allied health professionals to set 

up secure messaging systems. This would enable fast, confidential 

communication. 

(ii) Promoting more formal referrals between GPs and allied health professionals. 

Referrals under CDM plans should take the form of a referral letter, similar to a 

referral to any other medical specialist (although these could still be sent 

virtually via a secure system). 

(iii) Ensuring, where possible, that all referrals and communication are uploaded to 

My Health Record (for patients who have not opted out). This should include 

information on the number of used and available allied health appointments 

under a patient’s CDM plan. This will allow allied health professionals and GPs to 

accurately inform patients about their care and likely associated costs. 

and 

c. streamlining referrals from one allied health professional to another, in consultation 

with a GP. The above methods for enhancing communication between practitioners 
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could foster faster communication when referral to another allied health 

professional may be appropriate. 

6.4.2 Rationale 16 

This recommendation focuses on simplifying and streamlining communication between 

allied health professionals, GPs and consumers. It is based on the following: 

 The Reference Group identified several issues relating to communication between GPs, 

patients and allied health professionals.  

o Consumers are often unaware of the number of rebated appointments that are 

available for allied health MBS items throughout their treatment, and that there is 

likely to be a gap payment. This can be due to a lack of information for consumers, 

leading to an assumption that the service will be free. 

o Consumers are often unaware of why they have been referred to an allied health 

professional. 

o Standardised CDM item forms lack scope for referral details, which means that allied 

health professionals have limited information to inform their treatment. This 

sometimes results in consumers needing to return to the referring practitioner, 

which is time-consuming, delays treatment and is less efficient. 

o Inflexible communication methods between allied health professionals and GPs 

(often telephone is the only option) limits allied health professionals’ ability to clarify 

components of a patient’s care plan.  

o Although software for secure communications is available, allied health 

professionals often cannot afford to invest in it. 

 Consumers will benefit from the above recommendation because it will increase 

transparency in their care and improve the efficiency of CDM care pathways. The 

Reference Group noted, as an example, the work done by the Brisbane South PHN in 

improving communication between providers for CDM. 

 Non-dispensing pharmacists 

6.5.1 Recommendation 17 – Allow non-dispensing pharmacists to access allied 

health items 

The Reference Group recommends adding an item to allow pharmacists to provide 

medication management services to patients with complex care requirements outside of 

usual retail pharmacy operations as part of TCAs under M3 MBS items (up to twice a year). 
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6.5.2 Rationale 17 

This recommendation focuses on improving access to medication education and 

management. It is based on the following: 

 Pharmacists are not included in the individual allied health services (items 10950–10970) 

for CDM items.  

 An estimated 230,000 medication-related hospital admissions occur each year, with an 

estimated annual cost of $1.2 billion (47). These admissions are potentially avoidable. 

 Pharmacy‐led medication reconciliation interventions were found to be an effective 

strategy to reduce medication discrepancies (48). 

 Consultations undertaken by pharmacists located within primary health care clinics have 

been shown to be effective in identifying and resolving medication-related problems in 

patients with complex care requirements (49; 50). 

 Several submissions to the MBS Review supported funding for pharmacists to deliver 

medication management services as a way of improving health outcomes and reducing 

medication-related hospitalisations. This included submissions from the Northern 

Territory Government, the Pharmaceutical Society of Australia and the Australian 

Healthcare and Hospitals Association.  

 The Australian Medical Association (AMA) and the Pharmaceutical Society of Australia 

(PSA) has released a proposal to make non-dispensing pharmacists a key part of the 

future general practice health care team allowing potential of savings of public funds 

and avoidable hospitalisations (52). 

 The role of allied health in the Australian public health care system 

6.6.1 Recommendation 18 - Expand the role of allied health in the Australian 

public health care system 

The Reference Group recommends: 

a. facilitating equitable access to clinically appropriate allied health services for 

individuals with identifiable risk factors for chronic disease in order to prevent the 

occurrence, or delay the onset, of chronic conditions (primary prevention) 

b. that this could be achieved in the following ways. 

(i) Through the MBS:  
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- Enable MBS-funded allied health services to be accessed through health 

assessment items.  

- Create a GP Primary Prevention Plan (GPPP) to provide access to evidence-

based allied health interventions for people with identifiable risk factors 

who do not meet the criteria for a GPMP—for example, individuals with 

pre-diabetes, hypertension, hypercholesterolemia or high body mass index 

(BMI; overweight/obesity). 

(ii) Outside the MBS:  

- Expand publicly funded, community-based allied health group interventions 

aimed at lifestyle modification, potentially through state and territory 

funding. 

and 

c. eligible risk factors should include those with high prevalence and a large impact on 

health status such as those identified in the 2011 Australian Burden of Disease Study 

(51), including: 

(i) Tobacco use (accounting for 9.0 per cent of the total burden). 

(ii) High BMI, related to overweight and obesity (7.0 per cent of the total burden, 

based on enhanced analysis by the Australian Institute of Health and Welfare 

published in 2017, which used updated evidence of diseases associated with 

overweight and obesity and enhanced modelling techniques). 

(iii) Alcohol use (5.1 per cent of the total burden). 

(iv) Physical inactivity (5.0 per cent of the total burden). 

(v) High blood pressure (4.9 per cent of the total burden). 

6.6.2 Rationale 18 

This recommendation focuses on enhancing the complimentary role of allied health across 

the health system. It is based on the following: 

 Allied health services are not leveraged enough to help Australia reach its strategic 

objectives for chronic disease. These objectives can be broken down into three desirable 

outcomes (52): 

o Reduce the proportion of Australians living with preventable chronic conditions or 

associated risk factors. 
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o Meet the voluntary global targets outlined in the World Health Organization’s Global 

Action Plan for the Prevention and Control of Non-communicable Diseases 2013–

2020 (53). 

o Provide timely interventions to Australians with chronic conditions or associated risk 

factors to achieve optimal health outcomes. 

 Currently, the MBS and state and territory government services are the primary avenues 

through which patients with chronic disease can access publicly funded community-

based allied health services. The MBS does not enable equitable access to lifestyle 

modification interventions and primary prevention facilitated by allied health 

professionals for people with identifiable risk factors of chronic disease. 

 Investing in preventive health care offers the opportunity to improve clinical outcomes, 

reduce the burden of disease in the community and deliver cost savings to the Australian 

health system. 

 A report commissioned by the Australian National Preventive Health Agency (2012), 

titled The Role of Australian Primary Health Care in the Prevention of Chronic Disease, 

supported referral programs to reduce risk factors for chronic disease, including those 

delivered by allied health professionals (54). This review noted the following: 

o There is increasing evidence that brief interventions in general practice—especially 

for diet, physical activity, weight and multiple risk factors of chronic disease—are 

important and valuable, but insufficient to achieve and maintain behaviours and 

physiological changes. 

o Referral programs need to be of sufficient intensity (usually at least six sessions over 

several months) to be effective and sustainable. 

o Referral programs should be integrated into primary health care, with primary 

health care providers involved in initial assessment and long-term follow-up. 

o Maintenance of behaviour change is the major goal of long-term monitoring and 

support. 

 There is evidence to support the efficacy of allied health interventions in reducing risk 

factors for and progression to chronic disease, including:  

o Impaired glucose tolerance (pre-diabetes): Exercise has been shown to improve 

blood glucose control, reduce cardiovascular risk factors, contribute to weight loss 

and improve well-being in patients with pre-diabetes (55). Improvements in diet and 

physical activity have specifically been shown to delay the incidence of type 2 

diabetes in people with impaired glucose tolerance (pre-diabetes) (56). Other 

studies have shown that these interventions are also cost-effective. For example, a 
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systematic review identified median incremental cost-effectiveness returns for diet 

and physical activity promotion programs of $13,761 per quality adjusted life year 

(QALY) saved. For people with pre-diabetes, delivery of an exercise intervention by 

an accredited exercise physiologist brings expected annual savings in health system 

expenditure of $1,977 per person (57). 

o Hypertension: Lifestyle modification, including increased physical activity and 

dietary changes, is considered a first-line treatment for patients with low-risk 

profiles aiming to reduce blood pressure while concurrently reducing the risk of 

cardiovascular events (57). The Activity, Diet and Blood Pressure Trial’s (ADAPT) 16-

week lifestyle modification program promotes weight loss; a low‐sodium diet, high 

in fruit, vegetables and fish; increased physical activity; and reduced alcohol intake. 

It has been shown to lead to short- and medium-term benefits, with the potential 

for long‐term reduction of cardiovascular risk in patients treated for hypertension 

(58). It is recognised that allied health professionals (for example, exercise 

physiologists, physiotherapists, dietitians) play an important role in the management 

of patients with hypertension by influencing and reinforcing appropriate lifestyle 

behaviours to achieve blood pressure control (59) (60). 

 

7. Impact statement 

Both consumers and allied health professionals are expected to benefit from the 

recommendations in this report. In making its recommendations, the Reference Group’s 

primary focus was ensuring consumer access to high-quality allied health services. The 

Reference Group also considered each recommendation’s impact on allied health 

professionals to ensure that it was fair and reasonable. 

Consumers will benefit from the Reference Group’s recommendations through improved 

access to higher quality allied health services that complement primary care stewardship, 

particularly in chronic disease management, complex developmental disorder 

management and high-quality group therapy. 
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 Improved access to allied health services: The Reference Group has recommended to 

expand the number of MBS-funded allied health consultations for patients who have 

complex and chronic conditions. The Reference Group’s recommendation for 

expanding the number of MBS-funded consultations for patients with chronic 

conditions would help ensure that the best preventive and treatment outcomes are 

provided. The Reference Group’s recommendation for new orthotic and prosthetic 

items would support timely and appropriate preparation and education for patients 

when given their prosthesis. Increasing the number of appointments for children being 

assessed for ASD or other eligible disabilities would help these patients to be correctly 

diagnosed and assessed by the appropriate range of allied health professionals. 

Including severe speech and language disorders in the M10 would recognise the 

impact of speech and language disabilities in the community, and provide an 

appropriate avenue for treatment. Improving allied health access to telehealth would 

promote timely allied health advice and follow up for patients in rural and remote 

regions.  

 Removing inefficiencies and barriers to care: The Reference Group has recommended 

that available allied health services be expanded where they are integral to effective, 

holistic care. Allowing allied health services to be accessed through GP-led primary 

prevention plans would help patients with risk factors and chronic conditions receive 

appropriate allied health services early. Longer assessment consultations would ensure 

that patients with complex or chronic conditions are provided with a comprehensive 

assessment and follow up care. Broadening assessment items to allow more 

appropriate allied health professionals to be involved in the diagnosis and case 

management of patients would expand patients’ access to the most comprehensive 

healthcare available. Extending disability assessment and treatments for ASD and 

eligible disabilities to persons under the age of 25 would promote continuous support 

for young adults through important life transitions. Allowing practitioners to 

communicate with each other through case conferencing would support timely, 

appropriate care. 

 Improved patient access to high quality group therapies: The Reference Group has 

recommended that group therapies be incentivised and expanded. Allowing M10 
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treatment items to be delivered as group therapy would help realise the social and 

support benefits of groups, particularly for children and carers. Increasing the schedule 

fee for certain group therapies would also improve the viability of these high-quality 

interventions as a business model. 

 

Allied health professionals would benefit from the Reference Group’s recommendations 

through a more accurate representation of their scope of practice being reflected in the 

MBS, and through the increased financial recognition of the care they provide. Allied health 

professionals, more broadly, would benefit from the Reference Group’s recommendations 

by having increased choice in working models as allied healthcare becomes a financially and 

structurally viable option. 

Consumers, allied health professionals and the Australian health care system would benefit 

from overall increased investment in allied health, particularly in allied health research and 

future models of allied health financing. These benefits would accrue from high-quality, 

cost-effective prevention and treatment outcomes that benefit patients and the 

community both now and into the future. 
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9. Glossary 

Term Description 

AHPRA Australian Health Practitioner Regulation Agency 

ASD Autism spectrum disorder 

BMI Body mass index 

CAGR Compound annual growth rate or the average annual growth rate over a specified 

time period.  

CAS Childhood apraxia of speech 

CDD Complex Neurodevelopmental Disorder  

CDM Chronic disease management 

Change When referring to an item, “change” describes when the item and/or its services 

will be affected by the recommendations. This could result from a range of 

recommendations, such as: (i) specific recommendations that affect the services 

provided by changing item descriptors or explanatory notes; (ii) the consolidation 

of item numbers; and (iii) splitting item numbers (for example, splitting the current 

services provided across two or more items). 

Delete Describes when an item is recommended for removal from the MBS and its 

services will no longer be provided under the MBS 

Department, The The Australian Government Department of Health 

GP General practitioner 

GPMP GP Management Plan 

GPPCCC General Practice and Primary Care Clinical Committee 

HCWA program Helping Children with Autism program 
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High-value care Services of proven efficacy reflecting current best medical practice, or for which 

the potential benefit to consumers exceeds the risk and costs 

Inappropriate use / misuse The use of MBS services for purposes other than those intended. This includes a 

range of behaviours, from failing to adhere to particular item descriptors or rules 

through to deliberate fraud. 

Low-value care Services that evidence suggests confer no or very little benefit on consumers; or for 

which the risk of harm exceeds the likely benefit; or, more broadly, where the 

added costs of services do not provide proportional added benefits. 

MBS Medicare Benefits Schedule  

MBS item An administrative object listed in the MBS and used for the purposes of claiming 

and paying Medicare benefits, consisting of an item number, service descriptor and 

supporting information, schedule fee and Medicare benefits. 

MBS service The actual medical consultation, procedure or test to which the relevant MBS item 

refers 

Minister, The Minister for Health 

Misuse (of MBS item) The use of MBS services for purposes other than those intended. This includes a 

range of behaviours, from failing to adhere to particular item descriptors or rules 

through to deliberate fraud. 

MRRF Medical Research Future Fund 

MSAC Medical Services Advisory Committee 

NASRHP National Alliance of Self Regulating Health Professionals 

NDIS National Disability Insurance Scheme 

New service  Describes when a new service has been recommended, with a new item number. In 

most circumstances, new services will need to go through the MSAC. It is worth 

noting that implementation of the recommendation may result in more or fewer 

item numbers than specifically stated.  

NHMRC National Health and Medical Research Centre 

No change or leave 

unchanged 

Describes when the services provided under these items will not be changed or 

affected by the recommendations. This does not rule out small changes in item 

descriptors (for example, references to other items, which may have changed as a 

result of the MBS Review or prior reviews). 
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Obsolete services / items Services that should no longer be performed as they do not represent current 

clinical best practice and have been superseded by superior tests or procedures 

PBS Pharmaceutical Benefits Scheme 

PDD Pervasive development disorder 

PHN Primary health network 

Reference Group, The Allied Health Reference Group of the MBS Review 

Services average annual 

growth 

The average growth per year, over five years to 2014-15, in utilisation of services. 

Also known as the compound annual growth rate (CAGR). 

Taskforce, The MBS Review Taskforce  

Total benefits Total benefits paid in 2014-15 unless otherwise specified. 
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 Full list of in-scope items 

Table A.1 Items 10951–10970 

Item Descriptor Schedule fee 

Services 

FY2016-17 

Benefits 

FY2016-17 

Services 5-year 

annual avg. growth 

10951 Diabetes education service to person with 

chronic condition under a care plan >20 

mins 

62.25 92,688 $4,937,916 5.0% 

10952 Audiology education service to person 

with chronic condition under a care plan 

>20 mins 

62.25 1,868 $105,655 12.4% 

10953 Exercise physiology service to person with 

chronic condition under a care plan >20 

mins 

62.25 279,323 $14,908,153  20.9% 

10954 Dietetics service to person with chronic 

condition under a care plan >20 mins 

62.25 414,899 $22,172,147  10.5% 

109562 Mental health service to person with 

chronic condition under a care plan >20 

mins 

62.25 5,726 $332,292  9.6% 

10958 Occupational therapy service to person 

with chronic condition under a care plan 

>20 mins 

62.25 69,219 $4,158,674  16.1% 

10960 Physiotherapy service to person with 

chronic condition under a care plan >20 

mins 

62.25  2,197,772 $117,264,835  16.6% 

10962 Podiatry service to person with chronic 

condition under a care plan >20 mins 

62.25  3,009,782 $159,800,577  12.8% 

10964 Chiropractic service to person with chronic 

condition under a care plan >20 mins 

62.25  354,501 $18,775,603  14.3% 

10966 Osteopathy service to person with chronic 

condition under a care plan >20 mins 

62.25  165,201 $8,876,660  13.9% 

                                                           

 

 

2 Also in the Mental Health Reference Group’s area of responsibility. 
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Item Descriptor Schedule fee 

Services 

FY2016-17 

Benefits 

FY2016-17 

Services 5-year 

annual avg. growth 

109681 Psychology service for person with chronic 

condition under a care plan, >20 mins 

62.25  28,390 $2,131,564  23.1% 

10970 Speech pathology service to person with 

chronic condition under a care plan >20 

mins 

62.25  156,592 $9,025,165  7.3% 

Table A. 2 Items 81100–81125 

Item Descriptor Schedule fee 

Services 

FY2016-17 

Benefits 

FY2016-17 

Services 5-year 

annual avg. growth 

81100 Assessment of suitability for group diabetes 

education service >45 mins 

79.85 1,871 $127,085.65  8.30% 

81105 Diabetes education group service; 2-12 

patients, >=60 mins 

19.90 1,135 $19,238.25  -13.29% 

81110 Assessment of suitability for group exercise 

physiology service >45 mins 

79.85 10,440 $709,080.94  12.86% 

81115 Exercise physiology group service; 2-12 

patients, >=60 mins 

19.90 55,089 $935,701.55  15.14% 

81120 Assessment of suitability for group dietetics 

service >45 mins 

79.85 1,200 $81,489.70  -11.16% 

81125 Dietetics group service; 2-12 patients, >=60 

mins 

19.90 2,649 $44,905.45  -12.11% 

Table A.3 Items 82000–82035 

Item Descriptor 

Schedule 

fee 

Services FY2016-

17 

Benefits 

FY2016-17 

Services 5-year 

annual avg. growth 

82000 Psychology service provided to a child (<13 

years) by eligible psychologist, >=50 mins 

99.75 10,258 $1,300,698.90  10.16% 

82005 Speech pathology service provided to a 

child (<13 years) for diagnosis or 

contribution to PDD/disability treatment 

plan, >=50 mins 

87.95 4,697 $506,641.70  8.21% 

82010 Occupational therapy service provided to a 

child (<13 years) for diagnosis or 

contribution to PDD/disability treatment 

plan, >=50 mins 

87.95 1,146 $110,386.60  9.11% 
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Item Descriptor 

Schedule 

fee 

Services FY2016-

17 

Benefits 

FY2016-17 

Services 5-year 

annual avg. growth 

82015 Psychology service provided to a child (<15 

years), for treatment of PDD or an eligible 

disability by eligible psychologist, >=50 

mins 

99.75 4,645 $540,563.42  1.70% 

82020 Speech pathology service provided to a 

child (<15 years) for PDD/disability 

treatment, >=30 mins 

87.95 20,016 $1,741,776.00  2.41% 

82025 Occupational therapy service provided to a 

child (<15 years) for PDD/disability 

treatment, >=30 mins 

87.95 10,154 $928,442.45  10.15% 

82030 Audiology, optometry, orthoptic or 

physiotherapy service provided to a child 

(<13 years) for diagnosis or contribution to 

PDD/disability treatment plan, >=50 mins 

87.95 533 $40,521.53  70.49% 

82035 Audiology, optometry, orthoptic or 

physiotherapy provided to a child (<15 

years) for PDD/disability treatment, >=30 

mins 

87.95 1,245 $118,236.05  30.81% 
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 Full list of recommendations 

Recommendation 1 – Encourage comprehensive initial assessments by allied health professionals 

The Reference Group recommends: 

a. creating a new item (109AA) for an initial allied health appointment of at least 40 minutes 

b. placing the following restrictions: 

(iv) claiming to the first attendance for a unique presentation and a maximum of one per 

patient, per provider, per calendar year 

(v) claiming by allied health professionals in the same practice providing care for the same 

unique presentation, and 

(vi) co-claiming with M3 items (10950–10970) and M9 items for assessing the suitability of 

group sessions (81100, 82110 and 81120), 

c. the proposed item descriptor as follows: 
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d. the proposed explanatory notes as follows: 

New Item 109AA – example text 

Initial allied health service provided to a person by an eligible allied health provider, if: 

a) the service is provided to a person who has: 

i. a chronic condition; and 

ii. complex care needs being managed by a medical practitioner (including a 
general practitioner, but not a specialist or consultant physician) under a 
shared care plan or under both a GP Management Plan and Team Care 
Arrangements or, if the person is a resident of an aged care facility, the 
person’s medical practitioner has contributed to a multidisciplinary care plan; 
and 

b) the service is recommended in the person’s Team Care Arrangements, 
multidisciplinary care plan or shared care plan as part of the management of the 
person’s chronic condition and complex care needs; and 

c) the person is referred to the eligible allied health provider by the medical 
practitioner using a referral form that has been issued by the Department or a 
referral form that contains all the components of the form issued by the 
Department; and 

d) the person is not an admitted patient of a hospital; and 

e) the service is provided to a patient for the first attendance for a unique 
presentation 

f) the service is provided to the person individually and in person; and 

g) the service is of at least 40 minutes duration; and 

h) an initial assessment service has not already been provided by an allied health 
provider of the sample profession (e.g. physiotherapy) for the same unique 
presentation in the same practice (where it is practical to gather this information); 
and 

i) after the service, the eligible allied health provider gives a written report to the 
referring medical practitioner mentioned in paragraph (c). 

j) for a service for which a private health insurance benefit is payable - the person 
who incurred the medical expenses for the service has elected to claim the 
Medicare benefit for the service, and not the private health insurance benefit; 

- to a maximum of one service per eligible allied health provider per patient per 
year  

- Not to be claimed with items 81100, 82110, 81120 or 10950–10970. 
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Recommendation 2 – Expand allied health involvement under team care arrangements 

The Reference Group recommends: 

a. increasing the number of allied health appointments under GP Management Plans (GPMPs) 

and team care arrangements (TCAs) by stratifying patients to identify those with more 

complex care requirements (items 721 and 723) 

b. creating a follow-on piece of work that identifies and details a model to stratify patients with 

a GPMP who could benefit from additional allied health appointments 

c. consideration of the following: 

(i) Patients identified under this stratification model could receive an additional envelope 

of appointments with an eligible allied health professional (for example, five or more) 

after accessing the first envelope of five appointments.  

(ii) Multiple stratification dimensions could be used, including: 

- The number of chronic conditions a patient has (defined by chronic conditions 

eligible for a GPMP). 

- The severity of the chronic conditions. 

- The discretion of the referring practitioner, based on the number of chronic 

conditions and/or the severity of those conditions. 

(iii) The follow-on piece of work should test and identify the most appropriate stratification 

approach, 

and 

New Item 109AA Explanatory note – example text 

A unique presentation includes: 

- A primary (presenting) complaint for which the allied health professional has 
not seen the patient before. 

- A primary (presenting) complaint for which the allied health professional has 
seen the patient before, but where a significant change in the quality or 
severity of the complaint necessitates reassessment. 

Allied health professionals in the same practice are expected to share information 

about the initial appointment findings, where clinically relevant. 
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d. implementation of the new model be phased, so that the effects of additional allied health 

appointments on health outcomes can be studied during a pilot period with consideration 

that this process could include: 

(i) A pilot with a limited sample size of the population receiving TCAs. 

(ii) A study of the health outcomes of patients in this pilot program over a multi-year 

period, compared with patients with TCAs who are not in the pilot patient sample 

(control group). 

(iii) Targeted expansion of the increased number of allied health appointments to the rest of 

the chronic disease patient population in Australia, based on the findings from the pilot. 

Recommendation 3 – Improve access to orthotic or prosthetic services 

The Reference Group recommends: 

a. creating a new item (109BB) in the M3 group for the delivery of orthotic or prosthetic 

services, lasting at least 40 minutes 

b. allowing this item to be claimed when referred by a GP as part of a CDM plan (item 721), 

including TCAs (item 723) 

c. specifying in the explanatory notes that eligible allied health professionals include 

prosthetists and orthotists 

d. capping the number of times this item can be claimed to once per patient, per calendar year 

e. the proposed item descriptor as follows: 
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Recommendation 4 – Incentivise group therapy for chronic disease management 

The Reference Group recommends introducing a practice incentive payment for allied health 

professionals who provide group therapy under items 81105, 81115 and 81125. 

Recommendation 5 – Understand the effectiveness of group allied health interventions 

The Reference Group recommends: 

New Item 109BB – example descriptor 

Orthotic or prosthetic allied health service provided to a person by an eligible allied 

health provider, if: 

a) the service is provided to a person who has: 

i. a chronic condition; and 

ii. complex care needs being managed by a medical practitioner 
(including a general practitioner, but not a specialist or consultant 
physician) under a shared care plan or under both a GP 
Management Plan and Team Care Arrangements or, if the person is 
a resident of an aged care facility, the person’s medical practitioner 
has contributed to a multidisciplinary care plan; and 

b) the service is recommended in the person’s Team Care Arrangements, 
multidisciplinary care plan or shared care plan as part of the management of 
the person’s chronic condition and complex care needs; and 

c) the person is referred to the eligible allied health provider by the medical 
practitioner using a referral form that has been issued by the Department or 
a referral form that contains all the components of the form issued by the 
Department; and 

d) the person is not an admitted patient of a hospital; and 

e) the service is provided to the person individually and in person; and 

f) the service is of at least 40 minutes duration; and 

g) after the service, the eligible allied health provider gives a written report to 
the referring medical practitioner mentioned in paragraph (c). 

h) for a service for which a private health insurance benefit is payable - the 
person who incurred the medical expenses for the service has elected to 
claim the Medicare benefit for the service, and not the private health 
insurance benefit; 

- to a maximum of one service per year. 
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f. conducting a systematic review to support evidence-based expansion of group allied health 

interventions.  

g. that this systematic review be conducted to specifically identify: 

(i) The clinical scenarios (across all eligible allied health professions under the MBS) in 

which allied health group interventions provide high-value care to patients. 

(ii) The ideal ratio of participants and allied health professionals for group therapy 

(including whether there are different types of professionals—i.e. a multidisciplinary 

team) in each of these high-value clinical scenarios. 

and 

h. the expansion of allied health group therapy be targeted based on the findings of this 

systematic review, by: 

(i) Expanding patient eligibility for M9 MBS items, and 

(ii) Accessing funding outside of the MBS. 

Recommendation 6 – Improved access to paediatric allied health assessments 

The Reference Group recommends: 

i. amending the item descriptor for M10 items to Autism Spectrum Disorder (ASD), Complex 

Neurodevelopmental Disorder (CND) and Disability and remove Pervasive Developmental 

Disorder (PDD). 

j. updating the M10 explanatory notes to reference DSM V and incorporation of PDD under 

ASD in DSM V 

k. the list of eligible disabilities for M10 items should be extended to include: 

(i) Foetal Alcohol Syndrome Disorder (FASD); 

(ii) Lesch-Nyhan Syndrome; and  

(iii) 22 g deletion Syndrome (previously Velocardiofacial Syndrome  

Recommendation 7 – Improve access to complex paediatric allied health assessments for children 

with a potential ASD, CND or eligible disability diagnosis 

The Reference Group recommends: 

a. increasing the number of assessment items (82000, 82005, 82010 and 82030) available for 

children with a potential ASD, CND or eligible disability diagnosis. 
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b. the number of allied health assessment appointments available for a child with a potential 

ASD, CND or eligible disability diagnosis be increased from four per lifetime to eight per 

lifetime, and  

c. a review by the referring practitioner be required between the first four and additional four 

appointments. 

Recommendation 8 – Encourage multidisciplinary planning for children with a potential ASD or 

eligible disability diagnosis 

The Reference Group recommends allowing up to two assessment items to be used for case 

conferencing for children with a potential ASD, CND or eligible disability diagnosis (items 82000, 

82005, 82010 and 82030). 

Note: Case conferencing involves the referring practitioner and other members of the 

multidisciplinary team assessing a child. The parent may also be present. 

Recommendation 9 – Improve access to M10 treatment items as group therapy 

The Reference Group recommends allowing M10 treatment items to be delivered as group therapy 

under the HCWA program, including: 

(i) allowing the 20 M10 treatment items for the HCWA program to be delivered as either 

group therapy (with two to four participants) or individual therapy 

(ii) requiring at least one allied health professional to be present for the full group session 

(iii) allowing all allied health professions to deliver these services when nominated on the care 

plan, and 

(iv) specifying a minimum duration of 60 minutes for group sessions. 

Recommendation 10 – Improve access to M10 items for patients with severe speech and language 

disorders 

The Reference Group recommends: 

d. including patients with severe speech/language disorders in the list of eligible disabilities 

under M10 items 

e. the list of eligible disabilities for M10 items be extended to include: 

(i) Stuttering. 

(ii) Childhood apraxia of speech (CAS). 
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(iii) Developmental language disorder, where the child or adolescent scores more than 1.5 

standard deviations below the mean on a standardised language assessment.  

Note: Further consultation will be needed to determine which language assessment to 

use. Options include the Pre-school Language Scale, Fifth Edition (33) and the Clinical 

Evaluation of Language Fundamentals (34), used in conjunction with functional impact 

reports. 

(iv) Phonological disorder that results in either: 

- A score below 64 per cent for the percentage of consonants correct (conversational 

PCC) in children aged between 4 years, one month and eight years, six months. 

- Six missing consonants or six sounds in error across three manner categories. 

and 

f. particularly for younger children, developing a list of concerns or “red flags” for GPs to use 

to help identify when children who may have these conditions should be referred for 

assessment (refer to Appendix E for a sample list). 

Recommendation 11 – Improve access to the ASD and eligible disability assessment to people 

under 25 

The Reference Group recommends increasing the age limits on the following items: 

a. 82000, 82005, 82010 and 82030 – from 13 to 25 years old 

b. 82015, 82020, 82025 and 82035 – from 15 to 25 years old, and 

c. Changing the relevant item descriptors to say “a child or young adult” instead of “child”. 

Recommendation 12 – Improve allied health collaboration during assessments 

The Reference Group recommends: 

a. allowing inter-disciplinary referral between allied health professionals during the assessment 

phase for eligible disabilities and ASD (items 82000, 82005, 82010 and 82030), and 

b. referrals be permitted: 

(i) Within the first group of four allied health assessment appointments under M10 items 

(i.e. the referral can come from an allied health professional for the second, third or final 

appointment of this envelope). 
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(ii) Within the second group of four allied health assessment appointments under M10 

items (i.e. the referral can come from an allied health professional for the second, third 

or final appointment of this envelope), if Recommendation 7 of this report is 

implemented. 

(iii) In consultation and agreement with, but without a physical attendance by, the original 

referring practitioner (i.e. via telephone call, secure messaging): 

- For M10 items for ASD, the original referring practitioner is the referring 

paediatrician or psychiatrist. 

- For M10 items for eligible disabilities, the original referring practitioner is the 

referring specialist, consultant physician or GP. 

Recommendation 13 – Support the codifying of allied health research and evidence 

The Reference Group recommends: 

c. building an allied health research base, and 

d. investing in allied health research—potentially funded by the Medical Research Future Fund 

(MRFF)—in the following ways: 

(i) Collect and publish data on allied health usage patterns across all funding streams in one 

place. This data should provide transparency on which patients use which allied health 

interventions and should be publicly available. Information on both the therapy 

delivered and the outcome measures should be collected and included to build a robust 

data set for future research.  

(ii) Identify priority areas for research, based on gaps in current research and burden of 

disease in the community. The Reference Group noted the following topics as high 

priorities. 

- Effective strategies for establishing behaviour change and self-management, as well 

as validated tools to measure this. 

- Effective multidisciplinary/integrated care approaches to CDM and primary 

prevention. 

- Interventions to address the burden of chronic disease in Australia and health 

inequities (for example, among Aboriginal and/or Torres Strait Islander peoples, 

rural and remote communities, people with low socio-economic status). 

- Long-term outcomes for patients with chronic disease receiving allied health 

interventions. 
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- The frequency and intensity (“dose”) of allied health appointments that improve 

outcomes for patients. 

- The cost-effectiveness profiles of different allied health interventions. 

(iii) Collate available, high-quality evidence for allied health interventions into an easy-to-

use guide for allied health and other health professionals. 

Recommendation 14 – Improve access to allied health services via telehealth 

The Reference Group recommends: 

e. undertaking a follow-on piece of work detailing the highest-value opportunities for 

telehealth integration into allied health care, to gather national evidence, building on 

existing research on telehealth interventions conducted at the state and territory level and 

in federally funded trials and to identify: 

(i) Telehealth interventions provided by allied health professionals with evidence for 

comparable or superior clinical outcomes (compared with face-to-face interventions). 

(ii) Cost savings associated with using telehealth in allied health care. 

(iii) The views of consumers and feedback on telehealth use in allied health care. 

(iv) Exploring the use of telehealth interventions to complement existing models of care, 

especially for rural and remote areas. 

f. in the interim, creating a new MBS item for the provision of telehealth services for patients 

consulting with an allied health professional via teleconference, with the following 

restrictions: 

(i) The patient must not be an admitted patient. 

(ii) The patient must be located both within a telehealth-eligible area and at least 35 

kilometres by road from the allied health professional. 

(iii) The patient must reside in a rural or remote region (defined as Modified Monash 

Regions 4 to 7). 

(iv) The allied health professional must be a primary health care provider for the patient, 

defined as having had at least two face-to-face consultations with the patient. 

and 

g. that the new item should only be claimable for types of allied health professionals who can 

deliver the same outcomes via teleconference as in face-to-face consultations to ensure that 

there is no compromise in service delivery or standard of care.  
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Recommendation 15 - Pilot non-fee-for-service allied health payment models 

The Reference Group recommends: 

h. undertaking a piece of work to understand how bundled and other non-fee-for-service 

remuneration models could help to better integrate allied health into the Australian primary 

health care system, to include the following: 

(i) Undertaking a cost-effectiveness analysis on the benefit of better integrating allied 

health into Australian primary health care. 

(ii) Reviewing patient groups, diseases and conditions that would benefit most from such 

integration. 

(iii) Designing and detailing remuneration models that would help to improve integration of 

allied health into the health care system. 

(iv) Monitoring patient outcomes from increased allied health intervention. 

(v) Determining a pilot approach for implementation of these findings.  

and 

i. any pilot of a non-fee-for-service system for allied health care in Australia should preserve 

the autonomy of allied health professionals and should be voluntary for patients. 

Recommendation 16 – Enhance communication between patients, allied health professionals and 

GPs 

The Reference Group recommends: 

a. investing in a CDM pathway education campaign for allied health professionals and GPs 

(especially if the MBS Review results in significant changes). This should promote shared 

decision-making, which integrates a patient’s values and care goals with the best available 

clinical evidence in order to make treatment decisions 

b. improving communication between allied health professionals and GPs by: 

(i) Providing financial support for GPs and private allied health professionals to set up 

secure messaging systems. This would enable fast, confidential communication. 

(ii) Promoting more formal referrals between GPs and allied health professionals. Referrals 

under CDM plans should take the form of a referral letter, similar to a referral to any 

other medical specialist (although these could still be sent virtually via a secure system). 

(iii) Ensuring, where possible, that all referrals and communication are uploaded to My 

Health Record (for patients who have not opted out). This should include information on 
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the number of used and available allied health appointments under a patient’s CDM 

plan. This will allow allied health professionals and GPs to accurately inform patients 

about their care and likely associated costs. 

and 

c. streamlining referrals from one allied health professional to another, in consultation with a 

GP. The above methods for enhancing communication between practitioners could foster 

faster communication when referral to another allied health professional may be 

appropriate. 

Recommendation 17 – Allow non-dispensing pharmacists to access allied health items 

The Reference Group recommends adding an item to allow pharmacists to provide medication 

management services to patients with complex care requirements outside of usual retail pharmacy 

operations as part of TCAs under M3 MBS items (up to twice a year). 

Recommendation 18 - Expand the role of allied health in the Australian public health care system 

The Reference Group recommends: 

d. facilitating equitable access to clinically appropriate allied health services for individuals 

with identifiable risk factors for chronic disease in order to prevent the occurrence, or 

delay the onset, of chronic conditions (primary prevention) 

e. that this could be achieved in the following ways. 

(i) Through the MBS:  

- Enable MBS-funded allied health services to be accessed through health assessment 

items.  

- Create a GP Primary Prevention Plan (GPPP) to provide access to evidence-based 

allied health interventions for people with identifiable risk factors who do not meet 

the criteria for a GPMP—for example, individuals with pre-diabetes, hypertension, 

hypercholesterolemia or high body mass index (BMI; overweight/obesity). 

(ii) Outside the MBS:  

- Expand publicly funded, community-based allied health group interventions aimed 

at lifestyle modification, potentially through state and territory funding. 

and 
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f. eligible risk factors should include those with high prevalence and a large impact on health 

status such as those identified in the 2011 Australian Burden of Disease Study (51), 

including: 

(i) Tobacco use (accounting for 9.0 per cent of the total burden). 

(ii) High BMI, related to overweight and obesity (7.0 per cent of the total burden, based 

on enhanced analysis by the Australian Institute of Health and Welfare published in 

2017, which used updated evidence of diseases associated with overweight and 

obesity and enhanced modelling techniques). 

(iii) Alcohol use (5.1 per cent of the total burden). 

(iv) Physical inactivity (5.0 per cent of the total burden). 

(v) High blood pressure (4.9 per cent of the total burden). 
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 Summary for consumers 

This table describes the medical service, the recommendation(s) of the clinical experts and why the recommendation(s) has been made. 

Recommendation 1: Encourage comprehensive initial assessments by allied health professionals 

Item What it does Committee recommendation What would be different Why 

New item: 
(109AA) initial 
assessment 
appointments of 
more than 40 
minutes for allied 
health 
professionals 

Allows allied health 

professionals to receive 

funding for more 

comprehensive and complex 

initial assessments of 

patients. 

Introduce initial assessment 

appointments (of more than 

40 minutes) for allied health 

professionals. 

The new item would allow allied health 

professionals to receive a higher schedule 

fee where a unique initial assessment takes 

longer than 40 minutes to complete. All 

other attendance items will remain the 

same. 

This recommendation focuses on providing 

high-quality care to patients, in line with 

professional standards. Allied health 

professionals already provide initial 

assessments; however, at present they are 

only funded for assessments over 20 

minutes. Creating an additional tier will 

encourage allied health professionals to 

complete comprehensive assessments for 

more complex patients or patients with 

chronic needs, as other medical assessment 

items do across the schedule.  
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Recommendation 2: Expand allied health involvement under team care arrangements (TCA) 

Item What it does Committee recommendation What would be different Why 

721 and 723 
GP management plans 

(GPMPs) currently allow for a 

maximum of five MBS allied 

health appointments.  

Increase the number of allied 

health appointments under 

team care arrangements 

(TCAs; item 721 and 723) by 

stratifying patients to identify 

those with more complex care 

requirements. 

Access to allied health appointments 

would be increased for patients who have 

more complex needs (such several chronic 

conditions, complex conditions or severe 

chronic conditions – the specific criteria 

are yet to be defined) requiring more than 

five allied health appointments.  

This recommendation focuses on ensuring 

that the MBS provides access to high-

quality, high-value care for patients and the 

health care system. MBS data shows that a 

quarter of patients with TCAs reach their 

cap of 5 allied health care appointments, 

and may not be able to access more 

services. This recommendation would allow 

those with an identified clinical need for 

more appointments to have access.  
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Recommendation 3: Improve access to orthotic or prosthetic services 

Item What it does Committee recommendation What would be different Why 

New item: 
(109BB) for 
delivery of 
orthotic or 
prosthetic 
services, lasting 
at least 40 
minutes when 
referred by a GP 
as part of a CDM 
plan 

Allows MBS funded orthotic 

or prosthetic service to be 

provided to eligible patients 

(i.e. who have a chronic 

condition, complex care 

needs) 

Introduce a new item for 

orthotic or prosthetic services 

under the MBS, lasting at least 

40 minutes when referred by 

a GP as part of a chronic 

disease management plan, 

maximum one service per 

year 

Currently, private health insurance rebates 

are available for prosthetic devices, but not 

for the clinical service provided by the 

orthotists and prosthetists. This new item 

would provide MBS funding for clinical 

services, and reduce the cost to seek 

private services, which is particularly 

helpful where the public hospital system 

may be in high demand with long delays. 

This recommendation focuses on improving 

timely access to care to patients with 

complex care requirements who are at risk 

of hospitalisation. The Reference Group 

recognised that as a clinical service for 

delivery of orthotics or prostheses is not 

funded by the MBS, and so many patients 

may seek services from the public hospital 

instead. Public hospital services are often in 

high demand and triage by urgency, so 

many low-risk patients currently have to 

wait for several months, in which time their 

condition may worsen. The Reference 

Group also recognise that services 

especially provided by orthotists and 

prosthetists have been shown to improve 

outcomes for many chronic diseases as 

such as diabetes, arthritis and stroke. 
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Recommendation 4: Incentivise group therapy for chronic disease management 

Item What it does Committee recommendation What would be different Why 

81105, 81115 and 
81125 

These items fund group 

services for 2 to 12 patients 

for chronic disease 

management (such as 

diabetes education, exercise 

physiology and dietetics). 

Introduce a practice incentive 

payment for allied health 

professionals who provide 

group therapy. 

Allied health professionals would receive 

an additional practice incentive payment 

for conducting group therapy sessions.  

This recommendation focuses on ensuring 

adequate access to high-quality allied 

health services. MBS data shows that group 

therapy items are experiencing a decline in 

use, which is attributed to the barriers that 

allied health professionals face in 

organising and running group sessions. 

These barriers include significant overhead 

costs, time investments to run group 

sessions, and issues around patients not 

attending or cancelling sessions. 

Introducing a practice incentive payment 

will increase the likelihood that they offer 

group sessions. 
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Recommendation 5: Understand the effectiveness of group allied health interventions 

Item What it does Committee recommendation What would be different Why 

N/A 
N/A Conduct a systematic review 

to support evidence-based 

expansion of group allied 

health interventions. 

The allied health professionals, 

government departments and the public 

would have access to research that 

establishes the effectiveness of group 

allied health services for a range of 

conditions, such as heart failure, cancer, 

childhood speech and language delay, and 

chronic pulmonary disease. 

This recommendation focuses on ensuring 

that patients have access to high-quality 

clinical services. Currently, M9 items under 

the MBS are currently limited to patients 

with type 2 diabetes. The Reference Group 

recommends that multidisciplinary group-

based allied health interventions may be 

highly beneficial for a wide range of 

conditions that currently do not have MBS 

funding. A systematic review will allow for 

the most effective expansion of MBS-

funded group therapy.   
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Recommendation 6: Improve access to complex paediatric allied health assessments 

Item What it does Committee recommendation What would be different Why 

82000, to 82035 
These items fund allied 

health services to children 

with autism or any other 

pervasive developmental 

disorder (PDD) through the 

Helping Children with Autism 

program, and to children with 

an eligible disability through 

the Better Start for Children 

with Disability program. 

Children with both ASD and 

PDD and an eligible disability 

can access either program, 

but not both.  

Amend the item descriptor to 

‘Autism, Complex 

Neurodevelopmental Disorder 

and Disability’. Extend the list 

of eligible disabilities to 

include Foetal Alcohol 

Syndrome Disorder (FASD), 

Lesch-Nyham Syndrome and 

22 g Deletion Syndrome 

(previously Velocardiofacial 

Syndrome.  

The item descriptor and examples of 

eligibility.  

This recommendation provides an update 

to the clinical terminology and condition 

examples aligning M10 items with other 

MBS Specialist paediatric complex plan 

items.  
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Recommendation 7: Improve access to complex paediatric allied health assessments 

Item What it does Committee recommendation What would be different Why 

82000, 82005, 
82010, 82030 

These items fund referred 

psychologist (82000), speech 

pathology (82005), 

occupational therapy (82010) 

and audiology, optometry, 

orthoptic or physiotherapy 

(82030) consultations for 

children under 13 years, for 

diagnosis or management of 

Complex 

Neurodevelopmental 

Disorder (CND) or a disability 

treatment plan with a 

maximum of 4 services in 

total, for any combination of 

the above items. 

Increase the number of MBS 

appointments available for 

children with a potential 

autism spectrum disorder 

(ASD) or eligible disability 

diagnosis, where a review by 

the referring practitioner 

should be required between 

the first four and additional 

four appointments. 

Allied health professionals would be able 

to access more than 4 total assessments 

across psychology, speech pathology, 

occupational therapy, audiology, 

optometry, orthoptic and physiotherapy 

consultations. The increased number of 

available appointments has not yet been 

determined.  

This recommendation focuses on ensuring 

that the MBS provides adequate services to 

diagnose ASD and eligible disabilities. The 

Reference Group agreed that allied health 

professionals typically require between two 

and four attendances to adequately assess 

a child with ASD. Four assessment 

appointments do not always allow for 

adequate allied health input to reach a 

diagnosis. Assessment services are not 

provided under the National Disability 

Insurance Scheme (NDIS); therefore, the 

MBS provides an important service to 

eligible children.  
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Recommendation 8: Encourage multidisciplinary planning for children with a potential ASD or eligible disability diagnosis 

Item What it does Committee recommendation What would be different Why 

82000, 82005, 
82010, 82030 

These items fund referred 

psychologist (82000), speech 

pathology (82005), 

occupational therapy (82010) 

and audiology, optometry, 

orthoptic or physiotherapy 

(82030) consultations for 

children under 13 years, for 

diagnosis or management of 

CND or a disability treatment 

plan with a maximum of 4+4 

services over a lifetime, for 

any combination of the above 

items. 

Allow up to two assessment 

items to be used for case 

conferencing for children with 

a potential ASD or eligible 

disability diagnosis. 

Allied health professionals would be able 

to have up to 2 dedicated attendances for 

case conferencing, in addition to 

assessment attendances across 

psychology, speech pathology, 

occupational therapy, audiology, 

optometry, orthoptic and physiotherapy 

consultations.  

This recommendation focuses on ensuring 

that the MBS provides adequate services to 

accurately diagnose ASD and eligible 

disabilities. Communication between the 

referring clinician and allied health 

professionals is important in making a 

diagnosis, and case conferencing is an 

effective method that should be 

incentivised and acknowledged as part of 

the MBS. 
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Recommendation 9: Improve access to M10 treatment items as group therapy 

Item What it does Committee recommendation What would be different Why 

All M10 items 
These items refer to allied 

health autism and disability 

services 

Allow M10 treatment items to 

be delivered as group therapy 

under the Helping Children 

with Autism (HCWA) program 

M10 treatment items could be delivered as 

group therapy with two to four 

participants with at least one allied health 

professional, for a minimum of 60 minutes. 

This recommendation focuses on ensuring 

that the MBS provides access to flexible, 

high-value care to children with ASD. 

Available evidence shows that group-based 

interventions are also effective therapy for 

patients with ASD, and allow patients to 

develop their social skills and provide 

support networks for families of patients. 
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Recommendation 10: Improve access to M10 items for patients with severe speech and language disorders 

Item What it does Committee recommendation What would be different Why 

All M10 items 
These items refer to allied 

health autism and disability 

services 

Include children with severe 

speech/language disorders, in 

the list of eligible disabilities 

under M10 items. The 

Reference Group proposes 

developing a list of concerns 

or “red flags” for GPs to help 

identify when children may 

have these conditions. 

Children with severe language and speech 

disorders, such as stuttering, childhood 

apraxia of speech, developmental language 

disorder and phonological disorder would 

have access to M10 items. 

This recommendation focuses on ensuring 

that the MBS provides fair access to allied 

health services for children with disabilities. 

Currently, children with severe language 

and speech disorders do not have access to 

adequate allied health services through 

CDM plans and TCAs because they are not 

often considered to be “chronic 

conditions”. Evidence shows that allied 

health interventions improve outcomes 

with severe language and speech disorders. 
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Recommendation 11: Improve access to the ASD and eligible disability assessment to people under 25 

Item What it does Committee recommendation What would be different Why 

82000, 82005, 
82010, 82030, 
82015, 82020 
82025, 82035 

These items refer to ASD and 

eligible disability allied health 

assessments and treatments 

Increase the ASD and eligible 

disability assessment and 

treatment age to 25. 

Patients between 13 to 25 who require 

assessment for ASD and eligible disabilities 

would have access to allied health 

assessment and services, where otherwise 

they would have to pay out-of-pocket, and 

potentially not access services and remain 

undiagnosed and without treatment. 

This recommendation focuses on ensuring 

that the MBS provides access to high-

quality health services for young adults 

with ASD and/or eligible disabilities 

particularly as diagnosis also occurs for 

young people aged 13 to 25. The Reference 

Group recognises there is a need to support 

young adults with ASD and disabilities as 

they go through important life transitions, 

such as high school to tertiary education 

and employment.  
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Recommendation 12: Improve allied health collaboration during assessments 

Item What it does Committee recommendation What would be different Why 

82000, 82005, 
82010, 82030 

These items refer to ASD and 

eligible disability allied health 

assessments and treatments 

Allow inter-disciplinary 

referral between allied health 

professionals during the 

assessment phase for ASD and 

eligible disabilities. 

Allied health professionals would be 

allowed to on-refer to other allied health 

professionals as part of the attendances 

for the assessment of the patient only 

(currently a maximum of 4 in total), rather 

than requiring the medical practitioner to 

conduct the referral.  

This recommendation focuses on ensuring 

that patients with potential ASD and 

eligible disabilities have access to timely 

diagnosis. The Reference Group agreed 

that there are instances where inter-

disciplinary referral between allied health 

professionals facilitates a timely diagnosis. 

This already occurs, but without the 

medical practitioner referral, the patient 

must pay the full cost of the service out-of-

pocket or through private health insurance, 

which may affect equitable access to a 

timely referral where patients are 

uninsured or cannot afford the out-of-

pocket cost. 

 



  

Report from the Allied Health Reference Group, 2018  Page 97 

Recommendation 13: Support the codifying of allied health research and evidence 

Item What it does Committee recommendation What would be different Why 

N/A 
N/A Build an allied health research 

base, with investment in allied 

health research—potentially 

funded by the Medical 

Research Future Fund. 

Health systems, government and non-

government organisations, patient 

advocacy groups would have a trusted 

source of evidence-based 

recommendations for allied health 

treatments. 

This recommendation focuses on ensuring 

impactful investment into allied health 

research. The Reference Group has 

identified issues with current research: 

there is limited information on how allied 

health services are used in Australia, and a 

lack of evidence to support many allied 

health treatments. Investing in evidence-

based allied health interventions would 

assist in deciding on which high-quality care 

should be funded. 
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Recommendation 14: Improve access to allied health services via telehealth 

Item What it does Committee recommendation What would be different Why 

New item: 
telehealth 
attendance with 
an allied health 
professional 

The new item would allow 

patients who reside in a rural 

or remote region in a tele-

health eligible area to access 

telehealth consultations with 

an allied health professional 

who is already managing 

them face-to-face and can 

provide the same outcomes 

in a tele-health consultation 

as a face-to-face 

consultation. 

A new item should be created 

for patients consulting with an 

allied health professional via 

teleconference. 

Further research into the 

highest value opportunities to 

expand the role of telehealth 

in allied health care. 

Patients in eligible rural and remote 

regions would be able to obtain timely and 

appropriate advice from their treating 

allied health professional remotely, instead 

of having to travel potentially long 

distances to attend a face-to-face 

appointment. 

This recommendation focuses on improving 

access to telehealth services. The 

Reference Group agrees that access to a 

telehealth item would increase allied health 

services in remote, regional and rural areas, 

and reduce the need for patients to travel 

(and take time off work) to receive care. 

For allied health professionals already 

providing telehealth services, an MBS item 

would reduce out-of-pocket fees for 

patients. 
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Recommendation 15: Pilot non- fee-for-service allied health payment models 

Item What it does Committee recommendation What would be different Why 

Nil 
N/A The Reference Group 

recommends that different 

ways to integrate allied health 

providers into primary health, 

other than paying for each 

individual service that is 

provided, be investigated and 

trialled. 

A successful pilot that explores different 

ways for allied health services to be 

delivered could result in new packages of 

services that would reduce costs for the 

patient and the health system, whilst 

improving access to allied health services 

and incentivising allied health professionals 

to aim for the best outcome for patients.  

This recommendation focuses on 

promoting high value care. The Reference 

Group agrees that the MBS fee-for-service 

system does not always provide the right 

incentives for high-value care, and may not 

always be the most timely or cost-effective 

way. A research project and pilot could 

identify the most efficient and effective 

models to maximise the potential benefits 

of allied health care. 

 

 



  

Report from the Allied Health Reference Group, 2018  Page 100 

Recommendation 76: Enhance communication between patients, allied health professionals and GPs 

Item What it does Committee recommendation What would be different Why 

N/A 
N/A Invest in a CDM pathway 

education campaign for allied 

health professionals and GPs, 

and provide financial support 

for GPs and allied health 

professionals to set up shared 

formal referral, 

communication and health 

records processes.  

A CDM pathway education campaign 

would ensure that consumers and health 

professionals are aware of available 

services.  

Investing in formal communications and 

referral systems would ensure that allied 

health professionals would be able to 

communicate important health 

information appropriately and accurately, 

and store patient information in a way that 

assists everyone involved in the patient’s 

care. 

This recommendation focuses on 

simplifying and streamlining 

communication between allied health 

professionals, GPs and consumers. 

Consumers and GPs are often unaware of 

the nature of MBS funded allied health 

services, including gap payments. Currently 

allied health professionals are unable to 

directly contribute to a patient’s medical 

records, and have limited options when 

communicating with the patient’s treating 

doctors, often only by telephone. 
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Recommendation 178: Allow non-dispensing pharmacists to access allied health items 

Item What it does Committee recommendation What would be different Why 

N/A 
N/A Add non-dispensing 

pharmacists to the list of 

eligible allied health 

professionals under the MBS. 

Pharmacists would be able to provide 

specialised MBS-funded medication 

education and management to patients 

with complex care requirements. 

This recommendation focuses on improving 

access to medication education and 

management. Currently, pharmacists are 

not allowed to claim individual allied health 

services. An estimated 230,000 medication-

related hospital admissions occur every 

year. It is widely acknowledged that the 

involvement of pharmacists as part of 

multidisciplinary care teams significantly 

reduces the risk of medication-related 

admissions from medication errors and 

interactions, inappropriate dosages and 

treatments. 
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Recommendation 189: Expand the role of allied health in the Australian public health care system 

Item What it does Committee recommendation What would be different Why 

N/A 
N/A Enable MBS-funded allied 

health services to be accessed 

through health assessment 

items. 

Create a GP Primary 

Prevention Plan (GPPP) to 

provide access to allied-health 

services to patients with risk 

factors early. 

Expand publicly funded, 

community-based allied 

health group interventions 

aimed at lifestyle 

modification. 

A GPPP and access to allied health services 

through other health assessments would 

help ensure that patients with chronic 

illnesses and risk factors are linked into the 

right allied health services as early as 

possible.  

Investing in publicly funded, community-

based allied health group interventions 

aimed at living a healthier lifestyle would 

help reduce preventable risk factors such 

as tobacco use, obesity, excessive alcohol 

use, physical inactivity and high blood 

pressure. 

 

 

This recommendation focuses on 

enhancing the complimentary role of allied 

health across the health system. Allied 

health services are not currently used 

effectively as they could be in preventing 

disease, and worsening of chronic illnesses. 

There is evidence to support early use of 

allied health services to prevent disease 

and disability, especially for common 

conditions such as pre-diabetes, obesity 

and high blood pressure. 
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 Selected evidence for the effectiveness of allied health 

care 

During the Reference Group’s discussions, several pieces of evidence were found to support the 

effectiveness and cost-effectiveness of allied health care interventions in a range of clinical 

conditions. A summary of this evidence for individual interventions is provided below, organised by 

patient cohort. 

 Diabetes 

Mosalman et al. showed that medical nutrition therapy (three to 12 encounters within the first 

three to six months, and one to six encounters within the following six to 15 months) was effective 

in improving a range of clinical indicators in diabetes, including decreases in the HbA1C 

percentage. (61) 

Gibson et al. showed that patients with type 2 diabetes who had podiatry treatments before the 

onset of a foot ulcer were less likely to be hospitalised or to have an amputation in the following 24 

months. Patients who had three or more podiatry visits had a lower risk of lower limb amputation, 

compared to those who had fewer visits. (62) 

 Chronic obstructive pulmonary disease 

McCarthy et al. showed that eight to 12 weeks of pulmonary rehabilitation for chronic obstructive 

airways disease is effective in relieving dyspnoea and fatigue, improving emotional function, 

reducing hospital admissions and reducing pharmacological requirement. (63) 

 Degenerative musculoskeletal conditions 

Crossley et al. showed that eight treatments of physiotherapy for osteoarthritis (approximately 60 

minutes in duration) consisting of exercise, education, manual therapy and taping are significantly 

more effective than osteoarthritis education alone. (64) 

Marsh et al. showed that a 12-week physiotherapy program is significantly less expensive and 

results in less time off work than arthroscopic debridement for a degenerative knee. (65) 

 Low back pain 

Froholdt et al. showed that a four-week cognitive intervention and exercise program (10 face-to-

face treatments) significantly improved muscle strength, compared with patients who underwent 

lumbar fusion and standard post-operative physiotherapy. (66) 
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Clinical guidelines recommended by the American College of Physicians state that patients with 

chronic low back pain should be directed towards non-pharmacological management of 

multidisciplinary rehabilitation for their low back pain. (67) 

 Parkinson’s disease 

Mak et al. showed that four weeks of intensive gait training or eight weeks of balance training in 

patients with Parkinson’s disease have a positive impact on a variety of functional indicators that 

persist for three to 12 months after the completion of treatment. (68) 

 Rheumatoid arthritis 

Williams et al. showed that six weeks of daily home exercises and strategies to maximise 

adherence in rheumatoid arthritis patients with pain and dysfunction of the hands and/or wrists 

are effective in improving hand function over usual care. Usual care was defined as joint protection 

education and general exercise advice. (69) 
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 Example list of concerns for speech, language and 

hearing disorders 

Table E.5 provides a sample list of signs for language disorders, using developmental progression 

information. While the table is based on language disorders and is sourced from the American 

Speech-Language-Hearing Association (70), similar tables for hearing loss, voice disorders, stuttering 

and speech sound disorders exist. Speech Pathology Australia provides similar tables.  

Table E.5: Red flags to prompt GP or specialist referral for assessment items for diagnosis of language 

disorders 

Age Sign 

Birth–3 months Not smiling or playing with others 

4–7 months  Not babbling 

7–12 months  Making only a few sounds; not using gestures, like waving or pointing 

7 months–2 years  Not understanding what others say 

12–18 months  Saying only a few words 

1½–2 years  Not putting two words together 

2 years Saying fewer than 50 words 

2–3 years Having trouble playing and talking with other children 

2½–3 years Having problems with early reading and writing (for example, your child may not like to draw or 

look at books) 

Source: Reference Group member input 

 


