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Introduction 

Services for Australian Rural and Remote Allied Health (SARRAH) welcomes the opportunity to 

provide a submission to the House of Representatives Standing Committee on Health Inquiry into 

Chronic Disease Prevention and Management in Primary Health Care. 

SARRAH is nationally recognised as a peak body representing rural and remote allied health 

professionals (AHPs) who work in the public and private sectors. 

SARRAH exists so that rural and remote Australian communities have allied health services that 

support equitable and sustainable health and well-being.  SARRAH also supports AHPs who live and 

work in rural and remote areas of Australia to confidently and competently carry out their 

professional duties in providing a variety of health services to people who reside in the bush. 

SARRAH’s representation comes from a range of AHP’s including but not limited to: Audiology, 

Dietetics, Exercise Physiology, Occupational Therapy, Optometry, Oral Health, Pharmacy, 

Physiotherapy, Podiatry, Psychology, Social Work and Speech Pathology.  These AHPs provide a 

range of clinical and health education services to individuals who live in rural and remote Australian 

communities.  AHPs are critical for the management of their clients’ health needs, particularly in 

relation to chronic disease and complex care needs. 

SARRAH maintains that every Australian should have access to equitable health services wherever 

they live and that allied health services are basic and fundamental to Australians’ health care and 

wellbeing. 

General Comments 

SARRAH would like to make a number of general comments relevant to the overall direction of the 

inquiry as well as specific comments against the terms of reference.   

Rural proofing rural health programs and policies 

Australians who live in rural and remote areas experience poorer health than those who live in 

capital cities or major towns – this is widely acknowledged.  They also experience higher death rates 

from chronic disease (Medical Research and Rural Health – Garvan Report 2015.  The Garvan 

Research Foundation).  For these Australians, access to evidence based chronic disease prevention 

and management is critical.  Policies and programs must be ‘rural proofed’, that is, they must be 

designed and implemented to be as effective and accessible in the rural context as they are for 

urban Australia.  Rural proofing requires health policy-makers to genuinely understand and assess 

the impact of any proposed health programs and policies on a rural community’s healthcare needs 

and on existing rural health services.  The outcome of rural proofing may look different for each 

policy or program and flexibility is a feature that will be required across the board.    

Examples of how chronic disease management programs could be rural proofed for rural and remote 

areas include:  

 Removing the requirement for treatment by an AHP to only be MBS rebated where provided 

under a GP chronic disease management plan.  Particularly where another health or medical 

practitioner (e.g. a specialist or a doctor from the public hospital) has already made the 
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referral to the AHP for treatment related to a chronic disease or condition.  This would 

reduce duplication currently required to access MBS rebates.  

 Expanding MBS rebates for telehealth activities to cover services provided by AHPs.  This 

would enable a person living in a rural or remote area to use telehealth to access treatment 

from an AHP.  Given the lack of AHPs in many rural and remote locations, this is a useful way 

to improve access to allied health services.  It should be noted that SARRAH believes 

telehealth should be used as a mechanism to supplement and support face to face service 

delivery rather than to replace face to face services. 

The Australian Government should also consider using grant funding mechanisms to support chronic 

disease prevention and management programs in rural and/or remote Australia where MBS 

arrangements are not effective at overcoming market failure.  Such arrangements could be put in 

place through the Primary Health Networks.    

Increasing support for the allied health workforce in the bush 

Workforce shortages are the single biggest issue affecting the delivery of services according to a 

survey of allied health professionals by SARRAH conducted in October 2014.  Addressing this 

shortage requires action in three areas:  

 Comprehensive data on the allied health workforce that can be used to map supply and 

demand for allied health services.  There is a lack of consistent and reliable data about these 

varied professions which hampers the development of effective health policy and service 

delivery.  Put simply, we do not know how many AHPs there are in Australia, and where they 

are providing services.  This means it is impossible to identify gaps in allied health services 

across the country in order to meet the health needs of patients, including in rural and 

remote areas.   

 Support and incentives for AHPs to relocate or remain in rural and remote settings.  Rural 

and remote practice is often complex and isolated.  The AHP workforce requires support and 

investment that will encourage them to pursue rural and remote careers, and support to 

maintain their skills and build their capacity if they are practicing in a rural and remote 

location.  Effective mentoring programs would be beneficial as well as enhanced financial 

relocation incentives, more funding for scholarships and locums to help AHPs access training 

and education.  

 Funding models for health services that enable AHPs to establish financially viable practices.  

The remainder of this submission focusses on this issue, but SARRAH believes it is important 

that the committee recognise other strategies will be required to improve access to allied 

health services for people with chronic disease in rural and remote Australia.  

Prevention is better than management  

SARRAH supports investment in chronic disease prevention including prevention strategies 

addressing risk factors in the general population in combination with specific strategies for at risk 

population groups.  The experiences of the anti-smoking campaigns provide a highly successful 

template that should be drawn upon.  The anti-smoking campaign also demonstrates that some 

population groups are less likely to be reached through public health campaigns, such as people 

from rural and remote Australia (see the National Rural Health Alliance’s Fact Sheet on Smoking and 

Rural Health).   
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Health prevention is a long term goal requiring consistent investment and activity over many years.  

SARRAH believes a dedicated agency is needed to establish and maintain a long term policy focus on 

health prevention.  The Australian Government should continue the work undertaken by the former 

National Health Prevention Agency which was based on extensive consultations with thousands of 

committed Australian healthcare workers and members of the community. 

Prevention involves a broad range of people and organisations including health professionals, 

community groups, schools, local, state and federal governments are just some of these.  As 

SARRAH’s membership covers more than 20 allied health disciplines, SARRAH is very conscious of 

the importance of educating and enabling all health professionals and other key stakeholders to take 

a consistent approach to chronic disease prevention. 

Improving collaboration between state funded health services and primary health care 

SARRAH believes that chronic disease prevention and management requires effective collaboration 

between state funded health services and primary health care services.  This is particularly important 

in rural and remote Australia where primary health care services are limited due to market failure, 

and workforce shortages.  SARRAH members have raised concerns that health consumers miss out 

on services because of the lack of collaboration and integration between services funded from 

different sources.  This is the very real impact of the ‘blame game’ between Governments that is 

experienced by consumers.  

SARRAH strongly believes that all Governments must take responsibility for fair and equitable levels 

of allied health services to people residing in rural and/or remote communities, particularly in 

relations to allied health services critical to addressing chronic diseases.  SARRAH supports Primary 

Health Networks (PHNs) taking on the responsibility for identifying and addressing clear and 

persistent gaps in allied health services as opposed to establishing new services or providers.  An 

important PHN role will include engaging and integrating with local primary health services already 

on the ground as well as establishing strong collaboration with state health services.  

1. Examples of best practice in chronic disease prevention and 

management, both in Australia and internationally 

SARRAH has undertaken research into the effectiveness of allied health services in treating diabetes, 

osteoarthritis and stroke.  The report released in April 2015 titled ‘Investigating the Efficacy of 

Allied Health: Reducing Costs and Improving Outcomes in the Treatment of Diabetes, 

Osteoarthritis and Stroke’ (available at http://sarrah.org.au/resources/publications) found that 

common surgeries including hip and knee replacements and diabetic limb amputations could be 

avoided if patients were seen by allied health providers including Physiotherapists, Dietitians and 

Podiatrists.  The key findings were: 

 Specialist treatment from Podiatrists decreased diabetic limb amputations by 64% and 

prevented average length of stay in hospital by 24% under the Queensland Diabetic Foot 

Innovation Project. 

 A podiatry clinic run in Queensland hospitals between 2009 and 2010 resulted in a 49.7% 

reduction in the non-urgent waiting list for orthopaedic foot surgery. 

 A review of eight trials involving 2,241 diabetic participants in exercise and diet 

interventions delivered by Dietitians, Physiotherapists and Exercise Physiologists found the 

http://sarrah.org.au/resources/publications
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incidence of diabetes was reduced by 37% compared with 2,509 others receiving standard 

diabetic care. 

 A multidisciplinary team comprising a Physiotherapist, Occupational Therapist, Dietitian, 

Orthotist, Social Worker and Rheumatologist, who manage patients with osteoarthritis at a 

Sydney hospital, provided interventions so effective that 15% of patients were removed 

from the waiting list for joint replacement surgery. 

 Physiotherapists who triaged patients on the wait list for joint replacement surgery at the 

Alfred Hospital in Melbourne removed so many from the list that the waiting period fell 

from 18 to 3 months. 

 Stroke care with a focus on Speech Pathology in the Illawarra area of NSW prevented 45 

emergency department presentations, 49 hospital admissions, 188 re-admissions and saved 

2,808 bed days.  

The report concludes that allied health services are critical to improving patient outcomes, 

increasing the efficiency of the health system, and reducing the costs of treatment.  Any 

improvements in chronic disease prevention and management in primary care must include and 

embed access to allied health services, including in rural and remote Australia. 

SARRAH cites below a number of relevant examples of best practice allied health care in the 

prevention and management of chronic disease in Australia.  These strategies and initiatives have 

produced significant improvements in the management of chronic disease in Aboriginal 

communities, and improvements in the life expectancy of Aboriginal people over the past decade. 

 The HEAL (Healthy Eating Activity and Lifestyle) program is an excellent example of an 

effective preventive program to counter chronic disease development.  This program has 

been shown to reduce key risk factors for chronic diseases (e.g. weight, blood pressure).  The 

program is delivered by AHPs including Exercise Physiologists, Nutritionists and 

Physiotherapists. i  Despite the effectiveness of this program, barriers such as workforce 

availability and funding models need to be addressed to enable it to be applied more widely.  

 Preventive eye care, embedding of basic eye checks within annual primary care reviews for 

patients have been shown to be effective in preventing and better managing eye conditions.  

They prevent more costly interventions and avoidable disability down the track.  In a similar 

vein, routine preventive eye exams undertaken by optometrists for at-risk patients are an 

important preventive measure in the health system.  MBS payments should be set at a level 

that enables access to these services for all Australians.  For people living in rural and 

remote areas, this may require additional strategies to address the lack of AHPS, and 

increased MBS benefits given the lower incomes and high health care needs in these 

communities.  

 Podiatry care for people with diabetes is needed to prevent and manage foot ulcers which 

are a serious complication in people with diabetes.  People with diabetes and foot ulcers 

who receive care from podiatrists before the onset of a foot ulcer are less likely to require 

lower limb amputation.  This approach has savings not only a direct cost to the health 

system, but significant social and other economic impacts.ii   

 PHC and Chronic Disease management in Aboriginal health in the Northern Territory where 

the Aboriginal community controlled sector and the NT Government services in Aboriginal 

health have made significant progress in the areas of best practice management.  In 

particular, the following strategies and initiatives have enhanced the management of 
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chronic disease and improved the life expectancy of some Aboriginal people over the past 

decade: 

 Highly developed systems of Continuous Quality Improvement (CQI) for Aboriginal 

people with chronic diseases.  These systems are centred around regular audits of 

patient records and health systems under a team-based model. 

 Sophisticated electronic health data systems, principally Communicare in the NT, 

for efficient retrieval and communication of patient health information.   

 High quality electronic Patient Information Recall Systems (PIRS) for effective 

management and recall of Aboriginal patients with chronic and complex conditions. 

 Effective use of the relevant MBS items linked to chronic disease in Aboriginal 

health; adult health checks, child health checks, old person’s checks. 

 Pooled funding for Aboriginal health services developed from the cashing out by the 

Commonwealth of the per capita MBS and PBS underspend on Aboriginal people 

against the national average per capita MBS spend. 

 Efforts made to equalise PHC funding for Aboriginal people in the NT wherever they 

live; i.e. funding formula established through the NT Aboriginal Health Forum to 

increase funding for remote area people as against urban residents for the purposes 

of equalising service access.   

 Elaborated multidisciplinary teams of health professionals working together as 

salaried employees of Aboriginal health services such as GPs, nurses, Aboriginal 

health workers and AHPs. 

 High levels of community involvement in the planning and conduct of health 

services through the mechanism of Aboriginal boards of directors of services. 

 Some provision of allied health services to meet gaps in services in Aboriginal 

communities via the NT Medicare Local/PHN.  

 Best practice management of falls among older adults is important in chronic disease 

management.  Falls are a major health concern for older adults, often triggering a downward 

spiral in health that is associated with activity restriction, high health care costs and long 

term care admission.iii  Many factors contribute to falls and among these a number of 

chronic conditions, including arthritis, diabetes and visual impairment, are associated with 

increased fall risk.iv.  

Australian best practice guidelines for preventing falls and harm from falls for older people 

in community care settings identify that AHPs play a central role in preventing falls.v 

Implementing these guidelines is not possible in many small rural and remote communities. 

Few, if any, AHPs are employed in the public sector and it is not financially viable for private 

AHPs to provide services under current MBS arrangements.  

 Chronic middle ear disease (otitis media), often accompanied by conductive hearing loss, 

affects many children in Australia, especially Indigenous children.  Revised clinical care 

guidelines for management of otitis media were published in 2011 by the Office of 

Aboriginal and Torres Strait Islander Health aligned with current best practice.  AHPs 

involved in ear disease and conductive hearing loss management include Audiologists, 

Speech Pathologists and Aboriginal Health Workers. vi 

 Chronic disease self-management programs.  Self-management support is provided by 

health care and community services to enhance consumers’ ability to care for their chronic 

conditions in a cooperative framework.  In Australia, there is a range of self-management 

initiatives that have proven effective.vii  They not only lead to improved health outcomes for 



 

SARRAH Submission to House of Representatives  7 

consumers but are also cost effective.viii  Health professionals, including AHPs play a 

significant role in these programs by supporting consumers, for example through educating 

consumers and improving health literacy.  

What is clear from these examples is that the challenge is not in identifying best practice in chronic 

disease prevention and management, but in ensuring the Australian primary health care system 

enables this to be provided to all Australians.   

2. Opportunities for the Medicare payment system to reward 

and encourage best practice and quality improvement in 

chronic disease prevention and management; 

Health consumers in remote, regional and outer metropolitan areas face greater barriers to 

accessing allied health services than those in city areas.  The current structure and funding of the 

health system does not support fair access to allied health services for many Australians living 

outside metropolitan areas.  Reform of the MBS payment system is needed to support all Australians 

to access allied health in relation to the management of chronic diseases.   

Allied health services are critical to the management of chronic disease in a range of ways including:  

 Educating and supporting so that people can self-manage their chronic disease while also 

engaging in daily life activities. 

 Identifying support and care needs and helping patients and their families access the 

services they need. 

 Supporting healthier lifestyles through exercise, diet, social engagement etc. 

 Providing specific interventions and treatment, for example: 

o Occupational Therapists focus on enabling individuals to participate in productive 

and meaningful activities of daily life by addressing performance deficits in daily self-

care and home management tasks, resulting from specific chronic conditions, to 

sustain or improve their current quality of life. 

o Speech Pathologists' role in chronic disease management can include support for 

children with chronic middle ear infections and subsequent hearing loss, 

management of patients with PEG tubes, communication and swallowing support 

for people with degenerative diseases and management of people with 

laryngectomees.  Speech Pathologists can also support exacerbation of decline in 

people with acquired brain injuries including stroke. 

The World Health Organisation has identified that multiprofessional, multidisciplinary, acute care, 

prevention and health promotion are required components of effective chronic disease 

management programmes.ix  Benefits of interdisciplinary teams in primary health care settings 

include increased learning and development of health care professions, better utilization of 

resources and improved cost-effectiveness, and improved self-management and health outcomes 

for patients.x 

The MBS payment system is not designed to support best practice chronic disease prevention and 

management.  MBS does not: 
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 Fund multidisciplinary care: for example there is no payment available to AHPs for 

participating in a case conference; 

 Support the diverse range of activities that AHPs undertake in the course of providing care to 

people with chronic disease: for example home assessments by Occupational Therapists, 

care coordination by Social Workers etc; and  

 Fund activities targeting the prevention of chronic disease. 

These are all features which have been identified as best practice for chronic disease prevention and 

management.  

SARRAH recognises that the MBS payment system provides some funding for allied health services 

for people with chronic disease, but it is insufficient.  SARRAH members have consistently raised 

concerns about the limitations of the MBS to provide services to people with chronic disease, 

including: 

 Through Chronic Disease Management MBS items 10950-10970 consumers can only receive 

rebates for 5 allied health services in a calendar year.  This is a limit which has been 

arbitrarily set and is not based on clinical need.  People with chronic disease potentially need 

to receive a range of allied health services and 5 sessions would be insufficient.  For 

example, if a consumer with a chronic disease diagnosis receives an assessment from an 

Occupational Therapist, Physiotherapist and Psychologist only two sessions remain over a 

whole year for follow up treatment from these AHPs or further allied health assessment 

and/or treatment.  As a result the consumer must pay the full cost of services, or miss out on 

the health care they need.  

 Consumers must have a GP referral to an AHP working in private practice in order to activate 

funding under these MBS item numbers.  In many rural and remote communities this 

structured process blocks access to services as commonly there is no GP to initiate the 

referral process and access to services for the consumer.  This issue also affects access to 

allied health services by residents in aged care facilities.  Similarly blood tests, x-rays and 

microbiology tests ordered by an AHP do not attract a rebate, so consumers must visit their 

GP solely for this purpose.  

 Multiple health professionals are likely to be involved in providing services to a person with 

chronic disease.  This requires good communication between the different allied health 

professions involved in care, and high quality teamwork with other members of the health 

team including medical officers, nurses and Aboriginal health workers.  Funding mechanisms 

that encourage and enable multiple health professionals to work together and provide 

collaborative care must be established.   

 The amount of paid under MBS for allied health services does not reflect cost of providing 

services.  The range of activities that AHPs engage in with consumers are diverse, for 

example Occupational Therapists teach consumers how to incorporate energy conservation 

and activity modification techniques into daily activities.  This assists the consumer to cope 

with physical demands and reduce the fatigue associated with many chronic conditions.  This 

may need to done at the consumer’s home or workplace.  In rural and remote areas, this is 

exacerbated by the widely dispersed client base, the physical and time costs of travel for the 

practitioner and/or clients, the lower level of private health insurance coverage and the 

incapacity of rural clients to pay a fee gap due to lower income levels.  
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 Group activities are only funded for some chronic conditions, for example Allied Health 

Group service item numbers MBS items (81100 to 81125) cover group activities for people 

with diabetes.  People with pre-diabetes who may also have other conditions are not 

eligible.  

SARRAH believes that MBS Chronic Disease Management Items (10950-10970) and Allied Health 

Group service item numbers MBS items (81100 to 81125) should be expanded by increasing the 

benefit paid and the number of sessions that can be claimed.  However, SARARH also argues that 

this is only a starting point and more effective funding models must be developed.  As an 

organisation whose members cover more than 20 allied health areas, SARRAH is acutely aware that 

people with chronic disease may require services from multiple AHPs, as well as their GP, medical 

specialists and nurses.  Consumers may also require supports and aids to improve their quality of 

life.  The current funding systems for health care need to be reformed to ensure people can access 

all the services and supports they need to prevent their quality of life declining. 

Health consumers in remote, regional and outer metropolitan areas face greater barriers to 

accessing allied health services than those in city areas.  Remote and small rural communities do not 

necessarily have the population critical mass to support all or any allied health services to be located 

within their local community.  There may be allied health providers who are employed by state 

funded health services and/or employed under other Australian Government programs such as the 

Rural Primary Health Services Program.  However, often these AHPs are either not available, have 

long waiting times for access, or funded  to provide services for a small range of identified clinical 

priorities that may not be included in chronic disease management targets.  As a result the 

consumer either does not get access to necessary care or is required to travel and incur the extra 

costs of travel, accommodation and sustenance to access allied health services.  Currently travel 

assistance schemes do not meet consumer costs associated with accessing allied health services.  

An increasing range of allied health services can be delivered to rural and remote areas using 

telehealth.  However, there is currently no MBS reimbursement for allied health services delivered 

using telehealth technologies.  Expanding access to MBS rebates for telehealth services could assist 

to overcome the lack of access to AHPs for people in rural and remote services in some 

circumstances.  

SARRAH addresses these issues in more detail in a document titled Position Paper on Rural and 

Remote Access to Medicare and Related Allied Health Services.  A copy of this Position Paper is 

attached to this submission.  The Position Paper includes a number of recommendations to improve 

health care funding and ensure the necessary provision of the right services for rural and remote 

Australians at the right time. 

3. Opportunities for the Primary Health Networks to coordinate 

and support chronic disease prevention and management in 

primary health care; 

SARRAH believes Primary Health Networks (PHNs) must improve access to allied health services in 

rural and remote areas.  Improving integration and collaboration with state funded services, 

addressing funding constraints for primary health care activities and workforce shortages are three 

areas that PHNs will need to address.  As stated earlier, SARRAH believes PHNs must have funding 
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that is specifically available to address service gaps in rural and remote areas.  This funding should 

be used in an accountable and cost effective way, but with flexibility to meet the diverse needs of 

rural and remote communities.  SARRAH cautions that PHNs should fill service gaps in ways that best 

integrate with PHC services on the ground, not as a totally separate source of service provision. 

Similarly when addressing workforce shortage gaps, PHNs should work with and support existing 

health employers.  For example, PHNs could support existing employers and providers by 

coordinating training and professional development opportunities for health professionals working 

with chronic disease.  Whenever possible SARRAH believes priority must be given to 

recruiting/utilising AHPs who are already local residents.  Local knowledge and connection to 

communities helps avoid a number of service delivery pitfalls.  

SARRAH recognises that in rural and remote areas PHNs may need to use an outreach model in 

which AHPs deliver services on a fly-in fly-out or drive-in drive-out basis.  SARRAH believes that there 

is a risk that this approach compromises the focus of care on the consumer because the AHP may be 

a relatively infrequent visitor to the community.  Therefore may have limited opportunity to gain 

sufficient knowledge of the client and their community in order to provide the best informed care.   

SARRAH is not opposed to this visitor model per se, and in fact sees it as an appropriate and viable 

option to lack of services.  However, it is imperative for effective care that the duties of the AHP go 

beyond just clinical assessment and treatment and are inclusive of the important principles of 

consumer focus, health promotion, inter-agency/organisation communication, and effective 

reporting of the service.  With regard to professional standards due consideration must be given to 

governance inclusive of appropriate credentialing and defining scope of practice.  All of these 

principles are particularly important given the limited access to service providers, their managers 

and consumers are likely to have to each other under this model.  Their achievement must be part of 

the funding structure for the AHP; that is, beyond just payment for direct clinical care. 

Also critical in this model of care is that the visiting AHP is familiarised with the local community 

health team and is supported to fully communicate with, and be fully informed by, this local team in 

relation to their clients.  Whenever possible where sessional employment of AHPs is used in rural 

areas, SARRAH would argue priority be given to recruiting/utilising AHPs who are already local 

residents within these regions.   

4. The role of State and Territory Governments in chronic disease 

prevention and management; 

All Governments have a role in chronic disease prevention and management, and much to gain from 

improving delivery in this area.  Both Commonwealth and state/territory governments are 

responsible for funding our hospital systems around the country, and therefore both levels will have 

a keen interest in constraining the rate of increase in the costs of providing these hospital services.  

One of the more obvious measures for constraining health system costs in first world countries is to 

build investment in primary care level health services in the community.  This will assist people 

manage their health care better and prevent the need where possible for more expensive hospital-

level care.  This is especially the case in relation to the burgeoning challenge of chronic diseases in 

Australia, where better prevention and management of chronic conditions is a priority concern, and 

where enhanced community level care appears a logical level for effective investment.  All levels of 

government need to recognise the benefits of investing in this area and work effectively together.   
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SARRAH has concerns that the recent announcement of rationalised Federal funding for healthcare 

to the states will re-ignite the ‘blame game’ where both levels of government blames the other for 

failures in effective service delivery.  In such a scenario any new efforts to invest in community level 

care for improved prevention and management of chronic diseases is likely to be unsuccessful.    

The impact of lack of integration between state and Commonwealth funded services is felt all too 

often by consumers.  The interface between state-funded hospital services and Commonwealth-

funded primary care requires adequate resourcing to ensure the patient transitions smoothly 

between settings as needed.  This requires: 

 Enhanced transfer of patient information between settings. 

 Established cross-sector clinical pathways that support best practice in the management of 

chronic disease.  This includes an overarching framework that provides oversight of the 

chronic disease program and each service provider’s role within the framework. 

 Established effective networking of services across sectors to support the framework. 

 Committed to adequate resourcing by all levels of government. 

Particular attention to resourcing these activities in a rural setting is required to ensure full 

engagement with all stakeholders as this process is more likely to expose true market failure. 

SARRAH urges the Commonwealth and the states to recognise the benefits of investing in 

community level care, including the elaboration of equitable allied health services, and to work 

hand-in-hand for the necessary innovations.   

5. Innovative models which incentivise access, quality and 

efficiency in chronic disease prevention and management. 

To establish models that incentivise access, quality and efficiency in chronic disease prevention and 

management, a key target should be resourcing the primary care sector to manage chronic disease 

more effectively “in place”.  This will ensure that the focus is on prevention (via adopting healthy 

lifestyle) and self-management of mild/moderate states of a disease and reduced reliance on 

expensive hospitalisations.  Funding models that support innovative and effective chronic disease 

management are mainly limited to fixed term grants.  SARRAH strongly believes that once an 

initiative has demonstrated effectiveness, funding should become permanent to enable long term 

integration of the program into the health care system.  The following programs, initiatives and 

activities have been identified by SARRAH members as supporting high quality and effective chronic 

disease prevention and management. 

 The Walking Away from Diabetes project, which was developed in the UK 

(http://www.desmond-project.org.uk/walkingaway-280.html ). 

 A coordinated screening program for eyes and feet such as those in the UK and Norway that 

outreach to communities.   

 A program to provide footwear and preventative insoles at an acceptable or no cost to 

consumers.  Compared with the cost of a lower limb amputation which is approximately 

$36k (without the additional long term costs), good shoes cost <$250 and will prevent 

amputations.  

http://www.desmond-project.org.uk/walkingaway-280.html
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 A Foot Risk Awareness and Management Education (FRAME) program commissioned by the 

Scottish Diabetes Group which is designed to standardise evidence based diabetes foot 

screenings performed by Health Care Professionals/workers across NHS Scotland. 

 A 12 month program called ‘Leap forward for life’, operating in a rural public hospital, which 

begins with a 6 week group involving a multidisciplinary team and teaches people with Type 

2 Diabetes how to self-manage their diabetes.  

As SARRAH identified in section 2 of this submission, chronic disease prevention and management 

requires multidisciplinary care.  Funding models should be established which enable 

multidisciplinary care such as described below.   

Privately practicing AHPs are an important component of the health care system.  However 

relatively few private practice AHPs with businesses operate in rural Australia compared to urban 

contexts.  The numbers decrease with remoteness as market failure predominates in response to 

the widely dispersed client base, the physical and time costs of travel for the practitioner and/or 

clients, and often the incapacity of rural clients to pay for such private services not covered by MBS.  

The philosophical basis for this model focusses on business practice and profit and fits closely with 

the medical model.   

The best rural private practitioners, where they achieve viability, use the principles of consumer 

focussed care, evidenced-based care, health promotion, multi-disciplinary teamwork, and inter-

sectoral collaboration in their efforts to provide the best possible care to their clients.  Unfortunately 

there is very little capacity to monitor efforts amongst private practitioners in areas beyond the 

quality of clinical care.  Additionally, private allied health practitioners are not rewarded for efforts 

to integrate these principles and often will suffer financial disadvantage for undertaking the extra 

work required. 

The MBS reforms must include measures that support the ability of these practitioners to address 

the broader principles of best practice beyond the medical model and straight clinical care, such as 

quality health promotion and effective multi-disciplinary engagement. Significant reform of current 

funding arrangements will be required if the numbers of private allied health practitioners are to 

increase in rural Australia. 

Tele-health is a pivotal new initiative in improving care for rural and remote Australians and offers 

enormous potential to improve health care efficiencies in the these settings.  However, caution is 

urged in conceiving tele-health as a stand-alone model.  SARRAH believes it will always be 

fundamental in the practitioner-client relationship that there is an opportunity for face-to-face 

contact and engagement between the two in some stages of the service delivery.  SARRAH has some 

concern that a poorly conceived vision for tele-health will see positions for rural health practitioners 

sacrificed for a cheaper reliance on the tele-health modality between the city and bush – this would 

be an inappropriate approach.  

In the case of urban AHPs and the use of tele-health, it will be critical that health practitioners local 

to clients are involved at some point in telehealth consultations to ensure information and advice is 

effectively passed on and received.  This is particularly the case where the urban specialist never 

gets the opportunity to meet with the client in his/her home environment.  In this regard there is 

work currently underway, in Queensland and other jurisdictions, on a model of care that is built 

around the use of telehealth by urban specialists, but in a situation where a local practitioner or 

allied health assistant trained in telehealth is in attendance with the client at the other end of the 

line.  This could be called a supported model of telehealth and clearly has great potential.  
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In addition, a study undertaken for Feros Australia on the North Coast of NSW (Southern Cross 

University, 2014) has established the benefits of regular use of telehealth for monitoring clients’ 

clinical conditions in an area of good NBN coverage.  The limitation was a lack of GP 

capacity/willingness to utilise telehealth technologies rather than reluctance on the part of clients.  

Yet SARRAH would still view this application of telehealth as a modality within a broader model of 

care, given that clients would still on occasions need to visit their GP for effective comprehensive 

assessment and care.  

Allied Health Assistants working in delegated models of allied health care are increasingly being 

considered and trialled for application in rural areas.  The allied health assistants or other members 

of the local primary health care team take on the central hands-on role for the allied health care 

whilst the supervising AHP(s) remain at arm’s length from the day-to-day practice.  SARRAH supports 

this option as a way to ensure many rural and remote clients receive at least some level of regular 

and accessible allied health care.  However the use of assistants does not reduce the need to 

develop high quality on-the-ground allied health services to rural populations.  

Allied Health Assistants can also contribute to effective chronic disease prevention and management 

by ensuring consumers are connected to the most appropriate service.  A rural public hospital uses 

an Allied Health Assistant dedicated to diabetes, to screens people with diabetes to determine which 

AHPs they would best benefit from having an assessment or review with, depending on their specific 

needs and how well they’re managing their diabetes.  The Allied Health Assistant then completes 

any referrals to the relevant AHP. 

The Physician Assistant (PA) role has also been proposed as a future workforce solution that can 

make a significant contribution to the rural and remote health workforce of Australia.  The role was 

piloted in Queensland in 2009.  Following the pilot one of the PAs continued to work in Queensland.  

This is a description of a role they undertook in an Aboriginal primary health care service:  

 In May 2011 the Mulungu Aboriginal Health Service (AHS) in Mareeba, Queensland decided 

to hire a PA.  “The aim for hiring a PA was to increase the delivery of comprehensive chronic 

disease care planning and follow up to more patients.  For 18 months the GP/PA team 

worked together two days weekly in the Chronic Disease Clinic (CDC) along with Aboriginal 

Health Workers, a Family Support Worker and a Social Worker. Together with the Aboriginal 

Health Workers the team also increased the number of Health Assessments, also known as 

Adult Health Checks.  The GP/PA team at Mulungu pioneered a model of utilising the skills of 

a PA as a health care team member within the MBS.  The model of patient-centred care 

primarily focused on patients with chronic conditions most of whom were Type 1 and Type 2 

diabetics.  Other patient conditions included rheumatic heart disease, chronic pulmonary 

disease, hypertension, rheumatoid arthritis, and heart.”xi 

6. Best practice of Multidisciplinary teams chronic disease 

management in primary health care and Hospitals 

SARRAH has identified broad models in which AHPs contribute to multidisciplinary chronic disease 

management:  

Local community multi-disciplinary primary health teams can provide effective consumer centred 

chronic disease prevention and management.  These teams are locally based within individual rural 

communities or in major towns in remote regions and are usually services within state health 

systems.  They tend to be built around nursing professionals, aged care, program teams and 
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elements of a voluntary workforce.  However they can be inclusive of some allied health positions 

such as physiotherapy, nutrition or psychology.  They may include virtual teams where the local 

private practitioners, GP and allied health, are informally yet effectively linked with the government 

service for well-coordinated service provision.  The philosophy of these teams moves beyond the 

medical model to include population health and primary health care principles and philosophy.  

SARRAH supports the elaboration of such teams wherever possible to build coordinated teams of 

health workers as close to rural residents as possible, and then link these teams with other supports 

in metropolitan areas such as specialist care and the hospital sector.  However over many years now 

the state health systems have shown limited desire or capacity to build the allied health component 

of these community health teams.  The result has been and remains a very limited presence of AHPs 

residing and working in rural towns and major remote communities, exacerbated by market failure 

for private practice AHPs. 

Centralised rural multi-disciplinary primary health team:   AHPs working in such teams are usually 

working on an outreach basis in a state government funded service, but in a context where they 

have greater opportunity to come to know their clients and target communities in their region.  This 

occurs through more regular visitation and greater community engagement than the fly-in fly-out 

sessional worker.  Their core practice philosophies focus on primary health care and population 

health, but may also have a strong medical model influence. 

Given that they are embedded in a multi-disciplinary team, inclusive of medical staff, nurses and 

AHPs, there is greater amenity within this model to deliver on the key principles for models of care 

beyond assessment and treatment.  For example, such AHPs are likely to be privy to client case 

conferencing, community health planning, and broader public health discussions of relevance to 

their client base. 

SARRAH supports such models of multi-disciplinary outreach practice, provided there is an adequate 

range of AHPs included in the team to cover population needs, and that there is sufficient allied 

health workforce to provide meaningful care to rural and remote client.  That is, capacity for a 

suitably regular and frequent visiting schedule.  Unfortunately the state health systems are only 

rarely able to meet such requirements.  However the range of multi-disciplinary workforce beyond 

AHPs, to include medical staff and preferably Aboriginal health workers, is also supported as a 

coherent model of service delivery to support consumer focus rather than addressing profession-

specific interests as the service priority. 

Disease specific health units: AHPs working in rural and remote areas may be employed within 

multi-disciplinary teams with a single health focus; for example, diabetes, heart disease, ear or eye 

health.  Aged care may also be considered in this category.  These teams may be part of 

Commonwealth or State government services or non-government not-for-profit agencies or church 

or benevolent based.  Their philosophical base may be singular and defined as selective primary 

health care, but at their best may take a comprehensive primary health car approach and link 

effectively with other elements of the health care system.  

Specialist outreach services: AHPs with specialist skills in their particular health professions maybe 

employed or contracted in outreach care for rural/remote clients, or may join multi-disciplinary 

teams of specialists inclusive of medical and specialist nursing staff.  The philosophies underpinning 

these teams have a strong basis in the medical model, but many also have a multi-disciplinary team 

focus. 
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SARRAH believes such specialist outreach teams are vital services for rural and remote Australia and 

are important resources for local health teams as well.  They work best if they are well integrated 

with these local health teams and are able to take advice from local practitioners about the best way 

to deliver their services and also provide in-service training to local health workers in their areas of 

expertise. 

7. Models of chronic disease prevention and management in 

primary health care which improve outcomes for high end 

frequent users of medical and health services. 

SARRAH has identified two models that should be explored further: 

 The model of management of chronic disease in primary health care with Aboriginal people 

in the NT has a great deal of merit and elements should be considered for broader 

application around the country.  Particularly for rural regions and for populations which lack 

resources to access private health services under MBS.  The major weakness of the NT 

model is a lack of focus and capacity for health prevention measures, resulting from gaps in 

service provision, including gaps in AHP services. 

 The Mental Health Nurse Incentive Program (MHNIP) that provides ongoing care and 

coordination to people with a severe and persistent mental illness (i.e. for whom their 

mental illness is a chronic condition).  MHNIP offers an alternative funding model that could 

be replicated for chronic disease management by a range of health professions.  This 

program has been endorsed by the recent review of mental health programs undertaken by 

the National Mental Health Commission.  Under the MHNIP MBS pays for a session of 

service of 3.5 hours duration during which time the nurse provides a range of services 

including direct face to face intervention, care coordination, support to carers, liaison with 

other health care providers etc.  While the program has some design and implementation 

issues, it is an example of MBS funding that is being used effectively to provide the flexible 

health service needed by people with chronic disease.  Key benefits to consumers are that it 

does not set limits on duration of care, frequency of care, or the range of activities that a 

health professional can deliver to meet the needs of the consumer.  

Conclusion 

Chronic disease prevention and management requires allied health services to become an integral 

part of the primary health care system.  This is particularly important in rural and remote areas 

because of the high burden of chronic disease and the poorer access to health care generally.  This 

requires changes to existing MBS allied health provisions and other related Australian Government 

programs.  New funding arrangements that incentivise more appropriate models of care for chronic 

disease prevention and management are also needed.  In rural and remote areas, access to allied 

health services impacts on chronic disease prevention and management and warrants flexible 

funding models and arrangements that can be customised to meet community needs.  SARRAH 

urges the Committee to recognise the importance of allied health services for rural and remote 

Australia within its recommendations.  
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Background 

Services for Australian Rural and Remote Allied Health (SARRAH) is nationally recognised 

as a peak body representing rural and remote Allied Health Professionals (AHPs) working 

in both the public and private sector. 

SARRAH’s representation comes from a range of allied health professions including but 

not limited to: Audiology, Dietetics, Exercise Physiology, Occupational Therapy, 

Optometry, Oral Health, Pharmacy, Physiotherapy, Podiatry, Psychology, Social Work and 

Speech Pathology. 

These AHPs provide a range of clinical and health education services to individuals who 

live in rural and remote Australian communities. AHPs are critical in the management of 

their clients’ health needs, particularly with chronic disease and complex care needs. 

AHPs work across the health care continuum and they have significant roles in the health 

care and health education sectors. 

The AHP, particularly in rural and remote areas, is required to adapt to workforce 

shortages and is well versed in the interdisciplinary and team approach to health care, 

especially for management of chronic disease and to improve health behaviour. 

It is noteworthy that in many smaller and more remote communities, people in need of 

primary health care are reliant on nursing and allied health services because due to GP 

shortages. More allied health professionals per capita work in metropolitan areas 

compared with rural settings 1 . In part, this is because smaller populations cannot sustain 

a wide range of speciality services. However rural areas also face difficulties attracting and 

retaining allied health staff even in areas of need. Over time rural areas have lost funding 

for vital allied health positions because they cannot be filled or positions are fractional, 

making it difficult to attract staff. Additionally, lack of service availability can mean that 

referring practitioners fail to consider referring clients to appropriate allied health services2.  

If these health professionals are well supported then the need to access specialist and 

hospital services will be reduced. According to the Australian Institute of Health and 

Welfare: 

“Health outcomes, as exemplified by higher rates of death, tend to be poorer outside 

major cities. The main contributors to higher death rates in regional and remote areas 

are coronary heart disease, other circulatory diseases, motor vehicle accidents and 

chronic obstructive pulmonary disease (e.g. emphysema). These higher death rates 

may relate to differences in access to services, risk factors and the regional/remote 

environment. 

Clear differences exist in health service usage between areas. There are, for example, 

lower rates of some hospital surgical procedures, lower rates of GP consultation and 

                                                           

1 Keane, S., T. Smith, M. Lincoln, S. Wagner and S. Lowe (2008). "The rural allied health workforce study 

(RAHWS): background, rationale and questionnaire development." Rural and remote health8(4): 1132. 

 

2 Kingston, G. A., J. Judd and M. A. Gray (2014). "The experience of medical and rehabilitation intervention 

for traumatic hand injuries in rural and remote North Queensland: a qualitative study." Disability & 

Rehabilitation(0): 1-7. 
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generally higher rates of hospital admission in regional and remote areas than in major 

cities. There are also inter-regional differences in risk factors; for example, people from 

regional and remote areas tend to be more likely than their major cities counterparts to 

smoke and drink alcohol in harmful or hazardous quantities. It is also likely that 

environmental issues such as more physically dangerous occupations and factors 

associated with driving (for example. long distances, greater speed, isolation, animals 

on roads and so on) play a part in elevating accident rates and related injury death in 

country areas. 

However, it is not currently possible to apportion the generally poorer health outcomes 

outside major cities to access, environment or risk factor issues. It is likely that each of 

these three play a part3.” 

SARRAH maintains that every Australian should have access to equitable health services 

wherever they live and that AHP services are basic and core to Australians’ primary health 

care4 and wellbeing and to the improvement in health outcomes for remote and rural 

residents. It is the Government’s responsibility to ensure the provision of this care. 

Access 

There is currently a mix of responsibility for the delivery of allied health services in rural 

and remote communities including State and Territory government funded services 

(hospital and community based); Australian Government funded services such as Rural 

Primary Health Services (RPHS), Medicare, Department of Families, Housing, Community 

Services and Indigenous Affairs (FaHCSIA) and AHPs working in the private sector.  

Medicare, Australia’s universal health insurance scheme, provides access to health care 

services. However, the level of expenditure from this scheme and other programs per 

capita in rural and remote Australia is less than in metropolitan areas, indicating unequal 

access.  

                                                           

3 AIHW 2011, Impact of Rurality on Health Status, Accessed from: http://www.aihw.gov.au/rural-health-

impact-of-rurality/ November 2011. 

4 Declaration of the Alma-Ata, International Conference on Primary Health Care, Alma-Ata, USSR, 6-12 

September 1978, Accessed 22 June 2009 from: http://www.who.int/publications/almaata_declaration_en.pdf  

PHC, known as comprehensive PHC, is defined by the World Health Organisation as: 

“Primary health care is essential health care based on practical, scientifically sound and socially acceptable 

methods and technology made universally accessible to individuals and families in the community through 

their full participation and at a cost that the community and country can afford to maintain at every stage of 

their development in the spirit of self-reliance and self-determination. It forms an integral part of both the 

country's health system, of which is the central function and main focus, and of the overall social and 

economic development of the community. It is the first level of contact of individuals, the family and 

community with the national health system bringing health care as close as possible to where people live and 

work, and constitutes the first element of a continuing health care process.”   

For further information about this issue please refer to the SARRAH Position Paper on Primary Health Care 

available for download at www.sarrah.org.au  

 

http://www.aihw.gov.au/rural-health-impact-of-rurality/
http://www.aihw.gov.au/rural-health-impact-of-rurality/
http://www.who.int/publications/almaata_declaration_en.pdf%20/
http://www.sarrah.org.au/
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There is a total rural health deficit in rural and remote areas of at least $2.1 billion a 

year. This equates to a shortage of 25 million services, and it includes the rural 

Medicare deficit which has now reached $1 billion a year.5 

This deficit is partially offset by the (former) ‘Rural Primary Health Services’ program which 

provides some funding for allied health services. Limited Medical Benefits Schedule (MBS) 

funding is currently spent on allied health professional services, further exacerbating the 

lack of access to services required by consumers. This is particularly true in rural and 

remote areas. 

SARRAH contends that access to allied health services should be equitable across 

Australia, and that inequitable access to Medicare funded allied health services and other 

Australian Government programs such as the ‘Helping Children with Autism’ and ‘Better 

Start’ is contributing to poorer health outcomes for non-metropolitan Australians.  

The Medicare Allied Health Initiative 

From 2004, the Australian Government introduced direct fee for service payments for 

AHPs treating a person with a chronic and complex condition through the MBS allied 

health access programs, following a referral from a General Practitioner (GP) as part of a 

Team Care Arrangement.  

The main Medicare allied health initiatives are: 

 Chronic Disease Individual Allied Health Services under Medicare items 10950-10970. 

 Follow up Allied Health Services for People of Aboriginal and Torres Strait Islander 

Descent under Medicare items 81300-81360. 

 Psychological therapy services under Medicare items 80000 to 800020. 

 Focused Psychological strategies under Medicare items 80100 to 80170. 

 Pregnancy support counselling under Medicare Items 81000 to 81010. 

 Allied Health Group Services For Patients with Type 2 Diabetes under Medicare items 

81100-81125. 

 Children with Autism, Pervasive Developmental Disorder or Disability under Medicare 

Items 8200 to 82035. 

 Chronic Disease Allied Health Services in Residential Aged Care Facilities under 

Medicare Items 10950 to 10980. 

 Oral health care for people with chronic medical condition and complex care needs 

under Medicare Items 85011-85986 (Dentists); 86012-86986 (Dental Specialists); and 

Items 87011-87777 (Dental Prosthetics). 

 Optometrical Services provided under Medicare Items 10905 to 10943. 

More details about each of these initiatives can be found in Attachments A, B and C. 

SARRAH recognises that these initiatives are an important step in recognising the 

effectiveness of multidisciplinary team care and in supporting this practice through 

enabling rebates for consumers having both medical and allied health services. 

                                                           

5 National Rural Health Alliance Inc, 2011, Fact Sheet 27: The extent of the rural deficit, March 2011, 

Accessed from: http://nrha.ruralhealth.org.au/cms/uploads/factsheets/Fact-Sheet-27-rural-deficit.pdf, 28 

November 2011. 

http://nrha.ruralhealth.org.au/cms/uploads/factsheets/Fact-Sheet-27-rural-deficit.pdf
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Issues of Concern 

Australia’s Medicare Legislation is based around the notion that all Australians have the 

right to basic health services according to need. However, there are considerable human, 

social and economic consequences to people residing in rural and remote Australia with 

chronic illness or disability, through not being able to access even basic AHP services. 

Cant and Foster6 critically examined the utilization of the 13 allied health services provided 

through the Medicare Chronic Disease Management program and related general 

practitioner care planning initiatives. Their study included billing data from July 2005 to 

June 2009. Their study clearly indicated “Inequality of accessibility for patients was 

apparent.” As part of their conclusions they state: “Five years into the program, a review of 

Medicare Allied Health SDM policy is warranted”. To date such a review has not been 

undertaken. 

SARRAH raises the following questions about Medicare:  

 What is the review process for Medicare when adding new items and removing 

existing items that do not meet evidenced based best practice?  

 Will the uptake, impact and effectiveness of allied health services claimable under 

Medicare be evaluated? If so, when?  

 What is the differential in the uptake of MBS item numbers and services provided 

under the allied health initiative between remote, rural, regional and metropolitan 

Australia? 

 

While various initiatives have in some cases increased access to allied health services in 

many areas, there are a range of issues of concern to SARRAH in ensuring that these 

initiatives adequately meet the needs of people residing in rural and remote Australia. 

These concerns include: 

1. Chronic Disease Management – number of sessions 

The unrelenting nature of chronic disease necessitates many more than five sessions of 

treatment over a year. The length of the treatment session varies according to the type of 

AHP service and consumer need. However, the rebate is a set amount with longer 

sessions incurring an additional gap payment for the consumer or reduced compensation 

for the AHP. Treatment beyond that of the initial 5 sessions available under this initiative 

are either at a cost to the consumer or will be requested from public sector services which 

in many areas of rural and remote Australia are overstretched or do not exist, with the 

result that the consumer will not receive the services needed.  

                                                           

6 Cant, RP & Foster MM, 2011, Investing in big ideas: utilisation and cost of Medicare Allied Health Services in 

Australia under the Chronic Disease Management initiative in primary care, Australian Health Review 35(4) 

468-474. 

SARRAH recommends that the Australian Government undertake a review of 

the impact and effectiveness of allied health initiatives, with particular attention 

to equity in uptake between remote, rural and metropolitan areas.  
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For example, if a consumer with a chronic disease diagnosis receives an assessment from 

an Occupational Therapist, Physiotherapist and Psychologist only two sessions remain 

over a whole year for follow up treatment from these AHPs or further allied health 

assessment and/or treatment.   

A review into the MBS allied health program should occur with a view to expanding the 

number of available sessions attracting a patient rebate per year to be more reflective of 

the nature of chronic disease management by multidisciplinary team care. This will 

potentially increase the current cost to the Government, but the cost benefit in terms of the 

overall management of chronic disease, reduction in disability and hospitalisation will 

outweigh the increase in Medicare costs7.  

 

2. Appropriate remuneration 

A standardised allied health assessment session can take from 30 minutes to several 

hours and a comprehensive assessment can take two or even three sessions. The time for 

assessment depends on the particular profession undertaking the assessment and the 

needs of the consumer. A report on the tests/assessment process and findings is then 

required to be provided to the referring GP. The rate of remuneration under the Chronic 

Disease Management item numbers does not match the level of skill and time taken for a 

comprehensive assessment.  

A review of Medicare rebates is required to analyse and determine the time factor and 

actual cost of service provision by the different professions with a view to the development 

and implementation of standard (in clinic and outside clinic) and extended session item 

numbers (in clinic and outside clinic). 

                                                           

7 Bird S, Noronha M, Sinnott H: An integrated care facilitation model improves quality of life and reduces use 

of hospital resources by patients with chronic obstructive pulmonary disease and chronic heart failure. Aust J 

Prim Health 2010, 16(4):326-333. 

Lorig KR, Sobel DS, et al: Evidence suggesting that a chronic disease self-management program can improve 

health status while reducing hospitalization: a randomized trial. Med Care 1999, 37(1):5-14. 

Clinical Epidemiology & Health Service Evaluation Unit: Potentially preventable hospitalisations: a review of 

the literature and Australian policies. Melbourne: CEHSEU; 2009. 

 

Banbury, A., A. Roots, and S.A. Nancarrow Rapid review of applications of e-health and remote monitoring 

for rural residents. Australian Journal of Rural Health, 2014. 22(5). 

 

SARRAH recommends that the number of AHP sessions claimable under MBS 

for consumers needs to be increased in line with visits available under other 

initiatives. For example: allow for 10 visits per year in line with access to 

psychological services under the MBS. 
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3. Access to health care provided by Allied Health Professionals in rural & 

remote communities  

Consumers must have a GP referral to an AHP working in private practice in order to 

activate funding under these Medicare item numbers. In many rural and remote 

communities this structured process blocks access to services as commonly there is no 

GP to initiate the referral process and access to services for the consumer OR there are 

no private AHPs, thus impacting adversely on the consumer’s options for appropriate care. 

In rural and remote communities there may be allied health providers, for example state 

funded and/or employed under other Australian Government programs such as the Rural 

Primary Health Services Program. However, often these AHPs are either not available, 

have long waiting times for access, or funded  to provide services for a small range of 

identified clinical priorities that may not be included in chronic disease management 

targets. As a result the consumer either does not get access to necessary care or is 

required to travel and incur the extra costs of travel, accommodation and sustenance to 

access allied health services. Currently travel assistance schemes do not meet consumer 

costs associated with accessing allied health services. 

An increasing range of allied health services can be delivered to rural and remote areas 

using telehealth. However, there is currently no Medicare reimbursement for allied health 

services delivered using telehealth technologies. 

 

4. Helping Children with Autism Program, and Better Start Program for 

children with Disability 

Several issues of concern arise with this program funding which include: 

 The lack of availability of private Paediatricians and Psychiatrists in some rural and 

remote areas is a significant blocking point for access to this program for children 

accessing the Medicare items through Helping Children with Autism program. For rural 

and remote residents access to specialist referral and to AHPs with the appropriate 

skills can mean considerable travel and accommodation expenses and associated 

disruptions and economic burden on families of children with Autism. The referral for 

children under Better Start requires a GP referral and it is recommended that this be 

considered for the referral pathway for Medicare access for Helping Children with 

Autism.  

SARRAH recommends the implementation and funding of standard and 

extended session item numbers to enable remuneration for allied health services 

provided under the MBS to reflect the time factor and actual cost of service 

provision by the different professions. 

SARRAH recommends the Australian Government fund and implement an 

adequate level of innovative and flexible solutions to enable access to allied 

health services by people living in rural and remote communities where there are 

limited GPs and private allied health practitioners, including the funding of 

services delivered using telehealth. 
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 The lifetime cap of 24 allied health sessions (spread over the likely 7 allied health 

professions involved in care of children with autism) is insufficient to provide 

intervention to what is a lifetime condition. 

 

Experienced AHPs working with children with autism, pervasive developmental disorder or 

disability identify the following solutions to reduce the barriers and enhance this initiative. 

 

 

5. Chronic Disease Allied Health Services in Residential Aged Care Facilities 

Aged care residents are eligible for 5 allied health services on GP referral, however access 

to these services in remote and rural areas can be difficult to source.   

Residents in aged care are generally unable to access services outside the facility due to 

transportation difficulties. Remuneration under this MBS item to allied health services is 

only available to private providers and is not sufficient to cover the time taken for a facility 

based visit, making service provision financially unattractive. There is also confusion when 

working in these facilities about the eligibility of the residents under low/high care 

classifications particularly when these change for the resident. Depending on the care 

SARRAH recommends the Australian Government fund and implement 

innovative and flexible solutions to enable access to team based allied health 

services for children living with autism, pervasive developmental disorder of 

disability, appropriate for a lifetime condition and in areas where there is limited 

access to required services. 

SARRAH recommends  

 Changing the Helping Children with Autism and Better Start Programs 

service provision allowance from a capped 24 sessions in a lifetime to a set 

provision allowance per year for children up to 16 years of age. Alternatively 

bring the allowance in line with the recommendations for Chronic Disease 

Management which is 12 sessions per year for children after 7 years of age. 

 Enabling appropriately trained GPs in identified rural or remote areas to refer 

consumers in the Helping Children with Autism program reducing the access 

blocks caused by the need for referrals by specialists and lack of transport 

options. 

 Ensuring that an evaluation of the Helping Children with Autism and Better 

Start programs takes into account equity of access for rural and remote 

residents who are eligible for these services. 

 Establishing options for allied health care delivered to children under these 

programs via teleconference and videoconference. 

 Creating greater flexibility within the current funding arrangements, where 

resources can be applied to cover the travel costs of approved panel 

providers, to enable a fly-in-fly-out service to be provided where no suitable 

local private or public service is available. 
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needs of the residents within the aged care facility and the allied health service required, 

Occupational Health and Safety (OH&S) issues can have an impact on the type of 

management/skill/service delivered by the practitioner. For example, a resident’s room and 

or bed may not be ideally suited to the type of service required. 

 

6. Oral health care for people with chronic medical condition & complex care 

needs  

Access to dental services for people living in rural and remote communities is reduced due 

to the lack of qualified dentists and dental specialists providing services in these locations.  

A large range of dental services provided under the Medicare Chronic Disease Dental 

Scheme and the Medicare Teen Dental Plan can be competently carried out by a 

nationally registered dental therapist, dental hygienist or oral health therapist, working 

within their scope of practice in a collaborative and referral model of team care. 

Currently dental therapists, dental hygienists and oral health therapists are unable to 

register with Medicare Australia to provide dental care services under the Medicare Dental 

Initiatives.  The dental care services they deliver must be provided under a dentist’s 

Medicare provider number. In rural and remote communities where the services of a 

dentist are often limited or non-existent, this indirect billing feature adds an additional layer 

which often blocks access to Medicare funded dental services. 

 

The Medicare Chronic Disease Dental Scheme will end on 31 December 2011. The 

closure of this scheme will leave many chronically ill consumers without subsidised access 

to dental care in rural and remote Australia. 

 

7. Clinical Pharmacy services for people with chronic disease. 

People in rural and remote communities have high levels of chronic disease and thus have 

complex medication regimens. Multiple medications can often result in poor levels of 

medication compliance, and thus poor management of chronic disease, and/or can result 

SARRAH recommends the Australian Government fund and implement 

improved access to allied health services in aged care facilities by reviewing the 

remuneration for these items recognising the time demands for the provision of 

such services by visiting AHP’s and OH&S difficulties in providing such visiting 

services. 

SARRAH recommends that dental therapists, dental hygienists and oral health 

therapists are allocated Medicare provider numbers to enable direct access to 

Medicare services within their scope of practice. 

SARRAH recommends a review of the Medicare Chronic Disease Dental 

Scheme, including an investigation of uptake of the scheme in rural and remote 

Australia.  Funding alternatives should be put in place so chronically ill 

consumers are not further disadvantaged with regard to accessing dental 

services which will impact on their overall health outcomes. 
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in medication mismanagement and adverse outcomes, resulting in increased 

hospitalisations.  

Many consumers in rural and remote communities have little or no access to a Pharmacist. 

Current models of delivery of pharmacy services through small business are not viable in 

small communities. Clinical Pharmacy services such as patient medication and device 

education, health professional medication education, Dose Administration Aid (DAA) 

packing, disease management, case conferencing and wound care need to be 

remunerated under MBS items. Currently, only Home Medicines Reviews (HMRs) and 

Residential Medication Management Reviews (RMMRs) pharmacy services are 

remunerated through MBS item numbers. The current remuneration for the HMR and 

RMMR and associated travel allowance are insufficient to cover costs in rural and remote 

areas. 

 

Innovative solutions 

Throughout this document SARRAH has identified issues in relation to Commonwealth 

Government funded Medicare initiatives to increase access to allied health services and 

team based care for Australian health consumers. Of major concern is the reduced access 

to health services provided by these initiatives as a result of lack of private AHPs, Dentists, 

GPs and other health practitioners eligible under the programs.  

SARRAH strongly recommends an evaluation of the Medicare initiatives to identify 

inequities in uptake between metropolitan, regional, rural and remote areas of Australia 

and the impact and effectiveness of the initiatives where they are being fully implemented.  

The Commonwealth Government must ensure that in rural and remote areas, where there 

are no or very limited private practitioners available to provide services, flexible options for 

families in such areas are identified and implemented to obviate the need to travel long 

distances to access services. 

Innovative solutions include:  

SARRAH recommends  

 The Australian Government add MBS items for an extended range of clinical 

pharmacy services. 

 An increase in remuneration for HMR & RMMR items to make them viable for 

rural and remote patients. 
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Whilst the funding and implementation of such innovative solutions may initially increase 

health costs under the Medicare initiatives, the benefits for health consumers would 

include: 

SARRAH recommends  

 Increase the number of AHP sessions claimable under MBS for consumers 

in line with visits available under other initiatives to better reflect actual 

need. For example: allow for 10 visits per annual year in line with access to 

psychological services under the MBS. 

 Implement and fund standard and extended session item numbers to enable 

remuneration for allied health services provided under the MBS to reflect the 

time factor and actual cost of service provision by the different professions. 

 Include allied health services in telehealth initiatives as with the expansion 

of Medicare rebates to fund the provision of such services via telehealth, 

particularly in regions where access to the required allied health service is 

not otherwise available or limited. 

 As with services delivered by Aboriginal Health Workers, provide MBS item 

numbers for services delivered by Allied Health Assistants supervised by 

AHPs remotely to increase access to allied health services for consumers 

with chronic and complex conditions in rural and remote communities. 

 Improve financial support under the various Patient Assistance Transport 

Schemes to include costs associated with accessing allied health services 

to enable rural and remote consumers to travel greater distances when 

services are not available locally. 

 Provide consumers with the opportunity to purchase services from available 

public providers (e.g. State health), where there are no suitable private 

practitioner options available, under the same conditions and controls 

applicable to private providers. It is not suggested that funding be allocated 

directly to State/Territory government services or that this model be 

introduced where needs are already being met, but that under special 

circumstances an exemption should be provided with appropriate controls in 

place. For example the model provided by Commonwealth Government 

Department of Veteran’s Affairs providing access to allied health services for 

Veterans in areas where there are no private practitioners. 

 Expand the Medical Specialist Outreach Assistance Program Indigenous 

Chronic Disease (MSOAP-ICD) model to all chronic disease management 

for health consumers in areas where access to the required service is not 

otherwise available. 

 Review the model of GP gatekeeping of MBS funded allied health services 

to ensure that the majority of the funding goes towards the client 

intervention, rather than administration; and to minimise the number of 

clinical transactions required to achieve the optimum outcome for the client. 
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 Facilitating health promotion and illness prevention; 

 Promoting team based care of those with chronic and complex conditions; 

 Reducing complications as a result of chronic conditions; and 

 Reducing admissions to and length of stays in hospital. 

Conclusion 

In order to improve access to allied health services for consumers with chronic and 

complex conditions in rural and remote Australia, a review of the current MBS allied health 

provisions and other related Australian Government programs (e.g. FaHCSIA funded) is 

required. Programs need to reflect the true nature of the service delivery by the different 

professions under the allied health category; the number of services needed, and be 

flexible enough to enable access to the required services to be met for consumers in rural 

and remote communities. 

SARRAH as the peak body representing AHPs delivering health services to people 

residing in rural and remote communities across Australia is well positioned to work with 

the Australian Government and other stakeholders to enhance the MBS and other related 

programs in particular those items relating to allied health services. 
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Attachment A 

The Commonwealth Government Department of Health and Ageing: Medicare Benefits 

Schedule Allied Health Services, 1 November 2011 which is available via this link: 

http://www.health.gov.au/internet/mbsonline/publishing.nsf/Content/2CF0C0E825700B77C

A257903007A598C/$File/201111-Allied.pdf 

The document contains information on: 

 information for Allied health providers 

 individual Allied health services for patients who have a chronic condition and 

complex care need; 

 group Allied health services for patients with type II diabetes; 

 follow-up Allied health services for aboriginal and Torres Strait Islander peoples 

who have had a health assessment; 

 psychological therapy services; 

 focused psychological strategies; 

 pregnancy support counselling; and 

 children with autism, pervasive developmental disorder or disability. 

The guidelines provide information about eligible patients and the services available under 

the Medicare guidelines. This includes the number of services per year; the service length 

and type; eligible allied health professions; referral requirements; referral validity; 

subsequent referrals and reporting requirements.  

 

Eligibility of Patients 

Eligible patients Number of allied 

health services 

per patient  

Allied health 

professional eligible to 

provide the service 

Patients who have a chronic 
(or terminal) medical 
condition and complex care 
needs requiring a 
multidisciplinary approach 

Up to five individual services 
(in total) per calendar year 
(no exceptions) 

Aboriginal health worker 
Audiologist 
Chiropractor 
Diabetes educator 
Dietitian 
Exercise physiologist 
Mental health worker 
Occupational therapist 
Osteopath 
Physiotherapist 
Podiatrist 
Psychologist 
Speech pathologist 

Eligible patients Number of allied 

health services 

per patient  

Allied health 

professional eligible to 

provide the service 

http://www.health.gov.au/internet/mbsonline/publishing.nsf/Content/2CF0C0E825700B77CA257903007A598C/$File/201111-Allied.pdf
http://www.health.gov.au/internet/mbsonline/publishing.nsf/Content/2CF0C0E825700B77CA257903007A598C/$File/201111-Allied.pdf
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Aboriginal and Torres Strait 
Islander peoples who have 
had a health check 

Up to five individual services 
(in total) per calendar year 
(Note: these services are in 
addition to the five individual 
services for patients with a 
chronic or terminal medical 
condition and complex care 
needs) 

Aboriginal health worker 
Audiologist 
Chiropractor 
Diabetes educator 
Dietitian 
Exercise physiologist 
Mental health worker 
Occupational therapist 
Osteopath 
Physiotherapist 
Podiatrist 
Psychologist 
Speech pathologist 

Patients who have type 2 
diabetes 

One individual assessment 
and up to eight group 
sessions per calendar year  
(Note: these services are in 
addition to the five individual 
services for patients with a 
chronic or terminal medical 
condition and complex care 
needs) 

Diabetes educator 
Dietitian 
Exercise physiologist 

Patients with an assessed 
mental disorder 

Up to ten individual services 
and up to ten group therapy 
services per calendar 
year.Services provided under 
the Access to Allied 
Psychological Services 
(ATAPS) should not be used 
in addition to the ten 
psychological therapy 
services (items 80000 to 
80020), focussed 
psychological services-allied 
mental health services (items 
80100 to 80170 and/or GP 
focussed psychological 
strategies services (items 
2721 to 2727). 

Clinical 
psychologistPsychologistOccupational 
therapistSocial worker(Note: services 
can also be provided by a qualified 
medical practitioner)  

Women who are concerned 
about either a current 
pregnancy, or one that 
occurred in the previous 12 
months 

Up to three services per 
pregnancy 

Psychologist 
Social worker 
Mental health nurse 
(Note: services can also be provided 
by a qualified medical practitioner) 

Children with autism, 
pervasive developmental 
disorder (PDD) or disability – 
aged under 13 years for 
diagnosis services and under 
15 years for treatment 
services  

Up to four services for 
assessment (in total per 
child) and up to 20 early 
intervention treatment 
services (in total per child). 

Audiologist 
Occupational therapist 
Participating Optometrist 
Orthoptist 
Physiotherapist 
Psychologist 
Speech pathologist 
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Attachment B 

The Commonwealth Government Department of Health and Ageing Medicare Benefit 

Schedule: Dental Services which is available via this link: 

http://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/2CF0C0E825700B

77CA257903007A598C/$File/201111-Dental.pdf 

The document provides information about the Dental program including: 

 Which dental practitioners are eligible to use the dental items; 

 Which patients are eligible for dental services; 

 What dental services are covered by the Medicare items; 

 How does the patient limit of $4,250 in benefits work; 

 Informing the patient about the cost of services; 

 Charging and billing for dental services; 

 Private health insurance; 

 Referrals and reporting; 

 Dentures; and 

 Claiming under Medicare. 

http://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/2CF0C0E825700B77CA257903007A598C/$File/201111-Dental.pdf
http://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/2CF0C0E825700B77CA257903007A598C/$File/201111-Dental.pdf
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Attachment C 

Commonwealth Government Department of Health and Ageing Medicare Benefits 

Schedule Book: Optometrical Services Schedule which is available via this link: 

http://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/2CF0C0E825700B

77CA257903007A598C/$File/201111-Optom.pdf 

The document provides information about the Optometrical Services program including: 

 Benefits for services by participating Optometrists; 

 Participation by Optometrists; 

 Provider numbers; 

 Patient eligibility; 

 Scheduled fees and Medicare Benefits; 

 Billing Procedures; 

 Limitations on Benefits; 

 Referrals; and 

 Provision for review of Schedule. 

 

http://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/2CF0C0E825700B77CA257903007A598C/$File/201111-Optom.pdf
http://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/2CF0C0E825700B77CA257903007A598C/$File/201111-Optom.pdf

