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SARRAH Response to MBS Review Survey 

Do you think that there are parts of the MBS that are out-of-date and that a review of the 

MBS is required? 

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

wherever they live. Allied health services are basic and core to Australians’ primary health care 

(as defined by the World Health Organisation) and wellbeing, and to the improvement in health 

outcomes for rural and remote residents. 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 Allied Health Professionals (AHPs) provide a range of 

clinical, disease prevention and health education services to individuals who live in rural and 

remote Australian communities. AHPs are critical in the management of their clients’ health, 

particularly those with chronic disease and complex care needs. AHPs work across the health 

care continuum and they have significant roles in both 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 multidisciplinary and team approaches to health care, especially for management 

of chronic diseases and to improve health behaviour. 

SARRAH supports both the MBS review and the complementary work of the Primary Health 

Care Advisory Group (PHCAG).  The Australian community requires a universal health care 

system, not just universal medical care, and we urge the MBS Review Taskforce and the PHCAG 

to take this opportunity to develop a primary health care system which enables 

multidisciplinary, team based care.  This includes supporting the existing central role of GPs and 

enhancing the capacity of all health professionals to work as a multidisciplinary team and 

provide patient centred care.  

SARRAH also urges the MBS Review Taskforce and the PHCAG to recognise that rural and 

remote communities do not receive the same universal access to health care through the 

Medicare system as their metropolitan counterparts.  There is clear evidence of market failure 

that results in limited access to health care providers in rural and remote communities.  At the 

same time, rural and remote Australians face a greater burden of disease and poorer health 

outcomes.  SARRAH believes that the MBS Review must develop additional strategies to 

increase and enhance access to Medicare and the MBS for rural and remote communities.  
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SARRAH recommends that the MBS Review Taskforce establish a working group to look at rural 

and remote issues relevant to MBS and Medicare.  

Q. Do you have any comments on the proposed MBS Review process?  

Rapid Reviews:  

SARRAH is concerned that the Rapid Review process outlined in the Consultation Paper will not 

address the existing on medical services in the MBS.  Allied health makes a significant 

contribution in the prevention and management of chronic disease, and recovery and 

rehabilitation. These interventions tend to have ‘soft’ endpoints, such as prevention of 

complications, improved capacity for independent living, and quality of life.  While in some 

cases, however, they can be easily measured, for example weight reduction and better control 

of blood glucose for people with diabetes, many outcomes are less easily measured, such as 

improved capacity for independent living, and quality of life.   

An important challenge faced by allied health is in collating the evidence to demonstrate the 

effectiveness of interventions. In the most recent National Health and Medical Research Council 

funding round, less than 5% of funding was allocated to allied health interventions. The clinical 

trials required to provide Medicare with evidence to support greater funding are time 

consuming and expensive, costing in the region of $250,000 to more than $1 million.  

These barriers will need to be taken into account when applying the rapid review methodology 

to interventions by AHPs in the context of the MBS review.  

 

Q. How can the impact of the MBS Review be measured?  

What metrics and measurement approaches should be used?  

How should we seek to improve this measurement and monitoring capability over time?  

SARRAH considers that measures of the success for the MBS review should look at areas 

including:  

- Increased access for rural and remote Australians to health care services; 

- Increases in access to allied health interventions, including those with a prevention 

focus; and 

- Improved health outcomes as a consequence of improved service access. 

SARRAH believes that the Medicare system should be used to support and encourage research 

and provide evidence for research into effective multi-disciplinary health care.  Furthermore, an 

ongoing review and improvement approach should be embedded in the Medicare system so 

that it reflects contemporary best practice at all times. 

Which services funded through the MBS represent low value patient care (including for safety 

or clinical efficacy concerns) and should be looked at as part the Review as a priority?  
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SARRAH asserts that there are a number of relatively simple conditions treated by AHPs that 

should not require a GP to generate referrals between AHPs and medical specialists.  This 

current requirement for the GP to be the active intermediary between the services is 

unnecessary in terms of time and costs in many cases.  Nevertheless, SARRAH strongly supports 

team based care and communication between all health providers involved in a consumer’s 

treatment and care remains essential.  

Q. Which services funded through the MBS represent high value patient care and appear to be 

under-utilised?  

 

Comparison of MBS claims of GPs and allied health services by remoteness areas 2012-2013. 

The figure above is based on data provided to SARRAH from the Department of Human Services. 

It shows that in 2012-13 there was greater use of MBS Allied Health item numbers in 

metropolitan areas, with usage declining with remoteness.  This reflects the discrepancy in the 

availability of allied health services between metropolitan areas and rural and remote areas.  

SARRAH believes more must be done to increase access to AHPs in these non-metropolitan 

areas. MBS items directed to allied health care could significantly influence this shortage by 

increasing capacity for private allied health businesses and sessional AHP services to be 

established in these currently under-serviced areas.   

 

Q. Are there rules or regulations which apply to the whole of the MBS which should be 

reviewed or amended?  

- If yes, which rules and why? Please outline how these rules adversely affect patient access to 

high quality care.  
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The consultation paper clearly identifies that GP consultations are the largest category of 

service paid for by Medicare.  The paper also identifies that some rules have been put in place 

to strengthen the role of GPs as gatekeepers to the secondary health system.  Some examples 

where this rule has unintended consequences: 

 Referrals between AHPs and specialist doctors (and vice versa) are not covered by 

Medicare, requiring a GP consultation for a referral that a qualified AHP has identified 

as clinically necessary.  

 Pathology and diagnostic imaging referrals by AHPs are not covered by Medicare, and 

require a GP referral to be classified as an MBS item.  AHPs are qualified and regulated 

health professionals and are able to determine when a pathology or diagnostic imaging 

referral is clinically necessary within their scope of practice.  

SARRAH research (see De Courcy, Investigating the Efficacy of Allied Health: Reducing Costs and 

Improving Outcomes in the Treatment of Diabetes, Osteoarthritis and Stroke March 2015) has 

identified examples where the use of allied health interventions has reduced the need for 

further services, including reduced need for the interventions by specialist surgeons.  For 

example: 

 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 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. 

These examples clearly demonstrate that within other sections of the health system, AHPs are 

making appropriate, cost effective decisions regarding referrals to specialist doctors and other 

health services.  SARRAH believes that MBS items must be modified to allow AHPs to provide 

referral services to their patients in private practice and primary health care settings.  

 

SARRAH agrees that Medicare and the MBS is not a remuneration system for doctors, or for 

health professionals.  However, the Taskforce must recognise that MBS and Medicare are 

significant drivers of financial viability for health businesses and for levels of 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 

http://sarrah.org.au/sites/default/files/docs/investigating_the_efficacy_of_allied_health_reducing_costs_and_improving_outcomes_-_final_report.pdf
http://sarrah.org.au/sites/default/files/docs/investigating_the_efficacy_of_allied_health_reducing_costs_and_improving_outcomes_-_final_report.pdf
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consumer. A report on the tests/assessment process and findings must then 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 undertaken by 

an AHP.  

The level of rebate a treatment, intervention or service attracts will directly impact on 

availability and access to health care, particularly for rural or remote communities as well as 

disadvantaged and vulnerable populations.   

SARRAH strongly urges the Taskforce to consider the relationship between MBS rebates and 

access to care as part of the review, and through the working group process, consider the 

impact of changes to MBS items on access to care among rural and remote communities and 

other populations groups where access is an issue.  

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 

 

 

Q. Are there rules which apply to individual MBS items which should be reviewed or 

amended?  

- If yes, which rules and why? Please outline how these rules adversely affect patient access to 

high quality care 

SARRAH is concerned that the Individual Allied Health Services (Items 10950 to 10970) for 

Chronic Disease Management are insufficient to support people with chronic diseases to 

manage their conditions and access health services in line with evidence based clinical practice 

guidelines.  The unrelenting nature of chronic disease necessitates many more than five 

sessions of treatment over a year shared between a number of AHPs. 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 under-resourced, 

overstretched, or nonexistent., As a result the consumer will not receive the services needed.  

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.   
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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.   

SARRAH is concerned that the MBS does not cover telehealth services provided by AHPs.  

Providing Medicare rebates for patients who consult an AHP via telehealth is one component of 

a broader range of measures to improve access to allied health services in rural and remote 

areas.  (See the SARRAH position statement on Telehealth). 

Q. What kind of information do consumers need to better participate in decisions about their 

health care? 

Consumers would benefit from increased information about the services and interventions 

provided by AHPs and how they can assist with prevention or reducing the deterioration of their 

condition.  

 


