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Executive Summary
The Australian Physiotherapy Association (APA) welcomes this opportunity to respond to the
consultation by Medicare Benefits Schedule (MBS) Review Taskforce (the Taskforce). This
document represents a supplementary submission to the MBS Review.
We have been pleased to participate in the MBS Review and our supplementary submission
focuses on issues that have either arisen in the work of the Taskforce to date, or are yet to
be addressed (because the focus on allied health items is imminent).
We raised the way in which direct referral from a physiotherapist to a consultant medical
specialist could improve value in our initial submission to the Taskforce. It is our view that it
needs to be tackled prior to the completion of the work of the Taskforce.
We recommend the Taskforce support amendment of Explanatory Note GN.6.16 of the
Medicare Benefits Schedule such that a referral can be made by a registered physiotherapist
to specialists and consultant physicians within the physiotherapist’s scope of practice; and
that such a referral given by a participating physiotherapist is valid until 3 months after the
first service given in accordance with the referral.
We raised concern about anomalies in the fees and benefits for patients in some cases of
diagnostic imaging in our initial submission to the Taskforce. Patients receiving the same
service need to receive the same fees and benefits.
We recommend the Taskforce support the removal of anomalies in the MBS with respect to
fees and benefits paid for NR-type diagnostic imaging services, when compared to R-type
diagnostic imaging services.
We raised the way in which physiotherapists, as a highly skilled workforce, are currently
unable to assess and provide group-based services for the management of type 2 diabetes
under the MBS.
We recommend the Taskforce support the inclusion of physiotherapists as a professional
group able to assess a person’s suitability for group services for the management of Type 2
diabetes (e.g. MBS item 81100) and then to provide group sessions (e.g. MBS item
81105).
Given the mounting evidence of the safety, efficacy and value of video-consultations between
patients and their physiotherapists, we recommend the Taskforce support the inclusion of
video-consultations as a form of consultation using Item 80100 as the precedent. This will
assist to address inequities in access to services for people in rural and regional Australia,
and for people with a range of conditions (e.g. neurological disorders) that create barriers to
access to physiotherapy.
Members of the physiotherapy profession have raised concern about access to
physiotherapy in the current approach to the Chronic Disease Management (CDM) items.
We recommend that the Taskforce support:



the introduction of an assessment consultation under the CDM items, using the Level
D item for general practice as a model;
an increase in the number of exclusive physiotherapy services in any one year to five
(in addition to five non-physiotherapy allied health services)
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payment of a fee/benefit when a physiotherapist participates in a case conference
(including a discharge case conference) for which the GP or consultant medical
specialist service is subsidised under the MBS.

Our members have also expressed concern about the inequitable way in which the needs of
children in out-of-home care are addressed within the MBS, given the evidence that these
children are likely to have a range of undetected and potentially chronic health conditions.
We recommend that the Taskforce support the inclusion of children in out-of-home care as
a category of people eligible for health assessments and a GP Management Plan.
We support the role of the Medical Services Advisory Committee (MSAC) in appraising new
medical services proposed for public funding, and advising Government. However, using the
MSAC process can be very problematic, especially when the proposal being made is
auspiced by a not-for-profit organisation.
We are concerned that there will be an ongoing problem with the provision of low value
services, or an absence of high value services, while the MSAC continues to operate in its
current form, and while any review of its processes occurs. This delay is a substantial
concern to us, as we see a range of Australians whose care is suboptimal as a result.
To enable applications for long-term funding to be considered by the MSAC, we recommend
the Taskforce support (as an interim measure for two years), the introduction of new MBS
listings for:









a pulmonary rehabilitation (PR) program for patients with chronic lung disease. The
model of funding in Aboriginal communities through Aboriginal Community Controlled
Health Services/Aboriginal Medical services to be reviewed on completion of the
evaluation of the Breath Easy Walk Easy, Lungs for Life (BE WELL) program;
a physiotherapy service for the assessment and treatment of pelvic floor disorders,
restricted to physiotherapists who have undertaken specific post-entry education;
a physiotherapy service for the management of complex lymphoedema, and an
associated rebate for up to 10 sessions within a 12-month period, using the current
Mental Health Care Plan as a model;
an early intervention physiotherapy service for people at risk of persistent pain;
an initial assessment for an interdisciplinary pain education and self-management
program; and an interdisciplinary group service for pain management, and
a physiotherapy orthopaedic screening service for patients with specific conditions
(e.g. degenerative knees, degenerative rotator cuff), indicatively based on a Level D
consultation, on referral from a GP or consultant medical specialist

We are concerned about the limitations the legislative and regulatory arrangements in the
MBS have on the preparation of pre-entry physiotherapy students to be work ready for private
practice. Current arrangements limit the engagement of supervised students with patients,
constraining the ability of the professional to provide appropriate and quality preparation for
the future workforce.
We recommend the Taskforce support a change of the relevant Determination such that
physiotherapy students undertaking supervised clinical placements as a part of their preentry education can provide aspects of physiotherapy services described in the Medicare
Benefits Schedule. This could include assisting or participating after the 20-minute

www.physiotherapy.asn.au

3 of 35

threshold for the item, where elements of the services as described in the MBS are still
being provided.
We have become aware of the proposition that subsidies under the MBS which are
currently directed to patients will be directed via general practices.
We recommend that the Taskforce make no recommendation that supports any shift of
subsiding physiotherapy services under the MBS to a payment model to GPs or general
practices.
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Introduction
The Australian Physiotherapy Association (APA) is pleased to provide this supplementary
submission to the Medicare Benefits Schedule (MBS) Review Taskforce (the Taskforce).
We believe that a high-value health system needs to be both fair and sustainable; that it
needs to be grounded in both the best available evidence and in a considered willingness
to invest in emerging opportunities and technologies.
We have been pleased to participate in the MBS Review and our supplementary
submission focuses on issues that have either arisen in the work of the Taskforce to date,
or are yet to be addressed (because the focus on allied health items is imminent).

Direct referral to consultant specialists
We raised the way in which direct referral from a physiotherapist to a consultant medical
specialist could improve value in our initial submission to the Taskforce. It is our view that it
needs to be tackled prior to the completion of the work of the Taskforce.
One in 20 Australians lives in an area with severely reduced access to the services of a
general practitioner (GP). In some of Australia’s most underserviced areas, only half the
number of GP services per person are provided, compared with those provided to people
living in metropolitan areas.1
This means that the patients of physiotherapists in rural areas, who already have restricted
access to consultant medical specialists, have an additional hurdle when accessing the
most suitable medical practitioner.
Allowing for direct physiotherapy referral to specialist medical practitioners will better utilise
the existing workforce, cut red tape and free up GPs to dedicate more time to complex
clinical care.
The rationale for retaining GPs are the primary source of referral has been the importance
of continuity of care. However recent research suggests that a significant proportion of
general practice care is delivered away from ‘usual’ or home practices, with over onequarter of the study’s sample attending more than one practice in the previous year.2 This
has potential implications for continuity of care.3
Within their scope of practice, optometrists, dentists, midwives and nurse practitioners are
able to make referrals directly to consultant medical specialists. The same principle needs
to apply to physiotherapists.
The Transport Accident Commission (TAC) in Victoria has a Network Pain Management
Program in Victoria that supports the principle of early intervention and enables
physiotherapists to refer motor accident patients directly to pain medicine specialists.
Benefits of this program include:




a single approval, which facilitates early access to healthcare
access to a coordinated team of healthcare professionals, and
access to pain management usually within 4 weeks of approval.

In contrast, the MBS requires a GP referral to consultant medical specialists, when in
selected cases a physiotherapist could safely and appropriately make the referral. This can
create a circular referral pattern that delays necessary specialist treatment and generates
unnecessary work.4 The use of interoperable information and communications systems
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(including My Health Record) overcomes any sense of discontinuity between providers and
patients.
Similar to referrals from one specialist to another, physiotherapy directed referrals could be
limited to a three-month period from the date of first visit to the specialist, with copies of all
referral and other relevant documentation sent to a patient nominated GP.
In 2013 the APA commissioned Griffith University’s Centre for Applied Health Economics
and the Deeble Institute to conduct an economic evaluation to determine the costs
associated with referrals. The research found if physiotherapists were to receive Medicare
rebates to directly refer to a range of specialist medical practitioners, there would be
substantial savings:
Savings to the MBS: $13,641,362
Savings to patients:
$2,175,407
TOTAL SAVINGS:
$15,816,7695
As shown in the figures above, the current referral system can incur additional GP out-ofpocket costs for patients. The imposition of additional costs can lead patients to delay their
care, or worse, fail to follow through on treatments, potentially creating a later acute
episode. By changing current referral requirements, health policymakers will streamline
patient care, facilitating faster diagnosis, improved patient outcomes, quality of life, work
productivity and wider community benefits.
The APA Code of Conduct is binding on all members and requires physiotherapists to
collaborate with colleagues to promote safe, quality care.6 This will often involve
collaboration with a GP, which is normal practice within the profession.
In addition, the Physiotherapy Board of Australia has a code of conduct that requires
physiotherapists to ‘recognise and work within the limits of their competence and scope of
practice.’7 This reflects the practice in the profession of referring patients to a GP if the
aetiology of the presenting condition is unclear or outside a physiotherapist’s scope of
expertise. However physiotherapists, as experts in the management of musculoskeletal
disorders, are well placed to determine the relevant pathways for patients.

Recommendation 1
We recommend the Taskforce support amendment of Explanatory Note GN.6.16 of the
Medicare Benefits Schedule such that a referral can be made by a registered
physiotherapist to specialists and consultant physicians within the physiotherapist’s scope
of practice; and that such a referral given by a participating physiotherapist is valid until 3
months after the first service given in accordance with the referral.

Equivalent fees and benefits for diagnostic imaging
We raised concern about anomalies in the fees and benefits for patients in some cases of
diagnostic imaging in our initial submission to the Taskforce.
These inequities need to be removed. Patients receiving the same service need to receive
the same fees and benefits. We understand that other such anomalies are being
addressed by the Taskforce and are keen to have this anomaly addressed prior to the
completion of the work of the Taskforce.
At present, physiotherapists can request R-type x-rays of the spine, hip and pelvis and their
patients receive a rebate that is equivalent to that funded when the request is made by a
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doctor. However, when physiotherapists request NR type x-ray and ultrasound items, the
MBS subsidies for patients are lower than that funded when the request is made by a
doctor.
Evidence suggests that physiotherapists are skilled at ordering clinically appropriate
imaging. When magnetic resonance imaging (MRI) was used as the gold standard, the
diagnostic accuracy of physiotherapists for clients with musculoskeletal injuries was found
to be as good as that of orthopaedic surgeons and significantly better than that of nonorthopaedic providers.8

Recommendation 2
We recommend that the Taskforce support the removal of anomalies in the MBS with
respect to fees and benefits paid for NR-type diagnostic imaging services, when compared
to R-type diagnostic imaging services.

Extension of the diabetes education service items
MBS items 81100, 81110 and 81120 allow diabetes educators, exercise physiologists and
dieticians to assess a person's suitability for group services for the management of type 2
diabetes. Assessment includes taking a comprehensive patient history, identifying an
appropriate group services program based on the patient's needs, and preparing the
person for the group services. As a highly educated workforce, where assessment is a core
element of safe, high quality, evidences based clinical care, physiotherapists are well
equipped to undertake an assessment and make an eligibility determination.
Items 81105, 81115 and 81125 allow diabetes educators, exercise physiologists and
dieticians to provide group diabetes education services for eligible patients.
Physiotherapists are equally if not better qualified than exercise physiologists to provide
evidence-based group exercise programs. Physiotherapists have comprehensive
knowledge of the underpinning pathophysiology and use this knowledge to develop
clinically appropriate diabetes education programs.

Recommendation 3
We recommend the Taskforce support the inclusion of physiotherapists as a professional
group able to assess a person’s suitability for group services for the management of Type 2
diabetes and then to provide these group sessions.

Video-consultations
In some circumstances (e.g. Item 2100), the MBS recognises video-consultations as an
appropriate modality for clinical care delivery. Item 80100, for example, is for professional
attendance for the provision of focused psychological strategies for an assessed mental
disorder by a psychologist (in defined circumstances). The scope of therapies funded is
time-limited, with up to ten planned sessions in a calendar year, up to seven of which may
be provided via video conference.
However, at present, video consultations between patients and their physiotherapists are
yet to attract a subsidy under the MBS.
The current need for in-person or face-to-face attendance with a physiotherapist can act as
a barrier to ongoing care. This includes circumstances where the patient is in a rural or
regional location and the treating practitioner is urban based. Video-consultations can lower
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the barriers for patients to receive advice and support. This includes people living in rural
locations, those who are homebound and older people with limited capacity to travel to a
clinic.9
Telemedicine has been a focus of health service delivery funding in leading organisations
such as the Veterans Health Administration (VHA) in the United States of America (USA)
since 2000.10 There is a broad and rapidly increasing body of evidence that demonstrates
that digitally-supported physiotherapy can be effective. The evidence-base for video
consultations is rapidly expanding.11
An Australian study demonstrated a 23% cost reduction in favour of the spinal assessment
telehealth service (compared with the usual outreach clinic) with the greatest savings in
travel costs, with no adverse events reported.12 Another study in telehealth showed:




a 25% reduction in numbers of bed days of care
a 19% reduction in numbers of hospital admissions, and
a mean satisfaction score rating of 86% after enrolment into the program.13

The cost to the insurer was substantially less than other non-institutional care and nursing
home care. The authors report that sufficiently scaled home telehealth implementation is an
appropriate and cost-effective way of managing chronic care clients in both urban and rural
settings. In Australia, the hospital provider and non-hospital provider may be different,
raising the question of how costs and benefits would be shared.
A systematic review that assessed the economic value of video communication found that:


61% of the studies found telehealth to be less costly than the non-telehealth
alternative. 14

In terms of health outcomes, this systematic review reported that:





33% of studies found improved health outcomes
58% of studies found outcomes were not significantly different
6% found that telehealth was less effective
3% found outcomes differed according to patient group.

Despite the fact that digitally-enabled services may value-add to, or substitute for other
services, they receive little or no reimbursement from third-party funders.15 16
The ways in which payment models are designed and reimbursement occurs represent a
substantial barrier to adoption of digital health modalities.17 In a 2017 international study,
60% of health care decision makers listed payment models as a challenge to the
introduction of digitally-supported healthcare.18 This suggests that payment models will
need to adapt to the changing landscape.19

Recommendation 4
We recommend the Taskforce support the inclusion of video-consultations between a
patient and their physiotherapist as a form of consultation using Item 80100 as the
precedent.
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Chronic Disease Management Items
We are keen to deliver on the nascent value within the Chronic Disease Management
(CDM) items in the MBS.
We have a number of concerns about the model for the CDM items as currently enabled in
the MBS. Our members report that their clients tell them that they have claimed all but one
of their annual allocation of MBS-subsidised consultations with allied health professionals
prior to the client’s first visit to this physiotherapist. This creates a material barrier to their
client attending for a sufficient ‘episode’ of physiotherapy care.
Our members report they are advised by GPs that referral to the physiotherapist is for a
single session, as the four remaining four sessions available under the MBS are to be used
by other allied health professionals (e.g. a dietician or occupational therapist).
As a part of our initiative to improve the CDM items, we sought data on claims for these
services from the Department of Human Services (DHS). We are yet to receive this data;
however, we anticipate it will assist in determining the nature of physiotherapy attendance
(although we are aware that the MBS data cannot inform any causal link to the proposition
of this ‘single session’ problem).
Our members report that the structure of the CDM items departs materially from their usual
practice. Independent research, commissioned by us in 2017, indicates that initial
consultations last, on average, 40.29 minutes. This is more than twice the threshold length
of 20 minutes indicated for the service in the MBS. There is little variation in this reported
average length between urban and rural clinics and between sole traders and group
practices.
This research also indicated that over a third of physiotherapists in Australia offer a bulkbilled initial consultation on referral from a GP. Across the states, Western Australian (WA),
Queensland (Qld), Victoria (Vic) and the Northern Territory (NT) have the highest rates of
offering to bulk-bill (respectively). Although the base of respondents in the study was
smaller, the Australian Capital Territory (ACT) and Tasmania (Tas) have very low levels of
offering to bulk-bill. The study showed very little difference between urban and rural clinics
and between with sole traders and group practices.
We are aware from other research on the costs of physiotherapy services that the
fee/benefit for the CDM items is materially lower than the full average cost of providing the
service on a sustainable basis. We anticipate there is an important financial barrier for
patients when accessing physiotherapy subsidised by the MBS. In the context of people
with chronic conditions, we anticipate this barrier is amplified as they are likely to need an
episode of care. Financial barriers are further exacerbated by variable bulk-billing rates.
Our members also report, that despite the design of the CDM items pertaining to the
management of chronic conditions, they do not receive referrals for the same person over
multiple years. We have asked the DHS to provide time-series data to further explore
referral patterns to physiotherapy (although we are aware that we cannot make causal links
with this proposition). We have sought data on gender, age, and State/Territory of
residence, to explore whether or not there are obvious differences in the rate of claiming
based on these factors.
Items 735-758 should generally be undertaken by the patient's usual medical practitioner.
This is a medical practitioner, or a medical practitioner working in the medical practice, that
has provided the majority of services to the patient over the previous 12 months and/or will
be providing the majority of services to the patient over the coming 12 months.
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Our members report that there is a small number of GPs who consistently refer patients
who would not, in the view of our members, otherwise be eligible for these services. Our
members have been made aware that the decision is that of the GP and the regulatory
framework is such that the decision is the GP’s.
Services provided by GPs and consultant physicians, as participants in multidisciplinary
case conferences or discharge case conferences, attract a fee/rebate under the MBS.
Professionals who, for the purposes of care planning and case conferencing may be
included in a multidisciplinary care team, include physiotherapists.
When a physiotherapist provides a professional service by participating in such a case
conference, their service does not attract a fee/rebate. This is a material barrier to their
participation and is inequitable.

Recommendation 5
We recommend the Taskforce support the introduction of an assessment consultation
under the CDM items, using the Level D item for general practice as a model.

Recommendation 6
We recommend the Taskforce support five exclusive physiotherapy services in any one
year in addition to five (non-physiotherapy) allied health services.

Recommendation 7
We recommend the Taskforce support payment of a fee/benefit when a physiotherapist
participates in a case conference (including a discharge case conference) for which the GP
or consultant medical specialist service is subsidised under the MBS.

Children in out-of-home-care
Children in out-of-home care are four times more likely to have abnormal vision, seven
times more likely to fail a hearing test and two to three times more like to have difficulty with
speech.20 In a 2011 Australian study, over half of carers listed either no health concerns or
one concern only for a child when presenting for a health check, whereas 70% of children
required two or more referrals to a variety of health services.21
An Aboriginal and Torres Strait Islander Peoples Health Assessment is available to:



Children between ages of 0 and 14 years
Adults between the ages of 15 and 54 years (which, because of the lower age
threshold would include some children of the same age as children who might be in
out-of-home care).

Some children are included in existing target groups for health assessments, including:



People who have an intellectual disability, and
Humanitarian entrants who are resident in Australia with access to Medicare services,
including Refugees and Special Humanitarian Program and Protection Program
entrants.

The MBS provides rebates for GPs to manage chronic or terminal medical conditions by
preparing, coordinating, reviewing or contributing to chronic disease management (CDM)
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plans. The patient must have at least one medical condition that has been present (or is
likely to be present) for at least six months or is terminal.
A substantial proportion of children in out-of-home care are likely to have conditions that fit
the criteria of being chronic conditions, however, the detection of those conditions is less
likely. If children in out-of-home already had such a condition diagnosed, they would be
eligible to be referred to allied health professionals.
Physiotherapists are concerned that the absence of access to a health assessment is
inequitable and could increase the likelihood that health issues that can be addressed by
physiotherapy will be overlooked.

Recommendation 8
We recommend the Taskforce support the inclusion of children in out-of-home care as a
category of people eligible for health assessments and eligible for a GP Management Plan.

New items in the MBS
We support the role of the Medical Services Advisory Committee (MSAC) in appraising
new medical services proposed for public funding. This includes the provision of advice to
Government on the funding of new medical services.
We understand the importance of amendments and reviews of existing MBS funded
services being considered by MSAC. However, using the MSAC process can be
problematic, especially when the submission is auspiced by a not-for-profit organisation.
We are concerned there will be an ongoing problem with the provision of low value
services, or an absence of high value services while the MSAC continues to operate in its
current form, and while any review of its processes occurs. This delay is a substantial
concern to us, as we see a range of Australians whose care is suboptimal as a result.

Precedents in the MBS Review
The Government’s response to recommendations from the MBS Review Taskforce
indicates that both the Government and the Taskforce are prepared to recommend and
make changes where there is sufficient evidence and demonstrated need, without incurring
the delay that the MSAC process involves.
For example, to improve access, from 1 November 2018, the Government is introducing a
new MBS item to provide funding for the delivery of dialysis by nurses, Aboriginal and
Torres Strait Islander health practitioners and Aboriginal health workers in a primary care
setting in remote areas. Additionally, from 1 November 2018, the Government is
introducing two new time-limited MBS items for 3D Breast Tomosynthesis and removing
rebates for plain film tomography. These new items are an interim measure (for two years)
to enable an application for long-term funding to be lodged by the sector and considered by
the MSAC.

Pulmonary rehabilitation
Almost half (47%) of the potentially preventable hospitalisations in Australia in 2014–15
were due to five conditions, with chronic obstructive pulmonary disease (COPD) having the
highest rate of potentially avoidable hospital admissions.22
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There is strong evidence that pulmonary rehabilitation (PR) is effective in improving
exercise capacity, health-related quality of life and reducing symptoms. Indeed the
Cochrane review of pulmonary rehabilitation is now closed because no more studies will
change the evidence.23 Importantly, pulmonary rehabilitation has been shown to decrease
hospitalizations24, as well as reduce the length of hospital stay, with consequent cost
savings to the health system.25
Indigenous Australians bear an unequal burden of disease in relation to COPD. Compared
to non-Indigenous Australians, the prevalence of COPD is 2.5 times higher, with the death
rate 3 times higher and the hospitalisation rate 5 times higher in Indigenous Australians.26
We are aware of a National Health and Medical Research Council grant that is evaluating
the roll out of pulmonary rehabilitation in partnership with Aboriginal communities through
Aboriginal Medical Services/Aboriginal Community Controlled Health Services (the BE
WELL program).27

Recommendation 9
We recommend the Taskforce support the introduction of new MBS listings for a pulmonary
rehabilitation program for patients with chronic lung disease.
We recommend the model of funding for pulmonary rehabilitation programs in Aboriginal
communities through Aboriginal Community Controlled Health Services/Aboriginal Medical
services be reviewed on completion of the evaluation of the BE WELL program.

Pelvic floor care
The prevalence of pelvic floor disorders (urinary incontinence, faecal incontinence, and
pelvic organ prolapse) is high, with more than half the female population affected in South
Australia.28 Although the cost of managing urinary incontinence and pelvic organ prolapse
surgically is potentially costly, there is high quality evidence for cost-effective conservative
measures, particularly pelvic floor physiotherapy, for these conditions as first line therapy.
One study found 80% of women will have a satisfactory outcome from pelvic floor
physiotherapy and will not require surgical management for their urinary incontinence27
Depending on the choice of healthcare site (e.g. repeated visits to general practice) and
other supports (e.g. the use of pads), the costs may be incurred in the primary care sector.
A proposal for inclusion of services for pelvic floor care is included in Appendix 1.

Recommendation 10
We recommend the Taskforce support the introduction of new MBS listings for a
physiotherapy service for the assessment and treatment of pelvic floor disorders, restricted
to a physiotherapist who has undertaken specific post-entry education.

Lymphoedema management
Lymphoedema is swelling that occurs when lymph fluid builds up in the tissues under the
skin, due to non-functioning of the lymphatic system in that part of the body. Without
management, lymphoedema is progressive and incurable. Lymphoedema can be managed
by Complex Lymphoedema Therapy (CLT), a one-to-one therapy delivered by a trained
lymphoedema practitioner (including physiotherapists).
Secondary lymphoedema is the most common type developing following damage to the
lymphatic system. The damage may occur as a result of cancer treatments including the
www.physiotherapy.asn.au
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removal of lymph nodes, following radiotherapy to lymph node groups or with the
progression of malignant disease. The incidence of cancer diagnoses in Australia is
steadily climbing and is the greatest cause of health burden in Australia, accounting for
one-fifth of the total disease burden.29
One in five women (21%) who have had surgery develop breast cancer-related arm
lymphoedema.30 Lymphoedema following other forms of cancer is relatively unexplored,
however initial estimates range between 28 to 35%, 37 to 45%, and 75 to 90% for
melanoma31 32, gynaecological,33 and head and neck cancer,34 35 respectively.
Primary Lymphoedema in comparison to Secondary Lymphoedema is the result of a
congenital condition that affects how the lymph vessels where formed. This form may be
presents at birth (congenital), develop at the onset of puberty (praecox), or not become
apparent for many years into adulthood (tarda). At birth, about one person in every 6000
will develop Primary Lymphoedema.36
Access to regular assessment and management by qualified lymphoedema therapists
(including physiotherapists) is crucial to reduce the risk of exacerbations and to implement
early management of acute changes as required. The aim is to avoid unnecessary hospital
admissions for cases of cellulitis.
Unstable lymphoedema requires an intense course of bandaging and manual lymphatic
drainage (massage) to reduce limb size before prescription of a compression garment to
maintain the size and shape of the limb. Proper fit of compression garments is crucial to
ensure their effectiveness, requiring garment replacement every 3 to 6 months. Both
interventions have high time and economic costs: an Australian study found the average
out-of-pocket financial cost of breast cancer related-lymphoedema was $977 per person
per year.37
We support the Australasian Lymphology Association (ALA) submission to the MSAC.
Indicatively this would require an assessment service likely to be equivalent to a Level D
consultation in general practice; and allow for up to 10 consultations within a 12 month
period, indicatively equivalent to a Level C general practice consultation.
An overview of the issues is provided in Appendix 2.

Recommendation 11
We recommend the Taskforce support a physiotherapy service for the management of
complex lymphoedema, and an associated rebate for up to 10 sessions within a 12-month
period, using the current Mental Health Care Plan as a model.
We recommend that these listings be introduced as an interim measure (for two years) to
enable an application for long-term funding to be considered by the MSAC.
We recommend MBS rebates are restricted to lymphoedema practitioners eligible to
appear on the National Lymphoedema Practitioners Register (NLPR);
We recommendation Lymphoedema treatment provided by lymphoedema practitioners
attracts a rebate that reflects the level of expertise, complexity and resources required to
provide Complex Lymphoedema Therapy (CLT).
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Recurrent and persistent pain
Early intervention
One in five Australians under the age of 65 is affected daily by chronic pain, this rises to
one in three in over 65 years of age.38 Chronic pain costs the Australian economy
approximately $34 billion per year, the third most costly health burden in Australia and is
the leading cause of early retirement and absenteeism in the workplace.39
The Productivity Commission has recommended re-focusing of the health sector to focus
on integrated and patient centred care. With some estimates saying this could save the
economy $140 billion over 20 years.40
Whilst the burden of chronic pain does not sit exclusively with musculoskeletal disorders, a
significant amount of the burden does arise from these. For example, the direct costs of low
back pain have been estimated at $4.8 billion per year in Australia. In addition the indirect
costs have been estimated at over $8 billion in Australia.41
There are well defined predictors of chronicity in the literature with respect to pain. These
include high levels of initial pain, poor self-efficacy, poor pain-related beliefs and fear
avoidance.42 Early intervention to address these predictors has been shown to reduce the
risk of developing chronic pain and may help address the burden of disease and prevent
chronicity.43
Physiotherapy has been shown to be effective in the early intervention setting and lead to
outcomes such as fewer sick days, shorter injury duration and decreased utilisation of the
health care system.44 Physiotherapists are well placed to employ a biopsychosocial
approach to educate and promote best-practice approaches to pain including pain
education and promotion of healthy movement, as well as being well placed to screen for
co-morbid predictors of chronicity. Physiotherapy can help address the domains that are
predictors of chronicity.45
As a result, it is important for the MBS to include services that provide early intervention
physiotherapy services for people at risk of persistent pain. The presence of these services
provides a routine, accessible option for patients and GPs when the risk of persistent pain
is identified. The presence of these services is likely to lead to high-value use of health
care resources.
The proposed service is described in Appendix 3.

Recommendation 12
We recommend that the new MBS listing for early intervention physiotherapy services for
people at risk of persistent pain be introduced as an interim measure (for two years) to
enable an application for long-term funding to be considered by the MSAC.

Secondary and tertiary prevention
The burden of chronic pain to society is immense.
The evidence into pain management strongly endorses the use of inter-disciplinary teams
as a cost-effective way of managing pain and disability. Current models (and Medicare
items) are outdated, favour uni-modal and do not support the biopsychosocial model of
intervention.
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Recent trials in NSW into the provision of short pain management programs, run in a
Primary Care setting, show favourable outcomes. These programs can be used as a model
for the provision of such care.
There are already some existing models of chronic disease management involving group
based programs (for example in mental health). An adaptation of these models into the
provision of multi-disciplinary pain management programs would be appropriate.
There would need to be suitably streamlined ways for GPs to identify appropriate patients
who require such services. There would also need to be adequate assessment of these
patients by a physiotherapist and Clinical Psychologist. Pain programs would need to be
facilitated by at least a physiotherapist and a Clinical Psychologist but could also have GP
involvement under existing Medicare item numbers.
These service models have been present in other countries for some time.
The proposed services are described in Appendix 4.

Recommendation 13
We recommend the Taskforce support a new MBS listing for an initial assessment for an
interdisciplinary pain education and self-management program; and an interdisciplinary
group service for pain management be introduced as an interim measure (for two years) to
enable an application for long-term funding to be considered by the MSAC.

Referral to physiotherapy prior to consideration for surgery
In hospital-based orthopaedic screening clinics, a musculoskeletal physiotherapist screens
patients referred by GPs to an orthopaedic surgeon, filtering and treating patients who
could benefit from conservative treatment and reducing the number of appointments on the
orthopaedic wait list. An analysis of physiotherapy led orthopaedic and neurosurgery
screening clinics Queensland found that 58% of the patients referred by a GP did not
require surgical consultations at all and 83% were referred for conservative physiotherapy
management rather than surgery. The same review found that patients, GPs and medical
specialists had high levels of satisfaction with the clinics.46
The work of the Taskforce to date, and available research suggests that variations in the
provision of orthopaedic surgery, and the use of surgery not supported by the literature
could be reduced, and that there could be a corresponding reduction in costs in the MBS
related to this surgery.
For example, non-surgical rehabilitation of patients with back pain, degenerative knee
conditions, degenerative rotator cuffs or with sub-acromial pain has equivalent outcomes to
surgery at far lower cost and at significantly reduced risk to the patient. Surgery should be
reserved and only selectively offered to patients after appropriate rehabilitation has been
exhausted and failed.
Currently there is no requirement that GPs or surgeons follow this evidence based
pathway. There have been suggestions with the Taskforce’s work (e.g. in the review of
spinal surgery – fusion for back pain) that rehabilitation should be considered prior to
surgery. Where rehabilitation prior to surgery is considered an appropriate option, it would
be beneficial to have defined pathways within the MBS to facilitate referral.
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Recommendation 14
We recommend the Taskforce support inclusion of a physiotherapy orthopaedic screening
service for patients with specific conditions (e.g. degenerative knees, degenerative rotator
cuff), indicatively based on a Level D consultation, on referral from a GP or consultant
medical specialist, as an interim measure (for two years) to enable the application for longterm funding to be considered by the MSAC.

The role of students in MBS-rebated consultations
We are concerned about the limitations the legislative and regulatory arrangements in the
MBS have on the preparation of graduates to be work ready for private practice. The
current arrangements limit the engagement of supervised student with patients, thus
limiting the education and training opportunities available to physiotherapy students, and
the ability of the professional to provide appropriate and quality preparation for the future
workforce.
In March 2017, we sought the Department of Human Service’s position on the role that
physiotherapy students who were undertaking clinical placements as a part of their preentry education could take in consultations in which the patient was seeking a subsidy
under the MBS. We received the following:
An allied health service under item 10960 must be provided to the person
individually and in person. This requirement is stated in the item descriptor. Item
descriptors are included in the legislation and Medicare has no discretion to
overrule a legislative requirement.
A physiotherapy trainee therefore, cannot perform a physiotherapy service on
behalf of the service provider. I suggest that you may request your professional
association to lobby the Department of Health for an amendment to Medicare’s
legislative requirements and allow a trainee physiotherapist to provide services on
behalf of and under the supervision of the physiotherapist.
Following mid-year discussions with the Council of Physiotherapy Deans Australia and
New Zealand (CPDANZ), we were provided with a letter from the (then) Department of
Health and Ageing, dated 13 July 2005, which appeared to suggest that students could be
involved in care provided to patients who were claiming a rebate under the Medicare
Benefits Schedule. We provided this information to the Department of Health.
In December 2017, we received the advice included as Appendix 5.
In early February 2018, the Department of Veterans’ Affairs (DVA) confirmed that, although
its public information might be read as allowing students to be involved in providing care to
patients who were eligible under its programs, this was not the case. The DVA confirmed
that it was altering the text of its materials and held the same position as the Department of
Health.
We are concerned that regulation of the MBS is limiting educational opportunities and has
the potential to significantly reduce the participation of private practices in contributing the
preparation of the future workforce.
The Chair of the CPDANZ has provided information about the issues (Appendix 6).
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Recommendation 15
We recommend the Taskforce support a change of the relevant Determination such that
physiotherapy students undertaking supervised clinical placements as a part of their preentry education can provide aspects of physiotherapy services described in the Medicare
Benefits Schedule. This could include assisting or participating after the 20-minute
threshold for the item, where elements of the services as described in the MBS are still
being provided.

Employment of physiotherapists by general practitioners
The proposal of re-directing funding for physiotherapy provided under the MBS to a model
in which it was provided to general practices / GPs was mooted by the Chair of the
Taskforce in a meeting with our National President.
We understand that it was also raised in the General Practice Clinical Committee.
The approach reflects a measure in the 2018-19 Federal Budget, in which the Government
announced targeted financial incentives to encourage doctors to deliver services in rural
and remote areas that have difficulty attracting and retaining doctors – the Workforce
Incentive Program (WIP).
This measure, a part of the Stronger Rural Health Strategy, provides financial incentives to
support general practices to employ or otherwise retain the services of nurses, Aboriginal
and Torres Strait Islander Health Workers/Practitioners and allied health professionals,
including physiotherapists. From 1 July 2019, the WIP will replace the Practice Nurse
Incentive Program and the General Practice Rural Incentives Program.
This measure now applies more broadly so that eligible practices can choose to employ
allied health professionals across Australia to support increased team-based care
arrangements, particularly in rural and remote Australia, where the allied health workforce
remains limited.
The Department of Health has advised that, under the WIP, payments for nurses,
Aboriginal and Torres Strait Islander Health Workers/Practitioners and allied health
professionals will be made through the WIP Practice Stream and payments will continue to
be made directly to general practices. When a general practice is considering which health
professional to engage they will need to take into account services already available in the
community, whether through private practice or public health services. The practice will
also need to consider how best to engage these services, whether by directly employing a
health professional or otherwise retaining their services, for example through contractual
arrangements.
Although we support innovations in the funding of physiotherapy to ensure that the best
value is achieved, we are very concerned about the proposals in the WIP and MBS
Review.
These proposals appear to reduce consumer choice – a hallmark of our MBS. Instead of
the consumer making the choice of health professional, the choice would be determined by
the GP / general practice. We are concerned that there is yet to be evidence that this
choice by a GP / general practice would be better than that of the individual consumer.
The proposals appear to pre-empt evaluation of the Health Care Homes initiative.
Evaluation of stage one of the Health Care Homes (HCH) initiative will be conducted over
two years and is designed to examine:
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how the stage one rollout affects the quality of care and the experience of care for
patients with chronic and complex conditions.
the experience for practices of HCH, including changes to the scope of practice,
quality improvement system development, models of care, service delivery and
business models.
the use of health services by patients, particularly potentially preventable
hospitalisations.
the cost of care for the government, providers and patients.

Overall, the evaluation will assess the suitability of the HCH program for different practices
operating in a range of contexts, and will inform decisions on future rollout.
The proposals appear to privilege general practices in the local ‘market’ for physiotherapy
services – regardless of whether there is a well-established physiotherapy service or not.
This creates a distortion in the market where local physiotherapy services will need to
compete with general practices to attract professional staff. This is likely to disperse local
physiotherapists, despite the value of physiotherapy peer-support, supervision and quality
improvement which occurs in multi-physiotherapist practices. It creates competition in dayto-day service provision, which has the strong potential to negatively affect sustainable
practices in rural locations by reducing the client volume and undermining viability. It may,
in this way, undermine existing collaborations between general practices and
physiotherapy practices.
Salary as a model of funding health services has a number of limitations.47 The degree to
which these implications have been considered is unclear to us.
Our members have begun to report instances of referrals within general practices that our
members consider to be driven by financial, rather than clinical imperatives. To date, there
is no material safeguard in the proposed initiative to stem such growth of inappropriate
decision-making. Our members point to perceived problems with GP after hours services
and with the collocation of pathology services as indications that there needs to be some
consideration of appropriate safeguards.
We would anticipate that such a model would extend to psychologists, when it appears that
the role of Primary Health Networks has been superseded by items within the MBS for the
subsidizing of important psychology services for members of rural communities – indeed,
psychology has been availed of video-consultations to facilitate these services.
We are concerned that the model is a reversion to a ‘master-servant’ relationship (as
employment is) when physiotherapy has established itself as a first contact profession and
credible collaborator, on this basis, with Australian general practice.
We anticipate that, as with other parts of the MBS Review, there will be an opportunity for
public and professional comment prior to the recommendation being made to Government.
We have a range of potential options that we think could meet the desired outcomes, but
without compromising the sustainability of existing practices that are working well. We
would welcome the chance to consult further on these issues.

Recommendation 16
We recommend the Taskforce make no recommendation that supports a shift of subsiding
physiotherapy services under the MBS to a payment model to GPs or general practices
until public and professional consultation has occurred.
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Appendices
Appendix 1 – Pelvic floor care
The prevalence of pelvic floor disorders (urinary incontinence, faecal incontinence, and
pelvic organ prolapse) is high, affecting 49.7% of older women.48 Thirty per cent of women
who have had a baby have urinary incontinence49, with the prevalence increasing with age
and 47.7% of women have pelvic organ prolapse requiring treatment.50 The lifetime risk of
needing surgery for prolapse for a woman is 19% in a Western Australian study51, with
surgical failure rates up to 58%.52 The recent vaginal mesh debate highlights the potential
costs, both personal and economic, associated with prolapse surgery. The subsequent
prohibition placed on mesh repairs, requires a rethink of how women with pelvic organ
prolapse can be managed, with consideration of prevention and early intervention. Faecal
incontinence affects 12.9% of Australian women53 and is a life changing condition, often
resulting from childbirth trauma to the anal sphincter.
Pelvic pain is another pelvic condition, which is not included in the statistics on pelvic floor
dysfunction, as its prevalence and impact have only recently been recognized and
investigated. Pelvic pain affects one in 10 younger Australian women54 and 8% of
Australian males.55 It is very commonly associated with over-activity of the pelvic floor
muscles and is amenable to physiotherapy. Pelvic pain in women affects young lives,
preventing them from completing schooling and education or fulfilling their potential to
contribute productively to society.56
Pelvic floor physiotherapists are widely recognized as an integral part of management
teams for people with pelvic pain.57

The economic and societal cost of pelvic floor disorders
The prevalence of pelvic floor disorders in the USA will increase from 2010 to 2050 by 4659% due to demographic changes, with implications for public health and the field of
gynaecology.58 The cost of surgery for pelvic organ prolapse, without considering surgery
for urinary incontinence, was estimated at US $1,543 million in 2001.59 The total costs of
pelvic pain in women is estimated to be A1$billion.60

Economic benefits of physiotherapy management in primary care.
There are likely to be considerable economic benefits from facilitating the pathway to
conservative management for all of these people with these conditions.
One study has demonstrated the costs and outcomes of physiotherapy in Australia for
stress urinary incontinence with 80% of women able to avoid surgery.61
Research suggests that 72% of women with prolapse, managed with a pessary, were able
to avoid surgery, with its attendant costs and risks of failure and complications. 62
In the public sector, a recent Australian study has highlighted the potential to make cost
savings by having physiotherapists provide first line assessment and management of
women with pelvic floor dysfunction instead of first-line gynaecology assessment. The
benefit to women and the hospital was to reduce waiting lists for affected women.63
Australian authors have stated that as “the burden of genital prolapse in general
populations is higher than previously thought, there is justification for a stronger evidence
base for prevention, early detection and intervention to reduce the personal and societal
costs of these gynaecological conditions”.64
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Proposal
The International Consultation on Incontinence has recommended conservative measures
particularly pelvic floor physiotherapy for these pelvic floor dysfunctions as first line therapy
due to the strength of the evidence. 65
There is Level 1 evidence from multiple, high quality randomized controlled trials for the
efficacy of pelvic floor muscle training, administered by a trained physiotherapist for urinary
incontinence, providing the basis for a Grade A recommendation for its inclusion in clinical
care pathways. There is similar Level 1 evidence from a number of recent RCTs and a
Grade A recommendation for the conservative management of pelvic organ prolapse by
trained physiotherapists.
Simple vaginal devices, made of medical grade silicone (i.e. support pessaries), have a
strong evidence base in the management of pelvic organ support.66 Until recently
exclusively in the scope of gynaecology practice, pessary care can now be included in
conservative management provided by women’s health physiotherapists, thanks to a worldfirst qualification at the University of South Australia. This training for physiotherapists will
increase the management options for women with prolapse. Women can be co-managed
with their GP and women’s health physiotherapist in primary care, thus reducing the need
for escalation to specialist gynaecology services.
An initial, assessment consultation would be required. It is likely that this would need at
least 40 minutes – indicatively equivalent to a Level D consultation in general practice.
Evidence suggests that for stress incontinence it would be useful to have 6 follow-up visits
for treatment, however, there is likely to be a range of visits needed and it would be useful
to be able to trigger a further group of visits based on a range of parameters, including
assessed progress. Depending on complicating factors these may need to be equivalent to
a Level C general practice consultation.
It is considered useful for there to be a mechanism that would fund equipment (e.g. muscle
stimulators for weak pelvic floor muscles and pessaries).

Access to services for regional and remote Australians – a case for Telehealth
People with pelvic floor disorders are not clustered in the large urban centres, where
services are predominantly located, but are scattered in rural and remote areas, with the
attendant demands on their time and financial resources to access appropriate treatment.
There are three universities training physiotherapists at postgraduate level to manage
pelvic floor disorders, as the knowledge and skills are not acquired at undergraduate level
anywhere in Australia (or worldwide as Australia is a world leader in this field). The
Australian Physiotherapy Association is commencing a competency-based program as a
career pathway option to train more pelvic floor physiotherapists to meet this need.
However, these increases in trained physiotherapists will not be able to meet the needs of
many rural and remote men, women and children. Telehealth is an obvious solution and
can be effectively used to deliver many services, to review patient progress, ensure
effective services are being delivered and provide motivation for effective management
programs.
Example:
An 18-year-old boy with high functioning autism lives 4 hours’ drive from the nearest
centre, where services are available to treat his defaecation disorder. This requires the
skills of a pelvic floor physiotherapist with advanced practice skills to retrain his pelvic floor
muscles. He is unable to attend school regularly, as he spends many hours on the toilet
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during the day trying to empty his bowels. This is not only time consuming, preventing his
from engaging in education and life, but also emotionally distressing for him and his family.
His mother has never been able to work, as she has had to be available to care for him, so
the family is resource low. He travelled to the city for the initial face to face consultation and
on three subsequent occasions for ‘biofeedback’ training but between these visits, weekly
Skype follow up and discussion about his progress, revision of his training program and
encouragement, have contributed to a successful outcome. The therapist has borne the
cost of the Skype / telehealth services herself in order to provide an effective service and to
help this young man achieve his goals. Such a service should not depend on the altruism
of the provider but should be enabled by the provision of a telehealth item number.
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Appendix 2 – Complex Lymphoedema Therapy
We recommend the Taskforce support a physiotherapy service for the management of
complex lymphoedema, and an associated rebate for up to 10 sessions within a 12-month
period, using the current Mental Health Care Plan as a model.
We recommend that these listings be introduced as an interim measure (for two years) to
enable an application for long-term funding to be considered by the MSAC.

Background - About the service
Lymphoedema is swelling (oedema) that occurs when lymph fluid builds up in the tissues
under the skin, due to non-functioning of the lymphatic system in that part of the body. It
usually occurs in an arm or leg, but in some cases the trunk, head, or genital area.67
Without management, lymphoedema is progressive and incurable.
Lymphoedema can be managed by Complex Lymphoedema Therapy (CLT), a one-to-one
therapy delivered to a patient with lymphoedema by a lymphoedema practitioner. It can
involve:














assessment of the development and the staging of lymphoedema
assessment of physical and functional impairment
assessment of psychosocial impairment
measurement (circumferential and volume) of the affected limb or body part
skin assessment and care
lymphoedema area specific manual lymphatic decongestive massage (MLD)
multilayer compression bandaging
instruction in exercise in compression
use of equipment such as low level laser, sequential compression pumps
education in self-management including self and carer massage technique (SLD)
measurement, prescription, ordering and fitting of compression garments
education in compression garment care and utilisation
follow up to ensure compliance and effective maintenance of limb/body part size.

CLT involves multiple steps. It should be noted that the larger the limb volume, or greater
the skin or limb changes, or multiple limbs/sites will impact on the required consultation
times. Thorough patient assessment and limb measurement requires approximately one
hour. Reduction of limb volume through bandaging depends on the volume of limb swelling.
A standard application of a multi-layered bandage can take approximately 45 minutes plus
the skin care and lymphatic drainage which occurs prior. To achieve an effective reduction
the bandaging is repeated until the limb volume has stabilised. This may only be required
two-three times but is dependent on limb volume.
Current MBS support is prohibitive for many individuals to undertake the adequate number
of bandaging sessions to reduce their limb size. When the limb volume has plateaued,
garment measurements are taken and a suitable garment prescribed. Compression
garments are most commonly manufactured in Europe and can take two – three weeks to
be delivered. Bandaging is generally required in order to reduce the limb again to fit the
compression garment. Follow-up of the garments’ effectiveness may occur four weeks
post-application. Garments are recommended to be replaced after six months as the
compressive strength reduces over time with wear. Therefore this process is required to
take place twice per year. Variabilities in patient capacity to wear garments etc. will change
the approach taken and alternate strategies such as compression pumps may be utilised.
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We recommendation Lymphoedema treatment provided by lymphoedema practitioners
attracts a rebate that reflects the level of expertise, complexity and resources required to
provide Complex Lymphoedema Therapy (CLT).
The second issue is that the current referral by the GP under a Chronic Diseases Care
Plan to a general allied health profession does not ensure that the allied health professional
is an appropriately trained lymphoedema practitioner. Lymphoedema care may be complex
and long term so it is best provided by trained lymphoedema practitioners.68 69
Under this proposal, MBS rebates would be restricted to lymphoedema practitioners
eligible to appear on the National Lymphoedema Practitioners Register (NLPR).

www.physiotherapy.asn.au

24 of 35

Appendix 3 – Early intervention physiotherapy services for people at
risk of persistent pain.
This service will be provided to a person by an eligible physiotherapist if:

















the service is provided to a person who has pain lasting less than 6 weeks
the person is being managed by a medical practitioner who has identified that person
as showing risk factors associated with prediction of non-recovery (high VAS, DASS
or OMPQ scores)
the person is referred to an eligible physiotherapist by the medical practitioner using
a referral form that has been issued by the Department of Health, or a referral form
that contains all the components of the form issued by the Department; and
the person is not an admitted patient of a hospital nor enrolled in a pain management
program at a tertiary institution; and
the service is provided to the person individually and in person or via video
consultation for rural and remote patients
the initial consultation is of at least 45 minutes duration and includes use of:
o psychosocial screening tools (e.g. DASS Orebro and TSK)
o functional measures to demonstrate progression such as patient specific
functional scales
o site specific outcome measures (eg. DASH, ODQ, NDI)
the follow-up consultations of at least 30 minutes duration and includes:
o pain education
o interventions targeted at addressing the barriers to recovery identified at the
initial assessment
o active strategies that encourage self-management
after the first five (5) services, the eligible physiotherapist gives a written report to the
referring medical practitioner mentioned in the third dot point, outlining the baseline
measures of biopsychosocial and functional parameters and provides written
demonstration of how the barriers to recovery have been addressed, as well as
progressions in these measures over time
the person has been shown to have made demonstrable progress in the report
mention in the seventh dot point but has not yet shown complete resolution, a further
5 sessions may be recommended by the medical practitioner mentioned in the third
dot point
in the case of a service in respect of which a private health insurance benefit is
payable - the person who incurred the medical expenses in respect of the service has
elected to claim the Medicare benefit in respect of the service, and not the private
health insurance benefit.

These planned services are time limited being deliverable in up to ten planned sessions in
a calendar year. Claims for this service may not exceed this maximal limit.
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Appendix 4 – Interdisciplinary Pain Education and Self-Management
Program
Initial Assessment for Interdisciplinary Pain Education and Self-Management
program
An initial assessment will be provided by a member of an inter-disciplinary team for the
purposes of ASSESSING a person’s suitability for group services for the provision of pain
education and the promotion of self-management of pain.
This service will be provided following referral by a medical practitioner who has ruled out
the presence of red flags or serious pathology in the person’s medical history. The initial
assessment will include assessment of the person’s language and cognitive skills to be
able to participate in the education program. Assessment of psychosocial factors will be
made via self-reported questionnaires, and a functional physical assessment will be
undertaken.
(a) the service is provided to a person who has pain lasting longer than 3 months, or who
has been identified as being at risk of developing chronic pain (with the use of
appropriate screening tools such as those included in the ePPOC data collection).
(b) the person is being managed by a medical practitioner (including a general
practitioner, but not a specialist or consultant physician) under a shared care plan or
a GP Management Plan, or if the person is a resident of an aged care facility, their
medical practitioner has contributed to a multidisciplinary care plan; and
(c) the person is referred to one or more eligible allied health practitioners (and including
a physiotherapist) by the medical practitioner using a referral form that has been
issued by the Department of Health, or a referral form that contains all the
components of the form issued by the Department; and
(d) the person is not an admitted patient of a hospital nor enrolled in a pain management
program at a tertiary institution; and
(e) the service is provided to the person individually and in person or via video
consultation for rural and remote patients
(f) the service is of at least 50 minutes duration; and
(g) after the service, the eligible allied health provider gives a written report to the
referring medical practitioner mentioned in paragraph (c) outlining the baseline
measures of biopsychosocial parameters; and
(h) in the case of a service in respect of which a private health insurance benefit is
payable - the person who incurred the medical expenses in respect of the service has
elected to claim the Medicare benefit in respect of the service, and not the private
health insurance benefit.
Benefits are payable once only for this Assessment for Group Services item as it relates to
a pain education and self-management program.
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Interdisciplinary Group Service for Pain Management Program
Interdisciplinary pain management program provided for a person by an eligible
physiotherapist and clinical psychologist, as a GROUP SERVICE for the provision of pain
education and self-management strategies if:
(a) the person has been assessed as suitable for a pain education self-management
group service under assessment item [number]; and
(b) the service is provided to a person who is part of a group of between 6 and 12 patients
inclusive; and
(c) the person is not an admitted patient of a hospital; and
(d) the service is provided to a person involving the personal attendance by an eligible
member of the interdisciplinary team; and or via video conference to a person in a
rural or remote area
(e) the service is of at least 90 minutes duration, consisting of input from each member
of the team; and
(f) after the last service in the group services program provided to the person under
items [numbers], the eligible interdisciplinary team prepares, a written report to be
provided to the referring medical practitioner outlining changes in outcome measures
because of the program and a self- management plan developed in collaboration with
the patient, and
(g) an attendance record for the group is maintained by the eligible interdisciplinary team;
and
(h) in the case of a service in respect of which a private health insurance benefit is
payable - the person who incurred the medical expenses in respect of the service has
elected to claim the Medicare benefit in respect of the service, and not the private
health insurance benefit;
to a maximum of 10 GROUP SERVICES in a calendar year. Individual revision sessions
may be included under subsequent CDM plans.
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Appendix 5 – MBS-rebateable services and students
The following rules apply to all MBS-rebateable services provided by eligible
physiotherapists (Items 10960, 81335 and 82035):
•

A physiotherapy service that attracts an MBS rebate can only be provided by an
eligible physiotherapist, as defined in the Determination (see later);

•

An eligible physiotherapist must provide all components of the MBS-rebateable
service, as described in the relevant MBS item descriptors;

•

There is no scope for another person who is not an eligible physiotherapist to
provide a component of a physiotherapy service for which an MBS rebate would
be payable; and

•

The supervision of students is not a formal component of the MBS
physiotherapy services, and such supervision cannot be counted toward the
completion of an MBS-rebateable physiotherapy service.

Physiotherapists cannot bill patients using MBS items 10960, 81335 and 82035 (the three
MBS items currently available for physiotherapy services) for supervising a student to treat
eligible patients for the required period of time. A physiotherapy trainee therefore, cannot
perform a physiotherapy service on behalf of the service provider.
Thus, a student may observe the service being undertaken (with the appropriate consent),
but cannot assist or participate in the service provision. This includes assisting or
participating after the 20 minute threshold for the item, where elements of the service as
described in the MBS are still being provided.
Under the current regulatory framework applying to the CDM allied health service items,
there is no discretion to vary the requirement that all components of the service, as
described in the relevant item descriptors, be provided by health professionals who have
achieved the required standard of professional competence and who are appropriately
registered.
The Determination
Under the provisions of the Health Insurance (Allied Health Services) Determination 2014
(the Determination https://www.legislation.gov.au/Details/F2013L02134), a physiotherapy
service may only be billed if it is provided by an eligible physiotherapist and the services is
provided individually and in person by the physiotherapist.
For the purposes of the Determination (Schedule 1, Clause 14)
“A person is an allied health professional in relation to the provision of a physiotherapy
health service if the person is registered as a person who may provide that kind of service
under the applicable law in force in the State or Territory in which the service is provided”.

This excludes physiotherapy students who have not completed their training and who have
not gained the appropriate professional registration in their State or Territory.
Supervision by a registered physiotherapist of a physiotherapy student would not fulfil the
requirements of the Determination, and any service provided by a student would not be
billable to Medicare. Likewise, a service only partly performed by a registered
physiotherapist, with a component provided by a physiotherapy student, would not be
billable.
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Appendix 6 – Physiotherapy students clinically supervised in the private
sector
(Statement from Council of Physiotherapy Deans of Australia and New Zealand, May 2018)
Made by Prof Sandra Brauer, President CPDANZ, University of Queensland
Approximately 67% of physiotherapists worked in the private sector in 2015 (National
Health Workforce Dataset – Physiotherapy 2015). Physiotherapy is a profession that
requires annual registration with AHPRA. Physiotherapy attracts high achieving students
(ATAR rank ~98-99) similar to law or medicine. To qualify as a physiotherapist, students
must complete at least 4 years of study – either a 4-year Bachelor program, a 4-year
Bachelor plus a two year Masters degree or plus a 3 year extended Masters degree. Under
AHPRA, the Physiotherapy Board of Australia appoints the Australian Physiotherapy
Council to evaluate university programs of physiotherapy to assess if the physiotherapy
program, and the university that delivers it, provides students with the knowledge, skills and
professional attributes to practise physiotherapy. Graduates of accredited programs are
able to be registered as physiotherapists in Australia. All universities in Australia with
physiotherapy programs who have graduated students are accredited.
Physiotherapists are first contact practitioners – a medical referral is not required. New
graduate physiotherapists can practice independently immediately on graduation without
supervision. Access to clinical placements that provide students with adequate experience
to enable them to work safely and effectively on graduation is crucial.

Scope of the issue
In 2016 / 2017 there were 8,537 physiotherapy students registered with AHPRA
(Physiotherapy Board Annual report, 2017). This is a mix of undergraduate (4 year) and
postgraduate (2 – 3 year) programs. Council of Physiotherapy Deans of Australia and New
Zealand (CPDANZ) benchmarking data indicate that approximately 30% of students are in
their final year, thus approximately 2560 students completing clinical placements annually.
Students on average complete approximately 1,000 hours of clinical practice, thus in
Australia, require approximately 2.56 million hours of placements (12,800 x 5-week
placements). The APPlinkup data from 2017 (which has data for ~60% of students
nationally) estimates that at least 29% of all physiotherapy placements occur in the private
sector - ~13% in private practice, ~10% in private hospitals and ~6% in university clinics.

Safety and quality of placements
Physiotherapy students are well prepared, safe, and closely supervised on placement.
Pre-clinical
National standards of practice (Australian & NZ Physiotherapy Practice Thresholds, 2015)
outline threshold competencies required for initial and continuing registration as a
physiotherapist. All university programs must demonstrate how all competencies are
attained within their program, including clinical and professional competencies. Students
typically complete clinical placements in the final year of their degree. University rules will
generally ensure students have passed all pre-clinical studies (theoretical knowledge and
practical skills) prior to commencing clinical placements. Pre-clinical study includes
practical roleplaying and simulated patient interactions that are assessed, with safety a key
criterion. Program accreditation guidelines ensure students must have completed
appropriate professional and ethical education prior to commencing clinical practice. All
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physiotherapy students must be registered with AHPRA on commencing their
physiotherapy degree.
Clinical placements
Students must pass clinical placements across a scope of practice fields to meet
accreditation requirements. Clinical placements need to allow students to demonstrate the
ability to assess clients, diagnose, make decisions, manage risk, implement management
techniques and plans, all in a safe, professional, evidence-based, effective manner in order
to pass a placement.
Students on placement in private practice and private organisations must always be
supervised by a registered physiotherapist when performing physiotherapy specific
activities such as assessment and treatment. Students must demonstrate their ability to
analyse and plan through discussion with their educator and through their demonstrated
clinical reasoning with every client. A 1:1 model of supervision is the most common model
in private practice. Thus, there is close supervision of physiotherapy students, with the
assessment and management plan implemented by a student requiring the approval of a
registered physiotherapist. All physiotherapy students are evaluated using the same
national criteria that include sections on safety and professionalism.
Safety-adverse events
Formal complaints lodged with AHPRA from 2011-2016 about physiotherapists have been
recently investigated (Ryan, 2018). Physiotherapists had the lowest rate of complaints (per
1000 practice years) when compared with chiropractors (29 per 1000) and osteopaths (10
per 1000), with 70% of complaints against physiotherapists resulting in no regulatory
action.
The predictors of complaints are being male, aged over 66 years and practicing in
metropolitan areas. Physiotherapy students are predominantly female, aged <30 years and
have placements across metropolitan, regional, and remote centres.
There have been no notifications lodged with APHRA about physiotherapy students in
2016-2017, and only one in 2015-2016 (AHPRA Annual report 2016-2017, p49). In the last
five years there have only been 6 notifications lodged about physiotherapy students
(AHPRA Annual Reports).
There are very few clinical incidents reported on physiotherapy student placements.
Clinical educators must submit a hazard and incident report form to the university if a
student is involved in an incident while on clinical placement. Gaida et al (2015) evaluated
incident reports regarding physiotherapy students from Monash University from 2008-2011.
They reported an incident rate of 9.0/100,000 student-hours for third-year students and
6.8/100,000 student-hours for fourth-year students. Only two incidents across 4 years were
reported from an outpatient setting, which most closely approximates a private practice
clinic. Incidents were lowest when the supervisor was in close proximity to the student.70
Training of clinical supervisors/educators
Clinical supervisors who supervise physiotherapy students on clinical placement are
typically senior clinicians with additional training to support their education role. Health
Workforce Australia (HWA) have recognised the importance of clinical supervision and
have developed a competency resource (2014) that universities and accreditation bodies
use to guide the development of a high quality, sustainable clinical supervision workforce
across a variety of settings, to meet the current and future challenges of developing
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competent health practitioners for the Australian health system. This includes National
competencies for supervisors to optimise safety and quality in clinical supervision.
A number of strategies are used to help clinical supervisors to meet these competencies.
Clinical supervisors are offered a variety of training opportunities to support them as clinical
educators. This can include introductory and advanced continuing professional
development sessions on clinical education – on both general topics (e.g. facilitation of
learning) and physiotherapy-specific training, in a variety of modes. Universities employ
staff whose role is to educate and support clinical supervisors and students. They regularly
visit sites to work with supervisors in real time with students. Where possible, universities
will seek out alumni as clinical supervisors in the private sector, knowing they have been
educated through a particular program. Clinical supervisors (registered physiotherapists)
direct the engagement of students with clients. They determine how much interaction
students have with clients, their role (e.g. only providing one component of management),
and can cease engagement with clients, and cease the placement if they have any
concerns.
All universities have legal agreements in place with every placement provider, whereby
each site agrees to provide clinical supervisors with appropriate expertise. National
physiotherapy competency standards (Physiotherapy Practice Thresholds 2015) identify
that physiotherapists have a role as an educator, thus in their entry-level training,
physiotherapy students receive training in their role as a future educator. Furthermore,
experience in education is an area of expertise that is included in physiotherapy career
pathways both professional (e.g. Australian College of Physiotherapists, APA) and in
enterprise bargaining agreements. Clinical supervision of physiotherapy students is the
most common way physiotherapists can attain these professional targets, and the private
sector should not be disadvantaged from this opportunity.
The APA have identified that one of 6 key features of successful practices of the future is
that they will be a partner in teaching, training and research (In Practice 2025). It has been
identified that the broader role of the physiotherapy private practice in the health system
will combine with an increased number of entry level students and greater constraints on
the public hospital system to increase the role of the practice of the future in education.
The APA anticipates that private practices will offer a greater range and number of clinical
placement opportunities and there will be an emerging role for the clinical educator in
private practice. It has not been anticipated that there might be limitations to supervising
physiotherapy students in private settings.
Practice accreditation guidelines
The Australian Physiotherapy Association Standards for Physiotherapy Practices are
consensus guidelines that permit private practices to be accredited with the APA. They
include criteria to indicate quality standards for student clinical supervision. These include
that practices will normally need to offer a formalised induction program for students
followed by an incremental increase in the student’s caseload as their knowledge and skills
improve. Supervisors will need to offer sufficient opportunities for observation and
discussion and accept a duty of care for physiotherapy provided under their supervision.

Appropriate use of health care
The supervision ratio and patient load managed by students limit the number of clients they
can manage. Students are generally supervised in a 1:1 staff:student ratio in private
practice, and up to a 1:3 ratio in private hospitals. Students will typically begin with
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observation, and progress to a maximum of 5 patients / day. It is typical that students may
take at least 1 hr with a new patient and at least 45 minutes with a follow up patient. At the
end of a 5-week block placement, the typical number of patients one student may provide
services for per week might be in the range of starting at 10 in weeks 1-2 and growing to up
to 25 in weeks 4 or 5. Given the ratio of staff:students, and the number of patients a
student can manage in a day there are clear limits on the number of potential patients that
could be seen per day.
Supervision of students is anecdotally reported to increase practitioner workload, and
therapists are not able to increase the number of patients seen with the addition of a
student. Physiotherapists must adhere to a code of conduct that protects patients and
ensures safe, effective practice. Quality supervision practices are encompassed by the
code of conduct. The private sector is dependent on high quality service provision to
maintain reputation. There would be a business risk if the quality of service declines due to
inappropriate engagement of students (e.g. the quantity of patients seen by students
compromises quality).
Models of supervision vary between practices. If there are limitations to student
involvement in service delivery (e.g. they can only observe), there are fewer opportunities
to demonstrate competencies in clinical practice (e.g. in-patient assessment,
management).
If there is insufficient opportunity, then this location would not be a suitable clinical
placement. If there are limitations to student involvement in clinical placements in the
private sector, there is a real risk that the future workforce will be less prepared and
experienced for work in the private sector.
If in future, we are faced with a less experienced and capable workforce who have
completed fewer hours of clinical practice under supervision in the private sector, there is a
risk of a higher number of notifications and clinical incidents. To ensure ongoing safety of
the public, it is preferable for physiotherapy students to have their initial exposure to
working in the private sector while under the supervision of experienced clinicians, than to
experience this for the first time when working alone. Any unnecessary limitations on the
ability of the private sector to be engaged in clinical supervision of physiotherapists will be
a barrier to the future workforce and pose a potential risk to patient safety.

Australian Physiotherapy Association
The Australian Physiotherapy Association (APA) is the peak body representing the
interests of Australian physiotherapists and their patients. The APA is a national
organisation with state and territory branches and specialty subgroups. The APA corporate
structure is one of a company limited by guarantee. The organisation has approximately
26,000 members, some 70 staff and over 1,000 members in volunteer positions on
committees and working parties. The APA is governed by a Board of Directors elected by
representatives of all stakeholder groups within the Association.
The APA vision is that all Australians will have access to quality physiotherapy, when and
where required, to optimise health and wellbeing. The APA has a Platform and Vision for
Physiotherapy 2020 and its current submissions are publicly available via the APA website
www.physiotherapy.asn.au.
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