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ABOUT ADIA
ADIA works to ensure medical imaging remains accessible,
affordable and safe for all Australians. A member organisation,
ADIA represents medical imaging practices nationwide.
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Radiology has never been more important to Australians as it is now central to early and
effective diagnosis, treatment and management of cancer and a wide range of other
conditions. However, patients only get the benefits of radiology if Medicare provides
affordable access to x-ray, ultrasound, CT, nuclear medicine, MRI and PET scans.
The failure of the Government to invest in patient rebates and to safeguard
quality practice is threatening the health outcomes of nine million Australians
who need radiology.
Patients have real problems getting the radiology they need because Medicare is
failing them:
• The Medicare freeze – patients are being slugged with an average gap of $100 per
service, and over $150 for complex services like CT and MRI, because their rebates
are set at 1998 levels. This is not affordable for many Australians, and around
300,000 patients last year were not diagnosed because of the high cost. When
patients miss the opportunity for early diagnosis of conditions like cancer, they suffer
from unnecessary pain and lower survival rates; and according to a World Health
Organisation study, the cost of treatment and wider financial impact of the condition
increases greatly. Other studies have found that treatment of cancer diagnosed in
latter stages costs two to four times what it costs to treat cancers diagnosed early –
a significant impost on patients and Medicare.
• Huge upfront costs – patients are forced to pay the full cost of their healthcare
upfront because of Medicare rules, usually several hundred and sometimes
thousands of dollars.
• Bulk billing freeze – patients with concession cards such as pensioners are finding it
harder to get bulk billed services because the bulk billing incentive is frozen at 2009
levels. This means that around 1 in 10 services to these patients attracts a high
upfront cost and gap.
• Underfunding of the My Health Record – patients will pay higher gaps because the
Government has not adequately funded the My Health Record.
• MBS Review cuts – patients will pay more because the Government is planning to
cut access to services to generate Budget savings, even when there is no clinical
evidence to justify the cuts.

The Government
committed to
address out of
pocket costs before
the election, but
has not delivered.

• Delayed access to new services – patients must pay the full cost of some services
recommended by their specialist because the services are not covered by Medicare,
such as advanced examinations for patients with prostate and breast cancer.
• Complex MRI licencing restrictions – patients find the arrangements for MRI access
confusing and inconvenient, and some communities do not have adequate access
to Medicare-funded MRI services despite referrer and patient demand.
The Government committed to address out of pocket costs before the election,
but has not delivered.
Before the 2016 election, the Government collaborated with ADIA on a package of
structural reforms, and signed an agreement to address the barriers to affordable
radiology. These commitments included an end to the freeze on patient rebates
when the GP freeze ends.
The Government has not honoured its commitments. The GP rebate freeze is set to end
on 1 July 2018, yet only 59 of 889 radiology items will be adjusted for inflation in two year’s
time! An independent evaluation of the commercial environment of the radiology sector
has been buried because it highlighted the inadequacy of Medicare funding for patient
rebates, and commitments to address patient safety and quality concerns have stalled.
The outlook for patients is bleak when the Government promises that it will address
real Medicare problems affecting millions of Australians, then reneges and misleads
the public that the problem has been fixed and that Medicare is guaranteed. Patients
are suffering – they’re being asked to pay more and more – and there is no end in sight
unless the Government is true to its word.
Dr Siavash Es’haghi
President
January 2018
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RECOMMENDATIONS
1. End the Medicare freeze – support bulk billing and reduce patient gaps by
indexing all radiology services from 1 July 2018 (in line with GP consultations),
as promised before the 2016 election.
2. Increase patient rebates – increase the bulk billing incentive to 30% for
concession patients and pensioners who can’t afford high upfront and out of
pocket costs. This is necessary to address the rebate shortfall identified by
Deloitte Access Economics so that radiology practices can at least bulk bill
their most vulnerable patients.
3. Protect patients from high upfront costs – amend Medicare rules and
systems to allow patients to pay just the gap upfront, through a HICAPS-style
billing system.
4. Make the My Health Record work for patients and practices – work with the
radiology sector to introduce remuneration for radiology practices reflecting
the costs and risks associated with uploading patient reports to the My Health
Record, and develop an option for patients to have their referral information
available at the practice of their choice.
5. Stop the MBS Review cuts that will increase costs for patients – refocus
the MBS Review on improving Medicare for patients, rather than cutting
clinically important services and increasing cost and inconvenience for patients.
6. Improve patient access to new services – radiology services which are
referred for by specialists in significant volumes, should be listed on
Medicare and available to all Australians.
7. Improve MRI arrangements – remove the distinction between partial and full
MRI licences, so that patients can access all MRI items on any licenced machine;
and in consultation with the sector, develop an equitable, transparent, and
robust process to assess applications for and grant MRI licences based
on efficient provision of MRI to meet community need.
8. Introduce the Quality Framework – safeguard quality radiology practice
and ensure that patients have access to an on-site radiologist when clinically
necessary by implementing the first phase of the Quality Framework.
9. Reduce inefficient ultrasound expenditure – to reduce the fiscal risks
associated with overpaying for high-growth point of care ultrasound services,
diagnostic ultrasound services should be better defined to exclude point of care
ultrasound, in line with the recommendations of the Diagnostic Imaging Advisory
Committee. The savings from this measure should be reinvested into higher
patient rebates to make quality, efficient services more accessible for patients.
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THE TURNBULL
GOVERNMENT’S
2016 ELECTION
COMMITMENTS

On 5 June 2016, the Turnbull Government signed an agreement and
publicly committed to introduce a package of structural reforms to
support access to affordable radiology for all Australians:
Commitment

Reason for the
commitment

Implementation
progress

Ensure that diagnostic
imaging indexation
resumes when the
current GP rebate
indexation freeze
concludes*

To increase bulk
billing and reduce
patient gaps

Not implemented.
The 2017-18 Budget
included indexation
of 59 of 889 radiology
items from July 2020,
while the GP freeze
will end this July.

Commission an
independent
evaluation into the
broader commercial
environment,
including cost
pressures, of
comprehensive
diagnostic imaging
practices

To increase bulk
billing and reduce
patient gaps

Not implemented.
The independent
evaluation was
abandoned in August
2017, with Deloitte’s
draft final report (April
2017) obtained by the
media under FOI.

Introduce a Quality
Framework based
on the Royal
Australian and New
Zealand College
of Radiologist’s
recommendations

Protect patients
from unsafe and
inappropriate
radiology services

Not implemented.

Continue MBS Review Ensure Medicare
Taskforce being led by items for diagnostic
Prof Bruce Robinson
imaging are clinicallynecessary and
evidenced-based

Realise efficiencies
worth as much as
$50 million per year
by better targeting
taxpayer investment

Address the high
cost of point of care
ultrasound services
to Medicare

Implemented.
However, the Review
is progressing service
cuts that are not
evidence-based, is
not increasing rebates
to reflect costs and
reduce gaps, and is
not recommending
listing new services.
Not implemented.

* For clarity, the Government has argued that the indexation commitment was
contingent on cuts to the bulk billing incentive being implemented. This view is
not supported by the eminent barrister Norman O’Bryan SC, who confirmed that
radiology should be indexed when the GP rebate freeze ends in July this year.
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PATIENTS ARE
PAYING MORE
BECAUSE
MEDICARE
HASN’T BEEN
KEPT UP TO DATE

7

The indexation freeze, now in its 20th year, represents a failure by the
Government to maintain Medicare. Patients have been footing the bill.
The freeze is a cut to Medicare every year, and is compromising Australians’
access to quality radiology services by jeopardising availability of essential
services. It pushes up the gaps which patients pay.

THE MEDICARE FREEZE ON RADIOLOGY SERVICES
Patients who pay gaps – generally the sickest Australians who need the
most complex services – are subsidising patients who are bulk billed.
These gaps, now averaging around $100 per service and over $150 for
CT and MRI, are increasing every year because patient rebates remain
at 1998 levels.
A study by the Australian Bureau of Statistics found that almost 300,000
patients each year miss out on being diagnosed because of the cost
of radiology.1
Average patient gaps by service (2016-17)2

More than one in ten
patients who goes to the GP
are referred for radiology,
and the cost of those
services discourages many
patients from going ahead.

Ultrasound

CT

X-ray

NM

MRI

Average gap

$106

$151

$52

$106

$182

Services which
attracted a gap

2.7m

0.6m

2.2m

0.1m

0.2m

THE GREATEST PERMISSIBLE GAP IS INDEXED, SO
OUR SICKEST PATIENTS FACE CUTS EVERY YEAR
While indexation has been frozen for twenty years, the Greatest
Permissible Gap continues to be indexed every year. This means that
rebates for vital, high-cost services relied upon by cancer patients are
being cut every year. These include PET scans for patients with lung
cancer, MRI scans for diagnosis of cervical cancer, and nuclear medicine
studies for patients with heart disease, all of which have been cut by
$16.50 in the last ten years.

RADIOLOGY HAS BECOME THE BIGGEST BARRIER
TO PRIMARY CARE
Radiology is absolutely critical to the diagnosis, treatment and
management of all cancers and many other conditions, and yet it has the
highest upfront costs, the highest patient gaps and the lowest bulk billing
rate among primary care services. More than one in ten patients who
go to the GP are referred for radiology, and the cost of those services
discourages many patients from going ahead. This stops them being
diagnosed, so the opportunity for earlier, more effective treatment is
only available to those that can afford the gaps.
Affordability of primary care services3
Radiology

Pathology

GPs

Average upfront cost

$219

$49

$80

Average gap

$97

$24

$35

Bulk billing rate

77%

88%

84%

ABS (2016), Patient Experiences in Australia 2015-16
ADIA analysis of Medicare data provided of the Department of Health
3
ADIA analysis of 2016-17 Medicare statistics
1
2
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THE BULK BILLING INCENTIVE NO LONGER PROTECTS
CONCESSION PATIENTS
An independent evaluation, commissioned by the Government and
conducted Deloitte Access Economics, found that patient rebates for
bulk billed services were $26 below cost.
Department of Health data shows that around 1 in 10 concession patients
are not bulk billed. The bulk billing incentive should be increased to
ensure that these vulnerable patients are protected from the high
upfront costs and gaps which come when radiology is not bulk billed.

REBATE INCREASES ARE THE BEST WAY TO BENEFIT
ALL PATIENTS
Medicare data demonstrates that bulk billing rates go up and patient
gaps are contained when the Government invests in patient rebates. For
example, the introduction of the 10% bulk billing incentive in November
2009 (an estimated investment of $180 million per year) increased the bulk
billing rate by 3.4% in 2009-10 and 3.2% in 2010-11, and gaps were flat
after year-on-year growth averaging 11% over the previous decade:

Bulk billing rates and total gaps paid by patients 4
200708

200809

200910

201011

201112

201213

201314

201415

201516

201617

Bulk billing rate

63.2

66.1

69.5

72.7

73.9

74.8

76.0

76.9

77.3

77.4

Gaps paid ($m)

382.3

399.5

399.6

405.4

435.7

456.0

479.5

491.8

511.1

528.3

4

ADIA analysis of 2016-17 Medicare statistics
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The Turnbull Government
committed to address
this crisis before the
2016 election.
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THE GOVERNMENT’S BROKEN ELECTION PROMISE
Based on Deloitte’s analysis, the sector-wide funding shortfall comes to
more than $700 million per year. Deloitte recommended that indexation
of Medicare rebates for radiology – frozen since 1998 – should be
“reinstated in recognition of ongoing cost increases”.5
The Turnbull Government committed to address this crisis before the
2016 election, when it pledged to “ensure that diagnostic imaging
indexation resumes when the current GP rebate indexation freeze
concludes”.6 However, in the 2017-18 Budget, the Government
announced that it would index only 59 of 889 radiology items from
1 July 2010, breaking the election commitment to index all radiology
services when the GP indexation freeze concludes on 1 July 2018.

RECOMMENDATION 1
End the Medicare freeze – support bulk billing and reduce patient
gaps by indexing all radiology services from 1 July 2018 (in line with
GP consultations), as promised before the 2016 election.
–––
RECOMMENDATION 2
Increase patient rebates – increase the bulk billing incentive to 30%
for concession patients and pensioners who can’t afford high upfront
and out of pocket costs. This is necessary to address the rebate
shortfall identified by Deloitte Access Economics so that radiology
practices can at least bulk bill their most vulnerable patients.

5
6

http://www.health.gov.au/internet/main/publishing.nsf/Content/foi-304-1617
Minister for Health (5 June 2016), Press release: Coalition plan for access to affordable
diagnostic imaging for all Australians
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TYPICAL COSTS
OF RADIOLOGY
SERVICES FOR
DIAGNOSING
AND TREATING
COMMON
CONDITIONS7

Coronary artery disease

*

Service

Upfront cost

Gap

X-ray, chest

$69

$27

CT, calcium scoring

$160*

$160*

CT, coronary arteries

$819

$195

Combined stress and rest study with SPECT

$1,046

$291

Echocardiogram

$298

$102

Total

$2,392

$775

Service

Upfront cost

Gap

X-ray, chest

$69

$27

CT, chest with contrast

$497

$157

Lung perfusion and ventilation study

$530

$153

Total

$1,096

$337

Service

Upfront cost

Gap

X-ray, chest

$69

$27

CT, chest and upper abdomen with contrast

$493

$157

PET, lung cancer staging

$1,131

$258

CT-guided fine needle aspiration

$547

$147

X-ray, chest

$69

$27

MRI, brain

$511

$169

Total

$2,820

$785

Private fee for service not funded by Medicare.

Chronic obstructive pulmonary disease

Lung cancer

7

 verage upfront costs and gaps based on ADIA analysis of 2014 deidentified Medicare
A
data, released by the Department of Health
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Stroke
Service

Upfront cost

Gap

CT, head with contrast

$316

$104

CT, spiral angiography

$616

$182

MRI, head and neck vessels for stroke

$559

$140

Ultrasound, carotid vessels

$228

$84

Digital subtraction angiography, 10+ runs

$1,376

$76

Total

$3,095

$586

Service

Upfront cost

Gap

CT, abdomen and pelvis with contrast

$597

$189

CT, chest, abdomen and pelvis with contrast

$660

$180

Bone study

$543

$135

MRI, pelvis

$527

$184

Total

$2,327

$688

Bowel cancer
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PATIENTS ARE
PAYING HUGE
UPFRONT
COSTS TO GET
DIAGNOSED

While high gaps are a barrier for patients needing a radiology service
their doctor recommends, the barrier is exacerbated by Medicare rules.
When a practice charges a gap (even a gap as little as $5), patients need
to pay the full cost of the service upfront before they can claim their
rebate from Medicare – this can be hundreds of dollars for complex
services like CT, nuclear medicine and MRI.
Average upfront cost per service (2016-17)8
Ultrasound

CT

X-ray

NM

MRI

Total

$211

$445

$100

$473

$524

$219

Many vulnerable patients simply cannot afford the clinically complex
services which are not available bulk billed – these include concession
patients who pay upfront costs and gaps on 1 in 10 services to make up
the shortfall in the rebates paid by Medicare.

Overall the full cost
up-front payment model is
inconvenient for consumers.

In assessing the current payment system, Deloitte Access Economics
(2016) highlighted how the gap upfront model really hurts vulnerable
patients, such as low-income Australians and pensioners
Overall the full cost up-front payment model is inconvenient
for consumers; it results in a more opaque payment model than
would otherwise be available; it increases administrative burden
(‘red tape’) through the processing of post-transaction rebates; it
disproportionately affects lower- income earners; it is more likely
to be confusing for some consumers, particularly those with limited
understanding of English or low education levels; and it may lead
to adverse outcomes by pushing more patients towards the public
hospital system or discouraging them from accessing a DI service.
These effects are more pronounced in DI relative to other health
services because imaging can be costly, and multiple services
can be required concurrently.9
When a patient sees their GP, the average upfront cost for the service
is $80, and the Easyclaim billing system is very efficient, with electronic
reimbursement coming instantly. In contrast, when the patient is referred
for radiology services, the average upfront cost is $219 and this then and
there because the Easyclaim system is not available.

8

ADIA analysis of 2016-17 Medicare statistics

ADIA BUDGET SUBMISSION 2018-19
FIXING THE BARRIERS TO AFFORDABLE
HEALTHCARE IN AUSTRALIA

13

THE HICAPS SYSTEM IS A BETTER SYSTEM FOR
PATIENTS
It is a strange anomaly that patients with private health insurance can
pay just the gap at their dentist or physiotherapist, but can’t do the same
when they need high-cost radiology services – the current system actively
discriminates against patients who don’t have the capacity to pay large
cash amounts on the day.
HICAPS is a payment system which processes private health insurance
claims. The system calculates the rebate to be paid by the insurer, which
is paid directly to the provider, and requires the patient to pay only the
gap. Financially disadvantaged patients would benefit from being able to
pay just the gap upfront, with the provider claiming the Medicare rebate
directly under a HICAPS-style system.

RECOMMENDATION 3
Protect patients from high upfront costs – amend Medicare rules
and systems to allow patients to pay just the gap upfront, through
a HICAPS-style billing system.

9

 eloitte Access Economics (2016), Mind the gap: consideration of an up-front gap only
D
payment model in diagnostic imaging, p.6.
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THE
GOVERNMENT
HAS NOT
PROPERLY
FUNDED THE
MY HEALTH
RECORD

ADIA supports the inclusion of radiology reports on the My Health
Record, and is continuing to work with the Australian Digital Health
Agency to address implementation roadblocks.

ADDITIONAL COSTS AND RISKS TO PRACTICES
ASSOCIATED WITH UPLOADING REPORTS
While the uploading process itself is mostly automated, ADIA and the
Royal Australian and New Zealand College of Radiologists have identified
costs that practices will bear in order to participate:
• Upfront costs including administrative processes, development of
policy and procedures, staff training, implementation management
and change management processes. A report by the University of
Queensland estimated these costs at $15,000-$40,000 per practice,
plus $100 per staff member, with ongoing costs of 10-15% of the
upfront investment for maintenance of the technical solution and
non-technical processes.10
• Ongoing costs including data quality activities and enquiries from
patients and referrers, training of new staff and maintenance of policy
and procedures relating to the My Health Record, ongoing technical
management of the interface to the My Health Record, security
certificates, and additional testing as part of version upgrades of
practice software. The UQ report found that these costs totalled
almost $4 per service, an increase to service costs of around 3%.
• Contributing reports to the My Health Record will increase the risk
exposure of DI providers particularly in terms of privacy, consent, and
integrity of uploaded information. The UQ report did not quantify
these costs.

Unless practices are
remunerated for these
additional costs and
risks, the costs will be
passed on to patients
through higher gaps.

Unless practices are remunerated for these additional costs and risks, the
costs will be passed on to patients through higher gaps. This is not fair, as
reports are already available to most patients and GPs electronically, so
the Government’s My Health Record will not represent an improvement.
Alternatively, many practices will choose not to participate in the My
Health Record, so they can protect their patients from higher gaps.

SUPPORTING PATIENTS TO CHOOSE THEIR
RADIOLOGY PROVIDER
Patient choice of provider is established under current Medicare
arrangements and needs to be safeguarded. The most efficient
mechanism for practices uploading reports to the My Health Record is
to introduce electronic referral, which streamlines data collection. This
is not on the Agency’s current workplan for radiology, and yet without a
networked option the only way forward is for the individual practices to
move to electronic point-to-point referral arrangements. This means that
the decision on where the patient goes to have the service will be made
by the referrer, rather than the patient – undermining the long-standing
Medicare principle that patients choose their radiology provider.

RECOMMENDATION 4
Make the My Health Record work for patients and practices –
work with the radiology sector to introduce remuneration for radiology
practices reflecting the costs and risks associated with uploading patient
reports to the My Health Record, and develop an option for patients to
have their referral information available at the practice of their choice.
10

 mith, A. & Caffrey, L. (October 2017), Economic analysis of diagnostic imaging providers
S
contributing diagnostic imaging reports to My Health Record, Centre for Online Health:
University of Queensland.
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THE MBS REVIEW
WILL CUT ACCESS
TO IMPORTANT
SERVICES
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The Government should protect patients from Medicare changes
that increase cost and inconvenience.
ADIA supports the principle of the MBS Review, which is to align
Medicare with contemporary clinical evidence and practice and
improve health outcomes for patients.11
The MBS Review is largely focusing on recommending cuts to the
services that are available on Medicare, to deliver Budget savings to
the Government by making patients pay more. Contrary to the Review
terms of reference, some recommendations are not supported by
clinical evidence.
For example, the Review is recommending that GP-referred MRI of the
knee is restricted to patients under 50; that is, patients 50 and over will
not be eligible to be referred by their GP for an MRI. The Review has not
cited any clinical evidence for the recommendation.
If the recommendation is implemented, Australians over 50 who suffer
acute knee trauma (for example in an accident, while running or walking)
will need to see a specialist orthopaedic surgeon before they can
access an MRI for diagnosis and treatment planning. This will require
them to wait for an appointment (which can be several weeks, or even
months outside metropolitan areas – often while they are in pain) and
usually pay a gap for the consultation. Those who cannot wait will need
to pay for the service privately as they won’t be eligible for the Medicare
rebate – this is an option only for those who can afford it.

RECOMMENDATION 5
Stop the MBS Review cuts that will increase costs for patients –
refocus the MBS Review on improving Medicare for patients, rather
than cutting clinically important services and increasing cost and
inconvenience for patients.

11

http://www.health.gov.au/internet/main/publishing.nsf/content/MBSR-about
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ACCESS TO NEW
SERVICES UNDER
MEDICARE IS
DELAYED

Australians expect that Medicare will provide them with access to
advanced technology when they need it.
Medicare has not kept pace with constant advances in technology
because the Medical Services Advisory Committee (MSAC) process
is lengthy and imposes very high hurdles for services to be listed on
Medicare.
The following radiology services are just some of the ‘standard of care’
services that are routinely requested by specialists (who refer at arm’s
length, that is, they have no financial interest in the examination as it
is performed at a radiology practice), but are not eligible for Medicare
rebates:
• mpMRI prostate diagnostic scans and MR-guided prostate biopsies
• PSMA PET/CT scan for prostate cancer
• MRI scan for evaluation and treatment planning of breast cancer
• FDG PET scan for pancreatic cancer
• CT coronary artery calcium scoring
When a service or procedure isn’t funded by Medicare, patients either
fund the service themselves (this can be up to $1000 or more) or miss
out. Again, cost is dictating the standard of health care that Australians
can access when they get sick.

RECOMMENDATION 6
Improve patient access to new services – radiology services which
are referred for by specialists in significant volumes should be listed
on Medicare and available to all Australians.
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THE MRI
LICENCING
SYSTEM NEEDS
UPDATING
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Patients shouldn’t need to pay higher costs or travel further because
the MRI licencing system is outdated.

THE SYSTEM OF FULL AND PARTIAL LICENCES IS
CONFUSING
Unlike other radiology modalities, Medicare-eligible MRI services are
limited to machines which are ‘licenced’. This means that if patients
want to be eligible for a Medicare rebate they cannot go to any MRI
provider of their choice; they must attend a provider with a licenced
MRI. There is no clinical basis for this policy.
Licences are split into full licences and partial licences, with full licences
eligible to provide all MRI services, and partial licences eligible to
provide a limited number of mostly GP-referred services.
This means that patients referred by a specialist for MRI are limited to
MRI providers with a full licence. This is confusing for patients, imposes
unnecessary inconvenience where patients have to travel greater
distances, and in many cases results in additional cost to the patients.

There is no process
to allocate new
MRI licences.

While access to MRI is generally good, the recent Senate Inquiry into
availability and accessibility of diagnostic imaging equipment around
Australia heard that there are many communities where there is
sufficient demand to support an MRI service, but a licenced machine
is not available. However, radiology practices with an unlicenced MRI
unit that request a licence are currently advised by the Minister for
Health that there is no application process available, and therefore
no mechanism for granting new licences.
ADIA strongly supports introducing an equitable, robust and
transparent assessment process to allocate MRI licences, ahead of
additional licences being granted. This will ensure that MRI licences
are efficiently allocated to meet community need.

RECOMMENDATION 7
Improve MRI arrangements – remove the distinction between partial
and full MRI licences, so that patients can access all MRI items on any
licenced machine; and in consultation with the sector, develop an
equitable, transparent, and robust process to assess applications for
and grant MRI licences based on efficient provision of MRI to meet
community need.
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REGULATIONS
DO NOT
SUPPORT
QUALITY AND
SAFETY

Patients should get quality radiology services and access to an on-site
radiologist when it is clinically required.
Clinical leadership of radiology services is a crucial pre-requisite to
quality, and an on-site radiologist does more than merely interpreting
and reporting examinations: among many clinical tasks they supervise
and monitor studies, perform image-guided interventional procedures;
and ensure that the requested service is appropriate to answer the
clinical question posed by the referrer. This leadership role directly
impacts upon and improves patient care.
Radiologists also consult with referrers, which is a key indicator
of quality practice. Patients benefit directly through improved
appropriateness of imaging and more accurate reports. However,
radiologists are not paid by Medicare for this service, despite it being
essential in many cases for patients to get the best care.
In its pre-election agreement with ADIA, the Government committed
in writing to implement the first phase of the Royal Australian and New
Zealand College of Radiologists’ recommendations under the Quality
Framework, which relate to clinical leadership of radiology services.
The first stage of the Quality Framework will clarify professional
supervision rules for CT services and contrast administration.

RECOMMENDATION 8
Introduce the Quality Framework – safeguard quality radiology
practice and ensure that patients have access to an on-site radiologist
when clinically necessary by implementing the first phase of the
Quality Framework.
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ULTRASOUND
REBATES DO NOT
DISTINGUISH
BETWEEN POINT
OF CARE AND
DIAGNOSTIC
EXAMINATIONS
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Point of care (POC) ultrasound is ultrasound provided as an adjunct to
a specialist consultation or to guide procedures. It is a more limited
service than a comprehensive diagnostic imaging examination, yet
it attracts the same Medicare rebate as full diagnostic ultrasound
services.
This problem has been known by Government since 2011, and the
Turnbull Government committed to address it as part of the package
of reforms announced before the 2016 election.
Ultrasound is the most underfunded modality, with the lowest bulk
billing rate (73.2%) and average gaps of $106 in 2016-17. Ultrasound is
an important service because it is often the first radiology service that
a patient is referred for, used as a triage to ascertain whether the
patient is unwell and whether further information will be required
using more complex examinations.

RECOMMENDATION 9
Reduce inefficient ultrasound expenditure – to reduce the
fiscal risks associated with overpaying for high-growth point of
care ultrasound services, diagnostic ultrasound services should be
better defined to exclude point of care ultrasound, in line with the
recommendations of the Diagnostic Imaging Advisory Committee.
The savings from this measure should be reinvested into higher patient
rebates to make quality, efficient services more accessible for patients.
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