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Recommendation 1  
Ensure all future reviews require consumer input and use a consumer 
framework to enable a consistent and consumer focused approach 
Is it intended that there would be a comprehensive approach that ensures 
input from all relevant parties: government, medical profession and 
consumers? 
 
Recommendation 2 (re Expanded Medicare Safety Net) 
Establish a Working Group with the medical profession and consumers to: 
1.     further investigate and provide advice to Government on the current 

issues with EMSN policy, and 
2.     identify options to address these issues so that the EMSN can better 

meet its original intent.’ 
The ESMN has been a valuable policy to support patients with significant 
health issues who require ongoing medical care. As was shown in earlier 
reviews of the ESMN, its application has been appropriate in many areas of 
medicine, particularly where the patient has a serious illness. Any further 
investigation needs to take account of this fact and the likelihood that there 
may be greater need for the EMSN in some specialty areas than others and 
also the growing gap between practice costs and Medicare rebates. Will the 
proposed working group include representation from all relevant sectors, 
including private practitioners? 
  
Recommendation 3 
Develop and mandate a consistent documented procedure with appropriate 
provision of information to assist providers in explaining costs to consumers 
prior to a course of treatment 
The AMA has produced a comprehensive document on informed financial 
consent with input and support from a range of organisations. Will this 
document contribute to the development of information and procedures and 
will practising medical practitioners (specialist / CPP / GP) be involved in this 
process? 
  
Recommendation 4 
Develop clear and consistent systems and processes to better support 
consumers to gain a comprehensive understanding of their diagnosis, options 
for treatment and risks and benefits. 
It would be helpful to understand how the Taskforce envisages this would be 
done and by whom, how will it be funded, how will it be reviewed? How does 
the Taskforce envisage that different services, different pathways, regional 
variations for the same condition would be managed – e.g. there may be 
regional variations where the available services and situations may be very 
different to those available in urban settings.  Similarly there may have to be 
different systems and processes for public and private sectors to take account 



	

of different ways diagnosis and treatment may be managed due to the access 
to different types of support and allied staff, availability of treatment options 
etc. 
 
Recommendation 5 
Establish a Medical Fee Complaints Tribunal to act as a formal and 
independent mechanism for individual consumers to have fee concerns 
reviewed. 
It is not entirely clear how this proposed tribunal would work. The Taskforce is 
requested to provide more detail on: 

§ what complaints would be investigated (all, or those that meet certain 
criteria) 

§ what criteria are to apply, 
§ who is to run the tribunal and who would serve on it 
§ what input the medical profession would have 
§ does the medical practitioner have involvement (not clear from the 

description) 
§ would the patient and the medical practitioner have legal 

representation 
§ whether the medical indemnity agencies have provided input on this 

proposal and will they provide representation and potentially make 
some payment 

§ what penalties are envisaged (repayment / punitive)? 
  
Recommendation 6 
Ensure the proposed Continuous Review of the MBS described in Part Three 
includes audit, integrity and appropriate use monitoring. 
While the proposition of having a vast contemporary database to inform 
decisions on a day to day basis is laudable, there are issues that would need 
to be addressed. For example, including evidence-based clinical guidance / 
guidelines in item descriptors creates significant complexity when guidelines 
change or there is new evidence; similarly, including proprietary names for 
products or equipment prevents other comparable or better products being 
used – the present arrangements for changing item descriptors are not timely. 
The other question is the extent to which the MBS Review Taskforce believes 
it has resolved many of the identified problems through the extensive review 
process that has been underway for some years. 
 
Recommendation 7 
Develop and implement a mandatory requirement for providers to complete 
training / online assessment prior to approval for an MBS provider number to 
ensure all providers have a comprehensive understanding of the MBS. 
There is some disquiet about adding such a requirement and the potential for 
it delaying the entry of medical practitioners to the workforce. The questions 
that have been raised are whether this would be a responsibility of the 
Department or of Medicare to establish such a requirement, what criteria 
would apply, who will run it? Is it meant to be a “barrier exam”, or is 
completion of the assessment sufficient? If it is deemed a hard barrier, how 



	

many attempts would be allowed? Is an appeal process envisaged? Is it 
retrospective or are all existing medical practitioners to be “grandfathered”? 
 
Recommendation 8 
Introduce standardised health outcome and patient reported outcome 
measures to enhance patient-level decision making and resource planning 
and allocation. 
The AACP notes there are substantial structures in place to develop and 
maintain best practice – medical schools, clinical college training and CPD, 
medical specialty societies’ quality programs to name a few. While consumer 
views are part of this ongoing process there needs to be thought given to 
appropriate weighting of such feedback.  Considerable thought must be given 
to weighting input in such a process; the Taskforce must have given 
significant consideration to the fact that billions of dollars are spent every year 
on alternative unproven “treatments” by consumers whose belief in these 
products and regimens is unshakeable, irrespective of the actual therapeutic 
benefit. Such input should not be given equal weighting to peer reviewed 
research. 
 
Who does the Taskforce envisage would establish this? Will there be 
adequate representation of actual clinicians working in the private sector? 
Who is going to collect and analyse these data? Medicare? How will be it be 
reported and to whom? How will they take the ‘patient-reported outcome 
measures’ and use that to ‘better inform the patient on what their contribution 
to their health costs will deliver for them as the beneficiary of the service’. 
  
Recommendation 9 
Establish appropriate data collection and sharing mechanisms to inform 
service planning, resource allocation, evidence-based clinical practice, patient 
consent, and continuous quality improvement. 
The Taskforce has proposed a large and comprehensive data collection that 
would drive the operation of much of the health system. The recommendation 
raises many questions about how this would be done and by whom; how it 
would be funded at every level, including that of the provision of data by 
medical providers. There needs to be much more detail from the Taskforce on 
such a proposal before further comments can be made. 
  
Recommendation 10 
Provide transparent publicly available data on the cost and quality of MBS 
services to allow consumers to more easily make informed choices about their 
care. 
In addition to comments in relation to recommendation 10, who does the 
Taskforce envisage would collect these data and ensure they are up to date; 
are they intended to be part of the data collection referred to in 
recommendation 9? It is noted that there have been websites set up from time 
to time that claim to offer this sort of information – however they have not 
addressed the important fact that medical practices can be just as different as 
the patients they diagnose and treat. Has the Taskforce considered how such 



	

a website and the data available would recognise practice and clinician 
differences; severity of disease affects the cost, outcomes and patient 
satisfaction associated with the course of management? What measures 
would be used to assess quality? 
 
Recommendation 11 
Evaluate and implement alternative funding models that complement the 
MBS. 
Further information from the Taskforce on this recommendation is necessary.  
The broader question of bundling and fund holding is a major issue.  The 
Taskforce acknowledges this could be a problem to implement by saying it will 
‘require a significant cultural shift amongst providers’ – and that it will ‘deliver 
a system well placed to meet the challenges of the future’; however, the report 
doesn’t elaborate. It would be helpful to see the evidence that this would be a 
demonstrably better arrangement. 
 
Is it recommended that the same funding arrangements proposed apply to 
GPs, CPPs and specialists? What would be the proposed timeframe? Who 
would be proposed to control the bundled funding? How would the level of 
funding be determined and by what criteria? What safeguards would be put in 
place to ensure adequate funding is available for all elements of a treatment 
program?   
  
Recommendation 12 
Investigate a standardised approach and methodology to the setting of fees to 
ensure these reflect contemporary practice and available evidence. 
The summary refers to the lack of review of MBS attendance items for 40+ 
years – a generalisation that unfortunately is reflected in this 
recommendation.  Comprehensive items (132, 133, 143, 145) were 
introduced in the last 15 years. In the case of 132 and 133 these were based 
on detailed submissions that demonstrated the absolute need for such items.  
At the time of their introduction, the Department of Health acknowledged the 
importance of these items, particularly for consultant paediatricians.  
Accordingly, it is not clear why: (i) 132 and 133 are now recommended to be 
removed, (ii) 143 and 145 are to be retained – given their similarity to 132 and 
133. In any event they are both recently introduced items so their inclusion in 
a broad sweep of items to be removed is not justified. 
 
To date there has been no discussion about an “approach and methodology” 
for setting of fees for Medicare benefit (the Taskforce Report incorrectly refers 
to “fees) for a new set of MBS attendance items and the wording of 
recommendation 12 refers only to investigation.  Is it the intention that 
practising medical practitioners working in the private sector will have a role in 
such investigation? What is the timeline for such an investigation?  
  
Recommendation 13 
Appropriately fund and support the Voluntary Patient Enrolment initiative to 
the whole of the Australian population to improve continuity of care 



	

It is noted that the intent is to restrict the use of Chronic Disease Management 
and Health Assessment items to those practices where a patient is enrolled. 
While the intent may be to block the inappropriate use of these particular 
items by certain categories of GP practice, the net effect is to make enrolment 
compulsory. The Taskforce has acknowledged that this policy is still being 
developed “with stakeholders” so further discussion on this proposal will be 
anticipated. 
  
Recommendation 14  
Support and expand the use of clinical decision support tools at the point of 
care to integrate MBS item descriptors and enable appropriate use of health 
services. 
  
Recommendation 15 
Develop and support GP stewardship, including training, financing and 
research on a set of quality data metrics, to improve patient outcomes and 
health system efficiencies. 
Recommendations 14 and 15 appear to relate more to GPs – no questions. 
  
Recommendation 16 
Create a single body (an Australian National Institute for Health Research) to 
provide current health services research to support evidence-based 
innovation. 
The Taskforce’s further detailed advice on these recommendations 16, 17 and 
18 and their potential implementation would be helpful. 
 
Recommendation 17 
Develop a national framework to leverage the benefits of prevention and 
primary healthcare, by building on primary healthcare research in its early 
stages. 
 
Recommendation 18 
Create a national infrastructure to support and prioritise controlled trials of 
novel health policy initiatives, as currently occurs for trials of clinical 
innovations. 
  
Recommendation 19  
The Taskforce recommends the principles and ‘lessons learned’ outlined in 
this chapter should be considered as part of a continuous review framework. 
This includes: 

•           adopting a standardised and structured approach to the application 
of the complete medical service principle in T8 items to reduce 
unwarranted variation, 

•           establishing a standardised and transparent approach to setting 
schedule fees to guide any future changes and using an equitable 
methodology for changes to schedule fees associated with 
procedural items, 



	

•           wherever reasonably appropriate, setting a single rebate for an MBS 
procedure item where different surgical approaches can be used, to 
allow appropriate choice dependent on risks, benefits and patient 
needs, 

•           investigating options to encourage and support the sharing of 
information and documentation to support high quality care, 
including the use of photographs or histology where clinically 
appropriate, 

•           modifying the MBS, where appropriate, to allow equitable and 
transparent reimbursement of more than one surgical team 
operating on a patient simultaneously to improve outcomes and 
reduce postoperative complications, 

•           requiring image guidance where it is considered best practice care, 
to enhance patient safety, 

•           developing appropriate bilateral equivalents of unilateral items where 
there are anatomically paired structures which are operated on 
concurrently, 

•           investigating the practicality of a time-based system of remuneration 
for each surgical sub-speciality to facilitate more equitable payments 
for the most performed procedures in each T8 subgroup, and 

•           incorporating multidisciplinary team care into explanatory notes 
where multidisciplinary case discussion has been shown to improve 
patient outcomes. 

  
Considering these principles will improve consistency across MBS surgical 
procedures and assist in creating a more modern, transparent system for 
consumers 
Recommendation 19 relates to surgical items. AACP has no questions. 
  
Recommendation 20 
As a matter of urgency, establish a continuous review mechanism to ensure 
the MBS remains contemporary and responsive. 
Advice is requested as to the relationship between this recommendation and 
recommendation 6. 
  
Recommendation 21 
Establish a Medicare Advisory Committee (MAC) with Terms of Reference to 
include the current activities of MSAC with an enhanced focus on continuous 
review and the capacity to provide specific advice for the Minister. 
Again, more detail is required from the Taskforce on how this would be 
established and function in order for this recommendation to be considered in 
more detail. 


