WA Country Health Service
SUBMISSION FEEDBACK
Please provide comments on all or any of the following, particularly in relation to each Option
outlined in the Consultation Regulation Impact Statement:











The appropriateness and feasibility of the proposals.
Whether the proposed changes will address current concerns with the regulations in the
diagnostic imaging sector.
Potential costs associated with each option.
Potential benefits associated with each option.
Potential workforce impacts.
Impacts on patient access to appropriate imaging.
Rural and remote access for patients.
Time required to implement the potential changes.
Impact on both smaller diagnostic imaging practices and larger practices.
Any other comments, questions and concerns that relate to the proposed options.

In addition, you may wish to respond to questions listed against specific Options.
Submissions should include substantiating evidence, where possible.
Option 1 – No regulatory changes or deregulation (refer to page 23 of the RIS)
Features:
 The current supervision requirements remain unchanged.
 The person under the professional supervision of the radiologist would require the appropriate
qualifications, credentials, or training to provide the service.
 The current substitution rules in the Health Insurance Act 1973 remain.
 Rural and remote exemptions.
Comment
This system currently works well within WA Country Health service.

Option 2 – Minor changes including clarification of current requirements (refer to page 24-26
of the RIS)
Features
 Amendments to the current supervision requirements to clarify the circumstances under which a
radiologist and/or specialist or consultant physician must provide supervision and how the
supervision must be provided.
- Professional supervision would require: the medical practitioner be available to observe and
guide the conduct and diagnostic quality and safety of the examination and if necessary in








accordance with accepted medical practice, attend the patient personally, within a reasonable
period of time.
The personal attendance requirement of musculoskeletal ultrasound would be amended to align
with all other ultrasound items.
The person under the professional supervision of the radiologist would require the appropriate
qualifications, credentials, or training to provide the service.
The current substitution rules in the Health Insurance Act 1973 remain.
Rural and remote exemptions.
Specified qualification requirements for ultrasound providers.
Definition of diagnostic ultrasound.

Comment
WA is unique in the geographical distribution and significant distances between hospital
locations. WA Country Health Service (WACHS) participates in accreditation standards
(NATA) to substantiate protocols and processes are in place to maintain appropriate
professional supervision.
Predominantly most health services provided by WACHS is RA5 and RA4 with three
hospitals being RA2.
Locations with CT and ultrasound (with the exception of 3 major sites that have a Radiologist
on site) have visiting radiologists on sessional basis for intervention. Processes are in place
for CT services so that the radiologist is responsible for ensuring that the practice has
appropriate protocols in place “that the general and specific quality of image acquisition by
radiographers is high; that the patient receives the lowest possible radiation dose; that the
imaging study is directed to the correct site and any detected abnormality is addressed”. A
Medical Practitioner (emergency department) is immediately available to respond to any
adverse contrast reactions in all WACHS CT sites.
All studies requiring Radiologist to be on site are deferred to visiting sessions.
Clarification and definitions are supported but this is the only model able to provide services
to rural remote patients without significant disadvantage.
All practitioners providing an ultrasound service should be appropriately qualified and
credentialed

Musculoskeletal Ultrasound (refer to page 25-26 of the RIS)
Questions:
 Are the principles as outlined satisfactory to clarify the requirements?
 What reasons, if any, are there for the personal attendance requirements for musculoskeletal
ultrasound to remain?
 Would a minimum set of guidelines for ‘accepted medical practice’ per modality be appropriate?
 What savings are anticipated to be realised from removing the personal attendance requirements
for musculoskeletal ultrasound services?
 What additional costs are anticipated to be incurred by requiring a medical practitioner (eg
radiologist) to be in close proximity to attend on a patient personally within a reasonable period
of time in circumstances where this is not currently the situation?
 What other costs (if any) might be associated with the proposed changes?
 What are the potential consequences of the proposed changes?

Comment
Rural remote exemption is in place for MSK ultrasound to meet patient need and works well.

Option 3 – Practice based approach (refer to page 27-34 of the RIS)
Features
 Amendments to the current supervision requirements to clarify the circumstances under which a
radiologist and/or specialist or consultant physician must provide supervision and how the
supervision must be provided.
- Professional supervision would require: the medical practitioner be available to observe and
guide the conduct and diagnostic quality and safety of the examination and if necessary in
accordance with accepted medical practice, attend the patient personally, within a reasonable
period of time.
 The personal attendance requirement of musculoskeletal ultrasound would be amended to align
with all other ultrasound items.
 The person under the professional supervision of the radiologist would require the appropriate
qualifications, credentials, or training to provide the service.
 Computed Tomography services would only be able to be provided in a comprehensive practice,
with the exception of CT of the coronary arteries (items 57360 and 57361).
 Supervision would be tailored to the type of diagnostic imaging practice.
 A comprehensive practice would require a radiologist to be available during agreed operating
hours.
 Where a radiologist is on site during ordinary operating hours, the radiologist would be allowed
to determine the supervision requirements for the practice and have the flexibility to implement
and supervise efficient and effective processes.
 Where a radiologist is on site during ordinary operating hours, the radiologist would be allowed
to substitute a requested service for a more appropriate service, without the need for consultation
with the requester, if the substituted service has a lower MBS fee than the requested service.
 The current substitution rules in the Health Insurance Act 1973 remain.
 Where a radiologist is NOT on site during ordinary operating hours, a radiologist must be on site
for the performance of the following services:
o Mammography;
o The administration of contrast; and
o Image guided intervention procedures/surgical interventions.
 The reporting and supervising radiologist would not have to be the same person, but practices
would be required to maintain records which indicate the name of all the radiologists involved in
the service.
 Rural and remote exemptions.
 Specified qualification requirements for ultrasound providers.
 Definition of diagnostic ultrasound.
Comment
Please see comments in 2 addressing supervision
Standard practice in WACHS hospitals where a radiologist is not present for CT IV contrast
administration is robust protocols for use, rate, volume and strength are in place and Medical
Practitioner is always on site to attend to patient if need arises.

A Comprehensive practice (refer to page 28-29 of the RIS)
Questions:
 Are there any other types of practices which have not been identified?
 Are there comprehensive practices that do not currently have a radiologist onsite?
 What are the costs of employing a radiologist onsite during ordinary operating hours?
 What are the costs of non-comprehensive practices expanding to become comprehensive
practices?
 Are there enough radiologist for this to occur? What are the barriers?
 Is there any role for standalone CT and, if so, how would current safety and quality concerns be
addressed? What will be the impact of this change on providers and patients?
 What other costs (if any) might be associated with the proposed changes?
 What are the potential consequences of the proposed changes?
Comment
WACHS would not be able to attract and sustain this model due to locations and low volumes of
cases to support costs of a radiologist onsite during ordinary operating hours.
The RANZCR distribution of Radiologists 2014 demonstrates that the number of radiologists
resident in RA3, RA4 and RA5 is not sufficient to provide this model of service.
Please see comments in 2 addressing supervision
Standard practice in WACHS hospitals where a radiologist is not present for CT IV contrast
administration is robust protocols for use, rate, volume and strength are in place and Medical
Practitioner is always on site to attend to patient if need arises

Non-radiologist specialist practice (refer to page 30-31 of the RIS)
Question
 Are there any other services currently performed by non-radiology specialists?
Comment

ADDITIONAL ISSUES FOR CONSULTATION
1. Rural and remote exemptions (refer to page 31-32 of the RIS)
The intention of having rural exemptions is to ensure patients have access to services without
compromising on quality. However, current arrangements for rural exemptions vary for each of the
modalities, creating confusion due to an inconsistent approach. The current approach is also difficult
to administer.
Questions
 Does the current rule meet its goal of increasing access for patients without comprising on
quality?
 Should exemptions be geographically/distance based rather than looking at population base and
local availability of specialist services?
 Are there any other mechanisms that provide incentives for local services provision in rural
Australia?




What is the role of tele-radiology? Should it be the only service, or an adjunct the local service
provision?
Should the exemption not be available for certain types of services?

Comment
WACHS uses a hub and spoke model. The hub hospitals where most imaging is performed (and
have CT and ultrasound) are hundreds of kilometers apart and truly rural and remote. Exemptions
should take into account remote location, catchment populations that take into account significant
distances but relatively low population base.
Tele-radiology and Telehealth are staples to providing a quality service with immediate support and
direction improving patient management. The cost of patient transport determination through tele
services has significantly reduced and led to improved patient outcomes.

2. Implementing any changes and the relative role of regulation and the Diagnostic Imaging
Accreditation Scheme (DIAS) (refer to page 33-34 of the RIS)
The relative role of regulation and accreditation in enhancing the quality framework for MBS funded
diagnostic imaging services will be determined following feedback received from stakeholders under
this consultation process.
Questions
 Would changes to supervision be better placed in the DIAS or remain in the regulations?
 How would a practice based supervision approach be incorporated into regulation?
 Is it necessary to have a modality based approach in the regulations (as a minimum) and a
practice based approach in accreditation?
Comment
Supervision by DIAS is the preferred option and is easily auditable

3. Any additional proposals, suggestions or comments?
Comment
Country patients deserve the same level of patient care and appropriate access to imaging as
metropolitan patients. WACHS endeavors to provide these services and treat patients close to home
due to the significant issues involved in removing patients from their environments.

