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ABOUT THE ROYAL AUSTRALIAN AND NEW ZEALAND COLLEGE OF
RADIOLOGISTS
The Royal Australian and New Zealand College of Radiologists (RANZCR) is the peak
body advancing patient care and quality standards in the clinical radiology and
radiation oncology sectors. It represents over 4,000 members in Australia and New
Zealand.
RANZCR’s role is to drive the appropriate, proper and safe use of radiology and
radiation oncology medical services. This includes supporting the training, assessment
and accreditation of trainees; the maintenance of quality and standards in both
specialties; and workforce mapping to ensure we have the specialists available to
support the sectors in the future. The Faculty of Clinical Radiology is the bi-national
body for setting, promoting and continuously improving the standards of training and
practice in diagnostic and interventional radiology for the betterment of the people of
Australia and New Zealand.
Clinical radiology relates to the diagnosis or treatment of a patient using medical
imaging. Diagnostic imaging uses plain x-ray radiology, computerised tomography
(CT), magnetic resonance imaging (MRI), ultrasound and nuclear medicine imaging
techniques to obtain images that are interpreted to aid in the diagnosis of disease.
Interventional radiologists treat as well as diagnose disease using imaging equipment.

FACULTY OF CLINICAL RADIOLOGY POSITION
RANZCR welcomes the recommendations from the Diagnostic Medicine Clinical
Committee (DMCC) including the proposed introduction of Clinical Decision Support
(CDS). RANZCR believes it is imperative that any work to progress Appropriate Use
Criteria (AUC) and CDS for medical imaging should be led by RANZCR in coordination
with the Australian Department of Health, drawing expertise from stakeholders
including referrers (such as the Royal Australian College of General Practitioners,
Australasian College for Emergency Medicine) and providers of radiology services.
This partnership would underpin governance arrangements and facilitate collaborative
relationships with key stakeholder.
However, RANZCR does not support the recommendations in this report to introduce
CDS at an item by item or clinical scenario level. Such a piecemeal approach is
destined to fail. The government should not underestimate the challenges of
successfully introducing CDS into the Australia healthcare system. It constitutes a
major reform and will require a similarly extensive change management project. Much
more than just careful planning and design, introduction of CDS requires extensive
stakeholder engagement, investment in digital systems and a wide-ranging and
ongoing communications strategy.
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In this document:
Imaging guidelines refers to evidence-based guidelines about the most appropriate
use of diagnostic imaging for different clinical indications.
Clinical Decision Support (CDS) refers to electronic software that automates the use
of imaging guidelines as part of clinical referral pathway.

INTRODUCTION
The value of diagnostic imaging (DI) cannot be underestimated. It supports clinical
decision-making across the total health care system. While its important contribution to
patient outcomes is difficult to measure, it provides tremendous value when used
appropriately. The benefits and cost effectiveness of DI must be considered in the
broader context of improved patient outcomes. DI is perceived by both clinicians and
consumers as an integral part of all aspects of healthcare delivery: prevention,
diagnosis, treatment and monitoring. 1
The DMCC report is difficult to read and at times it is hard to decipher what constitutes
a comment and what constitutes a recommendation. For this reason, RANZCR has
provided general comments regarding the text of the DMCC Report and we have also
responded to the specific recommendations made.
The College agrees that there are limitations to how the MBS can be used as a tool to
drive a change in requesting behaviour 2 and although item descriptors may provide a
reference for practitioners when making decisions to request diagnostic services, they
are not the (only) solution.
Medicare funded diagnostic imaging services have continued to grow over the last 20
years, outpacing growth in both Medicare services and the population. The growth
reflects not only the increasing clinical utility of diagnostic imaging in patient
management, it has also been driven by increased population, enhanced patient
access, the ageing population and technological advancements allowing for a wider
range of targeted diagnosis. 3
The referral pathway is an important decision point in clinical care and the choice to
use DI should not be influenced by financial motives. More than 90% of Medicarefunded diagnostic imaging services are so-called arm’s length referred services,
meaning that these services are referred to radiologists by other specialist doctors.
Approximately 60% of all DI referrals come from general practitioners (GPs). 4 To
safeguard the primacy of patients’ interests, RANZCR advocates strongly for arm’s
length referral to DI services.
Increasing healthcare costs are a recognised global problem. More than ever before,
medical practitioners are being asked to be accountable for the utilisation of finite
resources and to add value and reduce waste in the care they deliver to patients.
Reducing inappropriate use of diagnostic imaging in situations where it is highly
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unlikely to result in a net benefit to the patient is an important way to reduce costs for
patients, waste and improve quality of care. 5

DMCC ROLE RELATIVE TO DICC
From the outset there was a lack of clarity about the role and purpose of the DMCC,
which RANZCR raised with Prof Bruce Robinson, Chair of the Taskforce.
Consideration of imaging guidelines was welcome and worthwhile, and one of the
areas that RANZCR suggested the MBS Review focus on in our initial submission in
2015.1 It is however worth recalling that Department of Health officials had previously
dissuaded discussion of the same topic by the Diagnostic Imaging Clinical Committee
(DICC).
Moreover, the rapid review and recommendations relating to radiology services
(specifically shoulder, ankle, low back pain and head imaging) duplicated work
completed by the DICC. There is no clarity provided in the DMCC report as to why it
was necessary to repeat the prior analysis.

MECHANISMS FOR SUPPORTING BETTER REQUESTING
The Diagnostic Medicine Clinical Committee identified nine potential mechanisms to
support better requesting of diagnostic services within the Report. 6 The Report stated:
“After reviewing the evidence, the Committee agreed that CDS appeared to be
the most effective of the nine mechanisms for supporting better requesting of
pathology and diagnostic imaging items.
The Committee felt that diagnostic imaging items offered a promising
opportunity to pilot the CDS mechanism because they have relatively low
service volumes but a significant impact on consumers.”7
The College agrees that an electronic CDS would improve diagnostic imaging referrals
by giving referring clinicians up-to-date clinical advice at the point of care with the
additional capability of providing consumer information and education on specific
tests. 8
Any successful electronic CDS must however be successfully integrated into the
referrers’ clinical workflow and accompanying software. This integration will be critical
to the success of any such initiative.

REQUESTER EDUCATION
RANZCR agrees with the sentiment expresses in 4.2.2 (p.30) that requester education
has a key role to play in supporting a culture of appropriate referrals. However, in
isolation, its impact of requester education alone is likely to be limited.
5
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On page 30 of the report (section 4.2.3), the DMCC has stated inaccurately that
RANZCR’s ‘Imaging Clinical Decision Rules’ are a type of CDS. We would like to
clarify that RANZCR’s Education Modules for Appropriate Imaging Referrals are in fact
training tools for junior doctors (i.e. requester education) and do not equate to decision
support. They also formed the basis for RANZCR’s Choosing Wisely
recommendations for radiology.
RANZCR has a strong track record of developing educational resources relating to
appropriate use of diagnostic imaging services, including our Standards of Practice,
education modules, Choosing Wisely campaign and Inside Radiology online resource.
We look forward to supporting educational campaigns and other initiatives to work
collaboratively with requesters.

REQUESTING PROCESS
Medicare has regularly used requesting restrictions through item descriptors and other
rules, which is a crude method of curtailing requesting and consequently patients’
access to funded services. Compared to crude cuts, which are frequently about
expedience rather than clinical evidence (such as the restriction to GPs referring for
knee MRI for patients over the age of 50), RANZCR favours the use of evidence-based
CDS, which is advice tailored to the individual patient’s presentation.
Any determinations or recommendations from the DMCC that change item descriptors,
patient populations or other factors influencing requesting are best addressed through
the DICC since they are able to consider the evidence and the implications across the
range of radiology tests and procedures such as substitution effects.
The DICC has proposed quality improvements to the referral process, for example to
require the requester to include the clinical question that the radiology request seeks to
answer. This is an important change since it encourages the requester to reflect and
provides valuable information to the radiologist to consider fully the suitability of the
imaging modality for that presentation. A communications strategy is needed to
educate referrers to this new requirement to include the clinical question on the
radiology request form.
To successfully introduce CDS, their placement in the referral pathway and
interoperability with radiology providers, GPs and other requestors, all need to be
considered and planned in advance. This must align with other proposed e-health
developments for radiology, including an eReferral system, orderables catalogues, My
Health Record and a repository for historic images. It is imperative that these
developments are aligned and have clear overarching goals to improve the quality of
diagnostic imaging.
RANZCR agrees with section 4.2.7 (p.32) that feedback from clinical radiologists to
referrers has an impact, however this role must be enhanced by better quality
information in referrals so that the clinical question being investigated is clear. The
implementation of CDS further enhances the role of the clinical radiologist in quality
use of imaging.
In response to section 4.2.9, RANZCR strongly opposes any payment
mechanisms being introduced as a result of the narrow review undertaken by the
DMCC.
4

CLINICAL DECISION SUPPORT AND AUC
Clinical decision support (CDS) uses patient-specific information, intelligently filtered or
presented at appropriate times via a digital system, to enhance health care.
There is a range of long-term benefits to patient care from introducing imaging
guidelines and a clinical decision support tool. They relate to potential for increased:
•

appropriateness of referrals

•

patient safety

•

educational opportunities and feedback on appropriateness of selected
examination.

Other benefits include potential for reduced:
•

unnecessary radiation exposure

•

use of high value diagnostic tests in “low value” clinical situations

•

expense and anxiety from follow up of incidental but clinically unimportant
findings

•

healthcare expenditure that does not lead to improvement in health either for
the individual or community at large.

Essentially, imaging guidelines provide guidance to referrers on best practice and
appropriate imaging.
According to section 4.3.1, the DMCC defined CDS as:
“the provision of advice at the point of care (when decisions are being made by
the medical professional) that is tailored to the clinical context of the specific
patient’ (p.33)”.
While this definition is clear, clinical radiologists also provide advice at the point of care
in radiology. RANZCR therefore feels that the word ‘requesting’ should be added prior
to ‘medical practitioner’ to clarify that the relevant decision-maker is the referrer.
It is important to clarify that RANZCR’s Education Modules for Appropriate Imaging
Referrals and Diagnostic Imaging Pathways are not CDS since they do not provide
case specific advice at the point of care. Please note that this is a correction of the
example of CDS given in section 4.3.2 (p.30).
RANZCR agrees that CDS can be a superior intervention due to its versatility and other
capabilities such as requester education, provider feedback and improvements to
referral processes. Moreover, audit and feedback as proposed in 4.2.4 (p.31) are key
mechanisms but they must be delivered constructively, rather than punitively.
RANZCR supports the intention of the DMCC in introducing mandatory (section 4.3.1
p.33) use of clinical decision support to improve the quality of radiology referrals.
Implementation of CDS constitutes a major change management project. This requires
much more than just careful planning and design, it requires extensive stakeholder
engagement, investment in systems and a wide-ranging and ongoing communications
strategy.

5

There is a series of complexities regarding implementation which must factored into the
implementation of CDS to DI under Medicare. The CDS tool itself must be appropriate
to the range of patient presentation, highly credible and have a clear evidence base.
Keeping imaging guidelines contemporary is a major undertaking because scientific
and medical research is constantly evolving. Whatever clinical evidence base (such as
guidelines) underpins the CDS must be sustainable across time and have ongoing
financial support and access to expert input. The preferred CDS tool must have a
delivery platform and track record of being implemented successfully into the referral
pathway in a comparable health system.
Regarding implementation, workflow issues cannot be overstated – they have the
potential to derail CDS – studies have identified aspects of workflow integration as
being critical to CDS success. Clinical workflow is highly contextual to an individual or
organisation – it may be difficult to predict the impact of a certain system or
intervention. Workflow considerations are integral to appropriate rollout, training and
support. RANZCR agrees strongly that end user acceptance of CDS and integration to
the requesting doctor’s workflow are imperative for success (referencing p.31).
This range of complex factors must be explored thoroughly through stakeholder
engagement, planning, piloting and a multi-level communications plan.
The DMCC report sets out that ‘a vendor-neutral interface could be created that
integrates AUC for mandatory items into the EMR or other CDS platform’ (section
4.3.3, p.34). This statement is insufficient and vague for such a major healthcare
reform with far-reaching implications for the sector.
Another key consideration is where exactly the CDS would sit in the referral pathway
and interoperability with radiology providers, GPs and other requestors. This must
align with other proposed E-heatlh developments for radiology, including an eReferral
system, orderables catalogues, My Health Record and a repository for historic images.
It is imperative that these developments are aligned with clear overarching goals to
improve the quality of diagnostic imaging.
RANZCR proposes to build CDS into an electronic referral (eReferral) system to
radiology. Consideration of this is already underway at RANZCR 9, ADIA and with the
Australian Digital Health Agency (Agency).
Another essential building block needed to standardise terminology is an ‘orderables
catalogue’ which would bring about consistency in terminology used for radiology tests
being requested. RANZCR has proposed that the Agency work with RANZCR and
other key stakeholders such as providers (represented by ADIA and the public sector)
to enable its development.
RANZCR must be involved in dialogue regarding the design of these systems and how
each sub-project will be sequenced.
RANZCR strongly recommends reconsideration of the steps outlined on p.35 following
consideration of the comments contained in this submission with full engagement of
RANZCR and other key stakeholders in the process.
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GOVERNANCE FOR CDS
The planned introduction of CDS to Australian healthcare needs clearly defined roles
and partnership between key stakeholders.
As stated above, CDS needs to be based on credible independent, evidence-based
imaging guidelines led by a professional body with the capacity to maintain their
currency. RANZCR has scoped the international and local context for imaging
guidelines and has assessed the suitability of Diagnostic Imaging Pathways (DIP), the
American College of Radiology’s (ACR) Appropriateness Criteria and Royal College of
Radiologists’s (RCR) iRefer for use in Australian and New Zealand. RANZCR has
recently entered into a collaborative memorandum of understanding with RCR that
makes us best placed to lead on discussions and imaging guidelines and AUC.
RANZCR would like to start meaningful deliberations with the Government on how
Australian can benefit from IGs and CDS tools.
RANZCR recommends the principles of meaningful use be applied to the
implementation of CDS. This refers to the full integration of CDS into requester
workflow so that it becomes part of routine and systematic workflow, rather than
incidental use. RANZCR also suggests that considerations for factors influencing the
utility and acceptability of the CDS are made.
RANZCR recommends building CDS into an eReferral system, thereby making them
available at the point of care for GPs and other referrers. It is imperative to avoid
multiple inconsistent systems that lack interoperability. As noted above, there is a
range of digital health projects underway which are relevant to the communication flow
between referrers and clinical radiologists:
•

RANZCR has just published eReferral position paper outlining the principles
which should underpin electronic referrals to radiology

•

Connectivity to My Health Record (to house radiologist reports)

•

Development of an ‘orderables catalogue’ for radiology requests

•

Proposal to build an image repository.

These various projects must be streamlined and sequenced to build a comprehensive
digital infrastructure to connect referrers to radiology practices and hospitals, with built
in CDS.
RANZCR disagrees strongly with application of CDS to selected diagnostic imaging
items (4.3.2 recommendation b). We believe that a granular (item by item), partial or
fragmented approach must be avoided as this would be destined to fail. We do not
support any bureaucratic means of compliance e.g. signed declarations that a
requester has complied (section 4.3.3. p.35). Such approaches were attempted in the
past overseas and did not yield the intended results. RANZCR would also be
concerned with MSAC being tasked with ascertaining which item numbers ought to
have CDS applied since it will already be overburdened reviewing multiple other MBS
Taskforce recommendations in the two years ahead. Rather, CDS should be
implemented across the board and be supported by systems and sustainable
mechanisms.
The Australian Digital Health Agency is mentioned in the report as potentially having a
role in CDS software (p.36). We believe that this is inappropriate since the Agency has
7

neither expertise nor experience in the implementation of CDS software, which would
be an essential ingredient for success. Personnel at the Agency that RANZCR
communicated with were unaware of the DMCC report, so it is possible that the Agency
was not asked by DMCC to provide their views. Pragmatically RANZCR sees the
Agency having a role in implementing the requirements for an eReferral system,
supporting interoperability of various Information Technology systems and use of My
Health Record to access prior examinations. As stated above, we need an entity with a
track record of implementing CDS and a robust intellectual property agreement in place
with a provider of imaging guidelines. RANZCR would also like to discuss this aspect
further with the Government.
The Department of Health (DoH) has a major leadership role to initiate and fund
this project, provide strategic direction, and oversee implementation and
compliance.
An important question is how referrer compliance with guidelines will be supported,
both during a pilot and beyond. RANZCR firmly believes that the process should be
consultative and educational. It ought to involve review of trend data and identification
of ‘outliers’, sharing information with clinicians about these patterns and seeking their
engagement with the data and the system. Clinical judgement should be respected as
guidelines do not account for all possible patient and service circumstances. To
succeed, CDS implementation needs to use education or other soft methods of
compliance (e.g. letters notifying the referrer of outlier patterns). CDS should be a
helpful and appreciated part of the referrer’s clinical workflow and this can only be
achieved through engagement and a change in culture. The CDS pilot should include
an assessment of communication and compliance approaches that ensure best referrer
engagement.
For all of the reasons outlined above and ‘other key considerations’ noted on p.37 of
the report, this will be a complex digital health project requiring significant change
management.
RANZCR believes that a substantial pilot project is therefore essential to engage
stakeholders, pilot CDS and collect data on real-life impacts. This could be done
on selected DI items. A pilot in general practice would generate valuable insights
due to the importance of the primary healthcare sector in generation of DI
referrals.
RANZCR agrees that the referring clinician ought to be able to override the CDS
recommendation since they are not designed for every possible clinical presentation.
In this case, RANZCR agrees that the referring clinician must provide a rationale for
their decision and record this.

DEVELOPMENT AND OVERSIGHT
The range of complexities outlined above are not insurmountable, however they will
require extensive collaboration and planning to agree a workable overarching plan,
governance, the series of sub-projects, their sequencing and how a pilot ought to be
constructed and managed.
Implementation is a major task which requires input from medical colleges,
Government bodies and providers. RANZCR would like to progress this dialogue with
8

the Government as soon as is convenient. As stated above, a carefully planned trial is
essential.
On a broader point, RANZCR believes it is imperative that the MBS Review Taskforce
continue to obtain input from clinical radiologists through representation on all clinical
committees where the discipline is reliant on diagnostic imaging or interventional
radiology to deliver care. We believe this would assist in illustrating the value that
clinical radiologists can add to the clinical decision making and patient care, particularly
in relation to the appropriate use of imaging. 10

Major Role for Inside Radiology (to educate consumers and requesters)
As stated throughout the DMCC report, consumers have a key role in supporting better
requesting of diagnostic tests. In order to achieve this, consumers need to be
educated about diagnostic tests and how they apply to their own clinical context.

InsideRadiology is a web-based platform for clinical radiology that provides consumer
focused content regarding common radiology procedures. The initiative was started
with Commonwealth funding and now continues through financial support by RANZCR.
InsideRadiology is designed to support clinical excellence through enhanced consumer
literacy regarding radiology procedures, and indirectly drive appropriate utilisation.
The mission of InsideRadiology is to be the leading Australasian resource on clinical
radiology tests, procedures, and interventions, providing up-to-date information to
health consumers and health professionals and improving doctor-patient
communication.
InsideRadiology has two key audiences:
•

health consumers (patients, their families and friends)

•

health professionals (referring clinicians and allied health professionals).

Information is based on the Australian and New Zealand health systems
although InsideRadiology attracts both a domestic and an international audience
– the project is a success with almost 2 million visitors to the website annually.
InsideRadiology is a collaborative project with input from clinical radiologists, referring
clinicians and consumers, with the ultimate aim of improving the quality of medical
imaging services through the provision of accurate, current, and critically-reviewed
information. This information is written for both referring clinicians and healthcare
consumers and goes through a rigorous editorial process.
InsideRadiology information is used as reference material for informed consent
protocols, imaging accreditation, medical student education and enhancing links with
other medical information websites e.g. HealthDirect and Health on the Net (HON).
By adhering to the standards set out by HealthDirect and HON, they in turn
verify InsideRadiology as a trusted online medical information resource.
RANZCR supports use of Inside Radiology coupled with the excellent general
resources from Choosing Wisely. RANZCR recommends Government promotes Inside

10
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Radiology as a consumer resource. The College already disseminates the resource
through referrer medical colleges and stakeholder organisations.
Publicly available imaging guidelines also have a role to play particularly for better
informed consumers. As with Choosing Wisely, consumers should be encouraged to
question the necessity of having a test (particularly if not be covered by Medicare)
because there is no sound evidence; experts or other clinicians believe it to be low
value; and that practice is inconsistent with accepted clinical guidelines. This would
also serve as education to change referrer behaviour. 11

Successful education strategies
The College agrees with the Report, any CDS system should be integrated with
consumer education tools, thus allowing clinicians to provide that information directly to
patients, when referring for a diagnostic test.
As stated above, the College has developed key resources to support both consumer
and clinician education in diagnostic imaging (Choosing Wisely, InsideRadiology,
Imaging Clinical Decision Rules, Continuing Professional Development opportunities,
and other College developed guidelines and publications).

Role of Choosing Wisely and Education Modules Recommendations
RANZCR is proud to be a founding member of the Choosing Wisely Australia
campaign and has proposed a list of six diagnostic imaging examinations that clinicians
and consumers should question. The FCR Choosing Wisely recommendations area
available here: Choosing Wisely Recommendations. 12
The College’s Choosing Wisely recommendations share much of the same evidence
base as the Education Modules for Appropriate Imaging Referrals, which are available
here: Education Modules for Appropriate Imaging Referrals. 13

Bridging solutions
RANZCR believes that it is more important to have a clear and carefully sequenced
overarching plan for imaging guidelines implementation through CDS, supported by a
pilot (and subsequent audit and refinement of the plan), rather than coming up with a
piecemeal bridging solution. Other essential building blocks can be progressed during
the pilot.

The pilot
To ensure a robust rollout of an at-scale electronic CDS for referrers and clinicians,
significant consideration must be given to the initial investigation and development of
an appropriate product (tool) and useability testing undertaken by way of a feasibility
study and fully-funded in-practice pilot for a minimum of 12 months (with the possibility
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of extending funding through the bridging period). The College will work collaboratively
with the Department and key stakeholders to develop such a pilot.
The College considers community-based referrers, such as general practitioners
(GPs), as the most critical stakeholder group in CDS implementation. Consequently,
they must be engaged and involved in pilot discussions.
The pilot must be developed and undertaken in consultation with key stakeholders
including GPs and relevant professional and private organisations in the GP space,
radiology providers, IT infrastructure providers and other groups that may be within the
scope of the pilot. The pilot must include electronic multi-system IT integration within
GP and radiology practices. The IT interface will have to address limiting the level of
disruption to practice workflow, the impact on the practice of the referrers and that the
CDS will have sufficient IT support (and be easily accessible) for clinicians to
troubleshoot any issues.
As noted above, the pilot can be done on selected DI items, subject to the consultation
with key stakeholders. Pilot results, analysis and stakeholder feedback of the pilot will
inform the feasibility of an at-scale rollout.
CDS is a fast-paced, rapidly changing market internationally. There are multiple
international examples of CDS implementation within stand-alone institutions (such as
departments within the same hospital; in the United States of America, United
Kingdom, Spain and in New South Wales), however, RANZCR is not aware of any
examples of large-scale CDS rollout in imaging across the primary/community health
setting. This makes an Australian pilot all the more pivotal.

Introducing an Australia-wide CDS system
The Report outlines a number of considerations to successfully promote at-scale use of
CDS nationwide, the College acknowledges that the list is not exhaustive, and several
additional factors will need to be taken into consideration when introducing a national
at-scale implementation of the CDS. 14
The College agrees that:

14

•

financial support should be offered to referrers and providers for the installation
of CDS to facilitate Australia-wide adoption, and

•

the CDS platform should be leveraged to provide clinician and consumer
education, the dual-purpose platform could be integrated with the existing
College consumer resources of InsideRadioloy and Choosing Wisely.

MBS Review Taskforce Report from the DMCC 2018 p34
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4.3.2 GENERAL DMCC RECOMMENDATIONS
The Australian Government should increasingly facilitate appropriate clinical
use of MBS rebates through several mechanisms, including development of
CDS.
RANZCR supports and welcomes this recommendation. Inappropriate or unnecessary
imaging can be related to managing the ‘worried well’ (consumers pressuring doctors
for tests) and doctors practising defensive medicine (out of a fear of litigation). The
College considers that evidence based-guidelines provide a framework to assist
referring practitioners to determine appropriate imaging for their patients. 15 The use of
clinical decision support and evidence-based guidelines could also provide a
framework for protecting medical practitioners from the risk of litigation.
The College is committed to leading efforts in promoting best practice in diagnostic
imaging referral. The integration of evidence-based clinical guidelines into decision
support tools provides clinicians with real-time access to clinically justified
recommendations for appropriate imaging investigations. By enabling better referring
practices, these tools can enable the reduction in unnecessary imaging, reduction of
patient exposure to unnecessary radiation and can facilitate faster diagnosis.
CDS must not be aligned to government payment structures in the MBS. Rather, CDS
must be developed based on clinical evidence and with consideration of what is in the
patient’s interest. Imaging guidelines and the CDS are especially valuable in those
cases where high-dose imaging tests requested by multiple referrers tend to raise
questions over radiation exposure and patient safety.
Internationally, the radiation protection of patients has generated much activity in
recent years, notably the Bonn Call-for Action statement by the IAEA and WHO 2013,
which highlighted the need to ‘implement clinical imaging referral guidelines globally,
keeping local and regional variations in mind, and ensure regular updating,
sustainability and availability of these guidelines’. 16

Australia should introduce CDS systems to support improved requesting of
imaging and pathology items. Mandatory CDS should be applied to selected
diagnostic imaging items in the next 24 months, beginning with priority
diagnostic imaging items, before potentially expanding to pathology and other
areas.
An appropriate governance system should be established for the
development and ongoing management of the AUC and the CDS system.
Although there should be extensive cross-departmental collaboration in the
development of such a system, there should also be a clear system owner.
The College has been exploring activities in the development of formal guidelines on
appropriate imaging for referrers for many years and understands this space, and its
15
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complexities, well. The guidelines in use had lacked universal acceptance in the face of
changing technology and practice, full conformance with evidence-based quality and
safety programs, and long-term sustainability in terms of updates, costs and intellectual
property.
The College established an independent high-level taskforce in 2013 to provide
strategic advice on the utility of imaging guidelines and decision support tools in
meeting the imaging needs of RANZCR members and the medical profession in
general. Membership included expert members, independent expert (NH&MRC),
international expert (UK), and consumer representation. 17
In 2014, the RANZCR Taskforce conducted a bi-national survey of radiologists and
referrer societies to ascertain their level of imaging guidelines and their preference in
terms of content and structure. A RANZCR Taskforce recommendation was to not
‘reinvent the wheel’ but to adopt, adapt and localise existing guidelines for
endorsement and bi-national uptake.
In the period since, the College has examined various options, including WA Health
Diagnostic Imaging Pathways (DIP), which was found to be limited to meet future
needs of the market and lacks a fully-integrated decision support tool able to meet user
expectations, in addition to logistical, technological and unknown investment outlay to
support the project going forward.
Our investigation has included options that meet the needs of requesters including how
the CDS will integrate with current workflows to address limitations such as time
constraints and high patient loads in general practice, and patient flow in hospitals. The
College has since decided to consider an international collaboration which seeks to
develop a common, global set of appropriate use criteria for diagnostic imaging,
sustainability adapted for each region (bi-nationally). These discussions are ongoing.

Collaboration
It is widely recognised that there is a growing need for the clinical justification of
medical imaging services. Best practice in radiology will include measures to improve
student training and the education of referring doctors, a central role for radiologists in
determining imaging requests and the promotion of an endorsed set of imaging referral
guidelines. The College has shown a strong leadership role in education, training and
initiatives which improve the recognition of the radiologist crucial role in patient-centred
care.
Imaging guidelines, which embody our specialist medical knowledge, and the decision
support tools derived from them, underpin our collaborative efforts with referrers to
achieve best clinical practice, and as such are vital to the future practice.

How will CDS aid improved requesting?
A number of peer-reviewed studies argued that a proportion of diagnostic imaging
referrals are clinically suboptimal or inappropriate, including some driven by fear of
medical litigation and patient expectations that they should have a test. The extent of

17
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such referrals varies and RANZCR has been advocating the need for a multi-faceted
approach to ensure that imaging is appropriate and clinically accountable.
The College contends that changes to both the MBS regulatory framework and the
referral process for diagnostic imaging are required to remove existing barriers to
radiologists having a greater and more collaborative role in clinical decision-making
and patient management in line with best practice clinical guidelines.
Additionally, regulatory changes should include giving greater authority to clinical
radiologists to substitute a more appropriate test when necessary. 18
The College sees the potential of electronic CDS as key in supporting referring
clinicians and consumers in determining when diagnostic imaging is indicated and
appropriate. This potential may be actualised through an extensive collaborative and
change-management effort, starting with a pilot.

Other Key Considerations
The DMCC Report outlines a number of other key considerations deemed worthy when
designing a far-reaching CDS program to improve requesting. 19 The College agrees
that these are of importance.

Remote access
Australians in general have good access to comprehensive diagnostic imaging
practices, which provide a minimum of plain X-ray, CT and ultrasound and have a
clinical radiologist on site during normal business hours to provide professional
supervision of services. At present there is an uneven distribution of clinical radiologists
across Australia with fewer radiologists than required in regional areas. 20
This is particularly relevant for referring clinicians in regional and remote areas of
Australia. Significant consideration and strategies devised in the development and
consultation phase of the CDS to ensure those referrers access to diagnostic imaging
is not restricted by the inability to refer.
Referrer access to eHealth platforms going forward will assist with the reduction of
duplication of referred tests, clinical discretion and the integration of referrer and
consumer education into the CDS tool will ensure successful implementation and assist
with adoption.

18

MBS Review taskforce Consultation Response from the Faculty of Clinical Radiology, RANZCR November 2015 p5
MBS Review Taskforce Report from the DMCC 2018 p37
20 MBS Review taskforce Consultation Response from the Faculty of Clinical Radiology, RANZCR November 2015 p4
19
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Potential Challenges
The Committee noted a number of potential challenges, which should be mitigated to
ensure a successful rollout of the system 21, the College acknowledges that these
challenges should be addressed as early as possible and several built into the pilot to
ensure a successful at-scale implementation.
Early and ongoing discussions of likely implementation impacts, such as costs of
implementation to practitioners and practices, impact on MBS fees and possible
governance arrangements will help reduce stakeholder concerns.
•

Comprehensive preparation pre-pilot
o

CDS stakeholder engagement (consumers, referrers, Colleges)

o

Quality AUC-imaging guidelines (correct choice for the market)

o

Capability for flexibility for exceptional circumstances and need for
practitioner clinical judgement

o

Pilot beta-testing

o

IT accessibility, ease of use, integration with existing practice system,
integration with imaging guidelines
Alignment with ICD-10 codes, CDS software and imaging PACS

o
o

Ability to enable updates to clinical practice and guidelines (and
exceptions logged by referrers)

o Legal considerations (copyright, patient privacy, data protection, CDS
usage data ownership etc).

4.3.3 ILLUSTRATION OF DIAGNOSTIC IMAGING CDS IN AUSTRALIA

4.3.3 Institute regulatory changes that make requesters use of the CDS compulsory
for specific item groups and/or clinical scenarios.

RANZCR supports this recommendation in part.

21

•

We support the need for regulatory change that delivers comprehensive uptake
of imaging guidelines (AUC) and realise meaningful change at a population
level. However, RANZCR does not support a compulsory item specific or an
individual clinical scenario approach to the implementation of CDS as outlined
in the above section titled ‘Governance for CDS’.

•

Implementation of CDS constitutes a major change management project. This
requires much more than just careful planning and design, it requires extensive
stakeholder engagement, investment in systems and a wide-ranging and
ongoing communications strategy.

•

General practices in Australia now have software capability to enable clinical
audits that measures adherence to guidelines (AUC).

MBS Review Taskforce Report from the DMCC 2018 p37
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•

Initiatives like the Medicare Practice Incentives Program (PIP), scheduled for
implementation across Australian general practices, could be instigated and
supported by CPD through either PHNs and/or RANZCR.

•

This recommendation is insufficient and vague for such a major healthcare
reform with far-reaching implication for the sector.

•

Integrating CDS within existing processes within general practices by facilitating
interoperability with GP software will assist to increase uptake and embed use
into routine practice.

DIAGNOSTIC IMAGING ITEM RECOMMENDATIONS
6.1.1 Ankle/hind foot ultrasound

6.1.1 a) Change the item descriptors for items 55836, 55837, 55838 and 55839 to
reflect the Committee’s position that ankle ultrasound should only be used for the
investigation of suspected tendon or tendon sheath damage. The proposed item
descriptor is as follows:
– ANKLE OR HIND FOOT, 1 or both sides, ultrasound scan of, where the service is
provided for the assessment of suspected tendon or tendon sheath abnormality.
RANZCR does not support this recommendation.
The DMCC’s recommendation that the descriptor be restricted to tendon or tendon
sheath damage is too restrictive. There are ligaments around the ankle which are often
traumatised and require imaging for confirmation, in particular the spring ligament and
anterior talofibular ligament may often be affected and can be sign of high-grade sprain
which needs treatment.
Attributing ankle or hind foot injury to suspected tendon or tendon sheath damage in a
clinical setting requires considerable clinical expertise which is more in line with
specialist training and would be challenging for generalist practitioners.
6.1.1 b) Create an explanatory note detailing the AUC for ankle ultrasound,
accompanied by an education campaign. The explanatory note should detail that
ultrasound is not to be used when there is suspicion of ligament damage. The
proposed explanatory note is as follows:
– Ultrasound of the ankle or hind foot is only required for patients with suspected
tendon or tendon sheath abnormality. Suspected ligament damage or abnormality is
not a reason to request this item.
RANZCR does not support this recommendation.
An ultrasound scan needs to be undertaken where there is suspected ligament
damage. For example, the anterior talofibular ligament is commonly torn in trauma and
can be an unstable injury. Therefore, an ultrasound is also an appropriate investigation
when there is suspicion of ligament damage.
16

6.1.1 Additional recommendations:
– If use of ankle ultrasound does not decrease during the 24 months after the
change, restrict the co-requesting of ankle X-ray and ultrasound on the same day,
and consider mandatory CDS.
– Deliver provider education on the appropriate imaging pathways for ankle
ultrasound. The Committee noted that imaging providers play a key role in educating
requesters through their ongoing communication and feedback.
– Provide requester education on appropriate pathways for ankle imaging. The
Committee recommended that this include feedback to providers who request ankle
ultrasound at higher rates than their peers.
– Provide consumer education on the above changes. Requesters should be
equipped to provide patients with information about when ultrasound of the ankle is
appropriate, and when it would not change treatment pathways.
RANZCR supports this recommendation in principle. However, as is outlined in the
above section titled ‘Governance of CDS’ we do not support CDS being implemented
on an item by item basis.
We strongly support the importance for education of requesters and consumers as
outlined above.

6.2.1 Shoulder Ultrasound
6.2.1
a) Change the descriptor for items 55808, 55809, 55810 and 55811 to remove
‘occult fracture’ as a listed condition for assessment by shoulder ultrasound.
RANZCR does not support this recommendation.
The removal of occult fracture from the descriptor is misguided. Occult fracture may be
visible on CT, however, ultrasound is very effective in detecting fractures of the greater
tuberosity that are often also not visible on x-ray, without the use of significant radiation
dose and higher cost.
In addition, removing occult fracture as a listed condition excludes patients who may
have undiagnosed pathology in the shoulder joint such as metastatic bone disease or a
patient who is severely osteoporotic e.g. an old lady or man who has minimal trauma.
6.2.1
b) Restrict the co-claiming of all shoulder ultrasound items (55808, 55809, 55810
and 55811) to prevent claiming in conjunction with any shoulder X-ray item (57700,
57702, 57703, 57705).
RANZCR does not support this recommendation.
In most clinical situations an x-ray of the shoulder should be the first investigation.
However, in the non-acute setting, when the x-ray is reported, and there is no cause for
the symptoms demonstrated, the radiologist should be allowed to proceed to
ultrasound if requested by the referrer.
17

6.2.1
c) Create a new item (558XX) for requesting a shoulder ultrasound and a shoulder
X-ray at the same time. This item should require the requesting clinician to detail on
the request form the pathologies that necessitate the use of both imaging options.
The proposed item descriptor is as follows:
– Shoulder or upper arm, one or both sides, combined ultrasound scan and
radiographic examination of, if:
i. The patient is referred by a medical practitioner; and
ii. The medical practitioner is not a member of a group of practitioners of which the
providing practitioner is a member; and
iii. The service is not provided in association with a service mentioned in items
55808, 55809, 55810, 55811, 57700, 57702, 57703, or 57705, and the patient has
persistent significant pain and where the diagnostic imaging request form details the
pathologies being investigated by the use of radiographic examination.
RANZCR does not support this recommendation for similar reasons as outlined in 6.2.1
(a). A new item number is not required because items 55808, 55809, 55810 cover all
areas of pathology.
6.2.1
d) Create an explanatory note for items 55808, 55809, 55810 and 55811 to clarify
the circumstances in which ultrasound of the shoulder is the appropriate initial
investigation. This should detail the following:
– For acute shoulder pain (present for < 7 days) of any etiology, including acute
trauma, the best initial imaging is shoulder X-ray. Shoulder ultrasound should not be
used as initial imaging - because acute soft-tissue pathology will often resolve with a
period of rest or conservative management, and ultrasound may be more precise
when the acute soft tissue swelling has resolved.
– For acute shoulder pain ultrasound can only be claimed if two conditions are
fulfilled: (a) x-rays of the shoulder are non-contributory, and (b) the ultrasound is
being use for the conditions or suspected conditions listed in the item descriptor.
RANZCR does not support this recommendation. The recommendation notes that
‘shoulder ultrasound should not be used as initial imaging - because acute soft-tissue
pathology will often resolve with a period of rest or conservative management.’
It is medically negligent if the radiologist does not address whether the patient has an
acute injury and therefore make a diagnosis. The radiologist may not treat the injury
however he/she should be aware of it and consider it when deciding whether to
recommend treatment of the shoulder. For example, an acute rotator cuff tear
secondary to trauma may not heal with conservative management and a diagnosis is
needed before that statement can be made.
6.2.1
e) Create an explanatory note for the new item (558XX) to clarify the circumstance in
which both ultrasound and x-ray of the shoulder are the appropriate initial
investigations. This should detail the following:
– For sub-acute pain (present for 7-10 days) the combination of x-ray and ultrasound
for shoulder is permissible where (i) no previous imaging has been undertaken for
this episode of symptoms and (ii) where examination shows:
18

1) Pain with elevation and/or internal rotation; or
2) Weakness of elevation and external rotation.
RANZCR does not support this recommendation for reasons outlined in response to
6.2.1 (c).
6.2.1 Additional Recommendations:
– Deliver provider education on the appropriate imaging pathways for chronic and
acute shoulder presentations. The Committee noted that imaging providers play a
key role in educating requesters through their ongoing communication and feedback.
– Provide requester education on the appropriate imaging pathways for chronic and
acute shoulder presentations. The Committee recommended that this include
feedback to providers who request shoulder ultrasound or the new combined
shoulder ultrasound and X-ray item at higher rates than their peers.
– Provide consumer education on the above changes. Requesters should be
equipped to provide patients with information about when imaging of the shoulder is
appropriate, and when it would not change treatment pathways.
RANZCR supports this recommendation. We strongly support the importance for
education of requesters and consumers as outlined above.

6.3.1 Lower Back Imaging

6.3.1 Implement a multicomponent intervention to improve requesting practices for
lower back imaging. This should focus on mandated use of CDS for lower back
imaging, implemented alongside other mechanisms to increase the collective impact
on requester behaviour. Specific mechanisms that lend themselves to synergies with
CDS include:
– Requester education.
– Audit and feedback on requesting patterns.
– Patient education focused on the inappropriateness of early imaging of nonspecific lower back pain, and what patients can and should expect as part of a
comprehensive medical examination for back pain when they see a clinician.
 Link eligibility for MBS rebates for lower back imaging to mandatory use of CDS.
 Work with clinical experts to develop clinical signposts for lower back imaging as
part of the design and implementation of a mandatory CDS system. Table 12
provides examples of potential signposts for lower back imaging.
RANZCR supports this recommendation in principle. However, as is outlined in the
above section titled Governance of CDS we do not support CDS being implemented on
an item by item basis.
We strongly support the importance for education of requesters and consumers as
outlined above.
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6.4.1 Head imaging
6.4.1 a) Implement a multicomponent intervention to improve requesting practices for
head imaging. This should focus on mandated use of CDS, implemented alongside
other mechanisms in order to increase the collective impact on requester behaviour.
Specific mechanisms that lend themselves to synergies with CDS include:
– Requester education.
– Audit and feedback on requesting patterns.
– Patient education focused on the inappropriateness of early imaging for head pain,
and what patients can and should expect as part of a comprehensive medical
examination for head pain when they see a clinician.
 Work with clinical experts to develop clinical signposts as part of the design and
implementation of a mandatory CDS system. Table 14 provides examples of
potential signposts for imaging when a patient presents with a headache.
RANZCR supports this recommendation in principle. However, as is outlined in the
above section titled Governance of CDS we do not support CDS being implemented on
an item by item basis.
We strongly support the importance for education of requesters and consumers as
outlined above.
6.4.1 b) Mandate the use of formal request forms as a short-term bridging measure
until a comprehensive CDS solution can be formally introduced.
RANZCR supports this recommendation in principle.
As stated above the DICC has proposed quality improvements to the referral process,
to require the requester to include the clinical question that the radiology request seeks
to answer. However, requiring individual referral forms for individual tests is impractical
and would be difficult to implement.
Referrer education to include more detailed information on the referral would address
the intent of this recommendation.
6.4.1 c) Specify in the AUC for head imaging that paediatric head imaging should be
performed using the MRI modality whenever possible. Use of CT should be
minimised in children, except in exceptional situations such as the following:
– The child has ferromagnetic implants (MRI contraindication).
– The child has claustrophobia (MRI contraindication).
– The child is unable to remain still for the required duration to complete an MRI
scan of satisfactory quality.
– A condition/diagnosis is suspected for which CT would provide better imaging
quality and/or greater clinical utility (for example, CT is the preferred modality for
suspected subdural haemorrhage).
– It is an emergency, and waiting for MRI imaging would result in a delay that
compromises patient outcomes.
RANZCR supports paediatric patients being imaged by MRI rather than CT whenever
clinically possible.
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