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Submission to the MBS Review Taskforce Otolaryngology, Head 
and Neck Surgery Clinical Committee 

 
Introduction 
 
Audiology Australia (AudA) welcomes the opportunity to provide a response to the Report 
from the Otolarynology, Head and Neck Surgery Clinical Committee (the Clinical Committee) 
of the Medicare Benefits Schedule (MBS) Review Taskforce. 
 
AudA is the member association for the profession of audiology with over 2,900 members 
practising across Australia. An estimated 3.6 million Australians experience some form of 
hearing impairment, making hearing one of the most common health disorders to affect 
Australians.1 In addition, Australia’s ageing population is steadily growing, further increasing 
the demand for accessible audiology services. It is estimated that by 2060, around 7.8 
million people – or one in every five Australians - will be affected by hearing loss.2 
 
AudA is committed to ensuring that every patient in Australia is able to access audiology 
services provided by audiologists through the MBS, which represent high-value patient care. 
However, current restrictions on patient access to these audiology services are making it 
difficult for these MBS items to be used effectively.   
 
We are therefore pleased to have ongoing input into improvements of the MBS system, 
particularly, improvements that will increase patient access to MBS items in audiology and 
enhance the capacity of audiologists to provide services under Medicare.  
 
Our comments on the Clinical Committee’s six recommendations that relate directly to MBS 
items in audiology are set out below. We have also provided additional comments at the end 
of our submission relating to MBS items in audiology which we believe are important 
considerations for the Clinical Committee to note. 
 
Specific comments on proposed recommendations to MBS items in Audiology 
 
Removal of ENT specialist and neurologist referral requirement 
AudA strongly supports the Clinical Committee’s recommendation to remove the current 
requirement that patient access to services provided by audiologists and reimbursed through 
the MBS requires a referral from Ear Nose and Throat (ENT) surgeons and neurologists, and 
to enable any medical practitioner to refer a patient to an audiologist for audiology services. 
 
Over time, the value and clinical relevance of diagnostic audiology has become increasingly 
recognised in areas of medicine outside the ENT and neurology contexts, such as in the 
areas of paediatrics, psychiatry, oncology and accident and emergency. By broadening the 
Medicare rebate eligibility to enable any medical practitioner to provide a referral to an 
audiologist for diagnostic audiology services when they are required, this will – in our view - 

 
1 The Social and Economic Cost of Hearing Loss in Australia (Deloitte, 2017), 3. 
2 Ibid. 

http://www.hcia.com.au/hcia-wp/wp-content/uploads/2015/05/Social-and-Economic-Cost-of-Hearing-Health-in-Australia_June-2017.pdf
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greatly enhance the ability of patients to obtain timely and more affordable access to 
audiology services.  
 
Patients, particularly those residing in rural and regional areas, will greatly benefit from this 
change as long waiting times for ENT services and limited access to medical specialists 
continue to present a major challenge. AudA members have indicated that there have been 
instances where audiologists have struggled to procure ENT referrals, which has impacted 
low-income patients who have had to choose between waiting six months for hospital 
services or paying the full amount of the audiology service to overcome the long waiting 
time. This recommendation - if implemented - will enable audiologists working in rural and 
regional areas to provide patients with access to audiology services where hospital 
audiology services are limited. Within an urban setting, these changes may also help reduce 
the waiting times at public hospitals and community clinics by allowing private audiologists to 
provide audiology services at a reduced cost to the public. 
 
AudA members have also indicated that it can be difficult for many patients, particularly 
those living in rural and regional areas, to receive other means of funding to cover the costs 
of audiology services if they are eligible for government funded services. It also may be that 
in rural and regional communities, patients may have a limited choice of hearing service 
providers. AudA believes that enabling audiologists to receive referrals from any medical 
practitioner will provide audiologists with opportunities to work in a wider variety of locations 
and enter into more diverse business models and practices that will increase patient access 
to audiology health services. 
 
In addition, AudA members have noted that this recommendation will also improve ENT 
services as it will allow hearing testing to be performed prior to an ENT specialist visit, which, 
in a clinical sense, is regarded as more appropriate. Furthermore, in the paediatric setting, 
AudA considers that these changes will lead to a more efficient and timely management of 
middle ear pathology in children - as an available audiologist will be able to perform a 
tympanometry examination as soon as a middle ear pathology concern is raised without the 
need for the child to obtain a referral first. As such, the proposed recommendation to remove 
the specialist referral requirement is regarded as a very positive step by AudA. 
 
AudA agrees with the Clinical Committee that this recommendation recognises and reflects 
the value the audiology profession has in patient case management in a wider variety of 
clinical pathways. However, further improvements can be made to improve the capacity of 
audiologists in providing these services that will better streamline patient care and introduce 
greater cost and time efficiencies in the MBS system.  
 
Under the current MBS system, audiologists are restricted in their ability to fully exercise 
their clinical judgement to select and perform an appropriate battery of diagnostic tests. An 
audiologist’s role is to select the relevant diagnostic tests for a patient and interpret the 
results to arrive at an audiological diagnosis. On this basis, AudA considers it should be 
acceptable for referring medical practitioners to be given the option to request general 
audiological assessments to enable audiologists to subsequently use their clinical judgement 
to select the appropriate test/s for the patient. 
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AudA observes that there are already existing MBS items in place where this process 
occurs. For example, under items 10952 and 81310, respectively, audiologists providing 
care to patients with a chronic condition and complex care needs, or who are of Aboriginal 
and Torres Strait Islander descent, will independently assess the patient’s audiological 
needs and provide a written report to the referring medical practitioner with 
recommendations for the relevant diagnostic test/s to be performed on the patient.  
 
We note that if this recommendation is implemented and any medical practitioner will be able 
to refer a patient to an audiologist for audiological testing, there may be cases where the 
audiologist becomes best placed to provide information to the medical practitioner on 
additional audiological testing that may be appropriate and necessary in order to yield an 
outcome for the patient. In these situations, we consider that the referring practitioner should 
be able to choose to request for a general audiological assessment to be done by the 
audiologist to ensure that the best patient outcomes can be achieved.  
 
In addition, audiologists are currently unable to refer patients directly to a specialist medical 
practitioner or allied health practitioner, such as a speech pathologist, for diagnostic 
investigation and intervention. Furthermore, a patient cannot independently seek an 
audiologist’s expertise and must be referred on to an audiologist by a medical specialist in 
order to access reimbursement for audiological services via the MBS. These restrictions 
delay the opportunity for a patient to receive the earliest treatment possible and confines the 
capacity of audiologists to provide services under Medicare. We understand that this 
practice is already in place for dentists and optometrists under the MBS who are able to 
make direct referrals to their relevant specialist. 
 
Finally, AudA notes that this proposal is consistent with recent changes to the Australian 
Government’s Hearing Services Program (HSP), which were implemented on 1 October 
2019. Previously, new clients applying for the HSP had to first obtain a medical certificate 
from a general practitioner indicating that they have no medical contraindications to fitting a 
hearing device. This previous requirement created an unnecessary administrative burden for 
not only HSP clients, but also to the hearing service providers and medical practitioners 
involved in the HSP. Now, new clients can access the HSP directly through an appropriate 
audiologist without having to take the additional time and expense to see their general 
practitioner. This change was one of the recommendations of the Australian Government’s 
Roadmap for Hearing Health and highlights the importance of removing barriers that may 
obstruct or disincentivise patients from obtaining access to hearing aids. We consider this to 
be a positive example of how streamlining funding systems can help improve the capacity of 
audiologists to provide timely and appropriate hearing health care.  
 

 

Recommendation 1: AudA supports the Clinical Committee’s recommendation to 
remove the ENT specialist and neurologist referral requirement from a range of 
audiology services. AudA considers that this will greatly enhance the ability of 
patients to obtain timely and more affordable access to audiology services. 
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Introduction of paediatric loading 
AudA supports the Clinical Committee’s recommendation to introduce paediatric loading for 
brainstem evoked response audiometry (item 11300), audiogram (items 11312, 11315, 
82312, 82315), and non-determinate audiometry services (items 11309, 11318, 82309 and 
82318). We believe that the introduction of paediatric loading for these items will help reflect 
the additional skills, counselling, specialised personnel and equipment required by 
audiologists in order to achieve appropriate test results in the paediatric population.  
 
We note that a new proposed fee structure for the specified items has not been 
recommended by the Clinical Committee. AudA considers it important for the paediatric 
loading to appropriately recognise the additional time and resources involved in delivering 
these services and we would welcome further consultation on this matter.  
 
In rural and regional areas, hospital audiology services may be limited and families with 
children requiring paediatric audiology assessments may often need to travel significant 
distances in order to access these services. On this basis, AudA considers that the 
introduction of paediatric loading may not only enable parents to access a slightly higher 
rebate for their child’s hearing test, it may also help encourage more audiology practices to 
provide paediatric audiology services to young children.  
 
AudA recommends that the Clinical Committee also consider introducing paediatric loading 
for Visually Reinforced Orientation Audiometry (VROA) performed in the free field where 
individual hearing thresholds have not been obtained under the non-determinate audiometry 
items 11306 and 82306. AudA members have strongly indicated that VROA is frequently 
used by audiologists for children under 3 years of age and for children who will not tolerate 
headphones or who have developmental delays or behavioural problems. As such, AudA 
considers it appropriate for items 11306 and 82306 to also attract paediatric loading in the 
case where the service is performed on children under 3 years of age and requires the 
presence of two audiologists. 
 
AudA further recommends that the Clinical Committee consider applying paediatric loading 
to patients, particularly children, with developmental delays. AudA members have indicated 
that many children over 8 years of age (and adults) who are difficult to test due to physical or 
cognitive delays or behavioural issues may invariably require an additional audiologist 
present to perform the designated audiology test. In addition, VROA and other testing 
equipment is likely to be utilised during the testing procedure. AudA therefore believes that 
paediatric loading would also be appropriate in circumstances where patients outside of the 
paediatric population require additional personnel and resources in order for the appropriate 
test result to be achieved. 

Recommendation 2: Consistent with our previous submission to the Clinical 
Committee, AudA recommends that the MBS system be further amended to 
enable patients to seek the services of an audiologist without requirement for a 
medical referral, and to enable audiologists to refer patients directly to specialists 
such as ENTs when necessary. 
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Furthermore, AudA members have indicated that there appears to be inconsistency in the 
claiming of item 11306 for VROA performed in the free field. AudA notes that whilst many 
NSW audiologists claim item 11306 for VROA, this does not seem to be the case in other 
states. According to Medicare Australia statistics, from July 2016 to June 2019, the greatest 
number of services performed under item 11306 occurred in NSW with 39,333 services 
performed. This is followed by Queensland with 34,718 services performed under item 
11306 during the same period.3 AudA therefore considers that the item number used for 
VROA performed in the free field where individual hearing thresholds have not been 
obtained requires clarification in the explanatory notes to ensure consistency in the claiming 
practices of this item across Australia. 
 
Lastly, we note that the items 11309, 11312, 11315 and 11318 have been included in 
Appendix B of the Report which lists items that require no change. However, as these items 
have been recommended by the Clinical Committee for paediatric loading, the inclusion of 
these items in Appendix B is likely an error.  
 

 
 

 
3 Medicare Australia Statistics (Department of Human Services), last updated 25 October 2019. 

Recommendation 3: AudA supports the Clinical Committee’s recommendation to 
introduce paediatric loading for brainstem evoked response audiometry, 
audiogram and non-determinate audiometry services. 

Recommendation 4: AudA recommends that further consultation be undertaken to 
determine the appropriate paediatric loading that will reflect the additional time 
and resources required by audiologists when performing tests on the paediatric 
population. 

Recommendation 6: AudA recommends that the Clinical Committee consider 
applying paediatric loading in circumstances where patients are difficult to test 
due to physical or cognitive delays or behavioural issues and require additional 
personnel and resources in order for the appropriate test results to be achieved. 

Recommendation 5: AudA recommends that the Clinical Committee consider 
introducing paediatric loading for Visually Reinforced Orientation Audiometry 
performed under the non-determinate audiometry items 11306 and 82306. 

Recommendation 7: AudA recommends that the Clinical Committee provide 
further clarification to ensure consistency in the claiming practices of the item 
under which Visually Reinforced Orientation Audiometry is performed. 
 

http://medicarestatistics.humanservices.gov.au/statistics/do.jsp?_PROGRAM=%2Fstatistics%2Fmbs_item_standard_report&DRILL=ag&group=11306&VAR=services&STAT=count&RPT_FMT=by+state&PTYPE=finyear&START_DT=201607&END_DT=201906
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Increased access to oto-acoustic emission audiometry testing 
AudA supports the Clinical Committee’s recommendation to remove the clinical eligibility 
requirements which restricts access to oto-acoustic emission audiometry (item 11332) for 
patients outside of the infant population.  
 
Oto-acoustic emissions (OAEs) form an integral part of a standard test battery for adults and 
children and is a sensitive and useful tool in monitoring and managing these population 
groups. AudA notes that the amendment of the item description to include at-risk individuals 
and any infant or child at risk of permanent hearing impairment reflects the evolution of this 
service and its application in oto-toxicity monitoring, noise induced hearing loss and as a 
differential diagnostic for acoustic neuropathy. 
 
AudA members have indicated that changing the clinical eligibility requirements for outer hair 
cell function testing to broaden the scope of this service is particularly beneficial in the 
hospital setting. A significant number of patients from the oncology and respiratory 
departments regularly use medication that are known to be ototoxic. These patients require 
regular monitoring, often over 4 weeks, to determine if their medications are affecting their 
hearing. Currently, audiologists are required to perform air conduction, bone conduction and 
speech testing in these situations (under item 11318). However, this can be time-consuming 
and tedious for the patient to repeat every few weeks when there may be no changes in 
hearing. AudA members have indicated that the use of OAEs would be more appropriate in 
these situations. We note that this is one example of how this recommendation - if 
implemented - can benefit patients requiring audiologic monitoring of ototoxicity by greatly 
reducing the amount of time a patient may spend undertaking audiological testing.  
 
Another excellent example of how increasing the access to OAEs can help improve patient 
outcomes is in the area of paediatric hearing assessments for children who are too young or 
who are unable to provide individual ear information to an audiologist. As oto-acoustic 
emission audiometry is a short, objective test that provides individual ear information, AudA 
members have indicated that the combination of this test with VROA techniques in the free 
field (item 11306) provides audiologists with a child’s individual ear information on auditory 
function and a behavioural test result indicative of what the child is able to hear. We believe 
that the combination of the items 11332 and 11306 would demonstrate best practice in 
paediatric hearing assessments for young children or those with developmental delays. 
 
In addition, AudA members have also indicated that OAE testing should be included not only 
when middle ear dysfunction has been excluded by a medical practitioner. AudA members 
have noted that OAEs may be present in cases where patients have significant Eustachian 
tube dysfunction (greater than > -400 daPa) or a hypomobile but aerated middle ear. As 
such, OAEs may help to determine that significant middle ear dysfunction is not present.  
 
However, in order to avoid the potential misdiagnosis of middle ear dysfunction, AudA 
recommends that the Clinical Committee consider amending the descriptor so that middle 
ear pathology is not excluded by the general practitioner prior to referral to an ENT 
specialist.  
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Inclusion of all implantable technology in brain stem evoked response audiometry  
AudA supports the Clinical Committee’s recommendation to include all implantable hearing 
devices as applicable to receiving a Medicare benefit. Currently, under item 11300, only the 
programming of selected hearing implants receives Medicare benefits. AudA considers that 
this amendment reflects the advances that have been made in implantable technology. 
 
AudA recommends that the programming of implantable devices be given a separate item 
number to brain stem evoked response audiometry (BERA). AudA notes that BERA may be 
viewed as a diagnostic assessment and is used in relation to newborn hearing screening 
referrals and other referrals for infants, whereas the programming of an implantable device 
may be viewed as a rehabilitation service. As such, AudA considers that the introduction of a 
new item number for the programming of implantable devices may enable more accurate 
information to be captured in the reporting of statistics related to the use of item 11300.  
 
AudA members have also indicated that the requirements for item 11300 in relation to the 
programming of cochlear implants may require further clarification. AudA notes that, under 
the current requirements, item 11300 may be claimed for many things - for example - from 
the mapping of the implant by a clinician to reloading a map onto the processor by 
administrative staff, without the patient being present, prior to posting a replacement 
processor to the patient. AudA recommends that further clarification be considered by the 
Clinical Committee in order to reduce the ambiguity in relation to the provision of this service. 
 
Furthermore, we recommend that the Clinical Committee consider amending the item 
description to enable BERA to be performed via telehealth. AudA notes that this has already 
been successfully done through the telehealth services offered by the Queensland Healthy 
Hearing Program. We believe that enabling this service to be performed through telehealth 
may help improve access to this item for patients, particularly those living in rural and 
regional areas.   

Recommendation 8: AudA supports the Clinical Committee’s recommendation to 
increase the access to oto-acoustic emission audiometry testing by including the 
assessment of outer hair cell function in the cochlea and removing the clinical 
eligibility requirements. 

Recommendation 9: AudA recommends that the Clinical Committee consider 
amending the item description so that middle ear pathology is not excluded by the 
general practitioner prior to referral to an ENT specialist. 
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Consolidation of impedance audiogram tests and removal of co-claiming restriction 
AudA supports the consolidation of impedance audiogram tests - represented by items 
11324, 11327, 11330 and items 82324 and 82327 - into separate single services under 
items 11324 and 82324, respectively, to increase the certainty for patients with regard to 
rebates received for an impedance audiogram.  
 
AudA also welcomes the removal of the co-claiming restriction for these items that will 
enable all types of medical practitioners to access this item. We agree that this will better 
reflect the broader range of clinical pathways that this test is used in. 
 
AudA members have indicated that many audiologists working with ENTs in private clinics 
do not routinely perform acoustic reflexes with tympanometry unless there is a special 
request by an ENT or there is clinical relevance. We therefore recommend that two separate 
item numbers for tympanometry and acoustic reflexes be taken into consideration by the 
Clinical Committee. 
 

Recommendation 10: AudA supports the Clinical Committee’s recommendation to 
broaden the application of item 11300 to include all implantable hearing devices to 
reflect the emergence of improved technology. 

Recommendation 13: AudA supports the consolidation of the audiogram 
impedance tests into single services to increase the certainty for patients with 
regard to rebates received for an impedance audiogram. AudA also supports the 
removal of the co-claiming restriction which will enable all medical practitioners to 
access this item. 
 

Recommendation 11: AudA recommends that the Clinical Committee consider 
introducing a new item number for the programming of implantable devices in 
order to increase the transparency of the reporting for item 11300 with regards to 
the programming of implantable devices and brain stem evoked response 
audiometry. 

Recommendation 14: AudA recommends that the Clinical Committee consider 
amending the description for item 11300 to enable a telehealth option to become 
available for patients accessing this service.  

Recommendation 12: AudA recommends that the Clinical Committee consider 
clarifying the requirements for item 11300 to reduce the ambiguity in relation to the 
claiming of this service. 
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Consolidation of vestibular assessments 
AudA supports the approach to consolidate the vestibular assessment items - caloric test 
(items 11333 and 11336) and electronystagmography test (item 11339) - into three new 
items. The new suite of testing represented by the new items will better reflect modern 
clinical practice. 
 
AudA considers it important that vestibular assessments and advanced diagnostic tests are 
able to be requested by general practitioners to help triage priority cases and significantly 
reduce the number of ENT appointments needed. As previously noted, patients may be 
subjected to long waiting times for ENT consultations, particularly for vertigo in both the 
private and public settings. 
 
AudA members have indicated that the most variable and challenging aspect of performing 
vestibular function testing is the management of the patient during the testing procedure. 
The test battery may be stressful and anxiety-inducing for many patients and may also be 
quite physically difficult or draining for older patients. The average age for vestibular patients 
is around 60 years old. As such, considerable time and effort may be taken to encourage 
patients to actively participate in the complete battery of tests. Therefore, we consider that 
the new proposed Schedule Fee for vestibular assessment items more appropriately reflects 
the specialist skills and the sensitive management of patients that is required in vestibular 
testing. 
 
In addition, AudA members have observed that an item for 3D video head impulse tests 
(horizontal and vertical canals) should be considered as it is regarded as a highly demanded 
vestibular assessment test. Currently, there is only caloric testing which tests horizontal 
canals (one at a time) at a slow speed (40Hz) while impulse testing is able to test at speeds 
above 120Hz to 350 Hz. We recommend that an item for 3D video head impulse tests be 
considered by the Clinical Committee.   
 
AudA also recommends that the Clinical Committee consider amending the description for 
the proposed new items for vestibular assessments (new items 113XXA, 113XXB and 
113XXC) in order to address the following concerns. Firstly, AudA members have expressed 
uncertainty regarding the scope of health professionals who are able to perform this service 
on behalf of a medical practitioner. We recommend that further clarification be provided to 
reduce this uncertainty.  
 
Secondly, we recommend a new description that states performed as per standard clinical 
practice to replace the current description performed on each ear. AudA considers that this 
amendment may better reflect the standard to test both ears, acknowledging that there may 
be contraindications to doing so in certain cases as per standard clinical practice protocols. 
In addition, the description performed on each ear does not accurately reflect the full scope 

Recommendation 15: AudA recommends that the Clinical Committee take into 
consideration the introduction of two separate items for tympanometry and 
acoustic reflexes to better reflect modern clinical practice. 
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of measurements taken in vestibular function tests which, in addition to ear measurements, 
also includes eye and neck movement measurements.  
 
AudA members have also recommended that a new approach be considered for vestibular 
function tests in order to better accommodate the evolution of vestibular assessment 
techniques. We note that the proposed new items for vestibular assessments are based 
upon the types of vestibular function tests performed.  
 
However, as tests may invariably change over time - due to updates in modern clinical 
practice and technology – AudA considers that the number of vestibular sensory end organs 
assessed may be a more suitable approach. As vestibular function tests assess the 
functioning of vestibular sensory end organs, we recommend that this approach - in which 
services are matched to the number of vestibular sensory end organs assessed – be 
considered as a more suitable means by which to future proof these items against the 
evolution of assessment techniques. 
 
As such, AudA proposes that an amended description for the proposed new items for 
vestibular assessments be considered by the Clinical Committee to reflect this new 
approach, as outlined in the table below.  
 
Proposed description for new vestibular assessment items 

 
In our proposed description, the vestibular function tests are performed to assess vestibular 
sensory end organs. We are aware, however, that some important vestibular assessments 

New items 113XXA/B/C 
 
The investigation of the vestibular function whereby: 
 
a) Performed by a medical practitioner, or on behalf of a medical practitioner, to 
assist in the diagnosis and/or treatment and/or management of vestibular or a 
related disorder in the person; and 
 
b) Up to three/ Four or five/ Six or more clinically recognised tests of vestibular 
function which are performed as indicated by standard clinical practice to assess; 
 

• Vestibular sensory end organs (lateral, superior and posterior semicircular 
canals, utricle, saccule and their respective innervation); and/or 

• Muscular or eye movement responses elicited by vestibular stimulation; 
and/or 

• Static signs of vestibular dysfunction; and/or 
• The central ocular-motor function. 

 
c) And the tests performed provide a quantifiable measure. 
 
Proposed Schedule Fee: $186.10/$373.20/$558.30 
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do not directly assess vestibular end organs and have included further detail in the proposed 
description to recognise posturography, videonystagmography/electronystagmography 
(VNG/ ENG), positional testing and ocular motor control, tullio and fistula testing. 
 
We have also included a requirement that the tests performed must provide a quantifiable 
measure. This is to eliminate the use of simple bedside test versions of some vestibular 
function tests as the bedside versions often only involve moving the head and observing with 
the naked eye instead of the use of measuring equipment to assess vestibular function.  
 
Lastly, we note that AudA members have expressed uncertainty in understanding what is 
defined as a single test. We therefore recommend including a section in the schedule notes 
with examples to clarify this ambiguity (i.e. A single test is defined as video head impulse 
test (up to three semicircular canals), caloric, VNG/ ENG, positional testing (including 
Hallpike), ocular vestibular evoked myogenic potential (VEMP) air and/or bone conduction 
+/- threshold testing, cervical VEMP air and/or bone conduction +/- threshold testing, 
tullio/fistula, posturography). 
 

 
 
 
 

Recommendation 16: AudA supports the Clinical Committee’s recommendation to 
consolidate the current vestibular assessment items into three new items that will 
better reflect modern clinical practice. 

Recommendation 17: AudA recommends that the Clinical Committee consider 
amending the item description for vestibular assessment by: 

• providing further information outlining the scope of health professionals 
who can perform these services on behalf of the medical practitioner. 

• replacing the current description performed on each ear with the 
description performed as per standard clinical practice. 

• including a section in the schedule notes with examples to clarify what 
constitutes a single test. 

 

Recommendation 18: AudA recommends that the Clinical Committee take into 
consideration a new approach for vestibular assessment items in which, instead of 
having items based upon the type of vestibular function tests performed, the 
number of vestibular sensory end organs assessed is used. AudA considers that 
this approach may better future proof these items against the evolution of 
assessment techniques. 
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Additional comments on MBS items in Audiology  
 
AudA has provided the following additional comments on MBS items in audiology. AudA 
views the additional comments as important considerations, together with the Clinical 
Committee’s proposed recommendations, in ensuring that all patients are able to receive 
timely access to affordable audiology services. 
 
AudA recommends that the additional comments be considered by the Clinical Committee. 
 
MBS rebates for audiology services 
AudA is concerned that the current rebates for audiology services may not accurately reflect 
the costs involved in delivering these services and in managing a modern audiology practice 
which encompasses rent fees, staff wages and technology support. For example, AudA 
members have expressed concern that bulk billing hearing tests has become significantly 
more difficult to justify financially as the audiological appointment involves a comprehensive 
set of procedures rather than a single hearing evaluation. We are concerned by the prospect 
that inadequate rebates for audiology services may affect the capacity of audiologists to 
provide services under Medicare.  
 
Remuneration rate for equivalent MBS items 
We note that items in audiology (items 82306, 82309, 82312, 82315 and 82318) are 
remunerated at a lower rate than the equivalent items which are performed by, or on behalf 
of, a medical practitioner (items 11306, 11309, 11312, 11315 and 11318). Audiology items 
are currently scheduled at 80 percent of the Schedule Fee that a medical practitioner would 
receive for the same service. We observe that it appears inequitable for the remuneration 
rate to be different for the same service as identical equipment and resources are used to 
perform these services. We are concerned by the long-term impact that an unequal 
remuneration rate may have on the maintenance costs of a diagnostic audiology facility. 
AudA members have indicated that an unequal remuneration rate may make it more difficult 
for audiologists to maintain financial viability alongside audiology clinics that are able to use 
an ENT provider number to claim for audiology services.  
 
ENT specialist referral fees  
AudA members have expressed concerns about current and proposed contractual 
arrangements in place between some ENTs and audiologists. For instance, where the ENT 
collects a referral fee from the audiologist to whom the ENT has referred a patient. AudA is 
concerned with this practice as it appears to prioritise financial benefits ahead of the 
patient’s best interests in seeking timely access to high quality hearing health care and 
affordable audiology services. AudA considers that the removal of the ENT specialist referral 
requirement may encourage audiologists to enter a wider variety of business models and 
practices in order to provide a greater number of audiology services to patients.  
 
Clearer description for items performed on behalf of medical practitioner 
AudA members have expressed confusion with regards to the perceived ambiguity in the 
item descriptions for some audiology services which may result in the items being subject to 
interpretation. AudA members have noted that some of the descriptions for items 11300 to 
11309 state that the service must be performed by, or on behalf of, a specialist in the 
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practice of his or her specialty whilst other item descriptions do not specify who can perform 
the service. AudA members have also noted that further clarification may be required for the 
proposed new items for vestibular assessments (new items 113XXA, 113XXB and 113XXC) 
so that the scope of health professionals who are able to perform the service on behalf of a 
medical practitioner is clearly defined.  
 
Inclusion of free field response 
AudA members have indicated that the description of air conduction in audiology services 
(items 11309, 11312, 11315, 11318, 82309, 82312, 82315 and 82318) may be too limiting 
and that consideration should be taken to broaden the criteria to include free field response. 
We note that in some cases, a patient is unable to tolerate or use ear level transducers, such 
as headphones or insert earphones, to test their air conduction hearing levels. In these 
circumstances, we believe free field testing would be considered an appropriate means of 
assessing air conduction hearing level and therefore should be considered for inclusion in 
these audiology services. 
 
Description amendment to accommodate teleaudiology 
AudA notes that the following items – brain stem evoked response audiometry (item 82300), 
non-determinate audiometry (item 82306), impedance audiogram (item 82324) and oto-
acoustic emission audiometry (item 82332) - require that the service be performed on the 
person individually and in person. Whilst in the majority of cases, these services are 
delivered face to face, we believe that the use of teleaudiology to provide these services 
may become more commonplace in the future. We therefore consider that the description for 
these items may need to be amended to future proof these items by enabling these services 
to be provided remotely by an eligible clinician through teleaudiology. 
 
Inclusion of cerumen removal procedure 
AudA observes that cerumen removal may be necessary for a patient prior to certain 
audiology tests being performed - such as vestibular evoked myogenic potentials and caloric 
tests. Currently, there is no MBS item in audiology for this service. AudA members have 
indicated that patients who require cerumen removal prior to an audiology test being 
performed by an audiologist are required to pay the full cost of the cerumen removal 
procedure or be referred back to their general practitioner to have this procedure performed 
before returning to the audiologist. This can be problematic for patients who have travelled 
long distances or have taken time from work to see an audiologist for audiological testing. 
We note that under the current MBS system there is an item for ENTs to perform a micro 
suction cerumen removal procedure on patients. We consider that an item in audiology for 
cerumen removal will help increase patient access to affordable audiology services.  


