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The Australian Medical Association (AMA) welcomes the opportunity to respond to the Department of 

Health, Disability and Ageing’s review of diagnostic imaging (DI) services requested by chiropractors 

and proposed changes to items, frequency limits, and co‑claiming rules. We support reforms that 

improve clinical appropriateness, patient safety (including minimising exposure to ionising radiation), 

and continuity of care under medical oversight. These principles are central to the AMA’s Diagnostic 

Imaging Position Statement (2025), which emphasises the leadership role of clinical radiologists and 

multidisciplinary collaboration for safe, effective, and affordable imaging services. 

Critically, our advice is anchored in the AMA’s submission on the updated professional capabilities for 

medical radiation practitioners. In this document, we set out a clear model: the clinical radiologist 

leads the imaging team, provides professional supervision and oversight of patient care, and retains 

responsibility for clinical decisions and communication of results. Medical radiation practitioners1 

(MRPs) are valued for technical expertise in image acquisition and presentation, but they must not be 

tasked with independent clinical reasoning — such as assessing referrals, suggesting alternative 

imaging, or interpreting and communicating findings — outside radiologist direction. 

We agree action is warranted given the high level of chiropractor utilisation. However, we urge a policy 

response that focuses on streamlining the schedule, strengthening claiming clarity, and targeting 

education and compliance, rather than proliferating new items. This reflects long‑standing AMA 

advocacy during MBS reviews to reduce complexity and avoid narrow, duplicative descriptors that 

complicate navigation and increase administrative burden for providers and patients.  

Accordingly, we support streamlined item architecture with explicit combination rules and 

strengthened descriptors, reinforced by updated notes, education and audit. We emphasise the need 

for measured frequency safeguards with a clinical override — recognising workforce constraints and 

affordability pressures. Lastly, the scope of practice must be clear. Consistent with AMA policy, clinical 

radiologists lead DI services, and MRPs provide technical image acquisition within radiologist‑led 

teams. 

 
1 Medical Radiation Practitioners are registered health professionals regulated by the Medical Radiation Practice Board of 
Australia across three divisions — diagnostic radiography, radiation therapy, and nuclear medicine technology. 

https://www.ama.com.au/articles/ama-position-statement-diagnostic-imaging-2025
https://www.ama.com.au/articles/ama-position-statement-diagnostic-imaging-2025
https://www.ama.com.au/articles/ama-submission-updated-professional-capabilities-medical-radiation-practitioners
https://www.ama.com.au/articles/ama-submission-updated-professional-capabilities-medical-radiation-practitioners
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Context: utilisation, safety, and clinical governance 

Departmental data indicate chiropractors account for 89.4 per cent of allied‑health DI requests across 

authorised items, with volumes rising from 473,922 in 2020 to 624,613 in 2024.2 These levels far 

exceed usage by physiotherapists and osteopaths, signalling risks of overuse and variable clinical 

justification. We recognise the need to reduce unnecessary imaging, minimise cumulative radiation 

exposure, and align practice with best evidence. 

Principles applied to chiropractor‑requested diagnostic imaging (DI) 

The AMA’s approach is to simplify, not expand, the MBS while strengthening clinical oversight and 

billing integrity. In practice, this means retaining the existing spine and hip/pelvis item architecture 

and introducing explicit combination rules and clearer descriptors to ensure requests map to a single 

appropriate item, rather than proliferating new, narrowly defined items. We maintain that claiming 

integrity should be strengthened through updated explanatory notes, targeted education, and 

proportionate audit. Guidance discouraging the splitting of services across days to maximise billing 

should also be provided. This is consistent with our long‑standing advocacy for clinician‑led, 

transparent MBS reform and our DI policy’s focus on safety, access and affordability, as well as prior 

AMA submissions on standards and communication that emphasise robust handover between 

referrers and imaging services.  

The AMA’s DI policy places safety, quality, access, and affordability as the primary objectives of 

funding and regulation; it affirms the centrality of clinical radiologists in supervising DI services and 

underpins multidisciplinary collaboration with clear role delineation. Radiologists should remain 

central to governance, with GPs looped in for continuity of care. In parallel, our professional 

capabilities submission underscores MRPs operate under radiologist leadership; role delegation 

within scope is supported, but task substitution is not. Clinical reasoning and oversight must remain 

with medical practitioners.  

Reforms must not create new barriers by imposing duplicate attendances or rigid caps that ignore 

clinically justified exceptions. This balance is achieved through streamlined item structures, clear 

descriptors, radiologist‑led overrides, and education/compliance. Given workforce pressures and 

out‑of‑pocket trends, we urge careful calibration so DI rules do not inadvertently add steps and costs 

to patient journeys. In parallel, long‑term reforms to GP rebate structures for longer, complex care 

remain essential to making care affordable and accessible. 

The below feedback addresses the department’s utilisation concerns around chiropractor‑requested 

imaging while protecting patient access and continuity of care. 

1. New chiropractor‑specific items (spine, hip, pelvis; single/combined regions) 

The AMA does not support adding multiple new items where existing structures, improved 

descriptors, and explicit combination rules can deliver the same outcome. The current I3 spinal 

radiography framework already includes single‑region items and a two‑region combination (e.g., 

58112). Retain this architecture and reinforce guidance requiring selection of one bundled item per 

request. For hip/pelvis, adopt a single consolidated combination item (or a unified combination rule) 

 
2 Department letter, 14 November 2025 
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rather than itemising every anatomical permutation. This approach reduces complexity and aligns 

with AMA positions to simplify the MBS. 

This recommendation builds on prior spinal reforms which restricted allied‑health access to three‑ 

and four‑region series and clarified appropriate two‑region use for safety and clinical utility (see MBS 

Online factsheet: Changes to Spinal X‑ray Services, effective 1 November 2017). 

Updated explanatory notes, in combination with provider education, will be more effective than 

creating additional chiropractor‑specific items. 

Item design and explanatory notes should make explicit that clinical decisions about appropriateness, 

modality selection, and communication of findings rest with radiologists and requesting medical 

practitioners. MRPs will continue to focus on acquisition and protocol execution, modifying protocols 

only in consultation with a radiologist.  

2. Frequency restriction: limit chiropractor‑requested spinal items to three per 

patient per 12 months 

The AMA supports frequency controls to discourage repeat low‑value imaging and reduce radiation 

exposure, but this policy should include provisions for clinical safety. Patients with complex or 

evolving conditions (e.g., junctional pathology, progressing scoliosis under specialist review, suspected 

fracture with evolving symptoms, red‑flag neurological signs) may need imaging beyond the cap. 

Establish a documented override mechanism authorised by a clinical radiologist or the patient’s GP 

with concise justification in the request/report. This preserves safety and clinical appropriateness 

without penalising legitimate care. 

While emphasising GP-led care, the AMA also recognises Australia faces a GP workforce shortfall. 

Reforms should avoid forcing duplicate attendances purely to access rebates, adding delay and cost 

for patients. Policy settings must support GP‑led continuity without imposing inflexible requirements 

that could make care unaffordable or impractical. 

Any utilisation gatekeeping must not be delegated to MRPs. They should not be asked to determine 

whether imaging is “low‑value” or to withhold imaging based on their own clinical judgement. Instead, 

they should escalate any concerns to the on‑duty radiologist for a decision. 

3. Co‑claiming restrictions (14‑day window; same‑day hip/pelvis rules) 

The AMA agrees with the proposal for targeted restrictions to prevent splitting services across 

multiple claims and to ensure the single most appropriate item is claimed per request. We 

recommend pairing these rules with updated explanatory notes (including practical examples) and a 

targeted education and compliance program to address anomalous billing behaviour without 

expanding item lists. The AMA has encouraged education‑led compliance elsewhere in the MBS to 

improve integrity while minimising administrative burden. 

The department should clarify in its guidance that radiologists — not MRPs — are responsible for 

advising on alternative imaging or deferral where clinically appropriate, and for communicating 

significant or urgent findings to referrers. MRPs should escalate concerns to the clinical radiologist 

first; direct contact with the referrer should occur only if the radiologist is unavailable. 

https://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/Factsheet-MBSSpinalXRayItems
https://www.mbsonline.gov.au/internet/mbsonline/publishing.nsf/Content/Factsheet-MBSSpinalXRayItems
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Role delineation and team‑based practice 

Consistent with the AMA’s position regarding professional capabilities, and to avoid scope creep and 

ensure safe, high‑quality care, we emphasise maintaining clear role delineation under radiologist 

leadership.  

Radiologists lead the DI team, supervise services, make clinical decisions, and assume medical and 

legal responsibility. They decide modality choice, dose optimisation, contrast administration, protocol 

modifications, and communication of findings. MRPs provide technical expertise in image acquisition 

and patient support. They must not independently assess requests, suggest alternative imaging, 

interpret and communicate findings, or act as gatekeepers for “low‑value” imaging. They escalate 

urgent or unexpected findings to the on‑duty radiologist first; only if the radiologist is unavailable 

should they contact the referrer. MRPs modify protocols only in consultation with the supervising 

radiologist; contrast administration decisions remain with the radiologist. 

Implementation 

In summary, the AMA recommends the following: 

a) Consolidate and clarify item architecture 

Retain existing spine items (e.g., 58100–58112) and introduce explicit combination rules via 

updated explanatory notes (e.g., IN.0.6, IN.0.16) to ensure a single correct item per request when 

imaging multiple regions. Apply the same logic to hip/pelvis by using one consolidated 

combination item or a unified rule.  

b) Strengthen descriptors and justification requirements 

Require concise clinical justification for allied‑health DI requests involving ionising radiation and 

empower radiologists to amend or decline requests lacking clinical relevance. MRPs should not be 

tasked with clinical adjudication; concerns must be escalated to the radiologist. 

c) Introduce frequency caps with a documented override pathway 

Implement the proposed 12‑month cap for chiropractor‑requested spine imaging, with 

radiologist/GP overrides documented in specified circumstances and monitored via post‑payment 

audit. Keep GPs involved by design without mandating duplicate attendances purely for access.  

d) Prioritise education and targeted compliance 

Provide practical guidance on correct combination claiming and co‑claiming restrictions; use audit 

to address outliers. This improves integrity with minimal administrative burden. 

e) Embed GP involvement through information flows, not duplication. 

Require DI providers to send reports to the patient’s usual GP and encourage shared follow‑up. 

Avoid mandating an extra GP attendance when clinical justification is clear, acknowledging GP 

workforce constraints and patient costs. 

Contact 

president@ama.com.au
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