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Executive Summary 

The Royal Australasian College of Surgeons (RACS), the Urological Society of Australia and New 

Zealand (USANZ) and the Australian and New Zealand Society of Cardiac and Thoracic Surgeons 

(CTSANZ) make this submission to the Review Advisory Committee (MRAC) related to 

Recommendations 15, 17, 18 and 19 in the Vascular Interventional Radiology Working Group 

(VIRWG)/MRAC Draft Report of 19 August 2025, and in support of and the position previously present 

to MRAC by the Australian and New Zealand Society for Vascular Surgery (ANZSVS). RACS and 

USANZ stand with ANZSVS in advocating for the removal or significant revision of Recommendations 

15, 17, 18 and 19. Furthermore, RACS, USANZ and CTSANZ is concerned that the recommendations 

(namely 17 & 18) were generated and inserted into the Draft Report without consulting or receiving 

endorsement from the representatives of vascular surgery and are inconsistent with contemporary 

Australian regulatory and safety frameworks.  

 

Along with this, we submit that the problematic proposals of expanding the definition of consultation 

items 104/105 to include Interventional radiology (IR) and interventional neuroradiology (INR), removing 

restriction on self-determination of diagnostic imaging by IR/INR, and theatre-banding by specialty, 

present potential concerns for patient safety, governance, and sustainability of models of care if not 

improved to align with an Australian Medical Council (AMC) recognized scopes of practice, in 

conjunction with the National Safety and Quality Health Service Standards (NSQHS) Standards and the 

evidence base around low-value care. 

 

This submission integrates membership survey data from ANZSVS (indicating substantial objection), 

recent Australian policy and academic sources and clinical audit data to advocate for reform that is 

transparent, has a multi-disciplinary approach and is patient centered. We recommend an alternative 

pathway: to pause or withdraw the Recommendations in question,              
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to re-establish a balanced, time-limited working process with vascular surgery, radiology, general 

practice and consumer representation, and to co-design revised descriptors, safeguards and evaluation 

mechanisms with a patient outcome, informed consent and through a Medical Benefits Schedule (MBS) 

stewardship lens. 

 

Background  

 

The Royal Australasian College of Surgeons (RACS) is the leading advocate for surgical standards, 

professionalism, and education in Australia and Aotearoa New Zealand. It represents close to 8,000 

surgeons and 1,300 surgical trainees and Specialist International Medical Graduates (SIMGs). As a not-

for-profit organization, RACS funds surgical research, advocating for members and patients, supports 

healthcare, as well as provide surgical education in the Indo-Pacific. The College trains surgeons in nine 

main specialties: Cardiothoracic, General, Neurosurgery, Orthopaedic, Otolaryngology Head and Neck, 

Paediatric, Plastic and Reconstructive, Urology, and Vascular surgery. 

 

Basis for this submission 

 

The MBS Continuous Review and VIRWG 

The MBS Continuous Review was established to ensure clinical relevance, safety and value for money 

in Australia's publicly funded medical benefits scheme. The VIRWG was established to review items 

relating to IR/INR and to ensure alignment with contemporary practice. RACS appreciates the 

importance of conducting the review to modernise care, and to remove duplication and inequity. The 

usefulness and acceptance of the outputs of the review depends upon procedural fairness and a multi-

disciplinary endorsement. 

 

Process Variations and Stakeholder Trust 

Recommendations 17 and 18 were provided during the MRAC meeting of 19 August 2025 without prior 

circulation or debate in the VIRWG, where vascular surgery representatives were involved, nor were 

these recommendations present in the endorsement draft on 1 August 2025. This is a clear breakdown 

in process, which jeopardises accountability in any review, diminishes the trust of stakeholders, and 

complicates implementation. Since 2016, Medicare Review processes have emphasised co-design and 

transparent consultation, which if deviated from will risk policy adherence and compliance downstream. 

 

ANZSVS Member Position 

Results from the internal survey conducted by ANZSVS indicate strong opposition (approximately three 

quarters of respondents) to 15, 17, 18 and 19, based on patient safety, conflicts of interest, governance 

and fairness between interventional and surgical care streams. RACS takes this evident profession‑wide 

concern seriously and therefore regards it as a strong indication that further consultation and redesign 

is needed.  

 

Patient Safety, Governance, and Scope of Practice  

 

AMC Recognition, Protection of Title Surgeon, and the National Law  

The Australian system of specialties relies on Australian Medical Council (AMC) accreditation of 

specialties. Scopes of practice and specialist recognition inform specialty training curricula, competency 

frameworks, and expectations of clinical governance under the National Law with the 2024 Queensland 

amendment clarifying protected titles for surgeons under the Health Practitioner Regulation National 

Law (Surgeons) Amendment Bill 2023. If scopes of practice have not been recognized by the AMC as 

separate specialties, then MBS access changes that imply recognition should be undertaken with 

caution. RACS, USANZ and CTSANZ are expressing concern in relation to Recommendation 17, which 

encourages referral for clinical consultations (104/105) in a way that implies scope expansion for IR/INR, 

without the attendant AMC recognized training and clinical governance framework, the recognition 
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process is creating a parallel pathway to recognition that is not consistent with national regulatory 

architecture. 

 

NSQHS Standards and Multidisciplinary Care 

Updating the National Safety and Quality Health Service (NSQHS) Standards in 2023 promotes team‑

based care, clinical governance, and consumer partnerships. Patients with complex vascular problems 

often require longitudinal and integrated management with risk factor modification, optimizing 

medications, nonoperative management, open surgery, endovascular treatment, wound care, and 

surveillance. Putting consultations, diagnostic ordering, and interventions into discrete silos (especially 

with financial interests) is antithetical to these standards and may compromise safety and outcomes. 

 

Diagnostic Stewardship and Low-Value Care 

Australia’s national reform agenda has a focus on reducing low-value tests and procedures. Diagnostic 

imaging represents a significant and quickly growing portion of the MBS expenditure. Evidence indicates 

that unrestricted self-referral and ordering linked to ownership, is associated with increased use without 

the same patient benefit.  

 

“The pursuit of financial profits are a key driver in the overutilisation of health services that 

provide negligible benefits and may result in patient harm” (Docking et al, b 2025) 

 

The ability to obtain IR/INR testing is significant, but increasing diagnostic self-determination without 

appropriately designed safeguards poses risks of overservicing, cascade incidental findings, and 

preventable exposure to ionising radiation. 

 

Analysis of Recommendation 15 (private health insurance product-tier coverage) 

 

Outside of the VIRWG/MRAC scope 

The draft report from the VIRWG said that Recommendation 15 should “Amend current private health 

insurance membership rules to extend eligibility for vascular services to patients with a Bronze 

membership” (MRAC, 2025, p. 20). These additions made confirm that Recommendation 15 is about 

PHI (private health insurers) membership rules (i.e. tiers/eligibility), not about MBS item descriptors or 

clinical appropriateness. As informed by ANZSVS The MRAC Terms of Reference (March 2025) 

document outlines the purpose of the committee as giving advice to government on publicly funded 

services in the MBS, with the focus specified determining whether services continue to be contemporary, 

sustainable, and based on evidence. However, recognizing this being outside scope, it will allow for 

more sustainable vascular (and IR) service delivery and less "cost-shifting" to public sector. 

 

PHIs Separate Commonwealth Policy Domain 

PHI tiers are a separate Commonwealth policy domain through the management of PHI reforms. In 

government materials, the phrase PHI tier typically refers to the classification of hospital cover 

(Gold/Silver/Bronze/Basic) that is defined by clinical categories that decide the parameters of what 

private policies cover which is not MBS matter (Department of Health, 2019). Moreover, there is a 

separate Commonwealth consultation process for the PHI reforms (the consultation paper for the Dec 

2024–Jan 2025 period), underscoring that PHI membership rules and product design will be a separate 

policy track from the MBS Review. 

 

 

VIRWG/MRAC Overreach 

RACS/USANZ/ANZSVS issues resolve around patient-safety, clinical-governance, and scope-of-

practice issues, issues squarely reflected in the implications of Recommendations 17, 18 & 19.  

However, Recommendation 15 is about financing and eligibility within PHI tiers and does not itself 

change the act of who can consult, order, or perform procedures, nor does it impact privileges or 
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recognition pathways. The draft report’s own narrative around Recommendation 15 frames it as 

furthering insurer and hospital implementation & the matter of patient cost/access, not clinical safety or 

governance, but a clear overreach of the VIRWG/MRAC Terms of Reference.  

 

Analysis of Recommendation 17 (Consultation Items 104/105) 

 

Current MBS Position 

Specialist radiologists are already able to bill consultation items if the consultation is considered as 

clinically meaningful and the referral is valid. The rationale for changing item access to address 

perceived audit burden or practice variation is not credible and is outside of the remit of the VIRWG. 

Enforcement and audit should be dealt with through existing compliance mechanisms and not retrofit 

item eligibility in a way that may imply the expansion of scope.  

 

Training and Competency: Vascular Surgery vs IR/INR 

Vascular Surgery (SET) is recognised by the AMC, multi-year, and complete with the training that covers 

the full range of vascular disease like for example, medical optimisation, diagnostic evaluation (including 

competence in duplex ultrasound), open surgery, endovascular interventions, perioperative medicine, 

wound care, limb salvage, access for dialysis, and long-term surveillance. On the other hand, while 

evolving, IR/INR pathways are not currently recognised as separate AMC specialties, and typically 

complete post fellowship subspecialty training without an equivalent breadth of non-operative 

management knowledge, general management of vascular disease, or peri-operative leadership ability 

across the complete course of care. 

 

Ethical Consent and Clinical Balance 

The expansion of consultation eligibility involves the risk of "procedural framing" when the patient is 

counselled almost exclusively in favour of intervention without a balanced presentation of operative and 

non-operative solutions. True-informed consent requires a full discussion of the risks, benefits, 

reasonable alternatives and every available option; this discussion should ideally be undertaken in a 

uni- or multidisciplinary setting. RACS and USANZ are concerned that Recommendation 17 as drafted 

will constrict the decision space and consequently frame consent in favour of an intervention.  

 

AMC Recognition 

RACS, USANZ and CTSANZ do not support Recommendation 17. Any extensions to access to 

consultation, should be predicated on AMC recognition and curricula which demonstrate the graduates 

are adequately trained in the comprehensive management of vascular patients, and further explicitly 

that they are required to work collaboratively to liaise with the referring GP, referral pathway and the 

surgical service, and to ensure that there is an audit of ongoing outcomes over the long term. 

 

Analysis of Recommendation 18 (Self‑Determination of Diagnostic Tests by IR/INR) 

 

System Risks 

The self-referral of diagnostics by providers who may also conduct interventions poses the risks of 

closed-loop incentives in the referral → investigation → intervention process, sometimes in situations 

where the provider has financial interests in the facility. Recent research has shown that more than half 

of Australia's MRI-rebatable imaging capacity rests with just four large companies, which creates a 

reasonable possibility that ownership incentives may alter utilization. “Most clinics are owned by for-

profit corporations (public limited n = 412; 33.6%, institutional investor-backed n = 277; 22.6%).” 

(Docking et al, b 2025). This raises the question in the Australian policy experience as to whether there 

is a link with self-referral to higher utilisation and costs without any demonstrable gains in outcomes. 

Even when individual clinicians act with integrity, system-level incentives can lead to over-utilisation. 

 

 



 

5 

Training and Decision-Making 

Diagnostic stewardship is a competency across the vascular surgery curriculum and across other 

procedural specialties (e.g., echocardiography in cardiology). The rationale for loosening self-

determination of IR/INR diagnostic testing without demonstrating similar training in non-operative care 

and longitudinal management of patients is weak. 

 

Safeguards if Considered 

In the event that an MRAC consideration is interested in limited expansion, RACS, USANZ and CTSANZ 

in support of ANZSVS, have the following minimum safeguards:  

 

• A clear tie-in to an AMC-aligned curricula and credentialing that each shows competence in 
diagnostic decision-making and nonoperative management.  

• A requirement for communication to the referring GP/specialist before undertaking high-cost or 
high-radiation imaging or other investigations.  

• Independent audit and feedback loops that leverage linked data (e.g., MBS, clinical registries) 
to identify outliers and unintended growth in use.  

• A prohibition or strict disclosure regarding ownership and financial interest in the diagnostic 
facility or practice.  

• Clearly documented consumer information and consent pertaining to who orders the 
investigation, who benefits from it and what the alternatives are.  

 

RACS, USANZ, CTSANZ Position 

RACS, USANZ and CTSANZ recommend that Recommendation 18 be retracted. If this option is 

pursued, it must fundamentally be re-designed with the stated safeguards into consideration. The 

safeguarding proposal(s) must also be co-designed with ANZSVS, RANZCR, general practice and 

consumers, and piloted with evaluation metrics before a broader rollout. 

 

Analysis of Recommendation 19 (Specialty-Based Theatre Banding for IR/INR) 

 

Scope and Governance 

Typically, theatre banding is determined in a structured facility and anaesthesia governance framework 

(e.g. National Procedure Banding) and is intended to reflect the complexity of the procedure, resource 

utilisation, staffing requirements and safety factors Not professional designation. Specialty-based 

theatre banding may result in perverse incentives for anaesthesiologists and can inadvertently pre-

classify cases that are associated with anaesthetic or peri-operative risks. 

 

Conflict of Interest 

The potential for perverse incentive is heightened when combined with expanded consultation and the 

ability to self-determine, and specialty banding could create vertically integrated service models in the 

private sector by consolidating decision-making and revenue allocation within one entity. This is not 

inherently unethical; however, it does necessitate conflict of interest management, accountability, and 

external oversight to ensure patient interests remain foremost. 

 

RACS, USANZ, CTSANZ Position 

RACS, USANZ and CTSANZ oppose Recommendation 19. Any banding reforms should be based on 

cross-specialty and complexity and developed through national processes that ensure wide clinical and 

consumer involvement. 

 

Equity, Access and Rural/Regional Issues 

 

Avoiding Two-Tier Systems 

Reforms should not inadvertently assist some providers or urban private facilities. Rural and regional 

Australia has a significant burden of vascular disease. Policies that aim to fragment care or take patients 
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away from integrated vascular services could further cause inequities, increase travel and out of pocket 

costs, and disrupt continuity of care. 

 

Public–Private Balance 

Any increase in activity in private IR/INR should be accompanied by some form of mechanism that 

protects public system capacity for complex cases, urgent access (for example, acute limb ischaemia, 

ruptured aneurysm pathways) and for multidisciplinary care hubs. 

 

Evidence Base: Vascular Surgical Training and Outcomes  

 

AVA (Australasian Vascular Audit) 

The AVA public reporting demonstrates the spread of vascular surgery practice across Australia and 

Aotearoa New Zealand engaged in both open and endovascular cases with surgeons being accountable 

across the continuum of care, from pre‑operative assessment to longer term surveillance. The level of 

integrated accountability is critical to safe vascular care, and any proposed MBS changes must preserve 

this. For example, it was reported that in 2024 there were “52,217 operations entered; 47,190 from 

Australia and 4,937 from New Zealand.” (ANZSVS 2024, p.6) 

 

SET Curriculum and Trainee Experience 

The ANZSVS/RACS Vascular Surgery Curriculum (ANZSVS 2022 updated 2023) and associated 

training prerequisites outline the vascular trainees' competencies in diagnosis including duplex 

ultrasound, peri-operative medicine, procedural skills including open and endovascular, leadership, 

communication, and patient-centered care. The most recent analysis of trainee logbooks (2015-2023) 

demonstrates substantial operative involvement and live experience in major aortic procedures, 

confirming their acquisition of complex skills in the real world under the supervision and direction of the 

supervising consultant (Dean et al. 2025). 

 

Implications for MBS Design 

MBS descriptors should clearly represent practitioners' whole capability sets. Where curricula and 

accreditation systems demonstrate whole patient management competencies, it is appropriate to 

describe this against consultative items and diagnostic decision rights. Where narrower or procedural 

item training exists, access to items should be clearly delineated, and with associated collaborative 

models involving referring clinicians and surgeons. 

 

Economic Stewardship & Low-Value Care  

 

Growth of Diagnostic Imaging 

Diagnostic imaging is growing as a category of Medicare Benefit Schedule (MBS) expenditure. Between 

2012–13 and 2022–23, there has been a rise from 94 to 114 diagnostic imaging services (AIHW, 2024). 

Given the continued discursiveness in favour of growing self-determination for patients and a robust 

framework for monitoring, review of use, and feedback must have some strong inputs on ensuring 

sustainability. 

 

Complexity Modifiers & Integrity of Items 

The introduction of complexity modifiers without rigorous consultation is associated with the risk of 

upcoding (and dispute). The RACS,USANZ and CTSANZ position is to co-design, pilot, use transparent 

criteria, and post implementation evaluate with improvement outcomes via linkage to registries (e.g. 

Australian Vascular Administered Procedure: AVA for example). 
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Communications, Advertising & Consumer Protection 

 

AHPRA Guidelines 

RACS, USANZ and CTSANZ are concerned about multiple reports of advertised IR/INR services hinting 

at regulatory changes. Advertising should not describe things that inaccurately reflect current regulations 

and should afford adequate compliance with AHPRA’s advertising guidelines (AHPRA, 2024). We 

recommend that the Department and AHPRA consider reviewing any implied misleading claims by 

(IR/INR) advertising, about scope, referrals, eligibility or benefits. 

 

Alternative Pathway and Implementation Roadmap 

 

Reestablish a Workable Balance Working Approach 

• Re-establish a time-limited taskforce (to a maximum ≤ 6 months) to include ANZSVS, RACS, 
USANZ, RANZCR, RACGP, AMA, consumers and health service administrators.  

• At the beginning, publish draft problem statements, and success criteria to define success.  

• To map patient journeys for the high vascular presentations, identify where consultations, 
diagnostics and intervention should sit, by competence. 

 

Co-Design of Revised Proposals 

• Consultation Items (104/105): Define eligibility which operates within AMC-recognised 
specialties or equivalent curricula and provides an understanding of whole-patient vascular 
care; evidence of communication with the referring GP/specialist should be documented; and 
report on the outcome. 

• Diagnostic Self-Determination: Evident benefit must only be used in defined contexts; after 
pre-test discussion with referring clinician for high cost/high-risk studies; clear ownership 
should be demonstrated; and prospective audit. 

• Banding: A complexity-based banding should be developed for all specialties through national 
processes; peri-operative criteria for safety; inclusion of anaesthesia; and consumer co-
design. 

  

Monitoring and Evaluation 

• Indicators (utilisation, complication rates, re-intervention, radiation exposure, patient-reported 
outcomes, out-of-pocket).  

• Linked datasets (MBS, PBS, hospital data) and clinical registries (AVA) for real-time 
monitoring.  

• Publish quarterly dashboards. 

• Embed a 12-month formal review, with an option to scale-back reporting if adverse signals 
emerge. 

 

Recommendations 

 

RACS, USANZ and CTSANZ recommend that MRAC and the Medicare Continuous Review 

Executive: 

1. Withdraw or defer Recommendations 15, 17, 18, 19 pending a re‑established, balanced 
consultation process.  

2. Align any reforms with AMC‑recognised scopes of practice and NSQHS Standards, preserving 
multidisciplinary care.  

3. Tie consultation items and diagnostic decision rights to curricula and credentialing that 
demonstrate whole‑patient vascular care competencies.  

4. Prohibit or tightly regulate self‑referral and ownership‑linked incentives for diagnostics and 
procedures, mandate transparency.  

5. Develop complexity‑based, specialty‑neutral theatre banding through national processes with 
strong peri‑operative safety criteria.  

6. Develop rigorous monitoring (with public reporting to stakeholders) through linked datasets 
and registries.  
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7. Address equity through access for rural/regional services and safeguarding public system
capacity for complex vascular care. Undertake a comprehensive, concurrent review of
surgical and interventional item sets (including lower limb surgery) to avoid silo bias.

8. Revise complexity modifiers through co‑design, piloting, and scheduled
post‑implementation review.

Conclusion 

RACS, USANZ and CTSANZ support the modernisation of the MBS to reflect contemporary 
practices, improve patient outcomes and facilitate sustainability. However, the method 
by which Recommendations 15, 17, 18 and 19 were tabled, their conflict with national regulatory 
frameworks, and their risk of evaluating low-value utilisation in siloed care requires caution. A 
pause, redesign and co-design of the MBS, guided by AMC recognitions, the NSQHS safety 
framework and evidence from the vascular audit provides a useful way forward. RACS, USANZ 
and CTSANZ would be keen to work with MRAC, the Department, ANZSVS, RANZCR and 
primary care and consumer representatives to achieve an equitable, safe and sustainable 
outcome for all Australians living with vascular disease. 

Sincerely, 

Professor Owen Ung  
President, Royal Australasian College of 
Surgeons 

Professor Mark Frydenberg 
Chair, Health Policy and Advocacy 
Committee, Royal Australasian College of 
Surgeons 
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