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 Emphasis on multidisciplinary care for people 
with chronic disease  

 Improve access to allied health services 
◦ Out-of-pocket costs and system barriers 

 Medicare rebates for allied health services 
◦ Discipline-specific evaluations 

 Allied health services can be viewed as 
“discretionary”1,2  
 

 
1Foster et al. (2009) Aust J Primary Health; 2Foster & Mitchell (Under review) Health Expectations.  

 
 
 

Presenter
Presentation Notes
Our health system relatively equitable though not so for some areas and population groups due to affordability and accessibility issues.
AH services – historically higher out-of-pocket costs; plus demands on publicly funded services (outpatients)
Rebates – aim to improve affordability and access for targeted groups 



 Interest in use of allied health services and 
influence of health insurance  

 Use of health services linked to combination 
of factors 

 Social, demographic, structural 
(predisposing), economic and other 
situational (enabling) and health-related 
(need) factors3   
 
 

 
 

     3Andersen R., Newman J (1973) Milbank Memorial Quarterly; 51: 95-124.  
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Presentation Notes
Primary objective was to study patterns in use and understand influence of health insurance. 
Do so under the framework of Andersen and Newman which involves three domains of factors likely to influence use



 Examine how key variables interact with use 
of allied health services among people with 
chronic disease 
 

 Examine how health insurance coverage 
might influence use of allied health services 

Research Aims 
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Research Questions
1. How and in what ways does allied health service use differ among patients with chronic disease and what is the relationship to type of health insurance coverage? 
2. For women with chronic disease, how and in what ways does allied health service use change over time with different life stages and what is the relationship to health insurance coverage?
3. How and in what ways does allied health service use by patients with chronic disease differ before and after the introduction of the CDM items? 




1. Systematic review  
◦ Meta-analysis and critical, narrative synthesis 

 
2. Survey data analysis 
◦ National Health Survey (NHS) and Australian 

Longitudinal Study of Women’s Health data 
◦ Some data restrictions due to changes in 

question wording over time/between cohorts 
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NHS – serial cross-sectional survey
ALSWH – longitudinal cohort study 



 Health insurance and use of allied health 
services 

 Factors influencing use amongst people with 
chronic disease independently of health 
insurance 

 How health insurance influences use 
 Develop a conceptual model 

 
 
 *This component of the APHCRI project was led by A/Professor Terry Haines, Monash University 



Source: Foster, Haynes, O’Flaherty, Mitchell, Skinner, Haines (2012) Utilisation of allied health services. Final Report 
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Types of studies
RCTs, quasi-experimental, observational studies, qualitative investigations
Types of participants
Patient populations with one or more chronic disease
Types of intervention
Any intervention that includes services provided by eligible allied health services professions in the Australian Chronic Disease Management program. Studies solely examining mental health workers, radiographical, or pharmacy services were excluded.
Any type of health insurance including personal and group-based.
Types of outcomes
Utilisation of allied health services (as measured by uptake, e.g. number of health services and range of health services utilized) 

After the review of abstracts and full-text articles, 33 articles were included in the critical, narrative analysis and 7 articles were included in the quantitative synthesis (Figure 6 appendix 3). The characteristics of the 7 articles included in the quantitative synthesis are presented along with a summary of their results (Table 4).  All were observational studies, no randomised trials were identified.



 Social and demographic (predisposing) 
◦ Age and use inconsistent 
◦ Ethnicity and use varied (clinical population, type of 

service) 
◦ Education and use varied (type of service)   

 Economic and situational (enabling) 
◦ Income and use inconsistent 

 Health-related (need for service) 
◦ Comorbidity and severity  
◦ Physician visits linked to more frequent use 
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Presentation Notes
Main finding overall:  the presence of health insurance was generally associated with increased use of allied health services.
But must acknowledge limitations –  variability in research design, questions and insurance products (over under reported/described; also different health contexts) 

Specific aims: looked at factors that influenced use independently of health insurance; use of 7 articles:  Using Anderson-Newman’s model:  

Income – depended on population, chronic condition and type of service  

Co morbidity and severity influential in some cases e.g. physiotherapy, oestoarthritis; stroke resumed after 1 month discharge 



 Features of the insurance product 
◦ Administrative (gate-keeper role, containment) 
◦ Eligibility, limits, quantity 
◦ Reimbursement and out-of-pocket costs 

 ‘gate-keeper’ factors 
◦ Knowledge, perceived benefits 

 Provider factors  
◦ Willingness to provide services  

 Factors related to the patient 
◦ Knowledge, perceived need, cost and benefit 
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Second, wanted to examine what influenced the link between PHI and use of allied health. Used 35 articles 
Factors related to the insurance product, particularly stipulations relating to the role of gatekeepers and eligibility requirements, the quantity of services publicly subsidized rebates are available for, and the presence of gap payments, appear to further influence uptake. 
Beyond the insurance product, the role of gatekeepers, usually GPs, in informing the individual with a chronic disease of the availability of the publicly subsidized rebate and the potential benefits of the allied health service for the individual, appear central in ensuring people with chronic disease and insurance use allied health services. Ensuring allied health providers were willing to provide services under the insurance scheme was also identified as an issue as under so schemes, allied health were unwilling to provide services, and under other schemes, they provided “abbreviated” services which may have questionable therapeutic benefit. 

Overall, found that the presence of insurance generally increases the uptake of allied health services by people with chronic disease. But more conceptually complex: 



 NHS 2001 and 2007-08   
◦ Key outcome: ‘visits/use’ allied health  
 Previous 12 months  
 
◦ Descriptive analyses to explore patterning of key 

demographic, health status, health care variables  
 
◦ Logistic regression models to examine predictors 

of use of allied health service 
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Central question:  How and in what ways does utilization of allied health services differ among people with chronic disease and what is the relationship to insurance coverage?
Key variables: demographic variables, health status, health care, economic factors

Key outcome variable: ‘visits/use AHS’ defined as binary item Yes (1) where indicated they had visited in last 12 months v No (0) otherwise
Chronic disease: defined as condition which has lasted or is likely to last for at least six months, classified into 7 groups; coded yes/no
Demographic variables:  sex, age, and language spoken at home
SES: household income, education and labour force status
Insurance status: ‘no cover’ or ‘covered’ (no available information on value  of cover, inc hospital and ancillary)   

Descriptive stats to show patterning; 
Regression – predictors chronic diisease, general health, insurance coverage, GP, age, sex, English language, income, labour force, education. 



 
 Women more likely to use AHPs than men  
 The size of the gender gap is greater post-

retirement age   
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Pre-disposing factors (social/demographic)



Age and Sex  
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This figure shows the age and sex breakdowns for each of the four allied health service groups under consideration. In each case, the patterning of use varied considerably. Physiotherapist visits remained at approximately the same level across all ages. Chiropractor visits peaked for both men and women from 25-44 and declined in older age groups. Podiatrist visits were very low in age groups up to 54, and then increased noticeably for women. Men’s use of podiatry services also increased in the older age groups, but less than for women. Dietitian visits trended upward for men from the 18-25 age bracket to the 65-74 age bracket and then dropped off again in the 75+ age group. Women’s use increased slightly with age, although the relationship was inconsistent. 




 Speaking language other than English at 
home less likely to use AHPs 
 
 

 
 
 

2001 2007-8 

English language proficiency 

     English only 1.00 1.00 

     Well/very well 
0.94 0.45*** 

     Not well/not at all 
0.97 0.49*** 
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Predisposing factor: ethnicity
If odds of an event are greater than 1 the event is more likely to happen
If odds are less than one chances are that event won’t happen

Among those who primarily speak a language other than English the odds of using (compared to English only) was estimated at .45 (p<0.001)  for those who  speak well/very well and 0.49 for those who  speak not well or not at all. 

Caution:  in 2007-08 10.8% of sample  speak language other than English at home  
Which means they are a small sub-group

However, these results were consistent over different age groups and may indicate a gap in use of allied health services for people who have English as a second language. 



 Ancillary insurance has a strong positive 
effect on use 

 Interesting three way relationship between 
ancillary insurance, general health and 
allied health service use 
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Enabling factors: economic/situational  
BUT shows interesting relationship between enabling factor (PHI) and health-related factors (need for service as indicated by health status)  

Poorer health – 41% increased odds of use for someone who reports poor health compared to someone who reports excellent health
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But as this figure shows, the likelihood of allied health service use increases with both possession of ancillary insurance and poorer health. 

The salient point to draw from these data, however, is that the magnitude of the gap between those with and without ancillary insurance is largest for those in good health and declines among persons with poorer health. 

Persons n good health may use their ancillary insurance to access allied health services for health maintenance purposes or in response to comparatively more minor health complaints. By contrast, for persons in poor health, for whom the need for care is likely to be more immediate, it may be the case that there are alternative avenues to care or that they are more willing to sacrifice in other areas in order to obtain care. 



 Visiting a GP is associated with visiting an 
AHP, independently of health 
 

 
 

2001 2007-8 

GP contact 

Visited GP past 
fortnight 1.74*** - 

< Annual checkups - 1.23** 

6 monthly/annual 
checkups - 1.29*** 

Monthly/3 Monthly 
checkups - 1.61*** 
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More complexity, as indicated by systematic review. Part of health-related factors: 
Persons who visited a GP more regularly were more likely to visit allied health services; only 18.1% of those who reported not having any checkups had visited an allied health service, while 31.7% of persons who reported GP checkups monthly or 3 monthly had visited an allied health service. 
Suggest that ‘gatekeeper’ role is important and perhaps this is related to knowledge and perceptions of benefits; linkages etc. 


May be due to ‘gatekeeper’ role
Could also reflect joint effect of unmeasured ‘health care seeking’ tendencies




 Musculoskeletal conditions are the most 
consistently associated with AHP use 
 

 However, diabetes has the largest effect in 
the 2007-8 analysis 
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Strong effects found for musculoskeletal – back pain and other back problems; and arthritis and soft tissue and osteoporosis.  
However, diabetes largest effect n 07-08 analysis 
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This figure displays the estimated frequency of use of allied health services broken down by chronic disease type and type of service visited. Of the chronic disease types considered, people with diabetes were most likely to make use of allied health services. Sixty-four percent of persons with a condition in the ‘Other diabetes’ group (which includes type 1 diabetes and gestational diabetes) had visited an allied health service in the past year, and 52% of those with type 2 diabetes had visited. Comparatively, of those with a condition in the ‘Back pain and other back problems’ group 38% had visited an allied health service; 37.3% of those with osteoporosis; 31.2% of arthritis/rheumatism sufferers; 30.5% of those with a condition in the heart and circulatory group and 29.1% of persons with a respiratory condition. Persons with none of the listed chronic diseases were considerably lower at 15.8% visits.
 
For the profession-specific results, again people with diabetes were high users, and specifically of podiatry and dietitian services. Respectively, 52.6% and 38.3% of people with ‘Other diabetes’ and ‘Type 2 diabetes’ had visited a dietitian in the past year, compared to 5-10% for other condition groups and approximately 2% of those without a chronic disease. 
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Of the chronic diseases: Largest effects found for 
‘other diabetes’ odds of use 5x higher compared to those without   OR 5.26 p  <.001 (odds  of use 5x higher than those without); and 
Type 2 diabetes odds of use 4x higher compared to those without OR 3.78 (odds four x). 




 High and low users of allied health services 
◦ Linked to need? 
◦ Over-use? 
◦ Financial hardship? 
 

 Use by men and CALD populations  
◦ What is clinically significant? 
 

 Targeted research with different population 
groups 
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Speculate about health beliefs, culturally based attitudes, socio-economic factors, systemic barriers 




 Importance of health professional as ‘agent’ 
 

 Potential disparities where there is poor 
access to GPs4 

 Balance discretion and guidance  
 Improving evidence base and 

communication about benefits  
 

 
 
 

    4Bywood et al. 2011 PHCRIS Policy Issue Review 
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Agent – awareness and knowledge (of benefits)

? Communication improved through location (team work, co-location)



 Ancillary insurance linked to AHP use 
◦ Use increases with both poorer health and uptake 

of insurance 
◦ People in poor health with/without ancillary are  

high users 
 Extent of financial hardship – publicly v. 

privately funded 
 Complexity surrounding insurance product  
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People in good health are strong users – policy question about appropriateness of use; how these services are perceived and to what extent AHP is discretionary? 
People in poor health with/without ancillary are also high users –  possible that those in poor health are accessing  publicly funded services (community health settings)
Policy question about the extent of public/private coverage and financial hardship?  

But as systematic  review showed:
Complexity surrounding insurance products:
 administrative aspects – gateway and cost containment strategies
Eligibility
Quantity
Gap payment 



 Possible but unknown influence of policy 
environment 

 Diabetes suggest potential of CDM policy  
◦ High users podiatry and dietitian services in NHS 

2007-08 data 
◦ Increased uptake CDM items and podiatry 

services since 20055 
 Unknown mix and shifts between 

public/private1  
 

 

     5Cant & Foster 2011 Aust Health Review; 1Foster et al (2009) Aust J Primary Health  
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Some patients use services from both sectors simultaneously; whereas others will depend on one or other; 
In other cases, AHP will refer back to public sector to ensure continuity (perceived need and inadequacies of policy product)






 Use of allied health services is conceptually 
complex 

 Potential multiple factors of influence and 
other drivers (e.g. patient preference) 
 

 Is it equitable use?  
◦ Need, severity, timing, affordability  

 Is it effective and cost-effective use?  
◦ Limited evidence base 
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Taken as a whole: Use of AH services is conceptually complex 
Potential multiple factors influencing use and other drivers
Therefore: 
Policymakers seeking to devise insurance policies that enhance uptake of allied health services by people with chronic disease may need to address a range of issues both in the policy and its implementation to ensure that remaining key elements are considered, including the individual, gatekeeper and allied health service provider.

Other major questions concern equitable use and effective use? 




 Other contextual factors impacting use 
◦ Programs for specific groups 
◦ Distribution of services, inc. public and private   
◦ Market forces  

 Quality longitudinal data is important    
 

 Limitations of NHS data and systematic review  
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These data assist to answer important questions about pattern and indicators of use of AHPs  
Limitations of NHS data restrict degree of analysis and understanding of patterns (e.g. understanding of public v. private; influence of policy change)
Limitations of systematic review:
A majority of quantitative data for meta-analysis  drawn from the US; qual work in Australia . These healthcare contexts differ creating limitations to the generalizability of our results. 
Considerable heterogeneity in the research questions being asked, population groups studied, sample sizes, methodological design of the studies including the use of different time points, different allied health services and different insurance product(s). 
Much of the research reviewed was observational (prospective cohort, retrospective audit, cross-sectional survey) or qualitative. 
It was very difficult to compare the results of studies in a meaningful manner as the details of group-based insurance (e.g. government, privately subsidized insurance) vary widely internationally. 
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O’Flaherty, Geoff Mitchell (UQ), Elizabeth 
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