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ABSTRACT
Rationale: Allied health interventions have been shown to improve impairments and quality of life in people with Parkinson's

disease (PwPD). However, globally allied health is underutilised, and referrals tend to be reactive and occur in moderate to

advanced disease. Currently little is known about the referral patterns of PwPD to allied health in Australia.

Aims: This study examined the allied health referral patterns of neurologists, general practice physicians (GP) and Parkinson's

disease nurse specialists (PDNS) treating PwPD in New South Wales (NSW), Australia.

Methods: Four neurologists, three GPs and four PDNSs each completed a demographic questionnaire and a semi‐structured
interview. Interview data were analysed using inductive thematic analysis.

Results: All clinicians experienced difficulties locating approachable, available, affordable, and appropriate allied health ser-

vices. Clinicians also perceived that patient ability to interact impacted their involvement in allied health therapies. Referrals

were typically made in response to symptom progression. The most common individual disciplines referred to were physio-

therapy and/or exercise physiology, followed by speech pathology and occupational therapy. Multidisciplinary teams (MDT)

were generally not available, so referrals to MDTs occurred less frequently.

Conclusion: Clearer guidelines regarding when to refer to individual allied health disciplines and to MDTs are needed

to facilitate more proactive referrals by clinicians treating PwPD. Establishing an MDT model for PwPD throughout Australia

would improve the approachability, availability and appropriateness barriers, and could improve quality of life for PwPD.

1 | Introduction

Parkinson's disease (PD) is a progressive neurodegenerative dis-
order affecting > 8.5 million people worldwide [1]. People with
PD (PwPD) present with a variety of motor (e.g., bradykinesia,
rigidity, tremor) and non‐motor impairments (e.g., mood
disorders, cognitive impairment, communication difficulties)
that play a significant role in reducing quality of life [2–6]. As

medications do not slow progression or fully control PD
impairments, nonpharmacological interventions such as those
delivered by allied health professionals should be considered
[2, 4, 5, 7, 8]. Allied health interventions for PwPD can improve
impairments, mobility, balance, strength, speech, swallowing,
activities of daily living, and quality of life, as well as reduce falls
[2, 3, 9–17]. For people with early‐stage PD, exercise‐based
interventions can possibly delay disease progression [11].
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Allied health referrals are often to physiotherapy (PT), occu-
pational therapy (OT), or speech pathology (SP) [18–21]. Evi-
dence suggests that multidisciplinary teams (MDT) which also
incorporate social work (SW), psychology and dietetics may be
more beneficial than referral to individual allied health disciplines
[22–25]. Despite the growing body of evidence supporting early
referral to allied health including MDTs [2, 20, 22, 23, 26–29],
allied health services appear underutilised [21, 26, 30].
Referrals tend to be made reactively in response to factors
such as recent falls, functional difficulties, advancing disease,
hospital admissions, older age and caregiver strain [21, 31].
This is problematic given the evidence informing allied
health practice has come from studies of people with mild to
moderate PD [20, 32]. Lack of awareness by physicians of the
benefits of allied health intervention, lack of adequate time to
screen for referral need and other systemic barriers may also
contribute to under referral [19, 21, 26, 30, 32].

In Australia, the healthcare system is made up of public and
private services (Figure 1). Outpatient allied health services
are predominantly accessed privately, by fee for service or
private health insurance [33, 34]. Allied health can also be
accessed through public funding schemes, primarily

Medicare subsidised but also other funding schemes should
they be eligible [35–39].

PwPD are often managed by a neurologist and/or primary care
physician [6, 18, 40], termed a general practitioner (GP), in
Australia. They may additionally have a PD nurse specialist
(PDNS) [6, 41] involved who coordinates their care in the
community. Both physicians and PDNSs are involved in refer-
ring PwPD to allied health. However, currently little is known
about how these clinicians manage PwPD, their referral pat-
terns and any triggers or barriers to referral.

To understand the factors influencing the underutilisation of out-
patient allied health, this study aimed to examine referral patterns
by neurologists, GPs and PDNSs treating PwPD in New South
Wales (NSW), Australia. The specific research questions were:

1. How do neurologists, GPs and PDNSs manage PwPD, and
what is their focus of management?

2. What triggers allied health referral/s?

3. What are the factors that influence the referral patterns of
neurologists, GPs and PDNSs to allied health?

FIGURE 1 | Outpatient allied health access pathways in Australia.
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2 | Methods

In this qualitative study, participants were recruited between
November 2022 and August 2023. Advertisements for the study
were distributed through Parkinson's NSW; nursing, GP and
neurology networks; and the researchers' medical networks.
Participants were included if they practiced as a neurologist, GP
or PDNS in NSW, Australia's most populous state [42], and had
experience managing at least 10 PwPD in total and at least two
within the last year. Purposive sampling was utilised to ensure a
mix of professions practicing in metropolitan and regional
areas.

This study was approved by The University of Sydney Human
Research Ethics Committee (2022/668).

2.1 | Data Collection

Participants completed a demographic questionnaire which
captured profession, years of practice, locations of work [43],
number of PwPD seen annually, and if PwPD are seen publicly
and/or privately. One semi‐structured interview was conducted
with each participant via phone call, Teams (Microsoft
Corporation, Washington USA) or Zoom (Zoom Video Com-
munications Inc., California USA). Interview prompts probed
management plans for PwPD, when clinicians consider allied
health referral, to which disciplines they refer and any barriers
to referral (see Supporting Information S1). Interviews were
conducted by one researcher (CW), a female physiotherapist
with clinical experience in PD, and training in qualitative
methods, who had no prior relationship with any participant.
Participants were aware of the interviewer's
qualifications. Interviews were audio recorded then transcribed
verbatim by the interviewer. Field notes were written during
and immediately following each interview. The interviewer
debriefed with another researcher (SP or SD) after each inter-
view. Prompts in the interview schedule were adjusted as
required, the purposive sampling reviewed to identify gaps in
the sample and data discussed to determine if there was satu-
ration. Interviews concluded once the researchers were satisfied
that data saturation had occurred. Six participants consented to
member checking and their transcripts were returned to them,
but no edits were made.

2.2 | Data Analysis

Demographic data were summarised to describe the sample.
Deidentified transcripts were coded openly and inductively by
one researcher (CW) who familiarised herself with the data
before commencing line by line coding informed by the Braun
and Clarke method of thematic analysis [44] with NVivo v14
(QSR International P/L). The research team, comprising female
researchers with expertise in PD, qualitative methods and
health services, regularly conducted coding meetings to discuss
and refine codes.

As coding progressed, it became apparent that codes focusing
on allied health access closely matched the Levesque model of
healthcare access [45] (Figure 2), so the coding frame was

updated to incorporate this model. The model describes both
dimensions of service accessibility (supply determinants) and
patient ability to interact with services (demand determinants),
and how these dimensions interact. The supply‐side determi-
nants [45] utilised in this study are approachability, availability
and accommodation, affordability and appropriateness.
Approachability refers to how easy it is to identify that a service
exists, can be reached and be impactful. The availability and
accommodation of health services encompasses whether the
service exists, and if so whether it has the capacity to deliver
services and can be physically and promptly reached. Afford-
ability refers to the economic ability of people to pay for ser-
vices, both monetarily and in time. Appropriateness of a service
relates to whether a service fits a person's needs, with timeliness
and quality of the service playing a role.

The demand‐side determinants [45] include ability to perceive,
seek, reach, pay and engage in care. Ability to perceive the need
for care is influenced by a person's health literacy, knowledge,
and beliefs. Ability to seek is based on personal autonomy,
capacity to choose, knowledge of healthcare options and their
rights. Ability to reach describes whether a person can physi-
cally reach healthcare services and is dependent on their per-
sonal mobility, available transportation, and knowledge of
services. Ability to pay refers to a person's capacity to pay for
health services through the generation of economic resources.
Ability to engage in healthcare relates to a person's participation
and involvement in decision‐making and treatment and is in-
fluenced by their capacity and motivation levels. Cultural and
social acceptability of PwPD accessing allied health was not
raised by clinicians as a concern during the interviews so data
were not coded to this Levesque domain.

3 | Results

Thirteen clinicians responded to the advertisements and 12
consented to participate. One was excluded as they did not
practice as either a physician or nurse. The 11 interviewed
participants included four neurologists (two Movement
Disorder Specialists), three GPs and four PDNSs (Table 1).
Interview time ranged from 13 to 34min.

3.1 | Management

Management plans focused on education and medications. All
clinicians reported providing education to PwPD at diagnosis
and throughout the disease. Neurologists and GPs focused on
medication initiation and titration, whilst PDNSs provided
education regarding medication and monitored effects. GPs
reported they were the primary physician managing some of
their patients with PD as these patients had not seen a neu-
rologist or did not see one regularly.

Clinicians included referrals to outpatient allied health as part of
their management plan, but referral pathways varied depending
on profession. Neurologists reported referring directly or
requested the patient's GP or rehabilitation specialist to make an
allied health referral. Although neurologists could request
referrals to allied health via PDNSs, this pathway was only
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reported by PDNSs. GPs utilised GP management plans or
mental health treatment plans to refer to allied health at reduced
cost to the patient. PDNSs commonly referred to allied health
directly but would liaise with the GP if a management plan
would benefit the patient financially. They also liaised with
National Disability Insurance Scheme (NDIS) or My Aged Care

coordinators to arrange allied health services through funded
packages when the patient was eligible. Additionally, PDNSs
provided care coordination, ensuring that PwPD were linked in
with supportive resources and networks locally. As such, they
screened PwPD for symptoms and/or risk factors that would
trigger the need for allied health referral.

FIGURE 2 | A conceptual framework of access to health care. This figure is reprinted from the International Journal for Equity in Health, 12, J.

F. Levesque, M. F. Harris, G. Russell, Patient‐centred access to health care: conceptualising access at the interface of health systems and populations,

18, Copyright 2013 [45].

TABLE 1 | Characteristics of the 11 study participants.a

Neurologists General practitioners PD nurse specialists
Characteristic n= 4 n= 3 n= 4

Sex, male, n (%) 4 (100) 3 (100) 1 (25)

Time spent practicing in specialty (years) 2–30 8–25 1.5–15
Number of PD patients seen per year 50–500 3–10b 70–150
Clinicians see patients as, n (%)

Public 0 (0) 0 (0) 4 (100)c

Private 3 (75) 1 (33.3) 0 (0)

Public and private 1 (25) 2 (66.7) 0 (0)

Practice locationd, n (%)

Major cities 4 (100) 2 (66.7) 4 (100)

Inner regional 2 (50) 2 (66.7) 4 (100)

Outer regional 0 (0) 0 (0) 2 (50)

aData reported as n (%) or range.
b1 General Practitioner indicated they have 0–5 patients with PD at any one time point, thus the rounded average of 3 was taken.
cAll PD nurse specialists in this study were funded by Parkinson's NSW and/or the NSW state government.
dPractice location was classified using the Australian Statistical Geography Standard Remoteness Areas Structure 2021 [43].
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3.2 | Triggers for Referral

There were inconsistencies in referral patterns to allied health
between and within clinicians, with referrals occurring pre-
dominantly in response to symptom progression. All clinicians
reported referring PwPD to PT and/or exercise physiology (EP),
with most referrals occurring reactively in response to balance
impairments, bradykinesia, dystonia, falls or mobility issues.
Musculoskeletal injuries or respiratory impairments would
result in a PT rather than EP referral. Few clinicians reported
referring to PT and/or EP in early‐mid stage disease to assist
PwPD to establish exercise programmes; PDNSs were most
likely to refer for this reason. The next most common disci-
plines that clinicians referred to were SP and OT, then dietetics,
psychology and counselling. The timing of referral to SP was
predominantly in later stage disease, in response to speech or
swallowing impairments. However, PDNSs described they
would refer some PwPD to SP earlier for swallowing assess-
ments before marked impairments. Referrals to OT, dietetics,
psychology and counselling occurred in response to symptom
progression, with triggers including the need for home modi-
fications for safety, malnutrition risk or being overweight, and
psychological distress, respectively. Only one clinician, a PDNS,
reported referring to SW whilst physicians described a lack of
SW access outside of the hospital system.

3.3 | Themes: Factors Influencing Referrals

Five main themes were identified that aligned with the
Levesque model of access: approachability; availability and
accommodation; affordability and ability to pay; appropriate-
ness of allied health services; and perceptions of patient's ability
to access [45]. The first four themes predominantly relate to
supply‐side determinants. Affordability and ability to pay were
combined in this study given it was difficult to differentiate
between affordability and the clinician's perception of a pa-
tient's ability to pay. The perceptions of a patient's ability to
access theme combines the remaining demand‐side dimensions
of a patient's ability to interact with services. Given this study
interviewed clinicians and not PwPD, this theme incorporates
how clinicians perceived their patient's ability to interact with
healthcare services.

3.3.1 | Approachability

All clinicians in this study wanted to refer to allied health and
were aware of potential triggers for referral to each allied health
discipline, including at different disease stages. However, cli-
nicians experienced challenges in relation to the approacha-
bility of allied health service providers.

GPs and PDNSs tended to work in similar geographical areas to
where their patients lived, so were more aware of local allied
health services. PwPD often travelled to see neurologists and
therefore neurologists had difficulty identifying appropriate
allied health practices local to the patient.

I tend to rely on Google a lot. Sometimes when the

patient's in with me. So, unless someone pops up

immediately in that area I mean, I wouldn't know where

to look…
(Neuro‐2)

GPs reported on‐site allied health services were easier
to refer to and communicate with, but outside of this
were sometimes unsure of available practices locally.
They reported utilising networking to build links to
locally available and appropriate allied health practices
over time.

So, my previous workplace, the OT and the EPs were

actually on site […] So those two, I did refer […] But if I
was working in a mainstream general practice where

those things were not available and they were not aged

care appropriate then I'm not sure how much referral I

would have done.
(GP‐3)

I suppose in the way that you sort of get a sense of who's

[allied health] in the area after a while […] or they're

people I have just come to know through informal

networks.
(GP‐1)

PDNSs were the most linked in with local allied health practices
in the area and reported that often neurologists approached
them to refer patients to allied health.

70% of our patients are travelling out of [regional] area[s]

to [metropolitan areas] to see, fly in, fly out neurologists.

And those neurologists don't necessarily know what is

available in their area. So, they often will just ask in their

letter that this be arranged.

(PDNS‐1)

In terms of approachability when utilising a funding scheme,
GPs and one neurologist reported difficulties navigating the
NDIS system, including lack of clarity about eligibility
criteria and the administrative burden involved to support
applications.

NDIS it's all a big headache… They say, oh, you need to

do a letter for these people […] [there's] no time to do

all things. So, I think what I tend to do is to go oh you

know, Parkinson's NSW, someone from NDIS and you

can work with them and then effectively if you need a

letter to confirm your diagnosis, I'm your doctor,

that's fine.
(Neuro‐3)

It's not a medical programme, NDIS… It's like disability

support and their social welfare programmes have

nothing to do with health and medicine. So, their criteria

is foreign to us.
(GP‐2)
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Similarly, one GP reported difficulty in organising My Aged
Care providers and a lack of communication between them-
selves and providers.

some patients… could access… additional allied health

through home care package […] But I don't know,

strangely, whenever I try to access it then you end up

having to talk to the ca[se]… manager and then things

don't really happen… the communication between

me and them […] I was never happy with that

relationship.
(GP‐3)

3.3.2 | Availability and Accommodation

Clinicians reported a lack of availability of allied
health services, particularly in the public system and in
regional areas. A lack of adequate staffing contributed to
insufficient service availability and long waitlists in the
public system.

so patients I see in the public system… will

usually have to seek allied health services outside of

the public system. Because, you know, the services are

already so stretched […] Private system, I mean there's

so many options for people. As long as cost isn't an

issue then you can access pretty quickly physiotherapy

services.
(Neuro‐2)

I feel like a city… they've got lots of resources. I just wish it

was like even spread […] staffing these services have been
really challenging. So, we have a referral pathway but

we'll soon find out that especially private, they move on so

frequently.
(PDNS‐2)

Service availability was further limited when clinicians
attempted to refer their patients to MDTs. PDNSs were more
aware of MDT options that were local to the patient. However,
in regional areas, changing availability of MDT providers pre-
sented challenges. PDNSs and a neurologist also described that
even when they located an appropriate MDT, not all disciplines
may be available.

So, in [regional] area, we have… an MDT team that do

sort of rehabilitation. So… there's an OT, a physio, a

speech pathologist and a social worker. Unfortunately,

because in the regional areas they sort of staffing these

positions can be quite difficult. And so there's always one

discipline that's not there.
(PDNS‐2)

Clinicians reported that when an appropriate PD service was
available, sometimes eligibility criteria, such as needing to
reside within a specific geographical area, excluded PwPD from
accessing the service. Additionally, clinicians highlighted that

when there was a lack of local services, the option of telehealth
was not always feasible for older PwPD. Regional PwPD would
sometimes have to travel to metropolitan areas to access
available and appropriate allied health. For PwPD living close to
interstate borders, access was further complicated by having to
navigate another state's healthcare system.

so even out at [regional town] when I've tried to refer

people… with significant swallowing difficulties, they tried

so hard to get in to see someone. So, I ended up getting a

referral for someone in [metropolitan area] and they did

a nice swift review of the patient and then followed them

up with telehealth.
(PDNS‐3)

3.3.3 | Affordability and Ability to Pay

Clinicians reported that costs of allied health services played a
significant role in preventing PwPD from accessing allied health
care or affording ongoing care. Although GP management plans
and mental health care plans could assist PwPD in accessing
more affordable allied health, there were insufficient sessions
for PwPD to access the care they needed.

when we're talking about like GP management plan and

Team Care arrangement… many patients who are older

often already use the full 5, usually podiatry […] So, once
you do that, then there's no more management plan

rebates.
(GP‐3)

Due to the lack of affordability of private services, many clini-
cians referred PwPD to public services, however then availa-
bility becomes a problem.

we can send them to the hospital outpatient services [if

they cannot afford private allied health]. It just takes a

bit of time to sometimes link them in.
(GP‐1)

PDNSs often organised allied health services through a My
Aged Care package or the NDIS if eligible, to reduce the cost
burden.

If they're under the NDIS or My Aged Care, I will contact

their coordinator for their package… and say, “who do I

need to refer them to?” So, it's usually a private allied

health professional and they can help me facilitate that

so that it's all still included under the package, so that the

person's not out‐of‐pocket.
(PDNS‐4)

Due to high healthcare costs and limited ability to pay, clini-
cians described how patients would not go ahead with ap-
pointments despite recommendations.
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So, I refer people and the speech path people, they're

great. They'll go to your home. It's a mobile service. Yeah,

the problem is it's so expensive. It's hundreds of dollars

per visit and they do a great job, but they [the patients]

don't want to pay. So, they cancel… Once they hear the

price, they won't have it.
(Neuro‐4)

3.3.4 | Appropriateness

Neurologists and GPs reported a lack of, or difficulty locating,
neurologically or PD trained allied health clinicians, whilst
PDNSs were better linked in with appropriately trained
clinicians.

speech pathology is a good example. We've just kind of

written a list of everyone we know who is around. And I

try to limit that list to everyone we know who is around

that has LSVT or speak out training.
(PDNS‐1)

The other issue is that many patients tell me that

many of allied health, for instance, physiotherapists

may be sports oriented or actually injury oriented

and… it's not like they are particularly have a

special interest in aged care… So, they don't feel that

they're getting good experience. So, finding the right

sort of allied health can be challenging in the private

system.
(GP‐3)

Neurologists said that a database of allied health clinicians
specialised in treating PD or neurological disorders would be
helpful.

it would be useful to have some kind of… database of

practitioners who are interested in treating movement

disorders […] it would be helpful to know whether there

are particular practitioners who are… interested in

that area.
(Neuro‐2)

Clinicians also expressed dissatisfaction with the inability to
choose an allied health provider, especially a PD trained
allied health provider, when accessing care through My
Aged Care.

Then when it comes to the private system… if we can get

them into a home care package, it depends what provider

is available. I certainly can provide a list of people that

have experience with Parkinson's, but it really comes

down to providers, and in a regional area that's been,

there's been a shortage as well.
(PDNS‐2)

3.3.5 | Perceptions of Patient's Ability to Access

Clinicians' perceptions of patient's ability to access allied health
care combines the four remaining demand‐side determinants of
ability to perceive, seek, reach and engage [45].

A patient's ability to perceive, seek and engage all impacted
their involvement with allied health interventions. Patients'
health literacy, knowledge and beliefs all contributed to how
willing they were to engage in allied health therapies. Neurol-
ogists and GPs described how some PwPD viewed taking
medication as easier or superior to allied health interventions,
impacting their decision to start allied health therapies, moti-
vation to participate and level of involvement in ongoing ther-
apy. Due to patient autonomy and capacity to choose,
physicians reported that although they counselled these pa-
tients on the benefits of allied health, not all patients would
engage.

Patients will take a tablet that don't want to exercise,

but they'll do that because it's easiest. It's time con-

suming… you got an hour with the physiotherapist. It

might take you an hour and a half to get there, an hour

and half to get back. You've lost half your day for

an hour of therapy.

(Neuro‐3)

the medical dogma seems to place primacy on generally

on pills, unfortunately. And you know so much our job

is always just trying to counsel patients in general of

the utility of… a holistic appraisal of the situation

and… nonpharmacological therapy and the impor-

tance of the allied health disciplines […] some patients

I find have their own intrinsic biases or prejudices

against exercise and you know, nutrition or other

lifestyle education […] I find it's still difficult to get all

of them over the line on it.
(GP‐1)

Lack of transport or issues with personal mobility were
described by GPs and PDNSs as limiting what allied health
services PwPD could access. This ability to reach healthcare
deteriorates as the disease progresses.

we can talk to them about increasing taxis, subsidies and

transport support and things like that. So, getting to

places is hard, particularly as the disease progresses.
(GP‐2)

4 | Discussion

This study is the first to explore the allied health referral pat-
terns of neurologists, GPs and PDNSs treating PwPD in Aus-
tralia, including their management priorities, triggers for and
barriers to referral. Referrals were predominantly reactive and
triggered in response to symptom progression. Significant
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barriers to referral were encountered as described by the
Levesque model of healthcare access [45].

All clinicians included education, medication and consideration
of allied health referral in their management plans for PwPD,
with PDNSs additionally performing care coordination. The
care coordination role of PDNSs was facilitated by longer ap-
pointment durations compared to GPs and neurologists. PDNSs
were funded by Parkinson's NSW and/or the state government,
meaning that PwPD did not have to pay for appointments. The
longer appointments, the focus on care coordination and their
increased awareness of local allied health providers places
PDNSs in the unique position of having the time to screen for
and consider the need for allied health referral, which has and
continues to be a barrier to referral, particularly for physicians
[19, 32].

The allied health disciplines which clinicians most commonly
referred PwPD to were PT (and/or EP), SP and OT, consistent
with previous international studies [19, 21, 30, 47, 48]. Clini-
cians referred to psychology and dietetics less frequently, which
may be due to the absence of symptoms requiring referral, or
may reflect the lack of availability of both individual providers
and integrated care models for PwPD [49]. Allied health refer-
rals were mostly reactive and triggered by symptom progres-
sion, in contrast to the NICE guidelines for PD [27] which
advises referral to PT, OT, SP in the early stages of PD, and
referral to dietetics without specifying timelines. Some clini-
cians, predominantly PDNSs, reported making earlier referrals
to PT and/or EP, which may be due to their awareness of the
large evidence base supporting physiotherapy and exercise
interventions for PwPD [6, 50–52], particularly as an early
intervention. Given that PwPD in early‐stage disease can have
impairments in cognition, speech, gait, balance and activities of
daily living [2, 14, 53, 54], delays in referral to allied health may
result in suboptimal care [21].

The reactive nature of allied health referrals may be due to a
focus on medication as the primary management strategy for PD,
rather than considering medication in conjunction with allied
health. A lack of physician recognition regarding early disability
and the benefits of allied health interventions during early dis-
ease stages [19, 26, 32] may also delay allied health referrals,
particularly for GPs who may not read PD specific journals or
guidelines [30]. Inconsistencies in recommendations, such as
highlighting that EP, PT and OT management are important in
early‐stage PD but encouraging PwPD to be self‐sufficient with
an exercise programme [6], may further contribute. Clearer
recommendations about when to encourage self‐management
and when to initiate a referral for specific allied health disciplines
are needed to ensure proactive referrals can be made.

In Australia, the healthcare system tends to respond reactively
as a whole, with a focus on treating acute conditions rather than
on prevention [55, 56]. Only 1.3% of total health expenditure
was dedicated to prevention, lower than the expenditure in
other western countries such as United Kingdom and USA [57].
A government report on chronic conditions found that patients
experienced uncoordinated and fragmented care, difficulties
finding approachable and appropriate services, as well as
affordability, transport and mobility issues [58], highlighting

the difficulties people with chronic conditions encounter when
attempting to access appropriate care.

Clinicians in this study all wanted to refer to allied health and
discussed attempts at early referral. However, they were hin-
dered by a lack of awareness of approachable, available,
affordable or appropriate allied health services, with percep-
tions of patient's abilities also impacting access. The difficulty
locating approachable allied health professionals with appro-
priate training was highlighted by American neurologists, who
requested an identified network of allied health professionals
who had PD expertise [59], matching our neurologists' requests
for such a database. Lack of availability of allied health services,
particularly in regional areas, is well known [47, 60, 61].
Another Australian study [47] found that 80% of PwPD in
metropolitan areas accessed allied health compared to only 62%
in regional areas. Globally, PwPD residing in regional areas also
experienced the burden of travelling long distances to access
healthcare and long waitlists, with transport and personal
mobility limitations further complicating access, particularly as
the disease progressed [60–62].

Accessing affordable healthcare services is one of the most
significant barriers experienced by PwPD and the cost burden
increases as the disease progresses [60, 63–65]. A lack of
affordable allied health providers was a barrier to PwPD ac-
cessing care or accessing enough care. This affordability issue
has been similarly reported in relation to general healthcare
access, with Australians either not seeking or delaying GP
treatment and not taking prescribed medications due to co‐
payment and out‐of‐pocket costs [57]. An Australian study [64]
reported substantial out‐of‐pocket healthcare costs for PwPD. The
cost burden of medications and specialist appointments is ten times
higher than the relatively small cost of allied health [64]. Similarly,
an American study noted that for advanced PD, outpatient medical
costs (including medications) were six times more than home
health services comprising nursing and allied health [65]. Given
that allied health interventions are cost effective and contribute to
reduced overall healthcare costs [66, 67], improved access to
affordable allied health care would lead to improved patient out-
comes while reducing healthcare costs.

Clinicians' perceptions of a patient's ability to perceive, seek,
reach and engage with health care all influenced the extent to
which they perceived their patients would participate with
allied health interventions. It has been hypothesised that PwPD
may choose not to engage with allied health if they deem the
time, cost and travel burden as outweighing the potential ben-
efits gained [30]. In our study, clinicians noted that patient
perceptions such as medications being superior to allied health,
as well as mobility or transport limitations, affected PwPD's
desire to seek or access allied health care.

The lack of availability of and referral to MDT is similar
between Australia and internationally [21]. Although single
discipline referral rates ranged from 15.3% to 66.7%, multi-
disciplinary referral rates were < 10% [21]. Overall, higher rates
of MDT referral were observed at expert care centres and with
the inclusion of countries such as the Netherlands which has
ParkinsonNet [68], a national network of PD trained clinicians.
Differences in affordability and regional access were thought to
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impact referral rates, as described in our study. Given the evi-
dence for MDTs and their role in improving quality of life and
function [2, 21–23, 26, 27], clinicians treating PwPD should
consider a multidisciplinary referral rather than simply referrals
to single disciplines.

The implementation of an MDT model such as ParkinsonNet
could improve care quality, health outcomes and costs [66, 67, 69],
however, this model would need to be adapted to account for the
geographical spread of the Australian population. Establishing an
MDT model for PD in Australia could be based on successful,
existing Australian models such as the MDT cancer care model
which provides a timely, integrated and coordinated approach to
care from time of diagnosis for all patients [46, 70]. A key com-
ponent of the cancer care model is the availability of databases that
enable searches by cancer type, specialty, geographical location
and preferred language to locate specialists who are members of
an MDT [71]. Implementation of such a database for PwPD within
Australia would enable early and regular MDT access and remove
the barriers of approachability and appropriateness. Telemedicine
could be utilised in areas where there are no appropriately trained
allied health providers to link local therapists with clinical spe-
cialists, improving service delivery and building local workforce
capacity. Principles from the MDT rehabilitation recommenda-
tions [29] could be utilised to ensure all allied health disciplines
provide proactive and consistent care from diagnosis. Additionally,
intensive bouts of tailored interventions could be provided when
deterioration in PwPD is noted [26]. To ensure that all PwPD
receive comprehensive and coordinated care, every patient should
have their own care coordinator. In Australia, we see PDNSs in
regional areas fulfilling this role, elsewhere GPs and practice
nurses may be best placed to do this as part of a shared care model
with neurologists. Although MDT referral is recommended from
diagnosis by expert consensus [29], further research evidence and
guidelines supporting MDTs would better enable implementation
of MDT care in clinical practice.

A limitation of this study is that all GPs and neurologists inter-
viewed were male. However, it is not expected that patterns of
referral by physicians to allied health would be linked to the cli-
nician's sex. The findings from this study are specific to the Aus-
tralian healthcare system, particularly NSW, as this is where all
clinicians practiced. The sample of GPs interviewed were noted to
have a particular interest in aged care, chronic conditions or PD,
therefore their referral practices may not be reflective of all GPs.

In summary, we found that neurologists, GPs and PDNSs pre-
dominantly referred to individual allied health disciplines, with
MDT referrals occurring less frequently. Factors hindering
referral to allied health were identified across both supply‐side
and demand‐side determinants of the Levesque model [45]. The
implementation of an MDT model based on ParkinsonNet and
successful cancer care models in Australia could enable early
and regular MDT access, potentially improving quality of life
and function in PwPD.

Acknowledgements

The authors would like to thank Professor Victor Fung for his assistance
with recruitment. The authors would also like to thank the clinicians

who participated in this study. Open access publishing facilitated by
The University of Sydney, as part of the Wiley ‐ The University of
Sydney agreement via the Council of Australian University Librarians.
Author Cassandra Wong is supported by an Australian Government
Research Training Program (RTP) Scholarship.

Ethics Statement

This study was approved by The University of Sydney Human Research
Ethics Committee (2022/668).

Consent

All participants provided oral or written informed consent before data
collection.

Conflicts of Interest

The authors declare no conflicts of interest.

Data Availability Statement

The data that support the findings of this study are available from the
corresponding author upon reasonable request.

References

1. World Health Organization. Parkinson Disease, accessed July 29,
2024, https://www.who.int/news-room/fact-sheets/detail/parkinson-
disease#:~:text=Assessment%20and%20disease%20burden&text=
Global%20estimates%20in%202019%20showed,of%20over%20100%25%
20since%202000.

2. S. H. Keus, M. Munneke, M. Graziano, et al., European Physio-
therapy Guideline for Parkinson's Disease (2014).

3. P. L. Wu, M. Lee, and T. T. Huang, “Effectiveness of Physical Activity
on Patients With Depression and Parkinson's Disease: A Systematic
Review,” PLoS One 12, no. 7 (2017): e0181515, https://doi.org/10.1371/
journal.pone.0181515.

4. M. Swales, D. Theodoros, A. J. Hill, and T. Russell, “Communi-
cation and Swallowing Changes, Everyday Impacts and Access to
Speech‐Language Pathology Services for People With Parkinson's
Disease: An Australian Survey,” International Journal of Speech‐
Language Pathology 23, no. 1 (2021): 70–82, https://doi.org/10.1080/
17549507.2020.1739332.

5. D. L. M. Radder, I. H. Sturkenboom, M. van Nimwegen, S. H. Keus,
B. R. Bloem, and N. M. de Vries, “Physical Therapy and Occupational
Therapy in Parkinson's Disease,” International Journal of Neuroscience 127,
no. 10 (2017): 930–943, https://doi.org/10.1080/00207454.2016.1275617.

6. S. Waller, L. Williams, H. Morales‐Briceño, and V. S. Fung, “The
Initial Diagnosis and Management of Parkinson's Disease,” Australian
Journal of General Practice 50 (2021): 793–800.

7. A. Tosserams, N. M. de Vries, B. R. Bloem, and J. Nonnekes,
“Multidisciplinary Care to Optimize Functional Mobility in Parkinson
Disease,” Clinics in Geriatric Medicine 36, no. 1 (2020): 159–172, https://
doi.org/10.1016/j.cger.2019.09.008.

8. E. Welsby, S. Berrigan, and K. Laver, “Effectiveness of Occupational
Therapy Intervention for People With Parkinson's Disease: Systematic
Review,” Australian Occupational Therapy Journal 66, no. 6 (2019):
731–738, https://doi.org/10.1111/1440-1630.12615.

9. C. G. Canning, C. Sherrington, S. R. Lord, et al., “Exercise for Falls Pre-
vention in Parkinson Disease: A Randomized Controlled Trial,” Neurology
84, no. 3 (2015): 304–312, https://doi.org/10.1212/wnl.0000000000001155.

10. K. Chivers Seymour, R. Pickering, L. Rochester, et al., “Multicentre,
Randomised Controlled Trial of PDSAFE, a Physiotherapist‐Delivered
Fall Prevention Programme for People With Parkinson's,” Journal of

9 of 11

https://www.who.int/news-room/fact-sheets/detail/parkinson-disease#:&#x0007E;:text=Assessment%20and%20disease%20burden%26text=Global%20estimates%20in%202019%20showed,of%20over%20100%25%20since%202000
https://www.who.int/news-room/fact-sheets/detail/parkinson-disease#:&#x0007E;:text=Assessment%20and%20disease%20burden%26text=Global%20estimates%20in%202019%20showed,of%20over%20100%25%20since%202000
https://www.who.int/news-room/fact-sheets/detail/parkinson-disease#:&#x0007E;:text=Assessment%20and%20disease%20burden%26text=Global%20estimates%20in%202019%20showed,of%20over%20100%25%20since%202000
https://www.who.int/news-room/fact-sheets/detail/parkinson-disease#:&#x0007E;:text=Assessment%20and%20disease%20burden%26text=Global%20estimates%20in%202019%20showed,of%20over%20100%25%20since%202000
https://doi.org/10.1371/journal.pone.0181515
https://doi.org/10.1371/journal.pone.0181515
https://doi.org/10.1080/17549507.2020.1739332
https://doi.org/10.1080/17549507.2020.1739332
https://doi.org/10.1080/00207454.2016.1275617
https://doi.org/10.1016/j.cger.2019.09.008
https://doi.org/10.1016/j.cger.2019.09.008
https://doi.org/10.1111/1440-1630.12615
https://doi.org/10.1212/wnl.0000000000001155


Neurology, Neurosurgery & Psychiatry 90, no. 7 (2019): 774–782, https://
doi.org/10.1136/jnnp-2018-319448.

11. M. K. Mak, I. S. Wong‐Yu, X. Shen, and C. L. Chung, “Long‐Term
Effects of Exercise and Physical Therapy in People With Parkinson
Disease,” Nature Reviews Neurology 13, no. 11 (2017): 689–703, https://
doi.org/10.1038/nrneurol.2017.128.

12. B. M. Doucet, I. Franc, and E. G. Hunter, “Interventions Within the
Scope of Occupational Therapy to Improve Activities of Daily Living,
Rest, and Sleep in People With Parkinson's Disease: A Systematic
Review,” American Journal of Occupational Therapy 75, no. 3 (2021):
7503190020, https://doi.org/10.5014/ajot.2021.048314.

13. K. Dashtipour, A. Tafreshi, J. Lee, and B. Crawley, “Speech Dis-
orders in Parkinson's Disease: Pathophysiology, Medical Management
and Surgical Approaches,” Neurodegenerative Disease Management 8,
no. 5 (2018): 337–348, https://doi.org/10.2217/nmt-2018-0021.

14. H. Kalf, B. Swart, de, M. Bonnier‐Baars, et al., Guidelines for Speech‐
Language Therapy in Parkinson's Disease (National Parkinson Foun-
dation, 2011).

15. L. Ramig, A. Halpern, J. Spielman, C. Fox, and K. Freeman, “Speech
Treatment in Parkinson's Disease: Randomized Controlled Trial
(RCT),” Movement Disorders 33, no. 11 (2018): 1777–1791, https://doi.
org/10.1002/mds.27460.

16. N. Zarotti, F. J. R. Eccles, J. A. Foley, et al., “Psychological Inter-
ventions for People With Parkinson's Disease in the Early 2020s: Where
Do We Stand?,” Psychology and Psychotherapy: Theory, Research and
Practice 94, no. 3 (2020): 760–797.

17. British Psychological Society, Psychological Interventions for People
With Huntington's Disease, Parkinson's Disease, Motor Neurone Dis-
ease, and Multiple Sclerosis: Evidence‐Based Guidance Leicester,
UK (2021).

18. M. T. M. Hu, R. Butterworth, V. Kumar, et al., “How Common and
What Are the Determinants of Sub‐Optimal Care for Parkinson's Dis-
ease Patients: The Milton Keynes Community Study,” Parkinsonism &
Related Disorders 17, no. 3 (2011): 177–181, https://doi.org/10.1016/j.
parkreldis.2010.12.012.

19. M. J. Nijkrake, S. H. J. Keus, R. A. B. Oostendorp, et al., “Allied
Health Care in Parkinson's Disease: Referral, Consultation, and Pro-
fessional Expertise,” Movement Disorders 24, no. 2 (2009): 282–286,
https://doi.org/10.1002/mds.22377.

20. M. R. Rafferty, E. Nettnin, J. G. Goldman, and J. MacDonald,
“Frameworks for Parkinson's Disease Rehabilitation Addressing When,
What, and How,” Current Neurology and Neuroscience Reports 21, no. 3
(2021): 12, https://doi.org/10.1007/s11910-021-01096-0.

21. A. C. Roberts, M. R. Rafferty, S. S. Wu, et al., “Patterns and
Predictors of Referrals to Allied Health Services for Individuals With
Parkinson's Disease: A Parkinson's Foundation (PF) Qii Study,”
Parkinsonism & Related Disorders 83 (2021): 115–122, https://doi.org/10.
1016/j.parkreldis.2020.11.024.

22. M. Monticone, E. Ambrosini, A. Laurini, B. Rocca, and C. Foti,
“In‐Patient Multidisciplinary Rehabilitation for Parkinson's Disease: A
Randomized Controlled Trial,” Movement Disorders 30, no. 8 (2015):
1050–1058, https://doi.org/10.1002/mds.26256.

23. R. Rajan, L. Brennan, B. R. Bloem, et al., “Integrated Care in Par-
kinson's Disease: A Systematic Review and Meta‐Analysis,” Movement
Disorders 35, no. 9 (2020): 1509–1531, https://doi.org/10.1002/mds.28097.

24. M. A. van der Marck, M. Munneke, W. Mulleners, et al., “Integrated
Multidisciplinary Care in Parkinson's Disease: A Non‐Randomised,
Controlled Trial (IMPACT),” Lancet Neurology 12, no. 10 (2013):
947–956, https://doi.org/10.1016/S1474-4422(13)70196-0.

25. S. C. Lidstone, M. Bayley, and A. E. Lang, “The Evidence for Multi-
disciplinary Care in Parkinson's Disease,” Expert Review of Neurotherapeutics
20, no. 6 (2020): 539–549, https://doi.org/10.1080/14737175.2020.1771184.

26. T. D. Ellis, C. Colón‐Semenza, T. R. DeAngelis, et al., “Evidence for
Early and Regular Physical Therapy and Exercise in Parkinson's Dis-
ease,” Seminars in Neurology 41, no. 2 (2021): 189–205, https://doi.org/
10.1055/s-0041-1725133.

27. National Institute for Health and Care Excellence. Parkinson's dis-
ease in adults. 2017; (NICE Guideline 71).

28. G. González‐Ramos, E. V. Cohen, V. Luce, and M. J. González,
“Clinical Social Work in the Care of Parkinson's Disease: Role, Func-
tions, and Opportunities in Integrated Health Care,” Social Work in
Health Care 58, no. 1 (2019): 108–125, https://doi.org/10.1080/
00981389.2018.1544600.

29. J. G. Goldman, D. Volpe, T. D. Ellis, et al., “Delivering Multi-
disciplinary Rehabilitation Care in Parkinson's Disease: An Interna-
tional Consensus Statement,” Journal of Parkinson's Disease 14, no. 1
(2024): 135–166, https://doi.org/10.3233/jpd-230117.

30. M. E. Fullard, D. P. Thibault, A. Hill, et al., “Utilization of Rehabilitation
Therapy Services in Parkinson Disease in the United States,” Neurology 89,
no. 11 (2017): 1162–1169, https://doi.org/10.1212/wnl.0000000000004355.

31. L. Agley, P. Hartley, and L. Lafortune, “Exercise and Physical
Activity Promotion for People Newly Diagnosed With Parkinson's
Disease: A UK Survey Exploring Current Practice and the Views of
Healthcare Professionals,” Physiotherapy 122 (2024): 17–26, https://doi.
org/10.1016/j.physio.2023.12.004.

32. J. Domingos, M. Coelho, and J. J. Ferreira, “Referral to Rehabilita-
tion in Parkinson's Disease: Who, When and to What End?,” Arquivos
de Neuro‐psiquiatria 71, no. 12 (2013): 967–972, https://doi.org/10.1590/
0004-282x20130209.

33. Australian Government: Department of Health and Aged Care,
About Allied Health Care. Updated 26/07/23, accessed April 12, 2024,
https://www.health.gov.au/topics/allied-health/about.

34. Allied Health Professions Australia, Access to Allied Health Ser-
vices, accessed April 12, 2024, https://ahpa.com.au/access-to-allied-
health-services/#:~:text=Allied%20health%20services%20can%
20usually,centres%20also%20accept%20self%2Dreferral.

35. Services Australia, Mental Health Care and Medicare, accessed April
12, 2024, https://www.servicesaustralia.gov.au/mental-health-care-and-
medicare?context=60092.

36. Services Australia, Chronic Disease GP Management Plans and
Team Care Arrangements, accessed April 12, 2024, https://www.
servicesaustralia.gov.au/chronic-disease-gp-management-plans-and-
team-care-arrangements#a1.

37. National Disability Insurance Agency, Applying to access the
NDIS: Am I eligible, accessed January 24, 2025, https://www.ndis.gov.
au/applying-access-ndis/am-i-eligible.

38. Australian Government: Department of Veterans' Affairs, Eligibility
for Benefits and Payments, accessed January 24, 2025, https://www.dva.
gov.au/get-support/financial-support/income-support/eligibility-
benefits-and-payments.

39. Australian Government: Myagedcare, Am I Eligible? accessed Jan-
uary 24, 2025, https://www.myagedcare.gov.au/am-i-eligible.

40. A. O. A. Plouvier, T. C. Olde Hartman, C. E. M. Verhulst,
B. R. Bloem, C. van Weel, and A. L. M. Lagro‐Janssen, “Parkinson's
Disease: Patient and General Practitioner Perspectives on the Role of
Primary Care,” Family Practice 34, no. 2 (2017): 227–233, https://doi.
org/10.1093/fampra/cmw115.

41. H. Lennaerts, M. Groot, B. Rood, et al., “A Guideline for Parkinson's
Disease Nurse Specialists, With Recommendations for Clinical Practice,”
Journal of Parkinson's Disease 7 (2017): 749–754, https://doi.org/10.3233/
JPD-171195.

42. Australian Bureau of Statistics, National, State and Territory Population,
accessed August 15, 2024, https://www.abs.gov.au/statistics/people/
population/national-state-and-territory-population/latest-release.

10 of 11 Journal of Evaluation in Clinical Practice, 2025

https://doi.org/10.1136/jnnp-2018-319448
https://doi.org/10.1136/jnnp-2018-319448
https://doi.org/10.1038/nrneurol.2017.128
https://doi.org/10.1038/nrneurol.2017.128
https://doi.org/10.5014/ajot.2021.048314
https://doi.org/10.2217/nmt-2018-0021
https://doi.org/10.1002/mds.27460
https://doi.org/10.1002/mds.27460
https://doi.org/10.1016/j.parkreldis.2010.12.012
https://doi.org/10.1016/j.parkreldis.2010.12.012
https://doi.org/10.1002/mds.22377
https://doi.org/10.1007/s11910-021-01096-0
https://doi.org/10.1016/j.parkreldis.2020.11.024
https://doi.org/10.1016/j.parkreldis.2020.11.024
https://doi.org/10.1002/mds.26256
https://doi.org/10.1002/mds.28097
https://doi.org/10.1016/S1474-4422(13)70196-0
https://doi.org/10.1080/14737175.2020.1771184
https://doi.org/10.1055/s-0041-1725133
https://doi.org/10.1055/s-0041-1725133
https://doi.org/10.1080/00981389.2018.1544600
https://doi.org/10.1080/00981389.2018.1544600
https://doi.org/10.3233/jpd-230117
https://doi.org/10.1212/wnl.0000000000004355
https://doi.org/10.1016/j.physio.2023.12.004
https://doi.org/10.1016/j.physio.2023.12.004
https://doi.org/10.1590/0004-282x20130209
https://doi.org/10.1590/0004-282x20130209
https://www.health.gov.au/topics/allied-health/about
https://ahpa.com.au/access-to-allied-health-services/#:&#x0007E;:text=Allied%20health%20services%20can%20usually,centres%20also%20accept%20self%2Dreferral
https://ahpa.com.au/access-to-allied-health-services/#:&#x0007E;:text=Allied%20health%20services%20can%20usually,centres%20also%20accept%20self%2Dreferral
https://ahpa.com.au/access-to-allied-health-services/#:&#x0007E;:text=Allied%20health%20services%20can%20usually,centres%20also%20accept%20self%2Dreferral
https://www.servicesaustralia.gov.au/mental-health-care-and-medicare?context=60092
https://www.servicesaustralia.gov.au/mental-health-care-and-medicare?context=60092
https://www.servicesaustralia.gov.au/chronic-disease-gp-management-plans-and-team-care-arrangements#a1
https://www.servicesaustralia.gov.au/chronic-disease-gp-management-plans-and-team-care-arrangements#a1
https://www.servicesaustralia.gov.au/chronic-disease-gp-management-plans-and-team-care-arrangements#a1
https://www.ndis.gov.au/applying-access-ndis/am-i-eligible
https://www.ndis.gov.au/applying-access-ndis/am-i-eligible
https://www.dva.gov.au/get-support/financial-support/income-support/eligibility-benefits-and-payments
https://www.dva.gov.au/get-support/financial-support/income-support/eligibility-benefits-and-payments
https://www.dva.gov.au/get-support/financial-support/income-support/eligibility-benefits-and-payments
https://www.myagedcare.gov.au/am-i-eligible
https://doi.org/10.1093/fampra/cmw115
https://doi.org/10.1093/fampra/cmw115
https://doi.org/10.3233/JPD-171195
https://doi.org/10.3233/JPD-171195
https://www.abs.gov.au/statistics/people/population/national-state-and-territory-population/latest-release
https://www.abs.gov.au/statistics/people/population/national-state-and-territory-population/latest-release


43. Australian Bureau of Statistics, Remoteness Areas: Australian Statistical
Geography Standard (ASGS) Edition 3, accessed August 15, 2024, https://
www.abs.gov.au/statistics/standards/australian-statistical-geography-
standard-asgs-edition-3/jul2021-jun2026/remoteness-structure/remoteness-
areas.

44. V. Braun and V. Clarke, “Using Thematic Analysis in Psychology,”
Qualitative Research in Psychology 3 (2006): 77–101, https://doi.org/10.
1191/1478088706qp063oa.

45. J.‐F. Levesque, M. F. Harris, and G. Russell, “Patient‐Centred Access
to Health Care: Conceptualising Access at the Interface of Health Sys-
tems and Populations,” International Journal for Equity in Health 12,
no. 1 (2013): 18, https://doi.org/10.1186/1475-9276-12-18.

46. J. L. Vardy, R. J. Chan, B. Koczwara, et al., “Clinical Oncology
Society of Australia Position Statement on Cancer Survivorship Care,”
Australian Journal of General Practice 48, no. 12 (2019): 833–836,
https://doi.org/10.31128/AJGP-07-19-4999.

47. M. Lubomski, R. Louise Rushworth, W. Lee, K. Bertram, and
D. R. Williams, “A Cross‐Sectional Study of Clinical Management, and
Provision of Health Services and Their Utilisation, by Patients With Par-
kinson's Disease in Urban and Regional Victoria,” Journal of Clinical
Neuroscience 20, no. 1 (2013): 102–106, https://doi.org/10.1016/j.jocn.2012.
05.015.

48. T. A. Mestre, D. Kessler, D. Côté, et al., “Pilot Evaluation of a
Pragmatic Network for Integrated Care and Self‐Management in Par-
kinson's Disease,” Movement Disorders 36, no. 2 (2021): 398–406,
https://doi.org/10.1002/mds.28332.

49. M. Danoudis, S. E. Soh, and R. Iansek, “Health Care Experiences of
People With Parkinson's Disease in Australia,” BMC Geriatrics 23, no. 1
(2023): 430, https://doi.org/10.1186/s12877-023-04142-3.

50. M. Gamborg, L. G. Hvid, U. Dalgas, and M. Langeskov‐Christensen,
“Parkinson's Disease and Intensive Exercise Therapy — An Updated
Systematic Review and Meta‐Analysis,” Acta Neurologica Scandinavica
145, no. 5 (2022): 504–528, https://doi.org/10.1111/ane.13579.

51. X. Li, Z. Gao, H. Yu, Y. Gu, and G. Yang, “Effect of Long‐Term
Exercise Therapy on Motor Symptoms in Parkinson Disease Patients: A
Systematic Review and Meta‐Analysis of Randomized Controlled Tri-
als,” American Journal of Physical Medicine & Rehabilitation 101, no. 10
(2022): 905–912, https://doi.org/10.1097/phm.0000000000002052.

52. D. L. M. Radder, A. Lígia Silva de Lima, J. Domingos, et al.,
“Physiotherapy in Parkinson's Disease: A Meta‐Analysis of Present
Treatment Modalities,” Neurorehabilitation and Neural Repair 34,
no. 10 (2020): 871–880, https://doi.org/10.1177/1545968320952799.

53. I. H. W. M. Sturkenboom, M. C. E. Thijssen, J. J. Gons‐van Elsacker,
et al., Guidelines for Occupational Therapy in Parkinson's Disease
Rehabilitation (ParkinsonNet/NPF, 2011).

54. L. E. Dibble and T. D. Ellis, “The Sobering and Puzzling Reality of
Rehabilitation Referrals for Parkinson Disease,” Parkinsonism & Related
Disorders 83 (2021): 113–114, https://doi.org/10.1016/j.parkreldis.2021.
01.016.

55. M. Sendall, L. McCosker, K. Crossley, and A. Bonner, “A Structured
Review of Chronic Care Model Components Supporting Transition
Between Healthcare Service Delivery Types for Older People With
Multiple Chronic Diseases,” Health Information Management Journal
46, no. 2 (2017): 58–68, https://doi.org/10.1177/1833358316681687.

56. Australian Health Ministers' Advisory Council (National Strategic
Framework for Chronic Conditions, 2017).

57. R. Calder, R. Dunkin, C. Rochford, and T. Nichols, Australian
Health Services: Too Complex to Navigate (Australian Health Policy
Collaboration, 2019).

58. Commonwealth of Australia Department of Health, Primary Health
Care Advisory Group Final Report: Better Outcomes for People With
Chronic and Complex Health Conditions (Canberra, ACT: Common-
Wealth of Australia, 2016).

59. R. Schwartz, R. Trivedi, C. Gray, K. A. Lorenz, and D. Zulman,
“Neurologist Strategies for Optimizing the Parkinson's Disease Clinical
Encounter,” Journal of Geriatric Psychiatry and Neurology 32, no. 5
(2019): 246–256, https://doi.org/10.1177/0891988719845509.

60. M. S. Zaman, S. Ghahari, and M. A. McColl, “Barriers to Accessing
Healthcare Services for People With Parkinson's Disease: A Scoping
Review,” Journal of Parkinson's Disease 11, no. 4 (2021): 1537–1553,
https://doi.org/10.3233/jpd-212735.

61. E. O' Shea, A. Rukundo, G. Foley, T. Wilkinson, and S. Timmons,
“Experiences of Health Service Access: A Qualitative Interview Study of
People Living With Parkinson's Disease in Ireland,” Health
Expectations: An International Journal of Public Participation in
Health Care and Health Policy 27, no. 1 (2024): e13901, https://doi.
org/10.1111/hex.13901.

62. M. J. Elson, E. A. Stevenson, B. A. Feldman, et al., “Telemedicine for
Parkinson's Disease: Limited Engagement Between Local Clinicians
and Remote Specialists,” Telemedicine and E‐Health 24, no. 9 (2018):
722–724, https://doi.org/10.1089/tmj.2017.0210.

63. E. M. L. Soh, S. Neo, S. E. Saffari, et al., “Longitudinal Healthcare
Utilization and Costs in Parkinson's Disease: Pre‐Diagnosis to 9 Years
After,” Journal of Parkinson's disease 12, no. 3 (2022): 957–966, https://
doi.org/10.3233/JPD-212982.

64. S. Bohingamu Mudiyanselage, J. J. Watts, J. Abimanyi‐Ochom,
et al., “Cost of Living With Parkinson's Disease Over 12 Months in
Australia: A Prospective Cohort Study,” Parkinson's Disease 2017 (2017):
1–13, https://doi.org/10.1155/2017/5932675.

65. N. Dahodwala, P. Li, J. Jahnke, et al., “Burden of Parkinson's Dis-
ease by Severity: Health Care Costs in the U.S. Medicare Population,”
Movement Disorders 36, no. 1 (2021): 133–142, https://doi.org/10.1002/
mds.28265.

66. J. H. L. Ypinga, N. M. de Vries, L. H. H. M. Boonen, et al., “Effec-
tiveness and Costs of Specialised Physiotherapy Given via Parkinson-
Net: A Retrospective Analysis of Medical Claims Data,” Lancet
Neurology 17, no. 2 (2018): 153–161, https://doi.org/10.1016/S1474-
4422(17)30406-4.

67. I. H. W. M. Sturkenboom, J. C. M. Hendriks, M. J. L. Graff, et al.,
“Economic Evaluation of Occupational Therapy in Parkinson's Disease:
A Randomized Controlled Trial,” Movement Disorders 30, no. 8 (2015):
1059–1067, https://doi.org/10.1002/mds.26217.

68. ParkinsonNet, About ParkinsonNet, accessed August 15, 2024,
https://www.parkinsonnet.com/about-parkinsonnet/.

69. B. R. Bloem and M. Munneke, “Revolutionising Management of
Chronic Disease the ParkinsonNet Approach,” BMJ 348 (2014): g1838.

70. N. M. Rankin, M. Lai, D. Miller, et al., “Cancer Multidisciplinary
Team Meetings in Practice. Results From a Multi‐Institutional Quan-
titative Survey and Implications for Policy Change,” Asia‐Pacific
Journal of Clinical Oncology 14 (2018): 74–83.

71. Cancer Institute NSW, Find Cancer Specialists and Hospitals Across
NSW and ACT, accessed June 18, 2024, https://www.canrefer.org.au/.

Supporting Information

Additional supporting information can be found online in the
Supporting Information section.

11 of 11

https://www.abs.gov.au/statistics/standards/australian-statistical-geography-standard-asgs-edition-3/jul2021-jun2026/remoteness-structure/remoteness-areas
https://www.abs.gov.au/statistics/standards/australian-statistical-geography-standard-asgs-edition-3/jul2021-jun2026/remoteness-structure/remoteness-areas
https://www.abs.gov.au/statistics/standards/australian-statistical-geography-standard-asgs-edition-3/jul2021-jun2026/remoteness-structure/remoteness-areas
https://www.abs.gov.au/statistics/standards/australian-statistical-geography-standard-asgs-edition-3/jul2021-jun2026/remoteness-structure/remoteness-areas
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1191/1478088706qp063oa
https://doi.org/10.1186/1475-9276-12-18
https://doi.org/10.31128/AJGP-07-19-4999
https://doi.org/10.1016/j.jocn.2012.05.015
https://doi.org/10.1016/j.jocn.2012.05.015
https://doi.org/10.1002/mds.28332
https://doi.org/10.1186/s12877-023-04142-3
https://doi.org/10.1111/ane.13579
https://doi.org/10.1097/phm.0000000000002052
https://doi.org/10.1177/1545968320952799
https://doi.org/10.1016/j.parkreldis.2021.01.016
https://doi.org/10.1016/j.parkreldis.2021.01.016
https://doi.org/10.1177/1833358316681687
https://doi.org/10.1177/0891988719845509
https://doi.org/10.3233/jpd-212735
https://doi.org/10.1111/hex.13901
https://doi.org/10.1111/hex.13901
https://doi.org/10.1089/tmj.2017.0210
https://doi.org/10.3233/JPD-212982
https://doi.org/10.3233/JPD-212982
https://doi.org/10.1155/2017/5932675
https://doi.org/10.1002/mds.28265
https://doi.org/10.1002/mds.28265
https://doi.org/10.1016/S1474-4422(17)30406-4
https://doi.org/10.1016/S1474-4422(17)30406-4
https://doi.org/10.1002/mds.26217
https://www.parkinsonnet.com/about-parkinsonnet/
https://www.canrefer.org.au/

	'I'm Not Sure Who to Refer You to': Experiences of Clinicians Accessing Allied Health for Their Patients With Parkinson's Disease
	1 Introduction
	2 Methods
	2.1 Data Collection
	2.2 Data Analysis

	3 Results
	3.1 Management
	3.2 Triggers for Referral
	3.3 Themes: Factors Influencing Referrals
	3.3.1 Approachability
	3.3.2 Availability and Accommodation
	3.3.3 Affordability and Ability to Pay
	3.3.4 Appropriateness
	3.3.5 Perceptions of Patient's Ability to Access


	4 Discussion
	Acknowledgements
	Ethics Statement
	Consent
	Conflicts of Interest
	Data Availability Statement
	References
	Supporting Information




