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Executive Summary 
 
“This year the ACCC proposes to examine issues that reduce the extent of health cover and increase 
consumers’ out-of-pocket expenses which have not formed the focus of previous ACCC reports to the Senate. 
 
In particular, the ACCC will inquire into a perceived lack of recognition of certain allied health care providers 
by health funds. The ACCC has identified circumstances where certain providers of health care are not 
recognised by private health insurers while others providing the same or similar services, with different 
qualifications, are recognised. It has been suggested that in some circumstances this distinction is not 
justified and places allied health care providers at a competitive disadvantage, and has the potential to 
impact negatively on consumers.” 

  
 
Consumer access to private health fund reimbursement for diabetes education has been an ongoing 
issue in Australia. This paper addresses concerns around the lack of private health insurer 
recognition for a group of allied health providers, Credentialled Diabetes Educators (CDEs). CDEs 
deliver expert diabetes education for consumers and are central to the diabetes health care team.  
 
Private health funds are commercially selective in their support to providers of diabetes education 
which impedes the ability of other providers such as CDEs in offering consumers freedom of choice 
for comparable service. In their advertising, private health funds limit access to payment to a specific 
number of allied health services (for example dietetics) which limits their outlays for insured clients.  
 
Our submission will illustrate that despite being providers of choice for diabetes education services 
funded through Medicare, Department of Veterans Affairs and having National Diabetes Services 
Scheme (NDSS) authorisation rights, diabetes education delivered by a CDE is not recognised by the 
majority of health funds, while a range of health care professionals who have provision of some 
diabetes education as part of their service have these activities recognised and reimbursed. 
 
Every person who has diabetes as a chronic and complex condition has equal access to Medicare 
funded allied health consultations whether or not they have private health insurance. This equal 
access emphasises the Government’s commitment to improved diabetes care and choice of service 
provider. If this government funded access did not exist then the financial cost in a competitive 
health insurance market would shift to health insurance companies.  The government policy does 
not control entry based on a person’s income, yet private insurers select and limit both access and 
service after gaining the benefit of the government’s programs.  
 
Government policy seeks to provide comprehensive access and support to persons with diabetes in 
recognition of the serious nature of the disease and costs to the community. This policy approach is 
being undermined by the selective service offerings and discrimination against some allied health 
providers under private health insurance plans. At present private health insurers are effectively 
cost-shifting responsibility for access to expert diabetes education onto the public health system and 
their own members. 
 
The consequences of limiting equal access to diabetes education provide by a CDE ignores the 
diabetes epidemic which affects over 1 million Australians and the trend of approximately 100,000 
new cases each year. This is a mainstream and critical health problem in Australia. The exclusion of 
CDEs from fully contributing to the care of people with diabetes is inconsistent with government 
health policy strategy.  
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About ADEA  
 
The Australian Diabetes Educators Association (ADEA) is the leading organisation for all health care 
professionals providing diabetes education and care and actively promotes evidenced-based best 
practice diabetes education for all people affected by, and at risk of, diabetes.  ADEA sets the 
guidelines, standards and expected competencies for diabetes self-management education and has 
registered the certification trademark - Credentialled Diabetes Educator®. 

 

Background 

CDEs are mainstream health care professionals with a primary discipline of nursing, medicine, 
dietetics, podiatry, pharmacy or exercise physiology followed by post-graduate qualifications in 
diabetes management. The majority of CDEs are Registered Nurses. CDEs are best placed to provide 
holistic education to empower and support people with diabetes and work to prevent or slow 
diabetes complication development across type 1 and type 2 diabetes, gestational diabetes and pre-
diabetes.  
 
The following criteria apply to achieving CDE status: 

1. Maintains registration to practice in primary discipline. 
2. Completes a graduate certificate in diabetes education and management.  
3. Completes 1800 hours of practice in diabetes education. 
4. Submits evidence of continuing professional development  
5. Submits a Referee's Report addresses core competencies  
6. Participates in a mentoring relationship  
7. Undertakes to practice in accordance with the ADEA Code of Conduct and Standards of 

practice.  
 
CDEs apply for re-credentialling every 3 years. A core requirement is that all CDEs must continue to 
operate within the scope of practice for their primary discipline, adhere to the relevant legislation 
governing their practice and meet continuing professional development conditions.  
 
Credentialled Diabetes Educators are the recognised providers of choice for diabetes self-
management education for Medicare and Department of Veterans Affairs (DVA). CDEs are 
authorised for provision of an initial supply of insulin in some states and territories. In addition CDEs 
have been granted recognition on the National Diabetes Services Scheme (NDSS) for: 

 Authorisation of NDSS registrations  
• Authorisation to access insulin pump consumables. 

Health care professionals working in generalist practice areas are not covered by the same 
guidelines, standards and expected competencies in diabetes care as CDEs. This is especially 
problematic in areas such as hospital wards and in general practice where access to specialist 
services can be limited and knowledge gaps have been identified about diabetes risk factors, 
complications and screening practices, and competency assessing diabetes medication self-
management1. 
 
The Australian Diabetes Educators Association (ADEA) and it members have been working with the 
private health insurance industry for many years to achieve recognition for diabetes education 
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services delivered by appropriately Credentialled Diabetes Educators, with the aim of increasing 
access to expert diabetes education for consumers. Progress has been slow and is often complicated 
by mixed messages from health insurers about the required processes for recognition, entitlements 
and accessibility.  

To date only two health funds provide any type of listed rebate for Credentialled Diabetes Educator 
services, Medibank Private and Health Insurance Fund of Australia (HIF).  Access for CDE services is 
impeded by the two private health funds through mechanisms such as:  
 
HIF    
- only offering diabetes education services on maximum levels of ancillary cover 
- coverage of services is only applicable if offered through a Diabetes Association (see Appendix 

1)  
 
Medibank Private  
- only providing CDE services under ‘Package Bonus’ arrangements 

- initially classifying CDEs ‘Alternative Therapists’ making it hard for consumers to locate the 
information or to be aware that they can claim for these services 

- since restructuring their product offerings, Package Bonus benefits are no longer offered and 
diabetes education appears to have been removed as a listed benefit (except for diabetes being 
listed as a condition supported as part of the ‘in-house’ Chronic Disease Management Program) 

 
 

1. Examples where Credentialled Diabetes Educators (CDEs) offer the same or 
similar services as other providers and are not recognised by health funds: 

The following examples illustrate how the majority of CDEs are not recognised by health funds as 
providers, despite offering a similar or identical service to another health professional.  

 All CDEs are able to provide initial education to women diagnosed with gestational diabetes. 
However, at the largest private hospital in Sydney, a BUPA member with gestational 
diabetes was unable to claim a rebate to see a Registered Nurse CDE. This CDE is not 
recognised as a provider by BUPA. However, if the same BUPA member had received 
identical gestational diabetes education from a CDE that is an Accredited Practicing Dietitian 
(APD) she would have been eligible for a rebate from BUPA under the arrangements for 
dietetics services. This inequity arises because health funds recognise APDs as registered 
providers, whereas Registered Nurse CDEs (RN-CDEs) are not recognised by most health 
funds. 

 A CDE can perform a standard diabetes foot assessment to check blood flow and nerve 
sensation, and provide education on diabetes foot care. When an identical service is 
provided by a Podiatrist to a consumer with ancillary health cover, the consumer will 
generally receive a health fund rebate. In contrast, the consumer would not receive a health 
fund rebate for an identical foot assessment provided by a CDE. Again, this inequity arises 
because unlike podiatrists, most CDEs are not recognised health fund providers. 

 After 15-20 years of lobbying in South Australia, private health funds reimburse for diabetes 
education provided at private hospitals. CDEs in private practice in South Australia can 
provide identical ambulatory services to CDEs working in Ashford Hospital or Burnside War 
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Memorial Hospital. However, consumers do not receive health fund reimbursement when 
they see a CDE in private practice.  

A CDE in private practice can deliver education on general nutrition, exercise and activity, blood 
glucose monitoring, medication management and a range of other interventions such as 
motivational interviewing and self-care development. Components of this care can be carried out by 
a range of other health care professionals, many of whom are funded providers under current health 
insurer arrangements. CDEs can deliver all these areas as well as advanced level clinical care and 
education (see Appendix 2). Despite having expert skills, demonstrating continued professional 
development, being endorsed as the provider of choice by peak bodies such as Diabetes Australia 
and by government entities such as Medicare, the majority of CDEs remain outside private health 
insurer recognition.  

 

In the instances referred to, is the lack of recognition warranted. In particular, are there 
any regulatory, medical or other reasons for this lack of recognition?  

There are no medical, regulatory or other reasons for the lack of recognition of CDEs by private 
health insurers. The credentialling process for diabetes educators was initiated over 2 decades ago. 
CDEs are highly qualified health professionals focussing on diabetes self-management, behaviour 
change and the evidence based management of diabetes and associated conditions. The ADEA and 
Australian Diabetes Society (ADS - Endocrinologists and Scientists) are the two health professional 
bodies represented on the national Board of Diabetes Australia. Each year a jointly hosted Annual 
Scientific Meeting is held by ADS and ADEA, attracts leading clinicians and scientists in diabetes care 
from around the world to present papers and share ideas (see Appendix 2).  

CDEs have been recognised by the largest health insurer in the country, Medicare, for many years as 
the providers of choice for diabetes education. In addition, there is broad evidence in Australia and 
overseas that supports diabetes education as a central component of diabetes care and the use of 
CDEs as experts in diabetes self-management education and care. CDEs are employed in a range of 
health care settings (including acute care, community health, GP clinics, ATSI health services, district 
nursing services) as well as operating in private practice. From a medical and a regulatory 
perspective the CDE should be the preferred diabetes education service provider for private health 
insurers as well. 

In the first example of the preceding section identical care provision was available in the same 
setting, the only difference being that the RN CDE was not recognised by BUPA as a provider of 
diabetes education services while the APD was a recognised service provider by virtue of having a 
dietetics background. The quality of care and standards of practice would be the same as both were 
actually CDEs. Most CDEs are registered nurses, which may explain some of the difficulty in gaining 
recognition by private health funds. While the Health Insurance Commission, Medicare, DVA and 
NDSS have recognised and supported the extended role RN CDEs play as allied health providers 
(which is how all CDEs are classified for the Medicare Allied Health Initiative), by contrast it seems 
private health funds are less capable of grasping this extension to nurses clinical practice.  

All CDEs have undertaken at least 1800 hours of professional practice in diabetes education. They 
demonstrate continuing professional development which is critical given the constant publication of 
additional research and frequent changes to clinical care and management recommendations in 
diabetes. For example, the need for insulin stabilisation support as part of diabetes care is increasing 
in the face of the diabetes epidemic, efforts to improve glycaemic control and reduce complications. 
However, RN-CDEs cannot gain recognition from the majority of private health funds to undertake 
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this type of care. Without change to the current approach by private health insurers, service access 
for consumers requiring diabetes care such as insulin stabilisation is impeded.  
 
The second example uses diabetes education and foot assessment as an example of how a standard 
foot check can be performed by a CDE or a podiatrist, however only the podiatrist would have 
recognition and reimbursement available for their patient. Again there is no medical, regulatory or 
other reason for this situation. It is simply based on the primary discipline of one provider being an 
RN CDE. 
 
CDE services delivered in some South Australian private hospitals (as listed) are covered however 
should the same CDEs set up in private practice outside those services they are no longer recognised 
by private health insurers. This acts as a constraint on service delivery for people with diabetes and 
limits their choice of provider.  

 

Whether this lack of recognition places allied health providers at a competitive 
disadvantage. If so, how are allied health providers disadvantaged by the practices of 
health funds? 

Private health funds are commercially selective in their support to providers of diabetes education 
which impedes the ability of other providers such as CDEs in offering consumers freedom of choice 
for comparable service. Currently CDEs are only recognised by two health funds, even though CDEs 
are essential and integral members of the diabetes care team. This competitive disadvantage is 
especially difficult for CDEs working in private practice. As noted above, CDEs do not receive the 
same recognition from health funds as other allied health professionals. Consumers with diabetes 
that have ancillary cover from their health fund may access rebates for podiatry, exercise physiology 
and dietetic consultations. Yet the same consumer will not receive a health fund rebate for a holistic 
diabetes education consultation that includes comprehensive dietary, exercise and foot health 
advice. 

Registered Nurse CDEs (RN-CDEs) cannot get provider status from private funds, unlike CDEs from 
allied health disciplines such as dietetics, podiatry and exercise physiology that are recognised as 
providers under their primary discipline. Severe competitive disadvantage for CDEs occurs when 
people with ancillary cover from their health fund choose to see a dietitian for diabetes education, 
as this decision is usually based on getting a health fund rebate for seeing the dietitian but not for 
seeing a RN-CDE. CDEs in private practice currently rely on fee-for-service because of their inability 
to become recognised health fund providers. This inhibits CDEs in private practice from building 
more robust business models and being able to offer additional services such as group programs at a 
time when diabetes is endemic in Australia. 

In addition to these issues, competitive disadvantage through the failure of health funds to 
recognise CDEs arises from other areas that impact on service provision to consumers:  

 In South Australia, CDEs in private practice are competitively disadvantaged compared to 
CDEs working in private hospitals. Although health funds reimburse for diabetes education 
provided at private hospitals in South Australia, they do not reimburse for diabetes 
education provided by a CDE in private practice. This uneven playing field in South Australia 
results in a restriction of trade for CDEs. 

 Negotiating to obtain practice locations is adversely affected by perceptions that CDEs do not 
generate sufficient income. For example, last year a RN-CDE was informed by a GP practice 
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that as a Registered Nurse she would not be considered to rent a consulting room as she 
would be unable to generate enough income to cover overheads, unlike health professionals 
that are recognised by health funds. Without greater recognition from health funds, financial 
sustainability remains an issue. This is in the political environment of National Health Reform 
where the focus is on primary healthcare service delivery. 

 RN-CDEs are disadvantaged by their client’s delays in accessing heath fund rebates. HiCaps is 
only available to health professionals recognised by private health funds, such as dietitians 
and exercise physiologists. Due to the lack of health fund recognition, it is not possible for 
Registered Nurse CDEs (RN-CDEs) to provide the convenience of HiCaps electronic claiming 
to eligible health fund members. As consumers are now accustomed to immediate 
reimbursement the absence of this facility acts as a service disincentive. 

 A CDE in private practice in Brisbane reports she is requested to authorise HCF members to 
participate in the HCF in-house ‘Healthy Weight for Life’ program (see Appendix 3) however 
none of her CDEs clients have been successful in making a claim through HCF for her diabetes 
education services, despite the health fund offering rebates for programs to manage specific 
medical conditions.  

Although Medibank Private was the first health fund to recognise CDEs as providers of diabetes 
education, it is has become increasingly difficult for CDEs to be recognised as Medibank Private 
providers. In 2010 all CDEs could register with Medibank Private using an Association Provider 
Number (APN). However, from April 2012 onwards CDEs registered with Medicare were supposed to 
be automatically included on the Medibank Private provider register. Many CDEs that are registered 
Medicare providers continue to not be recognised as Medibank Private providers.  

Unlike other allied health services such as physiotherapy, Medibank Private has never offered 
diabetes education rebates with specific benefit limits in their ancillary policies. Following 
recognition Medibank Private classified CDEs as “Alternative Therapists” under Allied Health. This 
classification was clearly inappropriate as CDEs are mainstream health care professionals with a 
primary discipline of nursing, medicine, dietetics, podiatry, pharmacy or exercise physiology 
followed by post-graduate qualification in diabetes management.  

Although approximately 35-40% of Medibank Private members have policies that enable them to 
access CDE rebates many would be unaware of this service because Medibank Private did not 
highlight this option and it was not listed in an obvious location in their consumer information 
materials. Furthermore, these members are still forced to choose between spending their ‘Package 
Bonus’  on diabetes education visits or other essential products like spectacles, rather than having a 
specific benefit limit attributed to CDE services. None of the current Medibank Private policies offer 
CDE rebates in their product information and Medibank Private have stated that this is due to low 
demand for CDE rebates among members with package bonus policies (see appendix 4). This stated 
position is difficult to understand when considering the endemic rates of diabetes in Australia.  

Other reported issues with Medibank Private in relation to CDE competitive disadvantage:  

 When all the requirements are satisfied, and CDEs that are registered Medibank Private 
providers see eligible members, client’s often report the health fund’s administration staff 
invariably are unable to process a legitimate claim on the first presentation. Apart from the 
issue of frontline staff not being aware that CDE services can attract reimbursement, this 
unwarranted default rejection places CDEs at a competitive disadvantage. Some eligible 
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Medibank Private members have chosen not to attend further CDE consultations due to the 
initial negative experience making a claim which adds to competitive disadvantage.  

 CDEs compete with Medibank Private’s in-house health coaching telephone and web based 
services which are heavily promoted to their members via web, TV and print materials. In 
contrast, Medibank Private has never promoted to eligible members the ability to claim for 
CDE services. For example, the Medibank Private website search engine identifies 29 matches 
to the words ‘Credentialled Diabetes Educator’, yet none of the results provide any 
information on diabetes education services provided by a CDE. The opaque presentation of 
CDE services by insurers inhibits consumer choice of service provider.  

 
The Private Health Insurance (Health Insurance Business) Ru1es 2010 allow insurers to provide and 
pay benefits for prevention and Chronic Disease Management Programs (CDMPs). Insurers are 
increasingly investing in these programs to encourage their members to manage or prevent the 
onset of chronic disease and to minimise avoidable hospital admissions. The most common 
programs target cardiovascular diseases and diabetes.  
 
The efforts of private health insurers to introduce CDMPs are commendable, but these programs are 
insufficient to address the growing trends of diabetes in Australia and do not meet the more 
detailed diabetes education needs of health fund members. Despite the benefits they offer, the 
CDMPs are an example of how private health funds can exclude certain providers of similar health 
care (CDEs who have different levels of qualification) in favour of other groups of health care 
professionals that funds choose to contract.  
 
The CDMP services offered through private health insurers are provided by generalist health care 
professionals and are mainly web or telephone-based. These programs are an adjunct service and do 
not replace the need for expert diabetes education and care.  As noted above, while some 
components of basic diabetes education can be delivered by a range of health professionals, 
comprehensive diabetes education including self-management education is a specialised area of 
practice. Providing funded access to CDMPs while excluding specialised CDE diabetes education 
provision limits the private health fund members from accessing comprehensive, evidence based 
health services that are central to diabetes care.  

CDMPs are currently offered by health insurers at no additional cost, providing that prospective 
participants meet their insurers' eligibility requirements. Private health insurers are an important 
part of the Australian health care system and need to reconsider their current diabetes care 
approach of only offering ‘generic’ style CDMPs to their members along with supporting access to 
primary discipline health professionals such as dietitians, podiatrists or exercise physiologists. This 
approach does not provide an optimum model for diabetes care and entrenches competitive 
disadvantage for CDEs.   
 

Whether this lack of recognition results in a reduction in the extent of health cover or an 
increase in the out-of –pocket medical expenses of consumers. If so, what is the detriment 
or loss suffered by consumers?   

Over a million Australians have diabetes, and if diabetes continues to grow at current rates, up to 3 
million Australians will have diabetes by 20252. Despite this growing health problem, consumers with 
diabetes can only access rebates for CDE visits through two Australian health funds. The failure of 
most health funds to recognise CDEs as providers directly impacts the availability of expert diabetes 
care for consumers across the country. Without private health insurer recognition the number of 
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CDEs working in private practice is substantially affected and the opportunity to increase access to 
expert diabetes education and care diminished.  

CDMP services offered through private health insurers are provided by generalist health care 
professionals and are mainly web or telephone-based, therefore decreasing accessibility for those 
consumers with lower literacy in English, poor technology access or those preferring face to face 
support. The absence of reimbursement for CDE services increases the out-of–pocket costs to 
consumers and is a disincentive to accessing the most appropriate health care provider due to cost 
barriers. The following examples highlight the detrimental effects on consumers: 

 Evidence suggests consumers experience poor access to affordable diabetes education 
services because CDEs are not recognised by most private health funds. 49% of adults with 
diabetes had never been offered structured diabetes education, and half of adults with 
diabetes considered cost to be a barrier to health care3.  

 Although consumers with type 1 diabetes on insulin pump therapy need regular reviews 
with CDEs, they do not receive rebates from their health fund for these reviews. This 
financial disincentive to access appropriate care may contribute to the lack of appropriate 
clinical follow up demonstrated by a recent study by the Australian Institute of Health and 
Welfare4. The study found most Australians who have commenced insulin pump therapy 
only follow-up with the CDE every 6-12 months for review when it should be every 3 
months. 

 Many consumers with type 1 diabetes living in rural and remote areas cannot access insulin 
pump management in the public sector in their local area. For example, consumers on 
insulin pumps in regional areas (such as Rockhampton, Queensland) are travelling to 
Brisbane for CDE consultations because there is no provision for CDE health fund 
reimbursement, especially for telehealth services that would reduce travel.  

 Consumers with diabetes in some urban areas currently wait 2-3 months for an appointment 
with a CDE through public sector services. For example, at the local hospital near Frankston 
in Victoria there is a significant waiting period to consult a CDE. Although the consumers in 
this region could see a private practice CDE, the absence of health fund rebates is a major 
financial disincentive to accessing timely diabetes care. These delays can have two major 
effects on consumers, delays in engaging in self-management downplay the seriousness of 
diabetes during a phase where early impressions are paramount to longer term care 
perceptions and, even more concerning, can negatively affect client health outcomes. 
Studies following up 10 year results post-intensive glycaemic control have shown that early 
control of diabetes has many long-term benefits5. 

Previously mentioned issues affecting CDEs also impact on consumers. Systemic problems in finding 
out whether diabetes education services are covered depends on consumer persistence and asking 
the ‘right’ questions of the health fund in the limited number of funds that offer cover. Rejection of 
legitimate claims for CDE services cause concern and frustration for consumers. In addition, the lack 
of HiCaps access for claiming reimbursement acts as a disincentive for consumers who prefer the 
immediate claim payments offered through other health care providers. 

Type 2 diabetes is being diagnosed at a younger age, often while consumers are still in the 
workforce. The absence of health fund rebates adds to the financial burden on younger people with 
type 2 diabetes that lose income when they attend appointments for their diabetes during their 
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normal working hours. Further, their earlier diagnosis means more years in living with diabetes and 
therefore more years of requiring diabetes care and managing the associated costs. 

Consumers are actively encouraged to access the CDMP services offered by health funds but it is less 
clear if the health funds direct people with diabetes towards the comprehensive diabetes education 
services provided by a CDE. If consumers are uninformed about the importance of accessing expert 
diabetes education and care, and understand that the service offered by health funds is equivalent, 
then this is directly impeding consumers from the choice to access expert CDE care. 

Consumers with diabetes can access rebates each year for up to five allied health visits under 
Medicare’s chronic disease management (CDM) scheme however these visit are shared among a 
large group of allied health providers. Diabetes is a serious condition with complex self-management 
skills and knowledge required to successfully cope with the demands of care. Many consumers with 
diabetes are referred for an insufficient number of CDE visits under the Medicare system. When 
these CDM visits are exhausted, the vast majority of consumers with private health insurance are 
left out-of-pocket even when they have maximum ancillary cover because they cannot access 
rebates for CDE visits. As a consequence of these financial disadvantages, these consumers do not 
receive optimal treatment or adequate CDE follow up.  

The selective nature of coverage and the impact on consumers is further highlighted by: 

 Consumers may suffer from negative consequences by purchasing blood glucose meters 
rebated through health funds without the appropriate understanding about how to test, 
when to test and target blood glucose levels. It demonstrates poor insight on the part of 
health funds that they provide members with blood glucose monitoring equipment but deny 
these members access to education required to perform and interpret blood glucose tests.  

 Although many ancillary health funds offer up to $200 annually for blood glucose meters, 
very few consumers with type 1 diabetes claim this expense because they receive free blood 
glucose meters when they see CDEs. In addition, most blood glucose meters are very 
inexpensive. Consumers would get better value from their health fund if some of this rebate 
was re-directed from blood glucose meters into consultations with CDEs. 

 There are many potential disadvantages to consumers with ancillary cover from their health 
fund that choose to see a health professional with some ability to provide aspects of 
diabetes education on the basis of being eligible to claim a rebate. This denies consumers 
access to comprehensive diabetes education from a CDE and means the consumer may miss 
out better understanding of how the combination of diabetes management strategies 
prevent complications.  

 Consumers that access only web based or diabetes telephone coaching services through 
their health fund miss out on visual and experiential learning offered by a CDE. For instance, 
a CDE can check blood sampling and demonstrate blood glucose monitoring technique 
options that reduces discomfort, increases adherence to longer term testing and  promotes 
optimal glycaemic control. Similarly, consumers treated with insulin require physically 
examination for lipodystrophy, a condition in which insulin does not work effectively due to 
using the same injection site repeatedly. This cannot be achieved through phone 
consultation. In this case, the consumer will suffer the negative health consequences 
through poorer glycaemic control.  
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In conclusion, the current approach by the vast majority of private health insurers of either no 
recognition or, in only two cases, limited recognition is unwarranted because there are already allied 
health providers who offer aspects of diabetes education that routinely have their services 
recognised. These providers however are not able to provide the comprehensive diabetes education 
characterised by the services from a CDE.  

CDEs have specific qualifications in diabetes education and care in addition to their qualification 
from a primary health discipline in nursing, medicine, dietetics, podiatry, pharmacy or exercise 
physiology. However as the majority of CDEs have a nursing background, health funds do not offer 
any coverage for their services. There is no regulatory, medical or other reason for this lack of 
recognition, apart from the approach of the health funds themselves. In fact, CDEs are strongly 
supported by Medicare, DVA, NDSS, the Australian Diabetes Society (medical specialists and 
scientists) and Diabetes Australia as the providers of choice for diabetes education services. 

This is a significant inhibition on CDEs in developing a robust business model similar to their allied 
health counterparts and more importantly places limits on the extension and accessibility of expert 
diabetes education services in Australia. Consumers are the ones who lose the most from the 
current approach taken by private health insurers, as they suffer from reduced access to key 
diabetes care, increased out-of-pocket costs and increased health risks due to the factors described 
throughout this paper.  
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Appendix 1 : HIF Product Description Statement 

 
 
 
 
 
 
 
 
 

Diabetes education services 
supported but only if provided by 
through a Diabetes Association.  
 
Reimbursement for seeing a CDE 
in private practice is not 
mentioned. 
 
Dietitans (who also provide 
diabetes education services 
specific to dietary needs) are 
recognised as individual 
providers. 
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Appendix 2 :  

Sample of Papers presented at the ADS/ADEA Annual Scientific Meeting regarding CDE 
contribution to diabetes care: 

  

 Surveyed clients that saw a CDE in private practice reported a high level of satisfaction. 
(Lehmann, J.A. & Botting, L.R. (2007, August). Self employed credentialled diabetes educators hit the 

Spot. Paper presented at the ADS/ADEA Annual Scientific Meeting, Christchurch) 

 CDE involvement in multidisciplinary weekly diabetes clinics in remote indigenous health 

services has been shown to improve glycaemic control and client satisfaction. (Toner, M. 

(2010, August). Establishing a Comprehensive Diabetes Service in a Remote Indigenous Health 
Service with a Self Management Focus. Paper presented at the ADS/ADEA Annual Scientific 
Meeting, Sydney) 

 CDE involvement in multidisciplinary high-risk foot clinics has been shown to reduce 
hospitalisation and morbidity rates of people with diabetes. Burnet, H.C. (2007, August). 

Effective Management of the High Risk Patient with Diabetic Foot Disease: A Multi-Disciplinary 
Approach. Paper presented at the ADS/ADEA Annual Scientific Meeting, Christchurch). 

 CDEs have been shown to reduce recurrent hypoglycaemia presentations in tertiary 
hospital emergency departments by educating people at risk due to intercurrent illness 

or changed oral intake, and through planned follow-up and involvement. (Chen, R.C. & 

Hemsley, M. (2009, August). The causes of Hypoglycaemia in an Australian teaching hospital. Paper 
presented at the ADS/ADEA Annual Scientific Meeting, Adelaide;   Scott, K.A. & Davoren, P.M. 
(2008, August). Low Days in Paradise – Presentations with Hypoglycaemia to the Gold Coast 
Hospital. Paper presented at the ADS/ADEA Annual Scientific Meeting, Melbourne). 

 Pre-operative assessments by a CDE have been shown to improve glycaemic control in 

people with diabetes undergoing cardiac surgery. (Wyatt, S., Topliss, D., Stoney, R. & Lee, G. 

(2010, August). A Pilot Study of Acute Pre-Operative Intervention in Patients With Diabetes 
Undergoing Cardiac Surgery. Paper presented at the ADS/ADEA Annual Scientific Meeting, Sydney). 

 CDE coordinated care planning, referral and follow has been shown to reduce body weight, 
waist circumference and blood pressure, and improve glycaemic control in people with type 

2 diabetes. (Mason, C., Cook, P.W. & Shanks, K.L. (2009, August). Innovative Chronic Condition 

Management in General Practice. Paper presented at the ADS/ADEA Annual Scientific Meeting, 
Adelaide;  Barnetby, L., Wicking, J., Shearer, M., Glogolia, M. & McLeod, A. (2007, August). Diabetes 
Clinics in General Practice – A Sustainable Model. Paper presented at the ADS/ADEA Annual Scientific 
Meeting, Christchurch). 

 CDE communication with General Practitioners has been shown to be effective in achieving 
treatment recommendations for HbA1c, LDL-cholesterol and triglyceride levels9. This 

significantly reduces the risk of diabetes complications. (Armstrong, N., O’Dea, J., Pamplona, E. 

& Fulcher, G. (2009, August). Can a Diabetes Case Manager Improve Glycaemic Control and 
Cardiovascular Risk Factors in Patients with Diabetes? Paper presented at the ADS/ADEA Annual 
Scientific Meeting, Adelaide). 

 Teens with type 1 diabetes that commence insulin pump therapy experience improved 
glycaemic control, adjustment, self-efficacy and knowledge through tailored phone and 

email contact with a CDE. (Roby, H.C., Siafarikas, A., Paramalingam, N., Jones, T.W. & Davis, E.A. 
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(2010, August). Intensive Diabetes Management Benefits Newly Diagnosed Adolescents with Type 1 
Diabetes. Paper presented at the ADS/ADEA Annual Scientific Meeting, Sydney). 

 Young people with type 1 diabetes in regional centres can achieve sustained improvements 
in glycaemic control through comprehensive insulin pump therapy education and follow-up 

from a CDE. (Foskett, D.C., Price, D.A. & Lang, E.G. (2011, August). An Evaluation of Insulin Pump 

Therapy in Young People in Three Regional Centres in Queensland. Paper presented at the ADS/ADEA 
Annual Scientific Meeting, Perth). 

 

 CDE coordination of youth-specific diabetes clinical services after transition from paediatric 
diabetes services has been proven to improve glycaemic control, prevent hospital 
admissions for diabetic ketoacidosis (DKA), maintain medical supervision and promote self-

care behaviours. (Farrell, K. (2010, August). The Westmead Experience: A Nurse Led Transition 

Program for Young Adults with Diabetes. Paper presented at the ADS/ADEA Annual Scientific Meeting, 
Sydney). 

 CDEs that provide school staff training programs achieve a safe environment for optimal 

type 1 diabetes management. (Middlehurst, A. & Morrison, M. (2011, August). Does a Diabetes 

Educator School Visit Make a Difference to Type 1 Diabetes Management in The School Setting? Paper 
presented at the ADS/ADEA Annual Scientific Meeting, Perth). 
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Appendix 3: Hospitals Contribution Fund of Australia (HCF) 

Health management programs brochure which CDEs were informed would cover their services.  

 

HCF does indicate that programs to 
manage specific medical conditions can 
be covered. However diabetes is 
provided for by the Diabetes 
Association membership fees and there 
are reports from CDEs of repeated 
unsuccessful claims by consumers for 
their diabetes education services. 
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Appendix 4:        Medibank Private  - Ancillary Cover  
 

These screen shots (dated 20/9/12) show levels of ancillary ‘Extras’ cover and allocation of specific 
fund amounts for dietetics, podiatry and exercise physiology who offer similar components of 
diabetes education. Credentialled diabetes education services are not listed.   
 
To find CDEs and how to claim you need to be aware they were classed as “Alternative therapists” 
and the information was found under Package Bonus. This information was separated from the 
Ancillary cover information. As Medibank Private no longer offers products with the Package Bonus, 
the small amount of access to cover is being actively diminished while other health professionals 
delivering generic diabetes education remain with specific amounts of allocated funds.  
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Dietetics has specific benefit funds allocated according to 
level of ancillary cover 

Similarly, podiatry has specific benefit funds 
allocated according to level of ancillary 
cover.  

In addition, blood glucose (BG) monitors are covered.  A standard BG 
monitor usually retails at $100 or less, however the education 
needed to effectively use and interpret results of blood glucose 
monitoring, provided by a CDE, is not covered by specific benefit 
funds and is only available as part of the Package Bonus scheme (see 
below). 
 

Similarly, the fund will cover purchase of an insulin pen delivery 
device under Health Appliances but will not fund the CDE provided 
diabetes education to learn how to use it safely. Insulin is an S4 drug 
and is a common source of medication mishap and subsequent 
hospital admission in Australia. 

 

Exercise physiology is a mainstream health care service 
but is classified under Natural Therapies with specific 
benefit funds.  
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Unfortunately, access to funds through Package Bonus arrangements 
is being removed. The Package Bonus available under Medibank 
Private products is no longer offered and is being phased out. The 
new Ancillary Benefit schedules do not offer any CDE provided 
diabetes education. 
 
Members are being encouraged to change their cover to a current 
package which will further diminish the very limited access to CDE 
services.  


