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Mr Bruce Cooper 

General Manager 

Intelligence, Infocentre and Policy Liaison Branch 

Australian Competition and Consumer Commission 

GPO Box 3131 

Canberra  ACT  2601 

 

email: phireport@accc.gov.au 

 

 

Dear Mr Cooper 

 

ACCC report to Senate on private health insurance 

 

Thank you for your invitation to provide comments on the issue of private health insurance 

coverage of non-medical practitioner services. 

 

While the extent of the ACCC’s interest in the funding of non-medical practitioner services 

is unclear, the AMA assumes it is within the ‘general treatment’ or ‘ancillary’ category of 

cover provided by health funds, rather than the hospital treatment category which includes 

medical services that are provided as part of hospital treatment. 

 

The AMA also assumes the ACCC’s interest does not encompasses services not currently 

covered by health funds such as services attracting a Medicare benefit provided in general 

practice, by medical practitioner specialists in their rooms, and diagnostic tests. 

 

Health funding in Australia is a complex issue. The reasons for, and circumstances in which 

patients incur out-of-pocket costs, including the amount of these costs, are multi-faceted; the 

perceived solution cannot be considered in isolation of Government policies and the 

Medicare system. 

 

In the absence of a more specific definition of the scope of the ACCC’s interests, the most 

useful information the AMA can provide is advice about general principles that should 

underpin consideration of any new health funding proposals, regardless of the funding 

source. We have also provided the ACCC with information about the differences between 

health care services provided by medical practitioners and other health professionals. 

 

Health funding principles 

 

The AMA supports increased funding through both Medicare and private health insurance to 

assist patients to pay for appropriate health services provided by medical practitioners and 

other registered and accredited health practitioners. 
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The AMA also supports funding approaches that better support preventive health services as 

part of a general practitioner-led and coordinated plan of health care. The current emphasis 

of funding support is largely to services for care of illness. This emphasis ignores the 

potential economic benefits to individuals and society as a whole from appropriate 

preventive health strategies. 

 

The AMA considers that the following principles should be applied when considering 

alternative funding approaches. 

 

• Government and third party funding should only be available to patients for health-

related services and treatments that are supported by good quality scientific evidence of 

safety and efficacy, and that are within the scope of practice of the health practitioner 

providing that service. 

 

• Funding decisions should not be driven solely by cost reduction imperatives. Funders 

(government or health funds) should not have any role in the clinical decision-making of, 

or referrals made by, medical practitioners. 

 

• Models of health care funding should support good quality patient care and outcomes. 

Characteristics of good quality patient care include medically-led and coordinated care to 

ensure the whole of the patient’s health is considered and addressed. 

 

The category of general treatment cover provided by health funds includes a wide range of 

services which can be self-initiated by patients on the basis of ‘self-diagnosis’, rather than by 

referral from a medical practitioner following an assessment and diagnosis. 

 

The AMA considers that this approach is not as effective as team-based models of care that 

may include allied health professionals but are under the leadership/coordination of medical 

practitioners. 

 

Only medical practitioners are trained and practice in the care of the whole person, including 

undertaking diagnoses, initiating treatment and developing management plans. Allied health 

practitioners have expertise and skills in a specific, narrow area of health care. When patients 

self-diagnose and initiate their own treatment with a non-medically trained health 

practitioner, there is a risk that only the presenting symptoms are treated, with a limited 

perspective of their causes and consequences, rather than a possible underlying disease being 

identified and treated. Missed diagnoses and failure to access appropriate treatment can add 

significant extra costs as well as lead to serious consequences for patients. 

 

Medical practitioner services 

 

It is too simplistic, and misleading, to state that a service or procedure undertaken by a non-

medically trained health practitioner is ‘the same’ as a similar service or procedure carried 

out by a medical practitioner. There is more to medicine and medical training and expertise 

than a series of competencies, some of which may be undertaken in an isolated manner by 

others. There are significant limitations to the extent that services or procedures can be taken 

out of the hands of medical practitioners or away from their supervision. 

 

The level of education, training and expertise of health practitioners providing services under 

the general treatment category of private health insurance differs widely. Services are 

provided by registered health practitioners who are registered under the Health Practitioner  
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Regulation National Law, by practitioners whose qualifications have been conferred by an 

accredited university, and by those who are not covered in either of the above two 

categories. 

 

There is a wide variety of education and training undertaken even within registered health 

practitioners. Medical practitioners have the highest standards of post-graduate training, 

continuing professional development and regular practice accreditation assessments. In the 

example provided in the ACCC’s letter regarding foot and ankle surgery performed by a 

podiatric surgeon compared to an orthopaedic surgeon, no matter how skilled the podiatric 

surgeon, the extent and breadth of their education, training and expertise cannot compare 

with that of an orthopaedic surgeon. 

 

Non-medically trained health practitioners are not trained to appreciate the complexity of 

medical decision-making and treatment options. 

 

As noted above, medical practitioners are trained and practice in the care of the whole 

person, while allied health practitioners have more narrow expertise and skills. Many local 

signs and symptoms are indicative of more general disease. Selective training and practice in 

a particular disease, organ or tissue does not adequately prepare a treating allied health 

practitioner to recognise the broader disease involved. Even if appropriate treatment is 

initiated, non-medically trained practitioners may not have the education or expertise to 

recognise, diagnose and manage complications. 

 

Therefore there are good reasons why services may be better provided by a medical 

practitioner rather than an allied health practitioner. Again, simple ‘task substitution’ will 

only lead to adverse patient outcomes and ultimately higher health care costs. 

 

The AMA does not support third party funding for services that are promoted as being ‘the 

same’ when they are not. 

 

The AMA would be pleased to expand on any of the points made in this letter. Please contact 

Georgia Morris, Senior Policy Advisor, on 02 6270 5466 or gmorris@ama.com.au in the 

first instance. 

 

Yours sincerely 

 

 

 
 

Steve Hambleton 

President 

 

20 September 2012 
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