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Glossary and shortened forms

second tier  A government initiative that sets the level of benefit payable to a default 
benefit hospital, that does not have a contract with a health fund, at  
85 per cent of the average benefits currently paid by that health fund for  
the episode of care in comparable private hospital facilities with which the 
health fund has contracts.

AHIA Australian Health Insurance Association

ancillary cover  A form of private health insurance that covers the cost of some non-hospital 
services such as physiotherapy or dental treatment.

APHA Australian Private Hospitals Association

CHF Consumers’ Health Forum of Australia

DHA [Australian Government] Department of Health and Ageing

gap  The difference between the benefit payable by a health fund and the cost  
of treatment.

HIRMAA Health Insurance Restricted Membership Association of Australia

HPPA  Hospital purchaser provider agreement. Refers to an agreement between a 
health fund and a hospital in relation to the price payable as full payment by 
the fund for the episode of care.

hospital cover  A form of health insurance that covers the costs of hospital treatment such as 
accommodation or medical fees for in-hospital services.

IFC informed financial consent

PHIAC The Private Health Insurance Administration Council

PHIIA Private Health Insurance Intermediaries Association

PHIO Private Health Industry Ombudsman

Lifetime Health Cover  An Australian Government initiative under which people who take out 
hospital cover with a registered health fund earlier in life pay lower premiums 
compared with those joining at an older age.

MBS  Medical Benefits Schedule. A schedule of medical fees set by the government. 
People can claim a rebate of 75 per cent of the MBS fee for in-hospital 
medical fees and 85 per cent of the MBS fees for medical fees incurred out of 
hospital, regardless of whether or not they are members of a health fund.

Medicare levy surcharge  An additional 1 per cent surcharge on the taxable income of high income 
earners who are eligible for Medicare and who do not have an appropriate 
level of hospital insurance with a registered health fund.

no gap/known gap  Arrangements by which a health fund covers the entire gap, or requires 
members to contribute towards the gap but informs members in advance of 
the amount that they will need to pay.
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Ombudsman Private Health Insurance Ombudsman (PHIO)

Part IV  Part IV of the Trade Practices Act, which prohibits a range of  
anti-competitive conduct.

Part IVA Part IVA of the Trade Practices Act, which prohibits unconscionable conduct.

Part V  Part V of the Trade Practices Act, which provides for the protection of 
consumers (including through the prohibition of misleading, deceptive or 
otherwise false trading practices).

SIS standard information statements

the Act Trade Practices Act 1974
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Summary and overview

This is the ninth report prepared by the Australian Competition and Consumer Commission (ACCC) 
in compliance with an order agreed to by the Australian Senate on 25 March 1999 and amended on 
18 September 2002. This Senate order requires the ACCC to provide a report of ‘any anti-competitive 
practices by health funds or providers, which reduce the extent of health cover for consumers and 
increase their out-of-pocket medical and other expenses’.

The 2006–07 report

This report covers the period 1 July 2006 to 30 June 2007.

In writing this report the ACCC sought contributions from 105 stakeholders, and received 22 
submissions. The key issues raised are discussed briefly below.

Portability

Portability of health fund membership was a minor issue in this year’s submissions compared with 
previous years. The ACCC considers that this is primarily due to changes in the regulatory regime for 
private health insurance that made it a condition of health insurance fund registration that funds not 
impose benefit limitation periods on transferring members or their dependents.

Contracting between hospitals and health funds

As in previous years, contracts and contract negotiation were major issues for a number of stakeholders 
(both funds and hospitals). Ongoing difficulties in this environment included the second tier benefits 
scheme, preferred provider schemes and ‘take it or leave it’ contract offers.

Overview of reporting period

A number of issues have been identified in the nine reports produced to date. Two key areas have 
recurred in all the reports:

the availability of useful consumer information on private health insurance products and health  •
services

contract negotiations between health funds and health service providers. •

Consumer information

Concerns over time have focused on the amount of information health fund members receive either 
from their fund or from health service providers regarding:

benefit entitlements •

gap payment liabilities for different medical services or forms of cover •

informed financial consent regarding the costs of medical services, particularly those involving more  •
than one provider

exclusions and limitations on benefits (e.g. for pre-existing conditions) •

portability of cover between funds. •
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A decrease in the overall complaints and inquiries received by the ACCC and the Private Health 
Insurance Ombudsman from consumers could suggest a general improvement in the provision of such 
information to consumers, and therefore a likely improved compliance with the consumer protection 
provisions of the Act.

Factors that could have contributed to this include:

ACCC enforcement and compliance action in the health sector to improve disclosure •

the development of informed financial consent as a standard practice with health service providers  •
and major efforts by government and industry bodies to promote its adoption

increasing use of systems that provide information on service provider prices •

the development of a Quality of Advice Code of Practice by the Department of Health and Aging. •

The ACCC believes that these factors should go a considerable way to maintain appropriate levels of 
information disclosure in the future.

Contracting environment

The contracting environment between health funds and health service providers is still the primary 
concern for health service providers. An increasingly transparent and competitive commercial 
environment has led to an intensifying negotiating process and to health funds operating on an 
increasingly commercial footing. This transition has not been an altogether comfortable experience for 
all health service providers.

This can lead to complaints about anti-competitive conduct, but investigation by the ACCC in this 
reporting period has not found evidence that the anti-competitive provisions of the Act were breached. 
That said, the ACCC still encourages parties who consider that such conduct has occurred to contact us. 
Any such complaints will be considered. 

The ACCC repeats its observation in the previous report that confrontational contract negotiation 
processes might be better resolved through a reinvigoration of the now apparently disused voluntary 
Code of Practice that was developed to help reduce disputes in contract negotiations.
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1. Introduction

1.1  Senate order

Section 29(3) of the Trade Practices Act 1974 (the Act) provides that the ACCC shall comply with a 
requirement from either House of Parliament or a committee of either House or both Houses to furnish 
information concerning the performance of the ACCC’s functions under the Act.

On 25 March 1999 the Australian Senate issued an order requiring the ACCC to table a report assessing 
anti-competitive or other practices by health funds or providers in relation to private health insurance. 
These reports were to examine six-month periods. The ACCC tabled its first report on 12 April 2000. 
Three other reports were tabled in accordance with the original Senate order.

On 18 September 2002 the Australian Senate amended its order. The order now reads that: 

[t]here be laid on the table as soon as practicable after the end of each period of 12 months ending 

on or after 30 June 2003, a report by the Australian Competition and Consumer Commission 

containing an assessment of any anti-competitive or other practices by health funds or providers 

which reduce the extent of health cover for consumers and increase their out-of-pocket medical and 

other expenses.1

This report has been prepared in compliance with that order. It updates the ACCC’s eight previous 
reports and focuses on conduct between 1 July 2006 and 30 June 2007. Where indicated, relevant 
developments since the end of the reporting period have also been included.

1.2  The ACCC

The ACCC is the statutory authority responsible for ensuring compliance with the Trade Practices Act 
1974. The ACCC also has responsibilities under other legislation.

1.2.1  The Trade Practices Act 

Broadly, the objective of the Act is to enhance the welfare of Australians through the promotion of 
competition and fair trading and provision for consumer protection. The Act prohibits certain anti-
competitive conduct (including anti-competitive mergers) and unconscionable, misleading, deceptive  
or otherwise false trading practices.

The ACCC is also able to ‘authorise’ parties to engage in conduct that might otherwise breach some of 
the anti-competitive conduct provisions of the Act when it is satisfied that the proposed conduct results 
in a net public benefit. Authorisation provides immunity from legal action under the relevant provisions 
of the Act.

The ACCC or other parties may take action under the Act.

1 Senate Procedural Order 12: www.aph.gov.au/Senate/pubs/standing_orders/d04.htm#12 [full copy in appendix A].
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1.2.2 Application of the Act to the health sector

The Act applies to incorporated medical and other health professionals’ businesses. Unincorporated 
medical/health professionals and associations are subject to the state and territory equivalent of the 
anti-competitive conduct provisions of the Act—the competition codes.

State and territory fair trading acts that substantially mirror the consumer protection provisions of the 
Act apply to unincorporated medical and health professionals’ businesses.

1.3  Consultation process

The ACCC consulted relevant stakeholders in the preparation of this report. A list of the parties 
contacted by the ACCC is in appendix B.

In total, the ACCC contacted 105 interested parties including:

private health insurance funds and related associations •

participants in the private hospitals sector •

consumer groups •

medical associations •

allied health organisations •

government agencies. •

The ACCC received 22 written submissions: three from private health insurance funds or related 
associations; two from the private hospitals sector; five from medical associations; three from allied 
health organisations; two from consumer/advocacy organisations; and seven from government 
agencies. This report has been prepared based on information contained in the submissions received 
by the ACCC during this consultation process, or otherwise obtained by the ACCC during the normal 
course of its work.
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2.  Private health insurance in Australia

2.1  Private health insurance

The Australian health care system is funded by a range of agencies and individuals, such as the 
Australian Government, state and territory governments, health funds, patients, health fund members 
and other contributors including compulsory motor vehicle third party insurers.

Australians can elect to be treated as either public or private patients in the Australian public health 
system. For public patients, the government’s universal health care system, Medicare, will cover the cost 
of hospital care. There are national standards for the forms used for this election.

Australians may also elect to be treated as private patients. Private patients generally have more choice 
about certain aspects of their health care experience. For example, private patients can choose their own 
doctor and decide whether to go to a public or to a private hospital attended by that doctor.

People may choose to insure against the potentially high cost of being treated as a private patient. 
Private health insurance may also cover some health care costs not ordinarily covered by Medicare (such 
as chiropractic and dental treatment).

2.1.1 Numbers of Australians with private health insurance

At 30 June 2006, 9 145 321 Australians held private health insurance hospital cover, an increase of  
298 385 from 30 June 2005—an increase from 43.0 per cent to 43.4 per cent of the Australian 
population. Figure 1 demonstrates the change in percentage over time.

Figure 1  Australians with private health insurance (hospital cover)

Source: Australian Government Private Health Insurance Administration Council.
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At 30 June 2007, 43.1 per cent of Australians held private health insurance ancillary cover. This is 
an increase of 0.9 per cent from 30 June 2006. The total number of people who had private health 
insurance ancillary coverage at 30 June 2007 was 8 860 990. This is an increase of 248 165 people 
from the previous financial year. Figure 2 demonstrates the change in percentage over time.

Figure 2  Australians with private health insurance (ancillary cover)

Source: Australian Government Private Health Insurance Administration Council.

2.2 Health fund market

Private health insurance is provided by health funds registered under the National Health Act 1953.  
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Health funds are regulated by the Australian Government. The current regulatory regime adopts the 
principle of ‘community rating’. This means that health funds cannot discriminate against people 
because of their age, sex or level of health risk. Health funds must therefore impose the same premium 
on all members who buy the same insurance product. A specific exception to the community rating of 
private health insurance is the Lifetime Health Cover initiative, which began in July 2000. Under Lifetime 
Health Cover, health funds may charge different premiums based on the age of each member when 
they first take out hospital cover with a registered health fund. People who take out hospital cover 
early in life will be charged lower premiums throughout their life, relative to people who take out  
cover later.

In addition, a ‘risk equalisation pool’ operates to equalise risk within the industry. Health funds with  
a younger and ‘healthier’ customer base subsidise those with an older or less healthy profile.

The government is also able to regulate health funds through conditions imposed on registration 
relating to matters such as waiting periods, portability between funds, categories of membership  
and the types and levels of benefits. If the requirements are not met, a fund can be de-registered.
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2.3  Number of insured hospital episodes

Figure 3 shows privately insured episodes in both public and private hospitals. In private hospitals, 
privately insured episodes rose slightly over the reporting period. For the period 1 July 2006 to 30 June 
2007 the number of privately insured episodes in private hospitals was 498 655, an increase of 41 401 
on the previous financial year.

The number of such episodes in public hospitals increased in the last financial year as it had the previous 
year—at 30 June 2007 the number of episodes in public hospitals was 101 231, an increase of 16 980 
episodes from the previous financial year.2

Figure 3  Privately insured hospital episodes (public and private hospitals)

Source: Australian Government Private Health Insurance Administration Council.

2 Information sourced from PHIAC.
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2.4 Total hospital benefits

Figure 4 shows that there was a net increase over the reporting year in the total hospital benefits paid 
by health funds (including public, private, acute and nursing home type patients). At 30 June 2007 the 
total amount of hospital benefits paid was $1 642 728 634, an increase of $56 546 179 compared to 
the previous financial year.

Figure 4  Total hospital benefits paid

Source: Australian Government Private Health Insurance Administration Council.
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2.5 Benefits paid for prostheses

Figure 5 shows that the cost of the benefits paid for prosthetic devices continues to escalate.

At 30 June 2007 the total amount of benefits paid for prostheses was $228 213 432. This is an increase 
of $7 252 105 (3.2 per cent) compared to the previous financial year.

Figure 5  Benefits paid for prostheses

Source: Australian Government Private Health Insurance Administration Council.

2.6 Developments in the regulation of private  
health insurance

In April 2007 the revised and consolidated Private Health Insurance Act 2007 took effect. The following 
information is from DHA Private Health Insurance Circular PHI 20/073:

The Private Health Insurance Act 2007 and associated legislation came into force on 1 April 2007. 

This legislation initiates a number of key reforms. The most significant of these requires private 
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specific provisions which allow insurers a reasonable period of time to comply with new 

requirements. The major transitional issues include: 

3 See www.health.gov.au/internet/wcms/publishing.nsf/Content/9B1AFCA61F1970C3CA2572B900130754/$File/20_07.pdf.
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Complying Health Insurance Products 

Under the new Act, insurers must offer complying health insurance products instead of applicable 

benefits arrangements and tables of ancillary benefits. Any products that are in place prior to the 

operation of the new Act will be considered complying health insurance products until 30 June 

2008, at which point they must meet all of the requirements of the new Act. However, if premiums, 

treatments or benefits are changed in any way during this transition period, which starts from  

16 July 2007, the product must meet the requirements of the new Act at the time of the change. 

Hospitals 

The new legislation requires that declared hospitals and day hospital facilities under the repealed 

sections of the Health Insurance Act 1973 and National Health Act 1953 are considered public or 

private hospitals under the new Act. The transitional provisions allow hospitals, until 1 July 2008,  

to make an application to the Minister for Health and Ageing to be declared hospitals under the 

new Act. 

Registered Organisations 

Organisations registered as registered organisations under the National Health Act 1953 

are considered private health insurers under the new Act until 1 July 2008. The transitional 

provisions give organisations until this date to make sure they are registered with both the Private 

Health Insurance Administration Council (PHIAC) and the Australian Securities and Investments 

Commission. 

Following comments on the legislation over the summer recess, the Government proposed a range 

of amendments to improve the clarity and operation of the legislation, correct some technical 

errors, and add elements to the consequential amendments that could not be included at the time 

of introduction as they required further consideration within government or consultation with the 

Ministerial Council on Corporations Law. These amendments have been incorporated into the new 

Act and include amendments to: 

 Parts 3-3 and 3-4 of the main Bill to clarify provisions governing premium discounts and the requirements  •

around standard information statements; 

 Division 69 to allow the Private Health Insurance (Complying Product) Rules to provide for the  •

continuation of benefits, such as funeral benefits or maternity bonuses, which have been offered as part 

of health insurance policies; 

 Division 126 of the main Bill to allow insurers to convert to for-profit status subject to approval by PHIAC;  •

 Division 146 of the main Bill to clarify the operation of the provisions dealing with the restructure, merger  •

and acquisition of health benefits funds; 

 Division 149 of the main Bill to allow PHIAC, following a report from a terminating manager of a health  •

benefits fund, to apply to the Federal Court for an order that a private health insurer be wound up; and 

 the Private Health Insurance (Transitional Provisions and Consequential Amendment) Bill to change the  •

date on which the Private Health Insurance Ombudsman will become a statutory agency and to amend 

the income tax law to provide for income tax offsets complementary to the incentives available under Part 
2-2 of the main Bill. 
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2.6.1  Private Health Insurance Ombudsman and publication of the third 
health funds report in early 2007

Since 2004 the Private Health Insurance Ombudsman has been required to produce an annual The State 
of the Health Funds Report to provide information on the performance of health funds. The Acting 
Ombudsman released the third of these reports in early 2007.

The Acting Ombudsman’s submission stated:

In March 2007, the Ombudsman published its third State of the Health Funds Report for the year 

ending 30 June 2006. The report provides comparative information on the performance of health 

funds on a range of indicators, as well as information on service delivery, complaints figures, health 

fund finances and general information about health insurance policies. 

The range of issues and performance information in the report was the same as in previous years 

and was chosen after taking account of the availability of reliable data and whether the data was 

reasonably comparable across insurers. Most of the information included in the report is based on 

data collected by the Private Health Insurance Administration Council (PHIAC).

The only significant change in the 2006 report was that medical gap information was presented 

on a state-by-state rather than a national basis. This change improved the information available to 

consumers about fund gap schemes, because the effectiveness of a fund’s gap scheme can differ 

between States and these differences are not apparent in the national figures.

The report was generally well received by consumers and health funds and has been cited in a 

number of media articles during the year, usually in relation to the level of benefits provided by 

various health funds to their members. 

Stakeholders generally acknowledged the value of the Ombudsman’s report to consumers because of 
the amount of information it provides on health insurance products and its advice for those considering 
such products. Health service providers and health funds all noted continued improvements in the 
content and structure of the report.  

For example, CHOICE noted that the value of the report could increase further if its presentation was 
improved to enhance consumer accessibility to the information contained in the report. CHOICE would 
also like to see some of the information contained in The State of the Health Funds Report presented 
prominently on the consumer information website.

APHA noted the assistance the report provided for consumers, not least because it indicates the 
complexity of private health insurance products and the difficulty of consumer choice. APHA’s 
submission outlined several concerns relating to ‘exclusionary and other reduced cover health insurance 
products’, stating:

In addition to adding to complexity leading to confusion and numerous disputes (see previous PHIO 

Annual Reports), APHA contends that exclusionary and other reduced cover products undermine the 

principles of Community Rating and therefore, should be prohibited.

From the perspective of an individual member, exclusionary products can be seen as a risk 

management strategy. However, it is rarely an effective one as members cannot appropriately self-

assess their own risk. That is, it is difficult to make an informed choice as the whether and when 

they may encounter the need for an excluded service.  

Some suggestions were made for changes in the report’s specific content or structure, and the ACCC 
will share these suggestions with the Ombudsman in 2008 in an aggregated, unidentified form.
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3. Complaints

The ACCC is one of several organisations to which consumers who are concerned about health-related 
issues may complain. Consumers with complaints or inquiries about private health insurance (or health 
funds, medical practitioners or hospitals) can also approach the Private Health Insurance Ombudsman 
(the Ombudsman) and complaints about health care can be made to the health complaints offices in 
each state or territory.

3.1 Complaints to the Ombudsman

In 2006–07, the Ombudsman received 2374 complaints, compared with 2571 in 2005–06 (a reduction 
of 8 per cent). The total number of complaints received by the Ombudsman in 2006–07 continued to 
decline for the third consecutive year.

The Ombudsman considers that a number of factors have contributed to the decline in complaints. 
Many health funds, with assistance from the Ombudsman, have improved their internal complaint-
handling processes. The flow-on effect of these improvements can now be seen in their complaint 
numbers. The Ombudsman considers this a very positive development for fund members.

It is notable, however, that although overall complaint numbers fell in 2006–07, the number of 
higher level complaints requiring more detailed investigation by the Ombudsman increased. In the 
Ombudsman’s view, this suggests that health funds are becoming more effective at resolving less 
complex consumer complaints through their own internal complaint-handling systems, with only the 
more difficult issues being referred to the Ombudsman for investigation.

The Ombudsman’s submission also noted that legislation came into effect on 1 July 2006, giving 
the Ombudsman wider jurisdiction to take complaints from and about providers of ancillary services 
(e.g. dentists, optometrists, physiotherapists etc), health insurance brokers and suppliers of medical 
equipment or services. The complaint numbers relating to these providers are not large but the change 
enables the Ombudsman to provide consumers with a more comprehensive complaints service relating 
to their private health insurance.

3.2  Complaints to the ACCC

Generally, the ACCC relies on complaints to identify possible breaches of the Act. Complaints received 
about the health sector during the reporting period are shown in table 1. 

On 1 October 2006 the ACCC integrated the 2006 ANZSIC industry classification system. This system 
replaced the 1993 ANZSIC codes, developed by the Australian Bureau of Statistics in response to growth 
and changes within this economic infrastructure and acknowledging technological development in both 
existing and newly emerging industries. The revised codes are more accurate, flexible, contemporary 
and provide a more consistent and comparable basis.
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Table 1  Health-related complaints and inquiries received by the ACCC

1 July 2006 to June 2007 Part IV Part IVA/B Part V Other¹ TOTAL

Other health services  

(not elsewhere classified)
18 3 133 37 191

Specialist medical services 23 2 118 45 188

Health funds 20 0 57 16 93

Optometry & optical dispensing 5 3 49 5 62

Hospitals 21 1 21 15 58

General practice medical services 9 0 22 24 55

Dental services 4 0 28 15 47

Nursing homes 3 2 13 8 26

Pathology & diagnostic imaging 

services
10 0 1 6 17

Chiropractic & osteopath services 4 0 5 0 9

Physiotherapy services 2 0 1 4 7

Ambulance services 2 0 1 1 4

TOTAL 121 11 449 176 757

1  Complaints and inquiries that were not related to the Trade Practices Act.

During the previous reporting period (1 July 2006 to 30 June 2007) 757 inquiries and complaints about 
the health care sector were received.

The main areas in which complaints were received during this period concerned:

suspected arrangements between competing health funds, medical practitioners or other providers   •
of health services

services providers’ access to health fund contracts due to ‘preferred provider’ policies •

representations made to consumers by health funds and their staff •

representations made to consumers by other specialised medical services •

representations made to consumers from specialised providers about the usefulness of therapeutic  •
treatments and subsequent difficulties in obtaining a suitable remedy from these providers when 
treatments appear to fail.

3.2.1 Consumer protection concerns

Part V of the Act provides for the protection of consumers. During the reporting period 12.3 per cent 
(93) of the complaints and inquiries received by the ACCC about the health sector related to private 
health insurance funds. This is a decrease on the previous financial year, where contacts for private 
health insurance funds accounted for 14 per cent (109 complaints and inquiries received). 

Complaints regarding the conduct of health funds primarily related to alleged false or misleading 
representations in advertising, promotional activities or members’ benefits. It should be noted that  
Part V complaints received against private health insurance funds remained consistent this financial year, 
even though Part V complaints against the entire health sector increased by 35 per cent. The increase 
for the sector as a whole can be attributed mainly to an increase in complaints about specialist medical 
practitioners, alleging poor service or misleading and deceptive conduct regarding the efficiency of 
therapeutic treatments.
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3.2.2 Outcome of concerns

There were 857 complaints and inquiries recorded by the ACCC over the reporting period. The majority 
of these contacts (719) did not progress beyond an initial telephone call or email to the ACCC’s 
Infocentre, as they were:

requests for information •

matters outside the ACCC’s jurisdiction or better addressed by another agency (e.g. PHIO or a   •
state/territory office of fair trading or Health Care Complaints Commissioner) 

resolved by providing information about the ACCC or the Act •

within the ACCC’s jurisdiction, but did not constitute a breach of the Act. •

One hundred and thirty-eight matters progressed to the stage of ‘initial investigation’, eight of which 
progressed to the stage of ‘in-depth investigation’ during the reporting period. One hundred and 
twenty-seven initial investigation matters did not warrant formal action by the ACCC and the remaining 
three matters were resolved by ACCC administrative resolution. 
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4.   Private health insurance and  
consumer information

This chapter examines competition issues regarding the conduct of health funds, and discusses 
consumer concerns relevant to the provision of private health insurance. Issues relating to hospitals, 
medical practitioners and suppliers are discussed further in subsequent chapters.

4.1 Exclusions and restrictions

Exclusions and restrictions on health insurance policies were only directly raised by one submission  
to this year’s report. This continued a trend that has become evident in the last few years. 

The Royal Australian and New Zealand College of Obstetricians and Gynaecologists (RANZCOG)  
noted that:

… a number of health funds exploit the ‘pre-existing condition’ rules to the disadvantage of the 

consumer. Some of their behaviour relating to pre-existing conditions could best be described as 

discriminatory.

The Consumers’ Health Forum (CHF) commented indirectly by noting a call by APHA in last year’s report 
for the abolition of exclusionary or other ‘no gap’ products in the interest of maintaining community 
rating. While concerned to maintain the principles of community rating, CHF also supports the 
availability of a broad range of private health insurance products appropriate to consumers’ needs and 
circumstances. CHF would like to see further investigation of the issues behind APHA’s call to maintain 
both consumer choice and community rating.

4.2  Informed financial consent

Informed financial consent (IFC) refers specifically to the cost-related information provided to a health 
fund member before undergoing a particular procedure, treatment or series of treatments, rather than 
the more general information surrounding the member’s policy purchasing decision. DHA noted in its 
submission that:

… the aim of Informed Financial Consent (IFC) is to ensure that consumers have access to all the 

information they need prior to a procedure as a private patient. This information includes any likely 

costs and out-of-pocket (gap) expenses that may be incurred as a result of the procedure.

The ACCC considers that consumers have a right to seek and obtain information regarding these 
costs (where possible, in advance of the services being provided). That said, the ACCC also considers 
there is a duty on health service providers to inform consumers about the cost of health services and 
a corresponding duty on health insurance funds to ensure their members have access to important 
information that will affect the amount they will pay for particular services (i.e. the ‘gap’ or out-of-
pocket expense). All submitters, either implicitly or explicitly, supported the provision of comprehensive 
information to health fund members and potential members. 

Consequently, health funds should provide clear, straightforward information about health insurance 
products, particularly those products subject to restrictions and exclusions. This information can help 
prevent consumers misunderstanding the details of their coverage and reduce disputes between 
members and funds. 
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Health service providers should also provide clear and timely information about the costs of the services 
they provide before the procedure(s) they relate to.

In most non-emergency situations, IFC should be possible, but it will require, as the CHF noted in 
its submission, ‘… the commitment and contribution of all stakeholders (health funds, health care 
providers, hospitals and consumers)’.

In the reporting period, there were a number of activities by various stakeholders aimed at  
enhancing IFC. 

DHA commissioned a consumer survey in November to December 2006 to measure the level of IFC 
obtained by doctors from private patients. A similar survey in 2004 established a baseline for measuring 
improvements in IFC.

The 2006 survey showed a five per cent reduction in the proportion of consumers facing a surprise 
‘gap’ as part of an episode of hospital treatment, as compared with the level of IFC since 2004. 

In 2006–07 DHA also funded an educational campaign undertaken by the Australian Medical 
Association (AMA), targeted at doctors and specialists with a lower than average rate for the provision 
of IFC. The campaign aims to improve the level of IFC particularly for anaesthesia, diagnostic imaging 
and pathology specialists.

CHOICE’s submission noted that a recent Ipsos report (Consumer Survey–Informed Financial Consent 
2006) showed that IFC has improved since 2004. CHOICE also noted:

However, 16 per cent of all private patients experienced a gap and were not informed beforehand. 

While this is an improvement on 2004 (21 per cent), further efforts are needed to improve this.  

PHI funds could play a greater role in ensuring service providers inform their patients about fees.

CHOICE recognises that there can be difficulties in ensuring IFC when there are a number of service 

providers in a hospital episode or where there may be post-surgery costs such as physiotherapy 

which are difficult to determine. Mandatory IFC may not be practicable. However, to the greatest 

extent possible, before surgery, known costs should be provided to the patient and it should be 

made clear where there are unknown costs which may result in a gap.

While health service providers generally supported IFC in principle, several submitters stated that 
individual health service providers could not be expected to provide full information about gap or 
out-of-pocket payments, given the number of different procedures and health funds and the different 
health insurance products. 

Health funds’ submissions strongly supported IFC and generally considered IFC as a primary 
responsibility of health service providers—as long as the consumer had been provided with complete 
information about the health fund’s product. Funds also supported the joint government/AMA 
campaign to make IFC standard practice for health service providers. A few health funds repeated the 
previous year’s comment that if compliance had not improved significantly the government should 
consider legislation to make IFC mandatory. The ACCC notes the improvements identified by the 
DHA survey and that the voluntary or mandatory status of IFC is a policy matter for the Australian 
Government. However, continued monitoring by DHA or, possibly, the Quality of Advice Code 
Compliance Committee (see section 4.3), of the level of satisfactory IFC should determine whether those 
health funds’ concerns warrant a more regulated response.
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4.3 Quality of Advice Code

In July 2005 government ministers approved a self-regulatory code for health funds dealing with 
the quality of advice provided to consumers. The initial decision to develop the code was made in 
September 2002.

The Private Health Insurance Code of Conduct is a voluntary agreement among insurers, overseen  
by industry with the support of the Private Health Insurance Ombudsman. The code aims to improve 
the performance of health insurers in areas of staff training, consumer documentation, complaint 
management and privacy in their dealings with consumers. It seeks to achieve this by setting out 
minimum standards for health insurance funds that become signatories to the code. Responsibility  
for implementing and administering the code lies with the health insurance industry associations  
(AHIA and HIRMAA).

Support for the code was generally strong among health funds and the health insurance industry 
associations, the Ombudsman and DHA.

There was some criticism from other stakeholders (representatives of health service providers and 
consumer groups)—not of the code as such, but of the consultation process for its development  
and ongoing transparency.

The Ombudsman noted in its submission that:

The Code of Conduct introduced standards for health funds as well as agents, brokers and other 

intermediaries acting on their behalf, in relation to the provision of advice about private health 

insurance to consumers. 

The Private Health insurance Code of Conduct website currently indicates that 29 insurers have 

undergone Code compliance processes and been admitted to the Code of Conduct. This represents 

a majority of the 38 health insurers, with more insurers expected to be admitted to the Code  

in future.

There has been a gradual reduction in overall complaints to the Ombudsman in recent years.  

This suggests that insurers’ internal complaint handling processes have improved and it is likely  

that the introduction of the Code will lead to further improvement over time.

DHA’s submission stated that 29 health insurers (out of 38) have been assessed and accredited for 
compliance with the requirements of the code. These insurers represent coverage of approximately 
97 per cent of all privately insured Australians. In DHA’s view ‘this high uptake by health insurers of 
the Code is a constructive and beneficial result and continues to support the private health insurance 
industry in its participation.’

HIRMAA (the Health Insurance Restricted Membership Association of Australia) is a strong supporter of, 
and advocate for, the code and considers the code ‘an excellent framework which offers funds greater 
integrity in their processes, including training regimes for staff. It provides greater confidence  
to providers and consumers.’

BUPA Australia noted the code’s importance ‘as a means to focus on consumers’ needs within the 
private health insurance industry’ and as ‘an important vehicle for the ongoing improvement of several 
consumer issues, including the provision of information in plain language, the training of staff and 
agents, product changes, complaint mechanisms and privacy’. In BUPA’s view, the code demonstrates  
to consumers that health funds are committed to consumers’ needs.
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Medibank Private supports industry self-regulation via the code and considers that:

… it (together with the Standard Information Statements under the new Act) has enhanced the 

provision of clear and correct information to consumers by Funds and their agents and brokers.

CHF’s submission supported the broad principles of the code but had:

… concerns regarding the consultative process by which the Code was developed and the 

monitoring of compliance of health funds with this self-regulatory system. 

While the code was developed by a committee established by the Australia Health Insurance Association 
(AHIA), which comprised representatives from AHIA and the Health Insurance Restricted Membership 
Association of Australia (HIRMAA), CHF is concerned that there was no consultation with consumers in 
this process.

Furthermore, CHF would like assurance that both the obligations for health funds in demonstrating 
their initial compliance with the code, and the ongoing monitoring of this compliance, are adequately 
stringent. In CHF’s view, use of the Private Health Insurance Code of Conduct logo by complying funds 
is surely of great benefit to funds in terms of attracting consumers.

CHF also calls for the addition of a consumer representative, nominated by consumer networks, on 
the Code Compliance Committee as a minimum initial step to achieve some sense of community 
transparency. CHF would be pleased to nominate a consumer representative to work in this capacity 
to improve the code as has been done, for example, with the Medicines Australia Code of Conduct 
Committee.

In its submission, CHOICE noted that it believes the code is a positive move for the industry, but also 
that it is not yet clear that the code has had any significant effect. CHOICE adds that:

The effectiveness of the Code will depend on awareness, transparency and enforcement.

To increase awareness and the accountability of those funds which participate, the Australian Health 

Insurance Association (AHIA) and Health Insurance Restricted Membership Association of Australia 

(HIRMAA) should be required to publish an annual report of activities which funds have undertaken 

to ensure they comply with the Code and any instances of non-compliance. In the absence of 

any mechanisms to penalise non-compliance with the Code, this will at least ensure that there is 

transparency around the extent to which funds are meeting the requirements of the Code.

The Australian Physiotherapy Association (APA) also noted that it had not seen any effects flowing from 
the code since its release in 2006.

The APA was concerned by the lack of consultation in the development of the Private Health Insurance 
Circular Advice to Health Funds: Ancillary Framework (PHI 08/06, issued by DHA), especially in that it 
claimed to be ‘developed by industry’. The APA stated that the health providers APA represents were 
not involved in any consultation relating to this document or its contents. In the APA’s view, ‘this reflects 
the culture of private health insurers and the way in which some insurance companies deal with small 
health service providers’.

APHA, also an organisation that represents health service providers, noted that:

This Code would appear to be ineffective in providing guidance and protection for consumers, given 

that it is dated October 2005 and in the 3rd report of the Private Health Insurance Ombudsman, 

released in early 2007, recommendations are made in relation to restricted products. The 

Ombudsman advises consumers ‘to take out the most comprehensive level of cover they can afford 
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and choose a higher excess rather than a restriction on the product, to keep costs down.’ (page 

8) This statement is considerably stronger than those made in previous years by the Ombudsman 

in relation to these products, so it would appear that the Code offers little by way of genuine 

protection and guidance for consumers.

APHA is unaware that the Code extends to service providers, as its provisions appear to relate to the 

relationship between health insurance funds and their contributors.

The ACCC supports the principles of the code. In our experience, the most successful codes enjoy 
support from all major stakeholders—not just those directly regulated or affected by the code—and are 
subject to regular review of their coverage, stakeholder membership and any concerns that stakeholders 
have with the development or administration of the code . The ACCC continues to encourage the 
Ombudsman, the health funds and health service providers to engage in discussion and coordination of 
the code, particularly regarding the potential involvement of all parties affected by the operation of the 
code.

4.4 Other consumer information developments

4.4.1 Changes to the Private Health Insurance Act

In April 2006 the Australian Government announced a number of reforms to private health insurance. 
The legislative framework for the reforms was incorporated into the Private Health Insurance Act 2007 
and associated rules, that came into effect on 1 April 2007. 

Two major changes that impacted on consumers’ information about health insurance were the 
introduction of a regulatory framework for ‘broader health cover’ and the establishment of the 
consumer information website, www.privatehealth.gov.au (see separate sections below).

DHA stated in its submission that the changes:

… clarified and simplified the legislative regime for private health insurance, so that insurers can 

offer private health insurance products with the minimum regulation necessary to achieve the 

Government’s policy objectives and protect the interests of consumers.

DHA also noted that there had been an extensive consultation process in developing the new regime, 
with key participation from private health insurers and their industry representatives, (AHIA and 
HIRMAA), private hospitals and their industry representatives (APHA and CHA), the AMA, PHIAC, the 
CHF and central agencies. Specifically:

The most significant changes include allowing private health insurers to include risk equalisation 

arrangements in their benefits for hospital-substitute services and chronic disease management 

programs. The new Act also eliminates Lifetime Health Cover penalties for members who have 

retained their hospital cover for more than ten years continuously. The imposition of mandatory 

application and listing fees on the sponsors of prostheses is also a new requirement. The Act also 

requires health insurers to produce information about each of their products in a standard format.

The SA Minister for Health, the Hon. John Hill MHA, noted some concerns with the discontinuation 
of the Acute Care Certificate (38 Certificate) and the effects this may have on health funds’ ability 
to contest the medical opinion of clinicians in long-term acute care cases and thereby reduce the 
associated benefits paid to members.
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APHA noted several concerns with the legislative changes, principally that while the Broader Health 
Cover reforms were introduced from 1 April 2007, the safety and quality regime that should underpin 
the reforms would not commence until 1 July 2008. 

APHA noted that the potential exists for a uniform regime of quality and safety standards to apply to 
all privately insured services that will be articulated in the yet-to-be-drafted Private Health Insurance 
(Accreditation) Rules. The Transitional and Consequential Amendments Act 2007 provides that this regime 
does not apply until 1 July 2008, as previously announced by the government. However, as yet there is no 
detailed information available about the parameters of the anticipated quality and safety regime. 

APHA is most concerned that there is no attention paid in the legislation to the quality and safety 
regime that is to apply for the 15-month period from 1 April 2007 other than ensuring that a hospital  
is accredited. 

In particular, APHA is concerned that the legislation appears to make an artificial distinction between the 
accreditation of facilities and the qualifications of service providers, leading to a lack of requirements for 
accreditation of health services. That is, while there are some elements of current hospital accreditation 
requirements that go to facilities (such as physical environment, fire safety, waste management etc.) 
there does not appear to be a link between the accreditation/qualifications of the hospital and its health 
professionals and the quality of the health service delivery programs of the hospital.

APHA has raised these concerns directly with DHA and to the Senate Community Affairs Committee. 
As many of the services proposed to be covered by BHC (broader health care) products would not 
necessarily be delivered within a ‘facility’, APHA contends that any accreditation requirement must apply 
to all services funded under BHC (including for example, telephone advice lines) in both the public and 
private sectors.

In regard to legislative changes that affect the conditions of registration of health insurance funds, 
APHA noted that not all of the previous regime’s conditions (set out in schedule 1 to the National 
Health Act 1953) were retained in the new regulatory structure:

An important example of a provision of the former Schedule 1 that has been omitted under the 

new regulatory regime is the former paragraph (n) which established a maximum time of 60 days by 

which a claim for benefits must be paid by a health insurance fund. There is no longer any provision 

under the private health insurance regulatory regime that offers protection to private hospitals or 

consumers when an insurance fund refuses to meet its obligations to pay benefits. This has been a 

poorly conceived and retrograde step and APHA calls again for its reinstatement. 

Some parties may advocate that such requirements should be part of contractual agreements 

between private hospitals and health insurance funds. However, the market power imbalance 

between large health insurers and private hospitals effectively enables the insurers to dictate such 

terms on a ‘take it or leave it’ basis.

The Australian Physiotherapy Association (APA) generally supported the legislation, but noted that 
without clear information available to consumers, the changes may create greater confusion in the 
marketplace:

The information available in Standard Information Statements (SIS) is useful for identifying 

core benefits such as cover for physiotherapy as a generic service. SIS are unfortunately not 

comprehensive enough to provide reasonable information relating to preferred provider schemes 

and most importantly the difference in access and rebate between contracted and non contracted 

services and the impact this has on accessing specialised services.
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The NSW Department of Health (NSW Health) noted that it was:

… generally supportive of the thrust of the PHI reforms. There is obvious merit in the concept of 

extending PHI coverage to services that substitute for inpatient care and prevent hospitalisation, 

as well as strategies to improve consumer knowledge including the potential to improve informed 

financial consent and provide standard product information, and the retention of Community Rating.

…

However the approach taken by the Australian Government in developing the Bill was private sector 

centric with little consideration being given to the legitimate and important role of the public health 

sector as a provider of health services to people with PHI.

BUPA Australia noted that:

The changes introduced by the PHI Act were designed to consolidate the various health insurance 

related legislation into one plain English legislative instrument. It also introduced a number 

of requirements aimed at providing consumers with simple, up to date and easily comparable 

information about health insurance products both before and after they purchase a policy.

Medibank Private made some general comments regarding the new regulatory environment, noting 
some barriers to competition in the private health insurance (PHI) market, which had meant the market 
had been stable with little change in growth:

high barriers to entry for new competitors in providing PHI (however, the legislative changes has  •
made possible consolidation of the PHI market easier than it has been historically; Medibank considers 
that the ACCC should deal with merger or acquisition proposals in the PHI market as it would 
otherwise do in relation to any other market

competition in the PHI market continues to be constrained by extensive regulation on price   •
and products

while the PHI market is generally characterised as a highly competitive market, competition is   •
driven primarily by brand recognition and product promotion, resulting in only minor changes in 
market share

discounting restrictions, restrictions on what products may be offered by funds and restrictions on  •
price revisions mean that consumers do not see the offerings of funds as particularly differentiated

the current premium approval framework may be inappropriately manipulated by funds—for  •
example, periods of underpricing and extensive marketing have at times been followed by cost 
recovery of higher than industry average premium increases—equally, poorly performing funds can 
seek premium increase approvals that price competition might otherwise preclude

under the current premium approval mechanism one health fund may acquire another, assuming the  •
latter’s debt and using this debt to trigger a premium rise above the market rate under the guise of 
maintaining prudential requirements; under these circumstances, there is no real incentive for the 
fund to drive down management and operating expenses.
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Broader health cover

DHA’s submission described the development of broader health cover in these terms:

The reforms introduced in the Private Health Insurance Act 2007 allow the private health sector  

to continue to evolve in line with contemporary clinical practice and consumer expectations. 

Health insurers can now offer cover for health care services that do not require admission to hospital 

but which may be a part of an episode of hospital care, substitute for hospital care, or prevent 

hospitalisation. Insurers can now also offer chronic disease management for conditions such as 

diabetes and asthma, and disease prevention measures. This allows health insurers to design and 

offer more flexible and innovative products that better help their members to manage their own 

health care. 

The Ombudsman noted in relation to broader health cover:

The [Private Health Insurance Act 2007] provided the regulatory framework for a number 

of important consumer initiatives, including the introduction of broader health cover and a 

requirement for insurers to provide consumers with independent and reliable information about 

private health insurance in a standard format. 

… [broader health cover] enables insurers to pay benefits for services that substitute for hospital 

care, as well as chronic disease and illness prevention programs. Insurers are currently in the process 

of introducing policies that provide benefits for these broader health services. 

Some insurers already had chronic disease management programs in place prior to the introduction 

of the legislation and others have introduced programs since the legislation took effect. To date, 

insurers appear to be taking a cautious approach to the introduction of new services. Insurers are 

aware that any new programs need to be of benefit to members, without having a negative impact 

on premiums. 

The SA Minister for Health, the Hon. John Hill MHA, noted that:

… the Australian Government has extended the range of services that private health insurance funds 

can provide to enable them to provide benefits for broader health cover. However, funds are not 

required to deliver the extended range of services to their members and can pick and choose services 

for which they will offer benefits. Funds can also choose to place caps on the number of members 

they are prepared to fund for certain services, as currently occurs in the case of haemodialysis. This 

means any members outside caps who do not want to suffer significant cost impost, have limited 

service choice and are obliged to change fund or seek public sector services.

The Tasmanian Minister for Health and Human Services, the Hon. Lara Giddings, MHA, noted similar 
concerns regarding the apparent focus on the changes of the private health insurance sector, claiming 
little if any positive impact on the public sector health system.

CHOICE supported the introduction of broader health cover:

The ability for funds to offer additional benefits such as disease prevention programs may lead to 

better long-term outcomes for consumers. However, it has the potential to make PHI more complex 

and increases the need for good consumer information.

Broader health cover products have been slow to come on the market but CHOICE is aware that 

many funds are still developing products. More evidence on how these products work in practice is 

needed before we can make further comments on their effectiveness.
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While noting that it was too early to assess the effect of broader health cover, PHIAC also noted that it 
‘has been told by some funds that they are waiting to see which way the market develops before they 
launch broader health cover products’.

In its submission, HIRMAA noted that it was an active participant in the development of the regulatory 
framework for the introduction of broader health cover under the Private Health Insurance Act 2007, 
and that:

HIRMAA supports the legislative changes introducing broader health cover and believes that 

the new framework gives insurers the opportunity to offer a broader and more diverse range of 

products to policyholders and is an important step in the evolution of private health insurance 

coverage.

The CHF also noted that broader health cover products have not been developed and promoted 
immediately. The CHF is concerned at a lack of public information on broader health cover and its 
impact on health consumers and:

… [to] this end, CHF has accepted an invitation to participate on an expert panel along with 

representatives from the Australian Medical Association, the Australian Private Hospitals Association 

(APHA) and Catholic Health Australia to advise Government on health care models and to analyse 

broader health care products. It is anticipated that this panel will first meet in February 2008.

The CHF’s consumer consultation on broader health cover has raised a number of issues it wishes to 
raise in this report:

Broader health cover programs and services must be evidence-based, appropriate to consumer needs  •
and deliver high quality health outcomes for consumers.

Consumers want the right to choose whether to have treatment in the hospital or at home, based   •
on their health and broader support needs, and in consultation with their medical provider and to  
be fully informed about the cost, service and medical and health care implications if they agree to  
be treated out-of-hospital.

Service providers should develop standard protocols clearly outlining the services and procedures,  •
including arrangements for consumer agreement to services, referral, monitoring, discharge and 
back-up services, should such help be required as part of the Standard Information Statements.

People with long-term, high-cost health needs must not face higher premiums, be excluded from  •
taking out health insurance or from access to the most appropriate long-term treatment options 
through participation or not in, for example, a chronic disease management program.

PHIAC, the Australian Government and health funds should consult with key stakeholders, including  •
CHF, regarding their data collections to show value for money and health outcomes to inform the 
decision making process and monitor the impact of out-of-hospital services on costs to health 
consumers and the health system.

DHA should commission an independent review to monitor the impact of the legislation on the whole  •
health/community service system, access and equity for public and private patients, and  
cost effectiveness.

Medibank Private noted that it is very supportive of the introduction of a framework for broader health 
cover, but its submission also noted some concerns about the limitations of the new framework, the 
lack of incentives for funds to implement preventative health programs and the subsequent impact  
on consumers:
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One of the key limitations is that the new arrangements appear to be focussed on replicating the 

Medicare Benefits Schedule (‘MBS’) enhanced care planning items that have been developed for the 

provision of primary care services by general practitioners to their patients with chronic diseases, 

such as diabetes. As Funds are not able to pay for items already reimbursed under the MBS, their 

disease management and health preventative programs have focused on providing more innovative 

models of health care support (such as telephone coaching, case management, care co-ordination, 

and provision of health information) with an aim to complement and build on the clinical care 

provided by general practitioners and other health professionals. 

Medibank claims that the Private Health Insurance Act 2007 does not treat equally chronic disease 
management programs and other preventative health programs that are intended to prevent or 
delay the onset of such diseases. Medibank considers that it is likely that health funds will favour 
implementation of these disease management programs over preventative health programs and 
therefore the risk equalisation trust fund should equally apply to disease management programs and 
other preventative health programs.

Medibank also noted that the success of the broader health cover framework depends on the type and 
level of regulation of health services in each state and territory, giving the example of the provision of 
home chemotherapy and dialysis, which are permissible in some states and not in others. 

Consumer information website

Part of the new arrangements under the Private Health Insurance Act 2007 was the establishment of a 
website for consumer information about health insurance (www.privatehealth.com.au). As DHA noted 
in its submission, health funds are required to produce a standard information statement (SIS) for each 
of their products:

The new legislation requires health insurers to produce a standard information statement for each of 

their policies. These statements contain key information in a standard format to give consumers the 

tools to compare products and make informed choices. 

The standard information statements became available via the consumer information website 

that went online in April 2007. The website, which is managed by the Private Health Insurance 

Ombudsman (PHIO), provides consumers with information about private health insurance, the 

Lifetime Health Cover calculator and access to standard information statements. The department 

assisted the PHIO to develop the website and continues to support the PHIO in its maintenance.

The Ombudsman noted that the introduction of the new legislation had a significant impact on the 
Ombudsman’s workload and responsibilities:

As part of the reforms, the Ombudsman was given funding to develop a new website, to enable 

consumers to access independent and reliable information about private health insurance, as well as 

download and view Standard Information Statements (SISs) showing the main features of their own 

and other health insurance policies … Over 16,000 policies across 38 health insurers were eventually 

loaded onto the website in time for its public launch.

The website went live in early April 2007 and was promoted to consumers as part of the ‘Private 

Health Improvements’ campaign conducted by the Department of Health & Ageing. The response 

from consumers to the website was very positive and the site received some 5000 visitors a day 

during the campaign period. The Ombudsman intends to further refine the site in 2007/08, in 

consultation with stakeholders.
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CHOICE welcomed the introduction of the consumer information website:

… as more information which can assist consumers to make sense of the market is needed. Health 

insurance can be difficult to understand because of the number of funds offering varied packages 

and services and because the products are complex. Effective comparison tools are likely to be the 

best way to empower consumers to make choices. 

CHOICE also suggests that these tools must be accessible to those consumers who don’t have access to 
the internet. 

BUPA Australia noted that:

There are some teething issues with the PHIO’s comparative web site and the administration of 

the Standard Information Statement (‘SIS’) requirements which are being addressed by an industry 

working group working in collaboration with the Department and the PHIO. BUPA Australia is 

confident that the work of this working group will facilitate the objectives of clear information in a 

form which is comparable for consumers benefit.

HIRMAA supported the development of the Ombudsman’s consumer education website, but has 
expressed some reservations regarding the proposal and would welcome further consultation with the 
Ombudsman in the development of the website. In particular:

HIRMAA contends that the PHIO website must be designed to ensure that all funds, open and 

restricted, are treated equitably. The treatment of restricted membership funds needs to be defined 

and not compromised in relation to inclusion on the PHIO website.

HIRMAA would welcome further discussions with the PHIO regarding how the standard product 

information will be managed for the purposes of the PHIO website, including the administrative 

processes around the exchange of data.

HIRMAA is pleased that the PHIO has worked closely with insurers in the development of the 

website. Dealings with the PHIO have been helpful and constructive and HIRMAA commends the 

PHIO on the manner in which it has conducted itself during this ‘ambitious undertaking’. HIRMAA 

has attended all meetings convened by the PHIO on the website development and will continue to 

work with the PHIO to obtain the best outcomes for consumers. 

The Australian Society of Anaesthetists (ASA) noted some concerns with the website’s lack of detailed 
definition of terminology such as ‘comprehensive’ and ‘top cover’. 

PHIAC noted that the new legislation introduced new definitions and requirements, obliging health 
funds to implement system changes; and that the relative effect on small and large funds’ resources is 
unknown to date.

CHF welcomed the introduction of the consumer information website, noting that it had lobbied for 
the development of such a website and gave input to its construction, including identifying the need 
for ongoing consumer involvement to ensure the site continues to meet consumer needs. In June 2007, 
CHF conducted a workshop for health consumers to explore and assess the new comparative website.  
A report on this workshop has been provided to the Ombudsman and made available from the  
CHF website.
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The Mental Health Council of Australia (MHCA) submitted that the new website was a useful resource 
for all consumers seeking information about private health cover, but noted that there could be more 
information on the site relating to benefits for the treatment of mental illness:

There are currently no references to these benefits in the supporting information on this site, though 

other benefits (eg dental, optical, physiotherapy) are referred to directly.

Given the prevalence of mental illness, it would be beneficial to at least mention that benefits are 

available under some private health insurance policies.

Medibank Private supports the consumer information website but noted some concerns regarding  
the restrictions placed on the information that may be presented on the standard information 
statements (SIS):

The Private Health Insurance (Complying Product) Rules prescribe the information that may be 

contained in an SIS. In relation to the SIS for general treatment policies, Funds may only present 

examples of maximum benefits from non-preferred providers. Funds which have preferred provider 

arrangements (including capped fees, and in most cases, more generous benefits) are precluded 

from including these examples. Without the ability to compare preferred provider benefits against 

non-preferred provider benefits, Funds are restricted from presenting their competitive advantage in 

this area and consumers may be misled as to which policy may better suit their needs.
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5.   Health fund and health service  
provider contracting

This chapter examines competition and other issues relevant to the relationship between health funds 
and hospitals (both private and public).

5.1  Background

HPPA (hospital purchaser provider agreement) contracting allows funds to offer their members ‘no 
gap’ (or ‘known gap’) policies for hospital services where the service provider has entered into an HPPA 
with their health fund. A voluntary code of practice originally sought to ensure that HPPA negotiations 
between health funds and hospitals were conducted in a fair and reasonable manner, and to improve 
the efficiency of business arrangements between health funds, private hospitals and day hospital 
facilities, but this code has fallen into almost complete disuse in recent years.

Since 1 July 2006 the Ombudsman has had ‘the power to compel an insurer and a health care provider 
to attend mediation, to resolve disputes about contractual arrangements, which have the ability to 
adversely affect consumers’ entitlements under their health insurance policies’. The Ombudsman  
noted that:

It is not intended that the Ombudsman become involved in contractual disputes that relate mainly 

to the commercial interests of the parties. The Ombudsman will only become involved in these 

disputes if there is likely to be a significant impact on consumers’ rights under private health 

insurance arrangements. 

During the reporting period, the Acting Ombudsman was involved in informally mediating a 

number of such disputes, but none met the requirements for formal mediation. The Office also 

assisted a small number of consumers with complaints that were related to hospital contracts. These 

complaints typically involved negotiations over individual hospital accounts, requests for health 

insurers to pay a higher benefit for a hospitalisation under the terms of a contract, or complaints 

about advice given to a consumer by hospital staff regarding their out of pocket costs not covered 

by the health insurer’s contract. 

The Office has organised for a professional mediation organisation to provide suitable mediators 

if required and has also produced a set of guidelines, in consultation with industry, for use of the 

mediation power. These are in addition to the Ombudsman’s existing protocols and guidelines for 

hospitals and health funds to assist with communication and transitional arrangements during 

contract cessation.

The mediation power gives the PHIO additional avenues for resolving contractual disputes in order 

to protect consumers’ interests and entitlements under their private health insurance.
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5.2  Health fund and health service provider contracting

As in last year’s report, stakeholders’ comments regarding contracting were somewhat reduced from 
previous years. The concerns raised have remained similar over time and continue to include:

preferred provider schemes (including ‘no or known gap’ arrangements) •

‘take it or leave it’ offers in lieu of genuine negotiation. •

Submitters differed in their views of the contracting environment. While private hospitals and their 
associations were concerned at the restrictions and requirements that could be placed on them by 
health funds in contracting for ‘no gap’ arrangements, they generally acknowledged and supported the 
second tier benefits system as a valuable ‘safety net’.

Health funds and their associations, on the other hand, considered that their bargaining position was 
undermined by the second tier system and that it tended to keep service costs higher than they would 
have otherwise been, impacting on health funds’ costs and, ultimately, premiums. Medibank Private and 
BUPA Australia advocated some measure of reform to the scheme to reduce its inflationary effects.

The NSW and South Australian government submissions raised some issues under the Australian Health 
Care Agreements (AHCA), which are outside the scope of this report. That said, NSW Health stated that 
it would welcome the ability and flexibility to respond effectively to the opportunities presented by the 
legislative reforms, but considers that:

[due to] constraints in the AHCA … NSW will not be able to achieve this. In summary NSW believes 

that the current AHCA may constrain the adoption of the reforms by the public sector. For example, 

to provide hospital substitutable services, the reforms will require providers to be sufficiently flexible 

to change the mix and location of services offered. The public hospital is not able to do this to the 

same extent as the private sector due to limitations imposed by the AHCA with respect to changes 

in service mix, its narrow focus on inpatient (admitted) services and the inability to refer people 

to other services. In addition, if NSW were to breach the AHCA, by for example referring people 

presenting at Emergency Departments to more appropriate care, then a compliance penalty of up 

to $200 million a year could be imposed by the Australian Government. There is no such penalty for 

the private sector.

CHOICE noted that the market is in a period of change and in its view competition in the industry  
has improved. CHOICE sees potential competition benefits from the development of larger national 
health funds:

They may achieve economies of scale, compete more directly and be able to negotiate more 

effectively with hospitals. However, this is not guaranteed.

The limitations of existing competition are clearly apparent in some of the non-price marketing 

currently apparent in the health insurance sector. Our analysis suggests that some funds offer 

policies of dubious value. Marketing is confusing and often emphasises the ‘bells and whistles’ 

(eg some alternative medical services) rather than core health coverage and price. Given the 

very substantial taxpayer subsidy provided to health insurance funds it is disappointing to see 

competition reduced to the offer of ‘speciality products’ such as hair straighteners or barbeques.

[G]iven the large commitment of taxpayers’ money, it is important that competition and other 

practices in the industry continue to be monitored. This should include monitoring the regulation 

of the industry to ensure that the current level of regulation is necessary and effective and is not an 

obstacle to good health outcomes for PHI members.
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Allied health providers (i.e. non-hospitals) often may not have access to the second tier system and 
some considered that contracting between health funds and smaller providers remained a major issue. 
At times fund/provider contracting can reduce consumer choice—or at least increase the cost of making 
provider choices—if the provider of first choice does not have a contract with the consumer’s health 
fund (the various reasons for lack of a contract are considered below). The Australian Physiotherapy 
Association (APA) noted:

The APA continues to encounter situations where consumers are disadvantaged as a direct result of 

contract arrangements between funds and providers. Consumers are increasingly unable to access 

equitable rebates for ideal treatment through their chosen health practitioner. 

The APA was also concerned that if patients raise the out-of-pocket expense for a specific treatment 
with their health fund, they may be advised to consider a contracted provider—which may not take into 
account the appropriateness of the treatment available.

The APA’s comments encapsulate the majority of concerns raised by allied health service providers—that 
the provider not contracting with particular health funds (whether a willing decision or not) can impact 
the gap paid by members of those funds.  

The Australian Dental Association (ADA) raised similar concerns in its submission and was particularly 
concerned that some health fund practices could potentially interfere with dental health care delivery by: 

 Seeking to influence patients in the selection of their dentist for treatment; •

 Creating fund business rules relating to rebates payable that result in patients sometimes not opting   •

for a course of treatment that is best suited to them;

 Unilateral de-listing of some dentists from their patients being able receive a full health fund rebate,  •

usually for contractual or administrative reasons. [Leading to potential misunderstandings by patients  

of the reasons for the decision];

 In disputes between health funds and dental surgeons, the dentist is required to negotiate with skilled  •

fund personnel, but no right of representation is guaranteed to the dentist.

 Funds’ unilateral imposition of requirements on a dentist when no prior relationship exists between   •

the two.

APHA’s comments summarised the concerns of the private hospital sector:

APHA remains extremely concerned about the deteriorating and essentially unsustainable contracting 

environment between health insurers and the private hospitals sector. [M]ost patients receiving 

treatment in the private hospitals sector are covered by the provisions of contracts ‘negotiated’ 

between hospitals and health insurers. In most cases this means that hospital owners and operators 

agree to accept payment by the patient’s insurer in lieu of levying charges on the patient.

The key concern of APHA is that outside of the major corporate hospital groups, these contracts  

are increasingly made on a take-it-or-leave-it basis…. The outcome of this imbalance in power  

can be clearly demonstrated by the declining share of benefits received by the sector and also in  

the failure of average increases (decreases in some cases) to keep pace with inflation, let alone  

health inflation.…

In terms of nationally aggregated data, the proportion of total health insurance fund benefits paid 

to private hospitals and day surgeries has declined from 56 per cent in 1996-97 to 47.4 per cent in 

2005-06. This decline has occurred despite the well-known fact that health care costs are increasing 

by around two and a half times the rate of inflation. 
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5.3  Portability

Portability was identified as not a major concern in stakeholders’ submissions to this report. This may 
be partly due to a continuation of a trend noticeable in recent reports, but is most likely also due to the 
condition of health insurance fund registration introduced in November 2005, requiring funds not to 
impose benefit limitation periods on transferring members or their dependents.

CHF noted its concern that some consumers can be confused about waiting periods when transferring 
from one health insurer to another:

Consumers need to be informed that their new insurer can only impose waiting periods for any 

new or higher benefits compared to their old policy. The new insurer must give consumers credit 

for the waiting periods they have already served in their old policy. CHF is pleased to see that this 

information is provided on the new PHIO comparative website—www.privatehealth.gov.au—but 

recommends that it be more widely communicated by health funds and other stakeholders.

The APHA commended:

… the Government’s commitment to portability of private health insurance as a key protection for 

privately insured consumers. APHA was similarly supportive of the retention of portability of private 

health insurance in the Private Health Insurance Act 2007.

The MHCA also welcomed the revised portability requirements introduced as a condition of registration, 
as they mean that ‘policyholders who transfer to a new fund will not be required to serve waiting 
periods again before receiving full benefits from their new fund.’
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6. ACCC activities

This chapter summarises the ACCC’s public activities in the reporting period relating to health insurance 
funds and suppliers of health services and products.

6.1 ACCC public statements of action

Baxter Healthcare Pty Ltd

On 1 November 2002 the ACCC instituted proceedings in the Federal Court against Baxter Healthcare 
Pty Ltd alleging that it had misused its market power and engaged in exclusive dealing in the supply of 
medical products to certain Australian state and territory health purchasing authorities.

The ACCC alleged that Baxter had entered into long-term, exclusive bundled contracts of between three 
and five years for the supply of certain medical products associated with peritoneal dialysis, with each of 
the purchasing authorities in New South Wales, the Australian Capital Territory, Western Australia, South 
Australia and Queensland. The state governments of New South Wales, Queensland, South Australia 
and Western Australia took the position that companies contracting with them should be exempted 
from the Act. (Victoria, Tasmania and the Territory governments were not involved in the proceedings.)

In May 2005 Justice Allsop published his judgment and held that despite the conduct being anti-
competitive, Baxter had not contravened the Act because it was dealing with various state government 
departments which were not carrying on business.

The ACCC appealed Justice Allsop’s decision to the Full Federal Court, which dismissed the ACCC’s 
appeal in August 2006. The Full Court concurred with the findings of the trial judge that because Baxter 
was supplying state purchasing authorities which were not carrying on a business and therefore entitled 
to Crown immunity, the Crown immunity extended to protect Baxter from the proceedings brought by 
the ACCC.

In September 2006 the ACCC sought special leave to appeal to the High Court on the findings by the 
Full Federal Court that Baxter was protected from the operation of the Act by Crown immunity and in 
February 2007, the High Court granted special leave for this appeal. The ACCC believes that the High 
Court may clarify whether prohibitions in the Act against anti-competitive conduct apply to businesses 
when the contract is with government purchasing authorities which are not themselves carrying on  
a business.

Royal Australasian College of Surgeons

In December 2006 the ACCC issued a determination under its authorisation function which  
removed parts of the Royal Australasian College of Surgeons’ authorisation relating to the college’s 
training program.

College functions relating to the accreditation of hospitals, hospital posts and assessment of overseas-
trained surgeons will remain protected under a substitute authorisation. Immunity for these aspects 
expired in July 2007. 

Review of the authorisation followed concerns that the college’s ability to restrict surgical training 
intakes increased the anti-competitive detriment flowing from its arrangements. 
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The college advised that it would not seek authorisation beyond July 2007 and, with the introduction of 
the new Surgical Education & Training model, no longer required authorisation for its current surgical 
training program.

Accordingly, the ACCC considered it was not appropriate for the authorisation to remain and removed 
authorisation in relation to the selection, training and examination of surgical trainees but let the  
other aspects of the authorisation expire in July 2007. The effect of removing the authorisation is 
to expose the college to the application of the Act if the college restricts training intakes in an anti-
competitive manner.

Johnson & Johnson 

Also in December 2006 the ACCC accepted a divestiture proposal offered by Johnson & Johnson (J&J) 
and will not oppose its proposed acquisition of the consumer healthcare business of Pfizer Inc. 

J&J and Pfizer each provided court enforceable undertakings to allay the ACCC’s competition concerns 
about the impact of the proposed acquisition in the worm treatments, anti-diarrhoeal and nicotine 
replacement therapy product categories. The undertakings require J&J to divest its Vermox brand in 
the worm treatments product category, and Pfizer’s anti-diarrhoeals brands Lomotil and Lofenoxa. In 
addition, if required, the undertakings provide that J&J and/or Pfizer will assist the proposed purchaser/s 
of these divested brands to secure a source of supply of the products corresponding with these brands 
on competitive terms for a period of two to three years after their sale.

J&J’s undertaking also requires it to divest part or all of its global nicotine replacement therapy business 
including, if required, the manufacturing assets of this business. To achieve this divestiture, J&J has 
undertaken to comply with its divestiture commitments to the European Commission, and to obtain 
ACCC approval for any proposed purchaser of the business.  

The ACCC conducted market inquiries about the impact of the proposed acquisition and J&J’s 
divestiture proposal on competition in the supply of worm treatments, anti-diarrhoeals and  
nicotine replacement therapy products in Australia. It decided that, subject to the divestitures, the 
proposed acquisition will not lead to a substantial lessening of competition in any of the relevant 
product categories.

Healthe Care Australia Pty Ltd

In December 2006 the ACCC announced it would oppose the proposed acquisition of Brisbane Waters 
Private Hospital by Healthe Care, a network of privately owned private hospitals in Australia.

The ACCC’s market inquiries found that the proposed acquisition would be likely to substantially lessen 
competition in the supply of private hospital services to patients in the Gosford area. In particular, the 
ACCC’s concerns related to the potential for the quality of private hospital services to diminish. 

The ACCC’s inquiries found that treating doctors play a significant role in ensuring that patients receive 
a high standard of care from private hospitals. The ACCC considered that competition existed between 
North Gosford and Brisbane Waters to attract doctors and that they could use the competitive situation 
to benefit the standard of care for their patients. The ACCC considers that this situation would end if 
Healthe owned both private hospitals.  
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The ACCC took into consideration information provided by Healthe and many other market participants, 
including specialists, health funds and industry bodies. The ACCC published a Public Competition 
Assessment on 22 January 2007, in which it stated it had formed the view that the proposed acquisition 
was likely to result in a substantial lessening of competition in the Gosford market for the provision of 
private hospital services to patients in contravention of s. 50 of the Act.

As a result of the ACCC’s decision to oppose Healthe’s proposed acquisition of Brisbane Waters Private 
Hospital, Healthscope sold the other four hospitals subject to the sales agreement to Healthe and 
retained Brisbane Waters in its private hospitals portfolio. Healthscope notified the ASX of the amended 
sales transaction on 13 December 2006.

Canberra After Hours Locum Medical Service

In January 2007 the ACCC granted authorisation to the Canberra After Hours Locum Medical Service 
(CALMS) to use a revised capped fee structure in its provision of after-hours medical services in the ACT.

The ACCC first authorised CALMS to use a capped fee structure in 2005. Since then, CALMS has revised 
its fee structure to reflect changes and clarifications to the Medicare Benefits Schedule.  

Under the capped fee structure, CALMS will not charge patients fees above certain levels. CALMS 
doctors are able to charge lower fees or bulk bill where appropriate and information provided by 
CALMS indicates that it is not uncommon for its doctors to bulk bill patients in certain circumstances.

The ACCC considers that the capped fee structure promotes transparency and certainty regarding fees 
for patients seeking after-hours primary medical care in the ACT. This certainty assists patients to make 
informed decisions.

Given the possibility of future changes to the Medicare Benefits Schedule, or other relevant changes, the 
ACCC’s authorisation allows CALMS to lower its capped fees without seeking a further re-authorisation 
from the ACCC. The authorisation does not allow for any increase to the capped fees.

Mater Misericordiae Hospital Townsville Ltd 

In March 2007 the ACCC announced it would not oppose Mater Misericordiae Hospital Townsville Ltd’s 
acquisition of The Wesley Hospital Townsville.

The ACCC’s market inquiries revealed a widespread view in the market that the Wesley has been 
declining in terms of occupancy rates, standard of facilities, and financial viability for several years. 
Following discussions with market participants and examination of confidential documents provided by 
the merger parties, the ACCC formed the view that in the absence of the merger, the Wesley is not likely 
to continue operating in its present form and will not be a vigorous and effective competitor to the 
Mater in future.

Following extensive market inquiries, the ACCC was satisfied that reproductive services, including IVF, 
would continue to be available at similar levels to patients in Townsville and the surrounding region 
post-acquisition. The ACCC understands that the Queensland Fertility Group, which currently offers IVF 
services at the Wesley and some services at Townsville Day Surgery, is proposing to transfer all its services 
to the Townsville Day Surgery with minimal, if any, interruption to services. The Queensland Fertility 
Group will operate separately from, and in competition with, Monash IVF, a competitor which already 
operates at Townsville Day Surgery.
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Mr John Knight and Mr Iain Ross

On 5 July 2007 the Federal Court imposed penalties totalling $110 000 on two Adelaide cardiothoracic 
surgeons over moves to prevent competition from two other cardiothoracic surgeons in the Adelaide 
metropolitan area. Although it was concluded just outside the reporting period, the majority of the 
investigation and negotiations took place in the financial year 2006–07.

The Federal Court made a number of declarations relating to the anti-competitive conduct of the two 
Adelaide cardiothoracic surgeons, including that they made an arrangement that they would hinder 
or prevent a newly qualified surgeon from entering or supplying his services in the market before he 
had undertaken further surgical training, notwithstanding that he was legally qualified to practise as a 
cardiothoracic surgeon; and that they each attempted to reach a non-competitive arrangement with 
a second surgeon whereby that surgeon would not provide surgical services at one hospital and Mr 
Knight and Mr Ross would each agree not to provide surgical services at another hospital.

The court ordered the surgeons to each pay a pecuniary penalty of $55 000 and make a contribution of 
$5000 each to the ACCC’s costs in relation to the proceedings. They were also required to attend trade 
practices law compliance training.

The proceedings were finalised by consent.

Medicines Australia Code

In June 2007 the Australian Competition Tribunal supported the ACCC’s tight public reporting 
conditions for Medicines Australia’s code of conduct. 

Medicines Australia had sought authorisation of its code of conduct, which governs the activities of 
drug companies when they promote prescription medicines to doctors.

The code regulates advertising of prescription drugs to doctors, drug company sponsorship of 
medical conferences, the payment of travel and accommodation expenses of doctors attending such 
conferences and the provision of other forms of hospitality and was authorised by the ACCC in July 
2006, with a condition requiring Medicines Australia to publicly report details about all functions 
sponsored by pharmaceutical companies. 

This condition required greater detail about the functions including cost and the type of hospitality 
provided. This information was to be made available to the public on the Medicines Australia website 
every six months.

Medicines Australia sought review by the Australian Competition Tribunal of the ACCC’s decision and 
sought to have its code authorised, without the public reporting condition.

While the tribunal found that the code would deliver public benefits, it felt it was appropriate to impose 
the ACCC’s public reporting condition.

In particular, the tribunal stated:

Making public the nature, frequency and scale of benefits conferred will impose its own compliance 

constraint that companies conferring the benefit will have to be in a position to explain and justify it 

in public as well as to the Code Committee should a complaint be made.
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RACGP authorisation

In May 2007 the ACCC issued a determination authorising certain general practitioners to agree on the 
fees they charge their patients and to collectively negotiate with hospitals for the provision of Visiting 
Medical Officer (VMO) services. 

In 2002 the ACCC granted authorisation to the Royal Australian College of General Practitioners for GPs 
intra-practice price setting arrangements. The authorisation concerns GPs in a single practice operating 
as a team.

The RACGP sought renewal of the authorisation and its extension to allow GPs in particular practices to 
collectively negotiate with public hospitals regarding the terms and conditions, including price, of their 
VMO contracts. 

The ACCC was satisfied that the arrangements were likely to result in a net benefit to the public.  
The proposed arrangements were consistent with a team approach to patient care and were likely to 
result in future efficiency gains in negotiations with hospitals. 

The ACCC considered that the arrangements were likely to generate some public benefit by assisting 
the recruitment and retention of GPs in rural Australia; an important issue in light of current medical 
workforce shortages in rural Australia. 

The ACCC considered that any detriment from the arrangements is likely to be limited. In particular, 
patient fees remain constrained by competition between practices and GPs are free to bulk bill or offer 
discounts for their services on an individual basis. 

The ACCC authorised the arrangements for a period of four years. 
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Appendix A:  Senate Procedural Order of 
Continuing Effect #12 

12: Health—Assessment reports by the Australian Competition and  
        Consumer Commission

There be laid on the table as soon as practicable after the end of each 
period of 12 months ending on or after 30 June 2003, a report by 
the Australian Competition and Consumer Commission containing an 
assessment of any anti-competitive or other practices by health funds 
or providers which reduce the extent of health cover for consumers and 
increase their out-of-pocket medical and other expenses.

(Agreed to 25 March 1999, by means of an amendment to the motion that 
the report of the committee on the Health Legislation Amendment Bill  
(No. 2) 1999 be adopted. J.626, amended 18 September 2002 J.761)

This Senate order can be found on the Parliament House website (www.aph.gov.au),  
under Procedural orders and resolutions of the Senate of continuing effect.4

4 Full url: www.aph.gov.au/Senate/pubs/standing_orders/d04.htm#12.
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Appendix B: List of stakeholders consulted

*denotes written and/or oral submission received

Private health insurance funds/associations

ACA Health Benefits Fund
AMA Health Fund
Australian Health Cover Advisors
Australian Health Insurance Association
Australian Health Management Group Limited
Private Health Insurance Intermediaries Association
Australian Unity Health Ltd
BUPA Australia Health Pty Ltd*
CBHS Friendly Society Ltd
Central West Health Cover
Cessnock District Health Benefits Fund Ltd
Credicare Health Fund
Defence Health Limited,
Druids Friendly Society Ltd
Federation Health
GMF Health
GMHBA Ltd
Grand United Health Fund Pty Ltd
HBA
HBF Health Funds Inc.
HCF
Health Insurance Fund of WA
Health Insurance Restricted Membership Association of Australia*
Health-Partners Inc.
Hospitals Contribution Fund of Australia Limited
Latrobe Health Services Inc.
Lysaght Peoplecare Ltd
Manchester Unity Australia Limited
MBF Australia Ltd
MBF Health Pty Ltd [NRMA Health Insurance]
Medibank Private Limited*
Mildura District Hospital Fund Ltd
Mutual Community
Navy Health Ltd
NIB Health Funds Ltd
Phoenix Health Fund Ltd
Police Health
Queensland Country Health Ltd
Queensland Teachers’ Union Health Fund Limited
Railway & Transport Health Fund Ltd
Reserve Bank Health Society Ltd
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St. Lukes Health
Westfund Ltd
Private hospitals sector
Australian Private Hospitals Association*
Catholic Health Australia Incorporated
Pendlebury Clinic Private Hospital*
Australasian Day Surgery Association
Consumer/advocacy organisations
Australian Consumers’ Association*
Consumers’ Health Forum of Australia*
National Network of Private Psychiatric Sector Consumers and Carers
Medical associations
Australasian College for Emergency Medicine*
Australian College of Cosmetic Surgery
Australasian Society of Clinical Immunology and Allergy
Australian and New Zealand College of Anaesthetists*
Australian College of Rural and Remote Medicine
Australian Institute of Radiography
Australian Medical Association
Australian Society of Anaesthetists*
Australian Society of Plastic Surgeons
Royal Australasian College of Surgeons
Royal Australasian College of Medical Administrators
Royal Australasian College of Physicians
Royal Australian and New Zealand College of Obstetricians and Gynaecologists*
Royal Australian and New Zealand College of Ophthalmologists
Royal Australian and New Zealand College of Psychiatrists
Royal Australian and New Zealand College of Radiologists
Royal College of General Practitioners
Royal College of Pathologists of Australasia
Allied health organisations
Australian Acupuncture and Chinese Medicine Association Ltd
Australian Association of Practice Managers
Australian Association of Somatic Psychotherapists
Australian College of Clinical Psychologists
Australian Dental Association Inc.*
Australian Homeopathic Association
Australian Hypnotherapists’ Association
Australian Medical Acupuncture College 
Australian Osteopathic Association
Australian Physiotherapy Association*
Australian Podiatry Council
Australian Psychological Society Ltd
Australian Resource Centre for Healthcare Innovations
Australian Society of Clinical Hypnotherapists
Australian Society of Hypnosis
Australian Society of Orthodontists Inc.
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Australian Traditional Medicine Society Ltd
Chiropractors’ Association of Australia (National) Limited
Dietitians Association of Australia
International Institute of Psychosomatic Medicine
Medical Industry Association of Australia*
Mental Health Council of Australia*
NSW Council for Intellectual Disability
Optometrists Association Australia
Government agencies
ACT Community and Health Services Complaints Commissioner
ACT Minister for Health
Health Consumers’ Council (WA)
Health Insurance Commission
Health Services Commissioner
Healthcare Complaints Commission (NSW)
NSW Minister for Health*
NT Commissioner for Health and Community Services Complaints
NT Minister for Health
Office of Health Review (WA)
Office of the Health Complaints Commissioner TAS
Private Health Insurance Administration Council&*
Department of Health and Ageing*
Private Health Insurance Ombudsman*
QLD Minister for Health
Queensland Health Rights Commission
SA Minister for Health*
South Australia State Ombudsman
TAS Minister for Health*
VIC Minister for Health
WA Minister for Health*
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ACCC contacts

Infocentre: 1300 302 502

Website: www.accc.gov.au

Callers who are deaf or have a hearing or speech impairment can contact the ACCC  
through the National Relay Service www.relayservice.com.au.

TTY or modem users—phone 1333 677 and ask for 1300 302 502.

Voice-only (speak and listen) users—phone 1300 555 727 and ask for 1300 302 502.






