
Ms Joanne Palisi 
Director 
Adjudication Branch 
Australian Competition and Consumer Commission, 
GPO box 3131 
CANBERRA ACT 2601 

Dear Ms Palisi 

Re: Ap~l icat ion for authorisation A91100 lodaed bv the Australian Medical 
Association Limited and statelterritorv AMA orqanisations 

I note the current consultation period regarding the application of the Australian 
Medical Association (AMA) seeking authorisation to collectively negotiate with 
statelterritory liealth departments the terms of contracts for rural general 
practitioners (GPs) providing services as visiting medical officers (VMOs) in public 
hospitals and h~ealth facilities in rural and remote areas of Australia (except for 
NSW). 

I n  your notificat:ion, you have invited submission on the likely public benefits and 
effect on competition, or any other public detriment, from the proposed 
arrangements. 

I thank you for the opportunity to  submit to  this consultation process as the peak 
health policy association representing the interests of those directly affected by 
this application,, that  is the boards of rural and regional hospitals throughout 
Victoria. I provide the following observations in support of our objection to the 
application. 

Hospitals in Victoria are registered corporations through the Health Services Act 
1988. These hospitals engage GPs as VMOs through arrangements negotiated 
directly between the legal entity (the hospital) and the medical practice providing 
the service. The Department of Human Services is not involved in negotiations 
between these independent legal entities and the GPs contracted as VMOs. I note 
that the AMA application confirms this to  be the arrangement within Victoria. 

The following comments are provided in relation to  the specifics of the application: 

1. Public benefit claims: 

The AMA makes the following public benefit claims: 

1.1 Effective representation of rural doctors to  the State health authorities: 

While representation by the AMA may provide a benefit to  individual rural 
doctors, I am unable to  identify evidence within the Victorian context to  
support the notion that this would provide a public benefit. 



I also note the existence of a number of 'representative' bodies for rural 
doctors, all of whom would presume to  provide more effective 
representation. By example, the Rural Doctors Association of Australia 
(RDAA) was specifically established for this purpose and would 'prima facie' 
appear to  present the more legitimate claim to  representation of the needs 
of rural doctors. 

Further, the AMA submits that the capacity to  negotiate on price will make 
a significant, positive difference to  the representation of rural GPs. The 
implied assertion of this contention is that the AMA will negotiate a better 
(i.e. higher) price on behalf of rural GPs. Hospitals have available to  
them finite resources within which to function. Any increase in cost in one 
area of  activity reduces the capacity of another. I n  other words, higher 
costs are a public detriment, as they directly impact upon the availability of 
service. 

The AMA asserts that direct negotiation of contracts will ensure that the 
need to  maintain viable facilities and training and education is taken into 
account in the negotiation process. This assertion is rejected, as the 
current arrangement provides the capacity for the AMA to  be consulted in 
the process. I n  this regard, the AMA could effectively service its 
membership through the provision of pro-forma contract documents that 
guide GPs to  address the breadth of issues to  be considered in negotiating 
their contract. The advantage of this approach is that the local GP can then 
contextualise the negotiation to the local circumstance. 

1.2 Reduced transaction times and costs currently associated with the 
contracting of GPs as VMOs, including for individual doctors: 

While the notion of a collective agreement intuitively supports the 
contention of removing 'red tape', this would appear to  be a business 
benefit as opposed to  a public benefit. Further, I am not convinced that the 
reduction in so called 'red tape' would be significant as some form of 
document will still need to  be reviewed and agreed by the contracting 
doctor. As indicated above, the 'red tape' factor could be addressed 
through the provision of a 'pro-forma' contract. The capacity to  agree on 
the use of such a contract (without the expression of price) currently exists 
and requires no change in relation to  the AMAs status with matters of 
interest to  the ACCC. 

1.3  Positive effect on the retention of rural GPs as VMOs. 

The VHA is of the view that there is no evidence in existence within the 
Victorian context to  support the notion that the current process of 
negotiating VMO contracts represents a retention issue. 



I n  addition to  noting the absence of evidence supporting this contention 
can be added our own anecdotal observation. That is that the current 
arrangements within Victoria provide a sense of 'partnership' between 
general practitioners and the local hospital, resulting from the interface in 
negotiating contractual arrangements. Any centralised approach may 
remove this sense of 'partnership', creating a risk of equal merit to  the 
advantage argued by the AMA. T h ~ s  risk is that the 'new red tape' 
disenfrar~chises the partnership currently existing and may create further 
retention concern. 

2. The counterfactual: effect of non-granting of authorisation: 

The AMA asserts that in the absence of authorisation, that: 

2.1 the status quo will continue into the foreseeable future 
2.2 the AMA will not be in a position to fully represent the interests of rural GPs 

providing services as VMOs in public hospitals in rural and remote areas of 
Australia. 

The couriterfactual argument of the AMA, while technically correct, brings 
no detriment to the rural GPs they purport to be representing through this 
application. 

Earlier this year, the ACCC granted an application from the Rural Doctors 
Association of  Australia (RDAA) to collectively represent rural doctors 
providing VMO services to  rural and remote hospitals. This is now part of 
the 'status quo' referred to  by the AMA. The RDAA has the capacity to 
consult with the AMA in representing the interests of rural doctors, thus an 
avenue already exists within the status quo model for significant 
representation by the AMA to  the contractual issues that the RDAA has 
approval to  negotiate. 

As noted earlier, the legitimate claim for representation of rural doctors, 
does prirna facie sit with the RDAA, not the AMA. 

2.3 Facts and evidence relied upon 

The AMA application provides a number of facts and supporting evidence 
that were relied upon in support of their claim. 

The VHA agrees that General practitioners are critically important to  the 
provision of hospital services within rural areas. Smaller agencies (less than 
50 acute beds) will in most instances be totally reliant upon local GPs to  
deliver accident and emergency and medical services as VMOs. At smaller 
agencies, procedural GPs may also provide obstetric and surgical services. 

Larger regional agencies will generally utilise GP services to  support their 
resident medical officers in the provision of services. Although less reliant 
upon GP input to  sustain the service model, they none-the-less play an 
important and integral role. 



The facts and supporting evidence provided are not in dispute, and reflect 
the parlous state of medical coverage to rural and remote Australia. 
However, the VHA does not accept the position of the AlYA that the 
putting in place of effective systems for collectively negotiating VMO 
contracts for rural GPs will change this national and international problem. 

3. Public detriments: 

The AMA considers that there is little, i f  any, public detriment likely to 
result from the authorisation of the proposed collective arrangements. 

Significant concern has been expressed from amongst the membership of 
VHA that any collective agreement will drive costs up. As cost control is a 
concern to  all involved in the delivery of public hospital services, the VHA 
contends that this represents a major public detriment argument against 
this application. The application of the AMA clearly identifies that the 
motive of the application is to  negotiate on price. 

Within Australia, a collective guide to pricing medical services is expressed 
through the Medical Benefits Schedule (MBS). Previous exception t o  the 
value expressed within the IYBS for medical services has seen the AMA 
publish their own fee guide, at rates significantly above those expressed 
through the MBS. I f  this outcome is a precursor to what the industry can 
expect from an AMA collective agreement, then concern regarding price 
increases is further confirmed as reasonable, and clearly represents a 
public detriment. 

4. Voluntary participation in the collective bargaining arrangements: 

The VHA acknowledges that the AMA proposes that the collective 
arrangements are voluntary for AMA members and the StateITerritory 
health departments. 

As noted earlier, the State health department in Victoria is not involved in 
the negotiation of legally binding contracts for the provision of VMO 
services by local GPs. I n  Victoria, this function falls t o  the legal entity, the 
hospital. 

The VHA is concerned that the AMA application makes no reference to  this 
reality within the Victorian context in their discourse on voluntary 
participation. The absence of any commentary on the matter indicates that 
the AlYA does not know how they will apply collective bargaining within 
Victoria if their application is successful. I f  this is true, the VHA would 
highlight that this application should not include Victoria, and identify the 
absence of this important practical element of success as a further reason 
for rejecting the application. 
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5. Collective boycott activity: 

The VHA notes that  the AMA have not requested authorisation to  engage in 
collective boycott activities. This fact does not  change the position of  the 
VHA in objecting t o  this application. 

Thank you for the opportunity to  contribute to  the deliberation of the ACCC in this 
matter. 

Please do not  hesitate to  contact the undersigned should you require further 
information or  clarification of  any of  the points made. 

Regards, 

Trevor Carr, 
Chief Executive. 


