
	  

8 May 2015 
 
Mr David Hatfield 
Director - Adjudication Branch 
Australia Competition and Consumer Commission 
GPO Box 3131 
Canberra ACT 2601 
        
via email: david.hatfield@accc.gov.au 
 
REF: TRACKIT 57200 
 
Dear David, 
 
Thank you for affording the opportunity to the Australian Society of 
Ophthalmologists (ASO) to comment on the application by Vision Eye Institute 
Limited for revocation of authorisation A91217 and substitution of a new 
authorisation, A91491. 
 
The issue of common fee-setting has been of deep interest to our association for 
many years and, as you would be aware, we have engaged ACCC on it several 
times. 
 
In summary, we strongly object to a continuation of Vision’s authorisation if it is 
to continue to be exclusively for Vision Group ophthalmologists and not more 
broadly for all ophthalmologists practising in group practices. The ASO would 
support the continuation of the authorisation for the Vision Group if simultaneous 
authorisation was given to any and all ophthalmologists in group practices as 
identified by and through the ASO. This broader authorisation would also 
positively impact the many hundreds of thousands of patients who seek certainty 
in the cost of ophthalmic surgery. 
 
It is our view that Authorisation 91217, if it is to remain an authorisation for a 
single group of ophthalmologists, is manifestly discriminatory and untenable. 
  
The accompanying submission outlines ASO’s concerns in this matter. 
 
If you have any questions in respect of this submission or require any further 
information please contact me on (07) 3831 3006. 
 
Sincerely, 

 
Mr Kerry Gallagher 
Chief Executive Officer 
 



	  

OVERVIEW 
 
The Australian Society of Ophthalmologists 

 
The Australian Society of Ophthalmologists (ASO) is the peak medico-political 
organisation representing eye surgeons. As a national organisation we represent 
members in all States and Territories. Membership is voluntary and over 60% of 
ophthalmologists in Australia are members.   
 
Eye health in Australia 
 
Nearly 11 million Australians have at least one vision problem. Those aged 55 
years and older comprise some 44% of those with eye diseases and disorders. 
 
There are several disciplines involved in eye health care and this workforce 
comprises ophthalmologists, ophthalmic nurses, optometrists, and orthoptists.  
 
General Practitioners and optometrists also play a crucial role in the delivery of 
eye care in Australia, particularly in the referral pathway to ophthalmologists for 
specialist assessment and treatment. 
 
Concerns at privileged treatment for Vision practices 
 
A substantial proportion of Australia’s eye surgeons are registered 
ophthalmologists who operate in a “shared practice”. 
 
Shared practices generally comprise: 
 

• Two or more ophthalmologists; 
• Shared staff including receptionists, orthoptists, nurses, assistants and 

ophthalmology trainees; 
• Shared treatment of patients; 
• Shared patient records; 
• Shared practice name trade mark and logo; 
• Shared premises; 
• Shared equipment and supplies; and 
• Joint advertising. 

 
Other shared practices may also utilise: 
 

• Common patient administrative systems, procedures, fee collection and 
other financial functions; 

• Common policies and procedures for workplace relations and staff 
management; or 

• Common service entity. 
 



	  

A review of ASO’s membership indicates that some 65% of ophthalmologists are 
operating within a shared practice. These group practices are quite common and 
are becoming increasingly popular in both regional and capital cities. There are 
various reasons for this, including: 
 
Shared practice arrangements help to ease the cost burden on practitioners. They 
provide a mechanism which allows ophthalmologists to start practising with a 
reduced capital outlay and to exit practising in a more controlled fashion than if 
the surgeon were working as a sole practitioner, for example. 
 
While trading through a partnership is an alternative to trading in shared practice, 
partnership models are often considered undesirable for various reasons, including 
joint medico-legal liability and business costs/profit attribution difficulties. 
 
Our research indicates that shared practices generally comprise three 
ophthalmologists. 
 
Shared practices do not generally grow to involve more than six to eight 
practitioners.  Practices with more than this amount of practitioners tend to put a 
strain on the shared practice model, as a result of the higher number of patients 
that are drawn in. 
 
Practice Characteristics 
 
The ASO approximates 95% of ophthalmologists perform work within private 
practice. In 2010 the average number of Full Time Equivalent ophthalmologists 
per private practice was two. 
 

 
*FTE - Full Time Equivalent  



	  

ASO members operate in a variety of practice styles: 45% operate as sole traders, 
20% as individuals trading through a proprietary limited company, 9% as one of 
two or more individuals trading through a proprietary limited company, 8.5% as a 
trust, 4% as an incorporated partnership or associate, and only 3% as employees 
or contractors (i.e. no beneficial equity interest).  Types of practice include:  
 

• Sole practitioner; 
• Two or more in partnership; 
• Over two or more via a proprietary limited company; and 
• Shared practices: 
• Partnerships of two or more practitioners where expenses are shared and 

profits and losses allocated in agreed proportions; and 
• Specialists practising in conjunction with one or more other 

ophthalmologists, charging separately in accordance with agreed fee 
schedule. 
 

Public benefits of common fee-setting 
 
ASO strongly supports allowing ophthalmologists in a shared practice to agree to 
fees to be charged to patients by the practice. We believe this process would not 
result in any detriment to patients. Indeed, we are convinced it would provide 
numerous public benefits: 
 

• Improved quality of ophthalmology services; 
• Certainty and predictability in price of ophthalmic care; 
• Enhanced efficiency in providing ophthalmology services. 

 
Patients will benefit from improved quality of ophthalmology services as common 
fee-setting would promote a culture of teamwork and collaboration between 
specialists within a shared practice. Patients can benefit from the specialists’ 
ability to discuss patient cases in detail to determine best practice options 
available for treatment. Sharing of information can also assist patients if open 
discussions regarding fee structure can take place to ensure the most accurate and 
effective ophthalmic service is offered to the patient.  
 
An example is the common fees for cataract surgery. In a particular practice the 
proposed conduct will enable all staff to be transparent regarding costs. A patient 
with a very difficult cataract surgery can safely be quoted a specified price 
regardless of complications or additional post-operative care needed in the 
standard post-operative period. 
 
Authorisation for common fee-setting also has the potential to facilitate cross-
referral of patients between sub-specialties as decisions would be based on skill 
and experience of specialist services rather than on cost. If fees are commonly set 
the ability to discuss the fees of other specialists will allow treating specialists to 
hold frank discussions with their patients about cross-referrals and costs involved. 
 



	  

Teamwork 
 
The quality of ophthalmology services may also be improved through teamwork 
benefits if common fee-setting is in place.  
 
A 2010 report by the Victorian Quality Council showed communication and 
teamwork skills are essential to providing quality healthcare and preventing 
medical errors and harm to patients. The report also showed improved teamwork 
can result in enhanced effectiveness, fewer and shorter patient delays, improved 
staff morale and job satisfaction, increased efficiency and reduced levels of stress 
among staff.  
 
The report also revealed that breakdowns in communication in health care are 
reported to occur due to distractions and interruptions, and by organisational 
cultures that discourage open communication. Recommendations included 
creating an atmosphere where team members feel safe to speak up about issues 
relating to patient care. 
 
Therefore, allowing ophthalmologists within the shared practice to discuss models 
of care without restrictions as to fees structures will assist in an atmosphere of 
open communication and teamwork, leading to improved patient outcomes. 
 
It is clearly beneficial to patients that such enhancements from shared practice 
are available to all practitioners and not just a privileged group gaining a 
discriminatory benefit. 
 
Ophthalmologists within a shared practice, where common fee-setting is in place, 
are able to offer commonality of fees throughout the practice ensuring the patient 
is satisfied in accessing the services of an alternative specialist if their initial 
treating specialist is unavailable, particularly in: 
 

• an emergency situation;  
• a situation where a patient requires treatment at fixed time intervals.   

 
For instance, patients with age-related macular degeneration require injections at 
fixed time intervals (which can be as frequently as every four weeks).  Frequently 
this results in a patient needing to receive an injection at a time when his or her 
treating doctor is unavailable. It is a reasonable patient expectation that, if 
transferred to another practitioner under such circumstances, their treatment will 
be consistent in every respect, including cost. 
 
Common fee-setting among practice specialists enables an additional patient 
benefit: more frequent intra-practice sub-specialty referrals ensuring patients 
access highly specialised care. Patients are less likely to make decisions based on 
cost and more likely to make them based on the experience and skill of a 
specialist. This is a benefit that should be available to all ophthalmologic patients 
not just a select few. 



	  

SUMMARY 
 
In summary, the ACCC’s own determination explains why common fee-setting 
should be accepted across the whole sector and not just available to one 
commercial entity.  
 
The ACCC has previously accepted that there is likely to be public benefit from 
consistent, predictable pricing among health practitioners operating in a shared 
practice where they work as a team, share patient records, common facilities, a 
common trading name and common policies and procedures. 
 
Efficiency in providing ophthalmologic services 
 
Allowing common fee setting will benefit patients by improving the efficiency of 
administrative functions within shared practices. The ability to have set price 
structures will save time for administration staff in billing procedures and 
continuously communicating to patients why differences in fees occur between 
practice specialists.   
 
We note the ACCC has previously acknowledged efficiency savings arising from 
general practitioners operating in shared practice business structures in the 
authorisation granted to the Royal Australian College of General Practitioners, 
determined on 23 May 2007. 
 
Non-metropolitan servicing 
 
Demand for ophthalmology services within non-metropolitan areas will continue 
to be higher than supply as ophthalmology services are less concentrated. In 
Australia in 2007, the rate of specialists in major cities was 2, 3 and 4 times as 
high as inner regional, outer regional and remote and very remote areas, 
respectively. This maldistribution applies to all health professional groups. In 
these instances ophthalmologists are likely already working at capacity 
irrespective of this authorisation of common fee setting and therefore the 
authorisation will not lessen competition or result in increases to fees. 
 
The majority of public hospitals in Australia offer ophthalmic services. Visiting 
Medical Officers also provide public services to a range of regional and rural 
hospitals. Outreach services to regional and rural areas are also provided across 
Australia by private specialists with partial funding received from Federal and 
State Governments. Public hospitals are likely to remain a key service provider of 
eye health services. 
 
In the ACCC determination A91217 for the then Vision Group it was stated: 
 
For the reasons outlined in Chapter 4 of this determination, the ACCC considers 
that in all the circumstances the conduct for which authorisation is sought is 



	  

likely to result in a public benefit that would outweigh the detriment to the public 
constituted by any lessening of competition arising from the conduct.  
 
The ASO also notes that the ACCC granted authorisation for similar intra-practice 
fee agreements to the Australian Dental Association (10 December 2008) and the 
GP Authorisation referred to above.  
 
Such benefits cannot legitimately be granted to one commercial sub-set of a 
professional discipline if not available to all practitioners. 
 
CONCLUSION 
 
We firmly believe that common fee-setting within a shared practice is to the 
general benefit of Australians subject to eye health concerns. 
 
We are convinced this principle must have underpinned the original granting of 
Authorisation A91217 to Vision Eye Institute Limited.  
 
However, we must vigorously protest the granting of any new authorisation 
(A91491) as it negatively discriminates against ophthalmologists and other 
professionals working in shared practices that operate outside the Vision Eye 
Institute Limited. The conferred advantage to VEIL is inimical to the ACCC’s 
commitment to fair trading. 
 
ASO RECOMMENDATION 
 
All group practices should have the right to discuss and determine fee levels for 
various ophthalmic services. 
 


