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OVERVIEW 

Context 
In its Mid -Year Economic and Fiscal Outlook (MYEFO) the Government announced 
that that: 

• the PHI rebate indexed annually by the lesser of CPI or the actual increase in 
commercial premiums.  

• PHI Rebate on the Lifetime Health Cover loading component of PHI premiums 
would be removed 

Taken together these changes were estimated by the government to increase its 
revenue by around $590m in a full year.  

These changes followed the 2011-12 Budget decision to reduce the Government’s 
contribution to private health insurance through means testing the private health 
insurance rebate.  That policy has been estimated to increase Government revenue 
by around $800m in a full year. 

Department of Health and Ageing analysis suggested that for an average person the 
change to CPI indexation might increase the annual cost of PHI by around $7.50.  

The Government implied in its announcement that there would be limited impact on 
the demand for PHI, a claim made previously with respect to the PHI rebate means 
testing policy.  

Analysis and findings 
Contrary to the Government’s claims adoption of CPI indexation will be substantial 
since the rate of increase in commercial premiums has (and is likely to continue to 
be) faster than the CPI.  The resulting compounding effect of the differential, on 
present analysis is estimated to be $9 in 2014 climbing to $81 by 2020. 

Past analysis has shown that people are price sensitive to the cost of PHI.  That is, a 
reduction in the PHI rebate, which effectively increases the cost of PHI, will reduce 
the demand for PHI. Further, fewer people taking out PHI increases the average cost 
of providing PHI leading to a further reduction in demand for PHI. 

Analysis of the reduction in demand for osteopathy services and osteopaths as a 
result of the combined effects of the PHI Means test policies and the MYEFO 
proposed policies, compared to otherwise (ie continuing growth in osteopathy 
services under PHI) suggests that the demand for osteopaths could fall by 460 by 
around 2016 (about 25% of current osteopath numbers or 20% of the ‘no policy 
change’ projected number of osteopaths in 2016). 
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Background 
In its Mid -Year Economic and Fiscal Outlook (MYEFO) the Government announced 
that that policy decisions on its payments would be more than offset by a number of 
decisions that would reduce cash payments.  Two specific decisions to reduce cash 
payments were: 

• “changes to the calculation of the Government’s contribution to private health 
insurance, which will now be calculated using commercial premiums as at 1 
April 2013 and then indexed annually by the lesser of CPI or the actual 
increase in commercial premiums. This will be used to determine an 
individual’s private health insurance rebate. This decision will take effect from 
1 April 2014 and will decrease payments by around $700 million over three 
years from 2013-14; and 

• removing the PHI Rebate on the Lifetime Health Cover loading component of 
PHI premiums decreasing payments from 1 July 2013 and reducing payments 
by around $390 million over three years.”1 

These changes followed the 2011-12 Budget decision to reduce the Government’s 
contribution to private health insurance through means testing the private health 
insurance rebate. 

Appendix A of the MYEFO provided the following explanations. 

Private Health Insurance Rebate — indexing the Government’s contribution  

Table 1: Private Health Insurance Rebate — indexing the Government’s 
contribution: Savings  

Expense ($m)  2011-12 2012-13  2013-14  2014-15  2015-16  

Department of Health and Ageing  -  3 -36.5 -218.9 -451.7 

Australian Taxation Office  -  2.2 1.6 0.1 0.1 

Department of Human Services  -  0.2 0.3 ..  -  

Total — Expense  -  5.3 -34.6 -218.8 -451.6 
 

                                            

1  The Treasury, Mid-Year Economic and Fiscal Outlook, Part 3: Fiscal strategy and outlook, 
pgs 49-50 
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The Government’s contribution to private health insurance will be calculated using 
commercial premiums as at 1 April 2013 and then indexed annually by the lesser of 
CPI or the actual increase in commercial premiums. This will be used to determine 
an individual’s private health insurance rebate.  

In conjunction with this measure, the Government will streamline arrangements for 
the 2013 premium setting round. The Government will undertake discussions with 
industry and consumer groups on options for further simplification of premium setting 
that will drive competition and continue to deliver strong consumer protection from 
2014.  

The measure will take effect from 1 April 2014 and will result in savings of $699.7 
million over four years.  

Savings from this measure will be redirected to partially offset the cost of the Dental 
Health Reform package announced on 29 August 2012. 

Private Health Insurance Rebate — removal of rebate on lifetime health cover 
loading  

Table 2: Private Health Insurance Rebate — removal of rebate on lifetime 
health cover loading: Savings  

Expense ($m)  2011-
12 

2012-
13  

2013-
14  

2014-
15  

2015-
16  

Department of Human Services  -  1.3 1.2 0.7 0.7 

Australian Taxation Office  -  1.2 1.1 2.8 0.1 

Department of Health and 
Ageing  

-  0.3 -124.2 -133.9 -140.6 

Total — Expense  -  2.8 -121.8 -130.4 -139.8 

Related capital ($m)       

Department of Human Services  -  2.2 0.8 ..  ..  

 

“The Government will remove the Private Health Insurance (PHI) Rebate on the 
Lifetime Health Cover (LHC) loading component of PHI premiums.  

The LHC loading is an additional two per cent charge to a person’s PHI premium for 
every year elapsed after their thirty-first birthday before they take out PHI. LHC 
loadings are only payable against the hospital component of a person’s PHI 
premium. 
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The measure will take effect from 1 July 2013 and will result in savings of $386.3 
million over four years.  

Savings from this measure will be redirected to partially offset the cost of the Dental 
Health Reform package announced on 29 August 2012. This savings measure will 
improve the effectiveness of the incentive for a person to take out PHI early in their 
life.” 

Legislative process 
The Private Health Insurance Amendment (Lifetime Health Cover Loading and Other 
Measures) Bill 2012 was introduced and read for a first time on 28 November 2012. 
The Second reading was also on the 28 November 2012.2  

The Bill amends the Private Health Insurance Act 2007 to: remove the Private Health 
Insurance Incentive Benefit (the rebate) from the Lifetime Health Cover loading 
component of affected private health insurance premiums; and cease the Incentive 
Payments Scheme which allows people to claim the rebate as a direct payment; and 
Income Tax Assessment Act 1936, Income Tax Assessment Act 1997 and Taxation 
Administration Act 1953 to make consequential amendments. 

Implementation of the decision to change the basis of indexation of the rebate does 
not require legislative amendment.  It can be implemented through regulation.  

Private Health Insurance Rebate – indexing the Government’s contribution: 
The approach in practice 
The Department of Health and Aging has outlined how indexation will work in 
practice.3 

“From 1 April 2014, the Government’s contribution to private health insurance will be 
calculated using base premiums which will be indexed annually. The base premium 
will be equivalent to the commercial premium (approved by the Minister) on 1 April 
2013, indexed annually from 1 April 2014 by the lesser of the Consumer Price Index 
(CPI) or the commercial premium increase.  

The changes mean that while the rebate percentage remains the same, the rebate 
rate will be calculated on a ‘base premium’. 
 

A policy holder’s percentage rebate entitlement will still be dependent on their age 
and income.  

                                            

2  Hansard, 28 November 2012,
 http://parlinfo.aph.gov.au/parlInfo/search/display/display.w3p;query%3DId%3A%22legislation
%2Fbillhome%2Fr4936%22) 

3  http://www.health.gov.au/internet/main/publishing.nsf/Content/health-privatehealth-gov-cont 
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In conjunction with this measure, the Government will streamline arrangements for 
the 2013 premium setting round. The Government will also undertake discussions 
with industry and consumer groups on options for further simplification of premium 
setting that will drive competition and continue to deliver strong consumer protection 
from 2014. 

How the Measure will work 
The Government’s contribution to private health insurance will be calculated using 
base premiums as at 1 April 2013.  
 
Each year the base premium will be indexed by the lesser of CPI or the premium 
increase and the rebate will apply to the base premium.  
 
Income thresholds and rebate rates will not be affected as a result of these changes.  
 
For example, Jenny is 38 and has a single policy which cost $1,000 p.a. She has an 
annual income of $60,000 and is therefore entitled to a 30% rebate under existing 
income testing arrangements.  
 
Assuming the cost of Jenny’s premium increased by 5% per year and CPI increases 
by 2.5% per year the changes are as follows.  

Table 3: DOHA: Indexation example to illustrate cost saving to the Budget 

 

 
 

2013 1-Apr-14 

Base Premium to which the rebate will 
apply indexed at 2.5% (indicative CPI) 

$1,000 $1,025 

Commercial Premium indexed at 5% $1,000 $1,050 

Rebate on base premium (30%) $300 $307.50 

Rebate that would have applied to 
commercial premium 

$300 $315 

Difference in rebate that would have 
applied had the change not been made 

$0 $7.50 

Source: http://www.health.gov.au/internet/main/publishing.nsf/Content/health-privatehealth-gov-cont 

http://www.health.gov.au/internet/main/publishing.nsf/Content/health-privatehealth-gov-cont
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Analysis: Approach 
The Government’s proposals are specifically intended to reduce its ‘cash payments’ 
which means higher ‘cash costs’ for Australians looking to continue with or take out 
PHI.   

These proposals will have both first round and second round effects.  

First round effects 
If implemented, the proposals will increase costs to some or most PHI policy holders 
(PHI consumers). 

1. Reduce the real value of the PHI rebate, that is, the value of the rebate 
adjusted for inflation.   Other things being equal, a lower rebate means that 
the real cost of PHI has increased 

• CPI indexation would invariably mean a reduction in the PHI rebate in real 
terms. 

• Historically the CPI has increased at a slower rate that the cost of PHI 
premiums.   

• There is no reason why this will change in the future.  Although the 
Government reviews applications for PHI premium increases, and has 
established a new Premiums and Competition Unit (PACU) aimed at ensuring 
cost reflective PHI premiums, the underlying cost drivers of health care 
(especially the high labour intensity of health care and the relatively high cost 
of health professionals compared to salaries in general) means that health 
care (and PHI premiums) will continue to rise in real terms. 

2. The reduction on the real value of the PHI rebate would not be means 
tested, thus all PHI rebate beneficiaries would be adversely affected.  

• The policy changes made by the Government in 2012 focussed on means 
testing the PHI rebate.   

3. Removing the PHI rebate on the LHC loading component of PHI premiums 
would further reduce the value of the rebate for new PHI policy holders over 
30 years of age. 

• The real value of the PHI rebate is reduced for new PHI policy consumers 

•  The increased cost of PHI is again not means tested.  

Second round effects 
As a consequence of these first round effects there would be fewer PHI policy 
holders and, as a consequence, a range of second round effects.   

The MYEFO does not identify the reduction in the number of PHI policy holders.  
However, implicitly it would seem that the Government holds to the view that the 
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demand for PHI is more or less perfectly inelastic with respect to price. That is, 
irrespective of what happens to the real cost of PHI to consumers, consumers will 
not change either their PHI cover or whether they take out PHI. 

A crucial aspect relevant in such analysis is the term ceteris paribus.   That is, 
compared to otherwise, or what some call the counterfactual.  The issue is not 
whether the overall number of PHI policies increases or not (since the number of 
polices will be influenced by population growth, rising incomes, consumer 
preferences) but rather whether the specific policy change has an impact on the level 
and nature of PHI.  

Three groups of second round effects can be identified. 

• Effects on PHI premiums generally.  Fewer PHI consumers can be expected 
to lead to a general rise in PHI premiums. 

• Effects on other Government expenditure.  Fewer PHI consumers can be 
expected to lead to a decline in private health care and a consequential 
increase in demand for publicly funded health care.   

• Reduced demand for health services more reliant on PHI.  In particular Allied 
Health Professionals whose services are in effect not covered by Medicare 
and who rely much more on patients with PHI. 

Analysis: The real cost of PHI 
There are four aspects of the DOHA analysis (and the Government’s policy 
statement) of the real cost PHI and the PHI Rebate which have implications for 
Australians. 

• The historical CPI and Private Health Insurance premium increase suggest 
that the cost saving to the Government (and cost impost on consumers) will 
be greater than implied by the DOHA analysis. 

• Analysis of the underlying drivers of the CPI and Private Health Insurance 
premiums suggests that the difference between the CPI and Premium 
increases could widen. 

• The cost impost on consumers is not static: it will increase over time reflecting 
the compounding effect of the difference between CPI increases and premium 
increases. 

• The cost impact or reduction in the PHI rebate will impact upon all consumers 
benefitting from the rebate. 

Historical CPI and Private Health Insurances Premium increases 
Private Insurance Premiums have historically increased faster than the CPI and the 
differential has typically been of the order of 2% to 3% points (Figure 1, Table 4).  In 
more recent years, the difference between the two has widened.  
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Figure 1: CPI and Private Health Insurance Premium increases: 2005-2012 

 
 

Table 4: CPI and Private Insurance Premium increases: Data and sources: 
2005-12 

CPI 
increase (a)

Av premium 
increase (industry 

wide) (b)

CPI - Premium 
increase difference

Data source for average premium increase (Minister's Press Release)

% % %
2005 2.92 7.96 5.04 http://www.health.gov.au/internet/ministers/publishing.nsf/Content/health-

mediarel-yr2005-ta-abb019.htm?OpenDocument&yr=2005&mth=03
2006 2.49 5.68 3.19 http://www.health.gov.au/internet/ministers/publishing.nsf/Content/health-

mediarel-yr2006-ta-abb023.htm?OpenDocument&yr=2006&mth=02
2007 4.27 4.5 0.23 http://www.health.gov.au/internet/ministers/publishing.nsf/Content/475EAEC6B

A0501FCCA25728B00013A3B/$File/abb015.pdf
2008 2.44 4.99 2.55 http://www.health.gov.au/internet/ministers/publishing.nsf/Content/tr-yr08-nr-

nrsp060308.htm+?OpenDocument&yr=2008&mth=03
2009 2.92 6.02 3.10 http://www.health.gov.au/internet/ministers/publishing.nsf/Content/mr-yr09-nr-

nr026.htm?OpenDocument
2010 3.26 5.78 2.52 http://www.health.gov.au/internet/ministers/publishing.nsf/Content/mr-yr11-nr-

nr030.htm?OpenDocument&yr=2011&mth=02
2011 1.63 5.56 3.93 http://www.health.gov.au/internet/ministers/publishing.nsf/Content/mr-yr11-nr-

nr033.htm
2012 2.00 5.06 3.06 http://www.health.gov.au/internet/ministers/publishing.nsf/Content/mr-yr12-tp-

tp019.htm?OpenDocument&yr=2012&mth=02
Average 2005-2012 2.71 5.37 2.66
Average 2008-2012 2.45 5.48 3.03
(a) CPI increase March to subsequent March (ABS, Cat. No. 6401.0) broadly comparable with premium period. CPI increase 2012 estimated.
(b) Average increase for each fund weighted by market share.  From April 1 of the respective year.  
Various reasons have been suggested for the relatively faster growth in premiums. 
Biggs concluded: 

“Premium rises are driven by a combination of factors, the major ones being:  

• an ageing population that increases utilisation and benefit outlays  

• adverse selection, which sees younger, healthier people foregoing health 
insurance—despite the financial penalty of higher premiums the longer they 
forego insurance—but not those most likely to need treatment  
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• rising costs associated with advances in medical technology and new 
innovative treatments, and  

• unavoidable cost pressures, such as provider costs rising faster than the CPI, 
prostheses costs and Medicare Benefit Schedule increases not in line with 
other cost increases.4 

Future premium prices 
The relatively faster growth in premiums compared to the CPI seems set to continue.  
Biggs concluded: 

…. premium increases above the CPI can be expected into the future as a 
range of factors will continue to drive costs for health services and 
subsequently the costs to insurers. These drivers include an ageing population, 
advances in medical technologies and treatments, a greater prevalence of 
chronic diseases and the impact of economic downturns (which affects insurer 
investment returns).  

The ability of health insurers to control their costs is limited by a number of 
factors. Insurers cannot refuse membership based on health status; although 
they can delay providing coverage for a defined period of time for some pre-
existing illnesses and/or impose benefit limitation periods for certain conditions.  
Also, health insurers are prevented from charging members different premiums 
based on their risk of ill health. Those funds with a high proportion of members 
with chronic illnesses are likely to have relatively high claim costs, although 
there are some mechanisms in place to equalise risk across funds. Further, 
because health insurers do not cover all health services, their capacity to 
significantly improve their members' health status, reduce health care utilisation 
and, therefore, the number of claims made, is relatively limited. For example, 
funds are prevented from covering general practitioner services.  Although 
health prevention services are now offered by a majority of health insurers, 
growth in take-up of these remains relatively 
flat.http://www.aph.gov.au/About_Parliament/Parliamentary_Departments/Parli
amentary_Library/pubs/BN/2011-2012/PrivateHealthUpdate - _ftn21 5 

Equally, the Government recognises the economic and political issues associated 
with (and partly a consequence of) a regulated health care market.   

While insurers must obtain the Minister’s approval for increases, that process does 
no limit premium increases per se.    

The Private Health Insurance Act 2007 requires health insurers to submit details of 
proposed premium increases to the Commonwealth Minister for Health and Ageing 
before they can increase premiums on any of their policies. In their submissions, 

                                            

4  A. Biggs, Social Policy Section, Parliamentary Library, Private health insurance premium 
increases—an overview and update, March 2012. 

5  A. Biggs, ibid. 

http://www.aph.gov.au/About_Parliament/Parliamentary_Departments/Parliamentary_Library/pubs/BN/2011-2012/PrivateHealthUpdate#_ftn21
http://www.aph.gov.au/About_Parliament/Parliamentary_Departments/Parliamentary_Library/pubs/BN/2011-2012/PrivateHealthUpdate#_ftn21
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insurers must provide detailed financial information and cost and benefit projections 
to justify any increases they seek. An accredited professional actuary must have 
certified this information. 

The proposed increases are examined by the Department of Health and Ageing and 
by the Private Health Insurance Administration Council (PHIAC). PHIAC is the 
independent health insurance financial regulator. PHIAC has the power to require 
insurers to report on their finances and operations and can independently audit 
insurers’ finances. 

Health insurers must obtain approval from the Minister before applying a rate 
increase. If the insurers cannot provide sufficient information to demonstrate to the 
Minister that an increase would be necessary to meet their obligations to pay 
benefits to eligible contributors, then there is no change to the premium. 

Further, in the 2012 Budget the Government, through the Private Health Insurance 
Administration Council, announced funding for the Premiums and Competition Unit 
(PACU) to further investigate premium pricing. PACU was established to provide 
detailed advice on industry pricing, cost drivers, insurance premiums and 
competition policy within the private health insurance industry.  PACU is intended to 
enhance PHIAC’s capacity to: 

• engage with the industry around products, pricing strategies, premium 
applications, administrative costs and competition issues; 

• assist the Government with understanding cost drivers, opportunities for 
savings under the rebate and competitive pressures; and 

• support the interests of consumers by fostering increased competition in the 
industry and increasing the sophistication of the scrutiny of premium 
increases.6 

Cumulative or compounding effect of the CPI indexation policy proposal 
The DOHA “Jenny example” referenced above implies that the cost saving to the 
Government (but cost impost on eligible PHI rebate beneficiaries) would be minimal 
– some $7.50 per annum.   Considered from a single year perspective, that may be a 
reasonable conclusion.  

However, analysis over time shows that the effect is much more substantial.  
Essentially, the decline in the real value of the rebate is not the $7.50 in each year 
(which becomes $9 when recent historical data is used) but a much greater amount 
as time goes on.   

                                            

6  PHIAC, Premiums and Competition Unit, see http://www.phiac.gov.au/for-industry/premiums-
and-competition-unit/ 
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Since the commercial premium will undoubtedly increase at a faster rate than the 
CPI, holding the rebate to the CPI increase means its real value fall further behind as 
time goes on.  

Extending the DOHA “Jenny example” out just 7 years to 2020, and using recent  
historical data for the rates of change in commercial premiums and the CPI, shows 
that by 2020 the real value of the PHI rebate would have fallen by $81— some nine 
times the initial year effect (Table 5). 

In contrast to the initial year reduction in the real cost of PHI (1%), by 2020 the 
reduction would be around 7%. 

Table 5:  Real value of PHI Rebate: 2013 to 2020: Indicative example “Jenny” 
2013 2014 2015 2016 2017 2018 2019 2020

Base Premium to which the rebate will apply indexed  (2008-
12 indicative CPI)

2.45% $1,000 $1,024 $1,050 $1,075 $1,102 $1,129 $1,156 $1,184

Commercial Premium indexed at (2008-12 increases) 5.48% $1,000 $1,055 $1,113 $1,174 $1,238 $1,306 $1,377 $1,453
Rebate on base premium (30%) 30% $300 $307 $315 $323 $330 $339 $347 $355
Rebate that would have applied to commercial premium $300 $316 $334 $352 $371 $392 $413 $436

Additional cost to consumer: Difference in rebate that would 
have applied had the policy change not been made

$0 $9 $19 $30 $41 $53 $66 $81

Additional premium cost to consumer (% of (Premium less 
rebate received))

0% 1% 2% 3% 5% 5% 6% 7%

 
 

Fewer PHI policy holders: Second round implications 

Previous analysis 
A challenge in examining the effect of changes to PHI rebate is understand the basis 
of the Governments calculations and the likely flow on effects.  The Treasury is 
reported to be undertaking modelling in this general area but that analysis has not 
been made public to this point.7   

The Government has in past noted the rebate changes were unlikely to dampen 
growth in PHI.  Further, it has concluded that 99.7% of people would continue with 
PHI cover (after the means testing came into effect) ‘as a result of incentives such as 
Lifetime Health Cover and the Medicare levy surcharge’.8 

                                            

7  The Senate, Community Affairs Legislation Committee: Estimates, 31 May 2011, pg 81. 

8  Minister for Health and Aging, Means Testing Won’t Hurt Private Health Insurance Industry  
http://www.health.gov.au/internet/ministers/publishing.nsf/Content/mr-yr12-tp-

tp007.htm?OpenDocument&yr=2012&mth=01 
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In contrast, analysis by Deloitte in the context of the means testing policy would have 
significant effect on the number of policy holders.9  

Analysis 
For present purposes, in the absence of additional information from the Treasury or 
others, previous AOA analysis has been used as the basis for estimating the second 
round effects on the demand for osteopaths.   

The combined savings to the Government (and corresponding impost on consumers) 
of the MYEFO proposals rebate indexation limited to the CPI and abolition of the 
rebate on LHC has been estimated to reach around $591m by 2015-16 ($452m plus 
$139m).  This compares with the estimated savings to the Government of $2.4 billion 
over three years for its means testing policy for the PHI rebate introduced in July 
2012.10  (That is, about $800m per year.)   

On a (cost impact on consumers) proportionate basis, the 2012 MYEFO proposals 
can be taken to result in about 70% of the effects of means testing policy. Although a 
simplified approach it is likely a reasonable approach.  Certainly is assumes that that 
the demand response for PHI is the same for increases in the real cost of PHI as it 
does for means testing.  In the absence of empirical analysis on the issue there is 
little alternative but to make that assumption.  

Impact on demand for Osteopath services and osteopaths 
Services by Osteopaths make up about 1% of all General Treatment services 
undertaken under PHI.  A reduction in demand for PHI can be expected to lead to a 
corresponding decline in General treatment and Osteopathy services and in turn the 
demand for osteopaths. .  

Analysis of the reduction in demand for osteopathy services and osteopaths as a 
result of the PHI Means test policies and the MYEFO proposed policies, compared to 
otherwise (ie continuing growth in osteopathy services under PHI) suggests that: 

• the combined effects of the means test policies and the MYEFO policies is 
estimated to result in a  60 per cent reduction in demand for osteopath 
services (and thus osteopaths) by 2016  

• the demand for osteopaths could fall by around 460 by 2016 (Table 6) – or by 
about 25% of current osteopath numbers (1,761) or 20% of projected 
numbers in 2016 (2,250). 

                                            

9  Deloitte, Australian Health Insurance Association: Economic Impact Assessment of the 
Proposed Reforms to Private Health Insurance, Final Report 28 April 2011 

10  Minister for Health and Aging, Means Testing Won’t Hurt Private Health Insurance Industry, 
op cit. 
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Key parameter estimates are as follows.  

• Demand for Osteopathy treatments under private health insurance is 
projected to continue to grow at about the historical rate (2007 to 2012) of 
2.2% per quarter (9% per annum), without either the Means Test policy 
change or the proposed MYEFO policy changes. 

• Reduction in demand for all private health insurance services forecast to fall 
with the introduction of means testing, based on Deloitte analysis.  Demand 
for osteopath treatments forecast to fall by the same percentage, year on 
year. 

• Demand for all private health insurance services forecast to fall further with 
the introduction of the MYEFO policies.  MYEFO policy estimated to lead to a 
fall in osteopath services demand of 70% of the means test policy. That is, 
70% of the fall in demand with the means test policies. 

• Reduced demand for osteopathic services otherwise covered by private 
health insurance, does not result in a corresponding  increase in demand for 
osteopathic services not covered by private health insurance. 

• An osteopath estimated to provide around 1400 treatments per annum. 

 

Table 6: PHI policy changes: Estimated impact on demand for Osteopaths 
2012 2013 2014 2015 2016

Annual growth in osteopath treatments under PHI 9%
Demand for osteoptah treatments (no policy change) 749,670          817,140            890,683    970,844    1,058,220 

Reduction in demand due to means testing -5% -15% -24% -31% -36%
Reduction in demand due to MYEFO policy proposals -3% -11% -17% -22% -25%

Estimated demand fall for osteopath treatments
With means testing policy 36,567            126,506            213,448    298,544    379,274    
With MYEFO policies 70% 25,597            88,554              149,414    208,981    265,492    
With means testing and MYEFO policies 62,164            215,060            362,862    507,525    644,766    
Change in demand (%) -8% -26% -41% -52% -61%

Estimated demand for oestepaths
Treatments per osteopath (per annum) 1,400            

Estimated number of osteopaths required: No 
policy change

535                 584                   636           693           756           

Reduction in number of osteopaths with means 
testing 

26                   90                     152           213           271           

Reduction in number of osteopaths with MYEFO 
policies

18                   63                     107           149           190           

Reduction in number of ostoepaths required 
with means testing policy and MYEFO proposals

44                   154                   259           363           461           
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