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Executive Summary
The Department of Health welcomes the opportunity to make a submission to the
Legislative Council’s Legal and Social Issues Legislation Committee (‘the Committee’) with
respect to its Inquiry into the Australian Health Practitioner Regulation Agency (AHPRA).
On 23 October 2012 in the Victorian Legislative Council, the Hon David Davis MP, Minister
for Health moved a motion, to confer the reference to conduct this inquiry, on the
Legislative Council’s Legal and Social Issues Legislation Committee. In his speech to the
Parliament, Minister Davis requested that the Committee look at the following areas:
•
•
•
•
•
•
•
•
•
•
•
•

How well the scheme protects the public
The success of the scheme in terms of costs
The advantages and disadvantages of the national arrangements and any
improvements that could be made
The role of students and others under the registration arrangements
The role of standards and guidelines
The role of professional recognition of more advanced skills
The role of consumers and whether their views have been represented adequately
and strongly enough in the registration arrangements
The competition policy aspects
The scope and size of the bureaucracy that supports AHPRA
Key features of the Victorian registration arrangements that have not be replicated
in the national arrangements, including doctors and nurses health programs
Accountability and reporting of AHPRA to Health Ministers
Consistency of registration for students and potential registrants from other
countries, including language requirements.

In addressing the terms of reference, this submission provides some background
information concerning the design and intent of the National Registration and Accreditation
Scheme for the health professions. The remaining sections are structured to address the
areas Minister Davis requested the Committee examine.
In preparing this submission, the Department sought and has taken into account the views
of a number of other Departments and statutory authorities. The submission does not
revisit the material presented by the Department to the Committee at the background
briefing of 12 December 2012, except where it is relevant to the areas listed above. Also,
the submission does not explain the operation of the National Scheme, since this is amply
covered in submissions from AHPRA and the National Boards. Also, the submission does not
address the issue of doctors and nurses health programs, since the Department has already
provided the Committee with advice on this.
Officers of the Department are available to discuss or provide further details to the
Committee about any aspect of the submission.
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1.

Background

Design of the National Scheme
The establishment of the National Registration and Accreditation Scheme for the health
professions (NRAS or ‘the National Scheme’) followed recommendations for reform by the
Productivity Commission in its 2005 Research Report Australia’s Health Workforce.
The Intergovernmental Agreement (IGA) that underpins the National Scheme was signed by
the Council of Australian Governments (COAG) on 26 March 2008, following several rounds
of consultation with stakeholders. The subsequent process to develop and implement the
Health Practitioner Regulation National Law Act (the National Law) was undertaken in a
little over two years, and included the publication and consultation on seven policy papers
and an exposure draft of the legislation.
The Health Practitioner Regulation National Law (Victoria) Act 2009 was enacted by the
Victorian Parliament in November 2009 following enactment of two tranches of principal
legislation by the Queensland Parliament. The National Scheme commenced on 1 July 2010
(1 October in WA).
Before 1 July 2010, there were separate profession specific State and Territory based
registration schemes for health practitioners. There were significant differences across
jurisdictions in:
•
•
•
•
•
•
•
•
•

the professions regulated
the regulatory model applied
the categories or types of registration available
the standards set for granting registration
the relationship between registration boards and their respective state and
territory health complaints commissioners
the disciplinary pathways and the powers of boards to regulate the conduct,
performance and ill-health of registered practitioners
the range of offences that applied – protection of title/protection of practice etc
the relationship between registration boards and their respective state and
territory Ministers and governments
the extent of consumer (non-practitioner) involvement in regulatory decision
making.

From 1 July 2010, a single national cross-profession registration and accreditation scheme
commenced for ten professions, with a further four health professions included from 1 July
2012. In broad terms, the reform process involved:
•
•
•
•
•

new legislation passed in every State and Territory and the Commonwealth
repeal of at least 66 state/territory acts & regulations
over 90 statutory regulators under 38 separate administrations abolished
14 new national registration boards established
8 new state and territory offices and a national office established
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•
•
•
•

transfer of over 400 existing board staff to the new organisation
set up of a national IT system & transition of over 1.5 million registration records
establishment of new national policies, standards and processes for registration,
complaints handling and discipline
transition of over 550,000 registrants to national registration in three tranches –
1 July 2010, 1 October 2010 & 1 July 2012.

Almost 140,000 Victorian health practitioners from ten regulated professions were
transitioned to registration under the National Scheme. In 2012 an additional two Victorian
registered professions, Chinese medicine and medical radiation entered the scheme, and
practitioners from two other professions were registered for the first time in Victoria:
Aboriginal and Torres Strait Islander health practice and occupational therapy.
Initial implementation challenges
Views about the performance of AHPRA have been coloured by the significant difficulties
experienced in the first 12 months of the National Scheme.
Various submissions have documented the challenges that the newly established
organisation experienced on commencement of the National Scheme, challenges it has
been noted in other submissions that were due primarily to the scale of the task combined
with the timeframe within which the National Scheme was required to be implemented.
The initial challenges included:
•
•
•
•
•
•

•
•

the development and enactment of two principal Acts by the Queensland Parliament
in 2009, involving extensive consultation with stakeholders in all jurisdictions;
the passage of adoption and amending legislation in State, Territory and
Commonwealth Parliaments and the repeal of 66 pieces legislation across the
nation;
the decommissioning of 100 state and territory based health practitioner
registration boards (see Attachment 1);
the commissioning of eight new State and Territory offices, and a new National
Office in Melbourne;
the orientation and induction of over 400 transitioning board staff to AHPRA;
bedding down a new national organisation, including:
o bringing staff from 38 separate organisations into one
o making the new relationships and administrative systems work
o putting in place a new National Office and State Office structures
o building cohesion and morale in all offices;
delivering a new IT system to capture the data of over 550,000 registrants and over
1 million registration records from 37 separate databases, while at the same time
commencing the first round of online registration renewals;
continuing to maintain the existing system of registrations, investigations and open
disciplinary cases in accordance with transition provisions of the National Law;
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•

•
•
•

setting new national standards for registration for each nationally registered health
profession, by newly appointed National Boards whose members had not worked
together as a group;
auditing to ensure the accuracy and reliability of transferred registrant data;
dealing with an increased number of transactions by email, phone and mail from
registrants confused about the transition;
dealing with new cross jurisdictional governance arrangements for securing
Ministerial Council decisions required under the National Law.

The difficulties experienced on commencement of the National Scheme have been well
documented (see Senate Finance and Public Administration References Committee Inquiry
Report 2011), and included:
•

delays with processing registration applications, with instances of applications being
lost or misplaced;

•

lack of timely communication about applications for registration, particularly when
applications might be incomplete and further information or evidence was required;

•

difficulties getting through to AHPRA via the 1300 number and lack of response to
online and e-mail enquiries;

•

difficulties with the online registration renewal process, including difficulty accessing
the system and no user name/password provided;

•

practitioners whose provider rebate status was withdrawn by Medicare Australia,
following notification from AHPRA that they were no longer registered, resulting in
their patients being ineligible to claim a rebate;

•

initial problems with the accuracy of the national registers, and the need to
undertake considerable work to validate the data on the national registers to ensure
that it was accurate and complete.

In 2011, the Australian Parliament Senate Finance and Public Administration References
Committee inquired into administration of health practitioner registration by AHPRA. The
report of the inquiry is available at the following website:
http://www.aph.gov.au/Parliamentary_Business/Committees/Senate_Committees?url=fap
a_ctte/completed_inquiries/2010-13/health_practitioner_registration/report/index.htm
Attachment 2 provides a brief summary of the findings and recommendations of the Senate
Finance and Public Administration References Committee’s report.
The Department concurs with the Medical Board of Australia’s view that the National
Scheme was under-resourced and under-prepared for a commencement date of 1 July
2010, and that the Boards and AHPRA had no control over the timetable for reform, which
was set by COAG.
With respect to the implementation, the Productivity Commission has found that the
transition costs were considerable, most evident in the disruption to practitioners
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registering with AHPRA for the first time. The Productivity Commission has put these initial
difficulties in perspective:
….even the best planned reforms are vulnerable to unforseen problems……while
longer lead times and more gradual transitions can reduce the intensity of the
transitionary costs experienced, this carries costs such as:
o deferring the benefits of the reform; and
o the risk of losing momentum and not achieving meaningful reform at all.
(Productivity Commission 2012: 234)

2.

The costs of the National Scheme

Concerns have been raised about the costs of the National Scheme. Of particular concern
has been the increases in registration fees that occurred at commencement. Below is some
data on the registration fees and fee setting processes, under previous Victorian
arrangements and under the National Scheme. Also provided is a comparison of National
Scheme fees with those that apply in some international jurisdictions, and some detail as to
why for most professions registration fees have increased substantially.
Fee setting under previous Victorian arrangements
Prior to the establishment of the National Scheme, all Victorian registration boards were
self-funding and were responsible for setting the schedule of fees for their profession1.
Registration fees were not prescribed by regulation. In fixing registration fees, Victorian
Boards were entitled under the Health Professions Registration Act 2005 (Vic) to ensure that
the amount of money collected in fees was sufficient to cover the cost of administering the
Act. Boards varied their registration fees from time to time in order to cover their expenses.
A number of boards, for instance the Osteopaths Registration Board and the Chinese
Medicine Registration Board set high fees in the early years following their establishment,
and progressively reduced these fees as the boards built up their reserves to cover
contingencies.
Table 1 below sets out the registration renewal fees that applied in Victoria for 10 years
prior to commencement of the National Scheme, and three years of registration renewal
fees under the National Scheme. Note that data for some boards was incomplete. Note also
that the doubling in the registration fee for the medical radiation profession between 2006
and 2007 coincided with the board setting up its own administration outside the
Department of Human Services.

1

The submission from AHPRA states that Victorian registration fees were set by regulation. This was not the
case under the Health Professions Registration Act 2005 (Vic).
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TABLE 1: Annual registration renewal fees for Victorian registered practitioners by profession 2000-2012

Profession
Chiropractic
Dentist
Medical
Nursing/
midwifery
Optometry
Osteopathy
Pharmacy
Physiotherapy
Podiatry
Psychology
NRAS 2012
professions
ATSI health
practitioners
Chinese
Medicine *
Medical
Radiation
Occupational
therapy
*
**
#

VIC
2000
N/A
N/A
N/A

VIC
2001
N/A
300
300

VIC
2002
N/A
N/A
320

VIC
2003
N/A
N/A
350

VIC
2004
N/A
N/A
375

VIC
2005
390
380
385

VIC
2006
N/A
N/A
405

VIC
2007
N/A
435
415

VIC
2008
350
N/A
415

VIC
2009
350
478
425

NRAS
201011
495
545
650

NRAS
201112
510
563
670

NRAS
201213
518
572
680

43
235
556
163
126
230
N/A

N/A
224
530
167
95
249
105

45
224
530
171
95
260
280

N/A
224
530
176
95
260
N/A

80
230
400
181
110
260
336

80
240
350
185
110
260
336

80
240
320
295
110
260
320

80
250
250
305
110
286
335

95
250
250
305
110
286
365

95
250
200
250
110
315
365

115
395
480
295
190
350
390

115
408
496
305
196
362
403

160
415
504
310
199
368
409

VIC
2000

VIC
2001

VIC
2002

VIC
2003

VIC
2004

VIC
2005

VIC
2006

VIC
2007

VIC
2008

VIC
2009

VIC
2010

VIC
2011

NRAS
2012

-

-

-

-

-

-

-

-

-

-

-

-

100

-

-

600

570

495

470

470

495

525

475

475

475

550

50

50

51

53

53

53

53

100

150

150

155

155**

325

-

-

-

-

-

-

-

-

-

-

-

-

280

Registration in two divisions – acupuncture and Chinese herbal medicine
Fee was $220 for 17 month registration, pro-rata is $155 for 12 months
Fee not yet published but expected to be 2011-12 fee plus CPI.
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Fee setting under the National Scheme
The IGA committed governments to meeting the initial costs of establishing the scheme, but
that in the longer term, the scheme was expected to be self-funding. An allocation of $19.8
million over four years was agreed by the Australian Health Ministers’ Advisory Council
(AHMAC).
In framing the provisions of the National Law, Ministers considered options as to the extent
of control they might exercise over fee setting. Ministers decided to adopt the approach
followed in Victoria and some other states, with Boards having power to set their own fees,
rather than governments prescribing fees by regulation, or directly setting fees.
The National Law requires that National Boards and the Australian Health Practitioner
Agency (AHPRA) reach agreement on fees that are payable by health practitioners.
Agreement was reached between AHPRA and the National Boards in March 2010 on the
inaugural fee schedules for the 2010-11 financial year, and these were published in July
2010.
The initial registrant fee schedules under the National Scheme were determined taking into
account operating costs, the position of each Board in relation to its current and target
reserve levels and the period of time appropriate to achieve reserve levels. Below is further
detail on the decision making with respect to the prospective fee increases at the time the
National Scheme commenced. Some of the components that contributed to the fee
increases are identified.
Attachment 3 provides further details of the process through which registrant fees are
determined under the National Scheme, and how NRAS agencies liaise with Ministers
concerning fee increases.
Table 2 below shows the increases in registration renewal fees faced by most Victorian
registrants in the three years following commencement of the National Scheme.
Fees for all professions have increased from the weighted averages for each profession
across jurisdictions, and also when compared with the fees under previous Victorian
arrangements.
For six out of 12 professions, fees increased by greater than 50%: Medical (53%); Nursing
and midwifery (68% in three years); Optometry (58%); Physiotherapy (73%); Medical
Radiation (110%); Osteopathy (140%).
On commencement of the National Scheme, those practitioners who had previously
maintained registration in two or more jurisdictions paid significantly less in total
registration fees under the National Scheme. It is understood that approximately 11% of
Victorian registered medical practitioners (the practitioners who experienced the largest fee
increase compared to the average single jurisdiction fee), fell into this category.
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Attachment 4 provides data on registrant numbers before and after commencement of the
National Scheme.
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Table 2: Annual renewal fees by profession for first three years of operation of the National Registration and Accreditation Scheme
Vic
NRAS 1st
NRAS 2nd
NRAS 3rd
Scheme Operation
Year
Year
Year
% increase
% increase
% increase
2009-10 ($)
2010-11 ($)
2011-12 ($)
2012-13 ($)
Yr 1
Yr 2
Yr 3
Chiropractic
350
41.43%
495
510
2.94%
518
1.54%
Dental

487

545

11.91%

563

3.20%

572

1.57%

425

650

52.94%

670

2.99%

680

1.47%

95

115

21.05%

115

0.00%

160

28.13%

250

395

58%

408

3.19%

415

1.69%

Osteopathy

200

480

140%

496

3.23%

504

1.59%

Pharmacy

250

295

18%

305

3.28%

310

1.61%

Physiotherapy

110

190

72.73%

196

3.06%

199

1.51%

315

350

11.11%

362

3.31%

368

1.63%

365

390

6.85%

403

3.23%

409

1.47%

Vic 2009-10
475
150

Vic 2010-11
475
155

% increase
0%
3%

Vic 2011-12
475
155

% increase
0%
0%

550
325

% incr. Yr 1
16%
110%

-

-

-

-

-

280

NA

-

-

100

NA

Medical
Nursing & Midwifery
Optometry

Podiatry
Psychology

Chinese Med
Medical Radiation
Occupational Therapy
ATSI Health Workers

-
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Factors that contributed to the registration fee increases on commencement of the
National Scheme
In April 2010, prior to the commencement of the National Scheme, the National Boards
wrote to the AHWMC advising of the proposed fee schedules. Ministers expressed concern
at that time about fee increases, and requested further information from AHPRA on the
method used to calculate fees. In response to these concerns, Ministers were advised of key
reasons for registration fee increases as follows:
•

The National Scheme is self-funding, and in establishing their fee schedules, National
Boards assumed that there would be no additional government funding.

•

There can be no cross subsidisation between professions and therefore each
profession’s regulatory arrangements must be self-funding.

•

Prior to the introduction of the National Scheme, between 5% and 10% of registrants
practised in more than one state or territory and were therefore required to register
in multiple states and pay multiple registration fees. With the introduction of the
National Scheme, there was an overall reduction in the number of registrants paying
fees as general registrants only need to register once to practice throughout Australia.

•

Under the National Law, National Boards are required to deliver a number of functions
that were previously not delivered by some or all of the state boards, identity and
criminal record checking, mandatory reporting, performance assessment, new tribunal
services and student registration.

•

The costs of implementing the scheme were greater than the funding allocated by
governments. Additional costs included the set up of AHPRA State offices in each
capital city; National Board sitting fees and the employment of State managers and
other key staff, in some cases for a full year in advance of 1 July 2010.

•

The level of assets transferred from state boards to the National Boards was lower
than expected, including assets transferred from Victorian boards. Initial estimates
were approximately 45% higher nationally than the eventual amount transferred to
National Boards (approximately $71 million in total).

•

As a result of the undertaking made to staff of existing boards that they would be able
to transfer to AHPRA, about 80% of the staff of boards transitioned. This created a
challenging staffing situation for AHPRA, with oversupply in some areas and some
important gaps. It meant that in the short term AHPRA has not been able to function
as efficiently as it might otherwise have.

Ministers were advised that they could issue a direction to lower the fees, however, without
significant Government contribution, reducing the registration fees risked the financial
viability of National Boards and their ability to fulfil their statutory obligations under the
National Law.
In June 2010, just prior to commencement of the National Scheme, Ministers decided to
accept the fee schedules proposed by AHPRA and the National Boards.
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While there was an expectation that the National Scheme would ‘reduce red tape’
(Productivity Commission 2005), this was in relation to the anticipated removal of barriers
to the portability of registration across state and territory borders. At no stage were
commitments made that registration fees would be reduced as a result of the establishment
of the National Scheme. Ministers were briefed during development of the National Scheme
as to how certain policy decisions they might take would impact on registration fees, and
Ministers took these decisions because of the need to improve the public protections under
the National Scheme.
Attachment 5 provides details of the sitting fees paid to board members and chairs of
boards, before the National Scheme and after.
Attachment 6 provides further details about the transfer of assets that occurred from
Victorian Boards to the National Scheme at commencement.
Some international comparisons
While caution must be exercised when making cross-country comparisons, it seems that the
key functions of registration boards are fairly consistent across anglo-american countries
such as United Kingdom, Canada and New Zealand, and therefore the fees charged per
registrant for renewal of registration provide a reasonable indicator of the costs of the
respective regimes.
Attachment 7 provides an overview of the key functions of the entities that make up the
National Scheme.
Attachment 8 provides data on the key characteristics of the regulatory regimes in three
international jurisdictions compared with Australia. They are the United Kingdom, Ontario
Canada, and New Zealand. Most registration boards undertake the following broad
functions:
•
•
•
•
•
•

•
•
•

determine entry level qualifications & fitness to practice requirements
maintain publicly accessible register of qualified practitioners
accredit (assess & approve) entry level training programs that qualify persons for
registration
assess overseas trained practitioners for equivalence of training
set and monitor practice standards
receive and investigate complaints (notifications):
o conduct
o performance
o ill-health
conduct and/or prosecute matters before disciplinary panels
monitor under performing, unethical or impaired practitioners
prosecute unregistered persons for offences.
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Table 3 below compares registration renewal fees under the National Scheme with those
that apply in the United Kingdom, Ontario Canada, and New Zealand, as at March 2013.
Table 3: Comparison of registration renewal fees by profession by jurisdiction*
Profession
**
Chinese medicine
practitioners
Chiropractors

United
Kingdom
N/A
$1088
(£750)

Dentists

$838 (£576)

Dental aux

$175
(£76)
$567 (£390)

Medical
Practitioners

Ontario
Canada
$805.28
(C$850)
$450.05
(C$475)

New Zealand

Aust

Highest

Lowest

N/A

$550

Ontario

Australia

$902.09 (NZ$1124)

$518

United
Kingdom

Ontario

$1667.51
(C$1760)
$236.87
(C$250)
$1458.50
(C$1550)

$737.40
(NZ$918.79)
$416.13
(NZ$518.49)
$585.24
(NZ$729.20)

$572

Ontario

Australia

$283
$680

New
Zealand
Ontario

United
Kingdom
United
Kingdom
United
Kingdom
New
Zealand

Medical radiation
practitioners
Nurses

$111
(£76)
$145.94
(£100)

$503.10
(C$531)
$219.47
(C$231.65)

$276.89 (NZ$345)

$325

Ontario

$77.05
(NZ$96)

$160

Ontario

Midwives

$145.94
(£100)
$111
(£76)
$393 (£270)

$1540
(C$1635)
$703.98
(C$743.03)
$852.70
(C$900)
$1449.58
(C$1530)
$852.70
(C$900)
$602.62
(C$635)
$615.93
(C$650)
$753.33
(C$795)

$224.72 (NZ$280)

$160

Ontario

$471.91 (NZ$588)

$280

Ontario

$1047.56
(NZ$1305.25)
$798.56 (NZ$995)

$415
$504

New
Zealand
Ontario

United
Kingdom
United
Kingdom
United
Kingdom
Australia

$406.10 (NZ$506)

$310

Ontario

Australia

$200.64 (NZ$250)

$199

Ontario

$655.70 (NZ$817)

$360

$382.83 (NZ$477)

$409

New
Zealand
Ontario

United
Kingdom
United
Kingdom
United
Kingdom

Occupational
therapists
Optometrists
Osteopaths
Pharmacists
Physiotherapist
Podiatrists
Psychologists

*
**
***

$1091 after yr
2 (£750)
$389 (£267)
$111
(£76)
$111
(£76)
$111
(£76)

Registration renewal fess as at March 2013.
Does not include Aboriginal and Torres Strait Islander Health Practitioners
Conversion of the Silver pound (£), Canadian dollar (C$) and (NZ$) to AUS dollars as per the stock
exchange rate as at 12/3/2013: AUD/GBP £0.6901; AUD/CAD $1.0605; AUD/NZD $1.2586.

While the registration renewal fees vary considerably across jurisdictions and across the
professions, the following observations can be made:
•
•
•

comparing the four jurisdictions, Australia has the lowest registration renewal fees
for four professions, and has no professions with the highest fees;
while Australian registration renewal fees are generally higher than the United
Kingdom, they are generally lower than New Zealand and significantly lower than
Canada;
the United Kingdom has lowest fee in nine professions, with five of these
professions regulated by a single regulator (the Health and Care Professions Council)
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which sets a common fee for the 250,000 plus registrants from the 16 professions it
regulates.

3.

The scope and size of the bureaucracy that supports the National
Scheme

One of the concerns raised about the National Scheme has been the size of the associated
bureaucracy. According to the AHPRA Annual Report, during 2011-12 more than 1,500
meetings were held, by a combination of National, State, Territory and Regional Board and
committees. Most National Board meetings were held in Melbourne.
Attachment 9 provides details of the number of statutory boards and government
appointed board members under previous state and territory arrangements compared with
under the National Scheme. Table 4 below summarises the results.
Table 4: Number of statutory boards and government appointed board members pre and
post establishment of the National Registration and Accreditation Scheme
Arrangements pre 1 July 2010
No. of
Number of
statutory
board
boards
members
93
830 (est)

NRAS as at March 2013
No. of statutory entities

No. of board members

42
14 National Boards
24 State/Territory boards
2 Regional Boards
1 Agency Management
Committee
1 Advisory Committee

400

As at March 2013 under the National Scheme, there are in total 41 statutory entities: 14
National Boards; 24 State and Territory Boards (eight each for medicine, nursing/midwifery
and physiotherapy); two Regional Boards (for psychology); the Agency Management
Committee; and the Australian Health Workforce Advisory Committee.
Some National Boards have established extensive standing committee structures. While the
data available on the National Scheme websites may be incomplete, the website indicates
that four boards (Chinese medicine, Medical Radiation, Optometry, and Pharmacy) have
established a total of 23 standing committees. The remaining boards do not specify on their
websites the nature of their committee structure, although Appendix B of the Joint National
Boards submission to the Committee indicates that across the 14 National Boards, there are
approximately 88 separate committees that deal with notifications, in addition to the state,
territory and regional boards.
This compares with 93 state and territory boards that existed prior to the establishment of
the National Scheme. If it is assumed that these 93 boards met at least 10 times per year
(one meeting per month, excluding December and January), this would mean 930 meetings
per annum, excluding any committees that these boards might have operated.

Department of Health

16

With respect to the number of government appointed members on boards, the analysis
shows that under the National Scheme, there is a total of 400 members appointed to
statutory boards under the National Scheme: 144 National Board members, seven Agency
Management Committee and seven Advisory Council members appointed by the Ministerial
Council, and 206 State/Territory/Regional Board members appointed by the respective
state and territory Ministers.
The exact number of members on previous state and territory boards is unavailable.
However, if it is assumed that there was an average of 9 members per board (noting that
previous boards ranged in size from 5 to 20 members), then it is likely there were over 830
government appointed board members on previous state and territory boards.
It seems reasonable to conclude that the level of bureaucracy associated with the delivery
of regulatory arrangements has been reduced with the abolition of 93 separately
constituted boards, each with their own committee structure, and the establishment of the
NRAS agencies. However, there is room for further rationalisation if some of the functions
currently being dealt with by profession specific committees were dealt with by cross
profession committees that draw on profession specific expertise as required.
The Department is of the view that there is considerable scope to streamline the current
arrangements to achieve greater efficiencies, without sacrificing robust regulatory decision
making supported by essential professional expertise.
There are at least four areas for reform that warrant the Committee’s attention.
Governance structure
The governance arrangements under the National Scheme reflect a compromise that was
agreed by COAG during framing of the Intergovernmental Agreement underpinning the
National Scheme, in response to concerns raised by professional bodies about the
recommended model.
Governance arrangements for the National Scheme differ from the approach recommended
by the Productivity Commission. The Productivity Commission recommended a single
national board constituted to reflect the broader public interest rather than represent the
interests of particular stakeholders, with profession specific panels constituted within the
board to handle matters such as the monitoring of codes of practice and those disciplinary
functions best handled on a profession specific basis (Productivity Commission 2005: 145
Recommendation 7.2).
While there is no question of the central role of professional expertise in the standard
setting, monitoring and disciplinary processes, it is a matter for debate as to whether a
collegiate model of governance, that sees much of the regulatory decision making
undertaken by boards that are constituted with up to eight professional members, is the
most efficient way for the National Scheme to operate.
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Comparisons with international jurisdictions are of interest. For instance, the Health and
Care Professions Council (HCPC) is one of seven United Kingdom health professions
regulators. It regulates over 250,000 practitioners across 16 professions and has recently
assumed responsibility for regulating social workers. The governance structure for the
National Scheme has been described as top heavy, compared with a more streamlined and
corporate-like HCPC governance structure.
The Committee may wish to consider whether a more corporate like governance structure
for the National Scheme would be less costly, more efficient and still secure the necessary
profession specific expertise to ensure robust regulatory decision making.
United Kingdom Health and Care Professions Council
Under the HCPC governance arrangements, there are no equivalent structures to the
National and State Boards of NRAS. The Council of the HCPC is made up of 20 members – 10
registrant members and 10 lay members appointed by the Appointments Commission on
behalf of the Privy Council. Attachment 10 provides further details of the governance
arrangements for the HCPC. It has four statutory committees that are functional rather than
profession specific: Education and Training, Conduct and Competence, Health, and
Investigating. It also has five non-statutory committees: Audit, Finance and Resources,
Communications, Fitness to Practice, and Remuneration. It is understood that when the
HCPC requires profession specific expertise or input in its standard setting and disciplinary
processes, this is sourced externally rather than from standing committees within its own
structure. This may contribute in part to the efficiency of its operations, as indicated by its
comparatively low registration fees, and confirmed by a recent cost-effectiveness study
undertaken by the Professional Standards Authority titled Cost effectiveness and efficiency
review of health professional regulators published in November 2012.

Accreditation arrangements
Under the National Scheme, ‘accreditation functions’ are the processes through which
National Boards:
•

develop program accreditation standards for assessing qualifying programs for entry
to the professions;

•

assess programs of study for registration or endorsement purposes;

•

recognise the equivalence of overseas regulatory bodies (competent authorities);
and

•

assess overseas qualifications for equivalence with Australian standards, and
examine overseas trained practitioners.

The National Law allows a National Board to decide to undertake these accreditation
functions for its profession via an internal committee of the Board, or through delegation to
an external body. For 11 out of the 14 National Boards, all or most of these accreditation
functions are delegated under contract to an ‘external accreditation authority’. These
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external accreditation authorities include the Australian Medical Council, the Australian
Dental Council and the Australian Nursing and Midwifery Council.
Three of the four newly established 2012 National Boards have decided to administer their
accreditation functions in house, via accreditation committees of the respective Boards,
supported by AHPRA staff.
In its 2005 report, the Productivity Commission recommended rationalisation of the
administrative arrangements through which accreditation functions are delivered. The
Productivity Commission found:
the current accreditation arrangements can inappropriately reinforce traditional
professional roles and boundaries, and thus impede job innovation. Inconsistent
requirements imposed on educational institutions and trainers by different agencies
create further inefficiencies. A national cross-profession approach to accreditation would
preserve the best features of the current arrangements while facilitating:
• more timely and objective consideration and adoption of beneficial crossprofession job evolution and redesign options;
• interdisciplinary and multidisciplinary education and training and articulation
between VET and higher education and training;
• improvements in the appropriateness and consistency of accreditation in the
different professions;
• uniform national standards on which to base professional registration; and
• reductions in administrative and compliance costs. (Productivity Commission
2005: 111)
It recommended that Governments establish a single statutory national accreditation board
for health workforce education and training.
The Productivity Commission’s recommendations concerning the accreditation functions
were not implemented. Instead, the National Law included provisions that empowered the
Ministerial Council to ‘assign’ accreditation functions to the respective Accreditation
Councils, for the first three years of the National Scheme.
Under section 253 of the National Law, following this initial ‘assignment’ of accreditation
functions by the Ministerial Council, each National Board was required to review its
accreditation arrangements. All National Boards have now completed these reviews, and it
seems that they have chosen not to address the significant structural inefficiencies that are
associated with the operation of the 11 separately constituted accreditation councils and
three internally operated National Board committees.
Access to profession specific expertise is essential for the delivery of these accreditation
functions. However, this is a missed opportunity for National Boards to harness the
potential benefits of a cross profession accreditation regime, one that would, if
implemented present considerable opportunities to facilitate workforce reform. It is also a
clear indication that National Boards are unlikely to deliver structural reform in this space
and that the active intervention of governments is required.
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In exploring further efficiencies in this area, the Committee may wish to seek advice from
AHPRA on whether any preliminary data is available on the comparative costs and
outcomes associated with delivering the accreditation functions internally (by 3 National
Boards) compared with externally (by 11 National Boards). It is noted that the AHPRA and
National Board submissions have provided very little data on the performance of the
accreditation functions. This is because under the current arrangements, the collection and
reporting of data on the operational performance of the accreditation functions is a
resource intensive exercise, and will continue to be without structural reform.
By way of comparison, the United Kingdom HCPC administers its accreditation functions in
house and across all 16 of the professions it regulates. Other United Kingdom and New
Zealand regulators also deliver their accreditation functions directly. The existing Australian
accreditation councils were established by state and territory in order to address the
challenges of operating under a federation.
The Committee may wish to consider recommendations for structural reform of the delivery
of accreditation functions, taking account of the Productivity Commission’s
recommendations. This would require amendments to the National Law.
The role of the Australian Health Workforce Advisory Council
The Australian Health Workforce Advisory Council (the Advisory Council) is established
under the National Law with very general terms of reference, to advise the Australian
Health Workforce Ministerial Council on the operation of the National Scheme.
The policy rationale for inclusion of an independently constituted Advisory Council in the
structure of the National Scheme was based on international experience of how to best
drive health workforce reform (see Attachment 11). During discussions around framing of
the Intergovernmental Agreement, the Department’s view was that provision of an
independent, evidence based mechanism to advise Ministers on proposals for regulatory
change which impact on professional scopes of practice (particularly those that are
contested between professions, such as the prescribing of scheduled medicines) would
balance the influence of the professions and potentially accelerate workforce reform
processes. However, this policy rationale was not clearly reflected in the provisions of the
National Law, the result being lack of clarity on the role of the Advisory Council.
Inclusion of the Advisory Council in the regulatory regime was strongly opposed by many of
the peak professional bodies, who saw it as a diminution of the power of the professions to
determine their own standards.
There are arguments for and against retaining the Advisory Council in the regulatory
regime. On the one hand, the review mechanism provided by the Advisory Council has not
been adequately tested, and there is a range of matters relating to the operation of the
National scheme that would benefit from arms length evidence based assessment (for
example, assessment of proposals for new specialties, new endorsements, and inclusion of
additional professions in the National Scheme). To carry out such a role, the Advisory
Council would require a membership with sufficient independence and expertise.
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On the other hand, professional bodies are likely to continue to oppose any active role for
the Advisory Council, and arguably there may be more effective means to progress the
reform agenda. For instance, the Commonwealth’s Office of Best Practice Regulation
(OBPR) has recently strengthened its compliance monitoring of the regulatory decisions
being made by National Boards and the Ministerial Council. This should promote rigour in
the impact assessment of such regulatory decisions. Also, Health Workforce Australia
(HWA) is well resourced and well placed to drive the workforce reform agenda.
Consideration of whether there should be a continuing role for the Advisory Council should
include assessment of its role vis a vis other bodies such as the Australian Health Ministers
Advisory Council (AHMAC) standing committee structure (the Health Workforce Principal
Committee), Health Workforce Australia (HWA) and the Commonwealth Department of
Treasury and Finance’s Office of Best Practice Regulation (OBPR) (see section 7).

4.

How well the National Scheme protects the public

Incorporated in the provisions of the National Law are the key public protection features of
the regulatory regime that applied in Victoria prior to July 2010, under the Health
Professions Registration Act 2005 (Vic).
Under the National Law, these public protections have been strengthened in a number of
areas. These include:
•
•
•
•
•

mandatory criminal history checking for all new registrants;
mandatory identity checking to a national standard, for all new registrants;
mandatory reporting of ‘notifiable conduct’ for all registered health practitioners;
student registration for all regulated health professions;
improved access to information about registrants through:
o a single point of access for the online registers for the public and employers;
o streamlined arrangements for employers to undertake bulk checks of
registration status of employees and prospective employees;
o streamlined arrangements for checking registration status with overseas
regulatory authorities;
o streamlined arrangements for exchange of information between regulators,
such as the Department’s Drugs and Poisons Unit and Private Hospitals Unit;
o streamlined arrangements for exchange of information with Medicare
Australia, and Pharmaceutical Benefits, providing greater capacity to
monitor registrants who have conditions placed on their registration.

Ultimately, how well the National Scheme protects the public depends in part on the
strength of the systems put in place and how well AHPRA staff and the National Boards
administer their responsibilities. The tragic consequences of a number of high profile cases
in Queensland, NSW and Victoria in recent years are evidence of failures of the regulatory
regime. The national arrangements would be expected to improve public protection
through the introduction of nationally consistent standards for entry to and practice in the
regulated health professions, and through the removal of barriers that have in the past
hindered cross border and cross profession investigations.
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Three specific examples of strengthened public protection are offered here.
The limitations of previous mutual recognition arrangements
The National Scheme overcomes the limitations of the previous mutual recognition
arrangements under which public protection relied on good communication and
information sharing between state and territory based registration boards.
Under previous mutual recognition laws, where a practitioner’s registration was cancelled
in one state or territory, it was automatically cancelled in all others. However, this relied on
the registration board that cancelled the registration notifying the other boards, and the
other boards acting to remove the practitioner from their registers.
The Department is aware of two cases where communication breakdowns saw practitioners
retaining (and renewing) their registration in one jurisdiction after having their registrations
cancelled in another jurisdiction. These cases were brought to light during the deduplication and checking of registrant data transferred from state and territory registration
boards, undertaken as part of the transition to the National Scheme. While neither of these
cases involved Victorian registered practitioners, they did serve to highlight the risks
associated with the information transfer processes under the previous mutual recognition
arrangements.
Interaction between AHPRA and the Department’s Drugs and Poisons Regulation
The Department’s Drugs and Poisons Regulation (DPR) has responsibility for ensuring
compliance with the Drugs, Poisons and Controlled Substances Act 1981 (Vic) and its
associated regulations. The DPR has advised of considerable improvements in public
protections arising from the operation of the National Scheme.
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Victorian Department of Health Drugs and Poisons Regulation
The Drugs and Poisons Regulation (DPR) of the Department reports benefits in dealing with
a single regulator (AHPRA) compared with 12 separate Victorian state regulators under
previous arrangements. These benefits are in three main areas: more efficient
investigations, more timely and effective compliance activity and increased policy capacity.
With respect to investigations and enforcement action, the DPR advises that best practice
standards that were put in place in protocols negotiated between the Department and the
previous Medical Practitioners Board of Victoria have been adopted and extended to all
professions under the new arrangements. This has made investigation of registered health
practitioners for alleged offences under the Drugs, Poisons and Controlled Substances Act
1981 (Vic) considerably more efficient than previously. The benefits are particularly
apparent with respect to the joint regulatory action that is required for cross border and
cross profession investigations. A number of recent cases dealt with jointly between the
Department and AHPRA suggest that problem practitioners are dealt with more quickly and
effectively now than under previous arrangements, with improved rapid response capacity.
The DPR also reports increased capacity on the part of the National Boards to tackle
challenging professional practice issues that cross jurisdictions and therefore require a
national response. The DPR cites as an example the Pharmacy Board’s establishment of a
working group to develop indicative curriculum for compounding dispensing, drawing on
expertise from around Australia to develop a more informed position than would have been
possible under previous arrangements. There is a range of compliance matters that require
a national policy and enforcement response such as use of the scheduled medicine
botulinum toxin in cosmetic procedures, and use of anabolic steroids and synthetic
cannabinoids.

National consistency and public protection
With the advent of the National Scheme, the costs and risks associated with coordination
between regulatory bodies, both across jurisdictions and across professions have been
brought within the scheme. The reforms mean this coordination is likely to be more
effective than under previous arrangements, and as a result there is an increased capacity
to mount coordinated cross jurisdictional and cross profession responses to public
protection issues.
To illustrate this point, at Attachment 12 is the report of an audit that was carried out
during 2008 by the National Health Workforce Taskforce (the forerunner to Health
Workforce Australia). The audit examined arrangements for sharing of information between
the then state and territory medical boards, including the Medical Practitioners Board of
Victoria.
The audit results showed considerable disparities across state and territory medical boards
with respect to vetting processes for applicants for registration and public access to register
information. This lack of consistency was even more pronounced between boards within
Victoria.
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The lack of consistency identified in the audit raised concerns about public safety and the
risks of practitioners ‘slipping through the cracks’ and gaining registration in one jurisdiction
where controls were less stringent, and then using mutual recognition arrangements to
move to another jurisdiction without additional scrutiny.
National Health Workforce Taskforce:
Sharing of information across jurisdictions regarding medical practitioners
Audit 2008
The NHWT conducted an audit during 2008 of state and territory medical boards. The audit
gathered information in five main areas:
•
applications for registration – processes for checking identity, qualifications and
bona fides of applications;
•
reporting obligations on registrants – at annual renewal and during the
registration period;
•
medical registers – information available and accessibility;
•
notification obligations/powers of boards re investigations and disciplinary
matters;
•
difficulties with current arrangements.
The audit found that despite efforts over the last 2 decades to achieve consistency in the
arrangements for making medical register information available to those who have an
interest, considerable variation continues to exist across states and territories concerning
legislative requirements for:
•
•
•
•

•
•

What information is publicly accessible on medical and other practitioner
registers
Whether registers are available online (all medical registers are available online
except ACT)
What types of register information are accessible online, for example, details of
conditions or restrictions imposed on a practitioner’s registration
What notification obligations are placed on registration authorities when a
practitioner’s registration is cancelled, suspended or conditions or restrictions
are imposed (sometimes specified in legislation, sometimes subject to board
policy)
Whether a list of suspended or cancelled registrants is accessible online
Whether disciplinary decisions are published on line.

There are a number of areas where public protections could be strengthened. These are
outlined below.
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Amend the National Law to provide National Boards with continuing competence
(revalidation) powers
Under section 34(4) of Health Professions Registration Act 2005 (Vic), under certain
circumstances (lack of recent practice, or a change in the type of practice) registrants were
under an obligation to notify the board of how they proposed to satisfy the board that they
were competent to practise. There was also a head of power (section 18(4)) that enabled
Victorian registration boards to require evidence of continuing competence on renewal of
registration.
There is no similar head of power under the National Law. The question of whether
continuing competence/revalidation powers should be included in the National Law was
canvassed during development of the legislation (see Attachment 13), but was shelved in
favour of a weaker set of powers (to require continuing professional development), due to
opposition from some professional bodies.
In November 2012, the Medical Board of Australia announced its intention to open
discussion with the medical profession about the need for revalidation powers:
Extract from Medical Board of Australia Meeting Communique: 14 November 2012
Starting the revalidation conversation in Australia
Internationally in medicine and medical regulation, there is active discussion about
revalidation for medical practitioners and how it can support patient safety. The
International Association of Medical Regulatory Authorities (IAMRA), defines revalidation as
“…the process by which doctors have to regularly show that they are up to date, and fit to
practise medicine. This will mean that they are able to keep their license to practise.
Sometimes called ‘Recertification.’ “
The Board has decided to formally begin this conversation in Australia. It has not yet made
any decisions or set a strategic course. It is committed to working with the profession, the
community and other stakeholders about its approach, which will be informed through
careful analysis of Australian data, our regulatory context and international research.
The Board expects to develop an initial discussion paper in 2013 and to consult widely with
all interested stakeholders as the conversation about revalidation develops.
To confer continuing competence/revalidation powers on National Boards would require an
amendment to the National Law.
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Strengthen prohibition order powers
Under section 196(4) of the National Law if a tribunal decides to cancel a practitioner’s
registration, or the practitioner is no longer registered (for example because they have let
their registration lapse in an attempt to avoid regulatory action), the tribunal has the power
to prohibit the person from using a specified title or providing a specified health service.
These ‘prohibition order’ powers have been framed to deal with circumstances where a
previously registered practitioner continues to practise under another professional title
despite cancellation of their registration. Examples might include a deregistered
psychologist or psychiatrist who continues to practise as psychotherapist, or a deregistered
midwife who continue to practise as ‘doula’ or ‘home birth advocate’.
Such prohibition order powers are an important regulatory tool to protect the public from
practitioners who have been found unfit to practise. However, three years into the National
Scheme and the provision is yet to be tested by the National Boards. Also, concerns have
been raised about whether the provision is framed to work as it was intended and in a way
that will hold up under appeal. For instance, unless an order is requested by a National
Board and granted by the tribunal at the point at which a practitioner’s registration is
cancelled, there is no provision for the Board to return to the tribunal at a later date for a
prohibition order to be issued, if it emerges that the practitioner is continuing to practise
and place the public at risk. Also, there are no offences in the National Law for breach of a
prohibition order.
The Committee may wish to consider whether the National Law should be amended to
strengthen the powers of a tribunal to issue a prohibition order, either when cancelling a
practitioner’s registration, or at a later date.

5.

The role of consumers and whether their views have been represented
adequately and strongly enough in the National Scheme

What constitutes good regulation is a contested matter, as is what criteria should be
applied to judge regulatory efficacy. Baldwin et al (2012) postulate five key criteria for
evaluating regulation that can be summarized as follows:
Mandate
- Is the action or regime supported by legislative authority?
Accountability - Is there an appropriate scheme of accountability?
Transparency - Are procedures fair, accessible, and open?
Expertise
- Is the regulator acting with sufficient expertise?
Efficiency
- Is the action or regime efficient? (Baldwin et al 2012: 27)
Some regulatory theorists have proposed an additional criterion, that of ‘democratic
legitimacy’ (Levi-Faur 2010). This criterion looks more broadly than just whether a regulator
has a legislative mandate and discharges its functions accordingly. Who is engaged in the
decision making process signals whose views are recognised as legitimate (Ingram and
Schneider 2006: 179).
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In the context of health professions regulation, the earliest registration boards were
established in the mid 1800s, in an era pre-dating responsible government, when little or no
accountability was expected of them (Thomas 2002: 2). These early boards were
constituted solely with members from the profession concerned. However, the last 50 years
has seen increasing recognition that professionals, as members of statutory bodies that
exercise powers of the state, should not be the sole judges of what is in the public interest
(Baggott 2002: 39; Moran 2004; Thomas 2002;). As a consequence, a shift has been
occurring in the make up of boards, beginning with the introduction of ‘consumer’ or
‘community’ members, to balance the views and interests of professional members. This
shift also is evident in other anglo-american countries (Allsop, & Jones 2006; Allsop & Saks
2002).
An important question for the Committee to consider is whether this shift gone far enough.
While acknowledging the special place of professional expertise in regulatory decision
making, the following questions are worthy of debate:
•
•
•
•
•
•

Is there sufficient diversity of views being brought to the decision making table
within the National Scheme to support the democratic legitimacy of the regulatory
regime?
Is there sufficient non-professional (community member) input into regulatory
decision making?
Is the mix right of practitioner/community members on National Boards?
Is there a case to reintroduce ‘lawyer’ members, as existed under the previous
Victorian regulatory regime?
Is it time to shift to a regulatory model that sees National Boards constituted with
an independent Chair?
In what other ways can community input into regulatory decision making be
strengthened?

The Department’s view is that there is scope for further reform to increase the democratic
legitimacy of the National Scheme and to strengthen the diversity of input into regulatory
decision making, particularly in areas that traditionally have been contested between or
within professions.
The Committee may wish to consider the following areas for reform.
Constitution and leadership of National Boards
Under the (now repealed) Health Professions Registration Act 2005 (Vic), there was
flexibility for the Minister for Health to appoint community members to office bearing
positions on registration boards, where the Minister considered that it was ‘necessary for
the good operation of the board’. This power was exercised by the Victorian Minister, and
proved to be a particularly effective arrangement that continued for over 10 years and was
well accepted by the profession concerned.
These powers were introduced following consultation and debate during the Victorian
Review of Regulation of the Health Professions conducted between 2002 and 2005 (DHS
2003: 27-29).
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There is no such flexibility in the National Law.
In a recently completed recruitment process for National Board positions, there were over
100 applications received for community member positions, many of high calibre with
extensive board and regulation experience. However, such persons are ineligible for
leadership roles on National Boards.
In accordance with the previous Victorian arrangements, the Department suggests that the
AHWMC should have the flexibility to appoint to office bearing positions people who may
not have profession specific expertise but who possess:
•
•
•

A thorough knowledge of the principles of procedural fairness and natural justice
Good skills in chairing meetings
An ability to provide strong leadership, achieve consensus and resolve conflicts.

Such skills are critical to the smooth operation of a registration board. Flexibility to appoint
the best available person, whether they are a registered health practitioner or not would be
of particular benefit:
•
•
•
•

where a single board regulates a number of different professions or occupational
groups within a profession that have competing interests;
where the smooth and effective operation of a board has been or may be
compromised, for example by a failure of succession planning or by interpersonal or
factional conflicts;
where there are concerns that a board may be making regulatory decisions in the
interests of the profession rather than in the public interest;
where a profession is regulated for the first time and there is a limited pool of
practitioners with the breath of regulatory and administrative experience and
understanding of board procedures to provide effective leadership.

To achieve this flexibility, an amendment to the National Law would be required.
Strengthen statutory roles for community members
The role of community members in the National Scheme could be strengthened to provide
for community members to act in concert rather than individually, with statutory roles to
scrutinize, review and audit various operations of the National Boards and AHPRA to ensure
that the public interest is protected. Examples might include:
•
•
•
•
•

reviewing registration standards, codes and guidelines that are contested between
professions or National Boards;
chairing cross profession committees that manage registration, and notification and
immediate action functions;
chairing cross profession committees that undertake internal audit and review of
contested Board decisions made under the National Scheme;
reviewing decisions of performance and professional standards panels on appeal
from a notifier; and
generally to carry out internal ‘integrity agency’ functions.
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Such initiatives could be achieved administratively, but would be more effective if given
effect through amendments to the National Law.

6.

The accountability and reporting of AHPRA to Health Ministers

Lodge notes that while who is accountable to whom and on what terms are crucial
dimensions in any regulatory regime, accountability and transparency are not good things in
their own right of which we should simply have ‘more’, but involve particular tradeoffs
(Lodge 2004: 124; 128).
Baldwin et al (2012) list traditional types of accountability relationship:
•
•
•

to the political domain, that is, legislative bodies and to the ‘elected’ part of
executive government;
to the profession such as under (so-called) ‘statutory self-regulation’; and
to the legal system such as through administrative and judicial review (Baldwin et al
2012: 343-47).

Accountability to the community can be considered a fourth type of accountability
relationship. In this respect AHPRA and the National Boards have been taking important
steps to strengthen the engagement of community representatives in the National Scheme,
with the establishment of a Community Reference Group for which positions were
advertised in January 2013.
Attachment 14 sets out the main accountability tools that are either contained in the
National Law or in other laws that impact on the agencies. To summarise, these include:
•
•
•
•
•
•
•
•
•

Annual reporting and audited financial statements
Ministerial Council policy directions and approvals with respect to registration
standards and endorsements for specialties, scheduled medicines, areas of practice
and acupuncture
Review of National Board registration and disciplinary decisions by state and
territory tribunals
Freedom of information protections
Privacy protections
Review of administrative decisions by the National Health Practitioner Ombudsman
Judicial review of decisions
Human rights charter legislation and anti-corruption legislation.
COAG best practice regulation requirements

On issues of accountability, Sparrow highlights the complex demands facing regulators:
Regulators, under unprecedented pressure, face a range of demands, often
contradictory in nature: be less intrusive – but be more effective; be kinder and
gentler – but don’t let the bastards get away with anything; focus your efforts – but
be consistent; process things quicker – and be more careful next time; deal with
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important issues – but do not stray outside your statutory authority; be more
responsive to the regulatory community – but do not get captured by industry
(Sparrow 2000: 17)
Baldwin et al identify a number of devices or tools designed to improve the accountability
of regulators. First, ‘police patrols’ are specific oversight bodies such as parliamentary
committees and audit units that focus on controlling the agency; second, the ‘fire alarm’,
that is, reliance on affected constituencies to ring alarm bells about a regulatory agency’s
activities, allowing intervention at the political level; third, ‘deck stacking’ or procedural
rules governing appointment, budgets etc, to reduce the possibility of regulatory agencies
being ‘out of control’ (Baldwin et al 2012: 55-56).
A key question for the Committee to consider is whether the suite of accountability
mechanisms when taken together are sufficient, and if not, what additional accountabilities
should be imposed (bearing in mind the additional costs that may be incurred) and whether
these additional accountabilities can be implemented administratively or require legislative
amendment. Two examples are offered for the Committee to consider.
Strengthening internal accountability
Under previous Victorian arrangements, the bulk of grievances brought to the attention of
the Minister and the Department were from complainants (notifiers) who were aggrieved
about how their complaint against a registered practitioner was handled arose. Most of
these related to board decisions to close a matter with no further action, or to conduct a
hearing in house rather than external to the board. Attachment 15 provides a copy of the
executive summary from a study of complainants titled Bringing the Consumer Perspective:
Consumer Experiences of Complaints Processes in Victorian Health Practitioner Registration
Boards. The report was commissioned by the Department to inform its Review of
Regulation of the Health Professions conducted between 2002 and 2005. The full report is
available at the following address:
http://health.vic.gov.au/__data/assets/pdf_file/0009/319635/finalrpt_consumer_perspecti
ve.pdf
In responding to these concerns, the Health Professions Registration Act 2005 (Vic) was
framed to make provision for a notifier to have an internal right of review for certain
decisions by the Board, but with a fresh panel of persons, including a nominee of the Health
Services Commissioner. Although this presented an additional cost to the scheme, it
provided additional checks and balances on board disciplinary processes. The following
were reviewable decisions:
•
•
•

a decision not to conduct an investigation
a decision to take no further action following an investigation
a decision to refer a matter to an internally constituted professional standards panel
rather than externally to an tribunal for hearing where hearings were open to the
public.
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The Committee may wish to consider whether there is a need to strengthen the entitlement
of notifiers to seek a review of decision by a National Board to close a matter following
investigation, or to deal with a matter through internally constituted and closed to the
public Performance and Professional Standards Panels, rather than through referral for
hearing by an externally constituted tribunal where hearings are open to the public.
Strengthening external accountability
Associated with the growth of the independent regulatory agency (of which AHPRA and the
National Boards are examples) is the number and scope of activities of ‘integrity agencies’.
Examples include autonomous corruption-control bodies, independent electoral
institutions, auditing agencies, and human rights ombudsmen (Levi-Faur 2010: 16).
Under the United Kingdom regulatory arrangements, the Professional Standards Authority
for Health and Social Care (PSA) has been established to carry out integrity agency functions
specifically with respect to the health professions regulators. The PSA has statutory powers
to oversee the statutory bodies that regulate the health and social care professions in the
United Kingdom. The PSA assesses their performance, conducts audits, scrutinizes their
disciplinary decisions, and reports to Parliament. It also shares good practice and
knowledge, conducts research, and introduces new ideas to the sector. The PSA oversees
nine separate health and care professions regulators.
The Committee may wish to consider whether there are any elements of the United
Kingdom model that might usefully be applied in the Australian context, noting that there
are important differences between the regulatory regimes, for example, under the National
Scheme, disciplinary matters that involve professional misconduct (the more serious
matters) are dealt with by an independent tribunal rather than by the regulator itself as in
the United Kingdom. The web address for the PSA is as follows:
http://www.professionalstandards.org.uk/
Alternatively, the Committee may wish to consider whether the statutory powers of existing
integrity agencies should be strengthened in this regard, or whether the powers of the
Ministerial Council should be strengthened vis a vis the National Boards and AHPRA.

7.

The competition policy aspects

Victoria’s long standing commitment to best practice regulation is reflected in the
provisions of the Subordinate Legislation Act 1994 (Vic) that underpin its regulatory
management systems. The Victorian Competition and Efficiency Commission (VCEC) is the
lead agency responsible for ensuring rigorous assessment of regulatory proposals, to ensure
Victorian regulation best serves the community. VCEC does this by requiring:
•
•
•

Regulatory Impact Statements (RISs) to assess the impacts of proposals for new,
sunsetting or amending regulations (subordinate legislation).
Business Impact Assessments (BIAs) to assess the impacts of proposals for Bills that
provide for new, or amendments to existing, primary legislation.
Regulatory Change Measurements (RCMs) to measure the change in the
administrative, substantive compliance and delay costs of regulations.
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These are the primary mechanisms through which the competition effects and regulatory
burdens associated with new or amended Victorian legislation and statutory instruments
made under legislation are assessed.
In adopting and applying the National Law as a law of Victoria, the Victorian Parliament
specifically excluded the National Law, and any instruments made under it from the scope
of the Subordinate Legislation Act 1994 (Vic). The decision to exclude the National Law and
the NRAS agencies from the scope of state and territory regulatory management systems
was taken by all Health Ministers in the interests of creating a consistent national regulatory
regime.
There are, however, COAG requirements that sit in place of those that would otherwise
apply under the Subordinate Legislation Act 1994 (Vic). In February 2006, COAG agreed ‘to
establish and maintain effective arrangements to maximise the efficiency of new and
amended regulation and avoid unnecessary compliance costs and restrictions on
competition’ (COAG 2006). COAG also agreed to extend these arrangements to Ministerial
Councils.
The COAG requirements that apply to regulatory decisions made under the National
Scheme are set out in the Council of Australian Governments Best Practice Regulation: A
Guide for Ministerial Councils and National Standard Setting Bodies October 2007 (the
COAG best practice regulation requirements). These requirements provide the key means to
ensure sufficient rigour, accountability and transparency in the legislative instruments and
regulatory decisions made by NRAS agencies and the Ministerial Council under the National
Law.
National Board and Ministerial Council decisions under sections 11-15, 39 and 47 of the
National Law fall within the COAG agreed definition of ‘regulatory instruments’, and as such
are expected to comply with COAG best practice regulation requirements. These provisions
cover the approval of registration standards, accreditation standards, codes, guidelines and
endorsements that have the potential to impose regulatory burdens and/or restrict
competition.
The Commonwealth’s Office of Best Practice Regulation (OBPR) is the body responsible for
administering the COAG requirements. The OBPR reports annually on compliance with the
COAG Guideline requirements to COAG Senior Officials who may initiate any follow up
action that is considered necessary. Any follow up action will be brought to the attention of
the SCoH Secretariat.
In late 2012, the OBPR advised that it was increasing its compliance monitoring of the
National Scheme. Subsequently, OBPR has:
•

published a notice on its website that the Ministerial Council is non-compliant with
COAG best practice regulation requirements with respect to its approval on 27 April
2012 of the Optometry Board of Australia’s general registration standard;

•

written to the Chair of Ministerial Council about the COAG best practice regulation
requirements with respect to Ministerial Council decisions and the need to consult
OBPR with respect to AHWMC regulatory decisions as well as decisions made by
National Boards;
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•

written to AHPRA and all National Boards advising that it will be necessary in future
for National Boards to consult early in the process to assess whether a RIS is
required, to meet COAG’s best practice regulation requirements.

While the AHPRA consultation procedures are broadly compliant with the COAG
requirements, the AHPRA procedures do not incorporate all OBPR requirements,
particularly with respect to framing of options and impact assessment of alternative
options.
AHPRA has commenced a process to review its procedural documentation on the
development of registration standards and accreditation standards, to ensure compliance
with COAG best practice regulation requirements. AHPRA is now forwarding National Board
proposed registration standards to OBPR for preliminary assessment, prior to their
submission to the Ministerial Council for approval.
Increased regulatory scrutiny by the OBPR should improve the capacity of AHPRA and the
Ministerial Council to assess the impact of new or amended registration standards, codes
and guidelines, and minimise the risk that National Boards will introduce new regulatory
burdens or restrictions on competition without the application of a public benefit test.
It is expected that protocols established between OBPR and AHPRA will deal prospectively
with National Board proposals that require regulatory decisions by the Ministerial Council.
There are, however, concerns about the workforce impacts associated with the suite of
registration standards, specialties and endorsements that the Ministerial Council approved
for National Boards in the lead up to commencement of the National Scheme. Due to the
time pressures associated with implementation, this first tranche of registration standards,
specialties and endorsements were approved by the Ministerial Council without a proper
regulatory impact assessment. As a consequence, adverse workforce impacts are now
emerging in two areas:
•

medical specialties

•

psychology area of practice endorsements, requirements for psychology
supervisors and supervision and reporting requirements for provisional registrants.

There is a need to revisit the 23 separate medical specialties and 62 separate specialty
‘fields of practice’ that were approved by the Ministerial Council in 2010. In particular, there
is a need to assess whether it is in the public interest for 62 separate specialty ‘fields of
practice’ to be recognised within the regulatory regime, or whether this level of
differentiation of specialty practice is best left to the medical colleges to manage.
These are areas for reform the Committee may wish to consider, with a view to ensuring
that all regulatory instruments made under the National Scheme meet the same rigorous
regulatory assessment standards as they would if they were made under the Victoria’s
Subordinate Legislation Act 1994.

8.

Consistency of registration for students and potential registrants from
other countries, including language requirements.

The health system is reliant on the National Boards and AHPRA to provide registration
assessment processes that are both robust and streamlined, so that applications from
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locally graduating students and internationally qualified practitioners, as well as registration
renewal applications are dealt with as expeditiously as possible while ensuring protection of
the public.
The delays and difficulties experience in the early months of the National Scheme in
processing registration applications appear largely to have been resolved. There remain a
number of pressure points where further attention is required. These include:
•
•
•
•
•

the assessment of internationally qualified medical graduates for limited, general
and specialist registration and their access to supervised training;
the sequencing and supervision arrangements for the delivery of pre-vocational
training placements for local medical graduates;
the application of English language standards for internationally qualified nurses
and the timeframes within which bridging programs must be completed;
the assessment and reporting obligations placed on provisional registrants in
psychology and on their supervisors;
the registration renewal requirements that apply to dual registered
practitioners, such as dual registered nurses and midwives, as well as those who
work as paramedics but wish to retain nursing registration.

In each case, the issues are complex and further details can be provided to the Committee if
required.

9.

The role of standards and guidelines

AHPRA has put in place robust processes for consulting with stakeholders in the
development of registration standards, codes and guidelines. There are two areas where
further effort would be desirable.
Guidance roles of National Boards
Feedback from program areas within the Department suggest that there is scope for
National Boards to take a more active role in promulgating guidelines for practitioners in
complex and contested areas of practice, such as:
•
•
•
•

the advertising and provision of cosmetic medical and surgical procedures
the provision of home birth services
the administration of scheduled medicines by enrolled nurses
supervision and delegation guidelines for nurses.

National Board standards and guidelines and workforce reform
The National Law includes as an objective for the National Scheme ‘to enable the
continuous development of a flexible, responsive and sustainable Australian health
workforce and enable innovation in the education of, and service delivery by health
practitioners’.
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Workforce reform generally involves ‘multi-skilling’, ‘task transfer’, ‘task delegation’
between professions or sub-groups within professions. It generally involves change to the
scope of practice of individual practitioners, and over time, to professions as a whole.
Achieving a ‘more flexible and sustainable health workforce’ in order to address the
challenges of workforce shortages involves scope of practice change.
However, workforce reform is generally fraught, due in part to the contested nature of the
health care division of labour. For instance, the role of nurse practitioner was first
introduced in Australia in the mid 1990s. Yet with a national nursing workforce of over
300,000 (2011-12), only 736 nurses are endorsed as nurse practitioners, and their scopes of
practice differ markedly across the country, particularly with respect to authorisation to
prescribe scheduled medicines.
Driving workforce reform is a shared responsibility. National Boards can either facilitate or
hamper workforce reform, through the registration standards, codes and guidelines that
they set, the types of endorsement that they seek to introduce, and the program
accreditation standards that they approve and implement. For example:
•

•
•
•
•
•
•

the introduction, via board approved accreditation standards, of arbitrary time
based requirements for clinical training in approved programs of study, for example,
the Nursing and Midwifery Board’s decision to require all midwifery students attend
a minimum of 40 births and 20 follow throughs that references an international
standards but without an evidence base;
inefficiencies in the assessment pathways for overseas trained practitioners that
slow recruitment processes, particularly for International Medical Graduates (IMGs);
lack of rigour in the impact assessment of proposed registration standards and
endorsements that has seen National Boards introduce unnecessarily onerous
requirements for approval of supervisors and supervision for provisional registrants;
increasing subspecialisation in medicine that has seen the introduction of 22
separate specialties with 52 associated ‘fields of specialty practice’ without a robust
regulatory impact assessment;
increasing fragmentation of the psychology workforce with the introduction of 12
‘area of practice’ endorsements, again without a proper regulatory impact
assessment
lack of capacity to drive reform of the education sector, in part because
accreditation functions are split amongst 14 separate accreditation entities, one per
regulated profession;
the controls exercised by the Dental Board with respect to the scope of practice for
dental therapists and dental hygienists, compared with previous more flexible
arrangements in Victoria.

As outlined in section 3 of this submission, the governance structures for the National
Scheme reflect a collegiate regulatory model that places the principle of peer review at the
centre of all regulatory decision making. In these governance structures, AHPRA is the junior
partner to the profession dominated National Boards. While dialogue with National Boards
about their contribution to the workforce reform agenda may assist, the collegiate model is
unlikely to see National Boards champion workforce reform in the face of concerted
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opposition from their professions. There is evidence that some jurisdictions such as the
United Kingdom are moving beyond the collegiate regulatory model towards one based on
corporate management principles.
Workforce reform is the primary remit of Health Workforce Australia, and it is well placed
to drive more aggressively the reform agenda. However, the structural separation of HWA
from AHPRA and the National Boards means there is a disconnect between the role and
strategies pursued by HWA and those pursued by National Boards.
In order for National Board decision making to become more informed by, and more
responsive to the workforce reform agenda, the Committee may wish to consider whether a
structural connection between the agencies may facilitate a greater focus on workforce
reform.

10.

The role of professional recognition of more advanced skills

Professional practice is constantly evolving, and the construction of boundaries around
professional work is a central process in the establishment and reproduction of the health
professions. This ‘boundary work’ constitutes a key strategy that professions use to achieve
control over the conditions of their work (Fournier 2000 p 69; Weber 1987 p 27; Abbott
1988 p 8).
There is an extensive body of literature on professions that suggests the drive towards
increasing specialisation is monopolistic in nature. The professions and sub-groups within
professions are motivated to draw a boundary around their work in order to create a
‘market shelter’, that is, to carve out an exclusive scope of professional practice to protect
their members from competition from other professions or sub-groups within professions
(Freidson 2001). Such processes often lead to conflicts over turf both between and within
professions. Arguments about turf protection are often presented as bids to protect patient
safety and service quality.
Of greater concern however is that the creation of unnecessary or unnecessarily rigid
professional boundaries can have unintended consequences for the flexible deployment of
the health workforce, with associated cost impacts on the health system. Increasing
specialisation when entrenched through a registration regime results in an increasing
stratified and inflexible workforce, with a range of indirect and often difficult to measure
effects such as reducing the proportion of staff with generic skills who are available to work
across broader practice areas. When increasing numbers of practitioners in a profession
choose to work within narrow scopes of practice, those with generic skills but without the
additional qualifications may, over time, may be shut out of these areas of practice.
Employers and third party payers may accelerate this process and reinforce these rigidities.
The combination of these pressures can have flow on effects in terms of reduced access to
services for consumers generally, and increases the overall cost of services to the
community as specialist practitioners are more in demand and may charge more for their
services.
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Such problems have been documented in the Productivity Commission’s 2005 report:
Australia’s Health Workforce.
Institutions such as professional colleges that foster important collegiate relationships
between practitioners who share a common interest in a field of practice are to be
encouraged. However, the impacts of proposals from the professions to incorporate these
professional structures within the scope of the registration regime require rigorous
assessment.
There is recent evidence that increasing sub-specialisation, combined with the approval of a
raft of sub-specialties (called ‘specialty fields’) by the Ministerial Council in 2010 in medicine
is contributing to difficulties recruiting and training of specialists in Victoria, particularly in
rural, regional and outer metropolitan areas. The adverse effects are particularly acute in
emergency medicine, pathology, physician services and paediatrics. Also, stringent
supervision requirements are restricting many rural health services from training specialists
and therefore gaining access to this workforce.
While professional bodies have an interest to see the highest possible quality of services
delivered to the community, governments have a wider responsibility to ensure that the
system as a whole operates to deliver services of an acceptable quality to as large a number
of people as possible at the lowest possible cost. This tension between quality and access is
a feature of the health system that requires active management by governments.
As proposed in section 7 of this submission, the Committee may wish to consider whether
the current arrangements for specialty recognition under the National Scheme and
particularly the range of specialty ‘fields of practice’ currently recognized within the
regulatory regime is delivering a net public benefit to the Victorian community.

11.

Key features of the Victorian registration arrangements that have not
been replicated in the national arrangements, including doctors and
nurses health programs

Passage of the Victorian Health Professions Registration Act 2005 (the HPR Act) saw the
introduction of a series of reforms to the Victorian regulatory arrangements. These reforms
followed findings from a review conducted in 2002-05 which found:
•
•
•
•
•

a cumbersome & inefficient legislative framework
poor separation of powers in disciplinary matters
lack of consumer confidence in transparency and fairness
inefficiency and duplication in administration
workforce inflexibility and poor practitioner/system quality linkages

While the bulk of the reforms contained in the Victorian HPR Act were carried forward into
the National Law, a number were not. Those that were not carried forward are detailed in
Attachment 16 and summarised below:
o Ministerial powers vis a vis the setting of qualification requirements for entry to a
profession that may adversely impact the health workforce;
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o board powers to require evidence of continuing competence for renewal of
registration;
o mandatory provision by registrants of data for workforce planning purposes;
o settlement of complaints by consent (alternative dispute resolution), between the
board, practitioner and notifier;
o an internal review process for notifiers when their complaint is closed with no
further action following an investigation, or proceeds to an internal panel hearing
rather than to the tribunal;
o offences for persons who breach prohibition orders following conviction for a ‘direct
or incite’ offence;
o Ministerial powers to approve codes or guidelines that impact on qualifications for
registration, supervised practice, examinations, or scope of practice;
o Ministerial power to appoint lawyer members to National Boards;
o Ministerial power to appoint community members to chair National Boards;
o statutory governance requirements to ensure boards access suitable expertise prior
to seeking Ministerial approval for new or expanded scheduled medicines
endorsements.
The Committee may wish to consider whether the National Law should be amended to
incorporate these Victorian reforms.
With respect to doctors and nurses health programs, see the Department’s submission to
the Committee dated 20 March 2013.

12.

The advantages and disadvantages of the national arrangements and
any improvements that could be made

Table 5 below sets out the main advantages and disadvantages of the National Scheme,
compared with previous Victorian arrangements.

Table 5: Advantages and disadvantages of the National Scheme, compared with previous
Victorian arrangements
Advantages of National Scheme
Consistent national standards for entry to
and practice in the regulated health
professions improves efficiency of health
system.
Removal of barriers to portability of
registration may improve recruitment of
interstate practitioners for cross border
services, locum positions and specialty
services.

Disadvantages of National Scheme
Substantial increases in registration fees
for Victorian registrants.
More complex accountability
arrangements (accountability shared by
all state and territory Ministers via the
Ministerial Council, rather direct
accountability from Victorian boards to
Minister) may result in reduced local
responsiveness to Ministerial and
government concerns and increased
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Opportunities for stronger, more robust
protection of the public through improved
cross profession and cross border
regulatory action.
Opportunities for streamlined registration
assessment and renewal processes may
result in more timely recruitment of
practitioners.
Improved access to reliable and up-todate information about the registration
status of Victorian registered health
practitioners, with comparative data
available across 14 professions.

confusion in lines of responsibility.
Increased size and complexity of
regulatory agency may be more difficult
to navigate for outsiders, with more
distance between where issues arise and
where decisions are made.
Increased complexity in governance
arrangements re relationships between
National Boards and AHPRA.
Reduced scrutiny of regulatory
arrangements by Victorian integrity
agencies.

Improved availability of accurate national
health workforce data for workforce
planning purposes.

Reduced diversity of regulators may
adversely impact on innovation in
regulation.

Streamlined interfaces with government
and non-government agencies.

Greater rigidity in the regulatory
arrangements and less innovation.

Opportunities for greater collaboration and
learning across professions, in regulation,
accreditation, standard setting.
Productivity improvements for Australian
Economy.
Regulatory mechanism of adoption of laws
maximises national consistency while
strengthening the power of the states and
preserving the federal balance.

The cost effectiveness of the National Scheme can be judged not only by comparing the
costs and risks of previous arrangements with the new arrangements, but also in terms of
the potential impacts on the wider health system and the economy.
The Productivity Commission’s Research Report Volume 2 Impacts of COAG Reforms:
Business Regulation and VET provides some guidance. The Productivity Commission states:
This reform should improve the productivity of the health sector over the long term. –
An increase in total factor production of 0.2% would generate ongoing savings in
health service provision of around $160 million per year (Productivity Commission
2012: 2011)
This may not take into account the greater rigidity and reduced innovation in the national
arrangements and the prospect they will lead to more costly outcomes, with higher health
costs, and reduced accessibility.
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There is scope for improvements to the National Scheme. Some of these would require
amendments to the National Law, others can be implemented administratively.
Areas for further reform that the Committee may wish to consider are outlined below.

12.1 Improving efficiency of the National Scheme
While significant progress has been made in bedding down the organisational arrangements
for the National Scheme, there is a need to continue to focus on the search for leaner and
more efficient ways of doing business and to embed continuous improvement into the
registration, notifications and discipline and accreditation processes.

Department of Health

40

Accreditation arrangements
As outlined in section 3 of this submission, the split of accreditation functions across
multiple independently constituted accreditation entities (now 11 in number) is one of the
factors contributing to the inefficiency and costliness of the National Scheme, since National
Boards largely subsidize the delivery of these functions. However, it is apparent that
structural reform of accreditation arrangements to address duplication of effort is not
under consideration by either the National Boards themselves or their respective
accreditation councils.
Long term professional support may have been compromised by the reduced involvement
of longstanding accreditation bodies.
The Committee may wish to address the need for streamlining of the structural
arrangements for delivery of accreditation functions, in the interests of both efficiency and
good accreditation practice.
Conferral of scheduled medicines prescribing authorities
Section 94 of the National Law empowers a National Board to endorse the registration of a
registered health practitioner as being qualified to use scheduled medicines. The terms of
the endorsement are subject to Ministerial Council approval under section 14.
A Ministerial Council approval under section 14 may specify the scope of a scheduled
medicines endorsement, including:
•
•
•

the class of health practitioners;
the scheduled medicines or class of scheduled medicines included; and
whether the endorsement relates to possession, administration, sale, supply or
prescribing.

In accordance with the terms of any section 14 approval granted by the Ministerial Council,
a National Board is responsible for:
• setting standards for granting of scheduled medicines endorsements;
• determining indicative curriculum and accreditation standards for training programs
for endorsement;
• oversighting the accreditation of programs of training that qualify registrants for
endorsement;
• issuing practice guidelines relating to endorsements;
• monitoring compliance of practitioners with the conditions of an endorsement;
• dealing with any breaches of professional standards relating to an endorsement.
Sections 14 and 94 of the National Law have been framed to support nationally consistent
but locally conferred prescribing authorities for the non-medical health professions. In
response to the changing needs of the health system and emerging health service models,
existing scopes of prescribing practice may be expanded or varied over time, and additional
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regulated professions whose registrants do not currently prescribe may be approved by the
Ministerial Council for prescribing roles.
The mapping indicates considerable variation across jurisdictions with respect to the
following:
The type of authority conferred

prescribe and supply, supply only, or none

The type of regulatory controls endorsement, limited by formulary, clinical protocols,
or limitations to which the employment position, health facility, geographic area,
authority is subject
area or scope of practice
The level at which regulatory National Scheme, state/territory, local
controls are exercised
Who exercises the controls

Ministerial Council, National Board, Governor in Council,
Minister, Chief Health Officer, Secretary/Director
General, CEO local health service/employer

The extent to which the For example, individual practitioners authorised to
authority is tailored to the prescribe from an individualised formulary or according
individual
practitioner’s to an approved job description, or authorisation
conferred on a class or group of registrants within a
circumstances
specific area of practice (for example, emergency
department, aged care, maternity care, wound
management etc)
With respect to how state and territory laws interface with the National Law, four main
approaches are evident:
1. authority conferred on class of registered practitioners automatically with no
endorsement required (for example, nurse practitioners in Northern Territory);
2. authority conferred on scheduled medicines endorsed practitioners automatically,
to the extent of the terms of their endorsement (for example nurses, midwives,
optometrists and podiatrists in NSW);
3. authority conferred on scheduled medicines endorsed practitioners, following
additional jurisdictional regulation making and/or administrative approval processes
(for example, in Victoria, Ministerial approval of scope of prescribing through list of
medicines for nurse practitioners, nurses, midwives, optometrists and podiatrists; in
Tasmania midwives are authorised to prescribe substances declared by Minister by
order);
4. authority may be conferred on practitioners through a local administrative
mechanism, with no reference in legislation/regulations as to whether they hold an
endorsement under NRAS (for example, ACT Chief Health Officer approval or
standing orders);
Work is underway, led by the Health Workforce Principal Committee of AHMAC to address a
range of issues.
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Regulation of ATSI health practitioners
Inclusion of the profession of ATSI health practice in the National Scheme has presented a
particular set of challenges, not least being that this workforce operates primarily in one
jurisdiction, the Northern Territory. To date, there are only three registered ATSI health
practitioners whose principal place of practice is in Victoria.
The ongoing financial viability of the ATSIHP Board is of concern, given the small
practitioner base, and the limited means of registrant cohort to pay registration fees at a
level necessary to finance the operations of a National Board. It is unlikely that this Board
will be self-funding in the future. Under current arrangements, Victoria is contributing
funding for this Board in accordance with the AHMAC Cost-share formula.
The Committee may wish to consider whether there may be more efficient and effective
mechanisms for delivering regulation of this workforce, and whether amendments to the
National Law may be required.
Regulation of pharmacy premises and ownership
Under previous Victorian regulatory arrangements, the Pharmacy Board of Victoria had
three main regulatory functions: registration and regulation of pharmacists, regulation of
pharmacy premises (community pharmacies, pharmacy departments in hospitals, and
pharmacy depots in rural and remote areas); and regulation of pharmacy ownership. With
the establishment of the National Scheme, only the first of these functions has transferred
to the Pharmacy Board of Australia, leaving the remaining functions to be carried out by a
newly constituted Victorian Pharmacy Authority under the Pharmacy Regulation Act 2010
(Vic).
In addition to the above regulatory functions, the Department administers the Drugs,
Poisons and Controlled Substances Act 1981 (Vic) and the Commonwealth Government
administers Location Rules for pharmacies for the supply of pharmaceuticals for which
pharmaceutical benefits are paid.
The Committee may wish to consider potential efficiencies associated with reform of
regulation of pharmacy premises and ownership and how national consistency may be
achieved in the regulatory functions that remain administered at the state and territory
level.

12.2 Strengthening governance and accountability
Corporate versus collegiate models of regulation
As outlined in section 3 of this submission, the governance structures for the National
Scheme are based on a collegiate regulatory model that places the principle of peer review
at the centre of all regulatory decision making.
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The Committee may wish to consider whether a more corporate like governance structure
for the National Scheme would be less costly, more efficient and still secure the necessary
profession specific expertise to ensure robust regulatory decision making.
A strengthened role for community members
As outlined in section 5 of this submission, the Committee may wish to consider whether
the role of community members should be strengthened in the National Scheme, and if so,
how.
The role of the Australian Health Workforce Advisory Council
As outlined in section 3 of this submission, the Committee may wish to consider whether
there should be a continuing role for the Advisory Council under the National Scheme, vis a
vis other bodies such as AHMAC’s Standing Committee structure (the Health Workforce
Principal Committee), Health Workforce Australia and the Commonwealth’s Office of Best
Practice Regulation.
Better regulatory impact assessment processes
As proposed in sections 7 and 10 of this submission, the Committee may wish to consider
whether the current arrangements for specialty recognition under the National Scheme and
particularly the range of specialty ‘fields of practice’ currently recognized for the medical
profession within the regulatory regime is delivering a net public benefit to the Victorian
community.
The Committee may wish to consider whether the adverse workforce impacts that are
emerging with respect to decisions taken at commencement of the National Scheme, in
particular to approve medical specialties and psychology area of practice endorsements
warrant regulatory impact assessment.

12.3 Improving performance and public protection
AHPRA has made considerable progress with embedding performance measurement and
continuous quality improvement in its systems and services. There is room for further
reform in the following areas:
Registration function
As outlined in sections 4 and 11 of this submission, the Committee may wish to consider
whether the National Law should be amended to confer on National Boards powers to
require registrants demonstrate continuing competence (revalidation) on renewal of their
registration.
Complaints handling and disciplinary functions
Attachment 17 sets out the key features of the NRAS complaints handling and disciplinary
processes. As outlined in section 11 of this submission, the Committee may wish to consider
whether the National Law should be amended to strengthen the role of the notifier by:
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•
•

•

conferring on National Boards powers to use alternative dispute resolution methods to
settle matters arising from a notification by consent between the National Board, the
practitioner and the notifier;
providing an internal review process for notifiers aggrieved by National Boards decisions
to close a matter with no further action following preliminary assessment, following
investigation, or to refer a matter to a performance and professional standards panel
rather than to the tribunal for hearing;
ensuring that information can be provided to notifiers about progress with the
notification, including details of the outcomes when the notification is closed.

As outlined in section 4, the Committee may wish to consider whether amendments are
required to the National Law to strengthen the prohibition order powers of the tribunal to
deal with previously cancelled registrants who are not fit and proper persons but continue
to provide health services, and to provide a criminal offence for breach of a prohibition
order.
Prosecutions function
Since the Minister for Health first raised this issue with AHPRA and the National Boards,
AHPRA has announced the establishment of a ‘statutory offences unit’ to provide an
organisational focus for prosecution of offences under the National Law. While this is a
welcome development, it seems from the AHPRA submission to the Committee that the
main focus of this unit may be on breaches of the advertising provisions of the National
Law, rather than the more important public protection function of prosecuting for breaches
of practice restrictions (sections 121-123 of the National Law) or ‘holding out’ offences (Part
7 Division 10 of the National Law), such as where an unregistered practitioner uses
restricted professional titles or in other ways misleads the public that he/she is a qualified
and registered to practise as a health practitioner.
Better access to information
While considerable progress has been made in making publicly available information about
cancelled practitioners, there is a need for more accessible web based information about
the disciplinary decisions made by tribunals in each state and territory, as well as legacy
data on tribunal and board decisions made prior to the establishment of the National
Scheme. Such information was previously easily accessible on some Victorian board
websites and it appears that the arrangements made for access to this material are
inadequate.

12.4 Progressing workforce reform
The Productivity Commission’s 2005 report provided a blueprint for reform of regulation of
the health professions. The primary purpose of these reforms was not only to better protect
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the public and reduce red tape, but to provide governments with the levers to drive health
workforce reform. Sections 7 and 9 of this submission provide a number of proposals for
consideration by the Committee that would if implemented be expected to facilitate health
workforce reform. They include better regulatory impact assessment, particularly of
regulatory decisions taken on commencement of the National Scheme that may now be
negatively impact on the workforce, as well as exploring whether governance arrangements
should be revisited to provide a structural linkage between Health Workforce Australia and
the agencies under the National Scheme.
The Committee also may wish to consider whether the National Law should be amended to
provide for mandatory rather than voluntary provision by registrants of data required by
governments for workforce planning purposes.
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Definition of terms
Accreditation function – functions listed in National Law as: to develop standards, apply the
standards in accrediting training programs that qualify practitioners for registration, assess
equivalence of overseas qualifications, examine overseas trained practitioners, assess
competent authorities.
Agency Management Committee – means the Australian Health Practitioner Regulation
Agency Committee established under section 29 of the National Law.
AHPRA or ‘the National Agency’ – means the Australian Health Practitioner Regulation
Agency established under the National Law.
AHWAC or ‘Advisory Council’ – means the Australian Health Workforce Advisory Council
established under section 18 of the National Law.
AHWMC or ‘Ministerial Council’ – means the Australian Health Workforce Ministerial
Council defined under the National Law as comprising Ministers of the governments of the
participating jurisdictions and the Commonwealth with portfolio responsibility for health.
Endorsement of registration – means an endorsement granted on a practitioner’s
registration by a National Board under the National Law. There are four types of
endorsement granted by National Boards: endorsement for scheduled medicines,
endorsement as a nurse practitioner, endorsement as a midwife practitioner, endorsement
in relation to acupuncture, endorsement for approved areas of practice. Endorsements for
scheduled medicines and approved areas of practice require Ministerial Council approval.
Health Complaints Entity - means an entity that is established by or under an Act of a
participating jurisdiction whose functions include conciliating, investigating and resolving
complaints made against health service providers and investigating failures in the health
system.
Health practitioner – means an individual who practices a health profession.
Health profession – means the professions listed in section 5 of the National Law (14
professions)
Immediate action – in relation to a registered health practitioner or student, means the
suspension, or imposition of a condition on, the health practitioner’s or student’s
registration; or, accepting an undertaking from the health practitioner or student; or,
accepting the surrender of the health practitioner’s or student‘s registration.
IGA – Intergovernmental Agreement, also defined in the National Law as ‘the COAG
Agreement’.
Mandatory notification – means a notification an entity is required to make to the National
Agency under Division 2 of Part 8 of the National Law.
National Board – a National Board established for a health profession under section 31 of
the National Law. There are 14 National Boards.
National Law – means the Health Practitioner Regulation National Law Act as in force in
each State and Territory.
National Registers – one for each regulated profession, but accessible through a single
portal on the AHPRA website.
NRAS or ‘the National Scheme’ – means National Registration and Accreditation Scheme for
the health professions as referred to the COAG IGA and established under the Health
Practitioner Regulation National Law.
Notification – means a mandatory or a voluntary notification under Part 8 Division 2 of the
National Law
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Notifier – means a person who makes a notification (complaint) to AHPRA about a
registered health practitioner.
Responsible tribunal – means a tribunal or court that hears disciplinary matters and appeals
arising from the National Scheme in a participating jurisdiction. In Victoria the responsible
tribunal is the Victorian Civil and Administrative Tribunal (VCAT).
Voluntary notification – means a notification (complaint) made to AHPRA under Division 3
of Part 8 of the National Law about a registered health practitioner.
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ATTACHMENT 1
TABLE: List health professions, legislative instruments and registration boards under state and territory arrangements prior to 1 July 2012
State/
Territory
Australian
Capital
Territory

New
South
Wales

Professions regulated

Legislative instrument

9 professions* plus:
•
• medical radiation •
scientists
(diagnostic
radiographers,
radiation
therapists, nuclear
medicine scientists)
• podiatrists

9 professions* plus:
• dental technicians
• optical dispensers
• podiatrists

•
•
•
•
•
•
•
•
•
•
•
•

Boards

Health Professionals Act 2004 (ACT)
Health Professionals Regulation 2004 (ACT)

Chiropractors Act 2001(NSW)
Dental Practice Act 2001(NSW)
Dental Technicians Registration Act 1975(NSW)
Medical Practice Act 1992(NSW)
Nurses and Midwives Act 1991(NSW)
Osteopaths Act 2001(NSW)
Optical Dispensers Act 1963(NSW)
Optometrists Act 2002(NSW)
Pharmacy Practice Act 2006(NSW)
Physiotherapists Act 2001(NSW)
Podiatrists Act 2003(NSW)
Psychologists Act 2001(NSW)
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•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

ACT Chiropractors and Osteopaths Board
ACT Dental Board (dentists, dental hygienists, dental
therapists)
ACT Dental Technicians and Dental Prosthetists Board
ACT Nursing and Midwifery Board
ACT Medical Board
ACT Medical Radiation Scientists Board
ACT Optometrists Board
ACT Pharmacy Board
ACT Physiotherapists Board
ACT Podiatrists Board
ACT Psychologists Board
Chiropractors Registration Board
Dental Board (dentists, dental therapists, dental
hygienists)
Dental Technicians Registration Board (dental
technicians and dental prosthetists)
New South Wales Medical Board
Nurses and Midwives Board
Optical Dispensers Licensing Board
Optometrists Registration Board
Osteopaths Registration Board
Pharmacy Board of New South Wales
Physiotherapists Registration Board
Podiatrists Registration Board
Psychologists Registration Board
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State/
Territory
Northern
Territory

Professions regulated

Legislative instrument

9 professions* plus:
•
• Aboriginal health
workers
• occupational
therapists

Boards

Health Practitioners Act 2004 (NT)

•
•
•
•
•
•
•
•
•
•

Queensla
nd

9 professions* plus:
• dental technicians
• medical radiation
technologists
(medical imaging
technologists,
nuclear medicine
technologists,
radiation
therapists)
• podiatrists
• occupational
therapists
• speech
pathologists

•
•
•
•
•
•
•
•
•
•
•
•
•

Health Practitioners (Professional Standards) Act 1999
(Qld)
Health
Practitioner
Registration
Boards •
(Administration) Act 1999 (Qld)
•
Chiropractors Registration Act 2001
•
Dental Practitioners Registration Act 2001 (Qld)
Dental Technicians and Dental Prosthetists Registration
Act 2001 Qld)
Medical Practitioners Registration Act 2001 (Qld)
Medical Radiation Technologists Registration Act
2001(Qld)
Nursing Act 1992(Qld)
Occupational Therapists Registration Act 2001(Qld)
Optometrists Registration Act 2001(Qld)
Osteopaths Registration Act 2001(Qld)
Pharmacists Registration Act 2001(Qld)
Physiotherapists Registration Act 2001(Qld)
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Aboriginal Health Workers Board of the Northern
Territory
Chiropractors and Osteopaths of the Northern Territory
Dental Board of the Northern Territory
Medical Board of the Northern Territory
Nursing and Midwifery Board of the Northern Territory
Occupational Therapists Board of the Northern
Territory
Optometrists Board of the Northern Territory
Pharmacy Board of the Northern Territory
Physiotherapists Board of the Northern Territory
Psychologists Board of the Northern Territory

Office of Health Practitioner Registration Boards

•
•

Chiropractors Board of Queensland
Dental Board of Queensland (dentists, dental
specialists, dental auxiliaries)
Dental Technicians and Dental Prosthetists Board of
Queensland (dental technicians and dental prosthetists)
Medical Board of Queensland
Medical Radiation Technologists Board of Queensland

•
•
•
•
•
•

Queensland Nursing Council
Occupational Therapists Board of Queensland
Optometrists Board of Queensland
Osteopaths Board of Queensland
Pharmacists Board of Queensland
Physiotherapists Board of Queensland

•
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State/
Territory

South
Australia

Tasmania

Professions regulated

9 professions* plus:
• dental technicians
• podiatrists
• occupational
therapists

9 professions* plus
• medical radiation
science
professionals
(radiation
therapists,
diagnostic
radiographers,
nuclear medicine
technologists)
• podiatrists

Legislative instrument

Boards

•
•
•
•
•

Podiatrists Registration Act 2001(Qld)
Psychologists Registration Act 2001(Qld)
Speech Pathologists Registration Act 2001(Qld)
Chiropractic and Osteopathy Practice Act 2005 (SA)
Dental Practice Act 2001(SA)

•
•
•
•
•

•
•
•
•
•
•
•
•
•
•

Medical Practice Act 2004(SA)
•
Nurses Act 1999(SA)
•
•
Occupational Therapy Practice Act 2005(SA)
•
Optometry Practice Act 2007(SA)
Pharmacy Practice Act 2007(SA)
•
•
Physiotherapy Practice Act 2005(SA)
Podiatry Practice Act 2005(SA)
•
•
Psychological Practices Act 1973(SA)
Chiropractors and Osteopaths Registration Act 1997 •
(Tas)
•
Dental Practitioners Registration Act 2001(Tas)

•

Dental Prosthetists Registration Act 1996(Tas)

•

•
•

Medical Practitioners Registration Act 1996(Tas)
Medical Radiation Science Professionals Registration
Act 2000 (Tas)
Nursing Act 1995(Tas)
Optometrists Registration Act 1994(Tas)
Pharmacists Registration Act 2001(Tas)
Physiotherapists Registration Act 1999(Tas)
Podiatrists Registration Act 1995(Tas)
Psychologists Registration Act 2000(Tas)

•
•

•
•
•
•
•
•
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•
•
•
•
•
•

Podiatrists Board of Queensland
Psychologists Board of Queensland
Speech Pathologists Board of Queensland
Chiropractic and Osteopathy Board of South Australia
Dental Board of South Australia (dentists, dental
specialists, dental therapists, dental hygienists, dental
prosthetists, dental technicians, dental students)
Medical Board of South Australia
Nurses Board of South Australia (nurses and midwives)
Occupational Therapy Board of South Australia
Optometry Board of South Australia
Pharmacy Board of South Australia
Physiotherapy Board of South Australia
Podiatry Board of South Australia
South Australian Psychological Board
Chiropractors and Osteopaths Registration Board
Dental Board of Tasmania (dentists, dental therapists,
dental hygienists)
Dental Prosthetists Registration Board (dental
prosthetists)
Medical Council of Tasmania
Medical Radiation Science Professionals Registration
Board of Tasmania
Nursing Board of Tasmania
Optometrists Registration Board
Pharmacy Board of Tasmania
Physiotherapists Registration Board of Tasmania
Podiatrists Registration Board of Tasmania
Psychologists Registration Board of Tasmania
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State/
Territory
Victoria

Western
Australia

Professions regulated

Legislative instrument

Boards

9 professions* plus
• podiatrists
• Chinese medicine
practitioners
(acupuncturists,
Chinese herbalists
and Chinese herbal
dispensers)
• medical radiation
practitioners
(radiographers,
radiation therapists
and nuclear
medicine
technologists)
9 professions* plus
• medical radiation
technologists
• occupational
therapists
• podiatrists

•

Health Professions Registration Act 2005 (Vic)

•
•
•
•
•
•
•
•
•
•
•
•

Chinese Medicine Registration Board of Victoria
Chiropractors Registration Board of Victoria
Dental Practice Board of Victoria
Nurses Board of Victoria
Medical Practitioners Board of Victoria
Medical Radiation Practitioners Board of Victoria
Optometrists Registration Board of Victoria
Osteopaths Registration Board of Victoria
Pharmacy Board of Victoria
Physiotherapists Registration Board of Victoria
Podiatrists Registration Board of Victoria
Psychologists Registration Board of Victoria

•
•

Chiropractors Act 2005 (WA)
Dental Act 1939 (WA)

•
•

•
•
•

Dental Prosthetists Act 1985 (WA)
Medical Practitioners Act 2008 (WA)
Medical Radiation Technologists Act 2006 (WA)

•
•
•

•
•

Nurses and Midwives Act 2006 (WA)
Occupational Therapists Act 2005 (WA)

•
•

•
•
•
•

Optometrists Act 2005 (WA)
Osteopaths Act 2005 (WA)
Pharmacy Act 1964 (WA)
Physiotherapists Act 2005 (WA)

•
•
•
•

•

Podiatrists Act 2005 (WA)

•

Chiropractors Registration Board of Western Australia
The Dental Board of Western Australia (dentists, dental
therapists, dental hygienists)
Dental Prosthetists Advisory Committee
Medical Board
Medical Radiation Technologists Registration Board of
Western Australia
Nurses and Midwives Board of Western Australia
Occupational Therapists Registration Board of Western
Australia
Optometrists Registration Board of Western Australia
Osteopaths Registration Board of Western Australia
Pharmaceutical Council of Western Australia
Physiotherapists Registration Board of Western
Australia
Podiatrists Registration Board of Western Australia
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State/
Territory

Professions regulated

Legislative instrument

Boards

•

•

Psychologists Act 2005 (WA)

Psychologists Registration Board of Western Australia

* The nine professions regulated via statute in every state and territory prior to the establishment of the National Registration and Accreditation Scheme
were: chiropractic; dental (dentists, dental specialists, dental hygienists, dental prosthetists, dental therapists); medicine; nursing and midwifery;
optometry; osteopathy; pharmacy; physiotherapy; podiatry; psychology.
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ATTACHMENT 2
Parliament of Australia
Senate Inquiry into the administration of health practitioner registration by AHPRA
On 23 March 2011 the Parliament of Australia Senate asked the Senate Finance and Public
Administration References Committee to conduct an inquiry into the administration of
health practitioner registration by AHPRA. Submissions closed on 14 April 2011 and the
Committee’s report was published on 3 June 2011.
While acknowledging the unprecedented scale of the implementation of the National
Scheme, the report was critical of the management of the transition process, noting that
timeframes were unreasonable for such a complex task.
The report made
recommendations in a number of key areas including the accountability of AHPRA, redress
for practitioners deregistered due to administrative error, and possible amendments to the
National Law to address perceived shortcomings in the legislation.
The recommended amendments to the National Law were:
•

amend the National Law to provide AHPRA with a discretion to grant a grace period
where a health practitioner faces deregistration as a result of administrative error by
AHPRA

•

amend the National Law to provide further practicing classifications for practitioners
in academic institutions and for those who practise in a limited manner

•

implement a review of the mandatory notifications requirements and in particular
take into account the Western Australian model of mandatory reporting.

The minority report noted the very strong stakeholder support for the National Scheme
itself, the work being undertaken by AHPRA to address transitional issues and the
substantial progress made by AHPRA in a relatively short period of time. Both reports
highlighted the need for greater accountability and for regular feedback to the Australian
Health Workforce Ministerial Council and other key stakeholders.
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ATTACHMENT 3
AHPRA/National Boards Policy Framework for Fee Setting
Policy Framework
•
•
•
•
•
•

The COAG IGA established three principles for the national registration and
accreditation scheme which included 5.4(b) that ‘it should ensure that fees and charges
are reasonable’.
Section 26 of the National Law makes provision for the Agency and the National Boards
to enter into a Health Profession Agreement which makes provision for the fees to be
paid by registrants.
If the National Agency and the National Boards are unable to agree on a matter, Section
26 (2) makes provision for the Ministerial Council to give a direction to the National
Agency and the National Board.
The National Agency and the National Board have agreed on the fees to be charged.
In December 2010, the Agency and the National Boards adopted the following fee
setting principles which were adopted as AHPRA and National Board policies.
The Fee Setting Policy was advised to AHWMC which noted the policy on 17 February
2011.

Purpose of Policy
The Australian Health Practitioner Registration Fee Setting Policy is to provide the basis for
AHPRA and National Boards to determine increases in fees for registered practitioners.
The policy supports the COAG Intergovernmental Agreement’s principles for the National
Registration and Accreditation Scheme which state that the Scheme “should ensure that
fees and charges are reasonable” and in the National Law as a guiding principle of the
National Scheme (Section 3(3)).
The policy is to apply for the years following the first year of operation of the national
registration and accreditation scheme.
Purpose of Fees
Future fees must enable AHPRA and the National Boards to fund activities and risks
independently of government.
The fees should enable AHPRA to manage its business and risks both collectively and for
individual professions. Equally fees should enable a National Board to manage its business
and risks. Where necessary AHPRA, in agreement with the relevant National Board, may
increase fees where it considers it reasonable to do so to achieve these purposes.
Process for Increasing Fees
Where AHPRA and a National Board are proposing to increase registration fees for
registered health practitioners the following principles should be considered.
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•
•

•
•
•

Proposed fee increases for each profession should not usually exceed the CPI.
Where AHPRA and a National Board believe an increase above the CPI is required,
AHPRA should put the fee proposal for that profession and a business case supporting
the proposal to the Australian Health Workforce Ministerial Council (AHWMC) for its
consideration.
Such a proposal should be forwarded to AHWMC to enable it to have sufficient time to
properly consider the proposal.
AHWMC may recommend to AHPRA and the National Board the proposed fee increase
or a lesser amount be applied with sufficient time for AHPRA and the National Boards to
properly consider the recommendation.
AHPRA must consult with the relevant National Boards as required under the National
Law.

Variation to the Policy in the First Year of Operation
The cost of managing AHPRA's and the National Boards’ business and risks in the first year
operation requires fee increases in excess of the CPI in the first year.
After this first year, fees will be increased according to the principles and processes
described in section ‘process for increasing fees’ above.
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ATTACHMENT 4

Table: Number of registrants across professions, Victoria and Australia for first 2.5 years of scheme
Pre Scheme

Chiropractor
Dental
Medical
Nurses &
Midwives
Optometrist
Osteopath
Pharmacist
Physiotherapist
Podiatrist
Psychologist
TOTAL Vic
TOTAL National

1st Year

2nd Year

Vic
2009
1,227
3,580
20,803

National
2009
4,093
17,166
93,060

Vic
2010-11
1,138
4,092
21,238

National
2010-11
4,350
18,319
88,293

Vic
2011-12
1,202
4,358
22,365

National
2011-12
4,462
19,087
91,648

Vic
2012-13
1,244
4,509
22,233

National
2012-13
4,610
19,759
91,745

85,516
1,064
590
5,521
4,762
887
5,987
129,937

326,571
4,399
1,414
23,542
20,142
3,081
25,367

87,830
1,094
715
6,308
5,417
1,084
7,735
136,651

332,185
4,442
1,595
25,944
22,384
3,461
29,142

92,026
1,163
843
6,578
5,904
1,195
8,009
143,643

343,703
4,568
1,676
26,548
23,501
3,690
29,645

90,506
1,150
892
6,707
6,003
1,236
8,061
142,541

342,369
4,586
1,761
27,425
24,304
3,825
29,984

518,835

530,115

Table: percentage change in number of registrants (across professions) Victoria and Australia

TOTAL Vic
TOTAL National

3rd Year (as of Dec 2012)

Percentage change
1st year
5.2%
2.2%

2nd Year
5.1%
3.5%

548,528

550,368

Effect of National Scheme on registrant numbers
The table above sets out Victorian registrant numbers by profession at each of three points – at 30 June 2010 (data extracted from Victorian board final
annual reports), and then at 1 July 2010 and 1 January 2011 (data supplied by AHPRA).
The 1 July 2010 figures show a drop of around 8% (averaged across all professions). This drop was anticipated by the National Boards and is accounted for
by the number of practitioners with a Principle Place of Practice (PPP) outside of Victoria who held Victorian registration prior to 1 July 2010 and are now
no longer identified as part of Victoria’s figures. This drop does not reflect a decrease in the number of practitioners practising in Victoria, since those
registered with a PPP in another state may continue to practise in Victoria without having to hold separate registration and pay an additional registration
fee.
AHPRA has advised that since 1 July 2010, the pattern of registrant renewals appears typical of previous years – approximately 4% fail to renew and drop
off the register, and approximately 8% are new registrants, comprising local graduates, overseas trained practitioners, and those previously registered and
returning to practice.
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ATTACHMENT 5
Table: Sitting fees for board members by jurisdiction and by profession based on a survey of boards in December 2008
Profession

ACT

NSW

NT

QLD

SA

Chiropractic
Dental
Medical
Nursing & Midwifery
Optometry
Osteopathy
Pharmacy
Physiotherapy
Podiatry
Psychology
Average sitting fee

45
45
45

146
340
458
146
146
146
462
146
146
146
228

180
180
180
180
180
180
180
180
180
180
180

334
334
334
334
334
334
334
334
334
334
334

354
406
621
412
280
354
120
354
354
354
361

45
45
45
45
45
45
45

TAS

303
804
200

200
377

VIC

WA

166
355
381
355
166
166
208
211
166
355
253

350
350
350
350
230
320
230
350
316

Av. sitting Av. sitting fee
fee
excl. ACT
225
255
280
320
397
447
282
282
214
243
208
235
238
271
214
243
204
230
252
287

NRAS
576
576
576
576
576
576
576
576
576
576
576

Notes:
1. No information was provided from the Nursing & Midwifery Board in ACT, the Dental Board in WA or the Chiropractic, Optometry, Osteopathy, Pharmacy, Physiotherapy, or
Psychology Boards in Tasmania.
2. The ACT Boards pay an honorarium per annum of $500 per annum.
3. The NSW Dental Board pays $3,739 per annum: the project team have assumed one sitting day per month for 11 months.
4. The NSW Medical Board pays $12,600 per annum: the project team have assumed 2.5 sitting days per month for 11 months.
5. The NSW Pharmacy Board pays $11,088 per annum assuming two days per month at $462 per day.
6. Other NSW Boards pay an annual fee of $1,752 which they have calculated as $146 per day.
7. The SA Chiropractic, Osteopathy, Podiatry and Psychology Boards pay $177 per four-hour session. The daily rate has been calculated as $354.
8. The SA Dental Board pays $203 per four-hour session. The daily rate has been calculated as $406.
9. The SA Nursing & Midwifery Board pay $206 per session of four hours. The daily rate has been calculated as $412.
10. The SA Optometry Board pays $140 per four-hour session. The daily rate has been calculated as $280.
11. The SA Physiotherapy Board pays $44.25 per hour. The daily rate has been calculated as $354.
12. The Tas Medical Board pays $13,260 per annum for annual sitting fees, case work and one sub-committee: the project team have assumed 1.5 days per month for 11 months.

Table: Sitting fees for board Chair by jurisdiction and by profession based on a survey of boards in December 2008
Profession
Chiropractic
Dental
Medical
Nursing & Midwifery
Optometry
Osteopathy
Pharmacy
Physiotherapy
Podiatry
Psychology
Average sitting fee

ACT
45
45
45
45
45
45
45
45
45
45

NSW
195
370
636
195
195
195
462
195
195
195
283

NT
240
240
240
240
240
240
240
240
240
240
240

QLD
406
406
759
406
406
406
406
406
406
406
441

SA
442
516
1,034
516
320
442
120
442
442
442
472

TAS

400
1,355
300

350
601

VIC
213
411
440
411
213
213
266
283
213
411
307

WA
540
540
540
540
350
320
350
540
465

Av. sitting Av. sitting fee NRAS
fee
excl. ACT
297
339
702
341
411
702
631
715
702
373
373
702
280
319
702
270
308
702
266
302
702
280
319
702
270
308
702
326
372
702
702

Notes
1.
No information was provided from the Nursing & Midwifery Board in ACT, the Dental Board in WA or the Chiropractic, Optometry, Osteopathy, Pharmacy, Physiotherapy, or Psychology
Boards in Tasmania.
2.
The ACT Boards pay an honorarium per annum of $500 per annum.
3.
The NSW Dental Board pays $6,119 per annum: the project team have assumed 1.5 days per month for 11 months.
4.
The NSW Medical Board pays $42,000 per annum: the project team have assumed 6 days per month for 11 months.
5.
The NSW Pharmacy Board pays $33,264 per annum assuming six days per month at $462 per day.
6.
Other NSW Boards pay an annual fee of $2,336 which they have calculated as $195 per day.
7.
The SA Chiropractic, Osteopathy, Podiatry and Psychology Boards pay $221 per four-hour session. The daily rate has been calculated as $442.
8.
The SA Dental Board pays $258 per four-hour session. The daily rate has been calculated as $516.
9.
The SA Nursing & Midwifery Board pay $258 per four-hour session. The daily rate has been calculated as $516.
10. The SA Optometry Board pays $160 per four-hour session. The daily rate has been calculated as $320.
11. The SA Physiotherapy Board pays $55.25 per hour. The daily rate has been calculated at $442.
12. The Tasmanian Medical Board pays $44,720 per annum for annual sitting fees, case work and one sub-committee. The project team have assumed this equates to two days per month
for 11 months.
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ATTACHMENT 6
Transfer of assets from Victorian registration boards to the National Registration and
Accreditation Scheme
In line with principles agreed by Ministers in December 2008, state boards (other than in
NSW) were required to transfer to the National Boards:
• fees collected by state boards prior to 30 June 2010 with respect to any period
after that date, plus
• an amount equal to the operating budget of the state board in the year to 30 June
2009.
If an amount equivalent to the nominated yearly operating budget was not available, the
balance of the realizable assets was transferred.
Arrangements for NSW were dealt with as a special case as it has not fully implemented the
National Scheme, with investigation and prosecution of complaints functions being retained
by local boards.
In November 2009, Victorian boards completed their first estimates of reserves to transfer
to the new National Boards through completion of a Services, Assets, and Liabilities Transfer
(SALT) Agreement (‘SALT Agreement’). A due diligence process to confirm SALT Agreement
returns from boards was undertaken by KPMG in December 2009. The SALT Agreements for
each board were finalised in March 2010.
The realisable assets of a number of Victorian boards exceeded the funding required to
transfer to the National Scheme. Under the principles agreed by Ministers at the Australian
Health Workforce Ministerial Council (AHWMC) meeting in December 2008, the boards
entered into discussions with the then Minister for Health about the disposition of the
balance of assets.
In total, the ten Victorian boards transferred reserves of approximately $27.5 million to the
National Scheme.
•

Two boards (Osteopaths and Chiropractors) transferred greater than the minimum
requirement to the National Scheme.

•

Four boards (Nurses, Physiotherapists, Podiatrists and Optometrists) transferred
the minimum requirement to the National Scheme.

•

Four boards (Medical Practitioners, Dental, Psychology and Pharmacy) transferred
less than the minimum requirement to the National Scheme.

In 2010, following approval by the then Minister for Health, four boards with assets in
excess of the minimum amount required by the National Scheme established Trusts for the
residual funds to benefit Victorian based practitioners from these professions. These trusts
are:
•

The Nurses Board of Victorian Legacy Trust

•

the Podiatry Education Trust
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•

the Victorian Optometrist Training and Education Trust

•

the Pat Cosh Trust [Physiotherapy]

The trusts are administered by independent trustees who were appointed by the Victorian
Boards prior to the commencement of the National Scheme.
In addition to general reserve funds transferred to the National Scheme, the Nurses Board
of Victoria and the Medical Practitioners Board of Victoria each transferred approximately
$1.5 million to AHPRA for the Victorian Nurses Health Program and the Victorian Doctors’
Health Program, to fund the operation of these programs for three years post-transition. As
these programs were unique to Victoria, the funding provisions were considered as a special
case in the transition.
Governments agreed that, once the National Law was passed in each state and territory, the
respective State and Territory boards should transfer in advance of 1 July 2010 30% of the
reserve funds that were due to transfer. Approximately $23 million in advance transfers of
reserves funds were received from boards nationally prior to 1 July 2010. National Boards
then agreed that certain funds from the early transfer of reserves could be drawn on to
cover some of the costs of implementation during the 2009/10 financial year.
Initially, the Australian Government and State and Territory governments committed
$19.8m for project costs before implementation commenced.
During 2009/10, AHPRA drew on both government funding and on funds transferred from
boards. Expenditure, including the cost of implementation of the National Scheme, is
detailed in the AHPRA annual report 2009-10.
Total reserves transferred from boards nationally, less any amount drawn on prior to 1 July
2010, constituted the general operating revenue of National Boards and AHPRA.
Subsequent expenditure has been reported in the annual reports of AHPRA and the
National Boards.
In March 2010, AHPRA and each National Board considered and agreed on budgets and
recommended schedules of fees for the 2010-11 financial year. Advice was sought from
KPMG on prudent future reserve levels for each National Board.
Prior to the transition of the medical radiation profession to the National Scheme on 1 July
2012, the Medical Radiation Practitioners Board of Victoria had assets in excess of the
minimum amount required by the National Scheme, and with the approval of the Minister
for Health, established The Medical Radiation Practitioners Education Trust to administer
the residual funds.
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ATTACHMENT 7
List of entities in the National Scheme and their respective statutory roles
Responsibilities of the Ministerial Council
•
Approve legislation changes
•
Policy directions to Boards/Agency
•
Appointments to National Boards and Agency Management Committee
•
Final approval of registration standards
•
No role in individual registration and accreditation decisions
Responsibilities of National Boards
•
Oversight development of standards
•
Oversight of registration and accreditation functions
•
Decide on committees needed to perform functions
•
Delegate powers to state and territory committees and Agency staff
•
Policy advice direct to Ministers
Responsibilities of Agency Management Committee
•
Operational support to National Boards and their committees
•
Maintains National Registers
•
Must agree fees profession by profession with National Boards
•
Sets business rules for the development of professional standards (not professional
content)
Responsibilities of Advisory Council
•
Advise Ministerial Council on matters referred by Ministerial Council or matters
considered appropriate by Advisory Council
•
Has independent secretariat provided by Health Workforce Australia
Accreditation Bodies
•
Initially, Ministerial Council ‘approved’ accreditation functions to bodies that were
already in place before the commencement of the National Scheme (following
advice from the professions)
•
Within 12 months accreditation bodies must meet standards set by National Agency
•
Decisions after the first three years to be taken following consultation with
respective National Boards
State and Territory Health Complaints Entities
•
Liaises with National Boards concerning complaints that fall within both the HCE and
the Board’s jurisdiction and exchanges information on these matters
•
Reaches agreement with relevant National Board about how the complaint will be
dealt with and receives written notice from the National Board of actions it has
taken.
State and Territory Tribunals
•
Hear professional misconduct matters, and appeals from National Board decisions.
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ATTACHMENT 8
Table: Comparison of key features of regulatory regimes in four jurisdictions

United Kingdom (England)

Canada (Ontario)

New Zealand

National Health Service Reform and Regulated Health Professions Act
Health Care Professions Act 2002.
1991 plus 26 profession specific
Acts.
General Chiropractic Council
21 Professional Colleges and 5
General Dental Council
‘Transitional Councils’ of Colleges
General Medical Council
& the Ontario Health Professions
General Optical Council
Regulatory Advisory Council
General Osteopathic Council
General Pharmaceutical Council
Health & Care Professions Council
Nursing and Midwifery Council
Pharmaceutical Society of Northern
Island
1. Audiologists and Speech1. Arts therapists
Language Pathologists
2. Biomedical scientists
2. Chiropodists/Podiatrists
3. Chiropodists/ podiatrists
3. Chiropractors
4. Chiropractors
4. Dental Hygienists
5. Clinical scientists
6. Dental professionals (dentists, 5. Dental Technologists
dental
nurses,
dental 6. Dentists
technicians, clinical dental 7. Denturists
technicians, dental hygienists, 8. Dietitians
dental
therapists
and 9. Massage Therapists
10. Medical Laboratory
orthodontic therapists)
Technologists
7. Dieticians
8. Hearing aid dispensers
11. Medical Radiation

Australia

Health Practitioners Competence Health Practitioner Regulation
Assurance Act 2003
National Law Act 2009
16 Responsible Authorities

Single
national
agency
(Australian Health Practitioner
Regulation
Agency)
that
provides administrative support
to 14 profession specific
National Boards

1. Chiropractors
2. Dental (dentists, dental
specialists, dental
hygienists, clinical dental
technologists, dental
technologists and dental
therapists, orthodontic
auxilliaries)
3. Dietitians
4. Medical laboratory scientists
and medical laboratory
technicians
5. Anaesthetic technologists

1. Aboriginal and Torres Strait
Islander health practitioners
2. Chinese medicine
practitioners
3. Chiropractors
4. Dental practitioners
(dentists, dental specialists,
dental hygienists, dental
prosthetists, dental
therapists, and oral health
therapists)
5. Medical practitioners
6. Medical radiation

Department of Health

67

United Kingdom (England)

Canada (Ontario)

New Zealand

Australia

9. Medical practitioners
10. Nurses and midwives
11. Occupational therapists
12. Operating department
practitioners
13. Optometrists and dispensing
opticians
14. Osteopaths
15. Orthoptists
16. Paramedics
17. Pharmacists
18. Physiotherapists
19. Practitioner psychologists
20. Prosthetists/orthotists
21. Radiographers
22. Speech and language therapists
23. Social workers

Technologists
12. Midwives
13. Nurses
14. Occupational Therapists
15. Opticians
16. Optometrists
17. Pharmacists
18. Physicians and Surgeons
19. Physiotherapists
20. Psychologists and
Psychological Associates
21. Respiratory Therapists
In process:
22. Homeopaths
23. Kinesiologists
24. Naturopaths
25. Traditional Chinese Medicine
Practitioners and
Acupuncturists
26. Psychotherapists

6. Medical radiation
technology (diagnostic
imaging general
technologists, radiation
therapists, nuclear medicine
technologists, magnetic
resonance imaging
technologists, sonographers)
7. Medical doctors
8. Midwives
9. Nurses
10. Occupational therapists
11. Optometrists and optical
dispensers
12. Osteopaths
13. Pharmacists
14. Physiotherapists
15. Podiatrists
16. Psychologists
17. Psychotherapists

practitioners (radiation
therapists, radiographers,
nuclear medicine
technologists)
7. Nurses and midwives
8. Occupational therapists
9. Optometrists
10. Osteopaths
11. Pharmacists
12. Physiotherapists
13. Podiatrists
14. Psychologists
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Legislative structure
New Zealand

The Health Practitioners Competence Assurance Act 2003 (‘the HPCA Act’) sets down principles by which an authority must be guided when it prescribes
qualifications and when it grants registration and practising certificates. The principles are that:
• the qualifications must be necessary to protect members of the public
• the qualifications may not unnecessarily restrict the registration of persons as health practitioners
• the qualifications may not impose undue costs on health practitioners or on the public.

United
Kingdom

The Act establishes an overarching Council for the Regulation of Health Care Professionals to build and manage a coordinated and consistent framework
for regulation across health professions and ensure open, transparent and consistent procedures within each regulatory body. The council will comprise
representatives of the public, the professional regulatory bodies, and government appointees (to be in a majority of one), including members of the
public and health service managers. The chairperson is to be appointed for the first term by the UK Secretary of State. The council will be able to:
• require regulators to change their procedures
• refer regulators’ decisions on individual cases to the High Court when it judges such an appeal to be in the public interest
• investigate claims of maladministration.

Ontario

The Regulated Health Professions Act 1991 (‘the RHP Act’) provides a common framework for regulating Ontario’s ‘self-regulated’ health professions.
According to section 3 of the RHP Act, there are several underlying objectives:
• to ensure that the health professions are regulated and co-ordinated in the public interest;
• to ensure that appropriate standards of practice are developed and maintained;
• to ensure that individuals have access to services provided by the health professions of their choice; and
• to ensure that individuals are treated with sensitivity and respect in their dealings with the health professionals, the Colleges, and the Board.
The RHP Act provides a framework for regulating the scopes of practice of 23 health professions under their respective profession-specific regulatory
colleges. It includes a general Act and a Procedural Code for all the regulated health professions, and separate profession-specific Acts.
The Health Professions Appeal and Review Board is an adjudicative body with a review and appeal mandate established by provincial legislation under
the RHP Act.
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Governance
New Zealand

Each Responsible Authority has a governance board or council. Boards have between five and 14 members, with boards with 8 or less members having
two lay persons, and boards of nine or more members having three lay persons.
Terms of appointment are three years, with a maximum of no more than three consecutive terms (nine years). Section 121(2) allows for members to
continue in office after the expiration of their term until another appointment is made.

United
Kingdom

The General Medical Council (GMC) (currently 104 members of which 25 are ‘lay’ members) is being reduced to an executive board of 35 members (60
per cent medical, 40 per cent lay) elected from and accountable to a wider council of around 80 members, of which 50 per cent would be lay. A lay
member will oversee the Council, a medical practitioner will oversee the board.

Ontario

The practice of each health profession and its members is governed by a College, pursuant to the provisions of the Health Professions Procedural Code
(the Code). The Code is schedule 2 to the RHPA and is deemed by section 4 of the RHPA to be part of each health profession’s constituting act. The Code
requires that each College have its own Governing Council composed of members of the profession and the public, as well as certain specific committees
to deal with complaints concerning members, registration matters, disciplinary matters, etc. Each College is responsible for developing and maintaining
standards of qualification, practice, knowledge, continuing competence and ethics for its profession. The Colleges administer programs designed to
protect the public interest. Each of the professions has a specific statute and regulations that set-out qualifications for registration, definitions of
professional misconduct, and the composition and procedures of the governing councils.
The Board is to consist of at least twelve members. One of its members is designated as the Chair, and two are designated as Vice-Chairs. Members are
appointed by the Lieutenant-Governor in Council on the Minister’s recommendation for terms not exceeding three years, and may be reappointed. The
practice is, however, not to re-appoint any given member for more than one additional term.
Proceedings before the Board are considered by a panel of one or three members, one of whom shall be the Chair, a Vice-Chair, or a Vice-Chair
designated by the Chair.
Administrative and fiscal support is provided to the Board by the Ministry of Health and Long-Term Care. The support is provided through the Health
Boards Secretariat, a branch of the Ministry. The Secretariat provides similar services to three other provincial adjudicative agencies affiliated with the
Ministry. Certain services, staff, and facilities are shared.
The Health Professions Appeal and Review Board is an overarching body, which is mandated to review decisions made by the regulatory colleges with
regard to complaints. It also conducts appeals of registration decisions made by the colleges. The Act also mandates the Health Professions Regulatory
Advisory Council, which provides advice to the Minister on whether unregulated health professions should be regulated.
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Responsible Authority
New Zealand

There are currently 16 Responsible Authorities (RAs) that are responsible for implementing the HPCA Act for the 22 professions. The RAs develop scopes
of practice with associated qualifications. They regulate their professions through registration, issuing practising certificates, carrying out competence
reviews and recertification processes, investigating complaints about practitioners and considering concerns about their health.
The RAs’ functions also include:
recognition and accreditation of training and education programmes for entry to professional programmes and for the ongoing competence of health
practitioners
• setting standards of clinical competence, cultural competence and ethical conduct
• promoting education and training in the profession.
•

United
Kingdom

In the UK, nine health professional regulatory bodies are set up to protect and promote the safety of the public by:
• setting the standards of behaviour, competence and education health professionals must meet
• dealing with concerns from consumers, the public and others about health professionals who are unfit to practise because of poor health,
misconduct or poor performance
• keeping registers of health professionals who are fit to practise in the UK
• having the ability to remove professionals from their registers and prevent them from practising if they consider this to be in the best interests of the
public.
The nine regulators register and regulate 25 professions and approximately 1.2 million health professionals working across the UK in 30 different health
professions. These health professionals must, by law, register with one of the nine regulators in order to practise
The Health and Care Professions Council regulates 16 professions, running common registration processes for all the professions. For example, it has
similar processes for registration (except for overseas professionals, where it has some specialised staff), and for conduct and competence, accreditation
of education, etc. It gets professional input when needed via 600 partners on an as-needs basis. The professions covered by the Health and Care
Professions Council have title protection.

Ontario

The Health Professions Appeal and Review Board is an integral component of the self-regulating health profession system in Ontario. It is responsible for
conducting complaint and registration reviews and hearings concerning the Registration, Accreditation and Inquiries, Complaints and Reports Committee
decisions of the respective Colleges.
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Complaints
New Zealand

In New Zealand, where a complaint is made to a registering authority about a practitioner’s practice (alleging that the practice or conduct of the health
practitioner had affected a health consumer), that complaint must be referred to the Health and Disability Commissioner (similar to the Victorian HSC).
The registering authority is precluded from taking any action until the commissioner has either disposed of the case or referred the matter back to the
registering authority to take what action it thinks appropriate
Complaints that are, or appear to be, in breach of the Code of Health and Disability Consumers’ Rights will be considered in the first instance by the
Health and Disability Commissioner. If a complaint refers to the competence, fitness to practise or appropriateness of conduct of a practitioner, the
Health and Disability Commissioner may refer the complaint to the appropriate registration authority.
Conciliation in a complaints process
Under the Act a professional conduct committee of a registration board has the power to determine that a complaint be ‘submitted to conciliation’. If
the complaint is resolved by agreement, the registration board is given written notice to this effect. If it is not resolved by agreement, the committee can
recommend that no further action be taken, or that a charge be laid against the practitioner before the disciplinary tribunal. The committee also has the
power to recommend:
• that the practitioner’s competence, fitness to practise or scope of practice be reviewed,
• that the practitioner be counselled, or
• that the matter be referred to the police.

United
Kingdom

The HCPC receive complaints and investigate in relation to ‘fitness to practise’. Unlike the Victorian health practitioner boards, the councils typically deal
only with complaints that are serious enough to call the practitioner’s registration into question, and they have not had powers to address allegations
that fall short of the threshold of serious professional misconduct.
The UK Medical Act 1983 sets out the arrangements for a series of statutory committees that conduct investigations and hearings into the professional
conduct, professional performance and/or health of registered medical practitioners. Appeal from decisions of these committees or the GMC lie to her
Majesty in Council. Appeals from the Professional Performance Committee and the Health Committee

Ontario

Most of the Health Professions Appeal and Review Board’s work consists of reviewing decisions of the Colleges' Inquiries, Complaints and Reports
Committees. The Board’s review is the final legislated venue for the review of such complaint matters. Complaint reviews are oral or written
proceedings, to which some provisions of the Statutory Powers Procedure Act, 1990, apply.
The review process is set-out in the Code and in the Board’s Rules of Practice. The parties to these reviews are the individual complainant(s) and the
health professional(s) who are the subject(s) of the complaint. Either party may request a review and may have a lawyer or agent represent them.
Although the attendance of parties is not mandatory, parties generally attend. Many complainants appear before the Board without legal counsel.
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Complaints
Health professionals who are the subject of a complaint are often legally represented. The College, while generally represented at the review, is not a
party to it.
The Board’s jurisdiction enables it to determine the adequacy of the Inquiries, Complaints and Reports Committees' investigations and/or the
reasonableness of the Committees’ decisions.
After a complaint review, a number of dispositions are available to the Board pursuant to the Code. It may,
1. confirm all or part of the Committee’s decision;
2. make recommendations to the Inquiries, Complaints and Reports Committee (regarding, for example, professional standards or practice issues);
or
3. require the Inquiries, Complaints and Reports Committee to do things it has the jurisdiction to do, such as further investigating and/or
considering all or particular aspects of the complaint, or to make a particular disposition of the matter, such as,
o taking no further action;
o requiring remedial action of the member who is the subject of the complaint; or
o referring the member under investigation to the Discipline Committee.
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Investigations
New Zealand

A registration authority has the power to establish a ‘professional conduct committee’ consisting of two registered practitioners and one layperson. The
committee has statutory powers to regulate its own procedures (but is required to follow the rules of natural justice and to keep all parties informed of
progress),appoint legal advisors and investigators receive evidence, call for information or documents, and recommend suspension of a practitioner’s
practising certificate.
The committee has the power to determine that no further action be taken, that the complaint be submitted to conciliation or that a charge be brought
against the practitioner before the disciplinary tribunal.
The committee also has the power to counsel the practitioner, recommend a review of the practitioner’s competence, their fitness to practise or their
scope of practice, or to refer the matter to the police. A single Health Practitioners Disciplinary Tribunal is expected to be established by September 2004

United
Kingdom

The HCPC procedures are as follows - After the registrant has been given the opportunity to respond to an allegation, HCPC will pass details of the case
to a panel of their Investigating Committee to decide whether there is a ‘case to answer’. Each panel is made up of at least three people, including
someone from the relevant profession and a ‘lay’ person who is not from any of the professions regulated by the HCPC. The meeting is held in private
and their task is to look at the evidence that is available and decide whether the HCPC will be likely to prove the allegation made. The panel does not
decide whether the allegation is proven. They only decide whether the HCPC has a real prospect of proving the allegation at a final hearing. The
Investigating Committee can decide that: a) more information is needed; b) there is a ‘case to answer’ (which means they will pass the case to another
panel); or c) there is ‘no case to answer’ (which means that the case does not need to be taken any further). There is no process that allows the
complainant to appeal against a decision at this stage. However, the complainant can apply for a judicial review if they think the HCPC has not followed
correct process.

Ontario

For the 21 health professions that are regulated, each health College, Council or Society has different governance arrangements and time frames for
completing a complaints process where an investigation is required under the relevant health profession. Some professions are impacted by following
their relevant legislation to proceed with a complaints process. However below is the general approach for investigating complaints:
Most complaints are investigated. In some cases a health profession College, Council or Society will assess the complaint to determine if there is a
ground for an investigation. When a health profession College, Council or Society receives a complaint and decides to proceed with an investigation, a
copy of the complaint is forwarded to the health professional. Then the health professional has 30 days to submit a written response to the
College/Council/Society. The complainant has an opportunity to review the health professional’s response and to make any further comments. The
timelines and days vary within the different professions.
The complaint is fully and impartially investigated by College/Council/Society staff. The complainant is kept informed of every step of the process. The
investigation is limited to the allegations in the specific complaint. This investigation includes written submissions from both the complainant and the
health professional. Any other health professional or health care practitioner who has treated the complainant, or consulted on the complainants’
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Investigations
treatment, may be contacted. An investigator may also formally get in touch with any third-party insurers involved. As part of this process, the
investigator usually request relevant records, x-rays, dental charts, and other information from the health professional. The health professional has the
duty to co-operate fully with the investigation. The investigator may also engage a health professional expert to help it with the facts. After the
investigation is complete and all of the supporting documentation is received, College/Council/Society staff will present the complete file to a
Committee specially formed to review investigation reports and outcomes. The Committee then makes a decision based on the documentation placed
before it.
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Disciplinary Tribunal
New Zealand

The Act provides for the establishment of a single tribunal, called the Health Practitioners Disciplinary Tribunal to hear and determine charges brought
against practitioners by the Health and Disability Commissioner or by a professional conduct committee of the relevant registration board.
Empower the authorities (the equivalent of registration boards) to impose disciplinary levies on all registered health practitioners to cover the cost of
the professional conduct committees and proceedings of the Health Practitioners
Part 5 provides for appeals from registration board decisions to a District Court and appeals from the tribunal to the High Court

United
Kingdom

Ontario

HCPC - If a panel decides that there is a case to answer, we will arrange for your case to be heard at a hearing. The case will be heard by one of the
following committees.
• A panel of the Conduct and Competence Committee (for cases about misconduct, lack of competence convictions or cautions, decisions by
other regulators and barring decisions).
• A panel of the Health Committee (for cases where the health of the professional may be affecting their ability to practise).
• Another panel of the Investigating Committee (for cases where an entry to the Register is challenged)
After the investigation is complete and all of the supporting documentation is received, College/Council/Society staff will present the complete file to a
Review or Hearing Committee specially formed to review investigation reports and outcomes. The Committee then makes a decision based on the
documentation and information placed before it.
Review of Registration process:
Each of the self-governing health professions has its own requirements for registration. These requirements are part of the law and are set-out in each
College’s registration regulation(s). A frequent question, and one involving the larger public interest, is whether an applicant may be exempted from
aspects of the profession’s registration requirements.
Situations may involve applicants who have allowed their certificates of registration to lapse and, when reapplying, do not meet current requirements
for (re)entering the profession. An educational program completed by an applicant in the 1970s or 1980s, for example, may well have met the
professional requirements for registration at that time, but may not meet the educational program requirements for individuals currently seeking to
enter the profession.
Registration matters before the Board often involve applicants who were trained and licensed to practice in either other provinces or other countries. In
such cases, issues of equivalency of education and training, objective assessment of skills and knowledge, and the assurance of minimal standards for
registration by the College commonly arise.
The Board conducts reviews and/or hearings of orders of the Registration Committees of the Colleges, and in the case of the College of Veterinarians of
Ontario, its Accreditation Committee. The parties are the individual seeking to be registered or accredited, and the College. The applicant may choose to
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Disciplinary Tribunal
have either a documentary review of the Registration Committee’s order or an oral hearing before the Board.
After the hearing or review, the Board will make an order with written reasons for its decision, and provide it to the parties. The Board may,
1. Confirm the order made by the panel of the College’s Registration Committee;
2. Require the Registration Committee to order the College’s Registrar to issue a certificate of registration to the applicant if he or she successfully
completes particular examinations or training the Committee may specify;
3. Require the Registration Committee to order the College’s Registrar to issue a certificate of registration to the applicant, with or without the
imposition of specific terms, conditions and limitations the Board considers appropriate ; or
4. Refer the matter back to the Registration Committee for further consideration by a panel, together with any recommendations the Board
considers appropriate.
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Mandatory Notification
New Zealand

Under the Act, if a health practitioner has reason to believe that another health practitioner may pose a risk of harm to the public by practising below
the required standard of competence, the health practitioner may give the registrar of the relevant board written notice of the reasons.
However, 34(3) makes it mandatory for an employer who dismisses a practitioner for reasons relating to competence o give written notice to the
relevant registration board. The Health and Disability Commissioner is also subject to mandatory reporting (s. 34(2)).
Section 45 requires persons in charge of an organisation that provides health services, a health practitioner, an employer or a medical officer of health to
notify the responsible authority if they have reason to believe that a practitioner is unable to perform the functions required for practice of his or her
profession because of some mental or physical impairment

United
Kingdom
Ontario

The legalisation also requires mandatory reporting if a professional is known to be involved in sexual misdemeanours with consumers
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Restricted Activities
New Zealand

Section 9 of the Act allows for specified activities to be restricted to registered health practitioners, in order to protect members of the public from the
risk of serious or permanent harm. The Restricted Activities that have been declared under the Act are:
• surgical or operative procedures below the gingival margin or the surface of the skin, mucous membranes or teeth.
• clinical procedures involved in the insertion and maintenance of fixed and removable orthodontic or oral and maxillofacial prosthetic
appliances.
• prescribing of enteral or parenteral nutrition where the feed is administered through a tube into the gut or central venous catheter.
• prescribing of an ophthalmic appliance, optical appliance or ophthalmic medical device intended for remedial or cosmetic purposes or for the
correction of a defect of sight.
• applying high velocity, low amplitude manipulative techniques to cervical spinal joints

United
Kingdom
Ontario
Australia
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ATTACHMENT 9
Table: Number of Boards and board members under the National Registration and Accreditation Scheme

ATSI
Chinese Med
Chiropractor
Dental
Medical Prac
Medical Radiation
Nursing &
Midwifery
Occupational
Therapist
Optometrist
Osteopath
Pharmacist
Physiotherapist
Podiatrist
Psychologist
Total

National
Board
1
1
1
1
1
1

State
and
No. of
Regional No. of
Territory No. of
Members Boards
Members Boards
Members
9
9
9
11
12
8
84
12

1

12

1
1
1
1
1
1
1
14

9
9
7
12
12
9
12
144

8

2
2

18
18

69

8

53

24

206

Department of Health

State and Territory Board
membership numbers

ACT
NSW
NT
QLD
SA

Medical Nursing Physio
9
9
5
6
9
7
9
9
5
12
9
9
12
8
7

Tas

12

8

5

Vic
WA
Total

12
12
84

9
8
69

9
6
53
206
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Table: Number of State and Territory Boards prior to introduction of the National Registration and Accreditation Scheme

ATSI
Chinese medicine
Chiropractic*
Dental
Medicine
Medical radiation
Nursing and midwifery
Occupational therapy
Optometry
Osteopathy*
Pharmacy
Physiotherapy
Podiatry
Psychology

ACT
0
0
0.5
2
1
1
1
0
1
0.5
1
1
1
1
11

NSW
0
0
1
1
1
0
1
0
2
1
1
1
1
1
12

NT
1
0
0.5
1
1
1
1
1
1
0.5
1
1
0
1
11

Qld
0
0
1
2
1
1
1
1
1
1
1
1
1
1
13

SA
0
0
0.5
1
1
0
1
1
1
0.5
1
1
1
1
10

Tas
0
0
0.5
2
1
1
1
0
1
0.5
1
1
1
1
11

Vic
0
1
1
1
1
1
1
1
1
1
1
1
1
1
13

WA
0
0
1
2
1
1
1
1
1
1
1
1
1
1
13

TOTALS
1
1
6
12
8
6
8
5
9
6
8
8
7
8
93

* In ACT, Northern Territory, South Australia and Tasmania, combined registration boards operated, registering practitioners from both the
chiropractic and osteopathy professions.
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Table: State, territory, regional boards and committees and number of members
Board
ATSI health
practice
Chinese
medicine

Chiropractic
Dental
Medical
Medical
radiation

Nursing &
midwifery
Occupational
therapy
Optometry

State/territory/regional
boards
-

No. of
Committees
members
None specified
-

8 state and territory
boards
-

84

8 state and territory
boards
-

69

-

-

Communication
Finance
Notifications
Policies, Standards & Guidelines
Registration
Accreditation
None specified
None specified
None specified
Communications
Finance, Governance & Risk M’mt
Immediate action
Notifications
Overseas Quals Assessment
Policy, Research and Standards
Registration
Supervised practice
None specified

No. of
members

3
2
8
3
5
7
Not specified
Not specified
Not specified
Not specified
Not specified
Not specified
Not specified
Not specified
-

-

None specified

-

-

Scheduled medicines
CPD Accreditation
Policy, Standards & Guidelines
Registration & notifications

8
5
5
7
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-

Osteopathy
Pharmacy

Physiotherapy
Podiatry
Psychology

53

Optometry Regulatory Ref Group
None specified
Registration & Examinations
Finance & Governance
Policies, Codes & Guidelines
Notifications
None specified

5
4
6
19
-

18

None specified
None specified

-

-

8 state and territory
boards
2 regional boards

Not specified

State and Territory Board membership numbers

ACT
NSW
NT
QLD
SA
Tas
Vic
WA
Total

Medical
9
6
9
12
12
12
12
12
84

Nursing
9
9
9
9
8
8
9
8
69

Physiotherapy
5
7
5
9
7
5
9
6
53
206
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ATTACHMENT 10

Governance structure of the United Kingdom Health and Care Professions Council
This diagram shows the committees of the Health and Care Professions Council, and how
they relate to each other.
The Council sets the strategy for the HCPC, and its committees assist the Council in its work.
The blue committees are statutory committees (these are required by law) and the green
committees are non-statutory committees that the Council has decided will help it to run
more effectively.
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ATTACHMENT 11

Policy rational for including in the National Registration and Accreditation Scheme an
independent evidence based mechanism for advising Ministers on reform of professional
scopes of practice
A study by the University of California's Centre for the Health Professions* compared scopes
of professional practice for four health professions (nurse practitioners, physical therapists,
physician assistants and paramedics), across all US States and a number of other large
health systems such as the US Military. Of particular interest is the analysis of the
disparities, and effective mechanisms for supporting scope of practice changes. This study
suggests that changes in professional scopes of practice are easier to achieve in some
service systems than in others. There were a number of findings of relevance to the
Australian experience.
The study found no single, obvious explanation for the variations in scope of practice across
States, given the involvement of a multitude of actors and institutions making decisions
without any set standard. The researchers suggested that interest groups with strong
lobbies play a significant role in shaping legislation on scope of practice changes. They
concluded that, while further research is required, it appears that organised medicine’s role
in opposing expanded scopes of practice for all other professions has been significant (2007
p 21).
First, the researchers noted that inefficiencies occur when health care practitioners are not
utilized to their full capacity in terms of their education, training and competence. These
inefficiencies may manifest as higher costs, limited access to health care, and concerns over
quality and safety.
Second, they found that scope of practice changes appear to be easier to implement in
some service systems, for example, when the military realizes a need for new categories of
health care personnel, it responds flexibly by implementing new, organised mechanisms to
fill the need. By way of example, they found that when the US Military realizes a need for
new categories of health care personnel, it responds flexibly by implementing new,
organised mechanisms to fill the need. In the space of a six year period, the US Military was
able to identify an area of need, create new occupations, implement education and training
requirements, and successfully facilitate the transition (2007 p 13).
Third, decision-making on scope of practice matters are largely left up to the political
process and carried out by state legislatures. Interest groups with strong lobbies play a
significant role in shaping legislation.
Fourth, partly in response to frustration with this process and concern that the technical
and quality of care issues do not receive adequate attention, an increasing number of
jurisdictions have established independent committees that utilize standard procedures to
review proposals for scope of practice extensions. Committee reports are then transmitted
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to legislators, allowing them to make informed decisions based on the evidence. These
jurisdictions recognise the need for fair, unambiguous, and transparent review processes.
Fifth, the researchers pointed to the importance of implementing a single impartial
mechanism to review all scope of practice expansion proposals in a state or institution and
the inherent conflict of allowing one professional board to govern members of a different
profession' (examples include dental hygienists and dentists).
Some examples of jurisdictions that have established or are in the process of establishing
independent evidence based mechanisms for assessing and advising legislators on scope of
practice changes include:
•
•
•
•
•

New Mexico's scope of practice review commission
Iowa's reviewing committee under the Iowa Code
Texas - pending bill to establish standard review process
Virginia - Board of Health Professions
Ontario's Health Professions Regulatory Advisory Council

Finally, the researchers suggested further research effort directed at exploring the
origination of these variations (in scope of practice) and the impact of these differences on
access to care. They state that there is no single, obvious explanation for the variations,
which involve a multitude of actors and institutions making decisions without any set
standard. ‘Each stakeholder has his own goals, biases, and agendas, which change over
time’. However they do tentatively suggest that organised medicine's role in opposing
expanded scopes of practice for all other professions has been significant (2007 p 21).
* Dower, C., Christian, S. & O’Neil, E. (2007). Promising Scope of Practice Models for the
Health Professions. The Centre for the Health Professions. San Francisco: University of
California.
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ATTACHMENT 13

Extract from: AHMAC (2008) National Registration and Accreditation Scheme for the
health professions. Consultation Paper: Proposed Registration Arrangements pp 19-21.
9.2 Continuing competence requirements
While there is variability across States and Territories as to the extent to which boards are
empowered to require that registrants demonstrate they are competent to practise beyond first
registration, there is an opportunity with the establishment of the new scheme to establish some
form of requirement for registrants in all regulated health professions to demonstrate continuing
competence to practise. The nature of the requirements would be recommended by the National
Board in each profession. There is likely to be variability across professions depending on the nature
of the profession and the extent to which requirements already apply.
Proposal 9.2.1: With respect to ensuring continuing practitioner competence, it is proposed that the
legislation require the boards to establish requirements within each profession for registrants to
demonstrate continuing competence at the time of annual renewal, with the scheme to be
implemented for each profession on 1 July 2010. Since continuing competence would be a condition
of registration renewal, requirements would apply to all registered health professionals, regardless of
whether they work in public or private settings, and are employees or self-employed.

Proposal 9.2.2: It is proposed that the legislation enable the national boards to:
a. develop and publish minimum standards (approved by the Ministerial Council) for:
i. the continuing competence requirements that registrants must meet in order to renew their
registration in a regulated profession, and
ii. the requirements that any accreditation/certification/performance appraisal scheme must meet in
order for registrants who participate to be able to satisfy the board’s continuing competence
requirements
b. oversee a system of approval of various accreditation/certification/performance appraisal
providers or schemes, or approve an external body or bodies to ensure these schemes meet the
board’s standards
c. refuse to renew the registration of a practitioner on any ground on which the board might refuse to
grant registration (see section 6.4 of this paper), and on grounds that the registrant has not met the
responsible board’s continuing competence requirements and therefore has not demonstrated, to the
satisfaction of the board, that they are competent to practise in the regulated profession, and
d. impose conditions on registration at renewal in the same way conditions may be imposed at first
registration, including with respect to those registrants who have not met the continuing competence
requirements of the board.
Each board would need to work with their profession and other stakeholders to develop the
standards that would apply under the continuing competence requirements. The arrangements
would need to be flexible in order to cater for registrants who work in a range of settings, including
rural practitioners and those in solo practice.
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9.3 Annual reporting obligations on registrants
Proposal 9.3.1: It is proposed that the legislation require registrants to submit to their respective
boards at the time of annual renewal various items of information required by the board in order to
determine whether the practitioner is fit to practise. As part of such an annual return, the legislation
might require reporting on a range of matters including:
a. how the board’s continuing competence requirements have been met
b. if charged with or convicted/subject of a finding of guilt for an offence punishable by 12 months
imprisonment or more
c. any medical negligence claims
d. if any clinical privileges or credentials have been withdrawn or restricted by a health service body
or third party payer, and
e. any data required to be provided to the Ministerial Council for workforce planning purposes.

9.4 Monitoring the professional competence of registrants
Proposal 9.4.1: In addition to the proposed continuing competence arrangements outlined above, it
is proposed that the legislation include a range of provisions which empower boards to effectively
monitor practitioners whose competence or fitness to practice may be in question. Some of these
powers will be addressed in more detail in the consultation paper on complaints and discipline.
However, in general terms, it is proposed that the legislation confer on boards the following powers.

Powers to issue guidelines about professional standards
Proposal 9.4.2: It is proposed that the national boards have a general power to issue guidelines for
registrants about standards recommended by the responsible board with respect to professional
practice.
While the legislation would not make compliance with board issued guidelines mandatory, a
registrant’s compliance or otherwise with any guidelines issued may be taken into account by
internal or external disciplinary or performance panels when making findings and determinations
with respect to unprofessional conduct or professional misconduct.

Reporting obligations on registrants – during the registration period
Proposal 9.4.3: It is proposed that the legislation require registrants to report to boards, at any time
during the registration period, and within 30 days, on the following matters:
a. if charged with or convicted/subject of a finding of guilt for an offence punishable by 12 months
imprisonment or more
b. any medical negligence claims
c. any withdrawal or limitation of clinical privileges or credentials by a health service body, and
d. any other matter set down from time to time by the Ministerial Council.
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ATTACHMENT 14
Table: List of accountability mechanisms under the Health Practitioner Regulation National Law Act 2009
Provision
S.8 & 9. Establishment
and functions of
Australian Health
Workforce Advisory
Council
S.11. Policy directions

Who is accountable
National Boards
National Agency
National Scheme

Accountable to
Ministerial Council

Details
The Australian Health Workforce Advisory Council is established (s8)
Function of the Advisory Council is to provide independent advice to
the Ministerial Council relating to the national registration and
accreditation scheme (s9).

National Boards
National Agency

Ministerial Council

S.12, 13, 14, 15
Ministerial Council
approvals

National Boards

Ministerial Council

S.17. Publication of
policy directions

National Boards
National Agency

Ministerial Council

S.26 Health profession
agreements

National Agency
National Board

Ministerial Council

S.27. Cooperation with National Agency
government agencies

Government
agencies, health
complaints entities
etc

S.29 & 30.

Ministerial Council

Ministerial Council may give policy directions to the National Agency,
or a National Board, to be applied by the National Agency in exercising
its functions.
The Ministerial Council may, on the recommendation of the National
Board established for the profession make approvals with respect to: a
registration standard (s12) specialist registration (s13) scheduled
medicine (14), an area of practice (s15).
National Agency and Boards are required to publish a copy of any
direction given by the Ministerial Council on its website and annual
report.
National Agency must enter into a health profession agreement with a
National Board that makes provision for fees, annual budget and the
services to be provided. In cases of dispute, the Ministerial Council
may give directions about how the dispute is to be resolved.
The National Agency may exercise any of its functions in co-operation
with or with the assistance of: a government agency of a participating
jurisdiction or of the Commonwealth; a local registration authority; a
co-regulatory authority; a health complaints entity or an educational
body.
The Australian Health Practitioner Regulation Agency Management

Agency Management
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Provision
Establishment and
functions of Agency
Management
Committee

Who is accountable
Committee of AHPRA

Accountable to

S.33 & 35.
Establishment and
functions of National
Boards
S.40. Consultation on
registration standards

National Boards

Ministerial Council

National Boards

Stakeholders
Ministerial Council

S.125. Notice and
appeal rights for
conditions on
registration
S.126. Notice and
appeal rights for
conditions on
registration

National Boards

S.140. Mandatory
reporting

Registered health
practitioners

National Agency

S.142. Mandatory
reporting

Employers

National Agency

National Boards

Details
Committee is established and is to consist of at least 5 members
appointed by the Ministerial Council in accordance with National Law
requirements.
The functions of the Agency Management Committee are to decide
the policies of the National Agency; and ensure that the National
Agency performs its functions in a proper, effective and efficient way.
A National Board consists of members appointed in writing by the
Ministerial Council. The Ministerial Council may decide the size and
composition of a National Board.

If a National Board develops a registration standard or a code or
guideline, it must ensure there is wide-ranging consultation about its
content.
Registered
If a National Board decides to refuse to grant an application to change
practitioner/student or remove conditions or undertaking on application by registered
VCAT
health practitioner or student, it must provide a notice that states—
the decision and appeal process.
Registered
If a National Board reasonably believes it is necessary to change a
practitioner/student condition imposed on the registration of a registered health
VCAT
practitioner or student, the National Board must give student a
written notice of the decision and appeal process.
If a registered practitioner forms a reasonable belief that another
registered practitioner has behaved in a way that constitutes
notifiable conduct, the first practitioner must notify the National
Agency.
If an employer reasonably believes a health practitioner has behaved
in a way that constitutes notifiable conduct, the employer must notify
the National Agency.
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Provision
S.143. Mandatory
reporting

Who is accountable
Education providers

S.150. Health
Complaints Entities

National Boards

S.151. No further
action on notification

National Boards

S.152. Written notice
of notification

National Boards

S.157, 161, 172, 179.
Written notice

National Boards

S.179 & 180. Written

Accountable to
National Agency

Details
If an education provider reasonably believes a student who is
undertaking clinical training has an impairment that may place the
public at substantial risk of harm, the education provider must notify
the National Agency.
Health Services
If the subject matter of a notification would also provide a ground for
Commissioner
a complaint to a health complaints entity under a law of a
participating jurisdiction, the National Board that received the
notification must, as soon as practicable after its receipt—notify and
give to the health complaints entity. If a notification, or part of a
notification is referred to a health complaints entity, the Board may
decide to take no further action in relation to the notification until the
entity gives the Board written notice that the entity has finished
dealing with it.
Notifier
If a National Board decides to take no further action in relation to a
notification it must give written notice of the decision to the notifier.
s152 A National Board must, as soon as practicable after receiving a
notification about a registered health practitioner or student, give
written notice of the notification to the practitioner or student.
Registered
National Agency must, as soon as practicable after receiving a
practitioner/student notification about a registered health practitioner or a student, refer
the notification to the National Board that registered the health
practitioner or student.
Registered
National Boards must provide written notice to registrants where they:
practitioners
propose to take immediate action that consists of suspending, or
imposing a condition on, a registration (s157), decides to investigate a
registered health practitioner (s161), require a registrant to undergo
assessment (s172), propose to take relevant action against a registrant
(s179).
As soon as practicable after making a decision under section 179(2),
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Provision
notice of decision

Who is accountable

Accountable to

S.181. Health Panels

Registered
practitioners

National Boards

S.182. Performance
and professional
standards panel

Registered
practitioners

National Boards

S.184.Notice of
hearing
S.186. Legal
representation

National Board
hearing panel
National Board
hearing panel

Registered
practitioners
Registered
practitioners

S.190.Referral to
tribunal

National Board
hearing panel

Tribunal

S.193. Referral to
tribunal

National Board

Tribunal

S.206. Notice to
employer

National Board

Employer

Details
the National Board must give written notice of the decision to—the
registered health practitioner or student; and if the decision was the
result of a notification, the notifier (s180).
A National Board may establish a health panel if the Board reasonably
believes, because of a notification or for any other reason, that a
registered health practitioner or student has or may have an
impairment.
A National Board may establish a performance and professional
standards panel if the Board reasonably believes, because of a
notification or for any other reason that the way a registered health
practitioner practises the health profession is or may be
unsatisfactory.
A panel must give notice of its hearing of a matter to the registered
health practitioner or student the subject of the hearing.
At a hearing of a panel, the registered health practitioner or student
the subject of the hearing may be accompanied by an Australian legal
practitioner or another person.
A panel must stop hearing a matter and require the National Board
that established the panel to refer the matter to a responsible tribunal
under section 193 if, at any time the panel reasonably believes the
evidence demonstrates the practitioner may have behaved in a way
that constitutes professional misconduct.
A National Board must refer a matter about a registered health
practitioner or student to a responsible tribunal if the practitioner has
behaved in a way that constitutes professional misconduct;
National Board to give notice to registered health practitioner's
employer If a National Board decides to take or is advised of, health,
conduct or performance action against a registered health
practitioner.
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Provision
S.212. Financial
management

Who is accountable
National Agency
National Boards

Accountable to
Ministerial Council

S.213. Privacy

Advisory Council
National Agency
Agency Management
Committee
National Boards
Advisory Council
National Agency
Agency Management
Committee
National Boards
National Boards
National Agency

Ministerial Council

National Boards

Ministerial Council

National Boards

Ministerial Council

Advisory Council
National Agency
Agency Management

Ministerial Council

S.215. Freedom of
Information

S.222, 223, 227, 228.
National Registers

S.231. Information
records
S.232. Record of
adjudication decisions
S.235. Ombudsman

Details
National Agency and National Boards must meet financial
management requirements under the Act, including keeping proper
books and records, preparing accurate financial statements in
accordance with Australian Accounting Standards, auditing of financial
statements etc.
The Commonwealth Privacy Act 1988 applies as a law of a
participating jurisdiction for the purposes of the national registration
and accreditation scheme.

Ministerial Council

The Commonwealth Freedom of Information Act 1982 applies as a law
of a participating jurisdiction for the purposes of the national
registration and accreditation scheme.

Ministerial Council

National Boards must, in conjunction with the National Agency keep
the following registers - public national register to include the names
of all health practitioners (s 222), names of all specialist health
practitioners currently registered and cancelled (s223) Register about
former registered health practitioners (s227). The National Agency
must keep each register kept by a National Board under this Division
open for inspection, free of charge, by members of the public (s.228).
A National Board must keep a record of information for each health
practitioner it registers.
Record of adjudication decisions to be kept and made publicly
available.
The Commonwealth Ombudsman Act 1976 applies as a law of a
participating jurisdiction for the purposes of the national registration
and accreditation scheme.
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Provision
S.245. Regulation
making powers

Who is accountable
Committee
Ministerial Council

Schedule 3 s.8. Annual
report

National Agency

Schedule 4 s.8.
Conflicts of interest

National Board
members

Accountable to

Details

Queensland
Parliament
COAG
Ministerial Council

The Ministerial Council may make regulations for the purposes of this
Law.

Ministerial Council

The National Agency must, within 3 months after the end of each
financial year, submit an annual report for the financial year to the
Ministerial Council.
If a member has a direct or indirect pecuniary or other interest in a
matter being considered or about to be considered at a meeting of the
National Board; the member must, as soon as possible after the
relevant facts have come to the member's knowledge, disclose the
nature of the interest at a meeting of the National Board.
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ATTACHMENT 16
Table: Provisions of the Health Professions Registration Act 2005 (Vic) that were not carried forward into the Health Practitioner Regulation
National Law Act.
Section of Vic
HPR Act
5.
Qualifications
for general
registration

18(4)

34(4)

34(5)
Provision of
information

Provision

Comment

Minister’s powers re qualifications for registration
Legislative provision that prevented a Board from
approving qualifications for registration purposes if the
approval would have a ‘substantive and adverse impact
on the recruitment or supply of health practitioners to
the workforce’.
Board powers to ensure competence on renewal of
registration
Legislative power for a board to require an applicant for
renewal of registration to provide details of the person’s
training or proposed training to ensure the person is
competent to provide regulated health services.

While the National Law confers powers on the Ministerial Council to
approve registration standards, the Ministerial Council has limited
powers with respect to accreditation standards or programs approved
for registration purposes. However, strengthened regulatory
assessment processes arising from scrutiny of National Board decisions
by the Office of Best Practice Regulation may address this gap.
This provision provided a head of power that enabled a board to
ensure that applicants for renewal of registration were competent to
practice, where they had not practised in the previous two years, or
where they were intending to change the type of services they
provided, for example, moving from administration into a clinical role.
Boards issued guidelines about what types of change in practice
obligated practitioners to satisfy the board of their competence.
This provision imposed an obligation on registered practitioners to
satisfy the board that they were competent to practise, where they did
not have recent practice, or were changing the nature of their practice.
Boards issued guidelines about what types of change in practice
obligated practitioners to notify the board.

Board powers to ensure competence during registration
period
Legislative requirement for a registered practitioner who
has not provided regulated health services for a period of
more than 2 years, or who intends to change the type of
regulated health services provided, to notify the board
and provide details of training or proposed training to
ensure they are competent.
Mandatory provision of data for workforce planning While s.217 of the National Law empowers the Ministerial Council to
purposes
request National Boards collect and provide registrant information for
Legislative requirement for applicants for registration or workforce planning purposes, it is not mandatory that a registrant
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Section of Vic Provision
HPR Act
renewal of registration to provide any information
required by the Board to provide workforce information
to the Minister under section 160 (power to require a
board provide information).
59.
Settlement of matters by consent with notifier
Powers after
Legislative power for a Board to arrange to have a matter
investigation
settled by agreement between the board and the health
practitioner or student and any notifier.

60.
Review of
matter after
decision

Notifiers’ rights of review of Board decisions
Legislative provision for a notifier to apply to the Board
to establish an ‘investigation review panel’ to review a
decision of the Board if the Board has determined not to
conduct an investigation OR to take no further action
following an investigation OR to refer a matter to a
professional standards panel (internal to Board) rather
than to an tribunal (external to Board) for hearing.
86 - 93.
Powers to persons convicted of a ‘direct or incite’
Convicted
offence
offenders may Legislative provision to prohibit convicted persons from
be prohibited carrying on a business providing regulated health
from carrying services, to maintain a Register of Prohibitions etc.

Comment
provide the information, and a significant proportion of registrants
choose not to. Incomplete data undermines the workforce planning
capacity of jurisdictions.
In most cases, the earlier a notification is resolved, the better, for both
the notifier and the practitioner. Alternative dispute resolution (ADR)
processes are increasingly recognised as an important means of
securing better and less costly outcomes from a complaints process.
This head of power provides a Board with flexibility to deal more
effectively with the grievances of the notifier while at the same time
addressing any professional practice issues. This approach may be
preferable to ‘splitting’ complaints with the Health Services
Commissioner. There is no equivalent head of power in the National
Law.
Under previous Victorian arrangements, the bulk of notifier grievances
about how their complaint was handled arose from Board decisions to
close a matter with no further action, or to conduct a hearing in house
rather than external to the Board. The Victorian Act made provision for
a notifier to have such decisions reviewed by the Board, but with a
fresh panel of persons, including a nominee of the Health Services
Commission. Although an additional cost to the scheme, this provided
additional checks and balances on Board processes.
While the National Law contains an offence for persons who ‘direct or
incite’ a registered health practitioner to act unprofessionally, it does
not provide powers to prohibit such persons who have been convicted
of such an offence from continuing to carry on a business that provides
health services, nor does it provide for a ‘Register of Prohibitions’.
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Section of Vic
HPR Act
on business
119.
Consultation
requirements

Provision

Comment

Minister ‘s powers re codes and guidelines
Legislative provision that prevents a Board from issuing
any guideline or code that relates to qualifications,
supervised practice or examinations for registration or
the scope of practice of registered health practitioner or
the scope of registration in a division of the register
unless the Minister has approved the code or guideline.
120.
Membership of Boards
Membership
Legislative requirement that of the persons appointed to
of Boards
a responsible board, one must be a lawyer.
123.
Office bearers on Boards
President and Legislative power for the Minister to recommend a
Deputy
member who is not a registered health practitioner for
President
appointment to the office of President or Deputy
President, where the Minister considers that it is
necessary for the good operation of the board to
recommend a member who is not a registered health
practitioner.
135 - 136
Requirement for Boards to constitute a ‘Prescribing
Prescribing
Practice Advisory Committee’
Practice
Legislative requirement to ensure that Boards seeking
the Minister’s approval with respect to endorsements of
Advisory
Committees
registrants’ use of scheduled medicines accessed suitable
expert advice.

The HPR Act provisions provided a robust tool for ensuring that any
board standards, codes or guidelines that might impose new
competition restrictions or regulatory burdens would be subject to
Ministerial scrutiny. It is debateable whether the provisions of the
National Law ensure the same level of Ministerial scrutiny, because
guidelines and codes issued by National Boards do not require
Ministerial Council approval.
While some National Boards have community members who are
lawyers, this is not the case for all National Boards.
Under the National Law, only practitioner members can be appointed
to the position of Chair of a National Board. In some circumstances it
may be in the public interest for a community member to be appointed
as Chair. This is not possible under the National Law.

The National Law contains no provisions that require National Boards
to follow acceptable process and seek suitable expert advice before
seeking Ministerial Council approval under section 94 for an
endorsement for scheduled medicines. However, this may be dealt
with by a Ministerial Council directive.
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ATTACHMENT 17
Key features of NRAS complaints handling and disciplinary system
Key features
•
•
•
•
•
•
•
•
•
•
•

•
•

Single central point for receipt of notifications
AHPRA receives complaints against registered practitioners – these are called
‘notifications’ under the National Law;
AHPRA conducts preliminary assessment of notifications includes liaison with the
responsible Health Complaints Entity;
There are three streams through which a notification may be handled –
performance, health and conduct;
National Boards have powers to require a performance assessment, health
assessment or conduct investigation;
National Boards have powers to move between streams at any time;
Professional misconduct matters must be referred to the responsible tribunal for
hearing;
Only an external tribunal can cancel a practitioner’s registration;
If a hearing is necessary, the National Board may refer the matter to professional
conduct panel, or health panel
The National Law specifies the orders each type of hearing panel can make
The National Law requires the Board to refer to tribunal for hearing if allegations
suggest professional misconduct (except for health matters that may continue to be
dealt with by the National Board)
If a matter is referred to tribunal for hearing, National Board (via AHPRA) prepares
and presents the case to the tribunal.
The National Law specifies the orders that a tribunal may make.

Relationship between National Boards and HCEs
•
•
•
•

•
•

Complementary provisions in National Law and State/Territory HCE Acts
Where board notification falls within jurisdiction of HCE, board to notify and provide
details to responsible HCE, and vice versa
Board & HCE liaise and agree on who’s best placed to deal with matter
If matter suggests possible unsatisfactory professional performance or professional
misconduct, board must deal with it, but may refer part of the matter to HCC for
conciliation/mediation
Board must advise HCE of outcome of matter
Boards/National Agency and HCEs have developed protocols

Performance matters
•
•
•

Preliminary assessment identifies matters that should be dealt with via performance
stream
Board requests performance assessment
Following receipt of performance assessment report, board determines whether
hearing is required.

•
•
•

At any time, if matter raises questions of professional misconduct, board must refer
to tribunal for hearing
If practitioner does not cooperate with process, board may refer for conduct
investigation
If ill-health may be affecting practice, Board may refer practitioner to the health
stream

Health matters
•
•
•
•
•

Preliminary assessment identifies practitioner who may be suffering from ill-health
that affects their practice
Board requests health assessment
Following receipt of health assessment report, Board decides what action to take
At any time, if matter raises questions of professional misconduct, board may refer
to tribunal for hearing
If practitioner does not cooperate with process, board may refer to conduct stream,
or to performance stream of competence is in question

Conduct matters
•
•
•
•
•
•

Preliminary assessment identifies practitioner who may have engaged in
unsatisfactory professional conduct or professional misconduct
Board appoints investigator
Following receipt of investigation report, Board decides what action to take and
whether a hearing should be conducted
At any time, if matter raises questions of professional misconduct, Board must refer
to Tribunal for hearing
If investigation identifies possible ill-health affecting practise, Board may refer
practitioner to health stream.
If investigation identifies performance concerns, Board may refer practitioner to
performance stream

Tribunal hearings
•
•
•

•
•

Each State and Territory has determined tribunal to hear matters referred by
National Boards
Arrangements vary
National Law (adopted in each jurisdiction) confers original jurisdiction (serious
misconduct matters) and review jurisdiction (registration decisions, appeals from
board health, performance or conduct panel decisions)
National Law specifies what findings and determinations or orders can be made
Tribunal can cancel or suspend registration or impose conditions on registration

Accountability, transparency and procedural fairness:
•
•
•
•

External hearings for serious misconduct matters
Conflict of interest provisions
National Health Practitioner Ombudsman and Privacy Commissioner
Role of Health Complaints Entities.

Offences under the National Law
•
•
•
•
•
•

Prosecuted through state or territory court systems
Holding out offences
Practice offences
Direct or incite offences
Advertising offences
Offences associated with exercise of the National Board warrant powers (search,
entry and seizure powers).
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ATTACHMENT 12
SHARING OF INFORMATION ACROSS JURISDICTIONS
REGARDING MEDICAL PRACTITIONERS
BACKGROUND
Despite efforts over the last 2 decades to achieve consistency in the arrangements for making medical
register information available to those who have an interest, considerable variation continues to exist
across states and territories concerning the legislative requirements for:
•

What information is publicly accessible on medical and other practitioner registers.

•

Whether registers are available online (all medical registers are available online except ACT).

•

What types of register information are accessible online, for example, details of conditions or
restrictions imposed on a practitioner’s registration.

•

What notification obligations are placed on registration authorities when a practitioner’s registration
is cancelled, suspended or conditions or restrictions are imposed (sometimes specified in legislation,
sometimes subject to board policy).

•

Whether a list of suspended or cancelled registrants is accessible online.

•

Whether disciplinary decisions are published online.

Preliminary findings have been compiled from an audit of state and territory medical registration board
legislative provisions and policies in relation to register information, notifications and barriers to effective
public protection and options for action are proposed for discussion.
ISSUES
The audit gathered information in five main areas:
•

Applications for registration - processes for checking identity, qualifications and bona fides of
applicants.

•

Reporting obligations on registrants – at annual renewal and during the registration period.

•

Medical registers – information available and accessibility.

•

Notification obligations/powers of boards re investigations and disciplinary matters.

•

Difficulties with current arrangements.

Preliminary findings are outlined below, although these are yet to be checked with the registration boards
concerned.
1. Registration application verification/checking
Despite variability in the legislative provisions in relation to applications for registration, medical
registration boards have cooperated in recent years to establish and implement nationally agreed policies
for checking applications for registration. National policies include:
•

National Identification Validation Standard for Medical Registration Applicants

•

Verification of Qualifications

•

Flagging policy

•

National English Language Proficiency Requirement for International Medical Graduates

•

Issuance of Certificate of Registration Status (NatPol-004-2007)

•

Verification of Registration Status Policy

Draft –for discussion only

Level 12, 120 Spencer Street, Melbourne, VIC 3000
T +61 3 9092 2001 F +61 3 9092 2093

•

Mutual

Recognition

Act

Fax/Request

for

Information

Form

(to

other

boards).

Consistent with these policies, all boards reported they undertake:
•

Verification of the identity of the applicant (100 point verification)

•

Verification of the qualifications of the applicant (Primary Source Document Verification process
for IMGs, coordinated via the AMC through the international service - EICS)

•

Applying standard requirements for English language proficiency

•

Checking registration status of applicants.

All boards reported they:
•

Require original or certified copies of all documents, and for applicants to make certain
declarations as to their record of practice (conditions, refusals, suspensions, cancellations of
registration etc) and fitness to practice (ill-health, drug or alcohol addiction).

•

Require supporting letters from sponsoring employers or specialist colleges (certain types of
registration).

•

Check for discrepancies and missing documents.

•

Require certified evidence of any change of name.

•

Check the applicant’s CV for any gaps and investigate these.

The audit has identified some variability around the edges, in the way national policies are being
implemented. While this need to be checked for accuracy with the registration boards concerned, the
main variations appear to be in the following areas:
Requirements for Certificates of Registration Status
Applicant requirements to secure Certificates of Good Standing/Certificates of Registration Status,
supplied by registering bodies directly to the board:
•

From the current registration authority (Vic, NT, WA, Tas).

•

From all registering authorities for 5 years prior to application (NSW, SA).

•

From all registering authorities for 10 years prior to application (ACT).

•

From all previous registering authorities (no time limit) (Qld).

Checking of mutual recognition applicants
Information sought from other states/territories:
•

All jurisdictions checked by fax for information (ACT, SA, Tas, Vic);

•

Only those where the applicant has declared they are or have been registered (NSW, NT);

Maintenance and checking of a database of notifications
In ACT, a ‘Removal and Suspension List’ is maintained (of practitioners notified to the board by
other registering authorities nationally and internationally re conditions, suspensions, cancellations)
and checked (ACT). NT maintains a database of notifications from interstate boards & a paper system
for notifications from overseas authorities. No similar list was reported by other jurisdictions.
Use of criminal record checks
ACT requires applicants submit to a criminal history check with the Australian Federal Police. Not
required in other jurisdictions, the rationale being that employers/universities and various other bodies
undertake such checks so not necessary for boards.
Use of the National Compendium of Medical Registers
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There appears to be variability in the extent to which the National Compendium of Medical Registers
(NCMR) is used for checking registration status:
•

NT checks to see if applicant is or has been registered elsewhere in Australia, as does Victoria,
but only for mutual recognition applicants.

•

Not reported by other jurisdictions.

Use of references
While most boards reported required requiring written references with applications, some required
one reference (Vic), others required two (Tas). There also appeared to be variability as to whether
these were professional or character references and whether referees were routinely contacted.
Requirement to attend board in person when lodging application
All applicants (except for mutual recognition applicants) are required to attend the board in person for
an identification check as part of the application process (ACT, NT, SA, Vic, Tas).
Options:
That discussions be held with JMBAC/AMC to:
•

Undertake an analysis of the costs and benefits of the different standards that currently apply
across jurisdictions with respect to Certificates of Registration Status (current, 5 years previous,
10 years previous, all).

•

Advise on the need, if any for updating of national policies with respect to the matters identified
in the audit, particularly in relation to:
o An AFP criminal records check
o Requirements for and checking of referees
o The role of the National Compendium as a tool in checking registration status
o Requirements to attend in person when lodging applications.
o Maintenance and checking of a database of notifications from interstate and international
registration authorities.

2.

Reporting obligations on registrants

The audit has identified variability in the reporting obligations placed on registrants, both at renewal
and at any time during the registration period. Most boards advised of the following list of items
against which registrants are required to make declarations, at registration renewal and for some,
during the registration period:
•

Change of address.

•

Disciplinary actions in other jurisdictions (conditions, suspension or cancellation).

•

Criminal convictions – charged with or found guilty of certain types of offences.

•

Ill health that might compromise safe practise.

•

Medical negligence settlements and judgements.

•

Professional indemnity insurance coverage.

•

Participation in continuing professional development activities.

•

Disciplinary
action/cancellation/suspension/refusal/conditions
registration in another jurisdiction

imposed/undertakings

on

While this needs to be checked for accuracy with the registration boards concerned, the main
variations appear to be in the following areas:
Reporting of criminal matters
NSW requires reporting of ‘sex or violence’ offences as well as when criminal proceedings are
pending, within 7 days. Qld requires reporting of convictions only for indictable offences. NT
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requires reporting of criminal convictions, including charges pending, but only on annual renewal and
not during the registration period. ACT requires reporting within 7 days if the registrant has been
charged with any offence. Vic requires reporting by registrants within 30 days when they are either
charged with or found guilty of an indictable offence and whether or not a conviction has been
recorded. Tas also requires reporting of both criminal action and civil proceedings pending. WA does
not appear to have reporting requirements in this area.
Reporting of investigations/disciplinary actions
There is some variability in what is required to be reported by registrants regarding disciplinary action
in another jurisdiction. NSW requires that registrants notify of a registration refusal. Qld requires
registrants to report on ‘commencement of disciplinary action’, undertakings or conditions imposed.
NT requires reporting of any conditions or undertakings applied in other jurisdictions. ACT requires
any ‘findings’ against the registrant by any ‘medical registration authority in Australia or elsewhere’.
Vic requires reporting of investigations by ‘medical registration authorities’ as well as conditions,
undertakings or prohibitions on practice. WA does not appear to have reporting requirements in this
area.
Reporting of CPD/recency of practice/other competence matters etc
ACT has the most extensive requirements which includes notifying of recency of practice and where
clinical privileges or authority to prescribe or administer drugs has been curtailed. NT requires
reporting by registrants where their employment has been suspended or terminated for reasons of
misconduct, impairment or incompetence.
While it is acknowledged that there has been and will continue to be registrants who make fraudulent
returns or fail to disclose matters when required, there is room for greater consistency in relation to
obligations imposed on registrants to report certain matters. Given the national policies that have
already been implemented in relation to applicants for registration, it may be worthwhile exploring
whether this can be achieved administratively, in advance of legislative change.
Options:
That JMBAC/AMC be requested to advise of the feasibility of establishing and implementing a
national policy on the reporting obligations imposed on registrants at annual renewal and during the
registration period, incorporating the following:
•

Commencement of investigations by other bodies in Australia or elsewhere, including registration
authorities, health complaints bodies, or other such as Medicare Australia.

•

Any registration refusals, cancellations, suspensions, disciplinary findings, undertakings or
conditions imposed, whether through disciplinary action or otherwise;

•

Criminal charges laid for indictable offences (or equivalent), as well as convictions or criminal
findings in relation to such offences;

•

Standard timeframes for reporting of various matters during the registration period;

•

A standard annual return format for use by all boards.

3.

Medical registers – availability and accessibility of information

ACT and Tasmania do not provide access via the web to their medical registers. Of those registers
that are accessible via the web, there is variability in presentation and ease of use, as well as the level
and type of information available. Three areas are of particular interest:
Conditions imposed on registration
Only NSW, Qld and Vic provide electronic access via entries on the register, of the detail of
conditions imposed on a practitioner’s registration (generally with discretion for boards not to publish
the particulars of health conditions). For NT, SA, WA, there appears to be no web based access to
detailed information on conditions imposed on registration, although the WA website register
provides various alerts that conditions have been imposed.
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Cancelled and suspended practitioners
It appears that only NSW provides electronic access to a list of suspended and cancelled practitioners,
and Vic provides this information via the entry of a name through the register search function on its
website, but has advised it is the process of implementing a web based list as required under its
legislation. While the SA Board reported a legislative requirement to keep a register of persons
suspended or disqualified practitioners, it did not appear to be accessible through its website.
Disciplinary decisions
Only NSW, SA and Vic appear to provide electronic access to a list of tribunal hearing decisions on
serious misconduct matters, along with detail of the decisions. The ACT board has advised that it is
presently redeveloping its website to include reports from professional standards panels (of
disciplinary decisions).
It is likely that the variability in level and type of information published electronically on board
websites is due, in part, to the enabling provisions of the respective medical registration Acts. To
address this may require legislative change as well as costly enhancements to databases, and may not
be a good use of resources in the context of the move to a national registration scheme. However,
there may be scope for improvements in advance of legislative change, for example, in board websites
providing electronic access to tribunal decisions and a single national list of suspended and cancelled
registrants.
Options:
That JMBAC/AMC be requested to advise on the feasibility of developing and implementing a
national policy with respect to:
•

Publication of tribunal decisions on serious misconduct matters on board websites.

•

Electronic access to a national consolidated list of suspended and cancelled registrants.

•

Other areas that do not require legislative amendment or expensive enhancements to existing
databases.

4.

Notification obligations/powers of boards re disciplinary matters

There is considerable variability reported by boards as to their statutory powers and obligations to
notify external agencies of disciplinary matters, both at the point when a complaint is first received
and investigated, and once disciplinary action has resulted in a condition, undertaking, suspension or
cancellation of registration. Despite this, there is general consensus that the notification system that
operates between state and territory medical registration boards is operating well in managing risk,
and that enhancements introduced in recent years, such as under the ‘Flagging’ Policy, have gone a
considerable way to addressing earlier deficiencies.
Under the National Flagging Policy, a flag is placed against a registrant’s name in the NCMR at the
time when a disciplinary, health or performance matter comes to the board’s attention. This indicates
that a board should contact the board which placed the flag for additional information and is the
vehicle through which boards are notified of a practitioner who:
•

Is subject to disciplinary action.

•

Has had conditions imposed on their registration.

•

Has been refused registration.

•

Has failed to complete supervised practice (interns or AMC supervised trainees.

•

Has had their registration withdrawn due to unsatisfactory performance (temporary or area of
need registrants),
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This system is only effective if the NCMR is up to date and boards are placing flags according to the
policy and are checking the NCMR, not only when processing a registration application, but also at
other times when a matter concerning a registrant comes to their attention.
Notifications that a practitioner is subject to investigation or a disciplinary finding is variable across
jurisdictions. While mutual recognition legislation provides powers for registration boards to release
of ‘any information reasonably required’, this is only with respect to applicants for registration or
registrants subject to ‘actual or possible disciplinary action’ and it still only allows release to other
registration boards, not to other bodies that might have an interest, such as health complaints
commissioners, other government instrumentalities or statutory authorities.
NT and NSW appear to have the most flexible legislative provisions, giving discretion to notify a
variety of bodies of the outcomes of disciplinary action (in addition to the complainant, the
practitioner, other registration boards and the practitioner’s employer). NSW appears to be the only
jurisdiction that has statutory powers to notify other medical registration authorities of complaints
made against a registered medical practitioner ‘unless it is determined that no further action should be
taken in respect of the complaint’. The WA board can inform ‘other statutory bodies’ of a decision of
a professional standards committee, ‘if that information is sought or the board considers it necessary’.
For NSW, Qld and Vic where electronic registers provides detail of conditions imposed on a
practitioner’s registration, this provides a vehicle for accessing the information.
It is important in framing the national registration for the national boards to have greater flexibility to
notify external bodies, both government and non-government of disciplinary matters, where it is in the
public interest to do so. There is a need for further clarity as to which bodies have an interest and
what type of information they should have access to or be notified of, in addition to information that
is to be available via a web based register.
Options:
To assist in framing the national registration legislative provisions with respect to notifications,
JMBAC/AMC be requested to provide advice on developing a national policy on notification of
disciplinary matters that addresses:
•

What authorities (state/Commonwealth, statutory/non-statutory, public/private) have an interest in
disciplinary information.

•

At what stage should they be notified by boards, if at all (for example during investigation and/or
post disciplinary findings).

•

By whom and in what form should this notification occur (via website or formal notification).

5.

Difficulties with current arrangements

Boards identified the following:
•

There will always be challenges for boards where:
o A practitioner has maintained registration in multiple jurisdictions (and failed to declare this),
then fails to declare the commencement of an investigation or the outcomes disciplinary
action or lets their registration lapse while still under investigation, maintaining their
registration and continuing to practise in the second jurisdiction. Most boards reported such
cases.
o A practitioner who is under investigation leaves a jurisdiction and the jurisdiction decides to
terminate the investigation on the basis that the practitioner is no longer registered there. This
can then create difficulties for a second jurisdiction that may be on notice of the fact that there
are issues of concern but it will generally not be well placed to investigate or prosecute.

•

Recent failures in public protection have been due, in part to employers failing to check the
registration status of practitioners prior to their employment.
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•

Situations where a medical practitioner has been terminated due to poor performance or
competence issues however the terms of the settlement have meant that this has not been reported
to the relevant board.

•

Under the Victorian Act, there is no power to disclose information in relation to unregistered
practitioners who were previously registered. This may or may not be the case in other
jurisdictions.

•

There is some lack of clarity about the status, transparency and transferability of undertakings
under the Mutual Recognition Act. Where a board has entered into an undertaking with, for
example, an impaired registrant, or has applied conditions to their registration but without a
disciplinary hearing, it appears that under the Mutual Recognition Act, the undertakings or
conditions cannot be applied in a second jurisdiction without the agreement of the practitioner,
and they may not become apparent from a search of the first jurisdiction’s Register.

•

Variations in the names used by registrants or the way these have been recorded in the medical
registration database have lead to problems with matching of records. Although boards report
various ways of addressing this, it is an area of risk.

Options:
That JMBAC/AMC be requested to advise on whether national policies can be strengthened to
address some or all of these matters.
That further exploration is undertaken with jurisdictions regarding employment polices and reporting
obligations.
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