Medicare Restructure Proposal – Dr. Andrew Gault, Port Fairy 31.8.03 

· This proposal incorporates

· 3 rebate levels (Standard, Enhanced, Maximum) at 70-75%, 85%, 95%-100% of an increased Schedule Fee

· Rebate levels to be determined by card status, age, annual number of visits (a safety net) and possibly chronic disease status

· Bulk-billing and compassionate discounting continues, but not entirely at the doctor’s cost  i.e. meets HIC half-way

· Easier claiming, but not “gap payment plus bulk-bill” as this hides the cost of the service

· Use of PIP to recompense practices that have high bulk-billing rates because they are in low socio-economic areas or have high costs (some rural practices), as the ALP proposes.

· PIP to be doctor-linked for clinical related activities and practice-linked only for practice based activities.  Part time, often female, doctors are disadvantaged by the current system

The key to the system would be linkage of practice software, or at the least, a Medicare card “swiper” to the HIC mainframe to obtain a “Rebate Access Number” which would be printed or written on the receipt for non-bulk-billed consultations.  To generate a Rebate Number the HIC mainframe would need, in addition to the Medicare number information it has already i.e. age of patient, history of claims,  plus information it doesn’t currently have i.e. current Health Care Card status, the Item No.and possibly the actual fee being charged, in real time.   Although this is not quite the technology that the HIC is currently promising, it could be done, as in a Credit Card swiper link to the bank.

It would work like this:

1 Service is delivered and fee is paid 

2 HIC receives Medicare Number, Item No. and fee charged.  Current Card Status is continuously updated from CentreLink, including expiry date of cards.  Other factors e.g. age, number of visits so far in year, PBS costs, disease status? determine which rebate level applies and Rebate Access Number is generated.

3 Patient can take receipt with clearly marked R.A.N. to a claim point.  This would be like a small A.T.M. and can be located elsewhere in the doctor’s rooms, in pharmacies (which already have 

4 cumbersome fax-based claim points), Medicare Offices or any other suitable location.

5 Patient enters Medicare No., R.A.N., and elects to be rebated by cheque or EFT.  If the latter, bank

account details will need to be entered but can be saved for future claims. 

For those patients unwilling or unable to pay the full fee on the day (despite “instant” rebating), bulk-billing is still an option for the doctor.   The cumbersome gap fee and “pay doctor” cheque system should not be abandoned, though it is likely to diminish considerably in volume.  Replacing it with a “gap and bulk-bill” option disguises the true cost of the service and does not make the doctor justify his fee for, say, Level C services, in both his and his patients’ minds.  

Differential rebates may not be Medicare in its purest form, but differing co-payments based on capacity to pay have been a reality for years and will not be reversed unless the rebate is increased to a level near enough to $40, and this is not going to occur.  This is the ideological hurdle most politicians are having trouble clearing.

This system, provided the technological and security issues are not insurmountable, puts the HIC in its proper role primarily as insurer of the patient rather than reimburser of the doctor.   The doctor is not forced to bulk-bill anyone, but can do so electively for altruistic reasons or because payment of any sort is unlikely.  Many doctors have done this for many years and, provided the benefit is reasonable, will continue to do so.    If  the Government determines need (through the Health Care Card System), it provides relief for the patient by raising the rebate rather than leaving the doctor alone to discount deeply. 

A key to success of this system would be the promotion of the Schedule Fee (properly indexed into the future) as the basic fee.  Bulk-billing then becomes a discount fee and a double safety net. for the really needy and for doctors who might otherwise not be paid at all.  Another type of Safety Net, as proposed by the Government, based on Medicare/PBS out-of-pocket costs over a calendar year should also be in place.

What’s in it for doctors?

Better reimbursement

No longer expected to discount/bulk-bill more than they feel fair because a patient has been issued a card

Simpler payment system for non bulk-billed patients

What’s in it for patients? 

Bulk-billing rates less likely to plunge further

Co-payments likely to remain small to moderate, reflecting individual circumstances.  A better Safety Net.

Ease of claiming rebates

Stability of system

What’s in it for Government?

Crisis averted

Fundamentals of Medicare maintained 

Information on total fees charged by doctors (and therefore better capacity to tailor PIP)

Should not cost much more than current proposals

Examples of possible criteria for higher rebates

“Enhanced Rebate”
Age >80 or <5.




Card Status

Disease Status (Voluntary Registration of recognised chronic diseases needing frequent visits)

“Maximum Rebate”
More than 10 visits to a G.P. per year


Combined expenditure on doctor’ fees and pharmaceuticals > $400 per family (similar to Government proposal)

Neither the Liberal or the Labour Party Proposals are likely to be taken up by the majority of G.P.s.  Under the constitution, doctors cannot be conscripted and, ultimately, can charge as they will.  In the past an unofficial “Accord” has existed.  It has broken now and urgently need to be re-established.

