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Australian Divisions of General Practice





Submission to Senate Select Committee Inquiry into Medicare
The Australian Divisions of General Practice Ltd. (ADGP) is pleased to provide this submission to the Senate Select Committee on Medicare regarding the proposed reforms to Medicare and more broadly on access to and affordability of general practice services in the Australian health system.

ADGP is the peak national body for the Divisions of General Practice network, comprising 121 local Divisions and 8 State Based Organisations.  Over 90% of GPs are members of a Division, making the Divisions Network the largest GP representative group in the country.

ADGP consulted the Network in the development of this submission and it provides a collective view of the issues raised under the Committee’s Terms of Reference.  

Introduction

ADGP believes that greater investment in primary care overall and in general practice as a central component of this, would benefit all Australians, based on international evidence that better health outcomes are achieved through a focus on primary care.  ADGP supports a higher level of investment in Medicare, as a universal insurance system that subsidises medical services for patients and prevents doctor’s fees from becoming unaffordable if they have prolonged or frequent illness.  All disadvantaged people, irrespective of their address, have a right to adequately and equitably funded high quality health care.  The public should not have to rely on the altruism of GPs to be able to access primary health care services.
The focus of any health reform should be on:


· ensuring quality care and health outcomes;

· better integration among the different sectors;

· an increased focus on health promotion, illness prevention, early intervention and self management that is supported, rather than impeded by, the prevailing funding mechanisms;

· better use of existing resources;

· avoidance of the duplication, cost shifting and administrative costs inherent in a system with multiple funders;

· developing real partnerships between private and public sector services; and 

· better valuing of health care by consumers.  

Bulk billing is an administrative process that was established to enable direct and easier payments of the patient subsidy to the doctor and convenience for patients.  It does not relate to the quality of health care delivered.  The rebate was set at 85% of the most “common fee” charged by doctors, however this has been eroded over time.  If the rebate is accepted as the total fee, as in bulk billing practices, it must cover the GP’s time, staff costs, practice overheads, consumables and other supplies.  GPs are increasingly unable to provide discounted services (through bulk billing) to their patients and are facing a difficult choice between raising a fee for their services to remain viable or reducing access, which is clearly not in their patients’ interests.
The public misperception that the Medicare levy covers all health care costs needs to be corrected.  Practices are increasingly finding that it is not possible at current rebate levels for GPs to accept the MBS rebate as payment and continue to provide high quality, comprehensive general practice care, particularly where chronic illness and population health needs need to be addressed.  GPs who perform procedural skills are not reimbursed for these on a par with other specialists and cannot be expected to bulk bill for these services.  The high costs of maintaining accreditation to ensure quality services for the public are becoming increasingly unaffordable for GPs.
This issue is magnified out of usual practice hours, when staff must be paid penalty rates (up to 250% on public holidays).  Unless higher rebates are paid for out of hours services, practices will increasingly cease to provide them and will certainly not be able to bulk bill them.  The decline in the number of GPs providing home and nursing home visits is largely due to the fact that the rebate does not cover the costs of taking time away from normal practice.
A moderate co-payment for GP consultations can act as a price signal to reduce unnecessary demand.  GPs have always shown a high level of patient advocacy and willingness to consider the patient’s financial situation, and regularly exercise the option of waiving their fee, or charging only the rebate amount, for those in greatest need.  This has occurred without incentives or requirements to bulk bill.  The current high level of bulk billing indicates the social responsiveness of general practice to the Australian community.
GP workforce shortages are reflected in unsustainable workloads and will escalate if the “job” of the general practitioner is not attractive and rewarding to future doctors.  The proposed bonding of unfunded medical school places is likely to have a deterrent effect, rather than encouraging students into medicine.  The current administrative burden is contributing to the low morale and negative perception of general practice.

A significant portion of GPs’ work could be managed in a practice-based team approach by being delegated to support staff, freeing up the GP to act more in a consultant role.  This may relieve some of the pressure on the current GP workforce.  However, under the current system only work performed by the GP is remunerable via Medicare, and achieving a practice team approach would require a new way of funding  the team – either by salary provision to the practice or the Division to employ specific levels of support staff or on some fee for service basis.  The first step in this process has to be the funding of practice nurses in all general practices, while ensuring that appropriate supervision is available.

“A Fairer Medicare”?

The profession has lost trust in the Government to “play fair” and believe that the Government’s proposed “Fairer Medicare” package signals its unwillingness to fund the true cost of bulk billed consultations.  Any incentives to bulk bill are intended only to band-aid the problem from the patient’s perspective.  They are inadequate to address the erosion that has occurred, and will themselves be eroded to no real benefit in a few years.

The inequity in different levels of incentive for rural and urban areas is also of concern.  Urban practices experience higher rental and staff costs and many outer urban practices have very high levels of patients who may have difficulty affording health care.  In addition, there is concern about the potential for eligibility criteria for concession cards to change, which would transfer the financial risk to GPs and practices under a system where all card holders are required to be bulk billed.

The demands and higher costs of after hours primary medical care (AHPMC) service provision seem not to have been taken into account in the development of the package.  The unworkability of the package for after hours services will have implications for patient access.  The issue is further complicated in the case of GP cooperatives, where several practices work collaboratively to share the after hours load.  The implications of the package on such arrangements need to be clarified, especially where such a collaborative arrangement might involve a mix of practices that have opted in and opted out of the package.  

Allowing patients to claim their rebate at the point of service, while there are some reservations about the potential of this to increase the administration costs to the practice, is generally regarded as a positive step, particularly in small towns with no Medicare facilities.  The savings that will be realised by the Government and the HIC through online billing at doctor’s surgeries should be reflected by covering the total establishment and maintenance costs of this service.
While the proposed safety net is a good start, it should be extended to all families who may have difficulty affording care.  A more equitable system may be to increase the rebate after a certain number of GP visits by an individual or a family in a year.  As those on health care cards and in poorer socioeconomic groups are the predominant users of GP services, they would receive the most benefit from such a system.

Any inquiry into Medicare should consider the following questions:

1. Does the Government wish to maintain the level of health service that Australians expect?

2. If so, what proportion of costs should be borne by the general public through taxation and what proportion through private payments?

ADGP believes that most doctors will reject the package due to its:

· compulsion to bulk bill

· limitation of positive aspects to “opt in” practices

· bonded places for new medical students
Detailed comments on the individual Terms of Reference for the Committee are provided below.  ADGP would be pleased to discuss the issues raised in this submission with the Committee at their convenience.
Signed,
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Dr Rob Walters

ADGP Chair

17 June 2003

PO Box 4308

Manuka ACT  2600

Tel. (02) 6228 0800

Fax (02) 6228 0899

ADGP Comments on Individual Terms of Reference
a) the impact of the current rate of the Medicare Benefits Schedule and Practice Incentive Payments on practitioner incomes and the viability of bulk-billing practices;

Comments:
· Billing practices and fees should be a choice of the practice and the individual GP, based on the practice’s patient demographics, personal philosophy and individual business analysis;
· There is growing recognition that GPs have been subsidising health care costs for their patients who have difficulty affording care;
· Growth in practice costs has substantially exceeded rebate increases, resulting in a real decrease in practitioner incomes.  The decreasing ratio of rebates to practice costs means that practices have to increase income through strategies such as: charging the patient an amount above the rebate, or increasing patient throughput.  The proposed incentives are inadequate to compensate for the current shortfall in MBS rebates;
· The benefit of incentives such as PIP has been diminished by the substantial administrative burden that has resulted in many practices not taking it up;
· Simplification of incentive mechanisms is necessary to ensure the administrative costs of receiving the incentive do not outweigh the benefit to the practice and their patients; and
· The utility of practice business and clinical systems and workforce utilisation have a substantial impact on practice viability.  Greater support for practice computerisation and clinical process automation will assist greater practice efficiency.  Divisions of General Practice have been instrumental in helping practices in this area.

b) the impact of general practitioner shortages on  patients’ ability to access appropriate care in a timely manner,

Comments:

· The chronic shortage of general practitioners in both rural and urban areas is worsened by current shortages of supporting professionals such as allied health providers, including capacity issues in the public sector and increasing waiting times for private specialists in many clinical areas;
· Extension of support to enable the employment of practice nurses in all practices will facilitate greater access to general practice services and allow a more comprehensive approach to patient care;
· However, current financing arrangements restrict the use of practice nurses as all MBS payments are tied to GP-patient consultation time.  It would be more efficient and promote higher quality health care if the clinical role of practice nurses could be remunerated through MBS, freeing up GP time to deal with more complex consultations.

· This will also assist practices to adopt a team approach and delegate work to the most appropriate professional, increasing practice efficiency and effectiveness;
· New approaches such as peer supported learning for all practice staff may help to alleviate pressure and rationalise workloads.  Divisions will play a key role in providing this support; and
· Because of the high workload, many GPs feel unable to commit time to quality improvement activities.  Quality incentives should be better structured and targeted to encourage whole-of-practice involvement.
c) the likely impact on access, affordability and quality services for individuals, in the short-and longer-term, of the following Government announced proposals:
(i) incentives for free care from general practitioners limited to health care card holders or those beneath an income threshold,
Comments:

· Concession cards are a poor indicator of difficulty affording health services.  Disadvantage in regard to accessing health services needs to be better defined;
· Need is not necessarily defined by income level.  People on moderate incomes who have chronic illness or who experience a sudden health crisis may also have difficulty affording care;
· GPs wish to retain discretion to offer subsidised care to their patients based on their longitudinal knowledge of the patient’s circumstances and health needs;
· The proposed incentives appear very unlikely to change practice among GPs who do not currently bulk bill; and
· The Attendance Item Restructure Working Group funded by the Government in 2002 conducted a comprehensive analysis of current rebate levels and determined that the MBS should be restructured to encourage longer consultations and support quality practice.  The proposed restructure recognises the increasing length of patient attendances in general practice.  This report has not yet been released by the Department of Health & Ageing.
(ii) a change to bulk-billing arrangements to allow patient co-payment at point of services co-incidental with direct rebate reimbursement,

Comments:
· Online billing should be made available to all practices as it is convenient for patients and efficient for practices and the HIC;

· However, the ability of existing medical software products to support online billing is of concern, and software providers will need to be supported by the HIC to establish such a system; 

· The lack of availability/reliability of connectivity in rural and remote areas may discriminate against patients in these areas, where Medicare facilities are also less accessible;
· The ongoing maintenance costs associated with online billing need to be assessed; and
· This facility may assist patients with cash flow issues and improve access in the short term, however patients facing a major health issue that requires substantial upfront costs over a short period are unlikely to be advantaged.  The impact on fees and access in the long term will need to be closely monitored.
(iii) a new safety net for concession cardholders only and its interaction with existing safety nets, and

Comments:
· The safety net was supported by a majority of GPs who participated in the ADGP survey;
· The contribution of general practice fees to the safety net limit is likely to be small; however it may alleviate financial pressure from other specialists’ fees on patients who have high health care needs;
· The safety net makes an important recognition of total out of pocket medical expenses, which is particularly important where charges for services greatly exceed the schedule fee;
· The affordability of referred services and their impact on access need serious consideration;
· As mentioned previously, concession cards are a poor proxy for need, and the safety net should be extended to cover all families who may experience difficulty affording health services; and
· Existing safety nets are poorly understood by patients and providers – information on these should be widely disseminated.
(iv) private health insurance for out-of-hospital out-of-pocket medical expenses; and

Comments:
· Concerns about extending private health insurance coverage to the primary care sector are that premiums will increase due to the broader risk base;
· There is concern regarding an increasing influence of the private health insurance industry on clinical practice and referrals (eg. through preferred provider networks as in the US) as they seek to manage this risk;
· GPs will face greater administration and red tape in dealing with 43 health funds rather than a single insurer, eg. Medicare; and
· There are concerns that this will increase the divide between private and public patients and create differential access to health services.
d) alternatives in the Australian context that could improve the Medicare principles of access and affordability, within an economically sustainable system of primary care, in particular:

(i) whether the extension of federal funding to allied and dental health services could provide a more cost-effective health care system,

Comments:
· Extension of funding to siloed groups of providers will serve to further fragment and complicate the system for patients;
· International evidence has proven that the most effective delivery of health services is through an integrated system, where providers work as a team centred on the patient’s needs;
· Better outcomes are achieved by shifting the balance of the health system to the delivery of primary care;
· There needs to be increased public investment in the entire primary care sector, including dental and allied health services, with a focus on generalist, comprehensive, longitudinal care with integration of services through automated health records and support for a team approach; and
· Financial costs act as a significant barrier for patients to access both dental and allied health services, resulting in poorer health outcomes and overwhelming demand on public sector services.  Existing strategies such as the Divisions of General Practice “More Allied Health Services” and mental health allied health pilots provide workable models where Divisions hold funding, communities determine gaps in service availability, and funds are targeted at groups whose health outcomes are likely to be enhanced through affordable access.
(ii) the implications of reallocating expenditure from changes to the private health insurance rebate, and

Comments:
· Divisions have achieved substantial success in delivering integrated patient care through the More Allied Health Services program.  ADGP advocates for funding from the private health insurance rebate to be redirected to an expansion of this program so that patients in both rural and urban areas have better access to coordinated general practice and allied health services;
· A portion of the $2.3 billion p.a. private health insurance rebate could also be used to bring rebates to a level that is reasonable and in line with actual practice cost increases; and
· Medical indemnity support could also be provided for practitioners in areas of need to ensure ongoing access to services eg. GP obstetrics in rural communities.
(iii) alternative remuneration models that would satisfy medical practitioners but would not compromise the principle of universality which underlies Medicare.

Comments:
· Fee for service is strongly supported by GPs;

· ADGP also supports the availability of flexible funding options that recognise the diversity of GPs, practice styles, practice demographics and locations;
· Funding mechanisms to support quality care, improve efficiency and target specific outcomes should be negotiated with the profession, jointly agreed on and administratively simple to implement;
· Funding should build the capacity of practices eg. through replacement of fragmented practice incentive payments with an infrastructure grant that enables efficient automated clinical and business systems;
· Funding should support practice population health approaches that allow practices to apportion work to the most appropriate person to deliver the care and enable a team approach.  This is particularly important to appropriately and effectively manage the increasing prevalence of chronic diseases; and
· Funding should follow the patient.

Appendix 1
Results of ADGP Survey on “A Fairer Medicare” package

Approximately 85% of respondents did not support the overall package.  Support for different elements of the package varied:

· The requirement for all GPs to agree for the practice to opt in received the least support.

· The safety net arrangements for Health Care Card holders and the private gap insurance product for non-card holders received the most support.

· Almost two thirds of respondents supported the additional $3 for veterans’ rebates although several commented that the incentive was too low.

· The additional medical school places and Registrar training places received over 50% support, although this was largely conditional, with many respondents commenting that the bonding of such places to areas of workforce shortage amounted to conscription and would make general practice more unattractive to medical graduates.  

· Under half of respondents supported the incentives to enable practices to use HIC Online for automated billing.  The condition that it would only be made available to opt in practices was felt to be unfair and inequitable and some respondents felt the incentive was too low to compensate practices for the ongoing costs of maintaining the software.  Even among supporters, there was some scepticism that the promised turnaround of 2 days could be achieved.

· Just over a third of respondents supported the practice nurse incentive being extended to areas of workforce shortage, with most of the negative comments stemming from the linking of the incentive to practices that opted in to the bulk billing arrangements.

· The bulk billing incentives were supported by just under a quarter of respondents.

· Having payment made to the practice rather than the GP providing the service, and the advertising of opt in practices via a 1 800 number received just over 20% support each.  Many respondents commented that the incentives to bulk bill, particularly in urban areas, were not sufficient to convince practices either to take up or return to bulk billing health care card holders.  Practices that do not currently bulk bill appear to commonly charge a fee of around $2.50 – $5.00 for pensioners or health care card holders, which means that by opting in they would be taking a financial cut of between $1.50 and $4.00 on these consultations.  It would appear that only those practices which currently bulk bill all card holders and possibly some rural practices, would be financially better off by opting in to the package. 

· There was concern expressed regarding the large number of card holders and the transfer of financial risk for these patients to practices that choose to opt in.
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