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The Secretary

Select Committee on Medicare

Suite S1 30

Parliament House

Canberra ACT 2600

Dear Sir/Madam

Re: Submission to the Senate Select Committee on Medicare

On behalf of the medical practice at Darebin Community Health I would like the Senate Select Committee on Medicare to consider this submission addressing the following matters outlined in the terms of reference.

The access to and affordability of general practice under Medicare, with particular regard to:

(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

The current Medicare rebates are not sufficient to sustain a bulk-billing practice and so have led to more GP’s abandoning bulk billing. This puts even more pressure on clinics that still bulk-bill, as they cannot cope with the demand. Simon Crean’s proposal to gradually increase the rebate to 100% of the Medicare schedule (instead of the current 85%) – which is what happens with DVA patients now – is a move in the right direction and would lead to more practices continuing to bulk-bill.

The Practice Incentive Payments have been shown by the RACGP and AMA and other bodies to require a lot of admin. costs and GP time to receive them, ie they are perhaps not worthwhile for the extra effort and money needed to get on average only an extra $20,000 per average practice annually – a whole PIP bureaucracy has been created.  Red tape needs to be minimised.

There is a crisis in general practice and access to affordable general practice in both

the cities and the country and the government could fix it by (a) increasing the Medicare rebates and (b) changing the Provider No. legislation enabling doctors to get Provider Nos more easily again.

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

Viz the article in The Age today – patients are using hospital A and E departments as 

they can’t get into GP’s. In the long-run, the health of large parts of the community will be worse because they won’t be able to access regular GP care for their blood pressure/ Osteoarthritis/Diabetes/asthma care etc and with the ageing of the community and consequent increase in the incidence of chronic diseases the need for affordable GP services is great. For example, osteoporosis is already a huge problem in our community. If a patient sees a GP, and gets screened and treated for osteoporosis they are much less likely to later have a hip fracture which cost the community and health system heaps, let alone the improved quality of life that person will have because they did not break their hip.

(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,

The incentive is not enough – and is going to require admin. costs to obtain. It is not enough of an incentive to lure any GP’s back to bulk billing.

(ii) a change to bulk-billing arrangements to allow patient co-payment at point of services co-incidental with direct rebate reimbursement,

GPs will be able to bulk-bill and charge the pt at the time of consultation, which is currently illegal, and could lead to a further increase in GP fees. Instead of paying say $40 at the time of consultation, and getting $25 rebate back from Medicare patients could well be charged $20 plus at the time, and they will get nothing back from Medicare as they will have already been bulk-billed. 

If doctors can charge a co-payment to pensioners and health care card holders many of them will do this - it may only be $5 or so but that’s still significant.

The reform measures are one further step to changing Australia to a user-pays society rather than a society in which our taxes pay for social services.  This disadvantages the poor as well as creating a less compassionate society.

(iii) a new safety net for concession cardholders only and its interaction with existing safety nets, and

(iv) private health insurance for out-of-hospital out-of-pocket medical expenses; and

This sounds good in theory but as there is no cap on medical fees patients may end up having to pay lots in insurance to get cover for out-of-pocket expenses.   

(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.

Yes or an extension of the existing State system with extra Commonwealth funding so as to reduce waiting lists. Dental services are a huge problem for people on low incomes and health care cards or pensions, with the result that this large group has generally poorer dental health than the rest

Of society, and this leads to poorer overall health because they cannot eat properly (poor Nutrition) and chronic gum infections are associated with heart disease. We need a Commonwealth funded program for dental. Dental services were part of the original Medibank scheme as conceived by John Deeble.  The Commonwealth Government axed the popular and much needed Commonwealth Dental program in the 1990s.
(ii) the implications of reallocating expenditure from changes to the private health insurance rebate, and

Any increase in funding should be spent on public health services ie Medicare and hospitals rather than increasing money to private insurance rebate. The rebate benefits those on higher incomes and 

(iii) alternative remuneration models that would satisfy medical practitioners but would not compromise the principle of universality which underlies Medicare.

PIP could be streamlined so that it was more accessible for GP’s and therefore more worth their while eg practices in areas of high need could receive an annual lump sum amount and this would encourage doctors to set up services in those areas, and practices which have a lot of patients on health care cards and pensions (such as community health centre practices), as these patients require more non-paid work such as public housing forms and letters etc. The criteria for having a practice nurse should be extended as well.

Yours sincerely,

Bruce Hurley

Darebin Community Health 
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