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

Women’s Health Victoria (WHV) would like the Senate Select Committee on Medicare to consider this submission addressing the following matters outlined in the terms of reference. 

WHV is a state-wide women’s health promotion, advocacy and health information service. Our work is largely in partnership with service providers through whom we reach the maximum number of Victorian women, in particular women with limited or poor access to services. 

Our clearinghouse informs our advocacy on women’s health issues and provides the basis for our representation and submission writing as well a range of health information products and services. WHV provides a health information line, library and web site to ensure women have access to information that will assist them to make informed decisions about their health care.

We also work collaboratively with women’s health services, general health services, funding bodies and individual health professionals to ensure greater awareness of, and responsiveness to, women’s needs within the health system.

This submission is informed by information coming through our networks and service delivery and is on behalf of service users.

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;

There is increasing evidence in Victoria of people experiencing diminished access to GP services. GP’s say that it is no longer possible for them to run a viable bulk billing service because the Medicare rebate is too low.

Service users access to GP services is not equal across the population and is more severely compromised if you:

· don’t have plenty of uncommitted money 

· live outside the metropolitan area

· need a GP service outside of approximately 9am to 8pm 

· want the GP to travel to you whether in your home or in an institution such as a nursing home

· are referred by a bulk billing GP to a non bulk billing GP service for access to the GP run country hospital emergency service

GP’s who do continue to bulk bill are used by those often with the most need. These socially disadvantaged people experience chronic illness, many have complex interrelated issues and are often the poor and homeless. It is said that the doctors working constantly with this population group get ’bulk bill fatigue’. They are the most complex people to work with and are not shared across different practices. One way to stop them using a particular GP practice is to stop bulk billing and increase the out of pocket costs. 

This type of patient load is increasingly carried by those community health services who are continuing to offer bulk billing GP services. 

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

There is increasing evidence of people presenting for diagnosis and treatment later and sicker, because they are not able to access GP type services. The first point of contact is increasingly the State run public hospital emergency services. From analysis of the data and listening to people’s stories this seems to be because there isn’t a GP service that is: 

· available at the time of day or night the service is needed 

· available on weekends 

· open to taking on new patients
· prepared to come to the patient without significant immediate payment ($160 per visit has been quoted)  and if the patient can’t get to the GP they are told to go to a hospital emergency which may require an ambulance. Both these services are at significant cost and possibly inappropriate.

· affordable. If the patient can’t pay up front the fee plus additional out of pocket costs then the service is refused

· available locally as many people can’t afford to travel to the nearest regional service to access a hospital 

(c)
the likely impact on access, affordability and quality services for individuals, in the short- and longer-term, of the Government-announced proposals. 

A general comment first before this submission goes to the specific questions posed in the Senate Select Committee’s terms of reference.

The Government announced proposals are advertised as ‘strengthening Medicare by maintaining universal coverage for all patients through the Medicare rebate’. The  proposals introduce for the first time, two new significant elements to the way Medicare works. These are:

· defining categories of people who have automatic access to bulk billed GP services, and 

· private health insurance for out-of-pocket costs for out-of-hospital Medicare funded services. 

This is a fundamental shift in the philosophy behind Medicare and should be explained to the Australian people for what it is. It should not be disguised as ‘strengthening’ or as a ‘Fairer Medicare package’.

How do these proposals ‘strengthen’ Medicare?

Medicare itself has always been characterised as a universal health insurance system. The reason for this characterisation is that the two cornerstones of Medicare are based on universal access and insurance for those covered by Medicare. These are:

· free and equal access to public hospital treatment (provided through the Australian Health Care Agreements between the Commonwealth government and individual states and territories), and

· universal access to the Medicare rebate for out of hospital services.

Private health insurance is not proven as efficient or effective in terms of accountability to the Australian community or health outcome or price. GP type services currently cannot be covered by private health insurance and this proposal will require changes to legislation. What is the purpose of extending this product to GP type services except to continue the real Government policy agenda of transferring from a national universal health insurance scheme to one of access based on capacity to pay with a safety net.  

The barrier to the creation of a national health system in Australia has always been cited as the 'civil conscription' clause in the Australian constitution. It is said this clause prevents a national government from coercing or conscripting medical doctors, or in simple terms the government cannot force doctors to bulk bill or make doctors charge patients only the amount equal to the Medicare rebate. 

The previous Labor Govt’s response to this was to promote bulk billing by doctors. The take up of bulk billing for all patients by GPs was seen as a way of breaking the nexus between access to health services and capacity to pay. The steady increase in the percentage of Medicare services bulk billed from the introduction of Medicare in 1984 until 1996 provides some evidence that bulk billing was seen as a central and important component of the Medicare system. There is significant evidence of bulk billing's importance for the national health insurance system and its efficiency for the financial administration of GP practices.

The current decline in bulk billing is contributing to the creation and widening of health inequalities. Without easy access to bulk billing, access to medical services increasingly relies on an individual's capacity to pay rather than on their health needs.

If access to bulk billing is means tested or made available as a right to one class of people such as health care card holders, or if low income and chronically ill patients are provided with access to a more substantial Medicare rebate, then the Australian health system will take on the characteristics of a selective (targeted) and residual (safety net) health system. This contradicts the original intention of Medicare; it was first and foremost designed as a universal and institutionalised health insurance system– where individual and population health and the risks associated with ill health were seen as collective risks that should be collectively insured against. One of the reasons for the popularity of Medicare is its universalism (that is, universal access to the Medicare rebate).

The Government’s proposals will create a targeted, safety net health system. This fundamentally changes Medicare and weakens, not strengthens it.

Given the above what is the likely impact on access, affordability and quality   services for individuals, in the short- and longer-term, of the Government-announced proposals?

The quality and courtesy of medical attention differ very greatly according to one's capacity or willingness to pay. There is current evidence of people who can’t pay for non bulk billed GP services being publicly shamed in GP reception areas and/or denied services. The fear of debt deters many people from seeking medical attention sufficiently early or undergoing a full course of treatment. The fear of ill health is itself a health hazard. 

If we ignore what is beginning to happen in Australia as a result of the decline in bulk billing then there is plenty of evidence of unequal access and health status in the United States of America. This is an example of a two tier system with a government funded targeted, safety net health system and funding arrangement, operating alongside a private health insurance funded, privately provided and operated system.

It is based on the principle of individual responsibility with a safety net for the disadvantaged. Is this an efficient and effective system in terms of health of the people and cost?

The most recent research tells us the USA spends more on health care than Australia and do not appear to get better health outcomes for these dollars. It is currently running at 15% of GDP. A new study has found during any given year – 21 million are uninsured year round  but 59 million are uninsured for at least part of any given year. 8.3 million children are uninsured.

Many people are insured because their medical insurance is part of their employment contract. That seems to work for those individuals with high negotiating power and flexibility. If employment is insecure, short term contract, part time or the company goes bust (all common experiences) – then the worker loses private health insurance for themselves and their families. People have lost their houses trying to pay medical bills when a sudden health crisis happens. 

Through our networks we are able to access health news clippings from the USA. A selection of these from the past month follows.

· “Equal access to health insurance could close racial gap in access to medical services”.

· “Detroit Medical Centre: cuts jobs, converts hospital to trauma centre”>

In what the medical centre CEO warns is just the beginning of more dramatic cuts…unless some solution is found to fund the care of indigent and uninsured people in Detroit before the end of the year’. DMC announced plans to ‘close most of the 242 beds in use at Detroit Receiving Hospital and convert the facility to a trauma and emergency unit in an effort to cut costs and continue operating.’

· “Coverage for uninsured would increase health care spending by 3% to 6%”. Although the cost of health coverage for all uninsured U.S. residents would add at least 3% to 6% per year to total U.S. health care expenditures, policy observers predict that the cost "may be relatively small or at least a very worthwhile investment."
· “Efforts to reform hospital billing practices gain national attention”. The issue of "aggressive hospital billing and collection tactics" is garnering national attention as legislators in California and Connecticut work to enact legislative reforms that protect patients from such tactics and reign in rising interest rates. In Connecticut, lawmakers last week passed a "breakthrough patient-protection bill" that cuts the interest rate for unpaid bills from 10% to 5% and "helps codify" the principle that "hospital bills are by nature different from other consumer debt because most patients didn't choose to incur them." In California, meanwhile, the state assembly currently is considering several pieces of patient-protection legislation, including a bill that requires hospitals to offer lower rates for poor patients.
· “Health care spending slows but remains high in 2002, study finds”. Although health care spending in 2002 slowed for the first time in five years, the growth rate was still four times faster than that of the overall U.S. economy, according to a study by the Centre for Studying Health System Change published today on the Health Affairs website. Between 2001 and 2002, the health care spending growth rate slowed from 10% to 9.6%, a decrease that the researchers attribute primarily to two factors: slowed growth in the utilization of inpatient and outpatient hospital services from 8% in 2001 to 5.7% in 2002, as well as slowed growth in the rate of spending on prescription drugs to 13.2%. The report adds, however, that health care spending continues to increase rapidly and is "driven by price inflation rather than increased use of services."
· “Legislation puts Maine on the brink of universal health coverage”. Maine lawmakers on Friday (that’s last week) passed a comprehensive health insurance plan to expand coverage to all state residents by 2009, establishing a program that observers say could serve as a model for the dozen state legislatures considering universal health care bills. The legislation would create a semiprivate agency to administer coverage from private insurers for the state's 180,000 uninsured residents; self-employed residents and businesses and municipalities with fewer than 50 employees also would receive coverage under the plan. 
Now to the particular terms of reference

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,

It wouldn’t be ‘free’ care as tax, through the tax system, have already been paid for the service. 

Universality is an important method of ensuring health services through Medicare are available to everyone on the same terms, based on need not ability to pay. This means that services and benefits are available as a right and it is accepted as a social cost. This should be retained and strengthened.

The Governments proposal is not flexible to take into account peoples changing circumstances or ways in which particular patient groups use GP type services.

· There is often a time gap if you lose your job (often through redundancy because the company has gone broke) between having income from being in the paid workforce and receiving a health care card. Many people who find themselves in these circumstances do not have access to money to tide them over. 

· The gap between rich and poor continues to widen. Women are taking up 75% of all new, low-paying jobs from 1985 to 2001. Between 1988 and 2001, casual work grew from 38% to 66% for workers aged 15 to 19, from 12% to 23% for men and from 28% to 32% for women. 

· Women are the highest users of GP type services, for themselves and those they have care responsibility for. They use GP services when they are well – for example contraception, emergency contraception, HRT and screening. Many women are not health care card holders, are low/middle income earners and, a significant proportion of single parents are women. Women would be significantly disadvantaged by the proposals.

· What about young people, significantly young women? They are currently able to have their own Medicare card so have direct access to health services while still at school or in tertiary education. The proposals assume a parent or guardian is available to pay, either up front or for private insurance.

· People with chronic health conditions access GP services frequently and don’t necessarily want to be a health care card holder in order to be able to afford to do this. They may be in the paid workforce although maybe not full time and want to continue to participate in this way. 

If GP’s bulk bill health care card holders and direct bill everyone else this adds complexity to what should be a simple system of payment for GP’s.

We are already seeing evidence of less quality in GP service delivery for those who can’t afford to pay the fee the doctor sets. With the changes proposed we predict there will be less quality service for those who don’t generate higher income for doctors ie those who GP’s must bulk bill at the rate set by government and for those who can’t afford the increasing cost of the gap between the Medicare rebate and the doctors fee.

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

It would seem a simpler system to ensure full payment at point of service for patients and doctors.. 

One of the issues which was behind the high take-up by doctors of bulk billing arrangements was the resultant low rate of bad debts they then carried.

But why include a co-payment at all? Why not increase the Medicare schedule rebate for GP type services?  Where is the evidence of good public policy that this co-payment policy is based on? There is no evidence that a co-payment does anything except keep people away who need the service. Doctors have said in the medical press that when they switch from bulk billing to a patient billing system, the number of people using their service drops. Does this assume that those that stop didn’t need the service in the first place? 
(iii) a new safety net for concession cardholders only and its interaction with existing safety nets

Adding access to Medicare funded services to the group of existing safety nets available to concession card holders makes it more essential for many chronically ill and/or disabled people to achieve card holder status in order to survive. It doesn’t work to ensure access in the USA so why do we think it will work here?

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

Currently Australia’s health funds take contributions worth more than $7 billion a year. The industry is significantly protected by the 30% rebate which currently costs $2.3 billion per year and rising as the insurance premiums rise. We repeat as follows.

Private health insurance is not proven as efficient or effective in terms of accountability to the Australian community or health outcome or price. GP type services currently cannot be covered by private health insurance and this proposal will require changes to legislation. What is the purpose for extending this product to GP type services except to continue the real Government policy agenda of transferring from a national universal health insurance scheme to one of access based on capacity to pay with a safety net.  

(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,

The original Medibank and the Community Health Program, in combination, were important and controversial components of the Whitlam government’s health policy. They were designed to circumvent the civil conscription clause and provide a basis for the development of a national health system based on government funded and provided universal health insurance. Whitlam's goal was to break the nexus between access to health care and capacity to pay: that is, to build a health system in which access to health care was based on health needs rather than wealth. These ideas should be reinvigorated.

Australia’s national health system should be built from principles of access and equity not from the medical profession dictating the terms upon which they will or will not participate. The perceived constitutional barriers to a simple, effective universal national health insurance system and public provision of health services should be challenged.

Australia should take Canada’s lead undertake national public consultations with the people about its future health system. This enquiry recommended:

· The need for an annual report on the state of the health care system and the health status of Canadians

· Hospital restructuring and funding

· Devolving further responsibility to regional health authorities

· Primary health care reform

· Timely access to health care

· The health care guarantee

· Expanding coverage to include protection against catastrophic prescription drug costs

· Expanding coverage to include post acute home care

· Expanding coverage to include palliative home care

· The federal role in health care infrastructure 

· Health care human resources

· Nurturing excellence in Canadian health research

· Healthy public policy: health beyond health care

· How the new federal funding for health care should be managed

· How additional federal funds for health care should be raised

· The consequences of not making the health care system fiscally sustainable

· The Canada Health Act 

At a very minimum we should stop undermining what we have and build on it for the future in just such a way.

There should be an Australian national primary health care policy which outlines a health service system beyond medical GP type services. Medicare should fund access to a range of primary care services, including dental.

(ii) the implications of reallocating expenditure from changes to the private health insurance rebate, 

What health outcome improvements have resulted from the rebate to individuals? It was devised to make private health insurance more affordable, but even this hasn’t been the result. Public expenditure on the subsidy that tax payers are paying to those who can afford, or were scared into taking out private hospital insurance, should be reallocated for public provision of primary health care services. 

The research is that a significant majority of Australians support more money going into health care over tax cuts and would pay an increased Medicare levy  if it were targeted for spending on health services.

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

The current fee for service at a rate specified in a schedule of fees does not encourage good medical practice. It rewards high throughput or numbers of patients seen. It encourages responding to only what the patient says is wrong and a high level of drug prescribing. There is evidence in primary health care research that many people benefit more from a health care provider who has time for information provision, support and encouragement. There is evidence of better outcomes for patients from a multi disciplinary health provider approach. It would seem logical to increase the number of salaried doctors in general practice who work in conjunction with a range of other services. Access to services based on need not ability to pay should be the principle retained. The Victorian model of community health services working in conjunction with GP services is a good one from which to build. 

Yours sincerely,

Marilyn Beaumont

Executive Director

Women’s Health Victoria

Level 1, 123 Lonsdale St

Melbourne 3000

Ph 03 9662 3755

Email whv@whv.org.au
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