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The North West Tasmania Division of General Practice is pleased to provide this submission in response to the Senate Select Committee on Medicare, specifically regarding access to and affordability of general practice under the proposed changes to Medicare, announced in the budget package on 28th April 2003.   

All members of the Division were surveyed (103 GPs) seeking their views on the proposed changes. There was an overwhelming objection to the complete package (93% against / 7% in favour) 

Comments include:

‘If we lose control of our income levels through bulk billing, whilst still paying the full costs of practice, then bulk billing becomes a cancer which will destroy us all in the long tern, and a system which has the potential to be the best in the world will become a failed experiment  … The greatest sufferers, as always, will be our patients.’

 ‘Bulk billing, without the constraints of fee limitation, has a great deal to recommend it for its cost-saving efficiencies to both practitioner and government, but in its current form it has become an immoral swindle which misleads the public into believing free medical care is provided out of the governments pocket, when it is actually provided out of the GPs pocket.’ 

‘… rebates for consulting are ridiculously and insultingly low, compared with those for practical procedures. … the whole scale of rebates needs readjusting to make GPs feel as valued by the system as specialists.’

The Division has collated survey responses and offers the following on behalf of GPs in the North West region of Tasmania.

Responses to the individual terms of reference however, are placed within the context of the historical beginning of the present Medicare system and the practice of bulk billing.   

The ability to bulk-bill was originally introduced as an administrative process to enable direct and easier payments to GPs, of the patient subsidy.  This billing system does not equate to good health care of patients and is merely a system of processing payments to doctors in a more efficient manner, and in a way that is more convenient for patients. 

There has been a strong emphasis on increasing the rates of bulk-billing in both the government’s, and Labor’s proposals. There appears to be an assumption that increasing bulk-billing rates will be good for the healthcare of Australians, although we have not been shown any evidence to support this. 

The NWTDGP is disappointed that so much emphasis has been placed on the issue of bulk-billing and not on the more pressing issues facing general practice.

These issues include an increasingly demoralised workforce, which is being exacerbated by a further decline in GP numbers. There will be increased workforce pressures in the future as fewer younger doctors are willing to become practice principals, let alone GPs. 

Despite the promise of increasing the number of training places, it will be very hard to find candidates willing to fill them. The number of applicants for next year’s training places is 616, of which 36% are Overseas Trained Doctors, (OTDs) and 60% are female doctors.  

That there are 36% of places filled by OTDs indicates that there are not enough Australian graduates interested in training for general practice, so long term this will continue to affect numbers. Female GPs tend to work shorter hours/part-time, which is one of the factors also affecting workforce supply. The outlook is poor. 

This is placing undue hardship on patients whose biggest concern expressed to us is one of lack of access to the GP of their choice, not what type of billing practice is used.    

Response to individual Terms of Reference

(1) That a Select Committee, to be known as the Select Committee on Medicare, be appointed to inquire into and report by 12 August 2003 on the following matters:

 

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;

It is widely acknowledged that GP incomes have fallen over the past decade, due to a decline in the true value of the Medicare patient rebate, along with increases to practice operating expenses. Growth in practice costs has substantially exceeded patient rebate increases, resulting in a real decrease in practitioner incomes.  The decreasing ratio of patient rebates to practice costs puts pressure on practices to increase patient throughput. 

Practice Incentive Payments (PIP) are available. However some GPs are unable or unwilling to access these payments, due to the amount of time involved in dealing with the administrative requirements for compliance. These are usually the GPs who are working in areas of need anyway, so the PIP scheme does not help them, and hence their patient population. 

Increasing numbers of GPs are either choosing, or being forced to not bulk-bill, to protect the viability and quality of their practice.  Incomes for GPs are falling and bulk-billing practices cannot remain viable, unless they compromise their businesses or see ever increasing numbers of patients. Neither of these scenarios will benefit patient care in the long run.

It should be noted that GPs who do not routinely bulk-bill, still subsidise some patients that may need it, by charging the rebate amount only.  This is a long established practice and results in a cost-neutral result for the patient.  However it should be recognised that the GP is providing a subsidised service for these patients, and GPs receive no public acknowledgement of this.

Even though GPs are operating a private business, they have historically been cognisant of the need, and willing to support, the less advantaged people in the community.

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

It is now accepted that there is a GP shortage across Australia.  In this region, it is recognised as the issue that impacts most directly on patient care. Feedback from local GPs indicate:  

· GPs feel that they are overworked and under stress, and cannot cope with the work demands, and the long work hours required to meet this need.

· All work is high energy and demanding – there are no low energy/risk times.

· GPs have to see more patients per hour to deal with demand.

· Patients therefore have greater difficulty in accessing the GP of their choice, in a timely manner and tend to have less time per consultation.

· Access to appropriate care may be compromised due to a lack of time.

One of the reasons for the shortage of GPs is the lower number of doctors choosing general practice as a profession. A factor in this decision is the high workload and low remuneration, compounded by the pressure to bulk-bill patients.  With this in mind, a shift to increase pressure on GPs to bulk-bill patients will not address this issue – in fact it may increase the number of doctors unwilling to enter general practice. This will have a far greater effect on access than declining bulk-billing practices.

The overall shortage of GPs should be addressed, with the number of trained GPs increased, and incentives given to practices in areas of need. Incentives to work in areas of need, while important, should not be seen as a mechanism for answering workforce shortages in total, as moving GPs to areas of need simply shifts the dwindling number of GPs around the country, and does nothing to alleviate the overall shortage. 

The Division supports incentives for the employment of practice nurses in all practices, and in all regions, not just for practices choosing to opt in to the Medicare package.  
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,

GPs are very aware that concession cards are a poor indicator of difficulty affording health services, and that many patients may require assistance in accessing health care, even though they are not holders of a concession card eg chronic illness. This Division is keen to explore additional ways of defining and identifying ‘disadvantage’. 

Discretionary power should be retained by GPs to offer subsidised care to patients as currently exists, based on their knowledge of the patient’s personal circumstances and health needs. 

The proposed Medicare package seems to be concerned about increasing bulk-billing rates, rather than working towards the sustainability of the Medicare system or of general practice. There seems to be an assumption that high bulk-billing rates equate to good health outcomes. 

The Division would be interested in viewing evidence that this is the case, and would argue that positive health outcomes are better achieved through integrated health service delivery, that does not rest with a particular billing process. 
Under the proposed Medicare package, GP consultations to the patient may remain affordable in the short term. However we are convinced that this issue will surface again in a few years time and we will see yet another “rescue package” as the fundamental problems are not being addressed.

Administrative red-tape will also increase under this proposal and will add to the already heavy workload of GPs in this area. 

The proposed incentives are inadequate to compensate for this.

Further, this measure will not guarantee any increase in access or quality of care, and may in fact be counter-productive as outlined above.

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

This Division is in favour of online billing availability for patients, at the point of service.  There is no evidence that this would negatively impact on access or quality of service in the short or the long term.  It will not change the current affordability to patients, as they will pay only the gap between the doctor’s fee and the patient Medicare rebate level, which they already pay. However, it will make it far more convenient for the patient.

There is no evidence to suggest that GPs will increase their fees, based purely on changes to billing arrangements and processes

The present system is expensive and unwieldy for both GPs and patients. The “pay doctor” cheques are an unnecessary and expensive cost to general practice.  This proposal would remove the current cost of 50 cents per presented cheque, charged by banks, and would represent a huge saving to each practice. 

The current system also represents a significant cost to patients in time and inconvenience, to pass the cheque back to the practice.  This is particularly difficult for elderly or incapacitated patients, or those who live in areas that do not have a local Medicare office.
(iii) a new safety net for concession cardholders only and its interaction with existing safety nets, and

This Division supports a safety net.  There would be no negative effect on access, affordability or quality of services as it relates to general practice.

This measure would also result in better access to and affordability of specialist services, for patients who hold a health concession card. 

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

The Division has some concerns about this proposal because of the possibility and risk of developing a two-tier system based on ability to pay rather than health care needs. However, there would be no negative effect on access, affordability or quality of services as it relates to general practice.

Again, this measure would result in better access to and affordability of specialist services, for patients who hold a health concession card.  

We make the point again however, that a health concession card is an inadequate indicator of need, and that low-income families or people with chronic health conditions are also in need of 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,

This Division, as a rural area, participates in the federal More Allied Health Services (MAHS) program. This program has been very successful in delivering additional allied health services to the region, including Diabetes Education, Podiatry and Mental Health, all areas of high need in the region.  

The Division supports the extension of federal funding for this program, as it effectively delivers services to rural regions of high need and works collaboratively with GPs on integrated patient care.  

We also support the extension of funding to dental health services, in recognition of the long waiting lists for public dental services, which currently exist in the region. 

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

The private health insurance rebate could be redirected to funding the extension of allied and dental health services, including the MAHS program, as noted above.  

As well, money could be reallocated to and used to increase the Medicare patient rebate, so that patients pay less gap payment for GP consultations. This measure would go some way towards improving access and affordability, Medicare principles that are endorsed by this Division, especially for those people in the community who are disadvantaged but may not hold a health care concession card. 
(iii) alternative remuneration models that would satisfy medical practitioners but would not compromise the principle of universality which underlies Medicare.

This Division is happy to support alternative remuneration models, but does not support coercion that is tied to a particular billing practice. Doctors endeavour to follow evidence-based medicine, and would welcome the chance to look at any funding model that has evidence of better health outcomes for our patients, as well as benefits for GPs.

Incentives should be tied to enhanced patient outcomes and patient needs, not to a billing arrangement.     

Alternative remuneration models should include an integrated approach, that allows for the provision of patient care by the most appropriate profession, be it general practice, practice nurse or allied health professional.

As well, support should continue to be provided for practice infrastructure that enhances the capacity for continuous quality improvement of service.  This includes support for effective information management and patient monitoring systems, as well as practice accreditation and GP and practice staff professional development opportunities. 

These measures would directly improve access and affordability of health services to patients, within the framework of an economically sustainable system of primary health care.

This Division has surveyed GP members (103 GPs are members of this Division) on the impact of the proposed Medicare package. Results indicate an overwhelming objection to the complete package, with 93% of survey respondents against and only 7% in favour. 

We would therefore urge the Senate Select Committee to recommend that aspects of the package are modified, taking into account the points raised by this Division and also, no doubt, by many others. 

In summary, bulk-billing may result in increased, short-term affordability to patients, as there would be no direct cost to the patient. However, it will not result in a long-term improvement in access or quality of care, for the reasons already mentioned. In the long-term bulk billing will probably further reduce access and quality. 

On-line billing availability for patients is supported, as it will allow easier access for patients, especially the elderly and/or incapacitated and those from remote regions, at no extra cost, and cut current exorbitant bank fee costs to practices.  The method of processing payments however, i.e. bulk-billing, should not be confused with an assumption of positive health outcomes.

GPs want to retain discretionary power to offer subsidised care to patients as currently exists, based on their knowledge of the patient’s personal circumstances and health needs. 

Workforce shortages must be addressed through a genuine commitment to increasing overall GP and allied health numbers, and through incentive and support programs to attract and retain GPs and other health professionals to rural areas. 

Reallocation of private health insurance funding to pay for the points raised above would achieve genuine positive health outcomes and a health system and general practice profession that is both more effective and efficient, and also perhaps more importantly, much more viable and therefore sustainable, in the longer term.

We thank the committee for the opportunity to put forward Division member views on this subject, and look forward to the release of the findings of the committee.

Dr Emil Djakic   

Chairperson
Remaining Terms of Reference

(2) That the committee consist of 8 senators, 3 nominated by the Leader of the Government in the Senate, 3 nominated by the Leader of the Opposition in the Senate, 1 nominated by the Leader of the Australian Democrats, and 1 nominated by minority groups and independent senators.

(3) That the chair of the committee be elected by the committee from the members nominated by the Leader of the Opposition in the Senate.

(4) In the absence of agreement on the selection of a chair, duly notified to the President, the allocation of the chair be determined by the Senate.

(5) That the deputy chair of the committee be elected by and from the members of the committee immediately after the election of the chair.

(6) That the deputy chair act as chair when there is no chair or the chair is not present at a meeting.

(7) That the quorum of the committee be 3 members.

(8) Where the votes on any question before the committee are equally divided, the chairman, or the deputy chairman when acting as chairman, shall have a casting vote.

(9) That the committee and any subcommittee have power to send for and examine persons and documents, to move from place to place, to sit in public or in private, notwithstanding any prorogation of the Parliament or dissolution of the House of Representatives, and have leave to report from time to time its proceedings and the evidence taken and such interim recommendations as it may deem fit.

(10) That the committee have power to appoint subcommittees consisting of 3 or more of its members and to refer to any such subcommittee any of the matters which the committee is empowered to consider.

(11) That the quorum of a subcommittee be 2 members.

(12) That the committee be provided with all necessary staff, facilities and resources and be empowered to appoint persons with specialist knowledge for the purposes of the committee with the approval of the President.

(13) That the committee be empowered to print from day to day such documents and evidence as may be ordered by it, and a daily Hansard be published of such proceedings as take place in public.
PAGE  
4

