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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: 
Rates of bulk-billing are continuing to fall as General Practitioners say they cannot afford it. On 12. 2. 03 survey results from an A C Nielsen poll of 1924 doctors interviewed across 17 area health services in NSW were published: within 6 months, 22% doctors will be providing full bulk-billing services; 48% limited bulk-billing services; 12% no bulk-billing services; while 18% were unsure what services they will bulk-bill. The reason cited by 81% of these doctors was inadequate Medicare payments. The President of the AMA in NSW cited the shortfall in incomes as being the outcome of years of neglect of the system at the same time as the costs of running a practice have kept rising. Especially the cost of insurance, but also the ongoing costs of running an office, of employing staff, of keeping up with the technology required by virtually any professional these days – all have risen much higher than the level of the Medicare rebate. In August last year, State and Territory Health Ministers were seeking higher payments for GPs to ease the pressure on overcrowded public hospitals. 
The President of the Rural Doctors Association of Australia said the standard Medicare rebate did not cover the added complexities and costs of rural consultations. Medical students cite poor pay and inflexible hours as reasons to avoid general practice.
The low rebates have meant an increasing number of doctors has moved away from bulk-billing, either completely or keeping it only for those patients who they accept are unable to afford fees. The National Medicare Alliance claimed in March of this year that bulk-billing will be killed off within 14 years. Yet, when doctors move away from bulk-billing, fees rise quickly – for example, in South Western Sydney patient bills have risen 34.4% over the past two years and in NSW in general, GP fees have risen 19.9% in the same period. (Sydney Morning Herald 13. 02.03). In the twelve months to March 2003, patients’ out-of-pocket medical costs averaged $23.34. 
The inadequacy of their income levels is one of the reasons argued by doctors for refusing to practice in rural areas. The impact of the rebate level, then, is seen as a factor in the shortage of adequate health care in “hard-to-service” areas and in the consequent difficulties facing those communities in regards to their health care. In any medical practice where the General Practitioner no longer bulk-bills, there is a financial burden to be borne by those who do not have access to a health card, but who are nonetheless on a low net income. Where the cost of visiting a doctor is, for the individual, prohibitive, the results can be firstly, inadequate health care, delay in seeking relief, etc (and often later, a much greater health care cost for the family and society). It can also mean, in the long-term, further alienation from a society that does not appear to the affected family or individual to care for only those citizens who can afford to pay. Another huge impact is on the public hospital system, where people somehow feel treatment is free – and it is to them, but not to society. And that issue raises all over again the blame game between Federal and State Health Departments – with the patient paying in time, lack of service, etc.
(b) the impact of general practitioner shortages on patients’ ability to access appropriate care in a timely manner:
The shortage of doctors in rural and remote areas of Australia is an acknowledged concern of government at all levels as well as of the affected communities themselves. The shortage of general practitioners has to be seen though in the context of the shortfall in health services in general – in local hospitals being down graded, though many communities appear satisfied with the multi purpose centre that has replaced some of those hospitals; the shortage of nurses, of specialists, of therapists, pathology, adequate aged care, etc, etc. 
Hospitals in larger centres become the replacement treatment areas for those communities without a general practitioner and so there are resulting drains on their resources. It is not always possible for people in remote communities to access a hospital and so unless someone feels in need of emergency care, no health consultation takes place. There is not always adequate transport especially public transport available so again it is often seen as just too much trouble to access a health professional. We repeat, though, rural, regional and remote Australia suffers a lack not only of general practitioners but of health professionals in general. Many, many small communities do not have a local doctor, a local chemist, dentist, hospital – nor the regular community transport to access such.
In the Hunter region of New South Wales, as an example of the impact on hospitals, the percentage of doctors who bulk-bill has fallen to between 40 and 50 per cent from 66% in the past two years. Three quarters of those who attend the emergency department of the busiest hospital in the area, John Hunter, are treated on the spot and then go home. The added pressure on the region’s emergency hospital departments has led the local health service to decide to open four after-hours, bulk-billing GP clinics around Newcastle in July. It must be recognized that while the Federal Government meets the cost of bulk-billing, it is the States that have the responsibility for hospitals – an ongoing subject of disputation as to the adequate levels of funding by either government.
When we are dealing with major physical ailments or accidents, rural communities can access help generally through ambulance, flying doctor or a neighbour who will drive the patient to a hospital. But when we are dealing with ongoing and/or long term medical concerns, especially mental health problems, the need for a general practitioner as a first stopping place is often crucial and in too many communities, non existent.
There are attempts to overcome the doctor shortage in rural Australia – nurse practitioners, enticements, educational, social and financial, by communities to have a doctor set up practice in a town, the initiatives of both government and universities to place medical students in regional hospitals and/or to assist rural students to enter the profession through an easing of entry requirements for the course at some universities. The concerns of both students and established doctors though are difficult to overcome: heavy on-call responsibilities, isolation from hospitals, colleagues and mentors (only partially overcome with the great gains in this area of technology), the difficulty through time to undertake ongoing education and training – both for the doctor him/herself because of the daily load, but also the difficulty of finding adequate and willing locums – the lack of back up and support services, the need for an adequate position for the partner (usually a professional too), concerns about isolation, education and even health care for a family, lack of privacy, etc, etc. Country people usually feel every one of these concerns is the result of perception not reality, but even one of these factors becoming reality rules out a GP’s deciding to practise as a rural doctor. 
In larger communities where there are numbers of general practitioners, but still not enough for “easy” access by patients, we have learned that patients can wait for weeks for a consultation, that some GPs have “closed books” and a person has to wait until a patient of that practice dies or moves away or changes doctors. Again, it is the local hospital that then has to bear the brunt of such shortages or the patient simply decides the treatment is not worth the hassle, often with consequences for the community as well as the patient and his/her family.
When a consultation does take place in such busy practices, neither the doctor nor the patient is sometimes satisfied. The pressure of time, of the patient’s being unwilling to waste the doctor’s time, of the doctor’s having little enthusiasm for thoroughness, etc are all documented and anecdotal outcomes.
(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:
Likely outcomes include a two-tiered health care service from general practitioners. In reality this provision takes away the doctor’s option of whether he/she chooses to bulk-bill. A puzzling aspect of this provision is that the Prime Minister promised at least a month before these changes were outlined that “a means test is not on the table” yet this provision is surely the implementation of a de facto means test. Semantics?
Generally the proposals have met with opposition from many groups in the community. The health spokesman for the Australian Consumers Association said, “This is turning Medicare into a safety net rather than a core heath system. There are a lot more vulnerable people who do not qualify for health care cards”. He argues that the changes will turn Medicare into a three-tiered system, with the first class able to afford full medical costs, the second, pensioners who were likely to receive less doctor time, and the third those who will not be able to afford routine visits to their doctor. The Doctors Reform Society described them as being “about the destruction of Medicare”. ACOSS has expressed concern that patients are being increasingly treated according to their ability to pay rather than their need. Catholic Health Australia’s chief executive, Francis Sullivan, said working families on low incomes “are going to be much worse off than people on pensions and concessions”. The general opinion is that consultations for such patients will be much briefer than for fee-paying patients. This is not a criticism as such, but reality. The president of the Combined Pensioners and Superannuants Association of New South Wales said the changes would kill off Medicare. The Rural Doctors Association expected that only about 15% of country GPs would participate, at least initially. It was one of four large doctors’ groups that have rejected the revamp, all claiming the package will not solve the crisis in general practice. They claim the incentives for bulk-billing are insufficient to change current practices. 
Part of the government’s “solution” to the crisis is the proposal to put hundreds of doctors and nurses into those areas where medical services are strained. The major concern about this and indeed much of the package is the shortage of health personnel. What is the point of encouraging doctors to bulk-bill, provide incentives to do so, etc, when there just are not enough doctors willing to go to hard-to-staff areas? Bonding medical students has been ruled out by both students and the Australian Medical Association – though it was a system that worked to train teachers and staff schools not so long ago. Enticing doctors to the bush is difficult – and has already been touched on. Bringing doctors from overseas and sending them into a foreign culture, in the back of beyond often, with no real support, is hardly an option for the doctor or the community in which he/she finds him/herself. Announcing the provision of extra places for medical training without first consulting the universities seems a fairly daft way to go about implementing successful change. Furthermore, the plan is to recruit an extra 457 nurses. Considering there is a dearth of nurses currently, more than 1700 places, this does not bode well for the success of the plan in its current form.
Some doctors, even before the changes were announced, had started the practice of bulk-billing those patients prepared to wait for a consultation. If a patient wants to see the doctor roughly at the appointed time, an upfront fee has to be paid. The president of the Australian Association of Practice Managers, Gary Smith, explained in March that this system was to be introduced in his own 9-doctor practice in Penrith shortly. The Health Minister, Kay Patterson, has acknowledged this is a practice, but believes only “a handful” of practices has introduced it. No matter how many doctors have decided to follow the practice, it makes the two-tiered claim a reality. And those on health care cards are too often the very members of our society least able to defend their rights.
Every source we have consulted agrees that the incentive payment system for doctors to bulk-bill needs at best fine tuning, at worst to be scrapped and for the government to rethink the idea. There is not a lot of transparent logic in the choice of locales for the variedness of the levels of payment. Dr John Deeble argues cogently for a flat increase in the rebate at a level between that currently paid and the amount sought by the AMA; the result could be the saving of bulk-billing with little tweaking. He claims even a $5 increase would keep most general practitioners happy – and the total cost should be more than manageable, especially in light of what the government already pays as a not very successful inducement to boost private health insurance. 
(ii) a change to bulk-billing arrangements to allow patient co-payment at point of services co-incidental with direct rebate reimbursement:
Superficially, this proposition appears most appealing. The doctor sets a fee for service that helps subsidise the cost of treating concession card holders for whom there is only a limited rebate; the patient does not have to pay up front the full cost of a consultation (though as a taxpayer with the 1½% Medicare levy, he IS paying), has no paper work for a claim from Medicare; the pensioner is still covered for doctors’ visits without paying anything extra; the doctor has his money in hand – no long wait for rebates from government, though, on the other hand, there is still considerable book work for the GP in his dealings with Medicare. Instead of extra nurses helping out GPs, perhaps there should be accountants.
Closer examination of the proposal results in some less palatable outcomes. The Federal Minister for Health admits there is nothing to prevent doctors raising their fees – there is no legal limitation on the amount. The Government argues that “market forces” will dictate fees. They well may in highly populous parts of the country well served by GPs; they will have little impact in those areas where there is only the one doctor or even a few, working together, albeit socially, to ensure the payment level is maintained. The Australian Medical Association has been vocal in calling for its members to set a “proper “price on their services. Currently, without such an exhortation and before the official implementation of these changes we have seen price rises that have averaged 11% for a consultation over the past year. As that is the average amount, there have obviously been much steeper rises in some practices. Some rural GPs are currently charging between $43 and $54 a visit, with double that amount to pay if he is called out after hours. If the cash or a cheque is not available, the medical advice is to bring the patient into a hospital. There is little point in a Minister’s claiming that there will not necessarily be a rise in fees or that one is not called for, when the crisis in general practice that has prompted this overhaul is the outcome of doctors’ refusal to bulk-bill because they can no longer afford to.
Patients whose doctors refuse to sign on will still have to pay the upfront fees and still have to queue for their Medicare rebate or wait for reimbursement. Patients on lower incomes, but who are not eligible for concession cards, will still find it financially difficult to seek adequate health care for their families. Those on concession cards could well be sitting and waiting for their consultation until after the GP has treated all paying patients. Many GPs have expressed surprise that their opposition to bulk-billing is supposed to be overcome by what they see as an inadequate, even paltry, incentive in dollar terms. Public hospitals will still be clogged with patients who should be visiting their local GP. Many of these are people with chronic illnesses such as asthma or diabetes. In the emergency room of a hospital their treatment is still professional, but they need to be under the long term care of their doctor. While the sweetener of a safety net is proposed for out-of-pocket expenses over $1000, routine, regular visits to the family general practitioner will be out of the reach of many families who earn between $35 000 and $40 000 per annum. 
Another concern that has been expressed is that the practice of patient co-payment could be extended to other services such as pathology. 
(iii) a new safety net for concession cardholders only and its interaction with existing safety nets:
Our Committee wonders just how much of a drain this proposal is likely to be on government coffers. It reads well, but most concession card holders are covered for the bulk of their medical treatment and a surprising number of them have also opted for private health insurance. Has the government announced the estimated cost of this provision and its value proportionate to the amount of money allocated for the new Medicare package? As card holders, by definition, are among the least wealthy of a country’s citizens, having to pay out $500 upfront, before any eligibility for the 80% reimbursement over that amount is likely to prove unpalatable and in many cases impossible. The Senate is still conducting its enquiry into Poverty – the evidence presented in Submissions and in hearings before the Committee emphasizes over and over again that this supposedly wealthy country is also a most inequitable one in the sharing of its wealth and resources. Card holders and those whose income is not far above that tax threshold do not have access to ready cash to meet crisis situations, including unlooked for medical contingencies.
(iv) private health insurance for out-of-hospital out-of-pocket medical expenses:
What is the purpose of the Medicare levy, imposed on every taxpayer over a certain threshold, based at 1½% of our gross earnings? Is it not an INSURANCE premium to meet our health care costs? So, we now have a compulsory Medicare insurance levy, a strongly advised private health care insurance cover (pay up now or pay more later), which has increased its premiums regularly and at a higher rate than the CPI, we have a 30% rebate on that insurance to help the funds again to make money and now we are going to be encouraged to take out MORE health insurance to cover what is not covered by the levy and the private cover! For what? So that the funds can grow ever fatter while we taxpayers with our egocentric concerns on our health and well being think that no matter what happens, we will have virtually no out-of-pocket expenses?
The effect of this legislation will be to drive upward doctors’ fees, as they will be comfortable in the knowledge that after the first $1000 out-of-pocket expenses, we will not suffer! At the announcement of this part of the package (it was leaked in droplets for weeks before Budget night) the Prime Minister assured us that for the mere sum of $1 per week our medical woes were over, at least financially. Since then, of course, there has been an upward revision of the premium, but it is still being touted as a panacea for our possible health costs, seemingly ignoring the fact that those on low incomes especially will simply not be able to afford it. Look at the package from their viewpoint: real income $35 000; mortgage or rent; on that income, probably not a close-in urban dweller; car; children; education; insurance for home, contents, car, health; a multiplicity of day to day expenses. No concession card. With a family, visits to doctors are routine – accidents, illnesses, sometimes chronic; having babies, etc. Not only is such a family now faced with the prospect of a doctor who will undoubtedly be increasing the costs of seeing patients, but is also being urged to pay EXTRA health insurance (on top of the 1½% levy already deducted from his/her salary AND the private health cover prudence and this government have deemed should be taken out) from which there will be NO benefit unless the threshold of out-of-pocket expenses over $1000 is reached. This truly seems another windfall for the Health Funds. It was heartening to read that the Senate is considering an enquiry into the ownership and management of these funds – it is long overdue.
One question that came out of discussion on this facet of the “reform” package was that of taking out this additional insurance – will it be a separate cover from that which policy holders now have or will it be incorporated with the current policy?
(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:
Every time we are asked to submit a response to an enquiry into some aspect of health care in Australia, the Federal-State relationship obtrudes. While this Medicare package purports to be a Federal initiative and discrete to that government level, it is not. The bulk-billing crisis has been a recognized factor in the clogging up of public hospitals; not only do people use Accident and Emergency when they should be visiting their GP, for treatment for a cold, for example, or because they need a repeat prescription, many are admitted to hospital where they can receive free and adequate health care. The States are responsible for their hospital budgets and it is doubtful if there is anyone in Australia who will not agree that our public hospitals are continuously reeling from one crisis to another. The Australian Health Reform Alliance described last week the country’s public hospitals as struggling in a Spartan environment. Though the Alliance includes the Doctors Reform Society, the Australian Consumers Association, the Australian Council of Social Service, the NSW Nurses Federation, Catholic Health Australia, the Australian Salaried Medical Officers Federation and the Royal Australasian College of Physicians. Senator Patterson has rejected the Alliance’s proposal for a health commission to oversee changes to the health system.
Hospitals are increasingly expected to be the community health centres of their areas – providing pathology, a range of therapy services, education in healthy lifestyles and preventative medicine, as well as their acute care function. In many areas they also provide nursing home care, for long- term patients waiting for a placement; respite; and mental health care. As their roles expand and as the cost of general health ever escalates, there has to be real co-operation between both levels of government on health. After all, it is the TAXPAYER who funds both levels, not the Federal or the relevant State Minister – nor the Treasurer of either.
Our Committee and those whom we consulted were unanimous in calling for a holistic approach to health care. Too often, the concentration is on the immediacy of the problem confronting the doctor or health care worker, costs, both financial and in terms of time play too large a role. Mental health in particular has been a neglected part of the system. Budgets are regularly gutted for some other part of the system and the sufferer, who is usually powerless, his/her family and society in general all have to cope, with inadequate care, concern and treatment. As our population becomes older, those over 60 have a huge chance of contracting some form of dementia. Currently, many of these patients are placed in nursing homes or left with families. The resources of the system are not directed to them at a adequately; it is a problem that health professional tell us is becoming worse; yet little is actually being directed at its impact on families and communities, let alone the carers in nursing homes or in hospitals, where such patients are often placed as long-term patients.
Depression plays a major role in the lives of so many Australians, either as sufferers or carers of depressed people, as employers, friends, family, communities. In recent years we have seen a number of programs to heighten awareness of this scourge come and go; yet experts in the field tell us that too often even GPs miss the signs. If GPs feel added pressure to meet costs through shorter consultation times (as has been suggested will be a result of the current proposals), then mental health sufferers are going to be the big losers.
The Federal Minister has said that her portfolio is directed at prevention of ill health as well as the adequate treatment of patients. While much of the $68.6m allocated to this aspect of her portfolio has been budgeted for in previous years, it is an aspect that could be better known.
Federal funding should be directed to allied and dental health services. Furthermore, as part of the Minister’s prevention strategies, there should be the reintroduction of visual and hearing tests for all school children at least in their first year of school (a check by a physiotherapist of each child would also be valuable at that time, to teat balance and co-ordination) and then during their primary years. The dental vans should be available to visit all schools on a regular basis. Those who are fluoride believers blame the drinking of bottled water as much as of the so-called sports drinks for recent increases in tooth decay in children. So many older people fail to visit a dentist on account of high costs – with good reason. The cost of crowning a tooth at the local dentists was $370 last week, a lot of money. 
As people are growing older, they are faced with impairment to hearing, vision and, increasingly, their mental faculties and acuity. One of the aspects of the Federal Government’s prevention package is that to help the elderly avoid falls – and while that is good, again it is the immediate, the “something I can be seen to be doing something about” type of health care. Dealing with isolation, loneliness, depression, feeling inadequate, etc is more difficult, more ongoing, with results not immediately apparent, if at all visible.
Preventative and holistic approaches to the country’s health are going to carry high initial costs, but when the health budget and its growth through the past 20 years are considered, they should not only be palatable to the taxpayer but attractive to the economic rationalists.
(ii) the implications of reallocating expenditure from changes to the private health insurance rebate:
In February of this year, the Deeble Report into the private health insurance rebate was published. Though the Federal Minister for Health dismissed it as a stunt (because it was commissioned by state and territory ministers?), its findings are pertinent. Its most critical finding was that the $2.3 billion cost of the rebate is “wasteful, inefficient and inequitable”. (SMH 6. 2.03) Other critics of the rebate have been very loud in their opposition to it. The aim was to boost the numbers of people in private health funds. It has failed to do that. Most of the rebate has gone on ancillary benefits (like gym shoes), some of which are no longer eligible thanks to the PUBLIC’S outrage, upgraded cover and reduced gaps between costs and benefits; but only 35% of it goes to hospitals and medical services. And even that amount is offset by a commensurate fall in money from the private sector. The result is “almost no net gain to the health care system”. It has not produced a fall in waiting times for public hospitals nor a huge shift to private status – about 7.7%, perhaps. It has singularly failed to prevent those same funds from increasing their premiums and from eliminating or limiting their rebates on health services. The Federal Government and the Health Funds seem to be the only public defenders of the scheme. The consensus appears to be that the money, or a large part of it, would be much more effectual if paid directly into the public hospital sector – but then, there would have to be an agreement between the Federal and State levels of government to do that; and the Federal Government would have to be bound not to deduct that money from the annual health agreement with the states and the states would have to be truly accountable for that money in the public hospital system. It all seems unlikely.
(iii) alternative remuneration models that would satisfy medical practitioners, but would not compromise the principle of universality which underlies Medicare:
“Universality” is a concept that has created a variety of interpretations. For Mr Howard and his Health Minister, it is not “some kind of universal guarantee in relation to bulk-billing”, but “the entitlement of every Australian irrespective of means to the Medicare rebate for a GP consultation”. The Opposition claims, that in light of the 1½% Medicare levy, all Australians are entitled to access to bulk-billing. They may wish to pay for a doctor of their choice, but they should be able to attend a doctor who bulk-bills. As John Deeble points out, “Medicare is not a discretionary government handout. Nor is it a welfare scheme. It is an insurance system to which everyone contributes according to their income. They then have a universal right to coverage.”
Whichever definition is accepted, Medicare as a system will not survive unless general practitioners accept it and they will do so only if their practice is financially viable by doing so. 
There is concern under the current proposals that doctors will increase fees without hindrance, under the co-payment system and that government may have (later) to cap fees. The AMA for one will not agree to the capping of doctors’ fees. Incomes for GPs have declined in comparison with those of specialists and many claim their practices are unviable. While financial remuneration is only one aspect of doctors’ reluctance to move to outer suburbs or to rural area, it is nonetheless an important consideration. If we are going to attract and/or keep doctors in general practice, they must feel adequately salaried.
A rise in the Medicare rebate across the board has been ruled out by government as prohibitively expensive; but this same government is prepared to continue spending $2.3 billion in subsidizing private insurance, even when the sweetener has demonstrably failed. For nearly two decades, John Howard has expressed opposition to Medicare. Though he is now paying lip service to its importance, he must be encouraged to go further and guarantee its continuation. This can only be done if the principles of universality and affordability are adhered to.
ADDENDUM

One of the provisions of this Medicare package is the allocation of 234 publicly funded medical school places from 2004. The students will be bonded for a minimum of 6 years to hard -to-service areas. GPs’ practices where the doctors bulk-bill and are under strain will be eligible for financial assistance to employ nurses to ease the pressure. 800 of such placements are envisaged. Problems: The AMA has already expressed opposition to the idea of bonding students, as have the medical students themselves. Australia’s 12 medical schools were not consulted about the extra places, 234 each year. Each spokesperson for the universities spoke favourably about the idea, but, as one said, “The devil is in the detail”. Details of how places were to be allocated, if the places were fully funded, were not known at the time of the package’s announcement, though a tiny paragraph in the SMH of 7th inst. indicated two new medical schools had been approved. They are not scheduled to open, however, before 2005. The other problem has been mentioned in the body of the submission – the need to train or attract back to their profession, 800 nurses. No details have been released thus far, to our knowledge.
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