Submission to the Senate Select Committee on Medicare

South Kingsville Health Services

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;

SKHS provides bulk-billed GP services to all patients for two reasons:

· On the basis of providing equal and equitable access for everyone, regardless of their socio-economic status;

· On the basis of the superior quality of care that we believe is inherent in a bulk-billed service. Bulk-billing all patients allows the doctor to focus on the health needs of the patient, without the requirement for any other consideration as to their economic or other circumstances. Similarly, on an organisational basis, bulk-billing all patients allows the practice to focus its resources on providing better quality health care, again without the need to consider other non-medical issues associated with the patient. Bulk-billing results in better health systems for all patients.

However, SKHS notes that our viability as an organisation is now under threat, in a manner that is unprecedented in our twenty-three year history. In the early to mid ‘90s, the Medicare rebate could comfortably support a certain level of operational support within the organisation, in essence those administrative systems normally associated with a General Practice. However, since that time we have seen an effective reduction (in real terms) in Medicare rebates, on-going increases in operational and administration costs, and increased costs associated with recruiting and keeping GPs. All of these factors have had a significant impact on the viability of our organisation. As a consequence, we have had to introduce a number of stringent, cost cutting measures in order to remain financially viable. We have also been forced to develop fund-raising programs to supplement the ever diminishing Medicare rebates. To our way of thinking, this is a ludicrous situation. Our cost structures have never been exorbitant, and yet even an organisation like ours is seemingly unable to survive on Medicare rebates, but has to turn to corporate, philanthropic and community sponsors in order to survive.

We are pleased to note that, regardless of this significant threat, the quality of health care provided by our organisation is being maintained, through the sustained commitment of all staff, but it remains under threat. 

Our organisation is in the process of seeking to maximise income from Practice Incentive Payments (PIP), as well as Enhanced Primary Care (EPC) schedule items. We note the logic of these schemes, and agree, that in general, they represent good health care practices. However, we note the difficulty we, and other practices, have experienced in seeking to develop these areas, while still trying to deal with the priorities of a constant stream of patients seeking immediate assistance. In the words of one of our GPs, “How can I spend one hour doing one Health Assessment, for someone who may not need it, when there are four sick people who will not be seen in this time?” For an under-funded, over-worked practice, the notion of moving towards new types of payments seems an uncertain and difficult luxury, and does not seem appropriate in the light of the immediate medical needs that will not be met as a result of this type of organisational behaviour change. We believe that if the Department of Health and Ageing wishes GPs to make better use of these initiatives, there must be significantly increased levels of support and incentives to assist in the transition and development of these areas.

Apart from the general inadequacy of Medicare rebates, we also note the even greater inadequacy of two specific areas within MBS: 

· Home visits. The grossly under-compensated items associated with home visits (and visits to nursing homes), particularly disadvantage older patients (of whom we have a significant number). Quality of care for these target populations is greatly under threat as a result.

· After Hours Consultations: There is no doubt that our practice and most GPs are extremely well placed to provide After Hours Primary Medical Care to our constituency, and that this could be a far more logical and cost effective after-hours option than Medical Deputising Services, or Emergency Departments of Hospitals (noting that approximately 30% of all ED presentations do not require ED services). However, the MBS items associated with after-hours care are contradictory, bureaucratic (e.g. an increased fee is only payable if the doctor specially returns and opens the clinic to treat a patient) and mitigate against GPs offering a comprehensive health service to the local community. We believe that there the regulations around After Hours Care items should be simplified and relaxed and the remuneration models increased as an incentive for GPs to provide these types of services to their constituencies.

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

SKHS has been seeking to recruit a new GP to our practice for over two years, without any success to date, despite a plethora of strategies and at considerable expense to our organisation. The impact of the GP shortages on our practice has been profound, as illustrated by the following:

· There have been sharply increased workloads for existing GPs, which in turn has affected their ability to take on PIP, EPC and other initiatives. This in turn means that there is increasing pressure to work longer hours, fit more patients in within a session, and in some cases has led to considerable waiting times for patients. 

· Over the last few years, we have seen most other practices in our local area stop bulk-billing, with the result that more and more patients seek to come to our practice. However, we are not able to meet the current demand, with our two clinics having to turn away approximately 30 patients per day. The Board of Directors recognise that we may soon be forced to close our books to new patients, because of this situation. This is extremely regrettable, and goes again the whole ethos of the organisation, however, we are not prepared to have our GPs exposed to this level of pressure, 

· We note that it is often support staff who are negatively affected by this situation too, since they are the ones who have to deal with sometimes extremely irate consumers who are not able to get an appointment and who have often already rung three or four practices prior to contacting SKHS. 

· We note the case of one practice in the local area that closed altogether, because the retiring GP was not able to find anyone prepared to take over the practice. Apparently, a number of patients from this clinic have not been able to find another GP in the local area.

· The organisation has had to ensure that its remuneration for doctors matches or exceeds industry standards. This has resulted in significantly increased salaries over the last few years and in turn has left less funds for administration costs, compounding the issues of viability raised in the previous section.

· Conversely, we recognise that if we were able to recruit more doctors, we would have a much better income base from which to support our administrative costs. There are economies of scale available which are not accessible to us because of the GP shortage.

We also note that access to GP services is disproportionately limited in areas such as the Western suburbs of Melbourne, where there are higher levels of socio-economic disadvantage and higher levels of people from culturally and linguistically diverse backgrounds. Practices from these areas are effectively competing against well equipped and resourced practices in more established suburbs in Eastern suburbs of Melbourne. 

Although we have avoided this risk so far, we would also note that the GP shortage has the potential to introduce a climate of complacency for GPs, since they have the knowledge that their skills are in such high demand across the nation. Likewise, it could lead to a state of industrial blackmail, since GPs know that they are able to demand every increasing levels of remuneration for their services.

We note our organisation’s particular experience in attempting to recruit GPs able to speak the languages present in the local community. We work in an area where there are very high levels of non-English speaking people, particularly Arabic speakers. Arabic speaking women are especially keen to access women GPs. We had two Overseas Trained Doctors, from the Middle East, who were very keen to work in our practice, and to live in this local area. However, because their medical registration was temporary and conditional on working in a rural area, and because our part of the Western suburbs of Melbourne is not classified as a District of Workforce Shortage, they were not able to transfer to our area, or our practice. This experience suggests that the current situation needs immediate attention. It is clear to us that there needs to be greater flexibility to attract Overseas Trained Doctors to a practice such as ours, recognising the positive impact which would be possible if we were able to provide local people with the opportunity to consult with a doctor who speaks their language, and noting the high value there would be in having an Arabic speaking, woman GP in a practice, and in an area such as ours. In nominating areas of shortage, the designation process needs to be able to take account of micro locations, as well as the cultural and socio-economic conditions of specific areas, and in some cases, specific practices.

(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,

SKHS believes that GP services should be viewed as “essential services”, on a par with services provided by the police, fire brigade and defence forces. In these cases, services are provided on the basis of need, and without any consideration as to whether the person receiving the service (eg a victim of crime) has the financial capacity to “purchase” the service from the Police Department or Defence Department. The wider community would not countenance the idea of a direct beneficiary of these essential services, such as a victim of crime, having to pay directly for these services. It is widely understood, and accepted, that the whole community provides for the costs of these services through taxation systems. We believe that the same principle should underpin the provision of GP services in the community. Unfortunately, however, there is a growing and contrasting trend that compares GP services with a range of other, “user-pays” professional, or even trade services (eg lawyers or plumbers), with the accompanying logic that if people pay for a plumber, they should also pay for their GP. We believe that this approach is not helpful and cheapens the work undertaken by GPs. If GP services were accepted as an essential service in the community, there would be a greater willingness by the whole community, and all political parties, to see GP services properly funded from the Medicare levy.

The proposal to provide incentives for free care for health care card holders cuts against this philosophy, since it argues that those anyone over a certain threshold should be required to make a financial contribution when they see their GP. To our way of thinking this approach commodifies and commercialises what should be an essential, and free, service.

There is also a very real danger that this approach will lead, in the long-term, to an even greater diminishing of the Medicare rebate, and a corresponding requirement for larger co-payments by non health-care card holders. Furthermore, it is easy to see how this system will lead to a polarisation of health services. Areas of socio-economic disadvantage (where there are higher proportions of health care and low income families) will find even great difficulty in competing with well established areas, and high income families, for the same health services. Given the links between social status and health, we can see a situation where the bulk of GP services will be further concentrated in the better-off and healthier suburbs, whilst disadvantaged suburbs fight for an even smaller share of health resources.

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

SKHS believes that this arrangement is at odds with the philosophy of universality that originally underpinned Medicare. It is also at odds with our belief that GP services should be viewed as essential services, without any necessity for user-based payment, beyond that in the Medicare levy.

We also believe that this arrangement disguises the continuing movement towards a user-pays system, since it tends to mask, to the consumer, the true cost of the service. We believe that if the government wishes to introduce a user-pays system, transparency requires that the real “cost”, and the inherent inefficiency, of this service be apparent to all.

In contrast, as argued earlier, we believe that a universal system is intrinsically more cost-efficient (on a national level), a fact borne out by comparisons of health spending as a proportion of GDP for countries with national health schemes as compared to those with a high level of privatisation.

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

No comment.

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

SKHS holds that this proposal is less desirable, and will most likely be far more expensive and inefficient, than the simple proposal to increase the Medicare levy. Again, this approach is not in line with our fundamental view that GP services should be seen as essential services.

Given the nature of insurance schemes, this proposal is not pre-emptive, or preventative, since it will concentrate medical resources on providing interventions to “those sick people who are insured” rather than seeking to keep the whole community healthy. We believe that it would be far more beneficial to develop programs that ensure the quality of life and health for the whole community, thus minimising the need for more costly interventions, noting that preventative health messages can be delivered very cost effectively, in contrast to the huge costs associated with specialists and expensive diagnostic equipment.

(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,

SKHS supports the principle of developing these alternatives. We note that there are many procedures currently undertaken by GPs that could potentially be undertaken by other health professionals. We also note that there are a number of models of health delivery systems from overseas, including the United Kingdom, which could provide a basis for adaptation and change. The starting point for this should be a comprehensive study of those protocols and procedures that could be undertaken by allied health staff, without any diminution of the quality of health care for consumers.

In connection with this proposal, we note our belief that the impact of health care systems is optimised if there is a genuine partnership between GPs and Allied Health professionals, noting that the net result of this approach is a system that is less GP-centric and more focused on the overall health needs of the consumer.

We note that experience of the Netherlands which has an average GP to population ratio of 1:2,000, well above Australia’s. Community health needs there are adequately catered for because GP services are augmented by, and integrated into, other health services.

We note that this approach has a basic economic appeal, since the costs of allied health personnel are significantly less than GPs. In this regard, we note that private health insurance companies have already acknowledged the value of these allied health services, and cover many of these services, yet the HIC has lagged well behind.

We also note the link between this proposal and our earlier comments on GP shortages. It should be possible to alleviate some of the impacts of the GP shortages by innovative approaches using Allied Health professionals. 

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

SKHS does not have the expertise to comment on this area, however, we do note that the notion of private health insurance rebates are not in keeping with our core view that GP services are essential services and should be sustainably funded from the Medicare levy.

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

SKHS believes that the model of community based and community owned health services which we have developed over the last two decades is something that could be emulated or replicated in many other communities, and that this model has great relevance for this issue. We believe that community based health care provides a “third way” approach that avoids the high overheads and traditional inflexibility of public system approaches, while ensuring that all the resources of the organisation are put towards meeting community needs, that is without profit taking by commercial operators. In essence, it is a highly efficient, community focused and health focused approach. Just as the Community Bank model has given many communities better access to local banking services, and increased local financial control, a community health co-operative allows the same principles to be applied to local health needs. We believe that the government has a responsibility to examine the community health cooperative model, as well as other models, and seek to support the development and implementation of these models in a range of contexts.

We believe that there is a great need to ensure that all GP services are more integrated into their local communities. We draw the comparison between the involvement of local residents in such community facilities as schools and community centres, and contrast this with the minimal involvement local residents have with their local GP health services. The latter seems commercialised in a way that contrasts with other community services, and does not necessarily lead to the best health outcomes for the whole community. The integration of local health services into a community could be achieved through greater policy and programmatic support for community-based health services, noting that this approach would also have a significant impact on community capacity building at a local level.

We note that there are a range of strategies that could be developed in order to provide better equity and access in GP services including:

· Greater Fringe Benefit Taxation allowances for GPs working in the community health sector. The current regime favours those GPs who choose to work only a small number of sessions. Were there greater incentives for full-time GPs, this would improve the attractiveness of these types of practices to GPs.

· A more comprehensive approach to incentives to work in areas of lower health status, greater need, and socio-economic disadvantage. We note that the current analysis of Areas of Workforce Shortages is targeted more to regional and outer-urban areas, and does not adequately cater for inner urban pockets or smaller areas with low SEIFA indexes. Current policies do not recognise the urgent needs of quite specific localities. Incentives should go beyond the increased Medicare payments of the proposed changes, but allow for a more integrated, “whole-of-practice” health care system.

· We believe that serious consideration should be given to ensuring that any Medicare underspend is committed to areas of GP shortage, particularly the possibility of using these funds to attract Nurse Practitioners or other Allied Health professionals, noting the legislative and other changes that would be required with this change.

Finally, we believe that there should be an examination of the capitation model, as operating in the United Kingdom, with a view to a consideration of its applicability for Australia.

Addendum – South Kingsville Health Services Co-op Ltd

South Kingsville Health Services was established in 1980 by committed residents in the South Kingsville/Spotswood area, in Melbourne’s West. Concerned at the lack of bulk-billing medical services in a traditionally disadvantaged neighbourhood, the residents decided to develop their own health service, and were able to attract a General Practitioner to come and start a medical practice. 

Originally auspiced by the Social Services Department of the Baptist Union of Victoria, in 1986, the service was “handed” over to the local community, and became a registered, community advancement co-operative. It has maintained this structure for the last 17 years. 

Since its inception in the 1980s, the organisation has grown substantially. There are now over 4,000 members, and the co-op operates two centres, South Kingsville and Newport. The organisation provides a wide range of health services, including GP medical services, dentistry, physiotherapy, physical therapy, acupuncture, naturopathy and speech therapy.

Importantly, in its history the organisation has also provided a range of other, non-traditional services, more usually associated with community development, but which have nevertheless also contributed to the quality of health care and health promotion in the local area. These include: voluntary transport, free counselling and a “casserole bank” (frozen food provided to sick patients, particularly mothers). In summary, SKHS is a comprehensive, and integrated, community health organisation.

As a non-profit organisation, any surplus from the operation of the organisation remains in the organisation, and is used to develop the mission and services of the co-operative. The organisation currently receives no government funding, but relies on membership fees, bulk-billing rebates and fee-for-service activities (eg dentistry). Membership fees are structured to optimise the access to health services for low income users.

As a consequence of its history, the organisation has a unique place in the local community. It is a central hub of the local area, and is an institution that is much loved and respected. The organisation has contributed greatly to social capital and had a significant impact on how local residents see their community and their own capacity to bring change in the local area.

The philosophy of the practice is based on the principles of co-operation: co-operation with the patient and other health professionals in caring for the medical and health needs of the community; and co-operation with other staff, management and co-op members in the running of the organisation. Teamwork, synergy, communication and integration are the key elements of how the organisation operates. We believe that this contributes greatly to the impact we have on health care, and it also contributes to our own learning and everyone’s sense of well-being.
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