Senate Inquiry into Medicare

Whilst not strictly adhering to the Senate Select Committee’s Terms of Reference we would like to forward a proposal for consideration.

The access to and affordability of general practice under Medicare is unmistakably in crisis.  Therefore, this is a prime time to carefully plan how to manage the primary health care needs of all Australians both in the short and long terms. 

General practice in Australia needs to clearly develop a vision for what our health system will look like in the next decades, a system that provides optimal services, is culturally relevant, sustainable, flexible and responsive to the needs of consumers, providers and Governments. 

Given extent to which general practitioners (GPs) have serious reservations regarding the proposed ‘Fairer Medicare’, together with the level of debate regarding the best system for Australian primary health care arrangements and the short time frame given to submit solutions, a logical way forward would be to trial a range of options.

Issues to consider:

· GPs play a major role in the delivery of health care in Australia. About 85% of the population visits a GP for a consultation at least once a year. (Productivity Commission, 2003) 
· In 1999/2000, Australian taxpayers spent $9,637 million dollars on medical services.(Australian Institute of Health & Welfare, 2002). Policy decisions regarding changes to funding of this vital health care sector need to be based on the equivalent level of evidence and information as a policy resolution would occur with, for example, the introduction of a new drug or technological innovation.

· In 1998, the General Practice Strategy Review (GPSR) report stated:

‘Primary care is the level of the health care system that offers the means of achieving optimal equity, effectiveness and efficiency of health services. It is …at the heart of a rational and effective health care system: a strong primary care sector has been demonstrated to achieve better health outcomes (whether measured in terms of available health indicators, total health care expenditure, medication use per capita, or the population’s satisfaction with its health system) than a system that has a strong specialty orientation.’ (Commonwealth Department of Health and Aged Care, 1998)
· The role of GPs in Australia, as internationally, has changed over time. GPs have had to adapt to changes in community expectations and the environment in which they operate. Government policies have played an important role in driving these changes. (Productivity Commission, 2003)
· The Commonwealth has introduced a range of programs over the past decade in particular, to influence the quality and availability of GP services in this country. The purpose of some of these programs is to improve the quality of GP services by influencing the way that general practices are operated, others to influence the services of individual GPs, and others to address the shortage of GPs primarily in rural and remote areas. (Productivity Commission, 2003)
· Australian general practice is expected to be involved in:

· Ensuring access and continuity of care

· Improving cost – efficiencies 

· Providing and measuring increased quality of care 

· Measuring improved health outcomes

· Co-coordinating care; and

· The collection and utilization of patient data for health planning of the practice and targeted populations within the practice.

Problems with the current system:

The current system in which general practice operates is funded by a complex set of arrangements. The core, Medicare, it is argued by many, is under-funded to meet the needs of GPs to run quality businesses. This is supplemented by numerous Practice and Service Incentive Payments, subsidies to ‘areas of need’ for allied health, practice nurses and other arrangements depending on various characteristics of the practice.

It cannot be denied that ‘the open-ended reimbursement of FFS benefits has contributed to above average rates of expenditure growth in Medicare and the PBS…as well as to inefficiencies and inequities resulting from geographic maldistribution.’ (Mooney & Scotton, 1999)
The range of arguments for and against the current system is well known.  As the GPSR states: 

‘As with any payment system, fee-for-service must be carefully designed to reduce the scope for perverse incentives and to provide incentives for high-quality care.’ (Commonwealth Department of Health and Aged Care, 1998)
Other problems with the current arrangements have been identified:

· Inefficiencies caused by the complex set funding and delivery arrangements at the State and Federal levels of government (Peacock & Segal, 2000). 

· The lack of linkages of consumers to a practice is a serious barrier to making payments for coordinating care.

· Extension of the MBS to delegated items in the absence of any practical way to cap items could lead to a large uncontrolled increase in costs and added pressure for the Schedule to be extended to non-medical providers in private practice.

· There are accountability concerns associated with paying for services provided when patient might not be present. (Commonwealth Department of Health and Aged Care, 1998)
Proposed Trial:

The authors propose a national trial to determine the most effective, efficient and equitable system for provision of general practice services in Australia.

We suggest that the current system is compared with alternative methods of financing including:

1. The “Fairer Medicare” package components

2. Capitation funding

3. 100% Direct-billing with increased rebates.

A further variable that could be tested would include more formal patient registration, or linkages, with a practice.

The trial would be designed and managed by a national Collaboration of suitably qualified researchers, including General Practitioners, epidemiologists, health economists and public health researchers. Appropriate contribution would be sought from policy-makers, health managers, academic departments and community representatives.  

The trial would be of factorial design:

Method of funding/GP remuneration

	
	Proposed 

‘Fairer Medicare’
	Current processes
	Capitation
	Bulk billing (with increased rebates) 

	Patient linkages
	1
	2
	3
	4

	No patient linkage
	5^
	6#
	*
	7




^ = proposed system


# = current system



* = unable to trial (cannot have capitation without patient registration)

Each of the above 7 interventions could be tested in a sample different towns/cities or perhaps Divisions of General Practice in Australia.  

Outcomes to be evaluated could include:

· A full economic analysis

· Consumer satisfaction, including access

· GP satisfaction

· Government satisfaction (Commonwealth, State and Territory)

· Changes in health outcomes

· Changes in practice profiles and

· Changes in hospital utilization.

Precedents for such trials can be found in the USA - the Rand Health Insurance Experiment (Newhouse, 1986) and the Scandinavian countries of Norway and Finland (Vohlonen, 1989). In Norway for example, patient registration was introduced in 2001 after a three year trial of patient listing with a blend of funding including fee-for-service, user pays and capitation. (Ostbye, 1997) 

There is also a wealth of information and experience that can be gleaned from countries such as the United Kingdom, Ireland, New Zealand, United States of America, Denmark, Cuba, Slovenia and The Netherlands.

We believe that an Australian-based trial be implemented in order to gather evidence to assess the benefits or otherwise of potential methods of financing and structuring primary care and General Practice in the Australian cultural context. 

Thank you for considering our proposition. We would be pleased to discuss it further with the Committee, or develop a more extensive, budgeted submission for your deliberation.

Contacts:

Dr. Marli Watt 

Prof. Christopher del Mar 

Prof. Andrew Wilson 

Address:
Centre for General Practice

School of Population Health

University of Queensland

Herston Q 4006
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