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The AMA’s concerns about the Fairer Medicare Package, and the reasons why, in most respects, it will not improve patient GP access and affordability were set out in the AMA’s initial submission.  This supplementary submission looks at the way ahead and highlights a new suite of GP policies to enhance access and move away from the service restricting policies of the 1990s.

The Crisis:  Time for a Major Change in Australia’s GP Policies

General Practice is the frontline of the Australian health system but in most regions of Australia patients have difficulty in obtaining timely and affordable access to a GP.

The number of GPs has not been keeping pace with the wants and needs of a growing and ageing population.  The restriction in GP supply, rather than the price barriers, is the major contributor to the falling number of GP attendances per head of population.
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Australia faces a shortage of 2,000 to 3,000 full-time GPs (about 10-15% of the GP workforce), a severe maldistribution of GPs, an increasingly disaffected and disillusioned group of doctors, difficulty in recruiting GP trainees and a trend to part-time practice with a falling participation rate
.

GP Rationing by Governments

In order to develop solutions to the current GP access crisis, it is important to recognise the key factors that have led to the current situation.

In its submission to this Committee, the Department of Health and Ageing (DoHA) acknowledges (DoHA page 10) that “the overall medical workforce supply situation has now moved into shortage”.  The submission also details the steps governments took to restrict and ration GP numbers, in order to try to contain the health budget, when it was considered that medical workforce appeared to be in oversupply.  A certain Commonwealth Health Minister frequently expressed concern that each new GP added $160,000 to the Medicare budget.  However, the Department’s submission fails to make the obvious causal link between the policies of the 1990’s and the current problems facing patients and GPs.

The policies of the 1990’s have changed the gender mix and career priorities of the next generation of GPs and led to a significant decline in the GP participation rate.  For example, while there are about 24,000 GPs practicing in Australia, this has fallen to 16,700 in full time equivalent terms (DoHA page 16).  Between 1995 and 1999 the number of full time equivalent doctors per 100,000 population fell from 358 to 344 (AIHW page 28), and average GP working hours fell by nearly 7% to 42.4 (AIHW page 15).  The policies of the 1990’s have been successful in achieving their initial aims of restricting services but they will result in a doctor drought for at least a decade.

The main “GP rationing” policies were:

1. After promising not to restrict the number of training places, the Labor Government reduced the number of trainees from around 800 to 400 in 1995.  This was subsequently increased to 450 in 2000.  The Government’s Fairer Medicare Package seeks to further increase the numbers to 600 p.a., still well below the levels of the early 1990’s.  However, it will be a struggle to get the extra 150 until the output of graduates increases.

2. The Federal Government has always kept a tight rein on the number of funded medical school undergraduate places and these places have not kept pace with demand.  For example, in 1985, there were 1,356 medical course graduates while in 1999, 2000 and 2001 respectively there were 1,256, 1,195 and 1,203.

3. In 1996 the Coalition Government introduced provider number legislation preventing newly qualified doctors accessing Medicare until they have completed their vocational registration training.

4. Between 1991 and 1998 the Medical Benefits Schedule rebate for a Level B consultation, the most used GP service, increased from $20.00 to $21.30, a $1.30 increase for almost the whole decade.  While it has been increased by more rapidly from 1998 to 2003, it is still well below costs and the underfunding of the 1990’s has had a strong, lagged effect on the viability of General Practice.

5. At various times in the 1990s, the Government moved to tightly restrict entry of overseas trained doctors (OTDs), while positions for temporary resident doctors (TRDs) are restricted by area of need rules.  Under the General Skilled Migration Program, medical practitioners at one stage scored minus 25 points, and currently score no points.  The only relevant occupations in the skilled occupations list (SOL) are medical scientist (60 points) and medical administrator (50 points).  DIMA documents still send out a very strong message that Australia does not want doctor immigrants.

6. Patient rebates, at 85% of the MBS, do not come close to the cost of providing the service.

7. In 1999, the Coalition Government sought to cap GP funding through the GP MoU.  This sent a strong message to GPs that the Government was not going to address their concerns.

8. During 2001, the Government dismissed its own Relative Value Study which had, over a six year period, developed strong and clear economic and commercial arguments for a major increase in the Medical Benefits Schedule for GP consultations, indeed most MBS fees.

9. In 1994, the Government embarked on a series of targeted incentive schemes for GPs rather than increase rebates.  As the Productivity Commission has shown these resulted in a major increase in red tape particularly in recent years (now taking about 8 hours per week for most GPs).  These schemes are resented by many doctors as being overly intrusive by Government and failing to provide substantive incentive for patient services.  

10. The current Government proposal to require 234 prospective medical students to sign a bond to work in areas of need for 6 years after completing all undergraduate and graduate training (about 10 years) before even commencing their studies is further reinforcing the pattern of Government control which is demoralising GPs.

11. Coalition and ALP proposals to try to use financial pressure to force GPs to bulk bill are doing further damage to GP morale and reducing the incentive for medical graduates to take up medical practice.

Falling participation

The result of over a decade of new policies designed to ration, restrict and control GPs has been a disillusioned and disaffected workforce as shown by comprehensive surveys by the AMA, AMWAC and others.  Workforce participation is down to about 64% and will fall further with increasing feminisation.  GP training places outside the capital cities continue to be very difficult to fill despite various incentive schemes.  The Government is now relying on a dwindling supply of temporary resident, overseas trained doctors to provide GP services in many areas.

The fall in participation shows up in several ways.  First, given poor rewards, GPs (both male and female) are reluctant to work the long hours of previous generations.  Second, there is more part-time participation as GPs pursue other more attractive career interests.  Third, the absolute number of GPs now appears to be falling as shown in the AMPCo data following
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A recent detailed survey of doctors in training by AMWAC shows that general practice is no longer attractive to male doctors seeking a career and that the trend to female GPs wishing to work part time, largely in an urban setting will increase
.  At the same time, an ageing, more affluent and longer-living Australian population will demand more from the system including new drugs and the latest technology.

The following table, from the AMA GP survey 2001, shows the relative importance of the various sources of dissatisfaction among GPs.

Problems identified by dissatisfied GPs* - ranked

	
	Rank
	

	A. Numbers of doctors
	1
	2
	3
	4
	5
	6
	7
	8
	9
	Total

	Relatively low remuneration
	2152
	614
	393
	236
	140
	10
	5
	5
	1
	3556

	Conflict with family responsibilities/desires
	535
	586
	644
	531
	299
	18
	18
	5
	0
	2636

	Long or inconvenient working hours
	549
	895
	495
	351
	211
	13
	9
	4
	1
	2528

	Inability to take leave, find staff or locums
	443
	601
	538
	359
	267
	19
	10
	8
	2
	2247

	Administrative or management problems
	375
	401
	431
	423
	402
	32
	24
	17
	2
	2107

	Difficulty selling, retiring or changing job
	166
	159
	245
	290
	329
	31
	21
	28
	8
	1277

	Being on call too frequently
	217
	199
	244
	245
	255
	40
	27
	17
	6
	1250

	Social/prof'nal isolation or lack of amenities
	133
	154
	233
	227
	235
	29
	30
	33
	8
	1082

	Under employment
	71
	52
	67
	52
	144
	3
	2
	9
	50
	450

	Other
	362
	160
	146
	117
	155
	9
	1
	1
	5
	956

	Total
	5003
	3821
	3436
	2831
	2437
	204
	147
	127
	83
	18089

	
	Rank
	

	B. % of totals
	1
	2
	3
	4
	5
	6
	7
	8
	9
	Total

	Relatively low remuneration
	43.0
	16.1
	11.4
	8.3
	5.7
	4.9
	3.4
	3.9
	1.2
	19.7

	Conflict with family responsibilities/desires
	10.7
	15.3
	18.7
	18.8
	12.3
	8.8
	12.2
	3.9
	0.0
	14.6

	Long or inconvenient working hours
	11.0
	23.4
	14.4
	12.4
	8.7
	6.4
	6.1
	3.1
	1.2
	14.0

	Inability to take leave, find staff or locums
	8.9
	15.7
	15.7
	12.7
	11.0
	9.3
	6.8
	6.3
	2.4
	12.4

	Administrative or management problems
	7.5
	10.5
	12.5
	14.9
	16.5
	15.7
	16.3
	13.4
	2.4
	11.6

	Difficulty selling, retiring or changing job
	3.3
	4.2
	7.1
	10.2
	13.5
	15.2
	14.3
	22.0
	9.6
	7.1

	Being on call too frequently
	4.3
	5.2
	7.1
	8.7
	10.5
	19.6
	18.4
	13.4
	7.2
	6.9

	Social/prof’nal isolation or lack of amenities
	2.7
	4.0
	6.8
	8.0
	9.6
	14.2
	20.4
	26.0
	9.6
	6.0

	Under employment
	1.4
	1.4
	1.9
	1.8
	5.9
	1.5
	1.4
	7.1
	60.2
	2.5

	Other
	7.2
	4.2
	4.2
	4.1
	6.4
	4.4
	0.7
	0.8
	6.0
	5.3

	Total
	100
	100
	100
	100
	100
	100
	100
	100
	100
	100


*GPs who ranked their satisfactions as 1 to 7 in Survey Question 8
Another question in the survey revealed that job dissatisfaction in primary care ranked a very close third in reasons for GPs leaving the workforce, pipped only by retirement and other employment (eg, specialisation).

Practical Solutions

The AMA recommends:

1 A further increase in medical student places and GP training places

2 The Medicare Benefits Schedule reflect actual costs

3 An increase in patient rebates that allows doctors to discount their charges to the rebate for needier patients.

4 Indexation of the MBS at a rate based on movements in the costs of medical practice.

5 Phasing out of most blended payment schemes except direct area of need and rural and remote support payments. 

6 Major reductions in red tape.

7 Support for practice nurses in all areas.

8 A patient rebate that enables the GP to supervise and direct a practice nurse in the delivery of specific primary care activities.

9 Non VR GPs  to receive full GP rebates.

10 Government Red Tape Review to analyse processes and barriers faced by overseas trained doctors wishing to practice in Australia.

11 Targeted incentive schemes for areas of need and rural and remote practices.

12 Retention incentives for GPs aged 55 and over who continue full-time practice.

13 Scholarships for medical students.

14 Expansion of programs to attract rural students into medicine.

15 Elective supervised GP terms for pre-vocational RMOs.

16 Improved IT support.

The supporting arguments for these recommendations are as follows.

General Practice as a Career

There is no argument that more university places and training positions are required, although a well targeted scholarship program would achieve much more lasting results than the current proposal to bond incoming students.  Also it must be recognised that it will be 10 years before the full impact of new student places is felt in the workforce.

Before discussing the other recommendations it is worth noting that the AMA is not raising the issues of GPs costs and incomes because they lead to an arid and pointless debate.

The relevant argument is not whether GPs are earning some multiple of average weekly earnings but whether general practice is an attractive career option relative to other professions or other medical careers.  Clearly, for most medical students and many current GPs, general practice presents a financially unattractive and over regulated working environment.  Any serious solution to the patient access crisis must seek to restore general practice to high priority career status for current and potential future GPs.

This can be achieved through a mix of remuneration, direct support and deregulation.

The Government’s fee schedule, the MBS, must reflect a realistic level of costs and returns.  The implication that the “right” fee for a level B consultation is about $28 cannot be seriously maintained.  Similarly any policy that GPs should treat most of their patients for a rebate of around $25 will only worsen the access for patients.

The AMA recognises that properly funding primary health care will have serious budgetary implications for the Federal Government.  However, inadequate funding of primary care carries a sting in the tail.  One of the reasons why Australia has been able to provide high quality health care at relatively modest cost is the success of the “gatekeeper” model.  GPs play a key role in health prevention with run-on savings in the cost of tertiary health care.

Healthcare is a high priority for all Australians.  There is growing evidence that the community would accept some combination of reallocating current priorities and increased taxation if necessary to ensure affordable access to a GP for themselves and their families.

Progressive phasing out of blended payment schemes in favour of fee-for-service would assist in funding improved rebates.

The significant workforce shortage combined with a maldistribution of the increasingly limited numbers of general practitioners, with severe shortages in outer urban and rural and remote areas, will require increased direct support plus assistance with IT, locums and CME.  Prevocational doctors should be allowed to work in outer urban areas as well as rural and remote as many of these are married with families and unable to move to rural areas.

Non VR GPs could be encouraged to stay in the system through a simple facilitated RACGP process and to practice full time if their patients received the full VR rebate.

General practice capacity, and therefore patient access to primary care services, can be extended by provision of assistance for practice nurses in all areas.  Further, the AMA recommends that a patient rebate be devised that enables the GP to supervise and direct a practice nurse in the delivery of specific primary care activities.

Overseas trained doctors are an important part of the workforce and, while it is vital that clinical standards and communication ability with patients are maintained, unnecessary delays and confusion in accrediting overseas doctors must be avoided.

GP Access and Affordability for Low Income/Chronically Ill Patients

Australians in the lower socio economic groups tend to have relatively worse health than the rest of the community, particularly if they live in rural areas.  On average they require more GP services than higher income groups.  Lifestyle issues such as diet, alcohol and tobacco consumption, lack of preventative treatment through regular checkups and the sheer impact of poverty all contribute to poor health and the need for increased GP attention.

Three major steps are required to ensure access and affordability of GP care for this group.

	1.
	An adequate number of available GPs

As the DoHA submission shows (DoHA page 25) the number of GPs per 100,000 people is very inadequate in some regions and the Access Economics studies indicate low GP numbers in low socio economic areas.

Rural areas tend to have low levels of bulkbilling and this is clearly linked to different cost structures and the shortage of GPs in many of these areas.

Outer urban areas have high levels of bulk billing driven by the needs of low socio economic status patient populations.  The dominance of bulk billing makes general practice non viable and thus contributes to current and increasing workforce shortage.



	2.
	Rebates from Medicare must enable the patient to pay the doctor a fee that at least covers costs

Doctors will cross subsidise their fees and assist their lower income and chronically ill patients but as the rebate falls further and further behind the real costs of providing GP services, practices with a high level of bulkbilling become increasingly uneconomic.

General practitioners are intimately connected to the communities they serve and in which their patient population resides.  They have an intimate understanding of the circumstances of individuals and families within that community.



	3.
	There must be an effective safety net for those affected by significant bouts of ill health

All Australians should be eligible for additional assistance when medical costs exceed what is judged to be a reasonable level for such persons or individuals to afford.

Government intervention to try to force or induce bulkbilling rather than addressing the underlying GP supply and rebate issues will only exacerbate the existing situation.

Any attempt by Government to define patients that must/should be bulkbilled will cause as may inequities as it will solve.
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