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Summary of the submission

The Royal Australian College of General Practitioners (the RACGP/College) is pleased to have the opportunity to make this submission to the Senate Select Committee on Medicare. 

The RACGP has a membership in excess of 10,000 General Practitioners. It is the national leader in setting and maintaining the standards for quality practice, education and research in Australian General Practice. Amongst its other aims, the RACGP seeks to work with other organisations to advance key concerns for General Practitioners, their patients and society. As a result, the RACGP has a keen interest in, and a responsibility for ensuring access to, and affordability of, general practice. 

The RACGP would argue that one of the fundamental tasks for the federal government is to engage the community in a discourse about the scope of national responsibility for access to general practice services. The RACGP supports the need for a National Health Summit in which the health system that the Australian public wants, needs and can afford is debated.

The RACGP believes that all Australians should have access to high quality general practice and primary health care, as part of a package of access to health care more generally. The RACGP believes that universal access extends to all people in Australia including refugees and people seeking asylum. There is strong empirical evidence to support the view that access to primary medical care is important to the health of the nation. 

That the current level of the government subsidy/rebate and co-payments are barriers to access for many Australians is of substantial concern to the RACGP. The RACGP’s position is that it is the government’s responsibility to ensure universal access to primary medical care.

The RACGP strongly supports the provision of a ‘safety net’ for those who find themselves unable to afford primary medical care. It is the RACGP’s preference that the safety net provide ready access to single people who are at risk of losing access to primary medical care on a basis that is equitable with people in families. The RACGP proposes that there be one safety net, covering both the expenses associated with the Medical Benefits Schedule (MBS) and those associated with the Pharmaceutical Benefits Scheme (PBS). 

The RACGP is not aware of compelling empirical evidence that would support a departure from the existing, largely fee-for-service model. Indeed, there are economic and quality arguments that support a model grounded in consumer decision-making in the choice of their doctor.

The RACGP has contributed to the Attendance Item Restructure Working Group – a working party of the profession and the government, which has determined the shape of a preferable structure for general practice attendance items. It believes that this report, and its workforce and finance implications, should be considered in detail. The RACGP also proposes some other bases for the development of items in the MBS. 

Retention payments should be retained. Any retention of the Practice Incentives Program (PIP) could be modelled on existing Retention Payments, which could be extended to other areas of workforce need. The PIP could be a single payment, appropriately weighted for the characteristics of the practice population. Initial entry to the PIP should be subsequent to the demonstration of simple evidence-based quality markers. 

The overall payment system must be simple. Excessive administration has direct costs in terms of patient access. 

Introduction

The Senate has appointed the Select Committee on Medicare, to inquire into and report on a range of matters relating to access and affordability of general practice under Medicare. 

The Royal Australian College of General Practitioners (the RACGP/College) is pleased to have the opportunity to make this submission to the Select Committee. 

Background to the RACGP

The RACGP was established in 1958 to maintain high standards of learning and conduct in General Practice, and currently has a membership in excess of 10,000 General Practitioners. 

The RACGP is the national leader in setting and maintaining the standards for quality practice, education and research in Australian General Practice. The Australian public is well served by general practice which provides a world-class service to the community. 

Amongst its other aims, the RACGP seeks to work with other organisations to advance key concerns for General Practitioners, their patients and society. The College, through Australian General Practice, works to improve the standard of health care for all Australians and especially groups of people with special health care needs. To ensure that its work, and the work of General Practitioners, continues to be relevant to the Australian community, the RACGP also aims to increase its capacity to accurately forecast what the future holds for Australian General Practice. 

As a result, the RACGP has a keen interest in, and a responsibility for ensuring access to, and affordability of, general practice. 

The broad context

The challenges faced by the Australian government, in seeking to ensure that people in Australia have affordable access to general practice are not unique. A recent edition of the American Journal of Public Health, explored the issue of universal access to health care. In it, Brown (2003, p.52) reflects that 

“As medical innovation advances, discussion intensifies about how to define baskets of benefits that distinguish the responsibilities of the national community from those that individuals and families ought to bear personally.”

Brown goes on to suggest that in Canada, France, Germany and the United Kingdom (the countries that were the subject of the analysis), these deliberations, so far, proceed mainly at the margins of the health systems. He suggests that the cost containment approach seems increasingly insufficient to counter the fundamental challenges these nations face – growing and aging populations, technological progress, inflation, wage pressures, and rising popular expectations. 

Australia is also well described by this analysis, though it was not one of the countries studied. 

Schoen, C., Lawler, J., Downey, D., Osborn, R. (2003) report that, when asked to identify the single most important action the government could take to improve the health care system, Australian adults were most likely to suggest increasing funding for health care (30%) or adding more resources (14%). 

In this context, the RACGP would argue that one of the fundamental tasks for the federal government is to engage the community in a discourse about the scope of national responsibility for access to general practice services. The RACGP supports the need for a National Health Summit in which the health system that the Australian public wants, needs and can afford is debated, as a precursor to a broader public discussion. 

Access to general practice

The RACGP believes that all Australians should have access to high quality general practice and primary health care, as part of a package of access to health care more generally. Universal access is an important element of the social fabric of Australia. It ensures inclusion of all Australians, and thus is important beyond its immediate role in supporting the health of the nation. The RACGP believes that universal access extends to all people in Australia including refugees and people seeking asylum. The RACGP’s Position Statement on Universal Access to general practice services for people resident in Australia is attached as Appendix 1. 

There is strong empirical evidence to support the view that access to primary medical care is important to the health of the nation. Shi, Starfield, Kennedy and Kawachi (1999), for example, found that the ratio of primary care physicians (General Practitioners) to population appeared to be an important correlate of health outcomes for a population. 

One key determinant of effective access is the size of the general practice workforce. It is a key concern of the RACGP that the Australian population has a general practice workforce that is sufficient for its needs. 

The report by Access Economics (2002) for the AMA provides a sound basis on which to presume that the supply of General Practitioners is insufficient for Australian needs. The shortage of 2,000 GPs demonstrated by Access Economics is likely to be compounded by the reducing participation of General Practitioners. 

The workforce shortage is likely to be aggravated by existing initiatives within (and relating to) general practice that aim to improve the quality of care. 

In late 2002, the RACGP summarised the research literature on the relationship between length of consultation and outcome. This research supports the view that ‘longer’ consultations often provide better outcomes. In Australia, there is a trend towards longer consultations evident, which augurs well for continuing high quality. However, this trend will have the impact of decreasing access to general practice (Brennan, 2002), unless steps are taken to address the supply of General Practitioners. 

Thus although attention to improving the quality of care, and to reducing financial barriers to access which would allow GPs to conduct longer consultations (and increase, for example, the focus on prevention) are important, these actions will be undermined if there is not attention to providing sufficient GPs. 

Arguably, in some general practices, General Practitioner time could be used more effectively. The RACGP believes that change management capabilities will be important to general practice, and supports recent the federal government initiatives to develop the ‘collaborative’ methodology in Australia, a strategy that is aimed at developing these capabilities. The RACGP’s response to the recent Federal Budget is attached as Appendix 2. 

In addressing the challenges of providing universal access, the RACGP will not compromise its longstanding position on the safety and quality of general practice care; nor the integrity of the craft of general practice. Reliance on overseas-trained doctors and nurse practitioners is not acceptable to the RACGP. 

The RACGP strongly supports the role of nurses in general practice, and is currently undertaking a project with the Royal College of Nursing Australia (RCNA), to investigate the educational needs of General Practitioners and nurses in general practice. 

Nurses in general practice can be distinguished from nurse practitioners. The research around the role of nurses and nurse practitioners is conflicting and requires critical analysis in the Australian context. 

It is not acceptable to use nurse practitioners or practice nurses as a substitute to providing the community with effective access to General Practitioners. Nor is it acceptable to use practice nurses as gatekeepers to GPs. Consumers do not wish this to occur (Cheek, Price, Dawson, Mott, Beilby, and Wilkinson 2002). These authors also report that consumers do not want nurses to be responsible for diagnosing ‘life threatening or serious conditions’. They report that consumers, although having misconceptions and gaps in their knowledge around the actual and potential roles of nurses in General Practice, see nurses as adding value to General Practice by carrying out a limited number of roles. Cheek et al (2002) report that:

“For follow up nursing after a doctor’s visit, e.g. dressings or removal of stitches, (consumers) want this to be an MBS item or incorporated into the cost of the initial doctor’s visit.”

The RACGP maintains its position on nurse practitioners. There is a small amount of evidence, mostly from the United Kingdom, reviewed by Horrocks, Anderson and Salisbury (2002), suggesting that nurse practitioners can provide care that leads to increased patient satisfaction and similar health outcomes when compared with that of a doctor. However, this research has not been undertaken in the Australian context, none of the studies reviewed was adequately powered to detect rare but serious adverse outcomes, and there are a number of methodological limitations in the studies reviewed. Any extension of the role of practice nurses or nurse practitioners must follow the results of robust Australian research. 

The RACGP strongly supports an increase in medical student numbers. New medical student places should be placed in regional areas with an expansion of regional medical schools. The RACGP sees little evidence that bonding works and bonding is not supported by the RACGP. It is preferable to ‘bond’ the training resources to rural communities. 

The RACGP is keen to ensure that being a General Practitioner is an attractive career, and that vocational training is also an attractive option for doctors. Unless this is the case, the availability of training places will be of little value. Educational needs must take precedence over workforce policy in decision-making concerning registrar positions. To apply geographic requirements to general practice vocational training makes this training less attractive. It also makes it more difficult to fill training positions. For the 2004 intake of general practice registrars, indications are that there are very few more applicants than there are vocational training places. 

The very real reasons why recent medical graduates are reluctant to take on careers in disadvantaged areas include professional isolation, partner career, children’s education needs, high on-call burden, and difficulty gaining access to local hospitals. In a survey of former general practice registrars (Shanley and Schulte, 2002), 79% of respondents identified family/domestic circumstances as the most influential factor in their decision-making. General practice can and should be a viable career choice for recent medical graduates. If workforce policy undermines this, then there is a real likelihood that the net effect will be a decrease in new General Practitioners, rather than an increase in new Australian-trained General Practitioners. 

It is also the RACGP’s position that the solutions to achieving appropriate access to general practice for patients in Australia cannot rely heavily on overseas doctors, whether or not they train in Australia. Australia has an ethical obligation to contribute to the overall supply of doctors, proportionate to its demand for doctors. Policies that would create strong incentives for GPs in poorly serviced countries to migrate to Australia are not acceptable. 

The federal government will need to consider the level of access to which it will commit. Although not the ‘best’ or ‘worst’ of the countries studied, Blendon, Schoen, DesRoches, Osborn, Scoles and Zapert (2002), report that amongst citizens who have below average income in Australia:

· 22% reported that access (was) worse than 2 years ago

· 33% found it very or somewhat difficult to get care in evenings or on weekends, and 

· 19% were often or sometimes unable to get care because it (was) not available where (they) live. 

Blendon, Schoen, DesRoches, Osborn and Zapert (2003) report that in their 2001 study, only 62% of respondents could see a doctor within one day if they were sick. The RACGP would argue that this level of access, particularly if it is deteriorating, is inadequate, and must be addressed by any attempt to provide affordable general practice services. 

The cost of care and its impact

The RACGP recognises that some individuals and communities have less ability to pay for health services. Importantly, access to primary care has a direct impact in overcoming some of the adverse impact of income inequality (Shi, et al, 1999). 

It is the RACGP’s position that it is the responsibility of governments to ensure access to high standards of health care for all members of the community. GPs who continue or commence providing care for these individuals, or practicing in these areas, must be supported by arrangements that ensure they are not financially disadvantaged by that choice. 

There is consistent anecdotal feedback from General Practitioners to the RACGP that they have increasing concern about the access those who are most in need have to general practice. They are particularly concerned that in continuing to provide high quality care, they are increasingly confronted with the risk that people most in need of care will be denied access through the need to raise co-payments. 

Furler, Harris, Chondros, Powell Davies, Harris and Young (2002) report that there was a significant increase in the rate of long and prolonged consultations with increasing socio-economic status. Although people in disadvantaged areas visit GPs more often annually, they are less likely to have a long consultation, and thus may not be receiving the same high quality of care as people in areas of higher socio-economic status. 

In a study reported by Blendon, Schoen, DesRoches, Osborn and Zapert (2003), Australian patients indicated that costs were a leading reason why they did not follow their doctor’s advice. Cheek, et al (2002) also report that one of the reasons many consumers considered general practice services to be for ‘sickness care’ was because they considered the costs inhibited them from going to general practices. 

In another study, Blendon, Schoen, DesRoches, Osborn, Scoles and Zapert (2002), report that amongst citizens who have below average income in Australia:

· 21% reported that they did not fill a prescription due to cost

· 17% reported that they did not get recommended test, treatment, or follow-up due to cost

· 14% reported that they had a medical problem but did not visit doctor due to cost, and 

· 17% reported problems paying medical bills. 

Blendon, et al (2002) indicate that while the cost born by consumers is modest by U.S. standards, front-end fees may result in patients forgoing needed care. 

These studies signal the importance of attention to the overall cost of primary care and the impact that co-payment may have on the most vulnerable. That the current level of the government subsidy/rebate and co-payments are barriers to access for many Australians is of substantial concern to the RACGP. The RACGP’s position is that it is the government’s responsibility to ensure universal access to primary medical care. The RACGP continues to receive feedback from General Practitioners across Australia that the package proposed by the federal Government will not act as an incentive to increase the rate of visits bulk-billed. General Practitioners have also indicated that their discretion on the raising of co-payments is likely to be much more sensitive to individual circumstances than the proposals of government, and needs to be included in any model that supports universal access. 

In the past three months, approximately 300 GPs have requested an educational kit developed by the College, which assist General Practitioners to assess their ongoing ability to bulk-bill. This kit was developed in response to the ongoing requests for support, as an increasing number of General Practitioners recognise that their practice is not viable is they depend solely on government rebates/subsidies to their patients. 

The direct impact on patient access is not the only way in which the workforce and financial pressure of general practice are felt. Although attrition from the workforce is multi-factorial, Shattner and Coman (1998) found that in Australian general practice 60% of the General Practitioners studied reported that their experience of stress arose mainly from ‘job context’ rather than from ‘job content’. The impact of workforce and financial pressure also has an indirect impact on patient access through attrition in the workforce. 
The central importance of a safety net

The RACGP strongly supports the provision of a ‘safety net’ for those who find themselves unable to afford primary medical care. 

It is the RACGP’s preference that the safety net provide ready access to single people who are at risk of losing access to primary medical care on a basis that is equitable with people in families. Currently, the safety net provisions treat individuals and families alike, effectively requiring individuals to reach the thresholds required of families. This fails to provide adequate provision for single people, who often have high healthcare needs. Many of the most vulnerable people in our community, such as homeless people, young people, widowed elderly people, and people with chronic mental health problems are, or end up, being single and are often living in inner city areas. The reforms fail to ensure that these people really benefit from any changes. 

It is the RACGP’s preference that there be one safety net, covering both the expenses associated with the Medical Benefits Schedule (MBS) and those associated with the Pharmaceutical Benefits Scheme (PBS). The current proposals are complex, and thus less likely to be used by consumers. 

Alternative funding options for general practice

The Senate Select Committee seeks to consider alternative remuneration models that would satisfy medical practitioners but would not compromise the principle of universality that underlies Medicare. Of prime consumer interest is access to general practice when ill or for an episodic illness, although, as previously reported, Cheek et al (2002) indicate that the perception of the ‘sickness’ role of general practice is related to the ability to afford general practice services. 

The empirical evidence about funding models

The RACGP is not aware of compelling empirical evidence that would support a departure from the existing, largely fee-for-service model. Indeed, there are economic and quality arguments that support a model grounded in consumer decision-making in the choice of their doctor. 

Robinson (2001) reviews the recent empirical evidence on the theory and practice of designing payment incentives for doctors. He reports that the peer-reviewed literature generally supports the presumption that payment incentives affect physician behaviour in the predicted direction. According to Robinson, the results of the most recent studies, in which the effects of payment methods for physician organisations can be distinguished from incentives for individuals working in those organisations, are mixed, and thus would not support the adoption of any particular model. 

Optimising the utility of the current MBS

The RACGP has contributed to the Attendance Item Restructure Working Group – a working party of the profession and the government, which has determined the shape of a preferable structure for general practice attendance items. It believes that this report, and its workforce and finance implications, should be considered in detail. It should be noted that the current Terms of Reference for this Working Group include the consideration of MBS items associated with ‘after hours’ care and care in residential aged care facilities. The RACGP is keen to have this work completed. 

Lasker and Marquis (1999) found that whether the patient was ‘new’ or ‘established’ was relevant to the total work and time involved in the visit. They report that among visits involving 15-minute encounters, the total work was 23% greater for visits with new patients than for visits with established patients. This suggests the importance of rewarding patients (and General Practitioners) for continuity of care, as there may be a substantial benefit in quality in conjunction with workforce benefits. 

Alternative bases for item development

Current discussions about changes to the fee-for-service arrangements often centre on geographic arguments. 

Although a proliferation of items is highly likely to create problems in the efficiency of the Medicare system, the RACGP sees compelling arguments for some consideration of personal attributes as the basis for particular items. The extensive developmental health literature (e.g. Halfon and Hochstein, 2002), suggests that consideration might be given to establishing well-remunerated items for small children. Arguably, GP visits for small children are less discretionary, and a reduction in the cost burden for families (and General Practitioners) would benefit many of the people who are the target of ‘safety net’ approaches. Similarly, the RACGP has supported the development of an item in the MBS that will provide patients with a rebate for adult Aboriginal and Torres Strait Islander people who have a bi-annual health check. 

Non-volume payments

The Australian model in which the federal government provides a subsidy to members of the community when they seek general practice services (a fee-for-service model), appears to have has broad community and provider acceptance. Additionally, there are likely to be substantial transition costs in moving from the existing model. 

In that context, without compelling evidence of benefit, the RACGP could not support significant movement away from the fee-for-service model to which Australians are accustomed. 

The RACGP concedes that there may be particular circumstances where the quality of general practice care would be supported by non-volume payments. 

Retention payments are made to some rural locations on a non-volume basis with a low administrative cost to General Practitioners and government. This model could be extended to other locations of workforce need where it is important to retain General Practitioners. Such locations will be geographically heterogeneous, but could include in inner urban areas, where the practice works with a disadvantaged population, as operates in the United Kingdom, and through the Reducing Inequalities Contingency Fund in New Zealand. Consideration needs to be given to anomalies in retention payments, such as the payment to flying doctors being based on where they are based, not on the population they serve. 

Any retention of the Practice Incentives Program (PIP) could be modelled on this approach. This could include a single payment, rather than payments for multiple elements, appropriately weighted for the characteristics of the practice population. Initial entry to the PIP should be subsequent to the demonstration of simple evidence-based quality markers. These could include Fellowship of the RACGP which Miller, Britt, Pan and Knox (2002) have shown to be related to differentially better quality of patient care, ongoing participation in recognised continuing professional development and general practice accreditation. Additionally, continuation on the Program could be contingent on continued participation/accreditation. Indeed, exception reporting could be used to indicate change of these parameters. 

Were the PIP to be retained, the irregularity of payment that has occurred on occasion must not occur, and any change to the formula must be provided with significant warning. The current situation, whereby GPs have experienced substantial delays on occasions, and where the government can alter the formulae for payment with little warning are not acceptable. 

If retained, volume-driven incentive payments (such as incentives for cervical screening) are better funded outside the PIP. The evidence of benefit from the General Practice Immunisation Incentives is not evidence that further proliferation of such programs will be of benefit. 

Non-owners, particularly registrars and part-time GPs, consistently advise the RACGP that they do not benefit from PIP payments made to the practice. This could act to dampen the incentive to participate in quality improvement activities. Some GPs now negotiate to have a component of PIP funding included in their overall remuneration. Despite this, the impact of practice-based payments in an environment of increasing part-time participation needs to be considered. 

A simple payment system

Robinson (2001) makes a strong case for simplicity in payment systems. He cites administrative/transaction costs as a major impediment to ensuring an efficient system focused on excellent patient care, and implies that there is an opportunity cost in direct patient care where the administrative burden is high. 

This cost has been demonstrated in Australian general practice, as reflected in the findings of the research on compliance and administrative costs undertaken by the Productivity Commission. The costs of administration particularly affect smaller practices and the costs appear to be higher in lower socio-economic areas (Productivity Commission, 2003). The burden of excessive administration is likely to have a flow-on effect in reducing the geographic dispersion of practices, and thus access for patients. 

Further, Robinson (2001) advocates the mixing of payment mechanisms with non-payment mechanisms (such as accreditation and promulgation of clinical guidelines), as he indicates that non-payment mechanisms can also make a substantive contribution to the achievement of quality outcomes for patients. These are matters that the RACGP champions, and which need continued support in an overall systems approach. 
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Universal access to general practice services for people resident in Australia

Aim

To describe the RACGP position with respect to ensuring universal access to general practice services for people resident in Australia. 

Our Position Statement

The importance of a robust, accessible primary care sector, generally

· There is compelling evidence of the importance of a robust, accessible primary care sector in ensuring the health of the nation. Good primary care experience, especially good access and continuity of care is associated with better self-reported health, and is able to reduce the adverse association of income inequality with general health
. 

· Equity of access to general practice is necessary to ensuring equity of health outcome within the Australian community. 

· The stronger the primary care infrastructure, the lower the overall costs of health services
. Poor access to primary care results in increased costs in other areas of the health system, or the use of more expensive services, and increased costs to members of the community.

· The RACGP believes that all Australians should have access to high quality general practice and primary health care, as part of a package of access to health care more generally.

· Universal access is an important element of the social fabric of Australia. It ensures inclusion of all Australians, and thus is important beyond its immediate role in supporting the health of the nation. 

· The RACGP believes that universal access extends to refugees and refugee claimants. 

The essential building block of the relationship between GP and patient

· The RACGP maintains it commitment to the central and essential building block of health – the relationship between GP and patient.

· The fundamental agreement between patient and doctor remains constant. 

· The RACGP believes that high quality general practice care needs to be recognised and rewarded appropriately. 

· The RACGP commends the desire of GPs to pursue their profession with diligence, and continuously work to maintain their competence in the broad range of areas needed to provide the community with services. It also recognises that the community also seeks this outcome. 

· The RACGP recognises that some individuals and communities have less ability to pay for health services. It is the responsibility of governments to ensure access to high standards of health care for all members of the community. GPs who continue or commence providing care for these individuals, or practicing in these areas, must be supported by arrangements that ensure they are not financially disadvantaged by that choice. 

The essential elements of accessible primary care

· Enough GPs must be trained in Australia to meet the needs of the Australian community. 

· Enough GPs must be retained in the workforce to meet the needs of the Australian community. The supply of primary care doctors has been shown to have a positive association with the population’s health
. 

· Practice nurses, practice managers and other practice staff are valuable resources that allow GPs to provide care effectively and efficiently. There must be sufficient non-GP staff available in general practices to ensure that the time a GP spends with their patient is not compromised. 

· GPs are entitled to an income consistent with the level of skill, training, responsibility and commitment required to undertake and maintain a career in general practice. The professional requirements for a career in general practice are equal to those in other medical specialties. Attracting and retaining talented people as GPs requires that pursuing this career path should not be a financial disadvantage. 

· The provision of quality care must be supported by appropriate infrastructure, such as telecommunications, information technology, clinical technologies (such as those used in pathology and other diagnostics) and other facilities. The cost of this infrastructure is an essential overhead in the provision of safe, high quality general practice. 
· The Government must support the application of suitable technologies that are needed by GPs to provide the quality of care expected by their patients. 
The obligations of the RACGP

· The RACGP must continue to ensure that the quality of care provided by Australian general practitioners is the highest possible. It continues to do this by maintaining its national leadership in setting and maintaining the standards for quality clinical practice, education and research in Australian general practice. 

· The RACGP must continue its role as advocate for the Australian community, particularly people who are disadvantaged. 

· The RACGP needs to inform the Australian public and governments about the real costs (both tangible and intangible) of providing safe, high quality care to the Australian public. Apart from the direct costs of sustaining high quality personnel, and facilities, these include the burden of red tape, and the intangible costs created when the system discourages GPs and results in loss of experienced GPs from the workforce. 

· The RACGP needs to inform the Australian public and governments about the sorts of mechanisms for remunerating GPs that most strongly support the provision of excellent care, the size of the general practice workforce that is needed, and the type of infrastructure that general practice requires. 

Government’s contribution

· The RACGP believes that successive Australian governments have formed a ‘social contract’ with the Australian community. In this ‘social contract’ the government committed to provide universal access to health care. 

· The size of the government’s contribution to health care is a matter for agreement between the electorate and the government. 

· Any changes to the way in which governments support each Australian in getting access to health care (such as the level of the government’s subsidy to individual Australians) is, principally, a matter for the community and the government

· Any payment system for GPs supported by the government must be simple, as the administrative and compliance burden of complex payment systems reduce the capacity to provide patient care, and even sophisticated mechanisms for paying doctors reduce, but do not eliminate perverse incentives and undesirable outcomes
. 

· The RACGP wishes to support the Government and the Australian community by providing information and evidence about the best strategies to ensure universal access to high quality primary care. 

RESPONSE TO FEDERAL HEALTH BUDGET 2003—2004

Response include:

· Response to Medicare Package

· Responses to new Federal Budget initiatives

THE MEDICARE PACKAGE AND THE FUTURE OF AUSTRALIAN GENERAL PRACTICE

BULK-BILLING:

All of this `country’s 7 million health concession card holders will be bulk-billed if their individual doctors agree to accept the Commonwealth incentive payment. The incentive ranges from $1 per consultation in inner city areas where bulkbilling rates are currently already high to $6.30 in outer rural and remote areas where bulkbilling rates are currently much lower. 

Each individual doctor will examine their own patient population and decide whether they can afford to adopt this incentive. There is no guarantee that an individual doctor will sign up for this voluntary scheme.

Importantly, there is no safeguard for working families and individuals on low incomes who do not have a health concession card. This creates a two-tier system.

This is also a bad deal for people living in rural areas because rural practice will lose its capacity for flexible charging of patients according to their needs. Incentives should be provided for good practice, not good payment.”

DIRECT-BILLING FOR NON-CONCESSION CARD HOLDERS:

General practitioners who agree to bulk bill all health concession cardholders will be able to bulk bill and charge a co-payment for non-concession cardholders. This means that patients will only have to pay the gap between the doctor’s fee and the Medicare rebate.

This initiative may not be passed by the Senate. Advice suggests that this initiative requires a major overhaul of several components of the health legislation. Therefore this appears to be a delaying tactic. If the legislation is not passed then the whole scheme will fail as the Government has said that all elements must be implemented as a package.

The Commonwealth believes that there will be no need for any patient to pay more for general practice services — whether this is true or not remains to be seen. The RACGP believes that general practitioners will be forced to charge their non-concession cardholder patients more if they are going to be able to continue to provide high quality general practice services.

There will be some extra funding to support IT and telecommunications infrastructure costs to implement this government scheme in general practice. The government claims there will be increased convenience for many patients in that they will leave the practice having paid less up front and there will be no need to attend a Medicare Office to claim the rebate back. There is however no guarantee that patients will leave the surgery with no more to pay. There is a major saving for government in reduced services through Medicare offices and processing of Medicare claim forms.
The RACGP is concerned that these initiatives are also open to non-accredited general practices. We have gold standards for quality general practice which the government is choosing to ignore. These initiatives need to be linked to accreditation so that high quality care is rewarded.

CHANGES TO SAFETY NET 

The Safety Net for Medicare services will be made accessible to more low income families on health concession cards. This fails to provide adequate provision for single people, who often have high healthcare needs — widowed people, homeless people, many people with mental health problems — and who will have to have much higher health care expenses in order to benefit from this scheme.

The Government will provide families or individuals an 80% reimbursement for every $1 in out of pocket expenses in healthcare over $500 per year. Individual Australians need to be treated equitably. Many of the most vulnerable people in our community, such as homeless people, young people, widowed elderly people, and people with chronic mental health problems are, or end up, being single and are often living in inner city areas. The reforms fail to ensure that these people really benefit from any changes.

GAP PAYMENT INTRODUCTION AND INSURANCE

The government will legislate to remove the current ban which prevents private health funds from providing cover for gap payments for out of hospital MBS medical services (e.g. costs for GP, specialists, pathology, radiology services occurring outside of hospitals) after the individual patient has paid the first $1000 in a calendar year in out of pocket costs. Government believes it will cost no more than $1 per family per week. It remains to be seen whether this is a practical solution or not.
The gap payment however will not make any difference to most consultations between Australians and their GPs. The average family will need 4 visits per week to their GP to gain any benefit from taking out extra private health insurance under this scheme. There is a danger that this incentive will encourage the unnecessary use of diagnostic services.

VETERAN’S AFFAIRS

The Government will provide an incentive for general practitioners to treat veterans holding Gold and White cards at no cost through the Local Medical Officer Scheme after 1st July 2003.  This incentive will be a payment of $3 for each service in addition to the current rebate arrangements. The RACGP is awaiting further details from the Acting Minister for Veterans’ Affairs.

MEDICAL SCHOOL PLACEMENTS 

The government will be providing 234 additional medical school placements each year but these places will be bonded for six years after graduation requiring work in so called areas of need. This is the equivalent of creating at least three new medical schools.

These new medical schools if established should be placed in regional areas. We know that bonding does not work and bonding is certainly not supported by the RACGP. Rather than bond more students, we need to bond medical schools to local rural communities.

The RACGP is however pleased that the Commonwealth recognises that our country has a moral responsibility to train enough medical practitioners to meet this country’s medical workforce needs, rather than rely on medical schools in developing countries to train our future medical workforce.

These new students will need solid training and experience in general practice. The RACGP calls on both the Minister for Health and Ageing and the Minister for Education to outline how the current education capacity and expertise to train health professionals for general practice will be enhanced. The sums are wrong — the Government initiative provides $60,000 to train each new medical student which is half what it currently costs.

GENERAL PRACTICE REGISTRARS

The Government will fund an additional 150 GP registrar training places that will be focussed in rural and outer metropolitan areas.

This makes GP training less attractive and we believe that it will be difficult to fill these positions.

There are very real reasons why recent medical graduates are reluctant to take on careers in disadvantaged areas that include professional isolation, partner career, children’s education needs, high on-call burden, and difficulty gaining access to local hospitals.

General practice can and should be a viable career choice for our recent medical graduates.

The Government must make a real effort to provide long-term sustainable solutions to the crisis facing general practice. This package does not go far enough.  Has the government got their sums right? Will they really devote $1,000,000 to train each of these new general practitioners? Or will these funds go into organisation structures?

PRACTICE NURSES 

The Government will provide an increase in the practice nurse subsidy in areas of general practice workforce shortage that means there will be an additional 457 full-time equivalent nurses and allied health workers working in Australian General Practice, mainly in outer metropolitan areas.

The RACGP believes that practice nurses have a key role to play in the delivery of high quality primary medical care through general practice, especially by working with general practitioners in improving preventive health care interventions and the management of chronic health problems. Through this scheme these nurses will not be available to patients living in inner metropolitan areas.

The big question is where will these nurses come from, given that we have acute shortages all over the country and no tertiary education programs as yet for general practice nurses?

ADDRESSING THE GP WORKFORCE SHORTAGE:

While the RACGP has been calling for, and welcomes an increase in the number of training places for medical practitioners, we remain concerned that this will not address the short-term demand for general practitioners.

Australia's general practitioners are currently facing a huge demand for their services and proposals for more training places need to provide shorter term, as well as longer term solutions. 

These short term measures need to be accompanied by a strong support package to ensure that current training providers can deal with the increased pressure on their resources to ensure that standards of general practice quality care, education and training are not compromised.

The RACGP welcomes the Commonwealth Government attention to addressing the current shortages of general practitioners in Australia and looks forward to working with the Government to ensure that the most effective solutions are found.

The RACGP also hopes that these measures will be part of the development of a long term sustainable solution to ensure that all people in Australia have continuing access to high quality general practice services provided by their own local GP.

The RACGP calls for a national summit to find sustainable consensus solutions for the long-term, not just new structures and geographic solutions to meet short-term challenges.

RESPONSES TO NEW FEDERAL BUDGET INITIATIVES

SUPPORTING RURAL AUSTRALIA

The RACGP welcomes the recognition of the need for support of the health of Australians living in rural and remote areas through the continuation of funding of the Rural Retention Program of incentives for doctors in rural and remote Australia.

In particular, the RACGP welcomes the continuation of the Rural Women’s Health Service, the continuation of Rural Australia Medical Undergraduate Scholarship (RAMUS) scheme to help rural medical students to pursue their studies and continued support for the Greater Murray Rural Clinical School and other medical educational facilities in rural and remote Australia.

The RACGP calls on the Minister for urgent clarification on the medical indemnity support for rural obstetric services. The current uncertainty around this area may contribute to an abrupt decline in access to obstetric services for Australians in rural and remote areas.
· Does the financial support extend to GPs practising obstetrics in rural and remote areas? A recent fax poll of rural GPs indicated that around 40% of GP obstetrician respondents reported that their current medical indemnity cover (government and/or non government) would not allow them to continue to provide obstetric services. 
· Does the support cover rural GP Registrars training in obstetrics and other procedural activities?

· Although the RACGP has been seeking confirmation that general practice registrars will be covered by the Federal Government’s procedural subsidy since December last year; it still has received no reply. GP registrars need government support, just like their colleagues who train in the hospital system. 
The RACGP looks forward to urgently resolving this issue of indemnity for rural GPs and GP Registrars as soon as possible to ensure the maintenance of vital obstetric services to Australians in rural and remote areas.

A FOCUS ON PREVENTION

The RACGP strongly welcomes the Government's focus on prevention.  Prevention has long been a core focus of the work of general practitioners and the RACGP, and not in just treating ill health.

As the acknowledged national leader in setting standards for Australian general practice, the RACGP has a long history in supporting preventive health measures in general practice with the RACGP “Red Book” (Guidelines for preventive activities in general practice 5th edition) and the “Green book” (Putting prevention into practice: guidelines for the implementation of prevention in the general practice setting).

Our patients want us to be able to help them remain as healthy. Prevention needs to be the true fourth pillar of Medicare along with the MBS, PBS and free access to public hospitals. This is an encouraging step towards what we hope will be a substantial future investment in supporting the important role that general practitioners play.
The small amount of additional funding in this Budget towards prevention programs ($16.4 million over 4 years) is disappointing, considering the national and international evidence already available that demonstrating the importance of prevention programs.

The RACGP looks forward to working with the Commonwealth on these prevention initiatives.

CHRONIC DISEASE PROGRAMS – MANAGING THE HEALTH OF THE AGEING POPULATION

The RACGP is heartened by the government’s continuing commitment to better models of care for people with chronic illness, especially programs in self-management.
The RACGP looks forward to working with the Commonwealth Government on these and other chronic health initiatives.

The RACGP recognises the important contribution of a further $17 million in funding for Community Aged Care packages and the additional funding for Aged Care Assessment teams.

PATHWAYS HOME PROGRAM

The RACGP would be like to know what the involvement of GPs will be in the new Pathways Home program. Increased efforts in the provision of step-down and rehabilitative care services to help people who leave hospital, particularly the elderly, are important.
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