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The problem
 Medicare currently does not adequately address the underfunding of general practice. Specifically, it fails to provide practice-friendly funding targeted at the important but costly area of quality care to patients with chronic and complex health needs. In addition there is no funding of  public health initiatives within general practice (such as detecting undiagnosed diabetics within the practice) and no funding for the development of quality systems within practices to better manage both patient care and practice risk.  The current system does nothing to alleviate the workload on individual GPs. Current attempts to fund chronic and complex care needs has resulted in GPs being tied up in red tape, thus making them less available to provide direct patient care.

Contending issues

Current funding of general practice. The current system is based on a fee for service model with additional practice funding in the form of Practice Incentive Payments, immunisation payments and other disease specific initiatives  (SIP payments) for diabetes, asthma and mental illness. Currently, a Medicare rebate for a service can only be claimed for a service when a doctor has seen the patient. 

Arguments in favour of this system: 

1. The Medicare spend can be accurately predicted and current funding is well understood.

. 

Problems with the current system: 

1. There is a shortage of GPs. Some of the clinical work currently performed by GPs could be competently performed by practice nurses, as occurs in most overseas countries. The problem with this in Australia, is one of paying the costs of a practice nurse. Under current Medicare funding, a GP still has to see a patient if a Medicare rebate is to be claimed by the patient. Many GPs believe a practice nurse thus “doubles up” and is a luxury they cannot afford.

2. Modern practices need quality systems (recall systems, results tracking systems, registers for imunisations, pap smears, and the care of asthma, diabetes and of other complex illnesses) to both optimise their service to patients and manage risk for the practice. There is no practice- friendly encouragement for this higher standard of care in current Medicare funding. The supervision of quality systems lies well within the skill set of a professional practice nurse, and would free the GP to deliver  patient care, at a time of GP shortage, thus improving access.

3. It is widely recognized that the current MBS schedule bears no relationship to the commercial cost of delivering the service. There is a community and government expectation that GPs will subsidize the cost of care to the most needy – those with concession cards.

4. Efforts to fund the provision of chronic and complex care through specific and well remunerated Enhanced Primary Care items have had limited success because of poor uptake of these items.  The reasons for the poor uptake include; a shortage of GPs, meaning GPs don’t have time to complete these items because they are busy delivering other forms of care; failure to understand  how the items are to be used, as in Care Plans where a recent survey found not one of four hundred complied with HIC requirements (resulting in at least one Division advising members to stop using it for fear of HIC investigation); and a belief,among GPs,  that they are of little value for patient care. 

5. GP use of disease specific initiatives ( diabetes, asthma and mental illness ) has also been poor  because GPs don’t have the time to do the associated paperwork to claim the item. These are not practice friendly ways of  funding the delivery of services to target groups. 

Proposed changes to funding of general practice.  I propose that in addition to current funding, Medicare include a specific item number for practice nurses, to provide services “ for and on behalf of a vocationally registered general practitioner”. Practices who employ a nurse should in addition be given a grant determined by size of the practice and the area of need. This need could be determined both by designated areas of doctor shortage, as with the outer urban initiative, and by considering the socioeconomic status of the patients attending the practice. These services for which a practice nurse number should apply, could be limited to the following four areas:

· Wound management

· Immunisations

· Ear syringing

· Care co-ordination

These items should be time tiered at 10 minute intervals. The fee should recognise the commercial reality of costs to the business incurred by employing a practice nurse, and not be token.

Fees derived from these direct patient care services listed above would be relatively small and manifestly inadequate to fund a practice nurse of themselves. For this reason, and the fact that a practice nurse would have a broader role in terms of improving the quality of care to patients with chronic disease, risk management within the practice, and promoting public health objectives to the practice population, a practice subsidy should also be paid. 

Arguments against the proposed change:
1. There will be an increase in the Medicare spend. The exact increase will be unknown, but could be modeled relatively easily.

2. Not every practice has the space to employ a practice nurse, but this is not insurmountable as ways could be found to assist such practices.

Arguments in favour of the proposed change: 

1. This proposal would help ease the workload on GPs. By freeing up GP time, access to GPs around the country would be improved. GPs would be central to the care of each patient, but not every service would require the presence of a doctor on every occasion. 

2. Quality of care to patients with chronic and complex health needs would be enhanced, through the different skill sets a practice nurse brings to general practice. 

3. The development of modern practice systems of quality would be assisted through greater depth in the clinical team within each practice. It would promote the desirable outcome of forming a multidisciplinary practice team. This would both improve patient care and improve practice risk management.

4. Practices would be better resourced to actively promote public health objectives. An example would be to try and identify all undiagnosed diabetics within the practice population.

5. Such a change would formally recognise the skills and experience that  practice nurses as highly trained professionals in their own right, bring to general practice. It would also recognise that RNs competently perform the proposed four services without direct supervision in community and hospital settings across Australia everyday.

Conclusion

I believe there should be specific funding to all practices to employ a practice nurse. This funding should be in part, a payment to the practice, and in part, Medicare access to a rebate for a practice nurse item. This item should be limited to four specific services, which are each within the skill set of registered nurses and are performed by RNs in the community without direct supervision today. 

Such funding would formally recognise the growing role of professional nurses in modern. general practice. 

I believe such additional funding, would improve the quality of care practices currently give to patients with chronic and complex care needs. It would free up the GPs time, enabling them to see more patients. This would improve patient access to GPs and so alleviate the current GP shortage. 

Additionally, it would help address current areas of risk management within practices and facilitate public health outcomes for patient care. 
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