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Canberra  ACT 2600 

The Australian Greens welcome this opportunity to comment on the Federal Government's proposed changes to Medicare.

Section 1 of this submission provides an historical background to the current proposals.  

Section 2 considers current issues relating to access to and availability of General Practitioners, as outlined in parts (a) and (b) of the Senate committee's Terms of Reference (see Appendix 1 attached). 

Section 3 of the submission considers the likely impact of the government's proposals, as outlined in part (c) of the Terms of Reference. 

Section 4 discusses alternatives, as outlined in part (d) of the Terms of Reference, and concludes with recommendations.
Section 1. Historical Background

The original powers of the Parliament of the Commonwealth of Australia, as vested in the parliament by the original states, had limited bearing on the health system other than the power to make laws with respect to quarantine under Section 51. Following the Second World War, in 1946, Section 51 was amended so as to include under subsection xxiiiA, a number of other powers including the power to make laws with respect to "... pharmaceutical, sickness and hospital benefits, medical and dental services (but not so as to authorize any form of civil conscription) ... ". 

The exclusion as to civil conscription was included largely because the medical profession in Australia at the time opposed the possibility of a nationalised health service such as was introduced in Britain through the National Health Service, where doctors were paid on a salaried basis by the state. Hence, General Practitioners (GPs) in Australia have continued to practise medicine largely on a fee-for-service basis, although some have practised on a salaried basis in community health centres and more recently, in for-profit practices owned by consortiums or companies. Locums and some junior doctors may also be employed on a salaried contract or casual basis by GP practices. 

It is relevant that around the same time as the additional powers relating to health were given to the Commonwealth, the Constitution Act was also amended so as to allow the Commonwealth taxation powers under s51(ii).  Personal income taxation did not constitute the major source of public revenue until near the middle of the twentieth century. Prior to this time the bulk of revenue had come from tariffs and related measures.  Income taxation powers were ceded to the Commonwealth by the states in 1942, and after the war this situation was formalised by amendment to the Constitution.

Both of these measures underlie the current situation where the Commonwealth is able to levy personal taxes which may be used to pay for health services, including taxes for the purpose of a health insurance scheme, but is not able to set the amounts that doctors may charge, nor compel them to work on a salaried basis (unlike, for example, teachers).

In 1953 the Federal Coalition government introduced a scheme, commonly referred to as the Earle Page scheme, whereby the federal government subsidised private insurance. This was similar in some respects to the Private Health Insurance Rebate under the present Federal government.  In the 1960s it was found that the scheme was inefficient and that a considerable number of people in low to middle income brackets were not able to afford health insurance.
 The Federal Labor Party committed itself to a government-funded scheme, and in 1975 this was introduced by the then Federal Labor government as Medibank. Medibank was progressively dismantled following the election of a Coalition government in 1975, and subsequently reinstated as Medicare in 1984 following the election of the Federal Labor government in 1983.

In its current form, Medicare is funded in part by the Medicare Levy, a percentage levy on personal income, which contributes about 16% of the costs of Medicare,
 and by revenue from progressive personal income tax. Medicare covers the cost to the Federal government of the Medical Benefits Scheme (MBS), which reimburses all or part of the charges by registered medical providers in the community, the Pharmaceutical Benefits Scheme (PBS) which provides a subsidy for certain registered pharmaceutical medications, and the Australian Health Care Agreements (ACHAs), which are bilateral agreements with the states and territories, through which the Federal government pays to the states and territories an amount towards the cost of public hospitals.

Public support for Medicare is very strong, at around 90%.
 

In April 2003 the Federal Coalition government announced a series of measures that it wished to adopt in relation to Medicare, with particular reference to the access of the public to community based medical care provided by general practitioners. The stated intention of the proposed measures was to make Medicare fairer, and in particular to ensure that people who have low incomes and/or are in receipt of benefits and pensions and are eligible for a Health Card, can have access to bulk-billed medical services. The proposed measures were intended to do this by, in brief:

· Offering financial incentives to doctors who bulk-billed Health Card holders, including a higher incentive for doctors in rural and remote areas, where bulk-billing is less common than in metropolitan areas

· Allowing doctors to claim the Medicare rebate directly from the Health Insurance Commission without charging patients, and, where the rebate did not cover the cost of the service (that is, where the patient was not bulk-billed) allowing doctors to charge the patient direct for only the additional cost of the service above the Medicare rebate

· Allowing patients to privately insure for the cost of out-of-hospital medical services above the Medicare rebate (gap insurance) once a certain level of payments has been reached (proposed $1000 per annum)

· Continuing and extending the Practice Incentives Program to support doctors in adopting population health measures to prevent illness and promote health in line with evidence based practice. 

Section 2.  The current situation regarding access and availability

Over the last five years, per capita Medicare outlays have grown from $814.74 in 1997-98 to $949.82 in 2001-02 (standard 2000-01 $ using non-farm deflator). The Pharmaceutical Benefits Scheme has grown from $148.08 per capita to $214.40, the Medical Benefits Scheme from $371.22 to $397.14, and the Australian Health Care Agreements (Commonwealth contribution) from $295.44 to $340.28.
   The Pharmaceutical Benefits Scheme is the fastest growing area of Medicare.  Screening and diagnostic testing has also grown rapidly. Approximately 11.2 Medicare services per capita were supplied in 2001-02.  

Proportionately speaking, the Medical Benefits Scheme outlays grew more rapidly in rural and remote areas, however these outlays remained significantly lower than in metropolitan areas.  Outlays in rural and remote areas rose from $300.82 to $334.57 per capita while outlays in capital cities rose from $400.81 to $423.27.

The difference between Pharmaceutical Benefits Scheme outlays in rural and remote and metropolitan areas, however, is not as great as the difference in outlays for Medical Benefits Scheme.  This suggests there are particular factors affecting access to doctors in rural and remote areas that are not affecting access to pharmacists (chemists) or medications. This is an area that seems to need more research.

The issue of why usage of Medicare funded services keeps increasing is not simple. This is discussed in more detail in Section 3 below. Health policy commentators, however, usually agree that demand tends to be provider driven rather than consumer driven. This would be the case in regard to the Pharmaceutical Benefits Scheme, screening and diagnostic testing and hospital admissions, which require a prescription, referral or permission from a doctor, although visits to GPs are less likely to be provider driven. 

GPs are the most commonly used health service, with about 80% of the population visiting a GP at least once a year, and GPs enjoy a high level of confidence from the population, especially in older age groups.
  GPs are generally trusted as sources of health information, and research shows that even brief opportunistic health education by GPs on lifestyle issues such as smoking has a measurable effect on people's behaviour.
 

The number of GPs per capita has increased markedly over the last three decades,
 although there appears to have been a slight decline in GP numbers in recent years.
 The hours worked have not increased at the same rate as the number of doctors, as more female doctors, who are more likely to work part-time, have entered the profession. The majority of doctors in 2001 earned a gross income of $75,000 per annum or more, which is much higher than the median income in Australia.
 

Doctors are comparatively more likely than the rest of the population to live in urban areas.  This means that there is a relative under-supply of doctors in remote and rural areas, which also tend to have higher rates of illness and accidents than other areas. It is suggested that there may be an over-supply of doctors in urban areas.
 The relative under-supply of doctors in remote and rural areas may be partially offset by doctors visiting these areas or working in them on short-term placements. Doctors in remote and rural areas have higher gross incomes than doctors as a whole.
 

Apart from rural and remote areas, there is little evidence that Australians are under-supplied with GPs. Australia appears to have high rates of GPs per population compared to similar OECD countries.
 However, there are now some perceived threats to the continuing availability of GP services. Some particular concerns appear to relate to:

· The costs of medical indemnity insurance

· The perceived additional burden of administrative costs to GPs

· Possibly, a perceived decline in the status of medical practitioners and fears of loss of autonomy. 

Medical indemnity is largely beyond the scope of this submission, however we comment briefly on it here as there are some implications in regard to changed structures of practice, which are discussed in more detail in following sections. Some states are attempting to address the medical indemnity insurance issue by changes to the law, restricting patients' right to sue. There are concerns about the implications of this. Limiting the right to sue appears to carry a risk that those practitioners who are negligent will escape penalty. As well as being at odds with notions of natural justice, this could put at risk the reputations of more responsible members of the profession, and the profession as a whole. Plaintiff lawyers are asserting that the only real outcome of the legislation may be increased profitability for insurance companies.  Plaintiff lawyers also argue that fears about a perceived increase in litigiousness in Australia are unfounded. 

The other concerns listed above appear to be associated with the administrative requirements of accreditation through the Divisions of General Practice program, which was established in the early 1990s to support GPs and encourage professional development and accreditation. They also appear to be associated with moves to encourage GPs to work more closely with other providers. 

Recently the Divisions have also been the vehicle for a number of population based measures through the Practice Incentives Program, beginning with immunisation and now extending to cervical screening, asthma management, diabetes cycle of care, and other initiatives such as the Home Medication Review program.  GPs are also eligible for funding for Enhanced Primary Care Items, including care planning, case conferencing and health assessments. These measures are largely aimed at older patients, especially those with chronic conditions, and Indigenous patients.  GPs who are interested in mental health have also been supported by measures designed to "up-skill" GPs in counselling and management of mental health, and by state initiatives, such as the Primary Mental Health Teams in Victoria. 

GPs have also been encouraged to network with other health care providers in the primary health sector and the acute sector.  The employment of practice nurses and, in some cases, other allied health professionals has assisted in this. In Victoria, GPs (through the Divisions) have been encouraged to form links with the Primary Care Partnerships, associations of community based primary care providers, and the Commonwealth and Victoria have signed an agreement and instituted a number of measures to support this. 

The Practice Incentives Program has been challenging for GPs and may be perceived as administratively burdensome.
  Anecdotally, many GPs are said to have found it difficult and expensive to install information technology, and some find accreditation difficult.  Collaboration with other providers also brings fears of loss of the special relationship with patients, and possibly fears of losing the privileged status ("medical dominance"), which medicine has historically had in the health system, and in society more broadly.
 Ultimately evaluation of the population health measures, however, should not rest solely on GP perceptions of the difficulties, but on whether these measures produce better health outcomes for patients. 

Some GPs clearly welcome the opportunity to collaborate with organisations such as community health centres and Aboriginal health services to address health inequalities.
  

Research in Victoria has shown that GPs who work in community health centres have a more diverse range of patients and care for more disadvantaged patients than GPs in private practice.
 

Bulk-billing

The total number of bulk-billed Medical Benefits Scheme services in 2001-02 rose by 1.7% to 155.4 million services, however the rate of bulk-billed consultations as a proportion of all consultations declined.
 

Bulk-billing rates for the MBS overall have declined from a high of 72.3% in 1999-2000 to 70.4% in 2001-02.  The bulk-billing rate for MBS overall grew rapidly from 45.2% in 1984-5 (the year Medicare was introduced) to 71.1% in 1995-6, after which it began to plateau, and in the last two years it has begun to decline.
 

Bulkbilling rates for GP attendances have declined more sharply, from a high of about 80% in 1995-6 to 74.15% in 2001-2 (the last year for which full annual figures are available). The latest figures tabled in Parliament show a fall to 68.6% for the March quarter of 2003. The rapid decline over the last two years is causing particular concern. (The main reason why the bulk-billing rate for the MBS overall has not declined as sharply as the rate for GP attendances is that there has been an increase in bulk-billing rates for pathology, which is also increasing its share of the MBS services.  Pathology grew from 25% of MBS services in 1997-8 to 31% in 2001-2, whereas GP attendances represented 45% of all MBS services in 1997-8, and 42% in 2001-2).

The states argue that the decline in bulk-billing is driving the increase in presentations at hospital emergency departments, however it is difficult to assess this because of the lack of consistent and reliable data on emergency demand during the years when bulk-billing was increasing.  Presumably some of the increase in emergency demand may be driven by the decline in bulk billing, but it is difficult to say how much.

Community health providers suggest that an apparent decline in the number of GPs prepared to do home visits, especially out of hours, may be a significant factor driving increased emergency presentations.

Anecdotally, doctors do appear to be increasingly reluctant to bulk-bill. For example at a recent GPDV workshop in Victoria, doctors discussing health inequalities were divided on the issue of bulk-billing, with a number asserting that while they wished to address health inequalities and support disadvantaged groups they were nevertheless not prepared to bulk-bill any longer. There were strong opinions expressed on the issue. GPs say the Medical Benefits Scheme rebate has not kept pace with the cost of living and the increased administrative costs of running a practice.
 

Section 3. Impact of the government's proposals on access and availability

Public health experts have expressed strong concerns about the government’s proposed changes, with the Public Health Association of Australia (PHAA) describing the claim that they will create a fairer Medicare as ”misleading claptrap”.
 

The Australian Greens believe the proposed measures will not have the stated effect of improving access to GPs but will rather damage the principle of universality upon which Australia's public health system is based, and create a "two-tier" system with differential standards and quality of services. Further, low income individuals and families who do not have Health Cards will suffer under the proposed measures as a consequence of the gap payments and the relative difficulty they will encounter in paying for private health insurance and/or meeting the threshold level of $1000 per annum. In particular, the following groups of people are likely to be at risk:

· Low income individuals and families who are just above the Health Card threshold, in particular the increasing proportion of the population who are in casual and insecure employment, and frequently have limited assets and restricted ability to save beyond their immediate needs

· Young families whose incomes are variable due to maternity and child-care responsibilities, in particular because of the absence of any system of guaranteed maternity/parental leave payments in Australia, in circumstances where children under five years of age, especially children under one year of age, are amongst the highest per capita users of health services

· People who have a chronic illness or disability but currently earn sufficient income to be just above the Health Card threshold.

For the latter two groups in particular the demands of paying both for private health insurance, and the payments required to meet the $1000 threshold, will impose very severe additional burdens, in circumstances where they already have high health costs.

The Greens oppose the Private Health Insurance Rebate because it is an inefficient use of public funds and the benefits go largely to higher-income earners. We also oppose the extension of the rebate to cover this new proposed insurance product for out-of-hospital medical services.  

As discussed above, Australia has been generally well provided with medical practitioners.  Of greater concern is the inequitable provision, as Mooney (2003) argues:

"On average, Australians use Medicare-funded primary health care to the extent of just over $530 per year. The people in Double Bay, a rich suburb in Sydney, use more than $900.  In the Kutjungka Region, in the Kimberley, the Aboriginal people are among the sickest in Australia. They use less than $80 in Medicare primary health care funds per year, largely because of the non-availability of GPs."

It is evident that the problem is not simply a shortage of bulk-billing - rather that GPs are under-represented in the areas where health is poorest.

It may be argued that this is the situation the Federal government's Medicare proposals are intended to address. Surely, commonsense might argue, if we make the rich people of Double Bay pay more for their medical care there will be more money for Aboriginal health in the Kimberley?  But this is not the case.  As Mooney goes on to explain:

"The ability of the rich to pay is greater. ... What is now in danger of happening in Australia is that as the private sector [in health] grows, Medicare will become more a safety net for the poor and, in reality and in perception, cease to be a universal system"

The concern is that without whole-of-community action to address health inequalities, doctors will go where they are best remunerated.  Mooney is not arguing that the rich citizens of Double Bay actively want to take medical services away from the people of the Kimberley. In fact, he says 'citizen juries' suggest people are concerned about health inequalities and would like to see more money and services go to Aboriginal health.
 

The more health is treated as a private concern, however, rather than as a public and community good, the less we will be able to address these inequalities.  Already, people in Double Bay are better supplied with GP services than people in the Kimberley.  If the Federal government's changes were implemented, this situation would almost certainly worsen.  

If GPs can earn more by remaining in city areas, and charging high rates to wealthy, privately insured patients - which the government's proposed changes will allow them to do - it is unrealistic to think this will not happen.  It is also unrealistic to think GPs will be tempted to disadvantaged remote areas solely by a small financial payment, especially since GPs in remote areas already tend to have higher incomes than GPs in metropolitan areas. In practice, the incentives that will encourage GPs to go to rural and remote areas may be more to do with a commitment to health promotion and collaborative practice to address disadvantage, rather than individual gain.
 These issues need to be addressed by broader collaborative approaches, as discussed in Section 4 below. In the meantime, we stress that if GPs are encouraged to charge more to wealthier patients, then, in the absence of countervailing social action, it is likely they will provide more, not fewer, services to those patients.

Another factor that should be taken into account is the possibility of under- and over-servicing. If GPs are better remunerated for providing services to wealthier patients, then there is a possibility that these patients will be over-serviced, while low-income Health Card holders are under-serviced.  Given the rising cost of the Pharmaceutical Benefits Scheme, and concerns about over-reliance on pharmaceuticals, and about polypharmacy and medication misadventure in older people, the possibility of over-medication is a particular concern.  

It is important to recognise that the provision of medical care is not the most significant factor affecting people's health. Public health experts, since McKeown (1976) in particular, have continually stressed that while much of the concern of the health system is about the treatment of disease, the actual determinants of health generally lie outside the health system, and are linked to factors such as housing, clean water, good food, fair employment and equity.  Increasingly the causes of major degenerative diseases are related to factors such as social and economic inequality, social isolation and physical inactivity.  For example, the Heart Foundation has recently publicised strong evidence linking heart disease with social isolation,
 and it is well-known that Type II diabetes is related to overweight, and responds particularly well to load bearing exercise.  Mental illness, which is expected to be one of the leading causes of morbidity in the twenty-first century, is also strongly related to social isolation and inequality.
 

Patients visit GPs for a wide range of reasons. Some of the most common are upper respiratory tract infections (coughs and colds), repeat prescriptions, check-up or management of existing conditions such as cardiac disease or hypertension, and back problems. Conditions commonly managed by GPs include all the above, plus depression, asthma, diabetes and arthritis.
 In addition to the diagnosed cases of depression, many patients also have unrecognised depression or other common mental illness such as anxiety disorder. In many cases patients’ physical symptoms are also accompanied by social factors such as social isolation, family and workplace conflict, unemployment and poverty, and lifestyle issues such as lack of exercise, poor nutrition, smoking and other drug and alcohol use.

The range of medications, screening tests and procedures is growing. These are the fastest growing areas of Medicare expenditure, as previously discussed. The situation confronting GPs, and their patients, therefore, is that GPs have an increasing array of medications, tests and procedures, to address their patients’ physical symptoms. However, within the standard 15 minute consultation, there is relatively little they can do to address life-style issues, other than brief health education (which, as previously discussed, can be effective, but needs to be linked to ongoing support), and very little they can do to address the broader social issues facing their patients.  Unless GPs are well-linked in to allied health and community service providers, the tendency will be for the use of medications, tests and procedures to keep increasing, while the causes of ill-health remain unaddressed.

This means that when considering the impact of the government’s proposals on access and availability of GPs services, the key issue is not just whether people have access to GPs – it is whether they have access to GPs who are well-linked in to a network of other primary care services, so they can offer quality care and appropriate referrals, to address the causes of people’s ill-health, as well as treating the symptoms.  We are mindful of this issue when considering alternative measures and recommendations, in Section 4 below.

Section 4. Alternatives and Recommendations

We believe there is a need for alternative measures that not only ensure continuing access to GPs, but also encourage GPs to work in a population health and social model of health framework, while relieving them of some of the current administrative burden.

The increasing complexity of general practice means many doctors may be interested in arrangements where they could be relieved of some managerial responsibility.  For-profit medical practices may have seemed to offer this possibility, however GP experience with for-profit practices suggests they do not fit well with the ethos of general practice in Australia. Research for the RACGP showed that doctors were particularly interested in government support for cooperative practices.
 They may be receptive to a system that allows some of the managerial responsibilities to be assumed by the state or not-for-profit organisations (under which we include, for example, Divisions of General Practice and community health centres), while maintaining the independence of the GP as a private practitioner. This also offers the possibility of at least some of the burden of medical insurance being taken by the state, which is a preferable alternative to further limiting the right to sue. 

Some GPs may also prefer to work in community health centres because of the capacity it allows them to work in collaboration with other providers of health and community services, including those who are working within a health promotion/social model of health approach. Some GPs specifically wish to address health inequalities (which may be worsening under the present neo-liberal economic approaches in Australia), and therefore would willingly choose to work in community health centres. Research commissioned by the Victorian Department of Human Services suggests that the financial disincentives to this form of practice (that the community health centres may suffer financial loss as a consequence) may have been exaggerated and that break-even arrangements may be achievable.
 If the commonwealth and the states were prepared to work together in this area, any cost to both would be relatively minor and there potentially could be considerable health gains to the patients concerned, and also lessened use of crisis and acute services, which would represent savings to both the commonwealth and the states.

It has been suggested that the Australian Health Care Agreements are a mechanism for improving access to quality services, by extending the Agreement to cover primary and community based services:

"If, as Health Ministers have agreed, the "2003-2008 Agreement . . . [is to] encapsulate national objectives for the provision of improved care for all Australians, the AHCAs will need to extend beyond public hospital issues to incorporate primary care. There will need to be discussion in the agreements on primary care, chronic care, mental health, Indigenous health, aged care, rural health, public health, and, presumably, agreed quantifiable measures to assess achievement of these national objectives, while maintaining flexibility of resource allocation.

...

At present, States are unlikely to significantly reduce hospital care unless other primary or community care programs can be substituted, presumably with Commonwealth approval, for hospital care. The commendable exploration by some States for ways to reduce hospital readmissions of people with chronic and complex conditions through improving community-based care depends on Commonwealth support, directly or indirectly, for care beyond the hospital. It would be good for this to be recognised in the new AHCAs."

Coote (2003) argues that a simpler reform focusing on GPs would be preferable: 

"Parts of Australian health arrangements certainly need an overhaul. An example is general practice. This sector, differently organised and financed, could deliver much more to the community, the rest of the healthcare system, the Federal Government and to general practitioners themselves. Change in this sector would not depend on improbable cooperation between levels of government, and would be more manageable than the multifarious whole-of-system reforms about which Reid and Paterson speculate."

The Australian Greens recognise the important role GPs play in the health system, however we also recognise that it is unlikely health system reform will ever be simple; it will inevitably involve the cooperation of a wide range of players if it is to be successful. Therefore, while agreeing with Coote that GPs could deliver more to the community, we believe this would be most effectively achieved in the framework of system reform, and that the Australian Health Care Agreements offer a useful starting point.  

Finally we note that one of the key areas of need is for more public funding for dental care. Low income individuals and families in Australia are currently waiting years for public dental care, or missing out altogether, where public dental care is not available. Poor oral health has a very damaging impact on people's well-being and life chances.  

The key recommendations by the Australian Greens are:

· Cease the Private Health Insurance Rebate and redirect the funds to Medicare, with a particular focus on community-based services

· Increase the rebate for GP services and maintain its value

· Provide financial incentives for GPs to increase the rate of bulk billing

· Work with the states and territories to promote opportunities and incentives for GPs to practise in community health centres (including indemnity as appropriate)

· Collaborate with the states and territories to encourage and support GPs in adopting population health and health promoting practice, including practice in community health services and programs tailored to disadvantaged groups such as Aboriginal people 

· Begin developing a national health plan that will focus on health promotion and illness prevention at the community level, in collaboration with local government

· Extend Medicare to cover dental services for all Australians and to provide more services for mental health.

· Set up an investigation into alternative funding mechanisms such as dedicated ("hypothecated") health and welfare taxes 

These measures can be funded by reapplying the amount currently spent on the Private Health Insurance Rebate.  We include below illustrative costings, based on those prepared by The Doctors Reform Society. We also commend to the Committee's attention the recommendations by the Australian Council of Social Services in their 2003 Budget submission, Piecing it Together.
 ACOSS recommended that funding from the PHI rebate be applied to public health and community services, and also identified other areas of savings which could be used to increase funding to related programs, including the Commonwealth State Disability Agreement and the Home and Community Care program. Additional funding to these programs, and more attention to the synergies between these programs and the Medicare funded programs, would support an increased focus on population health, illness prevention and health promotion.

Illustrative costings (adapted from costings by the Doctors’ Reform Society):











$m

Private Health Insurance Rebate 




         2,300 

can be reallocated to: 

Supporting General Practice 



($5 increase per consult, made up by addition of + $140 m from current Gov proposals)








  280

Package for GPs who bulk bill everyone (yearly bonus, practice nurse, support for capital infrastructure, medical indemnity)


    
    80

Additional funding to community based primary care, aged care, mental health and hospitals





  
  860
Dental Health Scheme






  800

Saving the PBS: Education Program for Doctors Prescribing Drugs (to reduce pressure on PBS from pharmaceutical industry)


   160

Aboriginal Health (increase by 10%)




   120

Total 









2,300
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Appendix 1. Terms of reference

On 15 May 2003 the Senate agreed that a Select Committee, to be known as the 

Select Committee on Medicare, be appointed to inquire into and report by 12 August 

2003 on the following matters: 

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; 

(b)  the impact of general practitioner shortages on patients' ability to access 

appropriate care in a timely manner, 

(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, 

(ii)  a change to bulk-billing arrangements to allow patient co-payment at 

point of services co-incidental with direct rebate reimbursement, 

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

existing safety nets, and 

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

expenses; and 

(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, 

(ii)  the implications of reallocating expenditure from changes to the private 

health insurance rebate, and 

(iii)  alternative remuneration models that would satisfy medical practitioners 

but would not compromise the principle of universality which underlies 

Medicare. 
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