Submission to Senate Committee – Enquiry into Access and Affordability of General Practice Under Medicare, and the “Fairer Medicare” Package announced on 27th April 2003.
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;

Comments
· The comprehensive and collaborative, Relative Value Study recently undertaken, should be referred to, to outline the disparity between growing practice costs and Medicare rebates. A thorough analysis of the findings of that study will clearly explain why the bulk billing rate has been declining, and why the MBS cannot sustain viable practices. The Minister for H & A, in her letter to doctors of 26 May 2003, regarding the proposed new changes, makes no reference at all to the RVS; yet considerable resource was expended to complete the study.
b) the impact of general practitioner shortages on  patients’ ability to access appropriate care in a timely manner,

Comments

· “General practitioner shortages” is a heterogenous phenomenon that occurs on various levels and is multifactorial in nature. It is further clouded by absence of clear reliable data accurately quantifying the problem. Basically, the following feelings are expressed by GP’s and patients at a local level:
1. I can’t get to see the GP I want, he or she is always booked up when I need them.
2. My GP is not in the practice on the day I need them.

3. My GP operates traditional hours, so I have to use a “medical Centre” outside of those areas, and those doctors don’t know me.

4. We cannot get a locum for our practice to cover for absences, that is economically self sustaining.

5. We cannot attract a new doctor to our practice, that might be interested in a long term placement with a view to partnership.

6.  I have no access to my GP after hours.

7. There are no younger GP’s replacing retiring GP’s in outer metropolitan areas.

8. A lot of younger GP’s don’t want to work many hours.

These expressed basic facts, reflect the various factors which have led to a situation of real and perceived GP shortages, namely:
1. There is disparity between GP density in inner and outer        metropolitan areas of urban centres.

2. Lifestyle options are becoming of greater importance to an increasing proportion of younger GP’s.

3. Parenting and family commitments are being increasingly placed ahead of practice demands.

4. GP’s are increasingly finding other areas of employment, that are less demanding and better remunerated. Medical graduates and practicing clinicians are strongly demanded by both the private and public sectors. 

5.  GP’s could improve appointment systems to increase flexibility for patients, and cater for immediate access versus deferred access for non pressing requests and needs.

6. The concept of shared care amongst two or more GP’s has been traditionally discouraged in medical education forums, yet it has become a reality, often being carried out in a disjointed and disorganised fashion, without complete information transfer and availability between practitioners. The concept could be facilitated and improved by greater use of existing information technologies, and incentives and education to encourage GP’s to take up such technology. “Continuity of care” is paramount in primary care, but not necessarily continuity of carer/clinician. Patients need to be re-educated that it is acceptable to seek primary care from two or more primary care clinicians, as long as certain conditions are observed, which will result in favourable outcomes.
 The assumption that one graduate will lead to one clinician is becoming increasingly unrealistic. Whilst there exists a potential supply of GP’s, the supply curve is price sensitive, and at a given price offered, only a certain number of eligible GP’s will participate in the work force. The situation can be compared to the long standing “nursing shortage” Price offered, to a large extent, will determine supply. The inference being, that supply of participating GP’s at current price (remuneration) being offered, is limited.
In assessing medical workforce issues, the following must be borne in mind:

1. One provider number issued by HIC does not necessarily equate one full time GP.

2. One graduating medical student does not necessarily equate to one full time clinician.

3. One practicing, vocationally registered, College Fellow, does not necessarily equate to one full time GP.

4. A newly practicing GP does not necessarily equate to thirty years of clinician service.

5. HIC billing data is a poor indicator of the extent of “full employment” of a GP.

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,

Comments:

· If it is accepted that supply of services is price sensitive, the rebate increase proposed will be insufficient to attract greater participation rates in the GP workforce. It is unlikely that GP’s currently privately billing health care card holders will reduce their fees to the proposed rebate level. Therefore, it is envisaged that the “status quo” will continue with respect to access and affordability. Those who do currently bulk bill will be paid slightly more, with a possible slight increase in quality of service.
· The Attendance Item Restructure Working Group funded by the Government in 2002 conducted a comprehensive analysis of current rebate levels and determined that the MBS should be restructured so that financial incentives encourage longer consultations, to support quality practice.  This report has not yet been released by the Department of Health & Ageing.

(ii) a change to bulk-billing arrangements to allow patient co-payment at point of services co-incidental with direct rebate reimbursement,

Comments:
· The Rand Health Insurance Experiment and ensuing report, found that cost sharing or co-payments resulted in adverse health outcomes for the sick poor, and imposed disproportionate cost burdens on people with chronic health problems (Newhouse et al. 1993). The findings were based on a co-payment being applied across all groups of patients.
· The proposed changes assume that uptake of the package will be substantial, and therefore, co-payments will only end up being imposed on those who can afford it. Clearly if uptake is small, the current trend of diminishing bulk billing practices (for rich and poor) will continue, with access becoming increasingly restricted.
· If bulk billing could be assured for the “poor and needy”, then the potential co-payment allowed by the package, represents a partial cost shift to the user, at the point of service utilisation, and as such, has considerable merit.

· Online billing should be made available to all practices as it is convenient for patients and efficient for practices and the HIC;

· This facility may assist patients with cash flow issues and improve access in the short term; however patients facing a major health issue that requires substantial upfront costs over a short period are unlikely to be advantaged.  The impact on fees and access in the long term will need to be closely monitored;

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

Comments:

· The contribution of general practice fees to the safety net limit is likely to be small; however it may alleviate financial pressure from other specialists’ fees on patients who have high health care needs;

· The safety net makes an important recognition of total out of pocket medical expenses, which is particularly important where charges for services greatly exceed the schedule fee;

(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,

Comments:

· The proposed changes address the issues of access and affordability in an innovative and novel way, and have the potential to significantly improve the system if the uptake rate amongst GP’s  is high, and if as a result of the changes and/or other structural reforms, medical workforce participation rates increase.
(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.

Comments:

· Funding should build the capacity of practices eg. through replacement of fragmented practice incentive payments with an infrastructure grant that enables efficient automated clinical and business systems;

· Funding should support practice population health approaches that allow practices to apportion work to the most appropriate person to deliver the care and enable a team approach.  This is particularly important to appropriately and effectively manage the increasing prevalence of chronic diseases.
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