From: Dick Merigan 

To: medicare.sen@aph.gov.au
Sent: Wednesday, June 25, 2003 11:10 PM

Subject: medicare proposals

  submission to the senate committee.
 I am a practicing gp who works with some 14 other gps in a very large multi disciplined medical / paramedical clinic in Melbourne's eastern suburbs. I have thought long and hard about both packages, and the possible ramifications of the packages on general practice- i.e.. from a "what's in it for me" perspective., with "me" not only being our practice, but for other practices. 
the problems at present with Medicare  include are as you have identified that the Medicare rebate for bulk billing is not enough to allow practices to bulk bill and be profitable. therefore the rebate needs to be increased. im not particularly interested in where it comes from - general revenue, increased levies, scrapping insurance rebates etc - I leave that to the number crunches, but am interested in the rebate amount.
the second major problem is that there is a major shortage of gps across Australia, more in outer suburbs and rural, but even in cities. this is caused mostly by 2 factors 1. that most young doctors entering general practice are female, and unlikely with families, to work anything more than part time, and 2. that life style changes have now meant that gps are not willing top work 60-70 hours per week, weekends, after hours, home visits etc. 
these 2 factors combine to mean that gp consulting hours are plummeting at a time when rebates are considered to be too low.
market forces being what they are  means that most gps who work in bulk billing practices and are run off there feet, with long waiting times  and not enough dr hours to see patients etc etc, are saying , the easiest way to cut my work load is  to  create  a cost - i.e. a gap payment.
historically, Medicare has worked to keep dr incomes in check by using the market force of patient demand/ dr supply in its favour- these conditions now strictly favour the dr wishing to abandon bulk billing and charge privately- literally, even in big cities, there is no where else to go because the bulk billing dr is already run off his feet, and has no more room in the appointment book to see patients.
by the way,  bulk billing is not as you suggested a bulk discount to the government from a gps perspective, but merely an agent that provides a factoring service based initially on 85% of the fee, but now at something like 55% of what the fee should be.
in terms of the policies of both parties, I see them as irrelevant because they are unlikely to be adopted by many practices or gps even if passed. this view is supported by market research  done on practices and gps, but by the mechanism of the system.
let me explain this point from our perspective as a city practice.
it is expected that if you adopt the coalition policy that at least 50% of your patients will have to be bulk billed. there is probably going to be a shift of patient types to your practice ( market forces) as more health care card holders attempt to use your bulk billing services. the incentives for joining the system , and keeping with it are too small to attract anyone to the scheme unless their billing profile approximates the end result of the practice patient demographics- i.e.  you may attract some practices at the margin who bulk bill about 50% of their patients because of these added incentives, but you will not attract any practices that privately bill more than 50% of patients already. practices that bulk bill all to say 40 at present could use the system to effectively move away from bulk billing by testing the waters and having an easy gap payment system - I would if I were in this category. the most interesting aspect of the system would be that  practices instead of seeing more card holders, would be economically influenced to not see new patients if they were card holders, and indeed , make it harder and harder for card holders  to attend the practice. this would leave these patients with no where to go - other nearby bulk billing and obviously busy practices wouldn't want them, and they might not be able to afford to go to private billing clinics
the oppositions plan is no better - if you bulk bill 80% or more of your patients you'll jump on, if you bulk bill 75% only, the scheme is so marginal ( at $7500 per full time dr it equates to about a 5-7%  advantage, and there would be red tape associated and the need to closely monitor so as to  not miss the 80% cut off point , that a realistic cut off point to aim at would be closer  to 85% ) that there would be few practices that would join and be of benefit.
its worth while here thinking about what sort of practice only privately bills 20-25% of patients ( these are the ones who would join the opposition scheme) I imagine to be privately billing this amount only, it is probably only for weekend, and after hours work, and if that the case, the gap payment is likely to be higher, and the percentage of those practices to win financially out of doing it, even smaller.
 

this is why I believe both schemes to be largely irrelevant . very few practices are likely to take them up
 

both schemes could keep the  bulk billing clinics bulk billing a little longer if they were not used as an easy method of introducing private billing- why wouldn't you  use the government scheme to charge an easy co payment - even $2-5 would be so easy  it is likely to be adopted, and under the opposition scheme - you'd be getting $7500 for doing what your already doing ( I.e. for nothing extra) so you'd have a bit of room to manoeuvre with introducing some private billing = say on weekends, after 5 pm etc and keeping it under the 20 % cut off ion the city, and 30% in the country.

 

I look forward to your thoughts

 

dr dick merigan

