

North West Melbourne Division of General Practice

Issues Paper Report



Background

1. Recently proposed changes to Medicare have required all general practitioners, and their representative organisations, to consider the financial and administrative impact on general practice.

2. This discussion paper is in response to the proposed changes.  It is intended to refocus the debate to one of appropriate levels of Medicare rebate, rather than the continuing focus on GP remuneration.

Comments

3. Medicare is a national health insurance system, which provides all Australians universal access to a Medicare rebate for out of hospital services.  It was established as a rebate to patients rather than the doctors to circumvent the "civil conscription" clause, which prevents a national government from conscripting medical doctors, in the Australian Constitution
.  Access to the rebate is universal.  Universal access to general practitioners is not guaranteed.
 

4. Intriguingly, the focus of the Medicare debate is always on the funding of medical services (and in particular GP salaries), rather than what is required to ensure the health and wellbeing of the population.  It is as if, providing free access to out of hospital services will ensure the health and well being of the Australian population.  This is interesting because with plenty of evidence around indicating that health outcomes are better when a contribution is made towards one’s health, no-body challenges the notion that it is in everyone’s best interest that health services are “free” to the patient.  Access to out of hospital services is one of a myriad of factors accounting for health and well being: these include socio economic, genetics, demographics, ethnicity, age, gender, diet, exercise, risk factors etc, etc, and including personal responsibility for one's own health.  The Medicare debate should broaden to include reference to the wider issues.

5. There are a couple of fundamentals worth recalling.  Medical practice is for the most part private enterprise and, therefore, general practitioners can charge what they think is a fair market price for the professional service provided.  In fact the ACCC prosecutes general practitioners colluding on price fixing, which reinforces the private enterprise nature of general practice.

6. Bulkbilling is a mechanism, whereby the patient insurance payment can be paid directly to the doctor.  Bulkbilling is not compulsory and therefore not universal.  As stated above, the constitution prohibits any national government making it universal
.

7. Bulkbilling, with its associated financial and administrative advantages, has been used as a means of encouraging doctors to discount their services to ensure that their patients do not incur any out of pocket expenses when they visit their doctor.  This ensures a degree of control over the costs of medical services, for some patient categories.  In some ways, this could be viewed as a way of circumventing the Constitution clause. 

8. Whilst bulkbilling is not compulsory, there are advantages to practices using the bulkbilling facility.  There are real savings in not having to administer an accounts system.  That is there are savings if you do not have to invoice, send reminders, chase up bad debts etc.  And there are certainly advantages in having almost immediate access to fees.  These advantages may be worth the 15% differential between the rebate and the “scheduled fee”.

9. It is worth briefly mentioning that the “scheduled fee” is meaningless to most practitioners.  It was set in 1984 “at 85% of the most “common fee” charged by doctors.   This fee is no longer proportionate to the vaule of professional service provided.

10. But bulkbilling, as a concept, comes at a cost to general practice.  Currently, practices cannot bulkbill if they charge a fee higher than the scheduled fee.  In other words, the general practitioners may be required to discount his or her service to ensure the patient has no out of pocket expenses.  This benevolence is not recognised by the patient and not acknowledged by the government.  In most other professions, where a professional discounts a service, or provides a free service, such as pro bono legal work, this benevolence is recognised and acknowledged.

11. It is important to acknowledge the altruistic nature of general practitioners.  Whilst there may be many reasons for the choice of general practice as a profession, current underlining assumptions that general practitioners are motivated primarily by greed or self-interest, defies the benevolent nature of the profession.  It is highly unlikely that financial gain is the main motivating force of general practitioners per se, yet this is a perception, which continually taints the relationship between the profession and the government.   

12. Unfortunately bulkbilling is also subject to fraud.  This fraud reflects very badly on general practice, irrespective of whether perpetrated by a small minority or not.  It may also reinforce the perception that financial gain is the motivating force behind the profession, rather than being the motivating force of some individuals. 

13. There are two major detrimental impacts of bulkbilling.  Firstly, discussions about Medicare funding are more often than not, about general practitioner salaries rather than the level of patient rebate for out of hospital services.  Secondly, the Health Insurance Commission acts as if it were a health service funder, rather than an insurer.

14. The first detrimental impact of bulkbilling is that the focus is primarily on general practitioner salaries instead of an appropriate level of rebate for patients’ use of out of hospital services.  This focus is evident, not only in the Government’s “A Fairer Medicare” documentation which suggests “[T]his scheme … carefully designed to ensure that most GPs … will be financially better off.”
 and in the ALP response “General Practitioner bulkbilling … will receive total additional remuneration of …”
, but also in the responses from GP organisations.

15. It is a sad fact that as long as the various GP organisations are actively engaged in discussions with the government about the level of rebates and other incentives to encourage bulkbilling, the debate will always revolve around GP salaries.  The outcomes of this debate will never be satisfactory to GPs.  The reality is that the community whilst appreciating the services provided by general practitioners, do not necessarily "value" the service provided.  This is not only because increasing numbers of Australians have been brought up with a "free" medical service, but also because in comparisons with average community salaries, GPs are not disadvantaged.  To hear a member of the community complain about GPs "whinging" about their salaries, without consideration of what being a general practitioner entails, let alone qualifications requirements, ongoing education, complexity, etc. etc. is disheartening to say the least.

16. In relation to incentives, it is worth noting that some incentives significantly disadvantage those practitioners, who have forgone personal income in preference to retaining income within the practice to provide better practice infrastructure.  This is evident in the practice nurse incentives, which rewards those practitioners who have made business decisions not to employ practice nurses, rather than those who have employed practice nurses.  This type of incentive, not only interferes in business decisions within general practice; it discourages the notion that general practice is both a professional service and a business.  It could also be argued that these incentives discourage sound business decisions within general practice, by seemingly rewarding practices that may have removed income from the practice to increase remuneration to the general practitioner/s, rather than improving the infrastructure of the practice.

17. The other detrimental impact of bulkbilling is that the focus is on general practice over servicing, rather than patient use of services; including, patient over use, inappropriate use and non-use of medical services.   The problem here is that GPs become accountable for the use of their services, which is patient driven, in addition to the type of service provided, which is GP driven.   The HIC investigates GPs who provide “too many services” and a myriad of other offences against its regulations, but where is the debate on patient overuse of services or discussions about disincentives for inappropriate use?  It is not suggested, here that individuals use of out of hospital services be monitored or rationed in anyway, only to suggest that it is unreasonable for GPs to accept full responsibility for patient use of their services. 

18. One of the reasons given for the importance of bulkbilling to the health system as a whole is a supposed correlation between increasing hospital use and falling bulkbilling rates.  The significant advances in surgery, increases in treatment options for a variety of medical conditions and diseases, and an aging population, necessarily result in increasing hospital use.  The extent to which any increase in hospital use is a direct result of decreasing bulkbilling is unclear.  Simply comparing hospital attendance with bulkbilling rates cannot prove this.

19. This emphasis on bulkbilling as being a fundamental requirement of Medicare results in a shift in the role of the Health Insurance Commission (HIC) from “insurer” to “funder”.  The system was not only NOT designed to directly fund out of hospital service provision; the Constitution prevents it from doing so.  It is not a system designed to “remunerate” general practitioners, it is a system designed to provide a rebate to Australians for out of hospital services.

20. In the role as funder the Health Insurance Commission will, no doubt, increasingly look for “value for dollar” with associated “health outcomes”.  This will probably lead to a quality control role.  Interestingly, this is probably already the case, with questions in the Senate Estimates Committee about the health outcomes related to the Enhanced Primary Care program
.  More importantly, it clearly indicates that the national thinking is more in line with the government paying for medical services, resulting in health outcomes, rather than funding rebates for use of out of hospital services.

21. Whilst it is appropriate for the government to develop health priorities, it is unrealistic to expect that the introduction of specific Medicare items numbers is sufficient for real gains in health outcomes.  Both the Enhanced Primary Care and Chronic Disease Items numbers infer that health outcomes in these areas are the responsibility of general practitioners.  In both cases, the implementation of these items numbers has been problematic for a variety of reasons.  It is fair to say that the lack of community involvement in their development and the almost non-existent community commitment to their use must significantly impact on any potential gains in health outcomes.

22. An anomaly of the Health Insurance Commission acting as a funder, is that its billing statistics are increasingly used for purposes for which they were not designed to be used.  An example of this is the way in which Effective Full Time [practitioner] is calculated.  A billing value, calculated to be the average billing value estimated to be claimed by the average full time practitioner, is used to determine EFT.  The shortcomings in this ‘estimation’ are well recognised, but an alternative is in the “too hard basket”.  In our own case, we have a practice with 2 full time GPs, operating in an area with a GP shortage.  The workload of these GPs means that the Health Insurance Commission calculates that there are 3 EFT GPs practices within the practice.  The result being not only is the practice not identified as qualifying as being in an area of need, the 2 practitioners need to undertake the requirements of 3 practitioners for the purpose of the Quality Prescribing Initiatives component of the Practice Incentive Program!!! 

23. This flaw in the calculation of EFT GPs in Australia, also impacts on the GP to population ratio, and therefore the workforce issue.

24. There is also an attempt to also use this billing system to monitor the level of care provided, for example whether patients with diabetes are being treated in accordance with the Clinical Practice Guidelines.  This is evidenced by the Health Insurance Commission billing statistics associated with diabetes related item numbers being available for comparison across divisions.

25. In reality, bulkbilling is a system whereby the patient assigns his/her rebate to the practitioner.  It is not a system, whereby the practitioner bills the insurer for a service.  This misconception is one of the factors, which complicates all debate on the Medicare system.  Bulkbilling, in fact, is a misnomer.

26. It could be argued that the ability for the patient to assign the rebate to the practitioners is not in itself a problem, it is the controls around the circumstance, whereby this assignation can occur, which creates problems for general practitioners and misconceptions about what is being funded.

27. The responsibility for ensuring the universality of its system and its "workability" rests with the government, not the professionals providing the health service.

28. There needs to be a shift in the debate to take it back to what is an appropriate rebate to the patient for out of hospital services.  This shift will necessarily require widening the debate to include the Australian community. 

29. It is easy to restrict the debate to general practitioners' salary levels, but the reality is the salary levels of general practitioners has little if anything to do with the health of the population.  And as long as that is the focus of debate, unfortunately health, in its wholistic sense, never gets on the agenda.

30. There is no doubt that we should all ensure that the people who are most disadvantaged within our community are not in any way discouraged from using appropriate out of hospital services.  But perpetuating the myth that Medicare in itself will ensure health and well being for all Australians does no one any favours.
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