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Medicare was originally introduced in Australia as a Government funded insurance scheme that would in particular ensure pensioners, low-income patients, the chronically ill and those in need would have access to high quality health care. When bulk billing was born 25 years ago, it was a means of funding visits to the doctor and making collection of the fee more efficient.   It was available to all medical practitioners, be they general practitioners or specialist practitioners.  Most notably, it was easily accessible by all members of the community.

It was pitched at 85% of the most common fee, constituting a discount to the fee even then, but resolving the bad debt issue and greatly simplifying collection.

Private doctors in general practice embraced the efficiency gains.  However, the Bulk Billing rebate is now nowhere near an appropriated fee, and private general practitioners are no longer prepared to offer such large discounts for the services they provide. Private general practitioners have never been free.  

Private General Practitioners simply can no longer afford to provide their services at discounted rates in order to subsidise the shortfall in the Medicare, while dealing with increasing medical indemnity and other practice costs.
Medicare has for too long been regarded and used as a means of seeking free medical treatment.  The Federal Government’s failure to increase the Medicare rebate in line with inflation plus increasing practice and indemnity costs means Bulk Billing is no longer sustainable in its current form. Private General Practitioners do not work for the government. They work for themselves.  They are in the business of providing health care for their patients – both in terms of caring for the sick and illness prevention.

The lack of fair remuneration compromises their ability to treat patients appropriately, particularly as it is more difficult to spend adequate time with the patient.

Ultimately, individual doctors decide their fee structure, including bulk billing, and this will be influenced by their practice philosophy, infrastructure, patient demographics and professional costs.

The Federal Government is clearly unwilling to fully fund private general practice, but it can afford to help certain segments of our community.

The collection of the Government contributions to the rebate should be simplified, made accessible to all doctors and all patients.  In theory, every Medicare outlet around Australia could be closed, freeing up millions of dollars that could be available for health care rather than maintaining the ways of the past.

The likely impact on access, affordability and quality limited services for individuals, in the short and longer-term, of the following Government-announced proposals
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The impact of he current rate of the Medicare Benefits Schedule and Practice Incentive Payments on practitioner incomes and the viability of bulk-billing practices

Bulk Billing practices are no longer viable.  Many General Practitioners cannot afford to stay in the practice of Bulk Billing.  They are retiring, moving to areas where they can make a living, going overseas to work or working part time.  The GP participation rate is falling to dangerously low levels.

The independent arbiter, the Relative Value Study, has calculated that a fair fee for a standard General Practice service should be $50.  Based on this, GPs have been subsidising their patients’ care for years, particularly if they bulk bill and receive only $25.05 for a service.

Therefore, those practices that wish to continue providing appropriate services to those in need in the community are finding it difficult to offer the kinds of services required by current community expectations. Doctors have been forced to compromise on the physical features of their infrastructure and on their own health before compromising the quality of their practice for 20 years or more.  Many doctors would prefer to move practices, close up and change careers rather than compromise the quality of medicine they practice. 

Most urban practices will consider it not in their interest to take insignificant incentives in return for agreeing to bulk bill all Health Care Card holders and pensioners. A small AMAQ survey of General Pracitioners indicated that 78% of doctors would not participate in the incentive payments under a Fairer Medicare, As evident by the rapid decline in Bulk Billing, most GPs have turned the corner and are charging close to what they feel they are worth.  Bulk Billing should be the choice of the practitioner, based on individual practice philosophy and patient demographics.

Existing Practice Incentive Program (PIP) and Enhanced Primary Care (EPC) payments work against the basic principles of equity and General Practice by providing financial inducement to diagnose and treat certain conditions.  AMAQ recognises the need for the health care sector to focus on diseases of prevalence but deny the implication that incentives are required for doctors to appropriately diagnose.  Additionally, many medical practitioners report that the intended benefits of practice enrichment under the schemes have been generally lessened due to the complicated administrative impediment that comes with such.  

A recent Federal AMA poll showed that:

· 74 per cent of GPs polled would prefer EPC redirected to Medicare patient rebates 

· 69 per cent of GPs polled would prefer PIP redirected to Medicare patient rebates 

· 58 per cent of GPs polled said EPC creates too much red tape 

· 54 per cent of GPs polled said PIP creates too much red tape 

· 49 per cent say EPC has NOT improved their quality of practice (45 per cent say it has) 

· 54 per cent say PIP has NOT improved their quality of practice (44 per cent say it has)

The impact of general practitioner shortages on patients’ ability to access appropriate care in a timely manner

Patients are finding it harder to find a local family doctor.  The poorest and sickest in the community are seeing accessible and affordable health care slip further out of their grasp.  Many patients are turning to an overburdened hospital system to fulfill the primary health care needs.

The above issues are not addressed appropriately in the Government’s package.   

The likely impact on access, affordability and quality limited 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 cared holders or those beneath an income threshold.

GP Groups do not believe that the Package will have much positive impact on access or affordability.

This is because the level of incentives is unlikely to be sufficient to induce changes in the billing practices of many GPs who have a high concessional patient profile and who are currently charging a co-payment to some or all concession cardholders.  

General Practitioners have historically provided a form of charity under the Bulk Billing scheme, and will not adopt a contractual arrangement to continue to do so.  

The impact will not only be felt by middle class and working poor but in

fact by all who do not have any form of concession card.  Those patients who pay private fees will continue to carry the cost of health cars, as it is highly likely that those doctors that opt-in will need to increase their fees to their privately billed patients.  
ii) a change to bulk billing arrangements to allow patient co-payment at point of services co-incidental with direct rebate reimbursement.
The option to apply co-payments and HIC-Direct claim with a 2-day turn around is strong feature of the Government’s package.  
Part payments from patients, will additionally be less of a barrier for low-income earners and may improve access.  However, the current structure would mean that triggering is unlikely for the vast majority of eligible Australians.  The Government’s offer is discriminatory in that patients have no option to take advantage of these enhancements for practices that do not opt-in.  Co-payments should be applicable to all practices and available for both Specialists and General Practitioners.

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

The AMAQ strongly supports the existence of safety nets to ensure those most in need have access to appropriate medical care.  
AMAQ advocates for safety nets that benefit all patients and provide support for those who suffer chronically, not just those who have a Health Care Card.

The AMAQ does not support the Government being the arbiter of who is eligible to receive a Health Care Card concessional rate. It is widely accepted and known that possession of a Health Care Card is not necessarily indicative of economic status.  The Government has no incentive on them to ensure the vetting of recipients as the production and distribution of the cards is a minimal cost when compared to the cost of services to be provided by the medical profession – the expense of which is absorbed by medical practitioners.
Many doctors will continue to bulk-bill on a discretionary basis.  This is the pure altruistic nature of medicine, and family medical practitioners are often the best placed to analyse the economic needs of his or her patients.

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

AMAQ would support in principal the applicability of private health insurance to General Practice, however, in reality the complicated mode (by way of large threshold) in which is has been offered by the Government means that it will not be accessed by most.

Additionally, General Practitioners would be faced with onerous tasks by way of negotiating with numerous private health insurers.  

Alternatives in the Australian context that could improve the Medicare principals 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.

Whilst AMAQ supports team based primary health care, the Association would contest Government suggestions to extend federal funding to allied health providers, on the basis that the Government has proved incapable of sustaining current Medicare arrangements.  

ii) the implications of reallocating expenditure from changes to the private health insurance rebate.

AMAQ supports the concept of private insurance being attractive and attainable to the community.  

The public system is not coping adequately with the current load and any redirection in funds should be contributed directly to patient rebates, to increase the viability of publicly available services.

iii) alternative remuneration models that would satisfy medical practitioners but would not compromise the principal of universality which underlies Medicare.

· Revitalisation of Medicare by increasing the rebate in line with the independent arbiter’s findings of the joint AMA-Federal Government Relative Value Study.  Government could consider increasing the Medicare levy to compensate partially for such.  The ongoing financial benefits for the health care arena and health benefits for the community that are afforded by a quality, and available primary health care system are immense.   
· Introduction of an unconditionally available practice based co-payment system where individual practices determine and charge patients a fair fee. Under this system, patients who can afford to would face a relatively small out of pocket expense, while the Government would implement a workable, sustainable safety net for those members of the community most in need, and least able to afford health care. Such a system would involve the patient providing a co-payment and the doctor directly billing the HIC.  There would be considerable cost savings if the latter were done electronically, and these saving could then be reinvested in health care.
· In the swing to private insurance, the United States’ experience with Health Maintenance Organisations and preferred provider systems should be avoided in Australia.    The patient is denied quality care under these systems by clinicians being prevented from providing the most appropriate care.
Additional Comments

The recent bidding war over General Practice fees from both sides of politics, with

offers well below the Relative Value Study recommendations, illustrates how far the Government is from the reality of running a viable general practice system and supporting primary care in 2003. What is needed is a National Conference of all interested parties to set a long-term health care strategy, and prioritise spending of health care dollars.

For example, if general practice is to be starved of adequate funds this will impact on preventative care and the gatekeeper role exercised by general practice; consequently there will be greater funding sought for Accident and Emergency, cardiology and cardiac surgery in hospitals.  Alternatively, are we to continue the defacto rationing system, which has been introduced into the hospitals, and extend it into primary and other disciplines of care?

The Federal Government cannot ethically advocate for a system that will not be adopted by General Practitioners, turning its most needy citizens to rely on overburdened hospital emergency departments, spinning the blame to the respective State Governments for mismanaging the hospital system.
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