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The Australian Women’s Health Network (AWHN) welcomes the opportunity to participate in public discussions about the future of Medicare, Australia’s universal health insurance scheme. AWHN is a national advocacy and information sharing body and an umbrella organisation for State and Territory Women’s Health Networks. The aim of AWHN is to maintain and advance a national focus on women’s health issues.

AWHN is concerned about the sustainability of Medicare because:

Australia’s public health system is one of the best in the world, maintaining high standards of quality with extremely low administration costs and remarkable efficiency; 

principles of universality, access and equity mean that all Australians contribute and all Australians benefit from the general and specialist services that are supported by the public health sector. These principles are being dismantled by Lifetime Health Cover and will be destroyed if the government continues to create differential levels of access to services;

need, rather than the ability to pay, must determine the availability of services and care;

stable and predictable funding for Medicare must be maintained to ensure that the highest standards of comprehensive care are consistently available to all who need them;

ALL Australians are at risk of exposure to higher costs and this defeats the ethos of a universal health system in Australia, which creates differentials and inequities in health.

In addition:

care work is women’s work: women constitute the primary paid and unpaid labour force in the health system and in the community. Women provide over 80% of all unpaid care and comprise about 75% of all paid health care workers and carers often end up in poor health themselves; 

women are the majority of those who require health care services and are more likely to be seeking access to services provided by the public health sector;

women have significantly lower income levels than men and spend on average, only 17 years in the paid workforce (compared with a man’s 39 years), have less capital on lower levels of superannuation than men (Bullock 2003);

women commonly live with chronic health conditions - they constitute the majority of the old and the overwhelming majority of the very old.

Any proposed reforms are an issue for women’s health as shifts to privatization will impact most, on women.

AWHN supports the submissions to the Senate Select Committee on Medicare from the Public Health Association of Australia, Women’s Health Victoria, the Country Women’s Association and the Doctor’s Reform Society and submits the following additional information.

1. The access to and affordability of general practice under Medicare, with particular regard to:

a. The impact of the MBS and PIP on practitioner incomes and the viability of bulk-billing practices

Cathy is a sole parent of two children living on an annual income of $26,000. She lives in a provincial city in Victoria where it is not only extremely difficult to get an appointment with a general practitioner because the books are closed for most practices, but the demand for GP services is so high that it is impossible to find a GP who will bulk-bill.  Her children are sick with hacking coughs and the youngest is feverish.  The usual charge is $38 per visit. The fee must be paid upfront or she incurs a surcharge for delaying the payment and it is embarrassing to be told by the receptionist that patients who have paid upfront will be seen first.  She can’t find the cash until payday but she knows the children’s condition will have worsened by then. 

Access to health care is already being affected by the decline in bulk-billing rates.   Health care under Medicare is a capped market place where costs have effectively been controlled and the total GDP contained at just over 8%.  The principles of access, equity and affordability of medical care for all Australians must guide decision making about the Medicare rebate for GP visits which needs to be at a sufficient level to ensure bulk-billing is viable. Essentially general practice operates as a small business in a market place of demand so whatever the rebate, GPs in private practice are free to set their own fees and at the level of individual practice, is separated from issues of equity and access.   The main reason that bulk billing was introduced was to ensure access but policymakers had a secondary aim: bulk billing was a mechanism that they hoped would keep downward pressure on medical fee increases.  Uncontrolled medical fee increases had been a serious problem for governments under the private health insurance system, which preceded the introduction of Medibank in 1975.  At a more general level, rapidly rising health care costs have been a problem for all OECD countries in recent decades.  However, those countries where public control of the health system is strong, including Australia under Medicare, have been successful in cost containment whereas those countries with the largest private sectors, in particular the United States and Switzerland, have been less successful in controlling costs.  Publicly administered and controlled health systems are in a position to place various kinds of caps on health expenditures.  In contrast, private insurance systems are open-ended reimbursement systems.  Private insurance funds reimburse whatever costs a health system happens to generate.

Therefore, the maintenance of universality, access and equity cannot be left to the market and are matters for public policy.  

The Government's new bulk billing policies are 100% in line with the Prime Minister's publicly stated view that Medicare is an ill-conceived policy, without which Australians would be better off.  This is at odds with AWHN’s position which is that Medicare has been good for Australia.  Privatisation has been the Government's central aim since taking office in 1996 and the Prime Minister’s preference, for a predominantly private insurance system similar to that of the United States, is steadily being brought to fruition.  Medicare funding has been capped at the same time that a range of measures to promote the size and the scope of the private health sector has been introduced.   Privatisation under the present Government has taken two forms.  The first is the promotion of private insurance. The second is the transfer of financial responsibility away from government to Australian citizens.  By allowing bulk billing to decline, citizens are paying an ever increasing proportion of medical fees instead of responsibility resting primarily with the health insurance system and the taxation system.

The bulk billing changes will have three main outcomes.  First, the cost of going to the doctor will steadily increase for more and more people. As a result, large numbers of Australians will not seek medical care because the cost of doing so will create hardship.  This is exactly the problem that Medicare was set up to avoid.  Second, as bulk billing rates continue to fall, the total cost of Australian health care will rise because bulk billing, as policymakers intended, has functioned to restrain increases in medical fees.  Third, the new system is administratively complex, which will not only be expensive, and unnecessarily so, but it will also create confusion about entitlements within the community, with the result that people who are eligible for additional assistance will not claim their benefits.

Medicare has very efficient administrative systems. It is undesirable to make those systems more complex because they will require funds intended for healthcare to be diverted to administration. 

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

The costs of seeing a general practitioner are already impacting on timely access for treatment.  The Prime Minister's recent claim that bulk billing was never supposed to be an integral part of Medicare, is in keeping with a charity model of welfare. Bulk billing, in this view, can be seen as the special set arrangements that are needed to provide access for the very poor in an otherwise private system.  Such systems are fraught with insurmountable problems, as Australian health policy history 1950 to 1975 clearly demonstrates.  The most serious problem is the fact that user charges deter a great many people from using medical services. Other problems are that Australians cannot be divided into two neat groups, called the poor and the rest, that two tier systems are inequitable and divide the community and that predominantly private systems are the most expensive and more likely to result in uncontrolled increases in health care costs.

Numerous overseas studies show that user charges fall most heavily on low-income groups, particularly women, and that health outcomes are thereby adversely affected.  For example, the abolition of charges in the United Kingdom and in the Canadian province of Quebec has been shown to have resulted in a redistribution of services away from high income groups towards those on low incomes.  Conversely, the reintroduction of charges has been shown to have the reverse effect, redistributing services away from lower socio-economic groups.  In Canada, in one province, the reintroduction of charges resulted in a drop of between 6 and 7 per cent in overall medical service use but a drop of 18 per cent amongst low-income families (cited in Gray 1998:921).

Studies have also found that user charges and decreased service use result in adverse health outcomes.  The Rand experiment, a very large study in the United States, designed explicitly to determine the impact of user charges, found that the sick poor, including children, suffered worse than expected mortality rates, along with higher morbidity rates, including increased hypertension, poorer vision and poorer dental health.  Predictably, the use of preventive health services also fell.  Summarising the international evidence, researchers have concluded that user charges appear "to be most detrimental to low income persons, especially those who are already in poor health..." (Rice and Morrison 1994:251).

The destruction of bulk billing, then, is seriously eroding access to care as more and more Australians face higher and higher user charges. Nor is it a solution to try to ensure that bulk billing will continue for concession cardholders.  Citizens cannot be divided into two groups: those who are poor and everyone else.  Income levels range from very low to very high, with low income earners less able to pay than middle income earners and so on. 

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;

It is misleading to suggest that any service funded by Medicare is ‘free’. All Australians are members of this national health insurance scheme – all contribute and all are entitled to its benefits. 

Mary needed to see a general practitioner on a Sunday for what she suspected was a rapidly developing chest infection. She rang a practice in her area that advertised that it was open on Sunday mornings. The receptionist advised that the fee would be $50 cash with no Medicare rebate available as the doctor did not wish to do the necessary paperwork to enable the rebate to be claimed.  

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
The setting of concession card holding as the income level below which doctors will be paid a little more to bulk bill is effectively introducing a means test.  Means tests have widely recognised problems.  People who qualify may be required to pay nothing if their doctor continues to bulk bill, whereas those who earn one dollar more than the cut-off level for a card will be required to pay the full cost.  This system divide citizens into two groups: those whom doctors treat at full price and those who are treated at a discount rate, in other words, charity cases.  Neither citizens nor doctors will welcome this change and it is quite likely that concession cardholders will to be discriminated against in terms of ease of access to practitioners. Moreover, means tested systems are administratively complex and extraordinarily and unnecessarily expensive.

There is no guarantee that the new set arrangements will result in even concession cardholders being bulk billed.  The Howard government has allowed the rebate for medical services to drop significantly and the bonuses being offered to induce doctors to bulk billed cardholders are very small, negligible in the case of the $1 bonus for city practitioners.  It is quite likely then, that many concession cardholders (as well as a great many other low income Australians) will be required to pay a level of charges which they simply cannot afford.  This takes us back to the situation of the 1950s, 1960s and early 1970s where citizens went without medical services because they were unable to pay, the very situation that Medicare was set up to avoid.

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

This would be a disastrous policy shift for Australia because essentially people will be required to take out a second insurance policy for GP services. Currently people are penalised for not taking out private health insurance for hospital care so we can only assume that the government would apply similar penalties to people who don’t take out additional insurance to cover gap payments.  Medicare’s proportional taxation system is fair and equitable. 

A significant privatisation measure was announced in 1999 when the community rating principle, mandatory in Australia since the early 1950s, was modified.  The purpose of community rating is to ensure that the sick, the poor and the old are not financially disadvantaged when buying private health insurance.  Private health insurers had not been allowed to vary the price of insurance on grounds of age, health status, service use or any other variable.  Marketed with the assistance of $8.7 million taxpayer funded campaign, called "Run for Cover", Lifetime Health Cover, as the new policy is known, requires private health insurers to increase premiums for people over 30 years of age by 2% for every year of nonmembership regardless of other factors. Private health insurance options do not create fairness or promote equity. 

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;


Dental health is a critical issue for Australians. AWHN supports the re-introduction of public dental care for health care card holders.

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

The private health insurance rebate is fiercely defended by the private health insurance industry because the rebate represents the opening up of access to public dollars for the private sector.   Taxpayer's money is currently being used to underpin Australia's private health sector.  The beneficiaries are those Australian doctors, particularly surgeons and proceduralists, who wish to work predominantly in private practice, along with private hospitals, many owned by overseas investment interests, and the private health insurance industry.  Losers are the majority of Australians who rely entirely on Medicare, who could have had their services significantly upgraded with these tax dollars, now totalling approximately $2.5 billion annually. General Australian taxpayers lose as well. The overall financing result has been to reduce the total share of private financing from 11% to 6%. Far from generating greater private sector contributions to the overall health system, thus relieving pressure on public hospitals as the Government has claimed, taxpayer dollars are being used to generate income for the private sector.  The private health insurance industry is likely to create fear among Australians about any changes to the rebate. Such a fear campaign would be irresponsible. Australians are entitled to full information from political leaders about the alternatives for resource reallocation.

Inequities in relation to Indigenous health are well documented.  The Chair of the National Aboriginal Community Controlled Health Organisations (NACCHO) has estimated that $400m per year for 10 years would increase the health status of Indigenous people to levels on a par with the general population. $400m is just 19% of the $2.5b that is currently poured into the private health insurance rebate.  

Questions must be raised about government priorities for resource allocation in relation to the $2.5b of private health insurance rebate. The money for the rebate was ‘new’ money, in that it did not (ostensibly) come from the existing health budget.  It should immediately be redirected to the advancement of health rather than the advancement of the private health industry. The rebate is an iniquitous health policy that does absolutely nothing to improve the health of Australians. This policy was a bold step into transforming Australia’s health care system into a truly divided system through a program that is unresponsive to actual health needs, inequitable and unfair.

iii. Alternative remuneration models that would satisfy medical practitioners but would not compromise the principle of universality which underlies Medicare.

Public health expenditure should be focused on the advancement of population health.  Either in full or in part, the $2.5b private health insurance rebate should be immediately redirected to increased expenditure on Indigenous primary health care ($400m per year), the restoration of a public dental scheme for health care card holders which is estimated by the National Medicare Alliance to cost $100m per year. Increases to the Medicare rebate for general practice services are warranted to maintain bulk-billing rates.

However, an increase in the rebate is not sufficient to ensure good quality health care.  In remote areas, nurse practitioners should have access to Medicare provider numbers.  A greater distribution of multidisciplinary health care teams is likely to be more cost effective than the funding of just general practitioner services. There has been some debate about the value of blended payments vs fee for service for GPs to increase their role in population health, but the cost effectiveness of such expenditure on GPs must be weighed against funding a strengthened multidisciplinary population health team. There have been widespread difficulties in getting general practitioners to see the potential for them to be involved in population health (Divisions of General Practice 2002). Low motivation and resistance to change are the major barriers. Nonetheless, there are real opportunities for Medicare funding to be available for cost-effective, multidisciplinary health services that include those GPs who are motivated to work in such teams. 
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