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Bulk billing is not dead - over two thirds of all medical services are still being bulk billed nationally in spite of the fact that the rate has declined from a peak around 80% a few years ago. Bulk billing is still the most effective strategy that government has to keep GPs incomes under some sort of control. It has been very effective at putting a competitive limit on what GPs can charge and it seems that it is for this reason that the AMA, on behalf of its members, is attempting to kill it by pronouncing its premature death. Under the proposals, recently announced by the AMA, it is likely that GP incomes will soar, especially in the wealthy areas of capital cities where they are already at their highest, and Australia will move into a two tiered health system.

Bulk billing is declining primarily because of the failure of the AMA and the government to ensure that there are enough GPs in all areas of Australia to ensure that adequate competition maintains a high enough bulk billing rate. This is why the decline in bulk billing has been primarily occurring in areas of GP undersupply – the lower socio-economic areas in capital cities and rural, remote and regional areas. These areas are the primary areas where Aboriginal people live. Over the last 10 years financial incentives, although necessary, have failed to address the unequal distribution of GPs that exists in Australia.  The problem has not improved sufficiently even with the changes made to Overseas Trained Doctors who are now the cornerstone of the GP workforce in many Aboriginal health services in the Northern Territory (NT). Because of the primary link between GP supply and the decline in bulk billing it is important to consider the impact the current proposals might have on the maldistribution of the GP workforce across Australia especially for Aboriginal health in the NT.

AMSANT believes that the proposed changes to Medicare are likely to make it harder to recruit and retain GPs in areas of relative GP shortage, especially in Aboriginal health services, for a number of reasons. 

Firstly, by removing the downward pressure that bulk billing exerts on GP incomes there will be a significant increase in GPs incomes especially in the more affluent areas of Australia where GPs feel more comfortable in charging higher fees. The report done by Access Economics for the AMA last year revealed that the average income of a male GP in Sydney after all expenses were paid (including insurance) for a 37.5 hour week was $100 000.  GPs were working on average about 53 hours a week so their actual take home income was more like $130 000. The report reveals that GPs are moving from lower socio-economic areas into wealthy areas at least in part to protect their income through private billing creating a GP surplus unrelated to need. It also suggested that there was a need to offer at least 20% more income to begin to attract GPs into the less popular areas of GP undersupply. 

Currently, however, salary packages in the order of $130 000 per year for a 37.5 hour working week and very attractive conditions and other incentives are not sufficient to attract enough GPs to work in Alice Springs. The proposed new government incentives coupled with the increased income from private billing in areas of relative GP undersupply are unlikely to be sufficient to offset the increase in average income that will be achieved by GPs charging a higher gap in wealthy areas of the capital cities where there is a relative oversupply. As a result the income differential between GPs working in areas of relative oversupply and undersupply is likely to be further reduced. In addition bulk billing salaried GPs working in Aboriginal health services will rely totally on increased government funding to enable competition with GP incomes in the private sector which will increase through a combination of government incentives and increased private billing. The gap between GP incomes in Aboriginal health services and the private sector is likely to increase making it even harder for Aboriginal health services in the NT to recruit and retain GPs. 

Secondly, the proposal seriously undermines the equity principle that is the foundation of Medicare – it is funded through taxation which is progressive. Gap payments are regressive because patients who do not have a health care card or who are not pensioners cannot all afford to pay equally. There are many families, especially in Aboriginal communities, who are not eligible for health care cards who will find it hard to pay the extra fees that doctors are going to charge them. In addition doctors are often not able to judge who can or can’t afford to pay because they often do not know how many people are being supported by their patient’s income. This is particularly the case with extended Aboriginal families. Increasing doctor’s incomes through a means tested co-payment or gap fee is regressive and will hit poorer families much harder than the wealthier ones. Research, especially in Canada, has shown that co-payments seriously reduce access to services for poorer people but have little or no impact on access for richer people – they promote inequalities in health care. Universal co-payments are not consistent with the principles of Medicare and will further undermine the commitment of Australians to our taxation system. Perhaps it is the doctors who should be means tested to stop government financial incentives being paid to some GPs who are already earning excessive incomes even though they may be working in areas of GP undersupply. Some of Australia’s richest GPs are rural GPs.

AMSANT believes that better options are possible. Firstly, financial incentives could be offered to GPs who agree to be on a fixed salary package and are prepared to bulk bill all patients in a not for profit health service arrangement. This model already exists in the form of Remote Area Grants in the Northern Territory and it works. It could work more broadly except it is not supported by the AMA and others because it puts a ceiling on GP incomes and would also make it much harder for other GPs who want to continue private billing. Secondly, the government could regulate the supply of the GP workforce better by introducing non-financial incentives that would reward years of service in areas of relative undersupply by giving preferential access to the subsequent career pathway that the GP wants. This could include preferential access into specialist training programs, at least for some specialties. It could also be done through introducing geographic restrictions on provider numbers based on agreed GP population ratios (1 to 1100 is about the national average) and then offering preferential, but not exclusive, access to provider numbers in the most popular locations to GPs who have worked the longest in areas of undersupply. Such non-financial incentives will not cost taxpayers more money but are likely to be more powerful than the current financial incentives and educational initiatives. By ensuring more GPs work in current areas of undersupply the greater competition will also ensure that bulk billing rates increase again.
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