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  1

The decline in bulk billing rates illustrates the problems in the ability of the Medicare system to promote equity in the health care system. The Senate inquiry provides a good opportunity to examine the strengths and weaknesses of the current Medicare system and to consider ways to improve access to Primary Health Care (PHC)
 services for disadvantaged groups, especially Aboriginal and Torres Strait Islander (hereafter Aboriginal) Australians.

AMSANT believes that it is important to strengthen the universality principals of Medicare, including its equitable funding based upon progressive taxation and its commitment to access to bulk billing GPs
. We believe that it is important to consider the decline in bulk billing rates in the contexts of the maldistribution of the GP workforce and the over predominance of market economics in health care which in turn has led to an over reliance on the private practice Fee For Service (FFS) model of General Practice. Unless new models for financing PHC and new workforce initiatives are implemented the decline in bulk billing will not be addressed and the inequitable and inadequate access that Aboriginal people have to PHC services will be multiplied.

Why is bulk billing declining?

Bulk billing is declining primarily in areas of relative GP undersupply – the lower socio-economic areas in capital cities and rural, remote and regional areas. These are the areas in which Aboriginal people predominately live. This is occurring primarily because medical interests and the government have failed to take action to ensure there are enough GPs in all areas of Australia so that adequate competition maintains high bulk billing rates. In a largely unregulated environment GPs are increasingly “... moving to a location in a higher SEIFA (Socio-Economic Indexes for Areas) area where they feel comfortable about private billing” (ACCESS Economics 2002). GPs are moving into wealthy urban areas at least in part to protect their income, creating a GP surplus unrelated to population or morbidity needs. Every GP who works where they are not needed costs the Australian taxpayer around $190 000 per year through the MBS alone, this does not include the flow on costs in pathology and diagnostic imaging
. Given the under funding for equitable
 access to PHC for Aboriginal Australians it is not acceptable to allow this type of wastage of public funding.

Does universal access to quality PHC matter?

Access to PHC is one of the key social determinants of health which means that it partly determines an individuals or populations chance of being healthy and living a long life. The ratio of primary care physicians (GPs) has been shown to be an important correlate of health outcomes for a population (Shi, Starfield et al, 1999). The World Health Organisation estimates that 50% of health gain since the Second World War has been due to health systems, which includes PHC services (WHO 2000). The health transitions research has revealed that access to primary health care is one of the main reasons that some poor countries, such as Cuba, Kerala State in India and Costa Rica, have been able to achieve health status similar to that of Australia (Caldwell 1986; Caldwell and Caldwell 1995). Finally, it is argued that the relatively smaller gap between the life expectancy levels of Indigenous peoples and non-Indigenous peoples in each of the US, Canada and New Zealand has been partly due to a high level of access to effective health care, especially Primary Health Care (Kunitz 1994; Bartlett and Legge 1994). 

Because access to PHC is an important social determinant of health, governments have an obligation to ensure that all Australians have adequate access, commensurate of need, to PHC – it cannot be left primarily to market forces. Historically, market forces have failed to deliver adequate access to PHC for Aboriginal people in the Northern Territory and, due partly to this, Aboriginal people continue to die of preventable diseases and their health status is much worse than other indigenous peoples in comparable countries as well as other Australians. This situation is unacceptable.

Do Aboriginal people currently have good access to quality PHC services?

Historically, Aboriginal people have had very poor levels of access to PHC services relative to non Aboriginal Australians. The major funding sources for PHC services for non-Aboriginal Australians are the Commonwealth’s MBS and the PBS programs and it has been shown that Aboriginal people only access a small proportion of funds from these sources per capita compared with non-Aboriginal people (Deeble et al 1998). The most recent data on Medicare expenditure reveals that for every $1 spent on non-Aboriginal people there is $0.41 spent on Aboriginal people and for the PBS the corresponding figure is $0.33. Mainstream Commonwealth health programs spend $0.61 on Aboriginal people for every $1 on non-Aboriginal people and even when you include the total OATSIH budget the figure only increases to $0.74  (AIHW 2001). 

In the Northern Territory two major health planning studies have been undertaken which have further revealed the poor level of access that Aboriginal people have to comprehensive PHC services. In these studies a range of measures were considered including; per capita PHC funding (both Commonwealth and NT), population staffing ratios for GPs, nurses and AHWs, existing health infrastructure and the existence of services to deliver the core functions of PHC as defined by the Northern Territory Aboriginal Health Forum (NTAHF 1998).
 Against these measures, access to PHC in all areas of the Northern Territory is extremely inadequate given the level of illness of Aboriginal people. In addition to this, past funding decisions have led to marked inequity between different areas of the NT. (Bartlett and Duncan 1997; Bartlett and Duncan 2001)

The Primary Health Care Access Program, (commenced in 1999) created a funding formula and methodology for Aboriginal PHC service development, aimed to address the current inequitable access to health care services. The funding model is based on the concept of funds pooling as the mechanism to manage problems with Commonwealth State / Territory funding arrangements often present in the Australian federal relationship (see attachments 2 and 3 on the PHCAP for full description of the funds pooling model). Importantly, the Commonwealth health department agreed to inject substantial new funding to redress the inequity described earlier and the Northern Territory had to agree to maintain its current level of expenditure without cost shifting. 

The Aboriginal and Torres Strait Islander Coordinated Care Trials (CCTs), the first trials of funds pooling in Aboriginal health have demonstrated:

· improved access to wider range of more appropriate service

· increased ability to manage services locally

· successful pooling of funds (more flexibility)

· communities changed services to meet needs

· benefits of having an autonomous health Board focussed on PHC (KPMG 2001)

The funding model for the PHCAP has been built on the experience of the successful CCTs overcoming some of the problems that were encountered. The PHCAP funding model is ‘mixed mode’ and allows for a capitation grant and access to Fee for Service (FFS) and the rest of the MBS in the normal way thereby reducing the administrative burden of the CCT funding model and enhancing the flexibility of the funding base.

AMSANT have worked with the Cooperative Research Centre for Aboriginal and Tropical Health (and its successor the CRC for Aboriginal Health) to develop a major research proposal for a longitudinal study (see attachment 4) to assess the impact that Aboriginal primary health care services are having on health gain in Aboriginal communities. This is a complex issue and the data bases that are going to be needed to answer this question do not yet exist – we need to create the necessary data infrastructure. 

Our sector is able to point to certain data which reveal an association between Aboriginal community controlled comprehensive primary health care and health gain but we are not able to show whether such association is causal. For example in Alice Springs the birth weights of Aboriginal children reached levels equivalent to those of non-Aboriginal children by 1995 and there has been a ten fold decline in infant mortality rates in the last 30 years. Such data suggests that effective primary health care services, including culturally appropriate antenatal care, are having an impact. However, the proposed longitudinal study needs to be resourced to look further into the impact of Aboriginal health services. 

In attempting to implement the PHCAP in the NT we have encountered a number of problems relevant to this inquiry.

Firstly, the funding for the PHCAP does not come directly from Medicare as a matter of right, as the utilisation of FFS payments do for most Australians, but is subject to a separate budget appropriation process. This is not what AMSANT wanted because we knew that this creates a situation where the funding for Aboriginal PHC services becomes a target for all those who want to join in the chorus “money is being thrown at Aboriginal health”. This is exactly what has happened. Even though total funding for Aboriginal PHC services is only about $150 million a year at present some politicians and others consider this to be a “massive” amount of funding. As the data discussed earlier reveals this is not the case.

If we accept that the PHCAP funding formula, a very modest estimation of what is needed, is based on an equitable funding ratio allowing for increased morbidity and remoteness then the total funding for Aboriginal PHC across Australia is going to be about 400 000 (Aboriginal pop.) x $1000 =  400 million dollars annually - assuming an average loading of about 2.5 nationally.
 This means an additional 250 million dollars is needed to fully fund the PHCAP within its current formula. The allocation of this funding although separate from, should be considered in the same manner that appropriations for Medicare are made, not as a special welfare allocation for Aboriginal disadvantage, but as a weighted allocation to address inadequate access to primary health care services using existing per capita Medicare utilisation figures as a benchmark. . The politicisation of the funding process has seen the situation where a 2000 population cap has been placed on the second round PHCAP sites simply because there was a need to ration the inadequate funding allocation for that round. Aboriginal health cannot afford to wait for this “drip feed” approach to fund better PHC services – we must fully fund the PHCAP now.

Secondly, the PHCAP funding formula is insufficient to overcome the inequities in primary health care access in the method used to calculate both its remoteness and morbidity loadings. The remoteness loading is currently too blunt and needs to have a gradient that recognises the differences between remote centres. At present Aboriginal people in rural areas get the same loading as their capital city counterparts which does not reflect the considerable differences between the costs to deliver services in rural and city areas and is therefore not fair. 

The morbidity loading uses a simplified and insufficient single multiplier. Within the general population, groups with chronic health needs and worse than average health status have a need for higher than average per capita expenditure on health services. For example:

· Australians over the age of 65 use 2.1 times the national average MBS (DHACa 2000); and 
· Australians with multiple health conditions use higher levels of health funding, for example around four times the average where two conditions are involved, seven times the average for three conditions, and up to twelve times the average for five conditions (DHACb 2000).

When all these factors are taken into account there is further evidence of relative under-expenditure on Aboriginal PHC. The Commonwealth Grants Commission has noted that: 

“there is no evidence that any State, region or location has resources excessive to those required to address the health need of Indigenous people”(CGC 2001).

As long as Aboriginal health services can provide good data on the number of their client population who have multiple chronic diseases then they should be able to increase the morbidity loading in the PHCAP formula accordingly. The current morbidity loading of 2 times is clearly very conservative.
 In spite of these limitations fully funding the PHCAP, even using the current formula will make a difference in Aboriginal health.

Thirdly, funds pooling has proved to be a difficult process to achieve. The work that has gone into the costing studies and efforts to ensure transparency so that new Commonwealth funding does not lead to NT withdrawal of funding has been time consuming. The larger states seem to have been reluctant to participate in funds pooling so they are continuing to deliver their services alongside new PHCAP funded services. This is not what the PHCAP was meant to be about and thankfully it now appears that some States are going to agree to funds pool. PHCAP is about the Commonwealth, States and Territories jointly funding PHC services for Aboriginal people. This will achieve an integrated health system, placing Aboriginal health services as an essential part of the one health system. It is also important as the Commonwealth, Sates and Territories would not be able to turn a blind eye to, or blame shift on, the adequacy of the provision of Aboriginal health services because they would become intricately linked in their funding.

Fourthly, the health service development process that we embarked upon in the NT was complex and somewhat bureaucratic and this led to delays in developing the submission needed to fund the new health services. These problems have now been rectified with the agreement to employ Health Service Development Officers to facilitate the establishment of the new health services.

Finally, and perhaps most importantly, even if the funding is sorted out, the ability to recruit and retain the necessary professional workforce is a major problem. Given the nature of this inquiry we will focus next on the GP workforce. 

The combination of almost total reliance on the private practice model of General Practice and market forces has led to a serious inequitable distribution of GPs in Australia and consequent inequitable access to health care, especially for Aboriginal people (KPMG 2001; Johnson and Wilkinson 2001; DHAC 2001; AMWAC 2000; ACCESS Economics 2002; Boffa 2003). In Double Bay in Sydney there is about 1 GP to every 500 people and the average level of Medicare access is $1000 per person. In remote parts of Australia where there are few GPs access drops to less than $100 per person (Office of Aboriginal Health 1998). There is evidence that in areas of oversupply, GPs are able to induce their own demand (supplier induced demand or SID) because there is such a knowledge imbalance between GPs and their patients (Swerrisen and Duckett 1998). As mentioned earlier the total average cost to the MBS of each GP is about $190 000 per year – Australia cannot afford to have them working where they are not needed.

A recent report commissioned by the AMA (ACCESS Economics 2002) has revealed that the average income of a male GP in Sydney is $100 000 after all expenses, including insurance, for a 37.5 hour week. It also reveals that GPs are working on average 53 hours per week which means their net income is above $130 000. ACCESS Economics recommend paying about 20% more than this to attract GPs into areas of under-supply. 

Central Australian Aboriginal Congress in Alice Springs now offers GPs a starting package of around $130 000 per annum for a 37.5 hour week, 6 weeks annual leave, at least 1 in 6 on call until 10.30pm each night and 2 weeks study leave each year. In spite of this, Congress is almost totally reliant on Overseas Trained Doctors for its GP workforce (Boffa 2003). Australian GPs are by and large not leaving the cities.
Why do Aboriginal people still not have equitable access to GPs and MBS funding?

The failure in Australia to establish a National Health Service in 1947 and the constitutional amendment that forbids civil conscription of the medical workforce has left access to GPs in Australia primarily at the mercy of market forces. With a NHS, government would have been in a much stronger position to ensure that GPs worked in all parts of Australia. We now need to introduce effective measures to regulate the distribution of the medical workforce. Without such measures for every 100 new doctors that are trained only a few will “leak out” to work in areas of need – the majority will set up practice where they are not needed wasting valuable Medicare dollars that could be spent in those areas of real need, such as Aboriginal health.

In an attempt to come to terms with some of the inequity that had occurred within the Australian health system Medibank was established in 1975 with a dual approach to ensuring access to PHC services. Firstly, the private practice Fee for Service (FFS) model was its cornerstone, it was felt that this model would ensure an adequate supply of GPs at an affordable cost in many parts of Australia, where enough GPs chose to set up practice to create adequate competition to keep fees under control. However, there was awareness from the beginning that there would be those parts of Australia where not enough GPs would choose to set up practice and there needed to be a different model of health care for these disadvantaged areas – community controlled health services funded through the Health Program Grants (HPGs). This model of health care had already been pioneered in Australia by Aboriginal people with the establishment of the Redfern Aboriginal Health Service in 1971 and the Central Australian Aboriginal Congress and the Victorian Aboriginal Health Service services in 1973 (Foley 1982). The HPGs funded community-controlled health services in areas of GP under-supply with salaried GPs working as part of a multidisciplinary team in PHC services. These health services, including the early Aboriginal health services, were funded by block grants from Medibank. Thus the original Medibank system had a dual approach to ensure equitable access to health care systems. 

The United States government recognised that the private sector and market economics would not deliver health care to its Indigenous peoples when it established the government run Indian Health Service (IHS) in the 1950’s to help to address the health status gap between its Indigenous population and the majority population. The IHS employed salaried GPs, this included doctors from undertaking conscripted national services, who worked in the most remote Indigenous communities.  If the HPGs had of continued with adequate funding then disadvantaged groups, including Aboriginal people, may have had much better access to health care services. This may have made a major difference to Aboriginal health over time. The Australian Medical Association (AMA) along with the States and Territory governments led the campaign to dismantle the HPGs and the community-controlled health services. The AMA opposed the concept of salaried GPs working for non GP employers and the States and Territories opposed the concept of Commonwealth funding going directly to these community controlled health services and not to the States and Territories. However, there has been much water under the bridge since then and some GP organisations are now openly discussing the benefits of the community controlled health service model. In addition, the CCTs and the PHCAP has given hope that the Commonwealth and the States may be able to cooperate better to achieve joint funding of such PHC services in the future.


What impact will the government’s proposals have on access to affordable PHC for Aboriginal people?

1) The proposed changes to Medicare billing

Bulk billing is still the most effective strategy that government has to keep GP incomes under some sort of control. It seems clear that under the governments proposal bulk billing rates will continue to decline to less than 50% of all services (Deeble 2003). By reducing the downward pressure that competitive bulk billing exerts on GP incomes there is likely to be a significant increase in GPs incomes especially in the more affluent areas of Australia where GPs feel more comfortable in charging higher fees. In addition, the proposed new government incentives to bulk billing GPs coupled with the increased income from private billing in the lower socio-economic 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 increased. 

Aboriginal health services employing salaried GPs will rely totally on increased government funding to enable them to compete with the level of GP incomes in the private sector, which will continue to increase through a combination of government incentives and increased private billing. If such increased funding is forthcoming, it is funding that is therefore diverted away from other programs in Aboriginal health towards GP salaries. As the gap between the incomes of GPs employed in Aboriginal health services and those in the private sector increases it will make it even harder for Aboriginal health services in the NT to recruit and retain GPs. 

The government’s proposal seriously undermines the equity principle that is the foundation of Medicare – it is funded through taxation, which is progressive. Implicit in the government’s proposal is a clear signal that GPs are only expected to bulk bill concession cardholders and the arrangements assume that others will pay a gap fee. Although the system potentially makes it simpler and cheaper at the time of service for those who do pay a gap fee, this misses the key point - Medicare needs to be funded without any recourse to a user pays system. 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. 

Under Medicare, access to health care is based on need, not ability to pay, and this contrasts with the situation of inequitable access to hospital care under the previous   'Page Plan' 
 where by the late 1960s 'seventeen percent of all Australians had no insurance or access to public benefits and a further proportion were underinsured' (Swerissen and Duckett 1997).

In the US, where the health system is largely financed through private health insurance (PHI), with 4% of the world ‘s population that country spends more than $1 trillion yearly on health care, 35-40% of the global expenditure- one in six or more than 40 million Americans have no coverage at all
.  The potential to ensure access to high quality health care for the majority of the population is one of Medicare's achievements. In order to maintain this situation it is essential that all Australian taxpayers are committed to one health system for everyone - there are grave dangers for disadvantaged groups in two-tiered systems. Aboriginal people, and other disadvantaged groups, need to access health care as a matter of right and not as a matter of welfare through a safety net approach. Safety nets for the disadvantaged always become easy political targets as the middle classes look after their own interests (Duckett 2003).  One of the key approaches of a universal health care scheme, such a Medicare, is that all citizens share in the sense of responsibility to each other to ensure fair and equitable access to health care systems.  This has been described as the ‘participation principle’ in which all citizens have membership in a group that values the other members creating a sense of ‘social solidarity”.  The current government amendments to health insurance increase the propensity for some more well off to opt out of the group and thus feel that through Medicare they are paying for the others (Mooney 2003, Duckett 2003).

When compared with other health systems, such as the US, Medicare appears to be delivering better population health outcomes at less cost and it therefore has an excellent international record (Donato and Scotton 1999).  In 1997-1998 Australia spent $43.7 billion on health care, which was 8.4 per cent of Gross Domestic Product (GDP) (AIHW).  In Canada the universal health insurance Medicare system accounts for 9% of GDP and 15% of government spending.  These systems far outstrip the US system for efficiency, where healthcare accounts for 16% of US GDP and 19% of total public spending.

One of the major reasons for this impressive cost containment appears to be because about two thirds of health expenditure in Australia is publicly financed and it has been suggested that, if per capita GDP is held constant, greater public sector financing of health systems reduces the overall proportion of GDP spent on health (Gerdtham et al 1992 ). Thus, in the US around half of health care expenditure is privately financed and they spend 16% of their GDP on health care - the highest of all OECD countries. The UK has one of the lowest cost health systems spending just 7% of GDP on health care with less than 20% private (Donato and Scotton 1999).  Research evidence also refutes the claim that privatisation of hospitals reduces government deficit via capital savings and improvements in recurrent costs and creating greater efficiencies, by showing that ‘for profit’ hospitals actually increase the costs on the public purse, spending more on administration- particularly executive wages (Silverman et al 1999).  So Medicare is effective at controlling costs but what about health outcomes? It is generally accepted that indicators such as life expectancy, mortality rates at all ages and low levels of serious morbidity among non aged members of the population are criteria upon which we can judge the effectiveness of a health system at a population level. Measured by such outcomes “health in Australia has improved considerably in recent decades, and compares favourably with most other OECD countries” (Donato and Scotton 1999). Medicare works well for the majority of Australians - it needs to be strengthened so that it can work better for Aboriginal Australians.  A strengthened Medicare provides the potential to deliver access to health services for Aboriginal Australians, as long as it is supported by other measures such as the PHCAP and GP distribution programs that ensure there are services on the ground for them to access.

Medicare is very popular with Australian consumers because it is meeting their 'wants' better than previous systems based on Private Health Insurance (Donato and Scotton 1999) This is partly because a greater reliance on the public sector means 'the medical-industrial complex' 
 has less ability to influence or 'capture' health policy making for their own ends as opposed to the 'wants' of consumers (Navarro 1992). Many commentators on the Clinton Administration’s failed attempt to reform health insurance in the US point to the strong and vocal opposition mounted by private health insurers and the medical profession. Studies in both Australian and America show that the community also strongly supports governments addressing the health service access needs of disadvantaged groups in their respective societies. (Mooney 2003, APHA 2003)

For all of these reasons AMSANT does not support the privatisation of the funding base of Australia’s health system whether this be done at the point of service - the user pays approach - or through the further transfer of the funding base to the private health insurance industry. For Aboriginal people in the Northern Territory both of these approaches will widen the access gap. The average wage for Aboriginal people in Alice Springs, for example, is estimated at $200 (ASTC 2000), which clearly indicates a population that would struggle to afford user pays health services. Such a scenario would most likely emulate the situation experienced in third world countries where the population is priced out of utilising these services. In addition, very few Aboriginal people in the Northern Territory have private health insurance so any move towards gap insurance will not be of assistance. 

2) Increased Registrar places.

The Restriction on Medicare Provider Numbers coupled with financial incentives has been a useful initiative in creating an environment where GPs are undertaking their training in rural and remote areas. In the Northern Territory there are nearly 50 GP registrars and the new GP Training Consortium has been successful in filling its full quota of 12 positions. AMSANT supports the 150 new training positions, which has led to 5 new positions in the NT. However, we believe that the NT could potentially fill 5 to 10 additional positions and we hope that the numbers will be further increased, especially if some places are unfilled in other parts of Australia.

In order to further improve the number of young doctors who are choosing to take up GP training places in the rural pathway two issues need to be further addressed. Firstly, and most importantly, the gap between GP incomes and specialist incomes needs to be addressed. The average income of the lowest paid specialists (paediatricians) is still more than twice that of GPs (Swerrisen and Duckett 1997). Thus, there is a large financial incentive attracting young doctors into non GP specialty training in an era where becoming a GP now requires similar further specialist training and examinations. It is good that GPs now undertake further specialist training and this should not be weakened, however, specialist incomes need to be lowered to make GP training more attractive to young graduates. The government's package does nothing to address this important issue.
 It is worth noting that in some fields, such as engineering, the generalists get paid more than the specialists. The balance in medicine is not right. Secondly, there needs to be some greater flexibility allowed within the rural stream of the training program which may allow 1 term to be completed in a capital city and better provision for registrars who find themselves in unforseen, difficult circumstances. This should be coupled with a greater emphasis on registrars in the general pathway undertaking at least 1 term of their training in an area of need.

3) Increased bonded places in undergraduate medicine

This is a welcome initiative. We believe that bonded scholarships are part of what is needed to address the workforce crisis in rural and remote areas and we have previously supported the rural bonded scholarship program. We also support new undergraduate places being made available to students who are prepared to commit to 6 years service in an area of under-supply. However, in the case of prospective GPs, we believe that the 6 years could begin as soon as they receive full registration as long as they take up a place in the rural pathway of the GP training program. GP registrars provide an important part of the GP service in the NT even while they are training. The 3 years they spend in rural areas while training to be a GP should therefore be included in their required 6 years. Such an allowance would help to make GP training a little more attractive to the bonded scholars compared with other specialties. We also believe that it is important that such bonded scholars have an “escape” clause that allows some flexibility. In this regard we believe that a bonded scholar who completes their training and then decides that they do not want to do 6 years in an area of need should never be granted a provide number – they should however, retain their registration. Being registered medical practitioners they still have a range of work options open to them including being a career salaried medical officer in public hospitals. The loss of a provider number is a sufficient penalty rather than loss of registration. 

The major problem with the current GP workforce in Australia is the inequity of their distribution not the absolute numbers of GPs. As mentioned earlier Australia could achieve a GP population ratio of about 1 to 1100 people. If there are to be any moves to creating more general places in undergraduate medicine then the issue of their distribution once they graduate must be properly addressed otherwise we are relying on the ”a leakage effect” to get adequate GPs where they are needed. It costs taxpayers too much to allow more doctors to be trained and set up practice where they are not needed and unless new measures are introduced this is what will happen. All new training places must be linked to initiatives to address the maldistribution of the workforce.

5) Practice nurses

Again this is a welcome initiative and will build on the fact that most of our services already employ nurses as part of their multidisciplinary PHC workforce.

What alternative approaches are there to ensure better access to bulk billing GPs and PHC services for Aboriginal people?

1. Reaffirm the commitment of the Commonwealth Government to a taxpayer funded universal health insurance scheme with no shift to user pays or private health insurance.


This may require additional funding being put into Medicare, however, as we have shown there are ways in which current Medicare dollars could be better spent. The GP workforce could be better distributed with less GPs allowed to practice in over-supplied and over-serviced areas. There could also be new remuneration arrangements for non-GP specialists, which reduce their cost on the public purse.

2. The Australian primary health care system should be strengthened by re-establishing the original dual approach of Medibank so that PHC services in areas of GP under-supply can be funded by needs based block grants that will allow bulk billing salaried GPs to work in not for profit health services: the mixed mode funds pooling model of the PHCAP.

Rather than only rely on incentives within the private practice system to encourage GPs to bulk bill and work in areas of need AMSANT believes that we need to return to the original vision of Medibank and further develop the PHCAP. This would be based upon a rate derived from the current Medicare per capita usage rates payments, weighted for disadvantage and remoteness, in addition to bulk billing in areas of GP undersupply. FFS could remain the cornerstone of the financing system in areas where GPs choose to work in sufficient numbers but FFS could be supplemented with a grant payment based on the population in disadvantaged areas where GPs do not choose to work in sufficient numbers. This dual approach to access is what is needed not a two tiered approach to payment and would be an important measure to strengthen the PHC system to meet the needs of Aboriginal people.
This would make the current financing model of the Primary Health Care Access Program (PHCAP) universally available to all disadvantaged communities. The level of morbidity, remoteness and other factors would determine the actual size of the grant. Such a system combines the benefits of the FFS model in encouraging doctors to see patients with the benefits of a grant which would allow doctors to spend more time with patients and engage in public health work. Any additional profits from FFS income above that needed to pay the GPs salary would go back into the health service – again this takes away the drive to over service for personal profit reasons. 

3.  The introduction of non-financial incentives to address the maldistribution of the GP workforce.

Non-financial measures could include preferential access to other specialist training for GPs who have worked in areas of under-supply and then wish to change their specialisation; such a system is already in place in some countries. In Pakistan, for instance, a doctor cannot undertake any specialist training until they have done at least 4 years service in a rural area.


Another new non-financial incentive could be created by the introduction of geographic provider numbers with preferential access to the most popular provider numbers given to GPs who have worked the longest in areas of greatest under-supply. Medicare provider numbers could be restricted according to the relevant target of say 1 GP for every 1100 people
 – whatever ratio achieves a more equitable distribution of existing GPs. In order to achieve equity of access for particular populations with higher rates of morbidity the ratio would need to be better than the national average. In Aboriginal communities, for example, a ratio of 1 to 800 has been suggested with even, perhaps, 1 to 400 in very remote communities (Bartlett et al 1997). Remote, rural and urban areas of need become simply areas where the GP population ratio is higher than the national average and all financial and non financial incentives could be targeted to these areas on a sliding scale. Preferential, but not exclusive, access to the areas with the most popular provider numbers could then be given to GPs who have worked the longest in areas of need. Such a system would create a very substantial non-financial incentive for work in areas of need.

4. Pooled Commonwealth – State/Territory funding of Aboriginal Primary Health Care services.

Funds pooling between the Commonwealth and the State/Territories has been shown to be a successful mechanism to overcome the inefficiencies often created by the Australian federal government system.  Under PHCAP the pooled funding formula in the NT has addressed these inefficiencies by creating- 

1/ Integrated health system, whereby all partners, Commonwealth Health, the NT Department of Health and Community Services and the ACCHOs are now intricately linked into the one co-ordinated primary health care system. The recognition that this has brought has assisted the development of better links with the secondary and tertiary health sectors.

2/ Equity of resource allocation. Previously funding between zones within the NT varied enormously.  For the NT, DH&CS this ranged from $347 to $1115 PHC expenditure per person and for the Commonwealth from $0 to $1038. 

3/ Higher level of resourcing.  By pooling both the existing NT funds and gaining the new 4 times the average national Medicare usage Commonwealth contribution, has achieved a substantially higher funding base for each zone than if only the Commonwealth’s contribution was on the table. In effect the NT has achieved almost 6 times the national average MBS per capita rate in remote areas.

This model may be a valuable one for other disadvantaged groups who do not have access to primary health care services.

The model of pooled funding under PHCAP needs to be fully funded by the Commonwealth government in order to ensure that new inequities don’t develop between funded zones and non-funded zones in the NT.  


If this funds pooling model is not fully realised in the NT then AMSANT believes that more substantial reform of the health system will be required and this may include the need to establish a national primary health care funds pooling body.
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� Here Primary Health Care (PHC) is defined as an amalgam of Primary Medical Care (PMC) plus public health - the old (physical infrastructure/environmental health and public health campaigns) and what is called the new (as articulated in the WHO Alma Atta Declaration which incorporates the old and embraces a strong social justice focus). Thus whenever we refer to PHC we are including PMC. 


� All citizens should have the choice to access a bulk billing GP in their locality this does not mean that Medicare requires all GPs to bulk bill – this is currently not the case.


� See supplier induced demand page 4.


� Mooney notes that there is no agreed definition of equity (Mooney 2003), in this paper equity means providing access to health services to meet the needs of Aboriginal people that would within the limits achievable by the health sector bring about health status in Aboriginal people equal to that enjoyed by the majority Australian population


� The Core Functions of PHC (see attachment 1) is a template created by the Northern Territory Aboriginal Health Forum in 1998 to outline what services should be included and funded as part of comprehensive PHC.


� The national MBS per capita average is currently $390 per person so $1000 per person is just over 2.5 times this figure. This accounts for Aboriginal people living in remote areas who are entitled to 4 times and Aboriginal people living in urban and rural areas who are only entitled to 2 times.


� Mooney 2003, using loading factors for relative need, positive discrimination and cultural security has argued for a loading of greater than 5, note this doesn’t include a remoteness loading.


� The Page Plan was the national health insurance scheme introduced by the Menzies Liberal government in 1951. It was a 'two tiered' health system based on private health insurance and government subsidies with a safety net so that only the uninsured 'genuinely needy' could receive free public care.


� A United States study by the Kaiser Family Foundation Health Poll Report published April 2003 found that 36% of Americans were worried about the amount they paid in health care services or that their health insurance would increase, this was twice the number worried about paying their mortgage, becoming victims of terrorism or becoming unemployed. (American Public Health Association 2003).


� A term used by Navarro to describe industry lobbies of the medical profession, insurance agencies, private hospitals and other commercial interests in health care such as pharmaceutical companies and medical equipment manufacturers.


� In fact the severe shortage of specialists in lower socio-economic areas is not addressed at all by the package.


� This ratio is based on the use if Full Time Workload Equivalents (FTWE) (DHAC 2001; Healthwiz 2001).
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