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General Comment

In response to changing population health need the Australian Health Care system offers a diverse range of health related services in a correspondingly diverse range of settings in which primary health care features prominently. The vast bulk of health services are now delivered in the community through general practitioners, allied health professionals and community care services. There have however, for some time now, been concerns that the health system is failing to adequately address the changing health needs of some individuals and requires:

a) Better integration of care between general practitioners, community health

      care and the hospital sector; 

b)   Services that better meet the needs of older Australians; and

c) Improved responses to the key reform issues facing health care in Australia, including Aboriginal and Torres Strait Islander Health, improving access to elective surgery, workforce, mental health, and quality 

 Access to affordable general practice is a key element of the health system required to address these issues.

These changing demands on service delivery models, the significance of primary health care, and the roles of primary health care practitioners have however not been adequately reflected in recent Commonwealth Government Policy, and only minimally through the proposed changes to the Medicare arrangements.  

The Commonwealth, through the Medicare Benefits Schedule and other arrangements, has the major responsibility for general practice. Changes to Medicare over the term of the current Commonwealth Government have introduced supply-side controls over GP services, applying constraints on GP numbers and capping overall Commonwealth expenditure on GP services. The outcome is not only the introduction of new barriers to care but also a continuation of cost shifting to States and Territories. These Commonwealth actions have impacted heavily on the ACT, particularly in relation to GP supply, access to bulk billing, after hours GP care, and the provision of primary care services. In addition the proposals under the Fairer Medicare policy and proposed in Health Legislation Ammendment (Medicare and Private Health Insurance) Bill 2003 are unlikely to have any significant impact on the GP access and affordability issues currently being faced by the Territory. 

 The ACT Context

In addressing issues of relevance to the ACT associated with the Terms of Reference for the Senate Select Committee on Medicare, there are a number of issues, some specific, that the ACT is currently experiencing:  

1.The ACT suffers from an undersupply of general practitioners and private medical specialists creating issues of access as well as increasing the demand for and cost of providing public health services;

2.The ACT has the lowest level of bulk billing and schedule fee observance of any Australian jurisdiction posing affordability and access issues;

3.The ACT is experiencing significant growth in attendances at Emergency Departments of hospitals for less urgent conditions resulting in care appropriateness, timeliness, quality and cost issues; and

4.The ACT has a population that is ageing at a greater rate than the Australian population as a whole, which will result in increasing demand for primary health care and related services. 

GP undersupply in the ACT is directly linked to decreased bulk billing and increasing Emergency Department presentation in the ACT. 

In 2001-2002, the ACT had 65.5 full time workload equivalent (FWE) GPs per 100,000 population, compared to a national average of 84.9 per 100,000 (Productivity Commission Report on Government Services 2003). 

A number of Commonwealth policies such as the restriction of provider numbers and control of training places have contributed to this undersupply, particularly policies which provide incentives for GPs to work in rural areas and outer metropolitan areas, which excludes the ACT. The effects of these policies can be seen in the following table, which shows that between 1996-97 and 2001-2002, the fulltime workload equivalent (FWE) number of GP's in the ACT fell at a much higher rate than anywhere else in Australia.

FULL TIME WORKLOAD EQUIVALENT (FWE) NUMBER OF GPS by STATE/TERRITORY 1996-97 TO 2001-02

	
	
	NSW
	Vic
	Qld
	WA
	SA
	Tas
	ACT
	NT
	Aust

	1996-97
	
	92.2
	88.8
	89.2
	78.1
	88.2
	79.0
	74.2
	46.1
	88.0

	1997-98
	
	92.3
	86.7
	90.0
	77.5
	88.5
	77.4
	74.9
	47.1
	87.6

	1998-99
	
	90.0
	86.4
	89.1
	75.8
	88.0
	76.6
	73.2
	45.9
	86.3

	1999-00
	
	89.9
	86.5
	87.9
	75.1
	85.6
	77.1
	70.1
	44.5
	85.5

	2000-01
	
	87.3
	85.0
	87.4
	74.7
	88.8
	77.5
	68.1
	46.9
	84.7

	2001-02
	
	88.4
	84.9
	86.8
	74.7
	88.8
	80.7
	65.5
	46.1
	84.9

	Change from

1996-97 to 
	-4.1
	-4.4
	-2.7
	-4.4
	0.7
	2.2
	-11.7
	0.0
	-3.5

	2001-02 (%)
	
	
	
	
	
	
	
	
	


Source: Productivity Commission, Report on Government Services 2003, Table 10A.9

The ACT also has an undersupply of GPs compared to many rural and remote areas as shown on the following table. The table shows the effects that the Commonwealth policies have had in redirecting GPs from urban areas to rural areas, with the number of full time workload equivalent GPs falling over the same period in capital cities, other metropolitan centres and large rural centres, but growing in other areas. It is noticeable however, that the decline in numbers in the ACT is substantially greater than in other capital cities.

FWE NUMBER OF GPS BY RURAL, REMOTE AND METROPOLITAN AREAS 1996-97 TO 2001-02
	
	
	Capital

City
	Other

Metro

Centre
	Large

Rural

Centre
	Small Rural

Centre
	Other

Rural

area
	Remote

Centre
	Other

Remote Area
	Australia

	1996-97
	
	96.8
	89.9
	80.9
	74.8
	63.1
	53.8
	40.2
	88.0

	1997-98
	
	96.0
	89.5
	81.5
	75.0
	63.0
	54.1
	42.9
	87.6

	1998-99
	
	94.5
	87.5
	80.3
	73.7
	62.7
	52.4
	45.3
	86.3

	1999-00
	
	93.2
	86.1
	79.4
	75.0
	62.9
	51.6
	45.2
	85.5

	2000-01
	
	91.5
	83.5
	78.4
	77.5
	65.0
	55.3
	48.0
	84.7

	2001-02
	
	90.8
	83.3
	79.7
	80.2
	68.3
	54.5
	49.0
	84.9

	Change from

1996-97 to 
	-6.2
	-7.3
	-1.5
	 7.2
	 8.2
	1.3
	 21.9
	-3.5

	2001-02 (%)
	
	
	
	
	
	
	
	


Source: Productivity Commission, Report on Government Services 2003, Table 10A.37

Response to the Terms of Reference
· The impact of general practitioner shortages on “patients” ability to access appropriate care in a timely manner - the undersupply of GP's in the ACT has directly impacted in a number of ways but in particular through:
1)Reduced Affordability- The ACT has the lowest level of bulk billing and schedule

 fee observance of any Australian Jurisdiction, indicating that ACT GP's are

 experiencing less supply side pressure than GP's in other states. The Bulk billing

 rate has been declining in the ACT since 1997-98, with the 2001-02 rate of

 51.2% being the lowest since 1990-91 and lower than the average for Rural and

 Remote areas. The Medicare rebate for a standard consultation is approximately

 $21.00 and with most GP's now charging in the order of $45 for a standard

 consultation. After hours GP care is generally more expensive. 

The resulting financial burden, particularly for families, has significant implications.

 Some families are likely to seek less appropriate or inappropriate venues for

 treatment, such as hospital emergency departments, or choose not to seek

 treatment at all. The latter choice obviously has the potential to impact heavily

 on individual health and population health outcomes, primarily as a result of delayed

 diagnosis and treatment. This would seem to be in direct conflict with the very

 principle of early diagnosis and treatment in best practice medical care. Choosing 

 not to seek medical advice would also impact on the effective management of

 chronic conditions and general population health interventions, again conflicting

 with current national health policy and programs aimed at seeking improved

 health outcomes.  

ii) Increased Emergency Department presentations- As GP services have

 declined the number of people with less urgent conditions presenting to

 Emergency Departments in the ACT has increased. Over the period for which data

 is available, 1998-99 to 2000-2001, growth in attendances for patients with less

 urgent conditions at ACT Emergency Departments was about 15%. This increase

 has occurred despite the fact patients have only limited knowledge of after hours

 treatment options. Of ACT general practices surveyed in April 2002, 50% provided

 no guidance to their patients seeking after hours GP Services, and only 12%

 provided guidance regarding both GP services and emergency department care.

 In respect to appropriate and timely care, Emergency Departments are not

 Intended for, nor equipped, to provide the range of primary medical care that GP's

 are able to provide and people with less urgent conditions are also often subjected

 to long waits. Concerns about over use of Emergency Department care was

 highlighted through a survey completed in 2002 by the ACT Division of General

 Practice (ACT Division of General Practice 2002, I Wouldn’t be here if I could see a

 GP), to assess the impact of the shortage of GP's on ACT Emergency Departments.

 Results from this research indicate that for patients with less urgent (Triage

 Category 4 & 5) conditions:

a) 61% could have been appropriately cared for by a GP; and

b) 85% would have preferred to be seen by a GP than attend the Emergency Department 

In the same study 11% of clients presenting to Emergency Departments presented either because the service was free or because a GP was unavailable or the wait too long for a GP.

· 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 the health care card holders of those beneath an income threshold:

Initial feedback from GPs suggests that the Commonwealth's proposal to give GPs in capital cities an additional $1 per consultation, if they agree to bulk bill all health card holders, is seen as unlikely to have any significant effect on bulk billing rates in the ACT.  Access, affordability and service quality issues for concession card holders are therefore also unlikely to be improved. Conversely there is a concern that the outcome of such strategies could manifest themselves in a significant reduction in bulk-billing to non-concession card holders (as it is likely that this group will be cross subsidising the bulk billed groups) and that non concession card holders will in fact face a rise in the cost of consultations as a result.

 

(ii) a change to bulk billing arrangements to allow patient co-payment at the point of services co-incidental with direct rebate reimbursement

ACT residents are already currently paying the highest 'gap' for doctor consultations in Australia. In the December quarter 2002, the ACT figure was $11.31, while the Australian average was $5.66. The measure proposed however is contingent on GPs agreeing to bulk bill all cardholders. Most GPs in the ACT do not bulk bill all cardholders and the $1 incentive is unlikely to cover the reduction in income that would result if they agreed to bulk bill all card holders. For GPs in these circumstances to avoid a drop in income, they would therefore need to raise fees for non-cardholders, ultimately reducing the affordability of services.
 

(iii) a new safety net for concession card holders only and its interaction with existing safety nets

This measure is unlikely to apply to many patients and therefore will have only a limited impact.

(iv) private health insurance for out-of hospital, out-of-pocket medical expenses;

While an extension to private health insurance for out-of-hospital, out-of pocket arrangements is welcome, it also is unlikely to apply to many individuals or families. Even for ACT residents who pay the highest ‘gap’ in Australia for doctors services, the ability to insure for out-of-hospital costs over a $1000 threshold, is seen as having only a limited impact on affordability and negligible impact on service access and quality.  The willingness of private health insurance funds to offer this type of new product at an affordable price has yet to be confirmed.
· 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,

An extension of funding to allied health services is considered to be an effective strategy both in terms of access to services and in relation to cost. This is particularly the case in areas of workforce shortage where improved access to allied health services can complement GP services and reduce the demand for GP services. 

The ACT has not qualified for any of the Commonwealth’s incentives providing for practice nurses or allied health services in rural, remote and outer metropolitan areas, and an extension of these services to the ACT would significantly benefit ACT residents.

(ii) The implications of reallocating expenditure from changes to the private health insurance rebate, and
Private health insurance is particularly poor value for money for residents of the ACT who have the highest rate of private health insurance cover of all States and Territories, but the second lowest rate of private hospital use. Access to private hospital services is contingent on the availability of private specialists and the presence of private hospitals which provide the services required. The ACT has low numbers of private specialists and ACT private hospitals provide a more limited range of private hospital services than all other jurisdictions except the Northern Territory. As a consequence the ACT has low rates of private hospital use. The reallocation of expenditure from the private health insurance rebate to public sector services is therefore likely to be of significant benefit to the ACT.
In addition to the above, independent analysis (Deeble 2003-The Private Health Insurance Rebate-Report to Sate and Territory Health Ministers) shows that the rebate policy has failed to produce the claimed results and that extra public hospital funding would have been a more efficient and equitable solution. 

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

The ACT Government believes that the current remuneration system is not equitable, and is failing to retain a sustainable primary care workforce. A particular priority is the need for remuneration models to address after hours general practitioner services, which is currently not adequately catered for by the current remuneration models.

The current remuneration model, particularly for General Practitioners, is considered to be generally piecemeal and administratively burdensome. General Practitioners and their representative organisations have long expressed concerns about the compliance burden associated with their participation in government programs, with some General Practices opting out of particular programs. The Productivity Commission (General Practice Administrative and Compliance Costs Report 2003) reports that the three programs aimed at encouraging high quality care (Practice Incentives program, vocational registration and Enhanced Primary Care) account for over three quarters of GP’s measurable administrative and compliance costs. Models of compliance and remuneration that reduce these costs and administrative time are encouraged.

A priority in this area is greater support for GPs to work collaboratively with other providers to address chronic disease and population health issues. Current arrangements for this, such as the Enhanced Primary Care MBS items, have rigid criteria for use, are administratively burdensome to use, and as a consequence have had limited take up. Greater flexibility of funding support of GPs in these areas would be of benefit. 
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