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EXECUTIVE SUMMARY

RECOMMENDATIONS

1.  THAT the specialised nature of work in the field of abortion be acknowledged and recognised and the guidelines for the post-graduate training programme for GP’s be amended to recognise this.
2.
THAT a provision be placed in the Health Insurance Act 1973 (as amended) to the effect that the Minister or the Department can issue a bulk-billing provider number to either overseas-trained doctors or post-1996 graduates without a provider number who wish to work in an abortion service.   This provider number to be specifically and only related to the particular abortion service the doctor works at.

3.
THAT the Australian Medical Council work with the Abortion Providers Federation of Australasia (APFA) to develop guidelines for recognition of prior work in the field of termination of pregnancy by overseas-trained doctors with a view to such doctors being permitted to work in the field of abortion service delivery whilst they are completing the AMC requirements.   To enable this to take effect appropriate legislative changes or guidelines would need to be developed so that such overseas trained doctors who have experience in the field of termination of pregnancy (which can be documented) but who have not completed the AMC requirements can work in a TOP service with a bulk-billing provider number.        

4.
THAT the matter of restrictions on access to Medicare due to immigration status be investigated further, given the significance of this issue in terms of access and equity principles.

.

5.
THAT HIC guideline, in regard to interpretation of Reciprocal Health Care Agreements, be amended such that the abortion operation is recognised as medically necessary and RHCA women thus can receive full funding for the operation on their Medicare card, just as Australian women are able to. 
BACKGROUND AND CONTEXT FOR THIS  SUBMISSION
Why do general practitioners (as opposed to obstetric and gynaecological specialists) work in abortion services? 
Doctors who work in abortion services are, in the main, general practitioners undertaking either or both (but not at the same time) the procedure or the sedation work.   The termination of pregnancy operation, whilst simple, requires considerable skill.   It also requires a doctor to undertake it a sufficient number of times so that they have exposure to handling the range of complications which can arise.   Further, it requires a doctor to build up their skills and knowledge of the female reproductive system (and its variations) so to ensure that they are providing the best level of care medically to each client. 
Given the length of training which O & G specialists undertake and given the range of procedures they are able to undertake after that training, it is inconceivable to have a system where the termination of pregnancy operation is only undertaken by O & G specialists.   Whilst many O & G specialists do the abortion procedure, many of them prefer to leave it to their GP colleagues in the free-standing specialist clinics because they know that it is an operation which requires repetition so to build one’s skill level.   Whilst O & G specialists have the skill, they prefer to spend their time on other procedures which utilise and challenge their level of skills.    

The majority of the O & G population in NSW (being a NSW-based organisation we do not feel we can knowledgably speak for all states) see themselves as a back-up to the GP population who work in the termination of pregnancy services.   Many a Sydney clinic has discussed individual cases with an O & G specialist for advice and assistance to deal with the more unusual complications of the operation (for example, Aschermanns syndrome).
From the perspective of the General Practitioner who is employed in an abortion providing specialist clinic, the repetitious nature of the operation can lead to boredom and, indeed, even potentially to slipping of one’s guard such that a mistake can be made.

So the GP professionals who work in the field of abortion, also find it is imperative that they maintain their General Practitioner work so to round out their medical work and to, more importantly, avoid the boredom which can set in from repetitious work.   

Thus, the GP shortages which are discussed in the mainstream media also affect this unrecognised specialist area of GP work.

Abortion work contains many and complex layers

The majority of GP doctors who work in the field of termination of pregnancy maintain the same standards of care toward their clients (notably all women) which GP’s are required to maintain, yet they work in an environment which has the potential to erupt into a critical situation at any moment.   

Abortion providers are juggling the needs of the women who attend their service; the needs of the significant others whom each client may bring with her to the clinic for support and care; the needs of their staff to work in a safe and secure environment;  and the need to meet specified clinical and infection control standards.   
These clinical and infection control standards are set down both by colleagues who are members of the professional body, the Abortion Providers Federation of Australasia (APFA) and by the state-based health departments.   There are also standards required by the Health Insurance Commission so to be eligible for refunds for pathology testing.

There is one major difference for the GP professionals who work in abortion which no other medical professional faces

Unlike any other sector of the medical profession, abortion providing doctors are subject to, sometimes, daily dispute about the validity of their professional work.   This is through the presence of anti-abortion protesters outside clinics.   Daily or weekly challenge to the validity of one’s professional work is unique to this area of the medical profession.
This disputation about the daily work of medical professionals was heightened significantly in its effect with the murder of a security guard at a Melbourne termination of pregnancy clinic in July 2001.   Since that murder, Australian abortion providing doctors have had to spend substantial sums on upgrading security at their clinics.   A number of medical, counselling and other staff left the field of termination of pregnancy after the murder due to concern for their own and their family’s safety.
For all abortion providing doctors across Australia, the fact that the murder occurred at what-was-then one of the more secure abortion providing clinics (clients being buzzed in through a security door) brings greater awareness that there is only so much a provider can do to secure their premises and their staff and clients.   
At the end of the day, those who wish to continue to dispute the professional work of abortion providers will always be able to find a way around security measures.
The presence of anti-abortion protesters outside clinics introduces another layer of complexity for abortion providing doctors in terms of caring for their clients and in terms of meeting the needs of staff to work in a safe and secure work environment.

So in this environment it is, in fact, a wonder that general practitioners continue to work in abortion services.   

A recognition required of societal factors which limit the number of doctors willing to work in the field of abortion

This field of medical work itself has factors (security at the workplace;  being subject to attacks at home or at work by anti-abortion protesters;  hypocrisy within the medical profession such that the specialist nature of abortion work goes unrecognised and unacknowledged) which lead to possible shortages of doctors.   In the past, prior to the November 1996 changes to the Act, abortion services maintained a steady flow of new doctors into the field because there was always a small number of graduating doctors who were interested in the field and they usually approached a clinic for training and employment.   This was our experience at The Powell Street Clinic.   That steady source of new doctors has been cut off by the November 1996 restrictions on access to bulk-billing provider numbers.   

The work of the GP population who work in the field of abortion is honourable, yet it goes unnoticed and is uncommented upon by the media and politicians unless something goes wrong.   GP’s who work in abortion are quietly meeting the needs of their clients, in the main, in a professional manner and with care and concern.
The Bessie Smyth Foundation recommends as follows:

THAT the specialised nature of work in the field of abortion be acknowledged and recognised and the guidelines for the post-graduate training programme for GP’s be amended to recognise this.

General practitioner shortages – the derivation of those shortages
The particular aspect of Medicare we wish to address is that related to the Sections of the Health Insurance Act 1973 (as amended) which restrict access to bulk-billing provider numbers for overseas trained doctors and for all Australian medicine graduates from and including 1996.   These provisions have significant implications for general practitioner availability.    
We draw on our experience derived from managing and operating a termination of pregnancy service, known as The Powell Street Clinic, over the period July 1977 to August 2002.   Our specific experiences over the period May 1999 to August 2002 associated with doctor shortages and restricted access to provider numbers provide background and substance to this submission.

Restrictions on access to bulk-billing provider numbers and their implications for availability of doctors
Changes to the Health Insurance Act 1973 (as amended) which were made in November 1996 have had far-reaching impacts on the availability of doctors.   This has been in contradiction of the asserted intention of the amendments. 
Specifically, the changes made are to the effect that a graduating medical student cannot be given a bulk-billing provider number by the Health Insurance Commission, unless and until they have completed a post-graduate GP training course or unless they have undertaken further training in a speciality.   In addition, the 1996 changes mean that overseas trained doctors are not able to have a bulk-billing provider number until they have been in Australia for ten years.

As a targeting measure, the 1996 changes also provide for bulk-billing provider numbers to go to either of the above category of doctor if they are willing to work in a rural or regional area.
These changes were made by the then Minister for Health, Dr Brendan Nelson, with a view to the changes leading to an improved and better educated General Practitioner workforce. 

After six and a half years – a division between those GP’s who have a provider number and those who do not
The amendments made to the Health Insurance Act in November 1996 have not resulted in an increased General Practitioner workforce.   Rather they have resulted in a ‘have’ and ‘have not’ situation where the dividing line is whether, as a medical professional, you have a bulk-billing provider number or not.   This dividing line also has implications for where a doctor can or cannot work and for the potential income of the owner of a medical practice.
Our experience over the period May 1999 to August 2002 with the issue of availability of doctors and restrictions on provider numbers affected our service both for our workers and for our clients.

May 1999 to approximately December 2000 – advertising for doctors became a waste of time and money
Over the period May 1999 to December 2000 we advertised numerous times for doctors – we offered training in both the procedure and in IV sedation work and guaranteed hours and days after the training period.   Despite this, the majority of inquiries were from either overseas trained doctors who were affected by the ten year time limit; or were overseas trained doctors ringing from overseas who hadn’t even got to first base inquiring with the Australian Medical Council;  or they were post-1996 graduates who did not have a provider number.

Advertising became more and more frustrating as your time, as a Manager, was spent educating the doctors who inquired about the reality of the requirements by the Federal Government yet it resulted in no new doctors coming to work at our service. 

January 2001 to August 2002 – advertising with locum agencies
Due to the waste of funds spent advertising in the mainstream media, we switched to listing positions for medical staff with a number of locum agencies.   Sometimes we were lucky and found a good locum doctor who could do IV sedation work and that person stayed with us for some time.   However, it was always at higher rates of pay due to the doctor coming to our service via a locum agency.

Even though we were in a position to offer permanent part-time work we found that those who were working with the locum agencies were wedded to the higher rates of pay and did not want to commit to permanent part-time work.
In terms of finding doctors to do the actual termination of pregnancy procedure there simply was not EVER such a thing as a locum doctor – all doctors who are trained in this field are already over-committed to working for other providers or several providers over different days of the week.   

Due to the above circumstances, there was not ever the option of advertising with a locum agency to obtain a termination of pregnancy doctor – we could only ever advertise for a doctor skilled in delivering IV sedation.   

The increased fees we had to pay to both the agency and to the locum doctors so to keep our service going meant that other equally important matters (such as a more advanced security upgrade after the murder of the security guard in Melbourne in July 2001) simply could never get on the financial agenda.   The impact of the shortages of general practitioners began to bite deeper and deeper into our service.

Having to prioritise, above all other expenditure, the funds to obtain doctors in order to run a clinic day meant that other areas of the service began to suffer.   For example, plans to purchase a more up-to-date ultrasound had to be placed on hold and as was justifiable improvements in the terms and conditions of employment for our counselling staff, creating strain on a highly valuable part of our workforce.

Our experience in working with doctors who did not have a bulk-billing provider number

It was during 2001 that we first had to take on doctors without a provider number so as to run a clinic day.   At such times this meant the clinic was paying a doctor to perform intravenous sedation during an abortion procedure but was unable to claim the Medicare rebate for this part of the operation.
Initially this inadvertently happened due to a misunderstanding between us and the locum agency we booked a position with.   They sent us a doctor who was a post-1996 graduate and who did not have a provider number.   The agency said they were not aware of the significance of this at the time of the booking being placed.   We had no choice as we did not know until this doctor arrived on our premises that he did not have a provider number.   

This doctor actually proved to be a reliable worker and very supportive and sympathetic toward our clients.   He was committed to health consumer rights and true informed consent.   He was impressed with our service and our commitment to women’s needs being a priority.   He also supported our philosophy that no woman be turned away if she did not have the funds to pay for the operation.   

We would have been happy to have him on our staff permanently but, due to the impact on our income of foregoing the Medicare income, we simply could not afford to employ him permanently.  
When checking the legislation there seems to be no provision for special requests to the Minister or the Department for provider numbers to be issued in such circumstances.   We were always advised by HIC staff that abortion services were not seen as an ‘area of need’ and, thus, a bulk-billing providing number could not be issued to any of the doctors we employed who did not already have a provider number.   This advice continued to be provided to us, despite loss of Medicare income and severe problems in staffing our clinic days.
During 2001 we lost approximately $5,000 in Medicare income because we were forced to employ doctors without a provider number. 
The Bessie Smyth Foundation makes the following recommendations: 

THAT a provision be placed in the Health Insurance Act 1973 (as amended) to the effect that the Minister or the Department can issue a bulk-billing provider number to either overseas-trained doctors or post-1996 graduates without a provider number who wish to work in an abortion service.   This provider number to be specifically and only related to the particular abortion service the doctor works at.

THAT the Australian Medical Council work with the Abortion Providers Federation of Australasia (APFA) to develop guidelines for recognition of prior work in the field of termination of pregnancy by overseas-trained doctors with a view to such doctors being permitted to work in the field of abortion service delivery whilst they are completing the AMC requirements.   To enable this to take effect appropriate legislative changes or guidelines would need to be developed so that such overseas trained doctors who have experience in the field of termination of pregnancy (which can be documented) but who have not completed the AMC requirements can work in a TOP service with a bulk-billing provider number.        

During 2001 – problems with the RACGP training programme became evident  
During 2001 we employed via our locum agency a wonderful overseas trained doctor who had eighteen months to go on the RACGP training programme.   We discovered, however, that this doctor could not be considered to be undertaking a ‘specialty’ (as defined by the RACGP training programmes guidelines) if the doctor worked regularly for us.    It is obvious that working either as a procedure doctor or as an IV sedation doctor in a termination of pregnancy clinic is a specialty skill, however, the RACGP training programme does not offer this recognition.

Again, this meant that we had to let another wonderful doctor go.   In order to retain her bulk-billing provider number, under the HIC rules she was subject to, she could not do any more than the occasional shift with us.
To us, it became a case of the guidelines and the legislation combining to ensure that, as a service, we were never going to be able to guarantee an adequate supply of doctors.  Also we could see that the legislation and guidelines combined to prevent us offering permanent part-time employment to those doctors whom we could see were highly committed to quality care of our clients and to our overall philosophy of being woman-centred in our approach to the abortion procedure.   This is the most galling outcome of the current legislation and guidelines.
By 2002 it became a question of will we have a doctor today? – plan A;  plan B;  plan C; and plan D 
By 2002, the situation was becoming far worse.   We had very good relations with the locum agencies we were booking with.   However, they continued to report back that there were so few doctors out there with provider numbers that they were, indeed, becoming like ‘gold’.   Our locum agencies informed us that they had had listings from GP’s in the suburbs who just wanted to take a break for 4 or 6 weeks but the agency could find no takers for the positions.

The agencies also informed us that they frequently had other listings which went unfilled.    

By February/March 2002, we actually had to go to a four-part plan in terms of our clinic days – that is as follows:

· Plan A – employ two doctors both with provider numbers and therefore we do not forego any Medicare income;

· Plan B – employ two doctors – one with a provider number (the procedure doctor) and the other without (the IV doctor) – thereby we would have to forego Medicare income for the sedation part of the operation;

· Plan C – employ one doctor only with a provider number and deliver only local anaesthetic operations –  this meant that we had not been able to find a sedation doctor (with or without a provider number) and, so had to go to the option of running a list whereby the operation was only undertaken with local anaesthetic.   This was not ideal for our clients – we would canvass them the day prior as to their suitability or whether they felt willing to have the operation done where they would be awake.   We found that the majority of women did not prefer this option at all – if we ran a clinic day under Plan C the list was usually greatly reduced and those who did not want the operation with local anaesthetic rescheduled to a day when we had a sedation doctor;

· Plan D – cancel the day – this option usually arose if our procedure doctor phoned in sick.   As explained above there simply is not such a thing as a locum termination of pregnancy doctor.   If this option was followed obviously it affected our financial bottom line.   
It has not only been our service was affected by the restrictions on bulk-billing provider numbers  
We operated The Powell Street Clinic from July 4th 1977 until 26th August 2002 (the problems in doctor shortages were a contributing factor to our decision to sell our business and premises in August last year).   As we have been a service with longevity in the field of termination of pregnancy we frequently discussed the situation with fellow providers both within NSW and interstate.

Many providers had similar experiences to ours but not as severe because they were usually doctor-owned and operated clinics.   When a service is being run on the basis of employing doctors you are very much in the hands of the doctors you can employ as to how many days your service is operating, what range of services is provided and so on.

We are aware that a number of other abortion providers also lost Medicare income because they were forced to or inadvertently employed a post-1996 graduate who did not have a bulk-billing provider number.

We are further aware through our discussions with general practitioners in the suburbs around us and with women’s health centres, youth health centres, aboriginal medical services and many other services that the doctor shortage situation has become chronic across many sectors.  

THE IMPACT ON WOMEN’S ABILITY TO ACCESS SAFE, AFFORDABLE AND APPROPRIATE ABORTION SERVICES IN A TIMELY MANNER

1.  The doctor shortages then began to affect the range and quality of care which can be provided within an abortion service
In the past, The Bessie Smyth Foundation only employed doctors who had undertaken the Family Planning Association of NSW (now known as FPA Health) women’s health training course for doctors, as it was obviously desirable to have doctors who were competent in areas such as IUD insertions, diaphragm and cervical cap fittings and highly knowledgeable in all methods of contraception.
As the doctor shortage situation became more and more evident during the 1990’s, less and less abortion services have specified that their doctors must have completed the FPA Health course.    This is clearly a loss of skills to the sector and to the women who utilise those services.

In terms of the quality of care within an abortion service, because services have become more reliant upon a smaller group of doctors who can actually do the operation, those doctors have come to have greater leverage in terms of pay and conditions of employment.

There is a ‘playing off’ of provider against provider by some doctors so to obtain a higher rate of pay.   Sometimes the reliance on a smaller number of doctors mean that, as a manager, you tolerate behaviours which you know are inappropriate and “prima donna’ish”.   Such behaviours then begin to affect your counselling and nursing staff because they also have to tolerate such inappropriate behaviours.    
(By way of further background for the Senate Select Committee on how long these difficulties with doctor shortages have been affecting our service, see the attachment to this submission – i.e. a copy of a notice we sent out at the end of 2001 for our Annual General Meeting which detailed our then concerns over doctor shortages – see Annexure ‘A’.)
In some instances in some abortion services, counselling and nursing staff come to see their role as being to ‘protect the client’ from the moodiness, the rudeness, the inappropriateness of the doctor.

This is not good for the women who attend abortion services and creates added tensions in abortion services on clinic days.

From our experience, women want to go to abortion services that provide counselling and comprehensive information – they do not want to be patronised, they do not want to be treated like they are ‘one-of-many-on-the-conveyor-belt’, they want to be treated with respect and with dignity.   They also want good medical skills and good personal skills to be displayed by the doctors who work in abortion services.
From our experience inappropriate behaviour from your doctors can undo the 60 minutes your counsellor may have spent with the woman building a rapport and an understanding of her situation.

Being forced, as we were, to employ locum IV doctors also meant that we had to take on doctors who did not care about our clients, who were locked into the higher rates of pay for locum work and who had no commitment whatever to ongoing care and responsibility for our clients.   A number of the locum doctors we employed saw their role as being there for the day only and they had no interest in our clients or the philosophical basis for our service.  

In regard to women accessing the termination of pregnancy operation under IV sedation, the situation with locums and lack of availability of doctors began to mean that women had to wait a longer time for an appointment.   As we had a good reputation many of our clients were willing to wait for an appointment, however, this was far from ideal for those women.

For women from rural and regional parts of NSW, the problems with doctors had even greater impact.   For example, if we had to cancel a clinic day or change a clinic day to local anaesthetic- only -  for those women on our list from rural NSW such a change usually meant they had to cancel childcare and transport arrangements and delay their operation to a week later.  

At the same time, some of the locum doctors we employed over the period May 1999 to August 2002 were wonderful and were the kind of doctor we wanted to employ but couldn’t due to either lack of provider number or RACGP guidelines about what constitutes a ‘speciality’.   

These doctors all expressed support for the kind of environment we offered them as medical workers in a sometimes difficult field of work.   As doctors, they liked being able to spend time with the women and not being criticised for that;  they liked being able to answer all the women’s questions and not feel rushed;  they liked being able to discuss the broader issues with clients and with colleagues without being stood over. 

The current legislative and guideline requirements (or interpretations of same) in terms of doctor availability, actually work to prevent abortion services being able to provide affordable and appropriate   services for women in a timely manner.
A final comment about access and equity issues
We wish to also make comment about access and equity issues in regard to our universal health care system, known as Medicare.   That is the issue of the interface between access to Medicare and immigration status.   Our clinical and service delivery over the past four years has revealed to us that many in the Australian population do not have a Medicare card due to immigration status.

This impacts on those people greatly as they have to pay the medical service the full cost of consultation and treatment.   Many who do not have a Medicare card also do not have the financial resources to pay the full cost of medical treatment.

The Bessie Smyth Foundation recommends as follows:

THAT the matter of restrictions on access to Medicare due to immigration status be investigated further, given the significance of this issue in terms of access and equity principles.

This also touches on the proposed changes whereby incentives are to be introduced for free care from GP’s to Health Care Card holders or those beneath an income threshold – the weakness of this proposal is that many do not qualify for a Health Care Card but are high users of medical services due to a medical condition.   If a co-payment system is introduced, this then leaves this sector of the population at the mercy of the doctor as to whether different arrangements can be made for payment for services.   Many people will, as a consequence, make decisions which will compromise their health simply because they are concerned that they will not have the money to pay for a visit to a doctor.    The proposal thus undermines the universality of Medicare.

In addition, the co-payment proposal has the potential of turning doctors into debt collectors (or needing to employ a debt-collecting agency) – this will clearly compromise the doctor-patient relationship.

A sub-set issue relating to access and equity – the Reciprocal Health Care Agreement between Australia and New Zealand

A related matter for access and equity issues is that of HIC interpretations of provisions within the Reciprocal Health Care Agreement between Australia and New Zealand and the HIC’s interpretation of that Agreement in regard to NZ women having abortions in Australia.
The HIC argues to abortion providers that New Zealand women who are in Australia and who have a RHCA Medicare card (that is, a denotation on their Medicare card that they are affected by a RHCA) and who have a termination of pregnancy cannot seek a Medicare refund for the operation because the HIC considers that the termination is not  “medically necessary”.

In effect, this means that NZ women (who have an RHCA Medicare card) have to pay between $450 and $520 for the operation as opposed to Australian women who will pay between $110 to $250.   
Yet, if Australian women are in New Zealand and need an abortion operation, they are able to access an abortion operation at no charge through the hospital system in NZ.   This is grossly unfair for New Zealand women who are residing in Australia.

The Bessie Smyth Foundation recommends as follows:
THAT HIC guidelines, in regard to interpretation of Reciprocal Health Care Agreements, be amended such that the abortion operation is recognised as medically necessary and RHCA women thus can receive full funding for the operation on their Medicare card, just as Australian women are able to.

Submission2SenateSelect Comm on Medicare June 2003

Page 9 

