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1 The underlying assumption

The assumptions made under this proposal are about the importance of access and the crucial relationship of bulk billing to access.

1.1 Access

The underlying assumption is that equity to general practice health care is achieved through universal access to that health care. 

1.2 Bulk-billing

The subsequent assumption is that bulk billing provides that access and, consequently, the rate of bulk-billing is a measure of access. The fall in bulk-billing rates from 80.6% in 1999-2000 to 68.5% in the quarter ending March 2003 is seen as a failure of access.

Some would claim that the fall in bulk-billing rates it is also as a harbinger of failure to achieve voter acceptance with consequent dire consequences for the government of the day.

1.3 The native weakness of the underlying assumption

The native weakness of the underlying assumption that access and equity are, essentially, equivalent must be addressed. Consideration must be made, and is not made anywhere in the proposal, to address the fundamental question: “access to what?” 

A discussion of quantity is meaningless – assuming that one does not chose to work within the context of the appeasement of an imaginary, unthinking and voting consumer population - unless the quality (and therefore the content) of that quantity is simultaneously discussed.

Simply: actually, what is Medicare paying for? Is it what the Australian Community needs and wants? And how must the community get what it needs and wants?

2 The elements of the proposed changes

The proposed changes are consistent with the underlying assumption of primacy of access and therefore share the weaknesses of that assumption.

The proposed changes intend to offer general practitioners certain benefits to change their behaviour in order to:

· Increase the proportion of bulk-billed services

· Increase the numbers who choose to work in rural areas

2.1 Increasing the rate of bulk-billing

The increase in proportion of bulk-billed services is meant to be achieved in two ways:

· Through the General Practice Access Scheme (GPAS) that will require all those general practitioners who wish to enjoy the proposed benefits to contract with the Commonwealth to bulk-bill all concessional card holders, and

· By increasing the number of general practitioners
 through the creation of 234 new medical school places each year and 150 new GP Registrar training positions each year.

2.2 Increasing the number of general practitioners working in rural areas

The numbers of general practitioners working in rural areas is intended to be achieved by:

· By bonding new medical school places to post-graduate service in rural areas.

2.3 Practice nurses

It is accepted that some innovative structural change is likely to be achieved by the proposed funding of 457 full-time equivalent nurses to participating practices in areas of workforce shortage. In fact, within the whole proposal, this is the most imaginative.

3 The proposed benefits

It is noted that less exposure and more superficial discussion has been given by the professional and lay media to the intrinsic, deeply-rooted consequences that will arise from the fundamental changes of increase in the numbers of general practitioner and their being contracted to specified billing practices and rural locations than has been cacophonously clucked about and pecked at concerning the far less intrusive, and more likely transient, benefits that are being used to tempt general practitioners who have been made vulnerable by their marginal financial viability.

The benefits are, I propose, not the important matter here because they exist only to encourage general practitioners to change their billing practices and choice of surgery location. The important issues are the billing practices and rural workforce. 

I will deal with billing practices, and billing levels specifically, here.

3.1.1 Incentive payment

In capital cities, participating practices will receive $1.00 for each consultation to each concessional cardholder, paid monthly. A general practitioner who sees 120 patients per week, and who works in a participating urban general practice, and who presently bulk-bills 60% of patients, will receive an additional $3,744 per year as long as all concessional card-holders are bulk-billed. There is no incentive payable for patients who are not concessional cardholders.

4 Quality

The value of the services provided by general practitioners is described by its quality. Without a prescribed quality (or content), any description of quantity (or access) is meaningless.

That quality, as for any other services, can exist only if resourced. That resource is expressed by the funding allocated for the production and delivery of those services.

4.1.1 Extent of funding of general practice services

The total funding that the Australian community receives for its General Practice services comes out of that money which crosses the general practitioners’ counter (be it fee for service or Practice Incentive Payments). The proportion of that money applied to the quality of care Australians receive through their general practitioner is the practice overheads, and that is between 25% and 65% of turnover. For a 1 –2 person practice the proportion is around 40% - 60% (the mean being 50%) and for larger medical centres it is around 25%. Therefore, since the MBS rebate is $25.50, the monetary resources invested in the care of a person (that is, the component of surgery overheads minus the that of the general practitioner’s livelihood) in a standard consultation generally varies between $6.50 and $12.25 per consultation. This is not a commercial quantity and, at face value, it is inconceivable that it could adequately resource the quality of care that Australians need and deserve.

4.1.2 Capping of funding

At the global level, the resources allocated to general practice services under the MBS is capped by capping the Medicare budget to General Practice.

At the level of the individual general practitioner, the MBS resources that a general practitioner can allocate to any patient is capped by the structure of the MBS. Essentially, this is done by the prohibition of co-payment for those services that are usually performed by general practitioners, and of charging for what are, in other professions and trades, considered to be disbursements and “parts” (namely, the cost of phoning, faxing and writing, and the provision of medical supplies such as dressings and vaccines respectively). 

Except for the ECP item numbers, an MBS rebate is payable for the services generally performed by a general practitioner only where those services involve the face-to-face engagement of the general practitioner with the patient. There is no rebate payable for telephone calls, reading, letter writing or discussions (even when face-to-face) with patients’ relatives. Therefore, because there is a natural limit to the number of hours in a week and days in a week, the funds that a general practitioner can attract each week to resource the services to his or her patients is, effectively, further capped. 

Except for the new (and few) ECP item numbers, it is not possible for the general practitioner to charge in his or her own name a rebatable fee for work that has been delegated to another person. This cuts across the universal principles of delegation and quality management that are the benchmark for all other professions, trades and industries and introduces obligatory inefficiencies and quality restrictions to general practice services. No-one in any other profession or industry, or the general public, would find this acceptable.

4.1.3 The quality that the Australian Community is prepared to pay for

The Commonwealth is under no obligation to doctors or to anyone else to provide them with the standard of livelihood that they feel they deserve. Instead, the funding level of Medicare is properly that amount of money that is necessary to provide that level of content and quality of General Practice services that the Commonwealth is obliged both morally and through the ballot box to provide to the Australian Community.

At this moment, the Commonwealth makes available between $6.50 and $12.50 for a general practice service, which is the range of the overhead component of the rebate of $25.50 – the resources, being the surgery running costs, that are applied to quality. Since the community has determined that the quality of legal services it demands requires $360 per hour so that they can be provided, and the quality of accounting service it demands requires $240 per hour so that they can be provided, even allowing an error of 100% in these approximations, and since the cost of running a competent general practice office can be no less than that of running any other office (and is likely to be considerably more because of the service’s clinical component – i.e. medical equipment and supplies), it is inconceivable that a quality of medical service that can be acceptable to any person who is informed about the service he or she is receiving can provided by a general practitioner in any way, let alone a sustained way.

So, quality is getting only $6.50 to $12.25 per patient per consultation – a shameful amount. But the additional resourcing being offered through the Commonwealth’s Medicare proposal is just $1 per consultation per patient. A gold coloured coin can buy only as much as a gold coloured coin can buy – it takes three of them to buy a coffee. So much for putting the quality of the healthcare of our nation first. 

But there are noteworthy examples of fine work being done by general practitioners under our present circumstances. Therefore it must follow, unless general practitioners can make something out of nothing where no-one else can (and it is unlikely that they have control over that law of physics), that Australia’s general practitioners are contributing far in excess of their share of this nation’s altruism, personal sacrifice and financial contribution to the well-being of others.

This contribution is certainly praiseworthy, but neither human decency nor our Constitution permits it to be compulsory.  If the Commonwealth wants the standard of quality that Australians need and demand then it must either pay for it or, inevitably, it will lose it. If it believes it cannot pay for it (since each $1 increase in the rebate would result in around an increase of $120M in the health budget it clearly can’t), then it must be honest and say so and find some other way that it can be resourced.

Without adequate and realistic resourcing, except that general practitioners have been personally and heavily subsidising the system, quality general practice simply cannot happen.

Peter R. Clyne

CEO

Western Sydney Division of General Practice

22nd July 2003

Attachment

	Potential increase in consultation income

	 (After Australian Doctor 9 May 2003 p 23 (different assumptions have been used)

	
	
	
	
	

	
	City practice
	Metropolitan practice
	Rural practice
	Remote practice

	Pts/week:
	120
	Pts/year:
	6240
	 

	% Concession cardholders
	 $           1.00 
	 $             2.95 
	 $           5.30 
	 $             6.30 

	100%
	 $     6,240.00 
	 $     18,408.00 
	 $    33,072.00 
	 $     39,312.00 

	80%
	 $     4,992.00 
	 $     14,726.40 
	 $    26,457.60 
	 $     31,449.60 

	60%
	 $     3,744.00 
	 $     11,044.80 
	 $    19,843.20 
	 $     23,587.20 

	40%
	 $     2,496.00 
	 $       7,363.20 
	 $    13,228.80 
	 $     15,724.80 

	20%
	 $     1,248.00 
	 $       3,681.60 
	 $     6,614.40 
	 $       7,862.40 

	0%
	 $              -   
	 $                 -   
	 $               -   
	 $                 -   

	
	
	
	
	

	
	
	
	
	

	Pts/week:
	150
	Pts/year:
	7800
	 

	% Concession cardholders
	
	
	
	 

	100%
	 $     7,800.00 
	 $     23,010.00 
	 $    41,340.00 
	 $     49,140.00 

	80%
	 $     6,240.00 
	 $     18,408.00 
	 $    33,072.00 
	 $     39,312.00 

	60%
	 $     4,680.00 
	 $     13,806.00 
	 $    24,804.00 
	 $     29,484.00 

	40%
	 $     3,120.00 
	 $       9,204.00 
	 $    16,536.00 
	 $     19,656.00 

	20%
	 $     1,560.00 
	 $       4,602.00 
	 $     8,268.00 
	 $       9,828.00 

	0%
	 $              -   
	 $                 -   
	 $               -   
	 $                 -   

	
	
	
	
	

	
	
	
	
	

	Pts/week:
	180
	Pts/year:
	9360
	 

	% Concession cardholders
	
	
	
	 

	100%
	 $     9,360.00 
	 $     27,612.00 
	 $    49,608.00 
	 $     58,968.00 

	80%
	 $     7,488.00 
	 $     22,089.60 
	 $    39,686.40 
	 $     47,174.40 

	60%
	 $     5,616.00 
	 $     16,567.20 
	 $    29,764.80 
	 $     35,380.80 

	40%
	 $     3,744.00 
	 $     11,044.80 
	 $    19,843.20 
	 $     23,587.20 

	20%
	 $     1,872.00 
	 $       5,522.40 
	 $     9,921.60 
	 $     11,793.60 

	0%
	 $              -   
	 $                 -   
	 $               -   
	 $                 -   


� Australian Medical Workforce Advisory Committee, Australian Medical Workforce Benchmarks, AMWAC, North Sydney, 1996; Monica Pflaum, “The Australian Medical Workforce”, Department of Health and Aged Care, Occasional Paper no 12, August 2001.
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