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A Submission to the Senate Select Committee on Medicare

A Rural Perspective 

The greatest challenge in Rural and Remote GP practice in Australia

is not a challenge of professional skills.

It is a challenge to survive bureaucratic ignorance and hostility.

1.
Introduction

Instead of submitting research results, pole results, arguments and counter arguments I will simply try to open the window to the small rural community of Cardwell. I will illustrate in short the difficulties of the community to access medical services and the difficulties of the rural doctor to supply these services. I will express the dilemmas of an ISRP (Isolated Solo Rural Practice) – perhaps the culmination of all rural iniquities. I will concentrate largely on the Medicare dilemma in rural perspective. 

2.
Predicament of the Community

Cardwell is a small rural community with a stable population according to the last census of about 1450 people. During the winter months this could grow to double this figure due to mainly pensioner-migrants from the South. According to Queensland Health research the community profile shows about 80 % Pensioners and Healthcare cardholders – twice the average for Queensland. 

There is no Medicare Office in town and no daily banking facility.

There is no hospital and no Queensland Health clinic in town – the closest is 11/2 hrs return drive. 28 yrs after the community donated the land to Queensland Health for a small community hospital, plans have now been approved for a clinic with only a nurse and a health worker (no doctor services etc). There are also no special investigations, pathology services (half-day collection point exist) or visiting specialist services in town. To make things worse transport is a major problem for this aged community. Political pressure has been put on me on occasion to release the only ambulance in town to take a patient to an elective/non urgent specialist appointment in the city (400 km return drive). 

Bureaucratic discrimination against rural residents by the HIC has cost containment regulations in place that would for instance prohibit the X-rays of 2 knees on the same day – forcing 2 days and 800km driving to get this (and other similar) procedures done. It also prescribes specialist consultations (unavailable in Cardwell) before the initiation of treatment for dementia, certain acne preparations and ADHD.

The community has been desperate to get a permanent doctor in town for more than 5 years. When they managed to attract a doctor before, he typically stayed for a few months to a year.

3.
Predicament of the Doctor

Background

After being a country doctor for about 15 yrs my family and I migrated permanently from South Africa to Australia in 1996. I was sponsored by the regional Base Hospital for permanent residency on condition that I would work in remote and rural areas / areas of need for 2 years. After 3 years I was approached by officials of the “Doctors for the Bush” program and advised that the little town where I was Medical Superintendent with Right of Private Practice (MSRPP) – I was the only doctor working in an 11- bed hospital - was not remote enough to qualify for permanent residency. I was given a list of about 27 places to choose from and was told that a commitment of 5 years was required (the previous 3 years would not be counted…)

We moved to Cardwell 3 1/2 years ago. 

The difficulties of ISRP (Isolated Solo Rural Practice):

3.1
Family Pressures.  

Sacrificing the comforts and luxuries of the city life is perhaps not of major consideration to my family who like country living. There is however very little sport opportunities and my son who was one of the top tennis players in North Queensland had to quit the sport. The children have to travel about 2hrs a day to attend high school since there is no high school in Cardwell. The limited ranges of goods available in the shops are expensive and a trip to the city and back is 400km.  Besides the extremely high building costs I was told by the Bank Manager of one of the major banks to put down 60% deposit on any loan. The reason:  “there is nothing happening in your town and there will be nothing happening,” he said!

3.2
Professional Pressures. 

I am the only service point in town for this community – 24 hrs per day, 7 days per week and 30 days per month. I have no back-up services from Queensland Health and locum services are hard to get. It is very difficult to keep up with professional development (CME) and I might not see another doctor for months. Despite being totally insufficiently equipped, the community and the Queensland Ambulance Services utilise my surgery as an Accident and Emergency Department and a Day Hospital – resuscitating and stabilising the critical as well as monitoring patients for hours, giving IV treatment or administering chemotherapy. Not even in the most remote areas of Africa was I expected to do so much with so little – not to talk about the medico-legal risks involved with performing these services. The most critical example is perhaps my inability to treat the whole community with lyses treatment after a myocardial infarct – effectively postponing this vital treatment for 2 hrs or more. The lack of these basic facilities is un-defendable in a first world country. 

3.3
Money Matters. 

Any monetary investment in isolated rural practice is bound for disaster. When I moved to Cardwell I had to close the doors of my previous surgery to the loss of $45 000.00 The last permanent doctor that left Cardwell 8 years ago could recruit no successor. He apparently left at the loss of $75 000.00 and was declared bankrupt shortly after he left. On recruiting me to join the Doctors for the Bush program, I was promised a “rural retention fee” in the range of $15 000.00 to $25 000.00 per year. Knowing the equity of rural practice I relied heavy on this figure in my budget. Enquiring after a year why no money was deposited, I was informed that policy had changed and I would now be payed $5000.00 after satisfactorily completing 5 years of service in Cardwell. 

Two years ago I booked for an overseas conference in Europe, managed to arrange a locum and payed the $10 500.00. At the last moment the locum from Canada cancelled due to personal circumstances. I could not contract another locum and Queensland Health would not help me out. The regulations of the Doctors for Bush program prohibited me from leaving the town undoctored. I lost the $10 500.00. The move to Cardwell put me effectively back more than $75 000.00 in the first year – before the operational costs of my practice. 

The most fundamental survival problem of ISRP is the detrimental combination of proven unsustainable/marginally sustainable issues in the medical marketplace in Australia. The Cardwell Family Practice is a combination of 

· Rural Setting (huge overheads)

· Solo Practice (all overheads carried by a single doctor)

· Bulk Billing Practice (I Bulk Bill 85% of patients)

The implications are very clear. If I would work a 40-50hr week like most other GP’s in Australia, I do not even cover my over heads of $200 000 - $300 000 per year. 

Despite making my house and car available to locums to contain cost, I have no income when away on holiday or conference. My locum barely covers my overheads.

A simple calculation demonstrate my monthly overheads as $20 000 and my hourly overheads as $100.00 per hour. 3x18min consultations per hour would implicate a shortfall of $25.00 per hour to cover my overheads.  A consultation of 1-2 hrs would implicate a shortfall of $30 - $120.00! 

There is however no minimum time limit to an Item 23 consultation for $25.00. The Medicare incentive is clearly to operate GP practice like a sausage machine – spending as little time as possible on a patient to financially survive – an operating principle despised by the public of Australia. However, in Cardwell there simply is no one to pass the buck on to and long, complicated consultations and resuscitations are regular daily occurrences. 

We all know about the steep rise in professional indemnity – especially for procedural GP’s.  A colleague that worked as a rural GP in an area of need for a couple of years is planning to leave the country at the end of the year. He has just been quoted $11 000.00 up front by his insurance company to provide him with tail end cover after he left!

What should the business plan look like to survive Rural and Remote GP Practice?

3.4
Dealings with Medicare / HIC. 

A few years ago I worked as a temporary resident doctor in a bulk billing practice registered as an area of need. Due to an administrative mistake by the HIC my provider number expired a month too early. When I enquired after not being payed the HIC admitted to their mistake but still refused to pay me for the services rendered. The HIC explained in a letter: “You are not recognised as a doctor in Australia…” and “you have no rights in Australia”. The letter continued to explain that legislation do not allow them to correct their mistakes.  A year later when I was employed as a MSRPP in a small hospital, the Superintendent of the Base Hospital (my sponsor) phoned and asked me to relieve the doctor in a nearby community who had been in a MVA. Knowing the HIC’s difficulties in supplying provider numbers at short notice in rural areas I objected, but after numerous assurances agreed. I have never been paid for those services. The HIC maintained that the form was incorrectly completed by the Base Hospital and it is against the HIC regulations to allow correction of mistakes in retrospect. The Base Hospital maintained that I was not on their pay roll and my payment was the responsibility of the HIC. I have been told this was a general problem experienced by many OTDS’s (Overseas Trained Doctors) working on Temporary Resident Visas in Rural and Remote areas / Areas of Need. 

While working as MSRPP in my rural community, I received many referrals from hospitals and doctors for counselling and detox programs. I also managed all A&E care of my private patients. Due to my abnormal profile the HIC sent a counsellor to investigate. I was congratulated by the counsellor (a medical doctor) for the quality of care and my billing practices was fully approved. He cautioned that the many long consultations would keep triggering the alerts on the HIC computers irrespective of his findings. When questioned about the inappropriate regulations for rural medicine in the Medicare Schedule Book, he said that the HIC would never change these regulations (irrespective of feedback from doctors) because “it is not a priority to the HIC”.  

After moving to Cardwell I was seriously advised by the Chamber of Commerce and senior residents of the community not to Bulk Bill. They advised that doctors cannot survive Bulk Billing in Cardwell and that they were serious to keep my services. All colleagues and the medical Organisations that I consulted about my problems echoed this over the years. This constituted a major moral dilemma to me. I regularly see patients with literally no money and no transport – having to personally give them money to buy their medicines. I felt that in enforcing private billing I would only further exploit this disadvantaged community.  

I decided to Bulk Bill the needy 85% of my practice until I could contract Medicare Services into town for the community to access. I maximised my own services and availability to the community (utilising a practice nurse) to try and create a viable turnover (I counted my working hours 2 1/2 years ago for an AMA survey and recorded 85hrs per week. More recently this figure is probably closer to 70-80 hrs per week after streamlining practice protocol). Within 2 months I was seeing twice the amount of patients than my predecessors did – many of the mobile patients returning back to town that was accessing services in neighbouring towns. I realised that this would disturb my profile on the HIC computers even more. This further made me aware that I would need to adhere as close as possible to the problematic regulations of the “Medicare Schedule Book”… 

A year after moving to Cardwell the HIC sent an ex police officer in its service to spy under cover on all my movements and record all my working hours. This “physical surveillance” essentially confirmed the hours that I was claiming for and no further action was taken. 

In the mean time we founded the Cardwell Health Consumers Network to lobby for a better health dispensation in town. Over the next 2 years we tried at all levels to convince the HIC to either bring a Medicare Office to town or set up a patient claim-back leg for HIC OnLine. The HIC refused to set-up an office and refused to even contribute the set-up cost of the electronic facility – despite offering my surgery and my staff free of charge to the HIC. At the end of 2002 I paid the $10 500.00 set-up cost out of my own pocket, changed to the forerunner software vendor and adapt my network and hardware to accommodate this facility. At the last moment the vendor reported problems with the HIC enabling of the patient claim-back leg of HIC OnLine. 

I lost the $10 500.00 !!

I was frustrated and desperate by numerous fruitless efforts over more than 2 years to persuade the HIC to meet its obligations towards this rural community – my financial losses the direct effect of its ignorance towards its rural members.  Early this year I wanted to charge pensioners who could afford it a “cost recovery charge” of $4.00 after a consultation. 

On 19 May 2003 eight officials of the HIC and the Federal Police raided my surgery and my house. They spend a whole week in my little town searching for evidence against me to support possible allegations of wrongdoing. This caused irreparable damage to my status as doctor in this small rural community…

See Confidential Reports attached. The confidentiality of these reports must be maintained because of the possibility of legal action against me

4.
Summary

For a solo, Bulk Billing GP (ISRP) to take on the sole responsibility (without any government back-up and virtually no infrastructure) in his private capacity to look after a Rural and Remote community of 1500+ people on a permanent basis, is unacceptable in a first world country. This constitutes a totally unsustainable model of Rural Medical Care and should not be implemented in any community in Australia. 

The HIC’s modus operandi in Rural and Remote Australia not only demonstrates the serious failure of the HIC to administer the five key principles of Medicare namely universality, access, equity, efficiency and simplicity to these rural communities, but also sadly demonstrates it’s poor insight and sheer negligence of rural and remote services in Australia. It also clearly demonstrates the danger of a hostile, bureaucratic power capable of enforcing statistical compliance and outdated laws without any fear of accountability – personally allowing itself to enter into the realm of crime against society. 

5.
Conclusions

Medicare as purely a Government funded Medical Insurance Scheme is a natural and excellent option. 

The PIP exercised a unique rescue action of the downward spiral in quality of services created by the Bulk Billing era. It however needs to be adapted to practical GP environment. 

The Bulk Billing principle has 3 fundamental flaws:

1. A Shaky Foundation.

The capturing of the emotion loaded “doctor-patient exchange” by the politicians – putting it FREE on the table of the voters is very suspicious of mere “point scoring” to say the least. The suspicion is only enhanced when we follow the patient as he leaves the doctor to collect his medicines. At this very non-emotional event the Government will - without fail - collect it’s share. 

2. A Triangle of Distrust.

The 2-way action of the “doctor-patient exchange” has been operational for more than 3000 years. Only in the last decade or two has a 3rd party been introduced  - to fund and to police. This immediately introduced an opportunity to defraud and created an atmosphere of suspicion. No longer will a patient dissatisfied with a service or fee discuss it with his doctor. He would rather report it to the 3rd party instigating and reinforcing a vicious Triangle of Distrust.

3. A Disgrace to the Human Spirit.

How vulnerable we all get when we become old or debilitated. 
The independent spirit of pride within us will however still strive to survive beyond the demise of the body. 

How did it happen that the Senior Citizens of this great nation were officially turned into beggars in the face of the profession they so dearly depend on?

I am confident that the Australian GP still possesses the age-old inherited professional instinct to judge and respect the paying ability of his patient. Restoring the 2-way action of the “doctor-patient exchange” will only enhance this responsibility. 

The solution could be very simple: 

1. Medicare should caringly live up to its principles – supplying easy accessible Medical Insurance to all its members in Australia 

2. Bulk Billing should never have been invented. 

The politicians who created it should abolish it  – correcting the misconceptions of “the right of taxpayers to free GP services” 

3. Rural item numbers / item numbers loaded for rural areas are urgently needed to fully address the dollar - imbalance towards rural doctors and rural     communities (see submissions by the RDAA etc)

After restoring freedom and dignity to the medico-social scenes, the government will have ample money in its coffers to spend on essential medical services neglected over many years – not only in the Bush but also in the Cities of Australia. 

**********

