SUBMISSION TO THE SECOND SENATE SELECT COMMITTEE ON MEDICARE
Dr. Andrew Gault, Victoria



Following my submission as an individual rural G.P. to the first Senate Select Committee on Medicare I had the privilege to be invited to appear as a witness to one of the hearings in Melbourne.  I thank the Secretariat for inviting me to again participate in this ongoing and important national debate.

Despite all the talk, what I said in my original submission still stands.  The core concept of universal health insurance providing access to good quality, affordable health care should be a fundamental right of citizens in a society such as ours.  Equally, those who provide that health care should be well remunerated for fulfilling this demanding and expanding role.  This debate is taking place because G.P.s such as myself, who provide much of this care, have been increasingly preoccupied with pay issues rather than clinical/education issues, which is where any of our remaining professional energy should be expended.  

As a committed rural G.P. providing a comprehensive, unrushed and, I believe, high quality, compassionate service to my patients, I refuse to be remunerated at the level of the lowest common denominator.  Indeed “there is a strongly held perception in the G.P. community that incomes have fallen relative to both medical specialists and other professionals”.1     The expectation to bulk-bill rarely seems to extend to medical specialists.   Public dental care is a disgrace but private dentists are rarely criticised for providing so little of it.  (I’m glad to see the Committee has widened its scope to address the issue of dentistry).

The remuneration of G.P.s is such that a conscientious G.P., especially one who works on call, is paid at hourly rates which most other professionals would scoff at.  In my own case, including on call hours actually worked, (those in waiting I have left unpaid), and if normal employee’s entitlements such as Superannuation, Sick Pay, Holiday Pay and Long Service Leave are taken into account, after costs and before tax, it is $50-55 per hour, or $100,000 to $110,000 per year based on a 38 hour week.  Given the training required and the intensity and responsibility inherent in our work, this relatively modest salary is at the core of professional unrest with remuneration.

The Medicare Debate

This debate and of course the Committee’s findings have become highly politicised in recent months.  Amidst the war of words it seems to me that basic definitions and fundamental facts about the system are confused or deliberately ignored.  

1 
What is “Medicare”?  What does it provide?

· G.P. rebates?

· Rebates for all doctors/optometrists?

· Rebates for all private medical services?

· Private rebates plus public hospital services?

· Money allocated to health spending by the Federal Government?

The definition implied depends on the speaker and his/her argument.
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2    The Medicare Levy.

This is currently set at 1.5% of the personal income tax base, yet provides only 15.9% 2 of Commonwealth health expenditure.  Is it tied to the amount spent on G.P. rebates?  I don’t think so.  Is it tied to health spending at all?  Again, I doubt it.  It is, as far as I can see, simply a top-up to Consolidated Revenue designed to make taxpayers feel they are paying separately for and are entitled to one of the (vague) definitions of Medicare.  The distinction is important, as many members of the public and politicians seem to believe that by paying the Levy they are entitled to bulk-billing at rebate levels.

3 Universality and Bulk-Billing.

The only aspect of Medicare that is universal is the rebate, which is the major “safety net” of the system.  The principle of universal health insurance (and what other form of insurance pays without an excess?) is extended by some to deem that bulk-billing should be universal.  More often, it is proposed that bulk-billing should be “semi-universal”, applying to the 50% of consultations provided to patients carrying concession cards. This is despite a situation where, until now, the Government defines the needy but expects G.P.s to fund the entire discount.

Historically, I cannot find evidence that bulk-billing was ever an integral part of the Medicare concept.  Instead it is an arrangement, which, if properly funded, benefits all four parties involved.

· G.P.s are paid reliably

· Patients pay nothing directly and don’t have to claim rebates

· H.I.C. saves money by avoiding processing millions of individual claims

· Government benefits politically by overseeing a popular program

It has become less than satisfactory for the first party because of the decline of rebates and the increase in concessional consultations as the population ages and when Health Care Cards are easily obtained, the latter factor fluctuating depending on the Government of the day.

2 Co-payments

In service industries where there is no co-payment (public hospitals, public dentistry, Legal Aid, a multitude of counselling agencies) there is a continuing budgetary crisis and unmet need.  The PBS introduced co-payments in 1990 and has increased them under both major political parties.  Why should the MBS be different?  Are pharmacists expected to reduce their margins to the same extent as G.P.s when they dispense to concessional cardholders?

Since ceasing bulk-billing pensioners in our practice one year ago, the few complaints we have received have been mainly with regard to the inconvenience of forwarding rebate cheques rather than the co-payment itself.  With ever-increasing non-G.P. costs competing for the health dollar I doubt G.P.s will ever again be funded adequately for their services through rebates alone.  The fact that patients still have a large proportion of their bill rebated and that the G.P. will always be paid at least that proportion is a vast improvement on the days before Medicare.  When factoring in the absence of private insurance companies (U.S.) and restrictions on choice/long waiting lists (U.K.) our system has much to commend it.  

The assertion that one third of Australia’s population cannot afford to pay, say, $5, of their own money to see their G.P. is the greatest falsehood at the heart of this debate.  It is a view firmly held by politicians because of the political danger of facing up to it, by some patient advocates because they have deluded themselves that payment has already been paid for by the Levy and encouraged by the H.I.C. because huge extra processing costs can be avoided.   
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Unless these core definitions and concepts are agreed upon by all taking part in this debate the discussion is doomed to continue endlessly and unresolved in the manner it appears to be progressing at present.

Conclusion

Over the past two to three years and particularly during 2003 any lingering willingness to participate in the unwritten social contract many G.P.s of my generation felt part of has evaporated. I refer to the practice of bulk-billing the less well off in return for our free tertiary education and relatively privileged position in society. Younger, G.P.s, burdened with HECS fees and restrictive training programs, do not feel they have any favours to repay.  Many, as we know, are reluctant to enter General Practice at all, for reasons I can readily appreciate. 

I feel attempts are being made to commoditise and buy my professional services for a non-negotiable rock bottom fee.  My goodwill towards an inherently worthy system has been sorely tested and my compassion in both human and financial terms to my neediest patients has been taken for granted for too long.

I have commenced raising my fees to a realistic level commensurate with my skills, experience and commitment.  I will always be willing to reduce these fees if I believe access by needy patients, on either medical or financial grounds, is being compromised.  From my point of view it is then up to the electorate to determine the level at which the fees for those services are rebated.  I wish to spend more time in professional development and providing services and less time fitting in with Health Department inspired schemes.  Likewise I have as little to do as I can with other corrupting influences such as pharmaceutical companies.

I am grateful that this debate has forced G.P.s such as myself to take decisions which are made as a matter of course by other professionals or indeed people in any kind of business.   If  previous Health Ministers had heeded the complaints of G.P.s a few years ago and raised the Schedule Fee significantly then, bulk-billing rates would probably not have fallen.  Now, the interminable process of correcting this progressive under funding is seen by me and many others as “too little, too late”.   The old days of Medicare are gone.  Long live Medicare, but as the universal insurer, not the universal payer.    
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