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There is a crisis in health care for people with intellectual disabilities.  This crisis demands urgent attention from the Commonwealth Government and Parliament.  We call for an immediate initiative that is directly related to Medicare Plus – the creation of a new Medicare item for comprehensive health assessments of people with intellectual disabilities.
A crisis quiet for too long

Recent Australian research has shown:
· People with intellectual disabilities were nearly five times more likely to die than other people of the same age.  (Beange and others 2002).

· The life expectancy of a person with an intellectual disability is much lower than the general population, approximately twenty years lower for people with severe disabilities. (Bittles and others 2002)

· In Northern Sydney, 42% of medical conditions went undiagnosed in people with intellectual disabilities and half of the diagnosed conditions had been inadequately managed. (Beange and others 1995)

· Obesity for people with intellectual disabilities is up to three times the level in the general population. (Stewart and others 1994)
· 42% of  211 people with disabilities who died in care were underweight and some died because of critical illnesses being untreated  (Community Services Commission 2001)

· Dental disease was up to seven times more frequent than in the general population. (Scott and others 1998)
Why is it like this?

This situation arises from a wide range of factors:
· Communication issues between professional and patient – capacity to communicate, training of professionals in communication techniques.  These issues arise the more so if a person has limited English.

· People with intellectual disabilities are particularly vulnerable to various health conditions.

· Health professionals need to spend more time with people with intellectual disabilities but the health system often does not allow for this.

· Diagnostic overlay – The mistaken assumption that symptoms are related to the disability.

· Inadequate supply of free and subsidised health services, for example dental care.
· Inadequate multidisciplinary focus on health problems.

· Lack of an established specialty in intellectual disability medicine.

· Some health services are reluctant to treat people with intellectual disabilities, saying they are the responsibility of disability services.  
· Disability services have rightly moved away from a “medical model” but without systems being established to ensure appropriate health care.

· Inadequate cooperative planning, and too often buck passing, between health and disability departments and between levels of government.

· Many members of society attaching less value to people with disabilities.

· Health promotion campaigns and research tending not to focus on people with intellectual disabilities.
In short, “there is a lack of appropriate strategies” to address the “poor health outcomes” of people with intellectual disabilities. (Australian Health Care Summit Communiqué 2003)
Strategies for action
Specific priorities for the Commonwealth
1. Commonwealth leadership of national action based on acknowledgment of people with intellectual disabilities as a particularly disadvantaged group in the health system.

2. The Medicare Benefits Schedule acknowledging the extra time that a doctor needs to spend with a person who has an intellectual disability, in particular by provision for annual comprehensive health assessment (as there is for older people).
3. Extension of Medicare to therapy services such as speech therapy and dietetics. 
4. Ensuring that the Pharmaceutical Benefits Schedule reflects the particular needs of people with intellectual disabilities.

5. A line item on disability in the Australian Health Care Agreements (as there is for indigenous health and mental health).
Other strategies 

1. The health system otherwise encouraging health professionals to spend the time needed to treat a person with an intellectual disability and encouraging a multidisciplinary approach.

2. Adopting health guidelines for people with intellectual disabilities such as those of the International Association for the Scientific Study of Intellectual Disability. (See reference.)
3. Ensuring that all health professionals receive values based training in communicating with and treating people with disabilities.

4. Development of specialist knowledge in treatment of people with intellectual disabilities.

5. Ensuring that professionals with specialist knowledge of intellectual disability are available for consultation and referral from other health professionals.

6. Enhanced provision of free dental services.
7. Ensuring that health promotion campaigns and research include a focus on people with intellectual disabilities.

8. Ensuring that all health planning includes a focus on people with intellectual disabilities, including consultation with people with disabilities, their families and other advocates.

9. Enhanced coordination between the Commonwealth and the States and Territories and between health and disability agencies.

An immediate priority in Medicare Plus 
There is one particular initiative directly related to Medicare Plus that would signal concern of the Government and Parliament to act on the alarming health status of people with intellectual disabilities -
 

Medicare Plus creates a new Medicare item for comprehensive assessments of residents in aged care facilities.  The existing items 700-706 already cover assessments of other people aged over 75 and indigenous people aged over 55.

 

A similar Medicare item is needed to cover comprehensive assessments of people with intellectual disabilities of all ages. Such annual assessments would have an immediate impact on the currently very poor rate of appropriate diagnosis and treatment of medical conditions in people with intellectual disabilities - less than 30% properly diagnosed and treated in the Beange study (1995).
Recent and not yet published research of Associate Professor Nicholas Lennox of the University of Queensland confirms the efficacy of such assessments.  In a randomised controlled trial with 453 people with intellectual disabilities, there was a many fold increase (2 to 29 times) in achievement of various health outcome indicators – these included immunisation rates, women’s health screening, assessment and recognition of previously undetected hearing and vision impairment, identification and treatment of obesity, as well as a distinct trend to early detection of previously unrecognised disease.
People with other disabilities

This submission focuses on people with intellectual disabilities who comprise approximately 2% of the population.  There are also approximately 7% with borderline intellectual disabilities. 
Much of what is said here would apply similarly for people with other disabilities.
Further information may be obtained from 

· Jim Simpson, NSW Council for Intellectual Disability 
(02) 934 55504 


jcsimpson@optusnet.com.au
· Associate Professor Nicholas Lennox, University of Queensland

(07) 3840 2412


N.Lennox@sph.uq.edu.au
· Dr Seeta Durvasula, Developmental Disability Clinic, Centre for Developmental Disability Studies, Sydney
(02) 8878 0505


seetad@med.usyd.edu.au
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