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Submission to the Senate Select Committee on Medicare and Committee on the Health Legislation Amendment (Medicare and Private Health Insurance) Bill 2003

National Association of People Living with HIV/AIDS

December 2003

Background

The following submission relates to proposed amendments to the Health Legislation Amendment (Medicare and Private Health Insurance) Bill 2003. It should be considered in conjunction with our July, 2003, submission to the Senate Select Committee on Medicare and Committee on the Health Legislation Amendment (Private Health Insurance Bill) 2003. Full copies of this submission are also available on NAPWA’s website, http://www.napwa.org.au.

Our submission

The following are the core principles which NAPWA holds to be the basis of an enlightened, effective and modern public health care system.

· All Australians have the right to access an appropriately-funded public health care system, including: visits to a doctor or specialist; hospitalisation; palliative care; access to best-practice medicines and medical technologies and drugs which may enhance quality of life or prevent the onset of illness or progression of disease.

· This right to access must hold for all Australians, regardless of income, health status, gender, race or other social, political or cultural differences.

· It is in the best interests of our community and society at large to have a health care system which ensures the best possible well-being of all its citizens.

· The appropriate source of funding for this system is the taxation system.

· Recognising access to universal health care as a principle also means necessarily acknowledging the social and economic limitations which already affect the uptake of health services: limit-factors like race, language barriers, gender, geographical location, age and poverty.

· Best-practice public health, including the prevention of transmissible diseases, and the prevention of other illnesses or conditions (such as heart disease, diabetes or cancer), overwhelmingly confirms that investment in a robust public health system can avert the unnecessary spending of health dollars on preventable illness or disease further down the track.

· A compassionate approach to public health must also take account of those people living in Australia who may not have access to Medicare, by supporting some access to urgent and life-saving treatments for this group of people.

Structure of the submission

NAPWA’s submission will focus on three proposed aspects of the Health Legislation Amendment (Medicare and Private Health Insurance) Bill 2003 and Medicare Plus package which we believe will have the most direct affect on the lives of people living with HIV/AIDS. These are:

· The proposed safety net to protect low income families.

· The proposal for an increase to the Medicare rebates for the bulk-billing children under the age of 16, and for concession card holders; and

· Work-force development measures.

1. Proposed safety net arrangements.

NAPWA does not support the current safety net proposal. As it is currently proposed, the safety net is linked to eligibility for the Family Tax Benefit Allowance A, or otherwise available only to individuals with a health care card or pensioner concession card.

NAPWA is extremely concerned that this proposal restricts access to the safety net for low and middle income earners who do not hold health-care cards or have dependent children. Many Australians, including many Australians with HIV and chronic illnesses, live in family arrangements which do not include dependent children. Over 85 percent of HIV infections are among gay men
, many of whom do not have dependent children. 

Many HIV positive people work only part time or have low incomes, but nonetheless earn incomes above the level at which they would qualify for a Health Care Card. As it stands, the proposed safety net will not offer these people any more protection from high health-care costs than is offered to wealthy individuals, or to high income-earning families. People in this situation must spend at least $1,000 per annum on out-of-pocket non-hospital Medicare expenses before they will be eligible for the safety net reimbursements.

NAPWA believes this is an unacceptable and unfair financial impost, which will disadvantage many low-income earning Australian taxpayers, and in particular, those with chronic illnesses such as HIV/AIDS. The Medicare safety net remains separate from the safety net scheme operating with the Pharmaceutical Benefits Scheme. Denying the safety net to individuals without dependent children who may have high use of medical services means these people are doubly hit. To qualify for safety net protection for medications or other Medicare expenses, these people must pay a total of $1,708 per year: $708 to for prescription medicines, and $1,000 for out-of-pocket costs on Medicare items.

$1,708 represents a substantial proportion of annual earnings for many HIV positive individuals on low or average incomes. According to data from the HIV Futures III survey of Australians living with HIV/AIDS, the mean income for HIV positive Australians is $437.25 per week ($22,737 per annum) and the median income comes in substantially lower, at just $340 per week ($17,680 per annum).
 The current income threshold for eligibility for a Health Care Card for low income earners is $17,472.
These figures clearly indicate that there are a high number of people living with HIV/AIDS clustered in this low-income range, with incomes in some cases only marginally above the Health Care Card threshold, but who are not eligible for the safety net for either their prescription drugs, nor, as currently proposed, Medicare. To qualify for the two safety nets, these people would need to pay in some cases close to 10 percent of their annual income on out-of-pocket health expenses, such as doctors’ gap fees or pathology costs, and pharmaceutical costs.

In our July 2003 submission to this Committee, NAPWA drew the Committee’s attention to case studies looking at monthly medical expenses typical of people living with HIV. They were developed in consultation with HIV positive people, and doctors who treat a high caseload of people with HIV, and an experienced HIV dietitian who has worked with HIV positive people since the late 1980s. 

One of these studies considered the case of an HIV positive woman with a declining CD4 count and rising viral load, who was also managing typical complications associated with HIV and its treatment, and for this reason, working only part time. The following outlines her medical costs.

	MEDICAL EXPENSE
	COST PER MONTH

	4 prescribed HIV antivirals
	$74.00 (@18.50 per script)

	Other prescribed medications:

· sulfamethoxazole (PCP prophylaxis)

· metformin (treatment for type-2 diabetes, due to HIV-associated lipodystrophy)

· acyclovir
	$9.50 (@ PBS)

$15.60 (@PBS)

$23.10 (@ maximum, PBS)

	2 doctor’s visit: long consultation
	$25.00 (gap fees)



	Non-prescription pharmaceuticals:

· Clotrimazole (treatment of chronic thrush)

· Claratyne (management of recurrent sinusitis)

· Analgesic relief for menstrual cramps

· Imodium (diarrhoea): daily


	$30.00 per month (3 courses)

$21.05/pack 40

$6.95 

$30.00 

	Supplementation and dietary needs

Multivitamin supplementation (Swiss Women’s)

Sustagen powder prescribed, 1 kg tin per week for weight gain

Psyllium husks dietary fibre


	$13.00

$94.00 (@23.50 ea)

$5.00



	TOTAL MONTHLY COST
	$347.20


Each month, the woman described above would spend a total of $122.20 per month on co-payments for prescription drugs. Additionally, she may spend up to $25 per month on gap fees paid to her doctor, as she requires more frequent monitoring. She may also require periodic pathology tests or specialist visits (e.g. for additional diabetes management) which may also incur additional gap fees.

These monthly costs would represent an extreme financial burden for a part-time worker. And the safety net for either the PBS or Medicare does not take account of the additional burden of necessary non-prescription pharmaceuticals and allied health care costs often faced by people with HIV/AIDS and other complicated chronic illnesses.

This scenario shows clearly that the proposed safety net threshold of $1,000 would offer no real protection for many people on low incomes without dependent children, but who may have high individual health care costs.

There is an additional and important reason why NAPWA does not support the safety net scheme as proposed. For the woman described above, it would take her more than six months to reach the $708 PBS safety net. It is doubtful whether she would reach the $1,000 threshold for Medicare expenses at all. This means that for six months per year, she would continue to pay a substantive total proportion of her income on prescription medicine costs alone, and for 12 months of the year, on continuing medical costs. In other words, the safety net scheme would fail to protect the very people it should be there for: low income taxpayers with high health care needs.

2. Bulk billing

NAPWA’s membership consists of state-based advocacy and support groups for people living with HIV and AIDS. There are roughly 14,000 people living with HIV and AIDS across Australia, and their stories and experiences cover a wide spectrum, from well, working and responsive to antiretroviral treatment, to chronically ill or in palliative care and unable to work due to HIV, AIDS, or HIV treatment side effects.

As the peak body representing these groups, NAPWA has taken a great interest in how HIV positive people are currently managing their health care costs. In general, our membership reports that they, like many Australians, are affected by the national decline in bulk-billing rates. NAPWA has confirmed that several metropolitan General Practices with high numbers of HIV patients (practices where antiretroviral Section 100 drugs are prescribed) are now no longer bulk-billing any patients at all, including pensioners and Health Care Card holders. This has represented a sufficient financial burden for some people that they are no longer able to receive their primary care from GPs who may have been caring for them for many years. It has also represented a substantive additional burden for clinics who continue to bulk-bill patients, as they have had to absorb this group of people into already over-stretched practices with long waiting lists.

The Bobby Goldsmith Foundation, a NSW-based charity for people living with HIV/AIDS reports that in the year 2002-2003 they paid out a total of $7,514 to 87 HIV positive people unable to meet the gap fees between the Medicare rebate and the cost of consultation, and a total of $22,176 for 136 clients unable to meet the costs of their co-payments for prescription pharmaceuticals.

In other words, it has been left to charitable institutions to meet the health care costs of these people with HIV – an unacceptable situation which NAPWA believes will not be resolved, and may well be worsened, by the currently proposed safety net thresholds.

NAPWA welcomes the proposal to increase bulk-billing rebate rates for pensioners, Health Care Card holders and children by an extra $5. We appreciate that this is a good starting point, and represents in our view a great improvement over the General Practice Access Scheme proposal, which we had argued would provide little incentive to bulk-bill.

However, we share the doubts of many organisations and health care professionals as to whether this increased rebate in itself, welcome as it is, will be a sufficient incentive to encourage large numbers of doctors to continue to bulk-bill these patients. It will almost certainly do little to encourage bulk-billing for low-income Australians more generally. While this move will offer some protection for children and for those on pensions or extremely low incomes, again, it will fail to protect those low-income patients we have identified above, whose capacity for full or part-time work may be compromised by the often-uncertain nature of HIV illness. Many of these people will continue to be adversely affected if bulk-billing rates for this group continue to decline. As others have pointed out, preserving bulk-billing only for pensioners and children risks turning what should be a national scheme for medical care into merely part of the welfare system.

There is also a substantial disincentive to return to work for this group of people, since, by remaining on a pension a person would be able to more readily access bulk-billing and concessional-rate pharmaceuticals. However, a low-paid job may disqualify people from a health-care card, and introduce the spectre of substantially higher medical bills and the loss of the safety net, which would serve only to eat unreasonably into any additional income gained through working. In particular, people returning into the workforce after a long absence due to illness are more likely to go initially into lower-paid or part-time positions. This disincentive to return to work is in the interests of neither HIV positive individuals, nor the government or the economy.

We believe that an appropriate and equitable Medicare package ought to take into account the needs of low-income earners without access to Health Care Card benefits, and in particular, strengthen measures to encourage doctors to bulk-bill those people with low incomes who may also have high health-care needs or costs.

NAPWA has suggested to the Senate Select Committee on Medicare that this could take the form of a Chronic Illness Card, which would entitle people with a range of medical conditions, including but not limited to HIV infection, and which represent a high burden of cost to patients, to concessional health care. This situation would be a great step towards challenging the current inbuilt disincentive for those on pensions to return to full or part-time work. 

We urge you again to consider a Chronic Illness Card as an option which may protect those taxpayers we have identified, who may currently struggle to meet their ongoing health-care costs, and who would be effectively excluded from the safety net and bulk-billing measures proposed in the Medicare Plus package. Such an approach would be in line with current approaches to the provision of health-care, which encourage holistic and preventative approaches to clinical care.

NAPWA believes a Chronic Illness Card would offer additional benefits. HIV, like many chronic illnesses, requires a complex matrix of clinical management, and often, additional allied health support. It requires often-frequent visits to doctors or specialists, and other healthcare workers, such as mental healthcare professionals or dietitians. For workers on low incomes, NAPWA believes that a Chronic Illness Card would provide assurance for people with HIV who are working but on low incomes that the costs of their medical care can be adequately met. This, in turn, will help ensure that people remain well enough to stay in the workforce for viable periods of time, and that people are not forced to cut vital corners in their health care, or seek support from charity to meet costs as basic as doctors’ visits or prescription drugs.

3. Work-force development measures

Like many people in rural and regional Australia, NAPWA members consistently report they are affected by limitations on health service delivery outside of the major capital cities. 

We are pleased to see that the Medicare Plus package includes a range of workforce development measures designed to encourage general practice, training and access to doctors in these areas.

One of the major issues which HIV positive people face across Australia is patchy and inequitable access to General Practitioners also able to prescribe Section 100 treatments for HIV. This may be exacerbated if a doctor able to prescribe HIV treatments does not bulk-bill its low-income or concessional patients. We continue to encourage the Committee to promote strategies to ensure sustainable and equitable access to bulk-billing in rural and regional Australia. 

4. Some stories from around the country

Already, NAPWA is aware of HIV positive people finding it hard to meet the ongoing costs of their medical care, as bulk-billing rates continue to decline. In many areas of Australia, choice is further limited by the small numbers of doctors who may be able to prescribe Section 100 HIV antiviral treatments. We are aware of a number of cases which press home this point, and would like to briefly describe two of them in this submission.

Adelaide, South Australia

Adelaide has relatively low numbers of people living with HIV/AIDS although, like some other capital cities, has experienced a recent rise in new diagnoses. In Adelaide, access to Section 100 prescribing has been limited to just 4 general practitioners, and two hospital-based clinics. Many HIV positive people in Adelaide have therefore been seeing GPs who may have less experience of HIV for their general and ongoing care.

It was recently reported to NAPWA that a number of HIV positive people have reported to state-based services that they could no longer afford the up-front and gap fees payable when their doctors stopped bulk-billing. We understand that in one of these cases, the HIV positive mother of two teenaged children, working 30 hours per fortnight and on a part-pension, was forced to apply to a State-based HIV/AIDS charity, the Bobby Goldsmith Foundation South Australia Red Ribbon Fund, to pay the gap fees for four GP visits, one in order to be able to pick up the urgent results of a previous blood test. Because of the lack of availability of bulk-billing, this woman is now obliged to seek all of her care through an infectious diseases clinic at a public hospital, which requires a long trip to town, and a sometimes-lengthy wait, exacerbated by the fact that other HIV positive people are now in the same situation.

In a second situation, a HIV positive woman having ongoing trouble meeting up-front payments of $39 per standard visit was advised by her local GP that she should seek her medical care exclusively from her hospital-based specialist, since they would be able to more readily meet her need to be bulk-billed.

NAPWA believes any situation in which people on low incomes, and with limited availability of cash, are forced to seek their primary health care for HIV through the public hospital system in order to access bulk-billing doctors is unacceptable for people with chronic illness, and an absolutely inappropriate use of health care resources in the public hospital system.

Queensland
NAPWA has learned that a HIV positive woman in Queensland with a child who is also HIV positive has been unable to meet her ongoing medical costs. She presented to a local HIV/AIDS service organisation, seeking financial assistance so that she did not have to make a choice between the cost of her own antiviral therapy, and the cost of treatment for her child.

While situations like the two described above are not typical, they are nonetheless not uncommon. They suggest that in the current situation, many HIV positive people already find it difficult to meet ongoing medical costs, and may be forced to make decisions which may be detrimental to their care because of financial pressure.

There are substantive, obvious social and economic benefits in a robust national medical care program. Equitable access to medical care is the basis for effective clinical management of HIV. Appropriate management of HIV disease can prevent the much more frightening physical and economic effects of hospitalisation.

Summary of NAPWA’s response 

In summary, NAPWA:

· does not support the proposed safety net thresholds;

· urges that these thresholds be urgently revised to take into account the needs of people with chronic illnesses on low incomes and with high health care needs;

· recommends the introduction of a Chronic Illness Card to protect and assist these people;

· welcomes the proposed $5 increase to the rebate for bulk-billing pensioners and children;

· believes that this increase needs to be extended to ensure bulk-billing remains widely available to those on low incomes;

· welcomes additional support and training for doctors to work in regional and rural Australia.

� National Centre in HIV Epidemiology and Clinical Research. HIV/AIDS, viral hepatitis and sexually transmissible infections in Australia Annual Surveillance Report 2003. National Centre in HIV Epidemiology and Clinical Research, The University of NSW, Sydney, NSW. 2003, p. 5.


� Grierson, J., Mission, S., McDonald, K., Pitts, M. and O’Brien, M. HIV Futures III: Positive Australians on Services, Health and Wellbeing in Australia, Australian Research Centre in Sex, Health and Society, La Trobe University, Melbourne. 2002. p. 100.


� Personal communication from the Executive Director of the Bobby Goldsmith Foundation, Sydney, NSW, December 2003.
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